
Bombardier, et al: MCID low back pain 431

From the Institute for Work and Health, and Clinical Epidemiology and
Health Research Program, Department of Medicine and Department of
Public Health, University of Toronto, Toronto, Ontario, Canada.

C. Bombardier, MD, FRCP, Institute for Work and Health, Clinical
Epidemiology and Health Care Research Program, Department of Health
Administration, University of Toronto; J. Hayden, BSc, DC, Institute for
Work and Health; D.E. Beaton, BScOT, MSc, PhD, Institute for Work and
Health, Clinical Epidemiology and Health Care Research Program,
Department of Health Administration, University of Toronto.

Address reprint requests to Dr. C. Bombardier, Institute for Work &
Health, 250 Bloor St East, Ste 702, Toronto, Ontario M4W 1E6. 
E-mail: claire.bombardier@utoronto.ca

INTRODUCTION
Clinical studies of low back pain (LBP) vary widely in the
type of outcomes used to assess the success of therapies.
There is no consistency in the range of outcomes considered
and even within a given outcome the measures selected vary
considerably. For example, there are more than 10 different
tools to measure back-specific function, and pain scales
differ from one study to another. A standard set of outcome
measures would make it easier to compare the magnitude of
the treatment effects across studies. It would also encourage
complete reporting of relevant outcomes so that investiga-
tors do not report on a single domain while ignoring others.

For all these reasons, an international group of investiga-
tors met and proposed a core set of 5 domains that should be
used in all low back pain studies. These recommendations
were published in Spine in 19981. Individual investigators
may choose to add other measures in their studies, but the
core set is intended to provide a common yardstick across
all studies. The core set for clinical research is illustrated in

Table 1. This core set has since been revisited for a forth-
coming special issue of Spine2a and the same 5 domains are
recommended with only slight differences in the specific
instruments proposed for each domain. For example, the full
Medical Outcome Survey Short Form-36 (SF-36) is now
recommended instead of the SF-12 because of its superior
measurement properties, particularly for detecting change in
a clinical context.

In this paper, we focus on the 2 back-specific measures
of function recommended in the “core-set,” the Roland-
Morris Disability Questionnaire (RDQ)2b and the Oswestry
Disability Index (ODI)3. They are the most commonly used
measures of function in back pain research, but how well do
they detect patients’ improvement and what is their smallest
clinically relevant change? To answer these questions, we
review the literature, identify the different approaches used
to measure change, and document the magnitude of the
change found. Finally, we classify our results using the
framework proposed by Beaton elsewhere in this supple-
ment4a.

METHODS
The Roland-Morris Disability Questionnaire (RDQ)
measures 24 activity limitations due to back pain, while the
Oswestry Disability Index (ODI) consists of 10 items
assessing the level of pain interference with physical activi-
ties; the RDQ is mostly a measure of function while the ODI
incorporates a measure of pain as well as physical function.
In practice, the differences between these instruments are
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not great. They are both easy to use, reliable, and valid.
Some floor and ceiling effects have been described; the ODI
may be better at measuring higher disability levels, while
the RDQ may perform better in general populations, where
lower disability levels are found.

To assess their ability to measure change we undertook
electronic and manual citation searches of the original publi-
cations of Roland and Morris (1983)2b and Fairbank, et al
(1980)3. The electronic search covered the time period 1993
to March 2000; it identified 205 and 334 articles for the
RDQ and ODI, respectively. Manual citation searches for
the years prior to 1993, back to the year of publication of the
instrument, identified a further 36 and 47 articles resulting
in a total of 241 and 381 references for the RDQ and ODI,
respectively. These articles were assessed by title and
abstract (if available) to determine eligibility. A total of 78
and 71 (RDQ and ODI, respectively) articles were consid-
ered potentially relevant to responsiveness and were
retrieved for closer examination. (Note that all articles iden-
tified from the manual search were retrieved since electronic
titles and abstracts were unavailable for screening.)

The detailed results of our literature search are presented
in Appendix 1 for the RDQ (3 articles could not be
retrieved) and in Appendix 2 for the ODI (retrieval is contin-
uing for this measure). These appendices offer a summary of
this literature to date. For each citation, we extracted the
type of back pain population studied, the type of change
measured, the estimate of change, and the interval over
which the change was studied. We classify the type of
change measured using the framework proposed by

Beaton4a: does the change refer to individuals or groups of
individuals, does it describe a difference between individ-
uals or within individuals or both, and what type of change
is being studied?: minimum potentially detectable,
minimum actually detectable beyond error, change observed
in a population, or change observed in those estimated to
have an important difference.

RESULTS
Changes in individuals. Changes in individuals were
measured less frequently in the literature than changes in
groups. Stratford, et al4b estimate that the minimally
detectable change on the RDQ is 5 points on the 0–14 point
scale, with less confidence of detecting changes at the
extremes of the scale (Figure 1, number 1). Dionne, et al5

estimate that a 10% change is the best discriminator
between those who return to work and those who do not, or
a change of 2 to 3 points on the scale (Figure 1, number 2).
Stratford, et al6 and Riddle, et al7 calculate that a 5 point
change is an important difference since it is the change
found in patients where both the patient and the clinician
believe an important change has occurred and treatment
goals have been achieved (Figure 1, number 3). The
approach most often used for deciding on an important
change in individuals is to contrast the distributions of
changes in the RDQ and in the ODI in individuals who meet
a given criterion with the distribution of changes in individ-
uals who do not meet that criterion. For example, Deyo and
Centor8 compared the distributions of changes in RDQ
scores in those who resumed full activity to those who did
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Table 1. A proposed “core set” of instruments for clinical researchers. Reproduced with permission from Spine1.

Domain Specific Instrument

Pain symptoms Bothersomeness or severity and frequency of low back pain and leg pain 
(sciatica)

Back related function Roland-Morris Disability Questionnaire (or adaptations)
or

Oswestry Disability Index (or adaptations)
Generic well being SF-12 or EuroQol:also:

“If you had to spend the rest of your life with the symptoms you have right 
now, how would you feel about it?”

Disability (social role) Days of work absenteeism, cut down activities, bed rest
Satisfaction with care Single question on overall satisfaction (optional)

Table 2. Comparison of the Roland-Morris Disability Questionnaire and the Oswestry Disability Index.

Instrument No. of Items Score Time to Dimensions
(response options) (best to worse) complete, min

Roland-Morris 24 (yes/no) 0–24 5 Physical activities, housework, mobility, dressing, getting 
help, appetite, irritability, pain

Oswestry 10 (6 levels) 0–100 5 Pain intensity, personal care, lifting, walking, sitting, 
standing, sleeping, sex life, social life, traveling.
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not resume full activity. Beurskens, et al9 contrasted the
RDQ change scores in those who improved using a global
assessment of improvement versus those who did not, while
Stratford, et al6,10 used as a criterion improvements
according to both the clinician and the patients’ global
rating. All these authors used a well known method called
the receiver operand curve (ROC), which results in various
cutoff points for changes, each associated with a given
sensitivity and specificity.

Changes in groups. There are many studies looking at
changes in groups of individuals. The most common ones
are randomized trials where the treatment effects for the 2
back-specific measures, the RDQ or the ODI, can be calcu-
lated. The treatment effect is the mean change in the treat-
ment group contrasted with the mean change in the
comparison group (Figure 2, number 4); more specifically,
it is the difference in observed changes between the 2
cohorts.

Appendices 1 and 2 provide examples of treatment
effects in randomized trials11-16. Another type of change is
illustrated in Figure 2, number 5; it is the change found in a
single cohort of patients. The magnitude of this change will
vary depending on the patient population (acute vs chronic

back pain), on the length of followup, or on the types of
interventions used during the followup period (surgery vs
analgesics). Several examples of cohorts are included in the
appendices8,10,17-19. A third type of change shown in Figure
2, number 6, is the change observed in those estimated to
have changed. Patrick, et al19 found a change of 8.7 for
those with improved sciatica and 8.4 for those who had an
improvement in quality of life. The final example in Figure
2, number 7, relates to the change observed in those esti-
mated to have an important change. Achieving treatment
goals is deemed an important change — Riddle, et al7 found
that the magnitude of such a change varies depending on the
baseline value; Stratford, et al6 found the same for the
average of the clinician and the patients’ global rating of
important change; but on average, the change was in the
range of 7 points.

DISCUSSION
The most common reason for using patient based outcome
measures is to assess patients’ response to treatment. Is the
patient better? This paper reviewed the types and magnitude
of changes found in 2 measures of back-specific function:
the Roland-Morris Disability Questionnaire and the
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Figure 1. Examples of changes found in studies looking at individual
patients. 1. Change beyond error > 5 Roland-Morris points, slightly less (4)
at extremes of score. 2. Change of 2-3 is most accurate in discriminating
improved versus nonimproved (self-rating). Ten percent change is the best
discriminator between those returned to work and those not. 3. Clinician
and patient rating of change, change of 5 points = most accurate indicator
of improvement. The same is found when using achievement of treatment
goals as indicator.

Figure 2. Examples of changes found in studies looking at group changes.
4. Randomized controlled trials using the Roland scale. Change depends on
treatment, control. 5. Short term history of acute back pain, mean change =
3. Pre-post therapy = 6.2. 6. Mean change of 8.7 in patients with improved
sciatica, improved quality of life (8.4). 7. Mean change in those patients
deemed to have had an important improvement: 7.2–7.6: achieving treat-
ment goals, clinician/patient rating.
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Oswestry Disability Index. Both are part of the recom-
mended “core set” of measures for use in back pain
research. For a comprehensive review of other measurement
properties of these 2 scales the reader can refer to a recent
review by Roland and Fairbank2a.

We found that there is no set answer to the question of
what is an important change. The magnitude of change
varies depending on the approach used to measure change.
Some authors label as responsiveness any change greater
than the measurement error of the instrument, others use the
change observed in a cohort of patients, while others restrict
it to the change found in patients who said they improved. It
is not surprising, then, that the responsiveness of the RDQ

found in the literature will range from 2 to 8 points on its 0
to 24 scale depending on what change is being measured.
Since the decision about what is a clinically important
change is key for sample size calculations, the reader should
carefully apply Beaton’s guidelines and refer to the tables in
the appendices of this paper to find a match between the
responsiveness reported in the literature and the study you
are planning. As a rough guide Roland recommends that a
change in 2 to 3 points on the RDQ should be considered the
minimum clinically important change. Choosing any value
larger than 5 in designing a clinical trial would risk under-
powering the trial, since fewer patients are needed if a trial
is designed on the basis of a large change score.
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Appendix 1. Roland-Morris Disability Questionnaire.
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Appendix 2. Oswestry Disability Index.
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