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TOBIAS BREMER | MSc MCSP | Editor

Sui generis is Latin for “of its own kind”, something that succinctly describes 
the period we are currently facing. Physio First is an organisation that 
represents a whole myriad of physiotherapy businesses, all of which have 
had their unique selling points and experiences in response to the Covid-19 
pandemic. 

For those already established in telehealth, it has been business as usual, 
others have quickly set up this service, while others still have taken time off 
or temporarily closed their practices, whether by choice or necessity. Some 
experiences have been positive, others have been negative and there has 
been almost everything else in between. 

One key theme that has stuck throughout this pandemic has been that people 
value high quality physiotherapy, regardless of how it is delivered.

With this thought in mind, I must express my gratitude to the authors in this 
edition who, despite the rapidly changing Covid-19 situation, kindly took 
the time to supply, and agreed that we could publish articles based on the 
lectures they should have been presenting at our 2020 annual conference, on 
the prescient subject of a Brave New World. 

I hope that delivering their articles, we can offer an element of “normal” to  
our members who will hopefully, at the time of receiving this copy of  
In Touch, be returning to practice with a renewed vigour for demonstrating 
how physiotherapists can achieve the best patient outcomes in any 
circumstance. 

In the meantime, I wish you all the very best for the future and look forward to 
meeting again, through these pages, in the next edition of In Touch.

2021

ANNUAL CONFERENCE
19-20 March

SAVE 
THE 
DATE
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Introduction
Gluteal tendinopathy is a prevalent lower 
limb condition, particularly within post-
menopausal women (Albers et al 2014; 
Segal et al 2007), and has a substantial 
impact on physical activity and quality 
of life (Fearon et al 2014). There is a 
growing body of scientific literature 
and wider information available on 
gluteal tendinopathy and Greater 
Trochanteric Pain Syndrome (GTPS). 
A recent survey of physiotherapists in 
the United Kingdom reported 97.4% 
of physiotherapists were somewhat, 
or very confident in the management 
of GTPS (Stephens et al 2019). Almost 
all surveyed physiotherapists provide 

education on load management 
(98.7%) and self-management 
strategies (375/381; 98.4%), as well as a 
strengthening programme (98.4%). This 
would seem consistent with the evidence 
base and contemporary approaches of 
providing education and exercise for 
management of gluteal tendinopathy 
(Mellor et al 2018), and tendinopathy 
in general (Cook & Purdam 2012). On 
face value, it could be interpreted 
that physiotherapists are confidently 
managing this condition in an evidence-
based fashion, with knowledge 
translation complete. Variations in 
outcomes in the scientific literature 
and details within survey papers 
would, however, suggest that there is 
still much to learn. In this age of social 
media, general principles are easily 
translated but a deeper understanding 
of the condition, proposed aetiological 
mechanisms, diagnosis and the evidence 
base for treatment strategies are less 
readily translated via this medium. 

Terminology and pathology
In the survey of UK physiotherapists, just 
over half (54.7%) considered GTPS to be 
primarily a condition of the gluteal 
tendons, with another 3.4% believing it 
to be solely a condition of the gluteal 
tendons (Stephens et al 2019). However, 

more than a third of physiotherapists 
(36.1%) understood GTPS as an 
“overarching term used to describe lateral 
hip pain of unknown origin”. This is where 
terminology can be problematic. Do 
these statistics reflect a lack of awareness 
in this third of the surveyed population, 
of the local pathologies associated with 
trochanteric pain, or simply a lack of 
clarity regarding the definition of GTPS? 
It is not surprising that there is confusion 
among clinicians regarding the definition 
of GTPS, as this diagnostic term is used 
with wide variation in the literature. Some 
use this as an “umbrella term”, including 
not only local sources of nociception but 
more distant sources of referred pain. In 
the contemporary literature, GTPS is 
most commonly used to describe a local 
soft tissue source of greater trochanteric 
pain, in which the specific pathology has 
not been established with imaging. Even 
without imaging, the population should 
be adequately described to allow 
interpretation of data. 

Clifford and colleagues (2019), in their 
recent GTPS study, performed validated 
physical tests for diagnosis of gluteal 
tendinopathy and aimed to exclude 
hip joint conditions with a plain x-ray 
and absence of pain on hip flexion-
adduction-internal rotation (Clifford 

Learning outcomes 
to support physio First qap

This article will encourage clinicians 
to reflect on:
1  the use of terminology and 

understanding of pathology and 
pathoaetiology

2  the robustness of their differential 
diagnosis of lateral hip pain (are 
validated tests being applied?) 

3  the selection of interventions for 
gluteal tendinopathy (are they 
supported by the evidence?).

Gluteal tendinopathy: the detail  
underlying a ‘load management  
and exercise’ approach

ALISON GRIMALDI PhD BPhyt MPhyt (sports) 
Principal Physiotherapist, Physiotec and Adjunct Senior Research Fellow, University of Queensland 

Gluteal tendinopathy is a common condition with which patients present to clinical practice, 
usually reporting substantial impacts on sleep quality, activity levels and quality of life. 
Recent survey studies, including a UK study, indicate that physiotherapists have received the 
messages from high-quality research regarding a primary focus on education and exercise in 
the management of this condition. However, the specifics of what is being provided under that 
umbrella suggest that there is still more to translate and investigate, to optimise provision of 
care in the community.
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Pathoaetiological mechanisms
While mechanisms underlying the 
development of pain are complex, 
science has been able to elucidate 
mechanobiological mechanisms that 
influence tendon health, and tendon 
pathology is considered a risk factor for 
the development of painful tendinopathy 
(Docking et al 2015). 

Compression and combinations of 
high compressive (transverse) and 
tensile (longitudinal) load are known 
to adversely affect tendon health or 
load capacity (Almekinders et al 2003; 
Cook & Purdam 2012; Docking et al 
2013). Tendons are naturally exposed to 
higher compressive load as they wrap 
around a bone, most commonly at 
their insertion. The gluteus medius and 
minimus tendons at insertion absorb 
high compressive and tensile loads at the 
greater trochanter. This is amplified by 
the overlying ITB and further influenced 
by bony morphology, joint position and 
muscle factors (Grimaldi et al 2015). 

One of the factors that most potently 
alters compressive load is frontal plane 
joint position. In a neutral hip position, 
the ITB imparts only four Newtons of 
compressive load across the greater 
trochanter and the intervening gluteal 

et al 2019). Another recent study 
included GTPS participants based on a 
patient-reported history of lateral hip 
symptoms and pain with two or more 
of the following activities: lying on the 
ipsilateral side, sitting, moving from 
sitting to standing, and / or ascending / 
descending stairs or slopes (Cowan et 
al 2019). Participants who also reported 
locking or catching in the joint, range 
of movement restriction or difficulty 
manipulating shoes and socks, were 
excluded. No physical tests or imaging 
were used to further describe the 
population. There is no evidence at 
this point on the diagnostic utility of 
such a battery of questions. In the LEAP 
randomised clinical trial (RCT) examining 
outcomes of intervention for those 
with gluteal tendinopathy (Mellor et 
al 2018), of 412 potential participants 
identified, via phone screen (patient 
responses to questioning), 129 were 
excluded on physical assessment and 
a further 43 on imaging. More than 40% 
of the original group identified through 
patient questioning was ultimately not 
considered to have a primary diagnosis 
of gluteal tendinopathy following 
physical assessment and imaging. 

Use of physical assessment is likely to 
substantially reduce diagnostic error and 
ensure there is greater clarity around 
a test population. The further addition 
of imaging enhances description of 
the population but is expensive and is 
not always feasible. When reading the 
GTPS literature, it is important to read 
the inclusion and exclusion criteria 
to be able to adequately interpret the 
findings and implications for clinical 
management.

Diagnostic definitions can influence 
treatment direction. For a patient 
diagnosed with GTPS defined as “lateral 
hip pain of unknown origin”, how does 
a physiotherapist develop an adequate 
management plan within a clinical 
reasoning model? There is a trend 
towards non-specific diagnoses, but 
does this engender the use of non-
specific treatment approaches? Are non-
specific treatment approaches equally 
effective? Without a specific diagnosis or 
awareness of local pathology, perhaps 
an impairments-based model may be 
employed with adequate effect – assess 
for impairments and address those 
findings. However, the literature on 
insertional tendinopathy suggests that 
an understanding of pathoaetiology and 
specific tendon loading principles may 
be important in the development of 
optimally effective interventions (Cook & 
Purdam 2012; Grimaldi et al 2015).

There is a substantial body of literature 
available that has identified gluteal 
tendon pathology as the primary 
condition associated with greater 
trochanteric pain (Bird et al 2001; 
Kingzett-Taylor et al 1999; Kong et al 
2007; Long et al 2013). Thickening of the 
bursae and iliotibial band (ITB) (Long et 
al 2013) may also be present but 
diagnoses such as “trochanteric bursitis” 
have traditionally given rise to passive 
treatment approaches such as injections, 
electrotherapy and surgical removal of 
the trochanteric bursa. Although there 
may be other associated soft tissue 
changes, a diagnosis of “gluteal 
tendinopathy” is more likely to encourage 
an active intervention and improved 
long-term outcomes (Mellor et al 2018).  

“Hip adduction 
potently increases 
compressive and 
tensile loads across 
the gluteus medius and 
minimus tendons at the 
greater trochanter, 
with implications 
for diagnosis and 
management of gluteal 

tendinopathy”

“THe primary local soft tissue pathology 
associated with greater trochanteric pain has 
been shown to be tendinopathy of the gluteus 
medius and/or minimus tendons. There may also be 
accompanying changes in the adjacent bursae and 
the iliotibial band, although these are rarely 
present in isolation”
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tendons and bursae (Birnbaum et al 
2004). With only 10 degrees of adduction, 
this compressive load increases nine-
fold to 36 Newtons and by end of hip 
adduction range (40 degrees), the 
compressive load has increased by 26.5 
times to 106 Newtons. In an adducted 
hip position, there is also an increase in 
tensile load due to the natural stretch 
applied across the musculotendinous 
complex. Tensile load in these gluteal 
tendons will be even greater when 
the muscles are active and tensioning 
the tendons. Highest loads may 
then be applied in a position of hip 
adduction when the gluteal tendons 
are both compressed and stretched and 
particularly when the muscles are active. 
This information may be used then for 
inducing provocative loads for diagnostic 
purposes and for reducing provocative 
loads for management of painful 
tendinopathy. 

Diagnosis
Direct compression (palpation) and 
combinations of compression and 
tension appear to be most useful for 
eliciting familiar pain in those with 
gluteal tendinopathy (Grimaldi et al 
2017). With regard to diagnosis of GTPS, 
84.8% of surveyed UK physiotherapists 
palpate the greater trochanter, two-
thirds consider pain on single leg stance 
(65.7%) and just over half (55.8%) 
perform resisted hip abduction in 
neutral (Stephens et al 2019). However, 
only around a third of surveyed UK 
physiotherapists are using specific tests 
that have been developed to combine 
compressive and tensile loads on the 

gluteal tendons, such as the FADER/R 
test (Hip flex/Add/Ext Rot ± Isometric 
internal rotation) (34%), the ADD/R test 
(Hip adduction in Obers Position; Hip 
adduction + Isometric abduction) (27.2%; 
34%), or the resisted external de-rotation 
test (34.6%). These tests have all been 
shown to have good diagnostic utility 
for predicting the presence of gluteal 
tendinopathy on imaging (Grimaldi et al 
2017; Lequesne et al 2008). The relatively 
low percentage of physiotherapists using 
these specific tests is similar within those 
surveyed in Australia, New Zealand and 
Ireland (French et al 2019). The FABER 
test has also been shown to be useful for 
differentiating GTPS from hip OA (Fearon 
et al 2013), and yet is used by only about 
one-quarter of physiotherapists surveyed 
in both these studies (French et al 2019; 
Stephens et al 2019). 

Management strategies
Although “load management education 
and exercise” is now the routine 
evidence-informed approach for 
management of gluteal tendinopathy by 

physiotherapists, the detail regarding 
what education and exercise is applied 
may not be consistent with that suggested 
by the evidence. Load management 
advice is provided (often or always) by 
98.7% of physiotherapists surveyed in 
the UK and yet only 38.6% (often or 
always) discuss postural strategies, and 
39.9% sometimes, often or always 
prescribe stretching for the hip abductors 
(Stephens et al 2019). Sustained postures 
account for a substantial proportion of 
time exposure to hip adduction in 
everyday life; sitting with knees crossed, 
standing in “hip hanging”/adducted 
postures and side sleeping. Furthermore, 
stretching for insertional tendinopathies 
is no longer advised owing to their 
compressive and, therefore potentially 
provocative, nature (Cook & Purdam 
2012). What exactly, then, is being 
provided as “load management” advice? 
Load management does include 
non-specific advice on reducing activity 
levels and then gradually reloading as 
pain allows. Such general advice is 
important in the overall management of 
tendinopathy. For those who have 
developed pain due to a reactive tendon 
response to a short-term spike in activity, 
this advice may be sufficient. However, if 
the situation of tendon overload is 
underpinned by inherent postural and 
movement patterns, simply unloading 
and reloading is unlikely to be an 
adequate longer-term solution. 
 
Only 51.4% of surveyed UK 
physiotherapists always or often provide 
gait training, with 62% providing 
functional movement training (Stephens 
et al 2019). In contrast, 98.4% always or 

“The evidence suggests that a diagnostic test 
battery for gluteal tendinopathy should include 
palpation, most useful for ruling out gluteal 
tendinopathy when negative, and specific tests 
that apply provocative loads across the gluteal 
tendons (Single Leg Stance test, FADER/R test, the 
resisted external de-rotation test, the ADD/R test)”

“Load management for gluteal tendinopathy 
encompasses more than simply reducing and then 
gradually building activity levels. Identifying and 
reducing individual exposure to excessive, 
repetitive, loaded and sustained hip adduction in 
activities of daily living and sport, is likely to be 
key for optimal management”
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Most physiotherapists in the UK 
appear to use a variety of exercise 
modes (Stephens et al 2019). There is 
inadequate evidence at this point to 
direct specific exercise selection. Clifford 
and colleagues (2019) published a 
small pilot trial comparing two simple 
exercises; hip abduction in side lying 
and in standing provided to patients 
with GTPS in either an isometric mode 
group, or an isotonic group (Clifford et al 
2019). Both groups were also provided 
with education. After 12 weeks, there was 
no between-group difference in pain as 
measured with a numeric rating scale, 
or disability measured with the VISA-G 
patient rated outcome measure. With 
respect to pain, 55% of the isometric 
group and 48% of the isotonic group 
had achieved a pain reduction by the 
minimal clinically important difference 
(MCID) of at least two points by 12 
weeks. Pain scores were, however, 
still reasonably high, with only one 
participant in the isometric group 
and three in the isotonic group falling 
beneath a pain level of 2/10. Participants 
in the education and exercise group of 
the LEAP RCT had an average pain score 
of 1.5/10 by week eight (Mellor et al 2018). 

The exercise protocol of the Clifford et 
al (2019) study was necessarily limited 
to allow testing of one exercise mode 
against another. The two RCTs that 
have recently compared education 
and exercise interventions for gluteal 
tendinopathy; the LEAP trial (Mellor et al 
2018) and the GLoBE trial (Ganderton et 
al 2018), both used a variety of exercises 
that were progressed over the duration 
of the intervention (table 1). The 
GLoBE trial compared a gluteal loading 
programme with a sham exercise 

day, there is a substantial potential for 
reducing the daily load imposed on the 
gluteal tendons through alterations in 
gait pattern. Why, then, are only 50% of 
UK physiotherapists addressing gait? Is 
there a lack of awareness of gait changes 
in this population or perhaps a lack of 
confidence in gait analysis and training? 
Positive changes can be made with visual 
observation and simple interventions. 
In gait observation, clinicians can aim to 
identify overt features such as excessive 
frontal plane deviations of the pelvis 
and trunk, excessive stride length, and 
impact force or inadequate stride width 
(narrow base of support). In the LEAP 
RCT (Mellor et al 2018), clinicians used 
simple cues such as “walk a little taller” 
for those with excessive frontal plane 
deviations, “walk quietly” for those with 
excessive stride length and a harsh heel 
impact, and “walk with your feet slightly 
wider” for those walking with a midline 
or cross-midline strike, and therefore 
excessive hip adduction. Complex cues 
such as “keep your pelvis level when you 
walk” or encouraging abnormal muscle 
holding could serve to worsen altered 
muscle patterning. Excessive muscle 
co-contraction has been demonstrated 
in those with gluteal tendinopathy 
(Allison et al 2018; Ganderton et al 2017), 
therefore it will be important to avoid 
cues that encourage sustained and 
inefficient muscle contraction such as 
“keep your gluteals tight as you walk”. 

Apart from functional exercises, which 
can impart both strength and neuromotor 
benefits, what other exercises are employed 
to target the hip abductors? Does it matter 
what and how abductor strengthening is 
prescribed; isometric, isotonic, 
weightbearing, non-weightbearing? 

often prescribe strengthening exercises. 
There is certainly evidence for hip 
abductor muscle strength deficits in 
those with gluteal tendinopathy (Allison 
et al 2016a; Ganderton et al 2017), but 
there is also evidence for kinetic and 
kinematic alterations in gait and other 
single limb loading tasks (Allison et al 
2016b). An important component of 
the successful LEAP RCT protocol was 
to address kinematic patterns that 
may contribute to provocative gluteal 
tendon loading (Mellor et al 2018). 
As all UK physiotherapists (99.7%) 
reported using functional exercises 
as a common mode of strengthening 
(Stephens et al 2019), strengthening and 
neuromotor training goals may well be 
incorporated into that same exercise 
programme. Squats, sit-stand, single 
leg stance and step tasks are commonly 
prescribed functional exercises and may 
serve to improve musculotendinous 
load capacity and kinematic control. 
Receiving physiotherapist feedback 
while practising everyday functional 
tasks may also provide benefit via other 
mechanisms. Participants that received 
supervised exercise in the LEAP RCT 
reported significantly higher levels of 
pain self-efficacy, i.e. confidence to 
participate despite their pain, than 
those in the groups that received a 
corticosteroid injection or basic advice 
(Mellor et al 2018). Reduced fear and 
increased confidence associated with 
practising everyday functional tasks 
with guidance and assurance from a 
health professional may contribute to 
improvements in pain and function. 

Gait does not fall within the realm 
of functional strengthening, but the 
evidence suggests it should be addressed 
within a management protocol that 
aims to optimise functional abductor 
tendon loading. Allison and colleagues 
(2016b) demonstrated that individuals 
with gluteal tendinopathy walked in 
a manner that increased the loads on 
the hip abductor tendons, as indicated 
by external hip adduction moments 
9%-33% higher through stance than 
painfree controls. If we consider that 
our patients may be taking somewhere 
between 5,000 and 10,000 steps a 

“The value of gait training in reducing pain 
associated with gluteal tendinopathy should not 
be undervalued. Simple advice and cuing to 
address overt features can return rapid and 
meaningful positive change”
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Conclusion
It is clear from recent surveys of 
physiotherapists, that the general 
message regarding use of load 
management education and 
strengthening exercise for treatment 
of gluteal tendinopathy and GTPS 
has been widely translated. However, 
the use of specific diagnostic tests, 
tendon-specific education and gait and 
movement training appears to be less 
common. Exercise selection and dose 
(intensity and frequency) is variable. 
Further research is required to discern 
the minimal effective dose. This is 
expected to vary within subgroups, some 
patients likely to need education with 
minimal other intervention and others 
requiring more intensive, supervised 
training and/or multidisciplinary care. At 
this stage, there is high quality evidence 
that a tailored education and exercise 
protocol is successful for most people 
and should be first line management for 
gluteal tendinopathy. Further knowledge 
translation of the detail underlying 
successful programmes is required.

About the author
Alison is an Adjunct Senior Research 
Fellow at the University of Queensland, 
an Australian sports physiotherapist and 
Principal of Physiotec Physiotherapy, with 
more than 25 years of clinical experience 
and a special interest in hip and pelvic 
pathologies. Alison was instrumental in 
the development of the clinical tests and 
education and exercise intervention for 
the LEAP multicentre randomised clinical 
trials (RCT), comparing treatments for 
gluteal tendinopathy, the findings of 

the baseline score (60.2/100) (Mellor 
et al 2018). The GLoBE education and 
exercise group had improved by an 
average 11.5 points or 18.7% from the 
baseline score (61.6/100) (Ganderton et 
al 2018). If we consider that both groups 
received comprehensive education, the 
difference in progress may have been 
related to the exercise protocols. Both 
provided weightbearing exercises with 
no provocative stretching. However, 
there were a number of differences 
between the protocols (table 1), any of 
which may have influenced outcomes. 
It is important to note that the VISA-G 
measure cannot capture all aspects of 
change, and mediators of change are 
often complex, variable and difficult to 
clearly elucidate. Further studies using 
a standardised core outcome set are 
required.

CONTACT DETAILS
info@dralisongrimaldi.com

TABLE 1: Similarities and differences in the LEAP (Mellor et al 2018) and GLoBE (Ganderton et al 2018) 
trial protocols. Key differences in protocols indicated by italics

programme and found that both 
groups improved, with no difference in 
outcomes between the groups in both 
the short (three months) and long (12 
months) term (Ganderton et al 2018). 
The paper’s primary conclusion was that 
“lack of treatment effect was found with 
the addition of an exercise programme 
to comprehensive education on GTPS 
management”. This suggests that the 
education and not the exercise was 
the active ingredient for change. The 
effect of education alone is yet to be 
established, so the relative effect of the 
education and exercise components is 
unknown. 

It is difficult to compare outcomes 
across studies when different outcome 
measures are used, but both the LEAP 
and GLoBE trials used the VISA-G 
patient rated outcome scale, which 
measures pain and disability in those 
with gluteal tendinopathy and GTPS. 
The total score is out of 100, with higher 
scores indicating less pain and better 
function. At three months, after the 
active intervention period of both trials, 
the LEAP education and exercise group 
had improved on the VISA-G scale by 
an average of 19.1 points or 31.7% from 

LEAP Trial Education & Exercise 
Protocol

GLoBE Trial Education & Exercise 
Protocol

Comprehensive education Comprehensive education

Exercises included: isometric hip abduction supine 
and standing; squats progressing from double leg 
to offset to single leg; single leg stance; step ups 
progressing step height; bridging progressing from 
double leg to offset to single leg, sidestepping, 
weightbearing hip abduction against spring and 
band resistance

Exercises included: hip hitch/hip hitch with toe tap/
hip hitch with hip swing; double leg wall squat/
single leg wall squat; double leg calf raises/calf 
raises with toe taps/single leg calf raises; sit to 
stand/sit to stand with split stance/step up 

Focus on closed chain/weightbearing exercise Focus on closed chain/weightbearing exercise

No stretches No stretches

3 x week heavy loading with external resistance  
(2 supervised and 1 at home)

No heavy loading – bodyweight only

Inner range abduction No inner range abduction

Specific posture, gait & stairclimbing training No specific movement training

90% compliance with exercise programme 76% compliance with exercise programme

Number of sessions with physiotherapists: 14 Number of sessions with physiotherapists: 4

“Successful outcomes have been demonstrated 
for patients with gluteal tendinopathy with 
education and exercise that has included 
functional weightbearing exercise as well as 
heavy slow resisted weightbearing abduction into 
inner range. High patient compliance and 
physiotherapist supervision may also influence 
outcomes”
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Introduction
Osteoarthritis (OA) is the most prevalent 
joint disease and a leading cause of 
chronic pain and disability worldwide. 
The knee is the most common site for 
OA affecting approximately one in five 
adults aged over 45 years (Lawrence et 
al 2008) and accounting for more than 
80% of the global OA burden (Vos et 
al 2012). Knee pain and OA across all 
age groups reduces physical activity 
and results in poorer health-related 
quality of life compared to population 

norms. Projected trends for knee OA are 
ominous, with rates likely to increase 
as we live longer and become more 
overweight. It is anticipated that, by 
2040, approximately 25% of American 
adults will be diagnosed with OA 
(Hootman et al 2016).

An updated definition of 
osteoarthritis
Traditionally, knee OA was considered a 
degenerative disease of joint “wear and 
tear” diagnosed by x-ray and destined for 
joint replacement surgery. Today, structural 
features on imaging, e.g. joint space 
narrowing, osteophytes, are considered 
to be just one aspect of OA. The pain, 
symptoms and functional decline of OA 
are often discordant with structural signs 
(Yusuf et al 2011), with current 
conceptual models describing OA as a 
whole-person disease developing along 
a continuum from early to late stages. 

Clinical criteria exist to diagnose knee 
OA and their use is recommended by 
clinical guidelines (NICE 2008). American 
College of Rheumatology criteria, which 
include pain, age, stiffness, crepitus, 
bony tenderness and bony enlargement, 
enable a clinical OA diagnosis 
without the need for imaging. Indeed, 

international guidelines, particularly 
in Scandinavia, explicitly state that 
radiography is not needed for an OA 
diagnosis (Roos & Arden 2016).

Best practice in osteoarthritis 
management
Despite its alarming prevalence and 
attendant disability, therapies that 
modify the onset or progression of 
structural damage in knee OA have 
remained elusive. Reducing pain, 
improving physical function/activity and 
optimising quality of life should therefore 
be the cornerstone management of knee 
OA. Patient education, exercise-therapy 
and weight control are recommended 
internationally as first line treatments 
(figure 1), even in those with severe OA. 
Joint replacement is confined to those 
who fail to respond adequately to a 
comprehensive education and exercise-
therapy programme (Nelson et al 2014). 

Optimising management for 
knee osteoarthritis: new 
opportunities from joint injury 
to joint replacement

Learning outcomes 
to support physio First qap

1  Implement clinical guidelines for 
the management of knee OA.

2  Understand early OA diagnostic 
criteria.

3  Assess early osteoarthritis risk 
factors and how to address them

4  Know what not to do in the 
management of OA.

5  Appreciate the rapid development 
of OA following joint injury and 
ways that this can be prevented /
slowed.

6  Understand the burden of knee 
joint injury and OA.

Adam G Culvenor  
NHMRC Research Fellow, La Trobe Sport and Exercise Medicine Research Centre, La Trobe University, Bundoora, Australia

The burden of osteoarthritis (OA) continues to increase, yet in many cases, healthcare 
professionals fail to manage OA optimally. This article helps to break down the growing 
disparity between evidence-based interventions for the management of knee OA and their 
use in clinical practice. Identifying younger adults who are at high risk of early OA onset 
and progression provides opportunities for early intervention to slow / prevent OA disease 
trajectory and reduce the epidemic of young people with old knees. 

“it is anticipated that, 
by 2040, approximately 
25% of American  
adults will be 

diagnosed with OA”
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Exercise and weight loss
Exercise-therapy, consisting of lower-
limb muscle strengthening and 
neuromuscular control exercises 
together with aerobic exercise, is 
supported by more than 50 randomised 
controlled trials with a large effect size 
for improvements in pain and disability 
(Uthman et al 2013). Importantly, 
exercise-therapy is cost-effective from 
both health systems and societal 
perspectives (Abbott et al 2018). Exercise, 
together with a structured diet, can assist 
weight loss. A 10% reduction in body 
weight results in an impressive 50% 
reduction in symptoms (Messier et al 2018).

Education
Education regarding OA is considered 
a standard of care despite a lack of 
clinical trial data assessing its direct 
effect. Patient education should be a 
two-way dialogue allowing the clinician 
to assess the patient’s knowledge and 
provide an opportunity for questions 
that they may not have otherwise asked. 
A critical first element is in ensuring that 
the patient understands that exercise 
and meeting physical activity guidelines 
will not increase the risk of OA (Barbour 

et al 2014), and that even higher-impact 
activities, such as running, do not 
generally worsen knee OA outcomes 
(Lo et al 2018). Indeed, providing 
adequate loading to knee cartilage 
through neuromuscular exercises may 
actually improve joint structure in 
those with minimal / mild OA (Roos & 
Dahlberg 2005). Creating rapport, trust 
and patient-specific goals will likely aid 
adherence to exercise interventions. 
Although exercising in OA increases the 
risk of non-serious adverse events, i.e. 
pain flares, it does not increase the risk of 
serious adverse events, and is therefore 
considered safe (Niemeijer et al 2018).

Limitations of current 
osteoarthritis care
Despite compelling evidence supporting 
the efficacy of exercise and international 
guidelines recommending it, the uptake 
of exercise, education and weight loss is 
suboptimal in clinical practice (Basedow 
& Esterman 2015). Runciman et al (2012) 
reported that 57% of adults with OA do 
not receive guideline-based care, while 
Hinman et al (2015) showed that more 
than 50% never try exercise-therapy. 

This drives high rates of inappropriate 
medication such as opioids (Ackerman 
et al 2018) and surgery. For example, 
arthroscopic surgery for the 
management of knee OA continues 
worldwide despite little or no evidence of 
its efficacy (Thorlund et al 2015). 

Knee replacement is an effective 
treatment option in patients with 
moderate-to-severe OA. However, it is 
associated with a higher rate of serious 
adverse events than exercise-therapy 
alone (Skou et al 2015). It is important to 
note that a quarter of knee replacement 
surgeries are performed on inappropriate 
patients (Cobos et al 2010), and 20% 
of knee replacement surgeries have 
no clinically meaningful improvement 
(Beswick et al 2012; Dowsey et al 2015). 
This equates to around £150 million 
being spent in annual healthcare costs 
without any benefit. Ensuring patients 
have completed a comprehensive 
exercise-therapy, education and weight 
loss programme prior to pursuing knee 
replacement may reduce the number of 
inappropriate surgical procedures. 

Optimising osteoarthritis 
clinical management
How do we bridge the gap between 
evidence and clinical practice? While it 
has proven difficult to garner widespread 
uptake of OA clinical guidelines, when 
these are made applicable to real-
world situations and readily accessible, 
they can be implemented. Successful 
examples exist from which we can learn 
valuable lessons. 

The Danish good living with 
osteoarthritis or GLA:D (Skou & Roos 
2017) is a guideline-based (Nelson et 
al 2014), individualised, eight-week 
physiotherapist-led group education and 
exercise-therapy programme designed 
to facilitate high-quality care for patients 
with OA. While it originated in Denmark, 
more than five other countries now 
participate. The GLA:D programme 
primarily addresses strength, movement 
and joint confidence impairments and 
consists of three mandatory elements: 
• a two-day course for physiotherapists 
• eight weeks of education and 

“There is compelling evidence to support the 
efficacy of exercise, education and weight loss, 
but uptake in clinical practice is low”

FIGURE 1: Treatment approach to osteoarthritis recommended by international clinical guidelines

Third line treatment
Surgery 

Second line treatment
Pharmacological pain 

relief and passive 
interventionsFirst line treatment

Exercise, education 
and weight control
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supervised neuromuscular exercise 
for patients delivered by a trained 
physiotherapist in clinical practice

• entry of outcome data into the 
GLA:D registry (baseline 3 and 12 
months). Outcomes from the almost 
10,000 participants thus far include 
clinically meaningful pain reduction 
(35%), improved joint-related quality 
of life (22%), reduced analgesic 
consumption, and increased physical 
activity (Skou & Roos 2017).  

Enabling Self-management and Coping 
with Arthritic Knee Pain through Exercise 
(ESCAPE-Pain) is a similar programme, 
specific to the UK and delivered by 
physiotherapists in outpatient and 
community settings. It consists of 
education and exercise-therapy 
components during 12 classes over six 
weeks and has shown results in the 
reduction of knee pain and improvements 
in physical function and quality of life 
that are significantly greater than usual 
primary care (Hurley et al 2007).

For patients with severe OA, such 
exercise and education programmes 
are feasible and safe with progression 
achieved with few joint-specific adverse 
events (Hurley et al 2007; Ageberg et al 
2010). Promisingly, 68% of people offered 
comprehensive non-surgical care, i.e. 
patient education, weight management 
support and exercise-therapy, delay 
surgery by at least two years (Skou et al 
2018).

Other examples of initiatives to 
overcome suboptimal clinical translation 
of evidence in OA include “Choosing 
Wisely”, an American Board of Internal 
Medicine initiative that aims to facilitate 
better informed conversations between 
clinicians and patients regarding which 
treatment options comprise best 
practice. This may be a useful resource 
for community-based clinicians and is 
freely available online at http://www.
choosingwisely.org/ 

Osteoarthritis in young adults 
While OA is typically regarded as a 
disease of the elderly, its prevalence 
in younger adults is increasing. One 
of the most important risk factors for 
the early-onset of knee OA in young 
adults is history of knee joint injury. 
Approximately 25% of symptomatic knee 
OA could be prevented by preventing 
knee injuries (Felson & Zhang 1998), 
and it is estimated that post-traumatic 
OA is responsible for 12% of the overall 
prevalence of symptomatic OA, at an 
annual cost of US$11.8 billion (Brown et 
al 2006) (figure 2). A focus on the primary 
prevention of knee injury in adolescents 
and young adults, together with 
secondary prevention of post-traumatic 

OA following injury, has great potential 
to reduce the burden of knee OA in the 
general population.

Opportunities for 
osteoarthritis prevention and 
early intervention
Primary prevention
Injury prevention programmes, focusing 
on neuromuscular control, movement 
retraining and strengthening, e.g. 
FIFA 11+, Prevent Injury Enhance 
Performance, can effectively reduce the 
risk of serious knee injuries, such as an 
anterior cruciate ligament (ACL) injury, 
by 50%, yet their implementation is 
challenging as there is a requirement 
for the player, coach and parent to buy 
in to optimal adherence (Webster & 
Hewett 2018). Despite the best efforts 
of primary prevention strategies, ACL 
injuries and subsequent reconstructions 
in young adults in the UK have increased 
12-fold over the past 20 years (Abram 
et al 2019). With approximately 50% 
of people developing radiographic OA 
within the first decade after ACL injury,  
i.e. often in their 30s and 40s, we will 
soon be faced with an epidemic of 
young people suffering from old knees 
and needing joint replacement at an 
earlier age, unless we can prevent / slow 
the development of post-traumatic OA 
(Lohmander et al 2007).

Secondary prevention 
Given the high rates of early-onset OA 
in young adults following joint trauma, 
individuals who suffer a knee joint injury, 
particularly an ACL rupture, represent 
an easily identifiable group of “at risk” 
individuals ripe to be targeted with 
strategies aimed at preventing, i.e. 
secondary prevention, of OA (figure 3). 
Promisingly, there is emerging evidence 
that OA is amenable to prevention and 
early-stage treatment, yet there is no 
clear evidence that ACL rehabilitation 
currently includes approaches to prevent 

9.8%

90.2%

16.5

11.8

86.1

“The prevalence of OA in younger adults is 
increasing”

FIGURE 2: A) The prevalence of osteoarthritis, split by nontraumatic and post-traumatic;  
B) The annual cost of arthritis treatment ($US billion) 
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a healthy body weight and regular 
physical activity, OA prevention 
strategies following joint injury 
should centre around a progressive 
exercise-therapy programme to 
restore and optimise muscle function 
(neuromuscular control and strength), 
particularly of the quadriceps. Although 
there is a paucity of high-quality clinical 
trials to guide the prevention of post-
traumatic OA, in a small cohort of 30 
middle-aged patients at risk of OA 
(post-meniscectomy), neuromuscular 
exercises over a four-month period 
improved the quality of the cartilage 
matrix content (Roos & Dahlberg 2005). 
These promising findings show that 
exercise can positively affect structure. 
Specific exercise-therapy should address 
endurance, strength and / or power 
to support the patient-specific needs 
according to the American College of 
Sports Medicine guidelines (2009).

Neuromuscular exercises
Neuromuscular training is based on 
biomechanical and neuromuscular 
principles and aims to optimise 
sensorimotor control and achieve 
functional stability (Ageberg et al 2010). 
Neuromuscular control is essentially the 
ability to produce controlled movement 
through co-ordinated muscle activity 
resulting in dynamic stability of the 
joint. Exercises are primarily performed 

future development of knee OA (Risberg 
et al 2016). To inform the prevention 
of symptomatic post-traumatic knee 
OA, awareness of modifiable risk 
factors known to increase the risk of 
post-traumatic OA is important as they 
represent the low-hanging fruit that 
should be targeted.

Targeting risk factors to 
prevent post-traumatic OA
Using an ACL injury model of early joint 
deterioration, we have revealed rapid 
cartilage loss within the first five years 
after ACL injury (Patterson et al 2018), 
that is made worse with reconstruction 
surgery (Culvenor et al 2019). While ACL 
reconstruction surgery may be performed 
for a variety of reasons, preventing OA 
should not be one of them.

Modifiable risk factors for this accelerated 
OA trajectory include being overweight 
(Patterson et al 2018), quadriceps 
weakness (Oiestad et al 2015), and poor 
function, i.e. hop tests (Pinczewski et al 
2007), particularly when accompanied 
by a premature return to sport, i.e.<10 
months post-operatively (Culvenor et al 
2018).

The osteoarthritis prevention 
programme
In addition to advice on achieving a 
healthy lifestyle, including maintaining 

in closed kinetic chains to replicate 
functional movements, together with 
muscle strengthening exercises in 
open kinetic chains to improve muscle 
strength and endurance.

Important elements of 
education for preventing 
osteoarthritis
A key component to the success of 
any exercise-therapy programme is 
in ensuring adequate adherence. 
Education around the benefits of 
exercise, developing personalised 
programmes, and addressing existing 
fear of movement or re-injury anxiety 
is important. Also creating realistic 
expectations in collaboration with 
patients is likely to be important 
given that almost half of ACL-injured 
individuals do not know what OA is and 
one-third are unaware of their increased 
risk for osteoarthritis (Bennell et al 2016). 
Changing the paradigm around cartilage 
wear and tear, and joint overloading 
is vital. Emerging evidence suggests 
that cartilage responds positively to 
load, whereas underloading, and not 
stimulating cartilage turnover sufficiently, 
is linked to the development of OA after 
ACL injury (Wellsandt et al 2016).
 
Osteoarthritis prevention in 
post-injury rehab
Current sports injury rehabilitation 
paradigms worship at the altar of 
rapid return to sport. Yet the best 
available evidence tells us that for every 
month that return to pivoting sport is 
delayed, up to nine months after ACL 
reconstruction, the risk of re-injury 
reduces by 51% (Grindem et al 2016). 
Early signs of OA, such as bone marrow 
lesions, are also more prevalent in 
individuals who return to sport early, 
i.e. <10 months post-ACL reconstruction 
(Culvenor et al 2018). For re-injury and 
OA prevention, a return to sport should 
be delayed for at least 9-10 months post-
ACL reconstruction. 

There is little evidence that current 
sports-injury rehabilitation programmes 
include approaches to prevent future 
development of OA, but this is clearly 

“ Specific exercise-therapy should address 
endurance, strength and / or power to support 
patient-specific needs”

FIGURE 3: Prevention of post-traumatic osteoarthritis (OA) and its associated burden across the 
continuum from primary injury prevention to optimising outcomes for those with post-traumatic OA
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prevention programs  
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quality of life in those with 
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doi: 10.1186/1471-2474-11-249

Culvenor AG, Eckstein F, Wirth W, et al. Loss 
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an important area that clinicians 
need to consider and address. Patient 
involvement is crucial for clarifying 
expectations, implementation of 
prevention programmes, and adherence 
to recommendations. With the alarming 
statistic that only 5% of ACL injured 
individuals receive evidence-based 
rehabilitation (Ebert et al 2018), we 
can do better by acting to maintain the 
patient’s joint and overall health for the 
long-term. Implementing approaches to 
prevent the development of OA as part of 
a comprehensive management strategy 
should be a priority.
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Introduction
The vast majority of individuals will 
experience headache at least one time in 
their lives (Göbel et al 1994; Rasmussen 
et al 1991). The global prevalence of 
headache has been reported to be 47% 
while, among adults, the individual 
prevalence of migraine is reported to be 
10%, tension type headache (TTH) at 
around 40%, and chronic daily headache 
at 3% (Stovner et al 2007). Although 
TTH is generally less burdensome than 
migraine to the individual sufferer, the 
total societal burden of this headache 
type seems to be even larger than that 
of migraine because of its much higher 
prevalence (Stovner et al 2007). 

Classification
Headache classification can be accessed 
through the International Classification 
of Headache Disorders (International 
Headache Society 2018) which delivers 
a deep exploration into the multitude 
of classifications identified. It outlines 
sub-groups of headache and highlights 
that many headache disorders can 
be co-diagnosed in patients, and so 
singular headache diagnoses are not 
compartmentalised in this way. It 
firstly describes two distinct types of 
classification: 

1. Primary headache – this is the medical 
disorder. There is no other underlying 
pathology causing the headache and 
associated symptoms
2. Secondary headache – where the 
headache is a symptom arising from an 

underlying pathology, i.e. the headache 
is caused by another medical condition.

Examples of primary headache are 
migraine, TTH and trigeminal autonomic 
cephalalgias (International Headache 
Society 2018). Secondary headache 
examples may present in patients with 
intracranial processes that include 
tumour, haemorrhage, infection or 
vascular disorders, and disorders such 
as infection, head injury, and the use / 
overuse of various drugs. 

Secondary headaches are generally 
associated with other symptoms 
reflecting the underlying pathology. It is 
important to recognise that the overall 
incidence of serious headaches being 
due to secondary causes is very low, 
but many are associated with Red Flags 

Making sense of common headache 
presentations in musculoskeletal 
physiotherapy: differentiation, 
assessment and treatment 
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2  Develop a clinical reasoning 
approach to assessment of this 
complex area.
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This article aims to provide the reader with a primary care overview of the most common 
types of headache seen in clinical practice by musculoskeletal physiotherapists. It will offer 
some support introducing clinical reasoning in what is a highly complex area of practice. 
The paper will also look at where physiotherapy can aid in the treatment of the neck related 
headache, and cast an eye over the evidence underpinning the approaches.

SIGNS AND SYMPTOMS IN HISTORY POSSIBLE PATHOLOGY TO CONSIDER

Systemic symptoms / signs Fever, malaise, weight loss

Systemic disease Malignancy, inflammatory

Neurological presentation Mass lesion, stroke, encephalitis

Onset (sudden, new) Subarachnoid haemorrhage

Onset after 40 years of age Temporal arteritis

Positional and pattern change Intracranial hypotension, posterior fossa pathology; 
overuse of medication

TABLE 1: SNOOP mnemonic for Red Flag diagnosis of headache (adapted from Dodick 2003) 
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(Bigal & Lipton 2007). A useful mnemonic 
that can alert the clinician to possible 
serious pathologies is “SNOOP” (table 1).

The three most common headaches 
seen in primary care are the primary 
headache disorders and it is vital, once 
Red Flags have been excluded, for the 
clinician to be able to recognise fairly 
classical signs of symptoms for primary 
care management.

Tension type headache
The most common primary headache 
is TTH (Robbins & Lipton 2010). People 
with infrequent episodic TTH are unlikely 
to seek medical advice and will generally 
self-manage. As the frequency of TTH 
increases however, it is common for 
the severity of the pain to do so as well, 
and it is more likely that the patient 
will present for treatment. Younger 
patients have been reported as more 
likely to consult a practitioner in these 
cases, although the reason for this was 
unknown. However, there are strong 
correlations with severe TTH and high 
levels of anxiety and low mood (Holroyd 
et al 2000). Patients usually report a 
mild to moderate, bilateral sensation 
of muscle tightness or pressure lasting 
hours to days, and not associated with 
constitutional or neurological symptoms. 
They may describe and indicate the 
location of the pain as a “band-like 
feeling” around the head and may 
present with bilateral tightening of the 
cervical spinal musculature, and peri-
cranial tenderness which can be felt by 
the patient and also recognised as part 
of a physical assessment (Loder & Rizzoli 
2008).

Migraine
Migraine is a common disabling 
primary headache disorder. Many 
epidemiological studies have 
documented its high prevalence and 

socio-economic and personal impacts. 
In the Global Burden of Disease Study 
(Global Burden of Disease 2010), it was 
ranked as the third most prevalent 
disorder in the world. Migraine has two 
major types: 

• Migraine without aura 
A clinical syndrome characterised by 
headache with specific features and 
associated symptoms. 

• Migraine with aura
This is primarily characterised by the 
transient focal neurological symptoms 
that usually precede or sometimes 
accompany the headache (Viana et al 
2017). 

Migraine without aura has characteristics 
of unilateral presentation, throbbing 
moderate intensity and worse with 
physical exertion. Clear differentials from 
TTH are the associated symptoms of 
nausea, photophobia / phonophobia 
and no preceding aura, while migraine 
with aura that constitutes approximately 
15%-30% of all migraines is a headache 
with a transient associated neurological 
symptom. This is described as the aura 
and can be visual, motor or sensory. A 
visual aura is the most common and may 
include flashing lights, and / or zig zag 
lines. The sensory aura can be numbness 
or paraesthesia while motor symptoms 
can be as severe as hemiplegia (Martin 
2004). 

The reason for the symptoms in migraine 
are not fully explained but proposals 
have been made after observations 
of imaging concerning alterations in 
cerebral blood flow, cortical spreading 
depression (CSD) and possible 
neurogenic inflammation leading to the 
possible sequelaes to the symptoms 
experienced by the individual (De 
Simone et al 2013; Lauritzen 2011). 

Cortical spreading depression is a slowly 
propagated wave of depolarisation 
followed by suppression of brain activity, 
and is a remarkably complex event that 
involves dramatic changes in neural 
and vascular function (Charles & Baca 
2013). Early authors that described this 
work, such as Leao (Dalkara & Moskowitz 
2017), suggested that vascular change 
is due to vasodilation. However, further 
work has suggested the vasodilation is 
then followed by vasoconstriction of the 
cerebral blood flow (Borgdorff 2018). 
It is beyond the scope of this article to 
detail the complexities of the theories 
underpinning migraine.

Cluster headaches
Trigeminal autonomic cephalalgias 
(TACs) are described as a group 
of primary headache disorders 
characterised by unilateral head pain 
that occurs in association with ipsilateral 
cranial autonomic features (Goadsby 
& Edvinnson 2020). The TACs include 
such presentations as cluster headache 
(CH), a unilateral headache associated 
with autonomic features and commonly 
triggered by alcohol (Cohen 2007), and 
paroxysmal hemicrania (PH). Cluster 
headaches are also characterised by 
attacks that may have three broad forms; 
single stabs, which are usually short-
lived. Groups of stabs, or a longer attack 
comprised of many stabs between which 
the pain does not resolve to normal, thus 
giving a ‘‘saw-tooth’’ phenomenon with 
attacks lasting many minutes. Similar 
aura-like features to migraine have 
been described (Goadsby & Edvinnson 
2020). The autonomic features seen 
in the ipsilateral cranial dysfunction, 
such as lacrimation (watery eyes), 
rhinorrhoea (runny nose) and miosis 
(pupil constriction) are also features to 
be aware of (Lambru et al 2019).

The most common presentation 
encountered by musculoskeletal (MSK) 
physiotherapists is usually known as 
the cervicogenic headache disorder 
(CGH), defined as a secondary headache 
disorder arising from nociceptive 
structures in the cervical spine or 
occipital region. It arises primarily from 
MSK dysfunction in the upper three 

“It is vital for the clinician to be able to recognise 
the symptoms of the most common primary 
headache disorders”
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cervical segments. The pathway by 
which pain originating in the neck can 
be referred to the head is proposed to 
be the trigeminocervical nucleus (TCN), 
which descends in the spinal cord to the 
level of C3/4, and is in anatomical and 
functional continuity with the dorsal grey 
columns of these spinal segments. The 
trigeminal nucleus is divided into the 
main sensory nucleus, and spinal tract 
nuclei, which are located caudally in the 
cervical spinal cord. Marked convergence 
of the primary afferents of the upper 3 
level in the cervical spine with the TCN 
have been established (Choi & Sang 
2016). Hence, input via sensory afferents 
principally from any of the upper three 
cervical nerve roots may mistakenly 
be perceived as pain in the head, a 
concept known as convergence, and this 
convergence forms the neuro-anatomical 
basis for the CGH. 

Provocation of headache by applying 
experimental nociceptive stimuli to 
upper cervical structures has been 
reported in several studies. In a 
review of the diagnosis and treatment 
of cervicogenic headache, several 
experimental studies on humans 
reporting referred pain patterns to 
the head, caused by stimulation 
of nociceptive afferent input from 
myofascial structures of the upper 
cervical spine (figure 1), have been cited 
(Bogduk & Bartsch 2020). Mechanical 
nociceptive afferent stimuli elicited by 
giving a firm pressure to myofascial 
structures of upper cervical segments 
(C0-3) also has been shown to provoke 
the patient’s typical headache in patients 
with CGH, TTH and migraine, leading 

to challenges in differentiation (Anarte 
et al 2019; Cescon et al 2019; Jull & Hall 
2018). A painful soft tissue structure 
due to convergence may therefore 
sensitise cells such as “wide-dynamic 
range” at the dorsal horn, leading to the 
experience of painful symptoms in the 
distributions of the TCN. Cervical MSK 
dysfunctions of joints and muscles have 
been observed in patients with migraine, 
TTH and cervicogenic headache. In 
the context of the neurophysiological 
interconnection between the dorsal 
root of C2 (greater occipital nerve) and 
the TCN, it may not be surprising that 
in participants with headache, most 
cervical MSK dysfunctions reported are 
present in the upper cervical spine (Amiri 
et al 2007; Zito et al 2006). Therefore, 
common practice in manual therapy 
assessment may include palpation of 

the sub-occipital muscles and trapezius, 
local assessed restricted motion of the 
cervical segments C0-3 and direct stress 
on joints in the upper cervical spine 
(Luedtke et al 2016; Luedtke & May 2017). 

The TCN distribution is highlighted in 
figure 2.

The most commonly reported clinical 
signs and symptoms in CGH are 
commonly defined after excluding 
Red Flags and secondary headaches, 
followed by exclusion of TTH and 
migraine. The pain normally is felt 
arising from the neck and is commonly 
unilateral but can be bilateral. Patients 
will normally describe neck stiffness with 
no neurological features. Autonomic 
features may be apparent due to the 
relationship with the TCN. The symptoms 

“Cluster headaches are characterised by three 
broad forms; single stabs, groups of stabs or a 
longer attack of many stabs between which the 
pain does not resolve to normaL”

FIGURE 2: The distribution of the TCN via Convergence theory (from Bhagia et al 2015)

FIGURE 1: Referred pain patterns after noxious 
stimulation of upper cervical joints and C2/3 
disc (adapted from Bogduk & Govind 2009)
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(Coskun et al 2003). It is then appropriate 
to consider CGH as an underlying driver 
of a neck-related headache which can 
be supported by further interpretations, 
assessments and examinations as 
shown in figure 3.

Initial observations of patient posture 
inclusive of range of motion will then 
further inform the possible diagnosis. 
Dumas et al (2001) were unable to 
associate a forward head posture with 
patients reporting CGH, while Watson 
& Trott (1993) found a weak correlation 
with a reduction in neck angle. In a 
meta-analysis conducted by Gadotti et 
al (2008), they were able to associate 
a reduction in head range of motion 
to the CGH group when compared to 
matched controls. The flexion-rotation 
test as advocated by Hall et al (2010) has 
reported validity and reliability in the 
assessment of CGH.

According to the description of Hall & 
Robinson (2004), the flexion-rotation 
test is conducted with the cervical spine 
fully flexed in an attempt to block as 
much rotational movement as possible 
above and below C1/2. The head is then 
rotated to the left and the right (figure 
4). If firm resistance is encountered, and 
range is limited before the expected end 
range, then this is said to be clinically 
significant, with a presumptive diagnosis 
of limited rotation of the atlas on the 
axis. Manual examination has had high 
sensitivity and specificity reported 
to detect the presence or absence of 
cervical joint dysfunction in neck pain 
and headache (Jull et al 1988; Sandmark 
& Nisell 1995). Moreover, Zito et al (2006) 
determined that CGH sufferers were 

of the cranial autonomic system will 
not be associated with the same pain 
distribution (figure 2) as seen in TAC, 
such as cluster headaches, and this 
would also be a clear differential. 

Clinical assessment
Manual examination of the cervical 
spine structures reviewing local tone 
and pain responses, and seeking to 
reproduce the features of the headache, 
are widely advised as part of a multi-
modal assessment. Specific tests such 
as the cervical flexion rotation test 
(Ogince et al 2007) have been validated 
as an examination procedure in the 
presence of CGH. Further features 
leading to sensitisation of structures 
and pain experiences are also vitally 
important to consider as part of a broad 
assessment. Emotional, psychological 
features, coupled with general health, 
wellbeing and sleep would be key 
elements to consider when generating 
a management plan (Lewis & O’Sullivan 
2018). Considerations of muscular 
strength, general spinal mobility 
and sensorimotor capacity would 
also be advised when delivering a 
comprehensive MSK assessment.

In the hypothesis of CGH, the 
clinical examination process is firstly 
underpinned through exclusion of Red 
Flags followed by other forms of primary 
headache. There are no bio-markers or 
specific anatomical markers currently 
attributed to CGH. However, exclusion 
of significant underlying pathology 
via MRI has been recommended in 
some cases when Red Flags or signs of 
neurological dysfunction are present 

most clearly identified by the presence 
of upper cervical joint dysfunction 
measured by manual examination, in 
comparison to measures of posture, 
range of motion, cervical kinesthesia 
and cranio-cervical muscle function. The 
term manual examination incorporates 
tests of passive physiological 
intervertebral motion, as well as passive 
accessory intervertebral motion, such 
as postero-anterior pressures. Motion 
restriction and symptom responses 
indicate the most painful dysfunctional 
cervical motion segment (Jull et al 1997) 
although the reliability of these tests has 
been questioned (Jonsson & Rasmussen-
Barr 2018).

In a study that assessed muscular 
sensitivity in cervicogenic headache vs 
non CGH, Olivier et al (2018) found a 
strong correlation with pain in the upper 
trapezius and CGH. Muscular sensitivity is 
often associated with muscle tightness, 
i.e. increased muscle tone (Chen et al 
2016). While investigating upper cervical 
muscle tightness in 15 CGH patients 
and 15 asymptomatic controls, Jull 
et al (1999) found that resistance to 
passive muscle stretch was significantly 
increased in the upper trapezius muscles 
in the CGH group, but not in any of the 
other muscles tested; namely, levator 
scapulae, scalenes (anterior, middle 
and posterior divisions), and the short 
upper cervical extensors. The strength 
of the deep neck flexors, extensors and 
proprioception had mixed results in 
that, although strongly associated in 
whiplash, proprioceptive loss was not as 
prevalent in this meta-analysis in CGH, 
and while impairments in deep flexors 
and treatment of these impairments 
have been shown to help with pain and 
disability in CGH, the results from the 
meta-analysis did not strongly support 
these individual findings.

Efficacy of treatment
In their 2009 research, Bogduk & 
Govind clearly state that “for probable 
cervicogenic headache, exercises with 
or without manual therapy seems to 
be the best option among conservative 
therapies. All other treatment strategies 
are entirely speculative”.

FIGURE 3: Supportive criteria in cervicogenic 
headache (Adapted from Sjaastad et al 1998; 
International Headache Society 2018) 

FIGURE 4: Manual examination of the upper 
cervical spine

Provocation of the headache  
radiating from the cervical spine

1. Loss of neck movement

2. External pressure on the occipital or higher 
cervical region on the symptomatic side

3. Ipsilateral; neck, shoulder, arm pain that is 
non-radicular in origin

4. Positive response to diagnostic blocks in the 
upper cervical spine
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to headache
• percentage of days where medication 

was needed
• intensity of headache. 

The authors found no statistically 
significant differences between the CMT 
group and the sham CMT group. Non-
thrust self-management techniques, 
such as SNAGs, have been shown to 
significantly reduce the headache 
intensity and severity in a double blind 
placebo RCT of 32 subjects (Hall et al 2007).

The use of exercise, including aerobic 
conditioning, in a multi-modal approach 
is advised and supported in the 
literature, with the additional application 
of muscle endurance and strength 
training exercises that target the deep 
cervical flexor muscles, that has shown 
to be more effective than stretching 
exercises for reducing pain (Ylinen et al 
2010). A Cochrane Review concluded 
that there is moderate quality evidence 
supporting cervico-scapulothoracic 
strengthening and endurance exercises 
for improving pain and function in 
patients with CGH, although it was 
concluded that further studies were 
needed (Gross et al 2016). In their RCT 
investigation into the effects of only 
exercise in the treatment of CGH, Jull et 
al (2002) showed that the exercise-only 
group displayed statistically significant 
improvements (P-0.001) in headache 
frequency, intensity and neck pain, but 
not in headache duration, at seven weeks 
when compared to the control group. It 
is proposed, therefore, that therapeutic 
exercise programmes consisting of 
re-education of the deep neck flexors 

Among the different manual therapies 
proposed for headaches, cervical 
manipulation or mobilisation are the 
most commonly used by physical 
therapists (Grant & Niere 2000; Nillson 
et al 1997). A systematic review found 
six randomised controlled trials (RCTs) 
suggesting that spinal manipulation is 
more effective than gentle massage, 
drug therapy, or no intervention at all 
in patients with CGH (Posadzki & Ernst 
2011). Subsequently, Racicki et al (2013) 
also concluded that spinal manipulative 
therapy was effective for reducing the 
pain in CGH. However, in their systematic 
review of spinal manual therapy, Garcia 
et al (2016) concluded that it is difficult to 
draw a firm clinical significance. A more 
recent review of literature completed by 
Rani et al (2019), based on five moderate 
quality systematic reviews, concluded 
that physiotherapy interventions are 
effective in CGH treatment and noted 
that manipulation and mobilisation, 
particularly sustained natural apophyseal 
glides (SNAGs), were the most effective 
treatment options among all available 
physical therapy interventions. 
Taken independently, the findings of 
these studies suggest that manual 
therapy on the cervical spine is more 
effective than traditional physical 
therapy interventions such as range of 
movement and stretching exercises, 
or sham intervention, in reducing pain 
intensity and frequency of headaches 
in this population. There are differing 
sources of evidence such as Borusiak 
et al (2010) who assessed the efficacy 
of thrust cervical manipulative therapy 
(CMT) in children and adolescents of 
ages 7-15 years with recurring CGH. 
Outcomes measures utilised were: 
• percentage of days with headache
• duration of headache
• percentage of missed school days due 

should be incorporated, with modification 
of lifestyle factors, as part of general 
exercise management (Fernandez-de-
las-Penas & Cuadrado 2016). 

Improving outcomes for CGH requires 
the appropriate diagnosis in the first 
instance. Differentiation of common 
headache disorders is a challenge for 
physiotherapists and in a study of 384 
respondents, 32.3% classified the TTH 
cases consistent with International 
Headache Society (IHS) criteria, while 
CGH and migraine headache cases 
were classified at 54.8% and 41.7% 
respectively, which is consistent with IHS 
categories (Dale et al 2020).

Therefore, when postulating the most 
effective treatment in neck related 
headache, clinicians should primarily 
link to the clinical reasoning surrounding 
differentiation and potential sensitising 
factors in the patient presentation, so 
that any treatment guidelines must be 
linked to a reasoning framework that 
encapsulates best principles in effective 
decision-making. Assuming any one 
tissue based mechanism is the sole driver 
to benefits and positive outcomes is naïve, 
and fails to recognise the complexity in 
pain presentations seen in standard MSK 
physiotherapy practice. Although there 
are many proposed mechanisms 
surrounding how migraine, TTH and CGH 
may occur independently or in concert 
and therefore how treatments may help, 
many treatment studies fail to really 
consider the multi-dimensional elements 
that are seen particularly in more 
persistent symptoms. The research, as in 
many areas of MSK practice, does not 
really deliver on the complexity of the 
person in front of the clinician and the 
emotional drivers and wider concepts 
associated with the patient narrative that 
we see daily in practice. It is therefore 
suggested that, when considering the 
assessment of headache that may be 
amenable to MSK physiotherapy, a 
multi-dimensional approach inclusive of 
medical management is built into the 
management plan. Figure 5 illustrates a 
simple clinical reasoning model to 
consider when met with a headache 
presentation.

 Contact details 
neil.langridge@southernhealth.nhs.uk

“ Studies suggest that manual therapy of the 
cervical spine is effective in reducing pain 
intensity and frequency in patients with  
cervicogenic headache disorder”
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Introduction
What is the lived experience for a person 
living every day with persistent pain? Can 
we truly understand the impact of pain 
on a person’s life, their relationships, 
family, work, lifestyle and enjoyment? 
A person with persistent pain may feel 
that their life has narrowed and that their 
options feel limited or shrunk. They may 
report they are no longer able to take 
part in activities they used to enjoy or 
value. 

A whole range of emotions can emerge, 
such as fear, anxiety, embarrassment, 
anger, guilt, shame and loss, and these 
can affect their self-perception and 
impact on their behaviour. Pain that 
persists longer than expected is difficult 

to treat. We know that chronic pain 
conditions are an increasing challenge 
for society and healthcare (Vos et al 
2012), with a significant correlation 
between musculoskeletal (MSK) pain 
and mental health difficulties (Barnett 
et al 2012; Stubbs et al 2016). While 
challenges can exist in how we respond 
effectively to a stigmatised and poorly 
understood condition like chronic pain, 
broader strategies beyond the clinic, 
such as public awareness and policy, are 
equally important in tackling society’s 
views of people in pain and the services 
available to them.

As healthcare practitioners we are 
often witness to, or directly involved 
in, repeated emotional and distressing 
situations as we converse with our 
patients, and draw out their individual 
emotional responses, behaviours, beliefs 
and understandings that make up their 
experience of pain. Such conversations 
may be demanding and stressful, with 
workers at risk of emotional exhaustion 
and burnout (McCracken & Yang 2008).

Psychologically informed 
approaches to persistent pain
Pain is an emotional and subjective 
experience. It has been proposed that 
the definition of pain ideally recognises 
not only sensory, cognitive and 

emotional dimensions but also social 
dimensions (Karos et al 2018). The 
authors suggest that an evolutionary, 
social and health psychology perspective 
of pain can be viewed as threatening our 
human experience (Karos et al 2018), 
challenging basic needs of autonomy, 
belonging and fairness. People living 
with unpredictable pain can shift control 
to others and experience a sense of 
exclusion and injustice. The role of 
social processes in the pain experience 
suggests that a supportive social 
environment may foster wellbeing in the 
person with persistent pain. By contrast, 
stigmatising responses may exacerbate 
pain-related disability (Scott et al 2019).

An aim of pain management 
physiotherapy practice is to promote 
sustainable behaviour change 
(Physiotherapy Pain Association 2014), 
by encouraging individuals to explore 
ways to do more of what matters to them 
rather than to concentrate on controlling 
or reducing their pain. 

A psychologically informed 
approach is widely recommended 
for managing chronic pain, given 
that both psychological and social 
factors influence recovery and act as 
prognostic indicators (Foster & Delitto 
2011). Approaching movement with a 
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patient using psychologically informed 
physiotherapy, i.e. awareness skills, 
does not take longer than a routine 
exercise programme. Equally, focusing 
on values can easily be incorporated into 
a physiotherapist’s existing skill set and 
complement the goal-setting work we 
already do (Jacobs et al 2016).

Psychologically informed skills include 
knowledge and experience of cognitive 
behavioural approaches such as 
acceptance and commitment therapy 
(ACT), cognitive behavioural therapy 
(CBT), motivational interviewing, 
coaching, solution-focused, 
compassion-focused therapy (CFT) 
as well as skilful conversation and 
communication (table 1). What is our 
response if, five minutes from the 
end of a session, the patient presents 
with a distressing situation? Do we 
automatically think “this is out of my 

scope of practice”, or “what if I explore 
this and open a can of worms?”

As practitioners, we are adept at 
interviewing and assessing patients on 
a daily basis, and through the process 
collect a mix of normative, i.e. screening 
questions, objective examination etc., 
and narrative information in order to 
build a picture of their individual stories. 
We can all benefit from telling stories 
about our experiences and being skilfully 
questioned about them (Launer 2018). In 
the clinical setting, we play an important 
part in allowing our patients’ stories to 
unfold. However, during this interaction, 
we need to be mindful whether we 
are allowing our own narrative or 
hypotheses to determine the direction 
the patient takes in their story-telling. 
Allowing them to reflect, step back and 
reframe their story may invite choice for 
the patient to behave in a different way. 

Avoidance
Pain-related fear and avoidance 
behaviour is a normal response to 
threatening information (Vlaeyen 2017) 
and evidence states that pain-related 
fear can easily generalise to novel stimuli 
that are perceptually or conceptually 
equivalent, e.g. being unable to lift a box 
equates to being unable to lift a baby. 
Avoidance behaviour can also apply to 
uncomfortable emotional responses to 
pain, such as anxiety about going out for 
a drink in case there is nowhere to sit. 
This can result in the reduction of the 
individual’s social opportunities.

Avoidance in itself is not always an 
unhelpful behaviour. Behaviours can be 
subtle, for example, keeping one’s back 
straight, not bending over, avoidance 
techniques that can take us out of 
difficult situations and might work in the 
short term. Wellbeing is attributed to the 
performance of safety-seeking behaviour, 
for example limping, scanning internal 
sensations, always carrying medication, 
pre-planning to know the location of 
every bench / toilet on route, etc.

Exposure, defined by Moscovitch et 
al (2009) as deliberate and repeated 
contact with cues that evoke a fear 
response while simultaneously engaging 
in behaviour that is incongruent with 
escape or avoidance, is a powerful 
technique aimed at promoting 
exploration, the restoration of accurate 
expectancies, and increasing daily 
function (Craske et al 2014).

Evidence suggests that sustainable 
behaviour change can be enhanced by 
using exposure techniques (Schemer 
et al 2018; Volders et al 2012; Craske et 
al 2014). If behaviours aren’t addressed 
there is a likelihood that the anxiety, 
fear and / or embarrassment will last 
and have an impact on maintaining the 
individual’s avoidance techniques, i.e. 
not going out in crowds for fear of being 
bumped into. 

The therapist’s own beliefs can 
also play a part in their patient’s 
behaviour. These, for instance, could 
be a fear of harming your client, ethical 

“Pain management physiotherapy aims to 
promote sustainable behaviour change”

TABLE 1: Therapeutic approaches and their definitions

Therapeutic approach Definition

Acceptance and commitment 
therapy (ACT)

Aims to improve function and promote behaviour change in the direction 
of valued activities using six core processes; 
- Acceptance
- Committed action
- Contact with the present moment 
- Developing the observer self (Hughes et al 2017)

Cognitive behavioural  
therapy (CBT)

Focuses on helping patients to alter pain-relevant thoughts, emotions 
and behaviours by training patients in a variety of skills including 
relaxation, distraction, activity pacing, cognitive restructuring and 
problem-solving (Keefe 2013)

Motivational interviewing Techniques to allow individuals to overcome ambivalence that 
may prevent change. An environment of supportive, collaborative 
interpersonal dialogue to invite change and encourage autonomy. 
Principles include clarification of values and ambivalence, reflective 
responses and promoting confident talk and a change plan (Miller & 
Rollnick 2012)

Coaching Based on person-centred, social cognitive theory which suggests that 
increased self-efficacy will result in behaviour change (Leveille et al 
2009). Coaching has been variously described and uses motivational 
interviewing, education, and advocacy. Directed management 
approaches may be adopted (Lawson et al 2013)

Solution focused (brief) 
therapy

Based on the principles that individuals have inherent competence where 
personal resources can be drawn on to move towards goal-directed 
actions (Dargan et al 2014)

Compassion focused therapy Self-compassion approaches advocate a non-judgemental soothing and 
self-kindness approach to managing distress, hardship or inadequacy 
(Neff 2007). Adaptive self-compassion is associated with lower disability 
and increased values-based action (Edwards et al 2019)
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considerations, concerns regarding 
your scope of practice, or doubts about 
your effectiveness and the patient’s 
ambivalence (Meyer et al 2013; Synnott 
et al 2015). If used, exposure therapy 
is often utilised cautiously by both 
physiotherapists and psychologists, 
with attempts to minimise emotional 
responses and reduce perceived threat 
for the client. The therapist may choose 
low-anxiety tasks or “easier” exercises 
that are less likely to evoke an emotional 
response in both the client and the 
therapist.

Our primary aim is not to reduce distress, 
fear or embarrassment, but to enable 
behaviour change (Vlaeyen et al 2016). 
Importantly, the context modulates 
pain-related avoidance behaviour and 
behavioural decision-making. If there is 
a focus on values, patients can be more 
willing to tolerate exposure practice. We, 
too, can utilise the values we wish to 
embody as therapists as motivation to 
expand our practice into realms that we 
might find uncomfortable.

In our conversations and interactions, 
we build therapeutic alliance by listening 
without trying to fix, maintaining a 
neutral stance, understanding context 
and noticing our responses and 
commitment in that moment. Drawbacks 
to this alliance can include lack of 
exploration of background information 
and context, ignoring cues, not tracking 
language, and dwelling on the negative 
(Launer 2018). How do we as therapists 
respond to patient’s behaviours we face 
in the clinic? What directions can we feel 
ourselves pulled into?

Both patients and clinicians can get 
caught in behaviour patterns. Experiences 
can feed into behaviours and we learn 
ways to respond, something that can 
then often be repeated in different 
contexts. For example, a behaviour that 
plays out in the treatment room is very 
likely to be occurring in other areas of the 
patient’s life. Behaviour may serve a 
deliberate function, i.e. for the patient, 
the use of a stick to warn others of a 
disability, or in a clinician’s habitual 
response of avoidance of distress or 

conflict. Such behaviours may be a 
learned practice that we are unaware of, 
and unable or unwilling to change.

Patient behaviour patterns
There are recognisable common 
behaviour patterns with individuals 
living with persistent pain conditions. 
These can include avoidance of 
unwanted internal experiences such as 
unpleasant sensations or emotions, e.g. 
embarrassment and fear or thoughts and 
memories. These in the longer term may 
be harmful, costly and inefficient and 
can lead to further emotional distress, 
physical deconditioning, fatigue, and / 
or pain related disability. Getting caught 
up in unhelpful thoughts or beliefs, i.e. 
“If I do this, I’m going to make it worse 
and cause damage”, “I’ve been told not 
to twist”, “I have weak discs”, can narrow 
the patient’s behavioural repertoire 
and prevent them from doing what 
they perceive as less-valued activities. 
Practitioners will often hear statements 
such as “I can manage to work, but I am 
unable to do much else”.

Practitioner behaviour 
patterns
Some common avoidance or retreat 
responses from the practitioner can 
include: 
• “It will take too long” 
• “They won’t understand” 
• “The person I’m referring on to can do it” 
• “It’s not indicated” 
• “It’s too complicated”.

We may persuade ourselves that it is 
important for the patient to understand 
pain. We can explain better than the 
last person they saw. Over-explaining or 
colluding with the patient (maybe due 
to the practitioner’s fear of disrupting 
patient-therapist relationship). Other 
responses include sticking to rigid rules, 
referring-on or over-analysing. 

When faced with a highly distressing 
situation or conversation, it can be 
helpful to notice how we are responding. 
Consider the following example: a 
patient with a painful leg gets very upset 
practising climbing stairs. The therapist 
agrees to leave it to another day, perhaps 
cautious to proceed and choosing to 
avoid the conversation in that moment. 
Is this therapist feeding into the 
maintenance of avoidance behaviours? 
Another option may be to explore the 
layers of the patient’s experience which 
ultimately brings greater reward for both 
parties.

Key skills for working  
with avoidance
Developing the psychological 
processes of openness, awareness and 
engagement are integral to our practice 
and key components of ACT. We aim to 
help our patients to explore and develop 
these psychological processes and 
translate them into their lives in different 
contexts (figure 1). So how can we also 
practise them ourselves in our daily 
interactions with patients?

Openness – pain, by its very nature is 
unpredictable, uncertain and attention 
grabbing. Patients are often waiting for 
and predicting the onset of the painful 
sensation and internal experiences. 
Although it can be frightening, 
counterintuitive and challenging, we can 
learn to lean into these experiences and 
difficult emotions. 

Awareness – as humans, we can 
embody emotions and thoughts (Clark 
2013), and adverse events or trauma 
may also show up in the way we move 
and hold ourselves, behave or choose 
to avoid certain situations (Van der 
Kolk 2015). A growing body of evidence 
supports the role of the body, and the 
interpersonal processes in influencing 
cognitions and perception (Clark 2013). 

“The therapist’s own beliefs can also play a 

part in their patient’s behaviour”
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Understanding how therapies such as 
physiotherapy play a part in facilitating 
behaviour change is increasingly being 
explored. We can help our patients to 
notice their habits, thoughts, sensations 
and responses. How are you sitting 
at this moment? How do you get out 
of a chair? What habits do you have? 
Noticing and understanding these 
things in ourselves can be useful in how 
we choose our behavioural responses 
(Strosahl et al 2015). Mindfulness, 
present moment practices and 
movement with awareness can all help 
to build these skills.

Engagement – when something is 
important to us, it often comes with 
barriers; pain, fear, embarrassment, 
shame, fatigue. Self-criticism is strongly 
linked to shame and a sense of being 
flawed (Gilbert & Irons 2005). This lack 
of inner warmth makes it more difficult 
to challenge critical thoughts, develop 
acceptance of the self and tolerate 
distress (Lee 2005). Taking action in the 
presence of pain or unwanted internal 
experiences such as anxiety is therefore 
more challenging. Shame results in a 
reduced capacity to nurture the self (Lee 
2005) meaning actions in the service of 
self-care (such as exercise) are less likely 
to occur. For the patient with persistent 
pain, life may have shrunk because of it, 
so facing the awareness that their pain 
is impacting on the things that matter, 
such as family life, their relationships, 
their independence, and sport or 
work can be difficult. Consequently, 
connecting with this reality can be 

T10-12. While working in a warehouse 
in 2015, she jolted her back when a 
cage that she was pushing hit an object 
and attended A&E where she was 
prescribed Gabapentin, Tramadol and 
Venlafaxine at the time. In 2017, Emma 
felt her back “pop” and attended A&E 
again. Investigation indicated a stable 
fixation and the doctor suggested that 
scarring and spinal deformity were the 
cause of pain. In 2018, she attended 
A&E with chest pain, but investigations 
failed to demonstrate any cardiac 
event and the cause was diagnosed as 
musculoskeletal. Emma subsequently 
developed pain in her lumbar spine and 
right leg and, with no surgical target 
or pain interventions appropriate, she 
was referred for assessment for a pain 
management programme. On paper, 
this appeared relatively straightforward. 
However, features in her history such as 
A&E visits when flares in her symptoms 
had occurred, and the fact that she had 
received prescriptions for Venlafaxine, 
which is a medication often prescribed 
for depression, required further 
exploration.

During the assessment, Emma initially 
joked and asked questions. She spoke 
rapidly and although cheerful, she 
appeared nervous. She used colourful 
metaphors to describe her symptoms; 
the thoracic pain was like a vice deep 
inside her body, tightening around 
her spine. She would wring her hands 
in demonstration of this description 
and she described spasms that would 
cause her to freeze in one posture, or 
fall down. On being asked how she felt 
when this happened, Emma reported 
that it left her feeling embarrassed and 
ridiculous. Initially, she had managed 
these episodes, but they had increased 
to such a frequency and intensity that 
she would not leave the house alone and 
was considering a mobility scooter. She 
described that, when out walking, she 
would constantly scan the environment 
for hazards as she was afraid of falling. 
Despite this, Emma was determined to 
remain active, at times pushing herself in 
the gym or with housework until she was 
in tears, following which she would often 
spend days in bed.

upsetting and distressing. Values are 
areas of our lives, paths we follow, ways 
we want to be. Goals are the steps we 
take, and actions or events we can 
achieve. Goals that are unrelated or out 
of touch with our values are more likely 
to take us away from what is important. 
For example, a patient who is doing 
exercises to please others will be less 
engaged than if they are personally 
invested in the activity. As therapists we 
may encourage exercises but we should 
also explore what they might gain from 
doing the exercises, and how this might 
be important to them in order to keep 
them moving towards their goal.

It is important to consider how we look 
after our own wellbeing. Choosing and 
practising psychologically informed 
pain management skills in our practices, 
such as reflecting on our conversations, 
evaluating our self-support, committing 
to a nurturing rather than draining 
environment, learning to lean into our 
own difficult thoughts and emotions, 
and how to identify when we are moving 
away from our own values, can be 
challenging, but rewarding and worth 
exploring.

Case study – Emma’s story
Emma (not her real name) was referred 
for pain management following 
repeated accident and emergency 
department (A&E) attendances. In 2014 
she had fallen downstairs, sustaining 
an unstable wedge fracture and 
undergone an instrumented fusion of 

Figure 1: Pyramid of psychological flexibility
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and Commitment Therapy into a 
Physiotherapy-led Pain Rehabilitation 
Programmes” and “The Role of 
Combined Physical and Psychological 
Rehabilitation in Reducing Disability 
in Chronic Low Back Pain”, and has 
presented and submitted posters to 
conferences. 
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cleaning; by pausing for a moment she 
could observe her responses and then 
choose whether to rest or continue. She 
was reassured that while her reactions 
were entirely understandable, they 
may not be assisting her in living by her 
values.

After a few more sessions Emma 
reported that she was choosing to 
undertake more activities for her 
wellbeing, such as playing with her 
granddaughter, and she was less 
punishing in the manner in which she 
approached exercise. She had walked 
into town and caught the bus home. 
The opportunity to open up about 
her feelings had been helpful and she 
realised that her efforts to suppress her 
emotions had only served to inflame 
them.
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Emma was asked whether she felt the 
pain had impacted on her mood and 
she described how she was frequently 
overwhelmed by it. She experienced 
suicidal thoughts but would not act on 
them as she wouldn’t want to hurt her 
family. She was married and her family 
visited regularly.

On observation of movement, Emma 
would clench her jaw and tense her 
shoulders, insisting she could manage. 
She stated that she must keep active 
to work and to avoid a wheelchair. 
Her goals were to walk to the shops 
independently and to decrease the 
number of painful spasms.

At the first appointment, Emma was 
invited to engage in movement with 
awareness. She was tasked to perform 
stretches and pay attention to what 
was happening in her body. When she 
noticed muscular tension or a rise in 
her heart or respiratory rate, she was 
encouraged to take a breath and anchor 
herself by perhaps taking notice of her 
feet on the floor and being aware of her 
environment. She was surprised by how 
gentle the exercise was and agreed to try 
it at home.

At the next session, she gave permission 
to undergo a coaching style exploration 
of her problem with leaving the house 
alone. What were the “hooks” or 
thoughts that acted as barriers, and 
what were the helpers, i.e. the thoughts 
and feelings that were in line with her 
values? The act of writing them down 
and categorising them can assist 
with identifying the opportunities 
for change, and can be undertaken 
without causing distress. This relies on 
the responses being freely chosen and 
not heavily directed by the therapist. 
For Emma, this exercise revealed an 
increased physiological arousal at 
the thought of going out, the sense 
of feeling overwhelmed was reduced 
with the help of breathing and present 
moment awareness. The next task was 
for Emma to pay attention to episodes 
of physiological arousal and to use the 
breathing exercises to alleviate any 
tension she noticed while exercising or 
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All Physio First members have the exclusive 
opportunity to be part of our unique Data 
for Impact programme and work towards 
becoming a Quality Assured Practitioner 
(QAP) or a Quality Assured Clinic (QAC). 

Many of our members are already 
participating, and for those who aren’t, 
this really is an important time for you to 
start getting involved. Collecting data on 
your outcomes will help you to promote 
your practice during this time of rebuilding 
and re-evaluation.

By collecting data through our 
standardised data collection tool, your 
patient outcomes can be monitored 
and independently validated, resulting 
in you receiving individual reports that 
benchmark your clinic and, ultimately, 
giving you the opportunity to become a 
QAP and QAC; a tangible sign that you 
have evidenced your effectiveness as 
a private practitioner that will help you 
to stand out in a crowded marketplace, 
where the ability to demonstrate quality is 
becoming hugely important.

The Covid-19 pandemic has changed 
our world and for many of us our 
businesses will have changed with it. 
More than ever, we now need to find 
ways to attract patients back to our 
clinics with confidence in the quality 
and cost-effectiveness of our treatments, 
irrespective of whether we are giving face-
to-face or remote consultations.

Our innovative data collection tool, 
developed by Physio First in collaboration 
with the University of Brighton (UoB) 
and funded by the Private Physiotherapy 
Educational Foundation (PPEF), enables 
you to record and upload anonymised 
patient treatment and outcomes data 
from which the UoB will produce regular 
reports specific to you and your clinic. 
Once you have submitted sufficient 
data, and that has been independently 
measured and validated, participants who 
have met the baseline criteria created by 
the whole data will be awarded our QAP 
or QAC kite-marks that indicate proven 
quality assured status. This measure and 
validation process usually happens three 

times a year in a data download wave in 
January, May and September. 

Whatever the size or shape of your MSK 
practice, Data for Impact is a business 
and clinical benchmarking tool that is too 
valuable to miss out on.

So, if you’re not already collecting data, 
sign up today by going to the benefits tab 
at www.physiofirst.org.uk, or access our 
e-booklet Quality in private physiotherapy: 
what is the evidence? that can be found 
here under www.physiofirst.org.uk/
resources/quality-evidence.

For those of our members who are 
collecting data and awaiting the May 
2020 download, the following article 
explains the delay and how the University 
of Brighton team are modifying the data 
collection tool to reflect the Covid-19 
situation.

This is an important time  
to demonstrate your quality 

     For private physiotherapists:

  How could becoming a Quality Assured 

 Practitioner or Quality Assured Clinic help you? 

Pam Simpson  
Honorary Communications Officer

http://www.physiofirst.org.uk
http://www.physiofirst.org.uk/resources/quality-evidence
http://www.physiofirst.org.uk/resources/quality-evidence
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Those members who are participating 
in our Data for Impact (DfI) project and 
working towards our Quality Assured 
Practitioner (QAP) and Quality Assured 
Clinic (QAC) kite-marks will have had 
an email informing them that our 
Physio First executive, in collaboration 
with our University of Brighton (UoB) 
colleagues, made the decision to delay 
the scheduled May 2020 download of 
data until September 2020. This means 
that those members currently with QAP 
or QAC awards that were due to expire 
in May 2020 will retain their QAP or QAC 
award until September 2020. When the 
next download happens it will assess all 
data from May 2019 to September 2020, 
which should make up for these lost 
months due to Covid-19. 

Why we delayed the May  
2020 download
The UoB team has continuously 
monitored the numbers of data sets 
being input on the system since the 
government’s announcement of the 
coronavirus lockdown on 23 March 2020, 
and the subsequent advice from the CSP 
and NHS England that all physiotherapy 
practices, with a few clearly defined 
exceptions, should close to face-to-face 
appointments. While some members 
have been conducting virtual telehealth 
appointments with patients, data input 
has slowed significantly as fewer patients 
are being seen during lockdown. 

Additionally, we recognise that 
coronavirus restrictions on our 

members’ practices meant that inputters 
have lost three to four months of normal 
patient appointments, and that the 
return of patient confidence in attending 
clinics is likely to be gradual.

In discussions with our team, it was 
acknowledged that there may have 
been members working very hard 
to achieve the minimum number of 
data sets for 01 May 2020 in order to 
be assessed for potential QAP/QAC 
awards. Unfortunately, however, it 
was not possible to know the exact 
number of data sets to see how many 
would be eligible for testing until after 
the download and subsequent data 
processing, yet the time taken by our 
UoB team to download the May data 
would be the same, so we needed to 
determine what would be a better use of 
their time during lockdown.

We decided, therefore, that the fairest 
way to deal with this unprecedented 
situation is to give all our inputters 
a four-month extension to the data 
collection period, resulting in a 
16-month data entry period instead of 
the usual 12 months. This means that no 
one is missing out on the opportunity to 

achieve their awards as they will have 
extra time to achieve sufficient data sets, 
and those members who have already 
achieved QAP/QAC status will keep their 
award until the next download when 
they would be due for testing.

Benefits of the delay
As our UoB colleagues were not engaged 
in the May download, we agreed with 
them a priority list of work targeted at 
how the data we have can demonstrate 
the commercial value of our Physio First 
QAP/QAC schemes in our marketplace, 
i.e. the reason why a physiotherapy 
purchaser would choose a Quality 
Assured Practitioner or Clinic.

This has involved modifying the tool 
slightly so we can gather information 
on, for example, return to work, or on 
how earlier treatment might result 
in fewer days lost by the employee 
and, therefore, reduce the cost to the 
employer. Focusing on how a patient 
or employer might see a return on 
investment in choosing a Physio First 
QAP/QAC includes looking at ways in 
which we can demonstrate the cost 
of care in an episode of treatment, 
something that is a valuable metric for 

Data download for Quality Assured 
Scheme delayed to September

“The fairest way to deal with this unprecedented 
situation is to give all inputters a four-month 
extension to the data collection period”

Karen Lay  
Chairman, Physio First

Sandy Lewis 
Research & Development, Physio First

With input from Liz Bryant, University of Brighton and Liz Palmer, Physio First 
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purchasers. For the self-funding public, 
which we know from our Physio First 
positioning surveys is the largest 
proportion of our members’ patients, the 
aim is to give them a powerful reason 
to choose a Physio First QAP/QAC, by 
demonstrating through our scheme the 
evidence of effectiveness from pre- and 
post-treatment change scores.

We are also continuing our discussions 
with practice management software 
companies about embedding our DfI 
tool into their product in order to remove 
the double handling issues that can 
be a barrier for some of our members 
when considering being part of our DfI 
programme.
 
Our UoB colleagues are also working on 
academic publications that will promote 
our Quality schemes to a wider audience, 
and produce the evidence unstacked 
from data collected by our members, of 
our effectiveness in treating our patients. 

We need your help  
to support you
Firstly, we urge those of our members 
who are collecting and submitting data 
to keep doing so. The data collection 
tool has the ability to record whether the 
appointment was virtual rather than face 
to face, and this will give us a vital picture 
of private physiotherapy activity when we 
come to measure the outcomes in this 
period.

For those of our members who haven’t 
yet accessed the opportunity to be part 
of data collection, your participation 
is invaluable not only to us, but more 
importantly to your practice. 

As we return to face-to-face practice 
after this period of lockdown, being 
able to demonstrate the quality of your 
outcomes of physiotherapy treatment 
may become the difference between 
surviving and thriving as a practice or 
not. By demonstrating validated quality 
outcomes, and gaining QAP/QAC, you will 
give confidence, in you and your practice, 
to all physiotherapy purchasers requiring 
assurance of cost-effective, evidence-
based, quality treatment. 

Contact our University of Brighton team today 
for details physiosurvey@brighton.ac.ukb

“By demonstrating validated quality 
outcomes, you will give confidence to all 
purchasers of physiotherapy treatment 
in the quality of your practice”

“ 9 out of 10 patients 
who see a private 
practitioner are seen 
within one week.”

5  |  Physio First’s Quality Assured Practitioner and Quality Assured Clinic – How will they help you?  |  physiofirst.org.uk/qap  |

What are the benefits to you, the patient?
How do you find a QAP or QAC for your treatment?

•  You can be confident about your treatment prospects, 
choices and results. 

•  It will give you the confidence to select the right 
physiotherapist or clinic for you.•  You’ll be able to purchase private musculoskeletal treatment 

based on evidence of quality. •  Your physiotherapist will have insight into the impact of 
treatment compared to patients with the same condition. 
This will allow them to benchmark your recovery against 
others and alter treatment accordingly if required. •  He/she will have evidence for the circumstances and 

behaviours which promote the best outcomes for your type 
of complaints.

•  It enables you to have patient input around your own 
personal priorities and values, so you and your clinician 
become co-creators of your care.

Simply search for a private physiotherapist on Find a Physio. Choose a physiotherapist who is displaying the QAP badge or a clinic with the QAC badge.
Or why not ask your physiotherapist if they are a QAP or QAC? Or look out for a physio in your area that is displaying their QAP or QAC badge on their website, signage or marketing materials.

If your physiotherapist is currently working towards 
achieving their QAP or QAC status, or is an existing 
QAP or QAC, they will ask you for your consent to 
record your patient data. Your personal details will all 
be anonymised.

j
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Where can you find more information?

About Physio First

About QAP and QAC

Physio First is for championing evidence-based,  

cost-effective private physiotherapy with Physio First 

members in the changing healthcare marketplace. 

We are the trade association for chartered physiotherapists 

in private practice and a dynamic professional network of the 

Chartered Society of Physiotherapy. We have approximately 

3,000 members across the whole of the United Kingdom.

QAP and QAC is a joint project between 

Physio First and University of Brighton, 

funded by PPEF. 

If you are a private physiotherapist wishing 

to become a QAP or QAC you can find more 

information on the Physio First website

If you are a patient wishing to find a QAP or QAC 

accredited private physiotherapist you can search 

our online directory, Find a Physio

If you are a provider organisation, insurer or 

commissioner you can find more information on 

our website

physiofirst.org.uk
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Tips from our team
COVID-19 AND STAYING IN TOUCH

Thank you for renewing  
your membership

As the date for our annual membership 
renewals fell in the midst of the Covid-19 
situation, the fact that so many of our 
members made the decision to continue 
to be part of Physio First has been inspiring 
to our whole employed and volunteer 
team who have aimed, throughout the past 
months, to keep members as up to date 
and informed on the situation as possible. 

As things start returning to normal, our 
Physio First team will continue to advise, 
support, and where appropriate, advocate 
on your behalf. So, thank you for your 
continued support of Physio First through 
your membership.

Make your membership easy

For those of our members who have joined 
us on PAYG, completing a Direct Debit form 
and submitting it to our team can save the 
hassle of trying to remember to pay each 
month. You can download the form from 
our website www.physiofirst.org.uk or 
call our membership team on 01604 684960.

Are you getting the message?

Over the past few months, we have been sending regular email bulletins with 
information and guidance on the Covid-19 situation to all of our members. 
Although this has been an unusual volume, we hope that the regular 
communication has served to keep you informed of the rapidly changing 
situation and all that our Physio First executive team have been doing to 
support and advocate for our members during this period. 

If you have not been receiving this information there may be a number of 
reasons for this: 
• You have opted out of receiving communications from us in line with the 

GDPR right to do so. If you made that decision and wish to change it, please 
let us know.

• You are with a provider that blocks or rejects email content and frequency 
that it considers to be spam. This is particularly the case with Hotmail and 
AOL accounts. If you have one of these but are happy to let us have an 
alternative account, then please contact us. 

• We have no email address, or the incorrect email address, for you. If 
you recently set up an email address, or changed the one you originally 
let us have, but not let us know, then you will not be receiving our 
communications. If you are unsure, then please contact our team to check.

We want to make sure that you are getting all the information and updates 
that are part of the benefit of being a Physio First member, so please do 
let our team know of any changes in your email and address details at 
minerva@physiofirst.org.uk

Book reviews
If you have 
recently read a 
physiotherapy-
themed book that 
you think would 
benefit fellow 
members, and that 
you would like to 
share, or if you 
would like to join 
our In Touch review 
team, please 
contact our  
Book Editor 
SUSANNAH SOLT 
susannah@
activenowphysio.
com  

Reviewing your business  
– can you work smarter? 

In business, as with clinical reasoning, you should 
never be too sure that you have all the answers; you 
should always be ready to challenge yourself and 
willing to change and grow. Reading this book has 
certainly helped me to do that.
Did I learn something from this book? Yes.
The content is well laid out and in-depth enough 
to enable full understanding of all topics without 
over complicating them. The reader is led through a 
process of how to assess their business, looking at 
how their business works, but also how the clinician 
works within that business. 
At the end of each chapter there are tangible 
take-away points and suggestions. The areas that 
included number of treatments and “member 
services” didn’t, I feel, suit my own clinic but the 
information still helped me to analyse how my 

team and I work and how we 
could work smarter.
Having read some books on business which have 
struggled to hold my attention, it was great to have 
one that takes into account the caring aspect of 
what we do. Paul talks about aligning the three 
stakeholders: the health business, the therapists 
and the patient which, of course, is what we 
are all striving to do. It is very useful to have this 
recognised in a business context.
Did I agree with all of the content? No, but I think 
for every physiotherapist working in private 
practice it will make you reflect and identify some 
of both your strengths and your weaknesses.
Would I recommend it to a friend? Yes, I would 
recommend it to both business owners and 
clinicians who work in a physiotherapy business.

Lucinda Brock, Physio First QAC 
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