
1Thompson K, et al. BMJ Open 2022;12:e046363. doi:10.1136/bmjopen-2020-046363

Open access 

Rethinking pain education from the 
perspectives of people experiencing 
pain: a meta- ethnography to inform 
physiotherapy training

Kate Thompson    ,1,2 Mark I Johnson    ,1,2 James Milligan,1,2 Michelle Briggs3

To cite: Thompson K, 
Johnson MI, Milligan J, et al.  
Rethinking pain education 
from the perspectives 
of people experiencing 
pain: a meta- ethnography 
to inform physiotherapy 
training. BMJ Open 
2022;12:e046363. doi:10.1136/
bmjopen-2020-046363

 ► Prepublication history and 
additional supplemental material 
for this paper are available 
online. To view these files, 
please visit the journal online 
(http://dx.doi.org/10.1136/ 
bmjopen-2020-046363).

Received 03 November 2020
Accepted 11 November 2021

1School of Health, Leeds Beckett 
University, Leeds, UK
2Centre for Pain Research, Leeds 
Beckett University, Leeds, UK
3Division of Nursing, Midwifery 
& Social Work, Manchester 
University NHS Foundation Trust, 
Manchester, UK

Correspondence to
Kate Thompson;  
 k. a. thompson@ leedsbeckett. 
ac. uk

Original research

© Author(s) (or their 
employer(s)) 2022. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Background Pain is a complex, global and 
multidimensional phenomena that impacts the lives 
of millions of people. Chronic pain (lasting more than 
3 months) is particularly burdensome for individuals, 
health and social care systems. Physiotherapists have 
a fundamental role in supporting people who are 
experiencing pain. However, the appropriateness of pain 
education in pre- registration physiotherapy training 
programmes has been questioned.
Recent research reports identify the need to integrate the 
voice of patients to inform the development of the pre- 
registration curriculum. The aim of this meta- ethnography 
was to develop new conceptual understanding of 
patients' needs when accessing physiotherapy for pain 
management. The concepts were viewed through an 
educational lens to create a patient needs- based model to 
inform physiotherapy training.
Methods Noblit and Hare’s seven- stage meta- 
ethnography was used to conduct this qualitative 
systematic review. Five databases (MEDLINE, CINAHL 
Complete, ERIC, PsycINFO and AMED) were searched 
with eligibility criteria: qualitative methodology, reports 
patient experience of physiotherapy, adult participants with 
musculoskeletal pain, reported in English. Databases were 
searched to January 2018. Emerge reporting guidelines 
guided the preparation of this manuscript.
Results A total of 366 citations were screened, 43 
full texts retrieved and 18 studies included in the final 
synthesis. Interpretive qualitative synthesis resulted in 
six distinct categories that represent patients’ needs 
when in pain. Analysing categories through an education 
lens resulted in three overall lines of argument to inform 
physiotherapy training. The categories and lines of 
argument are represented in a ‘needs- based’ model to 
inform pre- registration physiotherapy training.
Discussion The findings provide new and novel 
interpretations of qualitative data in an area of research 
that lacks patient input. This is a valuable addition to pain 
education research. Findings support the work of others 
relative to patient centredness in physiotherapy.

INTRODUCTION
Pain has a substantial impact on health 
and social care systems globally, with over 
28 million people in the UK experiencing 

chronic pain.1–6 Supporting people in pain 
is complex because pain is multi- dimensional 
with biomedical, psychological and social 
components.7 Chronic pain (greater than 3 
months duration) can be particularly chal-
lenging when characterised by significant 
emotional distress or functional disability.8

Supporting people in pain is fundamental 
to the physiotherapy role. Physiothera-
pists working in outpatient settings support 
patients with a broad range of painful muscu-
loskeletal conditions. In 2019, the World 
Confederation of Physical Therapy dedicated 
its World Physical Therapy Day to chronic 
pain to raise awareness about the crucial role 
the profession plays in pain management. It 
is essential that physiotherapists are trained 
with the knowledge and skills to be able to 
support people who are experiencing pain, 
particularly those with complex chronic pain.

What is pain education?
Previously, we conducted a scoping review 
to identify research and policy relevant to 

Strengths and limitations of this study

 ► Meta- ethnography is well aligned to this area of 
research as it is particularly suitable for developing 
conceptual understanding or developing conceptual 
models.

 ► Meta- ethnography is suited to analytical rather than 
descriptive evaluation of qualitative data allowing 
data to be viewed through an education lens.

 ► Eligibility criteria was purposely broad therefore the 
studies in the meta- ethnography include participants 
with diverse painful musculoskeletal conditions.

 ► Meta- ethnography only includes qualitative studies 
though these can include different study designs, 
therefore, the studies in this meta- ethnography 
were diverse.

 ► Study participants were not directly asked for their 
views on pain education. Existing qualitative data 
was reinterpreted through an education lens.
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pre- registration pain education across multiple health 
professions. The review was purposely broad to bench-
mark physiotherapy to other health professional training 
(eg, nursing, medicine and other allied health profes-
sions).9 Pain education was found to be predominantly 
theoretical where students learn about current under-
standing of pain science. Pain education research was 
commonly found to be surveys, that gathered information 
about the coverage of pain knowledge in the curriculum. 
There was very little research including patients’ views 
about pain education in preregistration training. This is 
significant because arguably people living with pain are 
the best educators of what pain is and are best placed to 
provide experience and context for pain education.10 11

Our research team consists of clinicians, academics and 
researchers. We believe there needs to be a shift towards 
more practical focused pain education whereby pain 
management skills and person- centredeness are devel-
oped through training and are underpinned by contem-
porary pain science. To make this shift, there is a need to 
integrate the voice of patients into physiotherapy educa-
tion and training about pain. This corroborates research 
findings that physiotherapists do not always feel skilled 
and confident in pain management skills.12–16

Patients perspectives in other areas of pain research
Patient advocates have advised that students should focus 
on the impact of pain, and listen to and believe patients’ 
stories.10 The importance of communication skills and 
empathy are highlighted.10 Health professionals are 
asked to reflect on their own attitudes about pain and 
how this might impact their clinical practice.10 Patients 
have been asked for their views regarding gaps in pain 
management knowledge for medical students (explored 
by focus groups of patients, students and educators).11 
Five themes were reported to inform medical educa-
tion: educational approaches need to teach students to 
gather appropriate information about pain, to acquire 
knowledge of a broad spectrum of therapeutic options, 
to develop a mutual, trusting relationship with patients 
and to become aware of their own biases and prejudice 
towards patients with pain.11 These findings are appli-
cable to preregistration medical training though indicate 
important areas of consideration for preregistration phys-
iotherapy training.

Qualitative research exploring the views of patients 
has provided important insights for the development 
of therapeutic pain education. These include concepts 
to enhance pain neuroscience education (PNE),17 the 
relevance of PNE to patients,18 barriers to chronic pain 
management,19 and the impact of PNE on living with 
pain.20 Qualitative methods have been used to fill gaps 
in pain understanding by descriptive or interpretive 
approaches that other research methodologies cannot.21

Qualitative evidence synthesis
Preliminary searches of databases revealed several qual-
itative studies that have explored patient experience of 

physiotherapy for musculoskeletal pain. Collectively, 
these studies provide broad insight into patient experi-
ence of physiotherapy across a range of musculoskeletal 
settings. Synthesising the findings from these qualitative 
studies of patient experience can provide new concep-
tual understanding of patients’ needs. Viewed through 
an education lens, patient experience can inform pain 
education in physiotherapy training.

Qualitative synthesis is useful in education research to 
provide in- depth information, understanding and context 
to inform educational decision making.22 This is a valuable 
addition to pain education research where quantitative 
research currently dominates.23 Several methodologies 
are able to synthesise qualitative research.24–26 Noblit and 
Hare’s work was originally rooted in the field of educa-
tion.27 28 It has been successfully used to synthesise and 
reinterpret qualitative research data to understand the 
experiences of patients living with chronic pain29 and to 
understand the experiences of healthcare professionals 
treating adults with chronic pain.30 Meta- ethnography 
was therefore chosen to synthesise qualitative data in 
this study. Guidelines for reporting meta- ethnography 
have been used to conduct the research and prepare this 
manuscript.31

Aim
To develop concepts that help understand patients’ needs 
when accessing physiotherapy because they are experi-
encing musculoskeletal pain, to inform pain education in 
pre- registration training.

Objectives
1. To develop conceptually rich insight into patients’ 

needs and experiences when accessing physiotherapy 
because they were experiencing musculoskeletal pain.

2. To interpret, synthesise and translate findings into 
conceptual categories that reflect patients’ needs and 
experiences.

3. To view these categories through an educational lens, 
developing lines of argument to inform pain educa-
tion in preregistration physiotherapy training.

METHODS
The seven stages of meta- ethnography originally 
described by Noblit and Hare were used to structure the 
methodology for the study.28

Phase 1: getting started
Preliminary searches were conducted in several health 
databases (up to January 2018) to identify studies that 
explored patients’ experience of physiotherapy for muscu-
loskeletal pain. One author (KT) developed and piloted 
the search strategy that all review team members evalu-
ated and refined (online supplemental file 1). Boolean 
operators combined key search words [patient OR service 
user OR client] AND [experience OR perspective OR 
view OR perception OR attitude] AND [qualitative OR 
focus group OR interview] AND [physiotherapy OR 
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physical therapy] AND [pain] in the following databases: 
MEDLINE, CINAHL complete, ERIC, PsycINFO and 
AMED. Reference lists of key papers were subsequently 
searched. One author (KT) and a research intern (Steven 
Williams) independently screened titles and abstracts 
using the following eligibility criteria:
1. Adult participants with musculoskeletal pain (acute or 

chronic).
2. Qualitative methods.
3. Findings report patient experience of physiotherapy
4. Abstract and full text reported in English.

Eligibility criteria were purposely broad to gain concepts 
from diverse patient experience of musculoskeletal phys-
iotherapy. This was to reflect routine clinical practice in 
musculoskeletal outpatient physiotherapy. To provide 
transparency in data analysis, data extraction tracked and 
logged the studies that concepts evolved from. This infor-
mation is reported as part of the results.

Phase 2: deciding what is relevant
Research studies were excluded if they reported expe-
riences of physiotherapy for non- musculoskeletal pain 
that would not typically be managed in musculoskeletal 
outpatient physiotherapy settings. Examples include 
cancer pain, cardiac pain and postsurgical pain. Research 
studies that discussed physiotherapy as part of multidisci-
plinary chronic pain rehabilitation were included if data 
could be extracted that clearly reflected physiotherapy. A 
third member of the team (MB) acted as arbiter for any 
disagreements. The full team met to review and check 
eligibility decisions agreeing that 18 papers were eligible 

for the next stage of the review (online supplemental file 
2). Figure 1 presents the searching and screening results.

Phase 3: reading the studies
One author (KT) used the Critical Appraisal Skills 
Programme (CASP) tool32 to facilitate thorough reading, 
to make notes for discussion with the review team, and 
to note bibliometrics from each study. Quality appraisal 
using CASP did not score papers for eligibility for inclu-
sion in the review.

Phase 4: determining how studies are related
Data were extracted from studies using NVivo qualita-
tive management software33 and Schutz’s concept of first 
and second order constructs.34 Second order constructs 
are concepts, themes and rich descriptive data clearly 
described by the authors of the studies included in the 
review. First order constructs are research participants’ 
quotations.35 Second order constructs were only extracted 
if they were supported with first order constructs. Contex-
tual data about each study (bibliometrics, purpose, 
context, meaning) was logged using memos.

One author (KT) extracted all second order constructs 
(along with their respective first order constructs) using 
NVivo. These were exported to Word documents where 
they were discussed by the team and grouped themati-
cally according to interpreted meaning.

Phase 5: translating studies into one another
The thematic groups identified in phase four were further 
analysed. Second order constructs with common and 
mutual findings were identified and recorded as recip-
rocal synthesis. Second order constructs with opposing 
or contradictory findings were identified and recorded as 
refutational synthesis.28 35 In meta- ethnography method-
ology this is ‘translating studies into one another’.

This was an iterative process. Second order constructs 
moved between thematic groupings until the review team 
agreed. At the end of stage five, the thematic groups 
became distinct categories. (Online supplemental file 3 
provides a brief extract demonstrating analysis notes on 
reciprocal and refutational synthesis.

Phase 6: synthesising translations
In phase six, a narrative for each of the categories agreed 
in phase five was written. One author (KT) drafted the 
first narrative for each category. All review members 
debated and refined the narrative until we agreed that the 
narrative accurately reflected the essence of the second 
order constructs within that category. Categories were 
viewed through an educational lens to interpret lines of 
argument for pain education.

Phase 7: expressing the synthesis
The findings from this meta- ethnography are intended to 
inform pain education for pre- registration physiotherapy 
training. Findings may be of interest to the wider multi-
disciplinary team and patients.Figure 1 Results of searching and screening.
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Patient and public involvement
The review team conducted two focus groups with patients 
who had accessed physiotherapy for pain management, 
to gather their views and steer the direction of our port-
folio of pain education research. This meta- ethnography 
was included in these focus group discussions.

RESULTS/FINDINGS
Phase 1–3
The results of searching and screening are presented in 
figure 1. Eighteen studies were eligible for data extraction 
and analysis (online supplemental file 2).36–53 One author 
(KT) used the CASP tool32 to facilitate discussion of the 
study methodologies with the review team, and to note 
bibliometrics from each study. Quality appraisal using 
CASP did not score papers for eligibility for inclusion in 
the review.

Study samples comprised participants experiencing 
predominantly chronic pain (n=11 studies), acute pain 
(n=1 studies) or mixed samples (n=6 studies). Participant 
data were collected by interviews (n=13 studies), focus 
groups (n=4 studies) and by open text comments on survey 
(n=1 study). Some study reports stated the aetiology, 
pathophysiology, clinical diagnosis or predominant site of 
pain though the quality and detail of information varied 
between reports. Physiotherapy settings included outpa-
tients (n=13), group physiotherapy (n=3), multimodal/
multiprofessional pain management (n=3) and residen-
tial multidisciplinary pain management (n=1). Second 
order constructs collectively represented more than 300 
study participants (from those conducting interviews and 
focus groups) and 1259 qualitative comments (from the 
open text survey questionnaire). The participants in the 
studies included in this review represent diverse and broad 
experience of physiotherapy for musculoskeletal pain. All 
participants were accessing physiotherapy because they 
had musculoskeletal pain. Online supplemental file 4 has 
been included to provide transparency in analysing data 
from diverse studies. Online supplemental file 4 provides 
information to demonstrate which studies support each 
of the categories outlined in phase 5.

Phase 4
Second order constructs were provisionally grouped into 
twelve ‘themes’ and ‘labelled’ according to shared inter-
preted meaning:
1. An acceptable explanation for pain.
2. Professional influence/seeking hope and direction 

from physiotherapy.
3. Perceptions of effectiveness/speed of improvement.
4. Supported self- care/shared decision making/respect 

and dignity.
5. Complex emotions accompany chronic pain/sup-

portive environment.
6. The health service ‘merry- go- round’, that is, continu-

ous cycle of consultations repeating story.

7. Exercise—a strategy and barrier for patients who are 
in pain.

8. Embedded/embodied experience of pain.
9. Sharing experiences, benchmarking, validation, per-

ceptions of effectiveness.
10. Creating new patterns of thinking and acting, be-

haviour change, transition in healthcare.
11. Motivating factors—intrinsic and extrinsic motiva-

tions, incentives, technology.
12. How/who makes decisions.

Phase 5
The initial groups described in phase four evolved to 
become six distinct categories. Each category, listed 
below, was interpreted to encapsulate a distinct element 
of patients’ needs when accessing physiotherapy with 
musculoskeletal pain. An example of data analysis is 
provided in online supplemental file 3. Information to 
demonstrate and provide transparency in which studies 
support each category is provided in online supplemental 
file 4.
1. People in pain are individuals.
2. What does pain mean?
3. Pain is complex—there is a lot to learn.
4. Pain management needs to be accessible and realistic.
5. Hope is really important—the power of health profes-

sionals.
6. Context matters.

Phase 6
In this section a brief narrative of the six categories 
is presented along with a selection of second order 
constructs as exemplars.

Category 1: people in pain are individuals
This category includes second order constructs 
extracted from 8/18 included studies. Participants were 
predominantly experiencing chronic low back pain 
(CLBP), neck pain, fibromyalgia and chronic wide-
spread pain (online supplemental file 4). Synthesising 
the concepts from these studies revealed that partici-
pants want to be listened to, believed and enabled to 
actively participate in a two- way consultation. This 
included respecting individual beliefs, values, thoughts, 
opinions and previous experiences. Participants need 
an environment that enables individual perspectives 
and experiences to be discussed and explored. Partic-
ipants frequently reported the importance of a profes-
sional yet personal manner, including friendliness and 
empathy. Some participants wanted their treatment 
to be decided and prescribed by the physiotherapist 
because they viewed the physiotherapist as the expert. 
Other participants described the benefits of a more 
consultative approach and joint decision making. This 
category highlights the importance of treating people as 
individuals, and consulting patients about their beliefs 
and preferences when undertaking physiotherapy pain 
assessment and pain management.
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Second-order construct: Cooper et al - Individual care
Communication played a role in participants perceiving 
that treatment was individualised to their needs. Listening, 
understanding and getting to know the patient, and 
allowing the patient to explain their problem and to ques-
tion the physiotherapist were recurrently cited in relation 
to this dimension.37

Second-order construct: May - Consultative process
The third dimension of physiotherapy care that is 
mentioned widely concerns treatment which is seen to 
involve a level of consultation with the patient. This relates 
to some of the themes mentioned earlier, but nonethe-
less features frequently enough to stand as important 
in its own right. It includes such issues as listening and 
responding to patients’ questions, consulting with them 
about the effectiveness of therapy, and relating treatment 
to their individual self- help needs.44

Second-order construct: Cooper et al - Decision making
Most participants expressed the view that since the physio-
therapist is the professional or expert, they should decide 
what is best for the patient. However, this was very much 
linked with communication, since participants were 
happy for the physiotherapist to make most decisions as 
long as they were accompanied by good explanations.37

Second-order construct: Stenberg et al - To be invited to 
participate
The patients felt that they had been invited to participate 
in the assessment and treatment options if their own theo-
ries about the condition were listened to and confirmed. 
When their own thoughts about the causes of the pain 
were ignored or rejected, or when they were not invited 
to take part in the treatment, they were frustrated even if 
they had become pain- free.48

Category 2: what does pain mean?
This category includes second order constructs extracted 
from 7/18 included studies (online supplemental file 
4). The experiences of people with chronic pain have 
more substantive coverage though constructs evolved 
from studies including participants with pain of mixed 
duration. Synthesising the concepts from these studies 
revealed that information is critical to help people under-
stand and navigate the complex nature and meaning of 
pain. However, ‘one- size’ does not fit all—finding accept-
able explanations for what pain means to individuals is 
dependent on individuals’ beliefs and previous experi-
ences, highlighted by the previous category in this meta- 
ethnography. Participants who had found an acceptable 
explanation for their pain described it as empowering, a 
tool for self- management, and enhanced adherence and 
compliance with physiotherapy. The findings in this cate-
gory demonstrate the crucial role that physiotherapists 
have in facilitating conversation about pain; to analyse 
patient narrative to understand what explanatory model 
is being used by the patient to underpin the meaning of 
their pain.

Second-order construct: May - Explaining and teaching
A major segment of the data was about the physiothera-
pists’ role in explaining and teaching, which was a charac-
teristic of an episode of care deemed important by nearly 
all respondents. This should not be seen as a straight-
forward transmission of knowledge to passive recipients, 
but an active process in which the patients gain a greater 
understanding of their condition, and as a consequence 
manage it better.44

Second-order construct: Campbell et al - Ideas about the cause of 
arthritis
Ideas about the cause of arthritis also played a part. Those 
who thought that arthritis was caused by immutable 
factors such as age, obesity and ‘wear and tear’, tended 
to have a resigned attitude towards their arthritis. As a 
consequence they found it hard to believe that the inter-
vention could be effective and this weakened the resolve 
to comply.36

Second-order construct: Cooper et al - Information sharing
Participants commonly wanted information related to 
their diagnosis and what it meant for them… of course, 
physiotherapists may not always be able to fulfil these 
needs, particularly where there is no specific diagnosis. 
However, these results do suggest that the type of infor-
mation that patients are searching for should at least be 
explored, and the physiotherapist should explain what 
information they can confidently provide.37

Category 3: pain is complex: there is a lot to learn
This category includes second order constructs extracted 
from 10/18 included studies (online supplemental file 
4). Study participants presented with acute and chronic 
pain. This category describes patients’ needs in learning 
to understand, appreciate and navigate the mind- body 
link when experiencing pain. There is some overlap with 
the concepts in category 2, however, the high frequency 
of reciprocal findings across studies resulted in a distinct 
category. Physiotherapeutic approaches that made 
participants more aware of the impact of thoughts and 
emotions on pain, activity levels and behaviour were inter-
preted to be positive. Approaches that facilitate validation 
and understanding of the mind–body relationship were 
described to be instrumental in moving forward when 
experiencing pain. The concepts in this category demon-
strate the importance of training physiotherapist with 
the skills to be able to help people navigate the complex 
mind- body link.

Second-order construct: Toye and Barker - Bringing my body back 
into balance
Central to this concept was that patients who had 
improved significantly had accepted that there was a link 
between the mind and body, without allowing this to chal-
lenge their legitimacy. Some even said that their problem 
was ‘more mental than physical’.50
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Second-order construct: Liddle et al - Effects of LBP on the 
individual
In particular, during the initial stages of LBP, participants 
lacked confidence, and felt that they had no control over 
their symptoms. They also worried about the possibility 
of there being permanent damage to the spine, which 
precipitated a mixture of emotions, the most common 
being fear, anger, depression and guilt. Participants also 
discussed how LBP had inhibited them on a physical and 
emotional level, and how their daily lives had changed as 
a result of their condition.41

Second-order construct: Mårtensson and Dahlin-Ivanoff - 
Awareness and integration
This theme describes how the content of programme 
made the participants aware of their physical and psycho-
logical limitations as well as of their own responsibility to 
pay attention to and respect these. It also describes expe-
riences of integrated and applied knowledge acquired 
from the practical and theoretical parts of the course.43

Category 4: pain management needs to be accessible and 
realistic
This category includes second order constructs extracted 
from 10/18 included studies (online supplemental file 
4). Synthesising second order constructs in this category 
revealed that many patients need physiotherapy to be 
pragmatic and accessible and considerate of personal 
circumstances. Findings across studies were mostly recip-
rocal with participants frequently expressing similar views 
about the accessibility of, choice and range of options 
when accessing healthcare when experiencing pain. Chal-
lenges adhering to physiotherapy included managing 
time, relationships and work alongside physiotherapy 
treatments. Healthcare systems were not always described 
as fit for purpose for example, ‘one- size’ approaches 
such as exercise classes did not always feel individualised 
to participants’ needs. People living with chronic pain 
described needing a healthcare system that was acces-
sible like other long- term conditions. They wanted access 
without renegotiating the healthcare system each and 
every time. This category highlights physiotherapists’ role 
in challenging the structure and organisation of existing 
services that may not be fit for purpose for people with 
complex chronic pain.

Second-order construct: Cooper et al - Organisation
Access to physiotherapy and the amount received were 
important organisational aspects for these participants. 
Access in the future was a common theme, with partic-
ipants wanting quick and direct access in the event of a 
flareup.37

Second-order construct: May - The structure that shaped access to 
and time with the therapist
Issues about the structure of provision of physiotherapy 
care were raised frequently. Patients appreciated quick 
and local access to a therapist when this occurred, and 
were equally critical of a protracted referral system when 

this was the case. Quite a number of respondents talked 
about the usefulness of being able to return to the thera-
pist should the need arise, for instance during a flare- up 
of their problem.44

Second-order construct: Mårtensson and Dahlin-Ivanoff - Reacting 
but not acting
This theme describes experiences in which dissatisfac-
tion with the content and format of the programme was 
expressed. This frustration was never vented during the 
course because the content was described as taken for 
granted and it was presumed that the format was prede-
termined and could not be influenced.43

Second-order construct: Cooper et al - Self-managing, want future 
access
This largest group of participants described themselves 
as self- managing, and discussed self- management strat-
egies they used to cope with their CLBP. There were 
both painful and pain- free participants in this group. All 
wanted direct access to physiotherapy and/or follow- up 
in the future.38

Category 5: hope is important: the power of health 
professionals
This category includes the most substantive coverage with 
second order constructs from 14/18 studies contributing 
(online supplemental file 4). Synthesising second- order 
constructs in this category revealed the importance of 
‘hope’ as a concept. Participants in the included studies 
frequently voiced needing hope when seeking help from 
physiotherapists. Reciprocal synthesis repeatedly demon-
strated the uncertainty and lack of confidence that partic-
ipants were experiencing due to pain. They sought hope, 
reassurance and guidance from the professional person. 
Some findings were interpreted to be refutational for 
example, passive versus active responsibility and confi-
dence in own ability to manage pain. The patient- therapist 
relationship features within this category with reciprocal 
findings that physiotherapists can influence beliefs and 
behaviours. Physiotherapists’ role in coaching and moti-
vating others, and fostering self- efficacy in people experi-
encing pain, evolved as an important concept from this 
category.

Second-order construct: Toye and Barker - Hopes for the future
An overarching theme that subsumed these narratives 
of success was a restored hope for the future. Patients 
described this as ‘like a light being switched on’. Resto-
ration of hope hinged on three narratives; (1) decon-
structing fear of specific movements, (2) constructing 
an acceptable explanatory model of pain and (3) recon-
structing an acceptable self- identity.50

Second-order construct: Liddle et al - Expectations from treatment
The need for individually specific exercises and advice 
regarding suitable lifestyle adaptations became increas-
ingly more important as individuals took more respon-
sibility for their recovery. Supervision of exercise 
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programmes was considered important in order to provide 
individual correction: participants expressed the need for 
follow- up support and reassurance from the practitioner 
that they were carrying out instructions correctly, and 
assistance with appropriate treatment progression in line 
with their stage of recovery.41

Second-order construct: Williamson et al - Where do beliefs come 
from? health professionals
Health professionals exerted substantial influence over 
how participants thought about or managed their injury 
and the expectation of time taken to recover.52

Category 6: context matters
This category includes second order constructs extracted 
from 8/18 included studies (online supplemental file 
4). This category represents participants’ views and 
opinions about physical, social environments and rela-
tionships. Patients access physiotherapy with different 
experiences, and experience physiotherapy differently. 
Synthesis of second order constructs revealed that partic-
ipants reflected on environments that are structured and 
organised by healthcare providers, and those that partic-
ipants encountered as part of everyday life. Healthcare 
environments that promoted feelings of relaxation, a 
sense of belonging, and a safe environment to express 
thoughts and emotions were reported to be encouraging 
and motivating. Physical surroundings (such as exercise 
equipment and technology) featured within this category 
with technology generally perceived to be positive within 
physiotherapy pain management. This category empha-
sises the physiotherapists’ role in considering individuals’ 
contexts, creating supportive and encouraging environ-
ments, and in supporting people to recognise the impact 
of personal environments, within the boundary of their 
professional role.

Second-order construct: Mårtensson and Dahlin-Ivanoffan - 
Encouraging environment
This theme describes the participants’ experiences of the 
format and design of the programme as an encouraging 
environment in which their own needs, thoughts and 
opinions were appreciated and respected.43

Second-order construct: Medina-Mirapiex et al - Perceptions of 
physical environment
Patients report having effective resources from the phys-
ical environment to overcome perceived barriers. These 
resources include using entertainment, such as television 
at home, and attendance at recreational centres. Some 
patients even feel that attending recreational centres is 
fundamental for adherence in post- treatment periods.45

Second-order construct: Mannerkorpi and Gard - Sharing 
experiences of living with fibromyalgia
Participation in the group treatment appeared to involve 
frequent social interaction, leading to repeated confron-
tations with one’s own and others’ life- worlds. Three 
patterns of participation were identified: ‘reciprocity in 

sharing experiences’, ‘distancing from others’ experi-
ences’ and ‘remaining outside’.42

Second-order construct: Williamson et al - Beliefs: fitting it all in
Competing priorities impacted on how individuals 
managed their injury. Family commitments made it diffi-
cult to prioritise time to concentrate on their recovery or 
even attend appointments for some participants.52

The review team met several times to discuss how these 
categories inform pain education. We had open debate 
and reflected on the categories in relation to our own 
experiences as clinicians, researchers, academics and 
educators. We agreed that the categories encapsulate the 
importance of interpersonal skills, the power that health 
professionals hold when viewed as experts, and that 
people experiencing pain are individuals irrespective of 
the duration of pain. Our analysis led us to three overall 
lines of argument to inform pain education in preregis-
tration physiotherapy training:
1. Train physiotherapists to encourage and facilitate con-

versation about pain.
2. Train physiotherapists to be competent to teach or 

coach people who are experiencing pain.
3. Train physiotherapists to foster hope and self- efficacy 

in people who are experiencing pain.
The categories and lines of argument are represented 

visually to create a patient needs- based model to inform 
preregistration pain education (figure 2). The next 
section of this manuscript discusses these lines of argu-
ment relative to other literature in the field.

DISCUSSION
The findings from this meta- ethnography reveal important 
concepts to inform pain education in preregistration physio-
therapy training, interpreted from patient experience. This 
is a valuable addition to pain education research, providing 
new and novel interpretations of qualitative data in an area 
of research that lacks patient input.

Line of argument 1: train physiotherapists to encourage and 
facilitate conversation about pain
The categories in this meta- ethnography demonstrate 
the importance of understanding patients’ individual 

Figure 2 A patient needs- based approach to inform pain 
education in preregistration physiotherapy training.

https://dx.doi.org/10.1136/bmjopen-2020-046363
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context when they are experiencing pain. Incorporating 
listening and communication skills as part of a biopsycho-
social approach in preregistration training is essential for 
this, and already advocated as part of pain education and 
pain management by pain organisations globally.54–57 We 
advocate that, in addition to the development of active 
listening and communication skills, more focus is placed 
on narrative, dialogue and language in preregistration 
physiotherapy training. Learning to facilitate conversa-
tion about pain allows physiotherapists to understand 
what explanatory model patients are using to underpin 
the meaning of their pain; to interpret narrative that 
patients use and to use a clear, coherent, sensitive narra-
tive when responding that is, patient–practitioner narra-
tives need to be aligned.

This line of argument corroborates findings of others. 
Two- way communication and good dialogue has been 
described as essential by people accessing physiotherapy 
for musculoskeletal pain, essential for collaborative reha-
bilitation, and possibly more important than specific 
treatment.58 Conversation analysis has been used to 
explore different interview styles used by physiotherapists 
in musculoskeletal assessment. Physiotherapists were typi-
cally found to follow their own agenda, however, when a 
more collaborative, shared conversation style was pursued, 
patients were allowed to describe their concerns more 
fully.59 Physiotherapists that engaged in postgraduate 
clinical conversation training demonstrated very positive 
feedback along with an increase in patient satisfaction in 
the service that those physiotherapists worked.60

Research has demonstrated that people experiencing 
pain report that they do not always feel listened to 
or believed by healthcare professionals (physiothera-
pists included).61 Training physiotherapists to actively 
encourage and facilitate conversations about pain may 
help to overcome some of these previously reported 
issues.

Line of argument 2: train physiotherapists to be competent to 
teach or coach people who are experiencing pain
The categories in this meta- ethnography demonstrate 
that people in pain have varied needs and need differing 
levels of information. The categories also reinforce that 
pain is often more complex than patients realise and that 
there is a lot to understand, comprehend and contextu-
alise. In a biopsychosocial model this involves learning 
about pain sensitivity (bio), thoughts and emotions 
(psychological), context and lifestyle (social). Physio-
therapists provide patients with a lot of information and 
may start myth busting individuals long standing beliefs 
about pain. Recognising that people learn in different 
ways and that context matters is important. People living 
with chronic pain may already have in- depth knowledge 
of their condition and seek support for reassurance or 
guidance to implement what they know. Others may be 
seeking more scientific explanations.

Physiotherapists commonly take on the role of 
educating patients to help people reconceptualise their 

pain using PNE with positive outcomes.20 62 Research that 
investigates or explores coaching as part of physiotherapy 
intervention is heterogeneous and inconclusive in its 
findings, however, there are tentative findings that this 
is a positive approach.63 Physiotherapists require a range 
of skills; to be competent to teach, educate, coach and 
mentor. However, there is little information to inform 
how to develop physiotherapists to be competent to teach 
or coach people who are experiencing pain as part of pain 
education in preregistration physiotherapy training. This 
area of physiotherapy training requires more research.

Line of argument 3: train physiotherapists to foster hope and 
self-efficacy in people who are experiencing pain
The categories in this meta- ethnography demonstrate that 
people experiencing pain often seek hope from physio-
therapists. Hope is an important concept and physiother-
apists hold great power as health professionals, especially 
when viewed as experts. There is little research that has 
explored the concept of hope within pain management 
for physiotherapists. Soundy et al investigated hope in 
neurological physiotherapy as a concept beyond phys-
ical improvement.64 Physiotherapists reported that they 
were trained implicitly and explicitly to offer and manage 
hope because their profession is action orientated, focus-
sing on helping people recover.64 How physiotherapists 
manage the concept of hope requires more investiga-
tion, though self- efficacy is a likely feature. Self- efficacy is 
defined as ‘an individual’s belief in his or her capacity to 
execute behaviours necessary to produce specific perfor-
mance attainments’.65 66 Self- efficacy reflects the ability to 
be able to control own motivation and behaviour. Many 
approaches in physiotherapy clinical practice encap-
sulate this including cognitive behavioural therapy,67 
coaching,68 69 psychologically informed physiotherapy70 
and motivational interviewing.71

There is little evidence to demonstrate how these 
concepts can be incorporated in pre- registration training. 
It is not within the scope of the pre- registration curric-
ulum to comprehensively cover these approaches, 
however, it is possible to ‘break the teaching traditions’ 
and lay the foundations of what these approaches have 
in common: to train physiotherapists to support patients 
in how they think and behave when experiencing pain. 
Understanding scope of practice, professional identify 
and boundaries is an important consideration.

Strengths and limitations
The strengths of meta- ethnography lie in its ability 
to undertake analytical evaluation of qualitative data. 
Beyond surface description, meta- ethnography allows 
conceptual understanding of the phenomena under 
investigation. This was particularly suited to this research 
where concepts evolving from patient experience were 
analysed to inform education. This may also be viewed 
as a limitation, as participants were not directly asked 
for their views on education. This meta- ethnography 
explored a broad range of patient experiences, to reflect 



9Thompson K, et al. BMJ Open 2022;12:e046363. doi:10.1136/bmjopen-2020-046363

Open access

routine physiotherapy clinical practice. This broad inclu-
sion criteria may limit depth of analysis for particular 
participant groups.

SUMMARY AND FUTURE RECOMMENDATIONS
There have been significant advances in research and 
policy to inform pain education in preregistration phys-
iotherapy in recent years, though there was a clear gap 
for the need to incorporate more patient views. Findings 
from this meta- ethnography elicit important concepts 
from patient experience to inform the development of 
future pain education in preregistration physiotherapy 
training. This patient needs- based approach aligns to 
many concepts of ‘patient centredness’ in physiotherapy. 
Future research is recommended to explore the accept-
ability and feasibility of implementing these findings in 
pain education in preregistration physiotherapy training.

Twitter Kate Thompson @katethompson01
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