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Painful metaphors: enactivism and art in
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ABSTRACT

Enactivism is an emerging theory for sense-making
(cognition) with increasing applications to research and
medicine. Enactivists reject the idea that sense-making is
simply in the head or can be reduced to neural processes.
Instead, enactivists argue that cognisers (people) are
embodied and action-oriented, and that sense-making
emerges from relational processes distributed across

the brain-body-environment. We start this paper with

an overview of a recently proposed enactive approach

to pain. With rich theoretical and empirical roots in
phenomenology and cognitive science, conceptualising
pain as an enactive process is appealing as it overcomes
the problematic dualist and reductionist nature of current
pain theories and healthcare practices. Second, we
discuss metaphor in the context of pain and enactivism,
including a pain-related metaphor classification system.
Third, we present and discuss five paintings created
alongside an enactive study of clinical communication
and the co-construction of pain-related meanings. Each
painting represents pain-related metaphors delivered by
clinicians during audio-recorded clinical appointments or
discussed by clinicians and patients during interviews. We
classify these metaphors, connecting them to enactive
theory and relevant literature. The art, metaphors and
associated narratives draw attention to the intertwined
nature of language, meaning and pain. Of clinical
relevance to primary and allied healthcare, we explore
how clinicians' taken-for-granted pain-related metaphors
can act as scaffolding for patients’ pain and agency, for
better or worse. We visually depict and give examples

of clinical situations where metaphors became enactive,
in that they were clinically reinforced and embodied
through assessment and treatment. We conclude with
research and clinical considerations, suggesting that
enactive metaphor is a widely overlooked learning
mechanism that clinicians could consider employing and
intentionally shape.

INTRODUCTION

Current leaders in back pain research assert that
our greatest priority is to address the question that
patients ask clinicians daily: “What is causing my
low back pain?’! P7* This is difficult for clinicians
to answer because most low back pain is ‘non-
specific’, in that there is no definitive, identifiable
underlying pathology, such as a fracture, tumour,
infection or significant structural change to explain
the pain experience.” The resulting dilemma is that
although patients want an answer, pointing to a
single, specific cause of pain is not consistent with
our current understanding of the complexities of
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pain, especially when pain has become persistent.
So, what is a clinician to do?

Clinicians navigate this diagnostic uncertainty
by employing a variety of strategies to get patients
‘on board” or ‘sell’ pain concepts,” »? often using
metaphor. Further, there is evidence that clinicians
provide ambiguous or simple explanations in an
attempt to give patients answers to their diagnostic
questions and something to ‘hang their hat on’.*
P-562 Surprisingly, some clinicians believe ambiguous
explanations somehow enhance patient engagement
and trust in the clinician’s expertise.’ Recently it has
been argued that these types of approaches can be
problematic as they are often reductionist or dualist,
and may make things worse (ie, create confusion,
stigmatise or promote beliefs of fragility), rather
than better (ie, empower patients and enhance
control over their situations).® Using an alternative,
enactive approach can replace dualistic or reduc-
tionistic pain explanations with a narrative that
more fully explains patients’ experiences of pain.
Enactivism is a promising avenue to reconceptualise
pain and mitigate the potential negative impact of
approaches currently found in clinical practice and
research programmes.

We start this paper by summarising an enactive
conceptualisation of pain,” which considers pain
as a SE process (Enacted, Embodied, Embedded,
Emotive and Extended). We then connect this
theory to the use of metaphor in healthcare, with a
focus on pain and the classification of pain-related
metaphors. Next, we unravel and express these ideas
using painted renditions of a sample of metaphors
identified in a novel qualitative study informed by
enactivism. Each painting represents a pain-related
explanation delivered by a clinician (in some cases,
multiple clinicians) during an audio-recorded clinical
appointment or discussed by a clinician or patient
during a semistructured interview. We classify these
metaphors, connecting them to enactive theory and
relevant literature. We conclude with research and
practice considerations. The overarching aim of this
paper is to expand the understanding of metaphor
in the context of pain by applying enactive theory
and exploring taken-for-granted metaphors used in
everyday clinical practice involving patients with low
back pain. We encourage clinicians to closely attend
to different types of metaphor and their potential
implications, and consider using metaphors with the
intention to help positively shape patients’ experi-
ences of pain and pain-related outcomes.

ENACTIVE APPROACH TO PAIN
The formal introduction of enactivism (the
enactive approach) is typically attributed to the
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Figure 1

Reprint of an image depicting a person'’s experience after
a spinal cord injury. The perception of their flexed phantom legs (lived
body, lightly drawn) are dissociated from their extended physical legs

(living body) (adapted from Conomy'%).

interdisciplinary work of Varela, Thompson and Rosch.® With
a foundation in phenomenology and cognitive science, they
theorised that cognition is a relational process that is enacted
(brought forth) through an individual’s embodied interaction
with the world. Enactivists consider sense-making as a mode of
cognition whereby meaning is enacted by living systems with
a concerned point of view. The enactive approach challenges
reductionist approaches to cognition that attempt to diminish
experience to mechanisms or representations in the brain. It also
provides an alternative to Cartesian dualism that abstracts the
mind from bodily dynamics and engagement in the world. For
enactivists, the appropriate unit of analysis for understanding
cognition/sense-making is not the neuron, the brain or other
bodily tissues; it is the dynamic interplay of the brain-body-
environment.” Informed by the enactive approach, pain and
meaning belong to the relational domain; they are not located
in a single part, just as the speed of a car is not located in the
engine.'’

Despite long-standing evidence of the contrary,'" there is a
prevailing belief that pain is simply an indicator of tissue damage.
In fact, the relationship between tissue damage and pain is highly
variable, and pain is shaped by many factors that can make it
better or worse."> The enactive approach to pain®® considers
how relations between the whole person and their environment
bring forth pain when a person’s bodily integrity is threatened.
Further, pain is considered an adaptive process of sense-making
that changes the way a person navigates the world. The adaptive
nature of pain makes it protective and critical to survival; those
who cannot feel pain, due to rare genetic disorders, often die in
childhood due to unnoticed injuries and ailments.'* To promote
survival, the threshold to experience pain is low; even poten-
tially damaging stimuli and situations can elicit the experience
of pain."”” The enactive approach to pain embraces this, appreci-
ating the dynamics between the person and their changing envi-
ronmental context that can threaten the integrity of the body.
There is increasing theoretical work and empirical evidence
demonstrating how context can change the way pain is experi-
enced.'® V7 For example, compelling experimental research has
demonstrated that positive expectancy (through verbal instruc-
tion and conditioning-like procedures) can substantially enhance
the analgesic effect of remifentanil (opioid analgesic drug), while
negative expectancy can completely abolish remifentanil anal-
gesia.'® Many modifiable sources of threat or safety'” can act as

scaffolding for pain and its relief, this includes clinicians’ words;
yet, this is commonly overlooked in clinical practice.

Enactivism builds on embodied cognition and is commonly
tethered to other ‘E’ approaches to cognition. The term ‘4E’
has been attributed to Gallagher who considered cognition as
Enacted, Embodied, Embedded and Extended.*® With applica-
tion to pain, we have suggested adding another E (Emotive),
and argued that pain is a SE process.”' Because enactivism (as
it relates to pain) incorporates the SEs, it is simply referred to
as the enactive approach to pain. Next, we briefly discuss the
Es within the enactive approach to pain to further emphasise
that pain is a process of sense-making, and that the perception
and meanings of pain can be shaped by clinical interactions and
context, including the use of pain-related metaphors. For a more
complete and detailed discussion of the enactive approach to
pain and the Es, please refer to Stilwell and Harman.**

Pain as a 5E process
The enactive approach builds on embodied approaches to cogni-
tion. While there are many versions of embodiment, embodied
approaches to cognition generally consider how the body
shapes how we experience the world. Phenomenologists, such
as Merleau-Ponty,” outlined how embodiment includes the
living body (body as an object) as well as the lived body (body
as a subject). Although different authors use the terms living
and lived in different ways, philosophers currently working in
the areas of phenomenology and enactivism (eg, Fuchs** and
Thompson®®) continue to use this terminology to make sense of
embodiment and experience. As depicted in figure 1, the experi-
ence of phantom limbs provides a clear distinction between the
living body and the lived body, while appreciating their intercon-
nectedness precipitated by bodily injury. Thompson®® has noted
that when we think in terms of a lived body and living body,
there is no longer reference to two radically different ontolo-
gies (ie, mental and physical). Instead, we are considering two
types of bodies within one typology of embodiment. With this,
there is no longer an absolute Cartesian mind/body separation.
With application to pain, the living body includes factors such as
anatomical changes, nociception, sensitisation, neuroplasticity,
and bodily movement and orientation. All these factors affect
and set limits to the different ways we are able to have lived
(subjective) experiences, such as pain.”” When taking an enactive
approach to pain, the living and lived body must be simultane-
ously considered when exploring the experience of pain. Further,
the enactive approach to pain appreciates that lived experiences
of pain can occur without pathoanatomical dysfunction/disease;
therefore, pain cannot be reduced to objective bodily processes
that can be observed.?®

For organisms (eg, people) to be embodied, they must also be
embedded or situated in an environment. Embedded approaches
to cognition build on the work of Heidegger, Merleau-Ponty and
Gibson.?=3? With an embedded approach to cognition, percep-
tion is shaped by potential for action, based on environmental
affordances.®® Affordances are relational; they are possibilities
for action based on an organism’s past experiences, the types of
bodies they have, and their current relation or fit to their envi-
ronment. Pain-related placebo and nocebo effects nicely demon-
strate how the environment and context can shape agency and
the perception of pain.**¢ Consider trials reporting no differ-
ence in outcomes when comparing real versus sham musculo-
skeletal surgeries (eg, arthroscopic surgery for meniscal tear’” or
knee osteoarthritis®®). This may be explained by the patient being
embedded in the surgical environment with credible evidence of
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the surgical preparation, verbal instructions, postoperative scar
(cut made over the knee without introducing the arthroscope)®’
and medical equipment. The effect was that the patient believed
they would be ‘fixed” and that they would be able to resume
physical activities with less pain and disability. While context
cannot cure conditions such as cancer, it can significantly modu-
late perception, including pain. Therefore, the embodied and
embedded nature of pain must be considered to optimise the
care of those experiencing pain.

Overlapping with embodied-embedded approaches to cogni-
tion, enactivists have built on the thesis of the extended mind*
that challenged commonly accepted boundaries of cognition
such as the skull and skin. Many enactivists consider how mate-
rial items as well as engagement with large-scale institutions (eg,
academic, scientific, cultural) allow for certain types of cogni-
tive accomplishments.*! However, application to pain remains
underdeveloped. Some work has been done on the embodiment
of assistive devices, with pain and rehabilitation implications.**
We can also consider how patients engage with external elements
such as clinics and society, providing potential scaffolding (eg,
unhelpful messages of danger and fragility) for their pain experi-
ence. Only recently has there been widespread recognition that
low back pain is partly iatrogenic, reflecting the shift from simple
low back pain being a benign part of life, to a problem requiring
investigation (eg, imaging) and healthcare.* Therefore, we need
to consider how objects from the environment (eg, X-ray images,
skeleton models, etc) and clinicians may act as scaffolding for a
person’s sense-making, for better or worse.

Lastly, sense-making is also emotive. Enactivists consider
how sense-makers are action-oriented and create meaning for
themselves through recurrent interactions (couplings)** with
the environment, including others. Throughout this process,
our attention is directed towards things we care about (eg,
bodily threat). Many enactivists have considered the connec-
tion between emotion/affect and perception, and how affective
phenomena are integrated into perceptual experience.* As a
result, pain is considered a mode of sense-making that comprises
emotion; cognition and emotion are not separate.*® Although
we presented the Es individually, they are all interdependent and
collectively shape the enactive (SE) process of sense-making.
Next, we discuss metaphor use in healthcare and make a connec-
tion to enactive theory.

METAPHOR IN HEALTHCARE

Metaphor, simile and analogy

Metaphor is understanding one kind of thing (often abstract or
unfamiliar) in terms of another (more concrete and familiar).*’
For example, pain is war. Pain (the target domain) is more
abstract and difficult to describe, so it is compared with war (the
source/base domain), which is something more concrete and
tangible. Similes are a type of metaphor; however, they make
a comparison using words such as like or as, instead of making
a direct comparison. For example, pain is like war is a simile.
Analogies are similar, but they are more complex, typically
using metaphors and similes to explain a comparison or make
a point. For example, the following is an analogy; pain is like
a war in that it is a constant battle, devastating, and full of loss
and despair. Often metaphors are described as analogies—which
further complicates things. For the purposes of this paper, we
only refer to metaphors, although we appreciate that sometimes
we are technically referring to similes or analogies. We do this
because all similes are metaphors, and the analogies we discuss
are built from metaphors. We are also cognizant of nuanced

debates on the relationship between metaphor and metonymy
(name of one thing is substituted for another);*® * however, we
do not delve into these details in this paper.

The use of metaphor in healthcare has been debated and
discussed for decades, including the use of war in metaphors.
Sontag is well known for their disdain of metaphor in medicine,
advocating that we need to remove metaphor from healthcare as
it harms patients.’® While they are correct that metaphors can
harm (eg, blaming, shaming and stigmatising patients), authors
such as Loftus®" have pointed out that Sontag failed to appreciate
that metaphor is pervasive in life and cannot simply be removed.
The ubiquitous nature of metaphor is a key message put forward
by Lakoff and Johnson.*? They argued that metaphor is not just
common in language, it is found in our everyday actions and
thoughts. This contemporary understanding of metaphor is
nicely summarised by Loftus:>* P2'¢

... the ways in which we think, act, and interpret our experience are
profoundly metaphorical. Metaphor is therefore a major means for
constituting reality. The implication of this view is that we do not
perceive reality and then separately interpret it and give it meaning.
Once we acquire language, we perceive reality immediately through
the lens of language.

We align with this current understanding, considering the
pervasiveness of metaphor and how it shapes experience.
Language allows us to communicate thoughts, while also playing
a role in shaping them.** * We constantly, unconsciously create
categories through metaphor; this helps us compare prior expe-
riences to the present, allowing us to ‘... spot similarities and
to exploit these similarities in order to deal with the new and
strange’.’® P2? Alternatively, metaphors may be used to highlight
differences to provoke new ways of thinking and experiencing
the world. This all has massive implications for clinical practice
and pain.

Metaphor and pain
Historically, authors such as Scarry’” have argued that pain is
inexpressible and unsharable. As technology has progressed,
many in the scientific community began (and continue) searching
for objective measures of pain. However, we suggest they are
making the mistake of subsuming the subjective under the objec-
tive. Therefore, similar to Scarry, we have suggested that pain
cannot be observed or measured, and qualitative pain narratives
remain the best available proxy for inferring pain in others.’®
Language is important for pain communication, and this includes
the use of metaphor. Metaphor provides a bidirectional service;
it can help patients express their pain and can aid clinicians to
help a patient understand their diagnosis, prognosis and treat-
ment. For this reason, Moseley and Butler have described clin-
ical appointments as a metaphorical fountain, gushing from the
patient, as well as the clinician and clinical environment.*”
Moseley and Butler have done extensive work in this area,
concluding that clinicians and patients must use metaphors to
communicate and explain pain.®® Metaphors give pain meaning
and help transform it into something tangible and communi-
cable. Moseley and Butler recently put together a pain-related
classification of metaphors that builds on the work of Lakoff
and Johnson*” and Kévecses.? In box 1 we present an adapted
version of this classification system, with the added ‘multidimen-
sional’ classification. It is important to appreciate, as Moseley
and Butler have done, that this system is artificial as metaphors
often fit into multiple categories and the boundaries are blurred.
However, we believe the system in box 1 is of value as it can help
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Box 1 Pain-related metaphor classification system

adapted from Moseley and Butler.

» Structural: Provides a comparison and understanding that is
often concrete and anatomical.

» Orientational: Seeks to objectify a problem by relating to
space, direction and movement.

» Invasive: Involves physical and/or psychological invasion.

» Disembodiment: Suggests separation of the body and self.

» Ontological: Objectifies abstract concepts such as thoughts
and feelings.

» Diagnostic: Labels an injury, disease or condition.

» Prognostic: Suggests the trajectory of an injury, disease or
condition.

» Multidimensional: Conveys complex experiences as
multidimensional and/or emergent.

unravel the purpose and reason behind the use of metaphors, as
well as their (un)intended implications. Although metaphors are
fluid and their use and interpretations vary, using a classifica-
tion system can act as a starting point to think about the nature
of metaphors and how they can afford a range of pain-related
meanings. We will use this system later in the paper to discuss
metaphors from our study, including those represented in our
paintings.

Consider a person reporting that their pain feels like lightning
bolts down the back of their right leg. This could be classified as
both an ontological and orientational metaphor. This metaphor
helps the clinician better understand the patient’s situation and
is a pathway to diagnosis. Specifically, this description provides
insight regarding the pain location/distribution (down the back
of their right leg) and pain quality/character (shooting, electric-
like), indicating there may be a neuropathic mechanism®* which
may guide subsequent clinical testing (eg, reflexes and sensory
examination) and imaging in the presence of red flags. There-
fore, a simple metaphor, such as the example above, can have
much clinical value. Researchers have recognised this and devel-
oped questionnaires to quantify and subgroup patients’ subjec-
tive pain descriptions to aid diagnosis and treatment (eg, McGill
Pain Questionnaire® and painDETECT).** Metaphor can aid
diagnosis/treatment or help to empower a patient; on the other
hand, metaphor has potential to become problematic.®®

Unlike Sontag, we take the perspective that metaphors are
not inherently good or bad; their valence ultimately depends
on the corresponding meaning that is co-constructed between
the patient and clinician. In the same manner, Loftus articulated
that metaphors cannot be true or false, just more or less useful
to patients.®® Similarly, Gallagher and Lindgren suggested that a
‘... good metaphor will lead us somewhere, open up an insight,
show us something that we could not see before ...”¢7 P!
which can positively impact clinician-patient communication.
Conversely, clinicians’ words can also have an enduring negative
impact on patients,®® with certain metaphors apparently more
prone to mislead patients, create uncertainty or result in confu-
sion.®” Unfortunately, when it comes to words and context in
healthcare where patients are looking for explanations for their
pain and suffering, messages and meanings that are perceived
as negative may persist, more so than messages and meanings
of positivity.”” Along these lines, Neilson summarised problem-
atic mechanistic, body-as-machine and neurological metaphors
in medicine, arguing that the context of pain does not need to

be “... a clinicoapocalyptical one of damage, weaponry, or live
wires”.”! P10

Similar to Sontag, Neilson argued that neurological metaphors
are littered with reference to war and bodily damage, negatively
impacting the thoughts and beliefs of patients. However, instead
of suggesting that we do away with metaphor, Neilson recom-
mended the need to change both our verbal and visual metaphors
(ie, models, medical schematics in textbooks, etc). Neilson’s
discussion regarding the simplicity of pain schematics masquer-
ading as truth, aligns with Wall and McMahon’s frustrations in
1986 when they stated:

The labelling of nociceptors as pain fibres was not an admirable sim-
plification but an unfortunate trivialization. The writers of textbooks

will continue to purvey trivialization under the guise of simplifica-
.72 p.25S
tion.

Images with clear ‘pain pathways’ reinforces the Cartesian
impression that pain is something that simply travels from the
periphery to the brain. These types of images conflate nocice-
ption and pain, and endorse a linear and mechanical concep-
tualisation of pain, rather than a more accurate understanding
where pain is considered a multidimensional, integrated package
involving meaning.”* Current textbooks still take these stances,
endorsing the structural metaphor that the body is a machine
rather than a multidimensional experience that is shaped by
many factors (ie, SEs). Unfortunately, structural metaphor is
clearly embedded in clinical practice. A recent study reported
that people experiencing back pain considered their bodies to be
like a ‘broken machine’ and their pain as permanent/immutable,
complex and very negative.”* P! Of relevance to this discussion
on metaphor, most (89% of the 116 surveyed participants) indi-
cated that they learnt these beliefs from health professionals.”®
While verbal and visual metaphors have received attention in
the pain literature, enactive metaphor’® in relation to clinician-
patient interactions and pain is yet to be explored.

ENACTIVE METAPHOR

Building on the work of Winner et al,”” Gallagher and Lind-
gren’® examined enactive metaphor and studied it using tech-
nologically supported learning. They considered how enactive
metaphor is not really a different kind of metaphor; rather,
it is a way of engaging with metaphor. Enactive metaphor is
one that we enact; it is put into action or brought into exis-
tence through action. Gallagher and Lindgren” summarised the
literature and posited that enactive metaphor can reinforce and
enhance learning through embodied action (ie, act out under-
standing) with feedback to revise/reinforce understanding. They
gave examples of technologies that allowed learners to engage
with enactive metaphors, including mixed reality to support the
study of physics and astronomy. In their research, students learnt
about principles of gravity by metaphorically identifying with an
asteroid, acting out its movement and learning through kines-
thetic feedback. They concluded that enactive metaphor clearly
supports learning as it fosters more comprehensive and flexible
understandings.

Other recent work has also started to connect enactive theory
and metaphor. This includes the developing concept of meta-
phordances,®® which can be combined with the idea of land-
scapes and fields of affordances,’! as well as affordance space.®
The idea of metaphordances connects enactivism to a dynamic
view of metaphor, with a focus on affordances (described above).
Landscape of affordances refers to all possibilities for action,
while field of affordances is the relevant possibilities for action
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Figure 2 Painting representing structural and diagnostic metaphors
relating to muscle knots and tight/ropey muscles delivered and
discussed by participants in our study.

specific to the individual.®* Affordance space is the abstract range
of possibilities provided by change in body or environment;
this includes evolution, development (life-stage) and sociocul-
tural practices.* Collectively, this enactive theory offers new
ways to consider clinician-patient interaction and pain. People
with persistent pain frequently report a loss of agency,®® and the
healthcare system and society create a landscape of affordances
that can constrain a patient’s field of affordances depending on
the types of bodies they have and their first-person perspec-
tives.®® Metaphor in healthcare is built on sociocultural practices,
which can alter the affordance space. In the following section we
use art as a point of departure for continued discussion on how
metaphor use in clinical practice can shape the affordance space,
with the potential to make things worse (reducing a patient’s
field of affordances, shaping perception) or better (increasing
a patient’s field of affordances). We further demonstrate how
enactivism, affordances and metaphor are intertwined. This art
also acts as a mirror for clinicians and other readers to see what
their metaphors might ‘look’ like, so that they might more easily
reflect on their impact.

THE ART OF PAINFUL METAPHORS

Here we present and discuss five paintings that were created
from the results of an enactive study of clinical communication
and the co-construction of pain and its meanings.®” We apply
enactive theory and explore various types of metaphors and
their implications. We use art as a vehicle for clinicians and other
readers to see how words might be received and as a way to
facilitate a deeper level of reflection on the fluid and interpretive
nature of pain-related metaphors. One of the themes from the
study was that metaphor was frequently used when explaining
pain, but without apparent purpose. Here we use art as a point
of departure, extending and elaborating on this theme. We
apply the adapted pain-related metaphor classification system
(box 1) and explore the unfolding of enactive metaphor through
clinician-patient interaction. We connect and integrate relevant
literature throughout. Details regarding the paradigm (postpos-
itivism), methodology (enactivism, with strong influence from
interpretive phenomenology) and methods (observation and
interviews, hybrid deductive-inductive coding) of the study
that inspired the creation of artwork and further exploration
of metaphor are reported elsewhere.®® For context, we briefly
provide some details here. We recruited seven dyads in Nova
Scotia, Canada: licensed physiotherapists and chiropractors, and
adult patients with low back pain under their care. We audio-
recorded clinical appointments, followed by individual semi-
structured interviews guided by enactive/SE theory with both the

clinician and patient. Using semistructured interviews, in addi-
tion to exploring the current pain explanations the patients were
receiving from their physiotherapist or chiropractor, we also
explored past and concurrent explanations from other clinicians,
which included general practitioners, specialists (eg, rheumatol-
ogist and sports physician) and massage therapists. Considering
the population size of Nova Scotia and the sensitive nature of
some of the discussed content, to maintain confidentiality we do
not attribute content to specific health professions or provide
clinician/patient demographics such as age and gender.

Patient involvement
Patients were not directly involved in the design of this paper.

Knotted muscles, weak cores and bones out of place

Figure 2 represents the ‘muscle knots’ and ‘tight’ or ‘ropey’
muscles that were discussed during several of our recorded
appointments and individual interviews. These pain explana-
tions can be considered structural and diagnostic metaphors.
These metaphors became enactive through clinician-patient
interaction; we observed dynamic sense-making unfold between
clinicians and patients when clinicians touched patients in the
areas of their back where they were experiencing pain, as well as
the surrounding areas. As the clinicians applied manual pressure
to tissues, it was brought to patients’ attention when muscles
were perceived by the clinician to be knotted, tight or ropey. In
turn, patients identified when they experienced tenderness or
pain. Through this interactive process of touch and feedback, the
patient and clinician linked the living body to the lived body—
connecting the experience of pain to problematic muscles.
Several clinicians described to us that this clinical assessment
sequence of assessment-response-education was a way to ‘show’
patients the ‘pain generator’ and help them make sense of their
bodies and pain (ie, diagnostic enactive metaphor). Although it
may be viewed as positive, as clinicians validated patients’ pain
by showing them why they hurt, this type of enactive metaphor
can also be problematic. The issue is that although offered as a
metaphor (understanding one kind of thing in terms of another)
they can be misinterpreted as a literal answer to the question
‘what is causing my low back pain?’.

Patients in our study were looking for explanations and solu-
tions for their pain (eg, their muscle knots to be released), and
clinicians offered help (eg, manual therapy). The challenge here
is translating a credible and relatable metaphor to patients, while
also considering the patients” assigned meanings. Muscles do not
literally get tied in knots and this can result in confusion or the
desire for solutions to remove or treat the so-called knots. This
may include continually seeking care from clinicians (as we saw
in our study) and/or self-management including stretching or
the use of poking, prodding and vibrating devices (which can be
expensive and have not been shown to untie muscle knots). The
confusion lies in that physiotherapists and chiropractors have
advanced anatomical knowledge but used anatomically impos-
sible metaphors. Here we must consider how this may impact a
patient’s sense-making and agency. For example, advising patients
to stretch to relieve a muscle knot makes little sense as stretching
a knot would only make it tighter.?” Another example of confu-
sion that arose in our study was when one clinician explained to
a patient that their muscles were chronically tight (their injury
was 7 years ago) because they were ‘slow to heal’. The issue is
that the clinician’s structural metaphor unintentionally conflated
injury and pain, suggesting that ongoing pain/muscle tightness
was due to tissues still healing rather than a complex experience
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produced by many interwoven factors. Unfortunately, the literal
interpretation of metaphor can be taken up by patients as they
seek to understand their pain through clinicians’ anatomical
focus and expertise. Moseley and Butler have indicated that
this type of metaphor (‘you must be a bad/poor/slow healer’)
belongs in the ‘dustbin’ as it has potential to harm.”® P1%® Ag
well, the use of linear structural metaphors may be the limit of a
person’s ability to understand their condition/pain (ie, the cause
of persistent pain is simply a muscle knot, rather than a complex
experience).

The potential for structural metaphors to be problematic aligns
with the concept of naive analogy’® in that they are often overly
simplistic with incorrect assumptions that carry ‘baggage’. Meta-
phors/analogies in this realm, as described by Hofstadter and
Sander,’* are essentially invisible and manipulating as they shape
experience without us even realising it. Further, they can lead to
conclusions without consideration of other options (limit affor-
dances), and without any uncertainties or doubts arising” (eg,
those with non-specific low back pain who have self-narratives
that their body is like a machine and that their pain is due to a
single anatomical structure that can only be fixed mechanically
are not challenged by these metaphors; rather, the structural
interpretation is reinforced). Unless an overly simplistic meta-
phor is identified as metaphorical and reconceptualised, it may
act as a barrier to an individual’s ability to learn more about
the complexities of pain and available evidence-based treatment
strategies. This appeared to be the case in some of the dyads
in our study, especially when structural rather than multidimen-
sional metaphors were used.

Some clinicians in our study also informed their patients that
their joints ‘were out’, ‘not aligned” or ‘fused’ (all determined
through active/passive movement and palpation), and that they
had a weak ‘core’. What is also troubling is that some clinicians
indicated that they knew they were not always being helpful
when they used these explanations. Like the muscle metaphors
above, these structural/diagnostic metaphors were used to
explain why their patients were experiencing pain. For example,
one clinician commented that a patient’s core muscles may not
be ‘firing on all cylinders’ as an explanation for why they had
a flare-up. This was followed by advice to never bend forward
and twist their back while at work, as it was too risky, even for
those without previous back injury. Not surprisingly, the patient
blamed themselves for their recent flare-up, because they ‘did
something even more stupid’. Following this, when their range
of motion was assessed by the clinician and nothing ‘major’ was
found, they were advised that they ‘dodged a bullet’. This type of
intersubjective-enactive sense-making has the potential to elicit
hypervigilance on movement, unnecessary bracing and worry.
Similar to the muscle metaphors, this core stability explanation is
an overly simplistic way of explaining the cause of pain. Further,
the associated education is kinematically impossible to follow
(ie, one should not flex and rotate their spine at work. Yet, the
patient’s work requires flexion and rotation). These types of self-
contradictory statements created confusion, impacting the affor-
dance spaces shaped between dyads.

Moseley and Butler have suggested that the narrative of the
bone-out-of-place and the practice of telling patients that they do
not have core stability also belong in the metaphorical dustbin,
as they promote meanings of danger and fragility.”* This aligns
with our work that challenged common core stability recom-
mendations, emphasising that words and meaning matter.”
The idea that there are problematic phrases and metaphors tied
to clinical practice is not simply opinion. A systematic review
with meta-analysis of stabilisation exercises for low back pain

by Smith et al found that there is strong evidence that core
stability exercises are in fact not more effective (on pain or
disability) than any other form of exercise in the long term and
may increase fear-avoidance compared with other exercises.”
When patients are told that they have ‘weakness’ or ‘instability’,
this may create and reinforce hypervigilance and the enduring
belief/fear that the spine is fragile. This is reflected in research
reporting that people are unfamiliar with medical terminology,
including ‘muscle weakness’ and ‘instability’, and this leads to
misunderstandings.”” This includes believing that their problem
is permanent, it will progress, and that their spine can ‘go’ at any
time.”® An extreme example of potential to harm is found in a
study by Darlow et al.”

All 've kind of been told to do by physios is to work on my core ...
I’'ve been tested by various different physios, and Pilates, and I'm
apparently ridiculously weak ... I had an abortion because I didn’t
think I could have a baby. I didn’t think I could handle it ... carrying
it, and having extra weight on my stomach.'% P332

While many metaphors identified in our study have been crit-
icised in the literature, we also saw efforts to reconceptualise
metaphor, and expressions of frustration with clinicians’ pain
explanations. This is reflected in the following quote regarding
commonly used disembodied metaphors; specifically, the bone-
out-of-place concept that is easy to ‘sell’:

I don’t as much avoid it (bone-out-of-place message) as I actually try
and deprogramme people from it ... It leads them down the wrong
path, and it leads them into potentially dangerous ideas that these are
not fixable things, their bones are going to come out ... starts leading
them down to “let’s get surgically fused” ... (I) try and guide them
away from this idea that the bone’s gone out of place ... The problem
is (other clinicians) start to pander to what the patient wants to hear
because you’re more interested in making the sale than you are in
educating. But you undermine yourself.

During a recorded appointment, this same clinician was asked
by their patient for more information as they tried to make
sense of their constantly tight-feeling muscles. The clinician
stated that we do not really know why muscles get tight, but
it is likely a ‘protective response’. When asked about this later
in their individual interview, they described their approach to
these situations with intention, considering the patient’s level of
understanding and if they desire to know more. They described
how they try to normalise the concept of muscle tightness, rather
than pathologise it as others in our study have done:

Why are my muscles so tight? Why do they hurt? Well, because they
should. You’re supposed to tense up. This is normal ... It’s okay.
You’re not diseased.

The clinician moved beyond simple structural metaphors,
discussing pain as being protective and multidimensional. This
is further discussed with the fifth painting, in the section Moving
towards emergence.

Diminishing hope for recovery

One patient in our study described their past experience with
a clinician, indicating that they sought help because they had
persistent disabling low back pain and numbness associated
with their sciatic nerve. The patient was expecting to receive an
MRI requisition to identify the source of their pain. However,
as reflected in figure 3, the explanation they were given was that
everybody will experience back pain because we walk on two
feet. This left the patient with diminished agency and no solutions
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Figure 3 Painting representing patient-clinician sense-making
involving multiple layers of metaphor (orientational, diagnostic,
prognostic, disembodiment and structural). A patient reported their pain
as shooting up their spine and a clinician advised them that everybody
gets pain because they walk on two feet. What is the solution, to walk
on all fours to prevent intervertebral disks from compressing, sliding
and slipping? These literal interpretations of disk-related directional and
disembodied metaphors were heard and embodied by several patients
in our study.

moving forward (ie, reduced field of affordances), they were so
frustrated, they reported: ‘It’s like the one of three people I've
yelled at in my life’. This situation is consistent with the literature
reporting that people seeking pain care often feel that health-
care providers dismiss their pain/symptoms and indicate that
medical care is not warranted.' Further, it aligns with literature
reporting that patients often view pain as immutable or that they
are a broken machine, and that they learn these concepts from
clinicians.'® This may come down to clinicians not knowing
what to do and feeling underprepared to address the complexi-
ties of low back pain. The need for additional clinical training in
this area has been identified in the medical,'® physiotherapy'®*
and chiropractic'® literature. While the patient discussed above
was frustrated with the lack of diagnostic imaging and ultimately
sought out other clinicians for more reasonable explanations and
guidance, others in our study received imaging which created its
own problems as it afforded a range of diagnostic, prognostic
and structural metaphors—shaping the meaning of pain.
Several patients (and clinicians) grasped structural metaphor
related to X-ray and advanced imaging (MRI/CT) as a way to
point to the cause of pain (validating and better understanding
the experience) and as a tool to select appropriate treatment.
This attachment to structural metaphor is interesting, as the
literature suggests that diagnostic tests do little to reassure.'*
But this fact is working against a powerful, patient desire: ‘I
would like to know exactly what’s wrong, and I would like to see
it’ as one of our patients declared when asked what they wanted.
Further, the potential harms and limited utility of non-indicated
imaging is consistently reflected in the literature and clinical
practice guidelines around the world (see recent The Lancet low
back pain series).'?” % For example, patients who obtained early
MRI for back pain are reported to be more likely to have greater
disability, increased medical costs and surgery, unrelated to
severity.'” Overlapping with the extended and emotive aspects
of cognition, in our study we found that the metaphors used
to relay imaging findings were highly salient and memorable,
especially when turned into an enactive metaphor through the
use of educational spinal models and correlation to pain with

movement/spinal loading. Several patients easily named the
specific spinal levels where they had ‘disk bulges’ and similar
findings—even years after being told. Some had the belief that
imaging findings were permanent and directly related to pain,
and that they could never achieve full recovery (or that recovery
would take years of treatment). Of concern, the emotive nature
of imaging findings was sustained, even when patients’ current
clinicians relayed contradicting diagnostic and prognostic
messages. This was of little surprise when we explored patients’
past histories and their interactions with clinicians. They were
embedded in a culture and context promoting fixes or cures
that depended on a structure at fault to be targeted. Demon-
strating the unfolding of enactive metaphor involving emotive-
extended features, one patient told us the following occurred
after receiving a CT scan of her low back:

(The clinician advised that) ... is important to get fixed. If not, it’s
just going to get worse and you’re just going to have more prob-
lems ... I remember the L4 and 5 because she pointed it out and she
showed me on like a little model ... I didn’t quite get what she was
talking about at first because I'm like, okay, mild bulging, bulging of
what? Like I know it’s your spine and like I know there’s like little
vertebras, and there’s like little stuff in the middle just to keep it all
safe where it’s not cracking against each other. I was like but what’s
bulging exactly? And then that’s when she pulled out the model and
she’s like, ‘So these little things, they’re not supposed to be sliding
out. They’re supposed to stay straight’. So, it was easier when she
showed me. I was like okay; it corresponds to how I'm feeling and
why it hurts so much.

In our study, there were many other examples where clinicians
and patients discussed different types of metaphors related to
imaging, affording emotive and danger-laden meanings. Moseley
and Butler speculated that patients may seek and anchor them-
selves in ontological metaphors, such as spine degeneration,
because it is a way to objectify their pain experience—providing
a clear operational diagnosis.''® We also observed this in our
study; for example, after having X-rays, a patient in their 30s
reported that they were told that they had ‘the spine of an
80-year-old’. As a result, this is an enduring part of who they
are. They described the state of their spine: ‘It's pushing ... that
pressure ... slowly crushing that last disk’.

In contrast to the somewhat negative narratives we have
covered so far, the following section provides an example of the
use of more optimistic metaphor.

Building tolerance and control

Figure 4 represents a prognostic metaphor delivered by a clini-
cian in our study; how pain flare-ups are like a hangover from
drinking alcohol. This was presented by a clinician to a patient
with persistent pain. During the appointment, the patient
expressed how they felt they were not in control of their pain, as
it would flare up for no apparent reason. The clinician described
how treatment and education on self-management may give the
patient control and agency over their pain:

Clinician: It’s like getting a hangover if you go drinking ... if you
want to go partying tonight and you’re going to drink tequila, to-
morrow morning’s not going to feel good ... But if you know that
walking in the door and you’re like, you know what, I’'m prepared
for that, okay. But if it’s like wow, I didn’t do anything and now I'm
dealing with this, and it’s this random thing that happens, you’re like
I don’t even know what to do with myself. Because it’s now this fear
that is tonight going to be the night that ’'m going to get up tomor-
row morning with a hangover after not having a single drink?
Patient: That’s me.
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Figure 4 Painting representing the prognostic metaphor of pain being
like a tequila hangover delivered by a clinician in our study.

Clinician: But if you start to gain control, and you’re like, you know
what, [ want to go for a run, I really want to go for a run. [ know I’'m
going to be a bit sore tomorrow but screw it. You’ve made, you know,
an informed decision in the process.

The clinician went on to discuss the environments that afford
the patient action, specifically sitting for prolonged periods of
time. Helping broaden the width of their field of affordances,
the clinician suggested that instead of simply sitting (which was
bothersome to the patient) they could periodically stand or use
strategies (demonstrated in the clinic) to ‘decompress’ the spine.
The clinician advocated that the patient be aware of their envi-
ronment and actions—giving them better agency and control
over how they may facilitate or reduce their pain. The clinician
and patient discussed these ideas mostly in structural terms (ie,
offloading tissues); this is consistent with evidence indicating
that clinicians who see patients with back pain (ie, physicians,
physiotherapists, chiropractors) tend to be biomechanically
oriented."" "% As indicated in the enactive approach to pain''?
and our previous work on contextual factors,"'* non-mechanical
factors may also be at play, such as self-efficacy and giving the
patient a sense of control over their pain. Combining prognostic
and multidimensional metaphors may be a way to help a patient

Figure 5 Painting representing an ontological, invasive and prognostic
metaphor of pain as being like a fire delivered by a clinician in our
study.

understand that both mechanical and non-mechanical factors
shape pain.

Finding balance

Figure 5 reflects an ontological, invasive and prognostic meta-
phor delivered by a clinician, suggesting low back pain is like a
fire, buckets of water help put the fire out and gasoline worsens
the fire. The clinician explained that buckets of water represent
treatment (mentioning manual therapy, cryotherapy, medications)
and exercise/movement modifications, and gasoline represents
things like prolonged sitting—which makes the fire (pain) worse.
The patient was advised to move towards situations where more
water than gasoline was added. This included being cognizant of
how they were moving (or not) daily and the impact this had on
pain. Having determined that the patient was grasping the meta-
phor, they used it again during the consult. The metaphor was also
reinforced through the clinician’s words as they talked about the
pain flare-up they were experiencing. The metaphor became enac-
tive when manual therapy was used during the recorded appoint-
ment, followed by post-treatment movement to reinforce how the
patient could move with less pain.

Moseley and Butler'” argue that invasive metaphors usually
promote meanings of danger. They suggest reframing invasive
metaphors such as ‘its burning inside when I move’, instead using
water-associated imagery or hydrotherapy.!*® P15 Although
very speculative, they suggest that conceptualising pain as a fire
may even have neuroimmunological consequences—potentially
shifting thermal heat pain thresholds; something that is testable.
The fire metaphor in our study created a complex and some-
what paradoxical affordance space for meaning. The description
of using ‘water’ to counteract the ‘gasoline’ seemed to give this
particular patient a sense of control and empowerment. In the
patient’s individual interview, they repeated this metaphor, very
clearly indicating how they appreciated the clinician’s explana-
tion and how they felt that they were heading in the right direc-
tion (increased field of affordances). The use of fire and water
metaphor warrants further exploration and investigation.

Moving towards emergence

During an individual interview with a clinician, they described
how patients can have many ‘bricks’ in their life that ultimately
weigh them down, resulting in pain or worsening pain (figure 6).
Pain was conceptualised as a multidimensional puzzle—repre-
senting the clinician’s understanding that pain is unique for each
patient. Stressors (pathoanatomical and psychological) were
expressed as bricks; once a threshold is reached, pain occurs:

It’s hard to define for somebody ... mom got sick, and my episode’s
since gotten worse ... adds another brick on the pile and you’re deal-
ing with a pile that’s overweighing you ... That’s sort of the expla-
nation I give people ... throws more on top of it ... when you build
up enough of them, something gives. So, if we want to undo this,
we need to unwind a bunch of these things. Maybe some better pos-
ture at work. Maybe stretch and do a little bit of exercise during the
week. Maybe get rid of some of that stress. Maybe sort of think about
where it’s coming from. Because this is all part of your puzzle.

The clinician went on, hinting at many concepts under the
enactive umbrella, such as systems theory, emergence, and how
we cannot typically point to a single structural cause of a person’s
pain and simply fix it. A metaphor such as this one would open
the door for exploration of a patient’s complex experiences and
a discussion about the impact of different ‘bricks’ on the patient’s
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Figure 6 Painting representing a multidimensional metaphor of
having too many "bricks’ added in one’s life, resulting in pain or the
worsening of pain. Each brick (stressor) was described as part of an
individualised pain ‘puzzle’.

experience of pain. This included the important differentiation
between pain and injury:

It’s not very often that we get somebody that we can say you have one
piece, right. You fell down a flight of stairs. You were perfect at the
top of the stairs. You fell down the flight of stairs, you broke it, we
put you back together again. Humpty Dumpty, right, you're back on
your wall. It’s rarely like that. Most people have some puzzle that fits
together in there. But that I guess, to a certain extent, sort of leads (to
the) psychosocial aspect of, you know, giving people the frame that
pain’s not just an injury.

While the clinician clearly appreciated the multidimensional
nature of pain and relayed this to their patient, the explanation
of treatment (exercise and manual therapy) remained somewhat
mechanically oriented. The use of multidimensional metaphor
may not have been used to its fullest, as research continues to
suggest that the benefits of exercise''” and manual therapy''®
are not simply due to anatomical or biomechanical changes. By
making patients aware of this through multidimensional meta-
phor, they may move towards a more enactive conceptualisation
of pain and its treatment. This includes appreciation of the inter-
play among bodily systems and the environment.

All of the examples in the previous sections provide insight
into how clinician-patient interactions, pain and metaphor
blend with the SE, enactive approach to pain. It is clear that
clinicians’ pain explanations, use of models and imaging find-
ings can be embodied by patients, shaping meanings of pain and

the experience itself. The final section summarises this work and
points to research and clinical applications.

RESEARCH AND CLINICAL CONSIDERATIONS

Clinicians struggle to provide understandable and accurate expla-
nations of pain to their patients, often defaulting to simplistic
metaphors (eg, structural metaphors) that can convey linear
understandings of pain, and meanings of danger, weakness, slow
healing and fragility. However, as indicated in this paper, some
clinicians work to construct understandable multidimensional
metaphors that better reflect the contemporary (and enactive)
understanding of pain. All these metaphors (positive and nega-
tive) can be reinforced when they become enactive. In this paper,
we gave examples of how enactive metaphor ensues when a
verbal metaphor is combined with non-verbal communication
(ie, clinical assessment/touch), models and imaging reports, and
the way treatment is delivered and outcomes assessed (eg, post-
treatment range of motion with verbal pain assessment, attrib-
uting a reduction in movement-evoked pain to specific aspects of
treatment). While much work has been done in the area of meta-
phor, few studies have used empirical methods to explore the
use of pain-related metaphor and clinician-patient dynamics in
clinical practice. No studies (that we are aware of) have explic-
itly explored pain-related enactive metaphor and how this may
enable learning, for better or worse.

Given that metaphor is pervasive in clinical settings, more
research is needed to explore clinicians’ taken-for-granted use
of metaphor, and how metaphor may be used with intention
to increase the landscape of affordances enabled in healthcare
settings. Intentional use of metaphor may facilitate patient
empowerment and improve pain-related outcomes. Enactive
metaphor is particularly relevant in the rehabilitation of those
with persistent pain as movement and exercise are core elements
of treatment. We posit that patient learning and outcomes may
be enhanced with thoughtful (optimistic, yet realistic) active
engagement and interaction (ie, enactive metaphor brought
forth through embodied clinician-patient interaction), rather
than passive patient education (ie, verbal metaphor alone) or
the unintentional (often unhelpful) generation or shaping of
enactive metaphor. Also, more research is needed to better
understand the negative impact of enactive metaphor, as our
work suggests that clinicians and patients are not fully aware
that they are talking in metaphor and prompting patients to act
out metaphorical understandings. The issue is that metaphor can
be taken literally by patients (eg, disks actually slip, or one can
have no core stability). This also applies to other body areas. For
example, consider the common saying that a joint (eg, knee) is
‘rusty’ and how this is reinforced (becomes enactive) through
excessive attention to joint noises (crepitus), reduced range of
motion and feelings of stiffness. In this scenario, we must also
consider extended cognition and the types of metaphors that
are relayed, including the use of X-ray images or models to
show how the knee is ‘bone-on-bone’ resulting from ‘wear and
tear’.""” All of this may act as scaffolding for patients” enduring
negative views and experiences of their bodies.

Of particular concern, there is evidence that negative beliefs
stemming from linear and overly simplistic metaphors may
impede patients’ engagement with evidence-based treatment
such as exercise—instead favouring alternative or experimental
‘fixes’ for the issue that they conceptualised and embodied
through emotive structural and prognostic metaphors (see Bunzli
et al®® and Darlow et al'*! for studies demonstrating the nega-
tive impact of literal interpretations of bone-on-bone and wear
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and tear ‘diagnoses’). We speculate that the use of understand-
able, multidimensional metaphors may help reduce the unin-
tended consequences of suboptimal structural metaphors, and
may empower patients by expanding their field of affordances.
This includes the potential to increase acceptance of first-line
treatment options that are not focused solely on anatomy (eg,
cognitive behavioural therapy for persistent low back pain'*?)
while maintaining openness to first-line and second-line treat-
ments that are typically perceived to be more mechanical in
nature (eg, exercise and manual therapy for persistent low back
pain'?). Further, the use of multidimensional metaphor may
help patients better understand current evidence indicating that
treatments such as exercise impact a variety of bodily systems
and the way one engages in the world. It is not simply about
flexibility, strength or endurance—other factors like self-efficacy
and affordances come into play as they shape perception.

While this paper is exploratory and more research is needed,
the use of art in our discussion may provide a vehicle for clini-
cians to see how their words might be received. We have taken
seriously the calls'** '* to integrate embodied approaches, such
as art, into qualitative research to enhance analysis, interpretation
and to enrich findings. We hope the use of art in this paper offers
readers opportunity for interpretation and reflective thinking that
could not be achieved with text alone. Awareness and intention
are key elements to continual self-improvement; intentional use of
metaphor may facilitate a shift from taken-for-granted utterances,
including self-contradicting and potentially harmful pain expla-
nations—towards patient education and clinician-patient engage-
ment that empowers, promoting adaptability and an improved
sense of control. Clinicians and the clinical environment are a part
of patients’ sense-making. We encourage clinicians to reflect on
the types of metaphors they use in clinical practice (see box 1) and
the meanings they co-construct with patients, for better or worse.
Although pain is protective and adaptive, unnecessary or exces-
sive threat triggered by clinicians may result in overprotection (ie,
increased pain and disability). Therefore, all clinicians treating
patients with pain have a responsibility to be sensitive to how pain-
related metaphors are used, reinforced and reconceptualised. In
other words, clinicians need to (re)consider their painful meta-
phors and how they may (dis)empower patients and shape their
experience of pain.

Twitter Peter Stilwell @Peter_Stilwell

Acknowledgements The authors thank Dr Susan Hutchinson of Dalhousie
University for providing feedback on an earlier version of this paper. This paper is an
extension of a qualitative research study exploring clinician-patient communication;
the authors thank the participants who allowed them to gain insight into this
complex topic.

Contributors PS drafted this manuscript and all authors revised and approved
the final version. PS and KH contributed to the acquisition of data and all authors
assisted with the analysis and interpretation for this manuscript. CS created the
paintings with conceptual guidance from PS.

Funding The original qualitative data used in this paper was from a study that
received funding from the Faculty of Health Research Development Fund (Dalhousie)
and the Canadian Chiropractic Guideline Initiative (CCGI).

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not required.

Ethics approval Dalhousie University Health Sciences Research Ethics Board
(#2017-4103).

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement All data relevant to the study are included in the
article or uploaded as supplementary information.

ORCID iD
Peter Stilwell http://orcid.org/0000-0002-2858-9588

NOTES

1. Chris Maher, Martin Underwood, and Rachelle Buchbinder (2017), “Non-specific low
back pain”.

2. Maher, Underwood, and Buchbinder.

3. Nick Sullivan, Clair Hebron, and Pirjo Vuoskoski (2019), “*Selling" Chronic Pain:
Physiotherapists' Lived Experiences of Communicating the Diagnosis of Chronic
Nonspecific Lower Back Pain to Their Patients.”

4. Susan Carolyn Slade, Elizabeth Molloy, and Jennifer Lyn Keating (2012), “The
Dilemma of Diagnostic Uncertainty When Treating People with Chronic Low Back
Pain: A Qualitative Study.”

5. Slade, Molloy, and Keating.

6. Peter Stilwell and Katherine Harman (2019), “An Enactive Approach to Pain: Beyond
the Biopsychosocial Model.”

7. Stilwell and Harman.

8. Francisco Varela, Evan Thompson, and Eleanor Rosch (1991), The Embodied Mind:
Cognitive Science and Human Experience.

9. Shaun Gallagher (2005), How the Body Shapes the Mind.

10. Ezequiel A Di Paolo, Cuffari, Elena Clare Cuffari, and De Jaegher, Hanne (2018),
Linguistic Bodiies: The Continuity between Life and Language.

11. Ronald Melzack and P D Wall (1965), “Pain Mechanisms: A New Theory.”

12. Peter Stilwell and Katherine Harman (2019), “An Enactive Approach to Pain: Beyond
the Biopsychosocial Model.”

13. Stilwell and Harman.

14. Elna M Nagasako, Anne Louise Oaklander, and Robert H Dworkin (2003),
“Congenital Insensitivity to Pain: An Update.”

15. IASP (1994), "Task Force on Taxonomy. Classification of Chronic Pain. Descriptions of
Chronic Pain Syndromes and Definitions of Pain Terms.”

16. Giacomo Rossettini, Elisa Carlino, and Marco Testa (2018), “Clinical Relevance of
Contextual Factors as Triggers of Placebo and Nocebo Effects in Musculoskeletal
Pain.”

17. Giulio Ongaro and Dave Ward (2017), “An Enactive Account of Placebo Effects.”

18. U. Bingel et al. (2011), "The Effect of Treatment Expectation on Drug Efficacy:
Imaging the Analgesic Benefit of the Opioid Remifentanil.”

19. G. Lorimer Moseley and David S Butler (2017), Explain Pain Supercharged: The
Clinician’s Manual.

20. Mark Rowlands (2010), The New Science of the Mind.

21. Peter Stilwell and Katherine Harman (2019), “An Enactive Approach to Pain: Beyond
the Biopsychosocial Model.”

22. Stilwell and Harman.

23. Maurice Merleau-Ponty (1962), Phenomenology of Perception.

24. Thomas Fuchs (2018), Ecology of the Brain.

25. Evan Thompson (2005), “Sensorimotor Subjectivity and the Enactive Approach to
Experience.”

26. Thompson.

27. Fredrik Svenaeus (2001), “The Phenomenology of Health and Iliness.”

28. Stilwell and Harman, “An Enactive Approach to Pain: Beyond the Biopsychosocial
Model.”

29. Patricia E Benner (1994), Interpretive Phenomenology: Embodiment, Caring, and
Ethics in Health and Ilness.

30. James J Gibson (1977), “The Theory of Affordances.”

31. Stephan Kéufer and Anthony Chemero (2015), Phenomenology: An Introduction.

32. Edward Baggs and Anthony Chemero (2018), “Radical Embodiment in Two
Directions.”

33. James J Gibson (1977), “The Theory of Affordances.”

34, Wayne B Jonas et al. (2015), “To What Extent Are Surgery and Invasive Procedures
Effective beyond a Placebo Response? A Systematic Review with Meta-Analysis of
Randomised, Sham Controlled Trials.”

35. Giacomo Rossettini, Elisa Carlino, and Marco Testa (2018), “Clinical Relevance of
Contextual Factors as Triggers of Placebo and Nocebo Effects in Musculoskeletal
Pain.”

36. Gitte Laue Petersen et al. (2014), “The Magnitude of Nocebo Effects in Pain: A
Meta-Analysis.”

37. Raine Sihvonen et al. (2013), "Arthroscopic Partial Meniscectomy versus Sham
Surgery for a Degenerative Meniscal Tear”; Raine Sihvonen et al. (2018),
"Arthroscopic Partial Meniscectomy versus Placebo Surgery for a Degenerative
Meniscus Tear: A 2-Year Follow-up of the Randomised Controlled Trial.”

10

Stilwell P, et al. Med Humanit 2020;0:1-13. doi:10.1136/medhum-2020-011874

uBLAdoD Aq paoalold 1sanb Ag 1720z ‘8T udy Uo /wod lwg ywy/:dny woly papeojumoq “0Z0Z 1940100 6T U0 +/8TT0-0Z0Z-WNUYPaW/9ETT 0T Se paysiqnd 1Sl SaniuewnH paj


https://twitter.com/Peter_Stilwell
http://orcid.org/0000-0002-2858-9588
http://mh.bmj.com/

Original research

38

39.
40.
41.
42.

43.
44,

45.
46.

47.
48.
49.
50.
51.
52.
53.
54,
55.

56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.

69.
70.

71.
72.

73.
74.

75.
76.

71.
78.

79.
80.

81.

8

N

83.

84.
85.

. J Bruce Moseley et al. (2002), "A Controlled Trial of Arthroscopic Surgery for
Osteoarthritis of the Knee.”

Moseley et al.

Andy Clark and David Chalmers (1998), “The Extended Mind.”

Shaun Gallagher (2018), "The Extended Mind: State of the Question.”

Mariella Pazzaglia and Marco Molinari (2016), “The Embodiment of Assistive
Devices—from Wheelchair to Exoskeleton.”

Rachelle Buchbinder et al. (2018), “Low Back Pain: A Call for Action.”

Humberto R Maturana and Francisco J Varela (1992), The Tree of Knowledge: The
Biological Roots of Human Understanding.

Shaun Gallagher (2017), Enactivist Interventions: Rethinking The Mind.

Evan Thompson and Mog Stapleton (2009), “Making Sense of Sense-Making:
Reflections on Enactive and Extended Mind Theories.”

George Lakoff and Mark Johnson (1980), Metaphors We Live By.

Lakoff and Johnson.

Dan Fass (1988), “Metonymy and Metaphor.”

Susan Sontag (1978), lliness as Metaphor.

Stephen Loftus (2011), “Pain and Its Metaphors: A Dialogical Approach.”

George Lakoff and Mark Johnson (1980), Metaphors We Live By.

Loftus (2011), “Pain and Its Metaphors: A Dialogical Approach.”

Gary Lupyan and Andy Clark (2015), “Words and the World."”

Douglas R Hofstadter and Emmanuel Sander (2013), Surfaces and Essences: Analogy
as the Fuel and Fire of Thinking.

Hofstadter and Sander.

Elaine Scarry (1985), The Body in Pain: The Making and Unmaking of the World.
Stilwell and Harman, “An Enactive Approach to Pain: Beyond the Biopsychosocial
Model.”

G. Lorimer Moseley and David S Butler (2017), Explain Pain Supercharged: The
Clinician’s Manual.

Moseley and Butler.

Zoltan Kovecses (2010), Metaphor: A Practical Introduction.

Ralf Baron, Andreas Binder, and Gunnar Wasner (2010), “Neuropathic Pain:
Diagnosis, Pathophysiological Mechanisms, and Treatment.”

Ronald Melzack (1975), “The McGill Pain Questionnaire: Major Properties and
Scoring Methods.”

Rainer Freynhagen et al. (2006)., “PainDETECT: A New Screening Questionnaire to
Identify Neuropathic Components in Patients with Back Pain.”

Alan Bleakley (2017), Thinking with Metaphors in Medicine: The State of the Art.
Stephen Loftus (2011), “Pain and Its Metaphors: A Dialogical Approach.”

Shaun Gallagher and Robb Lindgren (2015), “Enactive Metaphors: Learning Through
Full-Body Engagement.”

Ben Darlow et al. (2013)., “The Enduring Impact of What Clinicians Say to People
With Low Back Pain.”

Alan Bleakley (2017), Thinking with Metaphors in Medicine: The State of the Art.
Maddy Greville-Harris and Paul Dieppe (2015), “Bad Is More Powerful than Good:
The Nocebo Response in Medical Consultations.”

Shane Neilson (2016), “Pain as Metaphor: Metaphor and Medicine.”

P.D. Wall and S.B. McMahon (1986), “The Relationship of Perceived Pain to Afferent
Nerve Impulses.”

Wall and McMahon.

Jenny Setchell et al. (2017), “Individuals’ Explanations for Their Persistent or
Recurrent Low Back Pain: A Cross-Sectional Survey.”

Setchell et al.

Gallagher and Lindgren (2015), “Enactive Metaphors: Learning Through Full-Body
Engagement.”

Ellen Winner et al. (1979), “First Metaphors.”

Gallagher and Lindgren (2015), “Enactive Metaphors: Learning Through Full-Body
Engagement.”

Gallagher and Lindgren.

John A Machielsen (2019), “Dynamics Without a Framework? Towards an Ecological-
Enactive Approach to the Dynamical View of Metaphor.”

Sanneke de Haan et al. (2013), “The Phenomenology of Deep Brain Stimulation-
Induced Changes in OCD: An Enactive Affordance-Based Model.”

. Gallagher (2017), Enactivist Interventions: Rethinking The Mind.

de Haan et al, "The Phenomenology of Deep Brain Stimulation-Induced Changes in
0CD: An Enactive Affordance-Based Model.”

Gallagher (2017), Enactivist Interventions: Rethinking The Mind.

Padraig MacNeela et al. (2015), “Experiences of Chronic Low Back Pain: A Meta-
Ethnography of Qualitative Research.”

86.

87.
88.
89.

90.
9

92.
93.
94.

9

(%2

96.

97.

98.

99.

100.
10

102.

103.

104.

10

g

106.

107.
108.

109.

110.

"

112.

113.

114.

"

w1

116.

117.

118.

119.

120.

de Haan et al, “The Phenomenology of Deep Brain Stimulation-Induced Changes in
0CD: An Enactive Affordance-Based Model.”

Peter Stilwell (2020), “Exploring Pain and Clinical Communication.”

Stilwell.

G. Lorimer Moseley and David S Butler (2017), Explain Pain Supercharged: The
Clinician’s Manual.

Moseley and Butler.

. Douglas R Hofstadter and Emmanuel Sander (2013), Surfaces and Essences: Analogy

as the Fuel and Fire of Thinking.
Hofstadter and Sander.
Hofstadter and Sander.

G. Lorimer Moseley and David S Butler (2017), Explain Pain Supercharged: The
Clinician’s Manual.

. Peter Stilwell and Katherine Harman (2017), “Contemporary Biopsychosocial Exercise

Prescription for Chronic Low Back Pain: Questioning Core Stability Programs and
Considering Context.”

Benjamin E Smith, Chris Littlewood, and Stephen May (2014), "An Update of
Stabilisation Exercises for Low Back Pain: A Systematic Review with Meta-Analysis.”
Karen L Barker, Margaret Reid, and Catherine J Minns Lowe (2009), “Divided by a
Lack of Common Language? - A Qualitative Study Exploring the Use of Language by
Health Professionals Treating Back Pain.”

Barker, Reid and Lowe.

Ben Darlow et al. (2013), “The Enduring Impact of What Clinicians Say to People
With Low Back Pain.”

Darlow et al.

. Carole C Upshur, Gonzalo Bacigalupe, and Roger Luckmann (2010), “'They Don't

Want Anything to Do with You': Patient Views of Primary Care Management of
Chronic Pain.”

Jenny Setchell et al. (2017), “Individuals’ Explanations for Their Persistent or
Recurrent Low Back Pain: A Cross-Sectional Survey.”

Alan Breen et al. (2007), "'You Feel so Hopeless': A Qualitative Study of GP
Management of Acute Back Pain.”

Aoife Synnott et al. (2015), " Physiotherapists May Stigmatise or Feel Unprepared to
Treat People with Low Back Pain and Psychosocial Factors That Influence Recovery: A
Systematic Review.”

. Peter Stilwell et al. (2018), "A Qualitative Study of Doctors of Chiropractic in a Nova

Scotian Practice-Based Research Network: Barriers and Facilitators to the Screening
and Management of Psychosocial Factors for Patients With Low Back Pain.”

Hiske van Ravesteijn et al. (2012), “The Reassuring Value of Diagnostic Tests: A
Systematic Review."

Rachelle Buchbinder et al. (2018), “Low Back Pain: A Call for Action.”

Hartvigsen et al. (2018), “What Low Back Pain Is and Why We Need to Pay
Attention.”

Barbara S Webster and Manuel Cifuentes (2010), “Relationship of Early Magnetic
Resonance Imaging for Work-Related Acute Low Back Pain With Disability and
Medical Utilization Outcomes.”

G. Lorimer Moseley and David S Butler (2017), Explain Pain Supercharged: The
Clinician’s Manual.

. Aoife Synnott et al. (2015), “Physiotherapists May Stigmatise or Feel Unprepared to

Treat People with Low Back Pain and Psychosocial Factors That Influence Recovery: A
Systematic Review".

Peter Stilwell et al. (2018), “A Qualitative Study of Doctors of Chiropractic in a Nova
Scotian Practice-Based Research Network: Barriers and Facilitators to the Screening
and Management of Psychosocial Factors for Patients With Low Back Pain.”

Stilwell and Harman, “An Enactive Approach to Pain: Beyond the Biopsychosocial
Model.”

Peter Stilwell and Katherine Harman (2017), “Contemporary Biopsychosocial Exercise
Prescription for Chronic Low Back Pain: Questioning Core Stability Programs and
Considering Context.”

. G. Lorimer Moseley and David S Butler (2017), Explain Pain Supercharged: The

Clinician’s Manual.

Moseley and Butler.

Stilwell and Harman, “Contemporary Biopsychosocial Exercise Prescription for
Chronic Low Back Pain: Questioning Core Stability Programs and Considering
Context.”

Joel E Bialosky et al. (2009), “The Mechanisms of Manual Therapy in the Treatment of
Musculoskeletal Pain: A Comprehensive Model.”

Samantha Bunzli et al. (2019), “Misconceptions and the Acceptance of Evidence-
Based Nonsurgical Interventions for Knee Osteoarthritis. A Qualitative Study.”

Bunzli et al

Stilwell P, et al. Med Humanit 2020;0:1-13. doi:10.1136/medhum-2020-011874

uBLAdoD Aq paoalold 1sanb Ag 1720z ‘8T udy Uo /wod lwg ywy/:dny woly papeojumoq “0Z0Z 1940100 6T U0 +/8TT0-0Z0Z-WNUYPaW/9ETT 0T Se paysiqnd 1Sl SaniuewnH paj


http://mh.bmj.com/

Original research

121. Ben Darlow et al. (2018)., "Living with Osteoarthritis Is a Balancing Act: An
Exploration of Patients’ Beliefs about Knee Pain.”

122. Nadine E Foster et al. (2018), “Prevention and Treatment of Low Back Pain: Evidence,
Challenges, and Promising Directions.”

123. Foster et al.

124. Laura L Ellingson (2017), Embodiment in Qualitative Research.

125. Margarete Sandelowski (2002), “Reembodying Qualitative Inquiry.”

126. J. P. Conomy (1973), "Disorders of Body Image after Spinal Cord Injury.”

127. G. Lorimer Moseley and David S Butler (2017), Explain Pain Supercharged: The
Clinician’s Manual.

BIBLIOGRAPHY

Baggs, Edward, and Anthony Chemero. “Radical embodiment in two directions.” Synthese
13, n0. 3 (2018).

Barker, Karen L, Margaret Reid, and Catherine J Minns Lowe. “Divided by a lack of
common language? - a qualitative study exploring the use of language by health
professionals treating back pain.” BMC Musculoskeletal Disorders 10, no. 1 (2009):
1-10.

Baron, Ralf, Andreas Binder, and Gunnar Wasner. “Neuropathic pain: diagnosis,
pathophysiological mechanisms, and treatment.” The Lancet Neurology 9, no. 8
(2010): 807-19.

Benner, Patricia E. Interpretive Phenomenology: Embodiment, Caring, and Ethics in Health
and lllness. Thousand Oaks, CA: Sage Publications, 1994.

Bialosky, Joel E, Mark D Bishop, Don D Price, Michael E Robinson, and Steven Z George.
“The mechanisms of manual therapy in the treatment of musculoskeletal pain: a
comprehensive model.” Manual Therapy 14, no. 5 (2009): 531-8.

Bingel, U, V Wanigasekera, K Wiech, R Ni Mhuircheartaigh, M. C Lee, M Ploner, and |
Tracey. “The effect of treatment expectation on drug efficacy: imaging the analgesic
benefit of the opioid remifentanil.” Science Translational Medicine 3, no. 70 (2011):
70ra14-70.

Bleakley, Alan. Thinking with Metaphors in Medicine: The State of the Art. New York, NY:
Routedge, 2017.

Breen, Alan, Helen Austin, Charles Campion-Smith, Eloise Carr, and Eileen Mann. " "You
feel so hopeless": a qualitative study of GP management of acute back pain.”
European Journal of Pain 11, no. 1 (2007): 21-9.

Buchbinder, Rachelle, Maurits van Tulder, Birgitta Oberg, Luciola Menezes Costa, Anthony
Woolf, Mark Schoene, Peter Croft., Lancet Low Back Pain Series Working Group. “Low
back pain: a call for action.” The Lancet 391, no. 10137 (2018): 2384-8.

Bunzli, Samantha, Penny O'Brien, Darshini Ayton, Michelle Dowsey, Jane Gunn, Peter
Choong, and Jo-Anne Manski-Nankervis. “Misconceptions and the acceptance of
evidence-based nonsurgical interventions for knee osteoarthritis. A qualitative study.”
Clinical Orthopaedics and Related Research 477, no. 9(2019): 1975-83.

Clark, Andy, and David Chalmers. “The extended mind.” Analysis 58, no. 1 (1998): 7-19.

Conomy, J. P. " Disorders of body image after spinal cord injury.” Neurology 23, no. 8
(1973), 842.

Darlow, Ben, Anthony Dowell, G David Baxter, Fiona Mathieson, Meredith Perry, and Sarah
Dean. “The enduring impact of what clinicians say to people with low back pain.” The
Annals of Family Medicine 11, no. 6 (2013): 527-34.

Darlow, Ben, Melanie Brown, Bronwyn Thompson, Ben Hudson, Rebecca Grainger, Eileen
McKinlay, and J Haxby Abbott. “Living with osteoarthritis is a balancing act: an
exploration of patients' beliefs about knee pain.” BMC Rheumatology 2, no. 1 (2018):
15.

de Haan, Sanneke, Erik Rietveld, Martin Stokhof, and Damiaan Denys. “The
phenomenology of deep brain stimulation-induced changes in OCD: an Enactive
Affordance-Based model.” Frontiers in human neuroscience 7 (2013): 1-14.

Di Paolo, Ezequiel A, Cuffari, Elena Clare., and De Jaegher, Hanne. 2018. Linguistic Bodies:
The Continuity between Life and Language. Cambridge, Massachusetts. London,
England: MIT Press.

Ellingson, Laura L. Embodiment in Qualitative Research. New York, NY: Routledge, 2017.

Fass, Dan. “Metonymy and Metaphor.” Proceedings of the 12th Conference on
Computational Linguistics, 177-81. Morristown, NJ, USA: Association for
Computational Linguistics, 1988.

Foster, Nadine E, Johannes R Anema, Dan Cherkin, Roger Chou, Steven P Cohen, Douglas
P Gross, Paulo H Ferreira., et al. " Prevention and treatment of low back pain:
evidence, challenges, and promising directions.” The Lancet 391, no. 10137 (2018):
2368-83.

Freynhagen, Rainer, Ralf Baron, Ulrich Gockel, and Thomas R Télle. “painDETECT: a new
screening questionnaire to identify neuropathic components in patients with back
pain.” Current Medical Research and Opinion 22, no. 10 (2006): 1911-20.

Fuchs, Thomas. Ecology of the Brain. New York, NY: Oxford University Press, 2018.

Gallagher, Shaun. How the Bodly Shapes the Mind. New York, NY: Oxford University Press,
2005.

. Enactivist Interventions: Rethinking The Mind. New York, NY: Oxford
University Press, 2017.

. "The extended mind: state of the question.” The Southern Journal of
Philosophy 56, no. 4 (2018): 421-47.

Gallagher, Shaun, and Robb Lindgren. “Enactive metaphors: learning through Full-Body
engagement.” Educational Psychology Review 217, no. 3 (2015): 391-404.

Gibson, James J. “The Theory of Affordances.” In Perceiving, Acting, and Knowing, edited
by R Shaw, and J Bransford, 67-82. Hillsdale, NJ: Erlbaum, 1977.

Greville-Harris, Maddy, and Paul Dieppe. “Bad is more powerful than good: the nocebo
response in medical consultations.” The American Journal of Medicine 128, no. 2
(2015): 126-9.

Hartvigsen, Jan, Mark J Hancock, Alice Kongsted, Quinette Louw, Manuela L Ferreira,
Stéphane Genevay, Damian Hoy, et al. “What low back pain is and why we need to
pay attention.” The Lancet 391, no. 10137 (2018): 2356—67.

Hofstadter, Douglas R, and Emmanuel Sander. Surfaces and Essences: Analogy as the Fuel
and Fire of Thinking. New York, NY: Basic Books, 2013.

IASP. Task Force on Taxonomy. Classification of Chronic Pain Descriptions of Chronic Pain
Syndromes and Definitions of Pain Terms, 1994.

Jonas, Wayne B, Cindy Crawford, Luana Colloca, Ted J Kaptchuk, Bruce Moseley, Franklin
G Miller, Levente Kriston, Klaus Linde, and Karin Meissner. “To what extent are
surgery and invasive procedures effective beyond a placebo response? A systematic
review with meta-analysis of randomised, sham controlled trials.” BMJ Open 5, no. 12
(2015), 009655.

Kdufer, Stephan, and Anthony Chemero. Phenomenology: An Introduction. Malden, MA:
Polity Press, 2015.

Kévecses, Zoltan. Metaphor: A Practical Introduction. New York, NY: Oxford University
Press, 2010.

Machielsen, John A. “Dynamics without a framework? towards an Ecological-Enactive
approach to the dynamical view of metaphor.” Cultura, Lenguaje y Representacion 22
(2019): 99-116.

MacNeela, Padraig, Catherine Doyle, David O'Gorman, Nancy Ruane, and Brian E McGuire.
"Experiences of chronic low back pain: a meta-ethnography of qualitative research.”
Health Psychology Review 9, no. 1 (2015): 63-82.

Maher, C, M Underwood, and R Buchbinder. “Non-Specific low back pain.” The Lancet
389, no. 10070 (2017): 736-47.

Maturana, Humberto R, and Francisco J Varela. The Tree of Knowledge: The Biological
Roots of Human Understanding, Revised edn ed. Boston, MA: Shambhala Publications
Inc, 1992.

Lakoff, George, and Mark Johnson. Metaphors We Live. Chicago, IL: University of Chicago
Press, 1980.

Loftus, Stephen. “Pain and its metaphors: a dialogical approach.” Journal of Medical
Humanities 32, no. 3 (2011): 213-30.

Lupyan, Gary, and Andy Clark. “Words and the world.” Current Directions in Psychological
Science 24, no. 4 (2015): 279-84.

Melzack, Ronald. “The McGill pain questionnaire: major properties and scoring methods.”
Pain 1, no. 3 (1975): 277-99.

Melzack, Ronald, and P D Wall. “Pain mechanisms: a new theory.” Science 150, no. 3699
(1965): 971-8.

Merleau-Ponty, Maurice. Phenomenology of Perception. London & New York, NY:
Routledge & Kegan Paul, 1962.

Moseley, G. Lorimer, and David S Butler. Explain Pain Supercharged: The Clinician’s Manual.
South Australia: Noigroup Publications, 2017.

Moseley, J Bruce, Kimberly 0'Malley, Nancy J Petersen, Terri ] Menke, Baruch A Brody,
David H Kuykendall, John C Hollingsworth, Carol M Ashton, and Nelda P Wray. “A
controlled trial of arthroscopic surgery for osteoarthritis of the knee.” New England
Journal of Medicine 347, no. 2 (2002): 81-8.

Nagasako, Elna M, Anne Louise Oaklander, and Robert H Dworkin. “Congenital
insensitivity to pain: an update.” Pain 101, no. 3 (2003): 213-9.

Neilson, Shane. “Pain as metaphor: metaphor and medicine.” Medical Humanities 42, no.
1(2016): 3-10.

Ongaro, Giulio, and Dave Ward. “An enactive account of placebo effects.” Biology &
Philosophy 32, no. 4 (2017): 507-33.

Pazzaglia, Mariella, and Marco Molinari. “The embodiment of assistive devices-from
wheelchair to exoskeleton.” Physics of Life Reviews 16 (2016): 163-75.

Petersen, Gitte Laue, Nanna Brix Finnerup, Luana Colloca, Martina Amanzio, Donald D.
Price, Troels Staehelin Jensen, and Lene Vase. “The magnitude of nocebo effects in
pain: a meta-analysis.” Pain 155, no. 8 (2014): 1426-34.

Rossettini, Giacomo, Elisa Carlino, and Marco Testa. “Clinical relevance of contextual
factors as triggers of placebo and nocebo effects in musculoskeletal pain.” BMC
Musculoskeletal Disorders 19, no. 1 (2018), 27.

Rowlands, Mark. The New Science of the Mind. Cambridge, MA: The MIT Press, 2010.

Sandelowski, Margarete. “Reembodying qualitative inquiry.” Qualitative Health Research
12, no. 1(2002): 104-15.

Scarry, Elaine. The Body in Pain: The Making and Unmaking of the World. New York, NY:
Oxford University Press, 1985.

Setchell, Jenny, Nathalia Costa, Manuela Ferreira, Joanna Makovey, Mandy Nielsen, and
Paul W Hodges. “Individuals' explanations for their persistent or recurrent low back
pain: a cross-sectional survey.” BMC Musculoskeletal Disorders 18, no. 1(2017), 466.

Sihvonen, Raine, Mika Paavola, Antti Malmivaara, Ari 1tala, Antti Joukainen, Heikki Nurmi,
Juha Kalske., et al. "Arthroscopic partial meniscectomy versus placebo surgery for a
degenerative meniscus tear: a 2-year follow-up of the randomised controlled trial.”
Annals of the Rheumatic Diseases 77, no. 2 (2018): 188-95.

12

Stilwell P, et al. Med Humanit 2020;0:1-13. doi:10.1136/medhum-2020-011874

uBLAdoD Aq paoalold 1sanb Ag 1720z ‘8T udy Uo /wod lwg ywy/:dny woly papeojumoq “0Z0Z 1940100 6T U0 +/8TT0-0Z0Z-WNUYPaW/9ETT 0T Se paysiqnd 1Sl SaniuewnH paj


http://dx.doi.org/10.1007/s11229-018-02020-9
http://dx.doi.org/10.1186/1471-2474-10-123
http://dx.doi.org/10.1016/S1474-4422(10)70143-5
http://dx.doi.org/10.1016/j.math.2008.09.001
http://dx.doi.org/10.1126/scitranslmed.3001244
http://dx.doi.org/10.1016/j.ejpain.2005.12.006
http://dx.doi.org/10.1016/S0140-6736(18)30488-4
http://dx.doi.org/10.1097/CORR.0000000000000784
http://dx.doi.org/10.1212/WNL.23.8.842
http://dx.doi.org/10.1370/afm.1518
http://dx.doi.org/10.1370/afm.1518
http://dx.doi.org/10.1186/s41927-018-0023-x
http://dx.doi.org/10.1016/S0140-6736(18)30489-6
http://dx.doi.org/10.1185/030079906X132488
http://dx.doi.org/10.1111/sjp.12308
http://dx.doi.org/10.1111/sjp.12308
http://dx.doi.org/10.1007/s10648-015-9327-1
http://dx.doi.org/10.1016/j.amjmed.2014.08.031
http://dx.doi.org/10.1016/S0140-6736(18)30480-X
http://dx.doi.org/10.1136/bmjopen-2015-009655
http://dx.doi.org/10.6035/CLR.2019.22.6
http://dx.doi.org/10.1080/17437199.2013.840951
http://dx.doi.org/10.1016/S0140-6736(16)30970-9
http://dx.doi.org/10.1007/s10912-011-9139-3
http://dx.doi.org/10.1007/s10912-011-9139-3
http://dx.doi.org/10.1016/0304-3959(75)90044-5
http://dx.doi.org/10.1126/science.150.3699.971
http://dx.doi.org/10.1056/NEJMoa013259
http://dx.doi.org/10.1056/NEJMoa013259
http://dx.doi.org/10.1016/S0304-3959(02)00482-7
http://dx.doi.org/10.1136/medhum-2015-010672
http://dx.doi.org/10.1007/s10539-017-9572-4
http://dx.doi.org/10.1007/s10539-017-9572-4
http://dx.doi.org/10.1016/j.plrev.2015.11.006
http://dx.doi.org/10.1016/j.pain.2014.04.016
http://dx.doi.org/10.1186/s12891-018-1943-8
http://dx.doi.org/10.1186/s12891-018-1943-8
http://dx.doi.org/10.1177/1049732302012001008
http://dx.doi.org/10.1186/s12891-017-1831-7
http://dx.doi.org/10.1136/annrheumdis-2017-211172
http://mh.bmj.com/

Original research

Sihvonen, Raine, Mika Paavola, Antti Malmivaara, Ari Itala, Antti Joukainen, Heikki
Nurmi, Juha Kalske, Teppo L N Jarvinen, Finnish Degenerative Meniscal Lesion Study
(FIDELITY) Group. “Arthroscopic partial meniscectomy versus sham surgery for a
degenerative meniscal tear.” New England Journal of Medicine 369, no. 26 (2013):
2515-24.

Slade, Susan Carolyn, Elizabeth Molloy, and Jennifer Lyn Keating. “The dilemma of
diagnostic uncertainty when treating people with chronic low back pain: a qualitative
study.” Clinical Rehabilitation 26, no. 6 (2012): 558-69.

Smith, Benjamin E, Chris Littlewood, and Stephen May. “An update of stabilisation
exercises for low back pain: a systematic review with meta-analysis.” BMC
Musculoskeletal Disorders 15 (2014), 416.

Sontag, Susan. /liness as Metaphor. New York, NY: Farrar, Straus and Giroux, 1978.

Stilwell, Peter. “Exploring Pain and Clinical Communication.” Dalhousie University, 2020.
http://hdl.handle.net/10222/78346.

Stilwell, Peter, Jill A Hayden, Piaf Des Rosiers, Katherine Harman, Simon D French, Janet A
Curran, and Warren Hefford. “A qualitative study of doctors of chiropractic in a nova
Scotian practice-based research network: barriers and facilitators to the screening
and management of psychosocial factors for patients with low back pain.” Journal of
Manipulative and Physiological Therapeutics 41, no. 1(2018): 25-33.

Stilwell, Peter, and Katherine Harman. “Contemporary biopsychosocial exercise prescription
for chronic low back pain: Questioning core stability programs and considering
context.” The Journal of the Canadian Chiropractic Association 61, no. 1 (2017):
6-17.

Stilwell, Peter, and Katherine Harman. “An enactive approach to pain: beyond the
biopsychosocial model.” Phenomenology and the Cognitive Sciences 18, no. 4 (2019):
637-65.

Sullivan, Nick, Clair Hebron, and Pirjo Vuoskoski. “Selling” chronic pain: physiotherapists’
lived experiences of communicating the diagnosis of chronic nonspecific lower back
pain to their patients.” Physiotherapy Theory and Practice 83 (2019): 1-20.

Svenaeus, Fredrik. “The Phenomenology of Health and lliness.” In Handbook of
Phenomenology and Medicine, edited by S. K Toombs, 87—108. Norwell, MA: Kluwer
Academic Publishers, 2001.

Synnott, Aoife, Mary O'Keeffe, Samantha Bunzli, Wim Dankaerts, Peter O'Sullivan, and
Kieran O'Sullivan. “Physiotherapists may stigmatise or feel unprepared to treat people
with low back pain and psychosocial factors that influence recovery: a systematic
review." Journal of Physiotherapy 61, no. 2 (2015): 68—76.

Thompson, Evan. “Sensorimator subjectivity and the enactive approach to experience.”
Phenomenology and the Cognitive Sciences 4, no. 4 (2005): 407-27.

Thompson, Evan, and Mog Stapleton. “Making sense of sense-making: reflections on
Enactive and extended mind theories.” Topoi 28, no. 1 (2009): 23-30.

Upshur, Carole C, Gonzalo Bacigalupe, and Roger Luckmann. “"They don’t want anything
to do with you": patient views of primary care management of chronic pain.” Pain
Medicine 11, no. 12 (2010): 1791-8.

van Ravesteijn, Hiske, Inge van Dijk, David Darmon, Floris van de Laar, Peter Lucassen,
Tim Olde Hartman, Chris van Weel, and Anne Speckens. “The reassuring value of
diagnostic tests: a systematic review.” Patient Education and Counseling 86, no. 1
(2012): 3-8.

Varela, Francisco., Evan Thompson, and Eleanor Rosch. The Embodied Mind: Cognitive
Science and Human Experience. Cambridge, MA: MIT Press, 1991.

Wall, P.D., and S.B. McMahon. “The relationship of perceived pain to afferent nerve
impulses.” Trends in Neurosciences 9 (1986): 254-5.

Webster, Barbara S, and Manuel Cifuentes. “Relationship of early magnetic resonance
imaging for work-related acute low back pain with disability and medical utilization
outcomes.” Journal of Occupational and Environmental Medicine 52, no. 9 (2010):
900-7.

Winner, Ellen, Margaret McCarthy, Sandra Kleinman, and Howard Gardner. “First
metaphors.” New Directions for Child and Adolescent Development 1979, no. 3
(1979): 29-41.

Stilwell P, et al. Med Humanit 2020;0:1-13. doi:10.1136/medhum-2020-011874

uBLAdoD Aq paoalold 1sanb Ag 1720z ‘8T udy Uo /wod lwg ywy/:dny woly papeojumoq “0Z0Z 1940100 6T U0 +/8TT0-0Z0Z-WNUYPaW/9ETT 0T Se paysiqnd 1Sl SaniuewnH paj


http://dx.doi.org/10.1056/NEJMoa1305189
http://dx.doi.org/10.1177/0269215511420179
http://dx.doi.org/10.1186/1471-2474-15-416
http://dx.doi.org/10.1186/1471-2474-15-416
http://hdl.handle.net/10222/78346
http://dx.doi.org/10.1016/j.jmpt.2017.07.014
http://dx.doi.org/10.1016/j.jmpt.2017.07.014
http://www.ncbi.nlm.nih.gov/pubmed/http://www.ncbi.nlm.nih.gov/pubmed/28413219
http://dx.doi.org/10.1007/s11097-019-09624-7
http://dx.doi.org/10.1080/09593985.2019.1672227
http://dx.doi.org/10.1016/j.jphys.2015.02.016
http://dx.doi.org/10.1007/s11097-005-9003-x
http://dx.doi.org/10.1007/s11245-008-9043-2
http://dx.doi.org/10.1111/j.1526-4637.2010.00960.x
http://dx.doi.org/10.1111/j.1526-4637.2010.00960.x
http://dx.doi.org/10.1016/j.pec.2011.02.003
http://dx.doi.org/10.1016/0166-2236(86)90070-6
http://dx.doi.org/10.1097/JOM.0b013e3181ef7e53
http://dx.doi.org/10.1002/cd.23219790305
http://mh.bmj.com/

	Painful metaphors: enactivism and art in qualitative research
	Abstract
	Introduction
	Enactive approach to pain
	Pain as a 5E process

	Metaphor in healthcare
	Metaphor, simile and analogy
	Metaphor and pain

	Enactive metaphor
	The art of painful metaphors
	Patient involvement
	Knotted muscles, weak cores and bones out of place
	Diminishing hope for recovery
	Building tolerance and control
	Finding balance
	Moving towards emergence

	Research and clinical considerations
	Notes
	Bibliography


