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Abstract 29 

Objectives: Evidence has emerged supporting the value of loaded exercises for rotator cuff 30 

tendinopathy but there are barriers that might prevent implementation of this intervention 31 

in the real-world. The purpose of this study was to explore these potential barriers with 32 

participants involved in a pilot randomised controlled trial (RCT) investigating a self-33 

managed loaded exercise intervention. 34 

Design: A qualitative study within the framework of a mixed methods design. Data was 35 

collected using individual interviews and analysed using the framework method. 36 

Setting: One private physiotherapy clinic in northern England. 37 

Participants: Six patients and two physiotherapists were purposively sampled from those 38 

allocated to the self-managed exercise group within the RCT. 39 

Results: Three themes were generated: 1) Expectations and preferences, 2) Characteristics 40 

of an unsuccessful outcome, 3) Characteristics of a successful outcome. Most patients 41 

expressed expectations contrary to the philosophy of a self-managed approach. But this did 42 

not serve as a barrier when the intervention was offered within a positive and supporting 43 

environment where patients understood the reasons for undertaking the exercise, 44 

effectively self-monitored and engaged with pro-active follow-up. An early and appreciable 45 

response to therapy was also a key factor influencing continuing engagement with the 46 

exercise programme.  47 

Conclusion: With certain caveats including the need to recognise and respond to individual 48 

characteristics, implement effective knowledge translation strategies and the need to 49 

engage with appropriately timed pro-active follow-up, the potential to implement 50 

programmes of self-managed loaded exercise for patients with rotator cuff tendinopathy in 51 

the real-world and in further research studies appears feasible but challenging. 52 

 53 

 54 

 55 

Keywords: rotator cuff, tendinopathy, qualitative research, self-management 56 

 57 

 58 

 59 

 60 

Word count: 3 237 61 

 62 

 63 

 64 

 65 

 66 



  

3 

 

Introduction  67 

Over recent years evidence has emerged supporting the value of loaded exercises for the 68 

treatment of tendinopathy and more recently this has been applied to the rotator cuff [1ʹ69 

3]. However, such exercises are frequently painful to perform, require the patient to take 70 

responsibility for their management, and such exercise prescription does not align with the 71 

clinical reasoning processes of many physiotherapists [4]. Thus, although there is emerging 72 

empirical evidence to support this approach there are real and significant barriers that 73 

might serve to prevent implementation in the real world [5]. 74 

 75 

This paper presents a qualitative investigation of these potential barriers that was 76 

undertaken alongside a pilot randomised controlled trial (RCT) designed to compare a self-77 

managed loaded exercise programme versus usual physiotherapy treatment for rotator cuff 78 

tendinopathy [6,7].  79 

 80 

Methods 81 

Design 82 

A qualitative study was undertaken within the framework of a mixed methods research 83 

design.  84 

Setting 85 

One private physiotherapy clinic in West Yorkshire, northern England. 86 

Participants 87 

A purposive sample of patients complaining of shoulder pain attributable to rotator cuff 88 

tendinopathy was recruited from the twelve patients who undertook a programme of self-89 

managed loaded exercise within the pilot RCT. Patients were selected by the chief 90 

investigator (CL) to gain maximum variation in terms of age, gender and clinical outcome, as 91 

determined by change in Shoulder Pain and Disability Index (SPADI) from baseline to three 92 

month follow-up. As there were only two physiotherapists involved in the delivery of the 93 

intervention both were eligible for inclusion. 94 
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Initial recruitment to the pilot RCT included the procedure for gaining informed consent for 95 

taking part in a future related qualitative investigation. CL contacted patients by phone or e-96 

mail to ask whether they would be willing to participate. If their response was favourable 97 

then a convenient time to undertake an interview was scheduled at the patient͛s home or 98 

physiotherapy clinic.    99 

Data collection 100 

Interviews were directed by semi-structured topic guides (Appendices 1 and 2), recorded 101 

using a digital voice recorder and transcribed verbatim. All interviews were conducted by CL. 102 

The participants were aware that CL was a researcher undertaking the study and also a 103 

physiotherapist by background. 104 

Data Analysis 105 

The qualitative data were analysed independently by CL using the framework method of 106 

analysis [8]. The framework method has been developed specifically for applied research in 107 

which the objectives of the investigation are set a priori [9]. Analysis began with data 108 

familiarisation which underpinned the development of a thematic framework. The 109 

framework formed the basis upon which key issues and themes were developed and by 110 

which the data were examined. Subsequently the data were indexed according to the 111 

framework before a charting process took place; where the data were organised according 112 

to the defined thematic framework. Finally the charts were used to define concepts and find 113 

associations to provide explanations for the findings [8,9]. The analysis was subsequently 114 

checked with reference to the original transcripts and verified by another researcher (PM) 115 

which did not result in significant amendment. 116 

Results 117 

Eight participants were recruited; six patients and two physiotherapists.  Three of the 118 

patients were male (50%), age range was 51 to 74 years (mean 64.7 years) and the change 119 

in SPADI score ranged from +3.1, indicating worse status, to -42.3, indicating improved 120 

status, (mean change -19.7). Both of the physiotherapists were female, each with greater 121 

than 20 years of experience working as physiotherapists in a variety of settings.  122 

Three main themes were generated: 1) Expectations and preferences, 2) Characteristics of a 123 

successful outcome, 3) Characteristics of an unsuccessful outcome. Successful treatment 124 
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outcome was determined by change in SPADI where a 10 point change is regarded as a 125 

minimal clinical important difference and hence was used as a cut-off point with greater 126 

change representing better outcome.  127 

1) Expectations and preferences 128 

The self-managed exercise programme required that patients took responsibility for the 129 

management of their condition and although they returned to the physiotherapist for 130 

follow-up, the focus of this return was to facilitate self-managed behaviour not to offer 131 

hands-on care [7]. However, at the outset it was evident that most of the patients expected 132 

physiotherapy to be therapist-ůĞĚ ĂŶĚ ŝŶĐůƵĚĞ ͚ŚĂŶĚƐ-ŽŶ͛ ŝŶƚĞƌǀĞŶƚŝŽŶ͗ 133 

͚I ĞǆƉĞĐƚĞĚ Ă ďŝƚ ŽĨ Ă ƉƵŵŵĞů ĂĐƚƵĂůůǇ ĂŶĚ Ă ďŝƚ ŽĨ Ă ƚƵŐ ĂďŽƵƚ ĂŶĚ ƐŽŵĞďŽĚǇ ƚŽ ŐŽ ĂŶĚ 134 

ŵĂŬĞ ŝƚ Ăůů ĨĞĞů ďĞƚƚĞƌ͛͘ (ID 18) 135 

This expectation was aligned to how the physiotherapists viewed their role: 136 

͚I Ăŵ ǀĞƌǇ͕ ǀĞƌǇ ŚĂŶĚƐ-ŽŶ ŶŽƌŵĂůůǇ͛͘ (T2) 137 

The patients͛ expectations appeared to be largely informed by previous experiences of 138 

physiotherapy. Prior to recruitment to the pilot RCT, patients were informed that they had 139 

an equal chance of being randomised to the self-managed exercise or usual physiotherapy 140 

treatment arm. However, when patients were allocated to undertake self-managed exercise 141 

these prior expectations appeared to contribute to resentful demoralisation: 142 

͚I ǁĂƐ ƋƵŝƚĞ ƐĐĞƉƚŝĐĂů I ŚĂǀĞ ƚŽ ƐĂǇ ǁŚĞŶ I ǁĞŶƚ ĂŶĚ ǁĞ ĚƌĞǁ ƚŚĞ ĞŶǀĞůŽƉĞ ĂŶĚ ŝƚ ǁĂƐ͕ ǇŽƵ͛ǀĞ 143 

ŐŽƚ͕ ǇŽƵ ŬŶŽǁ͕ ƐĞůĨ I ƚŚŽƵŐŚƚ ŽŚŚ͙ƚŚĂƚ͛Ɛ ŶŽƚ ŐŽŶŶĂ ĚŽ ĂŶǇƚŚŝŶŐ͙I ůŝƚĞƌĂůůǇ ǁĂůŬĞĚ ĚŽǁŶ ƚŚĞ 144 

ƐƚĂŝƌƐ ŽĨ ;ƚŚĞ ƉŚǇƐŝŽƚŚĞƌĂƉǇ ĐůŝŶŝĐ ƚŚŝŶŬŝŶŐ ǁŚĂƚ Ăǀ I ƐŝŐŶĞĚ ƵƉ ĨŽƌ͍͊͛ (ID 29) 145 

This perspective was in keeping with the experience of the physiotherapists: 146 

͚͙ƚŚĞƌĞ ǁĞƌĞ Ă ĨĞǁ ĐƌĞƐƚĨĂůůĞŶ ĨĂĐĞƐ ǁŚĞŶ ƚŚĞǇ ŐŽƚ ƚŚĞ ƐĞůĨ-ŵĂŶĂŐĞĚ ƐŝĚĞ ŽĨ ŝƚ͛͘ (T2) 147 

The clear exception to this was one patient who had previously received extensive 148 

physiotherapy, incorporating a range of therapist-led interventions, without benefit and 149 

entered the trial hoping to be randomised to the self-managed exercise intervention: 150 
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͚͙ĞǆĞƌĐŝƐĞƐ Ğƌŵ I ƚŚŝŶŬ ƚŚĂƚ ǁŽƌŬĞĚ ŵƵĐŚ ďĞƚƚĞƌ ƚŚĂŶ ƉĞƌŝŽĚŝĐ ŝŶũĞĐƚŝŽŶƐ ĂŶĚ Ğƌƌ ǁĞĞŬly 151 

ƉŚǇƐŝŽƚŚĞƌĂƉǇ͛͘ (ID 15) 152 

However, for the majority of patients and the physiotherapists it was clear that their 153 

expectations and preferences did not align with the philosophy of self-management. 154 

2) Characteristics of an unsuccessful outcome 155 

It would be reasonable to expect that where expectations are not met treatment outcome 156 

would be compromised. In this situation, this was not always the case and a more complex 157 

relationship between expectations and outcome arose. In addition to reporting alternative 158 

expectations of physiotherapy, patients regarded as having an unsuccessful outcome also 159 

expressed concerns about the nature of their problem and whether self-managed exercise 160 

was an adequate intervention. Additionally, the patients described the role of the 161 

physiotherapist which, in some situations, seemed to compound the negative nature of 162 

their prior beliefs: 163 

 ͚͙ ǁĞůů I ƚŚŝŶŬ ;ƉŚǇƐŝŽƚŚĞƌĂƉŝƐƚͿ ĨĞůƚ ŵŽƌĞ Žƌ ůĞƐƐ ƐƚƌĂŝŐŚƚ ĂǁĂǇ ƚŚĂƚ ŝƚ ǁĂƐ ƵŶĨŽƌƚƵŶĂƚĞ ƚŚĂƚ 164 

I͛Ě ĚƌĂǁŶ ƚŚĞ ƐŚŽƌƚ ƐƚƌĂǁ ŝŶ ƚĞƌŵƐ ŽĨ ƚŚĂƚ͙͛ (ID 37) 165 

This narrative from the patient perspective was in concordance with opinion expressed by 166 

one of the physiotherapists, where it can be seen that prior beliefs might impact upon their 167 

role in this environment:  168 

͚I ƚŚŝŶŬ ƚŚĞƌĞ ĂƌĞ ƐŽŵĞ ĐůŝĞŶƚƐ ǁŚŽ ĨƌŽŵ ŝŶƚĞƌǀiewing them, doing the examination, that you 169 

get an idea of whether they would be compliant and appropriate, and others you just think 170 

ŝƚΖƐ ƚŽƚĂůůǇ ŝŶĂƉƉƌŽƉƌŝĂƚĞ ĂŶĚ Ă ǁĂƐƚĞ ŽĨ ƚŝŵĞ͛͘ (T1) 171 

Despite these adverse factors, all patients reported that they initially engaged with the self-172 

managed exercise programme. However, a key barrier to on-going engagement appeared to 173 

be a lack of an early and appreciable response to the therapy: 174 

͚͙I ƚŚŝŶŬ ƚŚĂƚ ǁŚĞŶ ǇŽƵ ĨŝŶĚ ƚŚĂƚ ƚŚĞǇ͛ƌĞ ŶŽƚ ŵĂŬŝŶŐ Ă ŐƌĞĂƚ ĚĞĂů ŽĨ ŝŵƉƌŽǀĞŵĞŶƚ͕ ǇŽƵ͛ƌĞ 175 

ůĞƐƐ ŝŶĐůŝŶĞĚ ƚŽ Ğƌŵ ĐŽŶƚŝŶƵĞ ŝƚ͛͘ (ID 37) 176 

Conversely, when the symptoms improved to a certain point, although not resolved, the 177 

impetus to continue was also challenged: 178 
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͚͙I ǁŽƵůĚ ĐŽŶƚŝŶƵĞ ŝĨ ŝƚ ǁĂƐ Ɛƚŝůů ďĂĚůǇ ŚƵƌƚŝŶŐ͙͛ (ID 13) 179 

Despite our initial concerns that pain provoked whilst undertaking the exercise programme 180 

ŵŝŐŚƚ ƐĞƌǀĞ ĂƐ Ă ďĂƌƌŝĞƌ͕ ƚŚŝƐ ǁĂƐŶ͛ƚ Ă ƐŝŐŶŝĨŝĐĂŶƚ ĐŽŶĐĞƌŶ ƚŚĂƚ ǁĂƐ ĞǆƉƌessed by the patients 181 

during the individual interviews. Also, patients did not express any anxiety about what the 182 

pain response meant in terms of tissue damage.  183 

͚͙ I ƐƵƉƉŽƐĞ ǇŽƵ ĞǆƉĞĐƚ ƚŽ ŚĂǀĞ Ă ůŝƚƚůĞ ďŝƚ ŽĨ ƉĂŝŶ ďƵƚ Ğƌŵ I ĐĞƌƚĂŝŶůǇ ǁĂƐŶ͛ƚ ǁŽƌƌǇŝŶŐ ĂďŽƵƚ 184 

any long-term erm, erm problemƐ͛͘ (ID 37) 185 

TŚŝƐ ƉĞƌƐƉĞĐƚŝǀĞ ǁĂƐŶ͛ƚ ƐŚĂƌĞĚ ďǇ one of the physiotherapists: 186 

͚͙ďƵƚ ƚŚĞǇ ǁĞƌĞŶΖƚ ƐŽůĚ ďǇ ƚŚĂƚ ŝĚĞĂ͘ TŚĞǇ ĚŝĚŶΖƚ ůŝŬĞ ƚŚĞ ŝĚĞĂ ŽĨ ƚŚĂƚ͛͘ (T1) 187 

The self-managed exercise programme was designed to be progressive. This requires that 188 

the patients understand how to progress the exercise when indicated or regress if 189 

necessary. Following some early reported benefit from the exercise programme, one patient 190 

indicated subsequent difficulty as the symptoms failed to respond as the programme 191 

progressed. Despite this, they did not consider regressing the programme or seeking advice, 192 

indicating an external locus of control as a potential barrier: 193 

͚I ũƵƐƚ ĨŽůůŽǁĞĚ ǁŚĂƚĞǀĞƌ ƚŚĞ ŶĞǆƚ ŽŶĞ ǁĂƐ͙͙I ũƵƐƚ ŬĞƉƚ ƚŚŝŶŬŝŶŐ I͛ůů ďĞ ŐůĂĚ ǁŚĞŶ I ŐŽ ďĂĐŬ 194 

and I might have something to do a bit easier or something. (ID 17) 195 

The self-managed exercise programme was also designed to facilitate engagement in terms 196 

of minimal time needed to undertake and master the exercise. Despite this, some patients 197 

still expressed concern about attributes of the intervention: 198 

͚͙Ăƚ ĨŝƌƐƚ ŝƚ ƐĞĞŵĞĚ ůŝŬĞ Ă ďŝŐ ƚĂƐŬ ƚŽ ĚŽ͕ ďĞĐĂƵƐĞ ŝƚ ǁĂƐ ĂŶ ĂĚĚŝƚŝŽŶĂů ƚŚŝŶŐ ƚŽ ĚŽ ƚŚƌŽƵŐŚ ƚŚĞ 199 

ĚĂǇ͛͘ (ID 18) 200 

Unexpectedly, disquiet was expressed about the simplicity of the intervention and hence its 201 

lack of potential effectiveness: 202 

͚͙ƚŽ ĐĂƉ ŝƚ Ăůů ŝƚ͛Ɛ ƐƵĐŚ Ă ƐŝŵƉůĞ ĞǆĞƌĐŝƐĞ͘͘͘I ũƵƐƚ ĐĂŵĞ ŽƵƚ ƚŚŝŶŬŝŶŐ ǁĂƐƚĞ ŽĨ ƚŝŵĞ͛͘ (ID 29) 203 

In summary, a range of factors can be identified which might be associated with an 204 

unsuccessful clinical outcome and hence serve as a barrier to implementation in the real 205 
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world. These factors are wide ranging and include the role of prior beliefs, the role of the 206 

physiotherapist, attributes of the intervention, response to therapy and personal attributes, 207 

but they do not seem to act in isolation. Instead there appears to be a complex interplay 208 

between them which ultimately might impact upon the therapeutic response and 209 

experience. 210 

3) Characteristics of a successful outcome 211 

Although patients who regarded themselves as having a satisfactory experience still 212 

reported pre-treatment expectations not aligned with a self-managed exercise approach, 213 

prior beliefs about the source and nature of their problem were not expressed during the 214 

interviews. One patient reflected upon a prior experience in a different way: 215 

͚I͛Ě ĞǆƉĞƌŝĞŶĐĞĚ Ă ǇĞĂƌ ĂŶĚ Ă ŚĂůĨ ŽĨ ƉŚǇƐŝŽƚŚĞƌĂƉǇ ĂŶĚ ŝƚ ďƌŽƵŐŚƚ ĂďŽƵƚ Ă ƌĞůĂƚŝǀĞůǇ ůŝŵŝƚĞĚ 216 

ŝŵƉƌŽǀĞŵĞŶƚ͛͘ (ID 15) 217 

Also, the influence of the physiotherapist was framed in a more positive way: 218 

͚͙ ƐŚĞ ĞǆƉůĂŝŶĞĚ ŝƚ ǀĞƌǇ ǁĞůů ĂŶĚ ƐĂŝĚ ǁŚĂƚ ƚŚĞ Ăŝŵ ǁĂƐ ĂŶĚ ƚŚĂƚ ŝĨ ŝƚ ĚŝĚ ŚƵƌƚ ǁŚĂƚ ƚŽ ĚŽ͙͙I 219 

could ring her if I had problems, and she was very responsive, she rang me back the same 220 

ĚĂǇ ĂŶĚ ƐĂŝĚ ǁŚĂƚ ƚŽ ĚŽ͙I ĨĞůƚ ǀĞƌǇ ĐŽŵĨŽƌƚĂďůĞ͕ ǀĞƌǇ ĐŽŶĨŝĚĞŶƚ͛͘ (ID 18) 221 

In addition to the support offered by the physiotherapist, one patient recognised the role of 222 

their partner in providing feedback and stimulating further engagement with the self-223 

managed exercise programme during times when progress was slow: 224 

͚MǇ ;ƉĂƌƚŶĞƌͿ Ğƌŵ ŬĞƉƚ ƐĂǇŝŶŐ ƚŽ ŵĞ ƚŚĂƚ ;ƚŚĞǇͿ ƚŚŽƵŐŚƚ ƚŚĂƚ I ǁĂƐ ĐŽŵƉůĂŝŶŝng a lot less as 225 

ƚŝŵĞ ǁĞŶƚ ŽŶ͘ I ĚŝĚŶ͛ƚ ĨĞĞů ƚŚĂƚ ďƵƚ ƐŚĞ ĂƐƐƵƌĞĚ ŵĞ ƚŚĂƚ I ǁĂƐ͛ (ID 15) 226 

The need for on-going support to facilitate successful engagement was also recognised by 227 

the physiotherapists. Patients also described personal traits that indicated self-efficacious 228 

individuals who took control of the programme: 229 

͚͙ǁŚŝůĞ I ǁĂƐ ǁĂŝƚŝŶŐ ĨŽƌ ƚŚĞ ŬĞƚƚůĞ ƚŽ ďŽŝů͕ I ǁŽƵůĚ ĚŽ ŝƚ͙͛ (ID 29) 230 

͚͙I ŬĞƉƚ ŵǇ ĚŝĂƌǇ ĂŶĚ I ĂůǁĂǇƐ ǁƌŽƚĞ ǁŚǇ IΖĚ ŶŽƚ ĚŽŶĞ ŝƚ ƐŽ ƚŚĂƚ I ĐŽƵůĚ ƚŚŝŶŬ ƚŽ ŵǇƐĞůĨ ǁĞůů 231 

ŚŽǁ ĐĂŶ I Ĩŝƚ ƚŚĂƚ ŝŶ ƚŚĞŶ͍͛ (ID 18) 232 
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Other personal attributes were also described: 233 

͚͙I ǁĂƐ ĚƌŝǀĞŶ ƚŽ ŐĞƚ ƌŝĚ ŽĨ ƚŚŝƐ ƉĂŝŶ ƌĞĂůůǇ͕ ƐŽ I ƚŚŽƵŐŚƚ IΖŵ ŐŽŝŶŐ ƚŽ ŐŝǀĞ ƚŚŝƐ Ă ƌĞĂůůǇ ŐŽŽĚ 234 

ŐŽ ĂŶĚ ĚŽ ŝƚ ƉƌŽƉĞƌůǇ͛͘ (ID 18) 235 

͚I͛ŵ ƵƐĞĚ ƚŽ ĞǆĞƌĐŝƐĞ ĂŶĚ I ŬŶŽǁ ƚŚĂƚ ƌĞƉĞĂƚĞĚ ĞǆĞƌĐŝƐĞ ŝŵƉƌŽǀĞƐ ƐƚƌĞŶŐƚŚ ĂŶĚ ŵŽďŝůŝƚǇ͛͘ (ID 236 

15)  237 

In some circumstances the physiotherapists felt able to identify patients who they expected 238 

would successfully engage with the self-managed exercise programme: 239 

͚͙I ƚŚŝŶŬ ŝƚΖƐ Ă ĐĞƌƚĂŝŶ ƚǇƉĞ ŽĨ ƉĞƌƐŽŶ ǁŚĞƌĞ ǇŽƵΖƌĞ ŐŽŝŶŐ ƚŽ ďe able to have success with a 240 

regime of exercises and no hands-ŽŶ͕ I ǁŽƵůĚ ƐĂǇ͙ PĞŽƉůĞ ǁŚŽ ǁĞƌĞ ǀĞƌǇ ƉŽƐŝƚŝǀĞ ĂďŽƵƚ 241 

ůŝĨĞ͙ ƚŚĞǇ ǁĞƌĞ ƵƐƵĂůůǇ ƋƵŝƚĞ ŽƵƚŐŽŝŶŐ͕ ƋƵŝƚĞ ĐŽŶĨŝĚĞŶƚ ŝŶ ƚŚĞŵƐĞůǀĞƐ ĂŶĚ ƋƵŝƚĞ ĚĞƚĞƌŵŝŶĞĚ͛͘ 242 

(T1) 243 

However, despite these inherent individual traits, one patient reflected upon a previous 244 

episode of physiotherapy when engagement with a prescribed exercise programme was 245 

limited: 246 

 ͚I ĚŝĚŶ͛ƚ ĚŽ ƚŚĞŵ͘͘͘I ĚŽŶΖƚ ŬŶŽǁ - because I thought they were doing it for me. So I came back 247 

with the booklet but I ĚŝĚŶΖƚ ĚŽ ƚŚĞŵ͘ I ƚŚŽƵŐŚƚ ŽŚ ǁĞůů͕ IΖŵ ŐŽŝŶŐ ďĂĐŬ ŶĞǆƚ ǁĞĞŬ͛͘ (ID 18) 248 

Other attributes of the intervention which facilitated engagement were also recognised. 249 

Whereas some patients had found aspects of the intervention difficult to implement, those 250 

patients who reported a successful outcome detailed different experiences: 251 

͚͙ǁŝƚŚ ŝƚ ďĞŝŶŐ ƐƵĐŚ ĂŶ ĞĂƐǇ ĞǆĞƌĐŝƐĞ ŝƚ͙ďĞĐĂŵĞ ƉĂƌƚ ŽĨ Ă ƌŽƵƚŝŶĞ ͙I ǁŽƵůĚ ĚŽ͕ ŝƚ ǁĂƐ ƐŚŽƌƚ͕ 252 

ƐŚŽƌƚ ĂŶĚ ƐǁĞĞƚ͘ SŽ ŝƚ ǁĂƐŶ͛ƚ Ă ĐĂƐĞ ŽĨ ŚĂǀŝŶŐ ƚŽ ĨŝŶĚ ƚŝŵĞ ƚŽ ĚŽ ŝƚ͕ ŝƚ ũƵƐƚ ŶĂƚƵƌĂůůǇ ĨĞůů ŝŶto a 253 

ůŝƚƚůĞ ƐŽƌƚ ŽĨ ƌŽƵƚŝŶĞ ƚŚĂƚ I ŚĂǀĞ͛͘ (ID 29) 254 

With reference to the exercise diary which is used as a key component of the programme as 255 

a means of self-monitoring, one patient reflected: 256 

͚͙I ƐƚƵĐŬ ƚŚĞ ƐŚĞĞƚ ƚŚĂƚ I ǁĂƐ ŐŝǀĞŶ ŽŶ ƚŚĞ ĨƌŝĚŐĞ ƐŽ ŝƚ ǁĂƐ ƚŚĞƌe in the kitchen to remind me 257 

ĞǀĞƌǇ ĚĂǇ͛͘ (ID 29) 258 
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Additionally, with regards to the pro-active follow-up by the physiotherapist, another 259 

patient recognised: 260 

͚͙I ŬŶĞǁ I ǁĂƐ ƐĞĞŝŶŐ ;ƉŚǇƐŝŽƚŚĞƌĂƉŝƐƚͿ ŽŶ ƚŚŽƐĞ ƌĞŐƵůĂƌ ĂƉƉŽŝŶƚŵĞŶƚƐ͖ ŝƚ ǁĂƐ ĞǀĞƌǇ ĨŽƵƌ 261 

weeks wasn't it? So because I knew I was seeing her, I didn't want to go to her and say I've 262 

ŶŽƚ ĚŽŶĞ ŝƚ͘ SŽ ƚŚĂƚ ǁĂƐ Ă ŵŽƚŝǀĂƚŽƌ ƚŽ ŵĞ͙͛ (ID 18) 263 

Importantly, despite initial feelings of demoralisation, patients experienced a favourable 264 

therapeutic response that persuaded them of the potential value of the programme to 265 

them: 266 

͚͙ǁŚĞŶ I ƐƚĂƌƚĞĚ ƐĞĞŝŶŐ ƚŚĞ ƌĞƐƵůƚƐ͙I ǁĂƐ ƐŽ ƉůĞĂƐĞĚ ǁŝƚŚ ŝƚ ƚŚĂƚ ƚŚĂƚ ŵŽƚŝǀĂƚĞĚ ŵĞ ŽŶ ŵŽƌĞ 267 

ĂŶĚ ŵŽƌĞ ƚŽ ŬĞĞƉ ŐŽŝŶŐ͛͘ (ID 18) 268 

͚͙ŝƚ ũƵƐƚ ĐĂƌƌŝĞĚ ŽŶ ŝŵƉƌŽǀŝŶŐ Ğƌŵ ĂŶĚ ŝƚ ŵĂĚĞ ŵĞ ƌĞĂůŝƐĞ ŚŽǁ ǁĞĂŬ ƚŚĞ Ăƌŵ ǁĂƐ ͙I ǁĂƐ 269 

ƋƵŝƚĞ ƉůĞĂƐĞĚ ƚŚĂƚ ŝƚ ĐĂŵĞ ŽŶ ƐŽ ƋƵŝĐŬůǇ͛͘ (ID 29) 270 

Also, patients expressed an interesting opinion regarding pain and exercise: 271 

 ͚͙ŝĨ ŝƚ͛Ɛ ŶŽƚ ŚƵƌƚŝŶŐ ŝƚ͛Ɛ ŶŽƚ ŚĞůƉŝŶŐ͙͛  (ID 13) 272 

In summary, for some patients, expectations of what constitutes useful physiotherapy did 273 

not serve as a barrier to satisfactory treatment outcome with a self-managed exercise 274 

programme. This held true when the programme was offered within a positive and 275 

supporting environment where patients understood the reasons for undertaking the 276 

exercise and had means to self-monitor and return for pro-active follow-up. Response to 277 

therapy appeared to be a key factor influencing engagement. Individual traits, including self-278 

efficacy, also appeared to play an important role in facilitating successful self-managed 279 

behaviour.  280 

Discussion 281 

The primary aim of this study was to explore participant experience and barriers that might 282 

serve to prevent implementation of the self-managed exercise intervention. Despite most 283 

patients expressing expectations of physiotherapy contrary to the philosophy of self-284 

management, this did not serve as a barrier to successful treatment outcome when the 285 

intervention was offered within a positive and supporting environment where patients 286 
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understood the reasons for undertaking the exercise, effectively self-monitored and 287 

engaged with pro-active follow-up. Additionally, an early and appreciable response to 288 

therapy appears to have been a key factor influencing continuing engagement with the 289 

exercise programme.  290 

Within the context of this study, most patients expressed discontent when randomised to 291 

the self-managed exercise arm of the pilot RCT; a phenomenon recognised in other areas of 292 

research as resentful demoralisation [10]. The importance of recognising patient 293 

preferences and meeting patient expectations as a means of improving treatment outcome 294 

is not a new phenomenon. The influence of expectations in clinical practice has long been 295 

recognised and patient preference trials have been developed for evaluation in research 296 

settings [10]. In this context, if a self-managed intervention is to be successfully 297 

implemented, the relevance of expectations needs to be recognised and pro-actively 298 

addressed through open discussion. 299 

Interestingly, despite negative initial feelings, the patients reported that they still engaged 300 

with the intervention, in terms of adhering to the exercise programme. However, a key 301 

feature of continuing engagement appeared to be an early and appreciable therapeutic 302 

response. Where this did not happen, the motivation of some patients waned.  This is a 303 

concern because worthwhile response to therapeutic exercise is generally expected to take 304 

time [11]. This highlights the need for educational strategies to foster more realistic 305 

expectations of prognosis but also indicates that pro-active follow-ups by the 306 

physiotherapists, in the form of a telephone call or clinic appointment, should be offered.   307 

Prior concerns relating to pain, produced whilst exercising, as a barrier to engagement were 308 

not apparent here in relation to the patients at least. However, it was evident that patients 309 

had a level of acceptable pain response which, if exceeded, had the potential to impact 310 

negatively. When delivering the self-managed exercise intervention, physiotherapists would 311 

need to be aware of this when progressing the programme and also when working with 312 

patients to help them adapt the programme to their individual capacity which includes an 313 

understanding of how to regress the exercise but maintain engagement if the pain response 314 

becomes unacceptable. 315 
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The influence of the prior beliefs of the patients was evident but so too were the prior 316 

beliefs of the physiotherapists, which might impact upon delivery of the intervention. In a 317 

profession where therapist-ůĞĚ ͚ŚĂŶĚƐ-ŽŶ͛ ŝŶƚĞƌǀĞŶƚŝŽŶ ŝƐ ƌĞŐĂƌĚĞĚ ĂƐ Ă ǀŝƚĂů ĂŶĚ ĐĞŶƚƌĂů 318 

intervention [4,12], a move towards a self-managed approach represents a seismic shift 319 

which would need to be managed appropriately through, among other things, education 320 

and training relating to the theory and application of self-management. 321 

In addition to the role of the physiotherapist, personal attributes of the patients were 322 

important, particularly self-efficacy, defined as the confidence to perform a specific task or 323 

behaviour [13]. Self-efficacious individuals were able to organise themselves and their 324 

lifestyle to incorporate the exercise programme. However, it does appear that the 325 

programme has the capacity to enhance individual self-efficacy through processes including 326 

knowledge translation, exercise/ skill acquisition, self-monitoring, goal setting, problem 327 

solving and pro-active follow-up and hence a self-managed approach in this context does 328 

not necessarily require wholly self-efficacious individuals at the outset.  329 

Limitations 330 

This study was conducted with eight participants recruited via their involvement in a RCT 331 

and the data were collected and analysed by one individual. Although most readers would 332 

now not judge qualitative research from the perspective of its capacity to generate data 333 

regarded as being generalisable, such a context might hamper the transferability, credibility 334 

and confirmability of the findings. However, it is reassuring to note that the patient 335 

recounted similar ideas and themes, both in the positive and negative whilst reflecting upon 336 

their experience which might actually enhance both the transferability and credibility. 337 

Furthermore, the participants were fully aware of the chief investigator͛s background and 338 

role in the research and in spite of this were not put off from relaying both positive and 339 

negative experiences. Finally, a transparent method of data analysis was adopted and the 340 

outcome of this was verified by a second researcher without the need for subsequent 341 

substantial amendment which does add to the confirmability of the output. 342 

Conclusion 343 

With certain caveats including the need to recognise individual traits, implement effective 344 

knowledge translation strategies for both patients and physiotherapists and the need to 345 
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engage with appropriately timed pro-active follow-up the potential to implement 346 

programmes of self-managed loaded exercise for patients with rotator cuff tendinopathy in 347 

the real world and in further research studies appears feasible but challenging. 348 
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Appendix 1 417 

Interview Topic Guide - Patients 418 

 419 

Thank you for agreeing to take part in this study and thank you for agreeing to discuss your 420 

experience. 421 

Will you begin by briefly describing your shoulder complaint, how it affected you and whether it 422 

responded to the therapy? 423 

Your treatment largely required you to undertake exercise independently. How did you feel about 424 

this?  425 

Is this what you expected from physiotherapy treatment? 426 

Did you encounter any problems completing the exercises? 427 

In addition to completing the exercises independently, I also expect that at times they could be 428 

uncomfortable to do. Again, how did you feel about this? 429 

Did you expect the exercises to be uncomfortable? 430 

Did the discomfort associated with the exercise concern you? 431 

Is there anything further you would like to mention or discuss? 432 

 433 

Thank you for taking the time to discuss your experience. 434 

 435 

 436 

 437 

 438 

 439 

 440 

 441 

 442 

 443 

 444 



  

17 

 

Appendix 2 445 

Interview Topic Guide - Physiotherapists 446 

 447 

Thank you for agreeing to take part in this study and thank you for agreeing to discuss your 448 

experience. 449 

Will you begin by briefly describing your background and experience in relation to shoulder 450 

disorders? 451 

As part of the study, you were asked to deliver treatment as usual and treatment according to the 452 

research protocol. Did you find that the 2 approaches were significantly different from one another? 453 

Did you encounter any problems delivering the loaded exercise intervention? For example, any 454 

concerns about prescribing exercises that were uncomfortable or any concerns about relying on the 455 

patient to self-manage their condition? 456 

Did the patients report any concerns to you? 457 

If this study were to be repeated on a larger scale with other physiotherapists, would you have any 458 

further advice to offer? 459 

Is there anything further you would like to mention or discuss? 460 

 461 

Thank you for taking the time to discuss your experience. 462 

 463 

 464 


