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Objectives: To assess the biomedical (BM) and biopsychosocial (BM) attitudes and beliefs of osteopaths
towards the management of low back pain (LBP) and whether this is associated with certain de-
mographic variables.

Methods: A cross-sectional survey of UK osteopaths was undertaken utilising the Pain Attitudes and
Beliefs Scale for Physiotherapists (PABS.PT), which assesses practitioners’ treatment orientation (BPS or
BM) in LBP management. A demographic questionnaire was used to assess the relationship with certain
demographic variables.

Results: Responses were analysed from 107 osteopaths. The mean PABS.PT score for the BM scale was
32.41 (SD 6.32) and 31.99 (SD 4.09) for the BPS scale. There was a statistically significant, negative
correlation between the scales. Most osteopaths recognised stress as a contributing factor to LBP and
believed in the benefits of exercise for LBP but had diverse views regarding the relationships between
pain and tissue damage. None of the demographic variables were associated with the PABS.PT scales.
Conclusion: Osteopaths' beliefs may indicate an acceptance of the BPS approach, but some still hold
strong BM beliefs about pain, which may influence their clinical decision making. Future studies should

investigate the impact of osteopaths’ beliefs on their clinical management of LBP.

© 2018 Published by Elsevier Ltd.

Introduction

Low Back Pain (LBP) is the most burdensome disease in the
world in terms of number of years lived with a disability [1]. It was
identified by UK employers as the second main cause for work
absence [2]. LBP is the most common reason for patients to consult
osteopaths [3,4]. While most patients with LBP make a full recov-
ery, approximately 28% become chronic sufferers [5]. In the absence
of pathology, psychosocial factors are the main predictors for
chronicity [6]. These include, patients' negative beliefs regarding
the cause of their pain and a reduction of daily activities such as
work and exercises. Practitioners' attitudes and beliefs about LBP
are likely to be expressed to patients [7], which may influence their
illness perception [5], behaviour and subsequent treatment out-
comes [8].

Two dominant treatment orientations are described in the
literature: biopsychosocial (BPS) and biomedical (BM) [9]. The BM
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model emphasises physiological and anatomical factors as the
exclusive cause of LBP, whereas the BPS model recognises the
contribution of social and psychological dimensions to the devel-
opment and maintenance of LBP [10]. In the management of LBP,
whether acute or chronic, a BM approach may not be the most
effective [11,12], as LBP often has little correlation to objective
physical findings [13]. In this respect, the BPS approach may be
more appropriate as it considers non-mechanical factors [14].
Osteopathic philosophy is congruent with the BPS model as it
considers the patient as a whole in the context of their psycho-
logical and social environment [15]. However, osteopaths see the
central features of osteopathy differently [16] and it is down to the
individual practitioner how they employ the osteopathic principles.

It is argued that for osteopathy to provide best patient care,
practice should be guided by evidence-based-medicine (EBM)
[17—19]. The practice of EBM combines individual clinical expertise,
patient's values and the best available clinical evidence from sys-
tematic research [20]. The BPS model is an example of the best
available evidence for the management of LBP [21]. While BPS
views have been identified in a qualitative study investigating the
overall professional conceptions of osteopaths [22], there has been


mailto:A.BarZaccay@uco.ac.uk
mailto:D.bailey@uco.ac.uk
http://crossmark.crossref.org/dialog/?doi=10.1016/j.ijosm.2018.03.006&domain=pdf
www.sciencedirect.com/science/journal/17460689
http://www.elsevier.com/ijos
https://doi.org/10.1016/j.ijosm.2018.03.006
https://doi.org/10.1016/j.ijosm.2018.03.006
https://doi.org/10.1016/j.ijosm.2018.03.006

A. Bar-Zaccay, D. Bailey / International Journal of Osteopathic Medicine 28 (2018) 42—47 43

little research exploring their attitudes and beliefs in relation to LBP
[23,24].

Practitioners' beliefs have been identified as one of the five main
priorities for future research in LBP [25]. So far, the attitudes and
beliefs of osteopaths regarding LBP have only been investigated as
part of mixed samples of musculoskeletal practitioners (MPs),
which included osteopaths, chiropractors and physiotherapists
[23,24,26]. The survey of 465 MP's LBP beliefs by Pincus at el. (2007)
[23], suggested that although all MPs accepted the BPS approach,
osteopaths' beliefs reflected a more BM approach as they advised
patients to limit some daily activities and were less willing to
engage in the psychological issues of their patients compared to
physiotherapists. However, it might be that their relatively strong
BM views were due to ‘midlife’ osteopaths being over represented
in the sample, as Ostelo et al. (2003) [27] showed that a MP age of
over 42 years was associated with a more BM approach. Addi-
tionally, training that largely focuses on the biomechanics and
anatomy of the spine, such as in osteopathic training [28], was
associated with an exacerbation of the BM beliefs of physical
therapists [29].

Therefore, the aim of this study is to measure the attitudes and
beliefs of UK osteopaths regarding LBP and to assess whether de-
mographic variables are associated with their treatment
orientation.

Method
Design

A quantitative cross-sectional survey of UK osteopaths was un-
dertaken. Data was collected using a self-completion online
questionnaire.

Participants

A convenience sample was used involving UK osteopaths
registered with the General Osteopathic Council (GOsC) who had
previously consented to being contacted about taking part in
research. The only inclusion criterion was registration with the
GOsC.

Assuming a total population of 5000 osteopaths in the UK, a 10%
margin of error, a 95% confidence interval and a prevalence equal to
0.5 (standard for unknown prevalence): 93 completed question-
naires were required to achieve an adequate sample size to provide
a representative sample of the population [30].

Material and instrument

The Pain Attitudes and Beliefs Scale for Physiotherapists
(PABS.PT) was used to investigate the attitudes and beliefs of UK
osteopaths [27]. This instrument was developed to distinguish
between BM and BPS treatment orientations of practitioners in the
management of LBP [27]. The PABS.PT has been used with several
healthcare practitioner populations, including MPs [31]. Mutsaers
et al. (2012) [32] demonstrated acceptable results for its internal
consistency, test-retest reliability, construct validity and
responsiveness.

The current version of the PABS.PT consists of 19 items (see
appendix A), 10 for the BM subscale and 9 for the BPS [31]. All items
use a 6-point Likert scale with anchors of ‘totally disagree’ and
‘totally agree’. The score for the PABS.PT BM subscale ranges from
0 to 60 points, and the score for the BPS subscale ranges from 0 to
54. A high score on the BM scale indicates a belief in physiological
factors as the exclusive cause for LBP and a high score on the BPS
subscale indicates a belief in the influence of psychosocial

dimensions in the development and maintenance of LBP. Recom-
mended thresholds for high or low scores have not yet been re-
ported [33].

Practitioners' age, seX, years in practice, number of patients seen
per week, and highest academic qualification were previously
associated with PABS.PT scores for physiotherapists and chiro-
practors [27,34,35]. Therefore, these data were obtained in the
current study. Age, years in practice and number of patients per
week were indicated using ordinal range bands. Sex and highest
qualification provided nominal frequency data.

Procedure

The questionnaire was hosted on the SurveyMonkey (2017) [36]
website. Participants were sent an email invitation containing the
link to the survey and the Participant Information Sheet as an
attachment. It was made clear that participation was completely
voluntary. All questionnaire responses were completed anony-
mously and submission of the questionnaire indicated consent.
Instructions to participants explained that the aim of the study was
to investigate osteopaths' beliefs about the management of low
back pain. It was made clear that the wording back pain within the
questionnaires did not include pain of pathological origin.

Statistical methods

Descriptive statistics

Raw data were exported from Survey Monkey in an Excel
spreadsheet then imported into Statistical Package for the Social
Sciences (SPSS version 22). Summed subscale scores for the
PABS.PT were calculated according to methods described by the
questionnaire developers [27]. No method for dealing with missing
data has been published for the PABS.PT, therefore only completed
questionnaires were included in the analysis. Summed subscale
data were treated as continuous data [37] and tested for normality
using skewness, kurtosis, Shapiro-Wilk tests and visual inspection
of histograms. Normally distributed continuous data were
described using means and standard deviations (SDs), otherwise
medians and interquartile ranges (IQRs) were used. However, in
some cases, the means were calculated for data that were not
normally distributed to allow for comparison with previous studies
and between the scores of the BPS and BM subscale. Nominal data
were described using frequencies and percentages. Medians and
IQRs were used for ordinal data.

To further explore osteopaths' attitudes and beliefs regarding
the management of LBP, the author sub-divided individual items of
the PABS.PT that directly reflect national LBP guidelines [21] and
pain medicine [47] into the following categories: psychosocial
barriers to recovery, pain conception and physical activity. These
were described using percentages (see Table 3).

Inferential statistics

To test whether the BM and the BPS scores were inversely
related, Pearson's product moment correlation was used. Spear-
man's rank correlations were used to test associations between the
PABS.PT subscales and ordinal variables. For nominal data variables,
e.g. gender, independent samples t-tests were used with the
nominal variable as the independent grouping variable.

Ethics

Ethical approval was granted by the University College of
Osteopathy Research Ethics Committee.
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Table 1

Descriptive statistics for demographic data.
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n =107 (Percent)

Gender

Male

Female

Age

20-30

31-40

41-50

51-60

60+

Median

Number of patients seen per week
10-20

21-30

31-40

41-50

50+

Median

Number of years in practice

0-5

6—-12

12-20

20+

Median

Level of education

Bachelor degree (BOst or BSc)
Undergraduate Master's degree (MOst)
Postgraduate certificate
Postgraduate diploma Postgraduate
Master's degree (MSc)

51 (48)
56 (52)

2(1.9)

23 (21.9)

35 (33.3)

28 (26.7)

17 (162)

3 (41-50), IQR 1

26 (24.3)
26 (24.3)
28 (26.2)
13 (12.1)
14 (13.1)
3(31-40), IQR 2

6 (5.6)

31(29.0)

26 (24.3)

44 (41.1)

3 (12-20), IQR 2

56 (59.6)
9(9.6)
1(1.1)
13 (13.8)
15 (16.0)

Results

Response

The response rate was 8.3% (n = 125) of 1496 osteopaths. 12 had
missing values and therefore were excluded from the analysis. 107

had no missing values and were available for the PABS.PT analysis.
Demographic data are summarised in Table 1. There were approx-
imately equal numbers of male (48%) and female participants. A
third of respondents were between the ages of 41-50 years. Re-
spondents most commonly saw 31 to 40 patients per week (26%)
and had clinical experience of over 20 years (41%). The majority
held a Bachelors level degree as their highest qualification (59.5%).

The score for the BM subscale was 32.41 (SD 6.32), the mean of
the 10 items was 3.24 (SD 0.63), and the median was 33.00 (IQR 7)
(Table 2). The score for the BPS subscale was 31.99 (SD 4.09), the
mean of the 9 items was 3.55 (SD 0.45) and the median was 32.00
(IQR 6). The BPS scale was normally distributed (p = 0.110) but the
BM scale was significantly different to normal (p = 0.010).

A Pearson's Correlation test showed a statistically significant,
moderate, negative correlation between BM and BPS scores,
r(105) = —0.42, p < 0.0005, meaning respondents who scored high
on the BPS subscale scored low on the BM subscale and vice versa.

Response to items that address activity recommendations,
psychosocial barriers to recovery [21] and pain conceptions are
presented in Table 3. The majority of participants (71%) largely or
totally agreed that mental stress can cause LBP even in the absence
of tissue damage. Approximately forty percent of participants
(38.3%) agreed to some extent or largely agreed that LBP indicated
the presence of organic injury. Almost half of participants (44%)
were worried that damage is being caused when patients complain
of pain during exercise. Most participants (68.2%) agreed to some
extent or largely agreed that a patient who is suffering from severe
pain will benefit from physical exercise.

There were no significant Spearman's correlations between
PABS.PT subscales and practitioners' age, number of years in prac-
tice, number of patients seen per week or level of education
(ps>0.05). Independent t-tests assuming equality of variance
showed no significant difference between male and female par-
ticipants on the mean scores of either subscale, t(105)= —0.36,
p=0.7 (BM), t(105)= —-0.31, p=10.8.

Table 2
Means and SD of PABS-PT scores for all participants.
Mean SD CI (95%) Distribution Median IQR
BM Score 3241 6.32 31.20-33.62 not normal 33.00 7
BPS Score 31.99 4.09 31.21-32.77 normal 32.00 6
Mean score of the BM subscale (10 items) 3.24 0.63 n/a n/a n/a n/a
Mean score of the BPS subscale (9 items) 3.55 0.45 n/a n/a n/a n/a

Table 3

PABS.PT items representing psychosocial barriers to recovery, pain conception and physical activity. The percentages in the table below shows the results for osteopaths’

answers to the 6 point Likert type scale.

Totally Largely Disagree to some Agree to some Largely Totally
disagree disagree extent extent agree agree
Psychosocial factors in LBP
Mental stress can cause back pain even in the absence of tissue damage 0.9% 1.9% 2.8% 23.4% 39.3% 31.8%
Learning to cope with stress promotes recovery from back pain 0 0.9% 2.8% 49.5% 34.6% 12.1%
Pain conception
Pain is a nociceptive stimulus, indicating tissue damage 6.5% 15.0% 25.2% 37.4% 15.0% 0
Back pain indicates the presence of organic injury 10.3% 20.6% 30.8% 35.5% 2.8% 0%
The severity of tissue damage determines the level of pain 27% 29.9% 24.3% 16.8% 0% 1.9%
Increased pain indicates new tissue damage or the spread of existing 11.2% 29.0% 38.3% 17.8% 3.7% 0
damage
If patients complain of pain during exercise, I worry that damage is 5.6% 22.4% 27.1% 35.5% 8.4% 0.9%
being caused
LBP and physical activity
A patient suffering from severe pain will benefit from physical exercise 2.8% 9.3% 13.1% 45.8% 22.4% 6.5%
Patients with back pain should preferably practice only pain free 2.8% 11.2% 44.9% 25.2% 14.0% 1.9%

movements
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Table 4

Comparison of Means and SDs of past studies scores.
Study PABS.PT BM PABS.PT BPS

Mean SD Mean SD

Current study 324 6.3 31.9 4.0
Houben et al. (2005) [31] 295 7.9 356 5.6
Physical therapists
Bishop et al. (2008) [7] 31.1 7.2 325 438
UK Physiotherapists
Innes et al. (2015) [35] 34.5 6.3 314 4.1

Australian Chiropractors

Comparison with previous studies

Table 4 compares the means and SDs of previous studies' scores.
One sample t-tests showed that the BM mean score of osteopaths in
the current study was significantly higher than Dutch physical
therapists [31] (t(110) = 4.779 p < 0.0005) and UK physiotherapists
[7] (¢(110) = 2.097, p = 0.038) but significantly lower than Austra-
lian chiropractors [35] (t(110) = —3.601, p < 0.0005). The BPS mean
was significantly lower than Dutch physical therapists [31]
(t(108) = —9.284, p < 0.0005) but not significantly different to UK
physiotherapists [7] (t(108) = —1.310, p = 0.193) or Australian chi-
ropractors [35] (t(108) = 1.520 p = 0.131).

Discussion
Main findings

This study investigated the attitudes and beliefs of UK osteo-
paths towards the management of LBP. Analysis of individual items
showed that most osteopaths recognised stress as a contributing
factor to LBP. This may suggest an acceptance of the BPS approach,
which is consistent with the osteopathic philosophy that considers
the person as a unit of mind, body and spirit [18,38]. A similar
approach was demonstrated in a qualitative investigation of oste-
opaths' professional views in the UK, where half of the participants
emphasised the importance of understanding the patient's pain
and physical dysfunction in the context of their daily life and social
situation, and supported self-management [16]. Acceptance of the
BPS approach was also apparent in an interview study where MPs
expressed their concerns regarding emotional and psychological
stressors that patients with LBP may encounter in their work
environment [39] and in a large survey of 1758 MPs where almost
none of the participants supported bed rest for LBP patients [26].

Analysis of individual items also suggested that most osteopaths
believed in the benefits of physical exercise for LBP. However, os-
teopaths had diverse views regarding the relationships between
pain and tissue damage. Therefore, it may be that most participants
are aware of LBP guidelines to maintain normal activity levels [21]
but less aware of modern pain theories [40], which may result in a
tendency to use a tissue damage model of pain origination. While
most participants (60%) disagreed with the statement that patients
should only practice pain free movement in their daily activities (in
line with a BPS approach), a large proportion of respondents (40%)
agreed to some extent or largely agreed with this statement,
despite national and international LBP guidelines encouraging
maintenance of normal activity levels [41]. However, patients with
endurance-type behaviour who supress the perception of pain and
continue in daily activities despite pain have been identified as a
sub-group at risk for chronicity [42]. It has also been argued that
such sub-groups are over-represented in private practice [39], the
most common setting for osteopathy, which may have affected the
results observed in this study.

No demographic variables were significantly associated with the
PABS.PT scores, implying that practitioners' age, sex, years in
practice, academic qualification and number of patients seen per
week is not related to treatment orientation. Practitioners' age and
gender in this study were representative of osteopaths nationally
[3]. Therefore, it may be that the results of previous studies
showing positive associations between the BM orientation and
being a male practitioner [34] and over 42 years of age [27] are not
applicable to this sample.

Osteopaths' scores on the PABS.PT subscales were within the
ranges of previous studies that investigated physiotherapists and
chiropractors [7,31,35], suggesting some attitudinal similarities
between the professions. Nevertheless, on the BM scale, osteopaths
scored significantly higher than UK and Dutch physiotherapists.
These results echo previous findings where osteopaths demon-
strated stronger BM beliefs compared to physiotherapists; believed
that there was an underlying structural cause of LBP [23]; and that
work can either cause or exacerbate LBP more often than physio-
therapists [24]. These differences may be due to the differences in
practice settings. While many physiotherapists work in the NHS,
the majority of osteopaths work in private practice [43] and may be
less aware of the NICE guidelines which emphasize the BPS man-
agement of LBP.

Strengths and limitations

This study used a previously validated measure of practitioners’
attitudes and beliefs towards the management of LBP [7,35,44]. This
contributes to the internal validity and reliability of the study. In
addition, although the response rate was relatively low, it was
sufficient to meet the required sample size for the planned ana-
lyses. However, the respondents were mostly osteopaths with
substantial time in practice and the results cannot be generalised to
osteopaths who qualified more recently as they were underrepre-
sented in the study. The BPS model has become more dominant in
the last two decades [14] so it may only have recently become part
of osteopathic undergraduate education. Had a higher proportion
of recent graduates taken part in the study, the results may have
reflected stronger BPS views. Thus, a larger study with participants
with varying clinical experience may be required to assess if these
patterns exist in UK osteopaths.

In this study, the instructions for participants used the term ‘low
back pain’ and did not specify whether practitioners were to
consider the management of acute back pain (pain lasting less than
three months) or chronic back pain (pain lasting more than three
months). Potentially, acute and chronic LBP may require different
management strategies, since the underlying recovery processes of
acute and chronic pain are likely to be different [45]. Therefore, the
lack of specific instructions may have affected the PABS.PT scores in
this study. In addition, further investigation of the overall content
validity, interpretability and the internal consistency of the BPS
subscale may be required [32], particularly in the osteopathic
profession, where the PABS.PT has not yet been validated.

Implications

This study may have important implications for the imple-
mentation of EBM into clinical practice. Although most osteopaths
in this study held beliefs that were aligned with EBM, some viewed
pain from a biomedical perspective and believed in the correlation
between pain levels and the severity of tissue damage. It is likely
that such beliefs are expressed to patients, which may have various
negative consequences [7]. For example, osteopaths who empha-
size physical factors for causation and maintenance of LBP, may
reinforce fear of movement and the perception of serious tissue
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damage in the patient (nocebo effect) [48]. This may increase the
risk of the pain becoming chronic [46]. It is important for osteo-
paths to understand that pain may be present without tissue
damage and to convey this message to patients, as pain neurosci-
ence education has consistently demonstrated positive outcomes in
reducing pain and disability in patients with chronic LBP [49]. Os-
teopaths should incorporate self-reflection as part of their profes-
sional development [15] so they can identify beliefs that contradict
EBM and act towards changing them by consulting BPS pain liter-
ature and perhaps engaging in appropriate educational courses to
improve therapeutic strategies and outcomes [11].

While osteopaths in the UK are autonomous practitioners, there
is increasing expectation from both patients and other healthcare
practitioners that patient care should be informed by evidence-
based guidelines [50]. These are perceived as the link between
generating and implementing EBM [51]. Bishop et al. (2008) [7]
showed a significant linear association between physiotherapists’
adherence to LBP guidelines [52], and the PABS.PT scores. There-
fore, it would be useful for future studies to evaluate ideal cut-off
points for the PABS.PT to assist interpretation of treatment orien-
tation and correlation with guidelines in osteopaths. Furthermore,
future research should investigate the impact of treatment orien-
tations on clinical management of LBP in an osteopathic setting, for
example, by studying practitioner-patient interactions in a clinical
setting.

Conclusion

This study measured UK osteopaths' attitudes and beliefs to-
wards the management of LBP. The results may indicate an accep-
tance of the BPS approach. Overall, osteopaths' scores were similar
to that of other MPs. Most osteopaths believed in the benefit of
maintaining normal activity levels during LBP and that stress could
be a contributing factor to LBP. However, the results also suggest
that some osteopaths still hold strong BM beliefs about pain that
may influence their clinical decision making. Future studies should
focus on investigating the impact of osteopaths' beliefs on their
clinical management and developing strategies for osteopaths to
address beliefs that do not align with an evidence based approach.
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Appendix A
PABS-PT — 19 items version

Houben RM, Ostelo RW, Vlaeyen JW, Wolters PM, Peters M,
Stomp-van den Berg SG. Health care providers' orientations to-
wards common low back pain predict perceived harmfulness of
physical activities and recommendations regarding return to
normal activity. European Journal of Pain 2005a; 9:173—183.

We would like you to indicate the level to which you agree or
disagree with each of the following statements. (Please tick one box
on each line).

Totally
disagree

Largely
disagree

Disagree to some Agree to some Largely
extent extent agree

Totally
agree

Mental stress can cause back pain even in the absence of tissue damage

The cause of back pain is unknown

Pain is a nociceptive stimulus, indicating tissue damage

A patient suffering from severe pain will benefit from physical exercise
Functional limitations associated with back pain are the result of psychosocial
factors

Patients with back pain should preferably practice only pain free movements
Therapy may have been successful even if pain remains

Back pain indicates the presence of organic injury

KA WN =

[(=J<RRN Ne))

accordingly

10 If therapy does not result in a reduction in back pain, there is a high risk of severe

restrictions in the long term
11 Pain reduction is a precondition for the restoration of normal functioning
12 Increased pain indicates new tissue damage or the spread of existing damage
13 There is no effective treatment to eliminate back pain

14 Even if the pain has worsened, the intensity of the next treatment can be increased
15 If patients complain of pain during exercise, I worry that damage is being caused

16 The severity of tissue damage determines the level of pain
17 Learning to cope with stress promotes recovery from back pain

18 Exercises that may be back straining should not be avoided during the treatment

19 In the long run, patients with back pain have a higher risk of developing spinal
impairments

If back pain increases in severity, | inmediately adjust the intensity of treatment



https://doi.org/10.1016/j.ijosm.2018.03.006

A. Bar-Zaccay, D. Bailey / International Journal of Osteopathic Medicine 28 (2018) 42—47 47

References

(1]

2

[3

[4

[5

[6

(7

[8

[9

[10]

[11]

[12]

[13]

[14]

[15]
[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

Vos T, Flaxman AD, Naghavi M, Lozano R, Michaud C, Ezzati M, et al. Years
lived with disability (YLDs) for 1160 sequelae of 289 diseases and injuries
1990-2010: a systematic analysis for the Global Burden of Disease Study 2010.
2012 Dec Lancet 2015;380(9859):2163—96. https://doi.org/10.1016/S0140-
6736(12)61729-2. Available from.

CBI. On the path to recovery: absence and workplace health survey. 2010.
London: CBI; 2010.

GOsC. Snapshot survey 2001 (internet) Result - December 2001. General Osteo-
pathic Council; 2001. http://www.osteopathy.org.uk/news-and-resources/
document-library/research-and-surveys/snapshot-survey-2001-results-dec-
2001/.

Fawkes CA, Leach CM, Mathias S, Moore AP. A profile of osteopathic care in
private practices in the United Kingdom: a national pilot using standardised
data collection. Man Ther 2014;19(2):125—30. https://www.sciencedirect.
com/science/article/pii/S1356689X13001549.

Hestbaek L, Leboeuf-Yde C, Manniche C. Low back pain: what is the long term
course? A review of studies of general patient populations. 2003 Eur Spine ]
2003;12(2):149-65.

Hill JC, Dunn KM, Lewis M, Mullis R, Main CJ, Foster NE. A primary care back
pain screening tool: identifying patient subgroups for initial treatment. 2008
Arthritis Rheum 2008;59(5):632—41. https://doi.org/10.1002/art.23563.
Bishop A, Foster NE, Thomas E, Hay EM. How does the self-reported clinical
management of patients with low back pain relate to the attitudes and beliefs
of health care practitioners? A survey of UK general practitioners and phys-
iotherapists. Pain 2008;135(1—-2):187—95. Available at, https://www.ncbi.
nlm.nih.gov/pmc/articles/PMC2258319/.

Melloh M, Elfering A, Egli Presland C, Roeder C, Barz T, Rolli Salathé C,
Tamcan O, Mueller U, Theis JC. Identification of prognostic factors for chro-
nicity in patients with low back pain: a review of screening instruments. Int
Orthop 2009;33(2):301—-13.

Vonk F, Pool JJM, Ostelo RWJG, Verhagen AP. Physiotherapists' treatment
approach towards neck pain and the influence of a behavioural graded activity
training: an exploratory study. Man Ther 2009;14(2):131-7.

Engel GL. The clinical application of the biopsychosocial model. Am ] Psychiatr
1980;1980(137):535. e44.

Nijs J, Roussel N, van Wilgen CP, Koke A, Smeets R. Thinking beyond muscles
and joints: therapists' and patients' attitudes and beliefs regarding chronic
musculoskeletal pain are key to applying effective treatment. Man Ther
2013;18:96—102.

Dipphysio Peter. Acute low back pain beyond drug therapies. 2014 Pain
Manag Today 2014;1(1):8—13.

Lederman E. The fall of the postural—structural-biomechanical model in
manual and physical therapies: exemplified by lower back pain. CPDO Online
J 2010:1—14 (2010), March Available at, http://www.cpdo.net/Lederman_
The_fall_of_the_postural-structural-biomechanical_model.pdf.

Pincus T, Kent P, Bronfort G, Loisel P, Pransky G, Hartvigsen J. 25 Years with
the biopsychosocial model of low back pain — is it time to celebrate?. 2013
Spine 2013;38(24):2118-23.

GOsC. Osteopathic practice standards. General Osteopathic Council; 2012.
Thomson OP, Petty NJ, Moore AP. Osteopaths' professional views, identities
and conceptions e A qualitative grounded theory study. 2013 Int J Osteopath
Med 2013;17(2):146—59. https://doi.org/10.1016/j.ijosm.2013.12.002.

Fryer G. Teaching critical thinking in osteopathy - integrating craft knowledge
and evidence-informed approaches. Int ] Osteopath Med 2008;11(2):56—61.
Penney JN. The biopsychosocial model of pain and contemporary Osteopathic
practice. Int ] Osteopath Med 2010;13:42—7.

Thomson OP, Petty JA, Moore AP. Clinical reasoning in osteopathy-more than
just principles? Int ] Osteopath Med 2011;14(2):71—6. Available from: http://
eprints.brighton.ac.uk/10331/1/Thomson%20Petty%20Moore%20%201]JOM%
202011%20Clinical%20reasoning.pdf.

Sackett D, Rosenberg William MC, Gray JA Muir, Haynes R Brian,
Richardson W Scott. Evidence based medicine: what it is and what it isn't. BMJ
1996;1996(312):71—2. Available at, https://www.cebma.org/wp-content/
uploads/Sackett-Evidence-Based-Medicine.pdf.

NICE. Low back pain and sciatica over 16s; assessment and management.
London: NICE; 2016.

Thomson OP, Petty NJ, Moore AP. Clinical decision making and therapeutic
approaches in osteopathy- a qualitative grounded theory study. Man Ther
2014;2014(19):44—51. Available from: http://eprints.brighton.ac.uk/11798/1/
Thomson%20Petty%20Moore%202014%20Clinical%20dec%20making.pdf.
Pincus T, Foster NE, Vogel S, Santos R, Breen A, Underwood M. Attitudes to
back pain amongst musculoskeletal practitioners: a comparison of profes-
sional groups and practice settings using the ABS-mp. Man Ther 2007;12:
167-75.

Pincus T, Greenwood L, McHarg E. Advising people with back pain to take
time off work: a survey examining the role of private musculoskeletal prac-
titioners in the UK. Pain 2011;152(12):2813—8.

Costa LDC, Koes Bart WP, Glenn B, Jeffrey M, Christopher GS, Rob JEM. Primary
care research priorities in low back pain: an update. Spine 2013;2013(2):38.

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]
[45]

[46]

[47]
[48]

[49]

[50]

[51]

[52]

Evans D, Breen A, Pincus T, Sim J, Underwood M, Vogel S, et al. The effec-
tiveness of a posted information package on the beliefs and behaviour of
musculoskeletal practitioners. Spine 2010;35:858—66. Available from: http://
www.backpainclinic.co.uk/PDF/Evans%20et%20al%202010%20-%20COMPLe
MENT%20Trial%20results.pdf.

Ostelo RW, Stomp- van den Berg SG, Vlaeyen JW, Wolters PM, de Vet HC.
Health care provider's attitudes and beliefs towards chronic low back pain:
the development of a questionnaire. Man Ther 2003;8(4):214—22. Available
at, http://linkinghub.elsevier.com/retrieve/pii/S1356689X03000134.

The Quality Assurance Agency for Higher Education. Osteopathy. 2017
(internet) available from, http://www.qaa.ac.uk/en/Publications/Documents/
Subject-benchmark-statement-Osteopathy.pdf. [Accessed 14 April 2017].
Domenech ], et al. Impact of biomedical and biopsychosocial training sessions
on the attitudes, beliefs, and recommendations of health care providers about
low back pain: a randomised clinical trial. Pain 2011;152(11):2557—63.
Available at, https://doi.org/10.1016/j.pain.2011.07.023.

Naing L, Winn T, Rusli BN. Practical issues in calculating the sample size for
prevalence studies. Arch Orofac Sci 2006;1:9—-14.

Houben RM, Ostelo RWJG, Vlaeyen Johan WS, Wolters Pieter M] C,
Peters Madelon, Stomp-van den Berg Suzanne GM. Health care providers'
orientations towards common low back pain predict perceived harmfulness of
physical activities and recommendations regarding return to normal activity.
Eur J Pain 2005;9(2):173—83. Available at, http://www.ncbi.nlm.nih.gov/
pubmed/15737810.

Mutsaers J-HAM, Peters R, Pool-Goudzwaard AL, Koes BW, Verhagen AP.
Psychometric properties of the pain attitudes and beliefs scale for physio-
therapists: a systematic review. Man Ther 2012;17(3):213—8. Available at,
http://linkinghub.elsevier.com/retrieve/pii/S1356689X1100244X.

Bishop A. Pain attitudes and beliefs scale (PABS). 2010 ] Physiother
2010;56(issue 4):279.

Magalhaes O, Costa LOP, Cabral CMN. Attitudes and beliefs of Brazilian
physical therapists about chronic low back pain: a cross-sectional study. Rev
Brasileira Fisioterapia 2012;16(3):248—53.

Innes SI, Werth PD, Tuchin PJ, Graham PL. Attitudes and beliefs of Australian
chiropractors' about managing back pain: a cross-sectional study. Chiropr
Man Ther 2015;23(1):17. Available at, http://www.chiromt.com/content/23/
1/17.

SurveyMonkey. Survey Monkey [Online] Available at. 2017. https://www.
surveymonkey.com/. [Accessed 1 January 2017].

Harpe SE. How to analyze Likert and other rating scale data. Currents Pharm
Teach Learn 2015:7836—50.

Littlejohn JM. lectures on psycho-physiology. Kirksville: E.G. Kinney Pub-
lishers; 1899 [Preface].

Pincus Tamar, Woodcock Alison, Vogel Steven. Returning back pain patients
to work: how private musculoskeletal practitioners outside the national
health service perceive their role (an interview study). ] Occup Rehabil
2009;2010(20):322—-30.

Butler D, Moseley L. The explain pain handbook protectometer. first ed. 2015.
ISBN-13: 978-0975091098: NOI Group Publications.

Koes BW, van Tulder MW, Ostelo R, Kim BA, Waddell G. Clinical guidelines for
the management of low back pain in primary care: an international com-
parison. 2001, (Phila Pa 1976) Spine 2001;26(22):2504—13. Available at,
http://www.ncbi.nlm.nih.gov/pubmed/11707719.

Hasenbring MI, Hallner D, Rusu AC. Fear-avoidance- andendurance-related
responses to pain: development and validation of the Avoidance-Endurance
Questionnaire (AEQ). 2009 Eur ] Pain 2009;13(6):620—8.

Waddell G. The back pain revolution. second ed. Edinburgh: Churchill, Liv-
ingstone; 2004. 2004.

Watson PJ, Bowey ], Purcell-Jones G, Gales T. General practitioner sickness
absence certification for low back pain is not directly associated with beliefs
about back pain. Eur J Pain 2008;2008(12):314. e20.

Lederman E. A process approach in manual and physical therapies; beyond
the structural model. CPDO Online Journal 2015:p1-18. (2015), May.

Miles CL, Pincus T, Carnes D, Homer KE, Taylor SJC, Bremner SA, et al. Can we
identify how programmes aimed at promoting self-management in musculo-
skeletal pain work and who benefits? A systematic reviewof sub-group
analysis within RCTs. Eur ] Pain 2011;2011(15):775. e82.

IASP. International association of the study of pain (IASP). 2012 [Online]
Available at, http://www.iasp-pain.org/Taxonomy. [Accessed 8 April 2017].
Colloca, Miller. The nocebo effect and its relevance for clinical practice. 2011
Sep Psychosom Med 2011;73(7):598—603. Published online 2011 Aug 23.
Louw A, Diener I, Butler DS, Puentedura EJ. The effect of neuroscience edu-
cation on pain, disability, anxiety, and stress in chronic musculoskeletal pain.
2011 Arch Phys Med Rehabil 2011;92(12):2041e56.

Plunkett A. Back pain and exercise. Feb/Mar 2017 The Osteopaths
2017;201(issue 1).

Ostelo R, Croft P, Van der W, Trudy van Tulder M. Challenges in using evidence
to inform your clinical practice in low back pain. Best Pract Res Clin Rheu-
matol 2010;24(2):281-9.

NICE. Low back pain - early management of persistent non-specific low back
pain. London: NICE; 2009.


https://doi.org/10.1016/S0140-6736(12)61729-2
https://doi.org/10.1016/S0140-6736(12)61729-2
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref2
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref2
http://www.osteopathy.org.uk/news-and-resources/document-library/research-and-surveys/snapshot-survey-2001-results-dec-2001/
http://www.osteopathy.org.uk/news-and-resources/document-library/research-and-surveys/snapshot-survey-2001-results-dec-2001/
http://www.osteopathy.org.uk/news-and-resources/document-library/research-and-surveys/snapshot-survey-2001-results-dec-2001/
https://www.sciencedirect.com/science/article/pii/S1356689X13001549
https://www.sciencedirect.com/science/article/pii/S1356689X13001549
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref5
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref5
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref5
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref5
https://doi.org/10.1002/art.23563
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2258319/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2258319/
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref8
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref8
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref8
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref8
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref8
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref8
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref9
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref9
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref9
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref9
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref10
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref10
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref11
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref11
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref11
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref11
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref11
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref11
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref12
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref12
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref12
http://www.cpdo.net/Lederman_The_fall_of_the_postural-structural-biomechanical_model.pdf
http://www.cpdo.net/Lederman_The_fall_of_the_postural-structural-biomechanical_model.pdf
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref14
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref14
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref14
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref14
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref14
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref15
https://doi.org/10.1016/j.ijosm.2013.12.002
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref17
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref17
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref17
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref18
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref18
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref18
http://eprints.brighton.ac.uk/10331/1/Thomson%20Petty%20Moore%20%20IJOM%202011%20Clinical%20reasoning.pdf
http://eprints.brighton.ac.uk/10331/1/Thomson%20Petty%20Moore%20%20IJOM%202011%20Clinical%20reasoning.pdf
http://eprints.brighton.ac.uk/10331/1/Thomson%20Petty%20Moore%20%20IJOM%202011%20Clinical%20reasoning.pdf
https://www.cebma.org/wp-content/uploads/Sackett-Evidence-Based-Medicine.pdf
https://www.cebma.org/wp-content/uploads/Sackett-Evidence-Based-Medicine.pdf
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref21
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref21
http://eprints.brighton.ac.uk/11798/1/Thomson%20Petty%20Moore%202014%20Clinical%20dec%20making.pdf
http://eprints.brighton.ac.uk/11798/1/Thomson%20Petty%20Moore%202014%20Clinical%20dec%20making.pdf
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref23
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref23
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref23
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref23
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref23
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref24
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref24
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref24
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref24
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref25
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref25
http://www.backpainclinic.co.uk/PDF/Evans%20et%20al%202010%20-%20COMPLeMENT%20Trial%20results.pdf
http://www.backpainclinic.co.uk/PDF/Evans%20et%20al%202010%20-%20COMPLeMENT%20Trial%20results.pdf
http://www.backpainclinic.co.uk/PDF/Evans%20et%20al%202010%20-%20COMPLeMENT%20Trial%20results.pdf
http://linkinghub.elsevier.com/retrieve/pii/S1356689X03000134
http://www.qaa.ac.uk/en/Publications/Documents/Subject-benchmark-statement-Osteopathy.pdf
http://www.qaa.ac.uk/en/Publications/Documents/Subject-benchmark-statement-Osteopathy.pdf
https://doi.org/10.1016/j.pain.2011.07.023
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref30
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref30
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref30
http://www.ncbi.nlm.nih.gov/pubmed/15737810
http://www.ncbi.nlm.nih.gov/pubmed/15737810
http://linkinghub.elsevier.com/retrieve/pii/S1356689X1100244X
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref33
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref33
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref34
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref34
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref34
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref34
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref34
http://www.chiromt.com/content/23/1/17
http://www.chiromt.com/content/23/1/17
https://www.surveymonkey.com/
https://www.surveymonkey.com/
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref37
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref37
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref37
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref38
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref38
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref39
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref39
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref39
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref39
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref39
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref40
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref40
http://www.ncbi.nlm.nih.gov/pubmed/11707719
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref42
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref42
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref42
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref42
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref43
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref43
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref44
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref44
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref44
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref45
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref45
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref46
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref46
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref46
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref46
http://www.iasp-pain.org/Taxonomy
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref48
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref48
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref48
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref49
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref49
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref49
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref50
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref50
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref51
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref51
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref51
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref51
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref52
http://refhub.elsevier.com/S1746-0689(17)30115-3/sref52

	The attitudes and beliefs of UK osteopaths towards the management of low back pain: A cross-sectional study
	Introduction
	Method
	Design
	Participants
	Material and instrument
	Procedure
	Statistical methods
	Descriptive statistics
	Inferential statistics

	Ethics

	Results
	Response
	Comparison with previous studies

	Discussion
	Main findings
	Strengths and limitations
	Implications

	Conclusion
	Statement of competing interests
	Funding sources
	Ethical approval details
	Acknowledgement
	Appendix D. Supplementary data
	Appendix A
	PABS-PT – 19 items version

	References




