Making sense of patient beliefs and behaviours
Samantha Bunzli PhD
The University of Melbourne,
Department of Surgery

What should I do
about this pain?

Department of Surgery, St Vincent’s Melbourne

Beliefs about
the pain
(Waddell 1996)

(Lee et al. 2015)

Department of Surgery, St Vincent’s Melbourne

Fear avoidance model

Disuse,
Depression,
Disability

Onset of pain

Recovery

Avoidance
behaviour

Pain
experience

Confrontation
of movement

Pain-related
fear
Pain
catastrophising

Negative affectivity
Threatening illness information

No
catastrophising

(Vlaeyen & Linton 2000)

Department of Surgery, St Vincent’s Melbourne

Pain
catastrophising

Fea
r av
o
bel idance
iefs

Department of Surgery, St Vincent’s Melbourne

Pain
catastrophising

Rec
exp over
y
ect
atio
ns

Self efficacy
beliefs
Fea
r av
o
bel idance
iefs

ent
m
t
a
Tre
tions
a
t
c
e
exp

Locus of control
beliefs

Department of Surgery, St Vincent’s Melbourne

Many physios feel unprepared to manage patient beliefs
Journal of Physiotherapy 61 (2015) 68–76

Journal of

PHYSIOTHERAPY
journal homepage: www.elsevier.com/locate/jphys

Research

Physiotherapists may stigmatise or feel unprepared to treat people with low back
pain and psychosocial factors that influence recovery: a systematic review
Aoife Synnott a, Mary O’Keeffe a, Samantha Bunzli b, Wim Dankaerts c,
Peter O’Sullivan b, Kieran O’Sullivan a
a

Department of Clinical Therapies, University of Limerick, Limerick, Ireland; b School of Physiotherapy, Curtin University, Perth, Australia; c Department of Rehabilitation Sciences,
University of Leuven, Leuven, Belgium

Journal of Physiotherapy 61 (2015) 68–76

K E Y W O R D S

A B S T R A C T

Physiotherapy
Qualitative
Systematic review
Metasynthesis
Low back pain

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 physiotherapists 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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• Society:

ABSTRACT
Objectives: The fear-avoidance model describes how

the belief that pain is a sign of damage leads to painrelated 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,

Strengths and limitations of this study
▪ Interviews with 36 individuals with high painrelated 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 evidencebased platform for future iterations of the fearavoidance 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.

50% believe pain in back means back is damaged
90% believe ignoring pain can damage back
70% believe ongoing weakness after episode of LBP
▸ Prepublication history
and additional material is
available. To view please visit
the journal (http://dx.doi.org/
10.1136/bmjopen-2015008847).
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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
• Healthcare encounters:
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,

Strengths and limitations of this study
▪ Interviews with 36 individuals with high painrelated 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 evidencebased platform for future iterations of the fearavoidance 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.

Explicit advice: “The dr said I have to protect my back”
▸ Prepublication history
and additional material is
available. To view please visit
the journal (http://dx.doi.org/
10.1136/bmjopen-2015008847).

Implicit advice: “I was told to do these exercises, so my back must be weak”
Mis-interpretation of diagnostic labels and medical jargon
Received 21 May 2015
Revised 4 September 2015
Accepted 15 September 2015

back pain (LBP).1 2 In line with the theory
that cognitive factors precede emotional
Department
Surgery, St Vincent’s
Melbourne
3
4
the of
fear-avoidance
model (FAM)
reactions,
proposes that individuals with LBP who
believe their pain is ‘a sign of serious injury

Where do unhelpful beliefs come from?

Where do unhelpful beliefs come from?
“I will end up in a wheelchair”

• Degeneration:

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

• Disc bulge:

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

• Neurological:

“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”
Department of Surgery, St Vincent’s Melbourne

Where do unhelpful beliefs come from?

Where do unhelpful beliefs come from?

• Chronic:

“Absolute, the pits”
“Couple of steps from a wheelchair”
“Bones getting thinner”

• Wear and tear:

• Neurological
involvement:

“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)
Department of Surgery, St Vincent’s Melbourne

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

Where do unhelpful beliefs come from?

ORIGINAL
ARTICLE
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 discriminate ability.

What Do People Who Score Highly on the Tampa Scale
of Kinesiophobia Really Believe?

Discussion: The in
TSK
may beWith
better Chronic
described as
a measure of the
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(Clin J Pain 2015;31:621–632)
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Objectives: The Tampa Scale of Kinesiophobia (TSK) has been
episode of low back pain in the previous 6 months, with
used to identify people with back pain who have high levels of “fear
16% reporting chronic disabling low back pain.1 Estimates
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Threatening illness information

Fear Avoidance Model based on ‘phobic’ literature

BUT Negative beliefs about persistent pain are common, culturally endorsed
50% of people presenting to physio with LBP have

AND elevated fear and display fear avoidance behaviours
Need for a clinically useful framework to understand fear
Department of Surgery, St Vincent’s Melbourne

Common Sense Model

(Leventhal 1980)

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

Effective?

(Leventhal 1980)

Department of Surgery, St Vincent’s Melbourne

Common Sense Model: Context, Context, Context

Identity:

Timeline:

Control:

Cause:

Consequences:

• Content of beliefs differ between people, but mechanisms the same
• Content of beliefs is constantly updated
• Content of beliefs is symptom specific
(Leventhal 1980)

Department of Surgery, St Vincent’s Melbourne

Common sense approach to understanding LBP behaviour

Identity:
Bulging disc?
Timeline:
A couple of
weeks

Goal:
prevent damage

Control:
Rest,
avoidance

Cause:
Bending
lifting

Consequences:
Wheelchair

(Bunzli
et al.
Department of Surgery, St Vincent’s
Melbourne

2017)

“This makes sense to me”

Identity:
Bulging disc?
Timeline:
A couple of
weeks
no pain =
no damage

Goal:
prevent damage

Control:
Rest,
avoidance

Cause:
Bending
lifting

Consequences:
Wheelchair

Avoidance behaviour is a common sense
Department
of Surgery, St Vincent’s Melbourne
response to threatening pain
representation

... 2 weeks later

Identity:
Weak back
Timeline:
Expect full
recovery

Cause:
Injury

Goal:
Strengthen weak
back

Control:
Exercise
Avoid lifting /
bending

Consequences:
Re-injure in
the future

Department of Surgery, St Vincent’s Melbourne

14

A Common Sense approach to understanding behaviour

... 2 weeks later
Identity:
Weak back
Timeline:
Expect full
recovery
no pain =
no damage

Cause:
Injury

Goal:
Strengthen weak
back

Control:
Exercise
Avoid lifting /
bending

Consequences:
Re-injure in
the future

Behaviour is a common sense response
Department of Surgery, St Vincent’s Melbourne
to threatening pain representation

14

A Common Sense approach to understanding behaviour

... 12 weeks later

Identity:
Disc damage?
Timeline:
When will this
get better?

Cause:
Movement

Goal:
Fix this damage

Control:
Surgery?

Consequences:
Wheelchair

Department of Surgery, St Vincent’s Melbourne

14

A Common Sense approach to understanding behaviour

... 12 weeks later

Identity:
Disc damage?
Timeline:
When will this
get better?

Cause:
Movement

Goal:
Fix this damage

Control:
Surgery?

Consequences:
Wheelchair

“Your spine shows
degenerative
changes. But surgery
is not an option.”

Department of Surgery, St Vincent’s Melbourne

14

A Common Sense approach to understanding behaviour

... 12 weeks later

Identity:
Degeneration
Timeline:
Learn to live
with this?

Cause:
Too much
stress on back

Goal:
Prevent more
damage

Control:
Unpredictable
uncontrollable

Consequences:
Wheelchair
Can’t do what I
want to

Department of Surgery, St Vincent’s Melbourne
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A Common Sense approach to understanding behaviour

... 12 weeks later

Identity:
Degeneration
Timeline:
Learn to live
with this?

Cause:
Too much
stress on back

Goal:
Prevent more
damage

Control:
Unpredictable
uncontrollable

Consequences:
Wheelchair
Can’t do what I
want to

Department of Surgery, St Vincent’s Melbourne

“Hang on, this doesn’t make sense”

Identity:
Degeneration
Timeline:
Learn to live
with this?

Cause:
Too much
stress on back

Goal:
Prevent more
damage

pain

Control:
Unpredictable
uncontrollable

Consequences:
Wheelchair
Can’t do what I
want to

Department of Surgery, St Vincent’s Melbourne

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

Effective?

(Leventhal 1980)

Department of Surgery, St Vincent’s Melbourne

“I cant make sense of this”
Identity:
Degeneration
Timeline:
Learn to live
with this?

Cause:
Too much
stress on back

Goal:
Prevent more
damage

pain

Control:
Unpredictable
controllable

Consequences:
Wheelchair
Can’t do what I
want to

Fear and distress an emotional response to a
pain experience that doesn’t make sense
Department of Surgery, St Vincent’s Melbourne

Implications of a Common Sense approach

A Common Sense Model perspective can…
• Help physiotherapists understand the key beliefs
driving behavior in people with musculoskeletal pain
• Inform behaviour change interventions

Department of Surgery, St Vincent’s Melbourne

Implications of a Common Sense approach

Behaviour change intervention informed by the CSM

1.

Understand how this person represents their pain symptoms

Department of Surgery, St Vincent’s Melbourne

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

Timeline:
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?

Control:
Can you prevent your pain from flaring up?
Can you control pain once it has flared up?

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

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

Department of Surgery, St Vincent’s Melbourne

Implications of a Common Sense approach

Behaviour change intervention informed by the CSM

1.

Understand how this person represents their pain symptoms

2.

Provide them with a biopsychosocial explanation
for their pain that addresses 5 key belief dimensions

Department of Surgery, St Vincent’s Melbourne

ImplicationsIdentity:
of a Common Sense approach

25

Sensitisation of spinal
structures
Timeline:
Gain control
within realistic
time frame

Control:
Movement control
Body relaxation
Cognitive reframing

Cause:
Adopting provocative
behaviours
Fear, stress
Disrupted sleep
Consequences:
Pain and
disability

Department of Surgery, St Vincent’s Melbourne

Implications of a Common Sense approach

Behaviour change intervention informed by the CSM

1.

Understand how this person represents their pain symptoms

2.

Provide them with a biopsychosocial explanation
for their pain that addresses 5 key belief dimensions

3.

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

Department of Surgery, St Vincent’s Melbourne

Implications of a Common Sense approach

Behaviour change intervention informed by the CSM

1.

Understand how this person represents their pain symptoms

2.

Provide them with a biopsychosocial explanation
for their pain that addresses 5 key belief dimensions

3.

Exposure techniques to provide opportunities for

4.

Provide them with adaptive strategies to get control over symptoms

disconfirming old beliefs and adopting new beliefs

Department of Surgery, St Vincent’s Melbourne

Identity:
Sensitisation of spinal
structures
Timeline:
Gain control within
realistic time
frame
Control over
pain
experience

Cause:
Adopting provocative
behaviours
Fear, stress
Disrupted sleep

Control:
Movement control
Body relaxation
Cognitive reframing

Consequences:
Pain and disability

Repeated over time, the experience of control over
symptoms means the representation is deemed useful. The
beliefs are confirmed and pain experience
sense.
Departmentmakes
of Surgery, St
Vincent’s Melbourne

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
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fear, the factors associated with these beliefs, and changes in fear over time were
explored through in-depth interviews
at baseline and 4-month follow-up (see
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L

ow back pain (LBP) is a common condition. 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.
Pain-related fear (in addition to psychological distress and self-efficacy) mediates 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 behavioral responses. In line with the theory
that cognitive factors precede emotional
reactions,17 the FAM proposes that individuals who “catastrophize” about the

meaning of their pain may become fearful 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 behaviors, 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 physical therapists treating people with painrelated fear. It draws on a prospective
qualitative investigation of 36 individuals
with chronic, nonspecific LBP (pain lasting 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. Personal explanations and narratives related
to the beliefs underlying pain-related
fear, the factors associated with these beliefs, and changes in fear over time were
explored through in-depth interviews
at baseline and 4-month follow-up (see

• 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
! 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 painrelated 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 disability, 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, degenerating, 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 fearavoidance cycle is less clear. Understanding painrelated 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

• 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
! KEY WORDS: common-sense model, fearavoidance model, low back pain, qualitative
research
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fearof 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.
Pain-related fear (in addition to psychological distress and self-efficacy) mediates 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,

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
the fear-avoidance model (FAM)41 has that when someone first develops LBP,
been widely adopted and validated in the the confrontation of normal activity in
pain and physical therapy literature.15,46-48 the absence of catastrophizing leads to
It describes how the experience of LBP recovery (FIGURE 1).
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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
! 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 painrelated 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 disability, 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, degenerating, 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

(O’Sullivan et al. 2018)

Melbourne

Pre CFT

Identity
Cause

Consequence

Control /
curability

“I have damage to two of
the discs”
“It’s caused by
degeneration, so my spine
is deteriorating”
“When it hurts, I think I am
doing more damage to my
back. I think it is getting
worse, crumbling, breaking
down”
“There is damage to the
discs, but it seems it is
impossible to fix damage”

Post CFT

“The pain is tension in my body and my back not
moving properly”
“I think pain causes tension and tension causes pain”
I am continually hurting myself by not moving properly”
“I went from being terrified of hurting myself anytime I
moved to realizing that moving was the very thing I
needed to do"

Timeline

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

“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’”
“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
made sense”
Department
of Surgery,all
St Vincent’s
Melbourne

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.

(Victorian model of care for osteoarthritis.
MOVE muscle, bone and joint health;2018)
(Hinman
et al.
Department
of Surgery,
St2015)
Vincent’s Melbourne

perceive a lack of effective non-operative treatments for advan
part intervention for uptake of evidence-based criteria for TK
with a validatedKnee
TKRosteoarthritis
decision aid and the promotion of non-s
Our pilot data and prior research informs our interventio
been informed by 4 key pieces of research by this group, the
the literature; i) audit of compliance with evidence-based crit
prior use of non-operative interventions in people with advanc
risk benefit preferences in TKR36 (#1058438), iii) exploration
inappropriate treatment practices through interviews with T
prognostic nomogram for use as a decision aid for TKR37.
In Australia:
i)
Audit of compliance with evidenced based criteria (CIs A-B
criteria3 to
Table 1: Patients on the waiting list for TKR
Vincent’s
Strongly
Current
Stopped
Never
37
Registry
Recommended
use
using
used
Land based exercise
43 (47%) 20 (22%)
28 (31%) to 793 pat
Aquatic exercise
16 (18%) 21 (23%)
54 (59%) with 27%
Weight loss
18 (20%) 28 (30%)
45 (50%) (95% CI 1
meaningful improvement from TKR when assessed at 12 mo
Department 1)
of Surgery,
Vincent’s Melbourne
on the waiting list for TKR (Table
in St2016
at a metropolit

Are illness perceptions a barrier to uptake of evidence based
interventions for knee osteoarthritis? A qualitative study
Samantha Bunzli, Penny O’Brien, Darshini Ayton, Michelle Dowsey, Jane Gunn, Jo-Anne Manski-Nankervis
Under review

Identity
Timeline
Control

?

Cause

Consequences

Department of Surgery, St Vincent’s Melbourne

Identity beliefs: Bone on bone

“My knee joint is just an empty shell”
“It’s two bald

bones rubbing together”

“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”

Department of Surgery, St Vincent’s Melbourne

Causal beliefs: Loading the knee

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

Department of Surgery, St Vincent’s Melbourne

Consequence beliefs: Collapse/damage

“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”

“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”

Department of Surgery, St Vincent’s Melbourne

Timeline beliefs: Downward trajectory

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

get worse. Because it will just rub, rub away.”
“The knee has already past

it’s used by date”

Department of Surgery, St Vincent’s Melbourne

Controllability beliefs: need to replace cartilage

“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”

Department of Surgery, St Vincent’s Melbourne

Are illness perceptions a barrier to uptake of evidence based
interventions for knee osteoarthritis? A qualitative study
Samantha Bunzli, Penny O’Brien, Darshini Ayton, Michelle Dowsey, Jane Gunn, Jo-Anne Manski-Nankervis
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Causal beliefs

“Loading knee
causes damage”

“Wear and tear”

Identity beliefs

Consequence beliefs

“Bone on bone”

Vulnerable joint

Timeline beliefs

Activity
avoidance
Treatment beliefs

Surgery only
option

Deteriorate over time
“Need to replace
cartilage”

“Boneperceptions
on bone” is of
a barrier
to uptake
of evidence
based
care
Figure 1. Illness
participants
with
end-stage
osteoarthritis
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Myth #1
Osteoarthritis only
gets worse over time

Fact #1
Multiple trajectories of
osteoarthritis exist (Collins 2014)

Myth #2
Impact through your
knee damages your joint

Fact #2
Loading exercise not harmful
for articular cartilage (Bricca 2018)

Myth #3
Physio can’t replace cartilage,
so there’s no point

Fact #3

Myth #4
A knee replacement is
needed to cure my knee pain

Fact #4
57% report some pain 12months post TKR (Mannion 2009)

GLA:D® average pain

reduction of 25% (Skou 2017)
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