Advising people with back pain to take time off work: A survey examining the role of private musculoskeletal practitioners in the UK
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Abstract 
Research has demonstrated that health care practitioners’ adherence to guidelines for managing Low Back Pain (LBP) remain suboptimal in recommending work absence, but specific beliefs about their role in maintaining patients at work have not been adequately researched. We examined private Musculoskeletal Practitioners  (MPs: chiropractors, osteopaths and physiotherapists) beliefs and reported clinical behaviours in reference to patients’ work. A cross- sectional postal questionnaire of 900 MPs included the Attitudes to Back pain in musculoskeletal practitioners questionnaires (ABS- mp); reported frequency of four work-related behaviours, and a new measure of practitioners’ work-related beliefs. Data from 337 respondents (37%) were analysed. Eighty percent of respondents reported recommending work absence to patients with LBP sometimes, and 14% recommended a work absence often or always. Seventy percent of practitioners never visit the patients’ workplace. Most practitioners report that they prescribe exercises that can be carried out at work. Physiotherapists visited the work place more frequently, and gave less sick-leave certification than either of the other groups. They also regarded work as more beneficial and less of a threat to patients LBP. There were small, but significant correlations between work-related beliefs and reported behaviours. Our study confirms that, in contrast to current guidelines, many practitioners believe that LBP necessitates work absence. Overall, practitioners perceived their role in returning patients to work as limited, and believed that direct contact with employers was beyond their remit. In the UK, physiotherapists appear to be better placed to liaise with work in terms of both their beliefs and activities.





1) INTRODUCTION 

Low back pain (LBP) is consistently among the top six most costly health problems [13]. The economic burden due to work days lost, unemployment and treatment costs is considerable. Musculoskeletal disorders account for around 23% of sick certification and 21% of long term incapacity of work in the UK [31]. Back pain has been identified by employers in the UK as the second main cause of absenteeism from work [4].   In the USA, the annual productivity losses resulting from lost work days are estimated to be $28 billion [15]. Although guidelines for clinical management of patients with LBP encourage health care practitioners to advise staying active and returning to work [17], many clinicians hold a range of beliefs and attitudes about back pain which may contradict this advice, and these beliefs have been linked to practitioners clinical decisions and behaviours [1,8,12,23,24]. 
After general practitioners, the three professional groups who most commonly treat LBP are chiropractors, osteopaths and physiotherapists (musculoskeletal practitioners) [16]. However, research of practitioners’ beliefs and clinical behaviours has focused on general practitioners and physiotherapists. Far less is known about beliefs and behaviours in other groups of musculoskeletal practitioners, and almost no research exist in those practicing in the private sector. There is some evidence that long term treatment is common in these groups [20] and that such practitioners feel less able and willing to refer to other practitioners [21]. In reference to work, a qualitative study of 42 private musculoskeletal practitioners [22] found that return to work was often a primary goal of treatment and that practitioners regarded work to be beneficial to health. However, many practitioners expressed a belief that work specific duties are often causal, or exacerbate the onset and persistence of back pain. A recommendation of work absence, commonly described as ‘a short break from work’ to allow healing was common. 
The link between practitioners’ beliefs and their clinical decisions in LBP have been increasingly studied in recent years [1,8,10] but measurement of beliefs has been restricted to general approaches, such as psychosocial versus biomedical. This study aimed to measure self-reported work-related behaviours and beliefs. Based on previous qualitative research in this group [22], we hypothesized that active involvement with patients’ work (visiting the work place) would be rare and that prescribing exercises to fit the work routine would be common; These behaviours have not been investigated quantitavely in this group. Based on previous work in other groups [1,12,23] we predicted that advising work absence would be common, but sick leave certification would not be common practice. We hypothesized that practitioners who believed work to be a threat to LBP would be more likely to recommend work absence. In addition, the study aimed to improve measurement of practitioner’s beliefs about back pain by developing a comprehensive questionnaire dedicated to work-related beliefs based on qualitative data, and by linking work-related beliefs to general beliefs about back pain and to self-reported work-related behaviours. Finally, we planned to explore differences between the professional groups.

2) METHOD

2.1) Design and setting
A cross sectional postal survey was carried out between January and June 2010. Ethical approval was obtained from the University Ethics Committee, and practitioner’s consent was assumed if the questionnaires were returned.

2.2 Sample and recruitment
A postal questionnaire was sent to 300 osteopaths, 300 physiotherapists and 300 chiropractors in Scotland, Wales and England, (900 in total). The sampling frame used was based on geographic distribution; 11% in Scotland, 11% in Wales, 26% in the South East of England, 26% in the North of England and the Midlands and 26% in the West of England. Addresses of clinicians were extracted from professional registers. While the majority of osteopaths and chiropractors in the UK work in the private sector, most physiotherapists are employed by the National Health Service. We therefore used a register for physiotherapists advertising private treatment. A postal reminder was sent out 6 weeks later to non-responders. A sample size calculation was based on the recommendation of a sample of 300 as ‘good’ for the purposes of factor analysis [29]. We conservatively estimated a response rate of around 30%, resulting in a sample of 300 responders, which would allow for multivariate analysis.

2.3) Measurement
The survey contained four sections:
2.3.1) A section measuring age, gender, years in practice, whether they worked for the NHS, private, or both, and the average number of low back patients seen per week. The information sheet and instructions specified that low back pain in this context referred to musculoskeletal low back pain, sometimes described as ‘non-specific’.
2.3.2) A section measuring work-related behaviour. Four behaviours, representing the most salient work-related themes were selected from previous research in these groups [20]. These included visiting the patients’ workplace, giving sick leave certificates; recommending work absence, described as ‘a short break from work’, and prescribing exercises that could be incorporated into the patients’ work routine. We chose the wording for each behavior that most closely corresponded to verbatim quotes in previous work [22]. The frequency of carrying out each behaviour was assessed, with possible responses to each item ranging on a four point scale between Never to Always.
 2.3.3) The Attitudes to Back pain Scale-musculoskeletal practitioners (ABS-mp, [21]) was included to explore the relationship between general beliefs about back pain and work-related behaviours. The ABS-mp contains two sections, labelled personal interaction and treatment orientation. Personal interaction contains four factors; limitations on sessions, items about practitioners limiting the number of sessions offered (4 items); psychological, items measuring practitioners willingness to engage with psychological issues with their patients (4 items); connection to healthcare system, items measuring practitioners perception of their links within the health-care system and provision of available services (3 items); confidence and concern, items measuring practitioners perceptions of their own and others’ clinical limitations (2 items). Treatment orientation consists of two factors; re-activation, items concerning return to work, daily activity and increasing mobility as a primary goal of treatment, (3 items) and biomedical, items concerning the belief that there is an underlying structural cause to the pain (3 items).  The internal structure of the questionnaire has been shown to have good psychometric properties in confirmatory factor analysis  [21].
2.3.4) Work-related beliefs: Items were developed from themes and verbatim quotes in semi-structured interviews with 42 musculoskeletal practitioners [22]. The global themes included beliefs about: 1) the benefit versus threat of work to health in general and to back pain specifically (e.g., ‘in almost cases of LBP, factors associated with work contribute to the problem’); 2) work- related roles of musculoskeletal practitioners, including contact with employers, targeting return to work as a primary goal (e.g., ‘Returning my patients to work is not my main priority as a clinician’); 3) the need for patients to take a short break from work to allow the body to heal (e.g.,  ‘A short break from work can often prevent further problems’); 4) employers willingness to help patients with LBP (e.g. ‘Few employers are sympathetic to the needs of my patients’). The questionnaire contained twenty eight items worded according to best practice in questionnaire development, with a seven point response ranging from completely disagree to completely agree [18]. 
2.4) Planned analyses:
We planned to use descriptive statistics to summarise data for the entire sample, and by professional group. Group comparisons were planned using parametric and non-parametric statistics, depending on violation of assumptions for parametric statistics. Spearman correlations were planned to explore the relationship between general beliefs about back pain and work-related beliefs, and between beliefs about work and reported behaviours. Exploratory factor analysis was planned for the new work-related beliefs questionnaire, based on the following criteria: We planned to use direct oblimin rotation and principal components extraction methods.  The selection of the number of components to be rotated was based on the Kaiser criterion and examination of the scree test of eigenvalues plotted against factors [3]. In addition, items which loaded less than .4 on any factor would be excluded, as were those which loaded greater than .3 on more than one factor.  

3) RESULTS

3.1) In total 352 out of 900 (39%) practitioners responded; 126 osteopaths (42%); 112 chiropractors (37%) and 113 physiotherapists (37%).  Questionnaires were excluded if at least 2 items were missing from any of sections 2, 3 or 4 (n=15). Analysis was therefore carried out on 337 questionnaires. Information for the sample is presented in table 1. Practitioners across the professional groups were mostly between ages 30-50. The gender distribution in osteopaths and chiropractors was equal, but physiotherapists were 75% female. While almost all the osteopaths and the chiropractors worked privately only, 20% of the physiotherapists also practiced in the National Health Service.

				Table 1 around here

3.2) Reported behaviours:
The frequency of reported work-related behaviours is presented in table 2. The majority of practitioners (70%) never visited the workplace to advise and prescribe ergonomic changes. A common reported practice was the prescription of exercises that could be incorporated in the work routine (83% report often or always). Prescribing sick leave certification for low back pain was carried out occasionally by practitioners (around half the sample reported never), but was not common (less than 2% reported this to happen often or always). Advising patients to take work absence, described as a short break from work was extremely common (80% reported sometimes, with an extra 13% reporting doing so often and always). The differences in return to work behaviours amongst the three types of practitioners was tested with Kruskal-Wallis tests and paired comparisons: Results indicated that physiotherapists visited the work place more frequently than either of the other groups (H (2) =22.31, p<0.001). Osteopaths were more likely to give out sick leave certificates than chiropractors, who in turn were more likely to give out sick leave certificates than physiotherapists (H (2) =97.85, p<0.001). Ninety-five percent of physiotherapists either always or often incorporated exercise regimes within the patients work routine compared to 70% of osteopaths and 81% of chiropractors (H (2) =45.31, p < .001). There were no differences between the three groups in reporting recommending a short break from work.


				Table 2 around here
3.3) Factor analysis of work-related beliefs questionnaire:
We carried out the exploratory factor analysis as specified in the analysis plan (see table 3). This resulted in a 14 item scale, with four subscales accounting for 60% of the total variance.   The four subscales were named as:  The benefit of work in low back pain patients (possible scores between 7-28, the higher scores indicating a belief that continuing to work with LBP is beneficial), Employers attitudes, measuring a perception of whether employers were helpful in returning patients to work (possible scores 7-28, higher scores indicating a belief that employers generally want to help and are happy to co-operate), Direct communication, measuring whether practitioners believed that direct communication with the employer was central to their role (possible scores 7-21, higher scores indicating that direct communication is perceived as outside of their role and remit), and finally, Work threat, measuring whether work was perceived as an exacerbating factor in LBP (possible scores 7-21, higher scores indicating a belief that work is harmful to patients). 
			Table 3 around here
A total score for each of these four subscales was calculated and the three practice types were compared (see table 4).  
			Table 4 around here
3.4) Comparison of work-related beliefs between professional groups 
On the perceived benefit of work, a one-way analysis of variance revealed a significant difference between the professional groups (F(2, 336) = 9.88, p<0.001, two tailed).  Post-hoc analyses indicated that physiotherapists endorsed significantly more strongly the benefits of work than either the osteopaths (p<0.001) or the chiropractors (p<0.05).  There was also a significant difference between the groups in the perception of work as a threat to back health.  Due a violation of homogeneity of variance, a Kruskal-Wallis test was used, and revealed a significant difference between practice type (2(2, N = 346) = 25.97, p<0.001, two tailed).  Mann-Whitney comparisons of the groups using Bonferroni corrections indicated that physiotherapists agreed significantly less than either osteopaths (U = 4716.5, N1 = 125, N2 = 113, p<0.001) or chiropractors (U = 4031, N1 = 108, N2 = 113, p<0.001) with the notion that work can either cause or exacerbate back pain.  There was no significant difference between osteopaths and chiropractors (U = 6722, N1 = 125, N2 = 108, p>0.05).
There was no significant difference between practice type for either the helpfulness of employers subscale (F(2, 343) = 1.937, p>0.05, two tailed) or the importance of direct communication between practitioner and employers scale (F(2, 340) = 0.416, p>0.05, two tailed).  
3.5 Relationship between beliefs and reported behaviours
We carried out Spearman correlations between reported behaviours and the belief sub-scales from the ABS-mp and the new work-related questionnaire. We report only correlations that were significant at p<0.01. Cohen gives the following guidelines for the social sciences: small effect size, r = 0.1 − 0.23; medium, r = 0.24 − 0.36; large, r = 0.37 or larger [5]. The relationships reported below represent mostly small effect size, indicating that beliefs measured account for only a small amount of the variance in practitioners reported behaviour. Practitioners who recommended work absence were less likely to believe in the benefits of work (r= -0.16), and held more biomedical beliefs about LBP (r=0.15). Practitioners who tended to prescribe more sick leave certification were more likely to see work as a threat to back pain (r=0.19), saw work as less beneficial (r=-0.14), tended not to limit the number of sessions for LBP (r= 0.23), and felt less connected to a health care network (r=0.16).  Practitioners who tended to prescribe exercises that could be carried out within work believed more strongly in the general benefits of work (r=0.23), saw work as less of a threat to LBP (r=-0.16), felt more connected to a health care network (r=0.18) and saw the main goal of treatment in reactivating patients (r=0.16).  Practitioners who visited the work place more often were more likely to limit the number of sessions offered to patients (r=0.17).
4) DISCUSSION

4.1) Main findings 
The findings from this and previous studies suggest that many practitioners do not endorse direct work related activity as part of their remit. Many practitioners do not regard establishing contact with work as part of their role, and view at least some aspects of work as detrimental to patients’ recovery. The majority of practitioners recommend work absence to at least some patients with LBP. The findings also suggest that physiotherapists in the UK have higher levels of belief in the benefits of work, and lower beliefs in work as a threat to LBP than either osteopaths or chiropractors. In addition, physiotherapists tended to endorse limiting the number of treatment sessions, were inclined to engage in psychological approaches, and felt better connected to a network of health care than osteopaths and chiropractors.
4.2) Comparison to other studies
These findings complement evidence from other practitioner groups: A survey of general practitioners (n=442) and physiotherapists (n=580) responses to a vignette depicting a patient with LBP found that 28% reported that they would advise the patient to take work absence [1]. A survey of general practitioners in the UK found that over 70% of the respondents regarded patients’ work-related factors as outside of their remit [6]. In line with previous work [22] the findings from this study suggest that the practice of recommending work absence is still very common. Previous research suggests that the recommendation is not for bed rest, but rather for active rehabilitation away from work [22]. A large survey in musculoskeletal practitioners found that almost none endorsed bed rest for a LBP patient vignette [10] suggesting that the recommendations about bed rest have been accepted and implemented. In previous qualitative research [22] practitioners stated that work absence (described as ‘a short break’) is needed (even when patients are resistant) to allow healing and time for rehabilitation activities. They viewed the continuation of full work duties in the presence of back pain as detrimental, and some argued that there is no evidence to support or refute the efficacy of taking a short break from work and engaging instead in active rehabilitation in preventing further problems.
4.3) Implications for clinical practice and future research
If return to (adjusted) work is beneficial to patients, and is a primary goal for cost-savings, bringing these practitioners on-board and altering their perceptions of the individual-employer-clinician triad is important. This is important because it has been suggested that cooperation, communication and agreed goals between workers, employers and practitioners reduces disability and related absence from work [31]. Work-related recommendations now exist for physical therapy practitioners [28]. It is reasonable to assume that musculoskeletal practitioners would be well placed to advise employers about adjusting duties to maintain employees at work during back pain episodes, but the advantage of such co-operation has not been investigated. Indeed, practitioners interviewed about such contact [22] have reported that some patients explicitly request that practitioners do not contact their work-place due to fear of stigmatization. The effect of short, but active work absence merits further attention: Advising work absence may increase catastrophic thinking in patients and result in avoidant behaviours [20,30]. To our knowledge, there are no trials directly testing the long-term effect of taking a short active absence from work for LBP. Trials of modifying work duties have not been promising: for example, a cluster RCT of Norwegian employees on sick leave for LBP examined the effects of interventions aimed to increase the use of returning to modified work duties against full sick leave, and found no differences across the groups on days on sick leave, return to work, quality of life and patient satisfaction [27]. The effects of physical conditioning programs in reducing sick leave for workers with back pain remains uncertain [25,26], but there is evidence to support specifically tailored return-to-work interventions over usual care [11]. 
Recommending work absence may be linked to patient expectations: A qualitative study with general practitioners reported that practitioners struggled to implement guidelines about recommending staying active because they perceived that patients expected to receive advice to rest [7]. Educating patients is therefore also an important priority: Media campaigns have been successful in some instances in changing patients’ perceptions and behaviours [2,32] but this has not consistently extended to reducing work absenteeism. 
Reports of visiting the work place directly, and contacting employers to allow for coordinated action to support people staying at work during LBP were extremely low in this study. This identifies an important gap, because integrated care at work has shown promising results: A randomised controlled trial aiming to reduce time off work has demonstrated that an integrated approach between physiotherapists and occupational health services that used ergonomic interventions coupled with graded activity based on cognitive-behavioural principles can significantly reduce work absenteeism [14]. 
Finally, the relationship between beliefs and behaviours in practitioners warrants further investigation: Previous research using self-report measures either in the form of questionnaire or response to patient vignettes [8,12] has not always demonstrated a correlation between beliefs and behavior [33]. A current systematic review of the relationship between practitioners’ beliefs and behaviours concluded that there is moderate evidence that practitioners’ fear avoidance beliefs are associated with reported sick leave prescription, but a biomedical orientation is not associated with the number of sickness certificates issued for LBP [9].
4.4) Strengths and limitations
We recognise that the study has several limitations. The response rate across the three professions was 37%, and though this is in line with similar research with practitioner groups [1], it is possible that practitioners who were more interested in work-aspects were more likely to respond. We note that this potential bias would most likely result in an under-estimation of the advice for work absence.
In addition, the factor structure of the Work-related Beliefs questionnaire will need to be confirmed in a new sample, using confirmatory factor analysis. We also note that our findings may not represent musculoskeletal practitioner populations outside the UK, and within the National Health Service (NHS) in the UK. Most importantly, we note that self reported behaviours may not represent actual behaviours, and that the impact of practitioner advice on patients in reference to absenteeism from work is not known.
Previous research has examined practitioners behaviours and beliefs in reference to sick leave certification [34] but beliefs have been measured either in broad terms, in relation to having a psychosocial or a biomedical approach, or in reference to specific beliefs about LBP, such as fear avoidance beliefs [8]. We developed a new questionnaire, exploring specifically the attitudes and beliefs of osteopaths, chiropractors and physiotherapists about their role in returning low back pain patients to work. The questionnaire was based on qualitative data extracted from interviews with samples of each of the professional groups [22], and thus has the advantage of good face validity.  In addition, beliefs about the benefits and threat of working while having LBP correlated (albeit with small effects) with reported behaviours about recommending work absence and prescribing sick leave. A direct measure of sick leave certification, which has the advantage of objectivity, would enhance the study, but this was not appropriate to our population of private practitioners, amongst whom certification was generally low. Previous research suggested that this population of practitioners saw certification as the remit of general practitioners, rather than themselves [22]. However, the low levels of prescribing sick certification may reflect the perceived role and legal standing of certification from this population, and may not generalize to musculoskeletal practitioners outside of the UK.
Other researchers have selected to present a vignette of a typical LBP patient and measure reported behaviour in response [1,10]. The assumption is that the response to the vignette represents typical behaviour, but quantification of how common this behaviour is cannot be assessed. The measurement used in the current study captures not only the work-behaviours that are most salient to this population [22] but provides a self-reported estimate of the frequency of this behaviour. The behaviours selected could impact considerably on work absenteeism: Visiting patients’ workplace allows provision of more accurate ergonomic advise and liaison with employers about maintaining patients at work; recommending exercises that can be carried out at work will enhance adherence from patients who do not wish to take time off work; giving sick leave certification and recommending ‘a break’ from work will increase absenteeism.
Finally, we did not directly ask practitioners about their role in advising about modifying work duties, rather than advising work absence. Previous research [22] suggests that some practitioners write a letter of advice about work modification, and this practice and its impact on patients’ outcomes warrants further investigation.
4.5) Conclusion
Many private musculoskeletal practitioners in the UK do not see their role as directly intervening to reduce work absenteeism due to LBP. Many practitioners believe that work duties cause and exacerbate LBP, and it is common for practitioners to recommend a short absence from work. Direct contact with employers and visits to the work setting are extremely rare, thus reducing the potential for holistic integrated management of the problem.
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