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Addressing religion and spirituality (R/S) dimensions may be uncomfortable for patients and practitioners be-
cause they refer to intimate beliefs about existence, vary across the globe and cultures, and are not routinely
shared in the modern therapeutic scenario. Often, R/S dimensions are overlooked in musculoskeletal (MSK)
practice despite associations with attitudes and behaviour that directly affect quality of life and health outcomes.
Inclusion of basic R/S dimensions in the therapeutic alliance may optimise care and establish these dimensions
as interactors within the biopsychosocial model. The purpose of this commentary was to provide practitioners

with definitions of R/S that are useful for managing care of MSK patients, describe how attitudes towards R/S
may be linked to health status, and indicate how R/S dimensions could be discussed in simple ways in a modern
therapeutic scenario. Finally, suggestions are provided for MSK practitioners and researchers to address R/S
dimensions in Western evidence-oriented healthcare.

Use of biopsychosocial model in musculoskeletal practice

Epidemiological studies suggest one in five people across Europe
have persistent pain mostly from musculoskeletal (MSK) disorders, such
as low back pain and osteoarthritis [1]. Persistent MSK pain increases
risk of comorbid conditions like depression, obesity, heart disease, and
cancer and of early mortality [1]. Since pain results from interplay of
mechanical, biochemical, psychological, and social factors, guidelines
for management of MSK pain recommend using a biopsychosocial (BPS)
model [2]. Among non-pharmacological treatment modalities, MSK
practice has endorsed this model since psychosocial variables are the
best predictors of clinical outcomes for pain and disability [3,4].
Commonalities based on pain mechanisms and neurosciences have
challenged purely biomechanical models of MSK practice and shape
current models for clinical and therapeutic practice [5,6]. To optimise
care, the BPS model shifts the emphasis from exclusive reliance on
physical to psychosocial concepts that influence pain experiences and
subsequent behaviour [7].

The BPS model was developed for low back pain [8] but has since
expanded to the neck [9], shoulder [10], and foot/ankle [11]. The best
predictors for pain and disability in non-specific low back pain include

psychological factors (yellow flags) that are intrinsic to the patient,
environmental factors related to their work (blue flags) or social context
(black flags), and medical or biological factors (including red flags) [4].
With its patient-centred focus, the BPS model promotes overcoming
obstacles to recovery and includes education and self-management
strategies [12]. Therefore, patient understanding of their condition and
perceived cause of the problem is necessary to optimise management
and promote tailored education and advice. To achieve this, the pa-
tient's narrative can be used for insight into the patient's personal,
cognitive, and social context; understanding of their problem; and ex-
pectations of recovery [13]. This narrative is crucial for management,
so patients should be consulted at the beginning of treatment instead of
at the end to prevent unsuccessful treatment [13]. Manual therapy for
MSK symptoms shows promising effects on psychosocial factors in pa-
tients with persistent pain [14,15], which may be related to increasing
confidence of manual therapists in assessing these factors. However, the
main obstacle remains discussing these psychosocial factors with pa-
tients, such as how they impact prognosis [16-18].

The BPS model is constantly being refined: some prognosis factors
overlap [19] whilst others may be missing. In this commentary, we will
discuss the absence of religion and spirituality (R/S) in the BPS model
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for MSK management and explain why it may be useful to include in
clinical practice.

Religion/spirituality: a missing part in musculoskeletal practice
Definitions in healthcare

Relationships between spirituality, religion, and medicine have
been described since antiquity. Despite differences in history, society,
economy, and culture, human communities share a common belief that
R/S plays an important role in healing [20]. R/S are constantly inter-
preted and reinterpreted and cannot be understood in isolation from
cultural contexts [21]. Religion (eg, religious affiliation and service
attendance) and spirituality (eg, connection to a source larger than
oneself and feelings of transcendence) are important aspects of ev-
eryday life for many people; 59% worldwide describe themselves as
religious regardless of whether they attend religious services [22]. In
healthcare, religious beliefs typically refer to belief in supernatural
beings, as in traditional religious communities. In contrast, spiritual
beliefs refer to individual and personalised beliefs about the transcen-
dent or sacred, and are often based on personal experience [23]. An-
other definition to consider is that of the soul, which is described as the
spiritual, non-physical part of an individual that is the centre of emo-
tions, feelings, and spirit [24]. Because R/S entail a range of beliefs,
practices, and experiences that sometimes overlap, we have grouped
these aspects as R/S for clarity.

Surprisingly, R/S dimensions are rarely discussed in MSK practice
[4,25] despite positive associations between them and health outcomes
[22,26,27]. In the discipline of occupational therapy, R/S has been
discussed as a contextual factor in MSK management that would enable
a truly holistic approach. Although occupational therapy used to in-
clude R/S, it may have gotten lost in the biomedical assessment and
management of patients [28]. Ultimately, R/S inclusion into MSK care
should require practitioners to first understand R/S, including their
own perspectives on the matter [28]. Other professions have described
the role of R/S to better address patient needs [29], and different types
of MSK management have been proposed [30,31] that implicitly in-
clude R/S for holistic care [32]. Similar manual techniques may be
included in different therapeutic scenarios whether the focus is on the
body to improve range of motion and decrease pain, the body/mind to
improve psychosocial components [30,33], or the body/mind/spirit to
improve overall well-being [34,35]. In the American osteopathic pro-
fession, R/S was limited to history-taking and physical examination, not
to manual therapy application; thus, previous reports are not gen-
eralisable to non-medical MSK care providers [35].

Although this lack of an operational definition of R/S in MSK care,
coupled with lack of topical research, limits practical use in Western
MSK management, the literature provides definitions from traditional
medicines [36]. In the Native American tradition, individuals thought
to be ‘dispirited’ may seek shamanic healing [24], which focuses on the
patient's experience of their disorder. In a shamanic worldview, ill-
nesses may arise from spiritual and non-spiritual factors [24] similar to
vitalistic approaches described by early Western MSK practitioners
[37,38]. In a healthcare environment shaped by evidence, clarification
is needed from practitioners extending their scope of practice beyond
the MSK field [39]. In this commentary, we discuss how inclusion of R/
S dimensions in the current BPS model for MSK care can positively
impact MSK practice.

Relevance in modern musculoskeletal therapeutic practice

R/S has been mostly studied in palliative and end-of-life care where
patients tend to reflect on life and life's purpose [40,41]. In one study,
69% of cancer patients reported praying for their health; only 45% of
the general US population did [22]. R/S has also been studied in
chronic illnesses where patients think about life and the experience of
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disease [40]. Factors associated with these illnesses may present as
anxiety, pain, loneliness, or deprivation resulting in challenges to va-
lues and beliefs [40]. Because R/S care is important to patients [42], it
can no longer be overlooked in MSK practices claiming a holistic ap-
proach. Patient beliefs and values have to be considered and in-
corporated into treatment in combination with the best available evi-
dence and the practitioner's experience to optimise outcomes [2].

In one review, R/S dimensions were associated with physical dis-
ability, pain, somatic symptoms, and mental health outcomes [26].
Another study found R/S dimensions influenced health behaviours,
such as physical activity, smoking habits, and diet [23]. Individuals
who place more importance on R/S have better mental health and
adapt more quickly to health problems than others. These benefits to
mental health and well-being have physiological consequences, affect
risk of disease, and influence response to treatment [26]. Overall, R/S
dimensions have direct/indirect and positive/negative impacts on
health habits and outcomes and have applicability in the design of
tailored MSK programs.

Relevance of biopsychosocial model for musculoskeletal practice

Because R/S dimensions impact health and treatment outcomes
[26], opportunities to discuss them in the clinical scenario should be
pursued, especially since they may be directly/indirectly associated
with some of the 55 BPS factors (19 biological, 13 psychological, and 23
social factors) described in a recent review of non-specific low back
pain [4]. In the BPS model, potential interactions between R/S di-
mensions could be described within a holistic body/mind/spirit para-
digm of holistic MSK care (Fig. 1). These associations between prog-
nostic factors (flags) and R/S dimensions are useful for identifying
obstacles and individuals needing additional help [4]. To facilitate
measurements in a clinical setting, the affective, behavioural, and
cognitive dimensions have also been used to conceptualise R/S [27].
Affective R/S assess spiritual well-being, distress, and experiences (eg, I
feel deep inner peace or harmony). Behavioural R/S assess public and
private religious activities and positive religious coping. Cognitive R/S
assess specific beliefs or perceptions. Additionally, dimensions of R/S
can be categorised as other R/S, such as general religiousness, religious
affiliation, and religious social support [27]. These classifications may
help unfamiliar MSK practitioners better understand the meaning of R/
S in each patient's life and the relevance of an updated BPS model for
MSK care.

Bacon and Roe [43] suggested MSK practice may include a spiritual
dimension emphasising non-physical aspects of the patient/practitioner
interaction, but a scientific frame for their interpretation was not pro-
vided. Some practitioners describe their MSK management as holistic,
but this concept can be difficult to balance with modern knowledge
[44]. Wallden and Chek [25] suggested MSK practice should combine
ancient medical wisdom with current clinical technologies since some
traditional medicines already include R/S dimensions. However,
Thomson et al. [45] reported too many flaws with this method for re-
levance in an evidence-based environment. Combinations of traditional
and modern approaches should rely on strong foundations, and over-
looked literature should be considered to optimise treatment and pro-
mote critical thinking [45]. As such, implementation of an evidence-
based, BPS-spiritual model that includes R/S dimensions may improve
MSK care.

Smith [46] proposed a model for an osteopathic BPS approach that
included spiritual needs. This approach would incorporate empathetic
listening, investigate meaning and purpose and their impact on symp-
toms, incorporate pain-related beliefs into cognitive behavioural
therapy and explore connections with others [46]. Such a model may
allow patients to interpret physical complaints as expressions of emo-
tional, psychosocial, and spiritual concerns while providing real holistic
MSK care.
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Fig. 1. Biopsychosocial prognostic factors and potential interactors from religion/spirituality dimensions within the holistic body/mind/spirit approach of mus-
culoskeletal care. Religion/spirituality are conceptualised in affective, behavioural, and cognitive dimensions as proposed by Salsman et al. [27].

Introducing religion and spirituality into the biopsychosocial
model for musculoskeletal management: clinical impacts and
benefits

Identifying religion and spirituality dimensions in the patient's life

Medicine and R/S intersect in at least four areas: (1) meanings of
health and illness; (2) relation of health to other human values; (3)
attitudes towards the aged, incurable, and weak; and (4) attitude to-
wards nature [35]. Related attitudes and behaviour directly affect
quality of life and health outcomes [26], so they are important to
identify in a clinical scenario. Evaluating R/S dimensions in modern
and holistic MSK practice implies the need for practitioners to access
useful information to address all patient needs, especially for those who
have BPS-spiritual interpretations of physical symptoms. This proposed
approach can be challenging since individual interpretations of R/S can
change over time and are shaped by ideas, practices, values, and stories
of different cultures. Further, ethnicity, gender, sexuality, and socio-
economic class are influencing factors in R/S [21].

Whether discussed spontaneously by patients or through appro-
priate practitioner management, R/S dimensions are relevant because
they directly or indirectly interfere with symptoms and care. For ex-
ample, patients may experience greater meaning and peace (ie, affec-
tive R/S), attend religious services (behavioural R/S), and perceive God
as benevolent (ie, cognitive R/S) [22]. This approach also allows pa-
tients to interpret R/S dimensions through their culture and beliefs
outside the clinical setting [35]. However, a distinction should be made
between an interfaith, generic, or multifaith approach where spiritual
care is provided to patients of all faiths and a faith-specific approach
where care is provided to only those of similar faith [47]. In a broad
sense, interfaith spiritual care describes a therapeutic alliance where
practitioner and patient have different spiritual, religious or non-
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spiritual, or non-religious worldviews. However, personal and ethical
concerns of practitioners in relation to R/S dimensions should be con-
sidered because it can be challenging to have to also include this ap-
proach in the clinical setting [47]. For patients to hear a meaningful
story about R/S, practitioners need to understand the patient's narrative
and relate information to that narrative to ensure patients understand
it, remember it, and are able to use it. The flexibility to combine
practitioner knowledge, attitude, and skills to optimise care while ac-
counting for different R/S practices and beliefs evokes cultural com-
petence, which is defined as ‘a set of consistent behaviours, attitudes
and policies that enable a system, agency or individual to work within a
cross-cultural context or situation effectively’ [48]. In multicultural
societies, cultural competence may increase equity of access and ad-
dress social injustices by promoting recognition and acceptance of the
impact of cultural differences, racism, and discrimination on health and
healthcare [49].

Facilitating and improving communication

A recent systematic review examined methodological quality and
effectiveness of interventions for improving patient-practitioner com-
munication during treatment decisions [50]. Little high-level evidence
exists to support recommendations about best practices for this com-
munication despite treatment decisions potentially having long-lasting
adverse effects [50]. According to a literature review on cancer care, R/
S conversations increased patient satisfaction with care and improved
well-being, but nurses had to consciously practice self-awareness and
spiritual care communication strategies [41]. Even for MSK practi-
tioners, communication styles regarding R/S may impact treatment
outcome. Bornet et al. [51] described four models to make sense of R/S
in general practice: (1) negation where R/S does not exist in the current
medical field, (2) narrative where R/S is approached without explicitly
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naming it, (3) spiritual screening where practitioners have an active
interest in R/S, and (4) collaborative where R/S is part of whole-person
care. The narrative model is dominant in current allopathic practice;
thus, patients of Western MSK practitioners are used to discussing R/S
in less direct ways, which offers practitioners an opportunity to start
discussing this information with appropriate communication style and
wording. To promote this approach, Spaeth [35] described five apti-
tudes that practitioners should master to address the R/S needs of pa-
tients: (1) be trustworthy, (2) treat the patient as a person, (3) be kind,
(4) maintain hope, and (5) assist the patient in determining what it
means to live.

An evidence-based BPS-spiritual approach for MSK management
may facilitate communication about other health models where manual
techniques are mostly described through metaphors. For example, in-
troduction of R/S in modern MSK management may make patients
more comfortable discussing past experiences of altered states of con-
sciousness [52], such as comas, near-death experiences, and vivid
dreams, that remain unexplained or traumatic and impact how patients
interpret physical symptoms. A recent systematic review suggested
routine inclusion of R/S dimensions for treating post-traumatic stress
disorders in veterans [53]. Practitioners should also consider patients
may have visited traditional medicine healers or participated in spiri-
tual practices associated with mystical experiences, such as the ex-
perience of profound unity, a felt sense of sacredness, a fundamental
sense of truth and reality, or transcendence of time and space [54].
When faced with patient descriptions of these experiences, MSK prac-
titioners should address them appropriately and ethically. Perhaps re-
introducing these experiences in healthcare instead of using metaphors
or, worse, ignoring them may be a good starting point.

In pain medicine, negative and neurological metaphors can be
detrimental, so other metaphors and realisation of the contribution of
narrative are necessary [55]. Similarly, potential misuse of vocabulary
for MSK management [56] may overlap with patients' cognitive R/S
dimensions. As in other medical fields, use of such wording may not be
optimal [57]. Therefore, spending time with patients is an opportunity
for MSK practitioners to allow patients to express experiences. MSK
pain modulation is conceptualised as the net result of complex neural
interactions where physiological and psychological information is in-
tegrated into individual pain experience [58] modulated by each in-
dividual's R/S dimensions. Thus, manual therapy techniques may in-
fluence these interactions, triggering a cascade of neurophysiological
events from mechanical stimulation of the MSK system [59].

Challenges for musculoskeletal practitioners

Because historical, cultural, social, and political considerations
shape perspective [21], R/S is difficult to handle in routine care for
uninformed or untrained practitioners. Every source of knowledge, in-
cluding R/S, should be rooted in a particular context and situated to
that place. In the BPS model, social context considers socioeconomic
status, social network, and legal and compensatory systems that influ-
ence patient understanding of symptoms and chances of recovery [4].
Inclusion of R/S dimensions into the classical BPS model requires spe-
cific training to improve care [42].

A qualitative study explored perceived nature, role, function, and
value of spirituality within osteopathic practice from a practitioner's
perspective [43]. Three themes arose from semi-structured interviews:
holistic approach to wellbeing (body/mind connection and belief in
self-healing), therapeutic relationship (practitioner self-awareness and
sense of connectedness), and intuitive engagements (transpersonal
connection through touch and intuition) [43]. Rosmarin et al. [60]
recommended practitioners ask patients whether they want to discuss
R/S in the context of treatment and, if affirmative, ask them if they
consider R/S relevant to symptoms or treatment. Discussing these
physiological processes associated with R/S in a modern and evidence-
based therapeutic setting remains challenging [51]. Testa and
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Rossettini [61] described contextual factors of MSK manage-
ment—practitioner's features, patient's features, patient/practitioner
relationship, characteristics of the treatment, and overall healthcare
setting—that influenced clinical outcomes. They also recommended
managing these factors in manual therapy to improve placebo effects
and avoid detrimental nocebo effects [61]. Because unfamiliar R/S di-
mensions may be challenging for some practitioners, resulting in re-
luctance to address patient needs, practitioners should consider R/S
dimensions as a contextual factor with potential placebo or nocebo
effects [51].

Future perspectives

Incorporating R/S into health and medicine may foster a more
holistic, ethical, and compassionate practice of medicine [62]. Some
practitioners may be reluctant to include R/S in patient care [51] since
R/S dimensions are part of traditional medicines and esoteric healing
traditions [36], but this requirement is part of the professional osteo-
pathic practice standards in the UK [63]. Osteopaths are expected to
deliver ethical, competent, and safe osteopathic care taking in account
the patients' needs and values including religion [63]. However, R/S
dimensions could be introduced in a modern and holistic clinical sce-
nario as interactors with known prognostic factors for MSK recovery.
Implicitly, if human experiences can be described then measured, R/S
dimensions can shift from an esoteric to an evidence-based paradigm.
Using self-report and practitioner-administered measures, Austin et al.
[40] identified 25 measures used to evaluate levels of spirituality,
spiritual well-being, spiritual distress, spiritual needs, religiosity, and
religious beliefs in clinical settings that may be useful to evaluate
outcomes related to R/S dimensions in MSK care.

The purpose of this commentary was to update the BPS model for
MSK care by including R/S dimensions (affective, behavioural, and
cognitive) to optimise the therapeutic alliance. Like the pain experi-
ence, R/S experiences may follow similar brain physiological processes
[23] but be interpreted differently depending on age, medical history,
culture, traditions, and education [21]. A scientific paradigm ac-
counting for these experiences physiologically perceived by the human
brain that is interpreting R/S experiences may be useful to facilitate
neutral and ethical inclusion of R/S dimensions into modern and hol-
istic MSK management for therapeutic purposes only. Following on
these seminal considerations, testing is warranted to evaluate the po-
tential clinical value of incorporating R/S dimensions into the current
BPS model for MSK practice.
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