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Abstract
Background: In the United Kingdom, first contact practitioners (FCPs) provide direct access to musculoskeletal (MSK)
assessment and management in primary care. This means FCPs have to assess patients with no prior medical screening,
which assumes reliance on developed skills and experience. The pool of appropriately experienced physiotherapists is limited,
and less experienced clinicians have been recruited. A 2026 national evaluation found substantial variation in FCP service
delivery, with data collection and governance among its structural causes. The Primary Care Individual Social Norms MSK
Data Dashboard (PRISM) dashboard gives FCPs feedback on their clinical activity relative to their peers to support reflection
toward improving MSK care.
Objective: This study aimed to co-design the metrics, filters, and guidance content of the PRISM dashboard and guidebook
to reflect evidence-based practice and the real-world context of FCP roles, and apply a critical realist approach to identify the
mechanisms and conditions shaping its design.
Methods: This qualitative co-design study used a modified nominal group process across 2 online workshops in June and
August 2025, with 10 purposively sampled participants: clinical FCPs, national physiotherapy and data leaders, and a patient
representative. Two analytic strands were applied to the same data. The consensus process produced the metric set and filters.
Critical realist thematic analysis of the transcripts using NVivo (version 12 Plus; QSR International), with line-by-line coding
using inductive and a priori codes, identified the conditions shaping how those metrics would need to be interpreted.
Results: Participants reached consensus on a core metric set describing the breadth of the FCP role, separating variation
generated by clinical decisions from variation generated by structure such as local diagnostic access, prescribing rights,
and referral pathways. Contextual filters were co-designed at patient, clinician, and service level to keep structure visible.
Supervision emerged as a condition surrounding the dashboard rather than a component, since the same comparison prompts
reflection where role clarity and psychological safety are present and defensiveness where they are not. A tool dependent
on supervision would work least well where support is weakest. This means that an option for stand-alone use is a design
requirement. Three data integrity risks were identified: recording reliability, data gaming, and clinician burden. The guidebook
enables these conditions to be transferred into practice, with separate guidance for FCPs and supervisors and a 4-step reflection
structure.
Conclusions: Expert co-design produced a metric set describing the breadth of the role while accommodating variation
between services and acknowledging the conditions under which PRISM can function as intended. This paper moves from
the national position that FCP services collect data to a specification of the conditions under which collecting data produces
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learning. Mapping of the metrics against National Institute for Health and Care Excellence MSK guidelines and quality
indicators is reported in a companion paper.
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Introduction
In the United Kingdom, first contact practitioners (FCPs)
are embedded within primary care settings to provide direct
access to musculoskeletal (MSK) assessment and manage-
ment, reducing demand on general practitioners (GPs) and
improving patient access to timely specialist care [1-3]. FCP
services were found to provide an opportunity to free up
capacity of primary care doctors, and FCPs were best placed
to meet the needs of the MSK patients [1,3,4]. Recent
national clinical trial evaluation of FCP found that FCPs
were as effective and more cost-effective with better MSK
outcomes than GPs at certain timepoints in care [5,6].

In recognition of the clinical complexity involved in
managing first contact patients without prior medical
screening, FCPs are expected to practice at an advanced level
in the clinical pillar of practice, consistent with guidance from
the Chartered Society of Physiotherapy and Health Education
England [7-9]. However, the pool of appropriately experi-
enced physiotherapists is limited, with evidence suggesting
that less experienced FCPs are being recruited into these
posts, leading to reports of high turnover, increased clinical
risk, and unwarranted variation in care [10,11].

Recent research has also shown inconsistent governance,
inconsistent scope of practice, isolation, the absence of
informal work support, and high workloads [6,10]. Stress,
burnout, high turnover, and difficulty holding clinical risk are
also commonly reported [10,12-14]. Such challenges mean
that it is essential to clearly identify opportunities to ensure
that all FCPs can safely work toward MSK best practice
standards in this environment [15]. The varied landscape
requires new solutions to address the needs of FCPs and take
into account the significant governance and role differences
from a more traditional physiotherapy service model.

This research details the co-design of the Primary Care
Individual Social Norms MSK Data Dashboard (PRISM) and
guidance document. PRISM is a novel intervention that aims
to address the need for real-world data feedback through
targeted data visualization, enabling clinicians to reflect on
their practice in FCP roles in line with local context filters
and their knowledge of guidelines and quality indicators in
primary care MSK [16-22]. PRISM includes a social norms
feedback mechanism, a behavior change approach known
to be effective in promoting behavior change, reducing
unwarranted variation in clinical practice, and improving
patient outcomes [23]. By showing clinicians summaries of
their clinical behavior data relative to their peers, PRISM
creates opportunities for reflection and supportive supervi-
sory conversations. PRISM also includes a nudge mechanism
where it shows collated MSK data for interventions that

FCPs do not currently do but may consider. Interventions an
individual has recorded rarely or not at all, such as smok-
ing cessation, weight management, or health and well-being
referrals, remain visible alongside those they use frequently.
Finally, it includes context filters, such as body area or local
demographics such as Index of Multiple Deprivation (IMD),
age of population, and so forth, to help contextualize the
data. The dashboard can be reviewed independently and in
the learning environment of clinical supervision, “a professio-
nal development activity where the less experienced clinician
can utilise the knowledge and experience of their supervisor,
to address any gaps in knowledge or skill set and thereby
improve their own clinical performance and patient quality of
care” [24-26].

This work intends to anchor data-informed clinical
reflection in the standards of evidence-based practice that
define quality MSK care [27,28]. National Institute for Health
and Care Excellence guidelines, clinical quality indicators,
and best practice frameworks exist to guide clinical practice,
but translating them into meaningful, real-world metrics for
a relatively new and structurally complex role such as FCP
is not straightforward. The FCP clinicians, service leads, and
national leaders best placed to do this translation are those
who have accumulated deep working knowledge of both the
evidence base and the realities of FCP practice. They are,
in effect, walking repositories of the National Institute for
Health and Care Excellence guidance and MSK standards
that a quality dashboard should reflect. Co-design with these
experts is therefore the most direct route to ensuring that
the metrics underpinning the PRISM dashboard are grounded
in the evidence base for musculoskeletal care [29]. A 2026
evaluation of FCP service provision by Getting It Right First
Time with National Health Service (NHS) England and the
Chartered Society of Physiotherapy consolidated evidence
for ongoing variation in FCP governance, supervision, and
service configuration across England reinforcing the need for
quality improvement tools of this kind and timeliness of this
work [30].

Research question: Can we coproduce the PRISM
dashboard and guidance document with experts to select
metrics that best capture quality in MSK care?

• Objective 1: To co-design the metrics, filters,
and guidance content of the PRISM dashboard
and guidebook that best exemplified evidence-based
practice and reflected the real-world clinical context of
FCP roles in primary care.

• Objective 2: To apply a critical realist (CR) analytical
approach to the data to identify the contextual mecha-
nisms, barriers, and enablers that shaped how PRISM
should be co-designed for primary care.
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Methods
Design

Overview
This research is a qualitative co-design study using workshop
methodology and thematic analysis through a CR approach
[31]. This research used coproduction principles of “a
shared understanding, identifying and meeting needs, giving
everyone a voice and sense of ownership, and creating trust
and confidence” [29]. All stakeholders had equal contributing
power in the workshop environment [29,32]. Co-design was
an important part of the coproduction process. It is commonly
used in intervention design in primary care [33] and digital
health [34,35].

This research used a series of workshops bringing together
stakeholders in a PRISM dashboard think tank. It engaged
clinical FCPs and nonclinical physiotherapy stakeholders,
such as managers and national FCP leaders, as well as
a patient representative who considered implications on
evidenced and quality patient care. This process aimed to
build trust and create ownership in the PRISM intervention.
The group helped capture real-world needs and informed
uptake and adoption for future stages of the PRISM lifecycle
[34].

Objectives of Workshops
The objectives are as follows:

1. Workshop 1: Establish requirements of the PRISM
dashboard, including:

• Identifying user needs,
• Identifying key metrics that characterize the

clinical activity in FCP practice and mapping
them to quality indicators in MSK care,

• Identifying filters that would give more meaning
to data comparisons, such as local IMD or age of
population, and

• Identifying barriers and facilitators
2. Workshop 2: Refine the characteristics of the PRISM

dashboard and develop the PRISM guidance document,
including:

• Considering the experiences of individual FCPs
and their supervisors using the dashboard,

• Considering how to use the dashboard to nudge
FCPs toward quality care, and

• Considering what should be included in the
guidebook.

Participants and Recruitment

Overview
Recruitment took place over 3 months from February to
March 2025. Participants were purposively sampled based
on their professional standing or reputation as improvement-
focused FCP leaders [36,37]. Participants were identified by
the lead researcher (ED) through national and regional FCP
clinical, research, and digital networks, and were invited by
email with a participant information sheet. Ten of the 12
approached consented to take part and were sent an evidence
summary and study rationale ahead of workshop 1 (Figure
1), and none withdrew. The participants often held more
than 1 role. There were 10 participants in total. Seven of
the participants were clinical physiotherapists in First Contact
Physiotherapy across 5 different NHS trusts (Table 1).

Other roles were described in terms of their function to
protect participants’ anonymity. One nonclinical physiothera-
pist was a national leader in physiotherapy digital innovation
and data; 2 others held digital or data leadership roles locally.
Two were national physiotherapy research leaders. Seven of
the group were clinical and/or team leads in FCP. One person
was a patient and public involvement representative who
has been involved in this study since the funding applica-
tion. Their role was to ensure that any impact of PRISM
was considered in terms of the potential onward impact on
patients.

JMIR FORMATIVE RESEARCH Dunphy et al

https://formative.jmir.org/2026/1/e105148 JMIR Form Res 2026 | vol. 10 | e105148 | p. 3
(page number not for citation purposes)

https://formative.jmir.org/2026/1/e105148


Figure 1. Procedure of modified nominal group process used to co-design the (Primary Care Individual Social Norms MSK Data Dashboard) PRISM
dashboard and guidebook, showing preworkshop, workshop, and postworkshop stages across 2 online workshops held in June and August 2025, with
10 first contact practitioners and musculoskeletal stakeholders in National Health Service primary care in England. FCP: first contact practitioner;
NGP: nominal group process.
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Table 1. Roles held by the 10 participants in the PRISMa co-design workshops. National Health Service primary care in England, June to August
2025. Roles are reported by function to protect anonymity, and participants often held more than 1 role.

Participant ID FCPb PPIc
Current or former clinical
leader

Regional or national lead
role

Data or information or digital
physiotherapy leader FCP supervisor

P01 Yes No Yes Yes No Yes
P02 Yes No Yes No No Yes
P03 Former No Yes Yes Yes Former
P04 No Yes No No No No
P05 Yes No Yes Yes No Yes
P06 Yes No Yes No Yes Former
P07 Yes No Yes Yes No Yes
P08 No No No Yes No No
P09 Yes No No No No Yes
P10 Yes No Yes No Yes No

aPRISM: Primary Care Individual Social Norms MSK Data Dashboard.
bFCP: first contact practitioner.
cPPI: patient and public involvement.

Inclusion and Exclusion Criteria
The inclusion and exclusion criteria are as follows (Textbox
1).

Textbox 1. Inclusion and exclusion criteria.
Inclusion criteria

• Worked as physiotherapy professional or lead work in primary care.
• Physiotherapy data knowledge and experience.
• Patient representative with knowledge of first contact practitioner (FCP) landscape.
• Available for 3 workshops of 90 minutes duration.
• English speaking.
• Able to use MS Teams for meeting purposes.

Exclusion criteria
• Unable to commit to the research.
• Lack of experience with FCP data.

Procedure: Modified Nominal Group
Process
The workshops were conducted using a modified nominal
group process (NGP), a decision-making, consensus-build-
ing methodology where equal contributors aim to solve a
problem. It gave every participant an equal voice in shaping
the dashboard’s priorities through the use of the ranking and
feedback surveys. The standard stages are as follows:

1. Preparation: outline the objectives.
2. Introduction: describe the NGP and establish rules.
3. Silent idea generation: individual reflection on

objectives to rank and suggest talking points.
4. Idea sharing: share in turn. ED to facilitate.
5. Idea clarification and discussion: insights and clarifica-

tions.
6. Idea ranking: prioritization of ideas and identification of

sticking points.
7. Final decision: synthesis and consensus are reached.
8. Action planning: next steps [36].

The workshop was modified to accommodate the shorter
time that participants were able to give. For both workshops,
steps 1‐3 were conducted over email, as were steps 6‐8 [38].

Preparation and idea generation were prompted through the
use of a video introduction and preliminary survey based on
existing evidence [15,39] sent before workshop 1. As per
Figure 1, idea sharing and clarification, followed by group
discussion, formed the bulk of the workshop. Following
workshop 1, outputs were synthesized by the lead researcher
(ED) into a structured summary of the metrics and quality
indicators participants had ranked and discussed, alongside
the 3 filter categories identified by participants (service, FCP,
and patient-level filters) and a proposed threshold for defining
variation. This summary was circulated to participants by
email as per the postworkshop and preworkshop stages
(Figure 1) and was presented back to the group as a recap
at the start of workshop 2. The metrics were discussed again
in workshop 2 as context; however, workshop 2 had different
objectives. In line with guidance, training and support were
offered to any participant or PPI that would like to engage in
workshops or data analysis [32]. Workshop 1 was conducted
on June 12, 2025 (1 PM to 3 PM), and workshop 2 was
conducted on August 21, 2025 (11 AM to 1 PM).
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Ethical Considerations
Ethical approval was granted by the University College
London Research Ethics Committee for Life and Medical
Sciences (project ID 0399) on February 17, 2025. All
participants gave informed consent, including consent to
recording and to the use of anonymized quotations. Tran-
scripts were pseudonymized, participants are identified by
number only, and roles are reported by function to protect
anonymity. A patient representative was involved throughout
to ensure that any effect of PRISM on FCP behavior was
considered in terms of its onward consequences for patients.
No compensation was offered for participation
Data Collection
Workshops were conducted online and were 90 minutes in
length. The workshops were recorded in MS Teams. Breakout
rooms were used to discuss key topic areas; these were
also recorded and the whole group discussed the outputs of
each breakout. Workshops were facilitated by ED. Workshop
1 was focused on parameters of the dashboard including
identifying user needs, identifying key metrics that character-
ize the clinical activity in FCP practice, and identifying filters
that could shed light on the variation in FCP data, such as
local IMDs or age of population (Table S1 in Multimedia
Appendix 1). Workshop 2 focused on the human factors,
unintended consequences, and the content and use of the
PRISM guidebook (Table S2 in Multimedia Appendix 1).
Before the first workshop and following each workshop,
participants were emailed to rank and comment on the
evidence and data from the workshop toward conclusive
findings. This was an important step to capture the unique
perspective of each participant.
Data Analysis
Data from each workshop were analyzed by the lead author
(ED), a clinical academic physiotherapist in digital health.
ED has experiential knowledge of the clinical and service
context of FCP and may have shaped how this research has
been developed and delivered and how the resulting data
were interpreted. This knowledge was predominantly helpful,
and potential areas of bias were managed by discussion
with the wider team who were not FCPs [40]. In general,
participants’ familiarity with FCP practice allowed discus-
sion to move quickly to substantive issues without lengthy
explanation of the role. While the NGP was designed to
reach consensus on priority metrics for FCP practice, the
expert participants generated considerably richer contextual
data than metrics alone, including accounts of the structural
conditions, governance pressures, and workforce factors that
shape variation in FCP care. Critical realism states that
observable events are produced by underlying generative
mechanisms, which operate or lie dormant depending on the
conditions in which they sit. This suited a study that set out

to explain the conditions under which social norms feedback
could change FCP practice. A CR approach was chosen
with the aims to identify the causal structures that underpin
real-world outcomes. It was particularly well suited to this
research where understanding the participants’ context, the
FCP landscape, and the conditions in which PRISM would
have to be implemented in primary care were fundamental to
understanding how the intervention might function.

The transcription of the workshops along with notes taken
at the workshop was synthesized by the research team to
rapidly inform next steps of the workshop process. A full
analysis of the transcripts was completed following Fryer’s
[41] CR approach to thematic analysis, using NVivo (version
12 Plus; QSR International) [42]. ED imported the data files
from MS Teams into NVivo (version 12 Plus). The data
were coded line by line, using inductive descriptive codes
alongside a small number of a priori codes from the topic
guides. Nodes were organized into hierarchical categories
of child and parent nodes, with d included in multiple
nodes [42]. Codes addressing the same themes were grouped
into categories, and patterns or differences were noted, and
competing perspectives coded and kept. Refined categories
were reviewed by FS.

The consensus workshop process and CR thematic
analysis operated as 2 parallel analytic strands applied to the
same workshop data. The consensus process identified the
specific metrics, quality indicators, and filters that populate
the dashboard itself, while thematic analysis surfaced the
governance and structural conditions shaping how those
metrics would need to be used and interpreted in practice.
The latter directly informed the design of the guidebook and
the supervisory and reflective practice features of PRISM,
ensuring that the dashboard’s content and its conditions of use
were developed in parallel.

Results
Consensus Output: Co-Designing a Core
Metric Set for FCP Practice
Despite significant service variation across sites, participants
broadly agreed on a core set of metrics capable of describing
clinical practice for FCPs (Textbox 2). They identified that
while service variation will lead to inconsistencies, a core
set of metrics would be likely in common across multiple
sites. They identified that some metrics, such as referrals
to secondary care, imaging, or prescribing, were pathway
or skill-dependent metrics that were contingent on local
diagnostic access, prescribing rights, and referral pathways.
For example, some primary care areas or employers do not
allow FCPs to request blood tests or magnetic resonance
imaging without a sign-off by a GP.
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Textbox 2. The final list of metrics. Core: applicable across the majority of first contact practitioner services regardless of local
configuration. Pathway-dependent: contingent on local service configuration, diagnostic access, or prescribing rights or skills.
Agreed across 2 online co-design workshops with 10 musculoskeletal stakeholders, National Health Service primary care in
England, June to August 2025.

Clinical activity
• Core: exercise prescription, self-management or condition advice, shared decision-making tool use, personalized care

plan completion, and risk stratification tool use (eg, STarT Back)
Diagnostics and investigations

• Core: refer to general practitioner (GP) for diagnostics or imaging
• Pathway-dependent: magnetic resonance imaging request, X-ray request, computed tomographic scan request,

ultrasound request, dual-energy X-ray absorptiometry scan request, nerve conduction study, and blood test request
Prescribing and procedural support

• Core: over-the-counter medication advice, refer to GP for medication or injection
• Pathway-dependent: opioid prescribing, nonsteroidal anti-inflammatory drug prescribing (topical and oral), neuro-

pathic pain medication, antidepressant prescribing, bisphosphonate prescribing, deprescribing, and first contact
practitioner (FCP) injection

Community therapies and Additional Roles Reimbursement Scheme referrals
• Core: physiotherapy referral, community rehabilitation physio, occupational therapy, podiatry, dietician, community

pain service, improving access to psychological therapies or mental health professional, pharmacy, nurse, paramedic,
community exercise scheme, falls or frailty referral, single point of access, Musculoskeletal Clinical Assessment and
Triage or musculoskeletal specialist, and interface services

Personalized care referrals
• Core: social prescribing, health and well-being practitioner, employment support services, National Diabetes

Prevention Programme, smoking cessation, weight management services, and FitNote (personalized care)
Medical escalation and primary care activity

• Core: refer to GP for medical escalation, refer to GP for onward referral, FCP FitNote, indirect GP support:
safeguarding, and indirect GP support: complex case review

Secondary care referrals
• Core: accident and emergency (A&E) and urgent A&E
• Pathway-dependent: orthopedics (routine and urgent), neurology (routine and urgent), rheumatology (routine and

urgent), advice and guidance, secondary care pain service, and women's health or pelvic pain

Participants were frustrated that metrics may struggle to best
capture a well-rounded clinical conversation. The inability to
capture informal clinical activity such as practicing exercises
or detailed conversations about health beliefs was lamented
but was felt to be beyond data characterization. Instead,
participants agreed that the presence of health referrals as
well as social and psychological referrals over time indicated
that biopsychosocial conversations were happening, making
referral patterns a meaningful proxy for the breadth of clinical
practice. The group also felt that the list of metrics would
need to be iterative and adaptable as FCP services evolve.
Identifying Filters That Would Give More
Meaning to Data Comparisons
Contextual filters were identified as essential to giving the
metric data meaning. Participants agreed that raw activity
rates are difficult to interpret without understanding the
population served, the clinician’s experience, and the service

configuration in which they work. Three categories of filter
were co-designed: patient-level, clinician-level, and service-
level (Textbox 3). Population demographics filters were seen
as particularly important for capturing caseload complexity
and supporting a knowledge of population health. The group
discussed how population demographics filters may go some
way to capturing caseload complexity at the practice where
FCPs work (Textbox 3).

Major indicators of ill health, you know, basically
housing problems and school problems and, you know,
legal problems and all these kind of things...That
loneliness, isolation, all the type of things that are real
contributors to health. [P03]

The group also discussed filters that pertain to clinical
experience and service-level filters. They are not available
in PRISM but are collected as part of related feasibility trial
[43].
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Textbox 3. Contextual filters at patient, clinician, and service levels, co-designed to support interpretation of first contact
practitioner activity metrics, from 2 online workshops with 10 musculoskeletal stakeholders, National Health Service primary
care in England, June to August 2025.

Patient-level filters
• Demographics: age, ethnicity, BMI, employment status, and physical activity level
• Clinical: body site, frequent flyer status (≥3 consultations in 6 months), comorbidities and long-term conditions, and

Index of Multiple Deprivation
Clinician-level filters

• Background and role: years qualified, education level (BSc, MSc, etc), band, time working as a first contact practi-
tioner, full-time equivalent percentage, and appointment length

• Skills and support: access to supervision, access to training and development, advanced practice skills, injector, and
prescriber

Service-level filters
• Configuration: local pathways, referral rights, diagnostic access, prescribing access, available local services, and new

patient: follow-up ratio

Theme 1: PRISM as a Tool for Clinical
Learning and Reflective Practice
Participants discussed the potential of PRISM across a range
of functions that could offer something novel and helpful to
clinical learning. Supervisors and FCPs agreed that there is
a particular challenge in meeting in person in the clinical
environment which might allow the supervisor to witness and
better understand the FCP’s practice. This type of shadow-
ing in supervision would be typical in a community serv-
ices environment. Participants saw in PRISM the potential
to transform FCP supervisory conversations by presenting a
version of shadowing by creating the opportunity to ground
supervision in real-world data. Rather than relying on the
FCP to identify their own learning needs, PRISM provides
opportunities to reflect on actual clinical activity patterns.
Supervisors and team leads considered that PRISM may
“‘give me a flag’ that would steer the direction of supervi-
sion” [P01].

At present supervision isn’t necessarily data
driven...this would then significantly help the supervisor
and the supervisee to have something in numbers to see
what’s happening and to trigger discussion about those
particular cases. [P10]

The potential to bring deeper understanding to clinicians
and supervisors about the flow of MSK patients from
primary care into other areas was highlighted. Both FCPs
and supervisors felt that they had assumptions about where
patients go, and they welcomed the opportunity to reflect on
real data.

It’s a reflective type thing for me...sometimes I feel like
I’ve referred everybody, and then I look and actually
it’s only a couple. The data balances it out. [P02]

It helps identify patterns we’ve historically had blind
spots to, like vocational issues. [P08]

A broader opportunity identified by participants was
PRISM’s potential to support FCPs in embracing the full

scope of their primary care role. Patients who see an FCP
rather than their GP may not have another health care contact
for some time, making each FCP encounter an opportunity to
identify and act on wider health needs beyond the presenting
MSK complaint. This aligns with the NHS Making Every
Contact Count framework [44], which places prevention and
health behavior change at the heart of every primary care
contact. Participants recognized that FCPs have historically
been trained as MSK specialists, and that the transition to
primary care requires a conscious broadening of clinical focus
to include public health priorities such as smoking cessation,
weight management, and the wider determinants of health
relevant to Core20PLUS5 populations [45].

We’re very good at MSK—but what are we missing
about public health, social care, wider determinants
when patients see us instead of a GP? [P03]

Linking in with some of the national things, if we think
about like smoking cessation, obesity, weight manage-
ment services, these things are really important things
nationally and those are things we probably really want
to change behaviour on. [P06]

Showing that people aren’t coding or using social
prescribing will nudge people to do it. [P08]

PRISM’s nudge mechanism directly supports this by
surfacing data on interventions that FCPs are not currently
using but could consider. It prompts clinicians to look beyond
the MSK consultation and act on the wider health needs
of their patients. With high levels of stress and burnout
identified in the FCP cohort, participants identified that the
data and supervisory conversation also provide an important
opportunity to reassure and affirm good practice. Regardless
of whether FCPs are outliers or within norms, context filters
and supervisory conversations can reaffirm that practice is
safe and appropriate.

There is a bit of reassurance in the data some-
times...seeing yourself sitting within the norms, thinking
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“OK, I am doing an all right job here despite the
challenges.” [P02]

If you feel you’re in the 80%, that’s empower-
ing...You’ve got some wiggle room and can feel
confident about your practice. [P08]

FCPs also identified an openness to being nudged toward
interventions they don’t usually consider, recognizing that
they cannot always meet all of their patients’ needs alone.

It means that I’m sort of thinking that, OK, I can't meet
all my patient’s needs, but what else could I send them?
[P02]

Although PRISM is an individual tool, participants
recognized that it creates insights clinicians can choose to
share with colleagues, enabling a team-level learning culture
that extends beyond the individual supervisory relationship.

That shared learning could be a big benefit. [P07]

You can use people who are doing more of something
well to share how they do it with others. [P02]

Theme 2: Structural Variation, Role
Complexity, and the Conditions for Safe
Implementation of PRISM
FCPs and supervisors identified a paradigm shift between
a traditional physiotherapy role and working as an FCP.
The variation between primary care practitioners, where
diagnostics and MSK triage may be more important than
traditional rehabilitation skills, leaves some clinicians unsure
of the scope of their role and whether they are performing
well. Participants felt that PRISM presents an opportunity
to support clinicians to explore their activity across the full
breadth of the FCP role.

FCPs themselves vary significantly in experience, skill
sets, education, and knowledge. The governance of services
was thought to vary considerably in pathways, integration
into primary care teams, levels of supervision, support,
training, and access to diagnostic resources. Participants
suggested that this variation may represent causal conditions
under which unwarranted variation in FCP practice arises.

There’s undoubted variation across services. [P01]

There’s going to be huge variation in service deliv-
ery...so it’s how we capture that. [P06]

Even between surgeries, someone had like a very
different format and a very different set of outcomes
to what others would let you do, so there was variation
even within me working in one practice versus another
practice. [P03]

I always find it really interesting—as an FCP I could
do a CT scan in one clinic. And we could do an MRI

in the (M)CATs clinic and I couldn’t do an MRI in the
other clinic. It’s like...it’s crazy, isn’t it? [P03]

Participants were also alert to the ways in which this
structural vulnerability shapes how PRISM itself might be
experienced. With high levels of stress and burnout already
identified in the FCP cohort, the concern was raised that
social norms feedback could land very differently depend-
ing on the quality of governance and supervisory support
surrounding the individual clinician. Where supervision is
inconsistent, where FCPs feel isolated or scrutinized, and
where the organizational culture is not psychologically safe,
data showing an FCP as an outlier risk being experienced as
judgment instead of an invitation to reflect.

I just thought any individual was going to say, well
you’re ranking me. So that’s definitely performance
pressure. [P04]

For this reason, PRISM needs to be openly discussed as
a nonjudgmental tool for reflective practice in order for its
safe use across teams with varied governance. The concern
in this case was with the conditions under which the data
are received. Data and social norms are neither good nor
bad in themselves; they must be understood in local context,
with consideration of the clinician’s scope of practice and
complexity of caseload.

It opens discussion rather than being persecutory—it’s
a discussion point. [P07]

In the supervisory context, local pathways and service
configuration are well understood, making supervisors well
placed to support individual FCPs to interpret their data in
the context of their peers and their local practice. Partici-
pants emphasized that meaningful and safe use of PRISM
in supervision will always depend on that contextualized
conversation. As one participant put it simply: “it’s all going
to depend on that conversation” [P07]. The design of PRISM
to some degree assumes that clinical supervision is available
and a healthy learning environment; however, the tool is
also designed to work in reflective practice for an individual,
allowing them to consider the variation in their practice but
perhaps with fewer levers for change than those who use it in
supervision.
Theme 3: Data Integrity and
Implementation Risk
A fundamental challenge for any FCP primary care data
tool is the near-impossibility of extracting reliable service-
level data directly from electronic patient records. The group
acknowledged that extracting service-level data from primary
care often had insurmountable operational barriers, with years
of effort yielding little progress.

They go into a black hole and there’s nothing ever,
never comes out. [P07]
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Working with [colleagues] for the last 4‐5 years trying
to answer the data access question. [P05]

PRISM therefore relies on a self-populating data collec-
tion form completed by FCPs, which offers real advantages;
clinical leads have their data at their fingertips and can
respond to service questions by interrogating it. However, it
introduces 3 implementation risks that participants identified
and interrogated carefully.

The first is reliability. Asking clinicians to tick a box
to record a clinical activity is inherently less reliable than
automated extraction and introduces the need for ongoing
data audit. Participants grappled with the particular chal-
lenge of capturing complex clinical activities, such as shared
decision-making, through simple data fields.

Shared decision making...this is too subjective, leaves
no audit trail and seems unreliable. On the other hand,
a box tick that says shared decision making tool used,
leaves an audit trail where the tool could be identified
in the record. [P08]

The second is data gaming. Where social norms feedback
shows a clinician is an outlier, there is a risk they respond
by inflating their data recording rather than changing their
practice.

If as a clinician you got feedback that you weren’t
providing as many personalised care plans, you would
then probably just start thinking everything you’d give
as a personalised care plan. And therefore there’s
probably no quality control about what is and isn’t,
and therefore that data’s probably not gonna be that
useful. [P06]

The third is clinician burden. The group weighed the value
of granular data against the cost of collecting it, recognizing
that time is a scarce resource in FCP clinics.

It’s a waste of time and we know that time is massively
precious within these clinics. [P08]

It’s not easy...one that goes into taking extra time. But
then we have the absolute full granularity in the ability
to export and interrogate. [P03]

Participants accepted these tensions, concluding that
careful metric selection, clear data definitions, and regular
audit represent the most pragmatic approach to managing data
quality in this setting. As one participant summarized: “It’s
probably our best guess, right?” [P06]
Theme 4: Co-Designing the PRISM
Guidebook as a Knowledge Support
System for FCPs
Across both workshops, participants consistently identified
that the metrics and dashboard alone would be insufficient
without a structured knowledge support system to guide how
PRISM is used in practice. The guidebook was identified
as an essential component of the intervention both as a
practical means of learning to understand data visualizations
and storytelling and as a place to outline the principles of
safe, contextualized, and reflective use of PRISM for both
FCPs and their supervisors.

The central principle participants agreed on was that any
behavior change arising from PRISM should come through
a combination of behavior change mechanisms triggering
actionable insights and impetus to change, blended with
informed reflective practice, clinical knowledge, and local
context. The guidebook must communicate clearly that data
and social norms are open to interpretation, and that the
dashboard is a starting point for conversation. Participants
strongly felt that video examples of how to use the data in
a contextualized, nonjudgmental way would be particularly
valuable.

Participants also identified the need for distinct guid-
ance for the 2 user groups, FCPs and clinical supervisors,
recognizing that each brings a different perspective to the
data and requires different support to use it well. The group
co-designed a structured 4-step reflection approach for use in
supervision: Describe, Interpret, Contextualize, and Plan. This
provided a practical framework for turning data into learning.

The co-designed content priorities for the guidebook are
summarized in Table 2, organized across 6 sections covering
how PRISM works, who it is for, how to access it, how to
approach the data, how to interpret the visualizations, and
how to connect metrics to evidence-based practice and quality
care.

Table 2. Content priorities for the Primary Care Individual Social Norms MSK Data Dashboard (PRISM) guidebook, agreed by consensus across 2
online co-design workshops with 10 musculoskeletal stakeholders, National Health Service primary care in England, June to August 2025. Data were
organized into 6 sections covering how PRISM works, who it is for, how to access it, how to approach the data, how to interpret the visualizations,
and how metrics connect to evidence-based practice.
Section Key content
1. How PRISM works • Explains the mechanisms: social norms feedback (primary), nudging (secondary), and reflective practice both as an

individual and in supervision.
• Explains data groupings: the individual, provider peers, and all FCPsa in the data.
• Emphasizes that change arises through reflection and professional judgment.

2. Who PRISM is for • Distinct guidance for 2 user groups: FCPs and clinical supervisors or FCP leads.
3. Accessing PRISM • Step-by-step login guidance for Tableau Cloud with 2-factor authentication.
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Section Key content
4. Structured approach to the
data

• 4-step reflection structure: Describe, Interpret, Contextualize, and Plan.
• Explore patterns starting in outcome box, use context filters, and identify learning.
• Supervisor tasks: contextualize data and reinforce nonjudgmental interpretation.

5. Understanding the
visualizations

• Describes each graph or chart and what it shows.
• Explains the use of centiles.
• Explains 3 comparison groups: the individual, provider peers, and all FCPs.

6. Use cases that anchor the
metrics in quality care and
evidence-based practice

• Highlights evidence-based use cases of PRISM that help users to understand their data in the context of national
evidence and quality benchmarks.

aFCPs: first contact practitioners.

Discussion
Principal Findings
The key findings of this paper were that expert participants
reached consensus on a core metric set describing the breadth
of the FCP role, together with patient, clinician, and service-
level filters. The CR analysis added important contextual
considerations where variations in structure and governance
are known to exist and demonstrate challenges for equitable
experience of PRISM. National evaluation has established
that FCP services deliver clinical and cost-effective MSK
care at service level [5,6]. However, the consistency with
which that care is applied by individuals has been ques-
tioned. A National Health Service—England–led national
FCP evaluation with 229 responses covering approximately
16% of Primary Care Networks in England found substan-
tial unwarranted variation across FCP service delivery and
identified data collection, alongside workforce assurance,
scope of practice, and governance, as underlying structural
causes of that variation which prevent the benefits of the
role being realized [30]. While 61.6% of services reported
collecting performance and quality metrics, the evaluation
could not establish which metrics these were, how often they
were collected, or what effect they had. Two of the report’s
concluding “enablers of good practice” address this directly,
calling for FCP services to routinely collect, share, and
analyze performance and quality metrics in order to embed
a learning health system approach [46,47].

Through a CR lens, the semipredictable patterns of
governance variation, training, and supervision variation
identified in the evaluation were explored in this research
as a way of understanding design requirements. Retroduction,
which means asking what conditions would have to be in
place for the observed pattern to occur, moved the anal-
ysis from the variation participants described to the struc-
tures that generate it, including prescribing rights, diagnostic
access, referral pathways, and the availability of supervision.
Further hidden structures may include levels of support, risk
tolerance, and the cultural shift to work in primary care.
These arrangements are not visible in activity data, but they
determine what an individual clinician is able to do and
how feedback on that activity is received, so they had to be
accommodated in the PRISM design. The guidebook outlines
these findings clearly, where the narrative supports users

in relation to nonjudgmental data interpretation, reflective
practice, use cases that touch on hidden mechanisms and the
accommodation of service variation in the use model. PRISM
co-design moves from the position that we should collect data
to the conditions under which that recommendation produces
learning and actionable insights.

Despite significant variation in FCP services across sites,
participants reached consensus on a core and variable metric
set capable of describing clinical activity across the breadth
of the FCP role. They also separated variation generated
by clinical decision-making from variation generated by the
structures within which those decisions are made, such as
local demographics, pathway factors including diagnostic
access, and prescribing authority. In order for PRISM to exist
in this context, participants designed an environment where
PRISM presents metrics with local “context filters” built in
for users to contextualize the data by IMD or age of popu-
lation, and so forth. [29]. The contextual filters can inform
population health and inequalities that can impact clinical
practice [45]. This is consistent with comparable dashboard
co-design studies, where building in contextual depth to
explore local variation is a recognized feature of successful
implementation [48,49]. Ross et al [50] identified flexibility
to local context, respect for limited clinician resources, and
genuine attention to end user needs as critical conditions
for implementing digital health in NHS primary care, all of
which are embedded in PRISM’s co-design through its metric
structure, contextual filters, and guidebook framework.

Participants were clear that the metric set describes what
was done in a consultation and cannot describe how well it
was done. The elements they most regretted losing, such as
coaching a patient through an exercise or working through
health beliefs in conversation, are the elements that build the
therapeutic relationship and carry person-centered care. The
therapeutic relationship is associated with patient satisfaction
and adherence to treatment in rehabilitation populations [51],
and with health care outcomes more broadly [52]. Their
absence from the dataset reflects the limits of what can be
recorded. Participants judged that referral patterns over time
act as a reasonable proxy for the breadth of practice, but the
guidebook is clear that this is a starting point for conversation
and reflection where other unmeasurable factors should also
be considered.
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The role of supervisors in supporting actionable insights
from the PRISM dashboard is central to one of the key
conflicts of how acceptable PRISM is to FCP users, and
whether it is perceived as a positive reflection tool or
whether it is used negatively as a performance management
tool. Clinical supervision is associated with improvements
in organizational outcomes, patient safety, and effectiveness
of care [24-26]. However, nationally, 12.2% of FCPs have
no allocated clinical or CPD supervision time, and a further
16.6% of services do not know whether it is included in
the job plan [30]. This matters because supervision quality
depends less on individual supervisor skill than on how well
the FCP role is understood by the organization around it
[53]. Participants reported that where supervision, role clarity,
and psychological safety are present, comparison with peers
can generate reflection. Where they are absent, the same
comparison can generate defensiveness or a perception of
surveillance. The results have shown that the experience of
using PRISM would be shaped by the contextual factors
around the data. An important finding for PRISM is that
a tool that depended on supervision would work least well
in the services with the weakest structural support, which
are the same services in which unwarranted variation is
most likely to arise. Although PRISM is designed to be
used in supervision, which is consistent with evidence that
feedback is more effective when delivered by a trusted source
alongside explicit goals and action planning [54], the option
for stand-alone reflective use is therefore an essential design
requirement.

For social norms, medians and interquartile ranges were
set in order to define variation, which is consistent with
previous research [23,55]. Participants were clear that norms
are a useful trigger for critical reflection rather than an
indicator of quality in themselves. Two functions of the
comparison emerged that receive less attention in the social
norms literature. The first is affirmation. Given the levels
of stress and burnout reported in this workforce, participants
valued the prospect of seeing their practice sit within the
norms as evidence of working safely under difficult condi-
tions. The second is scope, since participants saw interven-
tions they do not currently use displayed alongside their
own activity as a prompt to act on the wider health needs
of patients who may have no other support from primary
care. The wider social norms literature identifies the risk
of “norm-chasing” behavior, where clinicians shift toward
perceived norms without clinical justification; for example,
if norms show a normative range for number of referrals
to orthopedics, then clinicians may aim to be inside the
norms, whether or not it is appropriate for them. The PRISM
guidebook and training are designed specifically to address
this by positioning the dashboard as a starting point for
structured reflection rather than an indication of good or bad
practice; this includes analyzing whether it is good or bad
to be in the “norms.” The guidebook sets out use cases that
aim to connect metrics to the relevant MSK guidance and
to broader primary care priorities including Making Every
Contact Count and Core20PLUS5 [17-20,44,45,56,57], so
that the interventions surfaced by the norms can be weighed
against the evidence for them. A forthcoming paper mapping

PRISM’s metrics against the National MSK guidance and
quality indicators for MSK in primary care will add to this
discussion.

Data quality was evident as a crosscutting implemen-
tation concern that is particularly acute in primary care,
where extracting service-level data directly from electronic
patient records remains practically impossible for most FCP
services. Participants described sometimes years of attempt-
ing to access data across their primary care structure. This
is a semipredictable pattern, holding across multiple services
and clinical systems, and despite sustained effort by people
well placed to succeed. Reasoning back from it, the barrier
is sometimes technical, where FCPs cannot be identified
in data extraction due to heterogeneity in clinic set up on
electronic patient record. Where the activity is recorded well,
the barriers are systemic. FCP was rolled out and commis-
sioned without the data infrastructure that would allow the
service to evaluate itself and learn. The enablers set out in
the national evaluation amount to a request to retrofit it to
solve this issue. The self-populating form follows from that
constraint and it carries an advantage participants valued,
since clinical leads hold their own data and can interrogate
it directly. The self-populating data is a pragmatic solution
but introduces risks of reliability and clinician burden that
careful metric selection, clear data definitions, and regular
audit can manage but not eliminate. Data gaming is a further
risk, and one activated by the feedback itself rather than
by the collection method, which is why the framing set out
in the guidebook that encourages clinician and supervisors
to avoid performance management thinking is important to
data quality. Concerns about data trust and reliability in
dashboard environments are well documented in the literature
[58,59] where participants reported that data they did not trust
undermined engagement with the tool entirely. This reinfor-
ces the importance of the data audit as a quality mitigation
built into PRISM’s co-design and the importance of establish-
ing electronic patient record data pipelines in future.

The national policy context forms part of the structural
conditions in which PRISM is being designed. In 2025,
National Health Service—England accepted the recommenda-
tion of the Leng review [60] that physician associates should
not see patients who have not already been seen by a GP.
The physician associate role had similarities to FCP, yet the
FCP role involves assessing undifferentiated MSK presenta-
tions without prior medical screening. For FCPs, the refreshed
multiprofessional framework sets out the clinical capabilities
expected at that level and provided an evidence base for
FCPs to rely on in demonstrating competency [9]. However,
ongoing practice review and data are needed. A service that
was established at pace without the infrastructure to describe
its own activity is poorly placed to answer questions about
its scope when they arrive, and those questions are now
being asked. Participants described the same uncertainty with
clinicians unsure of what the role includes and whether they
are performing it well. PRISM provides an opportunity to add
to the evidence base for FCP and increase clinical learn-
ing and quality. PRISM’s capacity to provide transparent,
auditable data on FCP clinical decision-making positions it as
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both a tool for individual reflective practice and a contribu-
tion to the professional evidence base for the FCP role during
a period of NHS workforce restructuring.
Strengths and Limitations
The principal strength of this study is the quality of the
participant sample, whose collective depth of knowledge
makes the metric set relevant and knowingly agile to changes
in the field. The findings on governance variation and
supervisory quality as critical factors in PRISM’s implemen-
tation risk and acceptability require further testing in an
upcoming feasibility trial [43]. A CR analysis identifies
mechanisms as tendencies, which is why the feasibility trial is
required to establish whether the mechanisms identified here
operate as anticipated.

The self-populating data collection approach introduces
risks of recording reliability and potential data gaming. This
can be somewhat mitigated by careful metric selection, clear
definitions, and regular audit. This is an important area for
improvement in future iterations of PRISM. Participants set a
limit on what any metric set can achieve, judging that some
of the most valuable parts of an FCP consultation cannot be
captured in a data field, but capturing clinical activity over
time was deemed a suitable proxy.

The participant sample does not include perspectives from
FCP education providers or higher education institutions, nor

from NHS England training hubs, which act as an interface
between national policy and frontline FCP education. The
study did not include representation from underserved or
rural FCP services. The lead researcher (ED) both facilitated
the workshops and led the analysis; reflexive practice and
coauthor discussion were used to manage but not eliminate
the potential for facilitation bias.
Conclusions
PRISM is a novel, co-designed, evidence-based dashboard for
MSK care. Expert co-design has produced a metric set that
describes the breadth of the FCP role while accommodating
the variation between services. The CR analysis identifies the
structural conditions under which PRISM is likely to function
as intended. Three key co-design conditions were identified
that can carry directly into implementation; feedback can
be understood with local pathway and population context
alongside the clinician data to add meaning. Supervision
improves how the data are used but cannot be assumed,
so stand-alone reflective use has also to be supported. Data
collected by clinicians themselves need clear definitions and
regular audit if they are to be trusted. This work aligns
well with the national recommendation from Getting It Right
First Time that FCP services should collect performance and
quality metrics. PRISM goes further toward a specification of
which metrics, and the conditions in which they can produce
learning.

Acknowledgments
The authors thank the 10 workshop participants for their time and expertise, and the patient representative who has contributed
to this study since the funding application. Claude Opus 4.8 and Opus 5 (Anthropic) were used to format tables (the lead
author created the tables with all written content, and Claude was used to improve presentation and formatting only), to correct
typographic errors following reviewer feedback, and to reformat the reference list to journal style and retrieve digital identifiers
and URLs for each entry. The authors checked all identifiers and links against the source records. The tool was not used in the
design, data collection, analysis, or interpretation. All authors take responsibility for the manuscript.
Funding
This research is funded by the National Institute for Health and Care Research (NIHR). The views expressed are those of the
authors and not necessarily those of the NIHR or the Department of Health and Social Care.
Data Availability
Workshop audio recordings and transcripts cannot be publicly shared owing to participant confidentiality commitments made
at the time of recruitment. Anonymized data may be available on reasonable request to the corresponding author.
Authors’ Contributions
Conceptualization: ED (lead), FS (supporting)
Data curation: ED
Formal analysis: ED (lead), JR (supporting), FS (supporting)
Investigation: ED
Methodology: ED (lead), AB (supporting), JR (supporting), FS (supporting)
Project administration: ED
Supervision: FS (lead), IN (supporting)
Writing – original draft: ED
Writing – review & editing: ED (lead), AB (supporting), JR (supporting), FS (supporting), IN (supporting)
Conflicts of Interest
The lead author (ED) was both facilitator of the co-design workshops and lead analyst; this dual role is disclosed and
reflexivity mitigation strategies are described in the Methods section. No financial conflicts of interest are declared by any
author.

JMIR FORMATIVE RESEARCH Dunphy et al

https://formative.jmir.org/2026/1/e105148 JMIR Form Res 2026 | vol. 10 | e105148 | p. 13
(page number not for citation purposes)

https://formative.jmir.org/2026/1/e105148


Multimedia Appendix 1
Topic guide.
[DOCX File (Microsoft Word File), 25 KB-Multimedia Appendix 1]
References
1. Stynes S, Jordan KP, Hill JC, et al. Evaluation of the First Contact Physiotherapy (FCP) model of primary care: patient

characteristics and outcomes. Physiotherapy. Dec 2021;113:199-208. [doi: 10.1016/j.physio.2021.08.002] [Medline:
34656297]

2. NHS long term plan. NHS England. 2019. URL: https://www.longtermplan.nhs.uk/ [Accessed 2026-08-30]
3. Fuller C. Next steps for integrating primary care: Fuller Stocktake report. NHS England. 2022. URL: https://www.

england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/ [Accessed 2026-08-30]
4. Goodwin R, Moffatt F, Hendrick P, Stynes S, Bishop A, Logan P. Evaluation of the First Contact Physiotherapy (FCP)

model of primary care: a qualitative insight. Physiotherapy. Dec 2021;113:209-216. [doi: 10.1016/j.physio.2021.08.003]
[Medline: 34583834]

5. Walsh NE, Halls S, Thomas R, et al. First contact physiotherapy: an evaluation of clinical effectiveness and costs. Br J
Gen Pract. Oct 2024;74(747):e717-e726. [doi: 10.3399/BJGP.2023.0560] [Medline: 38429110]

6. Walsh NE, Berry A, Halls S, et al. Clinical and cost-effectiveness of first contact physiotherapy for musculoskeletal
disorders in primary care: the FRONTIER, mixed method realist evaluation. Health Soc Care Deliv Res. Dec
2024;12(49):1-187. [doi: 10.3310/RTKY7521] [Medline: 39707910]

7. Principles of first contact physiotherapy: a resource to support service evaluation. Chartered Society of Physiotherapy.
2021. URL: https://www.csp.org.uk/publications/principles-first-contact-physiotherapy-resource-support-service-
evaluation [Accessed 2026-08-30]

8. Langridge N. The skills, knowledge and attributes needed as a first-contact physiotherapist in musculoskeletal
healthcare. Musculoskeletal Care. Jun 2019;17(2):253-260. [doi: 10.1002/msc.1401] [Medline: 30993860]

9. Multi-professional framework for advanced practice 2025. NHS England. 2025. URL: https://advanced-practice.hee.nhs.
uk/multi-professional-framework-for-advanced-practice/ [Accessed 2026-08-30]

10. Goodwin R, Wong G, Moffatt F, Hendrick P, Kelly R, Logan P. Understanding the retention and support needs of UK
first contact practitioner physiotherapists in primary care; a realist review. BMC Prim Care. Feb 13, 2026;27(1):68. [doi:
10.1186/s12875-026-03197-6] [Medline: 41688947]

11. Applying for a first contact physiotherapy role. Chartered Society of Physiotherapy. URL: https://www.csp.org.uk/
professional-clinical/improvement-innovation/first-contact-physiotherapy/first-contact-physio-3 [Accessed 2026-06-06]

12. Nozedar L, O’Shea S. What is the prevalence of burnout amongst first contact physiotherapists working within primary
care? Musculoskeletal Care. Sep 2023;21(3):776-785. [doi: 10.1002/msc.1752] [Medline: 36929273]

13. Goodwin R, Hendrick P, Moffatt F. Dealing with uncertainty as a first contact practitioner- a mixed methods evaluation.
Physiotherapy. Jun 2024;123:e115-e116. [doi: 10.1016/j.physio.2024.04.144]

14. Ingram S, Stenner R, May S. The experiences of uncertainty amongst musculoskeletal physiotherapists in first contact
practitioner roles within primary care. Musculoskeletal Care. Sep 2023;21(3):644-654. [doi: 10.1002/msc.1735]
[Medline: 36683250]

15. Best MSK health collaborative. NHS England. 2022. URL: https://future.nhs.uk/connect.ti/NationalMSKHealth/
grouphome [Accessed 2026-08-30]

16. Braybrooke A, Pegg M, Naylor R, et al. Estimating the cost and carbon output of musculoskeletal primary care
management decisions: a retrospective analysis of electronic health records. Int J Health Plann Manage. Jul
2025;40(4):907-922. [doi: 10.1002/hpm.3919] [Medline: 40120099]

17. Osteoarthritis in over 16s: diagnosis and management. National Institute for Health and Care Excellence. 2022. URL:
https://www.nice.org.uk/guidance/ng226 [Accessed 2026-08-30]

18. Low back pain and sciatica in over 16s: assessment and management. National Institute for Health and Care Excellence.
2016. URL: https://www.nice.org.uk/guidance/ng59 [Accessed 2026-08-30]

19. Depression in adults with a chronic physical health problem: recognition and management. National Institute for Health
and Care Excellence. May 2009. URL: https://www.nice.org.uk/guidance/cg91 [Accessed 2026-08-30]

20. Chronic pain (primary and secondary) in over 16s: assessment of all chronic pain and management of chronic primary
pain. National Institute for Health and Care Excellence. 2021. URL: https://www.nice.org.uk/guidance/ng193 [Accessed
2026-08-30]

21. Falls: assessment and prevention in older people and in people 50 and over at higher risk. National Institute for Health
and Care Excellence. 2025. URL: https://www.nice.org.uk/guidance/ng249 [Accessed 2026-08-30]

JMIR FORMATIVE RESEARCH Dunphy et al

https://formative.jmir.org/2026/1/e105148 JMIR Form Res 2026 | vol. 10 | e105148 | p. 14
(page number not for citation purposes)

https://jmir.org/api/download?alt_name=formative_v10i1e105148_app1.docx
https://jmir.org/api/download?alt_name=formative_v10i1e105148_app1.docx
https://doi.org/10.1016/j.physio.2021.08.002
http://www.ncbi.nlm.nih.gov/pubmed/34656297
https://www.longtermplan.nhs.uk/
https://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/
https://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/
https://doi.org/10.1016/j.physio.2021.08.003
http://www.ncbi.nlm.nih.gov/pubmed/34583834
https://doi.org/10.3399/BJGP.2023.0560
http://www.ncbi.nlm.nih.gov/pubmed/38429110
https://doi.org/10.3310/RTKY7521
http://www.ncbi.nlm.nih.gov/pubmed/39707910
https://www.csp.org.uk/publications/principles-first-contact-physiotherapy-resource-support-service-evaluation
https://www.csp.org.uk/publications/principles-first-contact-physiotherapy-resource-support-service-evaluation
https://doi.org/10.1002/msc.1401
http://www.ncbi.nlm.nih.gov/pubmed/30993860
https://advanced-practice.hee.nhs.uk/multi-professional-framework-for-advanced-practice/
https://advanced-practice.hee.nhs.uk/multi-professional-framework-for-advanced-practice/
https://doi.org/10.1186/s12875-026-03197-6
http://www.ncbi.nlm.nih.gov/pubmed/41688947
https://www.csp.org.uk/professional-clinical/improvement-innovation/first-contact-physiotherapy/first-contact-physio-3
https://www.csp.org.uk/professional-clinical/improvement-innovation/first-contact-physiotherapy/first-contact-physio-3
https://doi.org/10.1002/msc.1752
http://www.ncbi.nlm.nih.gov/pubmed/36929273
https://doi.org/10.1016/j.physio.2024.04.144
https://doi.org/10.1002/msc.1735
http://www.ncbi.nlm.nih.gov/pubmed/36683250
https://future.nhs.uk/connect.ti/NationalMSKHealth/grouphome
https://future.nhs.uk/connect.ti/NationalMSKHealth/grouphome
https://doi.org/10.1002/hpm.3919
http://www.ncbi.nlm.nih.gov/pubmed/40120099
https://www.nice.org.uk/guidance/ng226
https://www.nice.org.uk/guidance/ng59
https://www.nice.org.uk/guidance/cg91
https://www.nice.org.uk/guidance/ng193
https://www.nice.org.uk/guidance/ng249
https://formative.jmir.org/2026/1/e105148


22. Overweight and obesity management. National Institute for Health and Care Excellence. Jan 2026. URL: https://www.
nice.org.uk/guidance/ng246 [Accessed 2026-08-30]

23. Tang MY, Rhodes S, Powell R, et al. How effective are social norms interventions in changing the clinical behaviours of
healthcare workers? A systematic review and meta-analysis. Implement Sci. Jan 7, 2021;16(1):8. [doi: 10.1186/s13012-
020-01072-1] [Medline: 33413437]

24. Martin P, Lizarondo L, Kumar S, Snowdon D. Impact of clinical supervision on healthcare organisational outcomes: a
mixed methods systematic review. PLoS One. 2021;16(11):e0260156. [doi: 10.1371/journal.pone.0260156] [Medline:
34797897]

25. Snowdon DA, Hau R, Leggat SG, Taylor NF. Does clinical supervision of health professionals improve patient safety? A
systematic review and meta-analysis. Int J Qual Health Care. Sep 2016;28(4):447-455. [doi: 10.1093/intqhc/mzw059]
[Medline: 27283436]

26. Snowdon DA, Leggat SG, Taylor NF. Does clinical supervision of healthcare professionals improve effectiveness of care
and patient experience? A systematic review. BMC Health Serv Res. Nov 28, 2017;17(1):786. [doi: 10.1186/s12913-
017-2739-5] [Medline: 29183314]

27. Sorondo D, Delpierre C, Côté P, et al. Determinants of clinical practice guidelines’ utilization for the management of
musculoskeletal disorders: a scoping review. BMC Musculoskelet Disord. Jun 1, 2021;22(1):507. [doi: 10.1186/s12891-
021-04204-w] [Medline: 34074285]

28. Bahns C, Scheffler B, Bremer A, Kopkow C. Measuring guideline adherence in physiotherapy: a scoping review of
methodological approaches. J Eval Clin Pract. Aug 2025;31(5):e14218. [doi: 10.1111/jep.14218] [Medline: 39462990]

29. Grindell C, Coates E, Croot L, O’Cathain A. The use of co-production, co-design and co-creation to mobilise knowledge
in the management of health conditions: a systematic review. BMC Health Serv Res. Jul 7, 2022;22(1):877. [doi: 10.
1186/s12913-022-08079-y] [Medline: 35799251]

30. Saunders A, Braybrooke A, Gray WK, Street J, Wei E. First contact physiotherapy (FCP) initial report: an evaluation of
the current provision of FCP services within primary care in England. Getting It Right First Time; 2026. URL: https://
gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/GIRFT-First-Contact-Physiotherapy-FCP-Initial-Report-
FINAL-March-2026.pdf [Accessed 2026-08-30]

31. Archer M, Bhaskar R, Collier A, Lawson T, Norrie A, editors. Critical Realism: Essential Readings. Routledge; 1998.
ISBN: 9780415196321

32. NIHR guidance on co-producing a research project. National Institute for Health and Care Research. 2024. URL: https://
www.learningforinvolvement.org.uk/content/resource/nihr-guidance-on-co-producing-a-research-project/ [Accessed
2024-12-02]

33. Davies N, Sampson EL, West E, et al. A decision aid to support family carers of people living with dementia towards the
end-of-life: coproduction process, outcome and reflections. Health Expect. Oct 2021;24(5):1677-1691. [doi: 10.1111/
hex.13307] [Medline: 34288291]

34. Papoutsi C, Wherton J, Shaw S, Morrison C, Greenhalgh T. Putting the social back into sociotechnical: case studies of
co-design in digital health. J Am Med Inform Assoc. Feb 15, 2021;28(2):284-293. [doi: 10.1093/jamia/ocaa197]
[Medline: 33043359]

35. Masterson D, Lindenfalk B, Kjellström S, Robert G, Ockander M. Mechanisms for co-designing and co-producing health
and social care: a realist synthesis. Res Involv Engagem. Oct 10, 2024;10(1):103. [doi: 10.1186/s40900-024-00638-3]
[Medline: 39390518]

36. Van de Ven AH, Delbecq AL. The nominal group as a research instrument for exploratory health studies. Am J Public
Health. Mar 1972;62(3):337-342. [doi: 10.2105/ajph.62.3.337] [Medline: 5011164]

37. Cantrill JA, Sibbald B, Buetow S. The Delphi and nominal group techniques in health services research. Int J Pharm
Pract. Feb 22, 2011;4(2):67-74. [doi: 10.1111/j.2042-7174.1996.tb00844.x]

38. Gallagher M, Hares T, Spencer J, Bradshaw C, Webb I. The nominal group technique: a research tool for general
practice? Fam Pract. Mar 1993;10(1):76-81. [doi: 10.1093/fampra/10.1.76] [Medline: 8477899]

39. Best MSK health collaborative launches new MSK toolkit. Chartered Society of Physiotherapy. 2022. URL: https://
www.csp.org.uk/news/2022-03-15-best-msk-health-collaborative-launches-new-msk-toolkit [Accessed 2026-08-30]

40. Barry CA, Britten N, Barber N, Bradley C, Stevenson F. Using reflexivity to optimize teamwork in qualitative research.
Qual Health Res. Jan 1999;9(1):26-44. [doi: 10.1177/104973299129121677] [Medline: 10558357]

41. Fryer T. A critical realist approach to thematic analysis: producing causal explanations. J Crit Realism. Aug 8,
2022;21(4):365-384. [doi: 10.1080/14767430.2022.2076776]

42. NVivo (version 12 plus). Lumivero. URL: https://lumivero.com/products/nvivo/ [Accessed 2026-08-30]

JMIR FORMATIVE RESEARCH Dunphy et al

https://formative.jmir.org/2026/1/e105148 JMIR Form Res 2026 | vol. 10 | e105148 | p. 15
(page number not for citation purposes)

https://www.nice.org.uk/guidance/ng246
https://www.nice.org.uk/guidance/ng246
https://doi.org/10.1186/s13012-020-01072-1
https://doi.org/10.1186/s13012-020-01072-1
http://www.ncbi.nlm.nih.gov/pubmed/33413437
https://doi.org/10.1371/journal.pone.0260156
http://www.ncbi.nlm.nih.gov/pubmed/34797897
https://doi.org/10.1093/intqhc/mzw059
http://www.ncbi.nlm.nih.gov/pubmed/27283436
https://doi.org/10.1186/s12913-017-2739-5
https://doi.org/10.1186/s12913-017-2739-5
http://www.ncbi.nlm.nih.gov/pubmed/29183314
https://doi.org/10.1186/s12891-021-04204-w
https://doi.org/10.1186/s12891-021-04204-w
http://www.ncbi.nlm.nih.gov/pubmed/34074285
https://doi.org/10.1111/jep.14218
http://www.ncbi.nlm.nih.gov/pubmed/39462990
https://doi.org/10.1186/s12913-022-08079-y
https://doi.org/10.1186/s12913-022-08079-y
http://www.ncbi.nlm.nih.gov/pubmed/35799251
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/GIRFT-First-Contact-Physiotherapy-FCP-Initial-Report-FINAL-March-2026.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/GIRFT-First-Contact-Physiotherapy-FCP-Initial-Report-FINAL-March-2026.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/03/GIRFT-First-Contact-Physiotherapy-FCP-Initial-Report-FINAL-March-2026.pdf
https://www.learningforinvolvement.org.uk/content/resource/nihr-guidance-on-co-producing-a-research-project/
https://www.learningforinvolvement.org.uk/content/resource/nihr-guidance-on-co-producing-a-research-project/
https://doi.org/10.1111/hex.13307
https://doi.org/10.1111/hex.13307
http://www.ncbi.nlm.nih.gov/pubmed/34288291
https://doi.org/10.1093/jamia/ocaa197
http://www.ncbi.nlm.nih.gov/pubmed/33043359
https://doi.org/10.1186/s40900-024-00638-3
http://www.ncbi.nlm.nih.gov/pubmed/39390518
https://doi.org/10.2105/ajph.62.3.337
http://www.ncbi.nlm.nih.gov/pubmed/5011164
https://doi.org/10.1111/j.2042-7174.1996.tb00844.x
https://doi.org/10.1093/fampra/10.1.76
http://www.ncbi.nlm.nih.gov/pubmed/8477899
https://www.csp.org.uk/news/2022-03-15-best-msk-health-collaborative-launches-new-msk-toolkit
https://www.csp.org.uk/news/2022-03-15-best-msk-health-collaborative-launches-new-msk-toolkit
https://doi.org/10.1177/104973299129121677
http://www.ncbi.nlm.nih.gov/pubmed/10558357
https://doi.org/10.1080/14767430.2022.2076776
https://lumivero.com/products/nvivo/
https://formative.jmir.org/2026/1/e105148


43. Dunphy E, Marston L, Hunter R, et al. Cluster randomised feasibility trial of PRISM: the PRimary Care Individual
Social Norms MSK Data Dashboard to support first contact physiotherapy management of musculoskeletal patients in
primary care. BMJ Open. Jul 21, 2026;16(7):e118099. [doi: 10.1136/bmjopen-2026-118099] [Medline: 42481200]

44. NHS England. Making every contact count (MECC): consensus statement. Public Health England; 2016. URL: https://
www.england.nhs.uk/wp-content/uploads/2016/04/making-every-contact-count.pdf [Accessed 2026-09-30]

45. Core20PLUS5 (adults): an approach to reducing healthcare inequalities. NHS England. 2025. URL: https://www.
england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
[Accessed 2026-08-30]

46. Friedman CP, Wong AK, Blumenthal D. Achieving a nationwide learning health system. Sci Transl Med. Nov 10,
2010;2(57):57cm29. [doi: 10.1126/scitranslmed.3001456] [Medline: 21068440]

47. Foley TJ, Vale L. What role for learning health systems in quality improvement within healthcare providers? Learn
Health Syst. Oct 2017;1(4):e10025. [doi: 10.1002/lrh2.10025] [Medline: 31245567]

48. Mohindra NA, Garcia SF, Kircher S, et al. Development of an electronic health record-integrated patient-reported
outcome-based shared decision-making dashboard in oncology. JAMIA Open. Oct 2024;7(3):ooae056. [doi: 10.1093/
jamiaopen/ooae056] [Medline: 39049991]

49. Vornhagen H, Barrett S, Carroll C, et al. Design practices for data dashboards in health care: scoping review. J Med
Internet Res. Feb 25, 2026;28:e77361. [doi: 10.2196/77361] [Medline: 41740151]

50. Ross J, Stevenson F, Lau R, Murray E. Factors that influence the implementation of e-health: a systematic review of
systematic reviews (an update). Implement Sci. Oct 26, 2016;11(1):146. [doi: 10.1186/s13012-016-0510-7] [Medline:
27782832]

51. Hall AM, Ferreira PH, Maher CG, Latimer J, Ferreira ML. The influence of the therapist-patient relationship on
treatment outcome in physical rehabilitation: a systematic review. Phys Ther. Aug 2010;90(8):1099-1110. [doi: 10.2522/
ptj.20090245] [Medline: 20576715]

52. Kelley JM, Kraft-Todd G, Schapira L, Kossowsky J, Riess H. The influence of the patient-clinician relationship on
healthcare outcomes: a systematic review and meta-analysis of randomized controlled trials. PLoS One.
2014;9(4):e94207. [doi: 10.1371/journal.pone.0094207] [Medline: 24718585]

53. Innes S, Golding S, Nardone P, et al. Musculoskeletal first contact practitioners undertaking a higher education training
route-a qualitative exploration of clinical supervision experiences. Musculoskeletal Care. Jun 2025;23(2):e70095. [doi:
10.1002/msc.70095] [Medline: 40181470]

54. Ivers N, Yogasingam S, Lacroix M, et al. Audit and feedback: effects on professional practice. Cochrane Database Syst
Rev. Mar 25, 2025;3(3):CD000259. [doi: 10.1002/14651858.CD000259.pub4] [Medline: 40130784]

55. Ratajczak M, Gold N, Hailstone S, Chadborn T. The effectiveness of repeating a social norm feedback intervention to
high prescribers of antibiotics in general practice: a national regression discontinuity design. J Antimicrob Chemother.
Dec 1, 2019;74(12):3603-3610. [doi: 10.1093/jac/dkz392] [Medline: 31539423]

56. Shoulder pain clinical knowledge summaries. National Institute for Health and Care Excellence. 2023. URL: https://cks.
nice.org.uk/topics/shoulder-pain/ [Accessed 2026-08-30]

57. Older people with social care needs and multiple long-term conditions. National Institute for Health and Care
Excellence. 2015. URL: https://www.nice.org.uk/guidance/ng22 [Accessed 2026-08-30]

58. Barbeito A, Segall N. Development and usability testing of an audit and feedback tool for anesthesiologists. JAMIA
Open. Apr 2019;2(1):29-34. [doi: 10.1093/jamiaopen/ooy054] [Medline: 31984342]

59. Alvarado N, McVey L, Elshehaly M, et al. Analysis of a web-based dashboard to support the use of national audit data in
quality improvement: realist evaluation. J Med Internet Res. Nov 23, 2021;23(11):e28854. [doi: 10.2196/28854]
[Medline: 34817384]

60. Leng G. The Leng review: an independent review into physician associate and anaesthesia associate professions.
Department of Health and Social Care; 2025. URL: https://www.gov.uk/government/publications/independent-review-
of-the-physician-associate-and-anaesthesia-associate-roles-final-report [Accessed 2026-08-30]

Abbreviations
CR: critical realist
FCP: first contact practitioner/physiotherapist
GP: general practitioner
IMD: Index of Multiple Deprivation
MSK: musculoskeletal
NGP: nominal group process
NHS: National Health Service

JMIR FORMATIVE RESEARCH Dunphy et al

https://formative.jmir.org/2026/1/e105148 JMIR Form Res 2026 | vol. 10 | e105148 | p. 16
(page number not for citation purposes)

https://doi.org/10.1136/bmjopen-2026-118099
http://www.ncbi.nlm.nih.gov/pubmed/42481200
https://www.england.nhs.uk/wp-content/uploads/2016/04/making-every-contact-count.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/making-every-contact-count.pdf
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
https://doi.org/10.1126/scitranslmed.3001456
http://www.ncbi.nlm.nih.gov/pubmed/21068440
https://doi.org/10.1002/lrh2.10025
http://www.ncbi.nlm.nih.gov/pubmed/31245567
https://doi.org/10.1093/jamiaopen/ooae056
https://doi.org/10.1093/jamiaopen/ooae056
http://www.ncbi.nlm.nih.gov/pubmed/39049991
https://doi.org/10.2196/77361
http://www.ncbi.nlm.nih.gov/pubmed/41740151
https://doi.org/10.1186/s13012-016-0510-7
http://www.ncbi.nlm.nih.gov/pubmed/27782832
https://doi.org/10.2522/ptj.20090245
https://doi.org/10.2522/ptj.20090245
http://www.ncbi.nlm.nih.gov/pubmed/20576715
https://doi.org/10.1371/journal.pone.0094207
http://www.ncbi.nlm.nih.gov/pubmed/24718585
https://doi.org/10.1002/msc.70095
http://www.ncbi.nlm.nih.gov/pubmed/40181470
https://doi.org/10.1002/14651858.CD000259.pub4
http://www.ncbi.nlm.nih.gov/pubmed/40130784
https://doi.org/10.1093/jac/dkz392
http://www.ncbi.nlm.nih.gov/pubmed/31539423
https://cks.nice.org.uk/topics/shoulder-pain/
https://cks.nice.org.uk/topics/shoulder-pain/
https://www.nice.org.uk/guidance/ng22
https://doi.org/10.1093/jamiaopen/ooy054
http://www.ncbi.nlm.nih.gov/pubmed/31984342
https://doi.org/10.2196/28854
http://www.ncbi.nlm.nih.gov/pubmed/34817384
https://www.gov.uk/government/publications/independent-review-of-the-physician-associate-and-anaesthesia-associate-roles-final-report
https://www.gov.uk/government/publications/independent-review-of-the-physician-associate-and-anaesthesia-associate-roles-final-report
https://formative.jmir.org/2026/1/e105148


PRISM: Primary Care Individual Social Norms MSK Data Dashboard

Edited by Mamdooh Alzyood; peer-reviewed by Kirsten Lamb, Sue Innes; submitted 20.Jun.2026; final revised version
received 30.Aug.2026; accepted 31.Aug.2026; published 20.Oct.2026

Please cite as:
Dunphy E, Braybrooke A, Ross J, Nazareth I, Stevenson F
Co-Designing the Primary Care Individual Social Norms Musculoskeletal Data Dashboard (PRISM) for First Contact
Physiotherapy: Consensus-Based Qualitative Study
JMIR Form Res 2026;10:e105148
URL: https://formative.jmir.org/2026/1/e105148
doi: 10.2196/105148

© Emma Dunphy, Alexander Braybrooke, Jamie Ross, Irwin Nazareth, Fiona Stevenson. Originally published in JMIR
Formative Research (https://formative.jmir.org), 20.Oct.2026. This is an open-access article distributed under the terms of
the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work, first published in JMIR Formative Research, is
properly cited. The complete bibliographic information, a link to the original publication on https://formative.jmir.org, as well
as this copyright and license information must be included.

JMIR FORMATIVE RESEARCH Dunphy et al

https://formative.jmir.org/2026/1/e105148 JMIR Form Res 2026 | vol. 10 | e105148 | p. 17
(page number not for citation purposes)

https://formative.jmir.org/2026/1/e105148
https://doi.org/10.2196/105148
https://formative.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://formative.jmir.org
https://formative.jmir.org/2026/1/e105148

	Co-Designing the Primary Care Individual Social Norms Musculoskeletal Data Dashboard (PRISM) for First Contact Physiotherapy: Consensus-Based Qualitative Study
	Introduction
	Methods
	Design
	Participants and Recruitment
	Procedure: Modified Nominal Group Process
	Ethical Considerations
	Data Collection
	Data Analysis

	Results
	Consensus Output: Co-Designing a Core Metric Set for FCP Practice
	Identifying Filters That Would Give More Meaning to Data Comparisons
	Theme 1: PRISM as a Tool for Clinical Learning and Reflective Practice
	Theme 2: Structural Variation, Role Complexity, and the Conditions for Safe Implementation of PRISM
	Theme 3: Data Integrity and Implementation Risk
	Theme 4: Co-Designing the PRISM Guidebook as a Knowledge Support System for FCPs

	Discussion
	Principal Findings
	Strengths and Limitations
	Conclusions



