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Abstract

Background: The first-line treatment consistently recommended for people with low back pain is

patient education and advice. Regardless of the duration of low back pain, clinicians should pro-

vide education on the benign nature of low back pain, reassurance about the absence of a serious

medical condition, and advice to remain active. There is little guidance on how best to provide

this care.

Objective: This Masterclass will draw on recent evidence to explore how physical therapy clini-

cians could deliver person-centred education and advice to people with low back pain to refine

their clinical consultation.

Discussion: First, we highlight the potential value of providing validation to acknowledge the

distressing experience and consequences of low back pain. Second, we describe a tool to open

channels of communication to provide education and advice in a patient-centred and efficient

way. Clinicians could consider using the Attitude toward Education and advice for Low back pain

Questionnaire to gain an insight into patient attitudes toward education and advice at the outset

of a clinical encounter. Finally, we provide options for tailoring patient education and advice to

promote self-management of low back pain based on patient attitudes. We present evidence

that a positive attitude toward messages about causes rather than messages about physical

activity predicts intention to self-manage low back pain. We combine this evidence to suggest a

pathway for clinicians to provide education and advice to people with low back pain within the

time constraints of a clinical consultation.
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Introduction

Low back pain is common and burdensome. The point preva-
lence of activity-limiting low back pain lasting more than
one day is 7.8%, meaning that approximately 577 million
people experience low back pain at any one time across the
world.1 Many people with low back pain seek care to manage
their problem; a systematic review of 14 studies found that
47 to 67% of people with low back pain seek care annually,
and 30% have sought care within the past month.2 Although
spending on health services has increased, outcomes for
people with low back pain are not improving.3

Clinical practice guidelines aim to assist clinicians in pro-
viding high-value care to people presenting with low back
pain. High-value care is providing care with the optimal out-
come for the person’s circumstance delivered at the right
price.4 After screening for clinical features of serious pathol-
ogy and conducting a physical and psychological assessment,
regardless of the duration of low back pain, the first-line
treatment consistently recommended is patient education
and advice.5,6 However, systematic reviews have highlighted
a gap between clinical practice guideline recommendations
for care and the care that is actually provided in practice.7,8

For example, people presenting for care with low back pain
commonly receive unnecessary diagnostic imaging9 or a high
number of treatments known to provide little or no benefit
and cause harm such as opioids,10 antidepressants,11,12 mus-
cle relaxants,13 and spinal fusion surgery.14 These services
provide minimal or no benefit, considering the harms, the
costs, alternatives, and the preferences of the patient, and
are classified as ‘low-value’ care.15

Clinicians commonly report that a desire to maintain a
harmonious relationship with patients and the time con-
straints of clinical practice are important barriers to provid-
ing high-value care, such as education and advice to people
presenting with low back pain.16 In this Masterclass, we will
introduce new evidence on strategies to help physical thera-
pists overcome these barriers to providing high-value care.
First, we highlight the potential value of providing validation
to nurture a harmonious relationship. Second, we will
describe a tool to open channels of communication to pro-
vide education and advice in a patient-centred and efficient
way. Finally, we provide options for tailoring patient educa-
tion and advice to promote self-management of low back
pain based on patient attitudes to maximise the time avail-
able in clinical consultations.

Nurturing person-centred care

Shared decision making is at the heart of person-

centred care

A cornerstone of modern healthcare is to include people in
their care decisions.17 For effective shared decision making,
clinicians should share information on treatment options
and their potential outcomes including risks and benefits,
based on the best research evidence. In turn, the person is
encouraged to provide an insight into the personal burden of
low back pain and express their treatment preferences and
values.18 However, too often, the person's voice is left out of
the decision-making process, and patients feel dismissed

and invalidated by their health care professional.19,20 Ethno-
graphic observations and face-to-face interviews with
patients in a complex care management program observed
that patients with chronic musculoskeletal pain required a
long period of relationship- and trust-building before they
were willing to engage with health care professionals’ rec-
ommendations.21 During interviews, the patients admitted
that they felt marginalised and mistrusted the clinicians,
which affected their willingness to engage with the inter-
vention.21 A phenomenological analysis of patients admitted
to hospital with acute low back pain provided an insight into
patients’ experience of severe pain, disability, and helpless-
ness, feelings that manifested in a desire for validation and
cynicism toward health professionals who were perceived as
attempting to minimise the severity of their condition.22

Together, these findings suggest that patients may not feel
supported to discuss their preferences and values with
health care professionals in a clinical consultation, which
may disrupt the shared decision-making process.

Experience of back pain expressed on social media

Exploring social media interactions could provide valuable
clinical information not otherwise disclosed in consultation
with a health care provider. We conducted a content analysis
to understand what people post on social media relative to
low back pain to enhance our understanding of the personal
burden of low back pain and peoples’ expectations for man-
aging their problem.23 Social media is a contemporary forum
for computer-based disclosure,24 that provides the advan-
tage of access and perceived anonymity,25 allowing people
to communicate their views and experiences about low back
pain independent of health care professionals.26,27 We iden-
tified two main themes; the first theme, from the status
broadcasts, "Hear my pain", suggests that people with low
back pain seem to use social media to seek validation and
share their experiences. The second theme, from the
responses, "I feel for you", suggests that social media is used
to share support for people with low back pain. A third main
finding related to what was not said, there were no public
responses to over three-quarters of the status broadcasts
about low back pain.

One interpretation of these findings is that there may be
gaps in our understanding of the personal burden of low
back pain and its impact. These results suggest that people
want to feel validated; one potential reason for using social
media is due to feeling dismissed or invalidated by clini-
cians, which is incongruent with person-centred care.

The role of validation

Providing validation seems important for people presenting
with low back pain, but potentially absent from clinical con-
sultations.28 A meta-ethnography of 38 qualitative studies
exploring the experience of low back pain found that seeking
validation is common.29 Validation seems particularly rele-
vant for people with low back pain as they feel that others
question the legitimacy of their 'invisible' pain.30 Health pro-
fessionals who manage patients with pain admit to treating
patients differently depending on whether or not they have
a biomedical diagnosis.31 Validation is a process in which the
listener communicates an understanding and legitimacy of a
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patient’s experiences, feelings, actions, and worries.32 The
effect of communicating validation or invalidation on worry,
treatment adherence, and pain intensity was investigated in
a randomised controlled experiment. Those authors report
that trust and engagement were nurtured in the validating
encounter, positively impacting treatment adherence and
patient satisfaction.33 A second randomised controlled
experiment (n = 28) where participants were interviewed
about pain found that participants in the validated group
reported greater satisfaction with the interview than the
invalidated group.34 Validation was also the focus of two
topical reviews: The first highlighted the potential value of
providing validation to reduce the incidence of pain behav-
iours, leading to reductions in physical disability and psycho-
logical distress.35 The second review reported that when
patients do not feel validated, it can lead to greater disabil-
ity as patients increase their efforts to convince the other
person that their pain symptoms are real.36 Cross-sectional
studies that used questionnaires to measure stigma in people
with low back pain reported that patients often feel dis-
missed and invalidated by health care professionals,19 find-
ings echoed in qualitative data from interviews of people
attending primary care with low back pain.20 There are no
trials that investigate the effect of providing validation on
pain and disability in people with low back pain. However,
the above evidence suggests that providing validation could
improve patient satisfaction and engagement, and support
shared decision making.

Physical therapists clinical implication: validation

Physical therapists should attempt to validate their patients, it is
important to people with low back pain. Validating communica-
tion does not prolong the length of the consultation.37 Recent
early evidence suggests that health professionals can be trained
to provide validationwithin the time frame of a clinical consulta-
tion.38 To support validation, physical therapists could begin a
clinical consultation by allowing the patient time to tell their
storywhile acknowledging the distressing experiences and conse-
quences of low back pain. Examples of validating communication
are active listening, including summaries and reflections on what
the person has said, including empathic statements like “that
must have been hard”, “I can see you are experiencing a lot of
pain”, posing follow-up questions, and using appropriate body
language (such as leaning forward, looking at the person, nodding
when agreeing and smiling).34

Enhancing clinical communication

Communication of patient education and advice

Providing patient education and advice relies on effective
communication. Effective communication uses a mix of
open and closed questions, seeks permission, explains
rationales for approaches, uses the persons own narrative
and lived experience to reflect back to them, and is at the
heart of person-centred care.39 However, effective commu-
nication is undervalued by clinicians and perceived as time
inefficient.40 A qualitative synthesis of thirty studies
reported barriers and facilitators to physician-patient com-
munication. Lack of time and resources were explicitly iden-
tified as barriers to effective communication along with

tensions between physician�patient understandings of med-
ical concerns and social stressors.40 Time constraints may
prevent the clinician from attempting to provide education
and advice or may manifest as a consultation feeling rushed
and the patient not feeling validated.41 Feeling rushed could
contribute to people with low back pain perceiving clinicians
as insufficient at expressing empathy,42 even uncaring.31,43

This perception is incongruent with person centred-care.

Components of patient education and advice

Some guidance on the information that could be prioritised in a
patient education and advice intervention for low back pain was
provided in a recent Delphi study.44 In this study a panel of
expert researchers, clinicians, and consumers with low back
pain reached consensus on a set of evidence-based keymessages
for people with low back pain. These keymessages were related
to; staying active, identifying the rare, serious causes of low
back pain, reassurance, unnecessary interventions, principles of
management, and disease knowledge.44 Examples of the key
messages include "Hurt does not necessarily mean harm", and
"Take ownership of your ownwellbeing".

The role of attitudes

Social psychologists have studied attitude as a "behavioural
disposition" for decades.45 A behavioural disposition is a ten-
dency toward a particular act.45 Ajzen's theory of planned
behaviour proposed that attitude towards a behaviour is the
best predictor of a behavioural intention, which is in turn
the proximal determinant of actual behaviour.46 In a system-
atic review, researchers investigated whether changing atti-
tudes, norms, or self-efficacy led to changes in intentions
and behaviour by synthesising findings from 204 experimen-
tal studies. In the included studies, participants were ran-
domly assigned to a treatment that increased the respective
cognition compared to a control condition and differences in
later intentions or behaviour were measured. The authors
reported that interventions that experimentally induced
changes in attitudes, norms, and self-efficacy led to moder-
ately-sized changes in intention and small to moderately-
sized changes in health behaviour.47 Attitudes towards
health educational messages have been shown to predict
behaviours such as condom use48 and breast cancer screen-
ing.49 For people with low back pain, adherence to first-line
care is influenced by their expectations for treatment and
attitudes towards the specific health care behaviour.50,51

A tool to enhance the clinical utility of patient

education and advice

A questionnaire to understand patient attitudes toward mes-
sages of patient education and advice such as those identi-
fied in the Delphi study, could enable clinicians to provide
more efficient consultations within the time constraints of
clinical practice. Questionnaires are available to evaluate
attitudes or beliefs related to the experience of having low
back pain, for example, the Pain and Impairment Relation-
ship Scale (PAIRS),52 the Survey of Pain Attitudes (SOPA), and
the Back Pain Attitude Questionnaire.53 Evaluation of the
measurement properties suggests that each questionnaire
demonstrates adequate internal consistency, test re-test
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stability, and hypothesis testing supports convergent and
discriminant validity.52-54 However, there is currently no reli-
able questionnaire to understand patient attitudes toward
education and advice for managing low back pain. As a
result, valuable clinician time and resources may be underu-
tilised or misdirected when providing education and advice.

The Attitude toward Education and advice for Low back
pain Questionnaire (AxEL-Q) provides clinicians with a valid
and reliable tool to understand attitude toward education and
advice for low back pain55 (Appendix). It was developed using
guidance from the COSMIN consortium and evaluated in a sam-
ple of 313 participants with low back pain. The questionnaire
draft was reduced to a 3-Factor questionnaire through explor-
atory factor analysis; Factor 1, attitude toward staying active,
consists of 9 items with a score range from 0 to 54 with higher
scores indicating a more positive attitude; Factor 2, attitude
toward low back pain being rarely caused by a serious health

problem, consists of 4 items, with a score range from 0 to 24
with higher scores indicating a more positive attitude; Factor
3; Attitude toward not needing to know the cause of back

pain to manage it effectively, consists of 4 items, with a score
range from 0 to 24 with higher scores indicating a more posi-
tive attitude. There was a strong inverse association between
each factor and the Back Beliefs Questionnaire (BBQ) and a
moderate positive association with the modified Pain Self-Effi-
cacy Questionnaire (PSEQ). The strength of the relationship
with the BBQ suggests that unhelpful beliefs underpin unhelp-
ful attitudes and the relationship with the modified PSEQ sug-
gests that the AxEL-Q has promise at predicting future
behaviour. Each independent factor demonstrated acceptable
internal consistency; Cronbach a Factor 1 = 0.92, Factor
2 = 0.91, Factor 3 = 0.90 and adequate intraclass correlation
coefficients; Factor 1 = 0.71, Factor 2 = 0.73, Factor 3 = 0.79.
Each subscale could be used independently to understand atti-
tudes toward aspects of education and advice for people with
low back pain. This would allow clinicians who have time
restraints, for example GPs, to use only the relevant subscale
when necessary.

We used Factor 1, attitude toward staying active, of the
AxEL-Q as a secondary outcome in an online randomised con-
trolled trial, that investigated the effect of two video inter-
ventions designed to reassure people about low back pain in
comparison with no intervention.56 Future randomized con-
trolled trials to investigate if using the tool to guide treat-
ment in a clinical setting is more helpful at improving
patient outcomes compared to not using it are necessary.

Physical therapy clinical implication: communication

The AxEL-Q could be integrated into physical therapy clini-
cal practice as a tool that patients complete prior to or dur-
ing their appointment and used as a starting point to
enhance communication in consultations. For example, a
negative attitude toward a message of education that low
back pain is rarely caused by a serious health problem could
lead a physical therapist to target that message, and begin a
conversation with questions such as, “Why did you answer
that way?” or “What does this statement mean to you?”.
Conversely, a positive attitude toward a message about
advice to stay active might suggest that the physical thera-
pist should not focus on re-enforcing that message. This
might allow effective communication of the education and
advice most relevant to each patient. To broaden the clinical
utility, the AxEL-Q is being translated into German, Turkish.
and Arabic. We added a hypothetical clinical scenario (using
the PICKUP tool57) to demonstrate how these strategies
might be used in physical therapy clinical practice (Table 1).

Tailoring patient education to promote self-
management

Self-management

One objective of patient education and advice is to promote
self-management. Self-management is defined by behaviou-
ral scientists as a 'practice of activities that individuals initi-
ate and perform on their own behalf in maintaining life,

Table 1 A hypothetical scenario to demonstrate how these communication strategies might be applied in physical therapy clini-

cal practice.

Maria recently developed low back pain. She booked a physical therapy appointment. The physical therapist began the consulta-

tion by taking a focused clinical history. The physical therapist screened for features of serious pathology, explored the events

associated with the onset of the pain, and assessed Maria’s prognosis using the PICKUP tool. Throughout the history intake the

physical therapist listened actively, asked open ended questions, and reflected some aspects of Maria’s experience back to

her. The physical therapist expressed empathy, acknowledging the distressing nature of low back pain. This validated Maria’s

experience and engaged her in the consultation.

Maria requested information on how best to manage the pain. At this point the physical therapist asked Maria to complete the

AxEL-Q questionnaire which took 5 minutes. Once completed, Maria and the physical therapist reviewed her responses. This

prompted a discussion around Maria’s attitude toward recommended care for low back pain. She had a negative attitude

towards Factor 3 related to causes of back pain but a positive attitude towards Factor 1 related to staying active.

The physical therapist used Maria’s responses on the AxEL-Q to focus the consultation on addressing her attitude toward needing

to know the cause of low back pain. They did this by discussing what is known and unknown about causes of low back pain.

The physical therapist used statements such as;

“Your pain may not necessarily be related to the extent of damage in your back. Hurt does not necessarily mean harm” and “It is

not necessary to know the specific cause of your back pain in order to manage the pain effectively” to guide the

conversation.
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health, and wellbeing'.58 Self-management for low back pain
is an active process that should involve exercise, supported
by clinical education and advice.59,60 From a clinician per-
spective, self-management is not just about providing infor-
mation but teaching the patient skills that can be
generalised to manage their health conditions indepen-
dently.61 This requires the patient to have, or develop, emo-
tional, behavioural, and technical skills.58 Self-management
skills include problem-solving, decision making, action plan-
ning, self-tailoring, and self-monitoring.62

It is usually difficult for most patients to follow self-man-
agement recommendations without feedback or reinforce-
ment.63 Further, current self-management interventions
only provide small or unimportant reductions in pain related
disability.64 A randomised controlled trial (n = 461) com-
pared the effectiveness of tailored self-management sup-
port delivered using a smartphone application compared to
usual care. Participants were provided with self-manage-
ment recommendations which were guided by a type of arti-
ficial intelligence using case-based reasoning.64 Case-based
reasoning uses knowledge of earlier successful cases and
data from the current case including ratings of pain inten-
sity, self-efficacy, fear-avoidance, and perceived barriers to
provide individually tailored self-management advice. The
authors reported an effect that was small and of uncertain
clinical significance. Despite these results, developing strat-
egies to optimise self-management remains a priority for
people with low back pain.65,66

Roadmaps to promote self-management

Measuring attitudes towards education and advice could pro-
vide an insight into what messages of education and advice
are important to promote self-management and for whom
they should be prioritised. This is a novel method to facili-
tate person-centred care.

We conducted an observational study that identified key
messages that were positively viewed by individuals with
and without low back pain and found that some could pre-
dict intention to self-manage low back pain.67 We identified
a hierarchical list of educational statements that could facil-
itate self-management in people with low back pain of dif-
ferent durations. Clinicians could refer to this list when a
patient presents with low back pain and prioritise the
patient education and advice they provide. For example, for
people with acute or subacute low back pain, clinicians
could prioritise discussion about cause with messages such
as “Your pain may not necessarily be related to the extent

of damage in your back. Hurt does not necessarily mean

harm” and “It is not necessary to know the specific cause of

your back pain in order to manage the pain effectively”. For
people with chronic low back pain clinicians could prioritise
discussion related to severity and imaging with messages
such as “It is rare for low back pain to be caused by a more

serious health problem” and “Imaging e.g., x-ray, CT scan or

Fig. 1 Steps for providing person-centred education and

advice for people with low back pain. Screening for clinical fea-

tures of serious pathology and conducting a physical and psycho-

logical assessment are the initial steps in the care pathway for

people presenting with low back pain. This Masterclass focuses

on the next steps to help physical therapists provide high-value

patient education and advice to their patients, starting with

step 3; providing validation, step 4; opening channels of com-

munication and step 5; tailoring education and advice.
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MRI is usually not needed in the majority of cases of low

back pain”.

Information related to low back pain online is often inac-
curate.68 However, a mixed-methods study highlighted that
participants with low back pain valued learning about causes
and influences on pain.69 Those authors reported that for the
participants to engage in activities that were meaningful to
them, such as physical activity, learning that "pain does not
mean my body is damaged" was essential. A second qualita-
tive analysis found that people with chronic low back pain
who have received multiple clinical diagnosis for their pain
were less likely to engage in activities of daily life.70

Recently, people with low back pain (n = 419) presenting for
care completed a survey to understand what they perceived
as important for their care, and patient results were com-
pared to what physicians (n = 198) perceived as important to
their patients.71 The authors reported that patients placed
more importance on an “explanation of what is causing the
pain” compared to physicians, and patients wanted to
understand the cause of pain more than surgery, medication,
and diagnostic tests.71

Physical therapy clinical implication: tailored education

and advice

Not only do people want to know about cause of low back
pain, specific messages of reassurance about cause and
severity of low back pain were consistently more predictive
of intention to self-manage than statements encouraging
physical activity. Physical therapists could consider focusing
patient education and advice on messages about cause,
severity, and imaging, and in doing so remove barriers to
physical activity and support self-management.

Summary

In this Masterclass, we have provided suggestions for a per-
son-centred education and advice that should enable physi-
cal therapists to confidently deliver high value care within
the time constraints of clinical practice. We outline these
suggested steps in Fig. 1.
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