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A B S T R A C T

Questions: What reassurance is being delivered by physiotherapists and chiropractors to people with non-
specific low back pain? How is it being delivered? What are the barriers and enablers to delivering
reassurance to people with non-specific low back pain? Design: A qualitative study. Participants: Thirty-
two musculoskeletal clinicians (16 physiotherapists and 16 chiropractors) who manage low back pain in
primary care. Method: Semi-structured interviews were conducted about their experiences delivering
reassurance. The interview schedule was developed using the Theoretical Domains Framework and analysed
using framework thematic analysis. Results: Four themes were identified: giving reassurance is a core
clinical skill for delivering high-quality care; it takes practice and experience to confidently deliver reas-
surance; despite feeling capable and motivated, clinicians identified situations that challenge the delivery of
reassurance; and reassurance needs to be contextualised to the individual. Conclusion: Clinicians possess a
strong understanding of reassurance but require clinical experience to confidently deliver it. This study
provides insights into how reassurance is individualised in clinical practice, including suggestions for clini-
cians about how to implement reassurance effectively for people with low back pain. [Young A, French SD,
Traeger AC, Ayre J, Hancock M, Jenkins HJ (2025) Clinician experiences in providing reassurance for
patients with low back pain in primary care: a qualitative study. Journal of Physiotherapy 71:48–56]
© 2024 Australian Physiotherapy Association. Published by Elsevier B.V. This is an open access article under

the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Low back pain (LBP) is common and is associated with substantial
disability. Worldwide, 619 million people experienced back pain in
2020,1 and there are significant personal and societal costs related to
LBP.2,3 In Australia, back pain continues to be the second leading cause
of disability4 and back pain management cost AU$3.36 billion in
2020.4 The prevalence of LBP has been projected to increase over the
next 25 years, with associated increases in disability with healthcare
costs.1 Most LBP is non-specific low back pain (NSLBP), referring to
LBP that does not have a known pathoanatomical cause.5 LBP is a
complex condition that is multifactorial in nature, where a person’s
pain experience is influenced by biological, psychological and social
factors.6 Recovery from an episode of LBP is also complex; approxi-
mately 25% of people with LBP experience recurrence within
12 months7 and 44% of people can still experience pain at 12 months.8

Clinical practice guidelines consistently recommend that people
with NSLBP of any duration (acute, sub-acute and chronic) receive
reassurance as a component of their care and not in isolation.9,10

Reassurance is the act of reducing fear, worry or concern.11 In a clin-
ical context, reassurance may include a combination of clinician be-
haviours. The term ‘affective reassurance’ refers to creating rapport and
n. Published by Elsevier B.V. This is
showing empathy. The term ‘cognitive reassurance’ refers to the pro-
vision of reassuring information. A systematic review of observational
studies found that cognitive reassurance was associated with better
outcomes but the impact of affective reassurance was uncertain.12

Reassuring information recommended in clinical practice guidelines
for NSLBP relates, where appropriate, to the absence of serious pa-
thology, the likelihood of a favourable prognosis and the safety of
movement.10,13 A systematic review found that providing patient
reassurance is important because it decreases healthcare utilisation
and costs, and leads to improved patient outcomes.12 Despite identified
benefits, there is a disparity between guideline recommendations and
use in clinical practice. In primary care settings, such as general prac-
tice, physiotherapy and chiropractic, clinicians have reported not of-
fering reassurance in the form of information about prognosis in
approximately 25% of first-time consultations for LBP.14

Considering that not all people with LBP receive reassuring infor-
mation, there appear to be complexities when implementing this
recommendation into clinical practice. These complexities may be due
to guidelines providing limited detail about how best to deliver reas-
surance,14 or that there are circumstances that make it more chal-
lenging for clinicians to engage in this behaviour. To gain a deeper
understanding of the factors that influence clinicians in delivering
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reassurance, this study sought insights from clinicians to assist in
implementing guideline-recommended reassurance for people with
NSLBP. A qualitative study allows for the gathering of in-depth and
context-rich information on reassurance use. The only available quali-
tative study exploring reassurance for managing LBP is from a patient
perspective in UK general practice.15 That study highlighted the
importance of providing information and advice, but the role of affec-
tive reassurance (eg, empathy and relationship building) was less clear.

It is believed that this study is the first qualitative investigation of
the use of reassurance in two other primary contact professional
groups, physiotherapists and chiropractors, who commonly manage
people with NSLBP.16 This study aimed to explore the experiences of
physiotherapists and chiropractors in delivering reassurance to peo-
ple with NSLBP in clinical practice.

Therefore, the research questions for this qualitative study were:

1. What reassurance is being delivered by physiotherapists and chi-
ropractors to patients with NSLBP?

2. How is it being delivered?
3. What are the barriers to and enablers of delivering reassurance to

people with NSLBP?
Method

Design

This study employed a qualitative research design using the
framework method of thematic analysis. The reporting of this study
followed recommendations outlined in the COREQ criteria for
reporting qualitative research.17

Participants

The study recruited clinicians who deliver care to people with
NSLBP of any duration (acute, sub-acute or chronic). Physiotherapists
and chiropractors were considered eligible if they regularly treated
people with LBP of any duration (self-reported, minimum two to
three patients with LBP per week), and were registered to practise
with the Australian Health Practitioner Regulation Agency (AHPRA).

Clinicians were approached using: sampling of clinicians via the
research team’s professional networks; snowball sampling based on
recommendations from other clinicians participating in the study;
and electronically via email, professional associations and social
media advertisements. The electronic data capture system REDCapa

was used to screen clinicians for eligibility and collect consent and
baseline data. Baseline data included: demographic information (age,
gender, years in clinical practice, type of practice and LBP caseload
estimate); beliefs about the importance of reassurance for LBP; and
frequency of reassurance use.

Purposive sampling of eligible participants ensured that a diverse
range of perspectives were captured (eg, profession, years in practice
and gender). Participants were invited to participate in a single 30-
minute, semi-structured, one-to-one online interview with a
researcher (AY), which was conducted using commercial videocon-
ferencing softwareb. Interviews were audio recorded and automati-
cally transcribed using the software, and then checked for accuracy
by a researcher (AY). Transcripts were not returned to participants for
review or further comments. The study aimed to continue to recruit
participants until an acceptable breadth and depth of themes had
been achieved.18 For most participants (28 of 32) there was no
existing relationship with the researcher prior to study commence-
ment. Four of the participants were colleagues of the interviewer. No
details about the study were discussed between the participants and
AY prior to or after the interview. No participants withdrew from the
study after providing consent.

The interview guide was designed using the Theoretical Domains
Framework (TDF), which is a theory-informed tool to identify key
determinants of behaviour.19,20 A copy of the interview guide is
available in Appendix 1 on the eAddenda. The TDF describes 14 do-
mains that may impact behaviour: knowledge; skills; social or pro-
fessional role/identity; beliefs about capabilities; optimism; beliefs
about consequences; reinforcement; intentions; goals; memory,
attention and decision processes; environmental context and re-
sources; social influences; emotion; and behavioural regulation. In
this study, the TDF domains were used to describe barriers and en-
ablers impacting a specific behaviour, which in this case was the
provision of reassurance. Interview questions mapped to each of the
TDF domains, to ensure that all potential barriers to and enablers of
provision of reassurance were identified.20 The baseline survey and
interview guide were piloted with two clinicians (one physiotherapist
and one chiropractor) who did not participate in the study. Feedback
from these pilot interviews was used to refine the interview guide.
Data analysis

A data-driven (inductive) approach was used and a thematic
framework approach was applied to data analysis21 through a critical
realism lens.22 The framework approach to thematic analysis was
advantageous in this context, as the study was able to look at patterns
across participants while allowing for the integration of perspectives
from a multidisciplinary team. We did not deductively code to the
TDF explicitly as there are limitations to using this method that can
lead to a superficial analysis.23 The inductive approach allowed for
greater depth in the analysis.21 We followed the six-stage procedure
to analyse the data described by Gale et al21 in 2013: transcription,
familiarisation, coding, developing a working analytical framework,
applying the analytical framework, and charting data into the
framework matrix. Three researchers analysed the data (AY, HJ and
JA). The lead analyst and interviewer (AY) is a female PhD candidate
and chiropractor with 6 years of experience in clinical practice and
previous experience conducting qualitative interviews with health
professionals and people experiencing LBP.24,25 HJ is a female
researcher and chiropractor with experience in clinical practice and
qualitative research. JA is a female public health and behavioural
science researcher with experience in qualitative methods. The re-
searchers familiarised themselves with the data prior to coding. The
initial transcript coding of four interviews using NVivo 14c,26 was
performed independently by two researchers (AY and either HJ or JA).
One researcher (AY) coded an additional two interviews. Investigators
met to discuss coding and reflect on differences in perspectives. After
this initial coding, the researchers developed and agreed upon the
preliminary analytical framework. The coding framework was applied
to the remaining interviews by one researcher (AY). The data were
then charted into the framework and discussed with the wider
research team to develop the preliminary themes. After subsequent
iteration, the research team decided on the final themes. The coding
tree can be found in Appendix 2 on the eAddenda.
Results

Flow of participants

Thirty-seven clinicians expressed interest in the study, with 32 (16
physiotherapists and 16 chiropractors) invited and consenting to
participate in the interviews. Interviews were conducted between
September and December 2022.
Participant characteristics

The population was diverse in age (range 23 to 68 years; median
36 years; IQR 30.5 to 50 years) and years of clinical experience (range
0.5 to 47 years; median 10.5 years; IQR 6 to 24.5 years). Males rep-
resented 63% of the sample. Most participants (88%) rated reassur-
ance as being extremely important with people with NSLBP, and all
reported using reassurance frequently (Table 1).



Table 1
Participant characteristics.

Characteristic (n = 32)

Profession, n (%)
physiotherapist 16 (50)
chiropractor 16 (50)

Gender, n (%)
female 12 (38)
male 20 (63)

Age (y), median (IQR) 36 (30.5 to 50)
Clinical experience (y), median (IQR) 10.5 (6 to 24.5)
Location of practice, n (%)
metropolitan 23 (72)
regional 7 (22)
rural 2 (6)

Current workplace, n (%)a

private practice 31 (97)
hospital or outpatient 2 (6)

How do you value providing reassurance during a
clinical encounter for low back pain?, n (%)

extremely important 28 (88)
important 4 (13)
neutral 0 (0)
unimportant 0 (0)
extremely unimportant 0 (0)

How often do provide reassurance for low back pain?, n (%)
frequently 32 (100)
sometimes 0 (0)
rarely 0 (0)
never 0 (0)

Percentages may not sum to 100% due to rounding.
a Respondents could select more than one response.
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Main themes

Four main themes were developed: giving reassurance is a core clin-
ical skill for delivering high-quality care; it takes practice and experience
toconfidentlydeliver reassurance;despite feeling capable andmotivated,
clinicians identified situations that challenge the delivery of reassurance;
and reassurance needs to be contextualised to the individual.

Theme 1: Giving reassurance is a core clinical skill for delivering
high-quality care

Clinicians described providing reassurance that aligned with cur-
rent guideline recommendations for NSLBP. Clinicians also felt
strongly motivated to deliver reassurance, as they believed that
reassurance is associated with improved patient outcomes and they
viewed it as their professional responsibility to provide it.

Clinicians described that delivering reassurance for people with
NSLBP mainly comprises providing educational messages about
NSLBP (cognitive reassurance), creating a realistic path forward for
the patient, while also engaging in relationship-building components
of care (affective reassurance) that enhance the delivery of reassur-
ance. The educational messages aimed to reduce low back-related
fears, including: reassurance about the absence of underlying
serious pathology as a cause of their pain; providing advice about a
favourable prognosis (where appropriate); and the use of messaging
that encourages the safety of movement. Table 2 details specific ex-
amples given by clinicians.

Clinicians described that the delivery of educational messages
alone is not enough. They emphasised the importance of how the
messages were delivered; this included the framing of messages to
facilitate a positive outlook, where appropriate, and to outline a
realistic and measurable pathway forward.

Reassure them that whatever they’re experiencing is real, reassure
them. about what the pathway forward looks like and giving them
a very like, a very realistic picture of what the journey looks like with
me (P103, physiotherapist, male, 15 years of clinical experience).

How these messages are delivered depends on what the individ-
ual needs, with one clinician stating:
That’s happened a few times where maybe people when I thought
they’re looking for more of that factual base stuff and you can sort of
see the eyes glaze over. You know you pivot and come back to that
more empathetic reassurance. Reassurance is never hard. You have to
pick that right mix and fact and empathy for that individual there in
front of you. (C87, chiropractor, male, 11 years of clinical
experience).

Clinicians described being motivated to deliver reassurance to
help address patients’ fears related to their back pain. Clinicians
described that the de-escalation of patients’ fears was a professional
responsibility.

.it’s largely part of our role. I think people come to see us because
they want your opinion on the severity of their issue and also they
come in worried and they’re looking for either some sort of reas-
surance or. escalation of urgency around their case (P16, physio-
therapist, male, 6 years of clinical experience).

In addition, clinicians believed ‘that reassurance is a key factor for
good outcomes’ (P109, physiotherapist, male, 5 years of clinical
experience).

Through reassurance, clinicians aimed to validate patients’ con-
cerns, build trust and, by reducing concerns, avoid unnecessary use of
further healthcare (imaging, medicines and surgeries).

I think when you reassure patients, it validates their feelings, it makes
them feel more trust in you as a practitioner (C07, chiropractor, fe-
male, 2 years of clinical experience).

.the goal of reassurance is to reduce the likelihood of care escalating
to more invasive or non-conservative treatment options that may be
unwarranted. So, if it stops someone from getting an MRI when it
might not be needed and having surgery when it might not be needed
or having injections or lots of painkillers when it’s not necessarily
going to be beneficial (C13, chiropractor, male, 2 years of clinical
experience).

Conversely, if reassurance was not delivered in an appropriate
way, clinicians felt that this may negatively impact the patient by
making them feel dismissed.

If you haven’t [validated the patient], you’ll just sound dismissive, so
you actually won’t be reassuring. A lot of physios, chiros or doctors
can think they’re being reassuring, but in fact, they’re not reassuring
the patient at all (P100, physiotherapist, male, 28 years of clinical
experience).
Theme 2: It takes practice and experience to confidently deliver
reassurance

Theme 2 explored the additional learning curve required to
translate knowledge into the capabilities needed to confidently deliver
reassurance in clinical practice. While many clinicians spoke with high
levels of confidence about delivering reassurance, that confidence was
developed through the clinicians’ experiences with managing NSLBP
and practice delivering it to a range of different people.

Most clinicians felt that they had the interpersonal skills needed
to deliver reassurance to people with NSLBP, but these skills had
developed over time through clinical experience. Clinicians felt that
they possessed knowledge pertaining to LBP diagnosis, prognosis and
management needed to deliver cognitive messages of reassurance
upon entering the workforce; however, they did not feel confident to
immediately implement that knowledge in practice due to a lack of
interpersonal skills (eg, communication skills, establishing rapport)
on how to confidently deliver the information:

I think you kind of get a kick start at university but certainly not to
the extent. Look, I certainly had the knowledge, but I didn’t have the



Table 2
Examples of reassurance messages used by clinicians.

Categories of reassurance for NSLBP Examples from clinicians

Absence of pathology .there’s unlikely to be anything broken, any muscle tears or anything that is unstable. in up to 95% of cases there isn’t
anything specific or structural going on and it’s a non-specific type of pain. It is unlikely anything is seriously wrong (C13,
chiropractor, male, 2 years of clinical experience).

Prognostic reassurance .their outcomes are more than likely going to be pretty good. And that things regress to the mean relatively well and that
even though they’re uncomfortable immediately, good outcomes are common and quite possible (P06, physiotherapist,
male, 7 years of clinical experience).

Activity reassurance .getting moving again and getting active again. You know, reassurance that movement is OK. Reassurance that they’re
sore, but they’re safe (P113, physiotherapist, female, 15 years of clinical experience).

NSLBP = non-specific low back pain.
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skills of being able to do it (P105, physiotherapist, female, 7 years of
clinical experience).

One clinician spoke about a course in motivational interviewing,
equipping them with communication skills, which assisted with
delivering reassurance:

We had a 10-day [motivational interview] training and, wow, that
made me much more confident in talking because all we did was
practise how to talk. So motivational interviewing was really helpful
and also having seniors watching me deliver some of this stuff gave
me more confidence (P102, physiotherapist, male, 15 years of
clinical experience).

Confidence levels in delivering reassurance are shaped by clini-
cians’ experiences and knowledge of the evidence base for NSLBP.
Although all clinicians reported high levels of confidence in delivering
reassurance at the time of the interview, they reflected that on-the-
job practice and frequently managing people with NSLBP were
responsible for building that confidence.

I’m pretty confident in delivering reassurance. that I think reflects
my knowledge level on some conditions. With typical non-specific
low back pain, that’s relatively acute on chronic, I’m pretty confident
in explaining that because you get a lot better at it because you see it
consistently and then you’re more confident in delivering to the
patient. So the more you actively try to reassure and because that’s
the thing I typically do like to do, I think you get better at it. So I’m
pretty confident in it (C07, chiropractor, female, 2 years of clinical
experience).

One chiropractor with 11 years of clinical experience identified
their current confidence level by reflecting on the way they had
delivered reassurance previously, and that further gains in confidence
levels are likely to continue to occur into the future:

.I feel very confident. I probably felt very confident two years ago and
probably felt very confident five years ago. But I’m a lot better at it now
than I used to be, so I’ll probably say I was not very good at it in five
years’ time, but I feel confident now I’m a lot more confident than I
used to be (C87, chiropractor, male, 11 years of clinical experience).
Theme 3: Despite feeling capable and motivated, clinicians
identified situations that challenge the delivery of reassurance

Despite reporting having the knowledge, skills and confidence to
deliver reassurance, in general, clinicians described specific situations
when they were in fact not very confident delivering reassurance
to individual patients. These situations included the presence of
clinical features associated with poorer recovery and patient
factors impacting the reception of reassurance, including previous
patient experiences that reduce their trust in clinician
recommendations.

Clinicians often felt conflicted when deciding how to offer prog-
nostic reassurance in clinical settings. This conflict primarily arose
when there was uncertainty about the patient’s prognosis due to
clinical features (such as psychological distress, pain duration . 12
weeks and previous episodes of LBP) that indicated a higher risk of
poor outcomes.

I feel uncomfortable if I’m reassuring someone, but I don’t know if
you’re actually going to get better. because you should get better,
but there’s going to be other factors, maybe that delay your recovery.
I don’t want to break someone’s trust by reassuring them. But I also
don’t want to then flag you might have a delayed recovery because
that’s the opposite of reassurance (P106, physiotherapist, female, 9
years of clinical experience).

In addition, these challenges with delivering reassuring prognostic
messages were amplified if patients did not demonstrate expected
improvements in subsequent treatment sessions, or recovery took
longer than anticipated. This created uncertainty, introducing doubt
about the appropriateness of the prognostic reassurance provided in
the first instance:

But once it passes a certain time frame and if the pain is still quite severe,
it definitely becomes a lot harder, because people start to doubt whether
it is ever going to go away or if this is going to be a. rest of their life
type thing (C13, chiropractor, male, 2 years of clinical experience).

Patients who felt that the diagnosis implied a poor prognosis were
seen by clinicians to be less receptive to reassurance:

.cases that have their pre-existing thoughts on low back pain are
the challenging patients. if a patient has a pre-existing idea on that
diagnosis. They’ll have a tendency to maybe be less receptive to your
advice and your reassurance as a clinician (C94, chiropractor, male,
8 years of clinical experience).

Clinicians described circumstances where it was difficult to
establish rapport and highlighted the importance of developing
rapport with an individual before providing reassurance. Clinicians
described that where rapport was easily established or pre-existing,
their ability to deliver reassurance was enhanced.

Building rapport allows the patient to feel safe enough that they can
be heard and understood and showed some empathy. To show that
the practitioner has some understanding of the issue. When you have
the rapport with the patient. they will trust your opinion and what
you’re saying when it comes to reassurance (P16, physiotherapist,
male, 6 years of clinical experience).

Clinicians reported that rapport was more difficult to establish
with certain individuals. This phenomenon related to a mismatch in
either personality or communication style between the patient and
the clinician.

I think sometimes, you know, we’re always going to come across a
patient that it is a little bit harder for us to build rapport with. So if
you haven’t done a great job of building that rapport early on, that’s
going to be harder for them to buy into what you’re talking about
with reassurance (P113, physiotherapist, female, 15 years of clinical
experience).



Table 3
Suggestions for clinicians for implementing guideline recommendations for reassurance for non-specific low back pain.

Guideline-based
reassurance
recommendations10,33

Purpose Components to
address/deliver

Suggested questions or messages

Data gathering

Address
understanding
of back pain

Assess individual
understanding of NSLBP
(beliefs and previous
experiences)

Identify beliefs/experiences
that may be a barrier
to providing reassurance or be
a target for education.

‘Tell me what you know about your back pain?’
‘What do you think might be contributing to your back pain?’
‘What have you been previously told, if anything, about your back pain?’
‘You’ve had this kind of back pain before. What was it like then?’
‘What have others (doctors/physiotherapists/chiropractors) said about your pain?’
‘What have you been told about the images of your back?’
‘Do you think your back pain will get better or worse?’

Understand
person-specific
concern

Assess individual
NSLBP-related
concerns (current
and future)

Identify specific targets for
reassurance while
simultaneously enhancing/
building rapport.

‘What concerns you the most about this pain?’
‘What are your worries about the future with respect to your back pain?’
‘How much is your back pain impacting the things you enjoy doing?’

Providing individualised reassurance

Address concerns
about pathology

To de-escalate the
threat of pathology
as a cause of their
LBP

� Provide education on the
likelihood of serious
pathology

� Provide evidence for
exclusion of serious
pathology as a possible cause

‘Serious causes of back pain are very uncommon and present in less than 1%
of people with back pain’
‘You told me you have concerns about having [insert pathology here]. Based on
my examination, I can assure you that [pathology] is very unlikely and that your
back is healthy and strong despite being very sore at the moment’

Explain prognosis To de-escalate
concerns that back
pain may persist
indefinitely

� Provide accurate prognostic
advice, including the
expectation that pain will
reduce where appropriate

� Use objective measures to
inform prognostic advice
(eg, OMPQ)

� Address concerns related to
delayed recovery or previous
history of long
-lasting LBP

� Address fears and worries
related to personal
relationships with people
who have experienced
poor recovery

Acute LBP
‘Most people experience a rapid reduction in pain and resolution in symptoms
in 6 to 8 weeks. Based on my assessment, you should recover from this episode
within that timeframe.’
Fluctuating/episodic LBP
‘As you have seen from your previous experiences, your pain tends to come and
go. Even though you’re uncomfortable now, I expect this episode to recover
quickly similar to your previous episodes.’
Persistent LBP or high-risk of poor outcome
‘We have identified some factors such as [insert factors here] that are contributing
to your pain and I am confident that if we can address those factors together then
I am confident you will start to improve.’
Personal relationship to someone with a poor recovery
‘I understand you have fears that your back pain is going to follow a similar course
to your friend who had [insert pathology here]. Here are the reasons why your LBP
is different: Y, and Z’ [Provide targeted information about lack of the feared
pathology that their friend/family member has, or de-threaten that pathology]

Encourage
activity

To de-escalate concerns
that movement/
activity will make the
problem worse and
to encourage activity
To build confidence in
returning to normal activities

� Provide education on the
benefits of activity/
movement

� Identify specific movements or
activities that are of concern for
the individual and reasons for
concern

� Provide individualised activity
advice considering current
activity level and preferred
activities

� Demonstrate the safety
of movement through
experiential reassurancea

‘Movement is safe, and beneficial for recovery.’
‘You have said that you are hesitant to bend your back, as you have fears about
these structures being damaged. I understand that when you bend this sometimes
triggers your pain. However, these tissues are very sensitive now and your spine is
actually very strong. The good thing is that sensitivity can be improved by starting
with easy movements that are similar to bending and gradually doing more as
you get used to it.’
[Already physically active]
‘You have said that you enjoy [X activity], and you usually do X amount of this
activity. I would encourage you to still do X activity as it will assist your recovery,
let’s just do a little less to begin with and we can then build up to your previous
activity levels over the next X weeks.’
[Less physically active]
‘We know that movement can help recovery, I suggest finding a form of movement
that you like doing and that should help your recovery.’
‘Are you open to starting to do a little bit of [X activity] even though you get some
pain and have concerns? I am expecting that your pain will start to reduce as you
gradually do more, and this will then build your confidence and enjoyment of
doing X’
Reassurance during in-session active care
‘You are sore, but you are safe.’
‘You’re OK, this isn’t going to physically hurt you.’

LBP = low back pain, NSLBP = non-specific low back pain, OMPQ = Örebro Musculoskeletal Pain Questionnaire.
a Experiential reassurance is reassurance that is achieved through doing.
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Some clinicians described that difficulty in establishing rapport
usually meant that reassurance would not be as effectively delivered.
A strategy detailed by two clinicians, both with � 2 years in clinical
practice, in this situation was to refer the patient to another health-
care provider.

If I don’t feel the patient is clicking with me as a practitioner, I always
provide them with the opportunity to see another practitioner. they
already have a rapport with, or I could refer them to someone that
they might be more comfortable seeing. If they don’t feel reassured
by you, then there’s only so much you can do and you should make
sure that the patient gets care whether that’s with another practi-
tioner or through you (C07, chiropractor, female, 2 years of clinical
experience).

Patients’ previous experiences were thought to influence their
ability to trust the reassurance being delivered by clinicians, primarily
when the patients’ previous experiences were negative or conflicted
with current clinician advice. The patients’ trust of clinician advice
was impacted by previous non-reassuring encounters within the
healthcare system. Non-reassuring encounters included experiences
(consultations or imaging) that may have had the opposite effect of
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reassurance by enhancing concerns. In addition, clinicians reported
that patients who felt that their concerns had previously been dis-
missed might have less trust when they sought a subsequent opinion.

I think there’s sort of no secret in this field that you know will often
come across patients that are distressed or concerned by imaging
findings that they may have had that don’t necessarily correlate well
with symptoms that they might present with (P98, physiotherapist,
male, 7 years of clinical experience).

A lot of clients have reported feeling a bit dismissed by the GP and not
having time with the initial practitioner to go through things really
thoroughly (P109, physiotherapist, male, 5 years of clinical
experience).

Conversely, clinicians reported that it was easier for patients to
trust their recommendations when they had previously experienced
reassuring consultations and there was consistency in the informa-
tion provided between consultations.

I think it’s easier when the client has a good understanding of. pain
and how pain works and if they’ve had education from someone
previously and they’ve been reassured previously (P06, physiother-
apist, male, 7 years of clinical experience).

Patients who had past experiences with NSLBP that did not
resolve well or were managed inappropriately could also be more
challenging to reassure and establish trust with, as guideline-
recommended reassurance might be incongruent with their own or
others’ lived experiences. Poor previous experiences encompassed
either personal experience or the experience of other important
people in their lives.

I would say the longer that they’ve had the lower back pain or the
more. severe the back pain episodes have been [more challenging to
reassure] (P106, physiotherapist, female, 9 years of clinical
experience).

their personal experiences. one client who’s in her early 40s has a
disc bulge at sort of L1/L2. has dermatomal pattern of symptoms
that match that. One of the things that she reported was her sister
has had disc bulges and herniations and she can’t sit down on a plane
for an hour. I think in terms of trying to reassure her, it’s kind of again
difficult. Because I haven’t necessarily got the history of the other
family member, but she also will have this preconception that that’s
what she’s going to end up like (P109, physiotherapist, male, 5 years
of clinical experience).

Conversely, clinicians reported that it was easier to reassure and
build trust with patients who have had a more favourable experience
with NSLBP, such as low pain intensity and quick resolution of pre-
vious episodes.

I think it’s definitely easier to provide reassurance to someone who
has had an episode similar to it before, and they normally know their
body quite well and they know that if something like this happens, it
will go away over a certain period of time (C13, chiropractor, male, 2
years of clinical experience).
Theme 4: Reassurance needs to be contextualised to the individual

Clinicians felt that a one-size-fits-all model was not appropriate
for clinical practice. Clinicians emphasised the importance of
considering the individual and adapting reassurance accordingly, as
‘without it [individualisation] you are taking a stab in the dark and
you may or may not be reassuring’ (P100, physiotherapist, male, 28
years of clinical experience). This theme addresses the way that cli-
nicians have identified targets to individualise reassurance, and how
reassurance is individualised and delivered.
Clinicians detailed strategies used to identify individual targets for
reassurance. These relate to data gathering by specifically asking
about patients’ concerns and their understanding of their pain.
Simultaneously, this is also a strategy employed to help establish
rapport and build trust with the patient.

You’ve got to keep asking the probing questions to really get to
the rub of what their main concern is. Otherwise it just becomes
a throwaway line that they’ve heard 50 million times before
and still not addressing their main concern. So, it’s not reassuring
at all (P112, physiotherapist, female, 28 years of clinical
experience).

In addition to the identification of specific patient concerns, cli-
nicians must understand a patient’s context and how their concerns
may be shaped by personal experiences. Subsequent reassurance
must be delivered with consideration of the patient context in mind.

They might have a family member who hasn’t gotten better or has
had surgery or a family or a friend of the family who hasn’t done well
with back pain. So those we do provide that just a bit more guidance
and reassurance. (C92, chiropractor, male, 29 years of clinical
experience).

After specific patient concerns have been identified, clinicians
detailed the strategies they used to provide reassurance around those
specific concerns. Strategies included providing educational messages
(cognitive reassurance) and a safe environment for them to experi-
ence movement (experiential reassurance).

Clinicians detailed how they contextualised cognitive reassurance
to the individual. Clinicians described providing reassurance on the
exclusion of serious pathology by providing evidence after a thorough
history and physical examination, using individual examples perti-
nent to their case.

.this is what I got from the assessment, and this is how I know that
there’s no serious pathology in your case. So, I didn’t just say that
this person didn’t have it. I told them why I knew they didn’t have it
or why I thought that they didn’t have it and then explained what I
thought was going on with the reasons why as well. It is a lot of
education, not just ‘this is what’s happening’ (P104, physiotherapist,
female, 0.5 years of clinical experience).

Clinicians also described contextualising imaging findings to their
clinical history and their physical examination findings, for example:
de-escalation of disc bulge as a concern when there is no radicul-
opathy present.

If I’ve got someone who has already shown me that they’re really
caught up on what the scan says. So you tell me your pain is in the
L4/5 disc. OK, I’m going to have to look at the scan and actually look
at that L4/5 disc, and then I’m going have to do something in my
physical examination to demonstrate that in fact, the L4/5 disc is
actually OK, et cetera. You don’t need surgery. (P100, physiother-
apist, male, 28 years of clinical experience).

Rather than purely relying on didactic means, clinicians may ask
patients to actively perform or be exposed to an exercise as a tool to
allow patients to experience the safety of movement. Clinicians re-
ported gradually exposing patients to elements of feared movements,
thus building the patient’s tolerance and de-escalating the threat and
fear associated with the movement.

You can give them as much education and advice and reassurance as
you as you like, but sometimes, you just have to show the patient that
they can do it. As a physical therapist that you physically get the
patient to do something or move towards doing something that they
didn’t think they might be able to do. You know a particular
functional goal that they have that you’re exposing them to it (P98,
physiotherapist, male, 7 years of clinical experience).
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Discussion

This study developed four themes about clinicians’ use of reas-
surance for NSLBP. Clinicians in this study possessed comprehensive
knowledge about delivering reassurance and believed that it was an
important part of the high-quality care they delivered. They believed
that reassurance helped them to: foster a positive outlook in patients;
dispel fears related to underlying pathology; dispel fears related to a
poor prognosis of the NSLBP; and encourage safe activity. While cli-
nicians expressed confidence in their ability to provide reassurance,
they acknowledged that this confidence was developed gradually
through clinical experience. They reported that delivering reassur-
ance was more challenging in situations where: patients were less
likely to experience a favourable prognosis; there were difficulties in
establishing rapport between the clinician and patient; factors were
present that impacted the patient’s ability to trust in the reassurance
provided by the clinician, such as the patient’s previous experiences
with NSLBP and the healthcare system. Participants also stressed the
importance of establishing rapport and trust and tailoring reassur-
ance by addressing individual concerns.

Consistent with recommendations in clinical practice guidelines,
clinicians in this study believed that the provision of reassurance was
important for people with LBP. However, quantitative investigations
of the effect of reassurance on patient outcomes have yielded mixed
results. A systematic review that investigated the effects of reassur-
ance on patient outcomes found that affective reassurance demon-
strated inconsistent results for patient enablement and satisfaction,
whereas cognitive reassurance was associated with increased satis-
faction, patient enablement, and reduced concerns and healthcare
utilisation.12 A subsequent systematic review found that patient
education reassures patients with acute LBP, as well as reducing
subsequent healthcare use.27 In contrast, a mediation analysis of the
PREVENT trial28 found that reassurance does not reduce disability or
healthcare utilisation.29 The PREVENT trial28 explored the effective-
ness of patient education on low back pain outcomes. These mixed
results may reflect the complexity of the delivery of reassurance and
the need for appropriate individualisation, also highlighted in this
study.

These results support and extend existing evidence that rela-
tionship building and individualised data gathering (understanding a
person’s pain) are essential precursors to delivering effective reas-
surance. A qualitative study of patients consulting with general
medical practitioners found that patients value affective reassurance
(including relationship building, being taken seriously, feeling that
the doctor listened and understood their story, and when they felt
that the doctor was doing everything they could to help).15 Although
these behaviours are viewed positively, there is some evidence to
suggest that affective reassurance is associated with reduced recovery
and higher symptom burden.12 They concluded that the role of
relationship building and empathy remains unclear.15 The current
study provides insights from a clinician’s perspective that relation-
ship building and empathy might be necessary for patients to engage
with cognitive reassurance. These elements of a patient encounter
(relationship building and data gathering) are also part of a validated
patient-reported outcome measure, the consultation-based reassur-
ance questionnaire, used to ascertain a patient’s level of reassurance
and includes subscales on relationship building and data gathering,
further emphasising the known importance of clinicians engaging in
these behaviours.30,31 This study is the first to explore whether and
how clinicians are actually performing these reassuring behaviours
during consultations and the barriers and enablers that they face with
delivering reassurance. The findings demonstrate strategies that were
employed by the clinicians when delivering reassurance to enhance
relationship building and individualise data gathering.

Clinicians detailed the importance of an individualised approach to
reassurance, which includes tailored data gathering to identify a
patient’s concerns and their understanding of LBP, and tailored
delivery to reduce their specific concerns and worries. This approach is
supported by available qualitative evidence, which found that to be
reassured, a patient needs to feel that their practitioner understands
their history, has carried out thorough examinations and understands
how the pain has impacted their lives.15,32 In addition, the Australian
Clinical Care Standard recommendations for LBP support this approach
and recommend to ‘assess their [the patients’] understanding of, and
concerns about, diagnosis and pain’ and provide ‘targeted advice to
increase their [the patients’] understanding and address their con-
cerns’.10 This study builds upon this knowledge by offering insight into
the strategies used to deliver interventions tailored to patient-specific
concerns and worries. These strategies included providing tailored
educational messages (cognitive reassurance) and a safe environment
for them to experience movement (experiential reassurance). Based on
the findings from this research, the expertise of the author team and
available evidence,10,33 a table was created that outlines some sug-
gestions for clinicians to use to assist them in implementing guideline
recommendations for reassurance for NSLBP (Table 3).

Clinicians face challenges with delivering prognostic reassurance
when they are uncertain as to whether the patient will experience a
favourable prognosis or not. Where clinicians faced uncertainty or
identified clinical features making a favourable prognosis less likely,
they tended to de-emphasise prognostic discussions in the consul-
tation. This finding is consistent with existing literature that reported
22% of patients who presented with increased distress did not receive
prognostic information.14 In addition, a population of people experi-
encing LBP generally had beliefs that a poor prognosis was com-
mon.34 From a patient’s perspective, there is frustration when they
seek advice about the expected course of their pain and they receive
either vague or no information related to this.15 While this can be
frustrating for patients, prognosis for LBP can be challenging to pre-
dict.35 An alternative approach in circumstances where complete
recovery is unlikely could be to provide reassurance that their LBP
will not get progressively worse. This messaging may be reassuring,
particularly in a population who believes that their prognosis is poor.
It is proposed that the presentation of information alone is insuffi-
cient and that clinicians should also approach consultations as a
partnership to help patients to navigate this uncertainty.36 These
findings highlight the need for strategies to improve the delivery of
prognostic information in these challenging populations.

This qualitative study with rich data explored the perspectives of
both physiotherapists and chiropractors about the delivery of reas-
surance for NSLBP in primary care. This study included clinicians who
varied in age, gender, geographical location and years in clinical
practice. However, most clinician participants practised in metro-
politan areas, meaning that the study may not be representative of
clinicians’ experiences in regional and rural settings. Most clinician
participants rated reassurance as being important and reported
frequent use. The findings in this study reflect the perspectives of
clinicians who think that reassurance is important; however, this is
likely to be a common attitude amongst clinicians. This is evidenced
by two qualitative studies that explored general medical practi-
tioners’ management of LBP and found that reassurance was impor-
tant37 and discussed reassurance being included in some form in the
first consultation.38 The interview schedule was developed using the
TDF, which is a framework that was developed systematically and
widely used to explore the implementation behaviours of clinicians.
Using this framework helped to ensure that this study included a
more comprehensive set of questions. Data were coded by more than
one analyst and our team included multidisciplinary perspectives.
Employing a qualitative research design provided deep insights into
strategies used by clinicians to implement reassurance into practice.
Details about clinicians’ experiences in delivering reassurance have
not been explored in previous research.

Although clinicians reported having the confidence and skills to
deliver reassurance, it is unclear to what extent they are delivering
reassurance within a consultation for NSLBP, and to what extent the
patient is reassured. The delivery of reassurance is important and the
reception of this reassurance by patients can be varied. If reassurance
is not delivered in the right way, these messages can be perceived as
dismissive, as evidenced by ‘.How am I supposed to feel reassured if
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I feel there is something wrong with me, and they keep telling
me that everything’s fine?’32 To gain a deeper understanding of
reassurance practices, it is necessary to undertake observation of
reassurance practices via ethnographic studies. Furthermore, self-
reported patient data should also be collected during these consul-
tations to determine the reception of reassurance by patients. Further
investigation of the relationship between clinicians’ self-reported
reassurance delivery, observed reassurance during a consultation
and patient-reported measures of reassurance should be explored.

Clinicians felt that there was scant detail available to them about
how to apply guideline recommendations regarding reassurance or to
manage more challenging clinical situations and that they relied on
clinical experience to develop the necessary skills. While this study
highlighted patient-specific factors challenging the delivery of reas-
surance, clinician and systemic factors may also be important and
may need further investigation to inform strategies to improve the
delivery of reassurance.39 To further support clinicians with limited
clinical experience, entry-level clinical training programs for health-
care professionals involved in the management of NSLBP should
incorporate competencies related to the delivery of reassurance, as
recommended in recently developed curriculum content standards
for NSLBP.40 Suggestions to begin this process are provided in Table 3.

Clinical experience is one mechanism that clinicians have used to
gain the skills to deliver reassurance; however, there is evidence to
support alternative strategies such as the use of implementation in-
terventions to assist clinicians in bridging the evidence-to-practice
gap.41,42 Some examples of these strategies could be observational
methods of audit and feedback, and interventions designed to train
clinicians to subsequently improve an aspect of patient care. To
accelerate skill gain, implementation interventions should be devel-
oped to target improving reassurance delivery skills. Implementation
interventions may assist with increasing the use or adoption of
reassurance delivery.43 Examples from existing research have shown
that implementation interventions not only enhance the uptake of
clinical practice guidelines into clinical practice, but also increase
clinicians’ knowledge and confidence in delivering guideline-based
care.41

To conclude, the clinicians had a strong understanding and
motivation to deliver reassurance for NSLBP in clinical practice;
however, they recognised that they required clinical experience to
effectively translate knowledge into reassurance skills. Individualised
delivery of reassurance is required in clinical practice to address
patient-specific factors that challenge rapport building and the suc-
cessful delivery of reassurance. This study provides insights into how
reassurance is individualised in clinical practice to address patient
concerns and reduce fear.
What was already known on this topic: Clinical practice
guidelines consistently recommend that people with NSLBP of
any duration (acute, sub-acute and chronic) receive reassurance
as part of their care. Reassuring messages recommended in
clinical practice guidelines for NSLBP relate, where appropriate,
to the absence of serious pathology, the likelihood of a favourable
prognosis and the safety of movement. Clinical practice guide-
lines typically provide limited detail about how best to deliver
these reassuring messages.
What this study adds: Clinicians possess a strong under-
standing of reassurance but require clinical experience to confi-
dently deliver it. This study provides insights into how
reassurance is delivered and individualised in clinical practice,
including suggestions for clinicians about how to implement
reassurance effectively for people with low back pain. Sugges-
tions to help clinicians overcome these barriers were developed
as a result.

Footnotes: a REDCap, REDCap Consortium, Nashville, USA.
b Microsoft Teams (version 4.2.4.0), Microsoft Redmond Campus,
Redmond, USA. c NVivo software (version 14), Lumivero. 2023.
Available from https://www.lumivero.com
eAddenda: Appendices 1 and 2 can be found online at https://doi.
org/10.1016/j.jphys.2024.11.003.

Ethics approval: The Macquarie University Human Research
Ethics Committee approved this study (HREC approval Number:
520221181439566). All participants gave written informed consent
before data collection began.

Competing interests: Nil.
Source(s) of support: This study was not funded by a research

grant. AY received scholarship support fromMacquarie University Pro
Vice Chancellor’s scholarship and from the Australia & New Zealand
LBP Research Network.

Acknowledgements: Nil.
Provenance: Not invited. Peer reviewed.
Correspondence: Anika Young, Department of Chiropractic, Fac-

ulty of Medicine, Health and Health Science, Macquarie University,
Sydney, Australia. Email: annie.young@mq.edu.au
References

1. Ferreira ML, De Luca K, Haile LM, Steinmetz JD, Culbreth GT, Cross M, et al. Global,
regional, and national burden of low back pain, 1990–2020, its attributable risk
factors, and projections to 2050: a systematic analysis of the Global Burden of
Disease Study 2021. Lancet Rheumatol. 2023;5:e316–e329. https://doi.org/10.1016/
S2665-9913(23)00098-X.

2. Buchbinder R, Underwood M, Hartvigsen J, Maher CG. The Lancet Series call to
action to reduce low value care for low back pain: an update. Pain. 2020;161:S57–
S64. https://doi.org/10.1097/j.pain.0000000000001869.

3. Hartvigsen J, HancockMJ, KongstedA, LouwQ, FerreiraML, Genevay S, et al.What low
back pain is and why we need to pay attention. Lancet. 2018;391:2356–2367.

4. Australian Institute of Health and Welfare. Back problems; 2023. https://www.
aihw.gov.au/reports/chronic-musculoskeletal-conditions/back-problems

5. Maher C, Underwood M, Buchbinder R. Non-specific low back pain. Lancet.
2017;389(10070):736–747. https://doi.org/10.1016/s0140-6736(16)30970-9

6. Waddell G. Biopsychosocial analysis of low back pain. Baillieres Clin Rheumatol.
1992;6:523–557. https://doi.org/10.1016/S0950-3579(05)80126-8

7. Stanton TR, Henschke N, Maher CG, Refshauge KM, Latimer J, McAuley JH. After an
episode of acute low back pain, recurrence is unpredictable and not as common as
previously thought. Spine. 2008;33:2923–2928. https://doi.org/10.1097/BRS.
0b013e31818a3167

8. Kongsted A, Kent P, Hestbaek L, Vach W. Patients with low back pain had distinct
clinical course patterns that were typically neither complete recovery nor constant
pain. A latent class analysis of longitudinal data. Spine J. 2015;15:885–894. https://
doi.org/10.1016/j.spinee.2015.02.012

9. Oliveira CB, Maher CG, Pinto RZ, Traeger AC, Lin CW, Chenot JF, et al. Clinical
practice guidelines for the management of non-specific low back pain in primary
care: an updated overview. Eur Spine J. 2018;27:2791–2803. https://doi.org/10.
1007/s00586-018-5673-2

10. Australian Commission on Safety and Quality in Health Care. Low Back Pain Clinical
Care Standard. Sydney. https://www.safetyandquality.gov.au/standards/clinical-
care-standards/low-back-pain-clinical-care-standard

11. Kessel N. Reassurance. Lancet. 1979;313:1128–1133. https://doi.org/10.1016/S0140-
6736(79)91804-X

12. Pincus T, Holt N, Vogel S, Underwood M, Savage R, Walsh DA, et al. Cognitive and
affective reassurance and patient outcomes in primary care: a systematic review.
Pain. 2013;154:2407–2416. https://doi.org/10.1016/j.pain.2013.07.019

13. Oliveira CB, Maher CG, Pinto RZ, Traeger AC, Lin CW, Chenot JF, et al. Clinical
practice guidelines for the management of non-specific low back pain in primary
care: an updated overview. Eur Spine J. 2018;27:2791–2803. https://doi.org/10.
1007/s00586-018-5673-2.

14. Morsø L, Lykkegaard J, Andersen MK, Hansen A, Stochkendahl MJ, Madsen SD, et al.
Providing information at the initial consultation to patients with low back pain
across general practice, chiropractic and physiotherapy – a cross-sectorial study of
Danish primary care. Scand J Primary Health Care. 2022;40:370–378. https://doi.
org/10.1080/02813432.2022.2139465

15. Nicola H, Tamar P, Steven V. Reassurance during low back pain consultations with
GPs: a qualitative study. Brit J Gen Pract. 2015;65:e692. https://doi.org/10.3399/
bjgp15X686953

16. Walker BF, Muller R, Grant WD. Low back pain in Australian adults: health provider
utilization and care seeking. J Manip Physiol Ther. 2004;27:327–335. https://doi.
org/10.1016/j.jmpt.2004.04.006

17. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research
(COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health
Care. 2007;19:349–357. https://doi.org/10.1093/intqhc/mzm042

18. Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview studies:
guided by information power. Qual Health Res. 2016;26:1753–1760. https://doi.org/
10.1177/1049732315617444

19. Atkins L, Francis J, Islam R, O’Connor D, Patey A, Ivers N, et al. A guide to using the
Theoretical Domains Framework of behaviour change to investigate implementation
problems. Implement Sci. 2017;12:77. https://doi.org/10.1186/s13012-017-0605-9

20. Huijg JM, Gebhardt WA, Crone MR, Dusseldorp E, Presseau J. Discriminant content
validity of a theoretical domains framework questionnaire for use in imple-
mentation research. Implement Sci. 2014;9:11. https://doi.org/10.1186/1748-5908-
9-11

https://www.lumivero.com
https://doi.org/10.1016/j.jphys.2024.11.003
https://doi.org/10.1016/j.jphys.2024.11.003
mailto:annie.young@mq.edu.au
https://doi.org/10.1016/S2665-9913(23)00098-X
https://doi.org/10.1016/S2665-9913(23)00098-X
https://doi.org/10.1097/j.pain.0000000000001869
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref3
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref3
https://www.aihw.gov.au/reports/chronic-musculoskeletal-conditions/back-problems
https://www.aihw.gov.au/reports/chronic-musculoskeletal-conditions/back-problems
https://doi.org/10.1016/s0140-6736(16)30970-9
https://doi.org/10.1016/S0950-3579(05)80126-8
https://doi.org/10.1097/BRS.0b013e31818a3167
https://doi.org/10.1097/BRS.0b013e31818a3167
https://doi.org/10.1016/j.spinee.2015.02.012
https://doi.org/10.1016/j.spinee.2015.02.012
https://doi.org/10.1007/s00586-018-5673-2
https://doi.org/10.1007/s00586-018-5673-2
https://www.safetyandquality.gov.au/standards/clinical-care-standards/low-back-pain-clinical-care-standard
https://www.safetyandquality.gov.au/standards/clinical-care-standards/low-back-pain-clinical-care-standard
https://doi.org/10.1016/S0140-6736(79)91804-X
https://doi.org/10.1016/S0140-6736(79)91804-X
https://doi.org/10.1016/j.pain.2013.07.019
https://doi.org/10.1007/s00586-018-5673-2
https://doi.org/10.1007/s00586-018-5673-2
https://doi.org/10.1080/02813432.2022.2139465
https://doi.org/10.1080/02813432.2022.2139465
https://doi.org/10.3399/bjgp15X686953
https://doi.org/10.3399/bjgp15X686953
https://doi.org/10.1016/j.jmpt.2004.04.006
https://doi.org/10.1016/j.jmpt.2004.04.006
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1177/1049732315617444
https://doi.org/10.1186/s13012-017-0605-9
https://doi.org/10.1186/1748-5908-9-11
https://doi.org/10.1186/1748-5908-9-11


56 Young et al: Reassurance for low back pain
21. Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework method
for the analysis of qualitative data in multi-disciplinary health research. BMC Med
Res Methodol. 2013;13:117. https://doi.org/10.1186/1471-2288-13-117

22. Maxwell J. A Realist Approach to Qualitative Research. Los Angeles: Sage Publica-
tions; 2011.

23. McGowan LJ, Powell R, French DP. How can use of the Theoretical Domains
Framework be optimized in qualitative research? A rapid systematic review. Brit J
Health Psychol. 2020;25:677–694. https://doi.org/10.1111/bjhp.12437

24. Fernandez M, Young A, Kongsted A, Hartvigsen J, Barton C, Wallis J, et al. GLA:D®
Back Australia: a mixed methods feasibility study for implementation. Chiroprac
Man Ther. 2022;30:17. https://doi.org/10.1186/s12998-022-00427-3

25. Jenkins HJ, French SD, Young A, Moloney NA, Maher CG, Magnussen JS, et al.
Feasibility of testing the effectiveness of a theory-informed intervention to reduce
imaging for low back pain: a pilot cluster randomised controlled trial. Pilo Feasibil
Stud. 2022;8:249. https://doi.org/10.1186/s40814-022-01216-8

26. Walsh M. Teaching qualitative analysis using QSR NVivo. The Qualitative Report.
2003;8:251–256.

27. Traeger AC, Hübscher M, Henschke N, Moseley GL, Lee H, McAuley JH. Effect of
primary care-based education on reassurance in patients with acute low back pain:
systematic review and meta-analysis. JAMA Intern Med. 2015;175:733–743. https://
doi.org/10.1001/jamainternmed.2015.0217

28. Traeger AC, Lee H, Hübscher M, Skinner IW, Moseley GL, Nicholas MK, et al. Effect
of intensive patient education vs placebo patient education on outcomes in pa-
tients with acute low back pain: a randomized clinical trial. JAMA Neurol.
2019;76:161–169. https://doi.org/10.1001/jamaneurol.2018.3376

29. Cashin AG, Lee H, Traeger AC, Hubscher M, Skinner IW, McAuley JH. Feeling
reassured after a consultation does not reduce disability or healthcare use in
people with acute low back pain: a mediation analysis of a randomised trial.
J Physiother. 2021;67:197–200. https://doi.org/10.1016/j.jphys.2021.06.007

30. Holt N, Pincus T. Developing and testing a measure of consultation-based reassurance
for people with low back pain in primary care: a cross-sectional study. BMC Muscu-
loskelet Disord. 2016;17:277. https://doi.org/10.1186/s12891-016-1144-2

31. Kongsted A, Christensen MR, Ingersen KK, Secher Jensen T. Feasibility of the
consultation-based reassurance questionnaire in Danish chiropractic practice.
Chiropract Man Ther. 2018;26:27. https://doi.org/10.1186/s12998-018-0197-8

32. Braeuninger-Weimer K, Anjarwalla N, Pincus T. Discharged and dismissed: a quali-
tative study with back pain patients discharged without treatment from orthopaedic
consultations. Eur J Pain. 2019;23:1464–1474. https://doi.org/10.1002/ejp.1412
33. Low back pain and sciatica in over 16s: assessment and management: assessment and
non-invasive treatments. Low back pain and sciatica in over 16s. National Institute
for Health and Care Excellence; 2016.

34. Grøn S, Jensen RK, Jensen TS, Kongsted A. Back beliefs in patients with low back
pain: a primary care cohort study. BMC Musculoskelet Disord. 2019;20:578. https://
doi.org/10.1186/s12891-019-2925-1

35. Silva FG, Costa LOP, Hancock MJ, Palomo GA, Costa LCM, da Silva T. No prognostic
model for people with recent-onset low back pain has yet been demonstrated to be
suitable for use in clinical practice: a systematic review. J Physiother. 2022;68:99–
109. https://doi.org/10.1016/j.jphys.2022.03.009

36. Costa N, Butler P, Dillon M, Mescouto K, Olson R, Forbes R, et al. ‘I felt uncertain
about my whole future’-a qualitative investigation of people’s experiences of
navigating uncertainty when seeking care for their low back pain. Pain.
2023;164:2749–2758. https://doi.org/10.1097/j.pain.0000000000002975

37. Fullen BM, Doody C, David Baxter G, Daly LE, Hurley DA. Chronic low back pain:
non-clinical factors impacting on management by Irish doctors. Irish J Med Sci.
2008;177:257–263. https://doi.org/10.1007/s11845-008-0174-7

38. Darlow B, Dean S, Perry M, Mathieson F, Baxter GD, Dowell A. Acute low back pain
management in general practice: uncertainty and conflicting certainties. Fam Pract.
2014;31:723. https://doi.org/10.1093/fampra/cmu051

39. Dillon M, Olson RE, Plage S, Miciak M, Window P, Stewart M, et al. Distress in the
care of people with chronic low back pain: insights from an ethnographic study.
Front Sociol. 2023;8:1281912. https://doi.org/10.3389/fsoc.2023.1281912

40. Jenkins HJ, Brown BT, O’Keeffe M, Moloney N, Maher CG, Hancock M. Development
of low back pain curriculum content standards for entry-level clinical training.
BMC Med Educ. 2024;24:136. https://doi.org/10.1186/s12909-024-05086-x

41. Darlow B, Stanley J, Dean S, Haxby Abbott J, Garrett S, Wilson R, et al. The Fear
Reduction Exercised Early (FREE) approach to management of low back pain in
general practice: a pragmatic cluster-randomised controlled trial. PLoS Med.
2019;16(9):e1002897. https://doi.org/10.1371/journal.pmed.1002897

42. French SD, O’Connor DA, Green SE, Page MJ, Mortimer DS, Turner SL, et al.
Improving adherence to acute low back pain guideline recommendations with
chiropractors and physiotherapists: the ALIGN cluster randomised controlled trial.
Trials. 2022;23:142. https://doi.org/10.1186/s13063-022-06053-x

43. Hodder RK, Wolfenden L, Kamper SJ, Lee H, Williams A, O’Brien KM, et al. Devel-
oping implementation science to improve the translation of research to address
low back pain: A critical review. Best Pract Res Clin Rheumatol. 2016;30:1050–1073.
https://doi.org/10.1016/j.berh.2017.05.002

https://doi.org/10.1186/1471-2288-13-117
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref22
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref22
https://doi.org/10.1111/bjhp.12437
https://doi.org/10.1186/s12998-022-00427-3
https://doi.org/10.1186/s40814-022-01216-8
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref26
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref26
https://doi.org/10.1001/jamainternmed.2015.0217
https://doi.org/10.1001/jamainternmed.2015.0217
https://doi.org/10.1001/jamaneurol.2018.3376
https://doi.org/10.1016/j.jphys.2021.06.007
https://doi.org/10.1186/s12891-016-1144-2
https://doi.org/10.1186/s12998-018-0197-8
https://doi.org/10.1002/ejp.1412
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref33
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref33
http://refhub.elsevier.com/S1836-9553(24)00108-5/sref33
https://doi.org/10.1186/s12891-019-2925-1
https://doi.org/10.1186/s12891-019-2925-1
https://doi.org/10.1016/j.jphys.2022.03.009
https://doi.org/10.1097/j.pain.0000000000002975
https://doi.org/10.1007/s11845-008-0174-7
https://doi.org/10.1093/fampra/cmu051
https://doi.org/10.3389/fsoc.2023.1281912
https://doi.org/10.1186/s12909-024-05086-x
https://doi.org/10.1371/journal.pmed.1002897
https://doi.org/10.1186/s13063-022-06053-x
https://doi.org/10.1016/j.berh.2017.05.002

	Clinician experiences in providing reassurance for patients with low back pain in primary care: a qualitative study
	Introduction
	Method
	Design
	Participants
	Data analysis

	Results
	Flow of participants
	Participant characteristics
	Main themes
	Theme 1: Giving reassurance is a core clinical skill for delivering high-quality care
	Theme 2: It takes practice and experience to confidently deliver reassurance
	Theme 3: Despite feeling capable and motivated, clinicians identified situations that challenge the delivery of reassurance
	Theme 4: Reassurance needs to be contextualised to the individual

	Discussion
	References


