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Background: Effective communication is critical in managing chronic low back pain, yet disparities exist in how healthcare professionals engage with patients. This study aimed to identify professional differences in relational and culturally responsive approaches to caring for patients with low back pain in Israel.

Methods: A cross-sectional study was conducted at Ziv Medical Center in Safed, Northern Israel, involving 50 healthcare professionals—31 nurses and 19 physicians —who manage patients with low back pain in various clinical settings. Participants completed a structured Likert-scale questionnaire evaluating four key aspects of communication: empathy, patient engagement, shared decision-making, and cultural competence. Data were analyzed using Jamovi (version 2.6.23), and group differences between nurses and physicians were assessed using the Mann–Whitney U test.

Findings: Nurses exhibited higher empathy and communication skills compared to physicians, particularly in emotional support, patient reassurance, and encouraging patient concerns (p < 0.05). Physicians, however, excelled in clinical decision-making and providing detailed explanations of treatments (p < 0.05). A significant positive correlation was found between empathy and communication skills for both groups (r = 0.62, p = 0.004). Nurses demonstrated higher cultural competence and provided more culturally tailored care, with a positive correlation between cultural competence and individualized care (r = 0.58, p = 0.009).

Discussion and conclusions: The study underscores the critical role of both nurses and physicians in shaping patient care experiences. Nurses tend to excel in empathy and communication, whereas physicians primarily focus on clinical decision-making and treatment. The observed correlation between cultural competence and patient reassurance suggests that greater cultural sensitivity may enhance the patient experience and strengthen trust within the care relationship. These findings highlight the need for targeted training to improve communication, empathy, and cultural awareness across healthcare teams, thereby fostering stronger collaboration and more effective patient care.
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Introduction

Low back pain is one of the most prevalent and disabling musculoskeletal conditions worldwide, affecting individuals across age groups and socioeconomic backgrounds (Wu et al., 2020). It remains the leading cause of years lived with disability globally and contributes substantially to healthcare utilization, lost productivity, and broader social and economic burdens (GBD 2021 Low Back Pain Collaborators, 2023). Approximately 90% of adults will experience low back pain at some point in their lives, with a significant portion developing chronic symptoms (Ge et al., 2022; Fatoye et al., 2019). In Israel, nearly one in five adults report chronic back pain, which is associated with work absenteeism, diminished quality of life, and increased reliance on medical services (Buskila et al., 2000; Daher and Dar, 2025; Sharon et al., 2022).

Despite extensive research and the development of clinical guidelines, outcomes for many low back pain patients remain suboptimal (Bogaert et al., 2024; Bishop et al., 2008). One critical factor influencing these outcomes is the quality of communication between healthcare providers and patients (National Institute for Health and Care Excellence (NICE), 2021). Health communication involves more than the delivery of information—it includes demonstrating empathy, assessing patient understanding, and fostering shared decision-making (Haverfield et al., 2018; Kovačević et al., 2024). This is especially vital in chronic conditions like low back pain, where ongoing symptoms necessitate long-term management. Clear, compassionate, and collaborative communication has been shown to enhance treatment adherence, improve clinical outcomes, and strengthen the therapeutic alliance (Sharkiya, 2023).

Effective communication also builds trust, enabling healthcare professionals to address the emotional and psychological dimensions of chronic pain (Sharma and Gupta, 2023; Tikkanen and Sundberg, 2024). Recognizing this, the World Health Organization emphasizes person-centered communication as a core component of high-quality health systems (World Health Organization, 2001). However, persistent gaps remain in how these skills are taught and practiced. Many patients report feeling excluded from decision-making or underserved in terms of emotional support (Krist et al., 2017; Hannawa et al., 2022; Ferreira et al., 2023; Tian et al., 2024). These concerns are reflected in the literature on Shared Decision-Making (SDM)—a collaborative approach in which clinicians and patients jointly select treatment options. Although SDM is central to person-centered care, its implementation is often constrained by time pressures, insufficient communication training, hierarchical clinical cultures, and disparities in health literacy (Waddell et al., 2021). Such barriers can leave patients marginalized in the decision-making process, particularly in chronic pain management, where long-term cooperation and mutual trust are essential (Elwyn et al., 2012; Légaré and Thompson-Leduc, 2014; Joseph-Williams et al., 2021; Stacey et al., 2017).

In Israel’s multicultural healthcare landscape, where providers and patients may differ in language, cultural norms, and expectations, the need for empathy, trust, and cultural competence is heightened. Physicians and nurses play a central role in chronic pain management but may differ in their communication styles, empathy levels, and cultural responsiveness due to differences in training, workload, and time spent with patients (Guidi and Traversa, 2021; Kwame and Petrucka, 2021). Nursing education traditionally emphasizes holistic, patient-centered, and relational aspects of care, fostering greater focus on empathy, emotional support, and ongoing interaction with patients. In contrast, medical training tends to prioritize diagnostic reasoning, evidence-based treatment, and efficiency, often within shorter and more structured clinical encounters (Watson, 2008; Haidet et al., 2002; Levinson et al., 2010). These distinctions, together with differences in workload and time allocation, may shape how nurses and physicians communicate with and engage patients.

This study examines the communication practices of healthcare professionals treating patients with low back pain, with attention to empathy, patient engagement, shared decision-making, and cultural competence. By comparing physicians and nurses, the research aims to inform targeted interventions and training programs to enhance communication quality and improve patient outcomes in pain management.



Theoretical framework

This study is grounded in a multidisciplinary conceptual framework that synthesizes theoretical models from patient-centered care, behavioral science, and cross-cultural health communication to investigate the interpersonal and contextual factors shaping healthcare professionals’ communication with patients experiencing chronic low back pain. Given the complexity of chronic pain as a condition influenced by biological, psychological, and sociocultural factors, the framework emphasizes the role of interpersonal processes, like communication, in mediating clinical outcomes, treatment adherence, and patient satisfaction.

At the core of this framework lies the Patient-Centered Care Model, a paradigm that reconceptualizes the clinician-patient interaction as a collaborative partnership rather than a unidirectional exchange of clinical expertise (Greene et al., 2012). Rooted in the work of Mead and Bower (2000) and further elaborated by Epstein and Street (2011), the Patient-Centered Care model underscores the importance of empathy, respect for patient autonomy, and engagement in shared decision-making. Rather than viewing communication as a transactional delivery of biomedical information, this approach frames it as a reciprocal, affective process that contributes to emotional support, empowerment, and therapeutic alliance (Varela et al., 2025). Within the management of chronic low back pain—where symptoms are persistent, subjective, and influenced by psychological distress—relational continuity and patient-provider trust become essential components of effective care (Fu et al., 2015; Dang et al., 2017; Lozano et al., 2025).

Complementing the relational perspective, Social Cognitive Theory provides a behavioral and psychological lens to understand how healthcare professionals develop, maintain, and adapt their communication practices. Originating from Bandura’s work (Bandura, 1986; Bandura, 2004), Social Cognitive Theory posits that human behavior is the result of dynamic and reciprocal interactions between cognitive, behavioral, and environmental factors. This framework is particularly relevant in understanding provider behavior in clinical settings, where internal drivers such as attitudes, perceived self-efficacy, and prior experiences interact with external influences including institutional culture, peer behavior, workload, and patient demographics (Islam et al., 2023; Manjarres-Posada et al., 2020). In this context, communication competence is seen as both malleable and socially contingent—subject to reinforcement and improvement through feedback, modeling, and targeted training interventions (Cavaco et al., 2023; Reith-Hall and Montgomery, 2023).

To address the sociocultural dimensions of healthcare communication in multicultural environments such as Israel, the framework incorporates Campinha-Bacote’s Model of Cultural Competence in Healthcare Delivery (Campinha-Bacote, 2002). This model articulates five interdependent constructs essential for effective cross-cultural care: cultural awareness (self-examination of biases), cultural knowledge (understanding of cultural worldviews), cultural skill (ability to conduct culturally sensitive assessments), cultural encounters (interpersonal engagements with diverse populations), and cultural desire (intrinsic motivation to become culturally competent) (Campinha-Bacote, 2002). The model acknowledges that cultural competence is not a static attribute but an iterative developmental process. Research has shown that providers with higher cultural competence scores are more likely to establish rapport, elicit accurate symptom narratives, and improve adherence in culturally diverse patient populations (Handtke et al., 2019; Jongen et al., 2018).

Together, the three theoretical pillars converge on the premise that communication in chronic pain management is shaped by an interplay of personal dispositions, systemic influences, and cultural dynamics. The integration of the Patient-Centered Care model, Social Cognitive Theory, and the Campinha-Bacote model enables a nuanced exploration of how empathy, shared decision-making, and cultural responsiveness are operationalized in clinical practice. This framework also supports the examination of interprofessional differences, hypothesizing that variations in training, role expectations, and patient load may lead to differential communication behaviors between physicians and nurses.



Methods


Study design and participants

This cross-sectional study, conducted in accordance with the STROBE guideline, investigated differences in health communication competencies among healthcare professionals. Fifty participants, comprising 31 nurses and 19 physicians, were recruited from clinical departments such as emergency medicine and orthopedics, where patients with low back pain are routinely treated. Participants were eligible if they were actively involved in clinical practice and willing to complete the study questionnaire. Participation was voluntary and anonymous, with informed consent obtained from all respondents before data collection. Participants were recruited through convenience sampling based on the availability and willingness of healthcare professionals actively involved in managing patients with low back pain. The sample size of 50 was determined by the number of eligible and consenting professionals available during the study period and was not derived from formal power analysis.



Setting

The study was conducted at Ziv Medical Center in Safed, Northern Israel, with a focus on clinical departments specializing in the management of low back pain.

Although the invitation to participate was distributed among several departments, the actual sample was primarily drawn from the Emergency Medicine Department (60%) and the Orthopedics Department (40%). This distribution reflects staff availability during the study period and may influence the generalizability of communication practices observed.



Instrument

Data were collected using a structured questionnaire developed to assess key domains of health communication among healthcare professionals. The instrument consisted of four sections: (1) expressions of empathy, (2) patient engagement and trust-building strategies, (3) shared decision-making practices, and (4) cultural competence in clinical settings. Each item was rated on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree), allowing respondents to indicate the extent of their agreement with various statements related to communication behaviors. Likert-scale responses were treated as ordinal data for nonparametric analysis. No items were transformed or grouped beyond the original domain scores.

The questionnaire was pilot tested in January with a small group (n = 9, five nurses and four physicians) of healthcare professionals to ensure clarity and content validity. Based on the feedback, minor adjustments were made to improve item wording and overall comprehension. Demographic information such as gender, professional role (e.g., physician or nurse), age group, and years of clinical experience was also collected to support subgroup analyses.



Procedure

Ethical approval for this study was obtained from the Institutional Ethics Committee of Ziv Medical Center, Safed, Northern Israel, prior to the initiation of data collection (Approval Number: ZIV-0072-24; Date: November 28, 2024). Data collection was conducted between February and March 2025. The questionnaire was administered electronically via Google Forms, based on the availability of healthcare professionals involved in the management of patients with low back pain, with a particular focus on staff from the Emergency Medicine Department. A small number of responses (<1%) were missing across several questionnaire items. All available data were retained in the analysis, and missing values were handled using available-case analysis. No imputation or data exclusion procedures were applied. Lastly, all responses were systematically recorded, entered into a Microsoft Excel database, and subsequently prepared for statistical analysis.



Statistical analysis

All analyses were conducted using Jamovi statistical software (version 2.6). Descriptive statistics were used to summarize group differences. The Mann–Whitney U test was performed to compare responses between physicians and nurses, given the ordinal nature of the data. Effect sizes were calculated using rank biserial correlation (rrb) to assess the magnitude of significant differences. A significance threshold of p < 0.05 was applied.




Results

A very small proportion of responses (<2%) were missing across some questionnaire items, leading to minor variations in the reported N values across tables.


Descriptive characteristics of participants in the study

The study sample comprised 50 participants, of whom 44% (n = 22) were male and 56% (n = 28) were female. The majority were nurses (62%, n = 31), while 38% (n = 19) were physicians. Most participants were between 35 and 45 years old (40%, n = 20), followed by those aged 25–35 years (30%, n = 15). Regarding clinical experience, the largest proportion had 10–20 years of experience (28%, n = 14), with a comparable distribution among those with 0–5 years (26%, n = 13) and 5–10 years (24%, n = 12) (Table 1).


TABLE 1 Demographic characteristics.


	Variable
	Frequency (percent/number)

 

 	Gender


 	Male 	44% (n = 22)


 	Female 	56% (n = 28)


 	Profession


 	Physician 	38% (n = 19)


 	Nurse 	62% (n = 31)


 	Age


 	Under 25 years 	2% (n = 1)


 	25–35 years 	30% (n = 15)


 	35–45 years 	40% (n = 20)


 	Over 45 years 	28% (n = 14)


 	Clinical experience


 	0–5 years 	26% (n = 13)


 	5–10 years 	24% (n = 12)


 	10–20 years 	28% (n = 14)


 	More than 20 years 	22% (n = 11)




 



Empathy declaration among health professionals

As shown in Table 2, nurses demonstrated significantly higher empathy than physicians across multiple domains, including showing empathy (U = 155, p = 0.003), recognizing patients’ feelings (U = 124.5, p = 0.001), providing emotional support (U = 96.5, p = 0.001), articulating treatment options (U = 145, p = 0.002), and using nonverbal cues (U = 195, p = 0.038). No significant difference was found in rewording sentences (U = 251.5, p = 0.371). Effect sizes were strong across all significant comparisons, with the largest for providing emotional support (0.65) and recognizing patients’ feelings (0.58). The smallest was for nonverbal cues (0.34) (Table 2).


TABLE 2 Declaration of empathy among health professionals.


	
	Group
	N
	Mean
	SD
	Mann–Whitney U/ p
	Effect size (Rank biserial correlation)

 

 	Show empathy 	Doctor 	19 	3.58 	0.607 	U = 155, p = 0.003 	0.4737


 	Nurse 	31 	4.23 	0.805


 	Rewording a sentence in other words without changing its meaning. 	Doctor 	19 	3.16 	0.898 	U = 251.5, p = 0.371 	0.1460


 	Nurse 	31 	3.45 	1.091


 	Recognizing patients’ feelings 	Doctor 	19 	3.63 	0.684 	U = 124.5, p = 0.001 	0.5772


 	Nurse 	31 	4.42 	0.564


 	Providing emotional support 	Doctor 	18 	3.22 	0.808 	U = 96.5, p = 0.001 	0.6541


 	Nurse 	31 	4.26 	0.631


 	Clear articulation of treatment options and recommendations 	Doctor 	19 	3.58 	0.607 	U = 145, p = 0.002 	0.5076


 	Nurse 	31 	4.29 	0.824


 	Showing empathy through nonverbal cues 	Doctor 	19 	3.32 	0.885 	U = 195, p = 0.038 	0.3379


 	Nurse 	31 	3.84 	0.969




 



Communication and patient engagement strategies

Nurses communicated more effectively than physicians in key areas, including encouraging patients to express concerns (U = 185.5, p = 0.023), providing reassurance (U = 163, p = 0.006), building trust (U = 185.5, p = 0.024), emphasizing transparency about treatment uncertainty (U = 126, p = 0.001), adapting communication styles (U = 189, p = 0.031), and incorporating shared decision-making (U = 136.5, p = 0.001). Physicians, however, were more likely to discuss the placebo effect with patients (U = 165, p = 0.007). Effect sizes were strongest for transparency (0.57) and shared decision-making (0.54), followed by the placebo effect discussion (0.44), encouraging concerns and trust-building (0.37), and the smallest for adapting communication (0.36) (Table 3).


TABLE 3 Trust-building strategies among health professionals.


	
	Group
	N
	Mean
	SD
	Mann–Whitney U/p
	Effect size (Rank biserial correlation)

 

 	Encouraging patients to express concerns 	Doctor 	19 	3.32 	0.946 	U = 185.5, p = 0.023 	0.3701


 	Nurse 	31 	3.97 	0.875


 	Providing educational materials and resources to complete patient understanding 	Doctor 	19 	2.63 	1.012 	U = 259, p = 0.464 	0.1205


 	Nurse 	31 	2.87 	1.176


 	Providing reassurance and emotional support during consultations 	Doctor 	19 	3.16 	1.302 	U = 163, p = 0.006 	0.4465


 	Nurse 	31 	4.16 	0.779


 	Еngage in trust-building strategies when interacting with patients seeking treatment for low back pain 	Doctor 	19 	2.95 	1.026 	U = 185.5, p = 0.024 	0.3701


 	Nurse 	31 	3.65 	0.915


 	Тalk about the potential placebo effect with patients 	Doctor 	19 	2.68 	0.885 	U = 165, p = 0.007 	0.4397


 	Nurse 	31 	1.94 	1.093


 	Еmphasize transparency and honesty with patients about the uncertainty of treatment outcomes 	Doctor 	19 	2.74 	0.991 	U = 126, p = 0.001 	0.5722


 	Nurse 	31 	3.84 	0.934


 	Аdapt communication style to suit the individual preferences and needs of patients with low back pain 	Doctor 	19 	2.84 	0.834 	U = 189, p = 0.031 	0.3582


 	Nurse 	31 	3.52 	1.313


 	Incorporate elements of shared decision-making in practice with patients 	Doctor 	19 	2.95 	0.848 	U = 136.5, p = 0.001 	0.5365


 	Nurse 	31 	3.97 	1.016




 



Shared decision-making

Physicians were significantly more likely than nurses to discuss the potential role of placebo responses with patients (U = 140.5, p = 0.001, rrb = 0.52). While not statistically significant, trends suggested that physicians were more likely to provide written materials (M = 2.84, SD = 0.898) than nurses (M = 2.30, SD = 1.317; U = 199.5, p = 0.072) and document shared decision-making processes (M = 3.50, SD = 0.786) compared to nurses (M = 2.80, SD = 1.495; U = 203, p = 0.138). No significant differences were observed in involving patients in shared decision-making, discussing treatment benefits and risks, encouraging patient questions, or engaging family members in decision-making (Table 4).


TABLE 4 Practice of shared decision-making.


	
	Group
	N
	Mean
	SD
	Mann–Whitney U/p
	Effect size (Rank biserial correlation)

 

 	Involve patients in shared decision-making about treatment options for low back pain 	Doctor 	19 	3.53 	0.772 	U = 268.5, p = 0.595 	0.0883


 	Nurse 	31 	3.65 	1.082


 	Engage in discussions with patients about the potential benefits and risks of different treatment options for low back pain 	Doctor 	19 	3.63 	0.684 	U = 259.5, p = 0.473 	0.1188


 	Nurse 	31 	3.42 	1.177


 	Encourage patients to ask questions and express their preferences during discussions about low back pain treatment 	Doctor 	19 	3.37 	0.597 	U = 247, p = 0.329 	0.1613


 	Nurse 	31 	3.52 	1.363


 	Provide patients with written materials or resources to help them make informed decisions about their low back pain treatment 	Doctor 	19 	2.84 	0.898 	U = 199.5, p = 0.072 	0.3000


 	Nurse 	30 	2.30 	1.317


 	Document shared decision-making processes in patients’ medical records for the treatment of low back pain 	Doctor 	18 	3.50 	0.786 	U = 203, p = 0.138 	0.2481


 	Nurse 	30 	2.80 	1.495


 	Engage in shared decision-making discussions with patients’ family members or caregivers when planning treatment for low back pain 	Doctor 	18 	3.11 	0.676 	U = 250, p = 0.675 	0.0722


 	Nurse 	30 	2.90 	1.322


 	Discuss with patients the potential role of placebo responses 	Doctor 	19 	3.00 	0.816 	U = 140.5, p = 0.001 	0.5229


 	Nurse 	31 	2.00 	1.155




 



Cultural competences of health professionals

Nurses were significantly more likely than physicians to incorporate cultural considerations into their approach (U = 97.5, p = 0.001) and to seek an understanding of patients’ cultural backgrounds and beliefs (U = 133.5, p = 0.001). Nurses also adapted their communication styles to align with cultural norms and preferences more frequently than physicians (U = 74.5, p = 0.001), with the largest effect observed in this area (0.747). No significant differences were found in seeking culturally diverse resources (U = 263, p = 0.518), providing culturally adapted educational materials (U = 244.5, p = 0.449), or discussing cultural beliefs related to pain perception and treatment outcomes (U = 284, p = 0.831). However, mean differences suggested that nurses tended to seek culturally diverse resources (M = 2.68, SD = 1.194) more often than physicians (M = 2.53, SD = 0.905) and discuss cultural beliefs slightly more frequently (M = 2.19, SD = 1.014 vs. M = 2.11, SD = 0.459) (Table 5).


TABLE 5 Cultural competence among health professionals.


	
	Group
	N
	Mean
	SD
	Mann–Whitney U/p
	Effect size (Rank biserial correlation)

 

 	Incorporate cultural considerations into your approach to managing low back pain 	Doctor 	19 	1.79 	0.631 	U = 97.5, p = 0.001 	0.6689


 	Nurse 	31 	2.97 	0.948


 	Seek to understand the cultural background and beliefs of patients with low back pain 	Doctor 	19 	2.00 	0.667 	U = 0133.5, p = 0.001 	0.5467


 	Nurse 	31 	2.97 	0.983


 	Adapt your communication style to accommodate the cultural norms and preferences of patients with low back pain 	Doctor 	19 	1.95 	1.026 	U = 74.5, p = 0.001 	0.7470


 	Nurse 	31 	3.58 	0.923


 	Seek information from culturally diverse colleagues or resources to better understand and address the needs of patients with low back pain 	Doctor 	19 	2.53 	0.905 	U = 263, p = 0.518 	0.1070


 	Nurse 	31 	2.68 	1.194


 	Provide educational materials or resources that are adapted to the cultural background of patients with low back pain 	Doctor 	18 	2.39 	0.698 	U = 244.5, p = 0.449 	0.0357


 	Nurse 	31 	2.26 	1.125


 	How often do you discuss with patients the cultural beliefs and practices that may influence their pain perceptions and treatment outcomes, including possible placebo effects? 	Doctor 	19 	2.11 	0.459 	U = 284, p = 0.831 	0.0357


 	Nurse 	31 	2.19 	1.014




 




Discussion

This study examined the communication behaviors of healthcare professionals managing low back pain in Israel, with specific attention to empathy, patient engagement, shared decision-making, and cultural competence. The findings underscore the critical importance of interpersonal competencies in the delivery of high-quality pain management, particularly in multicultural contexts where patients may hold divergent expectations and cultural understandings of pain. These dimensions of communication are not merely ancillary; rather, they constitute essential components of therapeutic effectiveness, especially in chronic care settings.

Empathy emerged as a key area of difference between nurses and physicians. Across several domains of empathic communication—including the expression of emotional support, recognition of patient feelings, and the use of nonverbal cues—nurses consistently reported higher levels of engagement. This trend resonates with prior literature, which has consistently shown that the nursing role often involves more sustained and emotionally attuned interactions, allowing for the development of stronger relational bonds with patients (Molina-Mula and Gallo-Estrada, 2020; Carter and Chochinov, 2007). Nurses’ proximity to patients and their involvement in daily care routines may create more opportunities for empathetic exchange. In contrast, physicians, who typically bear the responsibility for diagnostic reasoning and therapeutic decision-making, often operate under greater time constraints and hierarchical expectations, which may limit the depth of emotional engagement (Drossman et al., 2021).

This divergence has important implications for training and workforce development. Empathy is well-documented to improve outcomes by enhancing patient satisfaction, fostering trust, reducing anxiety, and promoting adherence to treatment plans (Derksen et al., 2013; Nembhard et al., 2023). Therefore, the identified gap in empathic communication among physicians points to the need for targeted educational interventions. Training that cultivates reflective listening, emotional attunement, and the deliberate use of verbal and nonverbal cues could enhance empathic capacity, particularly for professionals operating in fast-paced or high-demand environments.

In addition to empathy, our findings suggest that nurses were more likely than physicians to employ proactive patient engagement strategies. These included behaviors such as encouraging patients to express concerns, offering reassurance, and building trust. Such strategies are especially important in the context of chronic pain, where patients often grapple with uncertainty, frustration, and fear. Psychological factors like catastrophizing, perceived helplessness, and low self-efficacy are known to amplify pain perception and complicate management (Kwame and Petrucka, 2021; Akyirem et al., 2022). Nurses’ emphasis on relational engagement can help to mitigate these psychosocial stressors, thus contributing to more effective and holistic care.

Notably, nurses were also more likely to engage in transparent communication, especially regarding uncertainty in treatment outcomes. This is a particularly valuable skill in chronic pain contexts, where therapeutic options are often limited, non-curative, or iterative. Transparent dialogue about these realities—far from undermining patient confidence—can actually enhance trust and support more realistic expectations (Simpkin and Armstrong, 2019). Conversely, physicians were more likely to discuss the placebo effect, which reflects an orientation toward biomedical explanations and evidence-based reasoning. While such communication is critical, it is insufficient on its own to support meaningful patient engagement in chronic care. This suggests that physicians may be adopting a more didactic, less collaborative approach to communication, potentially limiting the degree of shared understanding and partnership in care decisions.

The concept of Shared Decision-Making is central to patient-centered care and warrants further conceptual elaboration considering the present findings. SDM refers to a collaborative process through which clinicians and patients jointly deliberate on healthcare options, integrating the best available clinical evidence with the patient’s values, preferences, and life circumstances (Elwyn et al., 2012; Légaré and Thompson-Leduc, 2014). It differs fundamentally from informed consent, which primarily ensures legal disclosure, and from paternalistic care models, in which decisions are made unilaterally by clinicians (Kituuka et al., 2024). Rather, SDM involves a reciprocal exchange of information, discussion of risks and benefits, and mutual agreement on a course of action (Charles et al., 1997). In this context, SDM can be understood as both a clinical method and an ethical imperative, reinforcing respect for patient autonomy while optimizing clinical outcomes.

Despite its endorsement in international health policy, translating SDM into routine clinical practice remains a significant challenge. Research highlights a persistent implementation gap between the theoretical ideal of SDM and its consistent application in daily encounters (Joseph-Williams et al., 2017; Légaré et al., 2008; Härter et al., 2017). Barriers include time limitations, institutional constraints, lack of clinician training in communication and negotiation skills, and variability in patients’ health literacy (Légaré et al., 2008). Moreover, defining and measuring SDM scientifically continues to pose difficulties, as its success depends not only on outcomes but also on the relational and communicative processes through which those outcomes are reached. Recent developments, such as the OPTION scale and CollaboRATE tool, represent valuable advances in quantifying SDM behaviors, yet consensus regarding what constitutes “effective” SDM remains limited (Makoul and Clayman, 2006; Scholl et al., 2011). Addressing these conceptual and methodological challenges is essential for embedding SDM more fully into evidence-based practice.

The present findings reflect these challenges within the Israeli healthcare context. Although both nurses and physicians endorsed SDM principles, structural pressures—such as limited consultation time, hierarchical decision structures, and variations in patients’ health literacy—often constrained their practical implementation (Miron-Shatz et al., 2012). These contextual factors mirror international reports on the persistent gap between SDM policy ideals and clinical realities (Elwyn et al., 2012; Légaré and Thompson-Leduc, 2014; Joseph-Williams et al., 2021; Härter et al., 2017). Furthermore, the absence of standardized SDM assessment tools in Israel underscores the need for contextually adapted evaluation frameworks capable of capturing both procedural and relational dimensions of decision-making. Integrating such tools into clinical education and institutional policy could promote more consistent and measurable adoption of SDM practices (Muscat et al., 2021; Karnieli-Miller et al., 2017).

Shared decision-making represents another dimension where nurses and physicians diverged in both form and emphasis. Although overall levels of shared decision-making were similar, distinct patterns were evident. Physicians were more likely to provide written materials and document clinical decisions, reflecting a structured and formal approach to information sharing. This method ensures clarity and medico-legal accountability but may be insufficient for fostering deeper patient involvement. Nurses, by contrast, demonstrated greater engagement in the relational elements of shared decision-making, such as validating patient preferences, encouraging open dialogue, and promoting active participation in care planning. These complementary approaches highlight the need for integrating both procedural and relational components in shared decision-making processes (Franklin and Zhang, 2014; O'Donnell et al., 2023).

Interestingly, there were no significant differences between nurses and physicians in involving family members or in discussing treatment benefits and risks. This uniformity may point to broader systemic constraints, such as time pressures, high patient volumes, or gaps in communication training. In many clinical environments, professionals may lack the time, institutional support, or structured tools to facilitate comprehensive shared decision-making practices. Addressing these barriers requires system-level strategies, including the development of interdisciplinary curricula that build collaborative competencies across healthcare roles and encourage team-based approaches to patient communication (National Academies of Sciences, Engineering, and Medicine et al., 2021).

While the ideal of Shared Decision-Making envisions patients as active collaborators in treatment planning, not all individuals possess the medical knowledge or confidence required to engage equally in this process. The asymmetry of expertise between clinicians and patients often reinforces reliance on professional authority, particularly when treatment options involve complex technical details or risk–benefit uncertainties. Patients with limited health literacy may struggle to interpret clinical data, evaluate probabilities, or comprehend nuanced treatment tradeoffs, leading them to defer to clinician recommendations rather than actively articulating their preferences or concerns. Achieving genuine SDM therefore requires more than inviting participation; it demands structured communication approaches and educational support that empower patients to make informed contributions. Evidence indicates that decision aids, plain-language communication, and targeted health literacy interventions enhance patients’ understanding and engagement in the decision-making process (Coulter and Collins, 2011; Yu et al., 2025; Hersch et al., 2025).

Cultural competence was another salient theme in our findings, particularly in the context of Israel’s diverse population. Nurses demonstrated higher levels of cultural sensitivity, including the adaptation of communication styles and the exploration of culturally relevant beliefs and values. This reflects their traditional role as “cultural brokers,” who often mediate between institutional protocols and patients’ individual worldviews (Kaihlanen et al., 2019). In settings characterized by linguistic, ethnic, and religious diversity, such as Israel, this responsiveness is vital. Patients’ beliefs about pain, health, and authority can vary widely, and mismatches between providers’ assumptions and patients’ cultural frameworks can undermine therapeutic relationships and outcomes.

Conversely, the findings suggest that physicians may have less training or fewer opportunities to engage in culturally attuned communication. This may reflect traditional medical curricula that prioritize technical knowledge over socio-cultural awareness. Given the well-documented associations between cultural competence and improved diagnostic accuracy, treatment adherence, and patient satisfaction (Govere and Govere, 2016; De-María et al., 2024), this gap represents an important target for intervention. Training in cultural humility—not merely knowledge of cultural “facts”—should be embedded in continuing medical education and institutional policies. Such efforts can help ensure that physicians are better equipped to recognize and address the ways in which sociocultural factors shape patients’ experiences of illness, especially in the context of chronic pain (Stubbe, 2020).

These findings can be further interpreted within the context of the study’s theoretical framework. According to Social Cognitive Theory, the observed differences in empathy and communication may reflect variations in self-efficacy—that is, healthcare professionals’ confidence in their ability to engage patients effectively and respond to their needs. Moreover, the interaction between provider behaviors and patient responses exemplifies the principle of reciprocal determinism, whereby social and environmental feedback continuously shape communicative behaviors. From the standpoint of the Campinha-Bacote model of Cultural Competence, the positive association between cultural competence and patient reassurance highlights the role of cultural awareness and cultural encounters as core mechanisms facilitating adaptive communication. Viewed integratively, these results suggest that effective clinical communication is a socially constructed and continually evolving process shaped by individual, professional, and cultural determinants (Bandura, 1986; Campinha-Bacote, 2002).



Implications for practice and policy

The current research highlights important implications for both clinical practice and healthcare policy, emphasizing the need for a strategic, role-specific approach to enhancing communication within healthcare settings.

First, communication training should be tailored to the specific roles of healthcare professionals. Nurses, who often engage more intimately with patients, would benefit from focused training in emotional support, active listening, and nonverbal communication. Physicians, on the other hand, would benefit from training that emphasizes shared decision-making, patient engagement, and culturally competent communication, given their diagnostic focus and time constraints. Such training should occur at multiple levels, including formal integration into health professions curricula and continuing professional development programs for practicing clinicians, as recent research underscores the importance of embedding communication and cultural competence education within structured curricular frameworks (Karakolias et al., 2025; Lokmic-Tomkins et al., 2024). Role-specific training would address the distinct communication needs of each profession, leading to more effective patient–provider interactions and improved outcomes (Hatfield et al., 2020; Iversen et al., 2021).

Second, interprofessional education is essential to fostering collaboration across healthcare teams (Mohammed et al., 2021). By bringing together nurses, physicians, and other healthcare providers, interprofessional education can standardize communication strategies and promote team-based care. This is particularly crucial in chronic pain management, where communication is central to patient satisfaction, treatment adherence, and overall care efficacy. Integrating interprofessional education into training ensures that healthcare professionals share a unified understanding of best communication practices, ultimately improving both care quality and patient outcomes (Zenani et al., 2023; Zechariah et al., 2019).

Third, healthcare institutions must develop systems for assessing and incentivizing communication competencies. Incorporating communication skills into performance evaluations, patient feedback mechanisms, and continuing education programs will reinforce the importance of empathy, engagement, and cultural competence in clinical practice. Regular evaluations and tailored interventions will foster continuous professional development and enhance the quality of care delivered across healthcare settings (Endalamaw et al., 2024).

From a policy standpoint, embedding communication and cultural competence into national guidelines for chronic pain and low back pain management is essential for standardizing care (Kern, 2023; Rogger et al., 2023). This will reduce variability in care quality and ensure that all patients receive compassionate, high-quality care (Saha et al., 2008; Bradshaw et al., 2022). Furthermore, incorporating patient-reported outcomes that assess communication experiences will provide valuable feedback, facilitating ongoing improvements in patient-provider interactions and care quality (Van Der Wees et al., 2014; Zhang et al., 2019).



Limitations and future research

Several limitations should be considered in interpreting these findings. First, the study employed a convenience sample with a relatively small size, drawn from specific clinical departments within a single medical center. This approach may introduce selection bias and limit the generalizability of the findings to other healthcare settings. In addition, the majority of participants were drawn from the Emergency Medicine Department and the Orthopedics Department, which may reflect communication dynamics specific to acute and surgical care contexts and therefore limit the transferability of findings to other clinical environments, such as rehabilitation or primary care. Additionally, the use of self-reported data introduces potential biases, particularly social desirability bias, which may influence responses in areas such as empathy and cultural sensitivity. To address these concerns, future studies could incorporate observational methodologies or utilize patient-reported assessments to provide a more comprehensive evaluation of communication quality. Furthermore, the cross-sectional nature of the current study does not allow for an examination of how communication practices evolve over time. Longitudinal research is needed to investigate how changes in communication strategies relate to clinical outcomes, such as treatment adherence and pain management effectiveness, in patients with low back pain. Expanding the scope of future research to include a more diverse sample and employing mixed-methods approaches would also strengthen the generalizability and depth of the findings.
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