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Abstract
Background: Chronic musculoskeletal pain has a vast global prevalence and economic burden. Conservative therapies are
universally recommended but require patient engagement and self-management to be effective.
Objective: This study aimed to evaluate the efficacy of a 12-week digital care program (DCP) in a large population of patients
with chronic knee and back pain.
Methods: A longitudinal observational study was conducted using a remote DCP available through a mobile app. Subjects
participated in a 12-week multimodal DCP incorporating education, sensor-guided exercise therapy (ET), and behavioral health
support with 1-on-1 remote health coaching. The primary outcome was pain measured by the visual analog scale (VAS). Secondary
measures included engagement levels, program completion, program satisfaction, condition-specific pain measures, depression,
anxiety, and work productivity.
Results: A total of 10,264 adults with either knee (n=3796) or low back (n=6468) pain for at least three months were included
in the study. Participants experienced a 68.45% average improvement in VAS pain between baseline intake and 12 weeks. In all,
73.04% (7497/10,264) participants completed the DCP into the final month. In total, 78.60% (5893/7497) of program completers
(7144/10,264, 69.60% of all participants) achieved minimally important change in pain. Furthermore, the number of ET sessions
and coaching interactions were both positively associated with improvement in pain, suggesting that the amount of engagement
influenced outcomes. Secondary outcomes included a 57.9% and 58.3% decrease in depression and anxiety scores, respectively,
and 61.5% improvement in work productivity. Finally, 3 distinct clusters of pain response trajectories were identified, which
could be predicted with a mean 76% accuracy using baseline measures.
Conclusions: These results support the efficacy and scalability of a DCP for chronic low back and knee pain in a large, diverse,
real-world population. Participants demonstrated high completion and engagement rates and a significant positive relationship
between engagement and pain reduction was identified, a finding that has not been previously demonstrated in a DCP. Furthermore,
the large sample size allowed for the identification of distinct pain response subgroups, which may prove beneficial in predicting
recovery and tailoring future interventions. This is the first longitudinal digital health study to analyze pain outcomes in a sample
of this magnitude, and it supports the prospect for DCPs to serve the overwhelming number of musculoskeletal pain sufferers
worldwide.
(J Med Internet Res 2020;22(5):e18250) doi: 10.2196/18250
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Introduction
Background
Chronic musculoskeletal pain has vast global prevalence [1]
and annual costs in the hundreds of billions of dollars in the
United States [2,3]. Musculoskeletal disorders are debilitating
and may contribute to the opioid epidemic, as they are the most
common noncancer indication for an opioid prescription in the
United States [4-6]. Nonsurgical care, including exercise,
education, and behavioral health, is universally recommended
as the first-line treatment for the majority of chronic
musculoskeletal conditions [7] given that it can achieve similar
outcomes to surgery with reduced cost and lower risk [8,9].
However, conservative care has significant barriers to effective
implementation and requires higher patient engagement to be
successful [10,11]. Notably, conservative care administered in
a clinical setting is also costly, and ongoing monitoring is often
infeasible. Given the growing burden of chronic musculoskeletal
pain, a scalable and effective mode of conservative care delivery
is needed.
Digital health interventions have the potential to improve
conservative care outcomes for chronic musculoskeletal pain
by increasing patient engagement through electronic delivery
of interventions. This approach can better enable patients to
take a proactive role in their treatment and learn to self-manage
their chronic pain symptoms. With the ubiquity of smartphones,
low-cost sensor technology, and advanced analytical approaches
to assess complex health care data, the prospect of digital
technology for improved patient care is apparent and is reflected
in the growing number of clinical trial protocols and review
papers on the topic [12]. Digital therapies are shown to be
effective for improving outcomes associated with conditions
requiring self-management and behavioral change, such as type
2 diabetes [13], hypertension [14], and insomnia [15]. In
addition, patient willingness to seek surgical treatment is shown
to decrease following participation in a digital care program
(DCP) [16]. Chronic pain, although often difficult to diagnose
and treat clinically, is also shown to improve with the aid of
digital therapy [10]. For chronic musculoskeletal pain
specifically, the DCP in this study was previously evaluated in
two randomized control trials and demonstrated effectiveness
for improving pain and disability associated with knee pain [17]
and low back pain [18]. Although these previous
musculoskeletal pain studies show potential for a digital
therapeutic approach to improve outcomes, they are limited in
sample size (<200 subjects) and real-world effectiveness has
yet to be shown. In this study, we assessed engagement and
subject-reported outcomes over a 12-week period following
enrollment in the DCP in a sample of over 10,000 users with
chronic knee or back pain.

Objectives
This study had two objectives. First, we sought to determine
whether the DCP is scalable and effective in a large sample of
real-world patients. Given the magnitude of the chronic
https://www.jmir.org/2020/5/e18250
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musculoskeletal pain population, scalability is one of the greatest
potential benefits of a DCP, so the efficacy of a DCP in a large
sample of real-world patients is important to assess. Key
questions include if high levels of engagement can be sustained
and if efficacy demonstrated in smaller randomized control
trials is maintained in the larger real-world population. On the
basis of results from the smaller randomized control trials, we
hypothesized that the DCP would improve subject-reported pain
over a 12-week period and that engagement with the DCP would
be a necessary factor for improvement. A scalable digital
intervention for engaging patients with safe conservative
therapies for lasting self-management would have the potential
to reduce the economic burden and improve the quality of life
for a large population of patients.
Second, we sought to analyze the large dataset generated from
the DCP to generate novel insights into patient recovery
trajectories, which would create an opportunity to develop
personalized interventions for individual patients. Little is
known about the patient-specific response and rate of
improvement for chronic musculoskeletal pain between clinical
visits. Patients are typically assessed by clinicians during initial
evaluations and, then, at follow-up appointments that may be
weeks or months apart. A DCP enables regular (eg, weekly)
collection of subject-reported outcomes throughout the recovery
process. Statistical modeling methods can then be applied to
these large longitudinal datasets to assess the rate of change in
outcomes and if baseline data can predict recovery response. In
this study, we used statistical modeling on a large longitudinal
sample to evaluate nonlinear changes in pain over time and
predict subject-specific pain response groups (rapid vs gradual)
from baseline demographic data. Understanding how pain
improves over time would inform our knowledge of pain
recovery, identify variables associated with recovery, and allow
for better care of patients unlikely to have rapid pain responses.

Methods
Study Design
This was a retrospective cohort study of consecutively recruited
participants. Employees and their dependents at 30 participating
employers across the United States were invited to complete a
web-based application to participate in the Hinge Health DCP.
Employees were diverse and included both office and
service-based roles such as data analysts, manual laborers, truck
drivers, catering staff, and outdoor instructors. Participants with
low back or knee pain were recruited through email, direct mail,
and posters. The trial was approved by the Western Institutional
Review Board and complied with all ethical regulations.
Participants provided informed consent and completed the
intervention remotely. Each participant participated in 1 of 2
digital care pathways: 1 for chronic knee pain and the other for
chronic low back pain. The only differences between the 2
pathways were the specific exercise regimens and some
condition-specific education materials (eg, anatomy and surgical
options). To mitigate the risks of selection bias, we included all
J Med Internet Res 2020 | vol. 22 | iss. 5 | e18250 | p. 2
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Bailey et al

participants who had registered in the Hinge Health program
by the cutoff date (May 6, 2019). We were able to verify that
the study sample provided adequate power (after correcting for
intrauser clustering effects, a sample size of 10,000 gave us a
power of 0.97 to detect a 5-point change in our primary outcome
with a type 1 error rate of 0.01). A summary of the key attributes
of the cohort is provided in Table 1.
Inclusion criteria to qualify for participation in the DCP included
being ≥18 years and not >80 years at the time of enrollment,
having at least 12 weeks of back or knee pain, and having a

baseline visual analog scale (VAS) score for pain greater than
0. Additional inclusion criteria for this study included starting
the DCP, defined as completing at least one exercise session or
reading 1 educational paper in the first 2 weeks following
registration. Participants were excluded during registration by
completing a screening questionnaire, which rejected patients
with red flag symptoms, including signs of fracture, joint
instability, infection, cancer, and cauda equina syndrome. Thus,
this study included all consecutively qualified participants who
enrolled in the DCP between February 6, 2017, and May 6,
2019, meeting the above inclusion and exclusion criteria

Table 1. Demographics and outcome measures (N=10,264).
Variables

Baseline

Final

Overall

Back pain
(n=6468)

Knee pain
(n=3796)

Overall

Back pain
(n=6468)

Knee pain
(n=3796)

Age (years), mean (SD)

43.57 (11.14)

42.58 (10.91)

45.26 (11.33)

N/Aa

N/A

N/A

BMI, mean (SD)

30.25 (7.42)

29.76 (7.11)

31.09 (7.84)

N/A

N/A

N/A

5132 (50.00)

4981 (48.53)

5388 (52.49)

N/A

N/A

N/A

Pain (VASb)

45.13 (22.42)

45.81 (22.16)

43.98 (22.81)

14.24
(15.31)

14.23 (15.12)

14.33 (15.59)

PHQ-9c

3.05 (5.34)

3.35 (5.49)

2.54 (5.04)

1.85 (3.97)

2.12 (4.12)

1.43 (3.38)

PHQ-9d

12.01 (4.61)

11.99 (4.56)

12.06 (4.73)

5.05 (5.72)

5.10 (5.73)

4.95 (5.70)

GAD-7e

3.93 (5.50)

4.39 (5.69)

3.15 (5.08)

2.21 (3.83)

2.48 (3.99)

1.77 (3.51)

GAD-7f

11.49 (4.10)

11.56 (4.13)

11.32 (4.04)

4.78 (5.05)

4.84 (5.01)

4.65 (5.12)

One-year surgery likelihood 12.67 (21.55)
(0-100)

9.07 (17.89)

18.80 (25.51)

4.14 (12.44)

2.88 (9.26)

6.26 (16.1)

WPAIg (0-100)

31.74 (26.79)

34.12 (26.37)

27.54 (27.02)

11.45
(15.60)

12.24 (15.58)

10.17 (15.57)

KOOS—painh

N/A

N/A

15.23 (6.66)

N/A

N/A

10.04 (5.81)

Modified von Korff

N/A

15.95 (5.03)

N/A

N/A

7.75 (5.44)

N/A

Gender
Female, n (%)
Measures, mean (SD)

a

N/A: not applicable.

b

VAS: visual analog scale.

c

PHQ-9: patient health questionnaire 9-item scale.

d

The mean and SD of the scores in depressed (PHQ-9>5) subjects.

e

GAD-7: generalized anxiety disorder 7-item scale.

f

The mean and SD of the scores in anxious (GAD-7>5) subjects.

g

WPAI: work productivity and activity impairment.

h

KOOS—pain: knee injury and osteoarthritis outcome score—pain subscale.

Digital Care Program
Following registration, participants received a tablet computer
via mail with the Hinge Health app installed, along with 2
Bluetooth wearable motion sensors with straps and instructions
to be placed above and below the painful region during the
in-app exercise therapy (ET). In the lower back program, a
sensor was placed on the posterior lower back and anterior chest,
and for the knee program, a sensor was placed over the anterior
tibia and thigh. Sensors utilized standard accelerometer and
https://www.jmir.org/2020/5/e18250
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gyrometer technology (InvenSense MPU-6050, TDK
Electronics, Tokyo, Japan) and were used to objectively monitor
compliance and performance of exercises. ET sessions
comprised light-intensity stretching and strengthening exercises
commonly used in clinical practice. The ET sessions were
administered using animations and instructional videos to
demonstrate how to perform each exercise. While performing
the exercise, the app then displayed real-time graphics showing
the position of the user’s relevant body parts based on the
wearable sensors and indicated if the exercise was within the
J Med Internet Res 2020 | vol. 22 | iss. 5 | e18250 | p. 3
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desired range of movement (see Multimedia Appendices 1 and
2.

(“On a scale of 0-10, how likely is it that you would recommend
the Hinge Health program to a friend or colleague?”, 0-10).

Participants were assigned a personal coach and communication
was performed via text message, email, or in-app messaging
throughout the DCP. Health coaches completed certification
through a coaching school approved by the National Board for
Health & Wellness Coaching. Coaches attempted to interact
with participants via their preferred communication method at
least weekly. Phone calls with the coach were also offered to
participants up to 3 times during the DCP. Each participant was
also placed on a peer support team of 20-30 participants that
utilized a discussion forum within the app, as previous
qualitative research showed this to be an important feature [19].
All app participation was completed remotely, at times and
places chosen by the participant. Each week, participants were
instructed to complete at least three sessions of sensor-guided
ET, read 2 education papers, and log their symptoms at least
twice. Participants were able to complete more ET sessions or
read more education papers if desired. Behavior change topics
were addressed through education papers and brief interactive
modules, and focused on common cognitive behavioral therapy
topics, including catastrophizing, active coping methods, and
fear avoidance. Additional behavior change mechanisms used
in the program included goal setting and tracking. Finally,
participants were encouraged to engage in 3 aerobic exercise
activities per week and perform up to 4 brief modules based on
cognitive behavioral therapy between weeks 3 and 9. Each
participant also maintained access to treatment as usual. The
app was developed, owned, and sponsored by Hinge Health,
Inc.

Statistical Analysis

Outcomes
The primary outcome was VAS pain for the question “Over the
past 24 hours, how bad was your [back/knee] pain?” from 0
(none) to 100 (worst imaginable). This was asked weekly during
the 12-week period immediately after an ET session, and
participants also had the option to report VAS unprompted, for
a total of up to 2 pain scores per week. Our definition of a
minimally important change in VAS pain was a 30% or 20-point
decrease from baseline. Secondary outcomes included the patient
health questionnaire 9-item scale (PHQ-9, 0-27) for depression,
the generalized anxiety disorder 7-item scale (GAD-7, 0-21)
for anxiety, the work productivity and activity impairment
(WPAI) scale, the knee injury and osteoarthritis outcome
score—pain subscale (KOOS—pain, 100-0) for knee pathway
participants, the Modified von Korff scale (MvK, 0-100) for
back pathway participants [20,21], and surgery likelihood
(“What do you think are the chances you’ll have [back/knee]
surgery in the next year, in %?”, 0-100%). These secondary
outcomes were collected at baseline, 6-weeks, and 12-weeks.
Other baseline measurements obtained at week 0 consisted of
participants’ age, gender, and BMI. Participants’ engagement
with the DCP was measured by recording the number of ET
sessions completed, the number of coaching interactions, and
the number of education papers read. Each coaching interaction
was further categorized as participant-to-coach or
coach-to-participant; phone calls with a coach were not recorded
as an interaction. Program satisfaction was asked at week 12
https://www.jmir.org/2020/5/e18250
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The distribution of gender and BMI in the knee and back
pathways were compared using 2-sided Fisher’s exact test and
Mann-Whitney test, respectively. The association of baseline
variables with program completion status was modeled using
a logistic regression model and Wald’s confidence intervals for
the odds ratios (ORs) estimated. Exploratory analyses visualized
the relationship between overall pain reduction over the course
of the DCP and the total number of ET sessions (grouped in
equisized bins assuming an average of 35 ET sessions for
program completers). VAS pain trends were modeled using
piecewise linear regression splines. Intersubject variability in
the rate of change was modeled through random effects and
used a first-order autoregression correlation structure to model
within-subject correlation in residuals. Optimal knot locations
for the spline were determined by a cross-validation procedure
that evaluated model fit on a grid of knot locations. The fixed
effects were estimated using a linear mixed-effects model
(Multimedia Appendix 3). Significance (P value) evaluation
was based on Wald t values with a Satterthwaite correction. For
pain-response subgroup analysis, a Gaussian mixture model
was fitted to the estimated spline coefficients to discover clusters
corresponding to subgroups within the cohort, each with a
distinct pain reduction trend. Adjusted ORs were computed to
understand the association between participants’ characteristics
and the representative pain reduction trends for each subgroup.
Finally, classification algorithms were trained to distinguish the
3 response groups based on the participants’ demographic and
baseline measurements alone, and performance was evaluated
using 5-fold cross-validation. All analyses were performed using
R statistical computing software.

Results
Participant Demographics and Digital Care Program
Completion
Of the 10,264 DCP participants, 6468 self-reported back pain
and were enrolled in the back-pain pathway and 3796
self-reported knee pain and were enrolled in the knee-pain
pathway. The average age was 43.6 years, and the average BMI
was 30.25. The proportion of female participants in the DCP
was 50.00% (5132/10,264). Compared with the back-pain
pathway, BMI was 1.3 kg/m2 higher (P<.001) and the proportion
of female participants was 3.9% higher (P<.001) in the
knee-pain pathway. The difference in mean age between
pathways was not significant (Table 1).
In all, 73.04% (7497/10,264) of the participants completed the
DCP (referred to as completers), defined as completing at least
one exercise session or reading 1 educational paper in weeks
9-12. Older users were more likely to complete the DCP (OR
1.037, 95% CI 1.03-1.04), whereas those with a higher BMI
were less likely to complete the DCP (OR 0.973, 95% CI
0.97-0.98). No other baseline measures were significantly
associated with completion (Multimedia Appendix 3). On
average, completers engaged in 10.45 weeks with 35.02 ET
J Med Internet Res 2020 | vol. 22 | iss. 5 | e18250 | p. 4
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sessions and 19.39 education sessions. Table 2 summarizes the
engagement by pathway for all participants and completers. No

injuries or other adverse effects of DCP engagement other than
temporary discomfort were reported.

Table 2. Mean engagement and SD for the full cohort and for completers by pathway (N=10,264).
Variables

All
Overall

a

Completers
Back pain

Knee pain

Overall

Back pain

Knee pain

Number of participants, n (%)

10,264 (100.00) 6468 (63.02)

3796 (36.98)

7497 (73.04)

4676 (72.29) 2821 (74.32)

Weeks engaged (ETa session or education session), mean (SD)

8.46 (3.9)

8.36 (3.92)

8.63 (3.86)

10.45 (2.15)

10.39 (2.17)

10.54 (2.1)

ET sessions per week, mean (SD)

2.93 (1.47)

2.85 (1.46)

3.05(1.47)

3.26 (1.39)

3.18 (1.41)

3.4 (1.34)

Total ET sessions, mean (SD)

27.43 (20.56)

26.48 (20.45)

29.04 (20.65)

35.02 (18.68)

34.04
(18.86)

36.65
(18.25)

Education sessions per week, mean (SD)

2.24 (1.55)

2.2 (1.55)

2.31 (1.56)

2.44 (1.28)

2.4 (1.27)

2.5 (1.3)

Total Education session, mean (SD)

15.33 (13.27)

14.81 (13.00)

16.24 (13.67)

19.39 (12.92)

18.84
(12.71)

20.29
(13.20)

Coach interactions per week, mean (SD)

7.03 (3.21)

6.99 (3.09)

7.09 (3.39)

7.23 (3.25)

7.21 (3.15)

7.27 (3.4)

Total coach interactions, mean (SD)

84.08 (43.3)

83.55 (42.02)

84.97 (45.36)

91.47 (43.42)

91.03
(42.33)

92.19
(45.16)

ET: exercise therapy.

Longitudinal Changes in Pain
On the basis of a linear mixed effects model, the estimated mean
reduction in pain by week 12 was 68.45% (30.89 points).
Participants’ pain scores changed nonlinearly over time (Figure
1). The mean change in pain scores per week (adjusted for sex,
pathway, baseline age, BMI, anxiety, and depression scores)
was 15.96 points for week 1 (P<.001) and 1.11 points per week
for weeks 6-12 (P<.001) but was not significant for weeks 2-5.
The conditional and marginal R-squared statistics [22] for our
model were 0.94 and 0.54, respectively.
Minimally important change from baseline pain (defined as
either a VAS pain reduction of 20 points or 30% with respect
to baseline) was achieved by 78.60% (5893/7497) of completers
and 69.60% (7144/10,264) of all participants.
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Completers demonstrated greater pain reduction than
noncompleters (Figure 1, top right) with an increased mean
reduction rate of 0.48 points per week (SE 0.14) in weeks 2-5.
Final pain reduction was nearly identical for both male and
female genders (Figure 1, bottom left). However, there was a
significantly higher mean reduction rate for male participants
in the first week (mean difference=0.89 points per week, SE
0.46), and lower mean reduction rates in weeks 2-5
(difference=0.47 points per week, SE 0.09) and weeks 6-12
(difference=0.22 points per week, SE 0.05). Compared with the
knee pathway, the back pathway was associated with a higher
mean pain reduction rate (difference=3.1 points per week, SE
0.48) in the first week, but the pathway was not a significant
variable in later weeks (Figure 1, bottom right).
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Figure 1. Longitudinal changes in pain. The panels show the average pain scores computed for the entire study cohort (circles) and the fitted means
(lines) computed for weeks 0-12 of the study. Top left shows the overall fitted mean. The plots on the top right, bottom left and bottom right show the
means for subjects grouped by completion status, gender, and pathway, respectively. Weekly recorded pain and fitted curves for a random sample of
subjects are plotted in gray on each panel. Error bars indicate 1 SE of the mean. F: female; M: male; VAS: visual analog scale for pain.

Effect From Engagement
Increasing levels of ET engagement in the DCP were associated
with greater reductions in VAS pain score (P<.001; Figure 2).
Notably, the relationship between the change in pain score and
the number of ET sessions was nonlinear, with initial ET
sessions contributing a higher proportion of the mean reduction
achieved. The rate of reduction (adjusted for gender, pathway,
baseline age, BMI, anxiety, and depression scores) for the initial

https://www.jmir.org/2020/5/e18250
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10 ET sessions was 1.9 VAS points per session (SE 0.2;
P<.001).
The number of weekly coach interactions was also associated
with a reduction in pain with a mean reduction of 0.18 VAS
points per interaction (SE 0.06; P=.003) for the first 30
interactions. The number of participant-to-coach interactions,
specifically, was associated with a mean rate of reduction in
pain of 0.30 VAS points per interaction (SE 0.1; P=.003) for
the first 20 interactions. The number of coach-to-participant
interactions was not significantly associated with pain reduction.
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Figure 2. Association between pain reduction and ET sessions. Bar plots show the mean reduction in pain achieved over the DCP grouped by the total
number of ET sessions. Error bars indicate 1 SE of the mean. DCP: digital care pathway; ET: exercise therapy; VAS: visual analog scale for pain.

Mental Health and Other Secondary Outcome
Measures
For participants categorized as having depressive symptoms
(PHQ-9≥5) at baseline, the mean baseline PHQ-9 score was
12.01 and decreased by 57.9% to 5.05 at week 11 (P<.001).
Differences between the pathways were not significant. The
percentage of patients with depressive symptoms at baseline
and at the end of the study was 21.1% and 11.4%, respectively.
For participants categorized as having anxiety symptoms
(GAD-7≥5) at baseline, the mean baseline GAD-7 score was
11.49 and decreased by 58.3% to 4.78 at week 11 (P<.001).
The back pathway participants had a 0.46 point (P<.001) greater
mean GAD-7 reduction than those in the knee pathway. The
percentage of patients with anxiety symptoms at baseline and
the end of the study was 28.3% and 14.2%, respectively (PHQ-9
and GAD-7 values at week 6 were carried forward to impute
missing values at week 12).
With respect to baseline, the mean surgery likelihood score
decreased by 67.4% (8.15 points, P<.001) overall, and by 66.8%
and 68.2% for knee and back pathway participants, respectively.
The mean KOOS—pain decreased by 33.9% (5.19 points,

https://www.jmir.org/2020/5/e18250

XSL• FO
RenderX

P<.001) in knee pathway participants and the mean MvK
decreased by 51.4% (8.20 points, P<.001) in the back pathway
participants. The within-participant correlation coefficients for
KOOS—pain and MvK scores (with VAS pain) were 0.59 (95%
CI 0.58-0.61) and 0.80 (95% CI 0.79, 0.81), respectively,
indicating strong correlations between the primary and
secondary pain variables. The mean WPAI score decreased by
63.94% from baseline (20.29 points, P<.001). The DCP final
satisfaction score was 8.97/10 with a net promoter score of
+64/100.

Distinct Pain Response Groups
Intersubject variation in pain reduction trends motivated a
subgroup analysis of pain response, and 3 distinct response
groups emerged (Figure 3). Participants with high pain at
baseline and gradual improvement were designated as high
gradual (HG). Participants with high baseline pain but a rapid
decline were labeled high rapid (HR), and those with low
baseline pain and gradual response were labeled low gradual
(LG). All LG participants had baseline pain below 50. HR
participants had the highest mean pain reduction over the
duration of the DCP (48.8 points, 80.0%), followed by the HG
(33.3 points, 54.1%) and LG group (15.3 points, 64.0%).
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Figure 3. Pain response subgroups. Pain reduction trend clusters obtained by fitting a 3-component GMM identified 3 subgroups (HG, HR, and LG
response). (Top left) 2D density plot of the first 2 principal components of the fitted splines shows each of the 3 subgroups. (Bottom left) Curves denoted
by their respective principal components 1 and 2 are assigned to a cluster based on maximum posterior likelihood. (Right) Random sample of pain
reduction trends colored by subgroup and the respective mean trends. 2D, 2 dimensional; GMM, Gaussian Mixture Model; HG, high-gradual; HR,
high-rapid; LG: low-gradual.

Relative to the HR response, female participants had 17.3%
(P=.002) higher odds of an HG response (Figure 4). The odds
of an HG response also increased by 3.1% (P<.001) per unit
increase in BMI and increased by 2.2% (P=.001) and 2.1%
(P=.002) per unit increase in PHQ-9 and GAD-7, respectively.
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Classification of response groups based on baseline attributes
achieved a mean accuracy of 76% (SE 0.3%) using a random
forest algorithm, evaluated using 5-fold cross-validation. The
classifier had a mean area under the precision-recall curve of
68.92% (SE 2.04%). Nearly equal numbers of participants
belonged to the HR and HG response groups. Subgroup analysis
details are provided in Multimedia Appendix 3.
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Figure 4. Association of baseline variables with a high-gradual or high-rapid pain reduction trend. For each baseline variable, the plotted values indicate
the odds ratios for a gradual response (with reference to a high-rapid response) for a unit increase in the corresponding predictor. The error bars denote
the 95% profile-likelihood CIs.

Discussion
Principal Findings
This study demonstrated the positive effect of a 12-week DCP
on chronic musculoskeletal pain outcomes in a large sample of
real-world patients. Specifically, participants experienced a
68.5% average improvement in VAS pain between baseline and
12 weeks, and 78.60% (5893/7497) of program completers
(7144/10,264, 69.60% of all participants) achieved clinically
meaningful improvement. Completion was high, with 73.04%
(7497/10,264) of participants reaching the final month, and
completers engaged in a mean of 35.0 ET sessions, 19.4
education sessions, and 91.5 coach interactions during the DCP.
It is well known that unless a digital health intervention fits into
users’ daily lives, only a small proportion of all participants
who sign up actually complete the program [23,24]. The
exceptional completion rate of our study may be due to the
multipronged strategy of our DCP that uses both a digital and
a human interface to engage with participants. Furthermore,
both the number of ET sessions and participant-to-coach
https://www.jmir.org/2020/5/e18250

XSL• FO
RenderX

interactions were positively associated with improvement in
pain, supporting that the level of participant engagement
influenced outcomes. These results support the effectiveness of
a DCP for musculoskeletal pain in the real-world setting, and
the large sample size supports the prospect for scalability to
serve a large number of chronic low back and knee pain sufferers
worldwide.
Comparison With Literature
The observed 68.5% average improvement in VAS pain in this
DCP outperforms the pain reduction effect sizes observed in a
variety of conservative care interventions with similar
timeframes. For pain associated with knee osteoarthritis,
comparable conservative care interventional studies demonstrate
an average improvement in VAS pain of 19%-48% [25-28]. For
low back pain, comparable studies demonstrate average
improvements in VAS pain of 29%-53% [29-34]. Similarly, a
systematic review of randomized clinical trials for low back
pain showed a within-group standardized mean difference of
1.07 (95% CI 0.87-1.27) for pain reduction at 13 weeks [35],
whereas a standardized mean difference of 1.37 (95% CI
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1.33-1.40) for pain reduction at 12 weeks was observed in this
study. Not only does this study demonstrate greater improvement
in pain for both knee and low back pathways but it also has a
much larger sample size than previous studies, which typically
did not exceed 100 subjects. Furthermore, this study found a
strong correlation between changes in VAS pain and secondary
pain measures (KOOS—pain for knee and MvK for back),
further supporting the validity of the VAS pain measurements.
Finally, compared with other studies utilizing therapeutic
exercise for chronic pain, this study demonstrated a similar lack
of adverse events. This is likely attributable to the benefits and
safety of light intensity stretching and strengthening exercises,
and in this study may also be due to the exercise guidance
provided by the wearable sensors.

Patient Engagement
Notably, most previous studies have occurred in traditional
clinical settings, where multiple barriers prevent both patients
and clinicians from engaging in conservative care [36]. For
example, adherence of chronic low back pain patients to home
exercises prescribed from traditional physical therapy ranges
from 30% to 50% and remains a significant challenge for
administering effective care [37,38]. A primary benefit of a
digital care approach for chronic musculoskeletal pain is the
ability to engage patients with their treatment and
self-management. Smartphone apps can cost-effectively deliver
education and encourage healthy behaviors, whereas sensors
can provide exercise guidance and track engagement [39]. The
DCP in this study engaged 73.04% (7497/10,264) of users to
completion, with completers engaging in 10.5 of the 12 weeks,
including 3.3 ET sessions, 2.4 education papers, and 7.2 coach
interactions per week (mean ET sessions 2.9, mean education
sessions 2.2, and 7.0 coach interactions per week among all
participants). Notably, this study demonstrated an association
between pain improvement and both the number of ET sessions
and the number of coach interactions, suggesting that the level
of participant engagement impacted the results. Specifically,
the first 10 ET sessions and the first 30 coach interactions were
the most influential in pain improvement. Of note, a recent study
evaluating a DCP in a similar population showed lower
engagement and no relationship between exercise and pain
reduction, suggesting that specific program implementation
details (ie, sensor-guided exercises and health coaching) may
have a large effect on outcomes [40].

Mental Health Outcomes
Depression and anxiety are known to often occur in patients
with chronic musculoskeletal pain [41], so the effects of this
DCP on symptoms of depression and anxiety were also assessed.
Behavioral health coaching and education on cognitive
behavioral therapy concepts were key elements of the DCP’s
multimodal digital care approach. A large body of research
confirms the effect of psychological factors, such as depression
and anxiety, on chronic pain [42,43]. In particular, an association
between chronic low back pain and psychological factors has
been shown, and related therapeutic approaches, including
cognitive behavioral therapy and mindfulness-based stress
reduction, have demonstrated effectiveness for back pain
reduction [44]. This study showed that outcomes for participants
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with symptoms of depression and anxiety decreased on average
by 57.9% and 58.3%, respectively, over the course of the DCP.
This suggests a strong relationship between mental health and
pain improvement; however, a causal relationship between these
entities cannot be determined. Notably, mental health
improvements were very similar across knee and back pathways,
whereas a small difference (0.46 points) in GAD-7 outcomes
was noted. This is unlikely to be clinically meaningful. Future
work will further explore the effect of coaching and other
behavioral health support on pain and functional outcomes.

Predicting Pain Response
In addition to clinical effectiveness, another potential benefit
of a DCP is the insight gained from longitudinal tracking of
outcome data in large populations. The large sample size in this
study, combined with data collection at regular and relatively
frequent time intervals, enabled the discovery of distinct clusters
of pain response trajectories over time. Participants were
classified as gradual versus rapid pain responders, and
patient-specific features that influenced the likelihood of pain
response category were identified. By clustering distinct trends
in pain response over time for each subject, we specifically
uncovered 3 distinct pain response subgroups. Two groups had
high baseline pain but differed in the rate of recovery (rapid vs
gradual), whereas the third group had low baseline pain with
gradual recovery. Notably, we were able to forecast with 76%
accuracy which of these pain response groups a user would fall
into based on their baseline information. Looking specifically
at the 2 groups with high baseline pain, the rapid response was
more likely to occur in male participants, those with lower BMI,
or those with lower depression or anxiety scores. These pain
response groups enable a better understanding of temporal
changes in pain during the rehabilitation process and may
ultimately help to identify pain recovery mechanisms.
Furthermore, continued research into response patterns may
ultimately allow for a more personalized approach to care,
including more accurate prognosis and additional treatment
options for patients likely to have a more gradual recovery.

Strengths and Limitations
This study has several limitations, including the lack of a control
group and the lack of physical function outcomes. Notably,
previous randomized trials of this DCP on smaller populations
(N<200) demonstrated positive effects on pain and functional
outcomes (Oswestry disability index, KOOS—physical function
short form) compared with control groups [17,18]. This study
assessed outcomes in a sample of more than 10,000 users and
demonstrated similar effectiveness. Another limitation of this
study is the lack of long-term outcomes, and future studies
should assess if participants are able to sustain healthy behaviors
and self-management promoted in the DCP. Some potentially
important demographic variables (ie, education, ethnicity,
income, and smoking status) and medical history variables (ie,
diabetes, hypertension, and mental health) were not obtained.
Finally, this study was conducted through employers, which
limits the applicability to clinical settings with higher
proportions of uninsured, elderly, or work-disabled patients.
However, this study was conducted with employees from 30
different companies across the United States and included a
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wide diversity of job types (eg, truck drivers, manual laborers,
office workers), suggesting that the findings are applicable to
a broad population. In addition, older patients were more likely
to complete the program than younger ones, emphasizing that
digital health tools are not only useful to the younger population.
The strengths of this study include the large sample size in the
real-world setting, which demonstrated scalability and enabled
the discovery of unique features, such as distinct pain response
clusters in longitudinal real-world data. In addition, this study
had similar age and sex distributions for knee and back pain
participants, enabling direct comparison of the separate knee
and back pathways. The average pain response for these separate
pathways was quite similar (Figure 1), which is notable given
the assumed underlying pathological differences between knee
and back pain, but supports recent work urging practitioners to
move beyond separating body regions when managing chronic
musculoskeletal pain [45]. Finally, this study demonstrates
significant improvements in self-reported workplace productivity
(WPAI, 61.5% improvement) and surgery likelihood (67.4%
reduction), suggesting that a DCP may have considerable
economic benefits.

Future Directions
DCPs may ultimately be used to complement clinical
musculoskeletal practice, and further research is warranted on
their use by patients and providers. This study supports the
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efficacy and scalability of a DCP for facilitating safe
conservative care and promoting healthy behavior change.
However, critical reviews have identified a lack of external and
long-term validation of digital health tools [46]. Many previous
studies on digital interventions for chronic low back pain have
presented unconvincing results [47]. Given that digital health
tools are typically developed in the private sector, and good
clinical research can be time-consuming and challenging, we
see a need for collaborative efforts between industry and
academic medicine to optimize digital health technologies for
effective conservative care implementation, adoption, and access
in the broad, real-world population with musculoskeletal pain.

Conclusions
This study supports the efficacy and scalability of a DCP for
chronic low back and knee pain in a large, real-world population.
Participants demonstrated very high completion and engagement
rates, and a significant positive relationship between engagement
and pain reduction was identified. This is the first longitudinal
digital health study to analyze musculoskeletal health outcomes
in a sample of this magnitude, and it supports the prospect for
DCP scalability to serve the overwhelming number of chronic
back and knee pain sufferers worldwide. Furthermore, the large
sample size enabled the prediction of rapid versus gradual pain
response from baseline information, which may prove beneficial
for prognosis and tailoring future interventions.

Acknowledgments
The sponsors of the study, Hinge Health, Inc, facilitated data collection. The sponsor and all authors participated in the decision
to submit the paper for publication.

Authors' Contributions
JB, VA, and JK contributed to the study design, analysis plan, interpretation, and manuscript drafting. JB and VA contributed
equally with JB leading analysis strategy and interpretation for clinical impact, VA conducting statistical analysis, and each
drafting half of the manuscript. MS, PZ, DK, and MF contributed to manuscript drafting and editing. All the authors had access
to all the raw data. JB and VA led all data analysis, data interpretation, and writing of the report.

Conflicts of Interest
JB and VA were academic collaborators in this study and were paid as consultants for their expertise in conducting this study.
JB and VA had unrestricted access to the data and led the analysis and interpretation of the results. Subsequent to paper completion,
author VA became employed at Hinge Health, Inc, and received salary and equity compensation. Author JK is employed at Hinge
Health, Inc, and receives salary and equity compensation. MF and DK are clinical advisors to Hinge Health, Inc, and receive
equity compensation. Authors PZ and MS have no relevant declarations.

Multimedia Appendix 1
Hinge Health Digital Care Pathway.
[PDF File (Adobe PDF File), 41435 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Hinge Health Digital Back Pathway - woodpecker exercise.
[MP4 File (MP4 Video), 24823 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Supplementary tables and figures.
[DOCX File , 260 KB-Multimedia Appendix 3]

https://www.jmir.org/2020/5/e18250

XSL• FO
RenderX

J Med Internet Res 2020 | vol. 22 | iss. 5 | e18250 | p. 11
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Bailey et al

References
1.

2.

3.
4.

5.

6.

7.

8.

9.

10.

11.
12.
13.

14.
15.

16.

17.

18.

19.

20.

Murray CJ, Vos T, Lozano R, Naghavi M, Flaxman AD, Michaud C, et al. Disability-adjusted life years (DALYs) for 291
diseases and injuries in 21 regions, 1990-2010: a systematic analysis for the global burden of disease study 2010. Lancet
2012 Dec 15;380(9859):2197-2223. [doi: 10.1016/S0140-6736(12)61689-4] [Medline: 23245608]
Kotlarz H, Gunnarsson CL, Fang H, Rizzo JA. Insurer and out-of-pocket costs of osteoarthritis in the US: evidence from
national survey data. Arthritis Rheum 2009 Dec;60(12):3546-3553 [FREE Full text] [doi: 10.1002/art.24984] [Medline:
19950287]
United States Bone and Joint Decade. Burden of Musculoskeletal Diseases in the United States: Prevalence, Societal and
Economic Cost. Second Edition. Rosemont, IL: American Academy of Orthopaedic Surgeons; 2010.
Ringwalt C, Gugelmann H, Garrettson M, Dasgupta N, Chung AE, Proescholdbell SK, et al. Differential prescribing of
opioid analgesics according to physician specialty for medicaid patients with chronic noncancer pain diagnoses. Pain Res
Manag 2014;19(4):179-185 [FREE Full text] [doi: 10.1155/2014/857952] [Medline: 24809067]
Wright BJ, Galtieri NJ, Fell M. Non-adherence to prescribed home rehabilitation exercises for musculoskeletal injuries:
the role of the patient-practitioner relationship. J Rehabil Med 2014 Feb;46(2):153-158 [FREE Full text] [doi:
10.2340/16501977-1241] [Medline: 24322559]
Reuben DB, Alvanzo AA, Ashikaga T, Bogat GA, Callahan CM, Ruffing V, et al. National institutes of health pathways
to prevention workshop: the role of opioids in the treatment of chronic pain. Ann Intern Med 2015 Feb 17;162(4):295-300.
[doi: 10.7326/M14-2775] [Medline: 25581341]
Qaseem A, Wilt TJ, McLean RM, Forciea MA, Clinical Guidelines Committee of the American College of Physicians.
Noninvasive treatments for acute, subacute, and chronic low back pain: a clinical practice guideline from the American
college of physicians. Ann Intern Med 2017 Apr 4;166(7):514-530. [doi: 10.7326/M16-2367] [Medline: 28192789]
Moseley JB, O'Malley K, Petersen NJ, Menke TJ, Brody BA, Kuykendall DH, et al. A controlled trial of arthroscopic
surgery for osteoarthritis of the knee. N Engl J Med 2002 Jul 11;347(2):81-88. [doi: 10.1056/NEJMoa013259] [Medline:
12110735]
Delitto A, Piva SR, Moore CG, Fritz JM, Wisniewski SR, Josbeno DA, et al. Surgery versus nonsurgical treatment of
lumbar spinal stenosis: a randomized trial. Ann Intern Med 2015 Apr 7;162(7):465-473 [FREE Full text] [doi:
10.7326/M14-1420] [Medline: 25844995]
Slattery BW, Haugh S, O'Connor L, Francis K, Dwyer CP, O'Higgins S, et al. An evaluation of the effectiveness of the
modalities used to deliver electronic health interventions for chronic pain: systematic review with network meta-analysis.
J Med Internet Res 2019 Jul 17;21(7):e11086 [FREE Full text] [doi: 10.2196/11086] [Medline: 31317869]
Dorflinger L, Kerns RD, Auerbach SM. Providers' roles in enhancing patients' adherence to pain self management. Transl
Behav Med 2013 Mar;3(1):39-46 [FREE Full text] [doi: 10.1007/s13142-012-0158-z] [Medline: 24073159]
Auerbach AD. Evaluating digital health tools-prospective, experimental, and real world. JAMA Intern Med 2019 Jun
1;179(6):840-841. [doi: 10.1001/jamainternmed.2018.7229] [Medline: 30801610]
Berman MA, Guthrie NL, Edwards KL, Appelbaum KJ, Njike VY, Eisenberg DM, et al. Change in glycemic control with
use of a digital therapeutic in adults with type 2 diabetes: cohort study. JMIR Diabetes 2018 Feb 14;3(1):e4 [FREE Full
text] [doi: 10.2196/diabetes.9591] [Medline: 30291074]
Milani RV, Lavie CJ, Bober RM, Milani AR, Ventura HO. Improving hypertension control and patient engagement using
digital tools. Am J Med 2017 Jan;130(1):14-20. [doi: 10.1016/j.amjmed.2016.07.029] [Medline: 27591179]
Espie CA, Pawlecki B, Waterfield D, Fitton K, Radocchia M, Luik AI. Insomnia symptoms and their association with
workplace productivity: cross-sectional and pre-post intervention analyses from a large multinational manufacturing
company. Sleep Health 2018 Jun;4(3):307-312. [doi: 10.1016/j.sleh.2018.03.003] [Medline: 29776626]
Cronström A, Dahlberg LE, Nero H, Hammarlund CS. 'I was considering surgery because I believed that was how it was
treated': a qualitative study on willingness for joint surgery after completion of a digital management program for
osteoarthritis. Osteoarthritis Cartilage 2019 Jul;27(7):1026-1032 [FREE Full text] [doi: 10.1016/j.joca.2019.04.004]
[Medline: 31002940]
Mecklenburg G, Smittenaar P, Erhart-Hledik JC, Perez DA, Hunter S. Effects of a 12-week digital care program for chronic
knee pain on pain, mobility, and surgery risk: randomized controlled trial. J Med Internet Res 2018 Apr 25;20(4):e156
[FREE Full text] [doi: 10.2196/jmir.9667] [Medline: 29695370]
Shebib R, Bailey JF, Smittenaar P, Perez DA, Mecklenburg G, Hunter S. Randomized controlled trial of a 12-week digital
care program in improving low back pain. NPJ Digit Med 2019;2:1 [FREE Full text] [doi: 10.1038/s41746-018-0076-7]
[Medline: 31304351]
Tomkins-Lane CC, Lafave LM, Parnell JA, Rempel J, Moriartey S, Andreas Y, et al. The spinal stenosis pedometer and
nutrition lifestyle intervention (SSPANLI): development and pilot. Spine J 2015 Apr 1;15(4):577-586. [doi:
10.1016/j.spinee.2014.10.015] [Medline: 25452012]
Underwood MR, Barnett AG, Vickers MR. Evaluation of two time-specific back pain outcome measures. Spine (Phila Pa
1976) 1999 Jun 1;24(11):1104-1112. [doi: 10.1097/00007632-199906010-00010] [Medline: 10361660]

https://www.jmir.org/2020/5/e18250

XSL• FO
RenderX

J Med Internet Res 2020 | vol. 22 | iss. 5 | e18250 | p. 12
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
21.
22.
23.
24.
25.

26.

27.

28.

29.

30.
31.

32.

33.

34.
35.

36.
37.

38.

39.

40.

41.

42.

von Korff M, Ormel J, Keefe FJ, Dworkin SF. Grading the severity of chronic pain. Pain 1992 Aug;50(2):133-149. [doi:
10.1016/0304-3959(92)90154-4] [Medline: 1408309]
Nakagawa S, Schielzeth H. A general and simple method for obtaining R2 from generalized linear mixed‐effects models.
Methods Ecol Evol 2013;4(2):133-142 [FREE Full text] [doi: 10.1111/j.2041-210x.2012.00261.x]
Eysenbach G. The law of attrition. J Med Internet Res 2005 Mar 31;7(1):e11 [FREE Full text] [doi: 10.2196/jmir.7.1.e11]
[Medline: 15829473]
Anhøj J, Jensen AH. Using the internet for life style changes in diet and physical activity: a feasibility study. J Med Internet
Res 2004 Sep 8;6(3):e28 [FREE Full text] [doi: 10.2196/jmir.6.3.e28] [Medline: 15471754]
Fransen M, McConnell S, Harmer AR, van der Esch M, Simic M, Bennell KL. Exercise for osteoarthritis of the knee: a
Cochrane systematic review. Br J Sports Med 2015 Dec;49(24):1554-1557. [doi: 10.1136/bjsports-2015-095424] [Medline:
26405113]
Bennell KL, Hinman RS, Metcalf BR, Buchbinder R, McConnell J, McColl G, et al. Efficacy of physiotherapy management
of knee joint osteoarthritis: a randomised, double blind, placebo controlled trial. Ann Rheum Dis 2005 Jun;64(6):906-912
[FREE Full text] [doi: 10.1136/ard.2004.026526] [Medline: 15897310]
Doi T, Akai M, Fujino K, Iwaya T, Kurosawa H, Hayashi K, et al. Effect of home exercise of quadriceps on knee osteoarthritis
compared with nonsteroidal antiinflammatory drugs: a randomized controlled trial. Am J Phys Med Rehabil 2008
Apr;87(4):258-269. [doi: 10.1097/PHM.0b013e318168c02d] [Medline: 18356618]
Lund H, Weile U, Christensen R, Rostock B, Downey A, Bartels EM, et al. A randomized controlled trial of aquatic and
land-based exercise in patients with knee osteoarthritis. J Rehabil Med 2008 Feb;40(2):137-144 [FREE Full text] [doi:
10.2340/16501977-0134] [Medline: 18509579]
Yelland MJ, Glasziou PP, Bogduk N, Schluter PJ, McKernon M. Prolotherapy injections, saline injections, and exercises
for chronic low-back pain: a randomized trial. Spine (Phila Pa 1976) 2004 Jan 1;29(1):9-16; discussion 16. [doi:
10.1097/01.BRS.0000105529.07222.5B] [Medline: 14699269]
Doğan SK, Tur BS, Kurtaiş Y, Atay MB. Comparison of three different approaches in the treatment of chronic low back
pain. Clin Rheumatol 2008 Jul;27(7):873-881. [doi: 10.1007/s10067-007-0815-7] [Medline: 18188660]
Saper RB, Lemaster C, Delitto A, Sherman KJ, Herman PM, Sadikova E, et al. Yoga, physical therapy, or education for
chronic low back pain: a randomized noninferiority trial. Ann Intern Med 2017 Jul 18;167(2):85-94 [FREE Full text] [doi:
10.7326/M16-2579] [Medline: 28631003]
Goldby LJ, Moore AP, Doust J, Trew ME. A randomized controlled trial investigating the efficiency of musculoskeletal
physiotherapy on chronic low back disorder. Spine (Phila Pa 1976) 2006 May 1;31(10):1083-1093. [doi:
10.1097/01.brs.0000216464.37504.64] [Medline: 16648741]
Critchley DJ, Ratcliffe J, Noonan S, Jones RH, Hurley MV. Effectiveness and cost-effectiveness of three types of
physiotherapy used to reduce chronic low back pain disability: a pragmatic randomized trial with economic evaluation.
Spine (Phila Pa 1976) 2007 Jun 15;32(14):1474-1481. [doi: 10.1097/BRS.0b013e318067dc26] [Medline: 17572614]
Williams KA, Petronis J, Smith D, Goodrich D, Wu J, Ravi N, et al. Effect of Iyengar yoga therapy for chronic low back
pain. Pain 2005 May;115(1-2):107-117. [doi: 10.1016/j.pain.2005.02.016] [Medline: 15836974]
Artus M, van der Windt DA, Jordan KP, Hay EM. Low back pain symptoms show a similar pattern of improvement
following a wide range of primary care treatments: a systematic review of randomized clinical trials. Rheumatology (Oxford)
2010 Dec;49(12):2346-2356. [doi: 10.1093/rheumatology/keq245] [Medline: 20713495]
Finnerup NB. Nonnarcotic methods of pain management. N Engl J Med 2019 Jun 20;380(25):2440-2448. [doi:
10.1056/NEJMra1807061] [Medline: 31216399]
Friedrich M, Cermak T, Maderbacher P. The effect of brochure use versus therapist teaching on patients performing
therapeutic exercise and on changes in impairment status. Phys Ther 1996 Oct;76(10):1082-1088. [doi:
10.1093/ptj/76.10.1082] [Medline: 8863761]
Medina-Mirapeix F, Escolar-Reina P, Gascón-Cánovas JJ, Montilla-Herrador J, Jimeno-Serrano FJ, Collins SM. Predictive
factors of adherence to frequency and duration components in home exercise programs for neck and low back pain: an
observational study. BMC Musculoskelet Disord 2009 Dec 9;10:155 [FREE Full text] [doi: 10.1186/1471-2474-10-155]
[Medline: 19995464]
Gal R, May AM, van Overmeeren EJ, Simons M, Monninkhof EM. The effect of physical activity interventions comprising
wearables and smartphone applications on physical activity: a systematic review and meta-analysis. Sports Med Open 2018
Sep 3;4(1):42 [FREE Full text] [doi: 10.1186/s40798-018-0157-9] [Medline: 30178072]
Toelle TR, Utpadel-Fischler DA, Haas K, Priebe JA. App-based multidisciplinary back pain treatment versus combined
physiotherapy plus online education: a randomized controlled trial. NPJ Digit Med 2019;2:34 [FREE Full text] [doi:
10.1038/s41746-019-0109-x] [Medline: 31304380]
Pinheiro MB, Morosoli JJ, Colodro-Conde L, Ferreira PH, Ordoñana JR. Genetic and environmental influences to low back
pain and symptoms of depression and anxiety: a population-based twin study. J Psychosom Res 2018 Feb;105:92-98. [doi:
10.1016/j.jpsychores.2017.12.007] [Medline: 29332639]
Bair MJ, Robinson RL, Katon W, Kroenke K. Depression and pain comorbidity: a literature review. Arch Intern Med 2003
Nov 10;163(20):2433-2445. [doi: 10.1001/archinte.163.20.2433] [Medline: 14609780]

https://www.jmir.org/2020/5/e18250

XSL• FO
RenderX

Bailey et al

J Med Internet Res 2020 | vol. 22 | iss. 5 | e18250 | p. 13
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
43.
44.
45.

46.

47.

Bailey et al

Surah A, Baranidharan G, Morley S. Chronic pain and depression. Cont Educ Anaesth Crit Care Pain 2014 Apr;14(2):85-89.
[doi: 10.1093/bjaceaccp/mkt046]
Cherkin DC, Herman PM. Cognitive and mind-body therapies for chronic low back pain and neck pain: effectiveness and
value. JAMA Intern Med 2018 Apr 1;178(4):556-557. [doi: 10.1001/jamainternmed.2018.0113] [Medline: 29507946]
Caneiro JP, Roos EM, Barton CJ, O'Sullivan K, Kent P, Lin I, et al. It is time to move beyond 'body region silos' to manage
musculoskeletal pain: five actions to change clinical practice. Br J Sports Med 2019 Oct 11:- epub ahead of print. [doi:
10.1136/bjsports-2018-100488] [Medline: 31604698]
Sundararaman LV, Edwards RR, Ross EL, Jamison RN. Integration of mobile health technology in the treatment of chronic
pain: a critical review. Reg Anesth Pain Med 2017;42(4):488-498. [doi: 10.1097/AAP.0000000000000621] [Medline:
28570436]
Nicholl BI, Sandal LF, Stochkendahl MJ, McCallum M, Suresh N, Vasseljen O, et al. Digital support interventions for the
self-management of low back pain: a systematic review. J Med Internet Res 2017 May 21;19(5):e179 [FREE Full text]
[doi: 10.2196/jmir.7290] [Medline: 28550009]

Abbreviations
DCP: digital care program
ET: exercise therapy
GAD-7: generalized anxiety disorder 7-item
HG: high gradual
HR: high rapid
KOOS—pain: knee injury and osteoarthritis outcome score—pain
LG: low gradual
MvK: Modified von Korff scale
OR: odds ratio
PHQ-9: patient health questionnaire 9-item scale
VAS: visual analog scale
WPAI: work productivity and activity impairment

Edited by G Eysenbach; submitted 19.02.20; peer-reviewed by D Goyal, R Milani; comments to author 11.03.20; revised version
received 21.03.20; accepted 21.03.20; published 11.05.20
Please cite as:
Bailey JF, Agarwal V, Zheng P, Smuck M, Fredericson M, Kennedy DJ, Krauss J
Digital Care for Chronic Musculoskeletal Pain: 10,000 Participant Longitudinal Cohort Study
J Med Internet Res 2020;22(5):e18250
URL: https://www.jmir.org/2020/5/e18250
doi: 10.2196/18250
PMID: 32208358

©Jeannie F Bailey, Vibhu Agarwal, Patricia Zheng, Matthew Smuck, Michael Fredericson, David J Kennedy, Jeffrey Krauss.
Originally published in the Journal of Medical Internet Research (http://www.jmir.org), 11.05.2020. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
permits unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in the Journal
of Medical Internet Research, is properly cited. The complete bibliographic information, a link to the original publication on
http://www.jmir.org/, as well as this copyright and license information must be included.

https://www.jmir.org/2020/5/e18250

XSL• FO
RenderX

J Med Internet Res 2020 | vol. 22 | iss. 5 | e18250 | p. 14
(page number not for citation purposes)

