Taylor & Francis
Taylor & Francis Group

Reha

A temaionel, -y o

% Disability and Rehabilitation
ation

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/idre20

Patients’ expectations of physiotherapists
before and after an intensive chronic low back
pain rehabilitation programme: a qualitative
study based on semi-structured interviews and
observations

Claude Pichonnaz, Céline Ancey, Josiane Mbarga & Rose-Anna Foley

To cite this article: Claude Pichonnaz, Céline Ancey, Josiane Mbarga & Rose-Anna Foley (2023):
Patients’ expectations of physiotherapists before and after an intensive chronic low back

pain rehabilitation programme: a qualitative study based on semi-structured interviews and
observations, Disability and Rehabilitation, DOI: 10.1080/09638288.2023.2205171

To link to this article: https://doi.org/10.1080/09638288.2023.2205171

A
© 2023 The Author(s). Published by Informa h View supp|ementary material &
UK Limited, trading as Taylor & Francis

Group
% Published online: 26 Apr 2023. Submit your article to this journal &
. . A
il Article views: 395 & View related articles ('

@ View Crossmark data (&

CrossMark

Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalinformation?journalCode=idre20


https://www.tandfonline.com/action/journalInformation?journalCode=idre20
https://www.tandfonline.com/loi/idre20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/09638288.2023.2205171
https://doi.org/10.1080/09638288.2023.2205171
https://www.tandfonline.com/doi/suppl/10.1080/09638288.2023.2205171
https://www.tandfonline.com/doi/suppl/10.1080/09638288.2023.2205171
https://www.tandfonline.com/action/authorSubmission?journalCode=idre20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=idre20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/09638288.2023.2205171
https://www.tandfonline.com/doi/mlt/10.1080/09638288.2023.2205171
http://crossmark.crossref.org/dialog/?doi=10.1080/09638288.2023.2205171&domain=pdf&date_stamp=2023-04-26
http://crossmark.crossref.org/dialog/?doi=10.1080/09638288.2023.2205171&domain=pdf&date_stamp=2023-04-26

DISABILITY AND REHABILITATION e Taylor & Francis

https://doi.org/10.1080/09638288.2023.2205171 Taylor & Francis Group

ORIGINAL ARTICLE & OPEN ACCESS | ) Gheck for updites |

Patients’ expectations of physiotherapists before and after an intensive
chronic low back pain rehabilitation programme: a qualitative study based on
semi-structured interviews and observations

Claude Pichonnaz*® ), Céline Ancey?, Josiane Mbarga“ and Rose-Anna Foley©

aDepartment of Physiotherapy, HESAV School of Health Sciences, HES-SO University of Applied Sciences and Arts Western Switzerland, Lausanne,
Switzerland; PDepartment of Musculoskeletal Medicine, University Hospital and University of Lausanne (CHUV-UNIL), Lausanne, Switzerland;
“Department of research and development, HESAV School of Health Sciences, HES-SO University of Applied Sciences and Arts Western Switzerland,
Lausanne, Switzerland

ABSTRACT ARTICLE HISTORY
Purpose: To investigate the expectations regarding physiotherapists of patients attending an  Received 24 August 2022
interdisciplinary CLBP rehabilitation programme and the response to these expectations. Revised 13 April 2023
Materials and methods: A thematic analysis was conducted, based on interviews of working-age Accepted 14 April 2023

patients with CLBP and without significant comorbidities. KEYWORDS
Results: Twenty patients participated (9 male, 11 female, aged 21-58years; symptoms duration Expectation; physiotherapy;
4.3+3.0years; pain VAS 53+21mm). Patients expected to learn pain and activity management.  chronic pain; rehabilitation;

Expected outcomes were a reduction of pain, increased well-being and a return to normality. A qualitative research; patient
collaborative approach involving therapeutic and relational adaptation was expected. Despite ~ Perspective; low back pain
divergences concerning emotional aspects, patients expected a large range of applied psychosocial

skills.

The programme met the expectations of most patients, especially when its goals matched those

reported by the individuals. For most participants, the pain relief was below expectations. Active

therapies were valued. After the programme, patients felt more ready to take responsibility for their

back.

Conclusion: The expectation of developing self-management skills was prevalent. Expected treatments

were mostly compatible with recommendations. Expectations to resume activities and decrease pain

were in line with the rehabilitation goals, although the expected reduction in pain was overestimated.

Relational expectations converged towards patient-centred care.

> IMPLICATIONS FOR REHABILITATION

Patient-therapist agreement on rehabilitation goals is central to meeting the expectations of patients
following a chronic low back pain (CLBP) rehabilitation programme.

Physiotherapists should be aware of the wide range of expectations that patients with CLBP have
of them in terms of skills development, relationship and outcome.

The treatments expected by patients with CLBP were mostly compatible with scientific treatment
recommendations.

Since expectations are rarely expressed spontaneously during treatment sessions, physiotherapists
should regularly enquire about them and their evolution in the course of rehabilitation.
Following the programme, the patients’ expectations had shifted from focusing on the physiotherapist
to taking responsibility for self-management of the CLBP, although they had some doubt about
their ability to achieve this.

Introduction 12weeks. It is classified as non-specific when “not attributable to
a recognisable, known specific pathology, disorder, radicular syn-
The approach of chronic low back pain in rehabilitation drome or cauda equina syndrome” [1]. It has been identified as the

Chronic low back pain (CLBP) is defined as “pain and discomfort, leading cause of disability globally [2]. A non-negligible proportion
localised below the costal margin and above the inferior gluteal (23%) of cases of acute back pain evolve into chronic pain, leading
folds, with or without referred leg pain,” persisting for at least to long-term disability in 11-12% of the population [3]. Moreover,

CONTACT Claude Pichonnaz @ claude.pichonnaz@hesav.ch @ Department of Physiotherapy, HESAV School of Health Sciences, HES-SO University of Applied
Sciences and Arts Western Switzerland, Beaumont 21, 1011 Lausanne, Switzerland; Department of Musculoskeletal Medicine, University Hospital and University of
Lausanne (CHUV-UNIL), Lausanne, Switzerland

Supplemental data for this article can be accessed online at https://doi.org/10.1080/09638288.2023.2205171.
© 2023 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work is properly cited. The terms on which this article has been published allow the posting of the Accepted
Manuscript in a repository by the author(s) or with their consent.


http://orcid.org/0000-0001-9381-8503
http://orcid.org/0000-0003-3276-2985
http://orcid.org/0000-0001-5928-2928
mailto:claude.pichonnaz@hesav.ch
https://doi.org/10.1080/0886022X.2023.2204953
https://doi.org/10.1080/09638288.2023.2205171
http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1080/09638288.2023.2205171&domain=pdf&date_stamp=2023-4-26
http://www.tandfonline.com

2 . C.PICHONNAZ ET AL.

CLBP presents a financial challenge for the health care system, as
it accounts for most of the costs related to back pain [4].

A biopsychosocial framework is considered the standard of
care to account for the complexity of CLBP [5]. Multiple subjective
factors such as the patient’s beliefs and experiences, expectations,
fear-avoidance, coping strategies, physical activity, depression and
anxiety influence the evolution of the condition and are consid-
ered to play a key role in its chronicisation [6]. Functional impair-
ment in CLBP cases is thought to be induced by a vicious circle
that includes an error in the interpretation of bodily sensations,
fear of pain, hypervigilance, avoidance of movement and therefore
deconditioning [7].

Despite the recognised influence of psychosocial factors, care
management within a predominantly biomedical framework is
still valued by a large proportion of patients and health care
professionals [5,8,9]. It is thus of importance to develop and inte-
grate the psychosocial body of knowledge into practice to opti-
mally address the issues related to CLBP. Qualitative research
addressing subjective issues related to the patients’ situation and
the rehabilitation process can provide knowledge that contributes
to the integration of psychosocial issues into clinical practice.

The role of expectations regarding chronic low back pain

Expectations play a significant role in the course, prognosis and
outcome of CLBP rehabilitation [6,10,11]. They influence patient
satisfaction and, more generally, the whole rehabilitation process
[12]. Health care expectations can be defined as the “anticipations
that given events are likely to occur during or as a result of medical
care” [13]. This definition conveniently encompasses the issues
related to both the expectations of the outcome and the expecta-
tions of the rehabilitation process [14]. The development of expec-
tations is a complex and dynamic process influenced by factors
such as needs, beliefs, values, previous experiences, anticipation,
self-efficacy, locus of control, attitudes and representations [12,15,16].

Expectations in health care can be classified into four types
[17, 18]: ideal (preferred outcome), predicted (realistic outcome),
normative (what should happen according to a subjective evalu-
ation of social norms) and unformed (when the patient is unable
to articulate their expectations and they take shape and meaning
through the patient’s experience) [14,19].

Pessimistic expectations negatively influence the outcome of
the treatment, while positive expectations have a favourable effect,
given their influence on attitudes, behaviours and the placebo
effect [15,20-23]. In addition to outcome expectations, expecta-
tions of the process and provision of care are also important, as
they influence adherence to treatment [5,21,24]. However, these
aspects have rarely been investigated. Increased knowledge about
a broad range of expectations of patients with CLBP could facil-
itate the implementation of a more personalised and comprehen-
sive rehabilitation approach [18].

The situation of patients with CLBP

The situation of CLBP patients has specific characteristics that
contribute to shaping their expectations. Psychosocial factors play
a more predominant role than biomedical factors in the persistence
of pain and disability [25]. Around 90% of cases are classified as
non-specific (i.e, with no identifiable pathoanatomical cause), as
the relationship is not strong between medical imagery and pain
[3,26]. This situation is unsettling for patients, who tend to develop
their own representations to give meaning to their experiences

[9,27]. In the absence of a biomedical explanation of the origin
of the pain, patients may feel that their pain has been disconfirmed
and may face stigmatisation from health professionals [28,29]. In
return, physiotherapists may feel disheartened and insufficiently
prepared to manage their relationship with this population, a
relationship that is sometimes described as “difficult” [28,30].
The prognosis of CLBP is poor, implying that the patient will
have to manage it over the long term [1]. Exercise, education and
cognitive behavioural therapy are first-line treatments, while mas-
sage, spinal manipulation, yoga, non-steroidal anti-inflammatory
drugs, acupuncture and surgery are second-line options [5]. When
the outcome of first-line treatments is not satisfactory, interdisci-
plinary rehabilitation programmes with coordinated delivery of
supervised exercise therapy, cognitive behavioural therapy and
medication are recommended to reduce pain, improve function
and decrease work loss [5,31]. These programmes also assist in
the return to what is considered a normal life by the patient [32].

Patients’ expectations of physiotherapists within
interdisciplinary CLBP rehabilitation programmes

Physiotherapy (PT) aims to develop, maintain and restore maxi-
mum movement and functional ability by encompassing physical,
psychological, emotional and social well-being in a process in
which goals are agreed upon with the patient [33]. It plays a
significant role in CLBP rehabilitation, within an interdisciplinary
team [34]. Physiotherapy strives to account for the patient’s expec-
tations, as part of the broad understanding of the patient’s situ-
ation, characteristics and perspective in the treatment process [33].

Knowledge about patients’ expectations of physiotherapists
during interdisciplinary CLBP rehabilitation programmes is limited,
in contrast to patients’ more generic expectations of health pro-
fessionals or medical doctors [24,35,36]. As expectations probably
vary for each profession according to its role in the rehabilitation,
there is a need to specifically investigate the expectations of phys-
iotherapists in this context. In a review of 211 articles on patients’
expectations [15], only three were related to physiotherapy and
none investigated CLBP. No studies have addressed intensive reha-
bilitation programmes, which require the involvement of patients
who have previously experienced treatment failures [21,37,38]. One
study, however, highlighted that expressing expectations about
treatment goals in physiotherapy is not straightforward for patients
and requires a targeted communication approach [39].

Response to patients’ expectations of physiotherapists within
interdisciplinary CLBP rehabilitation programmes

Unmet expectations about diagnosis, treatment outcome, legitimi-
sation by health professionals and patient-centred care have been
reported as sources of dissatisfaction for patients undergoing
low-back pain rehabilitation [1,35,40-43]. To the best of our knowl-
edge, however, no study has addressed the fulfilment of patients’
expectations of physiotherapists during a CLBP rehabilitation pro-
gramme [35,44].

Responding to the patients’ expectations may be challenging
for physiotherapists, who may feel role strain from the contradic-
tory expectations of stakeholders [45]. They must face the chal-
lenge of making decisions based on what is best for the individual
patient alongside utilitarian decisions for the greatest number
[46]. It may also prove challenging to combine scientific evidence
while maintaining patient-centred care that accounts for the
patient’s expectations [47,48].



No qualitative research has investigated CLBP patients’ expectations
of physiotherapists before an intensive rehabilitation programme, or
the response to these expectations. This study aims to fill these gaps.

The aim of this study is to investigate CLBP patients’ expecta-
tions of physiotherapists before an interdisciplinary rehabilitation
programme and the response to these expectations.

Materials and methods
Study design

A qualitative study based on semi-structured interviews and obser-
vations was used to investigate the patients’ expectations. The
Consolidated Criteria for Reporting Qualitative Studies (COREQ)
were used to report the research [49] (Appendix 1).

Study setting

The data collection was conducted in the Spine and Rehabilitation
Unit of the University Hospital and University of Lausanne
(CHUV-UNIL) between January 2014 and July 2016. Participants
were following a 3-week multidisciplinary rehabilitation programme
developed according to the guidelines for CLBP care. The pro-
gramme aimed to improve the patients’ functional abilities and
pain management. The patients followed the programme during
the day and stayed at home at night. The programme involved
physiotherapists, occupational therapists, psychologists and doctors.
The physiotherapy objectives were physical reconditioning, activity
management education and improvement of the psychological
state. The programme consisted of 15h of active group therapy
(stretching, muscle strengthening, core stabilization, cardiovascular
endurance) and three sessions (45min) of individual care per week
(Appendix 2). The study received ethical approval (Vaud Cantonal
Commission on Ethics in Human Research (CER-VD) protocol 22/14)
and was registered (ClinicalTrials.gov Identifier: NCT02123680).

Methodological framework

This research was carried out by two female health anthropologists
(RAF, PhD; JM, PhD) and a female and a male senior physiother-
apist (CA, PT, MSc; CP, PT, PhD).

The research used an interpretive socio-anthropological approach,
which considers experience to be subjectively lived and meaning
to be socially constructed by attributing sense to events or actions
[50]. This approach was combined with a critical perspective on
how people have incorporated representations of self and body in
relation to the illness and how moral, medical, economic and polit-
ical values also affect their individual experiences [51]. Intentionality
is an important concept that highlights that there is a co-constitution
between the situation and the person in the situation [52].
Expectations are considered one of the constituents of this lifeworld
[53], in which the patient’s experience consists in having expecta-
tions of physiotherapists, interpreting the response to their expec-
tations and attributing a meaning to them.

Study population

To be included, patients had to have CLBP and be enrolled in the
3-week rehabilitation programme for this condition in the
Department of Musculoskeletal Medicine of the University Hospital
and University of Lausanne (CHUV-UNIL), belong to the working-age
group (18 to 65years old), be able to understand the information
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and consent forms and be able to express expectations in the
local language (French).

They were excluded if they presented with a psychiatric con-
dition detected at the preliminary appointment with the psychol-
ogist, such as severe depression, anxiety, personality disorders or
addictions that could hinder participation in the programme or
disturb the group, or presented with a physical co-morbidity that
could interfere with the course of the rehabilitation programme,
as evaluated by the physician in charge of the programme.

Study sampling

A purposive sampling method was used so that the following
characteristics were represented: both men and women, wide age
range, migrants (as they are overrepresented in the back pain
population [54]), employment with physical demands and
socio-economic status. It was estimated that data saturation could
be reached with 20 participants [55,56].

As basic insurance cover is obligatory in Switzerland and
necessary to enter the programme, most social groups (excluding
the most precarious ones) were represented. Around 12 groups
of six patients followed the rehabilitation programme, in which
a maximum of two patients were enrolled simultaneously during
an 18-month period.

Data collection

The patients were contacted by phone based on a list of eligible
patients who had accepted to be contacted. This list was commu-
nicated by the doctors in charge of the rehabilitation programme.
They were informed orally about the study, and a written informa-
tion sheet and consent form were sent to patients who expressed
interest. An appointment was made with the interviewer upon
signing of the consent form. Semi-structured 1-h interviews were
used along with treatment observations. The interviews were con-
ducted by the two social scientists to limit social desirability in the
patient’s responses and because they are supposed to have less
prejudice linked to patients’ expectations in physiotherapy. The
interviews were conducted based on an interview guide derived
from the literature for the research purpose and refined using two
pilot interviews (Appendix 3). Two audio-recorded interviews were
conducted by the same anthropologist at the interviewee’s home
or a quiet and neutral environment 1week before and 3 weeks after
the programme. The interviewer took notes during the interview.

Non-participant observations of the first and last individual
physiotherapy treatments of the programme were led by one of
the anthropologists, for 50% of the participant, aiming to reach
a balance between gender, age categories and educational levels.
The patient-physiotherapist interactions, their respective roles,
the manifestations of the patient’s expectations and the reaction
of the physiotherapist were reported (Appendix 4).

The participant filled in a questionnaire about age, sex, family
composition, educational training, professional activity and pre-
vious therapy. Pain level (numeric scale), function (Oswestry) and
impact of pain on function (Roland-Morris) were extracted from
the patient’s file [57].

Data analysis

The content of each interview was transcribed and complemented
with the interviewer’s notes. A thematic analysis was then conducted
[58,59]. Themes relevant for the research purpose were initially
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determined from the literature and complemented by themes that
emerged from the pilot analyses, first conducted individually by
each team member and then discussed in interdisciplinary sessions.
A computer-assisted analysis on Atlas.ti was used, based on a
coding hierarchy derived from the two pilot interviews, which
evolved in an continuous iterative process (Appendix 5). These two
interviews were coded and analysed independently by all research-
ers. Then, the coding and analysis were shared until a consensus
was reached. The themes were distributed among the team. The
interviews and observations for the first 10 patients were coded,
analysed and discussed by a pair including an anthropologist and
a physiotherapist and then presented to the other
anthropologist-physiotherapist pair. The distribution of themes was
reversed for the last 10 patients. The results were sent to the whole
team and then shared in plenary sessions, during which the anal-
yses carried out by a pair were presented to the other pair and
then discussed and interpreted in an interdisciplinary manner.

Results
Study sample

Twenty-two people were contacted, two of whom declined to
participate. The socio-demographic characteristics of the 20
patients who participated in the interviews are detailed in Table
1. The clinical characteristics of the 10 patients who participated
in the observations are detailed in Table 2. All enrolled patients
willingly participated in the two interviews.

Expectations before the programme

Expectations related to physiotherapy before the programme

All patients appeared to have understood that the rehabilitation
programme was essentially oriented towards functional recovery,
except one who thought that the programme would serve to

Table 1. Sample clinical and social characteristics for interviews (n=20).

Variable Number
Age (years £SD; mimimum, maximum) 41.0 = 10.5; min. 21, max. 58
Sex

Women 9

Men 11

Clinical status of CLBP (mean +SD)

Symptom duration (years) 43+3.0
Pain level VAS (mm) 53+21
Oswestry disability index (0-100%) 274+115
Roland-Morris disability questionnaire 7.8+£3.6
(0-24 points)
Professional status during the study
In employment 14
On sick leave 3
Unemployed 3
Sick leave prior to study
Less than one month? 8
Frequent > 1month leaves® 9
None¢ 3
Marital status
Married 7
Divorced 6
Singles 7
Level of education
Mandatory training 4
Secondary level 12
Higher education 4

aSick leaves in blocks of days or weeks.

bCumulative sick leaves > 1month, each time.

“Various situations may explain the absence of sick leave despite CLBP:
self-employed worker, hourly wage unpaid in case of absence and housewife.

certify his incapacity for work. The content of the programme
was expected to be almost exclusively active (by 2 participants),
primarily active (7) or a combination of active and passive ther-
apies (6).

A minority (3 participants) expected that the programme would
explain the origin of the pain, although some (2) thought that
this expectation was in vain. Some participants (2) expected expla-
nations of body dysfunctions and what can be done about them,
rather than a pathological diagnosis. Patients frequently expected
advice and explanations of movement and gestures (6), learning
and understanding exercise (11) or body function (3). One person
mentioned having no specific expectations concerning the content
of the programme.

The physiotherapists were mainly seen as therapists of the
physical body, who help patients to recover their mobility (6),
are knowledgeable about the body (1) and know how to treat
the pain (2). There were two opposing perceptions of compa-
rable strength concerning the integration of the psychosocial
aspects into the physiotherapy interventions. Some patients (8)
considered the emotional aspects to be more related to the
field of psychology, while others (9) thought that physiothera-
pists should take into account the patient’s story and emotions
in their therapy. As an illustration, when asked whether he
thought physiotherapists should take emotions into account,
RN (male, 56-years old, security guard, pain for 2.5years) replied,
“No, | don't think so. Why? Because it's not his field (smile)-that'’s
what | think, it's not his field” AF (female, 48years old., early
childhood educator assistant, pain for 7years) said, “He does it
automatically, because if | tell him that today I'm not feeling
too well, he's going to do softer exercises, then he listened to
my feelings at the time.”

No a priori preference was expressed with respect to individual
or group physiotherapy sessions. Rather, the patients assigned
different complementary functions to each. Individual sessions
were more expected for personalised care and targeted therapeu-
tic approaches (8) and discussions about personal issues (4),
whereas group sessions were perceived as more suitable for
exchanging experiences (13) and sharing motivation, solidarity
and dynamism (5).

Patients had few expectations regarding a definite treatment,
with the exception of massage (9). However, massage was con-
sidered an adjuvant treatment which would be pleasant to receive
for well-being and relaxation rather than a treatment that the
physiotherapist would be expected to provide. KP (female, 46 years
old, beautician, pain for 3years) said, “The physiotherapist also
gave me massages at the end, so yes, it relaxed me but it doesn’t
solve the problem!”

Expectations of skills development
The patients’ expectations of the programme also included the acqui-
sition of skills to address the issue of CLBP. The participants’

Table 2. Sample clinical characteristics for observations (n=10).

Variable Number
Age (years+SD; minimum, maximum) 40.9 + 10.9; min. 29, max. 56
Sex

Women 5

Men 5

Clinical status of CLBP (mean+SD)

Symptom duration (years) 43+3.0
Pain level VAS (mm) 379+17.7
Oswestry disability index (0-100%) 23.1+12.4
Roland-Morris disability questionnaire 56+43

(0-24 points)
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descriptions of the most expected treatment approaches were vague,
with frequent mentions of “tools,” “keys” or “means” but without clar-
ification (14). Expressions such as “whatever tool would be useful”
or “anything that could be beneficial” were mentioned. More specif-
ically, some participants expected to learn to cope with pain and

manage pain (5) or to correct their movements and posture (2):

I'm waiting to do this back school so that | can learn the gestures, so
that | can know how to do it, or perhaps so that | can regain some
muscle tone in my lower back so that I'm in less pain, but what I'd
really like to do is... to return to a normal life, in fact, to an everyday
life in which | can do everything as | did before. (MB, male, 34 years
old, plasterer-painter, pain for 18 years)

| would like to be able to learn positions to relieve it [the pain], or ...
for example exercises to relieve it, or hear about the experiences of
other people who also have ... back pain, or exchange with other
people and then ... because taking the pain away, that's for sure not-
they told me clearly ... there is no magic wand that you can use to
stop the pain afterwards. (IL, female, 47 years old, auxiliary salesperson,
pain for 2 years)

Outcome expectations

The most commonly expressed outcome expectations concerned
pain, though with important nuances. Some patients expected less
pain (11), while others expected no more pain (8). In contrast, two
patients expressed the fear that the treatment could increase their
pain. Several patients (4) clearly expressed that pain disappearance
was not likely to be achieved. On this issue, when asked about her
expectations, KP (female, 46years old, aesthetician, pain for 3years)
said, “That my back won't hurt afterwards. (Laugh) Ok! No, that I'll
have less pain, and | know that | won't have less pain in three weeks.”

The resumption of valued activities was also an expected out-
come of the rehabilitation programme. The resumption of physical
activity was more frequently expressed (7) than returning to or
remaining in the workplace (2) or resuming personal (1) or family
(1) leisure activities.

The expectation that the programme would contribute to
strengthening the back was also commonly expressed (10). The
programme was also seen as an occasion to test one’s abilities
(2), even if one may feel pain (1).

A wide range of physical gains were also expected, among
which expectations of subjective improvements were more fre-
quently expressed than expectations of objective performance
improvements. Outcome expectations included “to feel better” (3),
“to regain a certain level of well-being” (2), “to get back in shape”
(1), to have short-term (1) or long-term relief (1), “to live according
to one’s aspirations” (1), “to regain normality” (3), “to have a break”
(2), “to find a solution through the interdisciplinary approach” (3)
and “to understand the link with emotions” (1).

Expectations of communication skills

The physiotherapist is often expected to favour the establishment
of a climate of mutual trust with the patient. Some patients also
highlighted the limitations of the support provided by the ther-
apeutic relationship (3), because as formulated by LB (female,
39years old, florist, pain for 2years), the patient “remains alone
to face the pain” Although some patients fully valued a collabo-
rative approach (7), some mentioned that moments of directive
communication within a collaborative approach are acceptable in
particular circumstances: when the issue concerns the physiother-
apist’s own area of expertise (3), when the aim is to stimulate
the patient (3) and when it is necessary to ensure that exercises
and gestures are performed correctly (2). JF (male, 31years old,
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sailing instructor, pain for 2.5years) articulated his expectations
concerning a directive or collaborative approach.

“In between the two, someone who knows ... who knows where he
wants to go, who is a bit bossy but who listens a bit .... who listens
to me a little-it's still me who has to give him information on where
I am, so ... a bit of a mixture of collaboration and then trusting some-
one who knows what he or she’s doing”

Among the expected attitudes of the physiotherapists in their
professional role, “listening” (9) and “answering questions and
providing explanations” (6) were the most frequently cited. The
other very varied quotes about the attitudes of the physiothera-
pists, which were cited by one or two patients, mostly women
(7/9 quotes), concerned “being supportive,” “caring for the person”
and “adapt to my personal profile” Undesired attitudes included
judgement, “Hammer the message home,” moralisation and sus-
picion that the person is taking advantage of the welfare system.
These attitudes were mainly mentioned by men in the group.

Observed expressions of expectations during physiotherapy
sessions

The observations in the physiotherapy sessions showed that the
communication mostly focused on pain and its treatment, with
patients saying little about their experience of CLBP and its impact
in different areas of their lives. The expectations were essentially
expressed in an indirect way. For example, patients described
their pain status but did not express related expectations. In
return, the physiotherapists generally acknowledged the reception
of the information and responded either by keeping to their initial
therapeutic plan or by adapting it to address the problem of the
day. Patients (8) often mentioned the state of the pain, their fears
and their concerns related to their professional career, but general
expressions of expectations concerning physiotherapy were rare.
Expectations were discussed only briefly during treatment sessions.

Two modes of interaction were observed during the sessions:
either the patient and the therapist shared information and adapted
to each other (6), or the patient tried to conscientiously follow the
therapist’s instructions (4). In one situation, a disagreement was
observed concerning the approach to pain during the exercises.
The patient, JG (female, 42years old, nurse anaesthetist, pain for
14years), questioned the appropriateness of the exercises. She felt
that they were painful, while the physiotherapist insisted on their
utility. JG said, “This one [muscle strengthening exercise] is the
most difficult for me!” The physiotherapist responded, “That’s why
you have to do it ... You can also do this one [stretching]”” JG then
exclaimed, “I'm going to die-this one hurts too much.” The phys-
iotherapist replied, “The rotation-it's good.” Finally, the patient said,
“But I'm not going to do anything that hurts too much/”

Most patients were active in communication by reacting to
the actions of the physiotherapist and expressing their point of
view, their lack of understanding (4) or more rarely their dissat-
isfaction (1). Others never challenged the physiotherapist and
always agreed with him (3).

Response to patient’s expectations collected after the
programme

Overall responses to expectations
Overall, a positive impression of the programme was expressed
by most patients (15, among which 11 expressed a very positive
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impression). Three expressed mixed feelings and two negative
feelings. One of the unsatisfied patients said that he expected
the programme to objectify his incapacity to work; the other said
that she expected pain relief to be central but felt her pain
increase during the programme.

The programme was considered intensive, which was generally
perceived positively (14): “rough” and “difficult” were used to
describe the programme, especially at the beginning. MP (female,
21years old, student, pain for 7years) expressed it this way:
“Physically it was ... really hard, a lot of aches and pains (small
laugh) everywhere, but ... it's done, | managed to the end, I'm
happy.’ Two patients would have liked even more intensity, to the
level they had previously experienced as athletes. Two people
saw the society’s investment for them to benefit from the pro-
gramme as a form of social recognition of their back pain.

Expected therapies

Several patients expressed their satisfaction by stating that the
exercises were adapted to their needs (5). One patient, who had
expressed no expectation during the first interview, expressed his
satisfaction with the follow-up and the acquisition of means to
manage pain.

A few patients expected to receive more massages and stated
that this expectation was not fulfilled (4). Those who did receive
massages appreciated them (4). Other therapies that were not
mentioned in the first interview as being expected were perceived
positively after the programme. These included hydrotherapy (8),
parafango hot packs (4) and relaxation (2). Some patients, less
numerous, appreciated active treatments such as strengthening
(3), proprioception work (3) and stretching (1).

Individualisation and adaptation were mentioned several times
as an advantage of individual sessions. Group treatment was largely
seen as favourable for the exchange of experiences (17). The oppor-
tunity to develop social relationships was also appreciated (14); for
example, friendly atmosphere, solidarity, pleasant social encounter,
team spirit and laughing were cited. Group dynamics were seen
as favourable for motivation (7), dynamism, exercise intensity,
decentration of pain and relativising one’s problems. The attitude
of the physiotherapist was seen as important for these issues (2).

The perceived limitations of group treatment concerned the
heterogeneity in people’s personalities, their physical abilities and
their objectives (4). This may lead to the exclusion of people who
do not cooperate or mix well with the group (2). Some patients
pointed out that the opportunities to ask questions (2) and the
correction of exercises were limited.

Relational adaptation and physical adaptation are closely linked
(3) and include adapting to the patient’s bodily reactions and
touching in a specific way (2). Conversely, a repetitive and stan-
dardised programme, even in a group format, was not well
received (2). One patient thought that the physiotherapists had
limited leeway for adaptation, since the programme had to be
applied as prescribed. Another expressed dissatisfaction that his
neck pain had not been addressed in the CLBP programme.

Outcome expectations

The expectation of pain relief was fulfilled for a minority of
patients (8), sometimes without progress on clinical measures (2).
Conversely, there were also expressions of unmet expectations
related to pain (3), despite a positive evolution on the pain scale
for some patients (2). Some patients who did not experience pain
relief understood that this was part of the limitations of the pro-
gramme and the nature of the disease (3). Others expected the

pain to disappear (3), which did not happen, and in one case the
pain increased (1).

The before-after back pain representation had frequently
changed following rehabilitation. Before the programme, MP
(female, 21 years old, student, pain for 7years) said, “| have to do
it, and even if it doesn't do me any good and does me more
harm than good, at least I'll have tried and gone through with
it After the programme, she said, “The muscle strengthening was
essential, but we had a hard time from beginning to end-it was
awful (laugh) but useful!” The back pain representation evolved
similarly for JE (male, 34years old, bathroom fitter, pain for 3years),
who initially said, “I have a deep-rooted image of this problem-it’s
been there for 12years-we've tried a lot of things and we've
relieved but haven’t removed the problem.” After the programme,
he commented, “I feel more solid ... | can hold on longer without
being tired when I'm sitting, and then not being bent over too
much; | feel that my back is more solid, that all these exercises
have done me good”

Some patients expressed a global impression of improvement
in well-being (5), using expressions such as “feeling much better,
“getting back to normal, “seeing how far the body can go” and
feeling that the “back is more solid”

Some patients (2) raised their expectations regarding pain
following the programme. They hoped that the positive evolution
would continue so that they would no longer feel pain, a hope
that they did not feel before. Others also expected the improve-
ment to continue (6), often mentioning that this evolution
depended largely on their consistency in continuing the exercises.
Some expected longer treatment periods or follow-up treatment
after the programme (4).

Gaining skills to resolve the problem
In regard to skills development, several participants reported that
the programme met their expectations for better pain manage-
ment (7), managing the issue (9) through exercise (7) or physical
activity (2), acquiring potentially useful knowledge and skills such
as relaxing the muscles (1), strengthening the back (8), modulating
the activity by including recovery periods (1), having a technical
basis for self-action (9) and understanding the pain process (2).
One patient noted that her expectations had been exceeded, as
she discovered a new method that suited her better than what
she had experienced in the past. Three patients were reassured
that their management of CLBP was adequate, which was posi-
tively perceived by them. One patient would have liked to receive
more explanations and more precise and practical solutions.
The knowledge developed during the programme included
understanding the functioning of the body (3), anatomical aspects
(2), the practicalities of an exercise programme (9), ergonomics
and load bearing (9), the pain process (2) and the use of methods
of relaxation (2). Knowledge gain was less prevalent in experi-
enced patients, who had previously attended a group or had had
many physiotherapy sessions (4).

Expectations regarding communication skills

Several patients were positively surprised by the quality of the
relationship due to the professionalism of the physiotherapists
(8), their commitment (4) and the quality of the communication
with the patient (2). The patients reported numerous signs that
the therapist was paying attention to them: taking time to answer
questions and being available (9), trusting relationship (5), kind-
ness (5), human relationship (4), absence of judgement (2), being



able to express oneself (2), being listened to (3), personal involve-
ment (1) and consideration of pain (1).

One patient, JG (female, 42years old, nurse anaesthetist, pain
for 14years), felt a lack of empathy, however, and that she was
not taken seriously. She did not feel that her pain was recognised
and did not give credit to her physiotherapist, whom she consid-
ered to be inexperienced:

“I had the impression that | was taken for a ... a fabulist ... | had the
impression that | was taken for a fibromyalgic ... | didn't find a very
open-minded physiotherapist ... my physiotherapist says ... my regular
physiotherapist has a lot of experience, and a young physiotherapist
comes and tells me the opposite.”

She also felt a lack of enthusiasm and motivation, especially
during group treatments.

Concerning the personal traits of the physiotherapist, patients
noted that friendliness (6), equality in the relationship (1), humour
(1) and be stimulating (1) were satisfying in the interaction. The
intrinsic qualities of the therapist were also considered, such as
being nice (4), having psychological skills (2), open-minded (3),
able to stimulate (2), tactful (1) and positive (1).

The expectation of support was fulfilled for most of the
patients. This mainly took the form of listening and dialoguing
(11), providing advice and explanations (9), coaching, correcting
and guiding (6), reassuring the patient about what should be
done (4) and stimulating (3).

Individualisation and adaptation to the patient were regarded
as important elements for satisfaction. Relational adaptation was
said to involve time spent listening to and dialoguing with the
patient, offering opportunities for the patient to express their
feelings (8), adapting to the patient (5) and focusing on the
patient (2). Adaptation also consisted of adjusting the treatment
to the patient’s problems and exercise needs (6), targeting the
problems experienced by the patient (3) and applying the appro-
priate techniques by modulating them to the specificities of the
patient (4). Relational and physical adaptations were seen as inter-
twined, whether positively or negatively, as illustrated by these
two quotations:

“| think she immediately understood ... She quickly saw-identified one
of the places where we needed to work; and then in addition we had
a good contact. You also talk much more easily with someone when
you see that you are understood.” (EB, female, 36 years old, medical
auxiliary, pain for 8 months)

“l also had to insist that my individual physiotherapist look at
my neck. | wasn't very happy, because apart from pressing very
hard all over the place ... It hurt me a lot during the physiother-
apy session, and | had to ask her to do it less hard ... | didnt
really see the point of being hurt like that” (JG, female, 42years
old, nurse anaesthetist, pain for 14years)

Some patients said that their expectations had been exceeded
in some respects, including the physiotherapist’s ability to adapt
to problems along the way (4), the quality of the relationship and
communication with the patient (2) and the physiotherapist’s per-
sonal commitment (1). In contrast, one patient expressed a lack of
commitment and individual control during group treatments.

Evolution of expectations and new expectations

Most of the patients stated that their expectations of physiother-
apists had not changed throughout the programme. Interestingly,
the patients’ expectations had shifted focus from the therapist to

CLBP PATIENTS’ EXPECTATIONS OF PTS . 7

their own personal responsibility to manage their back pain issues
by doing exercises over the long term without external support
(10). Some doubted whether they would be able to discipline
themselves (3):

“It's not easy doing these exercises alone ... Will | be able to hold on?
... Without having a leader-we'll see! ... What drives me, it’s ... telling
myself that | have to do these exercises or else | risk having tensions
again, and | don't want that” (EB, female, 36 year old, medical auxiliary,
pain for 8 months)

Most patients had initiated an exercise programme (5) or
resumed physical activities (7). One considered doing them, and
one said that she did not do them because she found them
difficult to integrate into her daily life. Two patients mentioned
new expectations related to the care of new health problems,
which had arisen since the end of the programme.

Discussion
General considerations

This study investigated patients’ expectations before and after
an interdisciplinary and intensive rehabilitation programme for
CLBP using semi-structured interviews and observations. The
multidisciplinary approach, including physiotherapists and med-
ical anthropologists, contributed to internal and external views
of physiotherapy at all stages of the project and helped combine
concepts from different disciplinary epistemologies, such as
expectations, illness experience and representations of the
disease.

Expectations related to physiotherapy before the programme

Most patients expressed satisfaction with the rehabilitation process
and did not express disappointment despite the persistence of
pain for almost all. The areas of dissatisfaction were investigated
during the second interview. These results were surprising, because
CLBP patients are often dissatisfied with back pain rehabilitation,
and disappointment with the remaining pain is also frequent [35,
42, 60]. These positive perceptions may be due to the fact that
patients’ motivation and ability to cooperate were taken into
account before the programme was proposed to them and that
its objectives and expected effects were discussed with the
patients beforehand.

The patients’ expectations of the programme were represen-
tative of the perspective of patients who have experienced mul-
tiple treatment failures and are therefore willing to self-manage
their problem, in contrast to patients with acute LBP, who fre-
quently expect a clear diagnosis and a quick resolution of their
problem [42]. The patients’ expectations were globally compatible
with current guidelines [5 61]. Thus, almost all embraced the
rehabilitation programme’s objectives and acknowledged the
importance of active rehabilitation. Although the physiotherapists
were not expected to offer a pathological diagnosis, they were
expected to formulate a functional diagnosis about the body’s
malfunctioning and provide accessible explanations on how to
address it. These expectations are in line with the definition of
physiotherapy [33], but they also highlight the essentially biome-
chanical approach to CLBP by the patients, which is also frequent
in the general population [9]. The discrepancies between patients
regarding the physiotherapists’ management of emotional aspects
reveal that not all of them recognise the possible influence of
psychosocial issues in their CLBP. Denial of this potential influence
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has been associated with higher levels of disability [62]. This denial
may also have been mediated by the physiotherapists, as psycho-
social issues have only partially been integrated into the profes-
sion [8,63,64].

The patients expected a generic therapeutic approach, but
they did not expect a precise therapy, except for massage in some
cases. However, massage was considered a wellness intervention
rather than a fundamental treatment. The patients’ expectations
of individual or group treatments showed that they had a good
understanding of the two types, which they consider
complementary.

Although it had been expected that the socio-demographic
profile would influence the patients’ expectations of their phys-
iotherapist, this assumption was not supported by the col-
lected data.

Outcome expectations

Pain reduction is central to the patients’ outcome expectations,
with some expressing the realistic expectation of less pain and
others the expectation of no more pain, which goes beyond
the reported effects of CLBP rehabilitation programmes [31].
Some explicitly differentiated their hope (i.e., the most desirable
outcome) from their realistic expectations of pain reduction
[65]. The treatment outcome may be disappointing and the
patient-physiotherapist interaction challenging for patients who
expect a large degree of improvement in pain, unrealistic expec-
tations being a trait of patients considered “difficult” by health
professionals [66]. In parallel to pain reduction, patients’ expec-
tations of resuming activities and strengthening the back, which
were well-aligned with the programme goals, were also
prevalent.

As well as currently measured outcomes (pain, function), the
patients also expressed global expectations of improved well-being
and a return to normality, expectations that are specific to their
life and system of values. In addition to improvement in their
state of health, the patients valued any intervention that could
bring some relief, even temporary.

Expectations of skills development

The educational role was valued by the participating patients.
The PT was expected to provide the means to manage CLBP in
daily life, which is a typical expectation of experienced patients
[42]. The patients allowed flexibility regarding the skills to be
developed, which highlights not only their expectation of
empowerment, but also the responsibility placed on the phys-
iotherapist to address to address the patient’s specific issues.
They did not seem to be concerned by the evidence-based
foundation of approaches, provided that the intervention “works”
for them. The fact that scientific evidence was not an important
criterion for the patients implies that physiotherapists are not
likely to enter into frequent confrontation with them when apply-
ing recommended treatments. Conversely, if a patient expects a
treatment without scientific justification, arguments based on
scientific evidence may not be convincing to them. This study
and others have shown, for example, that some patients do not
expect a biopsychosocial approach, although this is recom-
mended [9,67]. While the patient does not expect to receive
evidence-based treatment, the role of the health professional is
still to introduce relevant information from the literature into
the discussion with the patient when it is deemed useful to
ensure quality of care.

Communication skills

As in other studies, mutual trust was considered essential [68,
69], and the patients’ expectations were in line with communica-
tion principles of patient-centred care [70]. Directive communica-
tion was nevertheless occasionally considered as necessary by
certain patients within a globally collaborative communication
interaction when the physiotherapist holds specific skills or has
a stimulation role to play.

The patients expressed numerous and diverse expectations
concerning the physiotherapists’ psychosocial and communication
skills. This diversity of relational expectations included the need
to adapt to the individual patient’s expectations. The patients also
reported unwanted attitudes, such as judgement, moralisation
and suspicion, which are known sources of stigma [71].

Some communication issues raised by the participants may be
challenging for physiotherapists. For example, although not all the
patients counted on physiotherapists to address psychosocial issues—
contrary to current treatment recommendations [5]-they expected
them to have integrated psychosocial skills into their communication.
Moreover, some patients pointed out the limitations of the physio-
therapist during the interaction, because the experience of pain
cannot be fully apprehended by others, including therapists.

Observed expressions of expectations during a physiotherapy
session

The course of observed treatments was consensual and direct
expressions of expectations were rare. This can be partly attributed
to the fact that the expectations and treatment goals had probably
been discussed beforehand during the first patient assessment
session. The indirect expression of expectations by the patients and
implicit acknowledgement by the physiotherapists suggest a game
of influence in which the patient expressed expectations without
appearing to be demanding and the physiotherapist avoided
directly rejecting expectations. These reserved attitudes might be
induced by the shared wish to maintain a therapeutic alliance. The
interaction could be either symmetrical-the patient and the ther-
apist adjusting to each other-or asymmetrical-the patient fulfilling
the role of the “good patient,” who is supposed to collaborate in
the treatment, rather than seeking an equal-sided relationship [30].
Other studies that investigated the interaction during physiotherapy
sessions have also found varying attitudes of the patients and
physiotherapist during the encounter [68,72].

It may be a challenge for physiotherapists to face a situation
in which they have to balance the long-term programme objec-
tives and the short-term answer to patients’ expectations that
arise from their current symptoms [46].

The disagreement observed between one patient and her phys-
iotherapist during the treatments underlined the importance of
a shared vision for pain management, as was stated by Oosterhof
et al. [73]. This observed episode of tension revealed a larger
disagreement about the programme priorities, with the physio-
therapist and the patient pursuing different agendas (increased
activity level vs. prevention of pain). Similar situations in which
patients felt that their concerns were neglected have been
described in the physiotherapy literature [72].

Implication for rehabilitation

In the therapeutic encounter, the physiotherapist must be aware
of the wide range of expectations and consider their influence
on treatment objectives, therapeutic choices, interaction, satisfac-
tion and outcome [69].



Discussion about the recommended approaches and their antic-
ipated outcome is important to avoid misunderstanding about the
possible effect of physiotherapy, as patients frequently express a
hope of a better outcome than can realistically be achieved. It is
also important for physiotherapists and patients to discuss best prac-
tice recommendations and patient expectations during sessions. As
a pragmatic approach seems to prevail among patients, physiother-
apists may generally feel confident that the patient will accept rec-
ommended interventions, adapted to their characteristics and
reaction.

Since expectations are rarely expressed spontaneously during
treatment sessions, physiotherapists should regularly enquire
about them and their evolution in the course of
rehabilitation.

Study limitations

The results of this study provide material to understand what
happens in a CLBP rehabilitation programme, but they cannot be
generalised without investigating other contexts or populations,
such as patients with acute CLBP who may have other expecta-
tions [42].

Although it cannot be formally demonstrated that saturation
was reached, the study sample was a common size and sufficient
to allow a consistent diversity not only in terms of gender, age
and socio-economic background, but also in terms of results,
which highlighted large a variety of patients expectations [55,56].
However, the views reported may not have encompassed some
rarer situations. Due to the inclusion criteria of the rehabilitation
programme, only the views of eligible patients were investigated.
Furthermore, the transcripts and analyses were not presented to
patients for participant confirmation.

The number of observations may not have been sufficient to
investigate exhaustively the expectations expressed during treat-
ment sessions. Moreover, conducting the observations at the
initial encounter could have been more revealing of the expec-
tations expressed by the patients. Nevertheless, the observations
were part of a triangulation of tools and data, a recommended
methodological approach to ensure the validity and credibility
of the results [74].

As the follow-up interviews were conducted 3 weeks after the
end of the programme, some patients may not have recalled all
the details. On the other hand, this time interval may have allowed
them to step back and to better grasp and experience the effects
of the programme on their daily lives.

Although the rehabilitation programme is in line with interna-
tional recommendations, local conditions and the cultural back-
ground of the patients and physiotherapists may have influenced
the results [5].

Further research

As patients with psychiatric conditions and migrants are at risk
of CLBP, it would be of interest to investigate whether these
populations have different expectations due to their condition
or their cultural background. It would also be useful to observe
how expectations are expressed by patients in the first encounter
and how they are accounted for by physiotherapists at
that moment.
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Conclusion

This study used a qualitative approach to investigate patients’
expectations of physiotherapists before and after a rehabilitation
programme for CLBP. It reported the point of view of experienced
patients who expect to develop skills to better manage their con-
dition. The expectations of resuming activities and reducing pain
were in line with the rehabilitation goals, although the expected
reduction of pain was frequently greater than what could realisti-
cally be anticipated. The expected treatment approaches were
mostly compatible with current recommendations, but the patients
expected the treatment to be adapted to their specific situation.
The patients diverged about the role of physiotherapists in regard
to the psychosocial issues of CLBP, but they expected a wide range
of applied psychosocial skills from their physiotherapist.

This study highlights the diversity of expectations that patients
may have of their physiotherapists. It provides useful information
on the patient’s point of view on physiotherapy and material that
physiotherapists can integrate into their clinical reasoning.

Expectations were globally met when the rehabilitation goals
were congruent between the patient and the physiotherapist, but
not when their agendas did not match.

Expectations of skills development were globally met but not
the expectation of pain release. Anticipated pain relief should
thus be discussed to prevent unmet outcome expectations.
Expectations of communication skills converged towards an expec-
tation for a person-centred approach. A shift was observed in
patients’ expectations after the programme from a focus on the
therapist to a focus on taking personal responsibility for the
self-management of the CLBP.

Further research should investigate the expectations of patients
from other cultures, those suffering from psychiatric comorbidities
and the elderly.
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