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SUMMARY
Doctor–patient concordance and patient initiative were
examined in a prospective network interview study, with
telephone follow-up, of a cohort of 100 patients presenting
with low back pain to their family physician. The average
overall rate of concordance was 60% (95% CI = 53 to 66),
with the highest rates for radiographic imaging studies and
sick leave. No correlation was found between concordance
and patient parameters. Subjects initiated an average of two
(95% CI = 1.7 to 2.3) diagnostic or therapeutic procedures,
the most common of which were for medications (40%), fol-
lowed by bed rest (26%) and back school (22%). One out of
every six subjects initiated a referral to a complementary
therapist. Positive correlation was found between patient ini-
tiatives and pain severity (P = 0.022) and disability (P =
0.02). There was a negative correlation between the sub-
jects’ initiatives and their belief that the physician under-
stood the cause of their pain and its influence on their life (P
= 0.02). Overall, those patients who described more pain or
disability sought more types of diagnostic and therapeutic
measures, while those who felt they had been understood
sought less.
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Introduction

DURING low back pain (LBP)-related visits, primary care
providers may recommend a wide spectrum of diagnostic

and therapeutic interventions,1,2 which patients may choose to

follow or ignore. In addition, LBP sufferers may independently
initiate diagnostic and therapeutic procedures in their search for a
clear diagnosis and relief of suffering, often without the knowl-
edge of their primary care provider.3 This study examines two
components of the patient–physician relationship in the care of
LBP: concordance and initiative. It examines whether patients
follow the physician’s recommendations, whether they initiate
measures not suggested in the encounter, and elaborates the char-
acteristics, frequency, and predictors of these actions.  

Method
The RAMBAM Israeli Family Practice Research Network is a
practice-based research group.4 Sixteen family physicians, from
a wide spectrum of practices, volunteered to participate in this
study. Consecutive patients presenting with a chief complaint of
LBP were enrolled. Inclusion criteria included suffering from
LBP, age greater than 21 years, fluency in Hebrew, and current
registration on the physician’s list. LBP was defined as pain, dis-
comfort, stiffness, fatigue or changes in sensation in the region
bounded by the twelfth thoracic vertebra and the gluteal fold,
with or without radiation to the legs. Exclusion criteria included
the presence of pregnancy, infectious diseases or malignancy.  

After patient enrollment and consent, physicians were advised
to allow the consultation to proceed normally, guided by their
customary patterns of diagnosis, treatment, referral, and follow-
up. After each consultation, physicians completed a question-
naire containing physical examination findings, diagnoses,
management choices, appraisals of subjects’ coping style, and
prognosis. 

Two weeks after the initial visit, subjects were interviewed by
telephone using a structured questionnaire covering sociodemo-
graphic and employment characteristics, utilisation of services,
initiatives taken by the patient after the visit, satisfaction, prior
LBP history, subjective appraisals of the pain,4 current LBP
symptoms, disability, and patient satisfaction and coping style. 

Doctor–patient concordance was defined as the difference
between physicians’ recommendations and subjects’ self-reported
adherence within two weeks after the initial office visit. Patient
initiatives were defined as diagnostic tests, treatments or referrals
undertaken by subjects during the two weeks after initially
consulting their physician that were not reported by the physician
as a recommendation.

The data were analysed with the Statistical Analysis System
(SAS).  

Results
One hundred subjects were enrolled. The average age was 46
years (SD = 12.9), 51% were men, and mean education was 13
years (SD = 3.6). Eighty-two per cent had one or more previous
acute LBP episodes. Mean pain severity was 3.6 (one = minimal,
five = severe, SD = 1.08) and mean disability severity was three
(one = minimal, five = severe, SD = 1.4).

On average, three recommendations (95% CI = 2.6 to 3.1)
were given at the initial encounter; most frequently for medica-
tions (Table 1). The overall average rate of concordance was
60% (95% CI = 53 to 66). Only 32% of the patients had total
concordance, 57% partial, and 11% no concordance whatsoever.
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The highest rates were for radiographic imaging and sick leave.
No correlation was found between concordance and sex, previ-
ous LBP episodes, concern about LBP, coping, LBP’s influence
on what is important in life, sense of disability or expectations.  

Subjects initiated an average of two (95% CI = 1.7 to 2.3)
diagnostic or therapeutic procedures. Sixteen patients (16%)
made no initiations, while two patients (2%) initiated an addi-
tional six. The most common initiative was for medications, with
40% of subjects using drugs not recommended by their physi-
cians at the first visit. These included both over-the-counter and
prescription drugs and often involved self-medication using left-
over pills or independently purchasing pharmaceutical agents.
One out of every six subjects initiated a referral to a complemen-
tary therapist and one out of every four to conventional treat-
ments. 

Positive correlation was found between patient initiatives dur-
ing the two-week period following the initial visit and pain sever-
ity (P = 0.022) and disability (P = 0.02) at that visit. There was a
negative correlation between the subject’s initiatives and their
belief that the physician understood the cause of pain and its
influence on their life (P = 0.02).

Discussion
This study examines the doctor–patient relationship in the
context of the concordance model,5 applying it to LBP. Only
one-third of subjects had total concordance with their physician’s
recommendations and subjects initiated treatments in the vast
majority of cases. Interestingly, patients who described more
pain or disability sought more types of diagnostic and therapeutic
measures, while those who left the consultation with a sense of
being understood sought fewer.  

This study is limited, owing to the small sample size, introduc-
ing the possibility that ‘unusual’ physicians or patients may have
skewed the results. However, our results are consistent with the
literature on concordance or compliance in other medical6 and
musculoskeletal conditions.7 These findings are also in agree-
ment with other research on self-care, which has shown that the
likelihood of engaging in self-care coping strategies increases as
the severity of disability increases.8 These issues have great
importance for the doctor–patient relationship as well as for
health care utilisation and require more attention and research.
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Table 1. Distribution of physician recommendations, rate of compliance, and patient initiatives.

Physician recommendations Patients (n) Compliance (%) Initiatives (n)

Medications 82 49 39
Ordinary activity 54 67 15
Sick leave 36 71 9
CT/X-ray 27 81 8
Physiotherapy 27 67 14
Laboratory tests (including EMG) 19 50 6
Back school 17 59 22
Bed rest 12 50 26
Referral to specialist 11 64 7
Complementary medicine 5 20 15
Referral to hospital 2 0 3
Reading material 2 0 8


