“SELLING” CHRONIC PAIN: PHYSIOTHERAPISTS’ LIVED EXPERIENCES OF
COMMUNICATING THE DIAGNOSIS OF CHRONIC NON-SPECIFIC LOWER BACK
PAIN TO THEIR PATIENTS.

ABSTRACT
Introduction
Chronic non-specific lower back pain (CNSLBP) is a common musculoskeletal condition
which can be a source of significant distress and disability for patients. Approaches to
managing CNSLBP have been explored in healthcare literature, as has the importance of
communication in physiotherapy practice. However, no previous studies have explored
clinicians’ experiences of communicating their understanding of this diagnosis to their
patients.
Methods
A qualitative research design, using hermeneutic phenomenological methodology, was
employed. Five participants were purposively recruited for the research and data collected
via semi-structured interviews. Interpretative phenomenological analysis (IPA) methods
were used to analyse the data. Emergent, super-ordinate and master themes were developed
to help convey the qualitative significant meanings of the lived-through experiences.
Findings
Three master themes were identified, with each comprising two sub-themes. These were:
1) Patient-centeredness (1a. Understanding the patient, 1b. emotional awareness and
adaptability), 2) Getting patients “on board” (2a. the “selling” process, 2b. paternalism

and the clinician’s perspective), 3) Dealing with conflict and uncertainty (3a. fear of
interpersonal conflict, 3b. personal doubts and uncertainty).
Conclusions
Personal conflicts were identified between clinicians’ descriptions of their wishes to “sell”
their own perspectives to patients whilst simultaneously wanting to demonstrate a patientfocused approach and avoid the interpersonal conflicts which arose from clashes with
patients’ beliefs. Building a good initial rapport, showing empathy and adapting approaches
in response to perceptions of patients’ reactions were perceived as strategies to help mitigate
the risks of failed communication, but this was something for which participants felt
unprepared by their prior training.

INTRODUCTION
Chronic non-specific lower back pain
Lower back pain (LBP) is a common musculoskeletal condition and in many cases can
resolve quickly with simple self-management advice and general exercise (Balague et al,
2012; Koes et al, 2010; van Tulder et al, 2006). When symptoms however persist beyond the
period of time expected for normal tissue healing, this is considered to have become what is
commonly termed ‘chronic pain’ (Lumley et al, 2011; Furlan et al, 2009; van Tulder and
Waddell, 2005). This can cause emotional and psychological distress for sufferers, has been
cited as causing more years lived with disability than any other health condition and is
considered a cause of significant socioeconomic strain on health and social services across
the western world (Vos et al, 2012; Lambeek et al, 2011; Turk et al, 2008; De Souza and

Frank, 2007; Walker, Sofaer and Holloway, 2006; Luo et al, 2004; Walker, Muller and Grant,
2003).
LBP can also be classified as either ‘specific’ or ‘non-specific’, with specific LBP defined as
cases caused by identifiable structural tissue sources of pain or aggressive, infectious or
inflammatory pathology (Balague et al, 2012; Krismer and van Tulder, 2007; van Tulder and
Waddell, 2005). In contrast, non-specific LBP describes the majority of cases where no
specific tissue source of symptoms can be identified and, in cases of persistent symptoms, the
term chronic non-specific lower back pain (CNSLBP) is frequently used (Koes et al, 2010;
Machado et al, 2009; van Tulder et al, 2006). These broad classifications of LBP have
attracted common usage within healthcare literature and have been adopted by European and
United Kingdom clinical guidelines (NICE, 2016; O’Sullivan, 2012; Koes et al, 2010;
Airaksinen et al, 2006; Waddell, 2006). These guidelines recommend a multidimensional
approach to managing CNSLBP, which may reflect the growing popularity of novel
biopsychosocial approaches to understanding persistent pain (Kamper et al, 2015; Patel et al,
2013; Pransky, Buchbinder and Hayden, 2010; Moseley, 2007).
The biopsychosocial model has been defined as a way to view illness as the interaction of
cellular, tissue, cognitive and interpersonal factors, requiring individuals to be considered in
the context of their surrounding environment in order to fully understand their symptoms
(Fava et al, 2012). Although the role of these factors in the persistence of pain is not clearly
defined in the literature, studies have demonstrated a correlation between pain cognitions and
disruption of daily activities (Goubert, Crombez and Danneels, 2005). Several authors have
also linked the presence of emotional and psychological factors such as anxiety, depression,
catastrophisation and pain-related fear behaviours to poor prognosis in CNSLBP populations
(Laisne, Lecomte and Corbiere, 2012; O’Sullivan, 2012; Raymond et al, 2011; Koes, van
Tulder and Thomas, 2006; Waddell, 2006). It may be these observations which have led to a

recent focus within the physiotherapy community on effective patient education regarding the
multidimensional causes of persistent pain (Nijs et al, 2014; Louw et al, 2011; Moseley,
2003). In two separate clinical trials, Lowe et al (2011) and Moseley, Nicholas and Hodges
(2004) demonstrated improved patient engagement, reduced maladaptive pain-related
cognitions and improved physical outcomes in patient cohorts receiving structured
educational content on pain neurophysiology. These perspectives may be seen to support the
view that effective communication of the nature of persistent pain is an important tool in
physiotherapists’ clinical practice.
Whilst clinicians’ understanding of CNSLBP may be seen to have evolved in recent years,
evidence exists that this may contrast with some patients’ expectations of a structural
diagnosis when seeking to understand their pain (Hopayian and Notley, 2014; Snelgrove,
Edwards and Liossi, 2013; Verbeek et al, 2004; McIntosh and Shaw, 2003). In their megaethnography of qualitative evidence syntheses exploring patients’ experiences of living with
persistent pain, Toye et al (2017) identified a key theme they termed ‘the quest for the
diagnostic holy grail’. Failure in this quest was associated with feelings of loss of personal
credibility and patients’ understandable reluctance to abandon the diagnostic search may be
considered at odds with clinicians’ use of ‘non-specific’ or ‘biopsychosocial’ models of pain.
Although it is beyond the scope of this research to explore the evidence underpinning the
clinical diagnosis of CNSLBP, its debated and perhaps contentious nature has led the authors
to question how clinicians approach the communication of this diagnosis with their patients.
Indeed, in their study exploring patients’ experiences of primary care management of LBP,
McIntosh and Shaw (2003) identified poor communication of diagnosis to be a frequent
cause of dissatisfaction.
Communication in physiotherapy practice

Meaningful communication is considered to be integral to good clinical practice has been
associated with the building of successful therapeutic relationships in healthcare settings
(Leach, 2005; Ackerman and Hilsenroth, 2003; Cole and McLean, 2003; Paley and Lawton,
2001). Within the physiotherapy community, good communication has been encouraged as
part of a patient-centred approach that focuses on collaborative working and shared decisionmaking (Coulter and Collins, 2011; Edwards et al, 2004). This approach has been claimed to
improve rapport-building, clinical outcomes and patient satisfaction (Ferreira et al, 2013;
Oliveira et al, 2012; Hall et al, 2010; Casserley-Feeney et al, 2008). In a systematic review
of nineteen randomised controlled trials investigating the impact of communication skills
training for clinicians working in primary care and rehabilitation settings on clinical
outcomes, Oliveira et al (2015) concluded that small but statistically significant
improvements were demonstrable in patient-reported pain, disability and satisfaction.
Evidence to explain the influence of communication on clinical outcomes seems lacking in
the literature, but some authors have hypothesised that improved treatment compliance and
appointment attendance rates seen in patients with whom a good rapport has been built may
explain this phenomenon (Jesus and Silva, 2016; Ferreira et al, 2013; Oliveira et al, 2012).
In a survey of one hundred and eighty patients, Hirsh et al (2005) identified clear links
between patient satisfaction with the therapeutic relationship and treatment compliance in a
chronic pain population. In another study, Josephson et al (2015) undertook a discourse
analysis of eighteen physiotherapy consultations and concluded that communication and
interpersonal skills were integral to the processes of clinical assessment, patient engagement,
agreeing management plans and satisfaction with outcomes. The findings of these studies
may be argued to address the significance of communication with such a heterogonous group
as the CNSLBP population.

Communication may be considered to have significant implications for patients’ experience
of musculoskeletal care, but there has been surprisingly little exploration of this aspect of the
therapeutic relationship (Hopayian and Notley, 2014; Moore and Jull, 2013). Furthermore,
several large observational studies identified that, whilst physiotherapists recognised the
importance of engaging their patients in collaborative decision-making, this was something
with which they experienced difficulty in their clinical practice (Stenner et al, 2016; Dierckx
et al, 2013). There are further dichotomies within existing research, with evidence
suggesting some patients may prefer that their clinician demonstrates expertise by providing
opinions and answers rather than be actively engaged in their own decision-making
(Peersman et al, 2013; Liddle, Baxter and Gracey, 2007). The findings of these studies do
however conflict with the consensus of the wider literature, with a systematic review of
CNSLBP patients’ experiences of care concluding that personalised communication
approaches are highly valued (Hopayian and Notley, 2014). Interestingly, the dichotomies
identified in the literature could be argued to actually reinforce the need for meaningful,
personalised communication in order to fully understand each individual’s needs and
preferences.
Some exploration of healthcare professionals’ experiences with chronic pain populations has
been undertaken in the research. A recent qualitative evidence synthesis of 77 published
studies highlighting clinicians’ perceived challenges in navigating juxtaposed biomedical and
biopsychosocial models of pain, along with the communicative challenge of building trust
and a meaningful therapeutic relationship (Toye, Seers and Barker, 2017). Existing research
however has focused on communication in the context of treatment and management of
chronic pain , rather than the specific communication of an individual’s musculoskeletal
diagnosis.STUDY AIM

The aim of this study was to explore and understand the lived experiences of
physiotherapists communicating the diagnosis of CNSLBP to their patients during the course
of their clinical practice.

RESEARCH METHODOLOGY
This study employed qualitative research methodology to embrace the subjectivity considered
essential to gaining a deep understanding of human experience and was approached from the
authors’ epistemological position that there were no correct or incorrect world views, only
individuals’ varying perspectives (Gringeri, Barusch and Cambron, 2013; Petty, Thomson
and Stew, 2012a; Robson, 2011; Nicholls, 2009a; Mason, 2002; Ezzy, 2001; Carpenter,
1997). Phenomenology was implemented as a framework to facilitate exploration of the
study participants’ individual and potentially contrasting lived experiences (Converse, 2012;
Petty, Thompson and Stew, 2012b; Nicholls, 2009b).
Phenomenology aims to understand the lived experiences of individuals by seeking meaning
through a detailed exploration of the phenomena through which they live (Petty, Thomson
and Stew, 2012b; Mapp, 2008; van Manen, 2007). Its origins are commonly attributed to the
early twentieth century work of a German philosopher, Edmund Husserl, who developed
phenomenology as a philosophical method of enquiry, with epistemological interest in the
description of lived experiences as ‘phenomena’ to consciousness (Mapp, 2008; Koch, 1995).
A protégé of Husserl, Martin Heidegger, developed his own ‘hermeneutic’ (commonly cited
as ‘interpretive’) phenomenology as a method of ontology, in order to understand and
interpret the meaning of ‘being’ (Inwood, 2000; Spiegelberg, 1994). Within healthcare
research, these two phenomenological approaches have been recognised by empirical
researchers and are referred to as ‘descriptive’ or ‘interpretive’ (Flood, 2010; Lopez and

Willis, 2004; Cohen and Omery, 1994). In this study a hermeneutic (interpretive)
phenomenological approach, drawing on Heidegger’s texts, was employed for the exploration
of the research phenomenon: the participants’ lived experiences of communicating the
diagnosis of CNSLBP to their patients in the course of their musculoskeletal physiotherapy
practice.

RESEARCH METHODS
The process of data collection and analysis was undertaken by the application of
interpretative phenomenological analysis (IPA) methods, as developed and described by
Smith, Flowers and Larkin (2009). This approach was adopted as it provides a widely
accepted framework for the application of interpretive phenomenological principles to the
exploration of individuals’ lived experiences within healthcare research (Wilson, 2014;
Touhy et al, 2013; Cassidy et al, 2011; Smith, 2007; Reid, Flowers and Larkin, 2005).
Participant recruitment
Five participant volunteers were purposively recruited for the study. Small cohorts are an
accepted part of IPA methodology, which focuses on extensive and prolonged engagement
with participants in order to gain rich and meaningful insights into individuals’ lived
experiences (Creswell, 2009; Smith, Flowers and Larkin, 2009; Smith and Osborn, 2008).
Physiotherapists with at least one year’s post-graduate experience in musculoskeletal practice
and who had lived through situations of communicating the diagnosis of CNSLBP to their
patients were considered for inclusion. Individuals who had less than one year of
musculoskeletal experience, had not experienced the phenomenon of interest or who were not
fluent in English were excluded. Volunteer participants were sought via e-mail through

university postgraduate and social media networks within the musculoskeletal physiotherapy
field. Both mailing lists consisted of physiotherapists who had either completed or were
currently enrolled on post-graduate musculoskeletal physiotherapy courses in the United
Kingdom and were therefore likely to have lived through the phenomenon of interest. The
first five volunteers who fit the inclusion criteria and were available for interview were
recruited for the study and their demographic detailsare included in Appendix 1. All
participants were given a detailed information sheet outlining the nature of the study and
provided informed written consent. Ethical approval for the study was granted by a
university in the south of England.
Data collection
Individual, face-to-face, semi-structured interviews were undertaken and adopted the format
described by Smith, Flowers and Larkin (2009). All interviews were conducted by the first
author and commenced with the open question “can you describe to me, in as much detail as
you can, an experience you have had of communicating the diagnosis of CNSLBP to a
patient?” A list of exploratory prompts was used by the researcher to encourage elaboration
on any meaningful situations that were brought up by participants or when it was felt that
participants’ accounts were deviating from the phenomenon of interest (Kvale and
Brinkmann, 2009). The interview guide can be viewed in Appendix 2. Interviews were
conducted in private, closed rooms. Audio recording was employed and the researcher made
additional contemporaneous written notes. These included initial impressions, non-verbal
communication that may influence interpretation, interesting points raised by the participants
the researcher wished to explore further and personal reflections on interview technique,
interaction with the participants and any precognitions. Interviews drew to natural
conclusions when the participants had exhausted their accounts and the researcher felt a deep
and rich description of the experiences had been discussed. Each interview finished with a

final question asking participants whether they had anything else they wished to add and total
duration ranged from 49 to 55 minutes.
Data analysis
Data analysis was conducted by the first author, based on the methods outlined by Smith,
Flowers and Larkin (2009), in order to explore thematic meaning structures which best
reflected the most essential meanings of the participants’ lived experiences. Analysis began
with verbatim transcription and anonymisation of audio recordings by the first author. The
same researcher then read and re-read each transcript to immerse himself in the data and get a
sense of the whole. A detailed line by line analysis was then undertaken, with reference back
to contemporaneous notes. Exploratory comments, reflections and qualitatively significant
meanings termed “emergent themes” were recorded on each page, with consideration given
to data based on “linguistic”, “conceptual” and “descriptive” notes. An example of this
process is shown in Figure 1.
The next stage of the analysis involved grouping the emergent themes for each interview
transcript into “super-ordinate” themes. This involved printing each theme onto separate
pieces of paper, which were arranged and re-arranged in groups which either resonated or
contrasted with each other until patterns of linked themes emerged. Figures 2a and 2b
illustrate the result of this process for the first transcript analysis. Lastly, the super-ordinate
themes across all five interview transcripts were reviewed as a whole, noting similarities and
differences, and collated into the final “master themes” listed in Figure 3.
Trustworthiness
Methodological transparency and trustworthiness were sought throughout the data collection
and analysis in the way described by Smith, Flowers and Larkin (2009) as the “independent

audit”. This involves recording each step of the research in a manner which could be
independently scrutinised and all data was therefore recorded in the steps shown in Figures 1
and 2. In addition, each step was reviewed and discussed with the research team (2nd and 3rd
authors). A hermeneutic (interpretive) process was adopted to help make sense of the data,
look for patterns both within and between interviews and develop the emergent, superordinate and master themes to comprise all the individually varied, significant meanings.
This involved a cyclical process during each stage of the analysis of reading the data as a
whole, undertaking detailed analysis of the data and then reviewing the researcher’s view of
both the whole and the analysis. An example of how this was applied to the development of
the super-ordinate themes is illustrated in Figure 4.
Throughout the study the researcher remained sensitive to the importance of considering his
own precognitions, his influence on participants and data interpretation, emerging patterns
and alternative interpretations. To facilitate this process a reflexive log was kept of his
thoughts and reflections. These notes were incorporated into the transcript analyses to help
encourage critical thinking and provide transparency to the analytic process (Clancy, 2013;
Smith, 2006). Examples of reflexive entries are shown in Figure 5.
Throughout the research process, the other authors facilitated the re-iteration process within
the hermeneutic cycle by providing additional perspectives on the interpretations of the data
and theme development. For the purpose of the paper, the three authors worked in close cooperation in order to communicate the research methodology and process, as well as the
findings and their implications.

FINDINGS

The data analysis illuminated key meaning structures within and between the interview
transcripts. This helped explore the participants’ experiences of communicating the diagnosis
of CNSLBP to their patients and led to the emergence of three master themes, with each
comprising two sub-themes. These are illustrated in Figure 6.
Theme 1: Patient-centeredness
Participants described approaching initial communication in a new client encounter in a
patient-centred manner, using active listening and questioning. Their descriptions illustrated
the experienced importance of understanding their patients, which formed the first sub-theme.
Analysis of the data suggested they experienced this as a strategy to help them plan
approaches that would be meaningful to the individual.
“...I don’t know if I did anything in the first assessment... I’d listened to her, I’d
listened to all the story... I just listened to all of the, the things that were going around
in her head...”
(Participant A, p9)

“...I’d say... how much do you do... and why is that? Why do you then sit down? Does
that concern you?.. it’s kind of really trying to unpeel exactly what happens and
whether there’s any thoughts or beliefs behind their behaviour... and tapping into that
a bit more...”
(Participant B, p20-21)
The “unpeeling” process described by Participant B resonated with several participants’
accounts and involved encouraging dialogue to help them “see it from the patient’s point of
view” (Participant C, p21).

Linked to exploration of the patient’s perspective, the participant descriptions conveyed the
significance of their attempts to communicate the diagnosis in a manner that would be
accepted by the individual. Furthermore, their accounts suggested they experienced this as a
tentative process that was largely unplanned and involved attempts to monitor or “read”
patients’ reactions and non-verbal communication.
“...the patient was clearly uncomfortable every time I went near the emotional aspects
of pain... whereas every time we talked about the neurophysiology of pain, he was
really engaged and really interested... you could sort of feel, OK, this is actually
clearly helping...”
(Participant C, p12)
“...I might start my little spiel and you can see by their face... if there’s no mirroring...
they’re sitting back in their chair and they’re starting to fold their arms... then I think
I probably take the foot off the pedal... you just read it, don’t you?”
(Participant D, p24)
The experienced significance of these non-verbal cues and the adaption of communication
approaches in response to the participants’ perceptions of patients’ reactions illuminated the
second sub-theme of ‘emotional awareness and adaptability’. All participants addressed the
perceived significance of the therapeutic relationship and adopting an adaptable, patientcentred communication style as central to building a good rapport and not losing patient
engagement.
“I think when I start talking about neurones and synapses, very quickly I can see the
lights go off in people, but, but if I use some examples that pain can be modulated...
then people can think ‘oh, OK’... they can identify those issues in themselves.”
(Participant E, p11-12)

“...I just got the impression that something wasn’t clicking between us... I kind of
stopped asking questions at that stage... just highlighting it so that maybe I can come
back to that at a later stage when we’ve built up a bit more of a rapport and a bit
more of a... trust [sic] relationship.”
(Participant B, p12)
The participants’ accounts illuminated that emotional awareness was experienced as central
to the process of building trust in the therapeutic relationship. This gave further insight
towards understanding the use of adaptability in their communication experiences, as forming
a good rapport appeared to be a greater concern to them than communicating a specific
understanding of the diagnosis. In addition to adapting their verbal communication,
participants also described using non-verbal strategies to build trust. They felt it was
important to show empathy and put their patients at ease through the effective use of body
language.
“...there was a gap between us and so I moved round and I actually sat next to her...
you need to show some empathy, to show some understanding of how difficult that is...
you just need to say it’s OK...”
(Participant A, p9-10)

“...I put my clipboard down, I sit down... I just kind of use a lot of non-verbal skills...
so sitting down, arms open, um, not crossing anything...”
(Participant B, p12)
Overall, the participants addressed empathy and patient-centred approaches as ways to
demonstrate acknowledgement of patients’ perspectives and help ensure the patient felt
“believed”. They felt this was important to build a good rapport, which sometimes led them

to abandon theoretical or professional understanding of CNSLBP, illuminating a dichotomy
between theory and practice.
“... almost regardless of... the current state of research... links between psychology
and physiology of pain... from the patient’s point of view it’s just pain... so I think it’s
really important for the patient to feel they are believed...”
(Participant C, 18)
“... I took the science out of it... and used personal experience... I remember being
taught as a student ‘never use personal experience’, because... you’re not feeling their
pain, but sometimes I feel like in order to get that empathy you need to, you need to
just say... I know what you’re feeling...”
(Participant A, p20)
Further exploration of the experienced significance of building trusting relationships and
developing approaches to communication tailored to each individual helped identify the
second master theme.
Theme 2: Getting patients “on board”
Several participants’ accounts of utilising patient-centred approaches and building trusting
relationships conveyed a perceived significance placed on finding specific communication
approaches that could help guide their patients towards the participants’ own perspectives of
the CNSLBP diagnosis. They described attempts to tailor communication to the individual in
order to “find an angle” and “tap into” the things that would motivate patients to get “on
board” with the clinician’s perspectives. Participants B and C illustrated this in their
accounts of trying to change a patient’s focus from the need for further imaging and structural
diagnosis to the management of the factors they felt were contributing to central sensitisation
and physical de-conditioning.

“one particular patient...was still quite fixated on having an MRI scan...there’s
absolutely no clinical indication for scanning, and so...I used the car analogy, he
quite liked the car analogy, practical bloke, liked fixing cars and all that sort of thing,
so he was... quite on board with that.”
(Participant C, p7)
“you’re getting pain...but it’s not related to a structural problem...it didn’t seem
like..he was really taking on board the advice and things...he was very sedentary, but
did... do some weights in his bedroom... so I’ve tried to kind of tap into that a little bit
and... go from that angle...”
(Participant B, p3-4)
This use of analogies and practical examples as a strategy to get patients “on board” with
alternative perspectives of their pain conveyed a sense of pressure to convince patients to
“buy” an understanding of the diagnosis that may clash with their pre-existing beliefs. This
led to the emergence of the first sub-theme of “selling” CNSLBP.
“ ...you almost feel like you’ve got to sell... non-specific chronic lower back pain...”
(Participant A, p1)
“...the sort of examples that sometimes I, I use... and also through some practical
examples... it maybe gets a little bit more of a buy-in...”
(Participant E, p5)
Several participants described a reluctance to discuss the diagnosis of CNSLBP at the start of
their clinical encounters. Instead they placed significance on their attempts to build “layers”
and “foundations” with their initial communication, gradually drip-feeding information that
“built” toward the concepts they wished to convey in a manner they felt might be accepted by
their patients.

“...so, when you’ve decided there isn’t anything structurally that you can attribute it
to... is it about building up the layers of information? Before saying yeah... we’re
going to call it non-specific lower back pain.”
(Participant A, p1)
“...I suppose I was searching for something to show her, demonstrable, that we... we
could build some sort of foundation on...”
(Participant E, p8)
The participants’ accounts of their experiences highlighted the perceived significance of this
layering process, which commenced early within their clinical encounters. They described
using physical assessment and treatment as opportunities to “germinate” or “sow” seeds of a
shared understanding that might lead to the patient’s subsequent acceptance of the diagnosis.

“...I think in such a complex subject... it’s unrealistic to expect a patient, on their first
occasion... to take on board even a small amount of what you might say...you need to,
to.. germinate a seed of something, by talking... and then allow that to blossom...
having something that they can refer to themselves allows that to germinate... and
take root a bit more.”
(Participant E, p17-18)
“...if you do a thorough assessment and also if you do some manual therapy that
changes their symptoms in any way, it might not be particularly relevant to, um, what
you’re going to talk about in terms of pain theory, but, they’re ever so happy... then I
think you’ve sowed [sic] the seeds... after the pain talk, to go, yeah, how did you get
on with the pain talk? And see.”
(Participant D, p9)

The participants recounted employing such non-verbal strategies to “sow the seeds” required
to get patients “on board” when verbal communication alone was perceived to be insufficient.
Participant B described using physical props and visual aids in her practice and Participant E
used a biofeedback machine in an attempt to help a patient understand how weakness rather
than tissue damage might be a contributing factor to her persistent pain.
“I got out a spine... like a prop basically and explained the general anatomy and
physiology... how in pain the nerves communicate to the brain... I used pictures, I
drew the brain and spinal cord... try and relate that information...”
(Participant B, p9)

“...it maybe gets a little bit more of a buy-in when they can see themselves losing
control on simple limb-loading activities... I think by seeing that, she was able to
perhaps relate it more to our diagnosis.”
(Participant E, p5-6)
The participants emphasised their belief of the importance of patients “seeing for themselves”
the perspective they sought to convey. Their accounts illustrated that this was perceived to be
a more successful approach to communication than “hitting them head on” with conflicting
views and a significant aspect of their lived experiences of the “selling” process.
“...if you can show them something that they can see themselves... and allow them to
relate it to the real world, it... it gets them on board... they’ve already linked that in
their mind to having some relevance to... to them.”
(Participant E, p7)
“...I don’t want to hit them head-on, I kind of want to come alongside and steer...”
(Participant D, p20)

The participants’ paradoxical descriptions of both attempting to adopt a patient-centred
approach and encouraging patients to accept a specific understanding of CNSLBP appeared
to belie an over-riding emphasis placed on the experienced need to “sell” their own
perspectives. This formed the second sub-theme named as “paternalism and the clinician’s
perspective”, illuminating the participants’ perceptions of their own roles and responsibilities.
They described seeking to position themselves in a paternalistic position as an ‘educator’ of
the patient, with a perceived sense of responsibility to provide answers and advice.
“...and I said... what we know is that exercise helps, evidence has shown us that
exercise helps, so that’s what we’ll do... people go ‘OK, you do know what you’re
talking about, I’ll try it’.”
(Participant A, p21-22)
The implications of participants’ own perspectives in their communication are illustrated in
an example discussed with Participant E of talking with a patient about psychological and
social influences on their persistent pain. He expressed a sense of discomfort and
dissatisfaction in this situation and his His account manifested his perceived frustration that
he felt he could not focus on the aspects of physiotherapy practice that he would have
preferred.
“...there’s a service... for people like yourself... although we’ve done some, some of
that, at the end of the day we’re a, um, MSK service... we spent so much time talking,
but I would have liked to have got him into a, a gym, or into a group where he could...
have done some exercise...”
(Participant E, p15)
The meaning illuminated by this account contrasts with the patient-centred approach
highlighted elsewhere in the data and appears to be more directly related to Participant E’s
own opinion and preferences when approaching communication with his patient, rather than a

perception of the aspiration of the individual. The sense of frustration in participant E’s
account may reflect the dichotomy of his attempts to engage in patient-centered
communication whilst also retaining his own perspective of his role within the therapeutic
encounter. Several participants specifically addressed this as an area for improvement in
their practice and reflected on the significance of their experiences in helping to improve their
confidence and adopt more patient-centred approaches..
“...the more I have become qualified, the more comfortable I am with that diagnosis...
when you first graduate... you want to find that thing that is wrong, then I will cure
you of your problem... the more that you do this job, the more that you realise there
are so many other contributing factors... the more that you are confident with that
understanding, the easier it gets.”
(Participant A, p1-2)
“...I guess in the past I’ve been guilty of, um, being a bit baffled by this wide barrage
of symptoms that don’t really fit any form of mechanical pattern. So going down the
route of, you know, massaging, mobilising, um, a very mechanical approach... I think
that’s probably something that’s changed more as I’ve got a bit more experienced
and, and realised that, to help these people, it’s addressing some of the things which
are not quite so easy... to put right.”
(Participant E, p20)
These accounts illuminated a sense of uncertainty in the participants’ encounters, expressing
beliefs that their clinical practice experience had brought them learning opportunities that not
been available to them in their undergraduate training and for which they may have felt
unprepared when approaching this patient group. Further exploration of the challenges
experienced by participants attempting to balance patient-centred approaches with their more

paternalistic views and a desire to “sell” a specific concept led to the emergence of the final
theme.
Theme 3: Dealing with conflict and uncertainty
Experiences of dealing with conflict appeared in all five interview transcripts and were
described directly inter-related with feelings of anxiety, apprehension and uncertainty. These
experiences fell into two distinct sub-themes: the fear of interpersonal conflict with patients
and the experience of personal doubts and uncertainty.
Exploration of the significance of building a good rapport and getting patients “on board” in
the participants’ experiences uncovered a sense of aversion to engendering any breakdowns
of communication that could result from challenging patients’ beliefs. Any such occurrences
appeared inter-related with a sense of distress, with failures in communication described as
“disaster” scenarios participants wished to avoid.
“...a sharp intake of breath and you’re like, eeee! [mimes screaming and then
exhaling to calm herself down], chill yourself out, OK...”
(Participant A, p23)
“...he was really quite upset...the rug had been pulled... out from under his feet... it
could have been managed a bit more sensitively... and that was just a disaster.”
(Participant D, p17)
The experiences of anxiety and uncertainty were further illuminated in participants’ accounts
of their perceived responsibility to challenge certain patient beliefs and their wish to avoid
any misunderstandings that might cause a breakdown in the therapeutic relationship.

“...the difficulty is... you’re getting across this idea that, yes, you’ve got pain, but no,
there’s nothing that anyone can find that’s specifically causing that pain... that does
make patients question oh, OK, are they saying my pain isn’t real...”
(Participant C, p21)
Participants’ descriptions of the fear of interpersonal clashes in the raw data appeared interlinked with their approaches to communication, with the previously described process of
gradually “layering” information utilised in order to avoid hitting patients “head on”. Several
participants recounted experiences of conflict avoidance, whereby they refrained from
communicating concepts they felt were in their patients’ best interests in favour of ones that
were perceived as less likely to create conflict. Participant C described this as returning to
his “comfort zones” and “stuck record mode”, conveying a sense of personal dissatisfaction
in his own performance.
“I think I tend to go into a bit of a stuck record mode... where I’m struggling with
patients, I tend to go more towards a physiological explanation of pain, which is not
necessarily the most helpful thing for, for that patient.”
(Participant C, p16)
“...I certainly, with her, veered back onto the physiological explanations... I think the
reason I do that is probably a combination of it being more a comfort zone for me as
a physio, um, and to some extent... it’s more of a comfort zone for patients.”
(Participant C, p17)
Participant C’s experience resonates with the accounts of other participants, who recalled
experiencing similar feelings of pressure to communicate specific messages effectively and
provide their patients with solutions. This further illuminated the sense of their own
professional roles and responsibilities, as perceived by the participants themselves.

“...I think you always feel their hope on your shoulders... and it’s hard sometimes to
not want to sell them the world... you feel... their desperation, and their hope, and that
sometimes plays on your mind.”
(Participant A, p7)
This sense of professional roles and responsibilities did however vary between participants.
Participant D, for example, addressed the limits of her personal responsibility in one of her
accounts.
“...that’s not my problem to say oh yes, I think you need to go for a, a scan or not.”
(Participant D, p14)
Interestingly, she subsequently addressed fewer of the anxieties and uncertainties described
by other participants. However, this may reflect the perceived sense of her role as part of a
multi-disciplinary team, with responsibility shared with other health professionals. This does
resonate with the experiences of the other participants, who described seeking support in the
opinions of colleagues during particularly challenging patient encounters. Participant B, for
example, explicitly addressed the significance of providing information agreed with another
colleague in her communication to a patient.

“...it kind of reinforced the explanation as well, so I was saying oh, myself and
[strongly emphasises word] my colleague have found this and, you know, we feel
scans and things doesn’t [sic] show that there’s anything dangerous going on...”
(Participant B, p10)
The conflicts and uncertainties experienced by participants when planning their approaches to
communicating the diagnosis of CNSLBP to their patient were not only inter-related with
their experiences of aversion to interpersonal conflict, but also by their experience of their
own doubts and scepticism regarding the diagnosis itself. This appeared in several further

accounts of the uncertainty and anxiety participants experienced when communicating with
this patient group.
“I think that, whether it’s a diagnosis or whether it’s an umbrella term... where
there’s no structural, um, problem... I find it quite difficult to explain to patients...”
(Participant B, p1)
“...in my opinion, in physio at the moment... it’s all sort of pain theory, which we’re a
little bit fluffy about in all honesty... like ‘neurotags’, that’s a physio made-up word,
surely? I mean, as I say, I’m a little bit sceptical...”
(Participant D, p6)

DISCUSSION
The aim of this study was to provide an in-depth exploration of the communication of the
CNSLBP diagnosis to patients as a lived-through experience by musculoskeletal
physiotherapists and present the results in a manner which may facilitate reflection on one’s
own approaches to communication in clinical practice. The master themes emerging from
this study were not mutually exclusive. The participants’ experiences illuminated ways in
which the themes could either support or clash with each other and there were numerous and
often conflicting meanings with varying implications for communication. However, this is a
typical characteristic of a qualitative, hermeneutic phenomenological study and any
empirical variations of the experiences contained within the participants’ descriptions were
considered qualitatively significant, helping to understand the complex phenomenon.
Therefore, each master theme articulates the best possible expression of a range of meanings,
expressed in multiple ways in the raw data.

Several significant implications can be identified on the basis of the study. A focus on
understanding patients’ perspectives and shaping communication to each individual suggests
a strongly patient-centred approach and this certainly resonates with the collaborative, joint
decision-making that has been championed as
integral to good clinical practice (Coulter and Collins, 2011; Edwards et al, 2004; Barr and
Threlkeld, 2000). The concept of patient-centredness in healthcare is not new, with past
advocates within the medical community describing consultation styles whereby interaction
were guided by the patient’s experience and an attempt to ‘enter the patient’s world’ in order
to view illness through their eyes (Mead and Bower, 2000). Within physiotherapy practice,
patient-centredness has been defined as the acknowledgement of patient individuality and
building therapeutic relationships which include education, communication and
empowerment of the individual (Wijma et al, 2017). Furthermore, previous qualitative
exploration of CNSLBP patients’ experiences of physiotherapy has highlighted that good
communication, clear explanations, an individualised approach and involvement in their own
decision-making were highly valued (Cooper, Smith and Hancock, 2008). The themes
identified in the current study may be considered to echo these perspectives, with the
participants’ attempts to engage in patient-centred approaches to communication reflecting
trends within the wider healthcare community. However, in the data , this at times appeared
to belie an underlying paternalistic wish to get patients “on board” with the clinicians’
perspectives. Indeed, the patients’ own views were often perceived as barriers to overcome
rather than something with which participants were prepared to compromise and collaborate
as equal partners in the therapeutic relationship and it may be viewed that the significance of
collaborative working practices were addressed by the participants as a means to build the
initial trust which they acknowledged as a necessary precursor to patients “buying into”
views which may conflict with their own. This study is not the first to suggest that

physiotherapists may find it challenging to implement patient-centred approaches in their
practice, with evidence demonstrating that collaborative working is often undermined by
clinicians’ paternalistic approaches to their roles (Barr and Threlkeld 2000; Dierckx et al,
2013; Stenner et al, 2016).. The paradox between attempts to recognise patients’
perspectives and simultaneously “sell” the clinicians’ own viewsmay explain the anxiety,
uncertainty and personal conflict discussed in the third master theme.
Anxiety and personal conflict were particularly apparent in participants’ attempts to discuss
the role of psychosocial factors in CNSLBPand there are further resonances here with the
wider literature. Physiotherapists managing patients with CNSLBP have expressed feelings
of tension and uncertainty when patients’ views and expectations conflicted with their
own(Jeffrey and Foster, 2012) and, despite recognising the value of the biopsychosocial
model, have been observed to find it difficult to operationalise this approach in their clinical
practice, with challenges arising when navigating patients’ health beliefs, fears and social
contexts (Sanders et al, 2013; Singla et al, 2015; Zangoni and Thompson, 2017). The
participants in this study described similar experiences and the sense of anxiety and
uncertainty illuminated in their accounts of addressing the biopsychosocial care of patients
with potentially contrasting views highlights the challenges of successful communication
and collaboration within the therapeutic encounter.
When approaching communication of the CNSLBP diagnosis, the participants described a
process of questioning, listening and seeking to understand their patients as strategies to build
the rapport and mutal trust they believed were required as a precursor to “selling” their own
views of CNSLBP. The implication to practice is that this was a tentative, reactive process
that rarely adhered to a specific plan, style of communication, or use of language. It was
instead influenced by the clinicians’ perceptions of patients’ reactions to their communication
in a responsive and adaptable process. The uncertainty this created for them once again

seemed to add to feelings of anxiety. This is perhaps unsurprising, as it has previously been
observed that physiotherapists struggle with uncertainty in their clinical practice and view
this as a potential source of conflict with patients (Slade, Molloy and Keating, 2011). In the
current study, the participants described attempts to use their interpersonal skills, empathy
and non-verbal communication as strategies to avoid conflict situations and this resonates
with the value patients have been reported to place on these skills by their clinicians when
attending musculoskeletal physiotherapy consultations (Kidd, Bond and Bell, 2011). The
significance placed by the participants on successful communication with their patients also
echoes the focus on this facet of the thereutic relationship by previous researchers, with some
authors concluding that improved engagement, treatment compliance, appointment
attendance rates and satisfaction with outcomes were seen in patients with whom a good
rapport has been built (Josephson et al, 2015; Hirsh et al, 2005; Jesus and Silva, 2016;
Ferreira et al, 2013; Oliveira et al, 2012). Observation of this in clinical practice may explain
the importance the physiotherapy profession has placed on good communication and the
participants’ unplanned approach to communicating the nature of CNSLBP may represent
attempts to remain responsive to the individual patient and adaptable in their use of language.

The dichotomies identified in this study resonate with those that have been discussed in
recent physiotherapy literature advocating the postmodern movement of ‘connectivity’. This
philosophical approach to the therapeutic alliance challenges the stigma attached to
paternalistic practises, arguing that effective collaborative working benefits from a state of
‘co-dependence’ between patients and clinicians (Nicholls et al, 2016). This perspective may
offer an opportunity to embrace aspects of both traditional paternalistic and novel patient-

centred approaches to patient engagement, without engendering the conflicts experienced by
this study’s participants. It may be argued that expert clinical practice should not seek to
operationalise a consistent communication strategy but rather demonstrate the adaptability to
approach each individual patient encounter as a unique experience built on mutual trust.
Indeed, expert practice has been described as the clinician’s ability to draw from a variety of
theoretical knowledge and personal experiences to determine the most suitable approach to
each clinical encounter (Shaw and DeForge, 2012). Although this research has identified
adaptability as a theme in participants’ approaches to communication, their accounts
highlighted the challenges they experienced attempting to implement this in their practice.
Effective rapport-building with this patient group was acknowledged as developing with
experience and was something for which the participants felt unprepared by their
undergraduate education. Participant E even stated that communication with patients with
more complex biopsychosocial presentations may not be within his scope of practice, which
may highlight a gap in current physiotherapy training programmes. This perspective shares
interesting parallels with studies that have suggested physiotherapists may lack the necessary
training and confidence to address the holistic biopsychosocial needs of CNSLBP patients
(Zangoni and Thompson, 2017; Singla et al, 2015; Synott et al, 2015). It may be argued that,
given the growing emphasis on the biopsychosocial model and collaborative decision-making
in the management of persistent pain, a review of educational curricula may well be
warranted to help better prepare clinicians for the communication challenges they may
encounter in their musculoskeletal practice.
The ontological and epistemological challenges experienced by the participants during the
course of their practice may raise questions regarding the evolving role of the physiotherapist,
with conflicts arising as a result of their own perceptions of their responsibilities within the
therapeutic relationship. A lack of clarity regarding their own professional roles may well

have contributed to their apparent sense of unease during their clinical encounters. These
experiences resonate with evidence from Toye et al’s (2017) meta-ethnography to understand
health professionals’ experiences of treating patients with persistent pain, in which the
navigation of juxtaposed models of medicine was identified as a key challenge for clinicians.
This may reflect the physiotherapy profession’s traditionally positivist approach to seeking
quantifiable, objective truths in clinical practice and the conflicting paradigms navigated by
clinicians trying to operationalise patient-centred, biopsychosocial approaches may well
contribute to their doubts and uncertainties (see Petty, Thomson and Stew, 2012a; Johnson
and Waterfield, 2004; Gibson and Martin, 2003). The participants not only described the
challenges of “selling” the diagnosis of CNSLBP to their patient, but several also expressed
their own scepticism about the diagnosis, describing it as “fluffy” and an “umbrella term”.
Whilst exploring the validity of the diagnosis is beyond the scope of this paper, its use
remains contested in the literature and some authors have championed alternative
classifications of CNSLBP presentations (Costa et al, 2013; Sheeran, Coales and Sparkes,
2015; O’Sullivan, 2006; McCarthy and Cairns, 2005; O’Sullivan, 2005; Turk, 2005). It has,
for example, been proposed that the understanding of persistent pain may have become too
polarised in the consideration of psychosocial factors, with a need to pay equal consideration
to pathoanatomical causes of pain (Ford and Hahne, 2013). This view resonates with
Participant D’s expressed view that the current trend in physiotherapy is too focused on “pain
theory”. It could arguably be considered that one of the reasons physiotherapists may
struggle to “sell” CNSLBP to their patients, is that they may be reluctant to “get on board”
with the diagnosis themselves. One may question whether the “selling” process could be less
challenging if one begins from a position of greater confidence in one’s own understanding
and acceptance of the diagnosis. This may have implications for the discussion of the role of
biopsychosocial factors in persistent pain and perhaps explains physiotherapists’ experienced

reliance of retreating to the perceived safety of their “comfort zones”. One may wonder
whether personal reflection on one’s own beliefs regarding a diagnosis is a sensible first step
prior to considering how this understanding should be communicated to patients.

CONCLUSION
This qualitative study sought to explore the lived experiences of physiotherapists
communicating a common diagnosis to their patients and present findings in a transparent
manner for consideration by the reader. Throughout the raw data, participants highlighted the
challenges of balancing a paternalistic wish to communicate their own views with their
concern that this may become a source of interpersonal conflict. This was often associated
with feelings of anxiety and appeared to be a particular issue with this diagnosis, as CNSLBP
was regularly shrouded in preconceived meaning for both clinicians and patients.
Participants sought to mitigate the risk of unsuccessful communication by relying on
interpersonal skills to help them understand patients’ perspectives, show empathy and form a
good initial rapport. They described a tentative, unplanned, responsive process of
communication aimed at getting patients “on board” with the clinician’s perspective of the
diagnosis, described as “selling” the diagnosis. There was recognition of the importance of
patient-centred communication, but the clash this created with participants’ sense of
obligation to “sell” a specific understanding resulted in feelings of personal conflict and
doubt. These experiences were inter-linked with feelings of anxiety and uncertainty when
approaching communication with this patient group, which was an area of clinical practice
for which participants felt unprepared by their undergraduate training. The communicative
process was summarised succinctly by Participant E:

“...it’s the listening, talking, using examples that they can relate to... and take on
board...”
(Participant E, p19)

LIMITATIONS OF THE STUDY
The area of clinical practice explored in this paper is one in which the first author has worked
and it is acknowledged that his own experiences may be reflected in the interpretative
processes. However, as a phenomenological study the objectives were not to draw concrete
conclusions regarding the reality or to claim transferability of findings. Rather, the reader is
humbly encouraged to consider the presented information, draw his or her own conclusions
and reflect on how this may hold meaning for their own practice.
IMPLICATIONS FOR PRACTICE

The findings of this study have highlighted the complexities and challenges of successful
communication and suggested there is a need for further training and mentorship in clinical
practice. Physiotherapists might seek mentorship from clinical psychologists whose skills
and experience in communication form the core of their practice. They may also benefit from
reflection on their own understanding, beliefs, decision-making and approaches to
communication within the therapeutic encounter as a precursor to reducing the doubts and
conflicts which may arise from navigating contrasting perspectives and models of care.
Additionally, undergraduate curricular need to be continually reviewed to consider how they
are helping to prepare students for the challenges of clinical practice. Further emphasis on

communication and inclusion of service users in the curriculum may help better prepare
students for the real-world situations they will experience. This in turn may facilitate the
development of the adaptable, patient-centred and non-verbal interpersonal skills identified
by the participants of this study as central to successful communication in their
musculoskeletal practice.

SUGGESTIONS FOR FUTURE RESEARCH
The conflicts and doubts related to communicating a diagnosis of CNSLBP were highlighted
in this study. The phenomenon explored however related specifically to clinicians’
experiences, which may not immediately translate to significant meaning for patients. Future
research may therefore explore both physiotherapists’ and patients’ beliefs and perceptions of
the diagnosis CNSLBP, to better contextualise the challenges faced by this study’s
participants within a broader understanding of popular opinions on the diagnosis, along with
the contrasts and conflicts which may manifest between clinicians’ and patients’ perspectives.
Greater insight into these contrasts may be a useful step towards bridging different
expectations of the therapeutic encounter and improve collaborative, shared decision-making,
patient experience and satisfaction in physiotherapy practice.
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