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Introduction

Low back pain (LBP) is no longer accurately viewed as a purely
structural, anatomical or biomechanical disorder of the lumbar
spine. Research in recent decades has highlighted that LBP is a
complex disorder, which can be influenced by a wide range of other
factors.1,2 These include cognitive (eg, catastrophic thoughts and
beliefs, unhelpful expectations, poor motivation), psychological
(eg, depression, anxiety), social (eg, low job satisfaction, interper-
sonal relationship stress, cultural factors), physical (eg, guarded
and restricted movement patterns), and lifestyle (eg, physical
inactivity) factors.2 These factors are seen to act as catalysts for
chronicity, contributing to poorer recovery and prolonged
disability in at least some people with LBP.3,4

Guidelines for LBP treatment generally acknowledge a shift
towards a biopsychosocial management approach.3,5 However,
physiotherapists have mostly received training of a more
biomedical nature, at least in their initial education, similar to

many other healthcare professionals (eg, chiropractors, osteo-
paths, medical doctors).6 Management of physical factors, such as
guarded movement patterns and muscle tension, and lifestyle
factors, such as sedentary behaviour and deconditioning, have
been a focus of physiotherapy training for many decades. However,
the need to incorporate consideration of cognitive, psychological
and social factors in LBP management may pose a greater challenge
for physiotherapists.7–9

Physiotherapy students have been found to have relatively
evidence-based attitudes and beliefs about pain compared to other
healthcare students.10–12 However, even recently graduated phy-
siotherapists demonstrate some attitudes and beliefs about pain that
are not fully in line with LBP guidelines and contemporary research
findings.10,12,13 Physiotherapists increasingly receive training in
treatment packages that take into account cognitive, psychological
and social factors in LBP;14–18 however, it is unclear as to whether
such training adequately equips them with the requisite skills to
change patient management and outcomes.19 A recent review of
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Question: What are physiotherapists’ perceptions about identifying and managing the cognitive,
psychological and social factors that may act as barriers to recovery for people with low back pain (LBP)?
Design: Systematic review and qualitative metasynthesis of qualitative studies in which physiothera-
pists were questioned, using focus groups or semi-structured interviews, about identifying and
managing cognitive, psychological and social factors in people with LBP. Participants: Qualified
physiotherapists with experience in treating patients with LBP. Outcome measures: Studies were
synthesised in narrative format and thematic analysis was used to provide a collective insight into the
physiotherapists’ perceptions. Results: Three main themes emerged: physiotherapists only partially
recognised cognitive, psychological and social factors in LBP, with most discussion around factors such as
family, work and unhelpful patient expectations; some physiotherapists stigmatised patients with LBP
as demanding, attention-seeking and poorly motivated when they presented with behaviours suggestive
of these factors; and physiotherapists questioned the relevance of screening for these factors because
they were perceived to extend beyond their scope of practice, with many feeling under-skilled in
addressing them. Conclusion: Physiotherapists partially recognised cognitive, psychological and social
factors in people with LBP. Physiotherapists expressed a preference for dealing with the more
mechanical aspects of LBP, and some stigmatised the behaviours suggestive of cognitive, psychological
and social contributions to LBP. Physiotherapists perceived that neither their initial training, nor
currently available professional development training, instilled them with the requisite skills and
confidence to successfully address and treat the multidimensional pain presentations seen in LBP.
Registration: CRD 42014009964. [Synnott A, O’Keeffe M, Bunzli S, Dankaerts W, O’Sullivan P,
O’Sullivan K (2015) Physiotherapists may stigmatise or feel unprepared to treat people with low
back pain and psychosocial factors that influence recovery: a systematic review. Journal of
Physiotherapy 61: 68–76].
! 2015 Published by Elsevier B.V. on behalf of Australian Physiotherapy Association. This is an open

access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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back pain and psychosocial factors that influence recovery: a systematic review. Journal of
Physiotherapy 61: 68–76].
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Objectives: Chronic nonspecific low-back pain (CLBP) is a preva-
lent, costly condition that is remarkably resistant to intervention.
Substantial evidence suggests that a mismatch exists between the
biomedical beliefs held by clinicians and patients and the biopsy-
chosocial nature of CLBP experience. The aim of this metasyn-
thesis of qualitative studies was to provide clinicians with a richer
understanding of their patients’ CLBP experience to highlight the
importance of moving away from biomedical paradigms in the
clinical management of CLBP.

Methods: Qualitative studies exploring the CLBP experience from
the perspective of the individual were included. Twenty-five articles
representing 18 studies involving 713 participants were subjected to
the 3-stage analytic process of extraction/coding, grouping, and
abstraction.

Results: Three main themes emerged: the social construction of
CLBP; the psychosocial impact of the nature of CLBP; and coping
with CLBP.

Discussion: The authors conceptualize the experience of CLBP as
biographical suspension in which 3 aspects of suspension are
described: suspended “wellness,” suspended “self,” and suspended
“future”. The implications of improved clinician understanding of
the CLBP experience and directions for future research are discussed.
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(Clin J Pain 2013;29:907–916)

Chronic nonspecific low-back pain (CLBP) is one of the
leading causes of disability in western countries incur-

ring substantial personal and societal cost.1 Statistics show
that the societal costs of CLBP are increasing rather than
decreasing2 making effective and efficient CLBP manage-
ment a priority for the medical and allied health care pro-
fessions (HCP).

Limitations in a purely biomedical approach to CLBP
management has led to a paradigm shift towards a client-
centered approach, which recognizes the complex inter-
actions between an individuals’ biopsychosocial contexts,
which influence their disability.3,4 Qualitative methods are

well suited to investigate this biopsychosocial paradigm. By
exploring how individuals make sense of their situation,
qualitative methods provide insight into behavior, deep-
ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
interpretation of the data that may contribute to the
development of clinically orientated theory.7

Despite its limitations, research shows that many HCP
endorse a biomedical paradigm over a biopsychosocial
approach in the clinical management of CLBP.8,9 Similarly,
biomedical beliefs are widely held by lay and chronic pain
populations.10,11 However, the chronic pain literature has
identified tensions created by the biomedical paradigm in
relation to the legitimization of pain and suffering, uncer-
tainty, and fear and anxiety for the future.12–14 These ten-
sions may sustain physical and psychological disability in
CLBP. Providing HCP with a richer understanding of the
subjective CLBP experience may assist in resolving this
apparent discord between widely endorsed biomedical
conceptualizations of CLBP and the lived experience of
CLBP. In recent years a substantial number of qualitative
studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
findings from these studies with the vision that providing
HCP with a richer understanding of the CLBP experience
will highlight the importance of moving away from bio-
medical paradigms in the clinical management of CLBP.

METHODS

Identification of Studies
The databases MEDLINE, EMBASE, AMED,

CINAHL, PsychINFO, Sociological Abstracts, and Scopus
were searched twice over the period from January 2011 to
October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.

Inclusion Criteria
Studies involving individuals with a diagnosis of

CLBP defined as low-back pain (LBP) of duration Z3
months, not attributed to pathologic entities such as
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(Clin J Pain 2013;29:907–916)

Chronic nonspecific low-back pain (CLBP) is one of the
leading causes of disability in western countries incur-

ring substantial personal and societal cost.1 Statistics show
that the societal costs of CLBP are increasing rather than
decreasing2 making effective and efficient CLBP manage-
ment a priority for the medical and allied health care pro-
fessions (HCP).

Limitations in a purely biomedical approach to CLBP
management has led to a paradigm shift towards a client-
centered approach, which recognizes the complex inter-
actions between an individuals’ biopsychosocial contexts,
which influence their disability.3,4 Qualitative methods are

well suited to investigate this biopsychosocial paradigm. By
exploring how individuals make sense of their situation,
qualitative methods provide insight into behavior, deep-
ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
interpretation of the data that may contribute to the
development of clinically orientated theory.7

Despite its limitations, research shows that many HCP
endorse a biomedical paradigm over a biopsychosocial
approach in the clinical management of CLBP.8,9 Similarly,
biomedical beliefs are widely held by lay and chronic pain
populations.10,11 However, the chronic pain literature has
identified tensions created by the biomedical paradigm in
relation to the legitimization of pain and suffering, uncer-
tainty, and fear and anxiety for the future.12–14 These ten-
sions may sustain physical and psychological disability in
CLBP. Providing HCP with a richer understanding of the
subjective CLBP experience may assist in resolving this
apparent discord between widely endorsed biomedical
conceptualizations of CLBP and the lived experience of
CLBP. In recent years a substantial number of qualitative
studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
findings from these studies with the vision that providing
HCP with a richer understanding of the CLBP experience
will highlight the importance of moving away from bio-
medical paradigms in the clinical management of CLBP.

METHODS

Identification of Studies
The databases MEDLINE, EMBASE, AMED,

CINAHL, PsychINFO, Sociological Abstracts, and Scopus
were searched twice over the period from January 2011 to
October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.

Inclusion Criteria
Studies involving individuals with a diagnosis of

CLBP defined as low-back pain (LBP) of duration Z3
months, not attributed to pathologic entities such as
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understanding of their patients’ CLBP experience to highlight the
importance of moving away from biomedical paradigms in the
clinical management of CLBP.

Methods: Qualitative studies exploring the CLBP experience from
the perspective of the individual were included. Twenty-five articles
representing 18 studies involving 713 participants were subjected to
the 3-stage analytic process of extraction/coding, grouping, and
abstraction.

Results: Three main themes emerged: the social construction of
CLBP; the psychosocial impact of the nature of CLBP; and coping
with CLBP.

Discussion: The authors conceptualize the experience of CLBP as
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described: suspended “wellness,” suspended “self,” and suspended
“future”. The implications of improved clinician understanding of
the CLBP experience and directions for future research are discussed.
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(Clin J Pain 2013;29:907–916)

Chronic nonspecific low-back pain (CLBP) is one of the
leading causes of disability in western countries incur-

ring substantial personal and societal cost.1 Statistics show
that the societal costs of CLBP are increasing rather than
decreasing2 making effective and efficient CLBP manage-
ment a priority for the medical and allied health care pro-
fessions (HCP).

Limitations in a purely biomedical approach to CLBP
management has led to a paradigm shift towards a client-
centered approach, which recognizes the complex inter-
actions between an individuals’ biopsychosocial contexts,
which influence their disability.3,4 Qualitative methods are

well suited to investigate this biopsychosocial paradigm. By
exploring how individuals make sense of their situation,
qualitative methods provide insight into behavior, deep-
ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
interpretation of the data that may contribute to the
development of clinically orientated theory.7

Despite its limitations, research shows that many HCP
endorse a biomedical paradigm over a biopsychosocial
approach in the clinical management of CLBP.8,9 Similarly,
biomedical beliefs are widely held by lay and chronic pain
populations.10,11 However, the chronic pain literature has
identified tensions created by the biomedical paradigm in
relation to the legitimization of pain and suffering, uncer-
tainty, and fear and anxiety for the future.12–14 These ten-
sions may sustain physical and psychological disability in
CLBP. Providing HCP with a richer understanding of the
subjective CLBP experience may assist in resolving this
apparent discord between widely endorsed biomedical
conceptualizations of CLBP and the lived experience of
CLBP. In recent years a substantial number of qualitative
studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
findings from these studies with the vision that providing
HCP with a richer understanding of the CLBP experience
will highlight the importance of moving away from bio-
medical paradigms in the clinical management of CLBP.

METHODS

Identification of Studies
The databases MEDLINE, EMBASE, AMED,

CINAHL, PsychINFO, Sociological Abstracts, and Scopus
were searched twice over the period from January 2011 to
October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.

Inclusion Criteria
Studies involving individuals with a diagnosis of

CLBP defined as low-back pain (LBP) of duration Z3
months, not attributed to pathologic entities such as
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(Clin J Pain 2013;29:907–916)

Chronic nonspecific low-back pain (CLBP) is one of the
leading causes of disability in western countries incur-

ring substantial personal and societal cost.1 Statistics show
that the societal costs of CLBP are increasing rather than
decreasing2 making effective and efficient CLBP manage-
ment a priority for the medical and allied health care pro-
fessions (HCP).

Limitations in a purely biomedical approach to CLBP
management has led to a paradigm shift towards a client-
centered approach, which recognizes the complex inter-
actions between an individuals’ biopsychosocial contexts,
which influence their disability.3,4 Qualitative methods are

well suited to investigate this biopsychosocial paradigm. By
exploring how individuals make sense of their situation,
qualitative methods provide insight into behavior, deep-
ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
interpretation of the data that may contribute to the
development of clinically orientated theory.7

Despite its limitations, research shows that many HCP
endorse a biomedical paradigm over a biopsychosocial
approach in the clinical management of CLBP.8,9 Similarly,
biomedical beliefs are widely held by lay and chronic pain
populations.10,11 However, the chronic pain literature has
identified tensions created by the biomedical paradigm in
relation to the legitimization of pain and suffering, uncer-
tainty, and fear and anxiety for the future.12–14 These ten-
sions may sustain physical and psychological disability in
CLBP. Providing HCP with a richer understanding of the
subjective CLBP experience may assist in resolving this
apparent discord between widely endorsed biomedical
conceptualizations of CLBP and the lived experience of
CLBP. In recent years a substantial number of qualitative
studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
findings from these studies with the vision that providing
HCP with a richer understanding of the CLBP experience
will highlight the importance of moving away from bio-
medical paradigms in the clinical management of CLBP.

METHODS

Identification of Studies
The databases MEDLINE, EMBASE, AMED,

CINAHL, PsychINFO, Sociological Abstracts, and Scopus
were searched twice over the period from January 2011 to
October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.

Inclusion Criteria
Studies involving individuals with a diagnosis of

CLBP defined as low-back pain (LBP) of duration Z3
months, not attributed to pathologic entities such as
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(Clin J Pain 2013;29:907–916)

Chronic nonspecific low-back pain (CLBP) is one of the
leading causes of disability in western countries incur-

ring substantial personal and societal cost.1 Statistics show
that the societal costs of CLBP are increasing rather than
decreasing2 making effective and efficient CLBP manage-
ment a priority for the medical and allied health care pro-
fessions (HCP).

Limitations in a purely biomedical approach to CLBP
management has led to a paradigm shift towards a client-
centered approach, which recognizes the complex inter-
actions between an individuals’ biopsychosocial contexts,
which influence their disability.3,4 Qualitative methods are

well suited to investigate this biopsychosocial paradigm. By
exploring how individuals make sense of their situation,
qualitative methods provide insight into behavior, deep-
ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
interpretation of the data that may contribute to the
development of clinically orientated theory.7

Despite its limitations, research shows that many HCP
endorse a biomedical paradigm over a biopsychosocial
approach in the clinical management of CLBP.8,9 Similarly,
biomedical beliefs are widely held by lay and chronic pain
populations.10,11 However, the chronic pain literature has
identified tensions created by the biomedical paradigm in
relation to the legitimization of pain and suffering, uncer-
tainty, and fear and anxiety for the future.12–14 These ten-
sions may sustain physical and psychological disability in
CLBP. Providing HCP with a richer understanding of the
subjective CLBP experience may assist in resolving this
apparent discord between widely endorsed biomedical
conceptualizations of CLBP and the lived experience of
CLBP. In recent years a substantial number of qualitative
studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
findings from these studies with the vision that providing
HCP with a richer understanding of the CLBP experience
will highlight the importance of moving away from bio-
medical paradigms in the clinical management of CLBP.

METHODS

Identification of Studies
The databases MEDLINE, EMBASE, AMED,

CINAHL, PsychINFO, Sociological Abstracts, and Scopus
were searched twice over the period from January 2011 to
October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.

Inclusion Criteria
Studies involving individuals with a diagnosis of

CLBP defined as low-back pain (LBP) of duration Z3
months, not attributed to pathologic entities such as
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Chronic nonspecific low-back pain (CLBP) is one of the
leading causes of disability in western countries incur-

ring substantial personal and societal cost.1 Statistics show
that the societal costs of CLBP are increasing rather than
decreasing2 making effective and efficient CLBP manage-
ment a priority for the medical and allied health care pro-
fessions (HCP).

Limitations in a purely biomedical approach to CLBP
management has led to a paradigm shift towards a client-
centered approach, which recognizes the complex inter-
actions between an individuals’ biopsychosocial contexts,
which influence their disability.3,4 Qualitative methods are

well suited to investigate this biopsychosocial paradigm. By
exploring how individuals make sense of their situation,
qualitative methods provide insight into behavior, deep-
ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
interpretation of the data that may contribute to the
development of clinically orientated theory.7

Despite its limitations, research shows that many HCP
endorse a biomedical paradigm over a biopsychosocial
approach in the clinical management of CLBP.8,9 Similarly,
biomedical beliefs are widely held by lay and chronic pain
populations.10,11 However, the chronic pain literature has
identified tensions created by the biomedical paradigm in
relation to the legitimization of pain and suffering, uncer-
tainty, and fear and anxiety for the future.12–14 These ten-
sions may sustain physical and psychological disability in
CLBP. Providing HCP with a richer understanding of the
subjective CLBP experience may assist in resolving this
apparent discord between widely endorsed biomedical
conceptualizations of CLBP and the lived experience of
CLBP. In recent years a substantial number of qualitative
studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
findings from these studies with the vision that providing
HCP with a richer understanding of the CLBP experience
will highlight the importance of moving away from bio-
medical paradigms in the clinical management of CLBP.

METHODS

Identification of Studies
The databases MEDLINE, EMBASE, AMED,

CINAHL, PsychINFO, Sociological Abstracts, and Scopus
were searched twice over the period from January 2011 to
October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.

Inclusion Criteria
Studies involving individuals with a diagnosis of

CLBP defined as low-back pain (LBP) of duration Z3
months, not attributed to pathologic entities such as
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• Biographical suspension: lives on hold

Dominance of biomedical beliefs among patients

Lives on Hold

A Qualitative Synthesis Exploring the Experience of Chronic
Low-back Pain

Samantha Bunzli, Bphty(hon), PhD Candidate,* Rochelle Watkins, PhD,w Anne Smith, PhD,*
Rob Schütze, MPsych (Clinical),z and Peter O’Sullivan, PhD*

Objectives: Chronic nonspecific low-back pain (CLBP) is a preva-
lent, costly condition that is remarkably resistant to intervention.
Substantial evidence suggests that a mismatch exists between the
biomedical beliefs held by clinicians and patients and the biopsy-
chosocial nature of CLBP experience. The aim of this metasyn-
thesis of qualitative studies was to provide clinicians with a richer
understanding of their patients’ CLBP experience to highlight the
importance of moving away from biomedical paradigms in the
clinical management of CLBP.

Methods: Qualitative studies exploring the CLBP experience from
the perspective of the individual were included. Twenty-five articles
representing 18 studies involving 713 participants were subjected to
the 3-stage analytic process of extraction/coding, grouping, and
abstraction.

Results: Three main themes emerged: the social construction of
CLBP; the psychosocial impact of the nature of CLBP; and coping
with CLBP.

Discussion: The authors conceptualize the experience of CLBP as
biographical suspension in which 3 aspects of suspension are
described: suspended “wellness,” suspended “self,” and suspended
“future”. The implications of improved clinician understanding of
the CLBP experience and directions for future research are discussed.

Key Words: low-back pain, qualitative research, chronic pain,
experience

(Clin J Pain 2013;29:907–916)

Chronic nonspecific low-back pain (CLBP) is one of the
leading causes of disability in western countries incur-

ring substantial personal and societal cost.1 Statistics show
that the societal costs of CLBP are increasing rather than
decreasing2 making effective and efficient CLBP manage-
ment a priority for the medical and allied health care pro-
fessions (HCP).

Limitations in a purely biomedical approach to CLBP
management has led to a paradigm shift towards a client-
centered approach, which recognizes the complex inter-
actions between an individuals’ biopsychosocial contexts,
which influence their disability.3,4 Qualitative methods are

well suited to investigate this biopsychosocial paradigm. By
exploring how individuals make sense of their situation,
qualitative methods provide insight into behavior, deep-
ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
interpretation of the data that may contribute to the
development of clinically orientated theory.7

Despite its limitations, research shows that many HCP
endorse a biomedical paradigm over a biopsychosocial
approach in the clinical management of CLBP.8,9 Similarly,
biomedical beliefs are widely held by lay and chronic pain
populations.10,11 However, the chronic pain literature has
identified tensions created by the biomedical paradigm in
relation to the legitimization of pain and suffering, uncer-
tainty, and fear and anxiety for the future.12–14 These ten-
sions may sustain physical and psychological disability in
CLBP. Providing HCP with a richer understanding of the
subjective CLBP experience may assist in resolving this
apparent discord between widely endorsed biomedical
conceptualizations of CLBP and the lived experience of
CLBP. In recent years a substantial number of qualitative
studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
findings from these studies with the vision that providing
HCP with a richer understanding of the CLBP experience
will highlight the importance of moving away from bio-
medical paradigms in the clinical management of CLBP.

METHODS

Identification of Studies
The databases MEDLINE, EMBASE, AMED,

CINAHL, PsychINFO, Sociological Abstracts, and Scopus
were searched twice over the period from January 2011 to
October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.

Inclusion Criteria
Studies involving individuals with a diagnosis of

CLBP defined as low-back pain (LBP) of duration Z3
months, not attributed to pathologic entities such as
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centered approach, which recognizes the complex inter-
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ening our understanding of CLBP disability.5 Qualitative
metasynthesis is “an interpretive integration of qualitative
findings that are themselves interpretive syntheses of
data.”6 More than a summary of findings, they offer a novel
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sions may sustain physical and psychological disability in
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studies exploring the subjective CLBP experience have been
published. The aim of this metasynthesis is to integrate
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October 2011 using the MeSH headings “back pain” and
“qualitative research” as broad search terms to maximize
findings. In addition, a sensitive search strategy in Medline
(through OvidSP) was performed using the combination:
interview*[Title/Abstract] OR interviews[MeSH:noexp] OR
experience*[Text Word] OR qualitative[Title/Abstract]
AND low back pain[MeSH:noexp]. Titles were screened
and abstracts were read where appropriate. Cross-refer-
encing of relevant articles was undertaken simultaneously.
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ABSTRACT
Objectives: The fear-avoidance model describes how
the belief that pain is a sign of damage leads to pain-
related fear and avoidance. But other beliefs may also
trigger the fear and avoidance responses described by
the model. Experts have called for the next generation
of fear avoidance research to explore what beliefs
underlie pain-related fear and how they evolve. We have
previously described damage beliefs and suffering/
functional loss beliefs underlying high pain-related fear
in a sample of individuals with chronic back pain. The
aim of this study is to identify common and differential
factors associated with the beliefs in this sample.
Design: A qualitative study employing semistructured
interviews.
Setting: Musculoskeletal clinics in Western Australia.
Participants: 36 individuals with chronic back pain
and high scores on the Tampa Scale (mean 47/68).
Results: The overarching theme was a pain experience
that did not make sense to the participants. The
experience of pain as unpredictable, uncontrollable and
intense made it threatening. Attempting to make sense
of the threatening pain, participants with damage
beliefs drew on past personal experiences of pain,
societal beliefs, and sought diagnostic certainty. Met
with diagnostic uncertainty, or diagnoses of an
underlying pathology that could not be fixed, they were
left fearful of damage and confused about how to ‘fix’
it. Participants with suffering/functional loss beliefs
drew on past personal experiences of pain and sought
help from healthcare professionals to control their
pain. Failed treatments and the repeated failure to
achieve functional goals left them unable to make
‘sensible’ decisions of what to do about their pain.
Conclusions: The findings raise the suggestion that
sense-making processes may be implicated in the fear-
avoidance model. Future research is needed to explore
whether fear reduction may be enhanced by
considering beliefs underlying fear and providing
targeted intervention to help individuals make sense of
their pain.

INTRODUCTION
Pain-related fear is one of the strongest
modifiable predictors of disability in low

back pain (LBP).1 2 In line with the theory
that cognitive factors precede emotional
reactions,3 the fear-avoidance model (FAM)4

proposes that individuals with LBP who
believe their pain is ‘a sign of serious injury
or pathology’5 may become fearful and avoi-
dant of physical activity that they presume
worsens their problem. The avoidance of
activity prevents opportunities to challenge
negative expectations and may exacerbate
pain and disability.
Since its publication, research has largely

supported the relationships proposed by the
FAM.6–9 However experts have identified lim-
itations in the current FAM and made sug-
gestions for how research may inform the
next generation of FAM.5 10 11 One such sug-
gestion is that while the FAM assumes that all
individuals with LBP interpret pain as a sign
of damage, it is possible that other beliefs
trigger the fear and avoidance responses
described by the FAM.5

Currently, interventions based on the FAM
target the belief that pain is a sign of serious
injury or pathology.12 These interventions
have successfully reduced fear and disability

Strengths and limitations of this study

▪ Interviews with 36 individuals with high pain-
related fear (mean 47/68 on the Tampa Scale)
provide insight into the beliefs underlying fear
and how they evolve.

▪ Findings from the ‘lived experience’ of people
with high pain-related fear provide an evidence-
based platform for future iterations of the fear-
avoidance model.

▪ This study employed purposive sampling to
capture a range of experiences of pain-related
fear; it is unknown how representative this
finding is to the greater population of individuals
with chronic low back pain and high pain-related
fear.

Bunzli S, et al. BMJ Open 2015;5:e008847. doi:10.1136/bmjopen-2015-008847 1
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• Society: 

believe pain in back means back is damaged

believe ignoring pain can damage back

believe ongoing weakness after episode of LBP

(Darlow 2014)

50%
90%
70%
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the belief that pain is a sign of damage leads to pain-
related fear and avoidance. But other beliefs may also
trigger the fear and avoidance responses described by
the model. Experts have called for the next generation
of fear avoidance research to explore what beliefs
underlie pain-related fear and how they evolve. We have
previously described damage beliefs and suffering/
functional loss beliefs underlying high pain-related fear
in a sample of individuals with chronic back pain. The
aim of this study is to identify common and differential
factors associated with the beliefs in this sample.
Design: A qualitative study employing semistructured
interviews.
Setting: Musculoskeletal clinics in Western Australia.
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Results: The overarching theme was a pain experience
that did not make sense to the participants. The
experience of pain as unpredictable, uncontrollable and
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of the threatening pain, participants with damage
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with diagnostic uncertainty, or diagnoses of an
underlying pathology that could not be fixed, they were
left fearful of damage and confused about how to ‘fix’
it. Participants with suffering/functional loss beliefs
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help from healthcare professionals to control their
pain. Failed treatments and the repeated failure to
achieve functional goals left them unable to make
‘sensible’ decisions of what to do about their pain.
Conclusions: The findings raise the suggestion that
sense-making processes may be implicated in the fear-
avoidance model. Future research is needed to explore
whether fear reduction may be enhanced by
considering beliefs underlying fear and providing
targeted intervention to help individuals make sense of
their pain.

INTRODUCTION
Pain-related fear is one of the strongest
modifiable predictors of disability in low

back pain (LBP).1 2 In line with the theory
that cognitive factors precede emotional
reactions,3 the fear-avoidance model (FAM)4

proposes that individuals with LBP who
believe their pain is ‘a sign of serious injury
or pathology’5 may become fearful and avoi-
dant of physical activity that they presume
worsens their problem. The avoidance of
activity prevents opportunities to challenge
negative expectations and may exacerbate
pain and disability.
Since its publication, research has largely

supported the relationships proposed by the
FAM.6–9 However experts have identified lim-
itations in the current FAM and made sug-
gestions for how research may inform the
next generation of FAM.5 10 11 One such sug-
gestion is that while the FAM assumes that all
individuals with LBP interpret pain as a sign
of damage, it is possible that other beliefs
trigger the fear and avoidance responses
described by the FAM.5

Currently, interventions based on the FAM
target the belief that pain is a sign of serious
injury or pathology.12 These interventions
have successfully reduced fear and disability

Strengths and limitations of this study

▪ Interviews with 36 individuals with high pain-
related fear (mean 47/68 on the Tampa Scale)
provide insight into the beliefs underlying fear
and how they evolve.

▪ Findings from the ‘lived experience’ of people
with high pain-related fear provide an evidence-
based platform for future iterations of the fear-
avoidance model.

▪ This study employed purposive sampling to
capture a range of experiences of pain-related
fear; it is unknown how representative this
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Implicit advice: “I was told to do these exercises, so my back must be weak”

• Healthcare encounters:

Mis-interpretation of diagnostic labels and medical jargon

Explicit advice:  “The dr said I have to protect my back”

BMJ Open 2015;5:e008847. doi:10.1136/bmjopen-2015- 008847c
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• Degeneration:

• Disc bulge:

• Neurological:

“It made me worry that, if it is carried 
through the genes, does that mean my 
son is going to end up with it?”

“It made me think that they didn’t believe me… but 
I can’t be a hypochondriac!”

“Now they think I’m f**ing balmy”

“Surgery. That is the first thing that came to my 
mind when I heard disc bulge”

“I will end up in a wheelchair”

Where do unhelpful beliefs come from?Where do unhelpful beliefs come from? 
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• Chronic:

• Wear and tear: 

• Neurological 
involvement:

“Absolute, the pits”

“Couple of steps from a wheelchair”

“Bones getting thinner” 

“Its shrinkage and its unnatural… something’s 

rotting away”

“Something’s going wrong in your head”

“Could be a tumour”

“Death within 6 months”

(Barker et al. 2009)

Where do unhelpful beliefs come from?Where do unhelpful beliefs come from? 
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What Do People Who Score Highly on the Tampa Scale
of Kinesiophobia Really Believe?

A Mixed Methods Investigation in People With Chronic Nonspecific
Low Back Pain

Samantha Bunzli, Bphty (hons),* Anne Smith, PhD,* Rochelle Watkins, PhD,w
Robert Schütze, MPsych(Clinical),z

and Peter O’Sullivan, PhD*

Objectives: The Tampa Scale of Kinesiophobia (TSK) has been
used to identify people with back pain who have high levels of “fear
of movement” to direct them into fear reduction interventions.
However, there is considerable debate as to what construct(s) the
scale measures. Somatic Focus and Activity Avoidance subscales
identified in factor analytic studies remain poorly defined. Using a
mixed methods design, this study sought to understand the beliefs
that underlie high scores on the TSK to better understand what
construct(s) it measures.

Methods: In-depth qualitative interviews with 36 adults with
chronic nonspecific low back pain (average duration=7y), scoring
highly on the TSK (average score=47/68), were conducted. Fol-
lowing inductive analysis of transcripts, individuals were classified
into groups on the basis of underlying beliefs. Associations between
groups and itemized scores on the TSK and subscales were
explored. Frequencies of response for each item were evaluated.

Findings: Two main beliefs were identified: (1) The belief that
painful activity will result in damage; and (2) The belief that painful
activity will increase suffering and/or functional loss. The Somatic
Focus subscale was able to discriminate between the 2 belief groups
lending construct validity to the subscale. Ambiguous wording of
the Activity Avoidance subscale may explain limitations in dis-
criminate ability.

Discussion: The TSK may be better described as a measure of the
“beliefs that painful activity will result in damage and/or increased
suffering and/or functional loss.”

Key Words: chronic low back pain, fear avoidance model, pain-
related fear, Tampa Scale of Kinesiophobia, qualitative research,
mixed methods

(Clin J Pain 2015;31:621–632)

In a survey of Australian adults, 65% reported at least 1
episode of low back pain in the previous 6 months, with

16% reporting chronic disabling low back pain.1 Estimates
suggest that only 8% to 15% of patients with chronic low
back pain have an identified pathoanatomic diagnosis,2

leaving >85% being classified with chronic nonspecific low
back pain (CNSLBP).3

The theory of reasoned action states that beliefs about
the consequences of behavior have a strong influence on
behavioral intention.4 Consistent with this, a leading
explanation of pain persistence and disability in CNSLBP is
the fear avoidance model (FAM).5 This cognitive-behav-
ioral model describes how the “catastrophic” interpretation
of pain as a sign of damage catalyses a vicious cycle of fear
and avoidance. The avoidance of movement or activities
associated with pain reduces opportunities for positive
exposure, sustaining pain and disability.

The Tampa Scale of Kinesiophobia (TSK)6 is a widely
used measure of pain-related fear beliefs.7 High scores on
the TSK have been found to be associated with and pre-
dictive of increased pain severity,8 pain duration,9 and
increased CNSLBP disability.9,10 Longitudinal analysis has
shown that reductions in scores for pain-related fear predict
reductions in disability.11

However, there is considerable debate as to what
construct(s) the TSK actually measures.12 The TSK was
developed before publications of the FAM and was initially
designed as a 1-dimensional scale of Kinesiophobia: “an
excessive, irrational and debilitating fear of physical
movement and activity resulting from a feeling of vulner-
ability to painful injury or re-injury.”13 In the context of
CNSLBP, it is more widely considered a measure of fear of
movement/(re)injury defined as a specific “fear of move-
ment and physical activity that is (wrongfully) assumed to
cause (re)injury.”14

Further, rather than being a 1-dimensional scale, fac-
tor analytic studies involving people with CNSLBP have
favored a 2-factor model of the TSK in which the broader
construct fear of movement/(re)injury is represented by the
subscales Somatic Focus (TSK-SF) and Activity Avoidance
(TSK-AA).15–17 The subscales, however, have been incon-
sistently described.12 The TSK-SF has been described as:
“the belief in underlying and serious medical problems”18

as well as “the belief that pain is a sign of bodily harm or
damage.”19 The TSK-AA has been described as: “the belief
that activity may result in (re)injury or increased pain”18 as
well as “the belief that activities that promote pain should
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• Not all people with high pain-related fear 
and avoidance behaviours appear ‘phobic’

• Trying to make sense of pain experience 
that doesn’t make sense
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identified in factor analytic studies remain poorly defined. Using a
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highly on the TSK (average score=47/68), were conducted. Fol-
lowing inductive analysis of transcripts, individuals were classified
into groups on the basis of underlying beliefs. Associations between
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explored. Frequencies of response for each item were evaluated.

Findings: Two main beliefs were identified: (1) The belief that
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activity will increase suffering and/or functional loss. The Somatic
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lending construct validity to the subscale. Ambiguous wording of
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In a survey of Australian adults, 65% reported at least 1
episode of low back pain in the previous 6 months, with

16% reporting chronic disabling low back pain.1 Estimates
suggest that only 8% to 15% of patients with chronic low
back pain have an identified pathoanatomic diagnosis,2

leaving >85% being classified with chronic nonspecific low
back pain (CNSLBP).3

The theory of reasoned action states that beliefs about
the consequences of behavior have a strong influence on
behavioral intention.4 Consistent with this, a leading
explanation of pain persistence and disability in CNSLBP is
the fear avoidance model (FAM).5 This cognitive-behav-
ioral model describes how the “catastrophic” interpretation
of pain as a sign of damage catalyses a vicious cycle of fear
and avoidance. The avoidance of movement or activities
associated with pain reduces opportunities for positive
exposure, sustaining pain and disability.

The Tampa Scale of Kinesiophobia (TSK)6 is a widely
used measure of pain-related fear beliefs.7 High scores on
the TSK have been found to be associated with and pre-
dictive of increased pain severity,8 pain duration,9 and
increased CNSLBP disability.9,10 Longitudinal analysis has
shown that reductions in scores for pain-related fear predict
reductions in disability.11

However, there is considerable debate as to what
construct(s) the TSK actually measures.12 The TSK was
developed before publications of the FAM and was initially
designed as a 1-dimensional scale of Kinesiophobia: “an
excessive, irrational and debilitating fear of physical
movement and activity resulting from a feeling of vulner-
ability to painful injury or re-injury.”13 In the context of
CNSLBP, it is more widely considered a measure of fear of
movement/(re)injury defined as a specific “fear of move-
ment and physical activity that is (wrongfully) assumed to
cause (re)injury.”14

Further, rather than being a 1-dimensional scale, fac-
tor analytic studies involving people with CNSLBP have
favored a 2-factor model of the TSK in which the broader
construct fear of movement/(re)injury is represented by the
subscales Somatic Focus (TSK-SF) and Activity Avoidance
(TSK-AA).15–17 The subscales, however, have been incon-
sistently described.12 The TSK-SF has been described as:
“the belief in underlying and serious medical problems”18

as well as “the belief that pain is a sign of bodily harm or
damage.”19 The TSK-AA has been described as: “the belief
that activity may result in (re)injury or increased pain”18 as
well as “the belief that activities that promote pain should
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Where do unhelpful beliefs come from? 
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Disuse,
Depression,

Disability

Avoidance
behaviour

Pain-related
fear

Pain 
catastrophising

Pain 
experience

Onset of pain

No 
catastrophising

Confrontation
of movement

Recovery

Negative affectivity

Threatening illness information

Fear Avoidance Model based on ‘phobic’ literature

Need for a clinically useful framework to understand fear

What can we take from these studies?

Negative beliefs about persistent pain are common, culturally endorsed

50% of people presenting to physio with LBP have 
elevated fear and display fear avoidance behaviours

BUT

AND



Department of Surgery, St Vincent’s Melbourne(Leventhal 1980)

What is it?
What caused it?
What will happen?
Can I control it?
How long will it last?

Effective?

Common Sense Model (Leventhal 1980)
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Identity:

Cause:

Consequences:Control:

Timeline:

• Content of beliefs differ between people, but mechanisms the same 

• Content of beliefs is symptom specific 

• Content of beliefs is constantly updated

Common Sense Model: Context, Context, Context

(Leventhal 1980)
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Wheelchair

Bending 
liftingGoal: 

prevent damage

Bulging disc?

A couple of 
weeks

Rest, 
avoidance

Identity:

Cause:

Consequences:Control:

Timeline:

(Bunzli et al. 2017)

Common sense approach to understanding LBP behaviour
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Wheelchair

Bending 
liftingGoal: 

prevent damage
no pain =
no damage

Cause:

Consequences:Control:

Avoidance behaviour is a common sense 
response to threatening pain representation 

Identity:

Timeline:

Rest, 
avoidance

“This makes sense to me”

Bulging disc?

A couple of 
weeks
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Re-injure in 
the future

Injury
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Strengthen weak 
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Weak back

Expect full 
recovery

Exercise 
Avoid lifting / 

bending

Identity:

Cause:

Consequences:
Control:

Timeline:

... 2 weeks later
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Goal: 
Strengthen weak 

back

14

no pain =
no damage

Expect full 
recovery

Cause:

Consequences:
Control:

Timeline:

Behaviour is a common sense response 
to threatening pain representation 

A Common Sense approach to understanding behaviour

Exercise 
Avoid lifting / 

bending

... 2 weeks later

Injury

Re-injure in 
the future

Weak back
Identity:
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Wheelchair

Movement
Goal: 

Fix this damage

14

Disc damage?

When will this 
get better?

Surgery?

Identity:

Cause:

Consequences:
Control:

Timeline:

A Common Sense approach to understanding behaviour
... 12 weeks later
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Wheelchair

Movement
Goal: 

Fix this damage

14

When will this 
get better?

Surgery?

Cause:

Consequences:
Control:

Timeline:

“Your spine shows 
degenerative 

changes. But surgery 
is not an option.”

A Common Sense approach to understanding behaviour
... 12 weeks later

Disc damage?
Identity:
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want to

Too much 
stress on backGoal: 

Prevent more 
damage

14

Degeneration

Learn to live 
with this?

Identity:

Cause:

Consequences:Control:

Timeline:

A Common Sense approach to understanding behaviour

Unpredictable
uncontrollable

... 12 weeks later
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Identity:

Cause:

Consequences:Control:
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A Common Sense approach to understanding behaviour

Unpredictable
uncontrollable

... 12 weeks later
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Wheelchair
Can’t do what I 

want to

Too much 
stress on backGoal: 

Prevent more 
damage

Degeneration

Learn to live 
with this?

Unpredictable
uncontrollable

Identity:

Cause:

Consequences:Control:

Timeline:

pain

“Hang on, this doesn’t make sense”
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What is it?
What caused it?
What will happen?
Can I control it?
How long will it last?

Effective?

Common Sense Model
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Wheelchair
Can’t do what I 

want to

Too much 
stress on backGoal: 

Prevent more 
damage

Degeneration

Learn to live 
with this?

Unpredictable
controllable

Identity:

Cause:

Consequences:Control:

Timeline:

pain

Fear and distress an emotional response to a 
pain experience that doesn’t make sense

“I cant make sense of this”



Department of Surgery, St Vincent’s Melbourne

• Help physiotherapists understand the key beliefs 
driving behavior in people with musculoskeletal pain

Implications of a Common Sense approach

• Inform behaviour change interventions

A Common Sense Model  perspective can…
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Implications of a Common Sense approach

Behaviour change intervention informed by the CSM

1. Understand how this person represents their pain symptoms
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Can you prevent your pain from flaring up?
Can you control pain once it has flared up?

How long do you expect your pain will last?
How hopeful are you for the future?
What will it take to make your pain better?

Do you have a diagnosis for your pain?
Can you explain to me what this means?
Have you had any scans on  your back?

Do you know what causes your pain?
How predictable is your pain?

What do you think the 
consequences of the 
pain/diagnosis are?

Timeline:

Identity:

Cause:

Consequences:Control:
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Implications of a Common Sense approach

1.
2. Provide them with a biopsychosocial explanation

for their pain that addresses 5 key belief dimensions

Behaviour change intervention informed by the CSM

Understand how this person represents their pain symptoms
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25
Implications of a Common Sense approachIdentity:

Cause:

Consequences:
Control:

Timeline:

Sensitisation of spinal 
structures

Adopting provocative 
behaviours
Fear, stress

Disrupted sleep

Pain and 
disability

Movement control
Body relaxation

Cognitive reframing

Gain control 
within realistic 

time frame
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3. Exposure techniques to provide opportunities for 
disconfirming old beliefs and adopting new beliefs 

Implications of a Common Sense approach

Behaviour change intervention informed by the CSM

1.
2. Provide them with a biopsychosocial explanation

for their pain that addresses 5 key belief dimensions

Understand how this person represents their pain symptoms
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Provide them with adaptive strategies to get control over symptoms4.

Implications of a Common Sense approach

Behaviour change intervention informed by the CSM

3. Exposure techniques to provide opportunities for 
disconfirming old beliefs and adopting new beliefs 

1.
2. Provide them with a biopsychosocial explanation

for their pain that addresses 5 key belief dimensions

Understand how this person represents their pain symptoms



Department of Surgery, St Vincent’s Melbourne

Identity:

Cause:

Consequences:
Control:

Timeline:

Sensitisation of spinal 
structures

Adopting provocative 
behaviours
Fear, stress

Disrupted sleep

Pain and disability
Movement control
Body relaxation

Cognitive reframing

Gain control within 
realistic time 

frame

Control over 
pain 

experience

Repeated over time, the experience of control over 
symptoms means the  representation is deemed useful.  The 
beliefs are confirmed and pain experience makes sense.
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• Avoidance behaviour can be a common sense response to a 
threatening pain experience

• Fear and distress can be responses to a pain experience 
that doesn’t make sense

• Physios play a role in managing these emotional responses by 
helping people to make sense of their pain experience

• Common sense perspective can reduce stigma away 
from ‘phobic’ patient

628 | september 2017 | volume 47 | number 9 | journal of orthopaedic & sports physical therapy
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meaning of their pain may become fear-
ful and subsequently avoidant of physical 
activity that threatens their well-being. A 
vicious cycle ensues, in which avoidance 
behavior leads to physical disability and 
depression that, in turn, heighten the 
pain experience. The FAM also proposes 
that when someone first develops LBP, 
the confrontation of normal activity in 
the absence of catastrophizing leads to 
recovery (FIGURE 1).

Currently, some physical therapists 
stigmatize individuals presenting with 
high pain-related fear. Some refer to them 
as “phobics” with extravagant pain behav-
iors, while others feel underequipped to 
treat individuals with high pain-related 
fear.37 This clinical commentary stems 
from a body of work seeking to advance 
the clinical utility of the FAM for physi-
cal therapists treating people with pain-
related fear. It draws on a prospective 
qualitative investigation of 36 individuals 
with chronic, nonspecific LBP (pain last-
ing greater than 6 months not attributed 
to any underlying pathology or structural 
abnormality) and high pain-related fear 
(greater than 40 on the Tampa Scale of 
Kinesiophobia25), recruited from a range 
of primary and tertiary care settings. Per-
sonal explanations and narratives related 
to the beliefs underlying pain-related 
fear, the factors associated with these be-
liefs, and changes in fear over time were 
explored through in-depth interviews 
at baseline and 4-month follow-up (see 

Low back pain (LBP) is a common condition.43 While the majority 
of care seekers stop seeking care within 3 months, around 10% will 
experience chronic, disabling LBP.10,11 As one of the key providers 
of LBP care, physical therapists are tasked with preventing 

the transition to persistent pain and disability, and facilitating 
a pathway to functional restoration for those who are disabled.

 ! SYNOPSIS: Pain-related fear is implicated 
in the transition from acute to chronic low back 
pain and the persistence of disabling low back 
pain, making it a key target for physical therapy 
intervention. The current understanding of pain-
related fear is that it is a psychopathological 
problem, whereby people who catastrophize about 
the meaning of pain become trapped in a vicious 
cycle of avoidance behavior, pain, and disabil-
ity, as recognized in the fear-avoidance model. 
However, there is evidence that pain-related fear 
can also be seen as a common-sense response 
to deal with low back pain, for example, when one 
is told that one’s back is vulnerable, degenerat-
ing, or damaged. In this instance, avoidance is a 
common-sense response to protect a “damaged” 
back. While the fear-avoidance model proposes 
that when someone first develops low back pain, 
the confrontation of normal activity in the absence 
of catastrophizing leads to recovery, the pathway 

to recovery for individuals trapped in the fear-
avoidance cycle is less clear. Understanding pain-
related fear from a common-sense perspective 
enables physical therapists to offer individuals with 
low back pain and high fear a pathway to recovery 
by altering how they make sense of their pain. 
Drawing on a body of published work exploring 
the lived experience of pain-related fear in people 
with low back pain, this clinical commentary 
illustrates how Leventhal’s common-sense model 
may assist physical therapists to understand the 
broader sense-making processes involved in the 
fear-avoidance cycle, and how they can be altered 
to facilitate fear reduction by applying strategies 
established in the behavioral medicine literature. 
J Orthop Sports Phys Ther 2017;47(9):628-636. 
Epub 13 Jul 2017. doi:10.2519/jospt.2017.7434

 ! KEY WORDS: common-sense model, fear-
avoidance model, low back pain, qualitative 
research
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Making Sense of Low Back Pain  
and Pain-Related Fear

Pain-related fear (in addition to psy-
chological distress and self-efficacy) me-
diates the relationship between pain and 
disability.18 With over 50% of primary 
care patients with LBP presenting with 
elevated fear,31,35 pain-related fear is an 
important target for physical therapy 
intervention. While many models have 
attempted to provide an explanation of 
why disabling LBP develops and persists, 

the fear-avoidance model (FAM)41 has 
been widely adopted and validated in the 
pain and physical therapy literature.15,46-48 
It describes how the experience of LBP 
symptoms in some cases can initiate a set 
of negative cognitive, emotional, and be-
havioral responses. In line with the theory 
that cognitive factors precede emotional 
reactions,17 the FAM proposes that in-
dividuals who “catastrophize” about the 
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meaning of their pain may become fear-
ful and subsequently avoidant of physical 
activity that threatens their well-being. A 
vicious cycle ensues, in which avoidance 
behavior leads to physical disability and 
depression that, in turn, heighten the 
pain experience. The FAM also proposes 
that when someone first develops LBP, 
the confrontation of normal activity in 
the absence of catastrophizing leads to 
recovery (FIGURE 1).

Currently, some physical therapists 
stigmatize individuals presenting with 
high pain-related fear. Some refer to them 
as “phobics” with extravagant pain behav-
iors, while others feel underequipped to 
treat individuals with high pain-related 
fear.37 This clinical commentary stems 
from a body of work seeking to advance 
the clinical utility of the FAM for physi-
cal therapists treating people with pain-
related fear. It draws on a prospective 
qualitative investigation of 36 individuals 
with chronic, nonspecific LBP (pain last-
ing greater than 6 months not attributed 
to any underlying pathology or structural 
abnormality) and high pain-related fear 
(greater than 40 on the Tampa Scale of 
Kinesiophobia25), recruited from a range 
of primary and tertiary care settings. Per-
sonal explanations and narratives related 
to the beliefs underlying pain-related 
fear, the factors associated with these be-
liefs, and changes in fear over time were 
explored through in-depth interviews 
at baseline and 4-month follow-up (see 

Low back pain (LBP) is a common condition.43 While the majority 
of care seekers stop seeking care within 3 months, around 10% will 
experience chronic, disabling LBP.10,11 As one of the key providers 
of LBP care, physical therapists are tasked with preventing 

the transition to persistent pain and disability, and facilitating 
a pathway to functional restoration for those who are disabled.

 ! SYNOPSIS: Pain-related fear is implicated 
in the transition from acute to chronic low back 
pain and the persistence of disabling low back 
pain, making it a key target for physical therapy 
intervention. The current understanding of pain-
related fear is that it is a psychopathological 
problem, whereby people who catastrophize about 
the meaning of pain become trapped in a vicious 
cycle of avoidance behavior, pain, and disabil-
ity, as recognized in the fear-avoidance model. 
However, there is evidence that pain-related fear 
can also be seen as a common-sense response 
to deal with low back pain, for example, when one 
is told that one’s back is vulnerable, degenerat-
ing, or damaged. In this instance, avoidance is a 
common-sense response to protect a “damaged” 
back. While the fear-avoidance model proposes 
that when someone first develops low back pain, 
the confrontation of normal activity in the absence 
of catastrophizing leads to recovery, the pathway 

to recovery for individuals trapped in the fear-
avoidance cycle is less clear. Understanding pain-
related fear from a common-sense perspective 
enables physical therapists to offer individuals with 
low back pain and high fear a pathway to recovery 
by altering how they make sense of their pain. 
Drawing on a body of published work exploring 
the lived experience of pain-related fear in people 
with low back pain, this clinical commentary 
illustrates how Leventhal’s common-sense model 
may assist physical therapists to understand the 
broader sense-making processes involved in the 
fear-avoidance cycle, and how they can be altered 
to facilitate fear reduction by applying strategies 
established in the behavioral medicine literature. 
J Orthop Sports Phys Ther 2017;47(9):628-636. 
Epub 13 Jul 2017. doi:10.2519/jospt.2017.7434
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and Pain-Related Fear

Pain-related fear (in addition to psy-
chological distress and self-efficacy) me-
diates the relationship between pain and 
disability.18 With over 50% of primary 
care patients with LBP presenting with 
elevated fear,31,35 pain-related fear is an 
important target for physical therapy 
intervention. While many models have 
attempted to provide an explanation of 
why disabling LBP develops and persists, 

the fear-avoidance model (FAM)41 has 
been widely adopted and validated in the 
pain and physical therapy literature.15,46-48 
It describes how the experience of LBP 
symptoms in some cases can initiate a set 
of negative cognitive, emotional, and be-
havioral responses. In line with the theory 
that cognitive factors precede emotional 
reactions,17 the FAM proposes that in-
dividuals who “catastrophize” about the 
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Case study example:
A patient with chronic low back pain: How they represented their 
pain pre and post Cognitive Functional Therapy Intervention 
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meaning of their pain may become fear-
ful and subsequently avoidant of physical 
activity that threatens their well-being. A 
vicious cycle ensues, in which avoidance 
behavior leads to physical disability and 
depression that, in turn, heighten the 
pain experience. The FAM also proposes 
that when someone first develops LBP, 
the confrontation of normal activity in 
the absence of catastrophizing leads to 
recovery (FIGURE 1).

Currently, some physical therapists 
stigmatize individuals presenting with 
high pain-related fear. Some refer to them 
as “phobics” with extravagant pain behav-
iors, while others feel underequipped to 
treat individuals with high pain-related 
fear.37 This clinical commentary stems 
from a body of work seeking to advance 
the clinical utility of the FAM for physi-
cal therapists treating people with pain-
related fear. It draws on a prospective 
qualitative investigation of 36 individuals 
with chronic, nonspecific LBP (pain last-
ing greater than 6 months not attributed 
to any underlying pathology or structural 
abnormality) and high pain-related fear 
(greater than 40 on the Tampa Scale of 
Kinesiophobia25), recruited from a range 
of primary and tertiary care settings. Per-
sonal explanations and narratives related 
to the beliefs underlying pain-related 
fear, the factors associated with these be-
liefs, and changes in fear over time were 
explored through in-depth interviews 
at baseline and 4-month follow-up (see 

Low back pain (LBP) is a common condition.43 While the majority 
of care seekers stop seeking care within 3 months, around 10% will 
experience chronic, disabling LBP.10,11 As one of the key providers 
of LBP care, physical therapists are tasked with preventing 

the transition to persistent pain and disability, and facilitating 
a pathway to functional restoration for those who are disabled.

 ! SYNOPSIS: Pain-related fear is implicated 
in the transition from acute to chronic low back 
pain and the persistence of disabling low back 
pain, making it a key target for physical therapy 
intervention. The current understanding of pain-
related fear is that it is a psychopathological 
problem, whereby people who catastrophize about 
the meaning of pain become trapped in a vicious 
cycle of avoidance behavior, pain, and disabil-
ity, as recognized in the fear-avoidance model. 
However, there is evidence that pain-related fear 
can also be seen as a common-sense response 
to deal with low back pain, for example, when one 
is told that one’s back is vulnerable, degenerat-
ing, or damaged. In this instance, avoidance is a 
common-sense response to protect a “damaged” 
back. While the fear-avoidance model proposes 
that when someone first develops low back pain, 
the confrontation of normal activity in the absence 
of catastrophizing leads to recovery, the pathway 

to recovery for individuals trapped in the fear-
avoidance cycle is less clear. Understanding pain-
related fear from a common-sense perspective 
enables physical therapists to offer individuals with 
low back pain and high fear a pathway to recovery 
by altering how they make sense of their pain. 
Drawing on a body of published work exploring 
the lived experience of pain-related fear in people 
with low back pain, this clinical commentary 
illustrates how Leventhal’s common-sense model 
may assist physical therapists to understand the 
broader sense-making processes involved in the 
fear-avoidance cycle, and how they can be altered 
to facilitate fear reduction by applying strategies 
established in the behavioral medicine literature. 
J Orthop Sports Phys Ther 2017;47(9):628-636. 
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Making Sense of Low Back Pain  
and Pain-Related Fear

Pain-related fear (in addition to psy-
chological distress and self-efficacy) me-
diates the relationship between pain and 
disability.18 With over 50% of primary 
care patients with LBP presenting with 
elevated fear,31,35 pain-related fear is an 
important target for physical therapy 
intervention. While many models have 
attempted to provide an explanation of 
why disabling LBP develops and persists, 

the fear-avoidance model (FAM)41 has 
been widely adopted and validated in the 
pain and physical therapy literature.15,46-48 
It describes how the experience of LBP 
symptoms in some cases can initiate a set 
of negative cognitive, emotional, and be-
havioral responses. In line with the theory 
that cognitive factors precede emotional 
reactions,17 the FAM proposes that in-
dividuals who “catastrophize” about the 
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[ CLINICAL COMMENTARY ]

meaning of their pain may become fear-
ful and subsequently avoidant of physical 
activity that threatens their well-being. A 
vicious cycle ensues, in which avoidance 
behavior leads to physical disability and 
depression that, in turn, heighten the 
pain experience. The FAM also proposes 
that when someone first develops LBP, 
the confrontation of normal activity in 
the absence of catastrophizing leads to 
recovery (FIGURE 1).

Currently, some physical therapists 
stigmatize individuals presenting with 
high pain-related fear. Some refer to them 
as “phobics” with extravagant pain behav-
iors, while others feel underequipped to 
treat individuals with high pain-related 
fear.37 This clinical commentary stems 
from a body of work seeking to advance 
the clinical utility of the FAM for physi-
cal therapists treating people with pain-
related fear. It draws on a prospective 
qualitative investigation of 36 individuals 
with chronic, nonspecific LBP (pain last-
ing greater than 6 months not attributed 
to any underlying pathology or structural 
abnormality) and high pain-related fear 
(greater than 40 on the Tampa Scale of 
Kinesiophobia25), recruited from a range 
of primary and tertiary care settings. Per-
sonal explanations and narratives related 
to the beliefs underlying pain-related 
fear, the factors associated with these be-
liefs, and changes in fear over time were 
explored through in-depth interviews 
at baseline and 4-month follow-up (see 

Low back pain (LBP) is a common condition.43 While the majority 
of care seekers stop seeking care within 3 months, around 10% will 
experience chronic, disabling LBP.10,11 As one of the key providers 
of LBP care, physical therapists are tasked with preventing 

the transition to persistent pain and disability, and facilitating 
a pathway to functional restoration for those who are disabled.

 ! SYNOPSIS: Pain-related fear is implicated 
in the transition from acute to chronic low back 
pain and the persistence of disabling low back 
pain, making it a key target for physical therapy 
intervention. The current understanding of pain-
related fear is that it is a psychopathological 
problem, whereby people who catastrophize about 
the meaning of pain become trapped in a vicious 
cycle of avoidance behavior, pain, and disabil-
ity, as recognized in the fear-avoidance model. 
However, there is evidence that pain-related fear 
can also be seen as a common-sense response 
to deal with low back pain, for example, when one 
is told that one’s back is vulnerable, degenerat-
ing, or damaged. In this instance, avoidance is a 
common-sense response to protect a “damaged” 
back. While the fear-avoidance model proposes 
that when someone first develops low back pain, 
the confrontation of normal activity in the absence 
of catastrophizing leads to recovery, the pathway 

to recovery for individuals trapped in the fear-
avoidance cycle is less clear. Understanding pain-
related fear from a common-sense perspective 
enables physical therapists to offer individuals with 
low back pain and high fear a pathway to recovery 
by altering how they make sense of their pain. 
Drawing on a body of published work exploring 
the lived experience of pain-related fear in people 
with low back pain, this clinical commentary 
illustrates how Leventhal’s common-sense model 
may assist physical therapists to understand the 
broader sense-making processes involved in the 
fear-avoidance cycle, and how they can be altered 
to facilitate fear reduction by applying strategies 
established in the behavioral medicine literature. 
J Orthop Sports Phys Ther 2017;47(9):628-636. 
Epub 13 Jul 2017. doi:10.2519/jospt.2017.7434

 ! KEY WORDS: common-sense model, fear-
avoidance model, low back pain, qualitative 
research
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Making Sense of Low Back Pain  
and Pain-Related Fear

Pain-related fear (in addition to psy-
chological distress and self-efficacy) me-
diates the relationship between pain and 
disability.18 With over 50% of primary 
care patients with LBP presenting with 
elevated fear,31,35 pain-related fear is an 
important target for physical therapy 
intervention. While many models have 
attempted to provide an explanation of 
why disabling LBP develops and persists, 

the fear-avoidance model (FAM)41 has 
been widely adopted and validated in the 
pain and physical therapy literature.15,46-48 
It describes how the experience of LBP 
symptoms in some cases can initiate a set 
of negative cognitive, emotional, and be-
havioral responses. In line with the theory 
that cognitive factors precede emotional 
reactions,17 the FAM proposes that in-
dividuals who “catastrophize” about the 
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(O’Sullivan et al. 2018)
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Identity “I have damage to two of 
the discs”

“The pain is tension in my body and my back not 
moving properly”

Cause “It’s caused by 
degeneration, so my spine 
is deteriorating”

“I think pain causes tension and tension causes pain”
I am continually hurting myself by not moving properly”

Conseq-
uence

“When it hurts, I think I am 
doing more damage to my 
back. I think it is getting 
worse, crumbling, breaking 
down”

“I went from being terrified of hurting myself anytime I 
moved to realizing that moving was the very thing I 
needed to do"

Control / 
curability

“There is damage to the 
discs, but it seems it is 
impossible to fix damage”

“The first session (the physio) said we can fix this. 
There are people with back scans far worse than yours 
who have no pain issues. You need to learn how to 
move again’”

Timeline “I am mentally preparing to 
be stuck with this for life”

“I think that it is possible that I can get to the point 
where there won’t be pain”

Action “I would never bend over to 
pick something up. I try and 
brace myself or avoid doing 
things that aggravate it”

“When he got me to touch my toes on the first day, it 
wasn’t just that I had done it. I could have done it and 
made the pain worse. But my back wasn’t hurting. And I 
had done it on my own, without him”

Coherency “I find all of this a very 
confusing experience”

“The single most important thing he said to me was, 
‘Don’t be frightened of pain: it does not mean damage.’ 
And when I experienced it for myself, it changed my 
mindset instantly. It suddenly all made sense”

Pre CFT Post CFT
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Knee osteoarthritis 

• Best practice guidelines recommend non-surgical treatments for knee OA
• TKR for end-stage knee OA when non-surgical options exhausted. 
• Number of TKRs increasing year on year
• Uptake of non-surgical treatments for knee OA is low. 

(Hinman et al. 2015)

(Victorian model of care for osteoarthritis. 
MOVE muscle, bone and joint health;2018)
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improvement. Few other studies exist in orthopaedic practice that explore the effectiveness of audit 
and feedback. A Cochrane review of feedback interventions has shown that feedback and changes in 
information provided to doctors can influence their decision-making behaviour, but that their effects 
are variable depending on the context and the characteristics of the feedback intervention28. In 2012 
a consensus meeting of international experts on audit and feedback29 concluded that in order to 
optimize effectiveness, interventions need to be tailored to prospectively identify barriers, and 
feedback trials should be designed to incorporate evidence- and theory-based best practices29.  
A multi-dimensional feedback intervention will improve uptake of evidence-based criteria for 
TKR. We conducted a qualitative study using a theoretical framework to systematically explore the 
barriers to uptake of evidence-based criteria for TKR. The findings suggest that while feedback is 
important to enhance surgeons’ ability to accurately self-assess performance so they are ‘ready’ to 
change, surgeons must also gain confidence in the legitimacy of evidence-based practice so they are 
‘willing’ to change, and have access to evidence-based resources so they are ‘able’ to change. 
Orthopaedic Surgeons recognize the need for a validated, accessible TKR decision aid to support 
their clinical decision-making30.  Decision aids that estimate important, patient-specific risks of 
responding to an intervention have been shown to reduce variations in clinical judgments between 
surgeons and to predict outcomes in other areas of medicine with superior accuracy to clinical 
judgments alone31, 32. However studies also suggest that surgeons will not use a decision aid if they 
do not have the resources to carry out the decisions33, or if the aid does not support their own view 
about effective treatments34.  Our research and that of others has shown that Orthopaedic Surgeons 
perceive a lack of effective non-operative treatments for advanced knee OA35. We have designed a 4 
part intervention for uptake of evidence-based criteria for TKR that combines audit and feedback, 
with a validated TKR decision aid and the promotion of non-surgical interventions.  
Our pilot data and prior research informs our intervention. The design of our intervention has 
been informed by 4 key pieces of research by this group, the findings of which are consistent with 
the literature; i) audit of compliance with evidence-based criteria3 among TKR surgeons and of the 
prior use of non-operative interventions in people with advanced knee OA, ii) evaluation of surgeon 
risk benefit preferences in TKR36 (#1058438), iii) exploration of decision-making biases leading to 
inappropriate treatment practices through interviews with TKR surgeons13, iv) development of a 
prognostic nomogram for use as a decision aid for TKR37. 
i) Audit of compliance with evidenced based criteria (CIs A-B-D): We have applied evidenced-based 

criteria3 to a cohort of TKRs, derived from the St. 
Vincent’s Melbourne Arthroplasty (SMART) 
Registry37. Criteria were retrospectively applied 
to 793 patients who underwent TKR (2012-14), 
with 27% deemed inappropriate and a 2.5 odds 
(95% CI 1.58-3.80) of not achieving a clinically 

meaningful improvement from TKR when assessed at 12 months. We also surveyed 91 individuals 
on the waiting list for TKR (Table 1) in 2016 at a metropolitan hospital (SVHM) and determined a 
very low use of the non-operative interventions strongly recommended by the American College of 
Rheumatology17. Mean age of the participants was 66 years, mean time since OA diagnosis was 6.7 
years and mean BMI was 36.1kg/m2. These findings are similar to those reported amongst an 
Australian community dwelling sample with moderate knee OA, in which 50% had never participated 
in an exercise intervention and 38% had never attempted weight loss despite being overweight38.  
ii) Evaluation of surgeon risk-benefit preferences (CIs A-B-C)36: As part of a wider study (#1058438), 
a discrete choice experiment design was used to quantify the risk-benefit preferences of surgeons 
performing TKR (n=22). For a specified amount of treatment benefit (pain, function), the risk-benefit 
preference is the maximum acceptable risk (defined as the highest level of risk) of complication that 
the average surgeon would accept in return for the benefit. Subjects evaluated a series of pairs of 
hypothetical treatment options, and the resulting pattern of choices were used to determine the 
underlying preferences associated with various treatment outcomes. Treatment outcomes were based 
on actual data from 2,000 TKRs, derived from the SMART Registry. When asked to make a decision 

Table 1: Patients on the waiting list for TKR  
Strongly 

Recommended 
Current 

use 
Stopped 

using 
Never 
used 

Land based exercise 43 (47%) 20 (22%) 28 (31%) 
Aquatic exercise 16 (18%) 21 (23%) 54 (59%) 
Weight loss 18 (20%) 28 (30%) 45 (50%) 

 

Knee osteoarthritis 

In Australia:
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Identity

Cause

ConsequencesControl

Timeline?

Samantha Bunzli, Penny O’Brien, Darshini Ayton, Michelle Dowsey, Jane Gunn, Jo-Anne Manski-Nankervis

Under review

Are illness perceptions a barrier to uptake of evidence based 
interventions for knee osteoarthritis? A qualitative study
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Identity beliefs:

“I can remember the exact moment that my knee became 

bone on bone. I was walking well one moment and 
the next moment – bang! You could actually feel it grinding”

“My knee joint is just an empty shell” 

“It’s two bald bones rubbing together”

Bone on bone
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“Putting on weight doesn’t help your knees. 
Because the you’ve got to carry it around”

“I used to have a fruit shop and I used to jump 
up and down off the truck. I don’t think that all 

that loading did the joint any good. That 
probably started the arthritis at that stage”

Causal beliefs: Loading the knee



Department of Surgery, St Vincent’s Melbourne

“I try not to put extra load through my knee, because there is 

no cartilage left and I don’t want to damage the bone”

“Sometimes if I turn the wrong way you’ll hear this big 

crack. And then it’s as if it pops out of its socket”

Consequence beliefs: Collapse/damage
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Timeline beliefs: Downward trajectory

“The knee has already past it’s used by date” 

“If I keep going the way I am going, it’s just going to 

get worse. Because it will just rub, rub away.” 
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“A doctor said to me years ago ‘once they’re worn out, they’re 

worn out, there’s nothing else you can do’” 

“It’s too far gone now, I can’t do anything. 
Physiotherapy can’t replace cartilage”

“A mechanical problem requires a mechanical fix”

Controllability beliefs: need to replace cartilage
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Samantha Bunzli, Penny O’Brien, Darshini Ayton, Michelle Dowsey, Jane Gunn, Jo-Anne Manski-Nankervis

Under review

Are illness perceptions a barrier to uptake of evidence based 
interventions for knee osteoarthritis? A qualitative study

“Bone on bone”

Identity beliefs

“Wear and tear”

Causal beliefs

Vulnerable joint

Consequence beliefs

Timeline beliefs 
Deteriorate over time

Surgery only 
option

Treatment beliefs

Activity 
avoidance

“Loading knee 
causes damage”

“Need to replace 
cartilage”

Figure 1. Illness perceptions of participants with end-stage knee osteoarthritis“Bone on bone” is a barrier to uptake of evidence based care

Not for reproduction
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Osteoarthritis only 

gets worse over time

Myth #1 Fact #1
Multiple trajectories of 

osteoarthritis exist (Collins 2014)

Impact through your 

knee damages your joint

Myth #2 Fact #2
Loading exercise not harmful 

for articular cartilage (Bricca 2018)

Physio can’t replace cartilage, 

so there’s no point

Myth #3

A knee replacement is 

needed to cure my knee pain 

Myth #4

Fact #3

Fact #4
57% report some pain 12-

months post TKR (Mannion 2009)

GLA:D® average pain 

reduction of 25% (Skou 2017)
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