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Abstract 

Purpose. Despite the increasing evidence that illness perceptions should be addressed in patients, 

there is a lack of studies evaluating whether physiotherapists question illness perceptions. This study, 

http://www.paininmotion.be/
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using a mixed-methods design, investigates the integration of illness perceptions during the first 

consultation of physiotherapists treating patients with Low Back Pain (LBP).  

Methods. Thirty-four physiotherapists performed usual history taking in a patient with non-specific 

LBP. The interview was audiotaped and illness perceptions were indexed using an observational 

instrument, based on the domains of Leventhal’s Common Sense Model. Patients were also asked to 

fill in the Illness Perception Questionnaire-Revised for low back pain.  

Results. PT’s assessed the illness identity, also perceptions regarding the (physical) cause and 

controllability of low back pain were evaluated. Illness perceptions such as timeline, consequences, 

coherence and emotional representation were poorly assessed. Results of the questionnaire reveals 

that LBP-patients report overuse, workload and bad posture as primary cause. Patient’s held positive 

beliefs about the controllability and have high illness coherence.  

Conclusion. Belgian physiotherapists mainly question bio-medically oriented illness perceptions, e.g. 

physical symptoms and causes, but do not sufficiently address psychosocially oriented illness 

perceptions as recommended in low back pain guidelines.  
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Introduction 

Low back pain (LBP) is one of the most common musculoskeletal disorders, affecting 70-85% of all 

adults at some point in their life [1]. LBP represents a major health problem and an economic burden 

for society. A clear bio-medical diagnosis cannot be given in the majority of the patients, and hence 

those are considered as non-specific LBP patients. In the last decades, various factors were identified, 

often referred to as yellow flags, which enhance the complaints and contribute to the development 

of chronic LBP [2]. Catastrophizing, depressive feelings and fear-avoidance influence the prognosis of 

patients with LBP [3-5]. Also inappropriate beliefs or illness perceptions have been associated with 

the development of exaggerated pain [6] or poor clinical outcome (e.g. increased self-reported 

disability) [7].  

 Therefore recent research highlighted the need of evaluating and treating patients from a 

bio-psycho-social perspective (Kamper SJ, et al. 2014). In the medical and psychological literature, 

Leventhal’s Common Sense Model is often used as a theoretical bio-psycho-social framework [8]. 

According to this model, patients develop cognitions and emotions about their illness, based on 

former experiences, interpretation of symptoms and provided information. These cognitions are 

referred to as illness perceptions. Several dimensions of illness perceptions have been identified in 

Leventhals’ original framework, e.g. identity (symptoms associated with the illness), timeline 

(duration of the illness), consequence (impact of the illness on patient well-being), cure/control 

(belief the condition is curable or controllable), and cause (perceived causes of the illness) [9].  In 

later years, two dimensions were added, i.e. emotional representation and illness coherence, 

representing the overall patient understanding of the condition [8,10]. The Illness Perception 

Questionnaire (IPQ) was specifically constructed to provide a quantitative assessment of the 5 

original components of illness perceptions (identity, timeline, consequences, cure/control and cause) 

described in Leventhals’ Common Sense Model [11]. Subsequent to publication of the IPQ, further 

evolvement of the questionnaire was undertaken, leading to the creation of the IPQ-Revised (IPQ-R) 
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(Moss-Morris et al., 2002). The IPQ-R has been used in several groups of patients with 

musculoskeletal disorders to assess illness perceptions with acceptable psychometric properties [12].  

 A large prospective cohort study of LBP patients in primary care revealed the importance of 

assessing illness perceptions using the IPQ-R [7]. Negative illness perceptions, e.g. believing that the 

problem will last long or that many symptoms are related to the person’s back problem, weak beliefs 

about self-control and low confidence in the person’s own ability to perform activities despite the 

pain, were better predictors of disability at 6 months than fear avoidance, catastrophizing or 

depression [7,13]. In a large study (n = 402) significant differences in illness perceptions were 

described between people suffering from chronic LBP (> 6 months) and those that did not. 

Participants with chronic LBP believed that one ‘wrong’ movement can potentially lead to more 

severe problems, they believed they should have an X-ray or a CT-scan to determine the cause of the 

pain and they more often did not perceive a relationship between psychosocial factors and LBP [14]. 

Also in other chronic pain patients, negative illness perceptions were associated with maladaptive 

illness behavior, more dysfunction, poor treatment adherence and treatment outcome [15-20]. 

These results emphasize the need to elicit and address patients’ illness perceptions of their back 

problems.  

Despite the plethora of clinical guidelines for the management of LBP and the call to use a bio-

psycho-social framework [21], the key challenge is the early identification of patients which are at 

risk of developing chronic pain [22]. Addressing these factors in primary care could lead to better 

long-term outcomes. The question arises whether physiotherapists pay attention to the assessment 

of illness perceptions. While most studies have been carried out to demonstrate relationships 

between illness perceptions and outcomes in patients, relative few studies examined whether 

physiotherapists are specifically questioning these illness perceptions during the assessment of their 

patients. In a recent study, a specific observational instrument was developed to score the physical 

therapists’ evaluation of illness perceptions of their patients during the first assessment of patient 
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with musculoskeletal pain [23]. However, to our knowledge, no existing literature exists regarding 

the history taking by physiotherapists with respect to illness beliefs in patients with non-specific LBP.  

 The aim of this study was therefore to investigate the nature of information elicited by the 

therapist and given by the patient during the first consultation. We aimed at evaluating whether 

physiotherapists question patients with non-specific LBP regarding the different domains of illness 

perceptions using a specific observational instrument. Furthermore the inter-observer reliability of 

this instrument was assessed. In addition, patients were asked to fill in the Illness Perception 

Questionnaire Revised Low Back Pain (IPQ-R-LBP), to measure existing illness perceptions which may 

not have been addressed during history taking. 
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Methods 

Participants 

 Dutch speaking participants from Belgium were recruited in this study. Given the nature of 

the study, both patients with non-specific LBP and physiotherapists were included as participants. To 

optimize the external validity of the study findings, physiotherapists were recruited by phone in 

private practices as well as in outpatient rehabilitation settings in hospitals. For study participating, 

physiotherapists had to be licensed, had to have at least 1 year of clinical experience, and had to be 

familiar with the treatment of patients with LBP. Finally, participating physiotherapists were required 

to have Dutch as their native language and were not allowed to be familiar with the study aims or 

research questions. For the participating patients with non-specific LBP, the following inclusion 

criteria were applied: a diagnosis of chronic non-specific LBP (> 3 months) made by a physician, 

referral by a physician for physiotherapy, and having Dutch as a native language as used in previous 

research [24]. Only the first consultation was recorded, all patients previously treated for LBP by the 

same therapist were therefore excluded.  

 Twenty-six male (76%) and 8 female physiotherapists agreed to participate. The mean age of 

the physiotherapists was 39.7 (11.28) years and they had on average 15.2 (11.2) years of experience 

in the treatment of LBP. Twenty-four women (71%) and 10 men with non-specific LBP volunteered 

for this study. The mean age of the patients was 36.7 (13.75) years. The duration of the symptoms 

since the diagnosis of LBP was 51.0 (96.6) months. 

 

Study design  

 A mixed-methods design was used to examine the comprehensiveness of history taking of 

physiotherapists during their first consultation of Dutch-speaking patients with non-specific LBP. In 

the qualitative analyses the history taking of PT’s during the first consult of a patient with non-

specific back pain was audiotaped and transcripted. Illness perceptions mentioned during the 
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interview were inventoried afterwards using an observational instrument (i.e. a deductive content 

analysis [25] according to the existing theoretical framework, the Common Sense Model). Socio-

demographic date were retrieved form the PT’s and the patient group, patients also  were asked to 

fill out the Illness perceptions Questionnaire-revised for low back pain (IPQ-R-LBP). 

  

Procedure 

 Prior to study participation, all subjects received written and oral information addressing the 

study nature, but no information regarding illness perceptions or communication skills was provided. 

Patients and physiotherapists were not aware of the specific research aims. They were told that the 

recordings would be used to investigate possible cross-national differences in history taking by 

physiotherapists. The Human Research Ethics Committee of a University Hospital approved the study 

and in case both the physiotherapist and the patient agreed to participate, written informed consent 

was obtained from all participants prior to testing.  

 The interview during the first consult took place in the practice of the physiotherapist and 

was recorded by digital audio recording equipment by a first researcher (holder of a bachelor degree 

in physiotherapy and completing a master’s program in physiotherapy). At the end of the first 

consultation, the physiotherapist was asked to complete a general questionnaire assessing 

demographic characteristics, level of education, daily workload and experience with LBP patients. 

Also patients were asked to complete a general questionnaire (assessing demographic characteristics 

and medical history of LBP) and the IPQ-R-LBP. 

 The audio recordings as a whole were transcripted verbatim by the first researcher. The 

questions of the physiotherapists and the responses of the patients were described separately. A 

second researcher (holder of a Master of Science Degree in Physiotherapy) checked a random third 

of the interviews by comparing the audio recordings with the written version.  
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The outcome of the present research is a description of surveyed illness perceptions asked during  

history taking by the physiotherapist (prompted) along with the illness perceptions reported by 

patients both prompted after a specific question by a PT’s to assess illness perceptions or 

unprompted as told by the patient without a specific question of the PT. Firstly, the interview 

transcripts were read repeatedly as a whole. The interviews were indexed by the second researcher 

for the categories relating to the seven core components of illness representations in Leventhal’s 

Common Sense Model [26]; identity, causes, timeline, consequences, control on recovery, illness 

coherence and emotional representations. An additional domain ‘provoking factors’ (e.g. specific 

activities or situations or specific movements provoking pain) was included, which has been found to 

be a separate sub-domain in musculoskeletal pain in the ‘causes’ domain [23].  

 The Groningen Observation Score for Illness Perceptions (GOSSIP) was used to facilitate the 

scoring (see Table 1). This observational instrument, based on Leventhals’ Common Sense model, 

was used as a training tool for the observers and to standardize the process of recognizing the 

domains of illness representations in the transcripts [23]. When indexing the dimensions of illness 

perceptions a differentiation was made between perceptions mentioned by patients as a response to 

a question of the physiotherapist (i.e. prompted answers) and the patients’ unprompted perceptions. 

In the latter one, illness perceptions were indexed because the patient mentioned these despite the 

fact that the physiotherapist was not explicitly asking a question regarding that specific illness 

representation.  

In the category ‘identity’, symptoms were indexed only once. Furthermore to assess inter-observer 

reliability of the scoring process ten transcripts were scored by two independent researchers (with 

research expertise in the field of illness perceptions). 

Insert table 1 about here 

 The IPQ-R has been specifically constructed to provide a quantitative assessment of the 

illness representations of the patients. The IPQ-R measures 9 dimensions of illness perceptions and 

consists of 3 domains. In the first domain, illness identity, the perceived symptoms and their possible 
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relation to the illness are evaluated. The second domain, the beliefs domain, covers 7 dimensions: 

the acute/chronic timeline as well as the cyclical character of the illness represent the first and 

second dimension. Consequences, as the third dimension, include perceived short- and long-term 

effects on physical, psychological and social functioning. Controllability and curability refers to the 

extent to which a condition is perceived to be controllable or curable, while emotional 

representations, the sixth dimension, represent the emotions experienced as a result of their illness. 

Finally, illness coherence reflects an individual’s understanding of their condition. In the third 

domain, causes are evaluated. The IPQ-R shows a good internal reliability of the domains [27], good 

short and long term retest reliability and sound discriminant, known group and predictive validity in a 

study population consisting of patients with a variety of diseases (asthma, diabetes, rheumatoid 

arthritis, acute pain, chronic pain, myocardial infarction, multiple sclerosis and HIV) [28]. However, 

the authors of the IPQ-R encourage researchers to adjust the questionnaire to the specific study 

population, as it is a generic questionnaire used to measure perceptions in numerous illnesses [28]. 

We therefore adapted the Dutch version of the IPQ-R for patients with LBP (IPQ-R-LBP) , which was 

used in the current study. Table 2 illustrates the adaptations of the IPQ-R-LB and the rating of the 

questionnaire.  

 The IPQ-R-LBP was used in the present study to quantify the illness perceptions of the 

patients. This allows us to examine whether there are discrepancies between the illness perceptions  

of the patients (evaluated by the IPQ-R-LBP) and the scoring of illness perceptions during the 

subjective evaluation of the history taking. Patients may have specific illness perceptions that were 

not addressed during the subjective evaluation but that are addressed when analyzing the results of 

the IPQ-R-LBP.    

Insert table 2 about here 

Statistical analysis 

Statistical analysis was performed with Statistical Package for Social Sciences (SPSS)f version 18.0.  
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From the transcripts firstly the mean, minimal and maximal numbers of questions asked by the 

therapists are given for each domain of illness perceptions. For the reports of patients, a 

differentiation is made between the patients’ responses on questions asked by the therapists 

(prompted), and the unprompted perceptions. The proportion of therapists asking one or more 

questions about the different perceptions and the proportion of perceptions mentioned by the 

patients are given.  

 The inter-observer reliability of the scoring of the interviews were evaluated with a kappa-

coefficient.  

Descriptive statistics were used for the results of the IPQ-R-LBP, in terms of means or medians, 

standard deviations or interquartile range, and frequencies of respondents. 

 

Results 

In the following paragraphs, the quantitative and qualitative analyses of the recordings of the history 

taking by physiotherapist will be reported, followed by the outcome of the IPQ-R-LBP.  

1. Identity (symptoms associated with the illness) 

 Illness identity was the most asked and discussed topic addressed during the history taking. 

All physiotherapists asked specific questions about the symptoms that patients may experience, such 

as pain (intensity, localization, course), sensation of stiffness, sensory changes (numbness, feeling of 

hot/cold/burning), fatigue or sleeping disorders, etc. On average, six questions were asked regarding 

the illness identity (table 3) and all patients reported at least one symptom. On average, four 

symptoms were reported as answer to the question of the physiotherapist, and on average one 

additional symptom was spontaneously reported by the patient, by specifying for example the illness 

duration, extent of pain, onset of pain or character of pain. 
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According to the results of the IPQ-R-LBP, patients most frequently experienced symptoms such as 

pain, fatigue, sleeping disorders and joint stiffness (see Table 4). Loss of strength and headaches 

were reported in less than 30% of the patients. On average, patients reported 2.4 symptoms when 

describing the symptom identity in the IPQ-R (Table 5). However, a few patients experienced 

symptoms such nausea, breathlessness, dizziness and weight gain as related to their LBP (see Table 

4), while this was not addressed at all during the history taking.   

Insert table 3,4 and 5 about here 

2. Provoking factors 

Beliefs about provoking factors are the second most questioned and discussed illness perception in 

the history taking, as 71% of the physiotherapists asked at least one question (on average two 

questions) about the patient’s perception regarding provoking factors (Table 3). Ninety-one percent 

of the patients expressed at least one provoking factor. From the answers retrieved, it appears that 

activities such as forward bending, walking long distances, carrying heavy weights, staying for a while 

in a specific posture, driving etc. provoked the symptoms of the patients. The provoking factors are 

not separately addressed in the IPQ-R-LBP.  

3. Primary Cause (perceived causes of the illness) 

Nineteen physiotherapists (56%) asked at least one question about the patient’s perception 

regarding primary cause (Table 3). They most often asked for bio-medical causal factors such as a 

trauma or injury, or physical causes (surgery, a specific disease, locked joint) or risk factors (e.g. 

changes in the patient’s lifestyle: new job, less sports, new shoes,….). In total, 29 questions were 

asked regarding the perceived cause, but 60% of these questions remained unanswered. However, 

16 causes were spontaneously reported by patients. Physical causes (structural defaults such as 

scoliosis or disc pathologies; locked joint; tensed muscles), accident or injury, and risk factors (bad 

movement, bad mattress, changes in the patient’s lifestyle, genetic cause) were the most frequently 

causes reported by the patients. It is remarkable that no questions were addressed by the therapists 
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regarding the psychological attribution (onset of symptoms associated with anxiety, depression, 

overuse or stress).    

According to the results of the IPQ-R-LBP, only ‘overuse’ had a mean score above 3 on the scale of 5 

(table 6). Other frequently reported causes were coincidence/bad luck, own behavior, age and 

workload. When patients were asked to list the three most important factors causing their LBP, 31 

individuals provided at least one answer. Overuse, professional workload and bad posture were 

reported by half of the patients as most important causal factors (see Table 6).   

Insert table 6 about here 

4. Timeline  (duration of the illness) 

None of the participating physiotherapists asked questions about the timeline of the LBP (Table 3). 

Three patients nevertheless expressed their perceptions about timeline spontaneously, for example 

the expectation that symptoms would remain for a long time.  

Results from the IPQ-R-LBP indicate that patients with non-specific LBP neither agree nor disagree 

with the chronic nature of their disorder (mean answer per item is 3, both for the acute-chronic 

dimension, as for the cyclical timeline representing the variability of the health problems over time) 

(Table 5).  

5. Consequences (impact of the illness on patient well-being) 

Fifteen physiotherapists (44%) asked at least one question about the patient’s perceptions 

concerning the consequences of their LBP, such as experiencing difficulties to perform activities of 

daily living, work or leisure activities, or a disturbed sleep due to the LBP. Thirteen patients (38%) 

reported at least one consequence of the LBP. A disturbed sleep was the most reported 

consequence, followed by difficulties to remain in the same position and difficulties to perform 

activities of daily life, sport or leisure activities. Patients listed maximal three consequences (Table 3).  
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Results from the IPQ-R-LBP indicate that patients gave a low score when evaluating the 

consequences of their illness (mean score per item is 2,6).  

6. Control on recovery (personal control) 

Perceptions about the personal controllability were surveyed by 15 physiotherapists (44%) in one or 

maximum three questions. The most frequently asked question was: “Is there anything you can do to 

alleviate your complaints (such as walking or doing exercises)?”. Sixty-two percent of the patients 

mentioned at least one perception. Many different answers were registered, such as movement / 

exercises, stretching, rest, and ergonomic principles (e.g. adapting lifting techniques, pay attention to 

a correct posture, using ergonomic devices, etc.).  

According to the results of the IPQ-R-LBP, patients held rather positive beliefs about the 

controllability of the illness (Table 5).  

7. Control on recovery (treatment control)  

Seventy-four percent of the therapists asked one to four questions about the curability of the LBP 

(e.g. 84% of the questions were related to visiting caregivers or the use of medication, only 7% of the 

questions were related to the expectations of the treatment or the impact of the therapy on the 

symptoms), while 59% of the patients expressed one to three perceptions about the treatment 

control (57% of the answers were related to different treatments, 19% to medication and 25% 

regarding the expectations of the treatments or the impact of the therapy on the symptoms).  From 

table 6 it can be concluded that patients agree with the statement that their LBP is curable.   

8. Coherence (overall patient understanding of the condition) 

Very little attention was given by the participating physiotherapists to the overall patient 

understanding of the condition during the history taking. Only four physiotherapists questioned the 

illness coherence. Nine patients expressed one to two perceptions about the coherence of the LBP 

during the conversation (Table 3). Three patients explained the illness mechanism to the 
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physiotherapist. These quotes were mostly related to a visit to the formally treating physician. The 

other patients expressed the lack of understanding of the complaints.  In contrast, high scores were 

found for the illness’ coherence dimension according to the results of the IPQ-R-LBP, representing a 

good personal understanding of the condition (Table 5).  

9. Emotional representations 

Only one physiotherapist asked one single question about the emotional representation of the 

illness, and only 3 patients gave some information about the emotional representation (they 

mentioned they were irritated or desperate because of the complaints) (table 3). In accordance with 

this, the scores of the emotional representation according to the IPQ-R-LBP are low (Table 65.  

The results of the inter-observer reliability indicate a kappa coefficient varying between 0.6-1, except 

for the provoking factors (k=0.375) and primary cause (k=0.545) (see Table 3). 
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Discussion  

Results from the present study indicate that Belgian physiotherapists mainly question the illness 

identity, the cause/provoking factors and the controllability of the illness during the first consultation 

with LBP patients. Nearly half of the physiotherapists evaluated patients’ perceptions regarding the 

consequences of the disease, while perceptions regarding timeline, coherence and emotional 

representations were not addressed at all during the history taking. These results further suggest 

that Belgian physiotherapist primarily evaluate their patients from a bio-medical point of view, as 

especially physical symptoms (identity) or physical causes (trauma, injury, surgery, specific disease), 

trauma/injury and provoking factors (movements or postures that may provoke symptoms) are 

addressed during the first consultation. However, no psychological attributions were evaluated by 

the therapists. The GOSSIP seems useful as a training instrument and observation tool to recognize 

the domains of illness perceptions with a good interrater reliability, except for the provoking factors.  

There is compelling evidence that illness perceptions are important, as they are able to predict 

clinical outcome [7] and are important determinants of adherence to home exercise programs in LBP 

patients [29]. Moreover, experimental designs demonstrated that when illness perceptions are 

assessed properly during treatment, LBP-patients not only change maladaptive beliefs, but also 

significantly improve in health status [30,31]. However there is a clear lack of studies evaluating 

whether physiotherapists question patients with respect to illness perceptions.  

The results of the present study demonstrate that the illness identity domain was the only domain 

properly addressed by all physiotherapists and patients during history taking. Perceptions about the 

complaints related to a patients’ illness are easy to ask, and most patients are easily willing to answer 

them. Only half of the physiotherapists ask for primary causes, and they mainly ask biomedical 

questions regarding the physical causes or trauma/injury. However, the need for evaluating and 

treating patients from a bio-psycho-social perspective has been highlighted [21,32]. Moreover, the 

results from the IPQ-R reveal that also the patients in the present study attribute their LBP more to 
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biopsychosocial factors, as behavioral factors, workload and overuse were listed as most important 

causal factors for the LBP.  

The same accounts for the questions related to the provoking factors. The questions asked by the PT 

are mainly bio-medically orientated, reflecting the opinion that the disease is reducible to a specific 

somatic cause, independent of social, psychological or moral factors. In contrast, the psycho-social 

causes (e.g. the onset of symptoms are associated with stress or anxiety), the emotional 

representation of the disease, the consequences or the coherence of the LBP, which would fit in a 

bio-psycho-social approach, remain unaddressed despite the recommendation of evaluating and 

treating patients from a bio-psycho-social perspective [33]. Several studies evaluated the awareness 

of physiotherapists regarding the clinical guidelines for the management of LBP. These guidelines 

advocate that the bio-medical view falls short in explaining LBP-related disability. Despite the fact 

that physiotherapists are conscious that the advice they give to their patients should be based on 

current guidelines, they actually demonstrate a lack of awareness of clinical practice guidelines for 

LBP-patients [34,35]. Unsurprisingly, treatment advice and recommendations given to patients are 

not in line with best evidence [35]. The present study did not evaluate the treatment 

recommendations, but clearly points in the same direction, i.e. therapists are not following current 

guidelines in the assessment of patients with non-specific LBP. These results are further in 

accordance with the results of Van Wilgen et al, evaluating the first consultation of Dutch 

physiotherapists treating patients with a variety of musculoskeletal disorders [23].  

The way of assessing attitudes and beliefs regarding chronic musculoskeletal pain in clinical practice 

by both health care providers and patients has been described in detail [36]. A systematic review 

nevertheless highlighted the importance of further developing tools to evaluate attitudes and beliefs 

of health care providers about LBP [37], as it has been demonstrated that health care providers’ 

attitudes & beliefs towards LBP affect the advice they provide to patients seeking healthcare [38]. A 

randomized controlled trial indeed revealed that biomedical orientated attitudes & beliefs towards 
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LBP following a bio-medical education may exacerbate maladaptive beliefs and consequently results 

in inadequate treatment recommendations [39]. In Belgium, most universities offer 

physiotherapy/medical education which highly relies on a biomedical model. The bio-psycho-social 

education has gained in popularity the last years, but as long-life education is not yet mandatory for 

the physiotherapy profession, it may be that Belgian physiotherapists may not have attended these 

training courses and are stick to their biomedical view.   

 

Questions about illness perceptions should be included in the questioning of medical history taking, 

but there is still a way to go to inform clinicians. Education is a powerful tool in clinical practice, and 

could be applied to both patients and physiotherapists [40]. Beside the specific content of the 

education it also requires specific skills. Pain physiology education has been studied extensively in 

non-specific LBP, with nothing but positive results [41]. It addresses maladaptive cognitions and 

illness perceptions. The innovative aspect of pain physiology education is the use of neurophysiology 

(i.e. the mechanism of central sensitization) to change the perceptions about pain and how to cope 

with it. This makes it appropriate even for cases reluctant to the bio-psychosocial model. Clearly, 

several physiotherapists lack knowledge of this principles.  

 Cultural background has been shown to influence subjects’ perceptions and beliefs towards 

LBP [42,43]. It is therefore important to evaluate subjects’ illness perceptions in different countries. 

The results of the present study demonstrate that patients with non-specific LBP have a somatic 

orientated illness identity, but understand the nature of their injury according to the high illness 

coherence scores. The question is how adequate are these perceptions, as these perceptions seem 

primarily somatically orientated. Patients held more positive beliefs about the controllability, 

curability and illness coherence compared to LBP-patients from the United Kingdom or The 

Netherlands [7,30]. Belgian patients do not have a strong emotional representation, compared to the 



18 
 

LBP patients observed by Foster et al [7]. They nevertheless report mainly ‘biomedical’ causes for 

their illness, such as overuse, workload and bad posture.  

 The promising results of studies addressing maladaptive illness perceptions of patients offer 

interesting perspectives for LBP-patients and their treating physiotherapists [31]. Further research 

should explore how Belgian physiotherapists can be trained in comprehensively addressing all 

dimensions of illness perceptions during both history taking and treatment, to comply with the bio-

psycho-social framework.   

 

Study strengths and limitations   

The results of this study should be seen in the light of some methodological concerns. Firstly, only 

the first conversation between physiotherapists and patients was available for the analysis. Many of 

the participating therapists perform hands-on treatments to their patients. Participating patients 

may reveal more personal information during these manual hands-on treatments during and after 

the first treatment session. Secondly, the response rate of the physiotherapists has not been 

recorded. Thirdly, the questionnaires given to the patients were imposed by the researchers, 

excluding the possibility for physiotherapists to take some initiatives regarding the use of 

questionnaires. Finally, the psychometric properties of this observational instrument, developed to 

recognize the illness beliefs in the written version of the interviews, should be further examined  

Besides these limitations, the study has several strengths, including the high ecological validity, the 

audiotaping of the history taking, the use of transcripts, the use of an established model as 

framework for data collection and data analysis, and the methods used for increasing the external 

validity of the findings (and limiting selection bias). Further longitudinal research should be carry out 

to further examine the role of IP’s in relations to clinical changes or effect of rehabilitation of PT 

programs.  
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Conclusion 

In light of the study strengths and weaknesses, the results of the present study show that Belgian 

physiotherapist  do not question LPB patients in detail regarding illness perceptions such as timeline, 

consequences, personal controllability, causality, coherence and emotional representation, 

underlining the need for educating physiotherapists in this domain.  
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