
    

 

 
 

Chronicity and Complexity in Personal Injury;  
an Accredited Exercise Physiologist’s Perspective: 
 
Achieving positive exercise rehabilitation outcomes for clients suffering with chronic pain secondary to 
musculoskeletal injury is complex and multidimensional, particularly through Personal Injury schemes. Firstly, 
we should note that – in relation to musculoskeletal injuries and in line with scope-of-practice, an Accredited 
Exercise Physiologist (AEP) will generally receive a referral later in the rehabilitation journey - and thus, the 
client will often meet the scientific definition of suffering chronic musculoskeletal pain – i.e. present for a 
period exceeding three months. 
 
By adhering to The Clinical Framework for the Delivery of Health Services (2), AEPs must measure and 
demonstrate the effectiveness of rehabilitation whilst adopting a biopsychosocial approach; to direct 
interventions optimally from the outset, this approach necessitates a comprehensive and robust objective and 
subjective initial assessment. This approach is underpinned by implicit knowledge of the flags’ model and the 
utilisation of motivational interviewing techniques to identify such flags, with genuine patience and empathy.  
 
Furthermore, AEPs deploy screening tools in-line with the contemporary evidence-base. Whilst the Short-Form 
OMPQ is regularly utilised and offers value, AEPs must dial down into the individual barriers facing the client, 
and thus may look to utilise varying tools such as the Tampa Scale for Kinesiophobia and/or The Pain Self-
Efficacy Scale. There is a scientifically-established association between a greater degree of kinesiophobia and/ 
or pain intensity being predictive of the progression of disability overtime; therefore, AEPs often consider 
assessing such axes in the initial assessment (3). In relation to self-efficacy, there is a wide array of literature 
that emphasises the importance that baseline level of self-efficacy and subsequent improvements throughout 
an intervention influence long-term outcomes (4). A study found that improved self-efficacy is associated with 
reduced disability in individuals with chronic pain, independent of reduction in pain intensity, and; focusing on 
improvement in self-efficacy is an effective strategy in chronic pain rehabilitation (5). In order to focus on this, 
an AEP needs to assess within the initial assessment and then take the appropriate time throughout 
subsequent supervised reviews to enhance confidence and explore the underpinning factors that influence self-
efficacy - such as pain beliefs, social factors and previous intervention outcomes.  
 
AEPs may also deploy very holistic tools such as the 36-Item Short-Form Survey which provide an overview of 
wholebeing health through the multi-faceted, contributing domains of health – and assist in guiding all the 
components of a client’s intervention, whilst not being unilaterally focused on the specific diagnosed injury. 
 
As part of the comprehensive assessment process, AEPs also assess the prevalence of return-to-work (RTW) 
barriers, such as various physical, occupational, psychological, social and lifestyle factors.  
 
The final component of the robust assessment process, and again while adhering to The Clinical Framework, 
involves developing collaborative goals that are in-line with optimising function and RTW outcomes, while being 
underpinned by stage of behavioural change science – however, these are regularly assessed and monitored 
throughout the exercise intervention to ensure barriers are addressed and progress is maintained.  
 
It is important to note that success of previous interventions is important, given that preceding misguided 
rehabilitation can hugely impact an individual’s construct of their beliefs. For example, it is anecdotally common 
that an individual may believe that pain equates to tissue damage, and the underpinning reason for the belief is 
that a previous provider had informed them as such. Thus, to use conceptual change science and understand 
the structural make-up of this belief and subsequently adopt strategies to change their narrative takes time and 
robust therapeutic alliance. Building therapeutic alliance is critical prior to commencing any intervention that 
looks to change an individual’s belief-system, which is commonly needed when assisting those with chronic  
musculoskeletal pain. In order to facilitate a strong therapeutic alliance, AEPs must understand the factors that 
 
 



    

 

 
 
 
 
 
influence the client relationship (6). Another common complexity and barrier to successful outcomes is 
rehabilitation adherence and self-management; AEPs will take time throughout supervised reviews to discuss 
adherence to the program and ensure that there is empathic addressing of barriers, with pragmatic strategies 
to ensure that rehabilitation goals are achieved. This requires an adaptive and individualised approach by the 
AEP. 
 
The link between mental health factors (orange flags) and chronic pain is now well-known – not just in its 
correlation but, also in relation to its complex interplay as part of the biopsychosocial model of pain whereby 
mental health factors can significantly influence an individual’s pain experience. Studies have shown several 
local associations between depressive and pain interference symptoms, as well as noting that sleep issues were 
associated with both anxiety and depressive symptoms and pain intensity (7).  
 
The final reference to The Clinical Framework comes in the form of empowering an individual to achieve self-
management, which is a strategic and collaborative process from the initial assessment through to the 
conclusion of an exercise program. Promoting self-management should focus on active coping strategies, and 
reduced dependence on passive techniques, as well as adopting an individualised biopsychosocial approach 
with a focus on enhancing sustainable behaviour change and an active lifestyle, underpinned by a strong 
emphasis on self-efficacy (8).  
 
In summary, an AEP will conduct a robust objective and subjective initial assessment through a biopsychosocial 
lens, measuring a number of clinical factors and RTW barriers, while developing goals and strategies to address 
these factors/ barriers, and; subsequently promoting sustainable self-management through evidence-based 
techniques. Clearly, to adopt this evidence-based approach to enhance outcomes for those suffering with 
chronic and/ or complex musculoskeletal pain takes time and consideration from the AEP.  
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