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‘It might help, but it won't fix me”: a qualitative
study of individuals’ beliefs about manual
therapy for low back pain
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Abstract

Background Manual therapy is recommended for the management of low back pain (LBP). However, there are gaps
in our knowledge about how individuals understand and view the role of manual therapy in the management of their
LBP. Beliefs about manual therapy may influence behaviors and clinical outcomes. This study aimed to develop an
in-depth understanding of the beliefs about manual therapy held by a group of individuals experiencing LBP,

Methods Twenty-one participants with a history of LBP and varied experience of manual therapy participated in
semi-structured interviews. The interviews were transcribed verbatim, and the dataset was analyzed using reflexive
thematic analysis. A patient and public involvement group contributed to the design of the study.

Results Five themes were generated: (1) Manual therapy as movement. Manual therapy is predominantly believed
to be a transient mechanical treatment aimed at addressing restriction in the back. (2) Self-management and manual
therapy go’hand in hand’ Self-management was seen as a fundamental and complementary element of manual
therapy. (3) Helping me manage or trying to ‘fix'my back. The participants who believed that manual therapy was

an appropriate long-term treatment felt that it could help manage their LBP rather than provide a permanent ‘fix.

(4) All or nothing: the value of the therapeutic alliance. Beliefs about the importance of the therapeutic alliance with
a manual therapist varied considerably, with some participants being dismissive of its value. (5) In safe hands? Most
participants had no concerns about the safety of manual therapy, conditional on their trust in the manual therapist.
However, some participants expressed significant concerns about safety.

Conclusion Participants’beliefs about their LBP and the role of manual therapy were shaped by a predominantly
mechanical model. However, participants with greater experience of manual therapy often perceived the therapeutic
alliance as beneficial for managing their LBP and addressing psychosocial factors. Manual therapists should be aware
of unhelpful beliefs held by LBP patients that can potentially influence behaviors and outcomes. In addition, patients’
beliefs about the risks and benefits of treatment should be explored to facilitate shared decision making around the
use of manual therapy.
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Background

Low back pain (LBP) is a complex condition that is cur-
rently the leading cause of years lived with disability
globally [1]. There are numerous management options
available for individuals experiencing LBP, including
manual therapy. Manual therapy includes the modali-
ties of massage, mobilization and manipulation and is
utilized by several regulated healthcare professionals. In
a contemporary and integrated format, it is a complex
intervention within a patient-centered interaction, foster-
ing patient engagement in activity [2]. Manual therapy is
considered safe and effective for a number of musculo-
skeletal conditions, including LBP [3, 4], and is recom-
mended within national and international guidelines [5,
6]. However, as a passive modality, it is recommended
as a second-line intervention to be used as an adjunct to
education and self-management [7].

According to the common-sense model of self-regu-
lation (CSM), when faced with medical symptoms, an
individual will form beliefs about the illness as well as
associated beliefs about treatment [8]. Beliefs about an
illness have been demonstrated to be important within
healthcare, as they can influence patient behaviors and
clinical outcomes [9-11]. This relationship has been
demonstrated within LBP populations [12-14]. Patient
beliefs about LBP are therefore important modifiable tar-
gets for clinicians to address [15].

Within the healthcare literature, the focus has been
on illness beliefs; however, treatment beliefs have also
been investigated. In particular, beliefs about treatment
necessity and concerns are significantly associated with
medication adherence across a range of physical and psy-
chological medical symptoms [16]. Within the LBP pop-
ulation, treatment beliefs are predictive of adherence to
acupuncture appointments [17].

Our previous scoping review mapped the literature on
attitudes and beliefs about manual therapy in individu-
als experiencing LBP [18]. Among the included studies,
patients frequently preferred manual therapy, which they
considered safe and effective. However, several gaps in
our current understanding have been identified, includ-
ing individuals’ beliefs about the mechanism of manual
therapy, the long-term effectiveness of manual therapy,
and the relationship between self-management and man-
ual therapy [18]. Treatment beliefs about manual therapy
in the management of LBP are important to explore fur-
ther owing to the current gap in our understanding and
their potential to influence behaviors and outcomes. Fur-
thermore, the understanding of contextual factors, which
include patient beliefs, has been identified as a research
gap and priority for further study within manual ther-
apy [19]. The aim of this study is to develop an in-depth
understanding of the beliefs about manual therapy held
by a group of individuals experiencing LBP.
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Methods

Study design

A qualitative study design was utilized, and semi-struc-
tured interviews were conducted with 21 participants
with experience with LBP. The study was designed,
conducted, and reported in accordance with the Con-
solidated Criteria for Reporting Qualitative Research
(COREQ) checklist [20]. An interview guide (Additional
file 1) was developed from our previous scoping review
[18], the CSM [8] and the clinical experience of the
research team. Reflexive thematic analysis (RTA) was
used to analyze the data, taking an experiential and criti-
cal realist position [21]. This provides a suitable approach
that is compatible with the research aims and study
design, namely, exploring participant experiences and the
sense-making of a phenomenon across a sample popula-
tion [22].

Patient and public involvement

A patient and public involvement (PPI) group, consist-
ing of three individuals with lived experience of LBP, was
integral to the design of the study. They reviewed all the
participant-facing information, ensuring the clarity and
accessibility of the wording. In addition, they participated
in pilot interviews, leading to a clearer and more mean-
ingful interview guide (Additional file 1).

Participants

Participants were eligible if they were aged 18 years or
over and were currently experiencing, or had a history
of, recurring non-specific LBP (with or without leg pain)
of any duration. Participants were excluded if they were
students or qualified manual therapists or if their LBP
was related to pregnancy or previous spinal surgery. All
21 participants consented and participated in semi-struc-
tured interviews conducted by the primary researcher
(MT). To ensure confidentiality, all participants were
offered the opportunity to choose a pseudonym; alterna-
tively, a pseudonym was randomly assigned [23].

Recruitment
Recruitment took place through multiple sources across
the London region, including London South Bank Uni-
versity campuses, local manual therapy clinics, university
teaching clinics (e.g., the University College of Osteopa-
thy), the Croydon Black and Minority Ethnic forum, and
social media platforms. A broad recruitment strategy was
used to obtain variation in participant demographics, the
duration of LBP, and previous experience of manual ther-
apy. Interested individuals completed eligibility screening
and provided contact details.

There were 56 expressions of interest, of which 48
individuals met the eligibility criteria. Eligible individu-
als were contacted via email, and invitations were issued
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on a first-come basis. Twenty-seven individuals did not
respond, declined, or replied outside of the recruitment
window. In total, 21 participants agreed to participate
and provided written consent.

Consistent with the authors of RTA, data saturation
was not used due to its limitations and incompatibility
with RTA [24]. Instead, guided by the concept of infor-
mation power, a sample of approximately 20 participants
was deemed appropriate to achieve richness of data and
variability in the sample to address the research aims
[25].

Data collection

The interviews were conducted between the researcher
and each participant between January and March 2024,
either online via Microsoft Teams (# = 16) or within a
private setting, e.g., clinical space (n = 5), based on the
preference of the participant. The duration of the inter-
views ranged from 29 to 56 min. No repeat interviews
occurred. All interviews were recorded via Microsoft
Teams, with field notes made during and after the inter-
views. Initial transcription was automated via Microsoft
Teams. The primary researcher (MT) checked all tran-
scripts to ensure accuracy and to gain familiarity with the
data. The transcripts were returned to all the participants
for review, with the option of providing corrections or
additional comments [26].

Table 1 Participant group demographics (N=21)

Demographic characteristic n (%)
Gender

Female 9(42.9)
Male 12(57.1)
Age

18t0 24 2(9.5)
25t0 34 1(4.8)
35t0 44 6 (28.6)
45 to 54 7(33.3)
55to 64 2(9.5)
65to 74 2(9.5)
Not disclosed 1(4.8)
Ethnic group

Asian or Asian British 2 (9.5)
Black, Black British, Caribbean or African 4(19.1)
Mixed or multiple ethnic group 2(9.5)
White 11(524)
Other ethnic group 1(4.8)
Not disclosed 1(4.8)
Employment status

Employed or self-employed 16 (76.2)
Student 3(14.3)
Retired 1(4.8)
Not disclosed 1(4.8)
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Research team and reflexivity

The primary researcher (MT) is a PhD student and edu-
cator with previous experience in manual therapy as a
chiropractor and physiotherapist. He received additional
training in designing and conducting qualitative inter-
views. A reflexive journal was kept prior to, during, and
following the study design, data collection, and analysis
[21]. The research team also comprised a radiographer
and mixed-methods researcher (ASL), an osteopath and
qualitative researcher (OT), and a psychologist and quan-
titative researcher (DK).

Data analysis

RTA was utilized to generate themes within the data via
NVivo qualitative data analysis software [27]. This pro-
cess involved becoming familiar with the dataset and ini-
tial coding, followed by generating, developing, refining,
and naming themes [21]. MT generated and labelled the
initial codes inductively within the dataset. MT and ASL
reviewed and discussed the developing codes through
ongoing discussion. MT and ASL generated the candi-
date themes by clustering codes reflecting shared pat-
terns of meaning. The wider research team (MT, ASL,
OT, and DK) further developed, refined and named the
themes through ongoing discussion.

Results
The participant demographics for the sample are pre-
sented in Table 1, and individual participants’ experi-
ences with LBP and manual therapy are shown in Table 2.
Key: Chiro=chiropractor; GP =general practitioner;
Massage = massage therapist; Physio = physiotherapist;
Osteo = osteopath; Sport =sport rehabilitator; TCM = tra-
ditional Chinese medicine practitioner.
The data analysis resulted in the generation of five
themes that describe the range of beliefs held by
participants:

Theme 1: Manual therapy as movement

The participants held dominant underlying beliefs
about the mechanical nature of LBP. These mechanical
causes of LBP include tightness or weakness in the back,
(poor) posture, (incorrect) lifting and carrying, age, and
increased body weight. Tightness in the back was com-
monly described as a causal factor and therefore an
appropriate target for treatment. Manual therapy was
perceived to address this mechanical restriction by creat-
ing movement in the spine:

“I just thought it [my back] was very, very rigid, and
they’re trying to get some flexibility into it. The whole
thing [manual therapy] was focused on getting the
back moving a bit more flexibly” (Brendon).
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Pseudonym LBP duration Healthcare professionals con- Modality of manual therapy Current or previous manual therapy
sulted for LBP experienced experience

Allen 5 months GP, Osteo Manipulation, massage Short-term treatment (e.g. a few sessions)

Arron 5 years Chiro, GP, Physio, Osteo, Surgeon Manipulation, massage Ongoing or regular treatment

Augustus 10 years Chiro, Massage, Physio, Osteo Manipulation, Ongoing or regular treatment
massage, mobilization

Bradley 3 years GP, Physio None No experience

Brendon 30 years GP, Physio, Surgeon Manipulation, Treatment on multiple occasions over
massage, mobilization time

Carol 20 years Chiro, Massage, Physio, Osteo Manipulation, massage Ongoing or regular treatment

Corey 5 years GP None No experience

Elisabeth 10 years None None No experience

Elsie 7 years GP, Physio None No experience

Florence 40 years Chiro, GP, Physio Manipulation Ongoing or regular treatment

Gertrude 3 years ™M None No experience

Jamison 6 years Chiro, GP Manipulation, massage Short-term treatment (e.g. a few sessions)

Majorie 30 years Chiro, Massage, Osteo Manipulation, massage Ongoing or regular treatment

Martin 20 years Chiro, Massage, Physio, Osteo Manipulation, Treatment on multiple occasions over
massage, mobilization time

Nathan 10 years GP, Physio, Osteo Manipulation, massage Treatment on multiple occasions over

time

Noel 26 years GP, Physio, Sport Manipulation, massage Short-term treatment (e.g. a few sessions)

Penelope 10 years GP, Physio, TCM Massage Ongoing or regular treatment

Sterling 3 weeks Chiro, GP, TCM Manipulation, massage Short-term treatment (e.g. a few sessions)

Tania 9 years Physio Massage Short-term treatment (e.g. a few sessions)

Valeria 20 years Chiro, Massage Manipulation, massage Ongoing or regular treatment

Wesley 40 years Chiro, GP, Physio Manipulation, massage Short-term treatment (e.g. a few sessions)

With the mechanical force applied during treatment as
the mechanism of action, the effect of manual therapy
was perceived to be transient in nature. Most participants
believed that manual therapy would result in short-term
pain reduction and improved function, ranging from a
few days to several weeks:

“And then later that day it [my back] is free and the
next day it's freer. And then it kind of slowly, kind of
tightens up, stiffens up” (Arron).

In further exploration of beliefs about the mechanism
of manual therapy, most participants expressed signifi-
cant uncertainty in relation to the anatomical structures
involved or the exact mechanism of action:

“I mean, is it [manual therapy] to do with the mus-
cles or is it to do with the bones? I'm not quite sure
actually” (Elisabeth).

“I mean I'm no spine expert [...] It's not your spine,
cracking, it’s the fluid that’s releasing in between
each vertebra. But, I don’t know if that is right? Is
that wrong? I have no idea.” (Noel).

In general, participants viewed manual therapy as work-
ing through movement; however, many appeared more

concerned with its effectiveness rather than the exact
mechanism of action:

“I don’t need to know how it [manual therapy]
works. I mean I'm more interested, to make sure that
it works.” (Bradley).

Theme 2: Self-management and manual therapy go ‘hand
in hand’

Self-management was viewed as a fundamental part of
LBP management by all participants. Most participants
believed the key element of self-management to be exer-
cise, facilitating movement through the spine, normally
to improve flexibility and/or strengthen the back:

“I think I've been wound up like a tennis ball for
years, through not actually exercising and not doing
any core work as well. And core work I think, essen-
tially would stabilize my back. So, I need to focus
on that a little bit more, but yeah, stretching has
definitely helped and just being active has helped”
(Noel).

A few participants viewed exercise and manual therapy
on a continuum, with both generating movement to
address restriction in the spine. However, manual therapy
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was able to create greater and more specific movements
than exercise:

“It [manual therapy] targets the areas of your body
that you normally don’t expect that sensation at.
The stretches that I know, I know how they would
feel, but when I go to manual therapy, 1 feel stretches
in a very new place” (Allen)

Most other participants viewed self-management
and manual therapy as complementary but distinct
approaches. Self-management was seen to modify wider
lifestyle choices and behaviors but was still predomi-
nantly focused on addressing mechanical causes of LBP,
such as (poor) posture:

“It’s important for the patient to actually have that
self-management, because without the patient
doing bits with regards to nutrition, you know being
mindful of their posture, doing relevant, you know,
strengthening exercises, then the actual manual
therapy will be less effective for that person in that
pain management, that it, kind of it goes, hand in
hand.” (Valeria).

Many participants valued the role of a manual therapist
in supporting self-management, providing encourage-
ment and guidance for an approach that requires motiva-
tion and resilience:

“I think self-management is a really important dis-
cipline and self-management’s hard to maintain,
going to a [manual] therapist kind of helps a bit with
maintaining some sort of rhythm. (Augustus).

Overall, all the participants were confident that manual
therapy and self-management were compatible and that
this was a common-sense approach. This belief was based
on both manual therapy and self-management primarily
looking to address mechanical dysfunction in the back.
No participant held contradictory beliefs, such as that the
approaches were incompatible or that manual therapy
did not require self-management:

“They’re hand in hand, aren’t they? Yeah, I see it that
they are hand in hand, aren’t they? Well, it’s logi-
cal, I'm quite logical. One must go with the other”
(Arron).

Theme 3: Helping me manage or ‘fixing’ my back

For several participants, manual therapy was viewed
as the appropriate treatment for the ongoing manage-
ment of their LBP. These participants often had greater
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experience of manual therapy, including engaging in and
benefiting from regular care:

“I actually think I'm doing the right thing, I think I
found the right treatment [...] I don’t really believe in
doing anything like going to the GP [...] but I feel like
an osteopath or a massage is trying to make it better,
but for the long-term.” (Majorie).

The participants who regarded manual therapy as ben-
eficial over the long term were comfortable with the
temporary effect of manual therapy and often believed
in the concept of managing their LBP symptoms rather
than finding a ‘fix! They were accepting of the persistent
or recurring nature of LBP and were looking for ways to
control their pain experience:

“It [low back pain] is a condition that can ease off
but will probably never get better. So, it’s just con-
trolling it” (Noel).

In contrast to the positive views about manual therapy,
several participants did not regard it as an appropriate
treatment for their LBP because of a lack of effectiveness:

“Chiropractic treatment had little or no effect. Yeah,
I admit, it didn’t make it worse [...] I didn’t really see
any marked benefit from it” (Wesley).

Many of these participants were often focused on the
requirement to ‘fix’ the mechanical problem in their low
back, i.e., have a long-term or permanent solution to
completely resolve their LBP:

“Maybe I need some sort of operation to like, to fix
the joints I think, because surely after massage, I
should be right after a while” (Nathan).

However, the ‘fix’ often remained elusive, resulting in
frustration and dissatisfaction with the attempted treat-
ment approaches for some of these participants.

“Why can’t I fix it [my low back pain]? Why doesn’t
it get better?” (Arron).

So why is it [my low back pain] not getting resolved?
[...] why isn’t the medical world coming up with a
solution that works for everyone? (Bradley)

Theme 4: All or nothing; the value of the therapeutic
alliance

The participants held varying views on the importance
of the therapeutic alliance between the manual therapist
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and the patient, ranging from regarding it as unnecessary
to considering it essential.

The participants who saw little value in this relation-
ship often had limited experience of manual therapy and
held beliefs about the need to “fix” the back. For these
participants, the value of treatment was solely the tech-
nical expertise of the manual therapist rather than the
interpersonal interaction:

“They [the manual therapist] have got the skills and
their experience and the knowledge, I don’t think it
should matter who it is” (Tania).

“Say if there is a problem and I know how to solve it,
that’s what matters. I don’t think personal relation-
ships help”” (Bradley).

Some accepted that a positive relationship could be ben-
eficial but not essential. However, this relationship was
often seen as temporary and performative rather than
meaningful and lasting:

“They don’t have to be the friendliest person in the
world, but I think it's nicer if you feel a little bit of
like warmth towards that person” (Gertrude).

For a few participants who did not see value in the thera-
peutic alliance, any dialog or rapport was only seen as a
customary pleasantry during treatment, akin to any other
transactional service:

“it’s just you're getting a service [with Osteopathy],
could be a person doing your coffee or your cab
driver [...] I wouldn’t mind if it was done in com-
plete silence [...] quite simply, I didn’t come here for
a chat! (Allen).

In contrast, many other participants, particularly those
with greater experience of manual therapy and who
regarded it as a beneficial way to manage their LBP,
described a closer and more meaningful therapeutic alli-
ance. For these participants, the relationship with the
manual therapist was paramount and an active compo-
nent of their positive outcomes. They valued being truly
respected and heard, with their LBP experience being
validated:

“I think it is vital to [have a] very good relationship
between you and that person [the manual therapist]
[...] I was treated with respect [...] Understanding,
knowledgeable, attentive and just a good listener”
(Jamison).
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Many participants valued care being individualized to
them with the manual therapist able to demonstrate
empathy and genuine interest:

“They [the manual therapist] know you, and they’re
interested. Opposed to oh, you're just another back
on the slab” (Brendon).

Some participants also described the comfort and reas-
surance associated with someone caring for them and
supporting them with their LBP experience on an ongo-
ing or regular basis:

“So, there’s definitely something when you're being
looked after on a regular basis [...] I think there’s
also the mental effect of things, that you've got some-
one who's looking after you, and who understands.
And mentally you feel in a better place” (Marjorie).

Despite holding underlying mechanical beliefs, many of
these participants appeared to have a more holistic view
of their LBP, with beliefs about the complexity of pain,
including the role of psychosocial factors such as stress,
mood and cognition. These participants felt the interac-
tion with the manual therapist could address some of the
psychosocial factors they associated with their LBP:

“90% of illness is caused by stress, aren’t they? So,
you know, stress is very important. Stress can cause
a lot of illnesses, back pains, muscle problems [...]
my chiropractor always has to check on me, to make
sure I haven't had a stressful day” (Valeria).

Theme 5: In safe hands?

Most participants with experience of manual therapy
expected and accepted some degree of discomfort, which
they justified by the perceived benefits of treatment:

It [manual therapy] is kind of painful, but, actually
when I come out, I feel much better” (Martin).

However, some participants who were naive to manual
therapy felt that the anticipated pain could be a barrier
to them receiving care, regardless of the potential benefit:

“But apparently it [manual therapy] works really
well. You know, so that’s one positive, although I
don’t know if I want to be put through that amount
of pain” (Elisabeth).

Other than potential discomfort, many participants had
no concerns about receiving manual therapy. In fact, par-
ticipants were often very certain in their attitudes toward
manual therapy safety:
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“If I had any concerns, I wouldn’t have gone [...] I
had 100% faith and trust in him [the manual thera-
pist] completely” (Florence).

With these participants, the lack of concern was funda-
mentally conditional on the trust they had in the manual
therapist:

‘I mean [I am] completely immersed in trust, in
what they [the manual therapist] are doing [...]
I just immerse myself, fully trust them and just let
them do their thing. So of course, it’s full trust in the
people that I see, definitely.” (Arron).

Conversely, in some participants, clear concerns about
manual therapy did exist, normally owing to a fear that
they could become worse rather than better:

“I just think that I'm scared that it [manual therapy]
will bring back the pain’ (Penelope)

There were three key reasons for safety concerns, each
linked to a different set of participant beliefs: (1) beliefs
about their own LBP, (2) beliefs about the characteristics
of the manual therapist, and (3) beliefs about the manual
therapy technique. The first reason, present in a few par-
ticipants, centered on an underlying belief that the spine
was a susceptible and delicate structure; therefore, man-
ual therapy could result in harm:

“I've always been concerned about anyone touching
my back, to be honest, but in fear that it might trig-
ger something worse, or in fact, I always thought that
my spine was maybe a little bit like sawdust, after all
that it'’s been through” (Noel).

This concern was occasionally linked to an underly-
ing anxiety that LBP may be a result of sinister pathol-
ogy. These participants felt that imaging could offer them
reassurance prior to manual therapy:

“Let me take an X-ray first, see if it is broken |[...] he
can be massaging it, he could be making it worse.
You got to see if you got a hairline crack first before
you start. That’s my opinion.” (Nathan).

The second concern, present in several participants,
referred to the characteristics of the manual therapist,
such as a lack of qualifications and experience:

“When I researched him [the chiropractor], I know
this sounds ridiculous, but he was self-taught |[...]
I'm probably doing him an injustice, he is probably
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really good, but at the end of the day, I wasn’t confi-
dent’” (Florence).

This concern extended to the manual therapist’s age. A
couple of participants felt that an older manual therapist
would provide gentler and safer care:

“I probably wouldn’t go to see a 25-year-old male
osteopath or chiropractor because I think they prob-
ably don’t know their own strength and nothing’s
broken on their body yet, so they're less careful with
other people’s bodies.” (Martin).

The final concern, held by a few participants, was based
on beliefs about the modality of manual therapy. Massage
was universally deemed by all participants to carry little
to no threat:

“But I think for a massage, I don’t really get nervous
[...] Yeah different, feels safer. You’re not messing
around too much with my body. You're just, yeah,
you know, doing a massage.” (Gertrude).

However, manipulation, which was normally associated
with the professions of chiropractic and osteopathy, car-
ried a greater perceived threat for some participants. This
concern was often linked to the ‘cracking sound’ associ-
ated with spinal manipulation:

“Like how chiropractors are seen, they are seen as
literal backbreakers and it’s like their nickname [...]
that sound, that sound isn’t pleasant [...] When you
hear that sound, you would immediately associate
something negative with it” (Elisabeth).

Discussion
Our study explored the beliefs about manual therapy held
by individuals experiencing LBP. The findings highlight
that individuals hold varying beliefs about manual ther-
apy and the role of the manual therapist in the manage-
ment of LBP.

The study findings can be interpreted using the com-
mon-sense model of self-regulation (CSM) [8]. Partici-
pants’ predominantly biomechanical beliefs about LBP
reflect illness identity and causation representations
within the CSM. These beliefs shaped how participants
interpreted both their LBP and the role of manual ther-
apy in its management.

The CSM also supports the findings relating to par-
ticipants’ beliefs about the value of the therapeutic alli-
ance. From a common-sense perspective, when beliefs
about LBP and its treatment are primarily mechanical in
nature, it is logical that individuals place greater value on
the technical skills of the manual therapist. In contrast,
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interactive elements of care, such as communication and
the therapeutic alliance, may initially be regarded as less
relevant. Among participants with greater treatment
experience, increased value was placed on the thera-
peutic alliance, suggesting that treatment beliefs were
dynamic rather than static. This finding aligns with the
CSM premise that beliefs about illness and treatment are
continually appraised and revised on the basis of experi-
ence and outcomes [8].

The findings of this study support and extend the appli-
cation of the CSM to LBP by highlighting the importance
of treatment beliefs alongside illness beliefs. As outlined
in the introduction, patient beliefs represent a modifiable
target for clinicians. Manual therapy encounters there-
fore provide an opportunity to explore beliefs about LBP,
as well as perceived benefits and risks associated with
manual therapy.

As stated, the participants held underlying mechanical
beliefs about their LBP. It is well established in the litera-
ture that individuals experiencing LBP hold these beliefs
[28-30]. In addition, these beliefs are prevalent in the
general population [31-34] and healthcare professionals,
including manual therapists [35].

Previous qualitative studies have described mechani-
cal beliefs in participants regarding the mechanism of
manual therapy [36-39]. Our study supports previ-
ous findings; however, when the mechanism of action
was explored further, most participants held significant
uncertainty beyond the concept of producing movement
in the back. A recent qualitative study by Petosky et al.
[40] directly explored how patients with various muscu-
loskeletal conditions believe that manual therapy works.
They also reported that the primary belief was a mechan-
ical action, which predominantly increased mobility. In
addition, they identified significant uncertainty in under-
standing, with participants often defaulting to describing
outcomes rather than mechanisms.

A recent study investigated physiotherapists’ beliefs
about the mechanism of manual therapy for spinal pain
[41]. These beliefs were mainly mechanical and neuro-
physiological in nature. In addition, the mechanism was
believed to be due to a single factor and reflected a lim-
ited level of conceptual understanding. It appears that
both individuals experiencing LBP and manual therapists
hold a more simplified and superficial understanding of
the mechanism of manual therapy.

Self-management is recommended as the first-line
approach for LBP [7]. The participants in our study were
clear about the importance of self-management and how
this complemented manual therapy. The participants felt
that self-management should be predominantly exercise
focused, a finding that has been demonstrated in other
qualitative work [42]. For most participants, mechanical
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beliefs underpinned the strong cohesion between self-
management and manual therapy.

Manual therapy has been criticized for its negative
relationship with self-management and potential risk of
dependence [31, 43]. Our study highlighted that some
individuals experiencing LBP perceived benefits from
manual therapy interactions to support their self-man-
agement. This finding has previously been demonstrated
in the literature, with manual therapy considered to sup-
port and complement home exercise approaches [44, 45].

There is a concern in the literature that patients can
hold unhelpful beliefs about the need to ‘fix’ the mechan-
ical dysfunction they perceive is responsible for their
pain [15]. Several participants expressed this view within
our study. However, it appeared to be held by partici-
pants with no or limited experience of manual therapy,
who often held negative beliefs about the effectiveness
of manual therapy. This belief was reflected in partici-
pants’ accounts of poorer low back pain outcomes and
was often accompanied by frustration with the healthcare
system and available treatment options.

In contrast, many participants with positive expe-
riences of manual therapy commonly expressed the
belief that a ‘fix’ for their LBP was neither possible nor
expected. Instead, they viewed LBP as a complex and
chronic condition that could be effectively managed with
the support of a manual therapist. This included facili-
tating self-management as well as providing a support
structure offering reassurance, empathy, and addressing
psychosocial factors. These findings suggest that sub-
groups of individuals exist that are more likely to benefit
from manual therapy. Previous work has highlighted that
some patients have varying outcomes from chiroprac-
tic maintenance care on the basis of their psychological,
behavioral and social characteristics [46, 47].

Within our study, the therapeutic alliance with the
manual therapist was key to the perceived long-term
benefit of manual therapy. Many participants recognized
its value and described developing a strong therapeu-
tic alliance over time. The therapeutic alliance has been
demonstrated to be an important contextual factor that
positively influences LBP outcomes [48-50] and is an
important contributor to patient satisfaction [51]. As
such, the therapeutic alliance is considered of paramount
importance within contemporary manual therapy [52].

However, our present study highlighted that the ther-
apeutic alliance may not be considered important for
some individuals initially engaging in or considering
manual therapy. Previous work has demonstrated that,
prior to care, individuals experiencing LBP have a stron-
ger preference for manual therapists based on their tech-
nical expertise rather than their interpersonal skills [53].

One universally accepted element of the therapeutic
alliance was trust when receiving manual therapy. Trust



Thomas et al. Chiropractic & Manual Therapies (2026) 34:20

is a multifaceted and complex construct and is funda-
mental to an effective therapeutic alliance [54]. Within
the manual therapy context, greater trust is associated
with improved patient outcomes [55]. In addition, trust
has been shown to be a critical element in how patients
evaluate adverse events (AEs) in manual therapy [56—58].

Owing to their trust in the manual therapist, most of
the participants in our study did not have concerns. How-
ever, several were concerned about the safety of manual
therapy, particularly the risk of aggravating symptoms
through mechanical force directed to the lower back.
Manual therapy for the management of LBP is a relatively
safe treatment. Mild AEs (e.g., post-treatment soreness)
are very commonly reported, whereas serious AEs are
rare [59, 60]. The participants in our study were accept-
ing of soreness during or after manual therapy, an atti-
tude that has been previously identified in the literature
[56, 57].

A few participants were concerned about the vulner-
ability of their low back; this belief has been previously
explored [61] and shown to be prevalent in the popu-
lation [33]. Some participants feared an underlying
pathology, with imaging desired for reassurance. Many
individuals experiencing LBP believe that imaging is ben-
eficial [62, 63], despite this being in contradiction to LBP
management guidelines [7].

Some participants had specific concerns about manip-
ulation. Like massage and mobilization, manipulation
has been demonstrated to be relatively safe in the man-
agement of LBP [3, 4]. In addition, manipulation for LBP
does not appear to produce different outcomes, including
AEs [64]. However, there is certainly an increased per-
ceived risk of serious AEs from manipulation, although
this risk is often focused on the cervical spine [65, 66].
In addition, previous qualitative studies have highlighted
participants’ sense that manipulation is different from
other manual therapy modalities with an increased risk
of harm [36, 37].

Study implications

It is important for manual therapists to address unhelpful
beliefs about LBP, such as the vulnerability of the spine
or the need for diagnostic imaging. Several validated
tools are available to identify and measure these beliefs in
individuals experiencing LBP [67, 68]. This is particularly
relevant because clinicians have the strongest influence
on patients and can inadvertently reinforce unhelpful or
inaccurate beliefs about LBP [69].

In addition, clinicians should explore patient beliefs
about manual therapy in the management of LBP. To
our knowledge, only one validated tool currently mea-
sures these beliefs: the LBP Treatment Beliefs Question-
naire (LBP-TBQ) [70], which is used to assess patient
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preferences for common treatment modalities, including
manual therapy.

Biomechanical research has demonstrated credible
mechanical changes during manual therapy, particularly
temporary changes in the facet joint space and spinal
stiffness [71]. However, the current working model for
the mechanism of action of manual therapy is complex
and multifactorial [72]. Therefore, patient beliefs are not
aligned with contemporary understanding. However,
explaining the effects of manual therapy is a conceptual
challenge, especially in light of such uncertainty. None-
theless, manual therapists should be clear about limited
mechanical effects during treatment, addressing miscon-
ceptions and moving away from a traditional mechanical
framework [73].

In the literature, there have been calls to modernize
the use of manual therapy, integrating hands-on care
and empowering individuals to take an active role in the
management of their LBP [52, 74, 75]. We advocate this
approach and suggest that manual therapy can form an
effective package of care that also involves patient edu-
cation and self-management approaches. Rather than
focusing on mechanical dysfunction, self-management
should seek to reframe potentially unhelpful beliefs and
include problem solving, goal setting, and providing
patients with their own tools to independently manage
pain [76].

Individuals’ beliefs about the risk of manual therapy
may influence their behaviors, for example, engaging
in or adhering to manual therapy. In addition, negative
beliefs about manual therapy may have a nocebo effect,
influencing the experience of AEs [77], which have been
reported during sham manual therapy [78]. It is impor-
tant for manual therapists to identify patient safety con-
cerns to facilitate shared decision making and minimize
nocebo effects. Patient beliefs about the risks and ben-
efits of manual therapy should guide treatment decisions,
including the modality of manual therapy utilized.

Strengths and limitations

This study was able to gain rich insights into the beliefs
of participants about manual therapy. The recruitment
strategy facilitated a diverse range of participant back-
grounds and perspectives. This was important, as beliefs
about LBP have been shown to differ across sociode-
mographic groups [32, 79]. Whereas previous work has
involved patients currently receiving manual therapy
[37, 40], this study included individuals experiencing
LBP without previous exposure to manual therapy. This
is important, as our study suggests that beliefs about
manual therapy may change during clinical encounters.
Another strength of this paper was the inclusion of a PPI
group in the design of the study, including the interview
guide and all participant information. This ensured that
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the study materials were clear and accessible to the public
and that the study design aligned with and considered the
patients’ perspective [80].

There were several limitations to this study. First, no
validated tool was used to measure the disability and
pain levels experienced by participants. This is impor-
tant, as higher disability and pain levels have been asso-
ciated with negative beliefs about LBP [81]. Second, the
participants’ LBP duration in this study was mainly lim-
ited to chronic symptoms. Although individuals experi-
encing acute and subacute symptoms were eligible, this
population is more challenging to recruit as research
participants [82]. Therefore, the findings might not be
transferable to individuals experiencing acute LBP, who
can hold different beliefs from individuals experiencing
chronic LBP [83].

Third, the study was conducted in the United Kingdom
(UK), which has a unique healthcare model with clear
differentiation between public and private healthcare.
The participants’ experience of manual therapy in this
study was almost exclusively in private settings rather
than in the public system, the National Health Service
(NHS). Alternative healthcare systems in other countries
may influence the beliefs about manual therapy held by
individuals experiencing LBP.

Fourth, as participants expressed significant uncer-
tainty around the mechanism of manual therapy, it was
challenging to elicit meaningful beliefs from participants,
both from individuals with and without experience of
manual therapy. Finally, as the interviews were conducted
by a trained manual therapist, this may have influenced
participants’ responses, resulting in increased willingness
to discuss the benefits rather than the risks of treatment.

Conclusion

Manual therapy was predominantly perceived as a
transient, mechanical treatment aimed at addressing
restriction in the back; however, participants expressed
significant uncertainty regarding its mechanism of action.
Some participants, particularly those with greater experi-
ence of manual therapy, also conceptualized it through a
biopsychosocial lens.

Self-management was seen as a fundamental and com-
plementary element of care, described as working ‘hand
in hand’ with manual therapy. Participants who viewed
manual therapy as an appropriate long-term treatment
believed that it could help manage their LBP rather than
provide a permanent ‘fix’

Participants’ beliefs about the importance of their ther-
apeutic alliance with the manual therapist varied consid-
erably, with some participants placing limited value on
the relationship. Most participants reported no concerns
about the safety of manual therapy, conditional on their
trust in the manual therapist. However, some participants
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expressed significant safety concerns, perceiving a poten-
tial risk of harm associated with manual therapy.
Communicating the role of manual therapy presents
a clinical challenge for manual therapists due to the
complexity and uncertainty involved. As a key influ-
ence on patient beliefs, manual therapists must ensure
that patients are not encouraged to establish unhelpful
beliefs that could negatively impact their behaviors and
outcomes. Exploring patients’ beliefs about the risks
and benefits of manual therapy is important to support
patients in making informed decisions about their care.

Abbreviations

AE Adverse event

CSM Common-sense model of self-regulation

GP General practitioner

LBP Low back pain

LBP-TBQ  Low Back Pain Treatment Beliefs Questionnaire
NHS National Health Service

PPI Patient and public involvement

RTA Reflexive thematic analysis

UK United Kingdom

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/512998-026-00647-x.

[ Supplementary Material 1 J

Acknowledgements

We acknowledge the significant contribution of the Patient and Public
Involvement group to the design of this study, including Jill Mitchell, Sandie
Smith and Richard Worland.

Author contributions

All the authors contributed to the conceptualization and design of the
study. MT collected the data. MT and ASL analyzed the data. MT drafted the
manuscript, which was revised by OT, DK and ASL. All authors approved the
final version of the manuscript.

Funding

MT received a personal doctoral study grant from the Royal College of
Chiropractors. The Royal College of Chiropractors was not involved in the
conceptualization, design, data collection, analysis, decision to publish or
preparation of the manuscript.

For the purpose of open access, the author has applied a Creative Commons
Attribution (CC BY) license to any Author Accepted Manuscript version arising.

Data availability

The datasets generated and analyzed during this study consisted of qualitative
interview transcripts. Owing to the sensitive and confidential nature of the
data, the full transcripts cannot be shared publicly to protect participant
privacy. However, anonymised excerpts relevant to the findings are available
from the corresponding author upon reasonable request and subject to
ethical approval.

Declarations

Ethics approval and consent to participate
Ethical approval was granted via the London South Bank University Health and
Social Care Ethics Panel, Approval ID: ETH2324-0057.

Consent for publication
Not applicable.


https://doi.org/10.1186/s12998-026-00647-x
https://doi.org/10.1186/s12998-026-00647-x

Thomas et al. Chiropractic & Manual Therapies

(2026) 34:20

Competing interests
The authors declare no competing interests.

Received: 18 December 2025 / Accepted: 29 April 2026
Published online: 14 May 2026

References

1.

20.

Wu A, March L, Zheng X, Huang J, Wang X, Zhao J, et al. Global low back pain
prevalence and years lived with disability from 1990 to 2017: estimates from
the Global Burden of Disease Study 2017. Ann Transl Med. 2020;8(6):299.
Draper-Rodi J, Newell D, Barbe MF, Bialosky J. Integrated manual therapies:
IASP taskforce viewpoint. Pain Rep. 2024;9(6):e1192.

Rubinstein SM, Terwee CB, Assendelft WJ, de Boer MR, van Tulder MW. Spinal
manipulative therapy for acute low-back pain. Cochrane Database Syst Rev.
2012,9CD008880.

Rubinstein SM, de Zoete A, van Middelkoop M, Assendelft WJ, de Boer

MR, van Tulder MW. Benefits and harms of spinal manipulative therapy for
chronic low back pain: systematic review and meta-analysis of randomised
controlled trials. BMJ. 2019;364:1689.

National Institute for Health and Care Excellence (NICE). Low back pain and
sciatica in over 16s: assessment and management (NG59). London: NICE.
2016. https://www.nice.org.uk/guidance/ng59. Accessed 15 December 2025.
McKenzie BJ, Haas R, Ferreira GE, Gorelik A, Cyril S, Han JX, et al. Agree-

ment between high-quality clinical practice guidelines in their treat-

ment recommendations for low back pain: a systematic review. Spine J.
2025;25:101307327.

Foster NE, Anema JR, Cherkin D, Chou R, Cohen SP, Gross DP, et al. Prevention
and treatment of low back pain: evidence, challenges, and promising direc-
tions. Lancet. 2018;391(10137):2368-83.

Cameron L, Leventhal H. The self-regulation of health and illness behaviour.
London: Routledge; 2002.

von der Warth R, Nau A, Rudolph M, Bengel J, Glattacker M. lliness and treat-
ment beliefs as predictors of rehabilitation outcome in patients with mental
disorders. J Psychosom Res. 2022;155:110750.

Petrie KJ, Jago LA, Devcich DA. The role of illness perceptions in patients with
medical conditions. Curr Opin Psychiatry. 2007;20(2):163-7.

McAndrew LM, Crede M, Maestro K, Slotkin S, Kimber J, Phillips LA. Using the
common-sense model to understand health outcomes for medically unex-
plained symptoms: a meta—analysis. Health Psychol Rev. 2019;13(4):427-46.
Foster NE, Bishop A, Thomas E, Main C, Horne R, Weinman J, et al. lliness
perceptions of low back pain patients in primary care: do they change and
are they associated with outcome? Pain. 2008;136(1):177-87.

Fors M, Oberg B, Enthoven P, Schréder K, Abbott A. Association between
iliness perceptions and clinical outcomes in patients with low back pain. Pain
Rep. 2022;7(3):¢1004.

Salsbury SA, Maiers MJ. Qualitative analysis of illness representations and cop-
ing perceptions among older adults with chronic spinal disability: A thought
in the back of my mind. J Manipulative Physiol Ther. 2021,44(8):652-62.
Caneiro JP, Bunzli S, O'Sullivan P. Beliefs about the body and pain: the critical
role in musculoskeletal pain management. Braz J Phys Ther. 2020,24(1):17-29.
Horne R, Chapman SC, Parham R, Freemantle N, Forbes A, Cooper V. Under-
standing patients’adherence-related beliefs about medicines prescribed

for long-term conditions: a meta-analytic review of the necessity—concerns
framework. PLoS ONE. 2013;8(12):e80633.

Bishop FL, Yardley L, Cooper C, Little P, Lewith G. Predicting adherence to
acupuncture appointments for low back pain: a prospective observational
study. BMC Complement Altern Med. 2017;17(1):5.

Thomas M, Thomson OP, Kolubinski DC, Stewart-Lord A. Attitudes and beliefs
about manual therapy held by patients experiencing low back pain: a scop-
ing review. Musculoskelet Sci Pract. 2023;65:102752.

Keter DL, Bent JA, Bialosky JE, Courtney CA, Esteves JE, Funabashi M, et al.
International consensus on gaps in mechanisms of force-based manipula-
tion research: findings from a nominal group technique. J Man Manip Ther.
2024;32(1):111-17.

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int J
Qual Health Care. 2007;19(6):349-57.

Braun'V, Clarke V. Thematic analysis. Los Angeles (CA): Sage; 2022.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32,

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

Page 11 of 12

Braun'V, Clarke V. Can | use TA? Should I use TA? Should | not use TA? Compar-
ing reflexive thematic analysis and other pattern-based qualitative analytic
approaches. Couns Psychother Res. 2021;21(1):37-47.

Wang S, Ramdani JM, Sun S, Bose P, Gao X. Naming research participants

in qualitative language learning research: numbers, pseudonyms, or real
names? J Lang Ident Educ. 2026;25(1):86-99.

Braun 'V, Clarke V. To saturate or not to saturate? Questioning data saturation
as a useful concept for thematic analysis and sample-size rationales. Qual
Res Sport Exerc Health. 2021;13(2):201-16.

Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview
studies. Qual Health Res. 2016;26(13):1753-60.

Creswell JW. Qualitative inquiry and research design: choosing among five
approaches. 2nd ed. Thousand Oaks (CA): Sage; 2007.

QSR International Pty Ltd. NVivo (version 14) [computer software]. Burlington
(MA): QSR International Pty Ltd; 2023.

Setchell J, Costa N, Ferreira M, Makovey J, Nielsen M, Hodges PW. Individuals’
explanations for their persistent or recurrent low back pain: a cross—sectional
survey. BMC Musculoskelet Disord. 2017;18:466.

Najem C, Wijma AJ, Meeus M, Cagnie B, Ayoubi F, Van Oosterwijck J, et al. It

is something you live with, like an organ in your body: a qualitative study

on the lived experiences of people suffering from chronic low back pain in
Lebanon. Disabil Rehabil. 2025;47(7):1795-806.

Bonfim I, Correa LA, Nogueira L, Meziat-Filho N, Reis F, de Almeida RS. Your
spine is so worn out: the influence of clinical diagnosis on beliefs in patients
with non-specific chronic low back pain: a qualitative study. Braz J Phys Ther.
2021,25(6):811-8.

Christe G, Pizzolato V, Meyer M, Nzamba J, Pichonnaz C. Unhelpful beliefs and
attitudes about low back pain in the general population: a cross-sectional
survey. Musculoskelet Sci Pract. 2021;52:102342.

Morton L, de Bruin M, Krajewska M, Whibley D, Macfarlane GJ. Beliefs about
back pain and pain management behaviours, and their associations in the
general population: a systematic review. Eur J Pain. 2019;23(1):15-30.

Darlow B, Perry M, Stanley J, Mathieson F, Melloh M, Baxter GD, et al. Cross—
sectional survey of attitudes and beliefs about back pain in New Zealand.
BMJ Open. 2014;4(5):e004725.

Ray BM, Kovaleski A, Kelleran KJ, Stilwell B, Baraki A, Coninx S, et al. An explora-
tion of low back pain beliefs in a North America—based general population.
Musculoskelet Sci Pract. 2022;60:102591.

Pincus T, Foster NE, Vogel S, Santos R, Breen A, Underwood M. Attitudes

to back pain amongst musculoskeletal practitioners: a comparison of
professional groups and practice settings using the ABS—-mp. Man Ther.
2007;12(2):167-75.

Dima A, Lewith GT, Little P, Moss—Morris R, Foster NE, Bishop FL. Identifying
patients' beliefs about treatments for chronic low back pain in primary care: a
focus group study. Br J Gen Pract. 2013;63(612):e490-8.

Plank A, Rushton A, Ping Y, Mei R, Falla D, Heneghan NR. Exploring expecta-
tions and perceptions of different manual therapy techniques in chronic low
back pain: a qualitative study. BMC Musculoskelet Disord. 2021,22(1):444.
Demoulin C, Baeri D, Toussaint G, Cagnie B, Beernaert A, Kaux JF, et al. Beliefs
in the population about cracking sounds produced during spinal manipula-
tion. Joint Bone Spine. 2018;85(2):239-42.

Underwood MR, Harding G, Klaber Moffett J. Patient perceptions of physical
therapy within a trial for back pain treatments (UK BEAM) [ISRCTN32683578].
Rheumatology (Oxford). 2006;45(6):751-6.

Petosky T, Vraa DL, Rentmeester C, Subialka J, Young JL. How do patients
believe manual therapy works? An exploratory qualitative study. JOSPT Open.
2026;4(1):82-90.

Hendriks JP, Reezigt RR, Reneman MF. Physiotherapists' beliefs of the working
mechanisms of manual therapeutic techniques for spinal pain relief: a quanti-
tative content analysis. Musculoskelet Sci Pract. 2025;79:103387.

Cooper K, Smith BH, Hancock E. Patients’ perceptions of self-management of
chronic low back pain: evidence for enhancing patient education and sup-
port. Physiotherapy. 2009;95(1):43-50.

Cook CE. The demonization of manual therapy. Muskuloskeletale Physiother.
2021;25:125-32.

Hjertstrand J, Palmgren PJ, Axén |, Eklund A. The Nordic maintenance care
program: patient experience of maintenance care—a qualitative study.
Chiropr ManTh. 2021;29(1):1-14.

Maiers M, Salsbury SA. Like peanut butter and jelly: a qualitative study of chi-
ropractic care and home exercise among older adults with spinal disability.
Arthritis Care Res (Hoboken). 2022;74(11):1933-41.


https://www.nice.org.uk/guidance/ng59

Thomas et al. Chiropractic & Manual Therapies

46.

47.

48.

49.

50.

51

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

(2026) 34:20

Eklund A, Jensen |, Leboeuf-Yde C, Kongsted A, Jonsson M, Lévgren P,

et al. The Nordic maintenance care program: does psychological profile
modify the treatment effect of a preventive manual therapy intervention?

A secondary analysis of a pragmatic randomized controlled trial. PLoS ONE.
2019;14(10):20223349.

Eklund A, Hagberg J, Jensen |, Leboeuf-Yde C, Kongsted A, Lévgren P, et al.
The Nordic maintenance care program: maintenance care reduces the num-
ber of days with pain in acute episodes and increases the length of pain-free
periods for dysfunctional patients with recurrent and persistent low back
pain. Chiropr Man Th. 2020;28(1):19.

Bishop F, Al-Abbadey M, Roberts L, MacPherson H, Stuart B, Carnes D, et al.
Direct and mediated effects of treatment context on low back pain outcome:
a prospective cohort study. BMJ Open. 2021;11(5):e044831.

Sherriff B, Clark C, Killingback C, Newell D. Impact of contextual factors on
patient outcomes following conservative low back pain treatment: system-
atic review. Chiropr Man Th. 2022;30(1):1-29.

Ferreira PH, Ferreira ML, Maher CG, Refshauge KM, Latimer J, Adams RD. The
therapeutic alliance between clinicians and patients predicts outcome in
chronic low back pain. Phys Ther. 2013;93(4):470-8.

Maiers M, Hondras MA, Salsbury SA, Bronfort G, Evans R. What do patients
value about spinal manipulation and home exercise for back-related

leg pain? A qualitative study within a controlled clinical trial. Man Ther.
2016;26:183-91.

Kerry R, Young KJ, Evans DW, Lee E, Georgopoulos V, Meakins A, et al. A mod-
ern way to teach and practice manual therapy. Chiropr Man Th. 2024;32(1):17.
Bishop FL, Smith R, Lewith GT. Patient preferences for technical skills versus
interpersonal skills in chiropractors and physiotherapists treating low back
pain. Fam Pract. 2013;30(2):197-203.

Bell L, Duffy A. A concept analysis of nurse—patient trust. Br J Nurs.
2009;18(1):46-51.

Zimney KJ, Puentedura E, Kolber MJ, Louw A. The relationship between

trust and outcomes during physical therapy care for chronic low back pain.
Physiother Theory Pract. 2024;40(6):1164-71.

Carlesso LC, Cairney J, Dolovich L, Hoogenes J. Defining adverse events in
manual therapy: an exploratory qualitative analysis of the patient perspec-
tive. Man Ther. 2011;16(5):440-6.

Carlesso LC, MacDermid JC, Santaguida PL, Thabane L. A survey of patients’
perceptions of what is adverse in manual physiotherapy and predicting who
is likely to say so. J Clin Epidemiol. 2013;66(10):1184-91.

Funabashi M, Carlesso LC. Symptoms patients receiving manual therapy
experienced and perceived as adverse: a secondary analysis of a survey of
patients’ perceptions of what constitutes an adverse response. J Man Manip
Ther. 2020;28(5):1-8.

Carnes D, Mars TS, Mullinger B, Froud R, Underwood M. Adverse events and
manual therapy: a systematic review. Man Ther. 2010;15(4):355-63.

Swait G, Finch R. What are the risks of manual treatment of the spine? A scop-
ing review for clinicians. Chiropr Man Th. 2017,25(1):37.

Darlow B, Dean S, Perry M, Mathieson F, Baxter GD, Dowell A. Easy to harm,
hard to heal: patient views about the back. Spine. 2015;40(11):842-50.

Diniz LM, Lemes [R, Freire APCF, Guimaraes AF, Ferreira LAC, Franco MR, et

al. Beliefs regarding the use of imaging among patients with low back pain:
a cross—sectional study in the context of a middle-income country. PM R.
2025;17(2):178-86.

Jenkins HJ, Hancock MJ, Maher CG, French SD, Magnussen JS. Understanding
patient beliefs regarding the use of imaging in the management of low back
pain. Eur J Pain. 2016;20(4):573-80.

Vogel S, Mars T, Barton T, Marlin N, Froud R, Eldridge S et al. Clinical risk,
osteopathy and management (CROaM study). 2013. https://hsu.repository.gu
ildhe.ac.uk/id/eprint/152/. Accessed 15 Aug 2025.

Nielsen SM, Tarp S, Christensen R, Bliddal H, Klokker L, Henriksen M. The

risk associated with spinal manipulation: an overview of reviews. Syst Rev.
2017:6(1):64.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

Page 12 of 12

Ernst E. Adverse effects of spinal manipulation: a systematic review. J R Soc
Med. 2007;100(7):330-8.

Darlow B, Perry M, Mathieson F, Stanley J, Melloh M, Marsh R, et al. The devel-
opment and exploratory analysis of the Back Pain Attitudes Questionnaire
(Back-PAQ). BMJ Open. 2014;4(5).e005251.

Corréa LA, Hancock M, Mathieson S, Verhagen A, Darlow B, Hodges PW, et al.
Back pain knowledge and beliefs survey (BackS): development and assess-
ment of measurement properties. Br J Sports Med. 2024;58(23):1426-33.
Darlow B, Dowell A, Baxter GD, Mathieson F, Perry M, Dean S. The enduring
impact of what clinicians say to people with low back pain. Ann Fam Med.
2013;11(6):527-34.

Dima A, Lewith GT, Little P Moss—Morris R, Foster NE, Hankins M, et al.
Patients'treatment beliefs in low back pain: development and validation of a
questionnaire in primary care. Pain. 2015;156(8):1489-500.

Young KJ, Leboeuf-Yde C, Gorrell L, Bergstrém C, Evans DW, Axén |, Chance—
Larsen K, Gagey O, Georgopoulos V, Goncalves G, Harris C. Mechanisms of
manipulation: a systematic review of the literature on immediate anatomical
structural or positional changes in response to manually delivered high-
velocity, low—-amplitude spinal manipulation. Chiropr Man Th. 2024;32(1):28.
Keter DL, Bialosky JE, Brochetti K, Courtney CA, Funabashi M, Karas S, Learman
K, Cook CE. The mechanisms of manual therapy: a living review of systematic,
narrative, and scoping reviews. PLoS ONE. 2025;20(3):e0319586.
Hohenschurz-Schmidt D, Thomson OP, Rossettini G, Miciak M, Newell D,
Roberts L, et al. Avoiding nocebo and other undesirable effects in chiroprac-
tic, osteopathy and physiotherapy: an invitation to reflect. Musculoskelet Sci
Pract. 2022,62:102677.

Grenier J, Rothmund M. A critical review of the role of manual therapy

in the treatment of individuals with low back pain. J Man Manip Ther.
2024;32(5):464-77.

Lewis J, Mintken PE, McDevitt AW. Treating musculoskeletal conditions with
a bit of exercise and manual therapy: are you kidding me? It's time for us to
evolve again. J Man Manip Ther. 2025;33(3):167-72.

Kongsted A, Ris |, Kjaer P, Hartvigsen J. Self-management at the core of back
pain care: 10 key points for clinicians. Braz J Phys Ther. 2021;25(4):396-406.
Petrie KJ, Rief W. Psychobiological mechanisms of placebo and nocebo
effects: pathways to improve treatments and reduce side effects. Annu Rev
Psychol. 2019;70(1):599-625.

Walker B, Hebert J, Stomski N, Clarke B, Bowden R, Losco B, et al. Outcomes of
usual chiropractic: the OUCH randomized controlled trial of adverse events.
Spine. 2013,;38(20):1723-9.

Crouch T, Sturgeon J, Guck A, Hagiwara N, Smith W, Trost Z. Race, ethnicity,
and belief in a just world: implications for chronic pain acceptance among
individuals with chronic low back pain. J Pain. 2023;24(12):2309-18.

Forsythe LP, Carman KL, Szydlowski V, Fayish L, Davidson L, Hickam DH, et al.
Patient engagement in research: early findings from the Patient-Centered
Outcomes Research Institute. Health Aff (Millwood). 2019;38(3):359-67.
Alyousef B, Cicuttini FM, Davis SR, Bell R, Botlero R, Urquhart DM. Negative
beliefs about back pain are associated with persistent, high levels of low back
disability in community-based women. Menopause. 2018;25(9):977-84.
Page MJ, French SD, McKenzie JE, O'Connor DA, Green SE. Recruitment
difficulties in a primary care cluster randomised trial: investigating factors
contributing to general practitioners'recruitment of patients. BMC Med Res
Methodol. 2011;11(1):35.

Alexandre BD, Serafini AJ. Low back pain: biopsychosocial aspects of chronic
and acute pain. Estud Psicol (Campinas). 2022;39:e200209.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://hsu.repository.guildhe.ac.uk/id/eprint/152/
https://hsu.repository.guildhe.ac.uk/id/eprint/152/

	﻿‘It might help, but it won’t fix me’: a qualitative study of individuals’ beliefs about manual therapy for low back pain
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design

	﻿Patient and public involvement
	﻿Participants
	﻿Recruitment
	﻿Data collection
	﻿Research team and reflexivity
	﻿Data analysis

	﻿Results
	﻿Theme 1: Manual therapy as movement
	﻿Theme 2: Self-management and manual therapy go ‘hand in hand’
	﻿Theme 3: Helping me manage or ‘fixing’ my back
	﻿Theme 4: All or nothing; the value of the therapeutic alliance
	﻿Theme 5: In safe hands?

	﻿Discussion
	﻿Study implications
	﻿Strengths and limitations

	﻿Conclusion
	﻿References


