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The Effects of Patient-Provider Communication on
3-Month Recovery from Acute Low Back Pain
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Background: Patient-provider communication has been indicated as a key factor in early recovery from
acute low back pain (LBP), one of the most common maladies seen in primary care; however, associa-
tions between communication and LBP outcomes have not been studied prospectively.

Methods: Working adults (n � 97; 64% men; median age, 38 years) with acute LBP completed base-
line surveys, agreed to audio recording of provider visits, and were followed for 3 months. Using the
Roter Interaction Analysis System, 10 composite indices of communication were compared with 1- and
3-month patient outcomes.

Results: Patients (n � 30) with significant pain and dysfunction persisting at 3 months provided
more biomedical information (t[75], 2.61; P < .05) and engaged in more negative rapport building
(t[75], 2.33; P < .05) but showed no increase in psychosocial/lifestyle communication during the initial
visit (P > .05). Providers asked these patients more biomedical questions (r � 0.35 with dysfunction),
more psychosocial/lifestyle questions (r � 0.30), made more efforts to engage the patient (t[75], 4.49;
P < .05), and did more positive rapport building (t[75], 2.13; P < .05).

Conclusions: Providers adapt their communication patterns to collect more information and estab-
lish greater rapport with high-risk patients, but patients focus more on biomedical than coping con-
cerns. To better elicit psychosocial concerns from patients, providers may need to administer brief self-
report measures or adopt more structured interviewing techniques.(J Am Board Fam Med 2011;24:
16–25.)
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Patient-centered communication has become a
core value in primary care medicine.1,2 The basic
tenets of patient-centered communication are to
understand medical problems in the context of a
patient’s lifestyle, preferences, and beliefs and to

engage patients in collaborative decision mak-
ing.3,4 More patient-centered communication is
associated with improved patient satisfaction,5

fewer malpractice complaints,6 increased adher-
ence,7 and improved perceptions of health sta-
tus.5 Moreover, patient-centered communication
seems consistent with ideals of enabling patients,
forming a therapeutic alliance, being culturally
competent,8 and making medical care accessible
and understandable to patients.1,9,10 Though not
all studies of patient-centered communication
have shown benefits,11 there is substantial evi-
dence of a relationship with patient health out-
comes, patient satisfaction, and patient adher-
ence in primary care.12–15 In general, patients
prefer a balance between psychosocial and bio-
medical topics and the opportunity to ask ques-
tions.15 These aspects of care may be especially
pertinent to long-term management and recov-
ery from acute episodes of musculoskeletal pain.
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Low back pain (LBP) is one of the most com-
mon pain conditions affecting working-age adults,
and LBP is a leading cause of lost productive time
at work.16 Though acute LBP is typically benign
and remits spontaneously over several weeks with
little or no treatment, a quarter of patients experi-
ence problems for longer than 3 months,17 and
approximately 10% will go on to experience
chronic LBP and disability.18 Prognostic studies
have shown that once rare, but serious, biomedical
“red flags” have been ruled out, the perpetuation of
chronic LBP is tied to personal circumstances, pain
beliefs, and other nonmedical psychosocial fac-
tors.18–20 Workplace factors include physical job
demands, inability to modify work, job stress, lack
of social support, job dissatisfaction, poor expecta-
tions for resuming work, and fear of reinjury.18

Psychological factors include pain catastrophizing,
poor expectations for recovery, worries, distress,
and fear of movement.19,20 Though there are ef-
forts to translate this body of evidence on prognos-
tic factors into practical advice for providers,21–24

more research is needed to assess the role of gen-
eral practitioners in identifying and addressing
these factors.

As with other medical conditions, patient-cen-
tered interactions should speed LBP recovery by
integrating psychosocial and workplace concerns in
early evaluation, counseling, advice, case manage-
ment, and referral. For example, an individual with
an unaccommodating employer may benefit from a
provider call to the workplace, a more detailed
exploration of workplace conditions and physical
job demands, or a more explicit recommendation
for temporary job accommodations.25 Workers
who report high levels of emotional distress may
benefit from interventions that provide greater re-
assurance and support, counter dysfunctional pain
beliefs, provide ways to manage stress and discour-
agement, and involve gradual activity exposure and
goal setting.26 Though the advice and counseling of
a single visit alone may be insufficient to overcome
the negative impact of psychosocial factors on LBP
recovery,27–29 it may provide a basis for screening
and referral of high-risk patients to workplace,
physical, or psychosocial interventions shown to
prevent chronic back disability.30

We designed a study of routine visit communi-
cation during initial consultations for acute LBP to
contribute to this important area of inquiry. We
used the Roter Interaction Analysis System (RIAS),

a widely used and well-validated method of inter-
action coding,31–33 to objectively measure elements
of patient-provider communication without the
problem of patient recall bias. We previously re-
ported findings that related patterns of patient-
provider communication during an initial LBP
medical visit to the presence of psychosocial “yel-
low flags” identified by patient report before the
visit using the Back Disability Risk Question-
naire.34 We found that visit communication dif-
fered by patients’ disability risk, although not in the
way we had expected, considering the presence of
psychosocial flags. Compared with patients deter-
mined to be of low or moderate risk for long-term
disability, visit dialogue with high-risk patients was
significantly more focused on medical explanations
and therapeutic regimen. Despite the presence of
psychosocial yellow flags among the high-risk pa-
tients, they engaged in little discussion of lifestyle
and psychosocial factors during their visits.

The current analysis extends our earlier work by
relating LBP visit communication prospectively to
3-month outcome measures of patient pain, disabil-
ity, and return to work. We hypothesized that pa-
tient outcomes would be improved when the initial
visit was characterized by higher levels of rapport,
engagement, and attention to lifestyle and psycho-
social issues.

Methods
Participants
Providers
As described in detail elsewhere, 14 clinicians—
including 6 physicians, 4 nurses practitioners, 2
physician assistants, 1 osteopath, and 1 chiroprac-
tor—participated in the study and were recruited
from 10 free-standing, community-based medical
clinics in the northeastern United States. The age
of providers ranged from 28 to 63 years (mean, 48.4
years); clinical experience ranged from 2 to 35 years
(mean, 20.2 years). Each provider was asked to
recruit at least 6 consecutive patients who met
eligibility criteria.

Patients
Ninety-seven patients (62 men, 35 women) were
recruited from the consecutive caseload of patients
who were seeking an initial medical evaluation for
work-related, acute LBP. Inclusion criteria were (1)
nonspecific sacral or lumbar back pain; (2) acute
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onset or exacerbation during the past 14 days; (3)
pain presumed to be of occupational origin; (4) age
�18 years; and (5) fluency in English. Patients were
predominantly young, white, blue-collar workers
employed by medium to large companies, with
moderate income and some technical or college
training (detailed demographic data are reported
elsewhere).34 Clinicians estimated patient volunta-
rism rates from 50% to 75%, and the actual num-
ber of recruited patients per provider in the final
data set ranged from 2 to 11 (mean, 6.6).

Procedure
Study procedures were approved by the Institu-
tional Review Boards of the Liberty Mutual Re-
search Institute for Safety and the Johns Hopkins
Bloomberg School of Public Health. Eligible pa-
tients were identified by front desk staff before an
initial medical evaluation for work-related, acute
LBP. Details of the research study were described,
and a consent form was provided for patients to
review and sign. The consent form described con-
fidentiality of surveys and audiotapes, assurance
that no surveys would be placed in medical records
or shared with employers, and notice that the pa-
tient would receive a $30 retail gift card for com-
pleting the survey. After signing the consent form,
volunteer patients completed a baseline question-
naire before being ushered to an examination room
for a customary patient interview and examination.
Providers were blind to results from the baseline
questionnaire. At 1 and 3 months after the initial
medical evaluation, participants completed a fol-
low-up questionnaire assessing pain, function, and
disability status.

Measures
Roter Interaction Analysis System
As reported previously,34 the LBP visit audio tapes
were coded by 2 trained raters at the Johns Hopkins
Bloomberg School of Public Health using the
RIAS. The RIAS coders were blind to patient out-
come data. A random sample of 15% of the audio-
tapes was double coded to assess interrater reliabil-
ity. As in many other RIAS studies, average
intercoder correlation was adequate (88% for pro-
vider codes and 91% for patient codes occurring at
least twice per interaction on average). (See Shaw et
al34 for more details about the coding approach and
examples of the RIAS codes.) The individual coded
variables were consolidated into 10 composite

scores for ease of interpretation and to reduce the
likelihood of type I errors. These 10 composite
variables represented the principal level of analysis
for the study.

Numerical Pain Rating Scale
At 1- and 3-month follow-up, participants rated
back pain on an 11-point numerical rating scale
from 0 (“no pain at all”) to 10 (“worst pain possi-
ble”). The reliability and validity of the pain nu-
merical rating scale has been well documented,35

and the scale has demonstrated sensitivity to pain
treatments for LBP.36

Roland-Morris Disability Questionnaire
Functional limitation caused by LBP was assessed
at 1- and 3-month follow-up using a 16-item ab-
breviated form of the Roland-Morris Disability
Questionnaire (RMDQ).37,38 The RMDQ has
good reproducibility, construct validity, and re-
sponsiveness to intervention.39 One-week test-re-
test reliability for the RMDQ is 0.88, and it corre-
lates well with other established measures of
physical function.40

Return to Work
At 1- and 3-month follow-up, participants provided
details about current work status, any temporary
modifications or physician restrictions, and the cu-
mulative duration of work absences and work mod-
ifications.

Data Analysis
Medical visits were successfully recorded for 94
participants (the recording device was not properly
activated in 3 cases). Associations between the 10
composite variables from the RIAS coding system
and the outcomes of pain and functional limitation
(RMDQ) at 1- and 3-month follow-up were as-
sessed using Pearson correlations. For the outcome
of return to work, associations with RIAS variables
were assessed using independent samples 2-tailed t
tests. A composite clinical case rating that indicated
the need for continued medical follow-up (“remit-
ted” vs “unresolved”) provided an additional out-
come measure, and associations with the RIAS vari-
ables were assessed using independent samples
2-tailed t tests. The � � 0.05 for all analyses.

Use of multilevel analysis was considered be-
cause patients in the study were nested within pro-
viders, but this would have required a minimum of
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30 providers.41 Because intraclass correlations42 for
each of the 10 composite patient communication
variables were nonsignificant (P � .05), we con-
cluded that simple analysis of variance models
should yield unbiased standard error estimates. In
other words, variability between patients who were
seeing the same provider far exceeded variability
between the pooled results of individual providers.

Results
Visit duration was from 3.2 to 31.0 minutes
(mean � SD, 15.4 � 7.0 min), and the mean initial
pain intensity rating was 6.3 (SD, 2.1). The mean
number of statements from clinicians was 256.7
(SD, 99.0) compared with 154.3 from patients (SD,
70.7). Visit duration and the frequency of patient
statements were similar to that of prior studies of
primary care visits in the United States,43,44 but the
frequency of clinician statements were somewhat
greater (256.7 vs 176.3).44 At 1-month follow-up,
83 patients (86%) were reachable by telephone.
The mean pain rating (0–10) was 3.0 (SD, 2.2); the
mean RMDQ functional limitation (0–100) was
44.3 (SD, 30.7); and 69% had returned to full-duty
work. Patients were categorized as either “remit-
ted” (48%) or “unresolved” (52%) at 1 month
based on a composite clinical case rating method.
Cases were classified as “unresolved” if any of the
following criteria were met: (1) pain rating �5; (2)
functional limitation (RMDQ) exceeding 50;
and/or (3) no full-duty return to work. This “case
rating” method has been used in previous studies to
denote cases of acute LBP that are likely to require
continued clinical assessment, care, or monitor-
ing.45

At 3-month follow-up, 81 patients (84% of orig-
inal sample) were able to be reached by telephone.
The mean pain rating (0–10) was 2.8 (SD, 2.0); the
mean RMDQ score of functional limitation (0–
100) was 29.2 (SD, 30.3); and 70% had returned to
full duty work. The same composite clinical case
rating method led to a categorization of 62% as
remitted and 38% unresolved at 3 months. Five
participants who were categorized as “remitted” at
1 month relapsed to meet criteria for “unresolved”
at 3 months.

Correlations between the 10 RIAS communica-
tion categories and the outcomes of pain and func-
tional limitation are shown in Table 1 (significant
correlations at .05 level shown in bold typeface).

Results were generally similar for both 1- and
3-month follow-up periods. With respect to patient
communication, providing more biomedical infor-
mation, engaging in more emotional rapport build-
ing with providers, and using more procedural lan-
guage was associated with poorer outcomes of pain
and functional limitation at follow-up. More neg-
ative rapport building was correlated with 3-month
but not 1-month outcomes. In terms of provider
communication, asking more biomedical and psy-
chosocial/lifestyle questions and engaging in more
facilitation/engagement and positive rapport build-
ing with patients was associated with poorer out-
comes at follow-up. The majority of psychosocial/
lifestyle questions asked by clinicians were about
health habits, work demands, self-care regimen,
and daily activities (sample psychosocial/lifestyle
questions are shown in Table 2). Outcomes of pain
and dysfunction were correlated with more total
patient and provider statements at the initial visit
(correlation range, 0.30–0.37) but not with a
longer visit duration. In contrast with the results
for longitudinal pain outcomes, none of the patient
or provider communication variables were signifi-
cantly correlated (P � .05) with pain ratings at the
initial visit.

Communication patterns of patients and provid-
ers at the initial evaluation were also compared
based on return to work and clinical case ratings
using independent samples t tests (Table 3). pa-
tients who would fail to return to usual work with
no restrictions or modifications by 3 months
(30%), biomedical questions from providers were
59% more frequent and clinician utterances related
to facilitation/engagement were 56% more fre-
quent at the initial evaluation. With respect to
patient communication, patients who failed to re-
turn to usual job responsibilities provided 42%
more biomedical information and had nearly 4
times the rate of negative rapport building and
procedural language.

Results were similar when communication vari-
ables were compared based on the composite clin-
ical case rating (39% unresolved). Providers asked
more biomedical and psychosocial/lifestyle ques-
tions and did more facilitation/ engagement,
whereas patients provided more biomedical infor-
mation. Both failed return to work and an “unre-
solved” case rating were associated with more total
patient and provider statements at the initial visit
(independent samples t tests) but not with a longer
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visit duration. Results for the 1-month outcome
measures of return to work and clinical case rating
(not shown) were nearly identical, with slightly
reduced measures of association.

Discussion
This study is the first that we are aware of to relate
the dialogue during the medical visit for LBP to
3-month pain and recovery outcomes. Though
practice guidelines46 for LBP treatment emphasize
the importance of psychosocial and workplace fac-
tors, few of these provide detailed methods for
screening or counseling patients. The goal of this
study was to determine whether variations in com-
munication during an initial evaluation for LBP
might relate to 3-month patient outcomes, espe-
cially in light of the presence of lifestyle/psychos-
ocial concerns. Though not conclusive, study re-

sults suggest that providers do adopt more patient-
centered interviewing strategies for patients with
ultimately poorer outcomes, despite little disclo-
sure of psychosocial or lifestyle concerns from pa-
tients.

Patient and provider communication variables
that predicted longitudinal pain outcomes were not
related to pain ratings at the initial visit. Although
most patients reported high baseline pain ratings
(after all, this is why they sought care), differences
in pain ratings may have minimal prognostic value
to predict the duration of a pain episode. Clinicians
apparently use other cues besides presenting pain
level (ie, physical examination results, patient dis-
tress) to shape their communication approach. A
previous study by the research team47 has shown
that clinician ratings of a poor prognosis in this
patient population are based not only on pain in-

Table 1. Pearson Correlations of Patient and Provider Communication with Pain and Function Outcomes

Verbal Exchanges

Pain Rating Functional Limitation

First
Visit (n � 90)

At 1 Month
(n � 80)

At 3 Months
(n � 77)

At 1 Month
(n � 80)

At 3 Months
(n � 77)

Provider
Biomedical/therapeutic questions 0.16 0.41† 0.27* 0.31† 0.35†

Lifestyle/psychosocial questions 0.03 0.34† 0.16 0.30† 0.30†

Biomedical/therapeutic
information

0.17 0.06 0.03 0.08 0.08

Lifestyle/psychosocial information 0.15 �0.08 �0.06 �0.09 �0.02
Facilitation/engagement 0.14 0.50† 0.43† 0.40† 0.46†

Rapport building
Positive 0.11 0.31† 0.27* 0.32† 0.31†

Negative 0.19 0.20 0.17 0.21 �0.13
Emotional 0.01 �0.05 �0.06 0.15 0.23*

Socializing/chit-chat �0.20 0.00 �0.06 �0.05 �0.03
Procedural language 0.16 0.34* 0.19 0.15 0.21

Patient
Biomedical/therapeutic questions 0.08 �0.06 �0.01 �0.12 �0.02
Lifestyle/psychosocial questions 0.18 0.06 0.00 0.10 �0.03
Biomedical/therapeutic
information

0.02 0.43† 0.29† 0.22* 0.30†

Lifestyle/psychosocial information 0.00 0.09 0.13 0.13 0.20
Facilitation/engagement 0.01 -0.01 0.05 0.05 0.00
Rapport building

Positive 0.10 0.20 0.19 0.03 0.10
Negative 0.10 0.04 0.23* 0.17 0.23*
Emotional �0.27* 0.26* 0.26* 0.21 0.24*

Socializing/chit-chat �0.20 -0.08 �0.11 -0.10 �0.10
Procedural language 0.06 0.25* 0.25* 0.02 0.24*

*P � .05.
†P � .01.
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tensity but also on radicular pain, high levels of
functional limitation, observations of depressed
mood, and poor workplace support. These types of
factors may signal the need for a more detailed,
patient-centered interview.

Patients in this study who experienced delayed
recovery from acute LBP did not show any greater
tendency to talk with their clinicians about lifestyle
and psychosocial concerns than patients with a
more positive trajectory. This is unfortunate con-
sidering evidence from the literature that these
concerns could be important prognostic factors.
Consequently, an important implication of the
study is that patients may be reluctant to overtly
discuss psychosocial problems and concerns with pro-
viders early in the course of LBP treatment. Previous
studies of patient-provider communication have dem-
onstrated a consistent need to encourage the voicing
of patients’ agendas and questions in daily clinical
practice.48 Half of patients in this study asked no
lifestyle or psychosocial questions, and only 6 patients
asked more than 2 questions. Thus, even patients
with serious concerns and worries about LBP re-
covery may be reluctant to discuss these concerns
with clinicians. Explicit probing by clinicians may

be necessary to accurately elicit and identify these
patient concerns.

Patients with poorer outcomes, however, did
provide more biomedical information, engage in
more rapport building with providers, and use
more procedural language. The increase in bio-
medical information provided is probably a result
of the increased biomedical questions from provid-
ers. Increased rapport building may relate to an
increased need for social support, reassurance, or
care demands. More use of procedural language
may simply reflect the need to make more frequent
changes to the course of conversation. Though
these differences in patient communication were
not profound, providers seemed to distinguish
high-risk patients and adapt their communication
patterns when interacting with them. This included
an increase in the number of biomedical and life-
style/psychosocial questions, more use of facilita-
tion and engagement, and more positive rapport
building. Thus, without any special instructions,
providers in this study seemed to make adjustments
while interviewing high-risk patients to establish
greater rapport and collect additional background
information. However, given the observational na-

Table 2. A Representative Sampling of Psychosocial and Lifestyle Questions Asked by Clinicians during Recorded
Visits

Domain Question RIAS Code

Worries or concerns Any other concerns or anything? Psychosocial, open-ended
Emotional state How do you feel about that? Psychosocial, open-ended

Why were you upset with yourself? Psychosocial, open-ended
Workplace barriers What’s happening with work? Lifestyle, open-ended

Have you talked to them about this? Lifestyle, closed-ended
Health habits Drink a lot of alcohol? Lifestyle, closed-ended
Exercise regimen Did you do the exercises? Daily? Lifestyle, closed-ended (2)
Self-care Are these inserts in your shoes? Lifestyle, closed-ended
Work status Have you been working or out of work totally? Lifestyle, closed-ended
Work habits You know you don’t have to work long shifts, right? Lifestyle, closed-ended
Injury factors Shoveling or just the snowplow? Lifestyle, closed-ended
Recreation What kind of sports do you play? Lifestyle, open-ended
Job modification Did Mr. M. say you’re not able to work at all? Lifestyle, closed-ended

If I bumped you to 25 lb, would that change the work you can do? Lifestyle, closed-ended
Workplace

exposures
Do you do a lot of that kneeling and crawling in your work? Lifestyle, closed-ended

Daily activities Are you back in your bed? Lifestyle, closed-ended
Job description What kind of animals do you raise? Lifestyle, closed-ended
Lifting technique Are you lifting them with good body mechanics? Lifestyle, closed-ended
Daily activities Have you been raising your daughter by yourself? Lifestyle, closed-ended

Have you traveled recently? Lifestyle, closed-ended

RAIS, Roter Interaction Analysis System.
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ture of the study, it was difficult to assess whether
this had any beneficial effects on patient outcomes.

Given the reluctance of patients to share key
psychosocial information during an initial consult
for LBP, the use of self-report questionnaires or
other interview guides might assist with history
taking and risk factor identification. For example, a
very brief 4-question screener is available to effi-
ciently assess for history of major depression or
anxiety (Patient Health Questionnaire 4).49 Other
screening questionnaires designed specifically for
LBP include the Orebro Musculoskeletal Pain
Questionnaire,50 the Back Disability Risk Ques-

tionnaire,45 and the Vermont Disability Prediction
Questionnaire.51 Such brief screens were designed
to identify patients at highest risk based on pain
catastrophizing, difficulties of job modification, un-
necessary activity restriction, and similar factors.
Such brief assessments might be easily applied in
clinical settings, and this could identify candidates
for more intensive case management, education, or
rehabilitation efforts. Also, there are brief interview
guides that are intended to provide clinicians with
added information about eliciting psychosocial and
workplace information from patients with LBP.52

Table 4 shows open-ended interview questions that

Table 3. Comparison of Initial Patient-Provider Communication to 3-Month Return-to-Work and Case Ratings

Verbal Exchanges

Return to Work*

Statistic

Clinical Case Rating

Statistic

Returned
(n � 54)

(mean �SD�)

Not returned
(n � 23)

(mean �SD�)

Remitted
(n � 47)

(mean �SD�)

Unresolved
(n � 30)

(mean �SD�)

Biomedical/therapeutic questions
Provider 32.35 (19.06) 51.35 (27.97) t(75) � 2.98† 32.23 (19.10) 47.10 (27.20) t(75) � 2.82†

Patient 1.93 (3.15) 2.35 (2.69) NS 2.00 (3.35) 2.13 (2.43) NS
Lifestyle/psychosocial questions

Provider 6.24 (4.08) 8.65 (6.41) NS 6.30 (4.28) 8.00 (5.82) NS
Patient 0.81 (1.12) 0.61 (0.78) NS 0.75 (0.99) 0.77 (1.10) NS

Biomedical/therapeutic information
Provider 53.11 (40.03) 49.17 (27.26) NS 52.14 (41.98) 51.60 (26.55) NS
Patient 63.56 (29.65) 90.04 (45.62) t(75) � 3.03† 63.00 (31.01) 84.73 (41.87) t(75) � 2.61†

Lifestyle/psychosocial information
Provider 28.02 (22.67) 20.70 (15.00) NS 27.66 (23.31) 22.97 (16.24) NS
Patient 25.78 (26.09) 33.35 (27.30) NS 26.15 (26.89) 31.00 (26.08) NS

Facilitation/engagement
Provider 30.02 (14.71) 46.91 (21.28) t(75) � 4.01† 27.68 (12.03) 46.63 (21.01) t(75) � 4.49†

Patient 2.07 (2.74) 2.43 (2.48) NS 2.13 (2.88) 2.27 (2.30) NS
Positive rapport building

Provider 37.17 (18.41) 46.30 (19.49) t(75) � 1.96† 36.28 (17.16) 45.57 (20.79) t(75) � 2.13†

Patient 35.20 (19.88) 37.17 (19.88) NS 34.85 (20.33) 37.27 (19.10) NS
Negative rapport building

Provider 0.35 (0.78) 0.17 (0.39) NS 0.38 (0.82) 0.17 (0.38) NS
Patient 0.41 (0.94) 1.57 (3.38) t(75) � 2.33† 0.34 (0.92) 1.40 (3.00) NS

Emotional rapport building
Provider 18.54 (11.56) 20.22 (14.38) NS 17.23 (11.00) 21.87 (14.05) NS
Patient 9.89 (9.03) 13.57 (11.43) NS 9.49 (9.23) 13.33 (10.55) NS

Socializing/chit-chat
Provider 1.91 (3.71) 1.74 (3.51) NS 0.38 (0.82) 0.17 (0.38) NS
Patient 1.52 (3.86) 0.96 (2.18) NS 0.34 (0.92) 1.40 (3.00) NS

Procedural language
Provider 32.85 (16.37) 47.78 (28.30) t(75) � 2.91† 0.38 (0.82) 0.17 (0.38) NS
Patient 0.57 (1.09) 2.17 (2.72) t(75) � 3.70† 0.34 (0.92) 1.40 (3.00) NS

*Resumption of normal, full-duty responsibilities.
†P � .05
NS, not significant.
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have been recommended to assess these factors in
patients with LBP.24,53

In light of the study findings that suggest patient
reticence in psychosocial disclosure and question
asking, patient activation interventions may be an
especially promising approach. These interventions
are designed to assist patients in the development
of communication skills that engage them in the
medical dialogue and decision-making process. In
contrast to the many programs designed to enhance
physicians’ communication skills, relatively few
have been devoted to helping patients develop
communication skills for use during medical visits.
Nevertheless, this small body of work has grown
substantially since the earliest patient activation in-
terventions some 30 years ago, in which a brief
waiting-room intervention was successful in in-
creasing questions asked by patients and the discus-
sion of psychosocial and lifestyle topics during a
subsequent medical visit.54 A systematic review of
patient activation interventions through 2004 iden-
tified 20 studies of this kind, the majority of which
reported significant, albeit modest, effects on in-
creasing questions asked by patients.55

Limitations
Limitations of this study include the relatively
small sample size of patients and providers, a po-
tential for bias in the selection and volunteerism of
participants, and a short follow-up duration (3
months). All participants in this study were report-

ing work-related cases of acute LBP, and this may
limit its generalizability to other types of back
problems. Patients in the study had no longstand-
ing history with providers, and patients may have
been more reluctant to share personal information
with clinicians that they perceived to be “company
doctors,” responsible for the medicolegal aspects of
documenting work injuries. Also, our analyses were
limited to the initial visit, before disagreements
between the patient and physician (eg, about pain
medications or work status) might be likely to de-
velop. The observational nature of the study pro-
hibited a test of whether patient-centered commu-
nication might buffer the negative impact of
lifestyle/psychosocial factors, but future studies
might test this hypothesis in response to specific
instructions to providers. Use of composite RIAS
variables limited the possibility of conducting more
fine-grained analyses; however, inclusion of all 40
variables from the RIAS coding method would have
substantially inflated type II error rates.

Conclusion
Despite limitations, results of this study suggest
that providers recognize the need to adapt their
communication style when confronting patients at
risk for delayed recovery, even when high-risk pa-
tients ask few questions and make infrequent dec-
larations of lifestyle/psychosocial concerns. These
barriers to communication may be even more pro-

Table 4. Open-Ended Questions to Elicit Patient Information about Psychosocial and Workplace Factors

Psychosocial Domain Recommended Open-Ended Interview Questions

Physical job demands Are you concerned about resuming any particular job tasks?
Ease of job modification Do you think your work might be modified to ease your transition back to work?
Job stress Is that a stressful type of work?
Workplace social support How do you think your supervisor and co-workers will react?
Return-to-work expectations Any other concerns about returning to work?
Fear of reinjury Why do you think you have the pain? Are you worried about more serious injury?
Job commitment and tenure Have you been doing this type of work for long?
Fear avoidance beliefs Do you have any fears about your pain?

What do you fear the most?
Pain catastrophizing What does your pain mean for your body?
Depressed mood Any history of mood problems?
High distress/anger How are you managing with the pain?

Why do you think you have the pain?
Low self-efficacy What are the best ways that you cope with pain?
Symptom expectations How severe is your pain?

How long do you think it will last?
Pain behavior/lifestyle What are the biggest problems that your pain will cause for you?

doi: 10.3122/jabfm.2011.01.100054 Patient-Provider Communication and Back Pain 23

 on 4 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2011.01.100054 on 5 January 2011. D

ow
nloaded from

 

http://www.jabfm.org/


nounced in a more ethnically and linguistically di-
verse patient populations, given the notable effects
of culture on pain experience.53 Future work might
involve examining patient-provider interactions
more qualitatively to extract emergent themes of
the interactions, and future studies might examine
whether screening questionnaires and other inter-
view aids might facilitate patient-centered commu-
nication to improve LBP outcomes.

The authors would like to acknowledge Mary Jane Woiszwillo
for her assistance with project coordination, provider recruit-
ment, and data collection.
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