Ames et al. BMC Geriatrics (2024) 24:24 BMC Geri atrics
https://doi.org/10.1186/512877-023-04608-4

). ®
Acceptability, values, and preferences G

of older people for chronic low back pain
management; a qualitative evidence synthesis

Heather Ames'", Christine Hillestad Hestevik' and Andrew M. Briggs®>

Abstract

Background Chronic primary low back pain (CPLBP) and other musculoskeletal conditions represent a sizable
attribution to the global burden of disability, with rates greatest in older age. There are multiple and varied interven-
tions for CPLBP, delivered by a wide range of health and care workers. However, it is not known if these are accept-
able to or align with the values and preferences of care recipients. The objective of this synthesis was to under-
stand the key factors influencing the acceptability of, and values and preferences for, interventions/care for CPLBP
from the perspective of people over 60 and their caregivers.

Methods We searched MEDLINE, CINAHL and OpenAlex, for eligible studies from inception until April 2022. We
included studies that used qualitative methods for data collection and analysis; explored the perceptions and expe-
riences of older people and their caregivers about interventions to treat CPLBP; from any setting globally. We con-
ducted a best fit framework synthesis using a framework developed specifically for this review. We assessed our
certainty in the findings using GRADE-CERQuial.

Results All 22 included studies represented older people’s experiences and had representation across a range

of geographies and economic contexts. No studies were identified on caregivers. Older people living with CPLBP
express values and preferences for their care that relate to therapeutic encounters and the importance of therapeu-
tic alliance, irrespective of the type of treatment, choice of intervention, and intervention delivery modalities. Older
people with CPLBP value therapeutic encounters that validate, legitimise, and respect their pain experience, consider
their context holistically, prioritise their needs and preferences, adopt a person-centred and tailored approach to care,
and are supported by interprofessional communication. Older people valued care that provided benefit to them,
included interventions beyond analgesic medicines alone and was financially and geographically accessible.

Conclusions These findings provide critical context to the implementation of clinical guidelines into practice,
particularly related to how care providers interact with older people and how components of care are delivered, their
location and their cost. Further research is needed focusing on low- and middle-income settings, vulnerable popula-
tions, and caregivers.
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Background

Low back pain (LBP) and other musculoskeletal con-
ditions represent a sizable contribution to the global
burden of disability [1-5]. While the prevalence and
impact of LBP are relevant across the life-course, global
estimates for prevalence and disability show rates to be
greatest in older age. The high prevalence of LBP in older
people accounts for frequent care seeking for LBP [6],
particularly among older adults experiencing recurrent
LBP [7]. The number of older people experiencing and
seeking care for LBP is expected to increase due to popu-
lation ageing and an increasing prevalence of risk factors
for noncommunicable diseases [8]. Despite this, inter-
vention trials and clinical guidelines for LBP dispropor-
tionately underrepresent older people [9, 10], potentially
leaving an important knowledge gap for optimal care of
LBP in older people.

Clinical management of LBP is characterized by mul-
tiple and varied interventions, delivered by a wide range
of health and care workers [11-20]. In many contexts the
interventions delivered may not be aligned with best evi-
dence leading to unwarranted care variation and poten-
tial harm. Further, interventions may not be aligned with
the values, preferences and acceptability attitudes among
care recipients (and/or their carers), substantiating the
need for global guidelines in this area [21]. Importantly,
values and preferences of older people likely differ to
younger adults. From the perspective of healthy ageing,
carers are an essential workforce for supporting func-
tional ability in older people and enabling ageing in place.
The perspectives of carers are therefore critical to ensure
care planning and delivery for any health condition expe-
rienced by an older people is feasible and acceptable and
does not negatively impact on the quality of life of the
carer [22, 23] . For example, recent work has also identi-
fied the need to sample perspectives of carers related to
delivery of care for people living with chronic pain [24].

In response to this context and the priority to support
healthy ageing, the World Health Organization (WHO)
initiated the development of standard clinical guideline
for the non-surgical management of chronic primary LBP
(CPLBP) in adults, including older people, in primary
and community care settings in 2020 [21]. The guidelines
were published in December 2023 [25].

This qualitative evidence synthesis was commissioned
in parallel to several systematic reviews of evidence of
benefits and harms of prioritized interventions for the
Guideline, synthesized from randomized controlled trials
(RCTs) [26—44]. These interventions were broad in scope,
intensity and setting for delivery (reflected in the inclu-
sion criteria for this synthesis). The aim of all the inter-
ventions is to improve health and wellbeing outcomes
for people living with CPLBP. However, it is important to
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explore how this broad variation in interventions is per-
ceived and experienced by older people with CPLBP and/
or their caregivers (formal or informal, family members).
Are some interventions more accepted than others? Are
there differences between the interventions and/or access
to them related to equity (gender, culture, place of resi-
dence, socio economic status) or setting (geographic or
health care setting)? These important context questions
can only be comprehensively answered using qualitative
research methods. These contextual data are intended
to support the development of the WHO guideline and
complement additional perspectives brought to the
development process by other stakeholders involved in
the guideline development, consistent with WHO guide-
line development methods [45].

It is important to consider people’s preferences around
interventions when formulating and implementing clini-
cal management guidelines. In this paper we use the
concept of person-centred care, in order to encompass a
broader perspective than those related to being a patient.
We have adopted the definition of person-centred care
that is used in the WHO Guideline, that is “Person-cen-
tred care means eliciting an individual’s values, prefer-
ences and priorities: once expressed, they should guide
all aspects of that person’s health care, supporting their
personalized health and life goals” [46, 47].

An intervention may be proven effective but if it is not
accepted by people living with the condition (and/or their
carers) or they feel it causes burden or harm, it will not be
adopted. An important step in a WHO guidelines devel-
opment process is to consider what people living with
CPLBP and their caregivers find acceptable? Feasible?
Valued? [45] For example, there is a need to understand
preferences and perspectives concerning accessibility,
availability, affordability, perceived quality, burden [time,
distance, frequency of visits], stigma, duration of thera-
peutic effect, person/patient’s role (passive or active role),
immediacy of treatment effect, configuration of the care
team-— single practitioner or team approach, influence on
comorbid health conditions, and symptoms related to the
treatment. Some of these dimensions of value, preference
and acceptability have been identified as previously as
important to decision-making around treatments among
older adults with osteoarthritis [48]. To date there has
been some research conducted that considers people’s
preferences for treatment for CPLBP [49-55]. However,
to our knowledge, there has been no synthesis of primary
qualitative research exploring the key factors influencing
the implementation, uptake, and experience of interven-
tions designed to manage CPLBP from the perspective of
people aged over 60 and their caregivers.

The objective of this qualitative evidence synthesis
(QES) was to understand the key factors influencing the
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acceptability of, and values and preferences/perspec-
tives for, interventions/care for CPLBP from the perspec-
tive of people over 60 and their caregivers. The purpose
of the QES was to inform the development of the WHO
guideline [25].

Methods

This QES followed the best practice as described by the
Cochrane collaboration in their handbook [56, 57]. The
protocol was registered on PROSPERO at inception
(https://www.crd.york.ac.uk/prospero/display_record.
php?RecordID=328469).

We included primary studies with qualitative study
designs. We included mixed-methods studies when it
was possible to extract the data that were collected and
analysed using qualitative methods. The inclusion criteria
are described in Table 1.

We searched in two databases (MEDLINE and
CINAHL powered by Ovid) (April 28, 2022) and sup-
plemented the search with a search in an open-source
dataset, OpenAlex [59, 60] (May 3, 2022) through the
EPPI-Reviewer platform [59]. We also screened the refer-
ences of the included studies. Finally, we asked members
of the WHO Guideline Development Group to recom-
mend any relevant research they were aware of.

To maximise efficiency of the study selection process,
we used the machine learning function “priority screen-
ing” in the systematic review software EPPI-reviewer
[61].

Two review authors (HA and CHH) independently
assessed eligibility of the titles and abstracts. We

Table 1 Inclusion criteria
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retrieved the full text of all the papers identified as poten-
tially relevant. Two authors (HA and CHH) then assessed
the eligibility of these papers independently. Discrepan-
cies in decisions were resolved by discussion among the
authors.

Data extraction was performed using a data extraction
form designed specifically for this review. One author
performed the data extraction and a second author
checked for accuracy against the source paper and any
discordances were resolved through consensus discus-
sion. We extracted the following information from the
studies; author, year of publication, geographic setting,
description of context, data collection methods (sam-
pling, collection, and analysis), description of partici-
pants covering the aspects named in the inclusion table
(see Table 1) and if ethics approval was given for the
study.

We assessed the methodological limitations of the
included studies using a list of domains iteratively devel-
oped by the Cochrane EPOC group [62—-65]. We did not
exclude studies based on our assessment of methodologi-
cal limitations but used the information about methodo-
logical limitations to assess our confidence in the review
findings.

We analysed the data by conducting a best fit frame-
work synthesis [66—69]. Best fit framework synthesis
is a qualitative synthesis method that blends deduc-
tive and inductive synthesis and analysis processes. As
part of the synthesis method, review authors identify a
conceptual framework that fits at least 50% of the data.
After data extraction, data that does not fit within the

Perspective

Adults aged 60years and over with CPLBP and/or their caregivers (formal or informal, family members),

including studies where the mean age of participants is 60 or over in high-income settings. For cohorts
sampled in low- or middle-income countries (LMIC) we lowered the age threshold to the second half

of life, based on median life expectancy for the country, as defined by WHO. We also applied this criterion
to vulnerable population groups within a high-income country, based on median life expectancy

of the that vulnerable group (e.g., indigenous populations or other ethnic minority groups).

Setting
Phenomenon (topic) of interest (equiva-

Primary or community care, residential aged care/supportive care facility, or any community setting
The acceptability of, and values and preferences for, interventions/care for CPLBP Interventions of interest

We applied the same operational definition as adopted by the WHO Guideline, consistent with ICD-11
and the IASP definition of chronic primary pain (low back pain). Specifically, CPLBP was defined as “pain
that persists or recurs for longer than three months and is associated with symptoms that cannot be bet-
ter accounted for by another diagnosis, such as a structural lesion or a disease process. No criteria were
applied relating to an experience of emotional distress or functional disability." [58]

CPLBP experienced continuously or recurrently for more than 3 months

lent to the five intervention [PICO] include:
classes) - Medicines
- Physical therapies
- Psychological therapies
- Education
« Multi-component interventions
Time/Timing
Findings

Older adult participant’s perspectives, experiences or insights regarding to values, preferences, cost/

resources, acceptability and equity [45]
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framework is further analysed in order to develop a
new framework that includes all of the data. We used
the themes identified in the scoping review on older
adults’ perceptions and experiences of integrated
care by Lawless et al. [70], a conceptual framework
from Chua et al. on choosing interventions for hip
or knee osteoarthritis [48] as well as the PROGRESS
Plus framework that addresses issues related to equity
[71] to generate an a priori theoretical framework. We
chose these frameworks as they were relevant to the
topic we were exploring and expected to cover at least
50% of the data. The PROGRESS+ framework [71]
was added to address the specific needs of the WHO
guidelines process around equity, gender and human
rights. HA moved the extracted data into the frame-
work and CHH checked the data. We then analysed
the data within each framework section and devel-
oped our findings. Relevant data that did not fit into
the framework were analysed thematically. We used
a thematic analysis approach as described by Miles
and Huberman [72] as referred to in Carroll 2013 [66]
in their paper on best fit framework synthesis. New
themes were generated based on our interpretation
of the evidence and constant comparison of the new
themes across the included studies. In accordance with
best fit framework synthesis methods, we inductively
expanded the a priori framework to include a section
on person-centred care and communication to reflect
the breadth of all our findings.

Findings were then organized according to the
domains defined in the WHO Handbook for Guide-
line Development that inform the determination of
a recommendation, derived from qualitative evi-
dence, including values and preferences, resource
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implications, equity and human rights, acceptability
and feasibility (See Table 2).

Finally, we assessed our confidence in the findings using
GRADE-CERQual [73]. We present detailed descriptions
of our confidence assessment in Evidence Profile(s) [74].

In each section we present the summary of findings
table and a summary of the main points discussed in
the findings. For specific findings and our confidence in
them please refer to Tables 4-9 (Summary of Qualita-
tive Evidence Tables).

Review author reflexivity

Neither Heather Ames (HA), Christine Hillestad Hes-
tevik (CHH) or Andrew Briggs (AMB) have reached the
age of 60, so we do not understand the lived experience
of being an older adult. HA is a previous elite athlete who
has experience with chronic musculoskeletal pain and
interventions due to injury and AMB has experience of
chronic musculoskeletal pain. Both HA and AMB’s par-
ents are over 60, have experienced chronic pain and have
discussed their treatments with them. All authors sup-
port an evidence-based medicine approach to care. AMB
is a clinician, researcher, and health systems professional
in the field of chronic musculoskeletal pain. CHH does
not have personal experience with chronic musculoskel-
etal pain or treatment interventions. She did her PhD on
healthcare provided to older people from the perspec-
tives of older persons, their family caregivers and health-
care professionals and has some experience with older
persons experiences with encounters when in need of
healthcare. These prior experiences, particularly a lived
experience of chronic musculoskeletal pain, lead us to
believe in the difficulties older people are facing. It also
felt like the topics that were being raised were familiar
from the perspective of personal and research experience.

Table 2 Descriptions of Evidence to Decision (EtD) factors that determine the direction and strength of a recommendation in WHO

guidelines [45] (page 124)

EtD factor
Values and preferences

How the factor influences the direction and strength of a recommendation
This describes the relative importance assigned to health outcomes by those affected by them; how such importance varies

within and across populations; and whether this importance or variability is surrounded by uncertainty. The less uncer-
tainty or variability there is about the values and preferences of people experiencing the critical or important outcomes,
the greater the likelihood of a strong recommendation.

Resource implications

This pertains to how resource-intense an intervention is, whether it is cost-effective and whether it offers any incremen-

tal benefit. The more advantageous or clearly disadvantageous the resource implications are, the greater the likelihood
of a strong recommendation either for or against the intervention.

Equity and human rights  The greater the likelihood that the intervention will reduce inequities, improve equity, or contribute to the realization of one
or several human rights as defined under the international legal framework, the greater the likelihood of a strong recom-

mendation.
Acceptability
Feasibility

The greater the acceptability of an option to all or most stakeholders, the greater the likelihood of a strong recommendation.
The greater the feasibility of an option from the standpoint of all or most stakeholders, the greater the likelihood of a strong

recommendation. Feasibility overlaps with values and preferences, resource considerations, existing infrastructures, equity,
cultural norms, legal frameworks, and many other considerations.
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Findings

From a yield of 1878 unique citations, 22 studies were
included in this review, reflected in 24 reports. See
Fig. 1 for the study selection process. For a description
of the included studies see Table 3.

The included studies were conducted in the United
States (n=8) [53, 54, 78, 90, 91, 93, 94, 96], United King-
dom (n=3) [77, 79, 92], Germany (n=2) [85, 86], Swe-
den (n=2) [75, 87], Australia (n=2) [84, 88, 89], Canada
(n=1) [80], Chile (r=1) [95], Brazil (n=1) [76], and
Nigeria (n=2) [81-83]. One study focused on Aboriginal
Australians, a vulnerable population [88, 89]. In 14 of the
studies all participants were aged 60 or older [53, 54, 77,
80, 84-87, 90, 91, 93-96]. In five, the mean or median age
of the participants were 60 or older [75, 76, 78, 79, 92].
Three studies were included under the inclusion criteria
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for age for a low or middle-income country or identified
vulnerable population [75, 81-83, 88, 89]. In these stud-
ies, the age of the participants ranged from 26 to 72 years,
but we only used disaggregated results from participants
aged 40 or above.

In 16 of the studies, the participants were community-
dwelling older adults [53, 54, 76-78, 80—83, 87-91, 93—
96]. Three of the studies were conducted in a primary
health care setting but the residence of the participants
was not discussed [75, 85, 86]. In three studies, the set-
ting was unclear so we could not define the residence
of the participants [79, 84, 92]. Nine of the studies were
nested in a trial or a larger feasibility study [53, 54, 84, 86,
90-94].

We did not identify any studies that explored the per-
ceptions or experiences of caregivers (formal or informal,
family members).

)

g References identified in References removed before
= Database search (n = 2144) screening:
g Open Alex search (n = 382) > Duplicates (n = 548)
=
)
=

!

)
: References excluded by
References reviewed -
(n=1978) 2 Human (n = 820)
Machine learning (n =990)

= 4
=
g Included for full text review > Full texts not found
B (n=168) (n=2)
>,
S
=
: l

Full texts reviewed
(n=166)

Full texts excluded
Target group (n=117)
Topic of interest (n = 18)
Study design (n=7)

v

;’ l
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Fig. 1 Study selection flowchart



Page 6 of 22

(2024) 24:24

Ames et al. BMC Geriatrics

yoeoidde ypomawely e buikojdwa
e1EP 343 JO SISA[RUR 1USIUOD
11eWAY] D11BUIISAS ‘SMIIAIDIUL
PaINIdNIIS IWS paseq auoydalal

yoeoidde yiomawels syl
BuIsn sasAjeue dIewayl ‘SMalA
-191Ul [BNPIAIPUI PRIN1DNIIS-IWIDS

SIsA[eue 1U91U0d 9AN

-ONPUl ‘SMIIAISIUI PINIDNILS 1SS
Abojouswousyd

JINSUSWIBY ‘SMIIAJISIUI [ENPIAIPU

sisAjeue
J11eWaY ‘SMalAIRIUl dNolb SN0

sisAjeue dljewayl aAl
-dNPUI ‘SMIIAISIUL PRINIDNIIS-IUISS

SISAjeue YIoMael) ‘SMIIA
-191Ul P2INIDNIIS-IWISS [BNPIAIPU|

SISA[PUB 1USIUOD 3SINOISIP ‘SMIIA
-191Ul P2INIDNIIS-IUISS [BNPIAIPU|

SIsAjeue 1USIUOD SAIIRYI[BND ‘'SMIIA
-J91Ul PAINIDNIIS-ILUSS [enpIAIPU|

“ured ydeq Jo

9posids Juada1 1SOW ISy J0)
sisuopoeld yum bupyaas Jusw
-1e311 INOGE BUBW-UOISIDIP 519
-124ns ured 3oeq Uo sadusN|ul Y|

Aunwiuwod

uelabIN |einl e ul (dg1D) uted yoeq
MOJ DIUOJYD DY Pads-Uuou yim
Bulal sjdoad Jo sadusladxy
Aj¥oom 2ouo

P3J31SIUILIPE ‘SUOISSSS UOISSND
-SIP YHM SUOISSIS 3SID19XS [ENpPIA
-Ipul saresodiodul 1ey wesboid
1usWabeuew-§9s dnoib yoam

XIS e ‘weiboid yoeg pooo ay |

9SIDJoXo Je| mem

(dg1J0

JuswWabeuew [eD1UID 01 JO ‘SJUSU
-1e3.1 J19y30 01 ‘(A12buns jeurds Jo
‘swesboid Jusawiealy [edisAyd pue
|ed1b0j0ydAsd pauigquiod ‘ainy
-oundnde ‘Adesayy [enuewd ‘as1d
-19X2 'UOBDIPAW) SIUBWIRRIL g

uled 32eq d1uoIyd JO DU
-90dx9 31 INOCe S9AIRLIBU JUBIIRY

BulIoIUBW-I23d

'S2I1UAIDR 3y1| A|lep pue ‘sja119q
‘uted Uo sisoubelp [ed1ul]D JO DU
-nyut a3y buipiebal suondadiagd

218D
YB2Y YIIM SI21UN0dUS 2dualiadx3

U3|eSH SUSWOAN UO ApNiS
[eUIPN1IBUOT UBIjRIISNY DY) JO
1ed se pa1dnpuod sem 1d3foid ay |

SsiauIRy
1uesead Buljemp-A1unuwiuod)

Buljemp-Aunwiuod

Buljemp-Alunwiuwod

dg7 40 asnedaq Jauonideld
IAYD 10 10ID0P Ajiwiey 41341 pa1Ns
U0 Aj3Ua23l pey oym syNpy

synpe buljemp Aunwiwod

Apnis ay3 a10§3q

syuow 9 01 € AdesayolsAyd wouy
pableYDSIp 219M OYM S)NpPe
139p|0 Buljeamp Alunwwod

olluer

Sp 01y JO A1ID Y1 Ul SIDIAISS JUL1)
-edino Adeiayy [eJISAYd PaISIA
OYM SYNPe Bulamp Aunuwo)

1uswiedsp

AKouabiawa ay1 ybnoiyy 1o
$10120p 918 Alewlid wouj [es
-194a1 e A |exdsoy ay1 01
panIwpe a1am syuedidiled

UaUJOM
%001 's1eah 59-09 pabe ‘05 =N

USWIOM
%05 ‘69-0€ pabe ‘0g=N

USWOM 9%6°9/
‘(I'71 4S) 6 €S 9be ueaw ‘zz =N
U2WOM

%0/ '£6-99 pabe ‘0L =N

USWIOM
%9 ‘(s1eak 79 abe ueipaw)
plo sieak g-6¢ pabe ‘5 =N
USWOM 9408 ‘09 190

pabe syuedpiied 0| yum
'sieakg/-67 pabe ‘0z=N

USWIOM %G/
‘3A0Qe pue s1eak g9 pabe ‘gg =N

USWIOM %E8
(€1 AS) £/09 be uesw 0/ =N

USWIOM 94GG ‘sipak 99 abe
ue|pawl ‘sieaky/-6€ pabe ‘=N

(OIH) ellRASNY [¥8] (710¢) Aqury

(OINT) BUSBIN  [€8] (£107) 29OpPIYD-Isomb)

[¢8'18] (0coC pue

(DIA) eLRBIN 6107) 290pIYD 1samB

(OIH) epeued [08] (020?) AeH

(OIH) ‘pue|bug (621 (€107) W

(OIH) vSn [8/] (£10¢) sbuiwwnd

[££1(£107) 413d00)

(OIH) puepo>s

(OINT) I1zeig [9/] (1207) wyuog

(OIH) uspams (/1 (6100) Ay

yoeoidde d>nLjeue
pue spoyiaw uold3)|0d eyeq

3s343)ul Jo (31dol) uouswouayd

Bumeas

sopsuaRIRYd UOR|NdOod

(dnoib s|qesauina

/21140 DIH) A13uno) (1eak) 1oyany

SoIpNis poapn|dUl JO Soiislisldeley) € ajqel



Page 7 of 22

(2024) 24:24

Ames et al. BMC Geriatrics

Abojouswou
-ayd /SM3JAISIUI PRINIDNIIS-ILUDS

AK103Y1 papunolb
‘SMBIAIDIU] PRINIDNIIS-IUISS

s)npe 1apjo Ag UsnLIM SaLeIp
UOIIBIPW JO SISAeUR JUSIUOD

SiSAjeue diewayl

9Al1eY|[eNb 03 Yyoeoldde UsALP 1x3}
2AIDNPUI Ue ‘sdnoib sndoy 9| pue
SMIIAIDIUL PRINIDNIIS-IUISS €7

poy1aw aAneled
-UJ0J JURISUOD ‘SMIIAIIUI Yidap U|

sisAjeue
1UIU0D ‘SMalAIR1IUl dNoIb SND04

sisAjeue
JIeWaYl /SMaIAISIUL dnolb snoo-

*A11In23s [einynd pue Aydesbou
-U19 eIl A pawioyu| ‘A1Indas
[eanynd pue Aydeibouyia jesiulp Aq
PaWLIOJUI SM3IAIRIUI Yidap-U|

UONBSUIPUOD 1% D11
-WSISAS ‘MBIAISIUI PRINIDNIAIS-IWISS

SISAjeue 1USIUOD ‘PaINIdNILS [LWLISS

AKloayy
papunolb ‘smalalaiul dnoib sndo4

ssA[eue 1USIUOD YIIM
pasAjeue 219M SUOISSS 3y} JO
SOdPIA PUB SMIIAISIUI [BNPIAIPU|

sayoeosdde
Juswabeuew ured Jo sadUSISAXT

Alwiogap [eulds Ag pasnp
-oud uted d1uo1yd Jo 9dusadx3

welboid uoneypaw ssau
-INJpuIL %23M-g e O 11} [edlul[D

uled yoeq
BunouIsal 10j bupeas-aled Hul
-psebal sanndadsiad pue sjaljeg

"91D-J|95 10}
10ddns Jo uoIsInoId UO SMIIA
J19Y1 pue uled 35eq Wia1-buoy 1oy
2182-4|35 JO dUBIAX3 SIUdIRd
oidesdoiiyd Jo 10300 pue sio}
-D0p |e2IpaW AQ 1UsWabeuew-0d
dg71 104 SYNpe Jap|o JO S9OUIII

weiboud ssaujnypuIw yoam-1ybig

sueljensny [eu
-16110QYy JO SJ9119q uled 3oeq Mo
Adelay |lenuew pazienads Jaye
SISIDJDXS SUIOY JO SIDPUILIAI SB
Buibessaw 1xa1 auoyd 3|IGOW

weJboid Adesayy [ed1sAyd paseq
-2InNsodxa [einolAeySg-aAIHUbOD

SHIIM 7 | J0J S3SSB|D
AJyIUOW pue ‘S393MQ 10j S3558|D
API9IMIQ ‘SY29M  J0OJ S3SSE[D
ADOoMm ‘S9aM 7 | 10 S3sse|d
Ajyoam a31m1 yum bujuuibag
UOIUAIRIUI 1YD [B,1499M-O¢

‘POLIS }99M-6 B JIAO SUOISSS 91N
-UIW-S{ 9AjPMY ‘Weboid o ay |

Buljlemp Anunwiuwod
Buljlemp Aunwiuwod

Buljemp Aunwiwod

Buljlemp AHunwWwo)

sao30eid 4o
924Y3 1e splodas Juaned ybnoiyy
UIOpUEI 1B PRYIUSPI I9M OYM

s)npe 90€ Jo ajdwies pay
-11e11s e Jo Aanins eysod e ybnouyy
paynuUSp! 4am siuedidiied

Bullemp AHUNWIWOD)

Bul|lomp AHUNWIWo)

Buljlemp Aunwiwod

Buljlamp AHUNwWIwod

Bumes aled Arewnd v

Bul|lemp AHunwiwo)

wiesboid ay3 ul

B11211> UOISN|DUI 10} PaUSIDS
oym ‘siauoliided [esauab
119U} A pa112j21 91aMm S1udfied

UBWIOM %79 ('S
Qs) siesA |/ sbe uesw ‘| z=N

UsaWOM

%08 '6/-/9 pabe 0L =N
USWOM 947G

(£5QS) €, obe ueswW '/z=N

's1e9K 91 'USWOMN
%89 ‘€8 dbe Uelpaw ‘c6 =N

UaWOM
%8/t 's1eak £g-g¢ pabe ‘cr =N

USWOM 96/ ‘Sieak

(08 AS) ¢'s/) 9be uesw '8y =N
USWIOM 9%09

(1'2 0S) 99/ ueaw abe 'sg=pN

UaWJIOM
%t i€ 's1eakz/-9z pabe ‘ze=N

USWIOM 96£'¢S '(98-£9 dbuel)
/'9/ 9be ueauwl ‘pabe ‘G| =N
USWIOM 9%G'79

(L' QS) 97L 9be uesw ‘9| =N

UswoM
%19 '@A0Qe 10 59 pabe ‘gL =N

UaWOM
%E'18(6'S dS) 6'€L pebegL=N

OIH) vsn
OIH) @1ud

(OIH) vSn

(OIH) vSn

OIH N

OIH) vsn

OIH) vsn

(uonendod |eu
-1Buoqy /DIH) eljesny

(OIH) uspams

(OIH) Auewisn

OIH) vsN

(OIH) Auewian

(€G] (L20T) pue|su=1S
[S6] 610C zanbupoy

[6] (8007) suocIoN

[€6] (S10T) SiXew

[¢6] (€102) urYIOBN

[16] (£107) SU0A]

[06]
(8107) ZapueulaH-166in7]

(68 88] (7 LOZ pue £107) Ul

(/8] (£107) 3N

[98] (£ 107) 1pieyuoa]

[¥S](0200) @97

[S81 (9100) s

yoeoidde dnLjeue
pue spoyiaw uoldd||0d eleg

353491l jo (31d03) UousWoudYd

Bumas

soisiIdeIRYd Uoe|ndod

(dnoub sjqessuina
/D1INT 40 DIH) A3unod

(1eak) Joyiny

(panunuod) € ajqey



Page 8 of 22

(2024) 24:24

Ames et al. BMC Geriatrics

S3113UNOD BWODUI-3|PPIW pUB -MO| DT ‘A13unod swodul ybiy JJH

Kloayy
papunoib ‘smalniiul yidap-u|

diys

-uonejas Japiroid-jusiied ayi pue
21ed pa1dalip-1uaied o}

109dsal yum ‘uted d1uoiyd 10y
1usW1eal) buress Jo sodusLadx3

uted d1UoIYd Yam

S1Npe Jap|o 4o Apnis e Ui pated
-piued Ajsnoinaid pey pue
siapinoid a1ed Arewnd syl Aq
d1UlD uted Paseg-A1SISAIUN e O}
paJIa4a] Uaq peyY S1usiied

UaWOM
9%/9 ‘s1eak9g—£9 pabe ‘g =N

OIH) vsN

[96] (6000) Y=L

yoeoidde >nAjeue
pue spoyiaw uoid3)|0d eyeg

3s243)ul Jo (31do}) uouswouayd

bunias

saisiadeIRYd Uoe|ndod

(dnoub sjqesduina
/21140 DJH) Aunod

(1eak) Joyany

(penunuod) € ajqeL



Ames et al. BMC Geriatrics (2024) 24:24

Acceptability, values, and preferences

Since there was a large overlap in evidence related to val-
ues and preferences and acceptability, the findings are
presented pooled. Values and preferences extended to
interactions with health care providers, interventions for
CPLBP and the modes of care delivery for CPLBP. Sixteen
studies from 11 countries contributed to these findings
(USA, Germany, Australia, United Kingdom, England,
Scotland, Canada, Nigeria, Sweden, Brazil, and Chile).
Participants in nine studies were all over 60 [54, 77, 80,
85, 87, 91, 93, 95, 96]. Four studies had participants with
a mean or average age of 60 or older [75, 76, 79, 92] and
four studies were from LMICs or vulnerable populations
[76, 81-83, 88, 89] of which three were included based on
a lowered age threshold [81-83, 88, 89]. In 13 of the stud-
ies most of the participants were women (53—-83%) [54,
75-77, 79-82, 85, 87, 91, 93, 95, 96]. In two studies [83,
92] there was an equal distribution of men and women.
In one study most participants were men (52—-66% men)
88, 89].

Interactions with health care providers

Most participants wanted their health care providers to
collaborate and work together to provide holistic care for
their CPLBP. There was a preference among participants
for providers who were respectful, caring, person-cen-
tred, collaborative, open to discussing treatment options
and provided individualized care. They preferred health
care providers who recognized them and their pain as
individual and unique. This type of care allowed them
to feel safe and feel they had meaningful relationships.
When this was lacking, they could feel frustrated, vul-
nerable and experience a sense of aloneness (high confi-
dence) [75, 79, 83, 88, 89, 91, 93, 95, 96].

Participants generally emphasized the care should be
person-centred and provide continuity. They also identi-
fied a preference for a collaborative communication style
which meant involving the older person in discussions
about diagnosis and treatment options and viewing them
as the expert on their own body (low confidence) [77, 79,
80, 88, 91].

Participants wanted collaboration and communication
across their care teams to ensure co-ordinated care deliv-
ery and avoid duplication in care or diagnostics (moder-
ate confidence) [75, 88, 91]. Some participants felt that
they often received conflicting advice or information
from health care providers. Participants valued receiving
a diagnosis as this influenced their treatment decisions.
The way the diagnosis was communicated could also
shape their beliefs and responses to pain (moderate con-
fidence) [76, 79, 81, 83, 85, 89, 91, 92, 95]. Some partici-
pants expressed dissatisfaction with health care providers
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for being unwilling to discuss treatment options other
than medication (low confidence) [75, 93, 96]. The sum-
mary of findings is presented in Table 4.

Values and preferences for CPLBP interventions in older
people

Participants had clear values and preferences for how
they chose a specific treatment for CPLBP. A choice of
treatment could be influenced by previous experiences.
Participants valued treatments that they viewed as effec-
tive, beneficial, and credible and fit them as individuals
(high confidence) [53, 54, 79-82, 84—87, 93, 95, 96].

Most participants used and valued medication for its
ability to provide short-term pain relief. However, many
participants did not like the side effects associated with
medications or the way the medication(s) made them feel
(moderate confidence) [53, 78, 79, 91, 93, 96]. Many also
feared addiction, especially in relation to opioid anal-
gesics. In some cases, participants adjusted or stopped
medication without consulting their health care provider
because of fears of adverse events (moderate confidence)
[53,79, 91, 96, 97].

Mindfulness and meditation encouraged participants
to examine, assess, understand, and accept their pain
rather than avoid it. Participants were able to use mind-
fulness and meditation for pain management and coping
to varying degrees (moderate confidence) [54, 90, 94].
The summary of the findings is presented in Table 5.

Format of interventions and educational materials

for CPLBP in older people

Participants discussed their experiences with, and views
of, organized and unorganized physical therapies and
activities. Specific physical interventions were rarely
mentioned. For many participants, physical activity was
an important aspect of coping with their CPLBP. Many
participants preferred a group format for physical exer-
cises as it facilitated social support, collaboration and
encouraged increased attendance (moderate confidence)
[54, 79-82, 85]. Some participants also expressed prefer-
ences for educational material for physical interventions
which had drawings and descriptions of the exercises.
This made them more comprehensible, easier to follow
and helpful for present and future reference (low confi-
dence) [79, 81, 82, 85, 86].

Peer support interventions appeared to be acceptable
and valued by some older people. They were seen as an
acceptable way of gaining support and sharing informa-
tion or advice. Participants mostly viewed peer support as
feasible as it could be delivered through several different
modalities (for example, face to face, in groups or online)
that would fit individual preferences and lifestyles. How-
ever, it was clear that peer support was difficult to find
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and access in some settings, although appeared to be
valued as a component of overall self-management of a
CPLBP experience (low confidence) [77, 78, 80, 92, 96]
[77, 78, 80, 92, 96].. The summary of the findings is pre-
sented in Table 6.

Cost/resources related to CPLBP care in older people

Seven studies from five countries contributed to these
findings (USA, Australia, England, Nigeria, and Sweden).
Participants in three studies were all over 60 [53, 84, 91],
two studies had participants with a mean or average age
of 60 or older [75, 79] and two studies were from LMICs
or vulnerable populations of which both were included
based on a lowered age threshold [83, 88, 89]. In five of
the studies most of the participants where women (55—
100%) [53, 75, 79, 84, 91]. In one study there was an equal
distribution between men and women [83]. In one study
most participants were men (66%) [88, 89].

We found that cost and resources could be a barrier
to accessing care for CPLBP for some participants. High
costs (financial, time and travel) could render treatments
inaccessible to participants or acts as a deterrent (mod-
erate confidence) [53, 79, 83, 91]. Many also preferred
health care providers near where they lived to minimise
travel burden. However, some participants were willing
to travel if a trusted or favoured provider relocated, or
they wanted to explore new treatment options. Others
chose to find a new practitioner closer to them in this sit-
uation (moderate confidence) [53, 75, 79, 83, 84, 88, 91].
The summary of the findings is presented in Table 7.

Feasibility

Twelve studies from eight countries contributed to
these findings (USA, Canada, UK, Australia, England,
Scotland, Nigeria, Chile). Participants in seven stud-
ies were all over 60 [53, 77, 80, 84, 91, 95, 96]. Three
studies had participants with a mean or average age
of 60 or older [78, 79, 92] and two studies were from
LMICs or vulnerable populations of which both were
included based on a lowered age threshold [81-83]. In
10 of the studies most of the participants where women
(62-100%) [53, 77-82, 84, 91, 95, 96]. In two studies
there was about an equal distribution between men and
women [83, 92].

Some participants found information about treatments
difficult to access and wanted help finding it or navigating
the information from a health or care worker or through
a peer support system. They felt that this could help them
make decisions (low confidence) [78, 79, 84, 92, 96].

Physical activity and/or exercise was used a part of a
self-management strategy for many participants. Activi-
ties such as swimming and walking were often men-
tioned as being done in their own time and when it fit
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their schedule. Some participants adopted physical exer-
cise, assistive products, or alternative forms of treatment
to supplement the conventional treatments they were
receiving or when they felt “conventional treatments”
failed. However, some did not inform their health care
providers about their self-management strategies or
changes they had made (moderate confidence). The sum-
mary of findings is presented in Table 8.

Equity and human rights

Seven studies from six countries contributed to this find-
ing (USA, Canada, UK, England, Scotland, and Sweden,
Brazil). Participants in four studies were all over 60 [77,
80, 91, 93] and three studies had participants with a mean
or average age of 60 or older [75, 79, 92]. In six of the
studies most of the participants were women [75, 77, 79,
80, 91, 93]. In one study there was an equal distribution
of men and women [92].

Some participants perceived age-related stigma or
bias when accessing healthcare for their CPLBP. They
reported feeling that they were treated differently, dis-
missed, or discriminated against because of their age.
They felt they were not taken seriously. This perceived
stigma could deter them from seeking further treatment.
However, in other cases participants believed that they
were taken more seriously as they aged (Low confidence).
The summary of the finding is presented in Table 9.

Additions to the framework

To incorporate all the data we analysed we expanded the
framework to include a section we labelled person cen-
tred care.

Discussion

Main findings

Based on this synthesis of qualitative evidence derived
from more than 650 older participants across 22 studies
with representation across a range of geographies and
economic contexts, we identified that older people liv-
ing with CPLBP express values and preferences for their
care that relate to therapeutic encounters and the impor-
tance of therapeutic alliance, irrespective of the type of
treatment offered or delivered, choice of intervention,
and intervention delivery modalities. Older people with
CPLBP value therapeutic encounters that validate, legiti-
mise, and respect their pain experience; that consider
their context holistically and prioritise their needs and
preferences; that adopt a person-focused and tailored
approach to care; and that are supported by interpro-
fessional communication. Older people value care that
provides benefit to them, that includes a suite of inter-
ventions beyond analgesic medicines alone, and that is
financially and geographically accessible. These findings
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Table 7 Summary of qualitative findings table: Cost/resources related to CPLBP care in older people

# Summarised review finding GRADE-CERQual Explanation of GRADE-CERQual References
Assessment of Assessment
confidence
13 Some participants viewed burden Moderate confidence ~ No/Very minor concerns regard- Lyons Kevin J et al. 2013; Stensland
related to the intervention (finan- ing methodological limitations, No/ M 2021; Dima A et al. 2013; Igwesi-
cial, time and travel) as a barrier Very minor concerns regarding coher-  Chidobe C N et al. 2017;
to accessing care. High cost rendered ence, Minor concerns regarding ade-
treatment inaccessible or deterred quacy, and Minor concerns regard-
them from trying to adjust or continue ing relevance
with a recommended treatment.
For others, who had the financial
means or were accessing publicly
funded health care, cost was not dis-
cussed.
14 Many participants had a preference Moderate confidence  No/Very minor concerns regard- Lyons Kevin J et al. 2013; Stensland M

for health care providers who were

in close proximity to where they lived.
For some, this was due to their CPLBP
limiting their ability to travel more
than short distances due to pain. If
services were located a distance away,
they were perceived as insufficient,
inaccessible or that the distance

was a barrier to care. However, some
participants were willing to travel

if a trusted or favoured health care
provider relocated, or they were
exploring new treatment options. Oth-
ers preferred to find a new practitioner
close to where they lived.

ing methodological limitations,
Minor concerns regarding coherence,
Minor concerns regarding adequacy,
and Minor concerns regarding rel-
evance

2021; Allvin Ret al. 2019; Dima A et al.
2013; Lin | et al. 2014; Igwesi-Chidobe C
N etal.2017; Kirby ER et al. 2014;

Table 8 Summary of qualitative findings table: Feasibility

# Summarised review finding GRADE-CERQual Explanation of GRADE-CERQual References
Assessment of Assessment
confidence
15 Some participants found information ~ Low confidence Minor concerns regarding meth- Cummings E Cetal. 2017; Dima A et al.
about treatments difficult to access odological limitations, No/Very minor ~ 2013; MacKichan F et al. 2013; Teh Carrie
and assess on their own. They wanted concerns regarding coherence, Mod-  F et al. 2009; Kirby E R et al. 2014;
help navigating the information they erate concerns regarding adequacy,
had found from a health or care pro- and Moderate concerns regarding rel-
vider or a peer support system in order evance
to make a decision about treatment.
16 Some participants adopted physical Moderate confidence  Minor concerns regarding meth- Lyons Kevin J et al. 2013; Stensland M

exercise, physical supports, or alterna-
tive forms of treatment (e.g., traditional
or herbal medicine) as part of their
self-management approach to sup-
plement “conventional treatments”

or when “conventional treatments”
failed or were insufficient. This

was often viewed as ‘experimenting’
to find a solution. Some participants
did not inform their health care pro-
vider about these changes.

odological limitations, No/Very minor
concerns regarding coherence, No/
Very minor concerns regarding ade-
quacy, and Minor concerns regard-
ing relevance

2021; Cooper K et al. 2017; Hay M E &
Connelly D M 2020; Igwesi-Chidobe C
N et al. 2017; MacKichan F et al. 2013;
Rodriguez | et al. 2019; Igwesi-Chidobe
CNetal. 2019; Teh Carrie F et al. 2009;

provide critical context to service delivery models for
older people; formulation of recommendations for guide-
lines that relate to older people; and service considera-
tions for the implementation of clinical guidelines into

delivered.

practice, particularly related to how health care work-
ers interact with older people, with attention to poten-
tial age-related bias, and how components of care are



Page 16 of 22

(2024) 24:24

Ames et al. BMC Geriatrics

‘€107 ' 19 4 UBYIRORN

‘€107 219 ¥ BWIJ /6107 2 32 Y UIAIIY ‘0202 W
Allsuuo) 19 3 W AeH £ 107 "[e 18 ) 19d00D ‘5107
‘|12 J BUN SR ‘S 10T B 1D [ UIADY SUOAT

9ouUeA3al Bul

-piebaJ SUIDUOD S1eISPOIN pue ‘Adenbape Hul
-p1ebaJ SUISDUOD JOUI ‘92UIY0d Bulpiebal
SUISDUOD JOUIU AISA/ON ‘suoienw [ed1bo|
-opoy1aw buipiebal SUISdUOD 21eISPON

'$SaU||l SNoLRs BulAuedwiodde ue pey
A3y1 J1 A|[e>adsa 1ap|o 106 Ay se A|snouas
2J0ul Usyel buleg pagudssp syuedidiied may e
JSASMOH "1USUIIRI] JDYLINS BUPDS WO
WIS J19P S95BD SUIOS Ul IO 3|qLIOY [99)
WAL 3¥eW PINod SIy | ;3 Yam aAl|,1sn( pjnoys
A3y pue ‘bujabe Jo 90UaNbasuUod |einieu e sem
uted 1eyi pjol buiaq ‘, 4o pagqgoy, 10 A|snouas
UDXP1 10U 249M A3U1 1eY1 1|3} U)o Aoy
‘SJUBWIR1EIS 151908 Y3IM U140 pue abe J1ay1 0}
aNP dg1dD J19Y1 PAZIWIUIW IO PISSIUISIP SID
9d2UapYuUOd MO  -plroid aied Yijeay 1eyl 19y ssuedidiied sawos /|

S9OU319j)9Y

JUBWISSISSY
[enDY3D-3aVYD Jo uoneuejdxy

9OUdPYUOD JO JUBWISSISSY [eNDYID-IAVHYD Bulpuy M3IADI pasUeWIWING  #

Aunb3 :9)ge1 sbuipuy aAnellenb jo Alewuwins 6 ajqeL



Ames et al. BMC Geriatrics (2024) 24:24

Person-centred care for older adults living with CPLBP
Many older people felt that healthcare providers did
not legitimise their pain and that pain was depriori-
tised relative to other health conditions. Musculoskel-
etal pain, including CPLBP, is a common experience in
older people [98, 99] and a very frequent co-morbidity
with other noncommunicable diseases [100]. Therefore,
pain assessment is a key component of the WHO Inte-
grated Care for Older People (ICOPE) assessment and
care pathway [101]. Comorbidities more strongly associ-
ated with mortality or acute health declines can make it
difficult for health professionals to prioritise symptoms
of CPLBP in time-limited clinical encounters. There
seems to be a difference between patient and care pro-
vider priorities when it comes to pain management and
our findings point to the need to legitimise and respond
to pain as this clearly is a priority for older people, con-
sistent with recently reported evidence [55]. Our findings
point to the importance of the therapeutic relationship
and communication between older people and care pro-
viders to understand the impact of, and preference for,
CPLBP care. Older people also experienced issues linked
to equity during the therapeutic encounter. These could
be expressed through ageism and stigma associated with
CPLBP. Being told to ‘just live with it; or the idea that
CPLBP was an inevitable part of ageing were common
and suggest a potential age-related bias among healthcare
providers. Being aware of potential clinician bias related
to chronic pain in older people is important, since ageism
is associated with poorer health outcomes, particularly in
low resource settings [102].

The needs and priorities of older people may well dif-
fer to younger adults (e.g. return to work, taking care
of dependents, intensity of everyday activities or sport
may be less important for older people). There are pre-
vious findings of the perceived needs of adult groups
with CPLBP [103, 104]. Consistent with other reviews
among adults, we identified that older people value clear
and consistent information, a clear diagnosis, prognosis,
and a communication style that is meaningful and avoids
jargon [105]. Communication that emphasises disability
or impairments can be unhelpful to fostering pain self-
efficacy, contribute to fear, unhelpful care seeking and
further compound disability [106—109], which will foster
healthy ageing. Rather, providing empowering and posi-
tive communication that is validating, helping to make
sense of pain and the likelihood of a positive prognosis,
providing cognitive reassurance and clear information
about benefits and harms of interventions (in particular,
medicines) can support shared decision-making, positive
behaviour change towards effective self-management,
and better engagement in meaningful activities [110]; all
important for supporting healthy ageing.
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We identified a preference for integrated and coor-
dinated CPLBP care across care providers and facili-
ties, consistent with the WHO ICOPE model [101].
This includes holistic care planning with comprehensive
assessments and care plans aligned with the person’s val-
ues, priorities and preferences concerning their care. The
older person should be involved with decision-making
and goal-setting from the the start of their care journey.
The care should be regular and include sustained follow-
up, with integration and communication across different
levels of care. This approach to care can help to avoid
unnecessary treatments, polypharmacy and other poten-
tial harms [47, 110]. Our findings about fears of side
effects, dependency and medicine withdrawal or non-
adherence also points to the need for clinicians to take
time to explain risk-benefits of different medicines so
that older people understand what medicines are for and
how to use them safely.

Values and preferences were largely agnostic to inter-
vention modality, other than values relating to medicines,
where specific issues related to fear of adverse events
were observed. Although analgesic medicines were con-
sidered important for CPLBP care, older people pre-
ferred care packages that extend beyond analgesia so that
care is more holistic and considers safety (e.g. issues of
dependency for opioid analgesics) and that were mean-
ingful and personally enjoyable — such as social benefits
of group exercise. Recent evidence points to the impor-
tance of considering pharmacologic and non-pharma-
cologic therapies for CPLBP care, consistent with the
experiences, values and preferences of older people [97].
Other evidence highlights care needs also extend beyond
biomedical domains [24, 103]. Specifcally, tailoring com-
ponents of care that addresses pain, emotional and social
wellbeing, consistent with WHO ICOPE [101] model for
improving functional ability, is important.

Implementing and delivering care for older people living
with CPLBP

When developing, implementing, and delivering inter-
ventions for older people who experience functional
disability related to musculoskeletal pain (or other co-
morbidities), consideration of economic, social, and
cultural contexts is critical. Many experienced financial
and geographic barriers to care. Access to care that is
expensive (or not included in UHC or insurance rebates),
that requires travel, or accessing buildings that are not
adapted for people experiencing functional disability can
be problematic. This threat is more severe for those liv-
ing in poverty without access to healthcare or who can-
not afford to access healthcare near them, such as in
low-resource settings. This lack of access may lead to
worse outcomes for older people living in these settings,
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widening inequities in access to health care and health
outcomes. Services also need to consider the user’s social
context [111]. If not taken into account, pain care is likely
to be inequitable and inaccessible. Support needs to go
beyond the purely biomedical (especially focusing on
medication) and encompass interventions that address
peer support and socialization as well as issues around
acceptability and stigma. Interventions should be tailored
to local contexts to increase social and cultural approval.
Some of the interventions included in this synthesis, such
as exercise, were stigmatized in some settings [81-83].
Other research has also found that stigma can be associ-
ated with gender [112] or with interventions targeted at
older people [113].

Older people also wanted support for the implementa-
tion of interventions such as guidance on how to perform
exercises in the form of drawings and text. None of the
studies we included talked about digital supports except
for those related to peer support where digital meetings
were discussed. While some formative evidence exists
around the role of digital technologies to support healthy
ageing [114—116], further research is required to under-
stand users’ perspectives, benefits and harms in different
contexts and among different population groups. Other
research has also shown the acceptability of peer sup-
port in older adults with CPLBP [117]. Research on older
people has found that they access digital tools but may
face barriers such as physical mobility, sight and hear-
ing impairment and low digital literacy when trying to
use them [118-120]. Studies examining the use of digi-
tal tools for interventions for low back pain not limited
to older people have found that users value models that
are easily understandable, provide an opening to further
communication with health care providers, family and
colleagues and can provide prompts, reassurance, ongo-
ing support and interaction with other users [121, 122].

These empirical findings hold direct relevance to the
formulation of recommendations in guidelines and
implementation of recommended care within service
models and local care pathways. In this context, the cur-
rent QES has informed the development of the WHO
Guideline for non-surgical management of chronic pri-
mary low back pain in adults in primary and community
care settings [25]. Without consideration of the funda-
mental EtD factors (Table 2) and the evidence under-
pinning each when formulating recommendations for
guidelines or implementation plans for service models,
as presented in our QES, care recipients (and in some
cases, care providers) may not accept or be able to access
care, manifesting as an enduring disease burden and
inequity in health outcomes. The QES findings, when
coupled with evidence for benefit, harm, cost effective-
ness and implementation feasibility and lived experience
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perspectives that contribute to co-creation of solutions
(care recommendations, service models, care pathways)
that are more likely to be implemented, sustainable and
acceptable [123]. Indeed, consideration of qualitative evi-
dence anchored to EtD domains is common practice for
WHO guidelines [45].

Implications for research

There was a clear lack of research from low- and mid-
dle-income settings as well as vulnerable populations in
all settings. Most of the included studies explored the
perceptions of community dwelling older adults. More
research on the experiences of older adults living in resi-
dential care or other settings could help to broaden our
understanding. Very few of the studies explored percep-
tions of specific interventions. Most looked at treatment
across interventions and participants did not differenti-
ate between interventions in the same way a health care
provider would. For example, participants viewed the
visit to the physiotherapist as the intervention whereas
health care providers would view each of the treatments
received as individual interventions. One topic not fre-
quently discussed in the included studies was cost and
out of pocket expenses. This may be because several
studies were conducted as part of a trial where partici-
pants did not pay to access the intervention. Cost was
also rarely discussed in studies taking place in publicly
funded health care systems. Understanding affordability
of care, willingness to pay and inequities in access to care
due to cost will be important in planning implementa-
tion of health services for CPLBP care for older people.
Further research is also needed on the perspectives and
experiences of caregivers as there were no studies identi-
fied that explored this topic of interest.

Implications for practice

The questions that form our implications for practice are
derived from our findings with moderate or high confi-
dence. They may help health system or program man-
agers to plan, implement or manage interventions for
CPLBP. It is important to consider local contextual fac-
tors including gender, age, cultural group, and education
when implementing interventions.

+ Is the burden to access services low (financial, time
and travel)? Have issues related to burden and equity
of access been considered?

+ When planning, implementing, or managing an
intervention for CPLBP or communicating with peo-
ple over 60 with CPLBP:

o have participants values and preferences been
explored and taken into consideration?
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o are participants informed about the physical exer-
cise or physical supports available to them?

« When communicating with adults over 60 with
CPLBP, have values and preferences been considered,
regarding:

o communication, cultural preferences, and health
care provider collaboration?

o receiving a diagnosis and preferences for informa-
tion?

+ When prescribing medication, do health care work-
ers provide open and honest communication with
their patients about medications, the risk of side
effects, and the risk of dependency, inviting them to
return with concerns and informing of the impor-
tance of working together to manage their medica-
tions?

Conclusion

Older people with CPLBP value therapeutic encoun-
ters that legitimise and respect their pain experience,
that consider their context holistically and prioritises
their needs and preferences, that is tailored, and that is
supported by interprofessional communication. Older
people value care that provides benefit, that includes
interventions beyond analgesic medicines alone, and that
is financially and geographically accessible. These find-
ings provide critical context to the implementation of
clinical guidelines and service models into practice, par-
ticularly related to how care providers interact with older
people and how components of care are delivered and
their accessibility.
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