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It is time to move beyond ‘body region 
silos’ to manage musculoskeletal pain: 
five actions to change clinical practice
J P Caneiro   ,1,2 Ewa M Roos   ,3 Christian J Barton,4 
Kieran O’Sullivan   ,5 Peter Kent,6,7 Ivan Lin   ,8 Peter Choong,9 
Kay M Crossley   ,4 Jan Hartvigsen,3 Anne Julia Smith,1 
Peter O’Sullivan1

Current clinical research, education and 
practice commonly approaches musculo-
skeletal pain conditions in silos. A focus 
on body regions such as knee, hip, neck, 
shoulder and back pain as separate entities 
is manifest by region-specific clinical 
guidelines, conferences and working 
groups. Emerging evidence demonstrates 
that musculoskeletal pain disorders are 
frequently comorbid and share common 
biopsychosocial risk profiles for pain and 
disability.1–5 There is broad consensus 
across clinical guidelines on the recom-
mendations for best practice, irrespective 
of body region.3 We contend that a shift to 
focus on the person is needed. This best 
practice approach will encourage clini-
cians to (1) focus on patients’ context and 
modifiable biopsychosocial factors that 
influence their pain and disability3; (2) use 
education to facilitate active management 
approaches (targeted exercise therapy, 
physical activity and healthy lifestyle 
habits) and reduce reliance on passive 
interventions; and (3) consider evidence-
based surgical procedures only for those 

with a clear indication and where guide-
line-based non-surgical approaches have 
been rigorously adhered to.

We recommend fIve actIons 
to manage a person WIth 
musculoskeletal paIn, 
IrrespectIve of body regIon
To adopt a person-centred active approach 
to treating musculoskeletal pain and 
disability, clinicians should:

 
1. Screen for biopsychosocial factors and 
health comorbidities
Clinicians need to communicate clearly 
with the patient to identify potential 
biopsychosocial drivers of pain and 
disability, which become therapeutic 
targets for their care.6–9 These include 
pain beliefs, emotional and coping 
responses to pain, social context, physical 
and lifestyle factors, as well as the pres-
ence of comorbidities. Clinicians should 
incorporate musculoskeletal screening 
tools, such as the Orebro Musculoskeletal 
Pain Questionnaire,10 to identify barriers 
to recovery and therapeutic targets for 
examination and care.
 
2. Embrace patient-centred communication
Clinicians should use open and reflective 
questioning to elicit the patient’s under-
standing of factors, including (1) their 
pain experience (‘Tell me your story’), 
(2) causation beliefs (‘What do you think 
is the cause of your pain?’), (3) coping 
(‘What do you do when pain increases?’), 
(4) impact (‘Tell me how your symptoms 
affected your ability to engage with func-
tional and physical activity’), (5) concerns 
(‘Do your symptoms worry you?’), (6) 
beliefs regarding activity engagement 
(‘Why do you think you shouldn’t bend/
lift/run?’), (7) social factors (‘Tell me 
about your home/work/social life’), (8) 
goals (‘Tell me about your goals’) and (9) 
expectations

 3. What do you think you need to achieve 
your goals?
This information can then guide an 
examination that explores the patient’s 
concerns, functional limitations and phys-
ical capacity linked to their goals. Commu-
nication that privileges the patient’s 
narrative results in patient-centred care 
and effective shared decision-making 
about potential risks and benefits of 
various interventions.5 6 9

 
4. Educate beyond words using active 
learning approaches
Clinicians should embrace education as 
a central aspect of patient care in order 
to impart evidence-based information 
and to facilitate behavioural change. 
This involves the use of simple and clear 
language to dispel myths about pain, 
imaging findings and activity engage-
ment.7 8 11–13Education is an active process 
that is enhanced by writing down key 
information, using patient stories, web 
resources and learning aids (see online 
supplementary appendix). The formats 
used will vary according to patient’s pref-
erences and context. Behavioural learning, 
such as through exercise therapy, can be 
used to dispel unhelpful beliefs and build 
self-efficacy regarding the safety and bene-
fits of movement and activity engagement. 
To evaluate learning, clinicians may ask 
patients to report ‘take away’ messages 
from each session.
 
5. Coach towards self-management
Clinicians should empower patients to 
engage in exercise, valued activities and 
a healthy lifestyle with confidence. Active 
management relieves pain and improves 
function across pain conditions and health 
comorbidities.14 15 This may involve 
group-based or individualised models of 
care. For some, this transition may be easy, 
while for others, this may reflect a gradual 
journey over an extended period of time. 
During this process, care is tailored to 
patients’ individual needs and may include 
targeting (1) unhelpful cognitions (ie, 
developing a positive mindset and biopsy-
chosocial understanding of their pain); 
(2) physical barriers to recovery (ie, load 
management and a graduated exercise 
programme of adequate dosage (inten-
sity and frequency) addressing specific 
physical impairments such as weakness, 
mobility, movement avoidance and/
or protective muscle guarding); and (3) 
lifestyle factors (ie, sleep, regular phys-
ical activity, relaxation, weight control, 
nutrition and positive social interactions). 
Clinicians should encourage patients to 
apply learnt strategies to daily life and 
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during periods of symptom exacerbation 
and distress. Booster sessions may be 
required during this process. Clinicians 
should teach patients how to self-monitor 
and progress their own programme. These 
strategies can help patients build self-effi-
cacy and develop sustainable self-manage-
ment strategies that are in line with their 
context, preferences and goals.
 
6. Address cormobid health factors
Clinicians should refer for co-care in the 
presence of comorbid mental and phys-
ical health complaints such as high levels 
of emotional distress, eating disorders 
(overeating and undereating) and type 2 
diabetes. We contend that multidisciplinary 
care needs to be integrated, with consistent 
messages across the team to prevent care 
fragmentation and patient distress.

health systems need to support 
clInIcIans
Patient-centred care will optimise the value 
of healthcare provided. Shifting funding 
to support high-value evidence-based care 
options and educating society will be crit-
ical to enable this transition and will likely 
be cost-effective. Integrated cross-discipline 
clinical networks are required for effective 
co-care. We believe clinicians are ready to 
change, but they require the support of 
health systems and payers.

Twitter J P Caneiro @jpcaneiro, Ewa M Roos @ewa_
roos, Christian J Barton @DrChrisBarton and Kieran 
O'Sullivan @kieranosull

contributors JPC, POS, EMR and CJB developed 
the concept. JPC drafted the manuscript. All authors 
contributed to and approved the final version 
submitted.

funding The authors have not declared a specific 
grant for this research from any funding agency in the 
public, commercial or not-for-profit sectors.

competing interests Several authors (JPC, CJB, KOS, 
KMC, and POS) are members of the editorial board of 
British Journal of Sports Medicine. Four authors (JPC, 
POS, KOS and CJB) deliver educational workshops on 
patient-centred care.

patient consent for publication Not required.

provenance and peer review Not commissioned; 
externally peer reviewed.

© Author(s) (or their employer(s)) 2019. No commercial 
re-use. See rights and permissions. Published by BMJ.

 ► Additional material is published online only. To 
view, please visit the journal online (http:// dx. doi. org/ 
10. 1136/ bjsports- 2018- 100488).

to cite Caneiro JP, Roos EM, Barton CJ, et al. 
Br J Sports Med Epub ahead of print: [please include 
Day Month Year]. doi:10.1136/bjsports-2018-100488

Accepted 16 September 2019

Br J Sports Med 2019;0:1–2.
doi:10.1136/bjsports-2018-100488

orcId ids
J P Caneiro http:// orcid. org/ 0000- 0001- 5555- 4412
Ewa M Roos http:// orcid. org/ 0000- 0001- 5425- 2199
Kieran O’Sullivan http:// orcid. org/ 0000- 0002- 7137- 
3125
Ivan Lin http:// orcid. org/ 0000- 0001- 6901- 2569
Kay M Crossley http:// orcid. org/ 0000- 0001- 5892- 129X

RefeRences
 1 Kittelson AJ, George SZ, Maluf KS, et al. Future 

directions in painful knee osteoarthritis: harnessing 
complexity in a heterogeneous population. Phys Ther 
2014;94:422–32.

 2 Hannibal KE, Bishop MD. Chronic stress, cortisol 
dysfunction, and pain: a psychoneuroendocrine 
rationale for stress management in pain rehabilitation. 
Phys Ther 2014;94:1816–25.

 3 Lin I, Wiles L, Waller R, et al. What does best practice 
care for musculoskeletal pain look like? eleven 

consistent recommendations from high-quality clinical 
practice guidelines: systematic review. Br J Sports Med 
2019:bjsports-2018-099878.

 4 Hartvigsen J, Hancock MJ, Kongsted A, et al. What low 
back pain is and why we need to pay attention. Lancet 
2018;391:2356–67.

 5 Lewis J, O’Sullivan P. Is it time to reframe how we care 
for people with non-traumatic musculoskeletal pain? 
Br J Sports Med 2018;52:1543–4.

 6 Synnott A, O’Keeffe M, Bunzli S, et al. Physiotherapists 
report improved understanding of and attitude toward 
the cognitive, psychological and social dimensions 
of chronic low back pain after cognitive functional 
therapy training: a qualitative study. J Physiother 
2016;62:215–21.

 7 MacKay C, Hawker GA, Jaglal SB. Qualitative study 
exploring the factors influencing physical therapy 
management of early knee osteoarthritis in Canada. 
BMJ Open 2018;8:e023457.

 8 Cowell I, O’Sullivan P, O’Sullivan K, et al. Perceptions 
of physiotherapists towards the management of non-
specific chronic low back pain from a biopsychosocial 
perspective: a qualitative study. Musculoskelet Sci 
Pract 2018;38:113–9.

 9 Edmond SN, Keefe FJ. Validating pain communication: 
current state of the science. Pain 2015;156:215–9.

 10 Linton SJ, Nicholas M, MacDonald S. Development 
of a short form of the Örebro musculoskeletal pain 
screening questionnaire. Spine 2011;36:1891–5.

 11 Jenkins HJ, Hancock MJ, Maher CG, et al. 
Understanding patient beliefs regarding the use 
of imaging in the management of low back pain. 
European Journal of Pain 2016;20:573–80.

 12 O’Keeffe M, O’Sullivan PB, O’Sullivan K. Education can 
’change the world’: Can clinical education change the 
trajectory of individuals with back pain? Br J Sports 
Med 2019:bjsports-2018-100190.

 13 Buchbinder R, Staples M, Jolley D. Doctors with 
a special interest in back pain have poorer 
knowledge about how to treat back pain. Spine 
2009;34:1218–26. discussion 27.

 14 Skou ST, Pedersen BK, Abbott JH, et al. Physical 
activity and exercise therapy benefit more than 
just symptoms and impairments in people with hip 
and knee osteoarthritis. J Orthop Sports Phys Ther 
2018;48:439–47.

 15 Pedersen BK, Saltin B. Exercise as medicine - 
evidence for prescribing exercise as therapy in 26 
different chronic diseases. Scand J Med Sci Sports 
2015;25:1–72.

P
rotected by copyright.

 on O
ctober 11, 2019 at C

urtin U
niversity of T

echnology.
http://bjsm

.bm
j.com

/
B

r J S
ports M

ed: first published as 10.1136/bjsports-2018-100488 on 11 O
ctober 2019. D

ow
nloaded from

 

rcprov

rcprov

rcprov

rcprov

rcprov

rcprov

rcprov

rcprov

rcprov


	It is time to move beyond ‘body region silos’ to manage musculoskeletal pain: five actions to change clinical practice
	We recommend five actions to manage a person with musculoskeletal pain, irrespective of body region
	Health systems need to support clinicians
	References


