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ABSTRACT
Objectives: Chronic low back pain (CLBP) is a common health
problem with challenges for providing satisfactory care. This study
was undertaken to identify opportunities to improve key aspects of
physicians’ communications with CLBP-affected patients.
Methods: A series of 3 focus groups, each with 7 to 11 patients with CLBP, were recruited from primary care settings and
grouped by risk level of reduced function resulting from back
pain, to elicit perspectives about interactions with their primary
care physicians. Analysis of focus group transcripts used an iterative process based on a thematic approach and a priori concepts.
Results: A total of 28 patients participated in the focus groups.
Patient comments about communicating with physicians around
CLBP fit into themes of listening and empathy, validating pain
experiences, conducting effective CLBP assessment, providing
clear diagnosis and information, and collaboratively working
on treatment. Patients shared that physicians can foster positive
interactions with CLBP-affected patients by sharing personal
experiences of chronic pain, being truthful about not having
all the answers and being clear about how patients can benefit
from referrals, reviewing the patient’s previous treatments before
beginning conversations about treatment options, providing
follow-up instructions, giving patients a diagnosis beyond
“chronic pain,” and explaining the role of imaging in their care.
Conclusion: This study provides specific steps that physicians
in the US can take to improve physician-patient interactions
during primary care visits pertaining to CLBP. The findings could
inform physician training, development of educational materials
for patients, and future research.

INTRODUCTION

Chronic low back pain (CLBP) is a common and costly health
problem in primary care. A study reviewing North Carolina data
between 1996 and 2013 found that personal health care expenditures for low back pain in 2013 were greater than $86 billion.1
Globally, low back pain causes more disability than any other
condition.2 Providing care for patients with CLBP is challenging, with few tools for diagnosing and treating it. The structural

cause of the pain is often not identifiable,3 and treatment options
may not be effective.4,5
With these challenges, it is not surprising that many patients
are dissatisfied with care provided for their CLBP.6,7 Physicians
tend to take a biomedical approach to problems such as CLBP
that involve psychological and social factors. The physician’s adherence to a strictly biomedical model can frustrate patients and
result in visits that do not meet their needs. Research has found
that patients with CLBP expect physicians to offer diagnostic tests,
a diagnosis, information on prognosis, prescription medicines,
and referrals.8 Predictors of patient satisfaction with health care
include feeling that one is treated with respect, listened to, and
taken seriously.9,10 Patient dissatisfaction is associated with feeling
disrespected or distrusted by the physician and feeling that the
physician dismissed symptoms as trivial or suspected drug seeking.
The quality of physician-patient communication is associated
with patient satisfaction,11 patient adherence to treatment plans,12
and positive health outcomes.13 Furthermore, the way physicians
communicate with CLBP-affected patients can influence beliefs
about their condition. Physician communication that is correctly interpreted can affect the patients’ ability to understand the source and
meaning of symptoms and prognostic expectations, whereas misinterpreted messages can result in amplified vigilance, guilt about
not adhering to treatment plans, or frustration when plans fail.14
Improving physician-patient interactions regarding chronic
pain has the potential to enhance the care experience of patients
with CLBP. The aim of this article was to identify strategies to
improve physician-patient communication surrounding CLBP
and to shed light on opportunities for physicians to communicate
with patients in ways that patients find supportive. Our findings
help address knowledge gaps about communication and personalization of visits, specific characteristics of physician-patient
interactions that make patients feel respected, and perspectives of
US patients about communicating about back pain.

METHODS

Three focus groups were conducted in preparation for a larger
project evaluating a risk-stratification strategy for improving
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CLBP treatment in primary care. The analysis assessed differences
in care experiences and perspectives of physician communication,
if any, between patients with differing levels of biopsychosocial
factors.15 Our methods were consistent with rigorous criteria in
qualitative research, as documented by the consolidated criteria for
reporting qualitative research (COREQ) checklist for interview
and focus groups.16 The study design and materials were reviewed
and approved by the institutional review board of Kaiser Permanente (KP) Washington Health Research Institute, Seattle, WA.

Selection and Recruitment of Participants

Focus groups were assembled to inform understanding of
patient experiences in seeking treatment of CLBP. Patients were
eligible if they had recently seen their primary care physician
regarding CLBP, were from the central Puget Sound region of
Washington State whose physician worked at one of KP’s owned
and operated clinics, were aged 18 years or older, and had a visit
to a primary care physician in the previous week that resulted
in a diagnosis code for nonspecified back pain. Study staff sent
recruitment letters using patient information extracted from our
administrative data system. Patients were excluded if they had
diagnoses indicating specific reasons for back pain or had conditions that affected their ability to provide informed consent.
Potential participants were mailed an invitation letter two
weeks after their visit for CLBP. The research team then contacted
potential participants by telephone to determine eligibility. If the
patient was eligible and willing to participate, the STarT Back
Tool,15 which recommends treatments on the basis of patient
scores from a nine-item questionnaire, was administered. The tool
categorizes patients by risk scores of the impact of pain on their
physical and psychosocial functioning. High risk includes a risk of
impaired psychosocial functioning, medium risk involves the risk
of pain or dysfunction but no clinically significant psychosocial
impairment, and low risk is less severe pain and no psychosocial
risk. Potential participants were asked if they were willing and
able to participate in focus groups and were recruited into these
groups by their risk group. The recruitment process and sample
sizes for each step are shown in Figure 1.

Focus Groups

Two qualitative researchers conducted 2-hour focus groups.
The discussion guide was designed to elicit rich descriptions of
the individual experiences of patients seeking treatment of CLBP,
their interactions with physicians, and other issues germane to the
larger research study (see Appendix, available at: www.thepermanentejournal.org/files/2017/16-177-Appendix.pdf ). Three groups,
one for each risk group, had a maximum of 12 participants each.
Each participant received $100 for participating; a light meal was
served during the focus group. A court reporter transcribed the
discussions; transcripts were imported into qualitative analysis
software (ATLAS.ti Version 6.2 for Microsoft Windows, Berlin,
Germany). All participants provided informed consent.

Analysis

The analysis team consisted of two project team members (SE
and CH), who conducted or were present at all three focus groups.
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Figure 1. Focus group for patients with chronic low back pain: Recruitment
process and sample sizes.

Using an iterative process based on a thematic analysis approach, the
primary coder (SE) developed a code list on the basis of emergent
themes that surfaced during transcript review and a priori concepts
of interest. These concepts included patients’ views of their interaction with their physicians; physician evaluation of their back pain;
treatments they discussed or received; and expectations and factors
related to patients feeling empowered, encouraged, and clear about
next steps. This code list was reviewed and revised by the secondary coder (CH). Both analysts then coded one transcript using a
draft code list and compared their coding. Codes were added and
revised, and definitions were clarified on the basis of differences.
After the process was repeated with a second transcript, the team
believed that the code list captured the emergent issues raised by
respondents. The final transcript was coded by the primary coder,
who also reviewed the other transcripts to ensure consistency.
The analysis team discussed key themes of interest with other project members, prioritizing codes related to communication between
physicians and patients about their CLBP. Prioritization was based
Table 1. Focus group participants’ characteristics
by risk groupa
Characteristic
Average age, years
(range)
Sex, no. (%)
Men
Women
Race, no. (%)
White
Black
Asian
Unknown
a

High (n = 10)
58
(36-79)

Medium (n = 11)
56
(25-82)

Low (n = 7)
52
(26-84)

5 (50)
5 (50)

8 (73)
3 (27)

4 (57)
3 (43)

6 (60)
2 (20)
1 (10)
1 (10)

8 (73)
2 (18)
1 (9)
0 (0)

4 (57)
2 (29)
1 (14)
0 (0)

Risk group: Low, medium, or high risk for persistent, disabling, chronic lower back pain
in primary care settings.
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on the overall frequency of the codes and issues of most importance
to the field from the perspective of our research team. We did not
observe substantive differences among patients in different risk groups
for this subset of codes, so results are presented for all groups.
To create a coding memo, the primary coder extracted data
by code and reviewed the data for subthemes and insights. The
coding memo went through iterations with feedback from the
secondary coder. Other team members provided feedback on a
near-final version of the coding memo. The final version was used
to structure the findings.

RESULTS

Participant characteristics are summarized in Table 1 by risk
group. Here we present findings from our coding memo in an
order that corresponds to common stages of an office visit:
Listening to concerns, and validation, assessment, diagnosis, and
development of treatment plan.

Listening and Showing Empathy

Patients wished for an empathetic encounter with their physician—a visit that emphasized careful listening, getting to know the
patient, and discovering what is important to them in their care
and recovery. Patients described wanting their physician to try to
know them and understand how pain uniquely affects their lives.
Patients talked about how they did not think the physician cared
about their unique experience when they felt they were rushed
out of an office, or when they were not being closely listened to.
We had a doctor that we liked … and often we had to sit there
and wait. But you know why we waited? Because he listened to
each person, and we knew that when he came in, he was going to
take his time with us. —Low-risk patient
Patients responded very well to physicians who connected with
them by sharing their personal experiences with chronic pain. Patients described a belief that physicians who had not experienced
chronic pain were unlikely to understand the patient’s condition
or be able to truly empathize with their situation.
[M]y doctor actually had a back injury, so I think she was more
sympathetic. —Medium-risk patient

Validating Pain Experience and Belief that the Pain is Real

Patients shared a desire for physicians to validate their pain experience by imparting an understanding that the way each patient
experiences and relates to pain was unique. Patients thought that
physicians invalidated them, or did not believe the “realness” of their
pain when they were viewed as “opioid seekers”; when a physician
indicated that their pain was not as strong as the patient reported;
when the physician suggested the patient “buck up”; or when the
patient felt put in a “box” or category of other patients. One focus
group participant noted that pain is not visible so physicians might
not acknowledge it. Another described a physician who was helpful
about diabetes but minimized the impact of back pain.
It’s too bad you don’t have something where you can poke a
button, and it shows that you’re having pain, because pain doesn’t
show. And I’m not sure that all doctors believe in it ... . It very
much hurt that the doctor doesn’t believe that you have all this pain.
And maybe he’s never had pain like that. —High-risk patient
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Performing Effective Assessment of Chronic Low Back Pain

Patients had opinions about the thoroughness or effectiveness
of the back pain assessment done in their office visit. The concept
of an effective assessment from the patient perspective included
investigative necessities such as a physical examination or ordering an x-ray or magnetic resonance image. Patients believed that
their visit was incomplete when physicians did not perform a
physical examination of the affected areas, including touching/
palpating painful areas. They also complained about physicians
who did not ask them enough questions about their history of
back pain or factors contributing to it.
I’m very frustrated. They hardly even touch you. —High-risk
patient
Patients believed that imaging is critical for a definitive diagnosis. They were often dissatisfied when physicians did not
order diagnostic tests. Evidence-based guidelines recommend
not ordering imaging early in an episode of back pain. However,
if imaging is ordered later in the course of treatment, patients
may see this as a failure to provide a thorough assessment at
the outset.
Finally one day, I went to her in tears, something is going on,
and this is two years later. So finally she did an MRI [magnetic
resonance image], and the results came back, and the doctor said,
“Oh, there’s one of your disks that [is] degenerating.” —Low-risk
patient

Providing a Clear Diagnosis and Information about Chronic Low
Back Pain

Patients wanted physicians to give clear and specific diagnoses
with information about what can be done to minimize future
damage. They wanted to know when urgent care may be needed.
Although the term chronic pain appears to be commonly used
when talking with patients, it did not seem to help them understand their condition, in part because patients may view the term
as a medical symptom rather than a diagnosis.
When I asked that question [about diagnosis], they said “Well,
your condition is that you have CLBP.” Well, yes, I know that. But
what is it called? I know it’s pain, I mean, do I have a slipped disk,
a crushed disk? I want to know what caused it. And that’s been
since 2005; we’re now [in] 2013. —High-risk patient
Patients worried that their CLBP could be an indication of
more serious underlying problems such as kidney disease. In addition to wanting a clear diagnosis and a good sense of the problem,
patients sought detailed information about their CLBP, including
biological explanations of the cause and how the recommended
treatment addresses it.
I like to know a lot of details, like a lot of details. [Quoting
doctor] “Well, this is what could be happening, and this is what
might help it. And physical therapy, I think that would loosen this
up, and break up this particular tissue, or this is going to help.”
—Low-risk patient
Patients had an awareness and frustration with the difficulty
of treating back pain. They recognized that physicians do not
have all the answers and realized the difficulty of treating back
pain; some appreciated when physicians acknowledged that lack
of certainty of how best to help a patient. Patients expressed that
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they liked when physicians were clear about the limits of their
knowledge about CLBP and referred them to other physicians
with more specialized knowledge.
I would have more respect for the doctor [if s/he were] to say,
“I’m not qualified or experienced in that. Let me send you to this
person that I know.” —Medium-risk patient
Although patients appreciated physician referrals or recommendations to see physical therapists, they were dismayed if
they thought that physicians referred them out of frustration or
because they did not want to spend time addressing their needs.
I felt kind of shoved aside. “Do the physical therapy. Here, get
out of my office” kind of thing. —Medium-risk patient

Working with the Patient to Develop a Treatment Plan

Patients had experience with a variety of evidence-based and
complementary and alternative treatments of back pain. In general, patients were willing to try anything a physician thought
could help relieve pain and were eager for their physician to offer
options. Patients reported positive experiences with primary care
physicians who reviewed and inquired about previous treatments
before offering other options. There was a sense that this inquiry
into treatment history made for a more effective and thoughtful
plan for the future.
She asked me, “What treatments have you done before for your
back?” So that was important because she wanted to get my history.
[She asked me,] “How have you responded to pain meds?” I said,
“I don’t respond well to them, and I need to be able to function to
take care of my daughter.” —Medium-risk patient
Patients wanted physicians to offer timely treatment of immediate pain relief and follow-up therapy. Patients were frustrated
when they perceived physicians to not take steps to address immediate pain that severely limited function. They expressed the
need to be assertive, or “steer” the physician toward a type of
treatment or opportunity for follow-up. They identified a critical element of the treatment plan being clarity around when a
patient should follow up with his/her physician, or when it might
be appropriate to seek urgent or emergency care.
What I prefer to hear from my doctor is in many cases that you
are going to get better, or if this happens, then you’re probably in
that bucket, and if this happens, then you should call me and we
should take care of it. When this happens, do that. As opposed to
[patient speaking for doctor], “Oh, we’re hoping it will float in that
direction, let’s see what happens.” —Low-risk patient

DISCUSSION

Our results highlight key aspects of care that are important to
patients with CLBP and extend previous research from different
health care contexts in other developed countries. A qualitative
study from Australia looked at the partnership in care between
physicians and patients and found that listening and demonstrating empathy was critical to the patient feeling part of a
partnership. A mixed-methods study from Norway observed
consultations between back pain specialists and patients and
highlighted the importance that patients believe they are taken
seriously. Also, a qualitative study from New Zealand found a
clinician’s language and messaging had an impact on attitudes
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and beliefs of people with CLBP.9,14,17 Our study participants
emphasized that physicians must let patients know that they
believe their pain is real. Patients seek legitimization, yet may
interpret some comments from physicians as implying that their
pain is unimportant.18 Themes from our focus groups suggest
that an effective approach to CLBP care emphasizes empathy,
builds a shared understanding of what CLBP is, and includes a
discussion of previous treatments. Incorporating these specific
elements into care may help patients feel heard and validate their
experience of pain.
Similar to other studies, our patients with CLBP wanted a
specific diagnosis other than “chronic pain,” and they wanted
an explanation for their pain.18-20 Patients who seek a diagnosis
and do not receive one may believe their physician did not
take their concerns seriously. To further help patients understand their condition, physicians should consider discussing
pain concepts such as the following: 1) gate control theory,20
which offers a biological explanation of pain, including how
nonpain sensory input “closes a gate” to relieve pain and why
emotions influence pain perception; 2) pain centralization to
help patients understand that the location of pain is not necessarily connected with a physical place in the body; and 3)
pain central sensitization to explain how after an injury, the
nervous system can enter into a persistent reactive state that
continues even after an injury has healed.20 Explanations of
chronic pain can be brief and still build understanding between
the patient and physician. Having a deeper understanding of
chronic pain may increase adherence to treatment plans that
require active participation.
Our results confirmed that patients often expect and demand imaging; some believe that identifying the cause of pain
through imaging is required to guide treatment options. This
desire for imaging is challenging for physicians, who may feel
forced to accommodate these demands.21,22 Similar to patient
dissatisfaction with not receiving a diagnosis, we found that patients may think that physicians are not taking them seriously if
they refuse to order imaging without an explanation. Talking a
patient through the examination process may be a key strategy
for overcoming patient wishes for imaging. A discussion point
can include that imaging is not usually recommended early in
an episode of back pain.4,23 One reason is that imaging rarely
identifies a clear structural cause for CLBP because of the high
frequency of incidental imaging findings.24 These nonrelevant
findings can lead to harm such as misdiagnosis and inappropriate treatment. Physician-patient discussions should include
articulating how and why serious diagnoses are ruled out and
sharing the rationale for final conclusions. A patient request
for imaging can be an educational opportunity and help the
patient understand that the physician is fully considering the
patient’s condition.25 These results highlight the importance
of the development of a mutual treatment plan, including
consideration of the treatments that a patient has already tried.
Patients with CLBP shared that if physicians were unable to
explain the source of their pain, they nonetheless appreciated
when physicians acknowledged their lack of understanding
and referred them to others with more specialized knowledge.
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However, referral must be done thoughtfully to avoid making
patients feel dismissed.10 Referrals were most appreciated when
patients understood why the physician chose to refer the patient
(ie, by explaining what they believe the referral may accomplish)
and letting the patient know when it would be important to
return for another visit and how the physician will follow-up
with the patient.
A primary limitation of this study was the potential for selfselection bias. Compared with other patients with CLBP, participants may have been more concerned with the CLBP care
they received or could have had more issues with their physician.
All patients were from KP Washington, an integrated health
care delivery system, and may have had experiences that are
not generalizable to a fee-for-service setting. Nonetheless, our
finding that patients reported common perspectives, regardless
of their level of back-pain risk, suggests that our conclusions
are applicable for a range of patients with CLBP.

CONCLUSION

This study adds new insights on aspects of physician-patient
interactions around CLBP during primary care visits in the US.
We learned that physicians can gain trust and foster a positive
interaction with patients experiencing CLBP in the following
ways: 1) listening and showing empathy, for example, sharing
personal experiences of their own chronic pain; 2) admitting
they do not have all the answers and being clear about how
patients can benefit from referrals; 3) reviewing previous treatments before beginning a conversation about treatment options;
4) including follow-up instructions and letting patients know
when it would be important to return for a visit; and 5) giving
patients an explanation of their diagnosis beyond the label of
“chronic pain,” with an explanation for why imaging is needed
or not needed. Findings from this current research have implications for training of physicians, developing educational
materials, and planning future research. v
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