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al. 1998). However, the identification of participant expectations and preferences 

requires effective communications to aid in the understanding of the shape and 

nature of the patient-healthcare practitioner relationship and the treatment method. 

Understanding theories of behavioural change could help various stakeholders, 

including researchers, healthcare providers and healthcare policymakers, in 

developing strategies to enhance the effectiveness of a self-management 

programme. This is because self-management emphasises empowering patients to 

take care of themselves by teaching them the necessary skills to identify and solve 

problems (Grady and Gough 2014). Moreover, it promotes engaging in exercise and 

adopting an active lifestyle (Hibbard and Gilburt 2014).  

The most eminent behavioural change theories (models) in health and social care 

include the health belief model, the theory of planned behaviour and the 

transtheoretical model, presenting a synthesis of available evidence. 

Behavioural change theory can be categorised into two main spectra. First, there are 

theories that seek to predict specific behaviours; these mainly discuss the 

accomplishment of the identified behaviour, regardless of the amount of time it takes. 

These include many behavioural change models, such as the health belief model 

and the theory of planned behaviour. Second, behaviour stage change theories 

emphasise the behaviour change phase that a person experiences during the 

process of adopting new behaviour; these include the precaution adoption process 

model and the transtheoretical model.  

The health belief behaviour model is the most frequently used model in health 

behaviour research (Ronis 1992). This model demonstrates the probability that an 

individual will adopt a certain health behaviour based on their perception of severity, 
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The development of the transtheoretical model initially focused on smoker behaviour 

stage change (Prochaska and DiClemente 1983). The researcher has explained and 

further developed the transtheoretical model process of change, and has widely 

adopted this model in both biological and mental health (Glanz 2015). This is 

because the transtheoretical model shows credibility and a strong theoretical basis 

that assists in the development of the practical process of health change (Hall and 

Rossi 2008). 

The transtheoretical model has been described as a health behaviour model that 

focuses on assessing and achieving particular health outcomes; this contrasts with 

other cognition behaviour models that focus on observing and explaining particular 

behaviour (NICE 2006). The structure of the transtheoretical model appears to be 

more comprehensive than other behaviour models, such as the health belief model 

(Noar and Zimmerman 2005). The assessment and comparison with the behaviour 

model was based on the following elements: self-efficacy, intention; risk-related 

beliefs and emotional responses; attitudinal beliefs; behavioural control; behavioural 

control beliefs; normative beliefs; and commitment and planning.  

In conclusion, predicting human behaviour is extremely complex, and understanding 

health behaviour change interventions requires a more comprehensive approach. 

Thus, a combination of the two spectrums of human behaviour theory, namely 

prediction behaviour theories and stage theories, appears to be more effective. 

Elements including patient beliefs, intentions, motivations and self-efficacy could be 

useful in predicting health behaviour change. However, individual behaviour (such as 

self-management) may change over time due to a variety of factors, such as those of 

an economic, social and environmental (healthcare system, transportation) nature, 

as well as personal reasons. Thus, combining stage theories and prediction 
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1.3 Structure of the healthcare system and current physiotherapy practice in 

the KSA 

It has been reported that 69% of the population of the KSA is covered by national 

health services (Ministry of Health), and the remaining population is covered by 

private healthcare insurance (WHO 2006). A study published in 2005 estimated that 

the number of people who were served by public health care in Saudi Arabia was 

around 15.6 million (AlAhmadi and Roland 2005). It appears that the primary funding 

body for health care in the KSA is the government; this is like most European 

countries, where the main source of financing for health care is public funds 

(Mossialos et al. 2002).Thus, it is important to consider the cost effectiveness of 

healthcare services to ensure that high-quality health care is delivered while 

minimising expenses.          

The percentages of chronic noncommunicable disease have increased in recent 

years to reach 71% of total mortality in KSA (WHO 2013). The increase in chronic 

noncommunicable diseases is a leading factor heightening the demand for 

healthcare services and poses an enormous challenge for healthcare services in 

developing countries (Islam and BIswas 2014). Moreover, noncommunicable 

diseases are considered the main cause of death and disability in developing 

counties, resulting in negative social and financial effects (Robles 2004). Thus, it 

seems essential to adopt a new national strategy for healthcare services in 

developing countries to provide comprehensive and efficient services. 

Limited data are available concerning the prevalence of musculoskeletal (MSK) 

disorders in the KSA at the national level. However, several studies focussing on 

specific population groups, such as physiotherapists, dentists, construction workers 
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and nurses, have reported medium to high prevalence rates of MSK disorders (AL-

Eisa et al. 2012; Meo et al. 2013; Attar 2014; Aljanakh et al. 2015).  

A community-based study reported that the prevalence of LBP in the KSA is 18.8% 

(Al-Arfaj et al. 2003). However, this study was conducted in one small region, and 

therefore does not seem to represent the total population of the country. Moreover, 

data were collected in 1995, which means that up-to-date data are needed, 

especially since LBP has increased worldwide in the past three decades (Hoy 2012). 

Physiotherapy services are delivered in both the public and private sectors. In the 

public sector, physiotherapists deliver care to both in-patients and out-patients in 

acute hospitals and several rehabilitation centres. In the private sector, 

physiotherapy services are available in hospitals, rehabilitation centres and 

physiotherapy clinics. In recent years, more private specialist centres, such as 

paediatric physiotherapy centres, orthopaedic clinics and sports clinics, have begun 

to operate. However, physiotherapists can only treat patients after receiving a 

referral from a doctor.    

Health care tends to be based on the biomedical model in KSA. This may be due to 

the influence of higher education in medical and healthcare schools in the Middle 

East. However, a shifting strategy to adopt a more patient-centred approach was 

introduced recently by the minister of health to enhance the quality of health care. 

Although limited research investigated the awareness and influence of the patient-

centred approach among healthcare professionals and patients in the KSA, a 

systematic review investigated the quality of health care in university hospitals 

reported that the main factors that negatively influence delivering patient-centred 
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services were lack of communication with patients in terms of providing them with 

enough information and communicating in the Arabic language (Aljuaid et al. 2016).  

In the KSA, patient involvement in decision-making appears to be limited; 

physiotherapists have adopted a paternalistic approach (AlKhatrawi 2013). A shared 

responsibility between patient and therapist is considered important in helping 

patients successfully manage their chronic condition (Cramm and Nieboer 

2014).Thus, it appears that healthcare professionals in the KSA have limited 

awareness of the patient-centred approach, and that further training and local 

guidelines are required to promote this concept. 

The use of passive approaches, such as hot pack, manual therapy and 

electrotherapy, along with active techniques, such as the McKenzie or exercise 

approaches, were common among physiotherapists, according to the older 

musculoskeletal physiotherapy literature (Jette and Delitto 1997; Foster et al. 1999). 

The reasons for using electrotherapy in physiotherapy practice may be a limited 

awareness of evidence-based practice and a lack of guidelines.  

The McKenzie approach is the most popular physiotherapy diagnosis and treatment 

method for CLBP, and was developed by Robin McKenzie in 1981 (McKenzie and 

May 2003). The main concepts of assessment are based on pain pattern and 

direction, for example, centralisation refers to pain that has become more central, 

and decreased referred pain during moving in a particular direction - known as 

directional preference (Werneke and Hart 2001). A systematic review has reported 

that the McKenzie approach is more effective than passive approaches for treating 

acute LBP but limited evidence is available with regard to CLBP (Machado et al. 

2006). 
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AMED, ScienceDirect, and Scopus. Different combinations of keywords and Boolean 

logic were used (see Table 2). However, the search process was limited to articles 

published between 2009 and 2015 because the aim of the current review is to 

update a previous review (Carnes et al. 2012). To avoid missing any articles, Google 

and Google Scholar were also searched. Moreover, the reference lists of selected 

articles were screened to add relevant articles.  In addition, citation indices were 

used to eliminate missing any relevant articles.   

The retrieved articles were screened by title and abstract, and all articles related to 

the effectiveness of self-management strategy and the theoretical models used to 

support these interventions in musculoskeletal were selected and included in the list. 

Articles that might be related to the effectiveness of self-management programmes 

in MSK were also included in the list.   

Inclusion and exclusion criteria were applied to filter the identified articles. Any 

article was required to meet all the following inclusion criteria: (1) randomised 

controlled trial; (2) a study that required the self-management programme to contain 

the following components, (a) psychological aspect (behaviour or cognitive) and (b) 

exercise or promoting physical activity; (3) the self-management programme was 

designed or delivered by heath care professional or multidisciplinary team; (4) 

effectiveness of self-management has been assessed compared with standard 

therapy or waiting list patients; (5) all articles related to self-management 

programmes in musculoskeletal; (6) patients with chronic MSK conditions (3 months 

or more).  

The exclusion criteria were as follows: (1) studies in which pain or disability are not 

the main outcome; (2) studies that include only participants who are less than 18 
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years old; (3) studies that include patients who have experienced recent accidents, 

spinal surgeries, or other serious conditions; (4) pilot studies; (5) studies that only 

include a single intervention, such as manual therapy, passive treatment, or basic 

patient education (leaflet); (6) non-English studies. 

Table 2: literature search strategy: 

Search 

stages 

 

                                
Database 

 

Keyword 

CINAHL MEDLINE AMED ScienceDirect Scopus 

 

 

Total 

1 Self-
management 

6,302 32,011 485 12,121 15,020  

2 self-care 29,648 32,011 2145    14,817 42,981 

3 patient education 59,815 84,382 1907 23,860 316,488 

4 self-efficacy 16,160 22,269 1126 9,985 34,676 

5 self-help 2,422 15,330 491 10,402 21,584 

6 Chronic 
musculoskeletal 
pain 

550 1,079 97 891 6,535 

7 chronic 
musculoskeletal 
condition 

21 49 2 356 2,387 

8 osteoarthritis 20,348 61,059 2827 15,587 88,082 

9 rheumatoid 19,723  119,567 2111 17,757 171,650 

10 arthritis 32,372 184,313 3676 41,855 252,201 

11 back pain 24,717 47,896 6112 11,465 76,042 

12 hip pain 1,588 5,027 123 3,125 23,425 

13 knee pain 3,288 8,605 507 5,380 33,679 

14 shoulder pain   3,906 8,570 801 3,857 24,374 

15 neck pain 6,000 11,307 1272 4,326 33,210 

16 fibromyalgia 4,751 8,708 1776 2,775 13,987 
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Search 

stages 

 

                                
Database 

 

Keyword 

CINAHL MEDLINE AMED ScienceDirect Scopus 

 

 

Total 

17 Randomized 
controlled trial  

25,803 80,263 4353 46,318 557,161  

18 Stage 1 (OR) 
Stage 2 (OR) 
Stage 3 (OR) 
Stage 4  (OR) 
Stage 5 

102,087 144,869 5402 28548 399,714 

19 Stage 6 (OR) 
Stage 7 (OR) 
Stage 8 (OR) 
Stage 9  (OR) 
Stage 10  (OR) 
Stage 11 (OR) 
Stage 12 (OR) 
Stage 13  (OR) 
Stage 14  (OR) 
Stage 15 (OR) 
Stage 16 (OR) 

87,492 311,395 15848 751,660 475,389  

20 Stage 17 (AND) 
Stage 18 (AND) 
Stage 19 

206 343 79 371 1640 

21 Stage 20 limiting 
publication    
(from 2009 to 
2015) 

118 194 36 258 870 1482 

 

2.2.2 Study selection  

Two sections of filtering were utilised to identify articles that were included in the 

review. In the first section, the main researcher (AA) conducted an initial search 

using different combinations of keywords and Boolean logic, as described in the 

previous section. Articles were screened by title and abstract, and all articles related 

to self-management programmes and theoretical models in the musculoskeletal 
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system selected were included in the list. This list also included articles that might be 

related to self-management programmes.  

Further screening by two independent reviewers (AA and TA) filtered the retrieved 

articles; their assessment was based on the inclusion and exclusion criteria. Each 

reviewer independently reviewed the remaining articles and assessed if they met the 

inclusion and exclusion criteria. Any article selected in the current review needed to 

be agreed upon by both reviewers. However, if agreement between the two 

reviewers became difficult, a third independent reviewer (SM) assessed the articles 

and the final decision was determined by consensus.   

The study selection process was presented in a flow chart. Each stage of the 

process was demonstrated using a number of articles that were either included or 

excluded, along with justification for doing so (see Figure 1). Finally, all included 32 

studies are briefly displayed in table 3, including information regarding their research 

methods and results. 

2.2.3 Quality Assessment 

Two independent reviewers extracted data. Moreover, the advisory team included 

two senior researchers with different backgrounds in MSK physiotherapy and 

statistics. This is to minimise the possibility of bias and enhance the quality of the 

study. Researchers used a standardised critical appraisal list that has been 

published by Cochrane and used in previous systematic reviews of self-management 

programmes for chronic musculoskeletal pain conditions (Higgins and Green 2011; 

Du et al. 2011). This helped the researchers identify bias in the primary studies and 

minimise potential bias in the current review.  

The Cochrane critical appraisal list includes the following items: randomisation 

process, allocation concealment, blinding of participants and personnel, blinding of 
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Figure1: Filtration of the retrieved articles  
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(n = 105) 

Full-text articles excluded, 
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(n =23 Study protocol, 
review and thesis) 

(n = 3 Participants have 
accidents and surgeries) 

(n = 11 Not relevant) 
 (n = 5 include non-chronic 

MSK) 
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management 
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(n = 2 study design) 
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(n= 8 studies Participants 
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(n= 3 criteria E1*) 
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Additional records 
identified through other 
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Table 3. Studies characteristics 

Study country Sample 
size 

Participant-
s (CO*,Age, 
gender) 

Self-
management 

Theory/
model 

Delivery 
method 

Programme 
duration 

Follow-
up 

Control 
group 

Organisation/
sitting 

Professional 
intervention  

Components 

Breedland 
et al. 2011 

Netherla-
nd 

34 RA*, 18-66, 
F*, 70% 

PA*,P*, LS* CBT* Group 8 W* 22 W WL* Medical MT* 

Helminen 
et al. 2014 

Finland 111 OA*,35-75, 
F, 69.3% 

P,PA CBT Group 6 W 12 M* ST* Medical MT 

Hamnes et 
al. 2012 

Norway 147 FM*, 20-70, 
F, 95.9% 

PA,P,LS,M* CBT Group and 
individual 

1 W 3 W WL Medical MT 

Luciano et 
al. 2011 

Spain 216 FM, 18-75, 
F, 97% 

P,M,CO*,PA E* Group 2 M N/A ST   Medical MT 
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Study country Sample 
size 

Participant-
s (CO*,Age, 
gender) 

Self-
management 

Theory/
model 

Delivery 
method 

Programme 
duration 

Follow-
up 

Control 
group 

Organisation/
sitting 

Professional 
intervention  

Coleman 
et al. 2012 

Australia 146 OA, >18,     
F, 74%% 

LS, PA,P,CO SCT* Group 6 W 6 M WL,ST  CB* MT 

Carpenter 
et al. 2012 

USA 141 LBP,21 - 74, 
F, 83% 

PA,P, M, PE MTM,CB
T 

Online 3 W 6 W WL Internet MT 

Luciano et 
al. 2013 

Spain 216 FM,18 - 75,  
F, 97% 

CO,P,PA Not clear Group 2 M 12 M ST Medical MT 

Manning 
et al. 2014 

UK 108 RA, >18,     
F, 75.9% 

PA,CO,P SCT Group 2 W 36 W ST  Medical MT 

Gustavss-
on et al. 
2010 

Sweden 156 NP, 18-65,  
F, 89% 

PA,M,PE Not clear Group 7 W 22 W ST Medical PT 

Chiauzzi 
et al. 
(2010) 

USA 199 LBP, 18-79, 
F, 67% 

P, LS,PA CBT Online 4 W 6 M BG* Online Not clear 



32 
 

Study country Sample 
size 

Participant-
s (CO*,Age, 
gender) 

Self-
management 

Theory/
model 

Delivery 
method 

Programme 
duration 

Follow-
up 

Control 
group 

Organisation/
sitting 

Professional 
intervention  

Dziedzic et 
al. ( 2015) 

UK 257  OA, >50,    
F, 66% 

PE,PA,P Not clear Group 4 W 12 M BG Medical OT* 

Jessep et 
al. (2009) 

UK 64 CKP*, >50, 
F, 68% 

PA,P Not clear Group 5 W 12 M ST  Medical, CB PT 

Michaleff 
et 
al.(2014) 

Australia 172 CW*,18-
65,F, 62% 

PA,P  CBT Individual 12 W 12 M BG , PT Medical PT 
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Study country Sample 
size 

Participant-
s (CO*,Age, 
gender) 

Self-
management 

Theory/
model 

Delivery 
method 

Programme 
duration 

Follow-
up 

Control 
group 

Organisation/
sitting 

Professional 
intervention  

Niederma-
nn et 
al.(2012) 

Switzerl-
and 

54 RA, Age 
(Adult),F 
81% 

PE,LS,PA,P Not clear Individual 3 W 12 M  JPE* Medical OT 

Sharpe 
and 
Schrieber 
(2012) 

Australia 104 RA, 18-85,  
F, 77% 

BT group: 
PA,P 
(behavior),CO
CT group: 
PA,P(cognitiv
e),CO ; 
CBT group: 
PA,P 
(behavior and 
cognitive),C 

CPT Individual 8 W 6 M WL Not clear Psychologist 

Mcknight 
et al. 
(2010) 

USA 273 OA,35-64, 
F, 69% 

PA,P ASMP  Group & 
individual 

12 W 24 M SE Medical HCP 

Barlow et 
al. (2009) 

UK 125 OA & RH, 
>18, F, 87% 

CO,PA,P,LS ASMP  Group 6 W 8 years WL Not clear lay leaders 
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2.2.5 Data synthesis  

Narrative analysis was used to synthesise the study findings included in this 

systematic review. Conduction of meta-analysis was difficult because of data 

heterogeneity, since highly heterogeneous studies could lead to inaccurate results 

(Lijmer et al. 2002). The heterogeneity of included studies in the systematic review 

was obvious in terms of conditions, self-management programmes, outcome 

measures, programme duration, and the follow-up period.    

2.2.6 Results 

2.2.6.1 Study search results  

The initial search of databases identified 1482 studies, with five further studies found 

in the manual search. All searches were conducted by the main researcher (AA) 

following the review protocol. The main investigator (AA) screened the retrieved 

articles by title and abstract. Any article related to self-management programmes 

and theoretical models in the musculoskeletal system was selected and included. By 

the end of this stage, 105 articles were included.  

Two independent reviewers assessed the 105 studies for inclusion or exclusion 

based on prior criteria agreed in the review protocol. A third independent reviewer 

(SM) was consulted to resolve a disagreement between the researchers. The level of 

disagreement between the two researchers was assessed by Kappa statistics. A 

high level of agreement between the first and second researchers was recorded at 

Kappa 0.83 (Landis and Koch 1977). The final decision on included studies was 

determined by consensus.  The researchers decided to include 32 studies in the 

current review.    
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The majority of those using CBT were either designed or delivered by a 

multidisciplinary team. However, the number of sessions varied, and programme 

lengths ranged from one to 15 weeks. Moreover, the delivery method (group, 

individual, or online) was not consistent across all studies. This is to be expected, 

given the lack of standard CBT therapy protocols (Ehde et al. 2014).  

Several guidelines recommended using CBT as a compound rehabilitation 

programme for CLBP conditions (Airaksinen et al. 2006; NICE 2009). Moreover, the 

previous review reported that self-management programmes that contained 

psychological components showed benefits in several outcome measures, such as 

pain and disability (Carnes et al. 2012). However, in the current review, few high-

quality studies that adopted a psychological component like CBT reported a 

significant difference in terms of pain and disability (5/32). 

The effectiveness of self-management programmes was evaluated based on high-

quality studies. Only those studies that achieved five out of six points in quality 

criteria were included in the synthesis (see Table 4); this amounted to 14 studies, of 

which 4 achieved 6 points out of 6. Evidence regarding the effectiveness of self-

management programmes seems to be inconsistent between studies (see Table 5). 

Almost half of the studies reported significant improvements (P < 0.05) for at least 

one of the following outcomes: functions, pain, quality of life, and self-efficacy. 

It appears that researchers have not used specific self-management outcome 

measures to assess the effectiveness of self-management programmes. Thus, may 

because of the absence of valid and reliable outcome measure as systematic review 

reported lack of self-management outcome measure that particular develop for 

stroke patients (Boger et al. 2013). Different studies in the current review used 
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al. 2012; Helminen et al. 2014; Dziedzic et al. 2015; Michaleff et al. 2014; Magalhaes 

et al. 2015).   

2.2.6.6 Effectiveness in reducing pain 

Pain was the most repeated outcome used in studies. Thirteen studies reported 

positive improvement of a self-management programme in pain (P < 0.05). However, 

only six achieved an acceptable level of quality criteria. Half of these six studies 

evaluated pain for 6 months or longer (Williams et al. 2010; Coleman et al. 2012; 

Manning et al. 2014). Two studies followed participants for the medium term 

(Gustavsson et al. 2010; Gronning et al. 2012). One study evaluated pain for the 

short term (Da Silva et al. 2015b). This finding is similar to the physical activity 

outcome. However, no high-quality studies reported positive significant improvement 

in both physical and pain outcomes for 12 months or more.  This is different from a 

previous review finding that reported medium improvement in terms of physical 

activities and pain among arthritis patients after 12 months of discharge from a self-

management programme (Du et al. 2011).  

The effect of self-management on pain seems to be contradictory between studies. 

Nine studies found no significant reduction in pain (P < 0.05) among MSK patients 

(see Table 5). Six high-quality studies reported no significant reduction in pain 

(Jessep et al. 2009; Ackerman  et al. 2012; Helminen et al. 2014; Michaleff et al. 

2014; Dziedzic et al. 2015; Magalhaes et al. 2015). The majority of these studies 

followed participants for 12 months. The common factor between most of these 

studies was that they were delivered by an individual health care professional (not a 

multi-disciplinary team). 
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Table 4.Studies quality assessment 

 

Study 

 

 

 

 

 

Randomisation Allocation 
concealment 

Blinding  Intention-
to-treat 
analysis 

Selective 
outcome 
reporting 

Bias Overall 
quality 

Breedlan
d et al. 
(2011) 

1 1 1 1 0 1 5 

Helmine
n et al. 
(2014) 

1 1 1 1 1 1 6 

Hamnes 
et al. 
(2012) 

1 0 1 0 1 1 4 

Luciano 
et al. 
(2011) 

1 0 1 1 0 1 4 

Martin et 
al. 
(2014a) 

1 0 0 0 1 1 3 

Vallejo et 
al. 
(2015) 

1 0 1 1 0 1 4 

Williams 
et al. 
(2010) 

1 0 1 1 1 1 5 

Lera et 
al. 
(2009) 

1 0 1 1 0 0 3 

Coleman 
et al. 
(2012) 

1 1 1 1 1 1 6 

Carpente
r et al. 
(2012) 

1 0 1 0 1 0 3 

Luciano 
et al. 
(2013) 

1 0 1 1 0 1 4 
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Study 

 

 

 

 

 

 

Randomisation Allocation 
concealment 

Blinding  Intention-
to-treat 
analysis 

Selective 
outcome 
reporting 

Bias Overall 
quality 

Manning 
et al. 
(2014) 

1 0 1 1 1 1 5 

Gustavs
son et al. 
(2010) 

1 

 

 

1 1 1 1 1 6 

Chiauzzi 
et al. 
(2010) 

0 0 1 0 1 0 2 

Dziedzic 
et al. 
(2015) 

1 0 1 1 1 1 5 

Jessep 
et al. 
(2009) 

1 0 1 1 1 1 5 

Michaleff 
et 
al.(2014) 

1 1 1 1 1 1 6 

Niederm
ann et 
al.(2012) 

0 1 1 1 1 0 4 

Sharpe 
and 
Schrieb-
er (2012) 

1 0 1 1 0 1 4 

Mcknight 
et al. 
(2010) 

1 0 0 1 0 1 3 

Barlow 
et al. 
(2009) 

1 0 1 0 1 1 4 

Ackerma
n  et al. 
(2012) 

1 1 1 1 1 0 5 
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Finding  Significant effect* All 
Studies 

No significant effect. All 
Studies 

Self-efficacy  Pain Helminen et al. (2014), 
Vallejo et al. (2015) (12 
month-iCBT), Carpenter et 
al. (2012), Manning et al. 
(2014), Gustavsson et al. 
(2010), Gronning et al. 
(2012), Irvine et al. (2015), 
Dziedzic et al. (2015)-Pain 

Hamnes et al. (2012), 
Chiauzzi et al. (2010), Barlow 
et al. (2009), Breedland et al. 
(2011), Williams et al. (2013), 

* Significant improvement = P < 0.05  

2.2.6.9 Delivery method  

The majority of the studies (19/32) conducted a self-management programme in 

groups (see Table 3). Around half of these studies are considered high-quality 

studies. Moreover, individual self-management programmes have been reported in 

four studies, and only two of these are considered high-quality studies. Similar 

findings were stated in self-management studies that used both group and individual 

methods. It appears that the number of online or remote self-management 

programmes is similar to that reported in the last review (Carnes et al. 2012). Five 

studies evaluated the effectiveness of online self-management programmes, but only 

one of these was considered high quality (Williams et al. 2010).  The ability to 

evaluate the effectiveness of online self-management programmes in MSK patients 

is limited owing to the lack of high-quality evidence.      

2.2.6.10 Professional intervention and setting 

Multi-disciplinary teams were the dominant method to design or deliver self-

management programme (15/32) studies (see Table 3). The second most common 

leaders of self-management were physiotherapists (Jessep et al. 2009; Gustavsson 
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et al. 2010;; DA Silva et al. 2015b; Magalhaes et al. 2015; Michaleff et al.2014). The 

least common developers or leaders of self-management were occupational 

therapists, psychologists, or nurses (Gronning et al. 2012; Niedermann et al. 2012; 

Sharpe et al. 2012; Dziedzic et al. 2015). 

The main setting in which self-management programmes were conducted was a 

medical organisation (20/32). Surprisingly, self-management programmes in a 

community-level setting comprised only three studies, and two of these were 

conducted in both medical organisations and the community (Jessep et al. 2009; 

Ackerman et al. 2012; Coleman et al. 2012).   

2.2.7 Quality assessment 

Almost half of the studies (43%) achieved an acceptable level of quality (see Table 

4). The second independent reviewer has reviewed 12 studies (37%). The inter-rater 

agreement between the researchers was Kappa, 0.72. This is considered an 

acceptable level of agreement (Landis and Koch 1977).   

2.2.8 Discussion  

It was obvious that studies in the current review were varied in multiple elements; for 

example, the studies investigated varied conditions such as FM, OA, RA, chronic low 

back pain, and chronic neck pain. Moreover, studies were conducted in different 

countries (see Table 3). This means that these countries usually have varied health 

care models that suit their needs and resources, which may explain the use of 

different self-management programmes among these studies. Newman et al. (2004) 

believed that the goals and objectives of self-management might differ based on 

conditions. However, the ultimate goal of self-management seems to be similar, i.e., 
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mainly emphasising helping and empowering patients to be independent and 

responsible for themselves (Lorig and Holman 2003). 

The self-management programme can be categorised into two main types: generic 

and disease-specific approaches. The common generic approach is cognitive 

behavioural therapy and a chronic disease self-management program. Using a self-

management generic approach seems to be sensible because self-management 

programmes share a main goal, i.e., developing skills, including goal setting and 

problem solving (Newman et al. 2004). However, using disease-specific self-

management may be better in terms of developing and tailoring a programme based 

on specific conditions and individual needs.  

In arthritis research, it has been reported that the effectiveness of disease-specific 

self-management programmes is better compared with a generic approach for the 

short term (four months). Multiple outcome measures were used in this study, such 

as quality of life (including pain and disability), health behaviours, self-efficacy, and 

other outcomes (Lorig et al. 2005). However, for the long term both approaches 

(disease-specific and generic) reported a similar positive effect. It seems that the 

effectiveness of the disease-specific approach compared to the generic approach is 

unclear, and it differs between the studies and conditions. Ghahari et al. (2015) 

examined the effectiveness of a generic self-management programme among 

diabetic patients compared with a disease-specific one. Both approaches showed 

positive results but the generic approach had superior results in the self-efficacy 

outcome.    

Self-management programmes were held in medical settings in the majority of 

studies in this review. However, self-management programmes are generally 
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Three articles investigated the effectiveness of self-management of CLBP in this 

review. The result was contradictory between studies. Two studies reported a 

positive improvement in a minimum of one of the following outcomes: physical 

activity, pain, and self-efficacy (Carpenter et al. 2012; Chiauzzi et al. 2010). 

However, all studies that reported positive findings were considered low-quality 

studies. Magalhaes et al. (2015) reported no significant effect of self-management 

among CLBP patients in physical activity, pain, and quality of life. These studies 

achieved acceptable levels of quality that may explain why all studies reporting 

significant improvement were low-quality studies, which usually include high risk of 

bias. A recent systematic review that investigated the effectiveness of self-

management among CLBP patients presented adequate evidence showing limited 

effect of self-management on CLBP (Oliveira et al. 2012). 

It is difficult to reach a conclusion in this review regarding the effectiveness of self-

management in CLBP, with only three studies having investigated CLBP and one 

study having achieved an acceptable level of quality. 

The effectiveness of self-management varied between studies. The effect of self-

management among MSK patients in this review seems to be inadequate in high-

quality studies in terms of physical activity and pain outcomes for the long term (12 

months). This result differs from the previous review that reported positive results in 

terms of disability and pain outcome (Du et al. 2011). This may be because the 

current review includes only high-quality studies.  

The influence of a self-management programme in terms of quality of life tends to be 

limited. This may be because of the complex nature of quality of life, which includes 

multiple components. However, self-efficacy shows significant improvement in the 
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was no such information to send. Moreover, the Saudi Physical Therapy Association 

agreed to invite all physiotherapists registered to participate in the current study. 

Convenience sampling was employed in the quantitative section (Cowan 2009). 

Because of the lack of information regarding the number of registered 

physiotherapists in the KSA, it would have been impossible to conduct random 

sampling. An online survey was designed to investigate current physiotherapy 

practices for managing CLBP in the KSA. Using a postal self-reported survey is not 

the ideal method to collect data in Saudi Arabia, as many householders do not have 

an active national postcode. Thus, email or online surveys were considered as 

another alternative.  

3.2.1.1.3 Bias 

The advantage of using a quantitative study is the ability to generalise the findings of 

the study to larger populations. Wide, representative, randomised samples are 

usually included to minimise any possibility of bias. For example; the ideal 

recruitment method would have minimised any potential bias by providing equal 

opportunity for all physiotherapists working in out-patient departments in the KSA to 

be invited; however, this would have required an accurate, up-to-date list of all MSK 

physiotherapists, and this is not currently available in the KSA. An alternative method 

was to create a list of hospitals and healthcare centres from the Ministry of Health 

and City Council to be combined for randomisation. This helped to provide an up-to-

date list of private and public hospitals to be used in the current research, to 

minimise any probability of selection bias (Sedgwick 2015).  

Physiotherapists could have been recruited from hospitals, healthcare centres and 

physiotherapy clinics. Large, small and medium-sized organisations in the private 
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It was clearly stated in the information sheet that after discussing the results of this 

study with the supervisory team, the researcher would publish the study results in a 

journal. It was clarified that all data will be published anonymously and that 

participants would be provided with a summary of the study results if interested. 
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Participants 
variables 

Frequency  Percent 

Country 
undergraduate 
degree 
Saudi Arabia 
Other 

 
 

80 
21 

  
 

79 
20 

Country 
postgraduate 
degree* 
Saudi Arabia 
United Kingdom 
United States of 
America 
Other 

 
 
 

10 
14 
5 
18 

  
 
 

26 
36 
13 
17 

First Language  
Arabic  
English 
Other 

 
87 
3 
11 

  
86 
3 

10 
Second Language  
English 
Others 

 
97 
4 

  
96 
3 

City 
Jeddah 
Riyadh 
Al Jouf 
Other  

 
29 
20 
11 
41 

  
28 
19 
10 
40 

 

In the current study, most participants (79, 78.2%) had attended CPD training. The 

Mulligan concept was the most frequent type of CPD training course; such courses 

had been completed by 47 participants (46.5%). The next most common CPD 

course was McKenzie (MDT), which had been attended by 46 participants (45.5%). 

Courses on the Maitland technique had been completed by fewer participants (31, 

30.7%) compared with the Mulligan and McKenzie approaches. Acupuncture and 

other passive techniques and modalities were similar in terms of the number of 

participants attending CPD in these areas, with 19 participants (18.8%) for each. The 
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4.5.3.2 Physiotherapy Treatment 

All participants used exercise when treating CLBP patients, and most participants 

(72, 71.3%) selected exercise as the most frequent method of treatment they used to 

help CLBP patients to manage their condition. Advice and patient education 

represented the second most common method of treatment used for CLBP, as 

reported by 68 participants (67.3%); only two participants (2%) reported that they do 

not use advice.     

Table 12.  Outcome measure used for CLBP patients. 
Outcome measure 

used for CLBP 
patients. 

 
 Visual Analogue 

Scale (VAS) 
 

Oswestry Low Back 
Pain Scale  

 
    Quebec Back Pain 
Disability Scale 
 
Roland Morris 
Disability 
Questionnaire  
 
None  

Frequency 
 
 
 

64 
 
 
 

23 
 
 

8 
 
 

3 
 
 

 
6 

 

 Percent 
 
 
 

63.4 
 
 
 

22.8 
 
 

7.9 
 
 

3.0 
 
 

 
5.9 

 
 

Manual therapy and electrotherapy both received similar responses in terms of 

ranking common treatment method, as they were used by 32 and 39 participants 

(31.7% and 38.6%), respectively. Moreover, only three participants did not use 

manual therapy or electrotherapy in their daily practice to treat CLBP patients. Using 

massage was not a common method, as 33 participants (32.7%) reported that it was 

not applicable to their routine practice for treating CLBP patients. However, 37 
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patients as part of the CLBP management programme. Moreover, 63 participants 

(62.4%) gave general advice a score of 5 points, indicating that they frequently use 

this method to treat CLBP patients in their daily practice. Promoting an active 

lifestyle was common advice (97 participants, 96%) provided to participants, and 58 

participants (57.4%) gave this type of advice 5 points scale.  

Use of a specific self-management model, such as cognitive behaviour therapy, was 

reported by 80 participants (79.20%). However, only 37 participants (36.6%) gave 

cognitive behaviour therapy 5 points scale. Moreover, 64 participants (63.36%) 

identified using other types of advice/education without giving more information. 

However, implementing self-management in daily physiotherapeutic practice for 

managing CLBP patients was reported by 62 participants (61.4%). A limited number 

of those participants identified the self-management approach; for example, self-

mobilisation, general (e.g. exercise, verbal and written advice) self-management and 

McKenzie (MDT) were reported by 5, 14 and 1 participants, respectively.  

The type of exercises that physiotherapists used in daily practice to treat patients 

with CLBP was discussed in the current study. Two common exercise methods 

frequently used by 98 participants (97%) were flexibility and strengthening exercise. 

However, strengthening exercise was rated with 5 points scale by 67 participants 

(66.3%) compared with 55 participants (54.5%) for flexibility exercise. McKenzie 

(MDT) exercise was often used by 91 participants (90%) to treat patients diagnosed 

with CLBP, and 40 participants (40.6%) gave MDT 5 points scale. Cardiovascular 

exercise was used by 84 participants (83.16%), and some participants (8, 7.9%) 

reported using other types of exercise without identifying the specific type (See 

Tables 11-15).     
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Such a policy could facilitate future research and enhance the quality of findings. 

Access to a national database would have enabled random sampling in this study 

and heightened the generalizability of the findings. 
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interviews were conducted with patients with CLBP diagnoses. All patient interviews 

were conducted during the period ranging between April and May 2016 in Jeddah, 

KSA. Participants were recruited from out-patient physiotherapy departments at two 

hospitals (private and public) and two physiotherapy clinics.  

5.4.2 Sampling and Recruitment  

Purposive sampling was utilized for patient recruitment to ensure participants came 

from various backgrounds and had a variety of demographic characteristics and 

experiences. For example, patients were selected according to their age, gender, 

education, occupation, occupational status, social status, language and CLBP 

episode. 

Invitation letters were sent to outpatient physiotherapy departments and 

physiotherapy clinics in Jeddah. The invitation letter, with the Sheffield Hallam 

University logo and the signature of the director of the study, explained briefly that it 

was an initial invitation for participation in the study. The letter requested permission 

to recruit participants from the organisation.  

The head of the physiotherapy department or senior therapist played a major role in 

the recruitment process by circulating the invitation letter to all therapists and 

ensuring that all therapists were aware of the study.  The therapists invited patients 

who suffered from CLBP to participate in the study during their first physiotherapy 

appointment. The therapist provided patients with an invitation letter briefly 

explaining the purpose of the study in both Arabic and English. If the patients 

showed any interest in the study, the therapist provided them with an information 

sheet, consent form and registration form (See Appendix 3.1). Patients were advised 
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that during the analysis no new themes were extracted. So data collection and data 

analysis was done side-by-side and once it was thought that no new themes were 

emerging then two more interviews were done to confirm this. 

Table 13. Inclusion and exclusion criteria  

Patient inclusion criteria Patient exclusion criteria 
 
Participants have CLBP as diagnosed.  
 
Participants are 18 years or older. 
 
Participants are volunteers. 

 Individuals who cannot communicate in 
either Arabic or English. 
 Patients who have experienced recent 
accidents, spinal surgeries or have 
suffered from serious medical conditions.   
 Patients who have been treated by the 
researcher.  
 Patients who cannot give consent. 

 

5.4.3 Semi-structured interview procedure  

A topic guide was used during the semi-structured interviews (see Appendix 5). This 

topic guide was developed after conducting a review of the relevant literature and 

incorporated the findings of the quantitative section. Using semi-structured interviews 

and a topic guide allowed the researcher to cover all of the questions in the guide in 

a flexible manner to ensure all patients discussed the same questions.   

The topic guide consist of four dimensions; Expectation, Treatment, Self-

management and Satisfaction. The purpose of dividing the topic guide into 

dimensions was to help the researcher focus and monitor achieving the main aim of 

the current study as reported in the previous section (5.2 Aim). The researcher 

started with general questions, such as "Could you please tell me about your LBP" to 

encourage and empower patients to talk about and discuss their problem.    

Four pilot interviews were conducted before the main qualitative study. The 

advantage of using pilot interviews is the ability to test and adjust topic guides based 
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the translation process. Additional discussion about the translation process was also 

provided in Chapter Three.   

5.6 Result  

Fifty two patients with a diagnosis of CLBP were invited (29 male; 23 Female) to 

participate in this study. Twenty three patients agreed to participate, however, data 

reached saturation level after thirteen interviews. Researcher decided to conduct 

another three more interviews to ensure data had reached saturation level.  

Over all sixteen participants were interviewed individually (see Table 14). 

Demographic information of the participants shows that patients have various 

characteristics in term of Age, social status, education, occupation and CLPB 

duration. However, an imbalance between males and females was clear; only one 

female participant agreed to participate in this study. That may be because of 

cultural reasons, especially as female patients are treated by female 

physiotherapists in KSA.  

5.7. Research findings 

This section reports the main findings of the semi-structured interviews conducted 

with CLBP patients. Participants were interviewed to explore their perception of the 

physiotherapeutic management of CLBP and the self-management approach in the 

KSA. The results were presented in terms of themes and sub-themes (See Figure 3). 

The following main themes emerged from the interviews: 

Patient expectations and satisfaction 

Patient behaviour regarding CLBP 

Patient awareness and understanding 
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participants believed that medication was more effective than physiotherapy in 

reducing pain.   

Of course I use R (painkiller) a lot when having this pain (CLBP). After multiple 

sessions, I feel better; however, within the last two hours, I felt the effect of R was 

stronger than the physiotherapy session. I believe that if I stop taking this 

medication, the pain might increase. (P1.2) 

Sometimes I visit the doctor or use medication. If the pain starts while at home, often 

I will lay down on my back and try to raise my leg to manage (this pain). (P5.2) 

The main discussion with regard to coping with CLBP was focused on pain. Few 

participants reported an active coping method for pain. The main active method was 

exercise and posture correction. Participant who accepted active approach even 

believed that their CLBP was the main reason they had adopted healthier lifestyles 

and regular, routine exercise. These patients believed that performing exercise 

helped them to manage CLBP.  

I have some precautions I have to take: I have to correct my positions, do some 

exercises, and change my daily living activities. (P1.4) 

There are advantages and disadvantages to having CLBP. I'm exercising more now 

on a regular basis and the pain decreases after I perform the exercises. (P1.1)   

5.7.2.2 Subtheme-Acceptance and behaviour changes 

Many participants showed a good level of understanding regarding the importance of 

changing their lifestyles and adopting new behaviours to help manage CLBP. The 

main element that patients cited was the necessity of adopting an active lifestyle. 

That included ensuring they were engaging in normal daily activity regardless of the 
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private and public sector. For example, the participants had worked in out-patient 

physiotherapy departments at two hospitals (private and public) and two 

physiotherapy clinics.  

6.4.2 Sampling and Recruitment  

Purposive sampling was used to recruit physiotherapists in order to ensure diversity 

among the participants (Berg and Lune. 2013). Thus, the participants came from 

various backgrounds and had a variety of demographic characteristics and 

experiences. For example, using this sampling process, physiotherapists would be 

selected based on their post-qualification experience, postgraduate degree and 

musculoskeletal specialty, alongside their age, gender, education, nationality, 

language. 

Physiotherapists were recruited from the outpatient physiotherapy department and 

physiotherapy clinics in Jeddah. The head of the physiotherapy department or senior 

therapist helped in the recruitment process by circulating the invitation letter among 

physiotherapists. Physiotherapists who showed an interest in participating were 

given an information sheet and consent form (in Arabic or English) and advised to fill 

in the registration form within a week if they decided to participate (See Appendixes 

3.2). 

The researcher followed ethical considerations similar to those utilised in the patient 

recruitment process. This included clearly stating that physiotherapists have the right 

to accept or refuse participation in this study, and that participation in this study was 

completely voluntary. The therapists were provided with registration forms and all 

registration forms were stored in a locker that only the head of the physiotherapy 

department could access. The registration forms helped facilitate the recruitment 
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Data analysis was conducted in the original language of transcription, which was 

Arabic. The final results were only translated into English by two researchers to 

ensure the researcher was working with text that closely resembled the original 

transcript and to minimize the data lost in analysis due to translation difficulties. 

Moreover, an independent bilingual researcher was allocated to review the 

translation process. Additional discussion about the translation process was also 

provided in Chapter Three.   

6.5 Results  

Twenty-nine physiotherapists were invited (17 male; 12 female) to participate in this 

study. Twenty physiotherapists agreed to participate and met the inclusion criteria. 

Because data reached the saturation level early, after 15 participants were 

interviewed, the researcher decided to conduct another three interviews to confirm 

this.    

Overall, eighteen participants were interviewed independently (see Table 16). An 

equal number of male and female physiotherapists participated in the current study. 

Moreover, participants tended to be younger, with the majority being under 40. 

However, the participants had diverse characteristics in term of their education 

levels, experience and nationalities.  

6.6 Research findings 

This section presents the finding of the semi-structured interviews conducted with 

physiotherapists. Participants were interviewed to explore their perceptions and 

understanding of self-management, particularly in treating patients diagnosed with 
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CLBP. The main themes and sub-themes are presented in this section (see Figure 

4). The following main themes emerged from the interviews: 

Organisation 

Patient personal and social factors 

Physiotherapists skills and qualities  

Physiotherapy management and treatment 

Patient awareness and understanding 

Physiotherapists understanding and adoption of self-management  

 

Table 16. Demographic information 

Code Age Gender Nationality Education 
level 

Experience 

1-1 27 Female Saudi Diploma 6 years 
2-1 35 Female Saudi Bachelor 11 years 
3-1 33 Female Saudi Bachelor 9 years 
4-1 55 Male Non- Saudi Bachelor 31years 
5-1 34 Male Saudi Diploma 12 years 
7-1 30 Male Saudi Diploma 6 years 
8-1 30 Male Saudi Diploma 10 years 
9-1 27 Male Saudi Bachelor 4 years 

10-1 39 Female Saudi Bachelor 20 years 
11-1 36 Female Saudi Diploma 15 years 
1-2 29 Female Non- Saudi DPT 7 Years 
2-2 30 Male Non- Saudi DPT 8 years 
3-2 47 Male Non- Saudi Master 22 years 
1-3 35 Male Saudi Master 2 years 
2-3 31 Male Non- Saudi Master 10 years 
3-3 30 Female Non- Saudi Bachelor 10 years 
4-3 24 Female Saudi Bachelor 2 years 
5-3 24 Female Saudi Bachelor 2 years 
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(Bodenheimer et al. 2002).This may enhance the effectiveness of self-management 

and achieve the desired goal. 

Previous studies and the findings of the current research project show that self-

management can be defined as model of care that adopts patient-centric strategies 

to promote patient independence, via their healthcare provider, as well as community 

and family support, and provide patients with skills that enable them to manage 

symptoms, as well as the psychological, social, cultural, economic and spiritual 

consequences of their chronic condition.  

The findings of the present research have emphasised the importance of 

communication as a primary factor in the patient-physiotherapist relationship. This 

confirmed a previous model that considered achieving effective communication 

between patients and practitioner as a fundamental component in accomplishing a 

partnership that ultimately enhances patients' self-management ability (Fu et al. 

2016). 

Furthermore, multiple dimension factors are considered to influence the partnership 

relationship between patients and healthcare professionals, such as (1) a patient 

component, which includes patient belief, involvement in decision-making and day-

to-day circumstances; (2) a healthcare professional component, which consists of 

healthcare professional belief, emotional support, education, individual care and 

healthcare service, and these have also been reported in the present research 

project and in the Fu model (Fu et al. 2016). 

The influence of patient belief, with regard to the patient- healthcare professional 

relationship in the present research project was highlighted in both qualitative 

studies. Many patients prefer to adopt a passive approach towards being involved in 
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healthcare professional relationships have been conducted in developed Western 

countries, which have social and cultural aspects that are different from those of the 

KSA. 

Patients seem to expect and prefer more passive treatment methods, such as 

medications, physiotherapy modalities and massage. In the quantitative study, it was 

found that physiotherapists consider exercise and advice to be the most common 

treatments for CLBP. This was consistent with the qualitative study finding that 

highlighted the importance of exercise and advice, such as changing their lifestyle, to 

help patients with CLBP in managing their symptoms. However, physiotherapists 

reported excessive use of passive treatments, such as hot packs and electrotherapy, 

and there is limited or no evidence supporting the effectiveness of these treatments 

(Airaksinen et al. 2006; Pillastrini et al. 2012). This may be due to the lack of local 

guidelines on CLBP management. Indeed, many physiotherapists reported that no 

local guidelines or protocols were used in their organisations. This may explain the 

extensive use of modalities that are not recommended in the most recent NICE 

guidelines for LBP (NICE 2016). However, the high use of these modalities for 

treating patients with CLBP may have been found because most of the 

physiotherapists who participated in the survey worked in public healthcare settings, 

which usually serve large populations. These modalities may allow physiotherapists 

to treat more patients at once. It seems that to adopt and adhere to CLBP guidelines 

and recent evidence, physiotherapists need organisational support to promote 

evidence-based practice.  

In the qualitative study, physiotherapists reported that they were criticised by senior 

staff and management if they spent more than 30 minutes with patients. In the 

quantitative study, 71.3% of participants described the length of a normal 
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