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Abstract

Pain is multidimensional and self-management is advocated to manage the
biopsychosocial impact of this on individuals’ lives. Thus, these individuals’
perspectives regarding self-management have been explored. This study
aimed to firstly explore how self-management was understood in the context
of low back pain through the experiences of people living with low back pain
and physiotherapists’. This then led to informing the development of an
education programme for physiotherapists to support self-management. The
study used a mixed method approach, which involved three phases being
carried out over a period of time with each informing the subsequent phase.
Phase 1, a qualitative synthesis examined primary qualitative research
focusing on people living with low back pain and physiotherapist experiences
of self-management of low back pain. The synthesis informed phase 2, two
qualitative studies addressing areas of paucity found within the literature.
The final phase, a feasibility study involved the development of an education
programme for physiotherapists who completed pre and post outcome
measures. Focus groups were also used in evaluating the intervention. The
qualitative synthesis revealed a limited amount of literature regarding
physiotherapists’ views and experiences of self-management of low back
pain. A large proportion of studies that related to physiotherapy focusing on
people living with low back pain experiences of self-management
concentrated on strategies, in particular exercise with limited relation of this
to daily life. The primary qualitative studies highlighted some difficulties
physiotherapists faced when supporting the management of the
biopsychosocial impact of LBP. Further, at times self-management could be
used as a last resort. In relation to this, half of the people interviewed living
with low back pain found this to be restricting their daily activities and were
fearful and concerned regarding worsening pain in the future. These findings
suggested people were not managing the biopsychosocial impact of low
back pain and physiotherapists at times viewed influences on the pain
experience as separate rather than integrated. Pain neurophysiology
education linked to clinical practice was used to demonstrate the integrated
nature of the pain experience, be relevant to physiotherapists and ultimately
facilitate biopsychosocial self-management through enhancing
understanding of the multidimensional nature of pain. Collectively, this thesis
has developed understanding of self-management from the physiotherapist
perspective, illuminating the support required for physiotherapists and
revealed physiotherapists value pain neurophysiology education linked to
practice however further support is required to implement this in clinical
practice.
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Chapter 1
1. Introduction

1.1 The Impact of Low Back Pain

LBP has a significant impact on people’s lives, their family, work and
healthcare (Hoy et al. 2010). LBP can greatly influence people’s daily life,
activities, emotions, work and relationships (De Souza & Frank, 2011; Crowe
et al. 2010b; Corbett, Foster & Nio Ong, 2007). Globally, LBP is a common
problem and is expected to increase over the next few decades due to our
aging population (Hoy et al. 2012). It can affect any age group, however is
reported to be most prevalent among females in the age group of 40-80
years (Hoy et al. 2012). It is well reported that LBP can fluctuate in severity,
and have recurrences or episodes (Dunn, Jordan & Croft, 2006). LBP is
increasingly being regarded as a long term recurrent condition and episodes
should not be viewed discretely as they may often be related (Dunn et al.
2013).

LBP is reported to be the most common musculoskeletal complaint (Deyo et
al. 2009) that the majority of people will experience in their lifetime (Hoy et al.
2010) thus is an extremely frequent reason for seeking healthcare support
(May, 2010). Perhaps not surprisingly, the impact and the cost of LBP are
high (Manadaks & Gray, 2000). The impact of LBP on physiotherapy
services sees 1.6 million visits per annum at an estimated cost of £150.7
million annually for NHS visits, with this increasing to £251.2 million when
including private physiotherapy (Manadaks & Gray, 2000). Clinicians face a
challenge with regards to a large range of treatment options available for
LBP (Pransky et al. 2010). However many treatments have not
demonstrated long term consistent benefits (Foster, 2011). Self-
management and support are often encouraged for LBP (Balague et al.
2012).

LBP is frequently managed within primary care and physiotherapists will

often work with people living with LBP and can influence how people manage



their LBP (Foster, Hill & Hay, 2011; Moffett, 2002). It is understood that
people living with LBP may require a multidisciplinary rehabilitation (Kamper
et al. 2015). However it is felt important to focus on the context of
physiotherapy due to this profession frequently working with people living
with LBP. Multidisciplinary management may not be realistic in practice and
as discussed many people consult physiotherapists; a sole physiotherapy
intervention of education improved peoples’ management of their LBP
(Moseley, 2002). LBP is a complex phenomenon often understood in
relation to the biopsychosocial model, which is used currently both within
research and clinical practice (Campbell et al. 2013). Physical and
psychosocial relationships are interdependent of one another (Foster &
Delitto, 2011). It is necessary to provide a brief overview of the development
of the understanding of pain to contextualise the biopsychosocial model and
LBP.

1.2 The Multidimensional Nature of Pain

The last fifty years has seen an influx of research regarding pain science and
great advances and development in understanding of this complex area
(Melzack, 2014). Certainly, the understanding of pain and its mechanisms
has been taken forward dramatically recently, with important developments
made in less than the last ten years (McMahon, 2013). The physiotherapist
role has also developed within pain management during this time (Sluka,
2009). Within the physiotherapy profession there have been significant
advancements in the knowledge of pain science and education as relates to
practice (Ryan, 2015).

There have been many theories with regards to pain. In 1640 a philosopher,
Descartes, postulated that pain is transmitted from the skin to what he
termed the pineal gland in the brain; the mind being a passive recipient of
information; signifying a dualistic view (Wall, 2000). This early theory of pain,
termed ‘specificity theory’ proposed there to be a pain centre in the brain
which received information from pain receptors in the skin (Melzack & Wall,

1996). This view dominated understanding of pain for many years and



although built upon in the 19" and 20™ century with understanding of
receptors and affective roles, the mind and body split remained (Melzack &
Wall, 1996). The biomedical model underpinned by the dualism view, which
split the mind and body is inadequate to explain the wider influences on a
pain experience (Gatchel et al. 2007). Pain erroneously is frequently used
as the simplest illustration of a physical stimulus eliciting a mental response
(Wall, 2000). However, pain is not simplistic and is not a direct reflection of
what is happening within tissues (Moseley, 2003a). Pain perception is
influenced by various psychological factors (Melzack & Wall, 1996).
Alongside this, changes within the nervous system itself through peripheral
and central sensitisation may contribute to maintaining pain experience (van
Griensven, 2014).

It is important that nociception and pain is distinguished, the former involves
transmission of information from nervous tissue to communicate to the brain
about potential damage to tissue (Gatchel et al. 2007). Pain however is a
subjective experience; sensory information is modulated and influenced by
learning, neuro-physiological changes, genetics, social and psychological
status (Gatchel et al. 2007). Thus, pain is multidimensional, influenced by
multiple factors, which include sensory, emotional and cognitive dimensions
(Melzack, 1999). Emotion and cognition are related to psychosocial factors,
with cognitions attaching meaning to the emotional experiences,
subsequently causing further emotional reactions which can magnify a pain
experience hence the development of a cycle of distress and disability can
occur (Gatchel et al. 2007). The integrated nature of pain is eloquently
portrayed by Flor and Turk (2005, p.242) terming the physiological and

psychological aspects of the experience as ‘intricately interwoven’.

In 1965 the gate control theory was developed which was pivotal in
illustrating the influence of spinal and brain mechanisms and the integrated
nature of psychological aspects on pain (Melzack, 1999). Further, this was
the original theory that suggested the role of psychological factors as
modulators of the pain experience. This was later developed by the same

proponents into the neuromatrix theory, which recognises the sensory,



cognitive and emotional dimensions that contribute to a pain experience.
This theory proposes that a pain experience is produced by a widely
distributed brain neural network termed the body-self neuromatrix, unique to
the individual (Melzack, 2001). This model is proposed and adapted by
Moseley (2007) as a clinically relevant model demonstrating the factors
physiotherapists may hear in the clinic and how these can influence a
person’s pain experience. A significant factor is the recognition that pain is
not simply a direct response to sensory input following tissue damage, nor is
there a ‘pain centre’ in the brain, it is a multi-system output produced by
various cortical areas (Moseley, 2003a). There is increasing
neurophysiological evidence regarding the multiple influences on the
perception of pain in the brain and increasing use of brain imaging to identify
areas of the brain involved in a pain experience and how this differs among
individuals (Tracey & Mantyh, 2007; Apkarian et al. 2005). The neuromatrix
has been suggested as the theoretical underpinning of the biopsychosocial

model of chronic pain (Gatchel et al. 2007).

In relation to LBP the need for a biopsychosocial model and approach is
recognised to consider the influence on pain and disability encompassing the
physical, psychological and social influences (Waddell, 1987). Thus, this
multidimensional experience of pain, with psychological and social factors,
as well as biological factors contributing to the experience is conceptualised
by this model (Vancleef et al. 2012). The biopsychosocial model
acknowledges that pain cannot be separated into solely physical or
psychosocial aspects; pain involves an interaction between these factors
(Sluka, 2009). This multidimensional experience sees varying disability and
suffering among individuals, showing the influence of social and
psychological factors not solely biological (Vancleef et al. 2012). Thus the
biopsychosocial model represents the pain experience considering each of
these factors (Waddell, 2004). All of these factors need to be considered
when someone is experiencing pain and the mind and body relationship
(Sluka, 2009; Main & Spanswick, 2000). Beliefs, emotional impact and past
experience each influence response to pain (Main et al. 2010). The

multidimensional nature of pain conceptualsied by the biopsychosocial model



will form an important theoretical basis for this thesis.

The biopyschosocial model of pain focuses on the management of chronic
pain and it is often applied to LBP (Waddell, 2004). Both research and
clinical practice accept this model for LBP (Campbell et al. 2013).
Physiotherapists are viewed as being in an ideal position to work with a
biopsychosocial manner in the management of LBP (Foster & Delitto, 2010).
Psychological and social factors can maintain and exacerbate a pain
experience (Asmundson et al. 2014) and have been proposed to influence
chronic LBP development more so than physical factors (Wertli et al. 2014a;
Waddell, 2004).

Such psychosocial barriers have been found to include fear of movement,
catastrophising, poor perceptions of control and pain related distress and
concerns for the future; each of which physiotherapy management has the
potential to modify (Foster & Delitto, 2010). As discussed, alongside sensory
factors, there are cognitive and emotional influences on a pain experience,
with emotion interacting with cognitive factors and producing beliefs, which
can strongly impact a pain experience, namely fear avoidance and
catastrophising and self-efficacy (Main, Foster & Buchbinder, 2010; Gatchel
et al. 2007).

There are multiple fears people may have regarding their pain; these include
a direct fear of pain, fear of injuring themselves, fear of movement or fear of
work activities (Leeuw et al. 2007). The fear avoidance model illustrates why
some people may develop disability and others may not, and is concerned
with two potential pathways, either viewing pain as non threatening and
continuing engagement, or having threatening or catastrophising thoughts in
relation to pain leading to fear and avoidance (Vlaeyen & Linton, 2000).
People become less engaged in activity, have increased disability,
experience further pain and thus a cycle continues driven by fear
(Asmundson et al. 2014). The influence of addressing fear avoidance beliefs
was investigated by Wertli et al. (2014a). Their systematic review included

seventeen randomized controlled trails, with strong evidence for a high fear



avoidance belief associated with increased disability. Further, interventions
that aimed to address these beliefs were more effective than those focused

on biomedical management in populations with LBP of less than six months.

The influence of fear avoidance beliefs with regards to outcome has been
investigated in a recent systematic review by Wertli et al. (2014b). Twenty
one cohort studies with a minimum of three month follow up and 100
participants were included. Fear avoidance beliefs were associated with
poor work outcomes in the sub acute stage of LBP. This review focused on
the Fear Avoidance Beliefs Questionnaire and Tampa Scale of
Kineisophobia, and although widely used the study recognises the potential
limitation to generalisability through only investigating these two scales.
Subjective interview can further elicit people’s cognitions related to fear and
further understand the role and impact of this (Vancleef et al. 2012). A
qualitative study conducted with eleven individuals living with LBP provided
insights into the effect of fear of movement and the impact of this on daily life
(Ashby, Richards & James, 2010). Participants were recruited following a
work fithess programme, and were all male participants, which is noted as a
limitation to transferability. LBP was found to affect all aspects of people’s
lives including social, relationships, employment and loss of roles (Ashby,
Richards & James, 2010). Further, these incorrect beliefs regarding pain
contributed to fear and recognition of these within clinical practice is
warranted. Thus, this factor may influence not only work prognosis, but also

wider aspects of daily life as subjectively reported.

An important concept to consider in relation to LBP is that of control (Main &
Waddell, 2004). The belief that an individual can influence their pain, for
example the unpleasantness or intensity of their pain is termed control; with
an individual having control over pain on the their life not solely pain intensity
being of importance (Gatchel et al. 2007). Thus, control involves confidence
in the individual’s ability to influence pain and daily life (Main & Waddell,
2004). The perceived control of a problem shares an association with self-
efficacy (Gatchel et al. 2007). Self-efficacy is important when considering

the response to pain. Self-efficacy is the perceived ability or belief of an



individual that they are able to successfully perform a particular task to
achieve an outcome, with stronger perceived self-efficacy increasing the
effort to achieve this (Bandura, 1977). Self-efficacy related to expectations
of recovery has been found to be a prognostic factor that can strongly predict
disability and pain outcomes in musculoskeletal pain populations (Laisne,
Lecomte & Corbiere, 2012).

Foster et al. (2010) criticise current studies focusing on the role of modifiable
psychological barriers in isolation and conducted a cohort study utilising
questionnaires regarding psychological factors proposed to be risk factors for
poor prognosis. 1591 people who had consulted their general practitioner for
LBP completed initial questionnaires covering fear avoidance, illness
perceptions, anxiety and depression and self-efficacy beliefs. The
representative nature of this population is highlighted due to people
experiencing LBP frequently encountering their general practitioner. Four
out of twenty psychological obstacles to recovery were found to be most
predictive of disability at 6 months. Whilst fear avoidance and catastophising
showed significance, there were four stronger predictors of outcome which
included perceptions that LBP will last into the future, demonstrating low
confidence in ability to perform usual activities despite pain, that symptoms
experience are related to their back problem and beliefs of lack of personal
control over LBP. This may link to avoidance of specific activities (Foster et
al. 2010). Campbell et al. (2013) further examined this cohort at five years,
again, the majority of the psychological variables predicted LBP status,
however a lower pain self-efficacy and beliefs of pain lasting a long time
were the strongest predictors. Thus modification of these beliefs, which can
be achieved in clinical practice is warranted (Campbell et al. 2013).

Self-efficacy is often discussed in relation to self-management as self-
efficacy involves the person demonstrating confidence in their capability to
do a particular activity or to make a change (Battersby, Lawn and Pols, 2010;
Lorig, Halsted and Holman, 2003). Self-efficacy is important to consider
when advocating self-management of chronic musculoskeletal pain (Miles et

al. 2011). Miles et al. (2011) carried out a sub group analysis, of which three



studies, classed as strong evidence were included, one of which was chronic
LBP. Regardless of the intervention depression and self-efficacy were found
to predict outcome. People who have a weak belief in their own ability to
control their back problem and feel their pain will persist have been shown to
have poorer outcomes clinically; people need to feel confident in themselves
to manage LBP (Foster et al. 2010). Given the potential for LBP to be long
term and recurrent, treatments showing limited efficacy and self-

management being advocated, the latter warrants further investigation.

1.3 Contemporary Understanding of Self-Management

Self-management can be considered in relation to the biopsychosocial
model, recognising the interacting components of a health condition
(Battersby, Lawn & Pols, 2010). Self-management is a topical area to
explore in relation to chronic and recurrent LBP with self-management being
advocated in numerous guidelines (National Institute for Clinical Excellence,
2009; British Society for Rheumatology and IASP Musculoskeletal Taskforce,
2008; Bekkering et al. 2003).

When self-management of LBP is discussed within guidelines, the provision
of education and advice is recommended however at times the detail and
guidance for professionals regarding the content of this education and advice
is limited (National Institute for Clinical Excellence, 2009; GB. DoH. 2006)
thus giving healthcare professionals no clear guidance (Cameron & Stewart,
2011). In relation to this, it is well recognised within the literature that self-
management is a complex phenomenon which can be difficult to define and
thus there is no single understanding (Stewart et al. 2014; Kendall et al.
2011; Cameron & Stewart, 2011; Miles et al. 2011; Barlow et al. 2002).
Consequently, if self-management is to be advocated for people living with
LBP, this needs to be understood within this context.

A well recognised course in relation to self-management is The Stanford
Courses (Lawn & Schoo, 2010) These models have contributed to the

development and understanding of self-management in relation to chronic



disease, with a key goal of this approach being enhancing self-efficacy
(Battersby, Lawn & Pols, 2010; Haas et al. 2005). There are some skills
specifically associated with self-management in relation to the Stanford
Model in order to allow the person to take responsibility day to day for their
condition (Lorig, Halsted & Holman, 2003). Lorig (2003) argues that self-
management education differs to patient education as there are specific skills
associated with the former. Due to this, there are some generic skills that
are often related to self-management. Gaining support and forming a
partnership with healthcare professionals is included as a skill due to the
fluctuating nature of chronic conditions (Newman, Mulligan and Steed, 2004;
Lorig, Halsted and Holman, 2003). Alongside this, the ability to problem
solve is viewed as important and key to self-management education as well
as being able to make decisions through support and understanding of the
condition (Lorig, Halsted & Holman, 2003; Bodenheimer et al. 2002). Setting
action plans and goal setting can be used to facilitate this (Newman, Steed &
Mulligan, 2004; Lorig, Halsted & Holman, 2003; Bodenhiemer, 2002).
Considering how thoughts influence behaviour features within self-
management interventions with the overall aim being the patient to take
control of their condition (Newman, Steed & Mulligan, 2004). It is interesting
to note, Lorig, Halsted and Holman (2003, p.6) state healthcare professionals
must say to patients “| want you to learn about your disease and its
management”. This creates a paradox in that it does not appear to be a

partnership or joint decision as advocated.

The understanding of self-management is not restricted to the Stanford
Model and it has multiple interpretations within the literature. Currently there
are various definitions of self-management, which can be generic and apply
to a range of conditions rather than being specific to pain (Cameron &
Stewart, 2011). Figure 1.1 displays some definitions of self-management
within the literature. Boyers et al. (2012) and Stewart et al. (2014) are
definitions specifically focusing on pain; whereas the other definitions are
generic and often focused on chronic disease management. There are
common themes apparent among the definitions with two or more often

discussing related areas. The patient taking an active involvement or some



responsibility for the management of their condition is often referred to within
the literature (Cameron & Stewart, 2011; Lawn & Schoo, 2010; Newman,
Steed & Mulligan, 2004) and is reflected in the definitions.

1. Barlow et al. (2002, p.178)

Self-management refers to the individual’s ability to manage the symptoms, treatment, physical and
psychosocial consequences and life style changes inherent with living with a chronic condition.
Efficacious self-management encompasses ability to monitor ones condition and to affect the
cognitive, behavioral and emotional responses necessary to maintain a satisfactory quality of life.
Thus, a dynamic and continuous process of self-regulation is established.

2. Wilkinson & Whitehead (2009, p.1145)

The ability of the individual, in conjunction with family, community and healthcare professionals, to
manage symptoms, treatments, lifestyle changes and psychosocial, cultural and spiritual
consequences of health conditions.

3. Boyers et al. (2012, p.367 )

A single approach or combination of approaches that can be initially taught by any healthcare
professional or learned by an individual to enable them to minimise the impact their chronic pain can
have on everyday life.

4. Stewart et al. (2014, p.220)

A multidimensional process occurring when an older adult perceives the need to self-manage pain
and is willing and able to do so with support from others. It involves an older adult with persistent pain
being an active individual in their treatment, engaged in the personal development of skills and being
aware of their own responses to symptoms. The older adult initiates, participates, and develops their
own methods of symptom control by using pain management techniques that lead to improvements
in the physical, psychological, and social health domains.

Figure 1.1: Self-management definitions

The biopsychosocial model facilitates understanding of how self-
management is defined (Battersby, Lawn & Pols, 2010). It is clear the
majority of the definitions are biopsychosocial and take into account the
individual's wider context and daily life (Stewart et al. 2014; Boyers et al.
2012; Wilkinson & Whitehead, 2009; Barlow et al. 2002). Barlow et al.
(2002) pose self-management as the responsibility of the individual to
manage the biopsychosocial impact of their condition on their lifestyle as a
whole. This definition fits with the biopyschosocial model encompassing the
psychological and social as well as physical aspects of managing a health
condition; however the wider social picture such as support is not detailed.
Thus there is potential for this to be interpreted as sole patient responsibility,
which is not coherent with partnership being required as part of self-

management.
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Partnership between the patient and health professional is a common
element of self-management. Self-management is often discussed as
requiring a collaborative approach between the healthcare professional and
patient (Johnston, Liddy and lves, 2011; Lawn & Schoo, 2010; Bodenheimer
et al. 2002) with this support being integral to self-management. People may
find difficulties in dealing with the consequences of long term conditions and
self-management is a partnership and is not telling the person they must
manage alone (The Scottish Government, 2009). Support can enhance self-
management and may be needed at various times to gain control over the
biopsychosocial aspects of living with a health condition (Johnston, Liddy
and lves, 2011; The Scottish Government, 2009).

People living with chronic conditions, with the multiple influences on daily life
and wellbeing living with a long term health condition view a partnership and
healthcare professional support as imperative for self-management
(Dwarswaard et al. 2015). Dwarswaard et al. (2015) conducted a thematic
synthesis to understand patient perspectives of support for self-management
and included 37 qualitative studies, 19 of which the focus was rheumatic
diseases. From the patient perspective information related to the condition
was valued, however opportunities to develop this with healthcare
professionals and integrate this into daily life was important. Further,
recognising the emotional influence of a condition and individualized nature
of this; with partnership underpinning each of what people valued. Whilst this
provides valuable insight into the needs of people with regards to support
and the wide ranging concepts involved with self-management support,
Dwarswaard et al. (2015) focused on chronic kidney disease, rheumatic
diseases and cancer, and thus investigation in relation to pain and
specifically LBP and role of the physiotherapist is needed. Further, no
healthcare professionals were included within this synthesis and their
perspectives warrant exploration due to the perceived importance of their

role in supporting self-management.

The importance of support in the context of self-management is further

iluminated within the more recent definitions of self-management detailed in
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figure 1.1. The definition by Wilkinson and Whitehead (2009) while
incorporating a biopsycosocial approach, also include support, considering
healthcare professionals and family. It must be noted this review context
was regarding nursing practice, and the conditions included focused mainly
on diabetes and heart disease. The view of healthcare professional support
is echoed however with regards to chronic pain by Stewart et al. (2014).
Stewart et al. (2014) provide some understanding of self-management in the
context of persistent pain through a concept analysis, which provided no
limitations on study design, and included education documents for patient
and professionals; opinions pieces were excluded. The concept analysis
provides valuable insight into how self-management is portrayed in the

context of persistent pain in older people.

Stewart et al. (2014) found self-management to be considered as an
intervention, a behaviour occurring day to day and an outcome, thus
demonstrating the differing contexts self-management can be considered.
Self-efficacy often underpinned the self-management approach and control
involving reducing interference in daily life, not solely pain control. Further,
the complexity of self-management is illuminated considering the person
living with pain must be informed regarding the condition, receive support
and know how to access this and to have improved health, quality of life and
wellbeing. Both Stewart et al. (2014) and Dwarswaard et al. (2015)
illuminate the need for information regarding the condition incorporated into
daily life. Whilst Stewart et al. (2014) provide a valuable insight into
understanding self-management of persistent pain, psychology and nursing
focused articles predominated. Thus there is considerable potential to

explore self-management in the context of physiotherapy.

In relation to physiotherapy support for self-management, Richardson et al.
(2014) carried out a systematic scoping review including articles (n=57)
exploring what self-management interventions entail, the role of the
physiotherapist and occupational therapist within this and which theoretical
models feature to support the concept of self-management. Arthritis was the

most frequently encountered condition in which a self-management
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intervention was carried out. Seven articles focused on a self-management
intervention for chronic pain and had physiotherapy delivery. Physiotherapist
delivery of interventions dominated the sample (n=47). Physical activity was
most frequently the focus of self-management interventions with self-efficacy
being a frequently used measure (Richardson et al. 2014). Whilst it is clear
the role of the physiotherapist in the delivery of self-management
interventions more research is required on the physiotherapist influence

when involved with these interventions (Richardson et al. 2014).

It is well documented within the literature that physiotherapist attitudes and
beliefs regarding pain can have an influence on the care they provide
(Bishop, Thomas & Foster, 2007). Daykin & Richardson (2004) conducted a
qualitative study with six physiotherapists and found physiotherapists to have
a biomedical view of pain and perceive individuals with what they perceived
to have a complex pain presentation as difficult to treat. Further,
physiotherapists found implementing a biopsychosocial approach to care
challenging. A systematic review by Darlow et al (2012) found strong
evidence that the attitudes and beliefs of patients are associated with the
attitudes and beliefs of clinicians they have consulted. Further, the fear
avoidance beliefs of healthcare professionals are associated with higher
levels of fear avoidance in patients. Thus, the influence of the physiotherapist

must be considered in exploring self-management of pain.

To summarise, pain is complex and subjective with multiple factors
influencing this experience in a unique way to that individual. Self-
management involves managing the biopsychosocial impact of a condition
on a day to day basis. Support is consistently advocated through definitions
of self-management, within programmes and from the patient perspective.
However, this contemporary understanding does not relate specifically to
physiotherapy or LBP and thus requires exploration, therefore this thesis will

explore self-management in this context.
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1.4 Self-Management Interventions and Low Back Pain

Extant systematic reviews of self-management interventions focusing on LBP
and chronic musculoskeletal pain demonstrate heterogeneity of the
components of a self-management programme (Oliviera et al. 2012) and
definitions; both across the systematic reviews themselves as well as the
individual studies included. It is considered appropriate to explore current
quantitative systematic reviews in this area to illustrate the variation in
interpretation of self-management of LBP. The inclusion of studies
suggested to be self-management varies from having to include two or more
components due to recognising the multiple aspects required to manage pain
(Miles et al. 2011; Carnes et al. 2012), state ‘self-management’ (Oliviera et
al. 2012) or adhere to eight specific skills felt to reflect a self-management
intervention (Du et al. 2011). Thus exploring systematic reviews in this area
will generate an overview of what is postulated to be viewed as self-
management; as focusing solely on individual studies may not capture within
the literature what is categorised as self-management of LBP due to variation

of what is determined as self-management.

The diversity of components within self-management interventions focusing
on chronic musculoskeletal pain including LBP is reflected in both Miles et al.
(2011) and Carnes et al. (2012). Both of the studies portray a self-
management intervention as having multiple components and allow for great
variation among these. The single stipulation is that the programmes must
contain at least two components to qualify as a self-management
intervention. Miles et al. (2011) defined a self-management programme by
components included, which involved education, a psychological aspect such
as cognitive behavioural therapy, physical and lifestyle tasks. The diversity
between studies is illuminated, as a study including physical activity and
medical education would be very different to cognitive behavioural therapy
and relaxation for example. Studies frequently included a psychological
component, education and physical activity was shown to potentially mediate
outcome (Miles et al. 2011). This study was not exploring the value of

specific components and does not explore what aspects of an intervention
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were most effective. Nevertheless this study highlights potential variation in
how self-management may be interpreted and poses the question how it is

implemented and perceived in clinical practice.

Carnes et al. (2012) had a differing focus; to explore which components of
self-management interventions are most effective. Forty six randomised
controlled trials were included, of which ten were solely LBP and one of
these set in the UK. The outcome measures explored fit with Miles et al.
(2011) recommendations of evaluating self-efficacy as well as including
global health and pain intensity, thus exploring a wide range of outcome
measures. A conclusion was drawn that short group programmes with a
psychological component such as cognitive behavioural therapy delivered by
healthcare professionals demonstrated the best outcomes with the majority
of studies also containing education and physical activity. However, as the
majority of studies contained these the author could not compare this against
interventions without each of the components. Nicholas et al. (2013)
randomized controlled trial of a pain self-management programme for older
adults with chronic pain supports the finding of multi components for self-
management. The benefits of education, in this case pain mechanisms, a
psychological component including goal setting and exercise demonstrated
significant differences and medium effect size in comparison to exercise
alone in pain distress, disability, fear avoidance, pain self-efficacy and
depression. It would be interesting to explore if these holistic measures
transfer into individuals daily lives and maintenance of self-management due
to the programme being followed up in the short term and delivered by
healthcare professionals.

In support of the most recent definitions of self-management, the role of the
healthcare professional in self-management of pain is highlighted. However,
Carnes et al. (2012) recommend the need for research into the benefits of
specific components of self-management interventions. Further to this, as the
majority of studies contained physical activity, education and a psychological
component there was little comparison of the added value of this. Thus, this
study does not provide a lot of direction for implementing self-management
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interventions. Further, there is the need to explore if multiple components
are being employed in clinical practice, and what these are viewed to be. If
the components of self-management are not determined then this presents a
challenge for interpretation of what self-management involves and how to
implement this in clinical practice. Gaining people living with LBP and
physiotherapists experiences and perspectives regarding self-management
will allow for development of understanding in this area. Alongside this, in
clinical practice, group programmes may not always be offered, thus
exploration of individual encounters is required. The current study proposes
to explore how physiotherapists interpret and implement self-management

and understand this in relation to their clinical practice.

In contrast to viewing self-management interventions as having multiple
components, Du et al. (2011) included studies focusing on chronic
musculoskeletal pain and aimed to explore the effectiveness of self-
management programmes, that must feature eight specific skills, on pain and
disability outcomes. Although Oliveira et al. (2012) aimed to explore the
same outcomes; the authors included any studies where a study specified a
‘self-management’ intervention had occurred. Following this, eligible studies
content was compared against six core components and used in a sensitivity
analysis. These core components were from the Australian Primary Health
Care Strategy report (2009) and have similarities to Barlow et al. (2002) and
Wilkinson and Whitehead (2009) definitions of self-management in figure 1.1,
encompassing the biopsychosocial considerations of managing a health
condition and seeking support where needed, which allowed for a broader

inclusion of studies in contrast to the specific skills used by Du et al. (2011).

Du et al. (2011) included studies on the basis of specific skills informed by
generic self-management approaches; in the context of LBP this yielded
limited results. Du et al. (2011) included nineteen randomised controlled
trials, with sixteen studies focusing on arthritis and three on chronic low back
pain. The author concluded self-management programmes for arthritis were
effective over one year however there was insufficient evidence to draw

conclusions for chronic LBP. It is clear the diversity apparent within the few
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included LBP studies for the review, with Du et al. (2011) having a post
pregnancy population (Bastiaenen et al. 2008) and an Internet based self-
management programme (Buhrman et al. 2004). Thus their studies focusing
on LBP form a small sub population of people living with LBP and a specialist
intervention that may not reflect clinical practice. Through utilising specific
skills, Du et al. (2011) may have potentially excluded relevant studies. The
important question has been raised if the generic skills often associated with
self-management apply to pain (Cameron & Stewart, 2011). This warrants
further investigation, as limited results were generated when using this as

criteria to explore self-management interventions for LBP.

A programme of the specific skills associated with some self-management
interventions are investigated in a randomized controlled trial by Haas et al.
(2005). The study compares waiting list control with the generic Chronic
Disease Self-Mangement Programme by Lorig et al. (2001) which contains
core components including problem solving, goal setting, symptom
management, telephone support and is delivered by lecture and
supplementary material. Pain, disability, self-efficacy and general health
status outcomes demonstrated no significant difference at six months
compared with waiting list control. In contrast a randomized controlled trial by
Damush et al. (2003a) compared usual care to a modified version of the
programme used by Haas et al. (2005), containing a similar format for an
acute LBP population. Similarly to Haas et al. (2005) a range of outcome
measures including pain, function, disability and self-efficacy were assessed.
Self-efficacy demonstrated a significant change at 4 months compared with
control. This was sustained at 12 month follow up (Damush et al. 2003b).
However, there were no significant differences in pain or disability. The two
studies differ with respect to population; Haas et al. (2005) recruited an older
population with LBP duration of three months or more, whereas Damush et
al. (2003a) were of a timescale less than three months. Thus, there appears
a difference with outcomes with these specific self-management

programmes with LBP of a longer duration.
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Oliviera et al. (2012) developed the findings discussed above through their
meta analysis by concluding self-management programmes have only small
significant effects on pain and disability; frequently VAS scale and Roland
Morris Questionnaire, for LBP compared with minimal intervention. Further
research is advocated with regards to self-management of LBP to
understand potential barriers to this and what components people living with
LBP find useful; in which qualitative research would prove valuable to
explore this (Oliviera et al. 2012). Alongside this Du et al. (2011) and
Oliviera et al. (2012) acknowledge the limitations in focusing solely on pain
and disability outcomes. To gain a holistic understanding of a phenomenon
a qualitative approach is suited (Gibson et al. 2003). Thus, the current study
proposes to explore qualitative literature of people living with LBP to develop
understanding in this area of what is viewed as self-management, what is

involved with this and what is occurring on a day to day basis.

Contrast in findings among studies with regards to effectiveness has been
found. Those studies that were specific regarding skills to be classed as a
self-management programme showed limited effectiveness with regards to
influence on pain and disability outcomes (Oliviera et al. 2012; Du et al.
2011). Whereas Carnes et al. (2012) found effectiveness of specific
components. Stewart et al. (2014) showed variation in what was involved in
skills and behaviours with regards to self-management of pain. There is thus
the opportunity to explore what is being advocated in clinical practice, by
frontline professionals, physiotherapists in relation to self-management and
to explore what people living with LBP are doing day to day and what
components they use for self-management, if at all. Thus, the proposed
study will be exploring self-management in the context of day to day life to

gain a more holistic understanding of self-management.

The focus of the reviews discussed are specific interventions, however self-
management occurs as a behavior day to day (Stewart et al. 2014) and is a
dynamic process (Kendall et al. 2011) there is exploration required if people
are maintaining self-management practices in daily life. Self-management

has been proposed to involve managing the emotional and cognitive

18



response to pain (Stewart et al. 2014). LBP has been shown to have
multiple influences and cognitive responses, thus the current study proposes
to consider if people living with LBP are able to manage the biopsychosocial
impact of this. Qualitative research is ideally placed to explore the
biopsychosoical impact of a condition and will facilitate understanding of self-

management of LBP as a day to day behavior (Bunzli et al. 2013).

The variation among the extant systematic reviews and studies is apparent
and there is an acceptance of multiple components making up a self-
management intervention. Programmes are showing great heterogeneity
with regards to content (Oliviera et al. 2012). However, for clinicians
supporting self-management it demonstrates a considerable variation in this
area, and poses the question as to what clinicians are doing on a day to day
basis with regards to self-management, what they view as self-management
and what components are implemented. The physiotherapist role in self-
management requires consideration, alongside this, their needs must be
considered given the multiple interpretations of self-management and

potential complexity of LBP.

The importance of the healthcare professional role was highlighted in Carnes
et al. (2012) review discussed; physiotherapists frequently work with people
living with LBP and thus their role in self-management warrants exploration.
Alongside this, current definitions detailed in figure 1.1, and reviews portray
the potential role of the healthcare professional for support (Stewart et al.
2014; Wilkinson & Whitehead, 2009). Multiple studies have recommended
health professional education as it is the health professionals who will often
be responsible for educating and supporting patients to self manage (Lawn &
Schoo, 2010; Newman, Steed & Mulligan, 2004; Barlow et al. 2002). The
focus of these studies has been self-management for a range of chronic
conditions, thus there is the need to explore this in relation to LBP and what
education and support physiotherapists require. The proposed study will
thus also explore education and training needs for physiotherapists with

regards to supporting self-management of LBP due to their frontline role.
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Although there is variation among the systematic reviews discussed, there is
a consensus of uncertainty regarding self-management of LBP, both with
regards to effectiveness (Du et al. 2011; Oliveria et al. 2012) and the
components involved with this (Carnes et al. 2012; Miles et al. 2011). LBP is
an individualised, complex condition with multiple potential influences.
Physiotherapists are encouraged to provide evidence based management,
considering the best available evidence, patient preferences and clinical
experience (Sackett et al. 2000). The literature review has highlighted the
diversity among self-management approaches and differences in what this

can be.

People are living day to day with LBP and physiotherapists encounter this
frequently in clinical practice and are required to support this client group to
manage the biopsychosocial impact of their LBP. Consequently there is a
need to first of all explore the literature in this area regarding patient and
physiotherapist experiences systematically. This will form chapter 3 of the
thesis, a qualitative synthesis. Alongside providing an understanding of self-
management, the qualitative synthesis will guide further research of the
thesis to understand self-management in the context of LBP and in relation
to day to day life from both physiotherapists as frontline professionals and
people living with LBP experiences. Utilising current literature, patient and
physiotherapist experiences and perspectives an education programme for

physiotherapists will be developed and evaluated.

As a physiotherapist, evidence based practice is a fundamental part of
practice (Herbert et al. 2011). Evidence based practice involves the use of
best evidence in combination with considering patient preferences and
clinical expertise (Sackett et al. 2000). Within physiotherapy,
recommendations are built on these multiple factors of evidence-based
practice such as the individual patient and their expectations, goals and the
clinical experience of the physiotherapist (Gibson & Martin, 2003). Patient
preferences are central to evidence based practice and can provide valuable
evidence (Rycroft-Malone et al. 2003). In order to understand the needs of

people living with a condition, in this case LBP, their whole context needs to
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be considered and qualitative research is well placed to explore and
understand complexities (Gibson & Martin, 2003). The first two phases of
this thesis will explore self-management of LBP from the patient and
physiotherapist perspective. In the context of this thesis, the multiple
influences on LBP, variation among individuals and uncertainty regarding
self-management demonstrates complexity, lending qualitative research as

an ideal means to explore this.

The final phase of this thesis, the development of an education programme
will be informed by the findings of the previous two phases. There are calls
for research to be more usable for clinicians (Greenhalgh, Howick &
Maskrey, 2014). Although this relates to presentation of evidence in
publications, dissemination of this in the form of education is to be
considered. In service training within clinical practice is valued and a method
to implement evidence based practice; this must be applied and consider
time constraints with human delivery being valued (Scurlock-Evans, Upton &
Upton, 2014). Itis unlikely to change practice through solely advocating
practitioners to read research, evidence needs to be relevant and applied to
individual contexts (Rycroft-Malone et al. 2003). Within the literature when
evidence based practice is discussed, it is often related to critical appraisal
and literature searching (Coomarasamy & Khan, 2004). However,
Greenhalgh, Howick and Maskrey (2014) argue that evidence based practice
is more than critical appraisal and that healthcare research will benefit from
more focus on studying and incorporating patient experiences alongside

applying research to real cases in the clinical setting.

Through the combination of patient and therapist perspectives and current
literature this thesis aims to develop the physiotherapy evidence base and
apply these findings in a relevant accessible way for physiotherapists

working within clinical practice.
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1.5 Aims

The overall aims of this thesis are:

e To gain an understanding of self-management in the context of LBP

e To explore people living with LBP understanding and experiences of
self-management of LBP

e To explore physiotherapists understanding and experiences of self-
management of LBP

e To explore the role of the physiotherapist in self-management of LBP

e To explore physiotherapists training needs regarding self-
management in their clinical practice

e To design, implement and assess the feasibility of an education

programme for physiotherapists in clinical practice

The study is designed in three distinct but related phases in order to address

these aims.
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Chapter 2

2. Methodology

2.1 Chapter Overview

The overarching methodological approach of the study will be given. This
chapter will present a rationale for the use of a mixed method design and
how this relates to the overall objective of the study. A rationale for the

methods to be utilised in the three phases of the study will be provided.

2.2 Overall Study Purpose

To explore people living with LBP and physiotherapist experiences of self-
management of LBP to inform the development of an education programme
for physiotherapists with the aim to support self-management. Favorable
ethical opinion was received from NRES Committee North East — Country
Durham and Tees Valley (Appendix 1). In conjunction with this, NHS

Research and Development approval was gained.

2.3 The Medical Research Council Framework for Complex

Interventions

The Medical Research Council (2008) advocates the use of both qualitative
and quantitative methods during testing the feasibility of a study. The
Medical Research Council Framework (2008) guidelines place emphasis on
the importance of development work before an intervention and of testing the
feasibility of an intervention. Within this thesis a qualitative synthesis
exploring extant literature in the area will inform qualitative studies with
patients and physiotherapists. This will inform development of an
intervention. The Medical Research Council Framework (2008, p. 7) defines
complex interventions as “interventions that contain several interacting
components”. This is the case for the physiotherapist education being
implemented in a clinical practice setting with multiple influences. The
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guidelines state multiple stages are needed to design, implement and
evaluate an intervention. In the case of this study, phase one and two will
inform the design aspect of the third phase, and education programme
intervention. A key stage of the guidelines is assessing the feasibility of the
intervention to ensure that the intervention can be delivered, if there are
problems with this and to explore acceptability. The intervention aspect of
this study is thus appropriate as a feasibility study as the intervention will not
have been delivered to physiotherapists in clinical practice so understanding
of acceptability of the programme is necessary (Lancaster, Dodd &
Williamson, 2007).

2.4 Pragmatism

The overall purpose of the study is informed by practice and aims to produce
findings to directly inform contemporary healthcare, with a particular focus on
physiotherapy practice. Pragmatism is concerned with the outcomes of
research, utilising multiple methods to explore the study purpose, emphasis
is on the practical implications of the research (Creswell, 2013). Pragmatism
also recognises the context dependent nature of research, with outcomes
affected by this context (Teddlie & Tashakkori, 2010; Creswell, 2013).

Patton (2002) argues that pragmatism allows researchers to have a choice of
methods available, to not be limited by specific paradigms and choose the
most appropriate methods for the study purpose. A range of methodological
opportunities should be available for researchers who are focused on
practical, ‘real world’ questions (Patton, 2002). The study purpose and
research question are the key emphasis of pragmatism, with methods

chosen to best address the study problem (Creswell, 2013).

2.5 Multiphase Mixed Methods Design

A pragmatic viewpoint holds the research question as key to determining the
methods to be used. Alongside this, pragmatism views qualitative and
quantitative methods as compatible indeed mixed methods research often
operates within a pragmatic viewpoint (Teddlie & Tashakkori, 2010). The
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concern is with the selection of a design that is appropriate for the problem
(Kettles, Creswell & Zhang, 2010). Often a mixed method approach will be
used to generate practice relevant findings (Barbour, 2014). This is through
permitting an approach that most appropriately fits the research purpose
(Bishop, 2014). In the case of the current study, which has a practice
relevant purpose, it is to explore experiences and perspectives to inform an
education programme for physiotherapists. This objective requires multiple
stages and methods to achieve the desired goal. Barbour (2014) proposes
to direct the focus away from the opposing features of qualitative and
quantitative research otherwise potential opportunities for using both of these

methods may be overlooked.

There are various suggested designs for mixed methods research given by
multiple authors (Bishop, 2014). Creswell and Plano Clark (2011) offer a
mixed method research design termed the ‘multiphase design’. A multiphase
design involves a series of connected stages or studies in order to address
an overall objective (Creswell & Plano Clark, 2011). The key aspect of this
design is that the multiple phases must share a common purpose, or overall
objective, as this is how they are linked (Creswell et al. 2011). Any
combination of methods can be used in a multiphase design (Bishop, 2014).
A strength of multiphase design projects relates to the premise that they are
conducted over a period of time and phases can inform one another
(Creswell et al. 2011). Figure 2.1 details the proposed multiphase mixed

method study.

The multiphase design suits the interconnected research aims of this thesis.
Although the aims are explicitly linked, there are differences that will require
multiple methods to suitably meet the research objective. The study aims to
investigate people’s experiences and understanding of self-management of
LBP. Due to the complexity and subjectivity of self-management and pain,
experiences are most applicable to explore, with qualitative methods being

the most suitable to achieve this objective.
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Overall objective:
Explore patient and

physiotherapist
S emont ot oy | Study 1: Study 2A Study 3:
back pain to inform Qualitative —>|  and 2B: —> | Feasibility
the developmentof | synthesis | Informs| Qualitative | Informs |  Study

an education di

programme for studies

physiotherapists

Figure 2.1: Multiphase research design of the thesis informed by Creswell &
Plano Clark (2011)

The development of an education programme will require the feasibility to be
tested in practice, alongside gaining participants viewpoints to begin to

understand the impact and acceptability of this in practice.

2.6 Study 1: What are the Experiences of People Living
with Low Back Pain and Physiotherapists Regarding Self-Management

of Low Back Pain? A Qualitative Synthesis

Qualitative research is concerned with understanding a phenomenon in
depth and the meanings associated with this (Gough et al. 2012). Qualitative
synthesis is the integration of single qualitative primary research studies that
share a common focus with the aim to further understanding through either
enhancing this knowledge or providing a new perspective (Paterson, 2012).
Although commendable for their rigour, traditional systematic reviews often
focus on effectiveness questions, for example an intervention and utilise
randomised controlled trials (Dixon-Woods et al. 2006). There are complex
questions wider than effectiveness, that this traditional method is inadequate
alone to use, where qualitative methods are appropriate in developing
understanding (Dixon-Woods et al. 2006). Understanding and experiences

regarding self-management of LBP is the focus for this phase.
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In response to the growing acceptance of qualitative research in evidence-
based practice, qualitative systematic reviews or qualitative synthesis are
increasing in popularity (Sandelowski et al. 1997). Indeed there is an
increasing focus regarding how single qualitative studies can be combined to
inform practice (Dixon-Woods et al. 2006; Sandelowski et al. 1997).
Qualitative synthesis can be used in healthcare research, as both a stand
alone study or can also be utilised to inform or extend systematic reviews of
effectiveness (Hannes & Macaitis, 2012). This growing interest has not been
without criticism. Pope, Popay and Mays (2007) acknowledge that
qualitative research is concerned with providing detail and contextual factors.
Thus it may be questioned whether these studies can be synthesised, as
there is the risk of losing this depth and context (Pope, Popay & Mays,
2007).

Qualitative synthesis has the potential to enhance knowledge. A review by
Richardson & Lindquist (2010) argues for the need for qualitative synthesis
to inform physiotherapy practice. This review highlights the inadequacy of
experimental approaches to inform the physiotherapy evidence base. The
authors discuss the value of qualitative research and its impact on
physiotherapy practice of discovering underlying experiences and meaning,
rather than focusing on efficacy of interventions as per traditional systematic
reviews. They propose that there are a wealth of qualitative studies relevant
to physiotherapy accumulating but they are not being used to the full
potential qualitative synthesis can offer. Examples given include the ability of
a qualitative synthesis to answer a new question through exploring a range
of studies and to ultimately gain a deeper understanding. Due to the wealth
of studies, qualitative synthesis can also make these studies more
manageable for researchers and clinicians to explore (Richardson &
Lindquist, 2010). This approach is thus suitable for this phase of the thesis
to gain a deeper understanding of self-management of LBP.

There are a range of documented approaches to qualitative synthesis
without one universally agreed process (Hannes & Lockwood, 2012;
Sandelowski & Barosso, 2007). There are different levels of interpretation
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related to different methods of qualitative synthesis. A frequently cited
approach to qualitative synthesis is meta-ethnography. Meta ethnography
develops new interpretations from the qualitative studies (Centre for Reviews
and Dissemination, 2009). This approach involves a complex number of
stages to ‘translate’ single qualitative study findings into one another to
present new findings, with this translation stage being the hallmark of this
approach (Britten & Pope, 2012). Hannes and Macaitis (2012) carried out a
review of qualitative synthesis between 2005-2008 to explore the process
and transparency of the methods used in qualitative synthesis. With regards
to the synthesis approach many studies claimed to use meta-ethnography
however it transpired their actual synthesis did not adopt this approach.
Thus, it is important that the synthesis approach used reflects the aims of the
study and clearly follows the guidance and steps necessary to fulfill the

approaches requirements.

The aim of the qualitative synthesis for this thesis is to not develop new
theory at a level above the primary studies included. It is to explore the
extant literature and stay close to their findings to develop an understanding
of the main themes across a range of current literature to develop and inform
future studies. Thematic analysis has been considered as a suitable
approach to meet this aim as it stays true to the original literature but
provides an opportunity for the development of themes to reflect the content
related to the study question from a range of studies (Pope, Popay & Mays,
2007). This does not suggest a summary of findings; Sandelowski and
Barosso (2007) make the fundamental point that the aim of a synthesis is not
to provide a summary, but an integration of findings from studies to inform
the research question. An integration of findings relevant to the research
question will inform the development of phase two primary qualitative

studies.
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2.7 Study 2A and 2B: Qualitative Methods

Qualitative research aims to capture people’s beliefs, motivations, and
experiences in order to understand behaviour (Gibson & Martin, 2003). Itis
subjective with a focus on the individual and the quality and depth of an
experience (Flick, 2014 Ohman, 2005). More importantly, healthcare
research aimed at understanding health behaviour is viewed as lacking if
qualitative methods are not used (Sim, 1998). Qualitative research allows a
means of recognising what people view as important in healthcare and what
improvements need to be made (Pope, van Royen & Baker, 2002).
Furthermore, the outcomes of rehabilitation depend on these attitudes,
beliefs and motivations; studies that utilise a qualitative design can be useful
for developing and improving rehabilitation through gaining an understanding

of peoples’ experiences and perspectives (Ohman, 2005).

Physiotherapists often work with people with chronic problems who may
require long term or intermittent support therefore it is necessary to
understand people’s experiences and needs in a wider context to provide
holistic care (Gibson & Martin, 2003). Qualitative research is thus
appropriate to gain this deeper understanding due to its aim to advance

understanding of people’s lives and experiences (Fossey et al. 2002).

LBP is a complex phenomenon with multiple factors influencing the
experience. Alongside this, self-management is multifactorial and poorly
understood in this context. These complex areas require a qualitative
approach to develop understanding as this can help to begin to develop
understanding of a complex experience (Barbour, 2014). People living with
LBP will have an individualised experience of this; similarly physiotherapists
working with this client group will have their own range of experiences.
Therefore the aim of qualitative research is not to find one answer; it is to
explore the differences in experience and deepen understanding (Ohman,
2005).
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A qualitative design will be used for study A and study B. Patton (2002)
states qualitative methods can stand-alone and do not need to be embedded
within philosophical literature. He argues qualitative research can be
practical and facilitate answers to problems whilst proving useful to inform
and extend practical knowledge. This phase of the study is exploring real life
practice, and utilising findings to inform practice development. Caelli, Ray
and Mill (2003) propose qualitative research can be generic and not based
on traditional theoretical positions. Qualitative descriptive or generic studies
are still interpretive and valuable (Sandelowski, 2010). There is the view that
there can be the incorrect using of philosophical and theoretical positions as
declaring alliance to one is better than not at all (Sandelowski, 2010; Caelli,
Ray & Mill, 2003). For the purpose of the study, specific aims are being
explored to produce practice relevant knowledge. Within the preface of this
thesis the background of the researcher is made explicit, this is important to
demonstrate to enhance credibility, as all researchers will bring assumptions

to the research process (Barbour, 2014).

2.7.1 Purposeful sampling

Participants will be recruited using purposeful sampling. Purposeful
sampling is often used for qualitative research as it aims to select
participants based on specific characteristics or experiences relevant to the
research question (Bryman, 2014). This method allows the researcher to
select individuals who are of specific interest to the research study (Creswell,
2013).

Alongside clear discussion of the sampling process it is important to provide
detailed information regarding the sample in qualitative research. Contextual
information regarding the demographics of the population and setting of the
research will enhance transferability; this refers to whether the findings of the
study can be applied to other settings, which the reader will ascertain,
utilising the background information provided (Malterud, 2001). Due to

qualitative research often recruiting a small number of participants and not
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aiming to generalise, contextual factors are important for the reader in

judging their relevance to their setting (Bryman, 2014).

2.7.2 Study 2A: Physiotherapist views and experiences of self-management
of low back pain in clinical practice

2.7.2.1 Focus groups

A focus group comprises of a collective a group interview which requires
participants to share certain characteristics or experiences related to the
topic of interest (Patton, 2002; Kruegar & Casey, 2000). The strength of
using focus groups in order to explore physiotherapist experiences is that
they are particularly appropriate as the attitudes of professional groups affect
healthcare delivery (Davidson, Halcomb & Gholizadeh, 2010) and focus
groups provide a means to gather this collective viewpoint (Wills et al. 2009).
Thus are useful for studying professional practices (Barbour, 2014). The
interaction between participants is the key aspect of a focus group (Kitzinger,
2005). Itis important that participants who are taking part discuss the topic
among one another not solely to the researcher (Barbour, 2007). A review
conducted by Bradbury-Jones et al. (2009) highlights that focus groups has
the advantages generating rich data through the interaction of participants.
Through responding to other participants views further points can be raised
which may not have been uncovered during a one to one interview (Patton,
2002).

This study aims to explore physiotherapist understanding and experiences of
self-management of LBP and whilst also aiming to elicit their training needs
regarding this. Focus groups are often used in the planning and design of
interventions (Kidd & Parshall, 2000; Mitchell & Branigan, 2000). They are
useful to increase understanding of a particular topic and are valuable for
generating ideas (Mitchell and Branigan, 2000) this makes them particularly
appropriate as the method for data collection for this study. As discussed
there is no consensus regarding defining self-management thus focus

groups potential for generating rich data to gain an insight into this
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professional group experiences and beliefs will support developing current

understanding and training needs identified.

2.7.2.2 Data analysis: The Framework Approach

The framework approach will be used to guide the analysis of all of the
qualitative primary data within this study. Ritchie & Spencer (1994)
developed the framework approach, which is a qualitative data analysis
method. This method was originally developed for social policy research but
more recently this approach has been frequently adopted for healthcare
research (Gale et al. 2013).

The framework approach fits with the pragmatic mixed method design of the
overall study as it is not affiliated with a single philosophical approach, rather
it can be used for qualitative analysis where required when the generation of
themes is the aim (Gale et al. 2013). A common viewpoint when the
framework method is described is that the analysis is informed by predefined
topics or aims informing the themes, thus beginning analysis deductively,
however the method is flexible to allow themes to be generated from the data
(Mays & Pope, 2000; Srivastava & Thomson, 2009). Priori or pre determined
areas of focus should not restrict the analysis process and the researcher
must allow ideas to also emerge from the data (Srivastava & Thomson,
2009). This method of analysis is particularly appropriate for this study due
to there being pre defined objectives and issues to explore, however
recognises new aspects may emerge from the data, which is valuable to the
project due to phases informing one another. This method allows the
combined approach of exploring pre defined aims or themes but allowing

areas not previously considered to emerge (Gale et al. 2013).

The framework method of analysis consists of a matrix based method which
assists with the ordering and synthesising of qualitative data (Ritchie,
Spencer & O’Connor, 2003). Framework analysis utilises interrelated steps
to facilitate the management of qualitative data and analysis (Ritchie &
Spencer, 2002). Framework is traditionally cited as having five connected
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steps (Mays & Pope 2000; Ritchie & Spencer, 2002). Ritchie and Spencer
(2002) describe these stages, which will be summarized as follows. The first
stage ‘familiarisation’ involves the researcher immersing themselves in the
data and becoming fully familiar with the transcripts making notes of themes
or ideas. Following this, the second stage ‘identifying a thematic framework’
involves constructing a thematic framework from both pre determined
themes or issues and those emerging from the data which will facilitate
sorting of data into these initial themes. The thematic framework is then
applied to the data in a process termed ‘indexing’. The raw data is annotated
with the corresponding reference to the thematic framework. Following this,
to allow the data to be presented as a whole charts are used with headings
and sub-headings from the thematic framework. It is here that raw data is
summarised to the relevant heading and case. This is viewed as the key
aspect of the framework approach, summarising the data, not simply copying
raw data into a chart, however this must still reflect the language of the
participants (Spencer et al. 2014). The final stage ‘mapping and
interpretation’ involves utilising the charts developed to interpret the data,
seeing the data as a whole and looking for patterns and explanations within

the data to develop the final interpretation (Ritchie & Spencer, 2002).

There are later publications regarding the framework approach, which cite
three stages which will be followed for this study (Spencer et al. 2014;
Ritchie, Spencer & O’Connor, 2003). This approach to framework analysis
appears to give more detail regarding the process of analysis. These three
stages involve ‘data management’ which include the first four stages of the
framework previously described. Following this ‘descriptive analysis’
involves examining the charted data to uncover elements and dimensions
(Spencer et al. 2014). Elements are concise statements present in the
responses from individuals; these elements are then grouped into a
dimension which captures what they are about and differentiates the focus of
the elements (Spencer et al. 2014). The dimensions are then grouped into
categories, allowing refinement of the overall final themes (Ritchie, Spencer
& O’Connor, 2003). Figure 2.2 illustrates how the development of themes
will be presented within this thesis. The diagram illustrates that the initial
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thematic framework theme or sub theme will be given to provide an audit trail
of what initial descriptive themes informed the development of the final
higher order theme. This stage involves clear direction of how to use the
developed charts through beginning with the initial themes and then
identifying elements and dimensions within the data to allow refinement and
a comprehensive understanding of the data (Ritchie, Spencer & O’Connor,
2003). The final stage ‘exploratory analysis’ may or may not take place
depending on the aims of the research but involves identifying patterns and
associations within the data (Spencer et al. 2014; Ritchie, Spencer &
O’Connor, 2003).

Although the framework has been described as distinct stages this is not the
case, the researcher will move between stages during the analysis process
(Ritchie & Spencer, 2002). Framework is intended to be guidance for
qualitative analysis and is not intended to be a stringent (Spencer et al.
2014) or a mechanical process; it aims to allow creativity and analytical
thinking (Ritche & Spencer, 2002). However, through following a systematic
process this makes the stages of analysis accessible to the researchers as it
has been well documented, thus allowing the analyst to be able to make
connections and go back to previous ideas and develop final themes (Ritchie
& Spencer, 2002). Framework is credited for being grounded in the data
(May, 2001; Ritchie & Spencer, 2002). Further, it ensures that all relevant
data is reviewed systematically, is clear and permits ease of access to

original material (Ritchie and Spencer, 2002).

Due to the series of stages framework is considered to be credible as it
demonstrates a clear audit trail of the steps of data analysis and how the raw
data became the final presentation of findings (Gale et al. 2013). Framework
also makes large amounts of data manageable (Bowling and Ebrahim,
2005). The phases of the study are dependent on one another, thus making
this method appropriate. As discussed, the framework method provides an
audit trail of the process of data analysis from the transcript to the final

themes. This process will enhance the confirmability of the findings allowing
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the reader to see procedures employed in the data analysis process
(Shenton, 2004).

The framework method of analysis has been used in qualitative studies
focusing on experiences of chronic LBP (May, 2007; Cooper, Smith &
Hancock, 2009). It has also been used in nursing research where focus
groups have been the method of choice (Manias & Bullock, 2002; Takase,
Maude & Manias, 2005). For this specific phase of the study, the framework
is appropriate to use as it allows the specific questions regarding
physiotherapists’ experiences of self-management to be explored as well as
encouraging topics not previously considered to emerge (Ritche & Spencer,
2002). Thus, the strengths of this approach include a clear audit trail from
the raw data to final themes, gaining a comprehensive understanding of the
data and allowing pre defined aim to be explored whilst being flexible for new
data to emerge (Gale et al. 2013; Ritchie & Spencer, 2002).

2.7.3 Study 2B: Are people living with low back pain ‘self-managing’?

2.7.3.1 Semi structured interviews

Semi-structured interviews are suitable for this phase of the study. This
method of data collection is appropriate as the study aims to explore
individual perspectives and experiences of LBP, which semi structured
interviews have the advantage of being able to achieve (Offredy & Vickers,
2010). Semi structured interviews allow an interview schedule to be used
regarding areas that need to be covered but are flexible enough to allow new
topics of interest to be pursued (Bryman, 2014). In keeping with the aims of
qualitative research to gain rich and in depth information from individuals,
semi structured interviews allow the participants to control which areas to
focus upon and not having the researcher in full control of the direction of
discussion (Barbour, 2014). New information, which may not have been
considered, previously has the potential to occur from semi structured
interviews (Offredy & Vickers, 2010). Barbour (2014) emphasises the
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importance of balance within interviews of the researcher agenda and the

opportunity for participants to provide their own viewpoints.

Thus semi structured interviews are appropriate for this aspect of the study.
Semi structured interviews aim to provide a deeper understanding of social
phenomena than would be obtained from purely quantitative measures such
as questionnaires (Silverman, 2010). They are useful when detailed insights

are required from participants (Gill et al, 2008),

2.7.3.2 Framework analysis

Framework analysis will be used to analyse the data for this phase of the
study. This will follow the same approach as discussed in section 2.7.2.2.
The analysis will begin with the development of initial priori areas to focus
upon whilst also allowing data generated from the lived experiences of
people with LBP to generate ideas or themes not previously considered
(Gale et al. 2013).

2.8 Study 3: A Mixed Methods Feasibility Study Exploring the
Feasibility of a Pain Education Programme for Physiotherapists in

Clinical Practice

A mixed method single arm feasibility study involving a single group pre test
post test design and focus groups with participants following the intervention.
Although single group designs are reported to not be ideal due to being
unable to ascertain treatment effect they are valuable as a phase before a
full study to decide if a more comprehensive study should take place
(Robson, 2011).

There is a lack of clarity regarding defining feasibility studies within the
literature (Arain et al. 2010; Whitehead, Sully & Campbell, 2014). A review
by Arain et al. (2010) evaluated how feasibility and pilot studies are reported
and provide some guidance regarding the features of a feasibility study.
Feasibility studies are used before the main study to explore factors, which
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will help with the development of a main study (Arain et al. 2010).
Preliminary work before a main trial is classed as a feasibility study and
should not be confused with a pilot study, which may simulate on a smaller
scale the design of a main study (Whitehead, Sully & Campbell, 2014).
Feasibility studies can be used for a number of reasons related to the trial, in
the case of the current study it is the feasibility of the outcome measures to
be used, the retention of participants and acceptability of the intervention
(Arain et al. 2010; Lancaster, Dodd and Williamson, 2004). Trends among

outcome measures will be explored.

The feasibility study will use both quantitative outcome measures and focus
groups. Furthermore, utilising both qualitative and quantitative
methodologies increases the likelihood of more comprehensively researched
and better-understood results (Moffat et al. 2008). Framework analysis will
be used for the qualitative aspect of the current study. This process will be
more deductive than phase two as the focus groups are being used to

specifically explore acceptability of the education programme.
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Chapter 3

3. What are the Experiences of People Living with Low Back Pain and
Physiotherapists Regarding Self-Management of Low Back Pain? A

Qualitative Synthesis

3.1 Background

Self-management of pain can be viewed as a day-to-day behaviour (Stewart
et al. 2014). Itis dynamic, and a process, which is lived by the individual and
ultimately defined by them (Kendall et al. 2011). It would follow that this
should therefore be explored through individual experiences and
perspectives of this day-to-day process. However, the experience and
understanding from the perspective of individuals is not often considered or
well understood (Cameron & Stewart, 2011). A large proportion of the
literature explores self-management programmes that are at a certain point
in time and contain pre-defined activities. The systematic reviews discussed
in chapter 1 highlight the difference in the way in which self-management is
viewed. Miles et al. (2011) acknowledge studies differ in their definitions and
what constituted as a self-management programme. This lack of consensus
creates a confusing picture to practitioners and readers alike (Cameron &
Stewart, 2011).

As self-management has no one definition (Cameron & Stewart, 2011;
Barlow et al. 2002) and is individualised (Kendall et al. 2011), exploring
people living with LBP and physiotherapists experiences of this phenomenon
will allow for development of understanding in this context. Consequently
there is the need to explore what people living with chronic or recurrent LBP
are doing day to day and how they are managing their LBP, if at all. Itis
also important to explore support as this has the potential to influence self-
management, which physiotherapy has been proposed to do (Richardson et
al. 2014; Moffat, 2002). In the context of this thesis, the predominant focus

will be support from physiotherapists.
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Physiotherapists have a frontline position and are expected to promote self-
management but are presented with multiple interpretations of self-
management within the literature and little guidance of what this involves.
Physiotherapists’ views must also be understood, as these will have an
influence on patient care (Daykin & Richardson, 2004). Alongside this their
specific contribution to self-management warrants investigation (Richardson
et al. 2014). Exploration of physiotherapists’ experiences of self-
management will allow an understanding of what is understood by this
phenomenon and what occurs in clinical practice. In order to achieve this
understanding from people living with LBP and physiotherapists’
perspectives exploration of qualitative research is required. A qualitative
synthesis is valuable for physiotherapy practice to explore the literature
regarding these experiences and to deepen understanding of the
phenomenon, rather than focusing on efficacy (Richardson & Lindquist,
2010). A qualitative synthesis was proposed to explore people living with
LBP and physiotherapists experiences of self-management of LBP to

address a gap in extant literature.

No existing qualitative synthesis that had explored self-management of LBP
from the patient and physiotherapist perspective was identified from an initial
search. A search of online databases was carried out. The databases
searched were, CINAHL, MEDLINE, AMED and The Cochrane Library. The
search terms for qualitative systematic reviews were used as recommended
by Noyes and Lewin (2011). The same systematic reviews were returned by
CINAHL and MEDLINE. The search terms used are detailed in table 3.1.
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Table 3.1: Search terms to identify existing systematic reviews

Database Search terms

The Cochrane Library Back pain AND (self care OR self management)

CINAHL e Systematic review AND back pain AND (self-
management or self care)

e Systematic review AND chronic pain AND (self-
management or self care)

¢ Qualitative systematic review* OR (systematic review
AND qualitative) OR evidence synthesis OR realist
synthesis OR (qualitative AND synthesis) OR meta-
synthesis* OR metasynthesis OR meta synthesis* OR
meta-ethnograph* OR meta ethnograph* OR
metaethnograph* OR meta-study OR meta study OR
meta study. Combined with either:
AND (self care OR self management)
AND Back pain
AND chronic pain

MEDLINE e Same search terms as CINAHL

AMED e Same search terms as CINAHL

The search did not locate any systematic reviews that explored patient or
physiotherapist experiences of self-management of LBP. Within the
literature there are some quantitative systematic reviews that focus on self-
management of chronic musculoskeletal pain which are discussed in chapter
1. Although the systematic reviews provide valuable evidence for patient
care, their focus was randomised control trials, and self-management
programmes over a set period of time, rather than the experience of self-
management itself. A qualitative approach seeking experiences and opinions
will gain a more in depth insight into self-management practices.

One study was located that included both patient and healthcare
professional views. A qualitative systematic review by Parsons et al. (2007)
included fifteen studies of both general practitioners and people with chronic
musculoskeletal pain exploring beliefs and expectations about chronic

musculoskeletal pain on the process of care. Reviewing both patient and
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professional views allowed for conflicts and similarities to be revealed. In the
context of a quantitative programme or intervention these issues may not
have been highlighted. The requirement for on-going support for people to
help people manage their chronic pain was found. However, this review
focused on general practitioners and although on going support was
highlighted as required for management, what this entails or how to support

this required further exploration.

A recent search for systematic reviews between 2013 and 2014 revealed
four qualitative systematic reviews exploring the experience of chronic LBP
(Froud et al. 2014; Bunzli et al. 2013; MacNeela et al. 2013; Snelgrove &
Liossi, 2013). Each of these studies focused on the experience of LBP from
the perspective of people living with this. Froud et al. (2014) specifically
aimed to explore the impact of chronic LBP on people’s lives and to utilise
this to inform future outcome measures to represent the biopsychosocial
experience of LBP. Both Bunzli et al. (2013) and Snelgrove and Liossi
(2013) aimed to explore the experiences of LBP, with the latter aiming for the
synthesised qualitative research to inform LBP management. Bunzli et al.
(2013) recognise the inadequacy of a biomedical approach to LBP and
aimed to provide healthcare professionals with a deeper understanding of
the multidimensional LBP experience. MacNeela et al. (2013) aimed to
explore the subjective meaning of LBP from the patient perspective,
excluding articles which also included healthcare professional views. None
of the four qualitative synthesis specifically focused on self-management of
LBP. Alongside this only studies of people living with LBP were included,

healthcare professional experiences were not included.

Each of the four studies highlighted the negative impact LBP can have on
daily life, in particular restricting activities and being fearful for recurrence or
the impact of this and the stigma that surrounds chronic LBP. Concerns
about the future were also highlighted (Bunzli et al. 2013; MacNeela et al.
2013). A dominance of biomedical beliefs among people with LBP was
found in three of the studies (Froud et al. 2014; Bunzli et al. 2013; Snelgrove

and Liossi, 2013). However Snelgrove and Liossi (2013) are the only study
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that linked this to self-management, finding poorer outcomes with people
who are fearful and have biomedical beliefs. Snelgrove and Liossi (2013)
recommend education to promote self-management and acknowledge the
biomedical approach to self-management is not helping people living with
LBP and recommend a biopsychosocial approach to care. This warrants
further investigation as self-management does not provide a large focus of

this review.

Bunzli et al. (2013) excluded qualitative articles related to improving
treatment programmes and identifying workplace challenges. These types of
articles may have the potential to provide valuable insight into self-
management with regards to what is or is not helping people to self-manage,
for example a treatment programme. Alongside this 19 out of 25 articles
included were in a pain clinic setting. Thus more studies from primary care
and outpatient physiotherapy must be explored as this reflects day to day

practice.

Both Bunzli et al. (2013) and Snelgrove and Liossi (2013) refer to strategies
people adopt to manage LBP being physically focused in nature with
avoiding activity being frequently discussed. Although Bunzli et al. (2013)
refer to coping with chronic LBP this does not form a large part of their
findings or discussion warranting further investigation. Snelgrove and Liossi
(2013) have a slightly greater focus on self-management in their findings and
refer to this as a more positive outcome than coping. However discussion of
coping dominates, which portrays difficulty and limited success. There is
limited discussion of how people become involved with and sustain self-
management practices. Alongside this more detail regarding what skills are
involved with self-management and the degree of support required for this is
needed. Insight from physiotherapists into their perceived role in supporting
self-management of LBP and how this is done will enhance the

understanding of this area.

In the context of the role of the healthcare professional in self-management,

there is limited discussion of this in each of the qualitative synthesis
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discussed. MacNeela et al. (2013) make reference to physiotherapists
providing support for self-management, however limited detail is provided
regarding this. Although Snelgrove and Liossi (2013) consider the role of the
healthcare professional, this is not discussed in the context of self-
management. This highlights the need to explore the role of support in self-

management of LBP.

Although Froud et al. (2014) highlight the wide ranging social and
psychological consequences of living with LBP, they refer only briefly to
people beginning to accept pain and use strategies to cope with this. Thus
the complexity of LBP is emphasised, but further detail is required how
people are managing this impact and what self-management is in this
context and if it is something that is happening given the difficulties people
are reported to be facing. The biopsychosocial nature of LBP and
challenges associated with this are presented, however day to day
management receives little attention. Similarly, MacNeela et al. (2013)
provide limited detail regarding self-management of LBP. Within MacNeela et
al. (2013) qualitative synthesis self-management is associated with learning
to live with the pain, with very limited discussion regarding the skills and

behaviours associated with this.

The majority of qualitative syntheses provide limited discussion regarding
self-management, and although acceptance is referred to briefly there is
limited detail regarding this and learning to live with pain and difficulties
associated with this dominate the limited discussion (Bunzli et al. 2013;
Froud et al. 2014; MacNeela et al. 2013). ‘Coping’ is viewed in a negative
light, with avoidance discussed (Bunzli et al. 2013; Snelgrove & Liossi 2013)
and Snelgrove and Liossi (2013) classify self-management as being
associated with more positive outcomes. Consequently, there is the need to
explore what people living with LBP are doing day to day and what is
associated with successful and unsuccessful self-management in this

context.
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The plethora of research emphasising the complexity and challenges
associated with LBP highlights the need for exploration of self-management
of LBP. Due to self-management requiring active patient responsibility to
reduce the impact of LBP on daily life with support if required (Stewart et al.
2014; Wilkinson & Whitehead, 2009) it poses the question if people with LBP
are able to take responsibility, manage this impact and to explore the role of
physiotherapists in the context of support due to their frequent encounters

with people living with LBP.

The systematic reviews discussed demonstrate some clear opportunities for
investigation due to gaps within the literature. Three of the LBP qualitative
synthesis searched for articles up until various points in 2011 (Froud et al.
2014; Bunzli et al. 2013; MacNeela et al. 2013) and one searched until the
end of 2012 (Snelgrove & Liossi, 2013). Thus, the proposed qualitative
synthesis will search databases until mid 2014, providing an opportunity to
include more recent literature. Alongside this, no qualitative synthesis
focusing on specifically self-management of LBP from the patient or
physiotherapist perspective has been located. Although self-management is
referred to in some existing qualitative synthesis (MacNeela et al. 2013;
Snelgrove & Liossi, 2013) this is not a large focus of the reviews, thus there
is the need to explore self-management of LBP in more detail. There needs
to be a focus on self-management and how this is viewed in qualitative
studies regarding LBP. The experience of LBP is very important, however it
is felt specific focus on self-management will enhance understanding of this
in the context of LBP. Alongside this, no qualitative systematic reviews were
found focusing on physiotherapists’ experiences and perspectives regarding
self-management of LBP, or even the experience of LBP generally, thus it is
necessary to incorporate physiotherapist experiences within a qualitative

synthesis.

A qualitative synthesis exploring people living with LBP and physiotherapist
experiences of self-management of LBP will add to the current literature in a
number of ways. Through gaining an understanding of how self-
management is interpreted as a day to day behaviour by people living with
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LBP and physiotherapists working with this population will allow development
of understanding in this context. Finally, the role of physiotherapists in
supporting self-management of LBP has received limited attention in current
qualitative synthesis from people living with LBP perspective and no studies
have focused on the physiotherapist views, thus presenting a clear gap

within the literature to explore.

3.2 Aims

The aims of this qualitative synthesis are thus:
e To utilise qualitative evidence of people who have experienced LBP to
gain an understanding of self-management in the context of LBP
e To utilise qualitative evidence of physiotherapists with experience of
LBP to gain an understanding of self-management in the context of
LBP
e To explore the role of the physiotherapist in self-management of LBP

regarding support and education

3.3 Methods

The proposed qualitative synthesis will carry out a search strategy, apply
inclusion and exclusion criteria to the studies located, undertake a quality
appraisal of applicable studies and use a thematic method of synthesis for
the study findings. It is acknowledged there is considerable debate
regarding qualitative synthesis (Dixon-Woods et al. 2006). However, a
qualitative synthesis is felt appropriate for the aims of the study to begin
inform practice and highlight areas where further research is required.

3.3.1 Search strategy
A search was carried out on core bibliographic databases: AMED, CINAHL,

MEDLINE, Science Citation Index and Social Science Citation Index. No

starting date restriction was applied and all databases were searched up to
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the end of 2012. Pilot searches were carried out on AMED, CINAHL and
MEDLINE when deciding on search terms. ‘Backache’, lumbago’, ‘lumbar

pain’ and ‘self-improvement’ yielded no relevant results when combined.

Qualitative research can be problematic to locate due to being poorly
indexed in electronic databases and it is recommended to be over inclusive
with terms using both subject headings and free text (Shaw et al. 2004). The
qualitative research search terms used both methodological terms and terms
often used in qualitative research, such as ‘experience’. The search strategy
had three components, which were combined. Du et al. (2011) and Miles et
al. (2011) each used search terms for self-management in their search
strategy. ‘Patient education’ was not included as due to focusing on self-
management it was felt that if the study were focused on self-management, it

would be mentioned in the abstract and current terms would locate this.

Table 3.2 states the search terms used. The search terms were free text
terms supplemented by electronic indexing terms when available. A re run of
the initial search on the core bibliographic databases was carried out for
January 2013 to March 2014 to include any recently published articles. This
search yielded further articles to include in the synthesis (Harman et al.
2014; Dima et al. 2013; MacKichan, Paterson & Britten, 2013). Dima et al.
(2013) reference list included Snelgrove and Liossi (2009) that met the
inclusion criteria for the review. The combined search strategies of the
electronic databases up to March 2014 achieved 1714 citations. Table 3.3

and 3.4 detail the number of articles retrieved on each database.
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Table 3.2: Search terms for systematic review article search

Population Back pain, sciatica, chronic pain,
musculoskeletal pain, recurrent pain,
persistent pain

Issue Self manag*, self care, self help

Design Qualitative, focus group, grounded

theory, phenomenolog*, ethnograph®,
narrative, thematic analysis, content
analysis, case stud*, intervie*, semi
structured, purpos* sample,
theoretical sample, participant
observation, action research, attitud®,
belie*, expectatio*, perceptio*,

experienc*, explor*

Table 3.3: Number of studies located at database search to up to 2012

Database search to 31/12/2012 Number of references
CINAHL 415

AMED 63

MEDLINE 552

Web of Science: SCCI 187

Web of Science: Sci exp 266

Total 1483

Table 3.4: Number of studies located at database search between 2013-

2014
Database search to 01/01/2013- Number of references
31/03/2014
CINAHL 47
AMED 35
MEDLINE 40
Web of Science: SCCI 52
Web of Science: Sci exp 57
Total 231
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Screening the results was carried out in three stages. Firstly duplicate
studies were removed, following this, the title and abstract of each reference
were screened followed by screening the full text, excluding at each stage
studies that did not make the inclusion criteria. The inclusion criteria for the
title and abstract screening are given in table 3.5 and full text inclusion
criteria in table 3.6. The inclusion criteria for title and abstract screening
were used, as it was broader than the final inclusion criteria, to ensure

studies relevant to the aims were not missed.

‘Self management’ or a related term such as ‘self-care’ or ‘self-help’ was
specified to be included in the title or abstract as it was felt to meet the aims
of the review this had to be an area that was discussed as either the focus of
the study or within the findings. If this was not discussed in the abstract it
was felt emphasis was not on this phenomenon and thus excluded. Oliviera
et al. (2012) systematic review focusing on self-management also used this
approach when searching for articles pertaining to self-management due to
lack of consensus of what this is. As self-management is not often explored
in this population, the author did not initially want to infer what self-
management might be, but rather investigate when it was stated to occur in

the studies.

Chronic pain, musculoskeletal pain, persistent pain and recurrent pain were
sometimes used in abstracts to describe the conditions of the sample that
was the study’s focus. In order to avoid missing potentially relevant articles,
for example if ‘musculoskeletal pain’ was discussed but specific details of the
condition included were not given, and the inclusion criteria was met; the
articles were included for full text review. Similarly, if it was unclear the age
of participants or if studies were qualitative empirical research they were
included for full text review. If there were any uncertainties at screening title

and abstract the study was included for full text review.
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Table 3.5: Title/abstract inclusion and exclusion criteria

Inclusion

Exclusion

Studies written in English

Studies not written in English

Population is solely people described
as having experience of chronic,
recurrent or persistent LBP and/or
physiotherapists with experience of
managing LBP form part of the

population studied

Chronic pain from a malignant cause,
spinal cord or cauda equina
compression, back pain due to
fracture, fibromyalgia or systemic/
inflammatory disorder such as
Ankylosing Spondylitis, current

pregnancy

‘Self management’ or related term

stated

Maijority of participants aged >18

years

Qualitative primary research.

For the title/abstract screening, inclusion criteria were applied in a hierarchy.

For example, if the study did not include or potentially include people with

LBP or physiotherapists with experience of managing LBP they were

excluded before the remaining criteria were assessed. If a study stated LBP

was ‘persistent’ ‘recurrent’ ‘chronic’ it was accepted, as variation in how each

was defined and specific terms for the timescale was not an important focus.
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Table 3.6: Full text inclusion criteria

Inclusion

Exclusion

Studies written in English

Studies not written in English

Population is solely people described
as having experience of chronic,
recurrent or persistent LBP and/or
physiotherapists with experience of
managing LBP form part of the

population studied

Chronic pain from a malignant cause,
spinal cord or cauda equina
compression, back pain due to
fracture, fibromyalgia or systemic/
inflammatory disorder such as
Ankylosing Spondylitis, current

pregnancy

‘Self management’ or related term
must be the focus of the study or a
theme and provide detail relating to
this

Qualitative primary study

Maijority of participants aged >18

years

Database searching can miss relevant articles (Greenhalgh, 2014).

Following the electronic search and screening a hand search of four journals

was carried out for all volumes and issues between the years 2000-2012.

The journals searched were, Physiotherapy, Physiotherapy Theory and

Practice, Physiotherapy Research International and Disability and

Rehabilitation. Figure 3.1 details the process of identification of included

studies. The fifty one excluded articles at the full text screen with reasons for

the exclusion are detailed in Appendix 2.

3.3.2 Quality appraisal

Quality appraisal is a debated area within qualitative research regarding how

to carry it out through to whether it is should be carried out at all (Dixon-

Woods et al. 2006). Alongside this, there is no one criteria for the
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assessment of quality in qualitative research and no agreed consensus
whether to exclude studies on the basis of quality appraisal (Hannes, 2011;
Popay, Rogers & Williams, 1998). It is outside of the scope of this review to
discuss this debate in detail, however justification for carrying out a quality
appraisal with the support of the CASP tool is discussed (Public Health
Resource Unit, 2006).

Quality appraisal is recommended by both Hannes (2011) and Centre for
Reviews and Dissemination (2009) with CASP being documented as an
appropriate tool to consider. Hannes and Macaitis (2012) conducted a
review of published papers that synthesised qualitative evidence. The
review found a high number of studies placed added value on appraising the
methodological quality. The most commonly used appraisal tool was the
CASP tool. However, Hannes and Maciatis (2012) review discuss a criticism
of the CASP tool due its lack of questions regarding the theoretical aspect of
appraisal. Alongside the CASP tool the author was mindful of the qualitative

appraisal prompts by Dixon Woods et al. (2004).

Parsons et al. (2007) and Bunzli et al. (2013) qualitative synthesis only
excluded studies if the methods were not available to appraise and use the
CASP tool to guide appraisal. The proposed review has similarities to these
reviews due to their focus on peoples’ experiences and chronic pain.
Following the appraisal of studies for this review, the decision was made not
to exclude any studies on the basis of the results of the quality appraisal.
The quality appraisal will allow the reader to see any potential limitations of
the study and to ascertain for themselves the impact of this on findings
(Hannes, 2011). Excluding studies on the basis of appraisal may lose
valuable data that could inform the findings (Thomas & Harden, 2008).
Further, due to no consensus regarding when to exclude studies it was felt to
be the most appropriate option.
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Potentially relevant articles
identified after initial search of
databases (n=1714)

!

Duplicate papers
removed (n= 681)

Abstracts retrieved for screening
of title/abstract (n=1033)

Articles found at hand
search that met
title/abstract inclusion (n

A\ 4

Excluded on
titte/abstract (n= 968)

= 4)

Excluded at Included at

full text full text

screen (n=3) screen (n=1)
Cook &

Thomson Hassenkamp

(2000) (2000)

Thomson

(2008)

Trede (2000)

Relevant articles with full text for
evaluation according to inclusion
criteria (n= 65)

v

Studies for quality appraisal (n=
15)

Excluded (n = 51)
Appendix 2 contains
reasons for exclusion

Studies relevant after quality
appraisal (n = 15)

v

Articles identified after
search of reference lists
that met full text
inclusion criteria (n = 1)
Snelgrove and Liossi
(2009)

!

Articles to be included in systematic review (n= 16)

Figure 3.1: Flow chart of article selection
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3.3.3 Summary of included studies

Table 3.7 provides an overview of the studies included in this review.

Research aims and focus: Nine of the included articles main focus was self-
management of LBP (Harman et al. 2014; Mackichan, Paterson and Britten,
2013; Briggs et al. 2012; Crowe et al. 2010a; Tvieto et al. 2010; Cooper,
Smith & Hancock, 2009; Zuffrey & Schulz, 2009; Benjamission et al. 2007;
Morris, 2004). The focus regarding self-management varied. Some studies
focused on support for self-management in varying contexts including
physiotherapy (Cooper, Smith and Hancock, 2009), general practitioner
support (Mackichan, Paterson and Britten, 2013), access to healthcare
(Briggs et al. 2012) and the role of a self-management website (Zuffrey and
Schulz, 2009). Harman et al. (2014), Zuffrey and Schulz (2009) and Morris
(2004) were evaluating an intervention with the remaining two studies
focusing on self-management strategies (Crowe et al. 2010) and response to
relapse of LBP (Benjamission et al. 2007). The other articles that were
included had self-management as a theme, but not the overall focus. These
articles explored the experience of living with LBP (Snelgrove & Liossi, 2009;
Campbell & Cramb, 2008), patient beliefs regarding treatment and
management of LBP (Dima et al. 2013; Liddle, Baxter and Gracey, 2007;
May, 2007), evaluation of an exercise programme (Cook & Hassenkamp,
2000) and development of a self-management programme (Tvieto et al.
2010) with one study specifically exploring physiotherapist experiences and

their influence on management of LBP (Jeffrey and Foster, 2012).

Sampling: Participants with experience of LBP generally had some
experience of healthcare, with recruitment taking place through
physiotherapy clinics (Crowe et al. 2010; Cooper, Smith & Hancock, 2009;
Benjamission et al. 2007; May, 2007; Morris, 2004; Cook & Hassenkamp,
2000), GP lists (Dima et al. 2013; Mackichan, Paterson & Britten, 2013) and
a pain clinic (Snelgrove & Liossi, 2009). One study specifically required
participants with no experience of secondary or tertiary care (Campbell &
Cramb, 2008).
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Table 3.7: Characteristics of the included studies in the qualitative synthesis

Characteristics of articles included in the qualitative synthesis

Study Aims Sample Inclusion criteria Data Data Analysis
Collection
Benjaminsson et al. (2007) ‘To explore and describe how patients 17 people with recurrent LBP One relapse of LBP in the last Semi Phenomenographic
with recurrent LBP perceive and Recruited from four physiotherapy clinics year after a pain free period of structured method
respond to the recurrence of pain’ in Stockholm LBP interviews
(p.640)
Bri * ‘To explore barriers experienced by 14 consumers with a history of chronic Chronic LBP for more than three
iggs et al. (2012) ; . g . . .
consumers in rural settings in LBP months Semi Thematic analysis
Western Australia to accessing Recruited from three rural sites in structured
information and services and Western Australia interviews
implementing effective self-
management behaviours for CLBP’
(p.1)

Campbell and Cramb (2008) * ‘E)_(plore how p_eople Iive_ with chrgnic 12 partic_ipants suffe_aring with chronic Experienced_ pain for longer than Semi Burnard‘_s method_ of
pain and examine meanings ascribed pain, predominantly LBP six months structured thematic analysis
by individuals who have not engaged Recruited through a snowball method of interviews

with secondary or tertiary care researcher asking colleagues if they
facilities’ (p.384) knew anyone with chronic pain who
may participate

Cook and Hassenkamp (2000) | ‘To gain an in depth understanding of 7 people with chronic LBP People with LBP who had Semi Constant comparative

individual patients’ experiences of Recruited from a physiotherapy attended a back rehabilitation structured method
chronic LBP and active rehabilitation’ department programme in the last six interviews
(p.61) months
Cooper, Smith and Hancock “Explore chronic LBP patients’ 25 people with experience of LBP Attended two physiotherapy
(2009) perceptions of self management sessions for treatment of Semi
following physiotherapy.” (p.44) Recruited from an NHS trust recurrent or non specific LBP. structured Framework Method of
Discharged up to six months interviews data analysis
previously.
Crowe et al. (2010a) ‘Explore the self-management 64 people with experience of LBP People 18 years or over with
strategies people with chronic LBP 22 healthcare professionals: ‘majority experience of chronic non
how their healthcare professionals physiotherapists’ specific LBP Semi Content analysis
perceived their role in self- structured
management’ (p.1479) Recruited by advertisement and from Nominated healthcare interviews

physiotherapy clinic in New Zealand

professionals

Dima et al. (2013) *

‘To explore patient preferences and to
identify patient’s beliefs about LBP
treatments’ (p.e490)

75 adults with LBP
Recruited through lists of patients who
had seen their family doctor or
complementary therapist or chronic pain

People 18 years or over with a
six week history of LBP not
caused by fracture, infection,
inflammatory disorder or nerve

Focus groups

Thematic analysis
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support groups
South West England

root compression

Harman et al. (2014) *

‘To describe the approach used by a
physiotherapist who led a
rehabilitation programme for injured
members of the military with chronic
LBP designed to enhance self-
efficacy and self-management skills’

(p-82)

1 physiotherapist

Physiotherapist who designed
the rehabilitation programme

In depth
interview

Thematic analysis

Jeffrey and Foster (2012) *

‘Understand how the personal
experiences and feelings of physical
therapists might influence their
decision making when treating
patients with non specific LBP’

11 Physiotherapists
Recruited following responses to a
survey. Both NHS and private
practitioners.

Physiotherapists who had
responded to the survey and
had treat someone with chronic
non specific LBP in the last six
months

Semi
structured
interviews

Phenomenological
hermeneutics

Liddle, Baxter and Gracey
(2007)

“To explore the experiences, opinions
and treatment expectations of chronic
LBP patients to identify what
treatment components they consider
to be most value” (p.1899)

18 people with experience of LBP
Recruited from a university

Currently or within last month
had episode of non specific LBP
lasting three months or more.
Previously received exercise or
advice from a healthcare
professional.

Focus group
and non
participant
observation

Thematic analysis with
assistance from Nvivo

MacKichan, Paterson and
Britten (2013) *

‘To describe patients’ experience of
self-care for long term back pain and
their views on provision of support for

self-care’ (p.212)

23 adults with persistent back pain
Recruited through purposefully selecting
people who had responded to a postal
survey
South West England

People with long term LBP who
had responded to a postal
survey regarding GP visits and
control over LBP

In depth
interviews

Constant comparative
analysis

May (2007)

Exploration of patients’ attitudes and
perspectives about back pain and its
management.

34 people with experience of LBP
Recruited from two physiotherapy
departments within one town in the UK

Received physiotherapy
treatment for non specific LBP in
the previous year.

Semi
structured
interviews

Framework Method of
data analysis

Morris (2004)

Experience of attending back
rehabilitation class and self
management perceptions following

6 people with LBP
2 physiotherapists
Recruited from an NHS trust

Attended back rehabilitation
class under study.

Semi
structured

Thematic content

this. interviews and analysis
non participant
observation
Snelgrove and Liossi (2009) ‘Extend existing knowledge by 10 adults On waiting list of a chronic pain Semi Interpretative
providing a detailed and Recruited from a chronic pain clinic clinic, had experienced structured Phenomenological
contextualised understanding of the significant chronic LBP for at interviews Analysis
meaning of chronic LBP for least four years that was
participants with long standing unrelieved by previous medical
experiences of chronic pain’ (p.735) and surgical treatments
Tvieto et al. (2010) ‘Identify workplace challenges and 38 workers with LBP Full or part time workers Focus groups Grounded theory
between 18-65, with recurrent approach

self management strategies reported

Recruited via advertisement via email or
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by workers remaining at work despite
recurrent or persistent LBP’ (p.2035)

local newspaper

LBP in prior 12 months

Zuffrey and Schulz (2009) *

‘To examine the role of a patient
centred website on patients chronic
LBP self-management attitudes and

behaviours’

18 adults with chronic LBP
Contacted via mal

Individuals who were suffering
with chronic LBP who were
registered with the website and
living in the Italian part of
Switzerland

Semi
structured
interviews

Constant comparative
analysis with support
from ATLAS software

* These studies have not been included in the extant chronic LBP experiences qualitative synthesis discussed in the 3.1

introduction
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The remainder of studies recruited participants through advertisements
(Tvieto et al. 2010; Zuffrey & Schulz, 2009; Liddle, Baxter & Gracey, 2007).
Four studies included physiotherapists, with two studies having
physiotherapists as the sole population. One study recruited
physiotherapists from both the National Health Service and private practice
(Jeffrey and Foster, 2012) and one study does not state where the
physiotherapist was recruited (Harman et al. 2014). The remaining studies
have physiotherapists as part of their population (Crowe et al. 2010a; Morris,
2004).

The included studies often detailed the age of participants; with the studies
that provided more detail about the various ages of participants stated over
half of their included population were over fifty years of age (Mackichan,
Paterson & Britten, 2013; Cooper, Smith & Hancock, 2009; Zuffrey & Schulz,
2009; Liddle, Baxter & Gracey, 2007; May, 2007; Morris, 2004). Alongside
age, gender of participants was always provided. Mackichan, Paterson and
Britten (2013) are the only study where there are more males than females
included in the sample. The length of time people had LBP was frequently

stated and work status referred to in some studies.

Data collection: Semi structured interviews were the most frequently used
method of data collection (Mackichan, Paterson & Britten, 2013; Briggs et al.
2012; Jeffrey & Foster, 2012; Crowe et al. 2010a; Cooper, Smith & Hancock,
2009; Snelgrove & Liossi 2009; Zuffrey & Schulz, 2009; Campbell & Cramb,
2008; Benjamission et al. 2007; May, 2007; Morris, 2004; Cook &
Hassenkamp, 2000). One study used an in depth interview (Harman et al.
2014) with the remainder of the studies utilising focus groups (Dima et al.
2013; Tvieto et al. 2010; Liddle, Baxter & Gracey, 2007).

Data analysis: Thematic analysis was the most frequently employed method
of analysis (Harman et al. 2014; Dima et al. 2013; Briggs et al. 2012;
Campbell & Cramb, 2008; Liddle, Baxter & Gracey, 2007; Morris, 2004)
followed by the constant comparative approach (Mackichan, Paterson and
Britten, 2013, Zuffrey & Schulz, 2009; Cook & Hassenkamp, 2000). Other
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methods included the Framework Approach (Cooper, Smith & Hancock,
2009; May, 2007), Phenomenology (Jeffrey & Foster, 2012; Benjamission et
al. 2007), Interpretative Phenomenological Analysis (Snelgrove and Liossi,
2009), Grounded Theory (Tvieto et al. 2010) and content analysis (Crowe et
al. 2010a).

There were some decisions made among the supervisory team regarding the
inclusion of some studies into the qualitative synthesis. One study stated
their sample was people with experience of chronic pain and the majority of
their sample had LBP, with no further detail provided (Campell & Cramb,
2008). It was decided amongst the research team that this study could be
included into the review as its focus was relevant to LBP and this made up
the majority of the sample and was the focus of discussion. The inclusion
criteria stated that the majority of participants must be over eighteen years of
age. One study sample stated the youngest age was fifteen (Benjamission
et al. 2007). It was decided to include this study as its focus was not on
adolescents with LBP and the focus was appropriate to the aims of the
review. Mackichan, Paterson and Britten (2013) stated their focus to be ‘self-
care’ however they give very little detail of what they view self-care to be. As
self-management and self-care can be used interchangeably it was decided
this study would be appropriate for inclusion into the review. A study by
Dima et al. (2013) stated ‘persistent LBP’ as a category with length of time
living with LBP between six weeks and one year. It is unknown the
breakdown of experience within this category. The following categories are
termed ‘chronic/recurrent’ LBP for more than one year, which is 79% of the
sample. The decision was made to include this study with the qualitative
synthesis as the maijority of the population was experiencing chronic,
recurrent or persistent LBP and the study were relevant to the aims of the

synthesis.

3.3.4 Data extraction and Synthesis Approach

The data extracted from articles included in the synthesis was aims,
sampling method, sample characteristics, data collection, data analysis
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methods and findings relevant to the aim of the qualitative synthesis. The
data extraction sheet used was a template by Lloyd-Jones et al. (2010). The
findings of the studies will be discussed in more detail during the synthesis

process.

It must be noted that the studies included in the review have different
research questions. ldeally, the synthesis would have included studies
whose sole aim was to explore ‘self management’ of LBP and in which data
associated to this area were not only mentioned as one or two themes in the
findings. In order to not exclude potentially relevant data, studies were
included in which ‘self-management’ was clearly identified and was
prominent in the study findings, even if not the principal focus of the

research.

The synthesis approach adopted by Bunzli et al. (2013) was used. This
approach is adapted from Sandelowski and Barroso (2007) approach to
synthesis of qualitative research. The stages involve initial coding of the
findings from the included studies, grouping these codes and analysis of the
grouped findings to present an overview that integrates the included study
findings (Bunzli et al. 2013).

As per Bunzli et al. (2013) initial coding involved reading the extracted
findings and allocating appropriate terms. A list of codes was developed
following reading of the first four studies and this applied to the remaining
articles. Any new codes were added as this process developed. Findings
from the studies related to specific codes were added to a table. Where
possible the findings were detailed as provided in the articles and
summarised if there were large amounts of information, however still
reflecting the original content. Following initial coding similar codes were
grouped together to develop themes and reading of the findings allowed
development of an overview of the findings and higher order themes. This
approach was chosen as it had previously been utilised in a synthesis
exploring experiences of chronic LBP and the synthesis aimed to produce an
overview that kept true to the findings of the studies, not further develop
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themes as in meta-ethnography. However, it is important to note that the
synthesis is not a summary; it is a presentation of integrated findings from
the studies (Sandelowski & Barroso, 2007). Everything under ‘findings’ was
included and coded. Thomas & Harden (2008) qualitative synthesis
advocates this to not discount any relevant points, however discourage
coding direct quotes from participants as it is felt this may change the
interpretation that was already presented within the studies, thus author
interpretations were coded. These were explored to verify these were

grounded in the data.

3.4 Findings

The development of the final themes are illustrated in table 3.8.

Table 3.8: Development of synthesis themes

Theme development

Codes Categories Themes

Understanding self
management, confidence,
control, self efficacy, fear,
lack of understanding, active
involvement, on-going

Understanding and control
of low back pain

Self-management as
controlling low back pain:
perceived ability and
challenges

Exercise, individualised,
restricting activity/ staying
within limits, getting on with
it, effectiveness of strategies,
pacing, own experience,
other strategies, response to
pain, medication, not
engaging in strategies,
expectations, positive
thinking

Acceptance, searching for a
cure, time and experience

Strategies and self
management of low back
pain: Differing priorities

Acceptance of low back
pain is necessary for self
management

Response to pain,
independence, short term,
poor experience with
healthcare, role of the
healthcare professional,
future support, role of
family/peer support

Mechanism of support, family

Seeking support or
independence

Mode of support

Support in the context of
self-management
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3.4.1 Self-Management as Controlling Low Back Pain: Perceived Ability

and Challenges

3.4.1.1 Understanding and Control of Low Back Pain

Self-management is described within studies as something that is on-going
or a process in which a patient is engaged (Harman et al. 2014; Mackichan,
Paterson & Britten, 2013; Cooper, Smith & Hancock, 2009; Zuffrey & Schulz,
2009; Benjaminsson et al. 2007; Liddle, Baxter & Gracey, 20