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Significance: This study describes narratives from patients discharged without surgery following consultations with orthopaedic professionals for persistent, debilitating lower back pain. Findings suggest that these interactions are distressful to patients, and that patients require comprehensive and specific reassurance to promote self-management. The findings contribute a unique insight into the special needs of people with complex pain problems and provide guidance to improve consultation-based reassurance in orthopaedic spinal care settings.
Abstract    
Background: Consultation-based reassurance for patients with low back pain (LBP) in primary care has been shown to be associated with patients’ outcomes. Little is known about the role of reassurance in people with LBP consulting with orthopaedic spinal care teams. Reassurance may be important, especially in cases where surgery is not indicated and patients are discharged without treatment. Methods: Semi-structured interviews were conducted with thirty patients with chronic disabling musculoskeletal LBP who had recently consulted with spinal orthopaedic care teams. Interviews were audio recorded, transcribed, coded, and analysed. Results: Most patients reported feeling dismissed and discouraged. Patients perceived that they needed specific behaviours from practitioners in order to feel sufficiently reassured to commit to self-management. These behaviours group into four domains: ‘Knowing my whole story’ (evidence that practitioners read the case notes; were familiar with the patients’ previous health care history; carried out tests and a physical examination and gathered information about the patients’ lifestyle), ‘Seeing the right person’ (showing empathy; listening; building rapport, demonstrating they are qualified and experienced), ‘Nothing to worry about’ (reducing generic reassuring statements but increasing validating statements recognising suffering), and ‘Getting to grips with my problem’ (providing explanations and a clear management plan). In the absence of these behaviours, patients rejected advice to self-manage, reported distress, anger, and intention to re-consult. Conclusion: Effective communication with patients attending spinal orthopaedic care settings is important, especially when no active treatment is being offered.

Introduction 
Musculoskeletal low back pain (MLBP) remains the leading cause of disability worldwide [14]. It costs the United Kingdom’s National Health Service’s (NHS) ﻿£10 billion, making it the third most expensive speciality after mental health and cardiac. Cost and disability are mainly associated with long-term LBP, consuming over 20% of the UK’s total health expenditures [19]. Guidelines recommend that in the first instance patients receive reassurance, education, and physical therapy. Routine imaging is not recommended. For those with long-term disability and distress, multidisciplinary programmes are recommended [23]. In the absence of sciatica, surgery should not be indicated for people with MLBP. Despite this, in the UK once all other available treatments have been exhausted to no avail, patients may be sent to surgical settings for further explorations and the possibility of surgery. When surgery is not recommended as a treatment option, for whatever reason, patients are often discharged without treatment. In these cases, the consultation may be the last contact of care between healthcare providers and the patient. Providing effective reassurance during these consultations is therefore of utmost importance.
Reassurance aims to reduce fears and concerns about pain and health, encouraging patients to effectively self-manage their condition. The method of reassurance is therefore in the behaviour of the healthcare provider [17]. There are only a handful of models describing the components of reassurance [6,25]. Reassurance can be divided into affective (behaviours that aim to reduce concerns through generic optimistic messages, and empathic communication) and cognitive (behaviours that aim to educate through provision of clear explanations and facts about management) components. A systematic review of 16 prospective cohort studies in primary care settings found that affective reassurance was at best associated with higher patient satisfaction, and at worst linked to poorer patient outcomes, whereas cognitive reassurance was associated with improved symptoms and decreased healthcare utilisation at follow up [25]. A qualitative study with LBP patients in primary care suggested that patients appreciated feeling understood and taken seriously, however, information and explanations about their problem and how to manage it were more important in reducing concerns and empowering towards self-management [11]. 
While there is evidence from primary care (e.g. [1]) and pain management [2] about the importance of effective communication for patients with pain, less is known about orthopaedic spinal teams. Orthopaedic practitioners may not see this aspect of care as their remit. Their ability to provide reassurance may significantly differ from that of other pain practitioners. Although the impact of mood, beliefs, and expectations on pain disability in these settings is evident (e.g. [27]), a recent study of 350 orthopaedic surgeons suggested that the majority did not screen for psychological problems. Lack of time, being unsure how to notice, screen, discuss or refer were cited as the main barriers in engaging with patients’ psychological problems [32]. Trials that have attempted to intervene on psychological factors in these settings focus on preparation for surgery [15]. This study is unique in that it examines patients who are not recommended surgery, but rather are discharged. 

Methods
Participants

Adult patients (aged ≥ 18), with persistent (> 3 months) low back pain, who consulted for spinal surgery and were recommended not to undergo surgery, were invited to participate in the study. Patients with prior lumbar surgery, those involved in litigation or work-related injuries, and those who lacked fluent English or had problems comprehending were excluded. The study was carried out in three hospital settings within the UK National Health Service, with a single surgical team delivering care in all three settings. The consultation team (3 females, 2 males) consisted of two spine surgeons and three advanced practitioner physiotherapists (APP). This study was granted ethical approval from NHS Bromley Research Ethics Committee (16/LO/1833) and by the ethics committee at Royal Holloway, University of London. The study was adapted to the National Institute for Health Research (NIHR) portfolio and all data was collected by Comprehensive Local Research Network (CLRN) nurses and the researcher.
Materials and Procedures
This study used qualitative in-depth semi-structured interviews. Before data collection, all spine specialists were informed about the objectives of the study. Consultants identified eligible patients between September 2016 and March 2017. CLRN employed research nurses sent letters of invitation and information sheets to eligible patients. Within a week of sending invitation letters, the on-site research nurses phoned patients to see if they were interested in taking part and scheduled the interview appointment at their convenience. Participants were not offered reimbursement for taking part in this study. All interviews were carried out by the primary researcher (KB) who was trained in interview skills. Twenty-nine interviews were conducted in the patient’s home and one interview was conducted at a community centre. Patients provided written consent, basic demographic information (age and gender), measures of pain intensity, and pain interference. Pain intensity and interference with daily activity due to pain in the previous week were rated on a scale from 0 (no pain) to 10 (worst possible pain) [16]. Recruitment was suspended once no new themes occurred and the research team agreed data reached saturation. Interviews were audio taped and recordings were de-identified and transcribed. 

Interview Schedule 

The interview schedule was developed by an experienced back pain researcher team and the included questions were adjusted in phrasing and order throughout data collection. The interview was semi-structured and divided into five sections. Patients were interviewed on the ‘background of their pain’, ‘expectations prior to the consultation’, ‘what had happened in the consultation’, and ‘how they felt after the consultation’. For each section of the interview, we first asked open questions (e.g. what happened, how did you/ do you feel about it) followed by specific reassurance-based questions (e.g. what would have made you feel more reassured?). Questions explored the content of the consultation, the patient’s perspective of effective reassurance, satisfaction, whether their expectations were met, concerns that were or were not addressed and intentions to further consult in the future. 
Data Analysis
Transcripts were analysed using QSR International’s NVivo software (version 10) utilising an integrative framework analysis, adopting Richie and Spencer’s approach [26]. The main advantage of using this method is that it allows for a two-stage approach to data analysis [10]: an inductive (bottom up) coding approach that allows patient’s own responses to guide the development of the thematic output as well as a deductive (top-down) coding approach that allows comparison between the existing reassurance model and data. Since the aim of our research was not to develop a new theory, but rather, to expand an existing reassurance model developed with the target population in a different setting, we chose to adopt a flexible analysis that allows for an inductive and deductive approach to data. Seeing as prior knowledge about reassurance in this secondary care setting is limited, data should be approached inductively. This can be achieved by drawing the initial codes and themes directly from the interviews. Subsequently, data is approached deductively, with preconceived codes that were derived from prior research on reassurance in primary care [11, 25] used to compare with this new data. This way, confirmatory, contradictory, and contemporary factors can be identified and combined to form a new model that comprehensively accounts for consultation-based reassurance in this secondary care setting. All data analysis was undertaken by the principle researcher using qualitative thematic content analysis methods. One third (10 transcripts) of the data was independently analysed by an independent researcher (TP). In the first instance, both researchers coded three transcripts thematically and compared their meta and minor themes. Through discussion they reached agreement on the over-arching themes. Seven additional scripts were reviewed independently to examine the categories into which specific verbatim examples were placed. Disagreement was again resolved through discussion. To develop a thematic framework, data was sifted, charted, and sorted in accordance with key issues and emerging themes using a rigorous five-stage method [30]. Steps of the analysis process involve familiarization with data, identifying a thematic framework, indexing a thematic framework, charting data through separate matrices for each theme, and mapping and interpreting data in consensus with research team. Themes reaching consensus were checked against participants’ original wordings to ensure fidelity to the data. Data collection ended when no new themes emerged from data and the research team was satisfied that analytical saturation was reached. We followed published recommendations for methodological rigor in qualitative research [22]. For example, we ensured that the researcher was sufficiently trained in interview skills, we ran two pilot mock interviews with full de-briefing prior to the full interviews, we engaged in de-briefing meetings throughout the interview process, we applied triangulation techniques to the data and kept track of all notes during coding, which were examined in reference to themes and meta themes.

Results

Description of Participants 

Of the eligible patients (n=53) invited to participate, thirty-three patients agreed to take part, giving a response rate of 62%. Three of these were not interviewed due to practical difficulties, resulting in a sample of 30 patients. Four patients had their consultation with a surgeon, 26 with an APP. In total, 30 interviews accounted for 18 hours and 16 minutes of audio recording. Individual patient characteristics are presented in Table 1.
	Gender (%)


	14 males (47)
16 females (53)

	Average Age (Standard Deviation)

Range
	50.83 (16.38) years

19-81 years

	Average Pain Intensity (Standard Deviation)

on a scale: 0-10
	5.53 (2.92)

	Average Pain Interference (Standard Deviation)

on a scale: 0-10
	5.49 (2.90)

	Average Pain duration (Standard Deviation)
	12 (16.38) years


Table 1: Patient characteristics

The interviews provided additional information about this group of patients. Patients described how, beyond pain and disability, chronic LBP affected every aspect of their life. Patient narratives showed a complex interaction between the physical, social, and, psychological impacts of pain, reflecting the biopsychosocial nature of LBP, and both physical co-morbidity and depression were common. The majority of patients visited their general practitioner countless times for pain relief and had tried multiple management avenues to help them cope with their LBP. In terms of finding a solution to the problem, patients often hoped for a ‘cure’, or at least to be recommended something that could ‘alleviate pain’, if only in the short-term. The majority of patients expressed difficulties with the lack of continuity of care and the inconsistency in the advice they received.
Consultation-based reassurance

Four themes emerged from the interviews (see Figure 1), which together accounted for patients’ perceptions of what would constitute effective reassurance for them: 
· ‘Knowing my whole story’: describing patients need to believe that consultants know their past history, had carried out all the necessary examinations and tests, and had sufficient information to understand how patients’ pain impacted on their complete lives, as a whole person. 
· ‘Seeing the right person’: referred to patients’ need to perceive that practitioners really listened to them, and that they had some form of positive relationship with them. In addition, it was paramount for patients to feel that practitioners were qualified and experienced. 
· ‘Nothing to worry about’: referred to patients’ unhappiness, frustration and anger at practitioners delivering generic reassurance statements. Most patients expressed a need to feel validated by the consultant in that their pain and suffering were real and understandable. 
· ‘Getting to grips with my problem’: describes patients overwhelming need to receive an explanation for their problem, delivered in a language they could understand, rather than in medical jargon. They also needed to be presented with management options, and felt more reassured if offered an open door to a follow- up appointment. 

Knowing my whole story
Patients appreciated it when professionals adopted a more holistic approach and recognised them as a ‘whole person’. This involves considering the whole body, rather than the specific site of pain, and must include a thorough knowledge of their care history:
‘…She’s the professional, she got the notes. She knows why I’ve come in, and yet they seem to just focus on one part rather than the whole problem that I have come in with. For me, like I said, I’m not in separate components… (WX025).’

For most patients, a discussion of their test results was important, but, while negative findings were reassuring to some patients, others interpreted them as a failure to find the cause of the pain and an indication that yet more investigations were needed:
 ‘…I don't still feel right, I feel like they need to check what is there really. If it's coming from there to here or if it's coming from top to my leg, to search my body or having headache a lot- I don't know…. If it's nothing there, so maybe we just try something else. Search my leg, it may be there. Search my body. I don't know. I'm thinking of here just to find a reason what is there, why is it there?... (WX010).’

Many patients described their wish for a ‘hands-on’ physical examination in addition to a scan, which they felt they needed in order to feel that the consultant had done everything they could to investigate their problem:
 ‘…I would have said, "Look, I've waited all this time and for what you told me I could have been told that over the phone. You didn't even examine me. You didn't even ask me to move or walk or what movement I've got, nothing. [laughs] Right? You just looked at a set of x-rays and scans and notes from 2015. Could have done that over the phone… (WX012).’

Patients stated feeling reassured when consultants knew as much as possible about their journey in terms of doctors they had consulted over the years for their LBP, treatments they received in the past, and a basic understanding of their lifestyle. When this was not the case, patients felt unease and unsatisfied. They felt that filling the gaps in practitioners’ knowledge was difficult and challenging:

‘… If you're not a confident patient, you're not going to fill those gaps. You're not going to correct if she makes a mistake because you're thinking I might look stupid. You're not going to-- if you're not, even the most confident person I think would find it reluctant to challenge a doctor. That's where mistakes happen... (WX025).’
When patients felt consultants did not do everything they could to investigate their problem and find out their whole story, they perceived it as disinterest, and felt treated just like a number in the system. At worst, perceiving professionals to lack motivation to investigate further made patients feel as if they wanted to ‘get rid of them’ or that they were ‘…a pain to the system that’s been removed. So, one less burden… (WX028)’: 
‘… I felt like I was on a production line…I think I just mentally convinced myself that it was something worse than it was so I just felt he dismissed my symptoms and he wasn't interested. Just showed me out the door and that was it… (WX013).’

‘Seeing the right person’
Overall, patients felt more reassured if they perceived that they had seen ‘the right person’. This theme had two aspects: The first relates to the level of relationship practitioners were able to develop with the patient. The second relates to patients’ perceptions that the person they saw was experienced and qualified, an expert in the field. Patients felt it was important for practitioners to give the impression that they listened and thus considered their concerns:

 ‘…They don’t listen… Well, not heard, deliberately not heard, or not listening. You hear the first words come out and the rest of the story you can’t tell because he’s writing notes while he makes his decision what he’s going to do… (WX030).’

Patients wanted professionals to have the ‘right attitude’ or that there was the ‘right atmosphere/vibe’ between themselves and the professional. This was often linked to the patients’ perceptions of consultants being interested in their problem, a sense that they cared, and took the time to engage with them. When this did not happen, consultations were perceived as considerably less reassuring and satisfying. Patients seemed to pick up the mood of consultants, which strongly influenced their satisfaction, especially in connection to feeling rushed. For patients inadequate time seemed to equate to lack of interest and dismissal:
‘…I didn’t find the connection with the person I was seeing. She didn’t have much patience… it just felt like in, out, quick and that’s it... (WX024).’

‘…That was a very disappointing consultation… he was running late and my perception was that he was late and in a bad mood and just wanted to get me out, so he could catch up with his surgery… (WX012).’
Patients expected consultants to be professional, experienced, well trained, and, generally know what they are doing and talking about. When this was the case, patients felt they could rely on the consultants’ advice and were more able to accept the explanation provided or care direction recommended:

‘…She explained that’s what causes the pain. I accepted it, I accepted it. I trust the doctors. They know more than I do. She’s experienced what do I call that, she’s trained for that. She knows what she is talking about… (WX023).’

Practitioners’ job title was of importance to several patients. These patients believed surgeons to be more qualified than the APP’s. Dissatisfaction was linked with the outcome of the consultation, in which case, patients argued that if they were to see a surgeon, they would be able to provide them with a different explanation and solution to their problem. Thus, some patients felt that whatever the AHP had said only counts once they had seen a surgeon to confirm. 
‘‘There is nothing to worry about’’ 

There were different responses to the message that there was no cause for worry, no significant pathology existed in the spine- as evidenced by the MRI, and therefore surgery was not indicated. For some this message was extremely reassuring and simple optimistic messages were sufficient for some patients. Reassurance was stronger yet when messages focused on the unlikeliness of future damage resulting from activity:

‘…what she said was, "I just want you to know that when you start exercising and you do it properly, build up, you are not going to damage your spine in any way." That was the biggest fear for me of doing anything. I thought it was damaging it even more. She said, "If you exercise properly you will not damage your spine." So yes, she really reassured me…(WX027).’

However, this type of reassurance was difficult to convey to patients, and it was often misunderstood. For some patients, it was difficult to reconcile the message with their pain experience. At worst, patients interpreted it as professionals disbelieving them or undermining their problem, and for some this resulted in increased worry: 

‘…In some ways, I was like, “Great. There’s nothing wrong. There are no chopped nerves, I don’t need spinal surgery which would be hideous. On the other side, I know that there’s something wrong with my back because I just do. I know there’s something wrong. I guess it’s not their fault if they can’t identify the problem. If it’s not showing on the scan, they’re not magicians… (WX007).’

‘…How am I supposed to feel reassured if I feel there is something wrong with me, and they keep telling me that everything’s fine? There's something wrong with them, actually… (WX022).’
A major emergent theme paramount to patients was the need to feel that their pain and suffering were believed. Instead, patients disclosed often feeling that friends, family, and health care professions do not seem to take their complaint seriously and that they felt disbelieved. In some but not all cases, this was linked to the fact that patients had not received a clear diagnosis for their problem, and despite having gone through several investigations, practitioners were unable to determine an anatomical abnormality in the patients’ back. Patients wanted professionals to convey a certain degree of acceptance of their story, and communicate that their pain and related feelings are understandable and legitimate:  

‘… There is a problem, because--- But, I feel like the majority …don’t really believe me, because, I don’t know, they probably can’t see anything, any clues to something. I don’t know, they—It just feels like they don’t believe me in such way… (WX014).’

‘…I felt he was being quite dismissive… he's probably seen this all the time. But then I have my pain and I knew what it felt like. He doesn't know how it feels like… (WX013).’

‘Getting to grips with my problem’ 

One of the main complains voiced by patients concerned not having received a clear diagnosis on their journey with LBP. Terms and definitions used for back pain varied between professionals. Patients in this sample reported that specialists referred to their LBP in their last consultation by using terms like ‘degenerative’ or ‘wear and tear’. Their response to such explanations and labels depended on the manner in which they were conveyed, and how well the labelled matched their own conceptions and experiences. Patients were more accepting and reassured when professionals provided them with an explanation to their pain that matched their perceived pain sensations: 
‘…She was superb. She was absolutely brilliant. She stood me up and said, "Look, most people have an arch in their back. Yours is completely straight, it's so tight. So, most of your pain is from that tightness." And said, "Until you get pain relief and then you're able to relax, start to relax that muscle. The pain will be there all the time… She was very good at explaining it. Then she got me to stand up and made me realize that my back is so straight up a plank rather than having a natural arch. That's how she explained it to me…(WX027).’

Patients felt that it was not only important to have received a clear explanation about their pain, but also an outline of treatment options available to them, including the advantages and limitations of each. This was not only the most frequently occurring element when patients were asked what they found most reassuring, it was also the most frequently stated reason for dissatisfaction as well as most reoccurring element of suggestions for improvement. Of importance, they wanted this information in a language and terms they could easily comprehend, and taken into account their individual life circumstances:

‘…She spoke to me in terms that I could understand so that would put you straight at ease, you know... I just, well, unless you're a medical person you really haven't got a clue what they're talking about…(WX003).’ 

‘… I wasn't actually given any management plan afterwards. I would get more out of my GP. She said, "Oh, you've really got to start exercising your core muscles to try and get the strength back into the spine. Blah blah blah. No, nothing came out of that consultation… (WX003).’

Being told there was no solution to their problem was perceived as disappointing and difficult to process by most patients. Discharge (without further treatment) was perceived as abandonment to suffer. Therefore, patients appreciated professionals providing them with the chance to call them to ask unanswered questions and/or to receive an open appointment. When asked what they would have found reassuring, patients mentioned their wish for a discharging summary letter, including explanations to their problem and proposed solutions. 

One of the main reasons for patients wanting to re-consult in primary care was feeling dissatisfied with the explanation and the proposed management (if any) that they received in the consultation. When alternative treatment was recommended, some patients stated that they intended to re-consult as soon as these were completed, and when no alternatives were offered, patients stated they intended to seek alternative care immediately. Patients responded with suspicion, disappointment, and disparagement to most of the management advice they were given, especially if this advice did not take into account their individual circumstances. Several patients felt that the advice was unrealistic because of cost or time implications. In some cases, the advice was at odds with their life circumstances, which made them feel that the consultant knew nothing about them. Generic life style change advice was perceived as patronising:

‘…That’s when she recommended lifestyle changes as if I didn’t know. People are not ignorant. I find it very condescending when doctors recommend lifestyle changes to somebody who’s well aware of their pain… I didn't want to seem challenging to her position... If you question them and say: Why do you say that? You don't know anything about me. …(WX025).’

For the majority of patients there remained fears and concerns about their backs, not only in reference to their present pain, but in the future. For some, this led directly to fear and avoidance of activity. Not only did the consultation fail to reassure patients, for some, it led to hypervigilance and catastrophic thinking:

‘…Everyday I’m careful how and what I do all the time. So that I don’t put myself in pain unnecessarily… (WX028).’

‘…I’m worried about at the moment because it’s a different type of pain, I don’t know if I could have a tumour… (WX012).’

Reflection: Interviews were conducted by the researcher (KBW) prior to carrying out a literature search and her focus throughout the interviews was on maintaining rapport through strong communication skills and especially through effective listening. The early stages of data coding (bottom up), conducted by the primary coder (KBW), were dominated by her impression of patients suffering. The second coder (TP) coded from a more cognitive position of applying the framework which she herself had developed and therefore was invested in. The third coder (NA) explored the coding from a perspective of a care provider. 
Discussion 
Overall, patients reported feeling dismissed and discouraged, leaving consultations empty-handed. At the consultation, they expected consultants to know about their whole story before providing them with clear explanations and a discussion of pain management. This combination of comprehensive knowledge about the patient, and concrete advice about management appears to be necessary for patients to feel they can get to grips with their problem, and failure to deliver resulted in patients feeling they were discharged into a care void. Patients expressed a strong need for validation of their pain, before they were able to accept advise and feel empowered and encouraged to self-manage their condition. Findings are in line and supplement the model of reassurance proposed by Pincus and colleagues [25], which was based on evidence from primary care, as shown in Figure 1.
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Figure 1: Patients perception of effective reassurance in consultations for chronic complex MSK back pain
The theme ‘Knowing my whole story’ mapped closely onto the theoretical domain of ‘Data- gathering’. The importance of giving patients the opportunity to voice their concerns and tell their story has been described in the literature for patient-centred care (e.g. [9,21]). This study informs about behaviours needed for patients with more complex pain conditions to believe that the information about their problem is known in full by the practitioner. These include evidence that the practitioner read the case notes and was familiar with the patients’ previous health care history; tests and investigations; hands on examination and gathering information about the patients’ lifestyle.

The theme ‘Seeing the right person’ mapped onto the domain ‘Relationship-building’. This theme contains elements of perceived empathy, feeling listened to, and having rapport with the practitioner. For the current sample, there was a sense of mistrust and suspicion, resulting from a long history of consultations and contradictory advice, thus feeling reassured depended also on professionals demonstrating that they knew what they are doing through displaying professional skills and authenticity. For some patients, seeing a surgeon rather than an APP was important. Patients felt more reassured when practitioners informed them that they had extensive experience with their problem.

The theme ‘No need to worry’ mapped onto the domain ‘Generic- reassurance’ but added a new aspect to the theme. The systematic review by Pincus and colleagues [25], based on a model of persuasion proposed by Coia and Morley [6], argued that generic positive statements aiming to improve patients’ expectations are not necessarily useful. However, there is evidence to suggest that positive expectations held by people with LBP are associated with better outcomes [18] although there is less evidence suggesting that when practitioners express such positive, optimistic expectations, patient outcomes improve. A recent systematic review of randomized controlled trials (RCTs) across all health problems in people above age 12 examined those that randomised participants to enhanced positive messages aimed at promoting positive patient expectations about recovery (‘expectation interventions’), and concluded that such interventions have a modest effect on psychological outcomes, and a small effect on physiological outcomes [13]. Most guidelines for back pain explicitly recommend that positive statements about expectations for recovery should be included in the consultation, voiced in terms of the fact that the spine is strong and most people recover from episodes of LBP. However, there appear to be sub-groups for whom these generic messages are unacceptable, and possibly even damaging. A prospective study of people with LBP attending primary care found that such messages had little effect on people with no psychological risk factors, but for those high on depression, anxiety and catastrophic thinking, these optimistic messages were associated with higher depression three months later [12]. A study of 496 patients consulting for back pain in the USA identified a specific cluster of patients- those with high disability but positive expectations for recovery at baseline (endorsed in the consultations) - that had significantly worse outcomes in terms of function, mood and return to work three months later [5]. The current study adds to this body of evidence, suggesting that such positive messages from practitioners may be appropriate for less complex patients, but are probably unbelievable and inaccurate for people with high disability and considerable psychological distress. 
Patients appreciated, and possibly required, explicit validation of their pain. Edmond and Keefe [7] described validation in chronic pain as the practitioners’ expression of hearing and comprehending the patients’ disclosure, conveying the message that the patients’ narrative is understandable, acceptable, reasonable, valid, and, legitimate. For this group of extremely long-standing problems, validation in the presence of partners and family were particularly important. Themes about the need for validation and personalised care are evident in a large body of qualitative research in chronic pain in other settings [1;2;20;31]. The therapeutic relationship, the healthcare environment, incidental treatment characteristics, patients' beliefs and practitioners' beliefs are all considered non-specific treatment effects in primary care and complimentary medicine for people with low back pain [3]. In primary care, there is evidence for conflicts between practitioner and patients’ beliefs about the causation of pain, and trust appears to be a key issue [24]. This study extends this evidence to a new setting and provides new insights about the use of generic reassurance for this population. That these themes appear even in triage-consultations about surgery is important because of their implications on training and care delivery.
The theme ‘Getting to grips with my pain’ mapped onto the domain ‘Cognitive reassurance’, and included receiving a clear explanation for the pain, and an appropriate individually tailored plan of management. Previous research showed that absence of a clear diagnosis and understanding about one’s condition is associated with uncertainty, distress, and, further treatment/health care seeking [29]. Our findings suggest that it is crucial to avoid medical terms, in order for patients to comprehend and recall the information provided. Excluding the literature on pre and post surgery communication, little is known on how to improve consultations with orthopaedic spinal care teams. Much can be learnt from research in primary care: Rosendal and colleagues [28] produced a Cochrane review of the effectiveness of enhanced primary care interventions after negative tests, and Burton and colleagues [4] described a framework for providing rational explanations of medically unexplained symptoms. Our study suggests that follow up written communication might improve recall, comprehension and feeling that they fully understood what was conveyed in the consultation. Patients also expressed that they needed to know they could return without long referral times. Therefore, the study suggests that offering patients the opportunity of a ‘open door’ appointment might be essential for them to feel at ease, especially when discharged without further treatment options. 

According to Linton et al. [17] reassurance should take place ‘within the dynamic of the interaction’ between consultation and patient. Surgical settings present some obstacles for this effective interaction. The patients in this study described their reluctance to voice their concerns due to perceiving consultants as ‘too superior’ for patients to question treatment decisions. For the health care provider, this implies the need to encourage patients to raise concerns and get involved in the decisions about their management plan.
In combination, all reassurance components mentioned above (see Figure 1) seemed to affect how patients considered, evaluated, accepted, and, responded to information disclosed in the consultation. In line with previous evidence in primary care [12] the lack of effective reassurance in this sample led to increased worries and intention to further consult.
There are several limitations inherent in the design of the study. The sample size is comparable to similar qualitative studies, but is still small, and the response rate from invited patients was 62%. Thus, the findings from this study may not represent other patients in different surgical settings, and to those outside of the UK. We note that although this study focused on back pain, there is reason to suppose that the findings will extend at least to some patients with problems in other sites, such as upper or lower extremity pain presentations for which a clear aetiology and cure are not obvious. For some patients, who are clearly distressed and coping poorly, referral to psychological interventions may be indicated. The findings from this study suggest that the way in which orthopaedic staff behave and communicate may have a strong impact on patients’ ability to ‘buy-in’ to such interventions, hence, referral alone may not solve the problem. These findings can contribute to the development of an intervention or a guideline for orthopaedic staff, however, they tell us only what patients believe they need, and work is to explore what is both acceptable and feasible from the clinicians’ point of view.

There are also the limitations associated with qualitative studies, which provide rich data from a personal perspective, but are susceptible to interviewer and researcher bias. This study explored how a previously developed model of reassurance in people with CLBP performed in a new setting, orthopaedic care. The choice of framework analysis ensured identification of model components that needed adaptation within this new setting, but was unlikely to result in a complete new model. Other analysis methods applied to the same data might result in different models. In addition, this study relied on patient’s delayed recall and post-hoc interpretation of consultation contents. The use of video or audio- tapes of the consultation could improve validity and reliability in future research. However, since patients filter, interpret, and remember information at the level of their understanding and in the context of their pre-existing beliefs, attitudes, and motives [8], the messages patients remembered might be more important than what consultants actually said. Future research could also use dyad approaches and include interviewing surgeons and patients to explore discrepancies between their perceptions of the consultation. Finally, future studies are needed to establish the associations between consultation-based reassurance and patient outcomes, using quantitative longitudinal methodologies. 
In conclusion, this study provided information and a tentative framework of   communication/reassurance factors that are important to patients with complex long-term persistent back pain who are consulting surgeons and their teams. For those discharged from care without further treatment, it may be particularly important that professionals deliver reassurance, aiming to encourage patients towards effectively self-managing their condition. At these late stages, once pain and disability have become entrenched, this message is difficult to accept and likewise difficult to convey. Although this study indicates a clear link between patients feeling dismissed and disbelieved, and their distress and helplessness, the exact mechanisms behind this processes require more study. Patients feel both stigmatised and humiliated, yet practitioners seem to believe that they are being reassuring and helpful. This mismatch is ultimately distractive, and needs addressing. How can practitioners behave and deliver message in a way that is acceptable to patients when they are in fact not offering treatment, cure, or solutions? Our findings indicate that some behaviours are more acceptable, convincing, and empowering to patients than others, even if they came to the consultation seeking treatment, as our sample did. 
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