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AUTHORS Slater, Helen; Jordan, Joanne; Chua, Jason; Schütze, Robert; Wark, 
John; Briggs, Andrew 

 

VERSION 1 - REVIEW 

REVIEWER Dr Serena Bartys, Principal Research Fellow 
University of Huddersfield, UK 

REVIEW RETURNED 13-Sep-2016 

 

GENERAL COMMENTS This was a well-written paper and the introduction set out a clear 
rationale for exploring an under-researched topic. However, I felt the 
results presented didn't actually make explicit what the novel 
contribution to this area was - the crux of the study was about 
utilisation of digital technologies, yet this theme appeared to be quite 
underdeveloped. There didn't seem to be anything new presented, 
in terms of being unique to this age group or other qualitative 
research conducted with adult populations. The paper would have 
been improved by framing results in terms of how much (or not) they 
were comparable with similar research, highlighting differences or 
similarities found in this specific population.  
 
Point-by point comments are:  
 
There was no clear justification or discussion of including 
participants with both specific and non-specific conditions - how 
could these differences have impacted on results?  
 
The questionnaire data collected was not well linked to the 
qualitative data  
 
The methods of data analysis were not sufficiently explained nor 
enough detail provided in terms of credibility and trustworthiness. 
Why was grounded theory chosen as a method, and did 'themes' 
actually arise from the data, or were they just a reflection of 
questions asked? Were any distinct themes identified?  
 
Some of the references cited were from the adult population, yet 
used to refer to adolescents  
 
Were the psychometric measures valid for use in adolescent 
populations?  
 
Study limitations were not adequately discussed - the discussion in 
general was not sufficiently in-depth  
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REVIEWER Dr Lisa Robinson 
Newcastle upon Tyne Hospitals NHS Foundation Trust and 
Newcastle University, UK 

REVIEW RETURNED 26-Sep-2016 

 

GENERAL COMMENTS This is a qualitative study (semi-structured interviews and focus 
groups) which aimed to investigate young people‟s experiences of 
persistent musculoskeletal pain, including care needs and current 
service gaps as well as perceptions about the role of digital 
technologies to support their co-care.  
The methodology is robust and the findings have the potential to 
inform future research and clinical practice development. For these 
reasons, I believe that the paper would be of interest to the target 
readership.  
However, the paper could be further strengthened through attention 
to the following points:  
 
Key messages  
- These could be expanded further. Suggest:  
1. As many as two thirds of young people with musculoskeletal pain 
report co-morbid health conditions  
2. There is a perceived lack of age-appropriate services for this 
patient / client group  
3. Digital technologies can potentially level engagement and better 
support the specific health needs of young people with persistent 
musculoskeletal pain.  
Introduction  
- The opening sentence “Living with musculoskeletal pain…. make 
sense of their identity” would benefit from the inclusion of supporting 
references.  
- The authors state that “While Australian data suggest persistent 
pain rates for young people approach those of adults (one in five), 
international data suggest higher rates for musculoskeletal pain (e.g. 
37% for back pain), particular in girls”. Presenting both of these 
figures as a percentage would promote consistency and make the 
figures directly comparable.  
- The sentence “Higher prevalence rates …. than the individual 
conditions alone” should be rewritten for clarity.  
Patients and methods  
Study design  
- More information about the broader research study would be 
beneficial to the reader e.g. „This qualitative study was undertaken in 
Australia between October 2014 and April 2015, as part of a broader 
(state type) study which aimed to….”  
Recruitment and sampling  
- A brief explanation of the “online Qualtricts platform” would be 
useful to the reader.  
Inclusion and exclusion criteria  
- Table 2 – Demographic characteristics of participants and table 3 – 
Individual participant clinical characteristics (n=23) would be better 
placed at the start of the findings section.  
Interview data collection  
- The authors state that “The interview schedule was piloted with 
three individuals within the target population (data not included in 
analyses) and iterated (supplementary file 2). I am not sure what is 
meant by the term „iterated‟. This process requires further 
explanation.  
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Analysis  
- The study had very clear a priori aims: a) To investigate young 
people‟s experiences of persistent musculoskeletal pain; b) including 
care needs and current service gaps; c) as well as perceptions 
about the role of digital technologies to support their care. These 
inform the 4 key meta themes under which the data is reported. For 
this reason, I would query the authors‟ use of “an inductive approach 
based on grounded theory” and suggest that they revisit / reconsider 
this section.  
- The term „data redundancy‟ would benefit from the inclusion a brief 
definition explaining what the authors understand by this term within 
the context of this particular study.  
Results  
- There is very little indication of whether the themes reported in the 
narrative text were consistently identified across the 23 participants 
or whether there was quite a lot of divergence of opinion. 
Throughout the text, the authors mainly refer simply to 
“Participants….” Further quantification would be beneficial e.g. 
many, most, several, a few….  
- In section 1.1 Fears, for example, the authors state “Participants 
also expressed fear about others‟ perceptions and legitimacy about 
their pain”. They then provide a single quote to support this 
statement. Was this issue only raised by one participant or was it 
raised by most of the participants, and the authors have provided a 
single quote to illustrate this? Further clarification would be helpful.  
- In section 2.1 Invisibility of pain, the authors state “The lack of 
physical evidence, such as a deformity, or specific clinical diagnosis, 
resulted in perceptions of exaggerating pain or doubt that young 
people could experience persistent pain”. Was this just the case for 
those without a specific clinical diagnosis or was it true for many of 
the young people interviewed, regardless of clinical diagnosis? This 
could be made clearer as has important implications for clinical 
practice. See also 3.1 - Health professionals who understand 
persistent musculoskeletal pain where the authors talk about 
“frustrations at failing to receive a diagnosis”  
- 3. Gaps and information needs related to young people‟s needs for 
pain management. The authors should briefly explain what they 
mean (or the participants mean) by “an integrated healthcare 
system”  
- Table 4 – Topics identified by participants where more information 
was desired to assist young people with the management of their 
persistent pain. Seems a bit out of place within middle of 
presentation of qualitative findings. The authors should consider 
including this as a supplementary file or providing some introductory 
/ explanatory text to justify its inclusion in the findings section.  
Discussion  
- The section at the end of first paragraph „Pain is not 
simple….multidimensional manifestations of pain‟ appears a bit 
descriptive / redundant. The authors should make the links between 
these observations and the data presented more explicit.  
- In paragraph 2, the authors state “Musculoskeletal conditions are 
frequently describes as non-specific (meaning no clear pathobiologic 
cause can be identified). This can create tension between young 
people and their treating clinician”. Whilst I agree that this is an 
important clinical observation, more could be done to support this 
statement within the context of the specific data collected / 
presented in this study (see previous comments re: sections 2.1 and 
3.1).  
- The strengths and weaknesses section requires further explanation 
(in both the article summary and discussion section). 
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VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name: Dr Serena Bartys, Principal Research Fellow  

Institution and Country: University of Huddersfield, UK  

Competing Interests: None declared  

This was a well-written paper and the introduction set out a clear rationale for exploring an under-

researched topic. However, I felt the results presented didn't actually make explicit what the novel 

contribution to this area was - the crux of the study was about utilisation of digital technologies, yet 

this theme appeared to be quite underdeveloped. There didn't seem to be anything new presented, in 

terms of being unique to this age group or other qualitative research conducted with adult populations. 

The paper would have been improved by framing results in terms of how much (or not) they were 

comparable with similar research, highlighting differences or similarities found in this specific 

population.  

 

Response:  

Thank you for your very constructive and comprehensive feedback.  

To our knowledge, no other study has examined in depth, the experience of young people in Australia 

aged 16-24 years with persistent musculoskeletal pain and their perceptions of the role for digital 

technologies as a component of care from a qualitative perspective.  

We would like to emphasize that many studies across the pain literature, including systematic 

reviews, both qualitative and quantitative studies, include participants from 18 years up and consider 

these as „adults‟. Therefore, there is significant overlap between the adolescent, young adult and 

older adult literature and this creates difficulties in disentangling the young adult from the older adult 

populations. This example exemplifies the exact issue we are trying to highlight; i.e.; that one size 

does not fit all, and that developmental changes along the life course, such as children to 

adolescence and adolescence to young adults, require acknowledgement with special focus on 

specific health needs in these developmental phases. Only in this way can we better understand what 

is needed to optimise health systems and outcomes across the life course. For example, a recent 

systematic scoping review of consumers‟ needs in the context of musculoskeletal health and pain has 

been published1. This review is the largest of its kind to date and considers only „adults‟ (i.e. 

participants in studies aged 18 years and over). Further, there is bias in the report, due to 

demographics of the included literature, for capturing the views of middle and older-age adults. While 

informative, the report further exemplifies the significant gap in our understanding of healthcare 

service and information needs of younger people.  

In our initial manuscript, we tried to balance the data and discussion against all three aims of the 

study and provide an interpretation and discussion of the data in this context. We do accept that 

further data and discussion about the role of digital technologies would strengthen our manuscript.  

Therefore, to address your review comments, we have now expanded the results section on the role 

of digital technologies within the manuscript to better highlight the current gaps in service in Australia 

for this age group. We have also extended out evidence to support this theme further in Supplemental 

File 3. As the table is longer than 2 pages, as per journal requirements, we cannot embed this within 

the manuscript. We emphasise here that the manuscript reports only the key findings, not the findings 

in their entirety. We have also provided a link in the second line of the results which points to a full 

report that accompanies this manuscript (as provided to the Editor) and which will be freely available 

as a further comprehensive supplement to this manuscript, and which will be released after 

manuscript publication. Given the word limit and constraints of managing the rich qualitative content 

against the scope of discussion, we have limited our discussion to better highlighting the novelty of 

our findings as suggested by the reviewer, and where relevant, highlighting similarities and 

differences with adult populations.  

 

Point-by point comments are:  

R1. There was no clear justification or discussion of including participants with both specific and non-
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specific conditions - how could these differences have impacted on results?  

 

Response  

In methods, we have amended the text to provide a clearer rationale for this under „Inclusion and 

exclusion criteria‟.  

We deliberately included both specific and non specific musculoskeletal conditions. The rationale here 

is important. Pain can persist in both specific and non specific musculoskeletal disorders 2, and there 

is a lack of good data to indicate the extent of pain in young people with these conditions 3. The 

experience of pain according to musculoskeletal condition (i.e.; diagnosis) does not correlate well (ie 

the match between pathology and pain is not well correlated, especially when pain persists). This 

highlights one of the issues in the clinical setting; while a diagnosis may be provided, this does not 

typically explain why pain persists, or faithfully relate to the disability or clinical course of the 

condition.4 However, persistent pain in young people is considered an especially critical time in the 

life course given the biological, psychological and social factors that can profoundly influence their 

future health trajectories mapping into adulthood5-8 and this has significant associated health policy 

implications.9 The individual clinical data in our cohort further reinforces this. What we are not trying 

to do is say that diagnosis is not important, rather diagnosis alone should not mean that an 

assumption is made about the experience of pain (including associated psychological distress or 

social factors).  

 

R1. The questionnaire data collected was not well linked to the qualitative data  

 

Response  

Thank you. We have amended this as outlined below. We also respectfully want to highlight that as 

the focus of this paper was qualitative, we restrained a broader discussion of the quantitative data, 

providing summary clinical data to help better characterise the case mix in our cohort and consistent 

with reporting requirements for qualitative methodologies10. Additionally, given the word limits it is 

considered beyond the scope of this manuscript to provide a detailed analysis. To strengthen the 

triangulation of clinical data with the qualitative data, we have added some commentary in the first 

part of the discussion (new part underlined) as follows:  

„This disruption helps to make sense of the individual, complex, multidimensional manifestations of 

pain, an interpretation also reflected in the range of responses to standardised clinical questionnaires 

(see Table 2). Collectively, these data indicate overall poorer psychosocial elements of health (AQoL: 

group mean (SD) 60.9 (14.9) compared with age matched normative age-matched values of 80.5 

(11.6)). Further, these variable clinical responses of young people to pain regardless of their different 

musculoskeletal conditions, necessarily challenges a biomedical interpretation of pain.‟  

And further on in the discussion:  

„The potential for pain-related worry to dominate cognitions about pain, and escalate into catastrophic 

worry and negative health outcomes39, was relevant for some participants (see Table 2, CSQ 

scores).‟  

 

R1. The methods of data analysis were not sufficiently explained nor enough detail provided in terms 

of credibility and trustworthiness. Why was grounded theory chosen as a method, and did 'themes' 

actually arise from the data, or were they just a reflection of questions asked? Were any distinct 

themes identified?  

 

Response  

Approach to data analysis and its rigour:  

As outlined in the methodology section (under study design), we adhered to best practice qualitative 

data collection and analysis methods and aligned the reporting of this study based on the 

Consolidated Criteria for Reporting Qualitative Outcomes (COREQ)10; a checklist for explicit and 

comprehensive reporting of qualitative studies based on systematic reviews, guidelines and peer 
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reviewed published articles over a 40 year period. Our reporting of the data analysis included the 

methodological orientation, number of data coders, derivation of themes and participant checking, 

consistent with these COREQ requirements (see Supplemental File 1). Notably, reviewer 2 has 

commented on the qualitative methodology as robust.  

Therefore, and with respect, given the expertise of our senior qualitative methodologist and our 

substantial track record in publishing qualitative manuscripts, we are confident that the level of detail 

provided about the analysis is sufficient to demonstrate credibility and trustworthiness. Further, we 

have had to balance content of the rich data in this qualitative study and the challenges associated 

with the journal word count constraints.  

 

Rationale for the use of a grounded theory approach:  

We have reworded a sentence in the methods section to address why grounded theory was adopted 

and have also provided more information for those readers who are unfamiliar with qualitative 

analysis using a grounded theory approach.  

 

Derivation of themes:  

In relation to derivation of themes, we respectfully suggest that the reviewer may have misinterpreted 

how our results have been reported. For the purposes of this manuscript, we reported the key themes 

empirically derived from the data under a hierarchical structure of „meta themes‟ – the meta themes 

were only included in this manuscript (i.e. not part of original analysis) to provide a structural 

framework for the reader to understand and orient the results, given that this is a subset of our 

broader and more detailed qualitative study11. While the meta themes were aligned with the aims of 

the study, their definitions were still empirically derived from the data; ie they were not artificially 

imposed. In reading of the comments from both expert reviewers, the use of the word „meta theme‟ 

seems to have created the misconception that the results were not empirically derived and perhaps 

just summaries of the responses to the questions in the interview schedule. To address this, we have 

now adjusted the presentation of the results so that key themes are discussed under each key study 

aim and key themes are made more explicit i.e. we are not sure whether the reviewers understood 

that the subheadings, (for example, 2.1 Invisibility of pain) is the name of a key theme derived from 

the data.  

As reported in the analysis section, codes and key themes were directly derived from the data in the 

first phase (i.e. inductive). In the second phase of analysis, the coding framework derived from the 

first phase of analysis was used to code the final five interviews and one focus group transcripts (i.e. 

deductive process). We have provided detailed descriptions of key themes derived in the results 

section, including relevant quotes and also included supplementary tables (See Supplementary File 3) 

further detailing key themes that could not be discussed in the results section due to word count 

restraints. Again, this approach is consistent with recommendations outlined in COREQ for reporting 

of qualitative results10. As part of the original manuscript submission, we also included the interview 

schedule which, from review, shows the broad nature of questions asked and provides evidence that 

themes have been derived directly from the data. We would also like to highlight that the nature of the 

qualitative data collected from interviews and focus groups will directly reflect, or be heavily influenced 

by the questions asked - which is why we undertook testing of the interview schedule to ensure that 

the questions were eliciting the level and type of detailed information required. Therefore, we are 

confident that the results were empirically derived and developed from the varying perspectives of 23 

individuals using a comprehensive, robust best practice approach to qualitative research10.  

 

R1. Some of the references cited were from the adult population, yet used to refer to adolescents  

 

Response  

The reviewer is correct. Different literature uses different age cut offs to define what is an adolescent 

or young adult. The Australian government defines young adults as 16-24 years12, which is 

consistent with our rationale for focusing on this age range. This also aligns in Australia, with the 
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transition out of paediatric care at age 16 years. Further, the literature we have cited typically 

incorporates the age range 18 years and over. This further highlights the lack of 

distinction/discrimination of the specific developmental phases associated with emerging from 

adolescence into young adulthood. This distinction has important clinical, research and policy 

implications as outlined in a recent invited review on Models of Care for addressing chronic 

musculoskeletal pain and health in children and adolescents.13 Please also refer to our response to 

point 1.  

 

R1. Were the psychometric measures valid for use in adolescent populations?  

 

Response  

We have one participant aged 17 years and the remainder are 18 years and over. These 

questionnaires have all been validated in adult populations 18 years and over, as indicated in text and 

references are provided against each questionnaire within Table 2. With the exception of AQoL 

(which has been independently validated and normative data for 16-24 year age group is available 14 

and was provided specifically as a comparator for this study), these questionnaires also form part of 

the minimum data set for benchmarking best practice pain management in Australia and New 

Zealand15 including for young people of the age group we have captured in our study. Further, they 

are routinely used in population studies both within Australia jurisdictions5 8 16 and across 

international jurisdictions.6 7 While The Health Behaviour in School-aged Children (HBSC) Checklist 

used by the World Health Organization has questions about the frequency of „backache‟, it has no 

reference to pain intensity nor to other musculoskeletal conditions.17  

 

R1. Study limitations were not adequately discussed - the discussion in general was not sufficiently in-

depth  

 

Response  

We agree that the discussion is constrained as we have tried to meet the journal guidelines targeting 

5 paragraphs only. Also, as the reviewer would be aware, there are additional challenges imposed on 

word limits by the rich, detailed nature of a qualitative study. We believe we have adequately 

addressed this concern. We have made every effort to strengthen the manuscript by addressing the 

main points raised by reviewers, and still remaining within the journal guidelines. We have also 

extended the use of Supplemental (see Table 3) to strengthen the qualitative data and our discussion 

of these data. Study limitations have been further clarified and expanded.  

 

Reviewer: 2  

Reviewer Name: Dr Lisa Robinson  

Institution and Country: Newcastle upon Tyne Hospitals NHS Foundation Trust and Newcastle 

University, UK  

Competing Interests: None declared  

This is a qualitative study (semi-structured interviews and focus groups) which aimed to investigate 

young people‟s experiences of persistent musculoskeletal pain, including care needs and current 

service gaps as well as perceptions about the role of digital technologies to support their co-care.  

The methodology is robust and the findings have the potential to inform future research and clinical 

practice development. For these reasons, I believe that the paper would be of interest to the target 

readership.  

However, the paper could be further strengthened through attention to the following points:  

Response: Thank you for your very valuable feedback. We have addressed your feedback in a point-

by-point response below.  

 

R2. Key messages  

-These could be expanded further. Suggest:  
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1. As many as two thirds of young people with musculoskeletal pain report co-morbid health 

conditions  

2. There is a perceived lack of age-appropriate services for this patient / client group  

3. Digital technologies can potentially level engagement and better support the specific health needs 

of young people with persistent musculoskeletal pain.  

 

Response: We agree these are important points, however at the Editor‟s request, we have removed 

„key messages‟ as this was not a journal requirement.  

 

R2. Introduction  

-The opening sentence “Living with musculoskeletal pain…. make sense of their identity” would 

benefit from the inclusion of supporting references.  

 

Response: We have added a reference as requested. The reference points to our original work as this 

is what has informed our opening sentence rather than attributing this to someone else. We provide 

evidence thereafter in the introduction to further substantiate this and align with the key findings of our 

research.  

 

R2. The authors state that “While Australian data suggest persistent pain rates for young people 

approach those of adults (one in five), international data suggest higher rates for musculoskeletal pain 

(e.g. 37% for back pain), particular in girls”. Presenting both of these figures as a percentage would 

promote consistency and make the figures directly comparable.  

 

Response: We have amended the text accordingly  

 

R2. The sentence “Higher prevalence rates …. than the individual conditions alone” should be 

rewritten for clarity.  

 

Response: We have amended the text as follows:  

„Higher prevalence rates for both comorbid pain in cohorts with depression, and for depression in 

cohorts with persistent pain, are reported than for the individual conditions alone.18‟  

 

R2. Patients and methods  

Study design  

More information about the broader research study would be beneficial to the reader e.g. „This 

qualitative study was undertaken in Australia between October 2014 and April 2015, as part of a 

broader (state type) study which aimed to….”  

 

Response:  

We have extended the text to better contextualise the study. There is a reference, and in the 

beginning of the results section, we have also provided a link to the online Executive summary for the 

broader body of work.  

 

R2. Recruitment and sampling  

A brief explanation of the “online Qualtricts platform” would be useful to the reader.  

 

Response:  

We have extended the explanation of Qualtrics platform  

 

R2. Inclusion and exclusion criteria  

Table 2 – Demographic characteristics of participants and table 3 – Individual participant clinical 

characteristics (n=23) would be better placed at the start of the findings section.  
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Response:  

With respect, we have embedded these tables here to remain broadly consistent with qualitative 

methodology and align with COREQ reporting10. Also, as we are primarily presenting qualitative data, 

not quantitative data, we believe this helps to characterise the study cohort and better contextualise 

the qualitative findings. We do clarify at the start of the results section, that this manuscript is part of a 

broader study using mixed methods, and we provide a link to an online summary of that broader 

study.  

 

R2. Interview data collection  

The authors state that “The interview schedule was piloted with three individuals within the target 

population (data not included in analyses) and iterated (supplementary file 2). I am not sure what is 

meant by the term „iterated‟. This process requires further explanation.  

 

Response:  

We have amended the text as follows:  

„A semi-structured interview schedule prepared by the multi-disciplinary research team (JJ, AB, HS, 

RS), was piloted with three individuals within the target population (data not included in analyses) and 

where relevant, content was revised to improve clarity and reduce item redundancy (Supplemental 

File 2)‟.  

 

R2. Analysis  

The study had very clear a priori aims: a) To investigate young people‟s experiences of persistent 

musculoskeletal pain; b) including care needs and current service gaps; c) as well as perceptions 

about the role of digital technologies to support their care. These inform the 4 key meta themes under 

which the data is reported. For this reason, I would query the authors‟ use of “an inductive approach 

based on grounded theory” and suggest that they revisit / reconsider this section.  

 

Response:  

Please see the response to R1 above on this same issue – we have now changed the presentation of 

the results, to avoid the misconception that results were not derived empirically using an inductive 

approach.  

 

R2. The term „data redundancy‟ would benefit from the inclusion a brief definition explaining what the 

authors understand by this term within the context of this particular study.  

 

Response:  

For the purposes of this study, data redundancy is referred to as the point where no new properties, 

dimensions or relationships emerge during analysis.19 This decision was facilitated through constant 

comparison of the data, in particular comparison of data analysed in stage 1 to data analysed in stage 

2 as part of a grounded theory approach.20  

 

Results  

R2. There is very little indication of whether the themes reported in the narrative text were consistently 

identified across the 23 participants or whether there was quite a lot of divergence of opinion. 

Throughout the text, the authors mainly refer simply to “Participants….” Further quantification would 

be beneficial e.g. many, most, several, a few….  

 

Response:  

In comparison with quantitative studies, frequency counts of participant‟s views are not typically part 

of a qualitative analysis. Rather, the focus is providing detailed insight into the experiences of 

participants and the breadth of their views. However, where relevant, we have attempted to identify 
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where there was strong consensus amongst participants in the results to provide further clarity.  

 

R2. In section 1.1 Fears, for example, the authors state “Participants also expressed fear about 

others‟ perceptions and legitimacy about their pain”. They then provide a single quote to support this 

statement. Was this issue only raised by one participant or was it raised by most of the participants, 

and the authors have provided a single quote to illustrate this? Further clarification would be helpful.  

 

Response:  

Fear is one of the most common experiences associated with persistent pain in both adult and 

paediatric and adolescent populations.21-24 As per our above response, we respectfully reiterate that 

qualitative analysis does not involve quantification of responses. Rather the intention of qualitative 

studies is to give due emphasis to the meanings, experiences and views of all participants – whether 

this be one participant, or twenty participants, all views are valid and are worthy of representation.25 

The quote included for 1.1 in the manuscript was deemed best to accurately illustrate the key theme 

(given word limit constraints). However, in the summary description of key themes that were relevant 

to aim 1 of the study and consequently described in the text, we clearly state that the strongest 

themes to emerge from the data, are presented.  

 

R2. In section 2.1 Invisibility of pain, the authors state “The lack of physical evidence, such as a 

deformity, or specific clinical diagnosis, resulted in perceptions of exaggerating pain or doubt that 

young people could experience persistent pain”. Was this just the case for those without a specific 

clinical diagnosis or was it true for many of the young people interviewed, regardless of clinical 

diagnosis? This could be made clearer as has important implications for clinical practice. See also 3.1 

- Health professionals who understand persistent musculoskeletal pain where the authors talk about 

“frustrations at failing to receive a diagnosis”  

 

Response:  

The invisibility of pain was not restricted to those without a diagnosis at all. However, for those without 

a diagnosis, it was even more challenging as they did not have clear evidence of a biomedical 

condition to explain their pain. This is a common theme across pain literature.13 26 27  

We have clarified this within the text as follows:  

2.1 „For some, the lack of physical evidence, such as a deformity, or a specific clinical diagnosis, 

resulted in more profound perceptions of exaggerating pain or doubt that young people could 

experience persistent pain.‟  

In respect of 3.1, we would respectfully suggest that the last part of the sentence, is important to 

interpretation: i.e; „….at failing to receive a diagnosis or cogent explanation for their persistent pain.‟  

This means, that even for those with a clinical diagnosis, pain can persist and young people were 

often not given a plausible explanation for why. Similar to someone who has a total knee 

replacement, but in 20% pain persists, they need to understand why this occurs. So a diagnosis is 

one thing, but a reason or explanation for ongoing pain is another. We have tried to clarify this further 

as follows:  

Participants' experiences with health professionals in the diagnosis, treatment/management of 

persistent pain, were overwhelmingly negative with frustrations, for some, at failing to receive a 

clinical diagnosis or, for others, failing to be given a cogent explanation for their persistent pain.‟  

 

R2. 3. Gaps and information needs related to young people‟s needs for pain management. The 

authors should briefly explain what they mean (or the participants mean) by “an integrated healthcare 

system”  

 

Response:  

We have clarified this within the text as follows:  

The most notable gaps for participants in their pain management were health professionals who 
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understood persistent musculoskeletal pain and an integrated (i.e; responsive to a whole person 

approach to care) healthcare system catering specifically to young people‟s needs.  

 

R2. Table 4 – Topics identified by participants where more information was desired to assist young 

people with the management of their persistent pain. Seems a bit out of place within middle of 

presentation of qualitative findings. The authors should consider including this as a supplementary file 

or providing some introductory / explanatory text to justify its inclusion in the findings section.  

 

Response:  

We would advocate that it is best to retain this table, given this content helps to better contextualise 

the needs for young people and how digital technologies could be used to support development and 

implementation of age-appropriate resources for young people.  

 

Discussion  

R2. The section at the end of first paragraph „Pain is not simple….multidimensional manifestations of 

pain‟ appears a bit descriptive / redundant. The authors should make the links between these 

observations and the data presented more explicit.  

 

Response:  

We have better linked this sentence in the discussion within the context of the study outcomes 

including linking with the clinical data.  

 

R2. In paragraph 2, the authors state “Musculoskeletal conditions are frequently describes as non-

specific (meaning no clear pathobiologic cause can be identified). This can create tension between 

young people and their treating clinician”. Whilst I agree that this is an important clinical observation, 

more could be done to support this statement within the context of the specific data collected / 

presented in this study (see previous comments re: sections 2.1 and 3.1).  

 

Response: We have amended the sentence as follows to better link with the context of our findings 

and make sense of the data:  

„Diagnostic uncertainty can disrupt the „sense of self‟ and heighten fears about the future, and this can 

create tension between young people and their treating clinicians as evidenced here. Therefore, 

offering a cogent explanation to young people about why pain can persist can help to provide a 

reassuring, meaningful, biologically-plausible framework to explain their experience and provide 

legitimacy  

 

The strengths and weaknesses section requires further explanation (in both the article summary and 

discussion section).  

 

Response:  

The strengths and limitations section of the Discussion has been expanded to address the reviewer‟s 

comment.  
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