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PA support for people with MSK conditions

Word count: 5338

Introduction

The number of people in the UK affected by musculoskeletal (MSK) conditions is growing *.
Certain groups are disproportionally affected, such as those from minoritised ethnic
communities, who are more likely to have greater levels of pain 2 and less likely to be
physically active 3. National guidance highlights the role of healthcare professionals (HCPs)
in supporting people with MSK conditions to engage with physical activity (PA) 4, however,
little research has focused on understanding what optimum support should look like. One in
five GP consultations are related to MSK conditions >, it is therefore important to

understand how and in what ways, advice, support, and guidance is translated into practice.

Literature focusing on minoritised ethnic groups report a range of barriers affecting self-
management and engagement with PA including: a lack of access to PA opportunities, time,
knowledge of resources ®7, language barriers, fear of racial harassment or abuse when
exercising &, and poor communication and inadequate information from HCPs °. Exploring
the impact of these wider determinants could improve understanding of contextual factors
and enable the development of more effective guidance for supporting PA engagement for

under-served population groups.

This project adopted a realist perspective, to understand ‘what works, in which
circumstances, and for whom?’ rather than merely ‘does it work?’ °. An additional stage
integrated Q-methodology as a tool to understand the priorities of stakeholders to find out
what was most important from their perspective. The aim was to understand the support
needs and preferences to engage with PA, for people with MSK conditions from ethnic

minoritised communities, drawing on academic evidence and stakeholder engagement.

Patient and Public Involvement
Two public contributors were involved. One was able to commit to the initial ideas stage
only, and one (TB) remained on the team and was involved in decision-making throughout

all stages of the project. Both contributors were from ethnic minority population groups.
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Realist Methodology

Realist Methodology is a form of theory-driven applied research particularly appropriate for
unpacking complex interventions and pathways because of the focus on understanding how
they work in different contexts, and importantly, why. It embraces the idea that complexity
is inherent in social systems 1° with a key aim to make explicit the ways in which various
contexts affect outcomes via the triggering (or inhibiting) of various mechanisms 1. Several
Hypotheses or ‘initial programme theories’ are developed in the form of context-
mechanism-outcome configurations to explain the interaction between contexts (C) (such as
economic, geographic, social, cultural factors), mechanisms (M) (the underlying processes
which generate the outcomes of interest), and outcomes (O) (intended or unintended

consequences of the mechanisms and related contexts)*2.

Q-Methodology

Q-methodology explores the subjective views of people with lived experience of the
phenomenon being examined, to understand what is meaningful and valued from their
perspective 13, Participants rank statements relative to each other by sorting across a
continuum of agreement to disagreement using a bell shaped grid (figure 1) 3. The value in
adopting Q-methodology over other qualitative approaches, is that it provides the tools
(utilising inverse factor analysis methods) for making subjective meanings objective, offering
a systematic means to examine human subjectivity *4, and enabling the relative importance
of different topics, within sub-groups of the sample population to be identified and

explained.

INSERT FIGURE 1 HERE

Combining methodologies

Q-methodology is increasingly being adopted in healthcare research °, and has been
integrated into realist evaluation approaches to assist with the refinement of initial
programme theories 8. The philosophical compatibility between the two approaches relates
to the starting point of any Q-study, the concourse or ‘a field of shared knowledge and

meaning from which you can extract a range of statements about any situation or context’
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17 aligning to the realist approach of capturing the contextual conditions needed to trigger

mechanisms that lead to outcomes 1.

Design and Methods

This project combined realist synthesis with stakeholder engagement and a Q-sort exercise
to develop and refine initial programme theories. Guided by realist synthesis literature &%°
four steps included: 1) defining the scope of the review, 2) searching and extracting the

literature, 3) stakeholder validation, and 4) further validation and refinement using g-sort.

Ethical Approval
Ethical approval was granted for the g-sort study on 5% July 2022 from the University of the
West of England Faculty Research Ethics Committee (HAS.22.05.106).

Step 1: Defining the scope of the review

First, we scoped the literature to hypothesise potential factors affecting engagement with
PA for those with MSK conditions from minoritised ethnic population groups. This included
developing search terms following informal community engagement (the lead researcher
and PPI contributor visited several local community groups to informally discuss the broader
topics) guided by the public contributor (TB) who had established links with several minority
ethnic community groups. This was important to refine and focus the work, by asking
community members what areas of interest were important to them. We asked what the
focus of the project should be, and if the initial topics we had identified were important and

relevant. This step ensured relevance of the project scope, purpose, and research questions.

Step 2: Searching and extracting the literature

Databases (PubMed, CINAHL, PsycINFO, Medline) were searched in March 2022 (Appendix
1). Papers were included if they contained: 1) MSK population, 2) PA as a topic, 3) ethnic
minority population groups. Papers focusing on broader self-management were included if
they provided specific insight into PA. Papers were excluded if they didn’t include a patient
perspective. Citation tracking was carried out, and sibling studies and policy documents

were included if they helped to refute, refine, or substantiate initial theory ideas. Data
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extraction was guided by recognised realist review procedures 120 in the form of
‘journaling’ 2. This technique subjectively highlights key concepts to provide insight and
causal explanation. Data were collated from the included papers, grouped into similar topics
areas (communication/language, trust, literacy, cultural awareness) and this information
was used to write early theory ideas in the form of ‘if, then’ statements, pulling out
elements from the documents to help answer the research objectives. For example, ‘IF
there are mis-matched expectations between healthcare professional (HCP) and patient, or
decisions have already been made by the HCP about treatment options, THEN the patient
will become disillusioned and disengaged from the interaction BECAUSE there was no
sharing of power in the process, and treatment decisions or advice about healthy

behaviours are not relevant, acceptable, or valued by the patient.’

Step 3: Validation with content experts - stakeholder workshops

Stakeholder workshops acted as a form of validation (sense checking with a view to making
refinements) for the initial rough programme theories (in the form of ‘if, then’ statements)
with content experts, in this case patients with MSK conditions from minority ethnic groups.
Participants were identified by the PPI contributor who re-visited local community groups
and invited people to take part. Local community champions highlighted a need for
translated participant materials, and participant information sheets and consent forms were
translated into Arabic and Farsi by a professional local council translation service. A
translator (known to workshop participants) was also present during the workshops.
Involving knowledge users (workshop participants) in this way increases the relevance and
clarity of the review products (included papers), as well as their relevance to current
practice (Saul et al, 2013). ‘If, then’ statements were articulated into context, mechanism,

outcome (CMO) configurations.

Step 4: Further validation and refinement using a Q-sort
A further stage of validation and refinement was carried out by re-engaging with earlier
stakeholders and asking them to complete a prioritisation (g-sort) exercise, as described

below.



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

PA support for people with MSK conditions

Q-Set: Development of statements

A ‘Q-set’ or set of 25 statements were developed from the initial programme theory areas
which were drawn out of the literature and refined by the initial stakeholder engagement
sessions. Short sentences/statements were created which aligned with the theory areas,
and wording for each statement was piloted with PPl team members to check clarity and

understanding (Appendix 2).

P-Set: Selection of participants

Recruitment of participants was carried out via stakeholder groups identified in earlier
steps. The invite was also extended more broadly across wider community groups via links
established in earlier steps. An information sheet (translated into Arabic and Farsi) and
contact details were shared amongst community groups, and interested participants were
asked to contact the research team or public contributor to arrange a g-sort session. Each
participant was given a £10 voucher to thank them for their time. A translator was available
for Q-sort sessions where needed, and they worked one-to-one with participants to assist in

translating the Q-set and instructions for the Q-sort exercise.

Data collection
Following informed consent, participants were given cards (with statement headings
printed) and a large, laminated sheet with the printed g-grid. Translators were present

when needed.

Q-Sort session: 1) The lead researcher (AB) gave an overview of the topic areas and earlier
work. 2) Each participant was given individual topic cards to place on the g-grid according to
how much they agreed with the statement. The grid sorted the statements according to
level of agreement/disagreement horizontally (with statements being equal vertically).
Before sorting onto the grid, participants were asked to sort the statements into three piles
of agree/disagree/neutral to help them with the process. Data were recorded and stored on
a password protected university computer. 3) After each g-sort, participants were asked

brief questions about the statements, including why they had chosen to place them on
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different areas of the grid (e.g. top 3, bottom 3). Answers were recorded and used to

highlight key points about the most and least important topics.

Data Analysis

By-person factor analysis was carried out using the statistical programme PQmethod %2. The
programme looks for groups of participants who have rank ordered statements in a similar
fashion, illustrating how they share similar perspectives 3. The anonymised audio-responses

were collated, and quotes used to highlight key points.

Sample

Data analysis techniques in Q methodology represent an inversion of traditional factor
analysis techniques, where the ‘Q-set’ or set of statements become the ‘study sample’, and
the ‘P-set’ or participants who carry out the sorting exercise become the variables 3. The
purpose here is not to generalise to the larger population, but to uncover the meaning and
quality of viewpoints and to compare them across different groups. Outputs from the g-sort

were used to refine the initial programme theories developed in earlier steps.

Results
Literature searches were carried out in March 2022. 17 papers were included (Appendix 3)

(figure 2).

INSERT FIGURE 2 HERE

Initial CMOCs (Version 1)

Following completion of data extraction, initial theorising, and validation from stakeholder
workshops (Four workshops were held (Summer 2022), 45 people attended in total.
Ethnicities included: Afghan, Black African, Black Caribbean, Black Caribbean/British,
British/South African, Chinese, Egyptian, Filipino, Guatemalan, Korean/Norwegian,
Lebanese, Moroccan, Syrian, Turkish. MSK condition areas included: hip, low back, knee,

wrist, shoulder, neck) several initial programme theories were developed (See Appendix 4).
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Q-Sort Results
Eighteen participants (Table 1) completed a g-sort session between July and September
2023. Sixteen participants gave verbal feedback about their choices following the exercise.

INSERT TABLE 1 HERE

Following Q-factor analysis, a two-factor solution was chosen. Twelve participants loaded
onto factor 1, and six participants loaded into factor 2. By-factor rankings of all statements

are provided in Appendix 5.

Factor 1: A valued therapeutic relationship where | am listened to, not dismissed, and with
ongoing accessible support

Factor 1 had an eigenvalue of 5.14 and explained 29% of the study variance. Twelve
participants were significantly associated with this factor. They included 11 female and one
male. All participants were able to converse in English, and no interpreters were needed for

any of the g-sort sessions.

A key focus for this factor group centred on the importance of building a trusted and valued
therapeutic relationship with a healthcare professional, alongside elements of positive
shared decision making such as being listened to (9: +4) not feeling dismissed (7: +3) and
having enough time during an appointment to talk through symptoms and treatment

options (4: +2).

Despite this, having the same viewpoints as a healthcare professional (6: 0) and an equal
balance of power (10: -1) when making decisions together about treatment and physical
activity options (20: -1) was less important, whereas elements of patient centred care such
as being able to build a relationship with the same individual (11: +3). Being able to easily
access long-term support (14: +1) and follow-up appointments with the same person (13:
+1) was central, as was the ability to book an appointment in the first instance (2: +3). For

this group, a translator was not a requirement (1: -4).

Conversely, having a healthcare professional understand one’s broader cultural background
and values (16: -1) or having knowledge of, and links with, one’s community (25: -2) was not

essential, however, healthcare professionals actively recognising and acknowledging a
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history of negative experiences often related to healthcare (15: +1) was relevant,

particularly when there is a focus on re-building trust.

Overall, the sense that this group valued a strong relationship with a healthcare provider
that enabled them to receive efficient support and advice to be physically active, potentially
earlier on in the care pathway, came through as more relevant when compared to broader
physical activity engagement and signposting to activities (20: -1), including knowing about
locally available exercise classes or courses (19: -2) or having lots of choice of physical

activity options in their local area (18: -3).

Factor 2: We can’t get to the support that we want and need. The front door is locked!
Factor 2 had an eigenvalue of 1.85 and explained 10% of the study variance. Six participants
(5 female, 1 male) were significantly associated with this factor. Three participants were

supported by interpreters during the Q-sort exercise.

For this factor group a significant issue was being able to access the necessary support from
the health system. Complicated booking processes meant that being able to book an initial
appointment (2: +4) (or follow-up appointments (13: +2)) to get help and advice was difficult
(2: +4), and this was further impacted by not being given the choice of a face-to-face
appointment rather than online or telephone (5: +3). A lack of access to translation services,
particularly at this initial step of engaging with the health service within primary care (1: +3)
added another barrier to accessing support, and these difficulties at the start of the journey

was further impacted by not knowing who or where to go for relevant advice (3: +1).

If it was possible to book an appointment to see a healthcare professional, the importance
of shared power during the consultation was valuable for this group (10: +2), though having
the same viewpoint about treatment options as the healthcare professional was not always
deemed necessary (6: -2). Group preferences were to be directed by a healthcare
professional about what type of physical activity sessions or classes might be most
appropriate for them to do (20: +2), though this didn’t need to extend to what classes or
courses were accessible locally (17: -4) (19: -2) and it wasn’t necessary for healthcare

professionals to know all about local communities (25: -1).
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A focus on patient centred care for this group included the importance of healthcare
professionals recognising the relevance of a history of negative experiences and
discrimination related to healthcare (15: +1) and how this might impact ongoing
engagement with support, for example, a number described seeking alternative pathways
to care (via A&E etc) avoiding other options because of negative experience. It was also
important for this group that healthcare professionals understand an individual’s cultural
values to help re-build trust (16: +1) and not be dismissed (7: +1). Conversely, seeing the
same person (11: 0), being listened to (9: 0) and having enough time to describe symptoms
(4: -1) were not as relevant, and neither was being supported or directed by friends or
family to specific physical activities (21: -3) or seeing similar types of people like me, being

active (22: -1).

Overall, a significant barrier for this factor group was being able to access health service
support in the first place, knowing where and who to speak to, and being able to arrange a
translator to be present at this first step. Beyond this initial engagement, receiving
knowledge from an expert about what activities were most appropriate was important,
whilst at the same time acknowledging previous negative experiences so that efforts could

be made to rebuild trust within both the therapeutic and wider health system relationship.

Refined CMOCs (Version 2)

Following consideration of the results of the Q-Sort, and review of most and least important
topic areas for both factor group (Appendices 7 and 9), initial programme theories were
refined and are reported below. Qualitative data illustrating viewpoints within each factor

group and how these are reflected in the CMOs below, are reported in appendices 6,8,10.

1) Lack of initial access to support in primary care

CMO 1a) Getting through the front door - Complex booking procedures and inadequate

translation services make initial engagement difficult.

Context: Complex procedures to book an initial appointment, and absence of choice of

interaction, particularly for those who need support from translation services, make it
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difficult to engage with the primary care system, to successfully receive MSK self-
management support from a HCP. 23-28

Mechanism: Patients are unable to book an initial appointment (resource), and this leads
to them becoming disengaged and disillusioned with the system early on (response).
Outcome: Disengagement. A poor experience early on when trying to access support in
primary care, means that patients are less likely to reengage, and increases the chances of

them exploring alternative treatment routes, such as presenting to secondary care (A&E).

It is important that patients receive timely support to engage with healthy behaviours such
as PA, but there are major barriers at the initial stage of engagement with the health
system. It is difficult to navigate the primary care system to book an appointment to explore
options for MSK support with a healthcare professional (e.g. complex online booking
systems), complicated by a lack of choice of interaction with HCP (face-to-face, online,
telephone), and availability of interpreting services during the initial booking stage. This lack
of access at the start of the MSK pathway reduces the likelihood of the patient having the
opportunity to receive adequate skill training, education, and knowledge about successful
self-management and PA. This poor experience causes patients to become disengaged with
the system early on, meaning that they are less likely to reengage, and increasing the
chances of patients exploring alternative treatment routes, including presenting into

secondary care (A&E).

CMO 1b) Time to talk - The impact of time constraints on patient-centred care

Context: Pressures on the health system results in short appointment times, means there
is insufficient time and continuity to support best practice in the delivery of patient-
centred care. ¥, (stakeholder engagement).

Mechanism: Longer appt times, which are patient-focused, means that the patient is
listened to, and can fully explain the experience and impact of their pain and symptoms,
and their needs for support.

Outcome: patient is more likely to engage with advice provided regarding self-

management and engagement with health behaviours.

10
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Short appointment times mean that patients do not feel listened to, and are unable to
adequately describe their symptoms, experience of pain, and support needs. This results in
the patient feeling dismissed, becoming disengaged with the service more broadly, and
reduced likelihood of them re-engaging with the system for support in the future. Longer
appointment times which are patient-centred, with a greater focus on listening and
understanding the patients’ experience of pain and symptoms, where decisions are shared,

make the patient experience more positive.

2) The nature of MSK self-management support - Understanding the importance of

the therapeutic relationship and value of shared conversations

CMO 2a) The negative impact of dismissive attitudes and mismatched expectations on

shared decision making — the fine art of balancing power

Context: Patients and healthcare professionals may not share the same expectations from
an encounter due to negative messaging around aging, dismissive attitudes, or differing
perspectives on the options available for discussion.?327,28

Mechanism: If there is clear, accurate, and positive messaging about MSK conditions and
options for engaging in self-management and PA, and an understanding of the
expectations of the patient, then patients and healthcare professionals will engage in
shared decision-making bringing equal input into the process.

Outcome: The patient will value the care and advice received and engage with self-

management and healthy behaviour such as PA.

The impact of mis-matched expectations between HCP and patient, leads to a sense that
decisions have already been made and there is no sharing of power in the decision-making
process, which results in feelings of dismissal and an increased likelihood of disengagement
or dissatisfaction with the encounter. This can be further compounded when a patient
receives negative messaging around aging (‘this is very normal for your age, just take
painkillers’) or if HCPs dismiss the concerns of the patient, meaning that it becomes more
difficult to work together with shared power and make decisions about the management of

the MSK condition which are acceptable to the patient.

11
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CMO 2b) Developing a positive therapeutic relationship and re-building trust between HCP

and patient.

Context: A lack of consistent care, difficulty in re-establishing contact for support, and
history of discrimination and negative experiences can impact attitudes and expectations
about future care, resulting in a lack of trust in the HCP and system more widely. This
means that the patient might avoid future engagement with the service where poor care
was received and seek alternative avenues of support.?>28-32

Mechanism: Acknowledging previous negative experiences and ensuring consistent and
accessible care which is driven by the HCP/team actively ‘checking-in’ with the patient,
could help to restore trust, encourage engagement and activation from the patient, and
strengthen the therapeutic relationship.

Outcome: Active engagement from the healthcare professional to help restore trust and
strengthen the therapeutic relationship, impacting future engagement with advice

received about self-management and healthy behaviours.

Consistent care with the same HCP (or team), who listens and does not dismiss the topics
that the patient brings to the conversation, can support the development of a positive
therapeutic relationship, impacting future engagement with advice received within that
relationship. Furthermore, if HCPs (or teams) can maintain contact with disengaged patients
and ensure regular check-ins to support self-management, this will positively impact the
relationship, helping to restore trust and engagement with healthy behaviours such as PA
over the long-term. If a patient has a negative experience in the health system, then they
will be less likely to engage with future care and may take an alternative route to care
(avoiding the service where poor area received). Acknowledging that negative past
experiences impact attitudes and expectations about future care is vital to support the
future development of a strong therapeutic relationship. When a patient has previously
experienced discrimination which has led to a poor care experience, this will lead to further
mistrust and disillusionment and will increase the changes of disengagement from the

service, and the seeking of alternative routes of care.

12
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CMO 2c) Cultural relevance in developing collaborative therapeutic relationships.

Context: Cultural relevance is an important element of patient-centred care, and a good
understanding of the ethnocultural values of local communities can help HCPs to consider
how self-management strategies and engagement with healthy behaviours is viewed from
different cultural perspectives.?42>31-35

Mechanisms: Having a good awareness of the cultural values within local communities
can help HCPs to understand and provide relevant and acceptable self-management
advice and information on relevant PA opportunities.

Outcomes: Development of more collaborative therapeutic relationships, where patient is

listened to, and viewpoints are not dismissed.

There is a benefit to HCPs understanding the ethnocultural values of local community

groups, and this will positively impact their ability to provide patient-centred support and
advice. Having an awareness of local communities and their cultural differences can help
HCPs relate to their communities, meaning that they are more able to understand the
patient perspective, and provide relevant and acceptable self-management support and PA

advice.

3) Accessible long-term support for PA engagement

CMO 3a: Clinician recommended PA opportunities increase knowledge and exposure to PA.

Context: It is important to consider how knowledge about local opportunities is shared.
Patients want up-to-date information from a credible source (directly from a HCP/health
service) about what opportunities are available locally. 6:2>28-30,36,37

Mechanism: Up-to-date information about relevant local PA opportunities, ideally coming
directly from a HCP through joined up working with community groups, means that
patients will trust and value the information.

Outcome: Increased likelihood of long-term engagement with healthy behaviours such as

PA, as well as increased feelings of social connectedness and feelings of belonging.

13
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Patients felt it was important to know what PA opportunities were available locally but
wanted up-to-date information from a credible source (via a community leader with links to
HCPs, or directly from a HCP). If up-to-date information about relevant local PA
opportunities are available and come from a credible source through joined up working via
community groups and HCPs, this can increase the likelihood of engagement with various PA
activities. Patients trust the source, the information is relevant and meaningful, and it

simplifies decision-making about PA engagement.

Discussion

This realist synthesis and integrated g-sort study explored the barriers and facilitators
impacting how people with MSK conditions from minority ethnic communities are
supported to engage with PA. Initial programme theories were developed from the
literature, then validated and refined by combining stakeholder engagement and g-
methodology to highlight important topics. The findings have been able to investigate to a
greater depth the barriers identified in previous literature, such as a lack of access to PA
opportunities, time, knowledge of resources &7, language barriers, fear of racial harassment
or abuse when exercising &, and poor communication and inadequate information from

HCPs °.

This review shows that complex booking procedures and inadequate translation services
make initial engagement with primary care difficult, emphasise the impact of time
constraints on effective patient-centred care, dismissive attitudes on shared decision
making, the importance of a positive therapeutic relationship and re-building trust, cultural
relevance in developing collaborative conversations, and significance of PA advice coming
from a credible source (HCP). Many of these topics sit outside of the more commonly
reported barriers such as lack of facilities or time and focus more on the importance of
receiving adequate support and advice from the health system, to gain the knowledge and
skills needed to confidently engage in physical activity. Difficulties in getting an initial
appointment to access support was highlighted, holding greater relevance for people who
required translation support at this first step. The problem of equal access to care,

potentially overshadows the relevance of re-building trust by acknowledging previous

14
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negative experiences and delivering culturally relevant support and care, emphasising the

nuance around service level equality and deeper equity issues.

A focus on patient centred care for this group included the importance of healthcare
professionals recognising the relevance of a history of negative experiences and
discrimination related to healthcare (15: +1) and how this might impact ongoing
engagement with support. For example, several participants described seeking alternative
pathways to care (via A&E etc) avoiding other options because of previous negative
experiences. It was also important for this group that healthcare professionals understand

an individual’s cultural values to help re-build trust (16: +1) and not be dismissed (7: +1).

Access to health service support

Not being able to get an initial appointment with a HCP to discuss symptoms, diagnosis,
potential treatment options and subsequent engagement with healthy behaviours such as
PA was highlighted from multiple literature sources, during both stakeholder workshops and
the g-sort sessions, as being a major barrier, contributing to disillusionment and
disengagement with the health service more broadly. This finding is echoed in other
literature which highlights the importance of getting the basics right, ensuring that
healthcare professionals communicate with people in a format that works for them, and
offer meaningful support 3. Moreover, findings from this work highlight how not getting the
basics right is likely to affect specific population groups more greatly than others. This point
is perhaps overlooked in PA literature which focuses further along the pathway on barriers
to engagement with actual PA, rather than barriers to accessing the support to engage with

PA.

Recommendation: Research and service evaluation should focus on opportunities to
remove barriers to initial health system engagement for people from underserved
communities, and particularly those who require assistance with language translation.
Shifting MSK care to be more place-based, removing barriers to access, simplifying booking
procedures, embedding interpreting services, and providing longer appointments where

needed, could enable those impacted with the greatest inequities to more easily access

15
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support and advice to engage with relevant and acceptable PA opportunities. One emerging
model of care which could address such barriers is the Community Appointment Day (CAD)
which provides a comprehensive range of MSK support services under one roof, typically
local leisure centres, and offered to patients on MSK referral waiting lists. The model offers
access to services including assessments, advice, health promotion, rehabilitation and
community and voluntary sector support, all in a non-medicalised environment and on the

same day3°.

Nature of health service support

Dismissive attitudes of HCPs, mismatched expectations, not being listened to, or feeling
valued and engaged during a healthcare consultation all contributed to further
dissatisfaction and disillusionment of the health system. HCP guiding principles %° frequently
highlight shared decision-making and person-centred care as core constructs embedded in
patient care, yet findings highlighted that such principles are not reflected widely. The
importance of listening, to understand the needs and expectations of the patient, and
restore trust by acknowledging previous negative experiences, should be a fundamental
element of care, and is echoed in other literature which highlights the need for clinicians to
provide decision support through two-way communication, sharing expertise in an
understandable way, and listening to and acting on patient’s preferences *%. The relevance
of cultural health capitol, a set of cultural skills, verbal and nonverbal competencies,
attitudes and behaviours, and interactional styles, cultivated by both patients and clinicians,
and the extent to which these impact positive health care relationships is highly relevant
here 42 with the findings from this work reinforcing the importance and relevance of such
skills. Health professionals need the skills and empathy #3 to accurately access an

individual’s understanding and capacity to manage their condition 4.

Recommendation: Are you listening? Findings highlight the importance of listening to
understand the needs and expectations of the patient and consider avenues for shared
decision making and therapeutic relationship development. Talking about PA — future

research should seek to understand the beliefs, attitudes and barriers to healthcare
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professionals recommending PA for MSK conditions, to influence future guidance on shared

decision making and therapeutic relationships in MSK long-term condition management.

Access to PA opportunities

The importance of receiving advice from a credible source was key. Participants wanted up-
to-date, accurate, culturally relevant, in-depth advice from a healthcare professional about
what physical activities could be beneficial and wanted ‘more than just a sheet of exercises.’
Recommendation: Future research and service evaluation should explore how models of
care might be adapted so that HCPs can better support PA engagement through awareness

of up-to-date local PA opportunities, cultural relevance of different activities, and

opportunities for joined up working with local communities.

Strengths and Limitations

A key strength of this project was the involvement of stakeholders, whose input helped to
direct the work initially, highlight key topics of interest, and refine programme theories
throughout. Whilst the results are not generalisable to the wider population, the approach
was able to gain a greater understanding of how broad health system issues are likely to be
impacting specific populations groups more greatly than others.

The realist approach to literature synthesis provided an opportunity to gain a nuanced and
detailed understanding of the issues surrounding optimal support (and access to support)
for PA engagement. These initial theories will be utilised in future work, becoming the
object of inquiry and framework for examining and theory testing at a greater scale (realist

evaluation) =7,

Although the participant sample were made up of people from ethnic minority population
groups in the UK, most did not require translation support. Therefore, it is important to
acknowledge that the results are likely to reflect the experiences of those not needing
translation support, and a sample where most participants did require translation support
may have yielded different outcomes. This is also the first time that the lead author has
adopted both realist and g methodologies. In future, they might consider adjusting future g-

sort sessions, for example, carrying out more in-depth follow-up interviews to understand
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each individual’s g-sort, rather than focusing on the reasoning behind only the most/least

important ranked statements.

Conclusion

Findings from this work contribute to our understanding of inequities experienced across
MSK pathways in the UK and highlight how they might be addressed, emphasising tangible
actions to remove barriers to accessing support, as well as healthcare professional
confidence and training requirements to deliver effective shared decision making and the

ability to develop strong therapeutic working relationships.

This work illustrates how broader contextual factors impact the ways in which people with
MSK conditions from underserved population groups can access good quality support from
the health system and subsequent engagement with PA. Whilst these issues form only a
small part of a bigger problem of the wider societal determinants of health, it is reasonable
to suggest that small actions have the potential to make change, and that removing
identified barriers has the potential to impact both the inequities and inequalities seen

across MSK pathways.
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