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Abstract

Objective: To identify perceived barriers to adhering to a group-based programme
combining pain neuroscience education and therapeutic exercise among people with
chronic neck pain, and to assess the perceived relative importance and frequency of such
barriers according to sociodemographic factors and programme attendance.

Design: Mixed-methods study using a concept mapping approach.

Setting: Two primary care centres in Catalonia (Spain).

Participants: Sixty-three individuals with chronic neck pain.

Intervention: Participation in a group-based pain neuroscience education and therapeutic
exercise programme.

Main measures: Perceived barriers to adhering to a combined pain neuroscience
education and therapeutic exercise programme were generated, sorted, and rated by
participants according to importance and frequency scores (5-point Likert scale). Cluster
maps and go-zone plots were derived using multidimensional scaling and hierarchical
cluster analysis. Exploratory subgroup analyses were conducted.

Results: Thirty-two statements were grouped into four clusters: Adequacy and
adaptation, Organisation and format, Information and educational support, and
Therapeutic relationship. Adequacy and adaptation showed the highest ratings for
importance and frequency, followed by Information and educational support, and
Therapeutic relationship; Organisation and format showed the lowest. Exploratory
analyses indicated higher ratings for barriers related to organisational and information-
related aspects among younger participants, and for understanding-related difficulties
among participants with <70% programme attendance.

Conclusions: Perceived barriers to adherence appear to be structured around three

interrelated domains: programme adequacy and adaptation, information and educational



support, and therapeutic relationship. Organisational and information-related barriers
were perceived as more relevant among younger participants, whereas understanding-
related difficulties were more relevant among participants with <70% programme

attendance.

Keywords: Chronic neck pain; Pain neuroscience education; Therapeutic exercise;

Adherence; Barriers; Concept Mapping; Mixed methods; Primary care.

Clinical Messages

e Clinicians should individualise pain neuroscience education and therapeutic
exercise programmes, as perceived coherence and symptom interpretation appear
central to adherence in chronic neck pain.

e Clinicians should address communication and therapeutic relationship aspects
throughout rehabilitation, as difficulties related to understanding and expectations
may contribute to barriers to engagement.

e Rehabilitation programmes should consider organisational flexibility and
educational support, particularly for younger adults, who may experience greater

organisational and information-related barriers.



Introduction

Chronic neck pain, defined as pain lasting longer than three months, is one of the leading
causes of disability worldwide, with substantial functional and socioeconomic
consequences (1-3). The therapeutic management of chronic neck pain involves
multimodal strategies, among which pain neuroscience education and therapeutic
exercise are particularly predominant (4). Pain neuroscience education provides a
framework for reconceptualising pain-related beliefs (5), whereas therapeutic exercise, in
addition to improving physical function and capacity, reinforces this cognitive shift
through the experiential process of movement (6). Integrating these two strategies

constitutes a comprehensive approach to chronic neck pain management (4,7).

Despite evidence supporting these interventions (4,7), their implementation may be
constrained by various barriers affecting access to or engagement with treatment. These
barriers may be related to personal or contextual factors, or to characteristics inherent to
the intervention itself, and may influence the level of adherence to the programme (8).
Reported barriers to therapeutic exercise include pain or fatigue during activity, lack of
time, and low motivation (9,10). Regarding pain neuroscience education, existing studies
have primarily focused on the professional perspective, identifying obstacles such as the
predominance of a biomedical approach, insufficient training in the biopsychosocial
model, and challenges in integrating pain neuroscience education into routine clinical
practice (11,12). However, people’s previous pain experiences and social determinants
also shape engagement with treatment (13,14). Sociodemographic and personal factors,
including gender, age and migration background, may therefore influence access,

participation, continuity of care and experiences within healthcare systems (15,16).



Identifying barriers within the population and the setting in which an intervention is
delivered is essential to support programme-design effectiveness, implementation, and
sustainability. Actively involving users can provide insight into how organisational,
resource-related, and clinical factors affect interventions under real-world conditions
(17,18). In chronic neck pain, such knowledge may help adapt treatment programmes,
and optimise therapeutic exercise prescription and implementation in routine clinical
practice (19). This is particularly relevant in primary care, where patient heterogeneity,
limited time and resources, clinical complexity, community engagement and inter-service
coordination may influence implementation, continuity of care, and adherence (20,21).
Delivery format may also shape people’s experiences and the barriers encountered,
consequently, understanding adherence to group-based programmes is especially
important when these interventions are delivered in routine practice. Accordingly, this
study aimed to identify perceived barriers to adhering to a group-based programme
combining pain neuroscience education and therapeutic exercise among people with
chronic neck pain, and to assess the perceived relative importance and frequency of such

barriers according to sociodemographic factors and programme attendance.

Methods

This study was approved by the relevant Research Ethics Committee [Comité d’Etica
d’Investigaci6 amb Medicaments de 1’Institut de Recerca i Innovacié en Ciéncies de la
Vida i de la Salut a la Catalunya Central (CEIm IRIS-CC); code 24/052] and was
conducted according to the principles of the Declaration of Helsinki. All participants

provided written informed consent prior to participation.



Design

We conducted a cross-sectional study with people diagnosed with chronic neck pain and
applied the Concept mapping methodology (22), a participatory mixed-methods approach
integrating qualitative data collection and quantitative analytical techniques (23). Concept
mapping facilitates the generation of ideas, supports the organisation of complex issues,
and enables the evaluation of relevance of identified factors within a specific context.
These characteristics contribute to its effectiveness in exploring and prioritising factors
related to adherence in real-world healthcare settings (24,25). This study was reported
following the Mixed Methods Reporting in Rehabilitation and Health Sciences (MMR-

RHS) guidelines (26).

Participants and Recruitment

We recruited people with chronic neck pain between April and December 2025 using
non-probabilistic convenience sampling from two primary-care centres in Catalonia,
Spain, integrated into the regional public healthcare system. We invited all eligible
patients attending the physiotherapy service to participate voluntarily. 63 people were
finally included in the analysis, with recruitment concluding once an adequate sample
size for concept mapping was reached (27). In a typical year, the two centres attend
approximately 53 and 37 patients with chronic neck pain, respectively, who may be
referred to the programme. Due to routine clinical constraints, it was not feasible to
systematically record the number of patients who declined participation. Inclusion criteria
were: (a) previous chronic neck pain diagnosis (symptoms lasting more than 12 weeks);
(b) referral to a combined pain neuroscience education and therapeutic exercise

programme for chronic neck pain at one of the two centres; and (c) age >18 years. Prior



to enrolment, participants were informed of their right to withdraw from the study at any

time.

Programme

The programme, which incorporated pain neuroscience education and therapeutic
exercise, constituted a component of routine clinical care. The programme was
administered in a group format by two physiotherapists and comprised 10 one-hour
sessions held twice weekly. The initial two sessions concentrated on pain neuroscience
education, with therapeutic exercise being progressively incorporated. The subsequent
eight sessions focused on cervical therapeutic exercise. The programme was characterised
by a uniform structure that was consistent across all people enrolled in the study
(Supplementary file 1). Participants were also encouraged to perform the exercises
outside the supervised group sessions; however, home exercise was not systematically

monitored.

Concept mapping methodology

The concept mapping steps are described below (Figure 1):

In Step 1 (Preparation), we formulated the following focus prompt: “What aspects do you
think may represent a barrier when carrying out the pain neuroscience education and
therapeutic exercise programme? Consider aspects related to the therapy itself (what was
explained, what were you asked to do, etc.), logistical aspects, personal factors, and any

other relevant issues.”



In Step 2 (Generation; Phase 1), participants were organised into four small groups of
three to six people. During structured face-to-face sessions, they generated statements in
response to the focus prompt using a structured brainstorming process (Supplementary
file 2). The process continued until a sufficient list to consider the variability of
experiences was obtained. Two researchers independently reviewed the statements to
remove duplicates and merge similar ideas. Discrepancies were resolved by consensus or

with a third researcher. This process resulted in a final agreed-upon list of statements.

In Step 3 (Structuring; Phase 2), participants from the previous phase and additional
people meeting the same inclusion criteria sorted and rated the final list of statements.
Furthermore, participants grouped the statements according to conceptual similarity and
assigned a label to each cluster, ensuring that each statement belonged to only one group.
They then rated each statement in terms of perceived importance and frequency of
occurrence as a barrier using a 5-point Likert scale (1 = very low/never; 5 = very
high/always). Participation in the rating phase was expanded to achieve a sample size
consistent with concept mapping methodological recommendations (27), through both in-
person and digital data collection, via REDCap (Research Electronic Data Capture)

platform (28,29).

In Step 4 (Representation), the data was entered into the R-CMap software for
computerised analysis (30). Multidimensional scaling and hierarchical cluster analysis
were applied to organise the statements into conceptual clusters. The number of clusters
was determined by inspecting the dendrogram and evaluating the resulting groupings of
statements in terms of their conceptual coherence within clusters and differentiation
between clusters. Results were displayed using cluster maps and go-zone scatterplots, and

the means of importance and frequency scores were calculated for each statement and

10



cluster. When participants had missing responses in importance or frequency ratings,
within-participant mean imputations were applied. This approach preserved dataset
coherence and avoided participant loss without affecting the relational structure of the

conceptual maps (31).

In Steps 5 and 6 (Interpretation and Utilisation), the concept mapping results were shared
with participants to collect feedback. Moreover, the research team discussed their

interpretation and applicability within the healthcare context.

Insert Figure 1 here or near here

To characterise the sample, a questionnaire collecting sociodemographic and clinical data
was administered, including characteristics such as gender, age and origin. Pain intensity
was assessed using the Numeric Pain Rating Scale, ranging from 0 (no pain) to 10 (worst
pain imaginable). Participants reported their mean neck pain intensity during the three
days preceding completion of the questionnaire (32). Data were collected anonymously
and managed using REDCap. Information on programme attendance was also collected,
primarily from attendance records at the centres. Exceptionally, for participants who had
completed the programme prior to study initiation and for those whose centre records
were unavailable, attendance data were obtained through self-report. Sample
characteristics were described using frequencies and percentages (n, %) for categorical
variables and mean (SD) for continuous variables. Phases were compared using two-sided
Fisher’s exact tests for categorical variables and an independent-samples t-test for

continuous variables, with statistical significance set at p < 0.05.

Additionally, an exploratory analysis of mean statement importance and frequency
ratings stratified by gender, age, origin, and programme attendance was conducted. Age

was recoded into two categories (<60 and >60 years). Programme attendance was
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categorized using a 70% threshold, defined a priori based on the programme
characteristics and supported by previously used criteria for acceptable adherence to
prescribed rehabilitation intervention (33), with participants classified as attending >70%
or <70% of the scheduled sessions. Mean ratings for each statement were calculated
within each subgroup, and differences in mean ratings between two-group comparisons
were examined using independent t-test samples based on individual statement ratings.
Stratified go-zone scatterplots were also generated for each subgroup. These subgroup
comparisons were considered exploratory, and no corrections for multiple comparisons

were applied.

Results

Description of the sample

A total of 63 people with chronic neck pain participated in the study: 19 in phase 1 and
44 in phase 2. As shown in Table 1, no statistically significant differences were observed
between the groups from the two phases. The sample mostly had the following
characteristics: it was composed of women (70%), people were of Spanish origin (68%),
and the most common age range was 60-69 years (29%). Twenty-nine percent of

participants attended less than 70% of the scheduled sessions.

Insert Table 1 here or near here

Statements and clusters
A final list of 32 statements and four participant groups were obtained from phase 1
(Brainstorming). Based on the classifications made by the participants, inspection of the

dendrogram and evaluation of the conceptual coherence of the resulting groupings
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supported a four-cluster solution. The final map therefore consisted of four conceptual
clusters (Figure 2): 1) Adequacy and adaptation (6 statements); 2) Organisation and
format (12 statements); 3) Information and educational support (9 statements); and 4)

Therapeutic relationship (5 statements).

Insert Figure 2 here or near here

Overall, ‘adequacy and adaptation” showed the highest mean in importance and frequency
scores (Table 2). Within this cluster, statement 9 (“Little variability and progression of
exercises”) received the highest importance score across the study, whereas statement 1
(“Performing generic exercises for the entire group, without individual adaptation™)
received the highest frequency score. This cluster also included barriers related to pain
during or after treatment sessions and lack of perceived improvement throughout the
programme. ‘Information and educational support’ showed the second highest scores,
particularly regarding follow-up by referring professionals. Barriers related to educational
content, individualised explanations, opportunities to share experiences during the
intervention, and multidisciplinary coordination received high importance scores despite
comparatively lower frequency values. ‘Therapeutic relationship’ showed lower scores
than the previous clusters and included barriers associated with complementary
therapeutic options, trust in healthcare professionals, and unmet initial expectations
regarding treatment. In contrast, ‘organisation and format’ showed the lowest scores
across both dimensions and mainly comprised barriers related to programme duration,
referral delays, and rescheduling options for missed sessions. Figure 3 presents the
distributions of statements according to their mean importance and frequency scores
through a go-zone scatter plot.

Insert Table 2 here or near here

13



Insert Figure 3 here or near here

Exploratory subgroup analyses according to gender, age, origin, and programme
attendance are presented in Table 3 and Supplementary File 3. No differentiated patterns
were identified according to gender or origin, apart from isolated differences related to
group size perception, referral delays, and schedule compatibility. Regarding age,
younger participants (30-59 years) generally showed higher importance and frequency
scores than older participants (>60years), particularly in ‘organisation and format’ and
‘information and educational support’. These differences were mainly related to
programme duration, schedule compatibility, referral delays, educational content,
individualised explanations, and follow-up by referring professionals. Additionally,
younger participants also showed higher scores regarding pain during or after treatment
sessions and trust in healthcare professionals. Regarding programme attendance,
participants attending <70% of the scheduled sessions mainly showed higher scores in
‘information and educational support’, particularly in relation to guidance materials,
programme-related information, and theoretical or pedagogical content related to the
intervention. Higher scores were also observed for barriers related to knowledge and

guidance on the proper execution of exercises.

Insert Table 3 here or near here

Discussion

Our study identified four clusters of important barriers to adhering to a group-based

combined pain neuroscience education and therapeutic exercise programme among
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people with chronic neck pain: adequacy and adaptation, organisation and format,
information and educational support, and therapeutic relationship. Adherence was
influenced primarily by participants’ perceptions of the programme’s relevance,
meaningfulness, and coherence with their lived experience of pain, and to a much lesser
extent by isolated logistical factors. Our findings suggest that clear explanations,
perceived relevance, and ongoing reinforcement throughout the therapeutic process are
key drivers of adherence alongside consideration of individual characteristics of people

living with chronic neck pain.

Barriers related to ‘adequacy and adaptation’ appear central because they connect
programme structure with the patient’s clinical response. Limited individualisation,
poorly adjusted progression, pain during or after sessions, and lack of perceived
improvement may create a perceived mismatch between programme demands and what
the patient feels able to tolerate or achieve. In chronic pain, where symptom persistence
does not necessarily indicate treatment failure (34), such mismatch may be particularly
problematic if pain or limited improvement is interpreted as evidence that the programme
is inappropriate or ineffective (35,36). Exercise progression should therefore consider
function, activity, and patient-perceived change, rather than symptom reduction alone;
and should be accompanied by clear clinical explanation, shared adjustment, and
discussion of expected symptom fluctuations and relevant indicators of progress (35,37—
39). This interpretation is closely linked to ‘information and educational support’, as some
patients may continue to understand pain and exercise-related symptoms primarily as
indicators of tissue damage. Adherence depends not only on exercise prescription but also
on whether patients understand the therapeutic rationale and can reinterpret pain beyond

a biomedical model (12,40,41). Barriers related to diagnostic information, educational
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content, individualised explanations, support materials and follow-up treatment suggest
that, for some participants, this reconceptualisation process may not have been fully
consolidated, making symptom fluctuations more difficult to interpret during treatment.
Pain reconceptualisation is considered a key mechanism of pain neuroscience education
(42-44), with meta-analytic evidence supporting beneficial effects on pain and
kinesiophobia in chronic neck pain (45). As pain neuroscience education was
concentrated in the initial sessions, these findings support viewing it as an ongoing
process requiring reinforcement and contextualisation throughout treatment rather than

as a standardised initial component.

The ‘therapeutic relationship’ may therefore support education, expectation-setting, and
shared adjustment throughout treatment. In musculoskeletal pain management, a strong
therapeutic alliance has been associated with improved adherence to physiotherapy
interventions (46,47) and may facilitate patient-centred care and shared decision-making
(48,49). In this study, barriers related to unmet expectations, limited trust, and the
perceived need for alternative therapeutic options suggest that some participants’
expectations may not have fully aligned with the aims of the programme. The therapeutic
relationship may therefore support adherence by facilitating information exchange,
eliciting concerns, aligning expectations, and helping patients integrate education and
exercise into a coherent therapeutic process. ‘Organisational and format’-related barriers
should be interpreted as relevant but secondary within this pattern. In high-demand
primary care settings, referral delays, programme duration, and limited flexibility to
reschedule missed sessions may affect access and continuity of care (50,51). However,
their lower relative relevance suggests that they may modulate rather than determine

adherence. Addressing organisational constraints may improve programme feasibility,
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but sustained participation is likely to depend more on whether the intervention is

perceived as adapted, understandable, and therapeutically supported.

Y ounger participants appeared to attribute greater relevance to organisational constraints,
educational support and pain-related barriers. This may reflect the greater impact of time,
work, and family demands in more active life stages and a stronger need for educational
reinforcement when symptoms persist (52,53). These exploratory findings suggest that
programme delivery for younger adults may benefit from greater flexibility, clearer
discussion of expected symptom responses, and explicit links between exercise
progression and personally relevant goals. Participants attending <70% of the scheduled
sessions also gave greater relevance to barriers involving information, guidance materials,
and understanding of the intervention, suggesting that verifying patients’ understanding
and adapting educational support may be valuable when early difficulties with attendance
or engagement arise. In contrast, no clear differential pattern according to gender or origin

was observed.

Several limitations should be considered. The identified barriers reflect perceptions
assessed at programme completion and may vary across treatment stages, although they
remain clinically relevant to adherence. Although the sample was adequate for concept
mapping (24), convenience sampling from two primary care centres in one geographical
area may limit generalisability, particularly of subgroup findings, while the real-world
setting may enhance ecological validity. The group-based format may have influenced
barriers related to individualisation and adaptation, potentially limiting the applicability
of these findings to individually delivered physiotherapy. Exploratory subgroup analyses

involved small samples and no correction for multiple comparisons. Despite ordinal
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ratings, t-tests were retained for consistency with R-CMap mean-based outputs;
sensitivity analyses using exact Mann—Whitney U tests yielded a similar overall pattern.
Type I error nevertheless remains possible, and subgroup findings should be considered

hypothesis-generating rather than confirmatory.

In conclusion, to improve adherence to combined pain neuroscience education and
therapeutic exercise programmes, we need to move beyond standardised delivery and
prioritise patients’ understanding of the therapeutic rationale, interpretation of symptom
fluctuations, and the therapeutic relationship. Individualised progression, repeated
educational reinforcement, and relational strategies that support meaning-making around
symptoms are likely key to adherence in active rehabilitation. Future studies should test
these implementation strategies across settings and explore how perceived barriers

change over time.
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Figures

Figure 1. Steps of Concept Mapping and the main activities involved in each step

—[ Step 1. Preparation }
» Selection of the sample, organisation of focus groups, and definition of the focus prompt

—[ Step 2. Generation }
*Phase 1 (n = 19): Generation of statements on barriers by participants

—[ Step 3. Structuring }
* Phase 2 (n = 44): Sorting and rating of statements by participants

—[ Step 4. Representation }
* Analysis of participants’ sorting and rating data

—[ Step 5. Interpretation }
* Feedback with participants to further discuss and refine the results

—[ Step 6. Utilisation }

* Identification and definition of the most representative barriers in a pain neuroscience education
and therapeutic exercise programme

Figure 2. Cluster map of patient-perceived barriers to adhering to a group-based
combined pain neuroscience education and therapeutic exercise programme

Cluster 3. Information and
educational support 3

Cluster 2. Organisation
and format

28

Cluster 1. Adequacy

Cluster 4. Therapeutic .
and adaptation

relationship

Note. The four clusters comprise a total of 32 statements generated during the brainstorming session (Step
2: Generation; Phase 1). The numbering within each cluster corresponds to the individual statements.
Cluster labels were derived from participants’ proposed titles. Statements located closer together indicate
greater conceptual similarity, whereas those positioned farther apart indicate lower relatedness. This spatial
distribution reflects the individual sorting performed by participants (Step 3: Structuring; Phase 2).
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Figure 3. Go-zone scatterplot of the statements according to mean importance and

frequency ratings

Kendall's tau=0.7 (p value <0.001)
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Note. The scatterplot displays the importance and frequency ratings of statements identified as barriers to
implementing the pain neuroscience education and therapeutic exercise programme, based on participants’
evaluations. The lower-left quadrant includes factors rated below the mean for both importance and
frequency, whereas the upper-right quadrant includes factors rated above the mean for both dimensions.
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Tables

Table 1. Baseline sociodemographic and clinical characteristics of participants

Phase 1 (n=19)

Phase 2 (n = 44)

Total (n = 63)

n (%) or mean (SD) n (%) or mean (SD) n (%) or mean (SD) p value
Gender 1.00
Women 13 (68.42) 31(70.45) 44 (69.84)
Men 6 (31.58) 13 (29.55) 19 (30.16)
Age group 0.57
30-39 years 0 (0.00) 4 (9.09) 4 (6.35)
40-49 years 6 (31.58) 10 (22.73) 16 (25.40)
50-59 years 6 (31.58) 9 (20.45) 15 (23.81)
60-69 years 4 (21.05) 14 (31.82) 18 (28.57)
>70 years 3 (15.79) 7(15.91) 10 (15.87)
Origin 0.38
Native 15 (78.95) 28 (63.64) 43 (68.25)
Non-native 4 (21.05) 16 (36.36) 20 (31.75)
Educational level 0.88
Primary education 5(26.32) 14 (31.82) 19 (30.16)
Secondary education 10 (52.63) 22 (50.00) 32 (50.79)
University education 4 (21.05) 8 (18.18) 12 (19.05)
Employment status 0.99
Employed 8(42.11) 19 (43.18) 27 (42.86)
Unemployed 2 (10.53) 5(11.36) 7(11.11)
Retired 4 (21.05) 10 (22.73) 14 (22.22)
Permanent disability 3 (15.79) 5(11.36) 8 (12.70)
Homemaker 0 (0.00) 1(2.27) 1(1.59)
Other 2 (10.53) 4 (9.09) 6 (9.52)
Proficiency in the local language 0.28
Very low 2 (10.53) 2 (4.55) 4 (6.35)
Low 0 (0.00) 3(6.82) 3 (4.76)
Intermediate 0 (0.00) 5(11.36) 5(7.94)
High 2 (10.53) 8 (18.18) 10 (15.87)
Very high 15 (78.95) 26 (59.09) 41 (65.08)
Household composition 0.92
Nuclear family (parents and children) 9(47.37) 17 (38.64) 26 (41.27)
Single-parent family 4 (21.05) 8 (18.18) 12 (19.05)
Couple without children 2(10.53) 8 (18.18) 10 (15.87)
Living alone 4 (21.05) 9 (20.45) 13 (20.63)
Other 0 (0.00) 2(4.55) 2(3.17)
Net annual household income 0.96
<10,000 € 2 (10.53) 5(11.36) 7(11.11)
10,001-20,000 € 10 (52.63) 26 (59.09) 36 (57.14)
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20,001-30,000 € 4 (21.05) 7(15.91) 11 (17.46)

30,001-40,000 € 2 (10.53) 3(6.82) 5(7.94)
>40,000 € 1(5.26) 3(6.82) 4 (6.35)
Religious/spiritual beliefs 0.60
None 11 (57.89) 22 (50.00) 33 (52.38)
Yes 8 (42.11) 22 (50.00) 30 (47.62)
Trust in the local healthcare system 0.97
Very low 1(5.26) 2 (4.55) 3(4.76)
Low 2 (10.53) 3(6.82) 5(7.94)
Intermediate 7 (36.84) 15 (34.09) 22 (34.92)
High 5(26.32) 13 (29.55) 18 (28.57)
Very high 4 (21.05) 11 (25.00) 15 (23.81)
Pain intensity 0.80
NPRS, 0-10 5.53(2.37) 5.36 (2.23) 5.41 (2.25)
Programme attendance 1.00
<70% 5(26.32) 13 (29.55) 18 (28.57)
>70% 14 (73.68) 31 (70.45) 45 (71.43)

Note. NPRS: Numeric Pain Rating Scale. SD: standard deviation. p values correspond to two-sided Fisher’s exact tests for
categorical variables and an independent-samples t-test for pain intensity.

Table 2. Statements, clusters and their ratings according to importance (1 = very

low; 5 = very high) and frequency (1 = never; 5 = always)

ID Statement Importance Frequency
Mean DE Mean DE
Cluster 1: Adequacy and adaptation 3.20 1.42 3.05 1.52
| Performing generic exercises for the entire group, without individual 325 146 352 1.65
adaptation
9  Little variability and progression of exercises 3.64 1.20 3.36 1.48
18 gDrl(:]s;Slty of health problems or different ways of experiencing pain within the 277 146 269 1.50
26  Feeling pain during the treatment or the days after 3.30 1.36 3.08 1.44
27  Carrying out therapeutic activities that do not provide a clear benefit 2.73 1.52 2.44 1.40
30 Not feeling any improvement over the course of the sessions 3.50 1.36 3.20 1.46
Cluster 2: Organisation and format 2.81 1.49 2.54 1.43
2 Lack of knowledge and guidance on the proper execution of the exercises 2.48 1.42 2.20 1.34
10 Programme with few sessions 3.34 1.29 3.32 1.29
11 Short-duration sessions 2.82 1.42 2.52 1.41
12 Little time for exercise during sessions 2.64 1.42 2.18 1.13
13 Session schedules hardly compatible with personal or family life 2.89 1.54 241 1.50
14  Extended referral time to the programme 3.07 1.45 2.95 1.43
15 Lack of options to reschedule missed sessions 3.11 1.53 2.73 1.44
16 Loss of group members throughout the sessions 2.73 1.48 2.98 1.49
17  Too large groups 2.36 1.56 1.95 1.28
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19
20
24

o 9 N kW

28
29

21
22
25
31
32

Group environment
Language used in sessions (not one’s own)

Inadequate space or materials

Cluster 3: Information and educational support

Not having guidance material to check at home

Lack of post-programme guidance

Lack of information about the programme and the content of the sessions

Lack of information about the diagnosis made by the medical professional

Lack of theoretical/pedagogical content to understand the actions carried out in
the rehabilitation programme

Lack of individualised explanations
Few opportunities to express how the intervention is experienced
Lack of multidisciplinary approach

Lack of follow-up after treatment by the referring professionals

Cluster 4: Therapeutic relationship

Trust in healthcare professionals

Lack of effective communication between professional and patient
Absence of other therapeutic options to complement the treatment
Not meeting initial expectations

Change of professionals throughout the sessions

2.98
2.36
2.89

3.10
2.86
2.98
2.95
3.19

3.05

3.00
3.07
3.25
3.57

3.01
3.09
2.86
3.61
3.09
241

1.56
1.69
1.37

1.46
1.50
1.50
1.46
1.41

1.54

1.57
1.34
1.45
1.40

1.48
1.61
1.52
1.28
1.33
1.45

247
2.21
2.50

2.81
2.73
2.68
245
291

2.74

2.64
2.80
2.93
3.45

2.66
2.80
2.52
3.37
2.84
1.77

1.55
1.62
1.25

1.52
1.70
1.60
1.35
1.49

1.51

1.59
1.44
1.42
1.47

1.46
1.56
1.37
1.46
1.35
1.10
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Table 3. Statements, clusters and their mean scores according to importance (1 = very low; 5 = very high) and frequency (1 = never; 5 = always) across

subgroups

Mean importance

Mean frequency

Gender Age group Origin Attendance Gender Age group Origin Attendance
Young Young
Men ‘Yome| Older Native O | >70% <70% | Men YYOme| Older Native o7 | >70% <70%
n adults native n adults native
adults adults
Cluster 1: Adequacy and adaptation
j  Performing generic exercises for the entire 32 33 | 29 36 | 33 31 | 33 32 |34 36 | 31 39 | 35 36 | 35 37
group, without individual adaptation
9 Little variability and progression of exercises 42 3,4 3,5 3,7 3,7 3,6 3,7 3,5 3,2 3,4 3,1 3,6 3,5 3,1 3,2 3,7
jg  Diversity ofhealth problems or different ways | g 57 | 54 31 | 27 20 | 28 28 |27 27 | 25 28 | 27 28 | 26 29
of experiencing pain within the group
26 Efetzlrmg pain during the treatmentor the days | » g 35 | 27 38 | 32 34 | 31 38 |28 32 | 25 36 | 29 34 | 29 35
27 Carrylng out therapeutic activities that do not 23 2.9 23 3.1 2.8 2.6 2.6 2.9 22 2.6 23 2.6 2.6 2.1 22 3.0
provide a clear benefit
30 Notfeeling any improvementover the course of | 3, 35 | 37 39 | 36 33 [ 34 37 |33 32 | 29 35 | 34 28 | 30 36
the sessions
Cluster 2: Organisation and format
2 Lack of knowledge and guidance on the proper | , 4 ;5 24 25 2,3 28 | 22 32 | 20 23 2,1 2,3 1,9 27 1,8 3.1
execution of the exercises
10 Programme with few sessions 3,5 3,3 2,9 3,7 3,1 3,8 3,4 3,2 32 3,4 2,9 3,7 3,1 3,8 34 3,2
11 Short-duration sessions 2,7 2,9 2,3 3,3 2,7 3,1 2,9 2,6 2,5 2,5 2,3 2,7 2,5 2,5 2,6 2,3
12 Little time for exercise during sessions 2,8 2,6 2,5 2,7 2,8 2.4 2,6 2,6 2,2 2,2 2,0 23 23 2,1 2,1 2.4
13 Session schedules hardly compatible with 23 31 | 23 34 | 26 34 | 28 31 |18 27 | 1,8 30 | 21 30 | 22 29
personal or family life
14 Extended referral time to the programme 2,6 33 25 3.6 3,0 33 3,1 3,1 2,2 33 24 34 2,9 3,1 2,9 3,2
15 Lack of options to reschedule missed sessions 2,6 3,3 2,9 3,3 2.8 3,7 3,0 3,4 2,1 3,0 2,7 2.8 2,6 3,0 2,6 3,0
16 Loss of group members throughout the sessions | 3,1 2,6 2,9 2,6 2,9 2,4 2,9 2.3 2,7 3,1 2,9 3,0 2,9 3,1 3,0 3,0
17 Too large groups 1,5 27 | 20 27 22 26 | 22 28 | 1,5 21 1,9 20 1,8 22 1,7 2,5
19 Group environment 2,7 3,1 2,6 33 2,9 3,1 2,8 3,4 23 2,5 2,2 2,7 2.4 2,6 23 2,8
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20 Language used in sessions (not one’s own) 1,8 2,6 2,1 2,6 2,3 2,4 2,2 2,8 1,6 2,5 2,0 2,4 2,1 2,4 2,1
24 Inadequate space or materials 2,6 3,0 2,6 3,2 2,8 3,1 2,8 3,1 2,5 2,5 2,3 2,7 2,6 2,4 2,4

Cluster 3: Information and educational

support
Not having guidance material to check at home 2,6 3,0 2,6 3,1 3,0 2,6 2,7 3,2 2,0 3,0 2,3 3,1 2,9 2,4 24
4 Lack of post-programme guidance 2,6 3,1 2,6 33 3,1 2,8 2,8 33 2,5 2,8 2,5 2,8 2,7 2,6 2,6

Lack of information about the programme and

5 . 2,7 3,1 2,8 3,1 2,8 33 2,7 3,5 2,2 2,5 2,2 2,7 2,4 2,6 2,0
the content of the sessions

6 Lack oflnfgnnatlon abput the diagnosis made 34 3.1 2,7 3.6 3.1 34 3.1 33 33 2.7 2.7 3.1 2.8 3.1 2.7
by the medical professional
Lack of theoretical/pedagogical content to

7 understand the actions carried out in the 2,8 3,1 2,6 3,5 3,0 3,1 2,9 3,4 2,8 2,7 2,6 2,9 2,9 2,4 2,4
rehabilitation programme

8 Lack of individualised explanations 2,8 3,1 2.5 35 3,0 3,1 2,8 3,4 2,2 2,8 2,1 3.1 2,7 2,5 2,4

23 Few opportunities to express how the 32 030 | 28 33 | 29 34 | 30 32 |27 28 | 26 30 | 30 25 | 27
intervention is experienced

28 Lack of multidisciplinary approach 3,5 3,1 3,0 3,5 3,4 3,1 33 3,2 2,8 3,0 2,7 3,2 3,0 2,8 2,7

29  Lackof follow-up after treatment by the 34 36 | 33 38 | 3.6 34 | 36 35 |30 36 | 30 39 | 35 33 | 33
referring professionals
Cluster 4: Therapeutic relationship

21 Trust in healthcare professionals 2,5 3,4 25 3,7 2,9 3,4 3,1 3,1 2,5 2,9 23 3,2 2,8 2,9 2,7

gy Lackofeffective communication between 22 31 | 24 33 | 27 31 | 27 32 |22 27 | 22 28 | 26 24 | 23
professional and patient

25 Absence of other therapeutic options to 3.5 3.6 32 4,0 3.5 3.9 3.6 3.6 3.5 33 3.0 3.7 3.1 3.8 32

complement the treatment
31 Not meeting initial expectations 3,0 3,1 2,8 3,4 3,0 33 3,1 3,1 2,8 2,8 2,7 3,0 2,9 2,8 2,7
32 Change of professionals throughout the sessions | 2,2 2,5 2,2 2,6 23 2,7 23 2,8 1,8 1,8 1,8 1,7 1,9 1,6 1,6

2,5
2,8

3,5
2,9

3,5

34

3,5

3,2
3,0
3,5
3,8

2,9
3,0

3,7

32
22

Note. Values correspond to the mean scores of each statement within each subgroup. Bold values indicate statistically significant differences between subgroups defined by each sample
characteristic (p < 0.035).
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