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Participation Assessment Booklet

The GAMEBACK Trial  

Name:_________________________________________

Date:____/____/_____




General Characteristics Questionnaire 
Name:
Gender: (M/F)
Age:
DOB:
Email address:
Height:
Weight: 
Body Mass Index (BMI - for the researcher to calculate):
Alcohol consumption:
Smoking:
	Never Smoked
	Ex-Smoker
	Current Smoker 

	O
	O
	O



Educational attainment: 

	Primary school completion or less
	Attended high school but didn’t finish
	Finished high school
	University degree completion 

	O
	O
	O
	O

	

	
	
	

	
Family  characteristics:
	
	
	



	
	Yes


	No

	Do your immediate family members engage in regular physical activity?

	O
	O

	Do your immediate family members engage in regular vigorous activity?

	O
	O

	Do any of your immediate family members suffer from chronic low back pain? 

	O
	O

	Do all of your immediate family members suffer from any degree of low back pain?
	O
	O














BASELINE ASSESSMENT 









Numerical Rating Scale 

Please indicate the usual intensity of your pain on a scale of 0 to 10, where 0 means “no pain” and 10 means “the worst pain imaginable,” over the last week. 


0        1         2         3         4         5         6         7         8         9         10
No pain	         					           			Worst pain




[bookmark: 1]Pain Self Efficacy Questionnaire (PSEQ)

Please rate how confident you are that you can do the following things at present, despite the pain. To indicate your answer circle one of the numbers on the scale under each item, where 0 = not at all confident and 6 = completely confident. For example: 

0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


Remember, this questionnaire is not asking whether or not you have been doing these things, but rather how confident you are that you can do them at present, despite the pain


 __________________________________________________________________________



1. I can enjoy things, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 






2. I can do most of the household chores (e.g. tidying-up, washing dishes, etc.), despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 



3. I can socialise with my friends or family members as often as I used to do, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


4. I can cope with my pain in most situations.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


5. I can do some form of work, despite the pain (“work” includes house work, paid and unpaid work).


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


6. I can still do many of the things I enjoy doing, such as hobbies or leisure activity, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 

7. I can cope with my pain without medication.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 

8. I can still accomplish most of my goals in life, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 




9. I can live a normal lifestyle, despite the pain. 


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


10.  I can gradually become more active, despite the pain. 


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 




Use of health services for low back pain (care-seeking)

1) Are you currently receiving any treatment for your low back pain? (e.g. medication use, GP visits, private physiotherapy, private chiropractic, etc.)
 
 Yes		 No   

If yes, please specify which treatment: 

____________________________________________________

2) Are you planning to start any treatment for your low back pain in the next months?  

 Yes		 No   

If yes, please specify which treatment:  

____________________________________________________

3) Are you currently taking any medication (prescription or over-the-counter) for your low back pain? 

 Yes		 No   

If yes, please specify which medication and the dosage:  

____________________________________________________









Patient-specific functional scale - PSFS

Please identify up to three important activities that you are unable to do or are having difficulty performing as a result of your problem. 

Today, are there any activities that you are unable to do or have difficulty with because of your problem? Please give a score out of 10 for each activity that you have listed, where 0 means you are unable to perform the activity and 10 means you have no problem performing it. 


Activity 1: ______________________  

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	  10



	Unable to
perform 
activity
	Able to perform activity  at pre-injury level



Activity 2: ______________________  

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	  10



	Unable to
perform 
activity
	Able to perform activity  at pre-injury level



Activity 3: ______________________  

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	  10



	Unable to
perform 
activity
	Able to perform activity  at pre-injury level


	 

	




Roland-Morris disability questionnaire

When your back hurts, you may find it difficult to do some of the things you normally do.
This list contains some sentences that people have used to describe themselves when they have back pain. When you read them, you may find that some stand out because they describe your situation today. As you read the list, think of yourself today. When you read a sentence that describes your situation today, put a tick against it. If the sentence does not describe your situation, then leave the box blank and go on to the next one. Remember, only tick the sentence if you are sure that it describes your situation today.
1. I stay at home most of the day because of the pain in my back. 
1. I change position frequently to try and get my back comfortable.   
2. I walk more slowly than usual because of the pain in my back. 
3. Because of the pain in my back, I am not doing any of the jobs that I usually do around the house. 
4. Because of the pain in my back, I use a handrail to climb stairs. 
5. Because of the pain in my back, I lie down to rest more often than usual. 
6. Because of the pain in my back, I have to hold on to something to get out of a lounge chair. 
7. Because of the pain in my back, I ask other people to do things for me. 
8. I get dressed more slowly than usual because of the pain in my back. 
9. I only stand up for short periods of time because of the pain in my back. 
10. Because of the pain in my back, I try not to bend or kneel down. 
11. I find it difficult to get out of a dining chair because of the pain in my back. 
12. My back is painful most of the time. 
13. I find it difficult to turn over in bed because of the pain in my back. 
14. I do not feel like eating much because of the pain in my back. 
15. I have trouble putting on my socks (or stockings) because of the pain in my back. 
16. I only walk short distances because of the pain in my back. 
17. I sleep less than usual because of the pain in my back. 
18. Because of the pain in my back, I get dressed with help from someone else. 
19. I sit down for most of the day because of the pain in my back. 
20. I avoid heavy jobs in the house because of the pain in my back. 
21. Because of the pain in my back, I am more irritable and bad tempered with people than usual. 
22. Because of the pain in my back, I climb stairs more slowly than usual. 
23. I stay in bed most of the time because of the pain in my back. 

Falls Efficacy Scale-I

	
We would like to ask some questions about how concerned you are about the possibility of falling. Please reply thinking about how you usually do the activity. If you currently don’t do the activity (e.g. if someone does your shopping for you), please answer to show whether you think you would be concerned about falling IF you did the activity. For each of the following activities, please TICK the box which is closest to your own opinion to show how concerned you are that you might fall if you did this activity. 


	 
	Not at all concerned
1
	Somewhat concerned 
2
	Fairly concerned 
3
	Very concerned   4 



	1 
	Cleaning the house (e.g. sweep, vacuum or dust) 
	1 
	2 
	3 
	4 

	2 
	Getting dressed or undressed 
	1 
	2 
	3 
	4 

	3 
	Preparing simple meals 
	1 
	2 
	3 
	4 

	4 
	Taking a bath or shower 
	1 
	2 
	3 
	4 

	5 
	Going to the shop 
	1 
	2 
	3 
	4 

	6 
	Getting in or out of a chair 
	1 
	2 
	3 
	4 

	7 
	Going up or down stairs 
	1 
	2 
	3 
	4 

	8 
	Walking around in the neighbourhood 
	1 
	2 
	3 
	4 

	9 
	Reaching for something above your head or on the ground 
	1 
	2 
	3 
	4 

	10 
	Going to answer the telephone before it stops ringing 
	1 
	2 
	3 
	4 

	11 
	Walking on a slippery surface (e.g. wet or icy) 
	1 
	2 
	3 
	4 

	12 
	Visiting a friend or relative 
	1 
	2 
	3 
	4 

	13 
	Walking in a place with crowds 
	1 
	2 
	3 
	4 

	14 
	Walking on an uneven surface (e.g. rocky ground, poorly maintained pavement) 
	1 
	2 
	3 
	4 

	15 
	Walking up or down a slope 
	1 
	2 
	3 
	4 

	16 
	Going out to a social event 
(e.g. religious service, family gathering or club meeting) 
	1 
	2 
	3 
	4
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FOLLOW UP ASSESSMENT














Numerical Rating Scale 

Please indicate the usual intensity of your pain on a scale of 0 to 10, where 0 means “no pain” and 10 means “the worst pain imaginable,” over the last week. 


0        1         2         3         4         5         6         7         8         9         10
No pain	         					           			Worst pain




Pain Self Efficacy Questionnaire (PSEQ)

Please rate how confident you are that you can do the following things at present, despite the pain. To indicate your answer circle one of the numbers on the scale under each item, where 0 = not at all confident and 6 = completely confident. For example: 

0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


Remember, this questionnaire is not asking whether or not you have been doing these things, but rather how confident you are that you can do them at present, despite the pain


 __________________________________________________________________________



1. I can enjoy things, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 






2. I can do most of the household chores (e.g. tidying-up, washing dishes, etc.), despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 



3. I can socialise with my friends or family members as often as I used to do, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


4. I can cope with my pain in most situations.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


5. I can do some form of work, despite the pain (“work” includes house work, paid and unpaid work).


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


6. I can still do many of the things I enjoy doing, such as hobbies or leisure activity, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


7. I can cope with my pain without medication.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 

8. I can still accomplish most of my goals in life, despite the pain.


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 




9. I can live a normal lifestyle, despite the pain. 


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 


10.  I can gradually become more active, despite the pain. 


0 	1 	2 	3	 4	 5 	6
			Not at all					Completely
			Confident 					Confident 




Use of health services for low back pain (care-seeking)

1) Are you currently receiving any treatment for your low back pain? (e.g. medication use, GP visits, private physiotherapy, private chiropractic, etc.)
 
 Yes		 No   

If yes, please specify which treatment: 

____________________________________________________

2) Are you planning to start any treatment for your low back pain in the next months?  

 Yes		 No   

If yes, please specify which treatment:  

____________________________________________________

3) Are you currently taking any medication (prescription or over-the-counter) for your low back pain? 

 Yes		 No   

If yes, please specify which medication and the dosage:  

____________________________________________________





Patient-specific functional scale – PSFS


Please identify up to three important activities that you are unable to do or are having difficulty performing as a result of your problem. 
When you were assessed 8 weeks ago you reported that you were having difficulty with:

1.__________________________________________________

2.__________________________________________________

3.__________________________________________________

Today, do you still have difficulty with these activities? If you do, please re-write those activities below and give a score out of 10 for each activity that you have listed, where 0 means you are unable to perform the activity and 10 means you have no problem performing it. 
If you have trouble with different activities please write them in the box below and score them as described above. 


Activity 1: ______________________  

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	  10



	Unable to
perform 
activity
	Able to perform activity  at pre-injury level



Activity 2: ______________________  

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	  10



	Unable to
perform 
activity
	Able to perform activity  at pre-injury level



Activity 3: ______________________  

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	  10



	Unable to
perform 
activity
	Able to perform activity  at pre-injury level


Roland-Morris disability questionnaire

When your back hurts, you may find it difficult to do some of the things you normally do.
This list contains some sentences that people have used to describe themselves when they have back pain. When you read them, you may find that some stand out because they describe your situation today. As you read the list, think of yourself today. When you read a sentence that describes your situation today, put a tick against it. If the sentence does not describe your situation, then leave the box blank and go on to the next one. Remember, only tick the sentence if you are sure that it describes your situation today.
1. I stay at home most of the day because of the pain in my back. 
2. I change position frequently to try and get my back comfortable.   
3. I walk more slowly than usual because of the pain in my back. 
4. Because of the pain in my back, I am not doing any of the jobs that I usually do around the house. 
5. Because of the pain in my back, I use a handrail to climb stairs. 
6. Because of the pain in my back, I lie down to rest more often than usual. 
7. Because of the pain in my back, I have to hold on to something to get out of a lounge chair. 
8. Because of the pain in my back, I ask other people to do things for me. 
9. I get dressed more slowly than usual because of the pain in my back. 
10. I only stand up for short periods of time because of the pain in my back. 
11. Because of the pain in my back, I try not to bend or kneel down. 
12. I find it difficult to get out of a dining chair because of the pain in my back. 
13. My back is painful most of the time. 
14. I find it difficult to turn over in bed because of the pain in my back. 
15. I do not feel like eating much because of the pain in my back. 
16. I have trouble putting on my socks (or stockings) because of the pain in my back. 
17. I only walk short distances because of the pain in my back. 
18. I sleep less than usual because of the pain in my back. 
19. Because of the pain in my back, I get dressed with help from someone else. 
20. I sit down for most of the day because of the pain in my back. 
21. I avoid heavy jobs in the house because of the pain in my back. 
22. Because of the pain in my back, I am more irritable and bad tempered with people than usual. 
23. Because of the pain in my back, I climb stairs more slowly than usual. 
24. I stay in bed most of the time because of the pain in my back. 


Falls Efficacy Scale-I

	
We would like to ask some questions about how concerned you are about the possibility of falling. Please reply thinking about how you usually do the activity. If you currently don’t do the activity (e.g. if someone does your shopping for you), please answer to show whether you think you would be concerned about falling IF you did the activity. For each of the following activities, please TICK the box which is closest to your own opinion to show how concerned you are that you might fall if you did this activity. 


	 
	Not at all concerned
1
	Somewhat concerned 
2
	Fairly concerned 
3
	Very concerned   4 



	1 
	Cleaning the house (e.g. sweep, vacuum or dust) 
	1 
	2 
	3 
	4 

	2 
	Getting dressed or undressed 
	1 
	2 
	3 
	4 

	3 
	Preparing simple meals 
	1 
	2 
	3 
	4 

	4 
	Taking a bath or shower 
	1 
	2 
	3 
	4 

	5 
	Going to the shop 
	1 
	2 
	3 
	4 

	6 
	Getting in or out of a chair 
	1 
	2 
	3 
	4 

	7 
	Going up or down stairs 
	1 
	2 
	3 
	4 

	8 
	Walking around in the neighbourhood 
	1 
	2 
	3 
	4 

	9 
	Reaching for something above your head or on the ground 
	1 
	2 
	3 
	4 

	10 
	Going to answer the telephone before it stops ringing 
	1 
	2 
	3 
	4 

	11 
	Walking on a slippery surface (e.g. wet or icy) 
	1 
	2 
	3 
	4 

	12 
	Visiting a friend or relative 
	1 
	2 
	3 
	4 

	13 
	Walking in a place with crowds 
	1 
	2 
	3 
	4 

	14 
	Walking on an uneven surface (e.g. rocky ground, poorly maintained pavement) 
	1 
	2 
	3 
	4 

	15 
	Walking up or down a slope 
	1 
	2 
	3 
	4 

	16 
	Going out to a social event 
(e.g. religious service, family gathering or club meeting) 
	1 
	2 
	3 
	4
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Post-Intervention Interview (Video-game Exercise Group ONLY)

i) How did you find the overall experience of using the Nintendo Wii game console?

ii) Was the console and Wii Fit game easy to use once everything was set up?  

iii) Did you experience any barriers to participating in the video-game exercise program?

iv) Was there enough variety in the exercise games to keep you interested during the video-game exercise program?

v) Do you think the use of a video-game console increased your motivation to perform the exercises? 

vi) Would you have performed these exercises more/less regularly if you didn’t use the video-game?

vii) Did you find the exercises sufficiently challenging?

viii) Do you have any additional comments regarding the intervention?
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Rapid Assessment of Physical Activity

ies are activities where you move and increase your heart
ing rate, whether you do them for pleasure, work, or
transportation

The following questions ask about the amount and intensity of physical
activity you usually do. The intensity of the activity is related to the amount
of energy you use to do these activities.

Examples of physical activity intensity levels:

Light activities

.« your heart beats slightly
faster than normal

. you can talk and sing

Walking SUetehing y/acuuming or
Leisurely Light Yard Work

.+ your heart beats faster
than normal

« you can talk but not
sing Fas! Strength  Swimming
Walking Training  Gently

Vigorous activities

.« your heart rate
increases a lot

+ you can't talk or your
talking is broken up by Racquetball,
large breaths star

Machine Running
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How physically active are you? (Check one answer on each line)

Does this accurately
describe you?

| rarely or never do any physical activities. YDeS "5’

1 do some light or moderate physical Yes  No
every week ] =]
1 do some light physical activity every week YDeS "5’

1 do moderate physical activities every week, but less Yes  No
30 minutes a day or 5 days a week. [} O

1 do vigorous physical activities every week, but less Yes  No
than 20 minutes a day or 3 days a week. m} O
1 do 30 minutes or more a day of moderate physical Yes  No
activities, 5 or more days a week. ] 0
1 do 20 minutes or more a day of vigorous physical Yes  No
activities, 3 or more days a week. ] 0

1 do activities to increase muscle strength, such as
lifting weights or calisthenics, once a week or more.

1 do activities to improve flexibility, such as stretching
or yoga, once a week or more.

ID#
Today's Date
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