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The advice given by physiotherapists to people with back pain in primary care.

Highlights


· This research categorises the content of advice offered to people with back pain
· Advice and reassurance are integral to empower people to self-manage their pain
· Clinicians must avoid contradictory and unhelpful messages when giving advice
· Research is needed to identify how clinicians develop skilled advice-giving
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Abstract
Background: 
Back pain guidelines endorse giving advice to enable people to self-manage and continue normal activities. Little is known however, about the content of advice that clinicians give and this project aimed to identify the advice given by clinicians to patients with back pain at their initial consultation.

Methods:
A secondary analysis was conducted with 25 audio-recordings and transcriptions of consultations between patients with back pain and physiotherapists in a primary care outpatients department. Using a Framework approach, the data were coded and analysed to identify the content of advice given and mode of delivery.

Results:
The mean duration of consultation was 38 minutes 59 seconds (range 26:21-53:16). Advice was given in 88% (n=22/25) of consultations and 96% included additional exercise instruction. Cognitive reassurance was evident, focussing on getting people confident to ‘move your back’ despite pain and encouraging active lifestyle changes. Beyond reassurance and discussion to enhance confidence, the key topics of advice given were: activity promotion; postural changes; practical self-help advice regarding ways to sit; pain-management advice including medication and using heat. Gaps were identified in the advice given, most notably there was a lack of specificity relating to the frequency and duration of recommended tasks and activities. 

Conclusions:
Advice and reassurance are integral to enabling people to self-manage their back pain. It is important to avoid contradictory and unhelpful messages. Despite its importance, little is known about the advice offered by clinicians during initial back pain consultations highlighting the need for guidance to be patient-centred and tailored.

Keywords: Advice; Low back pain; Physical therapy, Self-management, Reassurance



1. Introduction
With a lifetime prevalence of up to 82.5%, back pain is a common concern (Hoy et al., 2010). Low back pain (LBP) is a leading cause of disability worldwide (GBD15, 2016) and in the Global Burden of Disease 2015 study, it was ranked highest in terms of disability with the greatest years lived with disability of all conditions. As levels of disability rise, especially among working age groups, Hartvigsen et al. (2018) highlight the need to reverse these trends, calling for action to address the growing burden of back pain and reinforcing the key message, that non-pharmacology treatments such as advice and activity are first line treatments (Lin et al., 2020).

Advice to stay active, and education about LBP have been strongly recommended in back pain literature (Traeger et al., 2019a), along with a recognition that health professionals need to help people with back pain live healthy lifestyles and promote wellbeing while addressing comorbidities (Buchbinder et al., 2018). Consequently, best practice guidelines for managing back pain universally endorse advice-giving to enable people to self-manage and continue with their normal activity (O’Connell et al., 2016, Oliveira et al., 2018). Likewise in the UK, the National Institute for Heath and Care Excellence (NICE) guidelines (2016) recognised that information and advice should be patient-specific to enable people to engage according to their needs and capabilities. The shift in this thinking about managing back pain in primary care focuses on screening and a stratified management approach, guiding patients with low to high risk of persistent pain, to non-pharmacological treatments such as advice and exercise (Foster et al., 2018 and Traeger et al., 2017). This recommendation is made, without knowing the mechanisms of these treatment modalities and a recognition that effect sizes of such treatment may be modest (O’Sullivan et al, 2019 and O’Keeffe, 2019).

Advice is a frequently-used treatment intervention in clinical practice and a survey of 271 physiotherapists in Western Sweden reported that advice-giving on posture (94%) and to keep active (92%) were the most-commonly used interventions in consultations involving people with subacute, non-specific LBP (Bernhardsson et al., 2015). Current evidence recognises that back pain is not caused by posture or bending (Wai et al., 2010, O’Sullivan et al., 2016, Slater et al., 2019), yet, there appears to be a common concern by people with back pain that their back is vulnerable (Darlow et al., 2015). Even among people who are pain-free, there is a common belief that lifting with a rounded back is associated with ‘danger’ (Caneiro et al., 2018). Physiotherapists commonly provide patient education (which generally entails offering condition-specific information and making specific contingency plans), rather than providing support for self-management (Hutting et al., 2020). Self-management is considered a dynamic and continuous process and is defined as the ‘individual’s ability to manage the symptoms, treatment, physical and psychosocial consequences, and lifestyle changes inherent in living with a chronic condition’ (Barlow et al., 2002). This concurs with a national survey by Liddle et al. (2009) of 419 physiotherapists in Ireland that reported high-preference for advice-giving to promote activity. The authors identified a need for greater emphasis on incorporating reassurance to ‘keep active’ in this process. 

	Reassurance and possible predictors of short-term outcome

	Cognitive
	Affective

	Increased knowledge
Enhanced control
Enhanced self-efficacy
Changes in belief
	Satisfaction
Perceived support
Trust in practitioner
Reduced anxiety


A systematic review by Pincus et al. (2013), identified that different components of reassurance may have different effects upon outcome for people in pain, suggesting that cognitive (informational) reassurance is important to reduce patients’ concerns and empower people and improve clinical outcomes. Meanwhile, affective (emotional) reassurance may be linked to improving patient experience rather than their actions (see Table 1). Furthermore, Holt et al. (2015) explored reassurance during low back pain consultations with GPs (n= 23) and recognised that both emotional (affective) and informational (cognitive) reassurance were valued by patients, who needed to feel listened to and receive clear explanations, to feel less concerned and more empowered. 


	Reassurance and possible predictors of short-term outcome

	Cognitive
	Affective

	Increased knowledge
Enhanced control
Enhanced self-efficacy
Changes in belief
	Satisfaction
Perceived support
Trust in practitioner
Reduced anxiety







Table 1: Types of reassurance and possible short-term outcomes based on work by Pincus et al. (2013)








Despite its importance, little is known about ways clinicians promote physical activity and it is recognised that current physiotherapy practice needs to align more closely with health policy literature (Lowe et al., 2018). This issue is not unique to physiotherapy, as the wider literature highlights many barriers and inconsistencies about how to counsel physical activity levels (Lobelo et al., 2014). Furthermore, differences exist in physiotherapists’ perceptions of their role in wider health promotion with barriers affecting confidence, especially in non-exercise based health conversations (Shore and Hebron, 2020). 

A systematic review comparing evidence-based advice for people with acute non-specific LBP (21 clinical trials) and (international/national) guideline recommendations, reported there were many components of advice interventions, including ‘content’, ‘delivery’ and ‘regimen’ (Stevens et al., 2017). The specific content of advice was categorised into education about LBP and its prognosis; advice to stay active; self-management strategies including posture, pain management; and advice on the medical management of LBP (such as diagnostic tests). The method of advice delivery most-commonly reported was face-to-face (72%), but other media such as booklets, video and group settings have been explored. No single delivery method is recommended by back pain guidelines. 

In summary, despite best practice guidelines endorsing advice in the primary management of LBP to enable people to self-manage, the incomplete guidance lacks standardisation and specificity of advice interventions (Stevens et al., 2017). Furthermore, there appears to be a consensus among physiotherapists to give advice about posture and maintaining activity despite back pain, in conjunction with exercise prescription (Bernhardsson et al., 2015). Likewise, patients with back pain consulting a physiotherapist expect to be informed about their condition, be reassured, while understanding possible causes and management strategies (Kamper et al., 2018 and Lim et al., 2019), which includes aspects of patient education and self-management. 

As little is known about the content of advice for back pain, nor how it is delivered in clinical practice, the purpose of this research was to classify the content of advice offered to patients with back pain by physiotherapists during observed, initial consultations. To optimise advice interventions and promote self-management, it is necessary to understand both the content of advice given and how it is delivered in clinical practice.

2. Methods

2.1 Design and setting
This paper reports a secondary analysis of qualitative data from a research programme exploring the communication that takes place during initial consultations between musculoskeletal physiotherapists and patients with low back pain. The original qualitative study, with a cross-sectional, observational design, was underpinned by an ontology of subtle realism. This post-positivistic / realistic approach recognises subjective perceptions and observations, and perceives the world in ways that are in some sense consistent with its immanent organisation (Murphy et al., 1998). This offers a valuable epistemology for healthcare research when studying relationships and experiences (Duncan and Nicol, 2004).

Using secondary analysis of existing qualitative data offers narratives that discuss issues related to, but different from, the primary questions in the original research. There is a well-established tradition of using quantitative datasets within social and health research, but this has not been the case until recently with qualitative datasets (Long-Sutehall et al., 2011). Secondary analyses have been criticised on epistemological grounds suggesting personal involvement is necessary in data production, however as Long-Sutehall et al. (2011) report, this can be mitigated with access to recordings of the original data, along with field notes and access to the primary researcher. For this research, express consent was gained from participants for secondary analysis, conditional upon the primary researcher being involved (to aid interpretation and reflexivity), and all the original research data (including audio-recordings) were accessed.

The setting was a primary care setting (an outpatient department in the South of England) (ref X)[footnoteRef:1]. As per usual care, patients were referred to the service by their General Practitioner (GP), and appointments in this service were allocated 45 minutes for an initial consultation. [1:  Reference omitted for initial manuscript submission anonymity ] 


2.2 Participants
Patients: The patient sample (n=42) included adults aged ≥18 years, referred by their GP with low back pain (of unspecified duration), defined as pain in an area bounded by the 12th thoracic vertebra and ribs superiorly, gluteal folds inferiorly and contours of the trunk laterally. The inclusion criteria were: patients with a history of recurrent back pain; receiving no physiotherapy treatment within the preceding three months (to ensure the findings related to this episode of care). The exclusion criteria were: signs and symptoms suggesting possible serious spinal pathology (red flags); spinal surgery for current episode; another musculoskeletal disorder more troublesome than the back pain; consultations (for this episode) with other health care professionals (excluding the GP); a known severe psychiatric or psychological disorder; and people who were unable to communicate in English without assistance.

The inclusion criteria for clinicians were all physiotherapists working in the study setting (n=15), registered with the Health and Care Professions Council and currently managing patients with back pain.

2.3 Data collection
A small, digital Edirol audio-recorder (model R-09HR, Roland Corporation, Japan) was placed in the treatment cubicle. The senior researcher (LR) discreetly sat out of the direct field of vision of either participant and took no active part in the consultation, recording field notes to contextualise the events that took place. These notes were used alongside the audio-recordings, which were transcribed verbatim. 

2.4 Data analysis
A content analysis was undertaken to identify the key content of advice given in the consultations and the mode of delivery. Where appropriate descriptive statistics are used to identify the prevalence of advice content and delivery and the qualitative data were managed using a Framework approach (Ritchie et al., 2003, Gale et al., 2013), on a Microsoft Excel 2016 spreadsheet. The categories were identified by the first author (LOJ) and verified by the senior researcher (LR) and any variations were discussed and resolved.

3. 
Results

One hundred and fourteen patients were sent information packs and 27 were recruited to the study (response rate 24%). During recruitment, data were gleaned for two patients that rendered them ineligible and they were subsequently excluded. Therefore the sample comprised 25 participants (female n=12, male n=13) aged 20-81years (mean 47.8 years); with a 7 week to 9 years’ duration of back pain (mean 62.6 weeks, median 28 weeks).

Fourteen clinicians were recruited and nine (6 female, 3 male) successfully recruited patients within the study time frame. They included physiotherapists of varying experience (NHS job banding): 3 clinicians were in band 5 roles ‘early career’; 4 were band 6 ‘specialist’; and 2 were band 7 ‘advanced practitioners’. Clinicians’ post-graduate experience ranged from 6 months to 15 years (median 4 years). 

The mean duration of the initial consultation was 38 minutes 59 seconds (range 26:21-53:16) and the total data set comprised 975 minutes. 

3.0 Delivery of advice
Advice was given in 88% (n=22/25) of the initial consultations and 96% (n=24/25) included additional verbal exercise instruction. Written information / exercises were given to 36% (n=9/25). From this analysis, physiotherapists offered verbal advice throughout consultations, often in response to patients’ questions or statements and was frequently repeated and summarised towards the end of consultations. 
The key topics of advice given are summarised in Table 2. 

Table 2: Summary of categories relating to advice-giving
	Specific content
	Activity 
· Activity promotion (n=18)
· Postural adaptations (n=10) including self-help advice regarding ways to sit

	
	

	
	Pain management
· Medication (n=5)
· Non-pharmacological - Use of heat (n=7)

	
	

	
	Well-being
· Promoting health and well-being (n=2)

	Purpose
	To reassure

	
	To encourage

	
	To explain

	
	To prepare

	Unhelpful
	Contradictory advice

	
	Fear-evoking




3.1 Specific content of advice
Activity – Moving and static activity advice
Activity promotion was a foremost aspect of advice given by physiotherapists in 80% (n=20/25) of initial consultations. This topic was frequently initiated by patients seeking approval for specific activities and therapists giving encouragement to continue positive involvement. There were nine examples of activity that were raised by patients (n=7) and endorsed by the therapist (n=4) (see Figure 1).

A female aged 58 years "I’ve been working very hard at trying to get fit after being ill, so I’ve joined a gym and… been doing some... cardio exercises as well" (P5).
The band 6 Physiotherapist responded "Brilliant, great! Yeah. Sounds like you’re doing all the right things, really. " 

[image: Chart, pie chart
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There were examples of advice involving education to avoid static positions, such as sitting “too long” and suggestions of ergonomic postures. Time was poorly defined in some scenarios and instead, physiotherapists related advice to functional tasks e.g. “driving for long periods” to a male age 36 years (P18) or giving vague ‘not to’ instructions e.g. “Just get up regularly when sitting in a chair, don’t just sit there for hours” to a female age 67 years (P27). Advice about maximum sitting times varied from 30 minutes to 60 minutes. Activity was recommended following prolonged static positions but specific guidance of how much activity was needed were less-frequently defined (n=3) and ranged from 20 seconds of activity to 5 minutes, with one example of a functional break to “get up and make a cup of tea” (P27).
There were examples of non-specific advice-giving surrounding activity:
Band 5 Physiotherapist "Small movements, it gets it moving. That’s all we want. And just stopping you getting in that prolonged posture where you’re quite stiff anyway …and just using it to change that position every so often" (to P13, female 65 years).

This contrasted with more clearly-defined prescriptive advice about activity promotion:
Band 6 Physiotherapist “If you can take regular breaks … Getting out, just even if you have a quick walk around for five minutes and then getting back into the car..." (to P18, male aged 36 years).

Practical self-help tips about sitting (n=5/25) included advice on the use of a “cushion or pillow into your hollow to give support” (to P12, male 39 years) and in some instances, more specific and detailed instruction about sitting defining a correct sitting posture;

Band 7 Physiotherapist "in the chair trying to sit in a good position where your knees and hips are about 90 degrees, and then your arms are resting nicely on the table, making sure you’re not leaning forward (to P14, male aged 43 years).

There were examples of patients describing activity avoidance (n=2) who were seeking approval from the physiotherapist, and the responses gave positive affirmations to continue this management strategy or avoid the activity.

A female aged 36 years " I leave it to my husband to do the heavy lifting" (P4)
Band 6 Physiotherapist “Yes good plan!" 

Pain management – Medication and non-pharmacology
The use of medication was encouraged by physiotherapists to help manage flare-up of symptoms (n=5/25) but the specific analgesia advice given was mostly deflected to the care of the GP or patients were instructed to use the medication as per instructions/prescription.
Band 7 Physiotherapist "And definitely get your pain medications… and use it as prescribed” (to P3, male aged 20 years).

The use of heat, hot water bottles, baths, showers and wheat bags were described by patients and physiotherapists alike as a good method for managing pain and symptoms. Physiotherapists gave detailed instructions for the use of non-pharmacological pain relief (n=7/25) focusing on the location and reasons for use. There was one example of specific advice for the length of time to apply, however no advice about the frequency of use was given:

Band 7 Physiotherapist “Just 10 minutes and it should be luke warm, so if you’ve made it really hot then put a towel around it so you don’t burn the skin… So, don’t keep it there for 20/30 minutes. Take it off after 10, or when it starts burning, take if off... and then you can put it back on and off, on and off as many times in the day as you wish." (P27, female 67 years).

Well-being
Discussions around the effects of stress and its management were only prevalent in n=2/25 consultations. Similarly, healthy conversations about weight management were only prevalent in n=1/25 consultations.

Band 6 Physiotherapist “… you’re worried about your weight, and you know, and those sorts of things, and they’re obviously going to feed into the whole cycle of the stress, and then the pain in your back " (P23, male aged 20 years). 

Beyond the content of advice given, there was variation in the purpose of the advice by physiotherapists in 21 consultations to increase ‘buy-in’ of the advice suggested to patients. These were categorised as reassurance, encouragement, explanation, preparation, and in some instances, unhelpful language, which may limit uptake and ‘buy-in’ of advice.

3.2 Purpose of advice
To reassure
Cognitive reassurance was evident, focussing on getting people confident to ‘move your back’ despite pain and encouraging active lifestyle changes and management strategies. Positive affirmations were given repeatedly and this strategy was rarely used in isolation and was often followed up with explanation, encouragement and preparation about what to expect next.

Band 6 Physiotherapist “your body loves movement”; “Now, I don’t want you to be frightened of exercise, cos I think that’s exactly what the body needs... But we need to find the right level for you."; “You’re doing the right things by trying to keep moving as best as you can” (to patient 10, male aged 49 years)

To encourage
Frequently, patients highlighted positive changes they had already tried and the physiotherapists responded with approval strategies to further encourage these changes.

A male aged 59 years “When I....dig a patch of garden, I can do about half a row then sit down and do a little bit more, then half another row, and It'd take me all morning to do a tiny patch" (P1)
Band 5 Physiotherapist "really good way, of managing, because you’re, you’re describing pacing"

To explain
A layering effect was noted that physiotherapists often used explanation and educational guidance as an additional delivery strategy to reinforce the reason for the suggested advice. Several categories of explanations were seen including: education about anatomical structures; movement related to pain neuroscience; and healing timescales.

Anatomical structures:
Band 6 Physiotherapist "but what’s really common after an episode of back pain is that the nerves become sensitive, and they become a little tighter"; "and they don’t like being stretched out. But that’s actually what they do need” (to patient 10, a 49 year old male).

Movement linked to pain neuroscience:
Band 6 Physiotherapist “but when you get to a certain er, position, the nerves will really tighten up, and because they’re sensitive they’re sending messages up to your brain … saying, “we’re not happy”.  Um, so what we’ve got to do is try and get those nerves a bit happier at moving. (to patient 10).

Healing times:
Band 6 Physiotherapist “Due to the time frame … any injury you did at the time will have healed... Because we know things in the body heal within a pretty recognised time frame.” (to patient 10)

This educational approach was often seen paired with informational models of reassurance, reiterating phrases such as “it has healed now” (physiotherapist to patient 10) and “so there is nothing there that worries me” (physiotherapist to patient 25).

To prepare
There was evidence that in the delivery of advice, physiotherapists used signposting strategies to prepare patients for future rehabilitation and management of their condition.
Band 5 Physiotherapist "… it’s not going to be a sort of quick fix, there you go …, … do that and it’s fixed. I think it’s going to be a, take a bit of time to sort of set you in the right, right way and get the improvements over time rather than immediately."; "… we’ll get you moving the right way." (to patient 24, a male 35 years)

Following the content analysis these categories have been amalgamated (see Figure 2)
Figure 2: 
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Figure 2: Information graphic model of advice given to patients with LBP showing the content and contextual categories


Figure 2 represents a summary of the content and purpose with strategies that physiotherapists use to deliver advice during initial consultations with patients experiencing low back pain


3.3 Unhelpful advice
Alongside the helpful examples of advice, there were 3 examples of contradictory and 7 unhelpful messages around advice for low back pain in this dataset including messages that were likely to be fear-evoking. These unhelpful messages may be considered ambiguous or contradictory, with potential to increase fear or disability as shown below.

Contradictory advice:
Band 6 Physiotherapist “…making sure that you don’t do too much and cause yourself to have a flare up of your back pain. But, equally, you don’t do so little that you do stiffen up and... reduce your mobility and find it harder to do things" (to P8, a female 46 years)

Band 6 Physiotherapist “So a little bit of exercise is good, (uum) but too much and then you’re, you sort of pole axe yourself for a few days” (to patient 23, male aged 20 years)

Fear-evoking advice:
In this quote the physiotherapist implies the patient’s posture is sub-optimal and by suggesting there is a ‘wrong’ posture, may generate fear.

Band 5 Physiotherapist "What we need to do is get you set in a bit more of a neutral position … it’s going to be a sort of a little bit technical so I don’t want to sort of rush through it and send you away with the wrong thing …". (to P24, male aged 35 years).



4. Discussion
This secondary analysis provides novel insight and information about the content and delivery of advice offered by physiotherapists to people with back pain at the initial consultation. Advice to ‘keep active’ is prevalent among the data set and is strongly endorsed by evidence (Buchbinder et al., 2018) and best practice guidelines (O’Connell et al., 2016). This study demonstrates that patients often present with an awareness of the importance of activity and are seeking approval to continue activities. Interestingly, patients also present with strategies of activity avoidance in the management of their back pain, which physiotherapists endorsed as an appropriate self-management strategy, but may in fact further induce fear-avoidance and disability (O’Sullivan et al., 2016 and Darlow et al., 2015).

In general, health and well-being advice including strategies for self-management, were not prevalent in this dataset. These conversations were potentially missing opportunities to address patients’ health needs (Lim et al., 2019), the biopsychosocial influences of back pain such as lifestyle, emotional and general health factors (O’Sullivan et al., 2018) and a chance for health promotion (Buchbinder et al., 2018). Physiotherapists appear confident giving specific and detailed descriptions about the use of non-pharmacological pain management strategies for low back pain (although lack advice about frequency) although it was noted they often deflect pharmacological advice to the GP. With primary care services experiencing a rise in patients with musculoskeletal symptoms (Versus Arthritis, 2019) changes in legislation have enabled independent prescribing by physiotherapists and others in clinical practice (Chief Allied Health Professions Officer, 2017). However, this currently represents a minority of clinicians who are able to offer specific advice about medications, and there is still a need for non-prescribing physiotherapists to ensure patients take their medications as prescribed and are aware of potential side-effects in back pain consultations, in line with their prescribing scope of practice. The lack of basic pain relief pharmacology advice may fail to meet patients’ expectations (Kamper et al., 2018 and Lim et al., 2019), potentially impacting on their experience, satisfaction and outcome as enhancing information to improve understanding may affect patients’ safe and effective medication use (Carey et al., 2017).

Findings from a recent study showed that additional intensive patient education may not further improve clinical outcomes for people with acute back pain beyond first-line care, active listening and empathetic reassurance (Traeger et al., 2019b). This was a 2-arm trial of 202 participants with acute LBP and high risk of chronicity, who were randomised in a 1:1 ratio comparing first line care + placebo education with first line care + intensive additional education (which could be considered ‘cognitive reassurance’). The authors took care to standardise the duration of 2 × 1-hour sessions of patient education (information on pain and biopsychosocial contributors plus self-management techniques, such as remaining active and pacing) or placebo patient education (empathic, active listening, without information or advice). Whilst the findings showed the intensive education to be no better than first line care and active listening, the findings need to be interpreted with caution as the first line care arm included 2 hours of ‘active listening’ and thus these contextual factors are highly likely to have reduced any effect size of the patient education intervention.

It was interesting to see that advice offered by physiotherapists on posture was prevalent in the current study, as in other studies (Bernhardsson et al., 2015), despite a lack of evidence or best practice guidance endorsing this. Current evidence recognises that back pain is not caused by posture or bending (Wai et al., 2010, O’Sullivan et al., 2016, Slater et al., 2019) however there is a perception that people consider their spines vulnerable (Darlow et al., 2015 and Caneiro et al., 2018). Whist there is strong evidence for avoidance of bed-rest and use of paracetamol alone, there is no firm evidence base for supporting other messages of avoidance (Foster et al., 2018) and viewing the back as vulnerable and requiring protection/avoidance is associated with poor prognosis (Chen et al., 2018). Therefore, physiotherapists should replace non-evidence based education with offering advice that focuses on enhancing the patients’ skills and confidence in self-management, including reassurance that has been shown to improve outcome. Alongside this, an education campaign may still be required to encourage ‘trust your back’ messages (Nolan et al., 2019). 

With an understanding that physiotherapists aim to provide education and self-management guidance to reassure patients, it is clear through this dataset that this could have a detrimental effect, for example leaving a patient with the notion if they do too much, they will be ‘pole-axed’ for ‘a few days’. Careful use of language is required to avoid contradictory advice and provoke fear, as the role of communication in clinical encounters is recognised as paramount to ensure both positive patient experience and optimal outcome (Roberts et al., 2013). It is important to consider both the content of the advice and strategy used when delivering it (see Figure 3).

Figure 3:

Figure 3: Components of advice-giving

4.1 Limitations
While this secondary analysis makes an important contribution to the evidence base as it uses direct observations rather than patients’/clinicians’ perceptions, it does have several limitations. Firstly, it was not designed as primary research to determine the effectiveness of the advice offered, patients’ adherence nor its effect upon their overall outcome. It should be considered that there may be some selection bias because participating physiotherapists were self-selecting, although this was mitigated by inviting all eligible physiotherapists in the department to participate, and all but one therapist (who had just started in her role) agreed.
It could be considered that audio-recording the consultation with the senior researcher present may have affected the communication, behaviours, and even the advice given by physiotherapists. Steps were taken to reduce this potential impact by the researcher sitting out of direct field of vision and attempts were made to minimise intrusiveness by discreet placing of the audio-recorder. The findings of this study should be generalised with caution as they were derived from the initial consultation within an outpatient department in a single site.
4.2 Implications
This novel analysis identifies the content of advice given by physiotherapists in back pain consultations and recognises the need for guidance to be patient-centred and specific. It also highlights the different strategies therapists use to enhance engagement and identifies examples of good practice.

Further research is required to identify the most effective way to offer advice to patients to optimise their knowledge, skills and confidence to enable them to self-manage. This study emphasises that if activity promotion is to be improved among the population of people with back pain, we need to further consider the language used and its impact upon clinical encounters (Roberts and Burrow, 2018, Chester et al, 2014). Using training time for observations, feedback through peer review and reflections can help identify any contradictory and unhelpful messages used, and raise clinicians’ awareness of their communication skills and the impact these have on their consultations.

Further work is needed with methodological rigour to explore what patients think about the advice given to them and ways to improve understanding and engagement with advice. It is also necessary to identify how clinicians and students acquire the knowledge, skills and confidence in advice-giving to enhancing this treatment modality efficacy and our team is undertaking further work in this area. Furthermore, a focus on ways to communicate and optimise self-management strategies beyond just exercises adherence in physiotherapy settings including in a digital contact is key in managing musculoskeletal conditions. This person-centred care must include greater understanding about patients’ preferences for receiving advice to help them develop effective self-management strategies. 


5 Conclusion
This study identifies and categorises verbal advice given to patients with back pain in a physiotherapy setting and while there is evidence of helpful, practical recommendations for self-help and lifestyle changes, some content lacks specificity and at worse, is contradictory or unhelpful.
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