Shoulder Pain: Is the Outcome of Manual Therapy, Acupuncture and
Electrotherapy Different for People with High Compared to Low Pain Selfefficacy? An Analysis of Effect Moderation.
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Introduction
Shoulder pain is one of the most common musculoskeletal disorders1 with up to
3% of adults presenting with new shoulder pain annually.2,3 Of those who visit their
General Practitioner, 48% require repeated visits due to ongoing pain and disability.4,5
For people with a wide range of musculoskeletal problems, including shoulder pain,
evidence from systematic reviews consistently show that self-management strategies,
including exercises advised by physiotherapists, effectively reduce pain, increase
function and improve quality of life.6 Many physiotherapists augment these with
passive treatment modalities such as manual therapy, acupuncture and electrotherapy,7
the evidence for which is mixed.
Pain self-efficacy (PSE) at the start of treatment is a significant predictor of
outcome for people attending physiotherapy for the management of musculoskeletal
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shoulder pain.8–10 PSE is the strength of confidence or belief a person has in their ability
to complete tasks and reach a desired outcome despite their shoulder pain.11 Our
Classification and Regression Tree (CART) analysis demonstrated that when using the
pain subscale of the Shoulder Pain and Disability Index (SPADI) as an outcome of
physiotherapy at six month follow-up, with the exception of baseline SPADI scores,
PSE was the most important predictor of outcome.9 This was also true for participants
with high baseline SPADI disability. In summary, whilst high baseline pain and
disability was associated with a poor outcome, concomitant high PSE often changed this
to a good predicted outcome. Conversely, whilst a low baseline pain SPADI subscore
was associated with a good outcome, concomitant low PSE often changed this to a poor
predicted outcome.
The mechanisms by which PSE is associated with outcome are uncertain. One
possibility is that PSE moderates the relationship between some treatment modalities
and outcome.12,13 Ninety nine percent of participants in our study received advice and
exercises as a treatment modality. Sixty four percent of those providing six months
follow-up data received manual therapy, acupuncture, or electrotherapy. The objective
of this analysis was to investigate whether there is a difference in outcome for people
receiving manual therapy, acupuncture, or electrotherapy, based on their baseline PSE.
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Methods
Study Population
Data were available for 1030 participants recruited to a multicentre longitudinal
cohort study in the East of England between November 2011 and October 2013. The
protocol has been published in detail and is summarized here,8,14 relevant to the aims of
this report. Study approval was obtained from the National Research Ethics Service,
East of England-Norfolk, UK in July 2011 (reference 11/EE/0212, protocol number
R18870). Participants were informed of all their rights, including the right to leave the
study at any stage without the need to provide a reason and that this would not affect the
quality of care they would receive. Participants provided written informed consent at
their first physiotherapy appointment
Participants

were

attending

physiotherapy

for

the

management

of

musculoskeletal shoulder pain in primary or secondary care. Participants aged 18 or
over were eligible if their shoulder pain, of any duration, was reproducible on active or
passive movement of the shoulder. Exclusion criteria included reproduction of shoulder
pain on spinal rather than shoulder movement, fracture, traumatic dislocation, or surgery
of the affected shoulder in the previous five years, complex regional pain syndrome,
radiculopathy, or a systemic source of pain.
Baseline and Outcome Measurements
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The SPADI15,16 is a joint-specific, patient-rated questionnaire designed to
measure shoulder pain and disability. SPADI is able to differentiate between patients
with high and low levels of shoulder pain, and clinical improvers and non-improvers
undergoing physiotherapy treatment for musculoskeletal shoulder pain at 6 months.17
The SPADI has been mapped to body function and/or activity components within the
ICF18 has high internal consistency, (Cronbach’s alpha 0.86 to 0.96)19 high
responsiveness,17,19 test retest reliability coefficients ranging from 0.84 to 0.90 for
conservative intervention19 and minimal floor and ceiling effects.19,20

The SPADI was completed at baseline, prior to participants’ first physiotherapy
appointment and via a postal questionnaire six months later. It includes 13 items, 5
comprising a pain subscale and 8 a disability subscale, each of which are scored from 0
to 10, 0 representing no pain or disability, and 10 representing the worst pain
imaginable or so difficult it requires help. The pain and disability subscale scores and
total SPADI score are expressed as a percentage where 100% represents maximum pain
or disability.
PSE was measured prior to the patient’s first physiotherapy appointment using
the pain self-efficacy questionnaire.21 This 10 item questionnaire has excellent validity,
reliability, and responsiveness in populations with musculoskeletal disorders.22 Items
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are rated 0 to 6, 0 representing minimum PSE and 6 representing maximum PSE. The
maximum score of 60 represents high PSE.
Treatment data
Details of treatments delivered by physiotherapists was recorded on a custom
designed clinical record form, physiotherapists ticking “Yes” or “No” boxes for
different options. Treatment was labelled using 3 categories, 2 of which were
subcategories of the first.
•

“Any passive treatment” - any form of manual therapy and/or acupuncture and/or
electrotherapy.

•

“Any manual therapy” – shoulder or spine joint mobilisations, deep transverse
frictions, capsular stretches, trigger point therapy, muscle facilitation, or other
techniques listed by the treating physiotherapist.

•

“Spinal/shoulder joint mobilisation” – for example, Maitland, Kaltenborn or
Mulligan techniques.

To be categorised, treatment must have been delivered by the physiotherapist at least
once and may have been delivered in conjunction with other treatments. Frequency of
treatment was not considered for this analysis. Though treatment decisions and
management were unaffected by study involvement, physiotherapists were directed to

5

adhere to The Chartered Society of Physiotherapy evidence-based guidelines for the
management of shoulder pain published at that time.23,24
Analysis
At 6-month follow-up, our CART analysis used recursive partitioning to produce
subgroups as homogenous as possible with respect to the following outcomes: i) the
SPADI total score, and its subgroups: ii) SPADI pain and iii) SPADI disability.9 All
factors statistically associated with outcome (p≤0.05) in at least one of the multivariable
linear models from our original analysis.8 were included in the CART analysis. Of 34
baseline factors entered into the CART, only 2 factors predicted outcome: baseline
SPADI and baseline PSE. Cut off points, to enable subgrouping and define predictive
factors, that is high and low baseline SPADI total and sub-scores and baseline PSE were
computed by the CART (see FIGURE 1). PSE scores were not predictors of outcome
for participants with low baseline disability and high baseline total SPADI scores, these
groups are therefore not described further or included in our analysis. In summary, we
performed our analysis for the remaining 4 groups of participants, defined by their
baseline SPADI scores
i.

Low (<68) baseline SPADI total score

ii.

Low (<75) baseline SPADI pain subscore

iii.

High (≥75) baseline SPADI pain subscore
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iv.

High (≥62) baseline SPADI disability subscore

Cut off points, defined by the CART analysis, for high and low PSE scores differed
according to level of baseline pain and disability. High PSE was defined as ≥48 for
patients groups with high baseline pain or disability subscores ≥41 for patient groups
with a low baseline SPADI pain subscores, and ≥40 for patients with a low total SPADI
score (see figure 1).
FIGURE 1. Regression tree for shoulder pain and disability index.

Descriptive Statistics
Initial descriptive analysis allowed visual observation and comparison of 6month outcome (mean and standard deviation) for 4 groups: PSE (high or low) and
treatment modality received (yes or no).
Inferential Statistics
Inferential statistics were performed in stages to investigate:
Stage One: Does the treatment category have an effect?
For the three treatment categories, four between-group differences represent the
effectiveness of the intervention. These are:
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•

Difference in mean outcome (SPADI, pain or disability) between the high and low
PSE groups for participants i) receiving and ii) not receiving treatment.

•

Difference in mean outcome (SPADI, pain and disability) between participants
receiving and not receiving treatment for groups with i) high and ii) low PSE

All mean between-group differences will be presented with 95% confidence intervals
(CI) to assess statistical significance at 5% level (p≤ 0.05).
Stage 2: Does the treatment effect (if significant) differ by PSE level?
The difference of difference (DoD) value represents the interaction effect between
treatment category (did and did not receive) and PSE level (high and low) for each
group. The DoD score defines how treatment effect (difference between receiving and
not receiving the treatment) differs for those with high and low PSE. That is, a
significant DoD value assessed via the 95% CI (the null value 0 being outside the
interval) suggests the effectiveness of an intervention differs between participants with
high and low PSE (p≤0.05).
Results
One thousand and fifty-five participants were recruited and consented to the
primary study, one thousand and thirty of whom were eligible and provided full
baseline data. Eight hundred and eleven (79%) participants provided outcome data at six

8

months; physiotherapists provided treatment data for 804 (78%). See STROBE flow
diagram in FIGURE 2. Mean age of participants available for this analysis was 59
years (14), 362 (45%) of whom were male. Duration of symptoms ranged from 4 days
to 7 years.
FIGURE 2. STROBE diagram.

Any passive treatment
Descriptive statistics
The mean 6-month follow-up SPADI scores (total, pain, and disability
subscores) for those receiving or not receiving any passive treatment, with respect to
PSE level are displayed in FIGURE 3 and TABLE 1 respectively. The 6-month
SPADI pain subscore is displayed twice, representing those who had a high (≥75) and
low (<75) baseline scores, respectively.
FIGURE 3. 6-month follow-up SPADI scores for the any passive treatment category
The dark and light green bars on the left of each SPADI subscore represent those
with low PSE (see FIGURE 1 for cut off points). These subgroups differ only by those
who receive and do not receive any passive treatment, the lighter shade representing
those who received treatment. The dark and light purple bars on the right of each
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SPADI subscore represent those with high baseline PSE (see FIGURE 1 for cut off
points). These subgroups again, differ only by those who receive and do not receive any
passive treatment, the lighter shade representing those who received treatment.
For all groups with low baseline PSE, irrespective of baseline SPADI, mean 6month SPADI scores are higher (more pain and disability) for those who received
treatment (lighter green shaded boxes) compared to those who did not receive treatment
(darker green shaded boxes).
The dark and light purple bars on the right of each SPADI subscore represent
those with low PSE (see FIGURE 1 for cut off points). For groups with high baseline
PSE mean 6-month scores differed according to baseline SPADI. For groups with low
baseline SPADI all mean 6-month SPADI scores are higher (more pain and disability)
for those who received treatment (lighter purple shaded boxes) compared to those who
did not receive treatment (darker purple shaded boxes). In contrast, for the 2 groups
with high baseline SPADI (more pain and disability), one mean 6-month SPADI score
is lower (less pain and disability) for those who received treatment compared to those
who did not.
Inferential statistics
The treatment effect:
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1. The mean difference in 6-month SPADI between groups with high and low PSE, for
participants receiving and not receiving treatment was statistically significant in 7 of
8 analysis; participants with higher baseline PSE had lower SPADI scores (less pain
and disability). See final column, middle rows of TABLE 1.

2. The mean difference in 6-month SPADI between groups receiving and not receiving
treatment, was statistically significant in 3 of the 4 analyses for participants with
low baseline SPADI scores. That is, participants receiving treatment had higher 6month SPADI scores (higher pain and disability). This was for participants with low
baseline SPADI total scores with both high PSE (mean change, 3.45; 95% CI: 0.06,
6.84) and low PSE (mean change, 7.88; 95% CI: 1.46, 14.31), and those with low
baseline SPADI pain and low PSE (mean change, 4.12; 95% CI: 0.25, 7.99). There
was no significant difference in outcome for participants with high baseline SPADI.

Interaction between treatment and PSE group

DoD (whether the effect of the intervention varies by PSE level) was statistically
insignificant for all subscores; low SPADI total (DoD, -4.43; 95% CI: -11.70, 2.83), low
SPADI pain (DoD, -2.10; 95% CI: -6.53, 2.32), high SPADI pain (DoD, -2.83; 95% CI:
-15.48, 9.83), high SPADI disability (DoD, -4.56; 95% CI: -17.69, 8.57).
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Similar results were found for our subgroup analysis of "Any Manual Therapy"
and “Spinal/shoulder Joint Mobilisations". For 4 of 16 analyses, participants receiving
these treatments had significantly poorer mean outcomes. However, there was no
interaction with PSE. See online supplementary files S1-4.

Discussion
The primary objective of this study was to investigate whether there is a
difference in outcome for people with high and low PSE with respect to receiving or not
receiving passive treatment interventions. This was in a multicentre cohort of patients
receiving physiotherapy for musculoskeletal shoulder pain.
As reported in our previous publications, participants with high PSE consistently
had significantly better outcomes than those with lower PSE. Except for participants
with high baseline PSE and high baseline disability in the passive treatment category
(for whom numbers were small and for whom results were more equivocal), participants
who received passive treatment in any of the analysed categories had poorer mean
outcomes. This was statistically significant in 7 of 24 of our analyses. However, there
was no interaction effect which suggests that PSE did not moderate the relationship
between manual therapy, acupuncture, electrotherapy, and outcome.
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Comparison with other studies
To our knowledge this is the first study investigating PSE as a treatment effect
moderator for physiotherapy interventions. Much of the related research investigates
PSE as a prognostic factor.8 For example, for lower back pain25 or as a potential
protective factor for pain development26 and chronicity.27 PSE has also been reported to
mediate the relationship between depressive symptoms and pain severity for those with
lower back pain.28
Strengths & Limitations
This secondary analysis of over 800 participants is the first to investigate
whether outcome following passive physiotherapy modalities is moderated by level of
baseline PSE. Participants were selected from a multicentre prospective cohort study in
11 National Health Service trusts and social enterprises in the East of England and
included general practitioner sites, primary and secondary care hospital sites, and are
therefore likely to represent the wide range of patients seen by physiotherapists in these
sectors.

A limitation of our analyses is that there was considerable variation in the
number of participants within treatment and PSE groups, ranging from n=12 to n=300.
This may have affected the statistical power of the results. Indeed, our equivocal results
were for the categories with the lowest number of participants. Additionally, some
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treatment interventions were not used in isolation but were combined, some were
offered on just one occasion, sometimes multiple occasions. Given the variability in
selected treatments used by physiotherapists, specific inferences based on passive
treatments using our data is unclear.

Though the primary objective of this report was to investigate PSE as a
moderator between treatment effect and outcome, our results suggest no treatment effect
being present. In the absence of a treatment effect, no interaction effects can be
explored.

Given the study design, the results of our analysis should be viewed with
caution. Decision to explore associations between PSE and treatment was not decided apriori to data collection. Participants were not randomly allocated to treatment and did
not therefore have an equal chance of receiving or not receiving treatment. Confounding
by indication arises when decisions to use a specific treatment is influenced by other
factors and is not controlled in observational studies. Treatment selection is complex
and based upon multiple factors, some of which may be unknown but associated with
treatment outcome. Despite these limitations, the potential clinical significance of our
findings indicates the need for further research.
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Clinical Implications
This study supports assessment of PSE at the first physiotherapy appointment.
High PSE is a predictor of a better outcome, low PSE of a poorer outcome. This
analysis suggests that manual therapy, electrotherapy, or acupuncture in addition to
advice and exercise offer no improvement in pain or disability at 6-months, irrespective
of PSE. Initial evidence suggests some patients who receive these treatments experience
more pain and disability at 6-months compared to those who do not. However, as stated
previously, the design of our study was not primarily for this research question and we
therefore recommend that these results provoke further discussion and as a basis for
further research rather than be taken at face value.
Exercise therapy, in its’ many forms, is the gold standard physiotherapy
treatment in the initial management of shoulder pain.29–31 Though use of additional
modalities such as manual therapy have been considered to reduce pain and improve
disability in the short term,32 our results question the longer term effects. We
recommend that the harms as well as potential benefits of passive interventions be
considered. We recommend interventions to improve PSE with respect to return to
activity and participation, which may include for example, behaviour change
interventions.
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Research Implications
Our results may be subject to confounding by indication. However, given the
statistical significance of some of our findings, we recommend that future randomised
controlled trials of passive physiotherapy interventions include measures of baseline
pain, disability and PSE and further investigate this potential interaction. Stratifying
study participants by baseline PSE, pain and disability could begin to explore how
effective physiotherapy

interventions

are

for those with

differing baseline

characteristics.
Future research is needed to further explore PSE as a treatment effect moderator
for different physiotherapy interventions. PSE research has focused primarily on
prognostic accuracy or to a smaller extent, test interventions designed to increase
PSE.33,34 In addition to exploring interventions to treat PSE itself, further research is
needed to investigate how clinicians can use PSE in a clinically meaningful way to best
select interventions for optimal outcomes. This research could benefit patients through
personalised or stratified physiotherapy treatments for musculoskeletal shoulder pain,
for those with high and low PSE.

Conclusion
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This interactional analysis suggests that PSE does not moderate the effectiveness
of manual therapy, acupuncture and/or electrotherapy with outcome. Compared to those
not receiving these treatments, participants receiving manual therapy, acupuncture
and/or electrotherapy in addition to advice and exercise, consistently had equal or worse
mean pain and disability 6 months.
We advise caution on the interpretation of our results. Our study was not designed to
investigate treatment effectiveness; participants were not randomly allocated to receive
or not receive treatment, the decision for which is often complex and multifactorial.
We suggest future randomised controlled trials investigating these interventions include
measures of harm as well as benefits and include measures of PSE to further investigate
this potential interaction, which could in turn inform future personalised or stratified
treatment of shoulder pain.

References

1.

Urwin M, Symmons D, Allison T, et al. Estimating the burden of
musculoskeletal disorders in the community: The comparative prevalence of
symptoms at different anatomical sites, and the relation to social deprivation. Ann
Rheum Dis 1998; 57: 649–655.

17

2.

Jordan KP, Kadam UT, Hayward R, et al. Annual consultation prevalence of
regional musculoskeletal problems in primary care: An observational study. BMC
Musculoskelet Disord 2010; 11: 144.

3.

Greving K, Dorrestijn O, Winters JC, et al. Incidence, prevalence, and
consultation rates of shoulder complaints in general practice. Scandinavian
Journal of Rheumatology 2012; 41: 150–155.

4.

Linsell L, Dawson J, Zondervan K, et al. Prevalence and incidence of adults
consulting for shoulder conditions in UK primary care; patterns of diagnosis and
referral. Rheumatology 2006; 45: 215–221.

5.

Van Der Windt DAWM, Koes BW, De Jong BA, et al. Shoulder disorders in
general practice: Incidence, patient characteristics, and management. Ann Rheum
Dis 1995; 54: 959–964.

6.

Babatunde OO, Jordan JL, Van Der Windt DA, et al. Effective treatment options
for musculoskeletal pain in primary care: A systematic overview of current
evidence. PLoS ONE; 12. Epub ahead of print 1 June 2017. DOI:
10.1371/journal.pone.0178621.

7.

Bury J, Littlewood C. Rotator cuff disorders: a survey of current (2016) UK
physiotherapy practice. Shoulder Elb 2018; 10: 52–61.

8.

Chester R, Jerosch-Herold C, Lewis J, et al. Psychological factors are associated

18

with the outcome of physiotherapy for people with shoulder pain: A multicentre
longitudinal cohort study. Br J Sports Med 2018; 52: 269–275.
9.

Chester R, Khondoker M, Shepstone L, et al. Self-efficacy and risk of persistent
shoulder pain: Results of a Classification and Regression Tree (CART) analysis.
Br J Sports Med 2019; 53: 825–834.

10.

De Baets L, Matheve T, Meeus M, et al. The influence of cognitions, emotions
and behavioral factors on treatment outcomes in musculoskeletal shoulder pain: a
systematic review. Clin Rehabil 2019; 33: 980–991.

11.

Bandura A. Self-efficacy: Toward a unifying theory of behavioral change.
Psychol Rev 1977; 84: 191–215.

12.

Beneciuk JM, Bishop MD, George SZ. Clinical prediction rules for physical
therapy interventions: A systematic review. Physical Therapy 2009; 89: 114–124.

13.

Hill JC, Fritz JM. Psychosocial influences on low back pain, disability, and
response to treatment. Phys Ther 2011; 91: 712–721.

14.

Chester R, Shepstone L, Lewis JS, et al. Predicting response to physiotherapy
treatment for musculoskeletal shoulder pain: Protocol for a longitudinal cohort
study. BMC Musculoskelet Disord 2013; 14: 192.

15.

Roach KE, Budiman-Mak E, Songsiridej N, et al. Development of a Shoulder
Pain and Disability Index. Arthritis Care Res (Hoboken) 1991; 4: 143–149.

19

16.

MacDermid JC, Solomon P, Prkachin K. The Shoulder Pain and Disability Index
demonstrates factor, construct and longitudinal validity. BMC Musculoskelet
Disord; 7. Epub ahead of print 10 February 2006. DOI: 10.1186/1471-2474-7-12.

17.

Chester R, Jerosch-Herold C, Lewis J, et al. The SPADI and QuickDASH are
similarly responsive in patients undergoing physical therapy for shoulder pain. J
Orthop Sports Phys Ther 2017; 47: 538–547.

18.

Roe Y, Soberg HL, Bautz-Holter E, et al. A systematic review of measures of
shoulder pain and functioning using the International classification of
functioning, disability and health (ICF). BMC Musculoskelet Disord 2013; 14: 1–
12.

19.

Angst F, Schwyzer HK, Aeschlimann A, et al. Measures of adult shoulder
function: Disabilities of the Arm, Shoulder, and Hand Questionnaire (DASH) and
Its Short Version (QuickDASH), Shoulder Pain and Disability Index (SPADI),
American Shoulder and Elbow Surgeons (ASES) Society Standardized Shoulder
Assessment Form, Constant (Murley) Score (CS), Simple Shoulder Test (SST),
Oxford Shoulder Score (OSS), Shoulder Disability Questionnaire. Arthritis Care
Res; 63. Epub ahead of print November 2011. DOI: 10.1002/ACR.20630.

20.

Roy JS, Macdermid JC, Woodhouse LJ. Measuring shoulder function: a
systematic review of four questionnaires. Arthritis Rheum 2009; 61: 623–632.

20

21.

Nicholas MK. The pain self-efficacy questionnaire: Taking pain into account.
Eur J Pain 2007; 11: 153–163.

22.

Dubé M-O, Langevin P, Roy J-S. Measurement properties of the Pain SelfEfficacy Questionnaire in populations with musculoskeletal disorders: a
systematic review. Pain Reports 2021; 6: e972.

23.

Hanchard, Nigel. Cummins, Janis. Jeffries C. Evidence-based clinical guidelines
for the diagnosis, assessment and physiotherapy management of shoulder
impingement syndrome. Chart Soc Physiother 2004; 1.

24.

Hanchard NCA, Goodchild L, Thompson J, et al. Evidence-based clinical
guidelines for the diagnosis, assessment and physiotherapy management of
contracted (frozen) shoulder: quick reference summary. Physiotherapy 2012; 98:
117–120.

25.

Ferrari S, Vanti C, Pellizzer M, et al. Is there a relationship between self-efficacy,
disability, pain and sociodemographic characteristics in chronic low back pain? A
multicenter retrospective analysis. Arch Physiother 2019; 9: 9.

26.

Puschmann AK, Drießlein D, Beck H, et al. Stress and self-efficacy as long-term
predictors for chronic low back pain: A prospective longitudinal study. J Pain
Res 2020; 13: 613–621.

27.

Martinez-Calderon J, Zamora-Campos C, Navarro-Ledesma S, et al. The Role of

21

Self-Efficacy on the Prognosis of Chronic Musculoskeletal Pain: A Systematic
Review. Journal of Pain 2018; 19: 10–34.
28.

Skidmore JR, Koenig AL, Dyson SJ, et al. Pain self-efficacy mediates the
relationship between depressive symptoms and pain severity. Clin J Pain 2015;
31: 137–144.

29.

Saito H, Harrold ME, Cavalheri V, et al. Scapular focused interventions to
improve shoulder pain and function in adults with subacromial pain: A
systematic review and meta-analysis. Physiotherapy Theory and Practice 2018;
34: 653–670.

30.

Haik MN, Alburquerque-Sendín F, Moreira RFC, et al. Effectiveness of physical
therapy treatment of clearly defined subacromial pain: A systematic review of
randomised controlled trials. British Journal of Sports Medicine 2016; 50: 1124–
1134.

31.

Steuri R, Sattelmayer M, Elsig S, et al. Effectiveness of conservative
interventions including exercise, manual therapy and medical management in
adults with shoulder impingement: A systematic review and meta-analysis of
RCTs. British Journal of Sports Medicine 2017; 51: 1340–1347.

32.

Pieters L, Lewis J, Kuppens K, et al. An Update of Systematic Reviews
Examining the Effectiveness of Conservative Physical Therapy Interventions for

22

Subacromial Shoulder Pain. J Orthop Sport Phys Ther 2020; 50: 131–141.
33.

Jalali ZM, Farghadani A, Ejlali-Vardoogh M. Effect of cognitive-behavioral
training on pain self-efficacy, self-discovery, and perception in patients with
chronic low-back pain: A quasi-experimental study. Anesthesiol Pain Med; 9.
Epub ahead of print 1 April 2019. DOI: 10.5812/aapm.78905.

34.

Martinez-Calderon J, Flores-Cortes M, Morales-Asencio JM, et al. Which
interventions enhance pain self-efficacy in people with chronic musculoskeletal
pain? A systematic review with meta-analysis of randomized controlled trials,
including over 12 000 participants. Journal of Orthopaedic and Sports Physical
Therapy 2020; 50: 418–430.

23

