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Limerick

• a humorous poem consisting of five lines. 

• first, second, and fifth lines must have seven to ten syllables while rhyming and having 

the same verbal rhythm.

• third and fourth lines only have to have five to seven syllables, and have to rhyme with 

each other and have the same rhythm.

There was an Old Man with a beard

Who said, 'It is just as I feared!

Two Owls and a Hen,

Four Larks and a Wren,

Have all built their nests in my beard!’” 

Edward Lear
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Today

• Can spinal pain sometimes be less about spinal 
tissues?

• What else could it involve?

• Can we identify these “other” factors?

• Can we do anything about these?

*Persistent pain

*Vast majority of spinal pain (non-specific)

Yesterday’s symposium?



The obvious starting point?

• The evidence that something is not right!





•If you were in charge of the health budget?
•Why the contrast with e.g. cardiovascular disease?



Conditions where outcomes are better?

e.g. strength training for hamstring injury

• Large effects (once graded progressively, hard enough 

and maintained)

• Better than other “active” interventions e.g. 

massage, stretching

• Does strength training demonstrate such a 
positive effect in spinal pain? Why? 
Mechanisms?



Pain v injury

• Hamstring “injury” – generally appropriate 
term (based on imaging of tissue injury)

• Low back “injury” – how often is this an 
appropriate term?

• Headaches / head “pain” / head “injury”

• If not “injury” – “psychosomatic”?
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• Number of studies per “pathology” often very small
• Only those 50 years of age or younger – “possible that 

the association between these entities and low back 
pain is less significant in older age groups”



Prospective imaging in LL tendons



Issues in the tissues?

• CLEARLY not all about spinal tissues

• But foolish to say tissues irrelevant 

• Tissues as source of input

• Input then open to modification, and 
interpretation



THRESHOLDS

Traditional tissue injury model
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What underlies
the person with

chronic pain?

Patho-anatomical

Physical

Psychosocial

Nervous system

Lifestyle

Genetic/familial



Physical factors

• Are these increasing nociceptive input?
• Has well-intentioned advice contributed to the 

problem e.g. posture, manual handling
• Is the spine THAT different to knee, wrist?
• Is more load always bad?
• What is a ‘normal’ level of resting muscle tone? 
• Even physical factors informed by beliefs e.g. 

fear-tension
• Giving with one hand (exercise), taking with the 

other (selling sickness)?



Are these safe, or dangerous?



Burden of proof in determining ‘safety’
• Name an activity for me that has NEVER hurt anyone?
• Does that mean it is dangerous and we should tell people 

to avoid, or be very careful doing it?
• How big is the danger? And how likely?
• How big are the benefits?
• Do we need to ‘prove’ activities that everyone does 

normally are safe? 
• Or do the people who are pushing ‘be careful’ need to 

prove it is dangerous, and their alternative is better?
• If you are ever going to run/lift/bend/gardening, 

practicing it might not be crazy!

• If it hurts, by all means see if we can help reduce pain with 
activity – but don’t demonise the activity (esp if painfree)
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How to spot “yellow flags”

• Mirror?

• Questionnaires

• Blink?

• Are all these flags “abnormal”?

• Anyone here never experienced any of these?

• Is poor sleep something we could ask people 
about?



Scope of practice

• Be flexible, yet acknowledge limitations of 
expertise

• Similar to mgt of obesity & chronic ‘diseases’



Multidimensional / multidisciplinary

More disciplines offers 
• more expertise
• potentially more confusion/ 

contradiction?
• Might not (ever) be feasible for 

large numbers – how big is your 
place of work?



Not just chronic pain?

Caused by???

“run down”

“Psychosomatic” OR “real” coldsore?

“Trigger” and “immune vulnerability”



Subgrouping pain mechanisms

• Attempts have been made to identify those 
with less nociceptive influence

• Not precise so far … but some common, easy 
to spot indicators (e.g. widespread pain, unpredictable 

pain behaviour)

• No matter what – we should ask about other 
sensitising factors
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Cognitive Functional Therapy (CFT)

3 proposed stages

1. Making sense of pain (Cognitive re-education)

2. Exposure with control (Specific movement training & 

Functional Integration)

3. Physical activity and lifestyle advice



Cognitive Functional Therapy
CFT

1. Making sense of pain 

-explain vicious cycle of pain

-goal setting

-problem solving

-collaborative process

- change beliefs



2a. Specific movement training 

• normalise/simplify movement patterns

• break movements down 

• developmental sequence

• enhance body awareness

• target pain provocative functional tasks

• linked to patients goals

Usual 
posture

Corrected 
posture

Usual 
pattern

Corrected 
pattern

Corrected 
pattern

Corrected 
pattern

NO ISOLATED MUSCLE TRAINING



2b. Functional integration 
- integrate new movement skills to functional impairments

- graduated exposure into daily life

- linked to patients goals

- conditioning and strengthening as required

- build confidence



3. Lifestyle change 
- patient directed - adapted to individual capacity

- set goals

- problem solve  - ie. social support / groups

- exercise diary

- aim for minimum of 4x/w  for 30’

- optimal – daily (up to 60 min)

- Sleep, stress, diet etc as needed



Interaction is intervention!

• First-person neuroscience

• Patient Narrative is key!

O’Keeffe et al. 

2015 Physical 

Therapy 



What patients have to say…..



Can it work?

• Yes

• Better outcomes, without more cost



Disability - Oswestry

P=0.164  P<0.000 P<0.000

15 months postPostPre

Cognitive 
Functional 
Therapy

Manual 
Therapy





RCT outcomes 

• Too early to say definitively, but encouraging……
• And consistent with RCTs by some other groups

Importantly, these were;
• Including “difficult” cases (e.g. compensation, surgery)

• Using only one discipline (physio)
• Without booster sessions (chronic care model? – once handled appropriately)

• Without technology
• Efficacy  effectiveness 

• So clear room for improvement………but more hope for approaches 
such as this than repackaging outdated structural concepts



Some basic principles

• LBP as a ‘predicament’ of life (Hadler) – prevention?

• Investigations? Ban? Or interpret better?

• Injury or pain? Treat accordingly

• What activities are truly dangerous? Burden of proof?

• Discussions with, and about, patients? Honesty



Review

• Can spinal pain sometimes be less about 
spinal tissues?

• What else could it involve?

• Can we identify these “other” factors?

• Can we do anything about these?

YES

LOCAL PROVOCATION, CENTRAL 
SENSITISATION

YES

YES – BOTH 
PHYSICAL AND 

PSYCHOLOGICAL – IF 
WE ACCEPT PAIN 
AND INJURY NOT 

ALWAYS SAME, AND 
WE DON’T VIEW 

SPINE AS 
VULNERABLE 



Conclusion
• Broad, inclusive screening (even if we cannot “fix”)

• All pain is real

• Might not always be “injury”

• Problem = tissue injury?  enhance load tolerance 
(e.g. hams injury)

• Problem = pain > injury?  don’t just think about 
local tissues

• Check what patient heard / thinks is the problem

• Behaviours influenced by beliefs (HCP & Societal)

• Treat person - including, but not only, their tissues

• Who will lead this process?



Collaborators
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Thank you – questions?


