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ABSTRACT 

This PhD project was comprised of three major studies. 

Study 1 utilised the Nominal Group Technique (NGT) to identify a typology of 

difficult patients in private practice physiotherapy and to determine strategies 

physiotherapists use and would like to improve, when dealing with such patients.  

Physiotherapists (n=37) also shared their expectations of patients and their perceptions 

of patient expectations of physiotherapy. Results showed that the two areas most 

difficult to manage were behavioural problems of patients followed by patient 

expectations.  To assist in their interaction with difficult patients, physiotherapists 

identified communication skills and behaviour modification techniques as strategies 

they would most like to learn.  While physiotherapists expressed the greatest number of 

expectations in the behavioural domain, identification of patient expectations was not 

elicited as a strategy to manage difficult patients.  Results of this qualitative study 

contribute to the evolving literature relating to physiotherapist-patient interactions and 

form a useful basis for educational programs directed at improving the therapeutic 

relationship in private practice physiotherapy. 

Study 2 involved applying the NGT with separate groups of patients (n=26) to 

identify patient expectations of the qualities of a ‘good’ physiotherapist, and to ascertain 

the characteristics of good and bad experiences in private practice physiotherapy.    

Findings indicated that the qualities of a ‘good’ physiotherapist related to their 

communication ability, professional behaviour and organisational ability, and 

characteristics of the service provided. The most important expectations of patients 

were for example, symptomatic relief, self-management strategies and ‘hands on’ 

treatment; associated with the physical domain. When comparing equivalent groups 

from Study 1, with patient expectations, most patient groups identified that the most 

important expectations of physiotherapists would relate to patient behaviours such as; 
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compliance, honesty, payment of their account, being punctual, cooperating, trusting 

and showing respect for their physiotherapist.  However, physiotherapists’ rankings of 

the most important expectations held by patients were not congruent with patient 

rankings providing an explanation as to why problems may arise in the physiotherapist-

patient interaction from the patient’s perspective. Based on the findings of Study 2 it 

was suggested that physiotherapists should actively seek to involve patients in their 

management.  To do this effectively, physiotherapists would benefit from further 

training in communication skills to ensure that they can successfully adopt a patient-

centred approach and to optimise the physiotherapist-patient interaction in private 

practice physiotherapy. 

Study 3 set out to determine the efficacy of a training program specifically 

designed to teach physiotherapists (n=3) skills to improve the physiotherapist-patient 

interaction using a patient-centred approach.  A multiple baseline single subject design 

across behaviours, settings and participants was used with each physiotherapist 

audiotaping a number of patient consultations (n=60) pre-, post- and at three weeks after 

completing the intervention. In addition, each physiotherapist was interviewed at the 

conclusion of training and completed a post-intervention questionnaire to ascertain 

knowledge, importance and usefulness of the intervention. 

Post-intervention findings from a visual examination of data trends showed that 

the three physiotherapists involved in the educational program demonstrated highly 

variable patterns of behaviour, while a statistical evaluation showed significant changes 

in only a small number of behaviours within and across a limited number of phases.  

Nonetheless, the interview data and questionnaire feedback revealed that all 

physiotherapists reported favourably on the relevancy of the information and benefits of 

the intervention to their knowledge, confidence and competence. Furthermore, all stated 

that they would recommend the training program to other physiotherapists.   
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CHAPTER 1 

The Problem 

1.0 Introduction 

Richard Frankel, Professor at The University of Rochester School of Medicine 

and Dentistry stated: 

At the core of any therapeutic relationship is the feeling that an individual can 

safely expose his or her vulnerability and that he or she is genuinely cared for.  

These qualities are not merely a matter of good ‘bedside’ manner or of ‘being 

nice’.  They have actually been associated with outcomes of care.  (In  Smith, 

2002  p.xv). 

This comment affirms the importance of effective communication skills, which are 

generally acknowledged as being critical to the success of the practitioner-patient 

relationship in health care.  Along with the recognition of the impact of effective 

communication skills on patient outcomes, has come an interest to teach health 

professionals these skills as part of undergraduate and postgraduate education, 

particularly, in medicine and nursing.  However, within the physiotherapy profession 

there is very little research that has examined the physiotherapist-patient interaction 

from a communication perspective.  

Traditionally, physiotherapy education has been based on the biomedical model 

with its emphasis on the physical domain (Roberts, 1994), but in the last 25 years, the 

biopsychosocial model which explores the patient from a social, psychological and 

physical perspective has become preferred.  However, it is unclear how effectively 

physiotherapists address the attributes of the biopsychosocial model with most research 

interest still very much focused in the physical domain.   Until more research is 

conducted to elucidate the nature of the physiotherapist-patient interaction and to 

explore the perspective of both the physiotherapist and the patient, directions for 
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education in the affective domain for physiotherapists will remain unclear and 

undervalued due to a lack of evidence-based research.    

1.1 Purpose of Research 

The purpose of this research was to advance the current knowledge base relating 

to aspects of the physiotherapist-patient interaction in private practice physiotherapy 

and to examine the impact of communication skills training with physiotherapists.  

What are the attributes of difficult patients in physiotherapy?  What strategies do 

physiotherapists use, and what strategies would they like to learn more about to assist in 

patient management?  What expectations do physiotherapists and patients have of 

themselves, and each other in physiotherapy?  What are the qualities of a ‘good’ 

physiotherapist, and what constitutes ‘good’ and ‘bad’ experiences in physiotherapy 

from the patient’s perspective?  What is the impact of a specifically designed 

educational program on physiotherapists’ clinical practice?  It was thus considered 

important to address these issues and provide information about the physiotherapist-

patient interaction from the perspective of both the physiotherapist and patient. 

1.2 Significance of Research 

Few studies have examined the physiotherapist-patient interaction in 

physiotherapy from the perspective of either the physiotherapist or patient (Gard, 

Gyllensten, Salford, & Ekdahl, 2000; Gyllensten, Gard, Salford, & Ekdahl, 1999; 

Thornquist, 1997).  Furthermore, no previous studies had explored the construct of the 

‘difficult’ patient in physiotherapy, or set out to evaluate the efficacy of a specifically 

designed program to aid the physiotherapist-patient interaction in the clinical setting.  

Thus, it was essential that the outcomes of this research would not only add to the 

existing literature, but also that it would provide new knowledge on these issues.  By 

doing so, it was intended that this research would generate useful information for 
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improving the physiotherapeutic encounter for both physiotherapists and patients, and 

highlight important issues in the nonphysical domain that can enhance clinical practice.   

1.3 Overview of Research 

 This introductory chapter is followed by a review of related literature (Chapter 

2).  The methodological approaches utilised in this research are presented in Chapter 3, 

and Chapters 4 and 5 describe in detail the first two studies.  Chapter 6 describes the 

design of a communication skills training program for physiotherapists, while Chapter 7 

presents a detailed account of an evaluation of the intervention (Study 3).  Finally, 

Chapter 8 presents an overall summary of the research, and discusses recommendations 

for future work. 

1.4 Outline of Studies 

This research was conducted in three consecutive stages and involved three 

studies.   

Study 1 examined the views of physiotherapists in private practice.  Specifically 

this study identified attributes of the ‘difficult’ patient, strategies for dealing with 

‘difficult’ patients that physiotherapists would like to learn more about, and explored 

physiotherapist expectations.   

Study 2 examined the patients’ perspective in private practice physiotherapy 

through examination of the qualities of a ‘good’ physiotherapist, ‘good’ and ‘bad’ 

experiences in physiotherapy and patient expectations.  The information generated from 

Study 1 and Study 2 contributed to the development of an intervention to assist 

physiotherapists’ in their interaction with patients. 

Study 3 focused on evaluating the efficacy of a communication skills program to 

assist physiotherapists to optimise the physiotherapist-patient interaction by adopting a 

patient-centred approach. 
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1.5 Delimitations 

Study 1 and 2: 

1.  Physiotherapists targeted in this research were those who worked full-time in 

private practice or outpatient settings in the Perth metropolitan area in Western 

Australia. 

2.  Current and former patients were eligible to participate in Study 2. 

3.  Patients who participated in this research had received physiotherapy treatment in 

either private practice or outpatient settings in the Perth metropolitan area in 

Western Australia. 

Study 3: 

1.  Physiotherapists who participated in the educational program were those who 

worked full-time in private practice or outpatient settings in the Perth metropolitan 

area in Western Australia. 

2.  Physiotherapists audiotaped only those patients they were treating who had received 

less than 10 treatments for their injury problem at the time of the study. 

1.6 Limitations 

1.  Results from this research are not generalisable to the entire physiotherapy 

profession or patient population given, the relatively small number of 

physiotherapists and patients involved.  Specifically, in Study 2 no males under the 

age of 35 and no teenagers of either gender were included in the sample.  

Furthermore, physiotherapists involved in this research were recruited from only 

two settings, i.e., outpatient and private practice. 

2.  Another potential limitation involved the role of the principal researcher (i.e., a 

practising physiotherapist) as a facilitator in nominal group meetings (Study 1 and 

2).  Steps were taken to address this issue by having an independent observer 
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present at each meeting.  However, there was the potential for participant-observer 

bias to occur, although the very nature of the highly structured NGT process 

minimises researcher-bias (Gallagher, Hares, Spencer, Bradshaw, & Webb, 1993). 

3. In Study 3, when consultations were audiotaped with physiotherapist and patient 

consent it should be acknowledged that responses made by participants might have 

been influenced by social desirability and therefore might not have reflected 

accurately the ‘usual’ consultation between these individuals.  This issue could not 

be readily overcome as patients were audiotaped on one occasion only, and 

physiotherapists were required to operate the audiotaping equipment themselves so 

were always aware that the consultation was being recorded for later analysis. 



 

 6

CHAPTER 2 

Review of Literature 

2.0 Introduction 

The purpose of this chapter is to present an overview of the literature that 

provides the platform for this research.  This chapter is presented in four sections: 

(i) Models of health care; 

(ii) Practitioner-patient interactions;  

(iii) The ‘difficult’ patient in health care; and 

(iv) Interventions to improve the communication skills of health professionals. 

2.1 Models of Health Care 

Traditionally, the biomedical model has been used as the basis for training of 

medical and allied health professionals (Roberts, 1994).  However, this model has been 

criticised for its limited perspective and an alternative, the biopsychosocial model, 

which explores the patient and their problem from a physical, social and psychological 

perspective has been proposed (Engel, 1977, 1978, 1980).  In this section, each of these 

models will be discussed in more detail providing clarity as to their meaning and 

application in health care. 

2.1.1 The Biomedical Model 

The tenets of the biomedical model that express a somatic-reductionist-dualistic 

approach are most often attributed to the philosophical works of René Descartes (1596-

1650) who proposed mind-body dualism (Duncan, 2000).  Certainly, the training of 

health professionals and practice of medicine has largely been oriented to making a 

diagnosis based on definable pathological processes that are explained by the 

biomedical (also known as disease or biotechnical) model (Sigal, 1997).   
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Various researchers have made a number of key assumptions about the biomedical 

model (Barbour, 1995; Engel, 1978; Sigal, 1997) including:  

(i) The cause of illness and disease can be traced to a specific tangible organism. 

(ii) The concept of normality, such that deviations are considered abnormal. 

(iii) Diseases are specific entities that can be identified without consideration of the 

host or sufferer. 

(iv) Medicine is based on scientific objectivity and as such is neutral. 

(v) Medical knowledge is acquired through a sequence of steps.  As one problem is 

solved, the foundation for development of further knowledge is laid. 

(vi) The mind and body are separate entities (dualism).  This is evident in the 

development of separate professions dealing with the mind and body. 

(vii) Examination of individual components of the body will lead to greater 

understanding of how human beings function as a whole (reductionism). 

Based on the assumptions of the biomedical model a number of criticisms have been 

made and principal among them is the absence of exploration of psychological 

processes inherent in the patient’s experience, such as their conceptualisation of their 

condition, coping and appraisal mechanisms (Brennan, 1996; Sigal, 1997).  In addition, 

the model lacks utility in the absence of a definable pathology and is paternalistic, 

because it is practitioner-centred and follows the hierarchical structure where the 

practitioner is the ‘expert’ and the patient is the recipient of practitioner views.  This 

encourages passivity and dependence on behalf of the patient and overlooks the 

patient’s beliefs and perspective of health (Brennan, 1996).  The biomedical model 

assumes a linear relationship between knowledge, attitudes and skills (van Parijs, 1980).  

However, attempts to change attitudes with increased knowledge have been ineffective 

(Anderson, Nowacek, & Richards, 1985) and the relationship between increased 

knowledge and better control of disease has been questioned (Mulrow, Bailey, Sonksen, 
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& Slavin, 1987).  From a health education perspective, the disease-specific nature of the 

biomedical model will often result in isolated, single pronged health promotion 

campaigns which do not explore interdisciplinary management, or adequately address 

societal or political barriers to health (Brennan, 1996).  In response to these concerns, 

George Engel (1913-1999) proposed the biopsychosocial model to take into account the 

missing dimensions of the biomedical model. 

2.1.2 The Biopsychosocial Model 

The biopsychosocial model is based on general systems theory (von Bertalanffy, 

1968; Weiss, 1977) and recognises the individual as a dynamic mix of his or her 

biological, psychological and social components (Engel, 1977, 1978, 1980).  In this 

way, Engel addresses the concerns of dualism, reductionism, and the focus on somatic 

dysfunction that are apparent in the biomedical perspective and proposes, “the key to 

optimal patient care is collaboration, communication and complementarity among all 

branches of the health professions” (Engel, 1978 p.174).   

Conventionally, the biomedical model has held sway in the education of doctors 

and allied health professionals (Roberts, 1994).  As such, management and clinical 

reasoning of nonphysical issues has historically received less attention than issues of 

physical disability and impairment (Watson, 2000).  However, the biopsychosocial 

model does not explain how to gather information from the patient in the psychological 

and social domains.  It merely provides a holistic framework that encourages the health 

professional to explore issues with the patient in a broader context.   

 In physiotherapy, Jones, Edwards and Gifford (2002) assert that 

physiotherapists have generally learned the skills of psychosocial assessment and 

management through personal experience and thus the knowledge and interpersonal 

skills required for effective patient management may be less developed.  To address this 

concern, Jones et al. (2002) discuss the integration of the biopsychosocial model in 
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physiotherapy using a clinical reasoning framework (Higgs & Jones, 2000).  Further, 

Jones et al. emphasise that beyond the need for a thorough assessment of the biological, 

social and psychological components associated with illness or injury, the practitioner 

must have appropriate knowledge and skills to address the wide range of matters that 

may arise.  This has implications for the training of health professionals in the 

psychosocial domain.    

2.1.3 Summary 

While the biomedical model has been used as the basis for training and research 

in the medical and allied health professions (Roberts, 1994), it has been widely 

criticised for a number of shortcomings.  Most evident among these is the dualistic, 

reductionist, somatic focus of the model.  In response to this criticism, Engel (1978) 

proposed the biopsychosocial model as providing a more comprehensive approach for 

the education of health professionals.  He emphasised such a model as promoting a 

holistic approach to patient management, as well as enhancing communication and 

collaboration among health professions.  However, applying the biopsychosocial model 

in clinical practice requires health professionals to have adequate skills and knowledge 

to identify and manage a broad range of both physical and nonphysical problems.  This 

may require further training in communication skills, psychosocial assessment and 

management. 

2.2 Practitioner-Patient Interactions in Health Care 

The biomedical model favours a practitioner-centred approach with the focus of 

the practitioner being to elicit information from the patient in one dimension (i.e., the 

physical domain) (Barr & Threlkeld, 2000).  However, a patient-centred approach 

acknowledges the importance of the patient in contributing knowledge, experience and 

feelings to the interaction in collaboration with the practitioner.  In this section, the 
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nature of the practitioner-patient interaction in health care is discussed with reference to 

the inherent ‘power’ imbalance that exists in favour of the practitioner, and key 

dimensions of a patient-centred approach are examined.  

2.2.1  The Power Dynamic and Factors Influencing Practitioner-Patient Relationships 

In the broad spectrum of health professions there is recognition of the concept of 

‘power’ to exert influence in practitioner-patient relationships (Eggly & Tzelepis, 2001; 

Henderson, 1994; Hewison, 1995; Ludewig, 1988; Maynard, 1991; Williams & 

Harrison, 1999).  Redfern and Hull (1996) suggest power comes from internal (e.g., 

knowledge, personality) and external sources (e.g., professional role, status of your 

organisation) and thus it is a multifaceted and complex issue.  Cavanaugh (1984) 

presents a typology of social power, including individual and interpersonal power, 

along with power as a commodity, a philosophical, or a causal construct.  The 

individual and interpersonal aspects of this typology of power are features that are 

evident in practitioner-patient interactions.   

Traditionally, the balance of power in practitioner-patient relationships favours 

the health professional over the patient, and this discrepancy has been related to an 

imbalance in knowledge and authority between doctors and patients promulgated by the 

biomedical model (Maynard, 1991).  Eggly and Tzelepis (2001) examined relational 

control in three ‘difficult’ doctor-patient encounters and reported that nearly half of all 

transactions were characterised by competition for control.  Drossman (1994) identified 

a number of doctor-related factors including role ascription, diagnostic uncertainty, 

feeling a lack of control, time pressures and a dislike of the patient, which may create a 

power imbalance in the practitioner-patient interaction.  In a study of nurse-patient 

interactions, Hewison (1995) found that nurses used language to exert power in the 

interaction.  The linguistic power included giving patients orders, using persuasion, 

controlling the agenda (e.g., with forced choice questions); and using terms of 
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endearment (i.e., reconciling a caring approach with a directive).  While examples were 

evident of patients exerting power in the relationship, Hewison noted that nurses were 

much more dominant.   

In order for practitioners to understand the influence and impact of their 

professional and interpersonal power in practitioner-patient interactions, there is a need 

for greater self-awareness by health professionals of the impact of their behaviour.  By 

adopting a patient-centred approach involving active listening, collaboration and 

negotiation throughout the consultation, Drossman (1994) suggested that tension can be 

reduced and with it the need to control the interaction.  However, in difficult doctor-

patient interactions, characterised by competition for control, this does not happen.  To 

deal with such situations, Eggly and Tzelepis (2001) recommend communication skills 

training for doctors that promote greater self-awareness of the mutually constructed 

nature of the doctor-patient interaction, along with learning strategies to share control 

and to develop styles of communication that are more flexible. 

Williams and Harrison (1999) noted the absence of research on the power 

dynamic in physiotherapy and proposed a model of power involving the interaction 

between therapist, patient and the environment.  Williams and Harrison suggest that 

power inequalities in the relationship may be perpetuated by the attitudes, personal 

characteristics and professional control exerted by the therapist over the consultation 

process and exchange of information.  This is highlighted in an indepth analysis of a 

physiotherapist-patient consultation by Thornquist (1997) where she states that the 

physiotherapist controls almost every aspect of the consultation and dominates the 

interaction with patient questioning designed to elucidate the problem(s) requiring 

treatment.  Further, the impact of the physiotherapist on the interaction has been 

endorsed by Payton and Nelson (1996) who studied patients’ perceptions of certain 

aspects of their physiotherapy experience and found that patients were likely to strongly 
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affirm the physiotherapist’s viewpoint.  Payton and Nelson also noted the potential 

influence of physiotherapists on patients to encourage their participation towards self-

responsibility and self-determination.  Thus, how a practitioner exerts power to control 

the interaction is important, particularly their use of language, active listening skills and 

promoting patient involvement (Drossman, 1994; Hewison, 1995; Thornquist, 1997).  

Therefore, it would be beneficial for health professionals to increase self-awareness and 

to develop effective communication skills to optimise practitioner-patient interactions.   

2.2.2 A Patient-Centred Approach 

In recent years, there have been a number of terms used to describe the 

collaboration of health practitioners with consumers of health care services.  These 

terms include client-centred, patient-centred, client-driven and patient-focused care 

(Law, 1998).  While, some health disciplines such as occupational therapy and social 

work have adopted the term ‘client’ (Law, 1998), physiotherapy practitioners, like those 

in general medicine still tend to use the term ‘patient’.  For this reason, the chosen 

terminology throughout this thesis is patient-centred, rather than client-centred.  

However, Gage (1995) argues that the term ‘patient’ implies some degree of passivity, 

whereas use of the word ‘client’ suggests a more equal relationship and promotes 

individual empowerment. 

The origins of a patient-centred approach are credited to Rogers (1951) who 

recognised the importance of individual needs, promoted active participation by the 

individual in the process, and emphasised openness and honesty in the practitioner-

patient relationship.  While Rogers’ (1951) work was in the field of counselling, the 

importance of patient-centred care has more recently been recognised in other areas of 

health care.  In particular, in general medicine, hospital-based settings, nursing and 

occupational therapy a number of textbooks on the subject have been published 
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(Fulford, Ersser, & Hope, 1996; Gerteis, Edgman-Levitan, Daley, & Delbanco, 1993; 

Law, 1998; Smith, 2002).   

Law, Baptiste, and Mills (1995) identified six concepts thought to underpin a 

patient-centred approach including autonomy, partnership and responsibility, 

enablement, congruence, accessibility and flexibility, and respect for diversity.  From 

these concepts Law et al. (1995) defined patient-centred practice as “an approach 

which embraces a philosophy of respect for, and partnership with, people receiving 

services” (p.253).  In medical practice, Stewart (2001) notes that the term patient-

centredness is widely used, but poorly understood and that simple definitions may 

function to undermine the complexity of the construct.   

In a review of literature on the patient-centredness construct, the lack of a 

universally agreed definition is noted and Mead and Bower (2000) have identified five 

key dimensions of patient-centredness including: 

(i) the biopsychosocial perspective, which asserts that adopting a patient-

centred approach will involve the practitioner in gaining an understanding  

of social and psychological issues as well as biomedical aspects of any 

illness or injury; 

(ii) the ‘patient-as-person’, which delves into the personal meaning of the illness 

or injury to the individual and involves exploring the condition as well as 

patient expectations, beliefs, feelings and fears; 

(iii) sharing power and responsibility recognises the discrepancy in the 

practitioner-patient relationship in favour of the practitioner in the 

biomedical framework, and promotes patient involvement in collaboration 

with the practitioner as integral to a patient-centred approach; 

(iv) the therapeutic alliance acknowledges the importance of a positive 

interpersonal relationship between the practitioner and patient and 
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recognises this to be an essential, rather than an optional component of 

patient-centredness; and 

(v) the ‘doctor-as-person’ reflects the impact of the practitioner on the 

practitioner-patient relationship, and highlights the importance of 

practitioner self-awareness regarding their emotions and behaviour.   

There are a number of models of the doctor-patient consultation that are based on a 

patient-centred approach which encompass some, but not all of these dimensions.  For 

example, in doctor-patient consultations, Weston, Belle Brown and Stewart (1989) 

proposed that the basis of a patient-centred approach should focus on patients’ 

experiences.  These include (i) identifying the patient’s ideas about what is wrong with 

them; (ii) eliciting patient feelings about their illness, particularly their fears; (iii) 

exploring the impact of their problems on their function, and (iv) discovering patient 

expectations about what should be done.  Similarly, Faulkner (1998) discusses a patient-

centred approach as involving exploration of patient knowledge, beliefs, perspectives 

and priorities, which she refers to as the ‘patient’s agenda’.  More recently, Smith 

(2002) has described a patient-centred interview process for conducting the medical 

consultation based on the biopsychosocial model.  Smith (2002) recognises that a 

patient-centred approach will involve integration of patient-centred and doctor-centred 

interviewing strategies and his model does encompass all five dimensions of the patient-

centredness construct.   

Law et al. (1995) recognised the complexity of implementing a patient-centred 

approach and identified challenges for the patient and the practitioner.  Specifically, 

Law et al. identified the patient who may not have well developed problem-solving 

skills, or who may be reluctant to assume responsibility.  Also, the practitioner who 

may not be willing to share power or control with the patient, or who is incapable of 

separating their own values from those of the patient, and operate in an environment 
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that may not support patient-centred values (e.g., where the biomedical approach 

predominates).  A number of these issues are also raised by Barbour (1995) as barriers 

to patient-centred care.  Specifically Barbour identified (i) a focus on treatment of the 

illness or injury; (ii) a lack of training to deal with emotions and feelings; (iii) a desire 

to maintain control in the interaction, or (iv) unconscious use of the biomedical 

framework, and (v) the time constraints of consultations. 

Despite the fact that the patient-centred construct has been described in different 

ways, there are a number of similarities and overlap of the patient-centredness construct 

in different areas of health care as shown in Table 2.1.  All of the patient-centred 

models focus on patient autonomy and respect, along with forging some form of 

therapeutic alliance between the practitioner and the patient.  Also, as Dieppe and 

Horne (2002) have pointed out, effective communication in the practitioner-patient 

relationship is central to the concept of patient-centred care and this is evident in each 

model.   

Table 2.1: The Patient-Centred Construct 

Occupational Therapy 
(Law et al., 1995) 

Hospital-based Care 
(Gerteis et al., 1993) 

General Practice Medicine 
(Mead & Bower, 2000) 

 Client autonomy and 
choice 

 Respect for diversity 
 Partnership and 

responsibility 
 Enablement 
 Contextual congruence 
 Accessibility and 

flexibility 
 

 Respect for patients’ 
values, preferences and 
needs 

 Care coordination and 
integration 

 Communication 
emphasised with 
provision of information 
and education 

 Physical comfort 
 Emotional support 
 Consultation and 

involvement of family 
and friends in care plan 

 Continuity of care-assist 
patient in transition to 
community and/or access 
to other services 

 Biopsychosocial perspective 
 Acknowledge and address 

the ‘patient-as-person’ 
 Share power and 

responsibility 
 Develop a therapeutic 

alliance 
 Acknowledge and address 

the ‘doctor-as-person’ 
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There are a large number of reported benefits of providing a patient-centred 

approach.  These include improvements in patient knowledge and recall, satisfaction, 

compliance and recovery.  In a study of the doctor-patient consultation, Stewart (1984), 

audiotaped and analysed 140 consultations of 24 family physicians and reported that 

doctors with a high frequency of patient-centred behaviour had patients who reported 

high compliance and satisfaction.  Similarly, Henbest and Stewart (1990) audiotaped 73 

patient consultations with six family doctors to determine whether patient-centredness 

in the consultation made a difference to patient outcomes.  For the purpose of their 

study Henbest and Stewart defined patient-centred care as “care in which the doctor 

responded to the patient in such a way as to allow the patient to express all his or her 

reasons for coming to the doctor, including symptoms, expectations, thoughts and 

feelings” (p.29).  While these researchers did not find a relationship between patient-

centredness and patient satisfaction, patient-centredness was found to be associated with 

thorough information gathering, the patient feeling understood and resolution of 

symptoms.  Roter, Hall and Katz (1987) investigated the relationship between 

physicians’ behaviours (task and socio-emotional), patient satisfaction and recall of 

information.  Findings from the 43 primary care physicians who had audiotapes of their 

consultations with two standardized patients analysed by independent judges, indicated 

that the physicians use of patient-centred skills had a positive impact on patient 

satisfaction and recall.  Thus, it is important that health professionals recognise the 

positive effects of providing patient-centred health care. 

Little et al. (2001) recently carried out a large survey of patients in general 

practice (n=824) to determine if they wanted a patient-centred approach and found they 

had strong preferences for patient-centred care that involved effective communication, 

partnership and health promotion.  Nonetheless, some researchers suggest that attempts 

to involve patients in their management may be counterproductive, as some patients 
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want decisions made for them and do not want to be collaborative partners in the 

interaction (May, 1995; Mead & Bower, 2000; Waterworth & Luker, 1990).  These 

patients may be content to remain ‘passive’ recipients of care, and to avoid discussing 

issues (e.g., psychosocial concerns) not considered by them to be relevant to their 

presenting physical problem.  However, as Stewart (2001) maintains, being patient-

centred does not mean all patients will be expected to take on a particular role in their 

rehabilitation, but that the practitioner will take into account each patient’s desire for 

information and involvement and respond accordingly. 

Women have been shown to perform better than men after communication skills 

training (Holm, 1996; Holm & Aspegren, 1999; Marteau et al., 1991).  Given the basis 

of a patient-centred approach relies heavily on effective communication it is reasonable 

to question whether women might be more able to provide patient-centred care 

compared to men.  Law and Britten (1995) set out to identify factors that influence the 

patient-centredness of a consultation with general practitioners (n=41) through analysis 

of audiotaped consultations.  The results showed that women general practitioners 

scored higher on patient-centredness scores than men.  The patient-centred 

characteristics more evident among women practitioners were that they asked more 

open questions and paid more attention to information volunteered by the patient in the 

consultation.  Further, the combination of genders in a consultation seemed to have an 

effect on the interaction, with female practitioner and patient pairs scoring highest, 

while male practitioner and female pairs scored lowest.  These findings indicate 

inequalities in practitioner-patient interaction based on the gender of the doctor and not 

only have implications for patient-centredness in the consultation, but also for issues of 

power and control in the relationship.  More research to gain a better understanding of 

the issues that have been highlighted is warranted. 
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Connolly (1991) aptly described the importance of the practitioner-patient 

relationship when he stated:  

Your relationship with your patients is the backbone of your practice.  A warm, 

professional relationship not only helps your patients through the healing 

process, it helps you avoid miscommunication and misunderstandings that might 

result in malpractice suits (p.12). 

Based on current research evidence expounding the benefits of a patient-centred 

approach over the more traditional practitioner-centred method, it appears incumbent on 

all health professionals to ensure this approach forms the basis of their practice in health 

care.  However, this is unlikely to occur without further training for health professionals 

to increase their knowledge, skills and awareness of what it means to provide a patient-

centred approach and to appraise them of the benefits on offer. 

2.2.3 The Physiotherapist-Patient Interaction 

 The importance of effective communication skills within physiotherapy 

rehabilitation have been emphasised (Ford & Gordon, 1993; Gordon, Potter, & Ford, 

1998; Klaber-Moffett & Richardson, 1997).  However, the traditional role of 

physiotherapy has been to provide treatment for physical injury problems consistent 

with the biomedical approach (Nordholm, Adamson, & Heard, 1995).  The literature is 

replete with reference to the ‘therapeutic relationship’ which was described by Gartland 

(1984) “as a means of communication wherein both therapist and patient interact to 

achieve a therapeutic goal” (p.26) (Gard & Gyllensten, 2000; Gartland, 1984; 

Hamilton-Duckett & Kidd, 1985; Miller, Geddes, & Edey, 1996; Peat, 1981; Pratt, 

1978; Williams & Harrison, 1999).  This definition is consistent with the ‘therapeutic 

alliance’ that is part of the patient-centredness construct (Mead & Bower, 2000).  What 

is not clear is whether physiotherapists understand and are effective in addressing the 
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physical, social and psychological aspects of patient care, and adopt all the attributes of 

the patient-centredness construct described by Mead and Bower (2000).   

 Nordholm et al. (1995) conducted a survey of occupational therapists (n=378) 

and physiotherapists (n=558) to assess their attitudes on a number of professional 

practice matters.  A 22-item questionnaire that included aspects of therapist’s 

knowledge and techniques, holistic approach, client characteristics, client-therapist 

relationship, and approaches to professional practice was implemented.  The 

questionnaire was originally used in a study of Swedish physiotherapists (Stenmar & 

Nordholm, 1994) and was translated into English for use in this research with reliability 

testing showing a Chronbach alpha of 0.81.  Comparative analyses of the two 

professions, gender and work settings revealed a number of interesting findings.  While 

both professions were found to support a holistic approach, occupational therapists 

placed greater emphasis on promoting patient resources and attending to the social and 

psychological needs of patients, with less attention to treatment techniques when 

compared with physiotherapists.  Female therapists promoted patient resources more 

than males and private practitioners placed less emphasis on patient resources than did 

public sector therapists.  In discussing their results, Nordholm et al. (1995) suggested 

the profession differences might be attributable to variations in course structures, 

emphases in training and fundamental requirements of each job.  Further, the question 

was raised as to whether the interpersonal skills required to provide a holistic approach 

can be taught, or whether these skills develop from experience.  However, this study did 

not set out to directly address this question.  Given that the physiotherapists in this study 

were more experienced (mean=11.10 years) than the occupational therapists (mean=8.7 

years), yet placed less importance on interpersonal aspects of patient care, one could 

argue that experience alone is insufficient to adequately develop these skills and suggest 

more education at undergraduate and postgraduate levels is required.  Nordholm et al. 



 

 20

(1995) while acknowledging that communication skills training was now part of 

undergraduate training in physiotherapy, posited that a greater shift from biomedical 

components might be required to adopt a more humanistic, holistic orientation.  No 

clear explanation was given regarding the gender differences in this study, but previous 

research has suggested that women outperform men in communication skills training 

and this may be reflected here in the greater comfort of women to promote patient 

resources (Holm, 1996; Holm & Aspegren, 1999; Marteau et al., 1991).       

 Thornquist (1992), who explored the first encounter between patients and 

physiotherapists, noted that the therapist and patient usually unconsciously establish 

self-presentation, role ascription and role formation, when it would have greater benefit 

if communication were part of a conscious agenda.  Payton and Nelson (1996) 

interviewed 20 patients to identify the extent to which they were included in the 

decision making process and found that while patients were involved in assessing 

outcomes and treatment planning they reported less involvement in collaborative goal 

setting.  Similarly, Baker, Marshak, Rice and Zimmerman (2001) reported that 

physiotherapists did not optimise patient involvement in goal setting during initial 

consultations even though both patients and therapists acknowledged such collaboration 

was important.   

 In their study of expert practice in physiotherapy, Jensen, Gwyer, Shephard and 

Hack (2000) identify the patient as the key source of knowledge in the consultation.  

They report that expert physiotherapists recognise the importance of gaining an 

understanding of the social and psychological context of the patient’s world rather than 

just focusing on the diagnostic process.  To achieve this they note that expert 

physiotherapists have effective listening skills and adopt a patient-centred approach.  

This is further supported by Stenmar and Nordholm (1994) who report that Swedish 

physiotherapists (n=140) attribute treatment success more to patient resources and the 
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physiotherapist-patient interaction, rather than to treatment techniques.  Stenmar and 

Nordholm (1994) suggest that these physiotherapists had learned from experience that 

what they do (i.e., treatment techniques) was less important than how they do it (i.e., 

develop the physiotherapist-patient interaction and utilise patient resources).   

 These findings suggest that some physiotherapists can and do adopt a patient-

centred approach, but this is not a foundation stone of physiotherapy practice.  The 

physiotherapy profession claims to be ‘holistic’ and therefore inconsistent with the 

biomedical model, but biomedical concepts underpin physiotherapy practice, 

management, education and research (Roberts, 1994).  Roberts (1994) suggests this is 

likely to continue until a physiotherapy-specific model is developed, and while a 

number of researchers have obliged, none of the offerings are widely accepted, or 

utilised in current practice (Barr & Threlkeld, 2000; Beeston & Simons, 1996; Tyni-

Lenne, 1991).  Based on the research evidence provided regarding the benefits of a 

patient-centred approach in health care, it would be advisable for physiotherapists to 

adopt this approach.   The main features of the physiotherapist-patient interactions 

described here relate to establishing a therapeutic alliance and gaining a 

biopsychosocial perspective from patients.  Self-reflection on treatment and 

interpersonal issues, sharing power and responsibility and exploring patient 

expectations, feelings and beliefs do not appear to occur routinely.  Consequently, it 

would seem appropriate, if not imperative, for physiotherapists to improve their 

communication skills and to learn how to adopt a patient-centred approach that strives 

to encompass the five dimensions discussed by Mead and Bower (2000).  

2.2.4 Summary 

 A key issue in the success of a patient-centred approach involves the practitioner 

and patient reaching a mutual understanding of the problem, as well as goals and 

priorities for management ( Brown, Weston, & Stewart, 1989).  To be effective there 
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must be a thorough exploration of both the practitioner and patient’s agendas (Brown et 

al., 1986).  However, given that the balance of power in practitioner-patient 

relationships favours the health professional, it is understandable that the practitioner 

generally directs patient assessment according to their agenda (Faulkner, 1998).  To 

overcome this deterrent to patient-centred care, the practitioner needs to develop a 

therapeutic alliance with the patient, explore patient ideas, expectations and feelings 

about their illness or injury, and then combine this information with clinical methods of 

assessment to determine the nature of the patient’s problem.  Further, self-reflective 

behaviour by the clinician to acknowledge their emotions and to recognise the impact of 

their behaviour is also important.  Based on the current literature, training health 

professionals to improve their communication skills and to adopt a patient-centred 

approach is justified, along with further research to explore the concept of patient versus 

practitioner power and the meaning of patient-centredness particularly in the allied 

health professions. 

2.3 The Difficult Patient in Health Care 

While the role of the difficult or problem patient and their impact on the 

practitioner-patient interaction has received much attention, there are differing views on 

the subject; and limited information available to provide practical help for medical 

personnel (Cohen, 1986; Drossman, 1978; Gerrard & Riddell, 1988; Groves, 1978; 

Lorber, 1981; Smith & Steindler, 1983; Smith, 1995).  In the following section, 

attributes of the ‘difficult’ patient and management strategies will be presented, along 

with a discussion of patient expectations and their impact on practitioner-patient 

interactions. 
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2.3.1  Characteristics of the Difficult Patient 

 Within the field of medicine, the difficult patient has been described with the use 

of qualitative and quantitative research from which a range of interrelated attributes has 

been generated.  Corney et al. (1988) concluded that a triad of factors was involved in 

every case of the difficult patient, these factors being the doctor, the patient and the 

interaction between these two individuals.  Similarly, Gerrard and Riddell (1988) 

highlighted the complex nature of the problem patient when they proposed a number of 

key characteristics.  These included (i) patient behaviours; (ii) the doctor’s character; 

(iii) differences in culture and beliefs between doctor and patient; (iv) the complexity of 

the medical problems; (v) social and environmental factors (e.g., family issues, 

poverty), and (vi) failure of the patient to disclose important information to the doctor.  

In doing so, Gerrard and Riddell acknowledged that the construct of a difficult patient 

was not entirely attributable to patient characteristics, but also included other variables 

such as attributes of the doctor.   

 A dominant feature noted with difficult patients is pathological and non-

pathological patient behaviours.  Groves (1978) presented a construct of the difficult 

patient that involved the four stereotypes of dependent clingers, entitled demanders, 

manipulative help-rejectors and self-destructive deniers.  Groves made the point that it 

is not so much the behaviour of the patient that the doctor should be concerned about, 

but their reaction to that behaviour because it could impact upon diagnosis and 

treatment decisions.  Certainly, there is research evidence to suggest that doctors 

provide better care to patients they like versus those they dislike (Daniels, 1960), and 

that in the short-term nurses give more attention to noncompliant patients, but in the 

long-term would do more for compliant patients (Keller, 1971).  Further, there are 

differences in clinical communication by gender, which may have implications for 

difficult doctor-patient interactions.  The most common explanation for diagnostic 
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errors made by clinicians with women patients is the readiness of the doctor to attribute 

symptoms to ‘overanxiousness’ even in the presence of positive test results (Task Force 

for Ethical and Judicial Affairs of the American Medical Association, 1991).  There are 

also differences in how men and women participate in consultations and how doctors 

react.  Women ask more questions in the consultation (Waitzkin, 1984; Wodak, 1981), 

but doctors ask women fewer questions (Meeuwesen, Schaap, & van der Staak, 1991; 

Roter, Lipkin, & Korsgaard, 1991).  Further, doctors are more likely to reject medical 

explanations from women than men (Fisher & Groce, 1990).  Cross-gender 

consultations have shown more tension or boredom than same sex encounters and 

female doctors with male patients have been rated as less friendly than other 

configurations (Hall, Irish, Roter, Ehrlich, & Miller, 1994).   

 For Gerrard and Riddell (1988), difficult patients were those who were in their 

words, ‘demanding, punitive, wicked, manipulative and game playing’.  Goodwin, 

Goodwin and Kellner (1979), Wong (1983) and Hahn, Thompson, Wills, Stern and 

Budner (1994),  describe patients with psychosomatic, or mild to major 

psychopathology as being problematic.  Further, Wong (1983) identified extreme 

behaviours such as addiction to drugs or alcohol, violence and suicidal ideation among 

the list of difficult behaviours with which to deal.  Smith and Steindler (1983) suggested 

that stubborn patients are those who may be chronically ill, those who are manipulative 

or seductive and those who are ‘apathetic, sullen, indifferent or noncompliant in drug 

therapy’.  Lorber (1981) conducted a study of doctors and nurses administering patient 

care in a general hospital setting and found that patients viewed as uncooperative, 

overemotional, who required more time and who made complaints that were not 

medically warranted were considered problem patients by the practitioners who had to 

deal with them.  In a more recent study, Steinmetz and Tabenkin (2001) interviewed 15 

family physicians with more than five years experience as specialists to determine a 



 

 25

typology of the difficult patient, and asked doctors how they coped with such patients.  

The findings indicate that patient behaviours rather than complex medical concerns 

were more problematic for doctors, with violent aggressive tendencies, repeated 

complaints and secondary gain issues featuring highly.  As one might expect, more 

experienced doctors reported fewer difficult patient consultations and better coping 

mechanisms than did their less experienced colleagues.  The main coping resources 

utilised by family physicians in this study were empathy, non-judgmental listening, 

patience and tolerance. 

 In a pilot study describing the demographic characteristics of difficult patients in 

medical care (n=92), John, Schwenk, Roi and Cohen (1987) found the difficult patient 

group had a higher percentage of women, were older, and more often divorced or 

widowed.  This group had more acute and chronic problems, were on more medications, 

and had more diagnostic tests, referrals, and medical centre visits.  This typology is 

partially supported by Whitenack and McGaghie (1984) who found difficult patients to 

be high users of the health care system, to be more dependent on their doctors and other 

health providers, to have more abnormal findings, feel less in control of their health, 

and to experience higher occurrences of depression.   

 A number of researchers consider it more appropriate to describe the difficult 

doctor-patient relationship (Anstett, 1980; Steinmetz & Tabenkin, 2001), rather than 

attribute the problem to either the practitioner or the patient.  Drossman (1997) 

highlights a number of situations within which difficulties or misunderstandings can 

arise in the doctor-patient relationship.  These situations include (i) when diagnostic and 

treatment decisions occur before a mutual understanding of the problem is reached; (ii) 

where differing expectations are held by the doctor and patient, and (iii) when the 

interaction involves hidden agendas.  Drossman suggests practitioners need to develop 

their self-awareness and communication skills and show flexibility and sensitivity in 
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responding within difficult situations.  Family physicians recognise that the impact of 

their personality and character affect whether they identify certain patients as difficult 

or not (Steinmetz & Tabenkin, 2001).  In addition, the consultation style of the doctor, 

and whether they adopt a more practitioner-centred or patient-centred approach will 

create problems for some patients (Smith, 1995). Doctor-centred consultations have 

been shown to be associated with more prescriptions and poorer psychosocial care 

(Grol, de Maeseneer, Whitfield, & Mokkink, 1990).   Conversely, better health 

outcomes are evident when care is more patient controlled and emotions are more freely 

shared (Horder & Moore, 1990).  It is important to acknowledge that there may be other 

factors external to the doctor-patient relationship that makes the interaction difficult.  

For example, Wong (1983) notes that it may not be the patient alone, but their 

connection to a severely pathological family system that is the problem.    

2.3.2 Dealing with Difficult Patients 

 There have been a number of suggestions to reduce the occurrence of difficult 

practitioner-patient relationships and to assist doctors to cope in such stressful 

situations.  Smith and Steindler (1983) suggest practitioners need to maintain 

perspective, employ detachment and maintain self-confidence.  Further suggestions are 

to have interests outside of work to avoid burnout, to collaborate with peers and to seek 

professional help when required.  Participating in discussion groups with colleagues to 

analyse difficult patient cases has proven useful for some doctors (Pomeroy, 1989).  

Mathers, Jones and Hannay (1995) have suggested that doctors find ways to increase 

their satisfaction with work and participate in postgraduate communication skills 

training to assist them with difficult patients.  This would seem appropriate since 

doctors with poorer psychosocial skills perceive more medical encounters as being 

difficult (Jackson & Kroenke, 1999).   
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 Smith (1995) proposes self-monitoring of the consultation and taking actions 

involving self-reflection of the interaction, reviewing the patient notes, setting limits on 

expectations of care, inclusion of treatment contracts, involvement of other family 

members, and peer review.  While Smith’s suggestions are constructive, they assume a 

level of practitioner comfort to express openly their concerns and this may not be the 

case.  Maguire, Faulkner and Regnard (1993) and Faulkner, Maguire and Regnard 

(1994) provide a less confrontational, but nonetheless practical method of support by 

providing flow diagrams of consultations for practitioners that address the initial 

approach and management of angry and withdrawn patients.  Miller (1990) has 

produced another comprehensive resource that is designed to assist nurses and allied 

health professionals in the management of difficult patients.  This text approaches the 

construct from an interactional perspective and provides similar advice to that provided 

for doctors in management of the practitioner-patient interaction.    

2.3.3 The Difficult Patient and Physiotherapy Research 

The concept of the difficult patient has received little research interest within the 

physiotherapy profession.  This contrasts with the fields of nursing and medicine in 

which researchers have set out to define this construct to assist best practice (Cohen, 

1986; Gerrard & Riddell, 1988; John et al., 1987; Lorber, 1981; Steinmetz & Tabenkin, 

2001; Whitenack & McGaghie, 1984).   

Despite the very first issue of the Australian Journal of Physiotherapy including 

an article discussing patients with psychogenic, psychosomatic or secondary gain issues 

(De Winton Murdoch, 1954), and subsequent acknowledgement by the profession of the 

existence of difficult patients (Harding & Williams, 1995b; Lincoln, 1978), no research 

has been identified that has specifically examined the construct in physiotherapy.  

Furthermore, there is limited research examining the physiotherapist-patient interaction 

from a communication perspective.  Gallois et al. (1979) explored nonverbal behaviour 
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in physiotherapist-patient interactions and commented that it was likely that 

physiotherapists would show less affiliative behaviour with difficult patients, which 

may negatively affect treatment outcomes.  Gallois et al. recommended that 

physiotherapists should not only increase their awareness of the nonverbal messages 

they receive from patients, but, perhaps more importantly, heighten their awareness of 

the nonverbal cues they send to their patients and how these cues may be interpreted.  

Gyllensten et al. (1999) have explored expert physiotherapists’ perceptions of important 

factors influencing the quality of the physiotherapeutic interaction, and Gard et al. 

(2000) have investigated the verbally expressed emotions between physiotherapists and 

patients.  In accordance with Gallios et al., Gard et al. suggest that in order to improve 

patient management skills, physiotherapists should express their emotions more 

emphatically to their patients and become more reflective of the physiotherapist-patient 

interaction.  These findings suggest that such behaviours may not be part of usual 

clinical practice in physiotherapy, but is this really the case?  In a textbook describing 

the clinical reasoning process for health professionals Higgs and Jones (2000) talk about 

predictive reasoning that relates to consideration of the expected response, or 

implications of management, and similarly Mattingly and Fleming (1994) discussed 

conditional reasoning that involved reflection on the clinical encounter from a 

procedural and interactive perspective.  However, Westberg (2001) has suggested that 

not enough time and emphasis has been given to self-reflective practice in the training 

of health professionals.  Westberg asserts that with very full curricula and busy clinical 

settings, opportunities for students to practice self-reflection and have experiences of 

observing qualified professionals engaging in the process is limited.  Furthermore, 

James (1993) who published a brief report on the topic of developing skilled behaviours 

in physiotherapy states:  
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Being an expert in a field is not adequate qualification for instruction 

tasks…knowledge about something is useful background, but in order to 

perform we need procedural knowledge, we need to know how to do it (p. 67).   

Therefore, it is not only an issue of whether knowledge on self-reflective practice is 

being provided to trainees, but whether they are given adequate time to practice and 

develop their skills.  Certainly, self-reflection is an essential part of the armamentarium 

of expert physiotherapists (Jensen et al., 2000). 

The key representatives in every general medical practice or private sector 

physiotherapy consultation are the practitioner and the patient, and how effectively they 

interact has potentially significant implications for both.  In each case, the patient will 

consult a practitioner who will likely provide a subjective interview and an objective 

examination, before a diagnostic outcome is reached and treatment options are 

discussed.  Where the two consultations diverge is in the one-on-one time spent with the 

patient and the nature and range of treatment options available to each health provider.  

The mean length of a consultation in general medical practice in Australia has been 

reported as 14.8 minutes (Britt, Valenti, & Miller, 2002).  In contrast, physiotherapists 

have been reported to spend as much as 45 minutes per patient for an initial consultation 

and up to 30 minutes per patient for subsequent sessions (Klaber-Moffett & Richardson, 

1997).  The primary management strategies of medical practitioners will usually involve 

medication prescription, advice and referral, while private sector physiotherapists are 

likely to offer a combination of ‘hands on’ treatment (e.g., mobilisation, myofascial 

techniques), electrophysical agents (e.g., ultrasound, laser) and self-management advice 

(e.g., a home program of exercises).   

While general medical practice and physiotherapy consultations have a number 

of similarities, the time spent and treatment strategies available are different.  In 

addition, the hierarchical order of medicine seats the doctor in a position of greater 
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authority than the physiotherapist (Roberts, 1994), and thus one can anticipate patient 

expectations, and each professional’s own expectations will vary.   

2.3.4 Patient Expectations in Physiotherapy 

Identifying patient expectations is important to effect optimal management and 

has been shown to improve patient satisfaction and adherence, while reducing litigation 

risk among dissatisfied patients in the field of medicine (Barr & Threlkeld, 2000; 

Bensing, 1991; Korsch, Gozzi, & Francis, 1968; Levinson, 1994; Stewart, McWhinney, 

& Buck, 1979).  Problems arise when doctors and patients have different expectations 

(Drossman, 1997) and expectations of the patient that are not met may be reflected in a 

range of ‘difficult’ patient behaviours (e.g., demanding, manipulative, angry, 

complaining, indifferent).  Since practitioners have indicated greater problems dealing 

with difficult patient behaviours compared with complex medical problems (Steinmetz 

& Tabenkin, 2001) the issue of patient expectations warrants attention.  However, while 

exploration of patient expectations will identify issues that are important to patients and 

provide vital information to practitioners to enhance the practitioner-patient interaction, 

few studies in physiotherapy have examined this area.   

Wagstaff (1982) has suggested that eliciting patient expectations is an important 

component of the physiotherapist-patient interaction.  Similarly, Klaber-Moffett and 

Richardson (1997) identified patient expectations among factors that can influence 

treatment outcomes in physiotherapy.   

The simplest method of determining patient expectations in physiotherapy 

would be to ask patients directly about their expectations during the initial consultation 

and to pursue ongoing expectations in subsequent sessions.  However, if the focus of 

physiotherapy is on assessing and treating a patient’s physical problem, gaining an 

understanding of patient expectations may not occur routinely.  Sluijs, van der Zee and 

Kok (1993) support this point of view.  In their analysis of 1837 audiotapes of 
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physiotherapy consultations, Sluijs et al. reported that physiotherapists asked patients to 

talk about their perceptions, feelings and expectations in only 19% of sessions.  The 

vast majority of consultation time was spent exploring the nature of the illness or injury, 

the treatment plan or providing home exercises.   

In a telephone survey of 510 members of the public that included both recipients 

and non-recipients of physiotherapy, Sheppard (1994) identified that the main 

expectations of the public were for physiotherapists to explain treatment, provide 

homebased exercises for patients, conduct back education classes and to have a 

convenient location for treatment.  These findings support the notion that patients’ do 

have specific expectations of physiotherapy and therefore it would be useful for 

physiotherapists to seek patient input regarding their expectations for management.  

This is particularly important given that patients and practitioners have been found to 

differ in their views of health and progress in rehabilitation (Malzer, 1988; St Claire, 

Watkins, & Billinghurst, 1996).  As such, these differences could have implications for 

treatment options and patient outcomes.   

In an exploratory study of patients’ satisfaction with physiotherapy,  May (2001) 

interviewed 34 patients with back pain who had received outpatient physiotherapy 

treatment at one of two hospital sites during the previous year.  The aim of the study 

was to identify areas of care that patients viewed were important for their satisfaction 

with physiotherapy.  Five key dimensions were identified including: 

(i) a professional approach by the physiotherapist that inspires confidence and 

involves education of the patient while exhibiting a personable manner of 

friendliness and empathy; 

(ii) the physiotherapist providing explanations for patients regarding the nature 

of their problem, prognosis, the treatment process and the patient’s role; 
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(iii) collaborative consultation by the physiotherapist with the patient to identify 

individual self-help needs and to monitor treatment effectiveness, while 

demonstrating active listening skills and responding to patient questions; 

(iv) the structure of consultations to ensure flexibility in scheduling 

appointments, minimal patient waiting times, adequate one-on-one time with 

the physiotherapist and not feeling rushed, and finally 

(v) effective treatment outcomes (e.g., reduction or elimination of pain) and 

providing self-management strategies for patients. 

May (2001) concluded that patient care should be tailored to meet specific patient 

needs, and that effective treatment outcomes not only require competence in certain 

techniques, but also that physiotherapists have a range of interpersonal skills to assist in 

patient management.  These findings indicate that patients not only have expectations 

relating to the nature of the service provided, but also of their physiotherapist’s 

interpersonal behaviour, consultation style and the disclosure of information.   

Potter, Gordon and Hamer (2003a) discuss the typology of the ‘difficult’ patient 

in private practice and report that the areas physiotherapists find most difficult to 

manage are (i) the behavioural problems of patients, and (ii) patient expectations.  

Specifically, physiotherapists in their study reported that patients with unrealistic 

expectations, or preconceived ideas about the nature of their injury and the treatment 

required were difficult to manage.  This highlights the need for physiotherapists to 

clarify patient expectations prior to commencing treatment as then physiotherapists will 

be able to provide a service that is acceptable to patients, thereby avoiding patient 

dissatisfaction. 

The majority of complaints about health providers relate to treatment and cost 

issues (Office of Health Review, 2002).  The same applies in physiotherapy where 

complaints have increased in the last five years (New South Wales Physiotherapists' 
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Registration Board, 2002).  This is of interest since four of the dimensions described by 

May (2001) directly involve treatment related issues.  Therefore, even though 

physiotherapists may have an intuitive sense of what their patients expect, it is not 

appropriate to assume this knowledge since it may be incorrect.  This is evident in 

medicine where doctors have underestimated their patient’s desire for information 

(Waitzkin, 1984).  Therefore, one could argue that if a practitioner does not ask what a 

patient’s expectations are, or express to the patient their own expectations at the outset, 

there is an increased potential for miscommunication and misunderstandings to occur.  

As a result, the outcome for the practitioner may be to label the patient ‘difficult’, while 

the patient may feel dissatisfied with treatment and either complain or fail to return.  On 

this basis, it would be advisable to promote open discussion of each individual’s 

expectations in the physiotherapist-patient interaction.  This would allow both parties an 

opportunity to resolve any issues before treatment commences, thereby reducing the 

likelihood of patient dissatisfaction and undue stress that would result if disputes or 

complaints were lodged at some point in future.   

2.3.5 Summary 

A myriad of attributes have been used to describe the ‘difficult’ patient in health 

care, and it is predominantly behavioural characteristics that practitioners find most 

problematic.  However, while the practitioner may view the patient as the problem, 

there is recognition in the literature that the issue of the difficult patient is reflective of 

the practitioner-patient interaction suggesting both parties are equally culpable.  In the 

physiotherapy literature, no specific research has been identified that presents a 

typology of the difficult patient, but a small number of published papers have indicated 

that unmet patient expectations can result in ‘difficult’ patient behaviour.   

Suggestions for dealing with difficult patient situations primarily involve the 

practitioner becoming more self-aware and modifying their own behaviour.  To do this 
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self-reflective practice, peer support, professional help (e.g., counselling), 

communication skills training along with adopting a patient-centred approach that 

provides a framework to systematically explore patient and practitioner concerns has 

been recommended.  However, more physiotherapy-specific research is necessary to 

investigate the practitioner-patient interaction further and it would be worthwhile to 

evaluate the effectiveness of a number of the suggestions provided.   

2.4 Interventions to Improve Communication for Health Care Professionals 

Based on research evidence highlighting the importance of effective 

communication skills among health professionals, the topic has become the focus of 

growing research interest in recent years.  The purpose of this section is to examine the 

nature and impact of communication skills interventions in health care, followed by a 

discussion of continuing education in physiotherapy with specific reference to 

communication skills training for physiotherapists. 

2.4.1 Communication Skills Interventions in the Health Care Professions 

During the last 30 years, there have been an increasing number of studies 

investigating the efficacy of communication skills interventions with health 

professionals.  However, in many cases the results have been met with scepticism due to 

a lack of methodological rigour of many studies.  Sanson-Fisher, Fairburn and Maguire 

(1981) conducted a two part investigation where they sought expert opinion from health 

care professionals trained in research methodology to determine criteria for quality 

grading an intervention.  Six essential criteria were identified including the presence of 

a control group, appropriate instrumentation to measure effects, assessment of 

reliability, and sufficient detail about the participants, patients and the intervention to 

ensure appropriate interpretation of results and replication of findings.  After a search of 

Index Medicus, Sanson-Fisher et al. (1981) identified 45 relevant papers published 
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between 1970 and 1979.  Of these papers, only 18 used some form of experimental 

design and very few of these met the criteria established by the expert researchers.  

Twenty-eight papers (61%) were purely descriptive with no experimental evidence to 

indicate whether the training was effective.  Sanson-Fisher et al. concluded from this 

review that there was limited evidence to support the efficacy of new approaches in 

communication skills training over methods that are more traditional.  Further, Sanson-

Fisher et al. highlighted the need for intervention studies to adopt appropriate 

methodology and for the application of intervention skills in a variety of settings while 

also demonstrating maintenance of skills over time, and positive benefits to patient care.   

More recently, Aspegren (1999) and Chant, Jenkinson, Randle, Russell and 

Webb (2002) have conducted reviews of the literature relating to communication skills 

training in health care, while Kruijver, Kerkstra, Francke, Bensing and van de Wiel 

(2000) has completed the same task in the field of nursing.  As Table 2.2 shows, most 

studies have been conducted with training or qualified doctors and nurses.  

Interestingly, of the 167 relevant studies identified across all literature reviews, only six 

articles appeared in more than one review and no articles appeared in all three reviews.  

This may be because only three search terms (out of 26) used to identify relevant 

research were similar for all groups (i.e., communication skills, skills, training) and a 

broad range of databases were examined.  In addition, the quality grading of articles by 

Aspegren (1999) and Chant et al. (2002) was not based on exactly the same criteria, 

albeit both researchers indicated they assessed quality, based on internal and external 

validity issues.  From the review of literature, there is evidence that addresses a number 

of important questions relating to communication skills interventions that will now be 

discussed. 



 

 36

Table 2.2: Overview of Literature Reviews Evaluating Communication Skills Training. 

Characteristics Aspegren (1999) Chant et al. (2002) Kruijver et al. (2000) 
Disciplines involved Predominantly 

medical students, 
doctors and 
specialists (78 
studies).  Also, 
nurses, nursing and 
dentistry students (5 
studies) 

Predominantly nurses 
and nursing students 
(43 studies).  Also, 
doctors, hospital staff, 
patients, parents, 
medical, dental, social 
work, occupational 
therapy and 
physiotherapy students 
(27 studies) 

Predominantly nurses 
(10 studies).  Also, 
doctors, social 
workers, psychologists 
and students from 
nursing, medical, 
dental areas (4 
studies) 

Search strategies 
employed 

 Databases including 
Medline (1966 to 
June 1999) and 
PsychLit (1991-
1998) 

 Bibliographies of 
all articles after 
1980 checked 

 Databases including  
ENB archive, BMJ 
archive, BIOMED, 
ASSIA, BHI, BIDS 
(no timeframe 
specified) 

 Web of Science 

 Textbooks in nursing, 
psychology, 
sociology 

 Manual journal 
searches 

 Databases including 
Medline and 
CINAHL (1985 to 
1998) 

 Bibliographies of 
selected articles 
checked to source 
information back to 
1979 

 

Quality grading  Yes Yes No 

Criteria for grading Based on Sanson-
Fisher et al. (1981) 
and considered: 

 Internal validity 

 Precision 

 External validity 

 

Based on: 

 Internal validity 

 External validity 

 

Inclusion criteria: 

 Involves nurses or 
student nurses 

 Published in 
scientific journal or 
as a thesis 

 Language English or 
Dutch 

Total number of 
articles identified 180 ~200 53 

Number of articles 
included in the 
review 

83 (46%) 70 (35%) 14 (26%) 

Research designs Randomised (31) 
Control group or 
open effect (38) 
Descriptive (14) 

Sound (26) 
Flawed (26) 
Indeterminate (18) 

Randomised (4) 
Control group or open 
effect (10) 
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1. What is included in the content of communication skills interventions? 

There have been a diverse number of topics covered as part of communication 

skills training for health professionals.  Topics have included microcommunication 

skills (e.g., questioning and explaining) and basic interviewing techniques (Evans, 

Coman, & Goss, 1996; Evans, Stanley, Burrows, & Sweet, 1989; Marteau et al., 1991; 

Quirk & Babineau, 1982; Schreier & Dub, 1981); macrocommunication tasks (e.g., 

patient-centred interviewing, relationship building, counselling and interactional skills) 

(Brown et al., 2000; Levinson & Roter, 1993; Roter et al., 1995; Ruiz Moral, Monoz 

Alamo, Alba Jurado, & Perula de Torres, 2001); empathy (Smoot & Gonzales, 1995; 

Yates, Hart, Clinton, McGrath, & Gartry, 1998); transactional analysis (Bailey & 

Baillie, 1996); communication theory (Evans, Stanley, Mestrovic, & Rose, 1991); self-

awareness (Smith et al., 1998; Wilkinson, Roberts, & Aldridge, 1998); relaxation 

training and cognitive restructuring (Garcia De Lucio, Garcia Lopez, Marin Lopez, Mas 

Hesse, & Caamano Vas, 2000); understanding death and dying (Razavi, Delvaux, 

Farvacques, & Robaye, 1988); and dealing with difficult patients (Marteau et al., 1991; 

Robbins et al., 1979).  The difficulty with evaluating the content of interventions is that 

generally insufficient information is provided, for example, the conceptual models or 

theories being applied and/or the learning objectives.  This makes it difficult to replicate 

or thoroughly evaluate an intervention.  Furthermore, various models and evaluation 

methods of the patient-practitioner interaction have been utilised (Draper, n.d.).  In 

addition, there is limited information available regarding which techniques are effective 

in different contexts, and there is no consensus on the key components to include in 

communication skills education.  This would not be the case if there were a fully 

integrated theory on the doctor-patient relationship.  In an effort to address this issue, 21 

leaders of major medical education and professional organisations attended an 

invitational conference to identify essential elements that would provide a useful 
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framework for communication skills training in the doctor-patient interaction 

(Participants in the Bayer-Fetzer conference on physician-patient communication in 

medical education, 2001).  Five practitioner-patient models were explored and seven 

essential elements were identified including; (i) relationship building; (ii) opening the 

discussion; (iii) information gathering; (iv) understanding the patient’s perspective; (v) 

sharing information; (vi) reaching agreement on the problems and plans, and (vii) 

providing closure.  The next logical step in the process would be to consolidate content 

based on these elements and to continue with evaluation of such programs.  However, 

while there are similarities in health professions, each discipline has unique needs and 

may wish to focus on different aspects of content and forms of evaluation, which will 

constrain interdisciplinary comparability. 

2. What are the preferred teaching and learning methods in communication skills 

training? 

A diverse range of teaching strategies have been employed to teach 

communication skills including, lectures (Evans et al., 1989; Evans et al., 1991; Rutter 

& Maguire, 1976); seminars (Marteau et al., 1991); drama workshops or roleplays 

(Evans et al., 1989; Evans et al., 1991; Razavi et al., 2000; Riseborough, 1993); 

modelling (Garcia De Lucio et al., 2000), and use of ‘real’ or simulated patients (Brown 

et al., 2000; Evans et al., 1989; Ladyshewsky & Gotjamanos, 1997; Roter et al., 1995; 

Ruiz Moral et al., 2001; Smith et al., 1998).  In many cases, a combination of these 

strategies has been employed rather than using a single approach.  The research 

evidence suggests that experiential methods of teaching (i.e., learning by doing) are 

more effective than direct instructional methods (i.e., learning by hearing about, or 

seeing a task with or without time for practice) (Evans et al., 1989; Maguire, Clarke, & 

Jolly, 1977; Quirk & Babineau, 1982; Rutter & Maguire, 1976; Smith et al., 1995).  

However, there is a lack of research examining which experiential methods are most 



 

 39

effective in which settings, and given that communication skills training can be  costly 

this would be a worthwhile issue to explore.  Ultimately, there are a number of factors 

that may influence the choice of instruction or experiential teaching methods such as; 

research purpose and design, intervention content, experience of teaching staff, 

participants, settings (e.g., laboratory versus clinically based), time, funds and 

equipment resources.   

3. What is the ‘standard’ duration of interventions? 

It would appear from the available research that there is no ‘standard’ duration 

for an intervention in communication skills training.  Kruijver et al. (2000) reports 

training durations ranging from 6- to 24-hours.  There have been positive benefits 

shown from training for as little as three hours (Campbell, Weeks, Walsh, & Sanson-

Fisher, 1996) and the longest course identified in the literature was 96-hours (Smith et 

al., 1998).  Training has been delivered in a single session, or in multiple sessions over 

days, weeks or months.  However, as with course content, the distribution of training 

time to specific learning objectives is generally not reported and in some studies, the 

actual hours of contact are not specified (i.e., teaching and follow up sessions).  As a 

result, few sources have recommended an ideal course duration.  From his review of 

literature, Aspegren (1999) concluded that training for one day or less was ineffective.  

However, positive findings were found in randomised studies involving less training 

(Maguire et al., 1977; Schreier & Dub, 1981).  Swadi and Graham (1998) conducted a 

pilot study to evaluate the effectiveness of a 6-hour versus 40-hour communication 

skills intervention with first and second year medical students and found the 6-hour 

course was just as effective as the 40-hour intervention.  However, it was not clear 

whether either training program was more effective than no training as there was no 

control group.  Therefore, further research is required before such a conclusion can be 

reached.   
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One could argue that if the participants in a communication skills intervention 

have previous experience in communication skills training a less intensive course may 

be effective.  No studies were identified that considered the previous experience of 

participants and related this to the impact of the intervention.  Some student participants 

have shown a decline in skills shortly after training time (Bogels, 1996; Craig, 1992), 

while others have shown a lasting effect with short-term training (Maguire, Fairbairn, & 

Fletcher, 1986).  What is not clear is whether the same intervention would have similar 

benefits for students and practitioners alike, and whether positive changes are 

maintained at follow up.  Further studies are warranted to explore these issues, as it may 

be efficacious for courses involving practitioners to be of shorter duration than student 

courses.  Given practitioners will self-determine their continuing education needs and 

that course benefits and performance improvements are usually subjectively evaluated 

(e.g., course evaluation, self-rating), the duration and costs associated with such courses 

must be acceptable to practitioners, or they will not attend.  On the other hand, motives 

for students are likely to be different from qualified practitioners (i.e., successful course 

completion is necessary to pass a subject or unit) allowing more flexibility in the 

design, implementation and evaluation of courses.     

4. Who should teach communication skills to health professionals? 

While van Dalen, van Hout, Wolfhagen, Scherpbier and van der Vleuten (1999)  

reported that course content was more important than the teacher’s performance, 

Cooper and Mira (1998) found that academic teachers do not reflect the skills 

considered important by patients and on this basis advocated patient involvement 

alongside medical educators in teaching communication skills.  Generally, the range of 

people involved in communication skills education is highly varied and the benefits of 

interdisciplinary and team teaching among health professions, and including peer 

review and patients in the educational process is evident (Cooper & Mira, 1998; 
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Ladyshewsky & Gotjamanos, 1997; Lynch, Tamburrino, & Nagel, 1992; Minardi & 

Riley, 1991; Quirk & Letendre, 1986; Riseborough, 1993; Stillman, Burpeau-Di 

Gregorio, Nicholson, Sabers, & Stillman, 1983; Williams-Burgess, Matzo, & Perrin, 

1993).  However, one could argue that an educator who does not work clinically, or in 

the same profession as intervention participants may be less capable of providing 

specific input, and examples provided may be unrealistic.  This perspective is supported 

by Pool (1983) (as cited in Kruijver et al., 2000), who reported that nurse educators 

unfamiliar with the clinical demands of nursing provided information that was too 

general.   Adopting a team teaching approach or having an interdisciplinary group 

design interventions to ensure issues of relevancy, importance and usefulness of 

information can be addressed and should overcome this problem.   

5. What assessment methods are used and are most appropriate to evaluate 

interventions? 

The choice of assessment methods should reflect intervention learning 

objectives and the factors that are considered important to indicate performance 

improvement.  Subjective (e.g., self-assessment and participant feedback), objective 

(e.g., knowledge, attitude or behaviour change evaluated according to specific criteria) 

and a combination of both types of measures (e.g., patient rating of intervention 

participant, and patient health outcomes) have been used to evaluate the impact of 

communication skills training.  Aspegren (1999) identified 10 different evaluation 

methods including; course evaluation by participants, written report, knowledge testing, 

self-rating scales, psychometric testing, rating from direct observation, videotape or 

audiotape interviews, Objective Structured Clinical Examination (OSCE), patient rating 

of student performance, and patient health outcomes.  Given the diversity of evaluation 

methods that have been employed, many of which are subjective and may be unrelated 
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to, and non-reflective of actual behaviour change, the interpretive power of findings 

may be somewhat limited.   

To address this issue the majority of communication skills intervention studies 

have included a range of evaluation methods to rate performance and have engaged 

trained independent assessors who are blind to treatment and control conditions.  Some 

researchers have set out to compare different assessment methods such as self-rating 

versus external independent rating (Farnhill, Hayes, & Todisco, 1997; Maguire et al., 

1977; Marteau et al., 1991), or patient rating (real or simulated) versus examiner ratings 

(Cooper & Mira, 1998; Finlay, Stott, & Kinnersley, 1995).  Findings indicate that self-

rating is unreliable with students’ under or overrating their performance (Farnhill et al., 

1997; Marteau et al., 1991), while there is correlation between experts and lay people 

on performance, but lay people tend to give higher scores (Cooper & Mira, 1998; Finlay 

et al., 1995).   

Boon and Stewart (1998) reviewed the literature in search of patient-practitioner 

communication assessment instruments (1986 to 1996) that have been used to evaluate 

real-time, video and audiotaped data.  Of the 44 separate instruments that were 

presented, 21 had only been used in one study and 15 had not been validated, leading 

the reviewers to comment that there was a need to compare instruments, and to 

standardise items and process variables.  However, this issue is complex given the 

diversity of interventions with respect to content, participants and purposes, and a lack 

of solidity of the theoretical basis underlying the practitioner-patient construct.  Most 

instruments have been specifically devised to evaluate the components of a particular 

intervention and as such may not be transferable to other settings, participants or 

programs without considerable adaptation, which explains why so many one off 

systems have been devised.  In addition, currently the majority of communication skills 

instruments are intellectualised constructs determined by medical educators to reflect 
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what they believe to be the most important components of effective communication.  

Given the communication skills emphasised by educators are not seen to be important 

to patients (Cooper & Mira, 1998), it can be argued that without direct patient 

involvement in the development, teaching and evaluation of interventions, findings will 

be less clinically relevant. 

One aspect of communication that has been neglected in the assessment process 

is evaluation of nonverbal behaviour (Kruijver et al., 2000).  To be effective it would be 

ideal to use a validated coding system with videotaped data of both patient and 

practitioner that had been simultaneously recorded.  Clearly, this would provide a 

logistical challenge for studies in a laboratory or clinical practice setting and may 

explain the absence of direct evaluation measures in favour of self-rating or 

questionnaire feedback.   

Another issue worthy of discussion is that regarding participant motivation.  

Individual motives for involvement in communication skills training are likely to vary 

depending on whether the course is a requirement of training (e.g., students), or a self-

selected topic of interest (e.g., graduates).  In addition, assessment requirements for 

undergraduate and postgraduate programs may be highly variable.  In their evaluation 

of postregistration programs for nurses, Chant et al. (2002) noted that postgraduate 

training may be assessed more informally than undergraduate programs.  However, 

from a research and accountability perspective, continuing education programs should 

be formally evaluated using both subjective and objective measures to ensure courses 

are based on sound evidence.     

In summary, it is clear from the available literature that a number of topics have 

been covered in communication skills interventions to reflect the actual and perceived 

needs of health professionals in the practitioner-patient interaction.  Most often, the 

focus of interventions is on micro and macrocommunication skills.  However, with the 
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diversity in content and teaching methods, lack of theory regarding the practitioner-

patient interaction and poor description of interventions in some published studies, 

replication is difficult.  Aligned with these issues is a lack of clarity regarding the 

‘ideal’ duration of intervention training that will only be addressed with more 

comparative research and consensus on what are essential elements of training.  There is 

a role for specific discipline and interdisciplinary teaching of communication skills and 

it is highly advisable that patient input is sought in the development and evaluation 

processes to ensure consumer expectations are given appropriate consideration.   

Ten evaluation methods and a large number of specific instruments have been 

identified to assess communication skills interventions in health care.  Most studies 

have utilised a combination of subjective and objective measures to directly, or 

indirectly evaluate individual performance.  Boon and Stewart (1998) have highlighted 

the need to consolidate the validity of communication skills assessment instruments 

with further research utilising existing measures; and a lack of studies examining 

nonverbal behaviours has been noted (Kruijver et al., 2000).  With increased rigour in 

research design, more longitudinal studies, the utilisation of experiential teaching 

methods and a combination of subjective and objective evaluation techniques, it is 

likely that there will be greater confidence in research findings, which indicate positive 

impact. 

While the ability to design, implement and evaluate interventions at the 

undergraduate level can be encompassed within the undergraduate curriculum, much of 

the postgraduate education takes place as self-motivated continuing education, rather 

than formalised institution based curricula. 

2.4.2 Continuing Education in Physiotherapy 

Hoffman (1979) has described continuing education as a systematic effort to 

provide education beyond formal education and initial entry into a profession.  Through 
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attendance at continuing education courses, health professionals demonstrate 

commitment to lifelong learning and can be accountable to the public who have the 

right to expect current best practice principles to be utilised in their management.  

However, it is not clear whether change in practice occurs after participation in 

continuing education courses (Finley, 1988; Grant, 1994; McCormick & Marshall, 

1994).  Stein (1981) conducted a review of eight studies each of which had specifically 

set out to evaluate the effectiveness of continuing education programs for doctors.  Stein 

concluded that when programs are based on sound learning principles involving 

experiential methods change in behaviour does occur.  Critical in each of these studies 

was that participants in the programs had recognised their need for improved 

performance and were therefore fully committed to the programs.  Furthermore, 

participants were actively involved in needs identification, program planning and 

defining methods of evaluation.  Mays (1984) evaluated the efficacy of a three-day 

neurodevelopment program for physiotherapists and reported a significant change in 

behaviour at two weeks and six months post-intervention based on self-report measures.  

However, two other evaluation procedures (i.e., record audit and direct observation) 

produced non-significant findings.  Opponents of mandating continuing education have 

cited research evidence that indicates little or no change in behaviour or quality of care 

following continuing education programs (Howes, 1980; Libby, Weinswig, & Kirk, 

1975).  Thus, the issue of whether continuing education should be mandated and how to 

measure and enforce mandatory continuing education requirements is not without 

controversy.  Nonetheless, in the United States mandatory continuing education (MCE) 

was introduced for medical practitioners and nurses in the 1970’s with physiotherapy 

following shortly after (McCormick & Marshall, 1994).   

In Australia, MCE was officially launched in 1999 after the Australian 

Physiotherapy Association (APA) had undertaken two years of planning (National 
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Professional Development Committee, 1998).  The current program of MCE is based on 

a competency model (Boyatzis, Cowen, & Kolb, 1996) involving three learning 

modules that provide choices in access to professional development.  The program 

operates on a three-year cycle.  In conjunction with MCE, the APA has introduced a 

course accreditation scheme to ensure that continuing education courses conducted 

under the auspices of the APA meet certain standards and address important 

professional competencies (Australian Physiotherapy Association, 2002).  Of the 67 

currently accredited courses in Australia, the majority relate to learning physical skills 

for assessment and treatment in the biomedical domain (Australian Physiotherapy 

Association, 2003).  This is consistent with research that shows musculoskeletal 

assessment and treatment topics to be of high interest to practitioners (Karp, 1992; 

Seymour, Connelly, & Gardner, 1979).   

While continuing education in communication skills and interpersonal relations 

have been identified as topics of some interest by American therapists (Karp, 1992), 

very little postgraduate training is offered on such topics in Australia.  Only two of the 

currently accredited APA courses focus directly on the physiotherapist-patient 

interaction from a communication perspective (one by this author stemming from this 

research, the other focussing on managing patients with chronic pain) (Australian 

Physiotherapy Association, 2003).  One could argue that interest in communication 

skills training is limited and therefore there is little demand for information in this area.  

However, without directly exploring the continuing education preferences of Australian 

physiotherapists this is conjecture.   

Of the six factors found to influence participation in continuing education 

among Canadian physiotherapists, course relevance and interest to the practitioner were 

rated most important (Tassone & Speechley, 1997).  Interpersonal skills training 

certainly appears pertinent given the importance attributed to communication skills 
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within physiotherapy rehabilitation (Ford & Gordon, 1993; Gordon et al., 1998; Klaber-

Moffett & Richardson, 1997).  The topic should be of interest to practitioners with 

evidence to support the benefits of a patient-centred approach to therapy, which 

demands effective interpersonal skills (Brown, Boles, Mullooly, & Levinson, 1999; 

Henbest & Stewart, 1990; Stewart et al., 1989).  Why then is there so little happening 

regarding ongoing education in communication skills training?  With the traditional role 

of physiotherapy being to provide treatment for physical injury problems (Nordholm et 

al., 1995), it is understandable that therapists strive to maintain their clinical skills and 

knowledge.  Therefore, perhaps the communication aspect of the practitioner-patient 

interaction that takes place in providing this care is somewhat overlooked.  This is not 

supported by Stenmar and Nordholm (1994) who reported that physiotherapists 

recognised that it was not what they did to patients (e.g., treatment-related) that was 

most important, but how they did it (i.e., communication related).  Given a lack of 

physiotherapy-specific research exploring the practitioner-patient interaction from a 

communication perspective, it is possible there is a lack of awareness of the potential 

significance of communication skills within the profession.  However, the importance 

of effective communication in physiotherapy has been discussed over a number of years 

(Hargreaves, 1982; Lincoln, 1978; Sim, 1986) and as Wagstaff (1982) points out, unless 

a satisfactory, facilitative relationship can be created with the patient, it is unlikely that 

proper assessment and treatment, leading to beneficial outcomes will ensue.   

With the many demands placed on physiotherapists in direct patient care and 

with associated administrative tasks, it is likely that in prioritising continuing education 

needs, additional communication skills training does not feature highly for many 

practitioners.  However, were physiotherapists fully conversant with the literature in 

other areas of health care indicating the positive impact of effective communication, it 

begs the question as to whether they would give such training higher priority.  
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Furthermore, while communication skills may be difficult to change (Hickson et al., 

1994), the potential positive outcomes for clinical best practice, may provide motivation 

to enhance communication skills.   

Another reason for lack of demand or interest for communication skills training 

is that physiotherapists may believe they have adequate skills and knowledge in the 

area, and therefore do not require additional training.  However, Jensen, Shepard and 

Hack (1990) and Jensen, Shepard, Gwyer and Hack (1992)  identified differences in 

communication ability between novice and experienced clinicians, which suggests skill 

improvements in the area, particularly for less experienced clinicians, would be 

beneficial.  Also, in areas involving potentially difficult situations such as chronic pain 

management and dealing with patients with head injuries, extending physiotherapy 

skills into the cognitive-behavioural domain have been proposed (Harding & Williams, 

1995a, 1995b; Lincoln, 1978).  Sluijs, van der Zee and Kok (1993) who found 

considerable variation in the amount and nature of education provided further support 

this and have suggested that specific educational skills should be taught to therapists 

during vocational training or in follow up courses.  These findings are therefore in 

support of the need for communication skills training at undergraduate and postgraduate 

levels.   

2.4.2.1 Communication Skills Interventions in Physiotherapy 

There are very few communication-related courses on offer at a postgraduate 

level within physiotherapy in Australia (Australian Physiotherapy Association, 2003) 

and currently there is no evidence evaluating the efficacy of these programs.  Further, 

only a small number of studies, most not well designed have evaluated the efficacy of 

institution based communication skills programs in physiotherapy.  Rubin, Judd and 

Conine (1977) conducted an experimental study with 12 matched pairs of 

undergraduate students to evaluate the impact of a 48-hour interpersonal 
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communication skills course.  Evaluation involved testing student’s recognition of 

empathy and empathic responding.  Eighteen months after the course, those who had 

received the training scored significantly higher in both empathy recognition and 

responding than did the control group.   

Payton (1983) conducted two separate studies to evaluate communication skills 

training.  In the first study, 36 undergraduate students were given 2-hours of lectures 

and 10-hours of experiential teaching in a course called ‘Psychosocial aspects of 

physical therapy’.  In the second study, nine postgraduate students participated in a 

course titled ‘Supervision in the allied health professions’, which involved an 

experiential component of communication skills training, which was of 20-hours 

duration.  For postgraduate students the outcome measure was pretest, posttest 

evaluation of a single 10-minute interview with a fellow clinician, not a patient.  The 

pretest, posttest measure for the undergraduate study was a written assessment 

involving students responding to a number of specific patient scenarios.  While 

undergraduate students demonstrated a significant change in questioning behaviour and 

some change in how they would relate to the patient, there were no significant changes 

in postgraduate behaviours.  Payton (1983) compared these two studies and suggested a 

number of reasons for the lack of change in postgraduate performance compared with 

the undergraduate group including small sample size, type of assessment and clinical 

experience.  However, given the differences in course content, the assessment methods 

used and the lack of a control group comparison seems inappropriate.   

A model for teaching interviewing and communication skills was tested by 

Levin (1984) with final year physiotherapy students during a 4-week clinical rotation.  

The training involved four sessions of one and a half hours duration and focused on 

basic communication skills (e.g., listening, questioning and responding).  In addition, a 

10-minute videotape of each student with a ‘real’ patient was conducted before and 
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after training with feedback provided by the instructor on the structure and process of 

the interview.  While no formal evaluation of the program was undertaken, students 

reported that this training had increased their awareness of patients’ problems and 

assisted them to develop effective therapeutic relationships with patients.  Without a 

more formal evaluation, it was not possible to determine the actual impact of this 

program on student performance, but with favourable student feedback, further 

exploration of program efficacy would appear warranted.  Similarly, Schultz, Wellard, 

and Swerissen (1988) described the evaluation of a 16-hour communication skills 

program with a cohort of 97 third year physiotherapy students.  This program involved 

assessment of knowledge, self-rating and course evaluation.  Overall, the results were 

positive and the use of video feedback and simulated patients was endorsed.  More 

recently, Ladyshewsky and Gotjamanos (1997) has reported positive results from using 

standardised patients to assist communication skills training with third year 

physiotherapy students. 

May, Morgan, Lemke, Karst and Stone (1995) identified 10 generic abilities, not 

specifically technical skills that were considered critically important to physiotherapy 

practice.  Of the abilities identified, communication and interpersonal skills were ranked 

second and third highest after commitment to learning.  Evaluation criteria were then 

developed to assess student performance in each area in the clinical practice setting.  

Maslin (2002) took the model proposed by May et al. and added a participant-centred 

problem-solving process to remediate students identified as requiring assistance with 

communication and interpersonal skills.  Both May et al. and Maslin suggest that by 

recognising the importance of professional behaviours such as communication and 

interpersonal skills early in training, students are more likely to develop an awareness of 

their behaviour and the impact of that behaviour on their patients and colleagues.  In 



 

 51

future, if this is the case, there is likely to be greater interest from physiotherapists in 

communication skills training after graduation. 

2.4.3  Summary 

The importance of effective communication skills to the success of the 

practitioner-patient relationship has been acknowledged (Brown et al., 1989; Henbest & 

Stewart, 1990; Roter & Hall, 1989; Stewart, Brown, Levenstein, McCracken, & 

McWhinney, 1986).  This is reflected in a growing number of studies evaluating the 

efficacy of communication skills interventions with both training and practising 

clinicians, particularly in medicine and nursing (Aspegren, 1999; Chant et al., 2002; 

Kruijver et al., 2000).  However, there has not been a great deal of research pertaining 

to communication skills in physiotherapy and specific continuing education programs 

that focus on aspects of communication are virtually nonexistent.   

In order for practitioners to value this area of research, it is necessary to provide 

more evidence from within the profession of its importance.  Such evidence is currently 

limited and most existing studies are qualitative in nature and may therefore, have been 

overlooked by those with the widely held view that experimental methods (e.g., 

randomised controlled trials) are the ‘gold standard’ for evaluation.  However, in order 

to more effectively understand the physiotherapist-patient interaction, research that 

investigates individual experiences through case study analysis, small group discussion, 

indepth interview and using quasi-experimental designs have an important role to play.  

These studies can be conducted in the clinical setting so provide flexibility, have high 

relevance and direct applicability to clinical practice.  Furthermore, this type of research 

highlights the complexity of factors that may contribute to describing the problem under 

investigation, and embraces the notion that every individual’s experience is unique, a 

point that is not highlighted in group designs when data is normalised. 
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In the area of communication skills training in general, there are many issues to 

address in attempting to evaluate the efficacy of programs.  In physiotherapy, there is 

very little research published on the topic and few educational programs have been 

evaluated empirically.  Continued research to investigate these issues is justified. 

2.5 General Summary and Statement of the Problem 

This literature review has addressed a number of pertinent issues relating to 

communication in health care.  Specifically, models of health care that form the basis of 

education for health professionals have been discussed, which provide some insight as 

to why the practitioner-patient interaction has evolved from a more practitioner-centred 

approach to a patient-centred approach.  In addition, characteristics of the difficult 

patient and their impact on the practitioner-patient interaction have been presented. 

While there are a small number of studies that do provide information about the 

physiotherapist-patient interaction, no research has explicitly set out to determine the 

attributes of the ‘difficult’ patient in private practice physiotherapy.  Furthermore, there 

is a lack of specific research examining the practitioner-patient interaction in 

physiotherapy, with the weight of evidence coming from the medical and nursing fields.  

Research findings pertaining to the difficult patient and practitioner-patient interaction 

in medicine and nursing may not be entirely applicable in private sector physiotherapy 

due to the varied roles of the different health professions.  Thus, physiotherapy-specific 

research that examines these issues has a valuable contribution to make to evidence-

based practice in physiotherapy. 

A patient-centred framework offers the perfect opportunity to explore both the 

patient and therapist’s perspective (Smith, 2002).  However, it is unclear how 

competent and active physiotherapists are in utilising this approach.  Thus, research to 

explore the physiotherapist-patient interaction from the perspective of both parties 

would make a useful contribution to discussion in this area.  Further, recognition by 
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health professionals of the importance of effective communication skills in tandem with 

clinical competence to achieve successful patient outcomes should not be overlooked.    

There is a sound rationale for conducting communication skills training in 

physiotherapy.  However, it would appear that communication skills programs do not 

have great presence or profile within the physiotherapy profession, particularly at 

postgraduate level.  Furthermore, physiotherapy-specific research in the area that not 

only ascertains the needs of the profession, but that examines the utilisation of 

communication skills in practice is indicated.  More evidence of this nature will 

enhance practitioner awareness and the relative importance of communication skills 

training within the profession.  Well-developed programs will subsequently have a vital 

educational role to play at both undergraduate and postgraduate levels. 

Based on this review of literature, the four issues identified as the focus of this 

research project were:  

1. To determine the attributes of the ‘difficult’ patient in private practice 

physiotherapy. 

2. To determine the qualities of a ‘good’ physiotherapist from the patients’ 

perspective. 

3. To investigate physiotherapist and patient expectations in private sector 

physiotherapy. 

4. To evaluate the efficacy of a communication skills program to assist 

physiotherapists in private practice to optimise the physiotherapist-patient 

interaction. 

The above issues were chosen as the focus of this thesis, as they have not yet been 

addressed in physiotherapy research and doing so would provide further insight into the 

physiotherapist-patient interaction from a communication perspective.  Consequently, 

evidence-based practice relating to nonphysical aspects of the physiotherapist-patient 
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interaction would make a valuable contribution to the ethos of providing a holistic 

approach in physiotherapy.    
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CHAPTER 3 

Methodological Approaches Utilised in this Research 

The purpose of this chapter is to outline the methodological approaches utilised 

in this research.  In Section 3.1, the consensus methodology of Nominal Group 

Technique (NGT), which was employed in the first two studies, is presented, while 

multiple baseline research design, the approach adopted for Study 3 is discussed in 

Section 3.2. 

3.1 The Nominal Group Technique (NGT) 

 The NGT is a consensus methodology that was first described in the 1960’s as a 

procedure to facilitate effective group decision-making in social psychological research 

(Delbecq & van de Ven, 1971).  Since that time, it has been applied in a wide range of 

fields including; education, health, social service, industry, and government 

organisations.  The three most typical applications have been problem identification, 

development of solutions, and establishing priorities (Carney, McIntosh, & Worth, 

1996; Delbecq & van de Ven, 1971; Gallagher et al., 1993; Jones & Hunter, 1995; 

Justice & Jang, 1990; O'Neil & Jackson, 1983; Thomas, 1983).   

 The purpose of the NGT is to generate information in response to an issue that 

can then be prioritised through group consensus.  Participants’ involved in the NGT 

take part in a highly structured face-to-face meeting usually lasting up to two hours.  

The suggested size of a group is five to nine participants, although some researchers 

have effectively utilised the NGT with larger groups (Lloyd-Jones, Fowell, & Bligh, 

1999; Thomas, 1983; Twible, 1992).  When comparing the NGT with other group 

processes such as Delphi (Delbecq, van de Ven, & Gustafson, 1975), focus groups and 

brainstorming (Stewart & Shamdasani, 1990), the NGT has been credited with the 

greatest number of strengths (Gallagher et al., 1993) (see Table 3.1). 
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Table 3.1: Strengths of the NGT as identified by Gallagher et al. (1993). 

• Difficulty for dominant participants to take control 

• Avoids ‘quick’ decision making 

• Generates a large number of ideas 

• Provides individual support with self-disclosure 

• Measures the relative importance of the ideas generated 

• Avoids focusing on a single train of thought 

• Encourages minority concerns to be voiced 

• Task-focused, but enables social interaction  

• Provision of immediate feedback to participants at conclusion  

 

 A number of other characteristics of the NGT make it an efficient and 

constructive group meeting process.  Minimal, if any, premeeting preparation is 

required by participants, and participants input is limited to a single meeting lasting up 

to two hours.  Task completion and immediate dissemination of results to the group 

promotes satisfaction with participation (Twible, 1992), and researcher-bias is 

minimised due to the highly structured nature of the process. 

3.1.1 The NGT Protocol 

Routinely, the NGT involves five stages as shown in Table 3.2.  The number of 

nominal group meetings to be held will depend on the nature of the question and 

accessibility to the key stakeholders best suited to help address the problem.  Justice and 

Jang (1990) discuss a single NGT meeting within a small business where all five 

employees were invited to contribute.  However, on issues that affect larger numbers of 

people from a diverse range of backgrounds (e.g. determining health care issues of 

patients in a hospital setting) more meetings are necessary, and, as with focus groups, 
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should only conclude when no new ideas are being generated, i.e., data saturation is 

achieved (Basch, 1987; Krueger, 1994).   

Table 3.2: The NGT Protocol. 

1. Introduction and explanation: Welcome participants and explain the purpose and 

procedure of the meeting.  

2. Silent generation of ideas: Provide each participant with a sheet of paper including the 

question to be addressed, and get them to write down their responses to the question.  

During this period, ask participants not to consult or discuss their ideas with others.  

Allow approximately 10 minutes.   

3. Sharing ideas: Invite participants to share the ideas they have generated.  The 

facilitator records each idea on a flip chart using the words spoken by the participant.  

The round robin process continues until all ideas have been presented.  There is no 

debate about items at this stage and participants are encouraged to write down any new 

ideas that may arise from what others share.  This process ensures all participants get an 

opportunity to make an equal contribution and provides a written record of all ideas 

generated by the group.  This stage may take 15-30 minutes. 

4. Group discussion: Participants are invited to seek verbal explanation or further details 

about any of the ideas that colleagues have produced that may not be clear to them.  The 

facilitator's task is to ensure that each person is allowed to contribute and that 

discussion of all ideas is thorough without spending too long on a single idea.  It is 

important to ensure that the process is as neutral as possible, avoiding judgment and 

criticism.  The group may suggest new items for discussion and combine items into 

categories, but no ideas should be eliminated.  This stage lasts 30-45 minutes. 

5. Voting and ranking: This involves prioritizing the recorded ideas in relation to the 

original question.  Following the voting and ranking process, immediate results in 

response to the question is available to participants so the meeting concludes having 

reached a specific outcome.   
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Adherence to the NGT protocol ensures that researchers collect a wealth of 

valuable information that accurately reflects participants’ thoughts.  However, there are 

a number of key issues to consider when choosing to use the NGT in a research project: 

• The question or questions that will be the focus of the group meeting must be 

stimulating and clear, so that participants can make a meaningful contribution 

(Thomas, 1983).  

• The participants should qualify for selection based on their expertise on the 

matter under discussion (Jones & Hunter, 1995), or because they are 

representative of their profession and have the power to implement the findings.  

Inclusion of consumers wherever appropriate is also advisable (Fink, Kosecoff, 

Chassin, & Brook, 1984). 

• The facilitator should be an expert on the topic for discussion, or a credible non-

expert (Delbecq & van de Ven, 1971; Glaser, 1980).  In addition, the facilitator 

must be familiar and comfortable with the group meeting process so that quality 

leadership can be provided (Gallagher et al., 1993).   

• Data collection occurs with information being recorded on flip charts during the 

meeting, and should be supported by video or audiotape recording to enable 

subsequent transcription.  

• Findings generated by the NGT provide a wealth of information in response to 

the question or questions being addressed.  However, the existence of consensus 

does not mean the ‘correct’ answer has been found.  Most often the results are of 

an exploratory nature laying the foundations for further testing and validation 

(Jones & Hunter, 1995; van de Ven & Delbecq, 1972). 
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3.1.2 Data Analysis 

The analysis of data from the NGT and reporting of results can be carried out 

using a combination of both qualitative and quantitative methods.  Inductive content 

analysis (Patton, 1990) involves organising the data into interpretable and meaningful 

themes and categories enabling verification of information collected in the meeting 

process.  Thus, individual comments from participants can be checked against their 

individual response sheets (written comments) and information on the flipcharts 

(facilitator recorded).  More importantly, when group discussion of generated ideas 

takes place, valuable insight can be gained from individual comments.  From this 

qualitative analysis, quotes from participants can be extracted from the transcripts to 

help explain both individual and group thinking.  This provides improved clarity and 

depth in the explanation of results.  To do this effectively it is necessary to utilise some 

form of high quality recording device (e.g., audiotape or videotape), and very helpful to 

code data so that individual participants comments can be readily identified for cross 

checking against written information.   

The quantitative analysis of data results from the scoring and ranking methods 

used to conclude the meeting process and identify group priorities.  In the system 

described by Delbecq et al. (1975), scoring can occur in two stages.  The first stage 

involves rating the importance of the top ten items from 10 (most important) to one 

(least important).  In the second stage, each participant is asked to give each issue in the 

top 10 a relative score, awarding 100 points to the most important item, with the 

remaining items being given a score between 99 and zero.  The single most important 

item will be the one receiving the most points.  This process implies that the question 

being addressed, and the items generated are clearly understood by all participants and 

that it is possible to reach a single solution.  However, Frankel (1987) makes the point 

that complex, or illdefined problems often require multiple solutions.  To accommodate 
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this perspective, Frankel used multidimensional scaling methods to analyse data from 

the NGT.  Other researchers have also made adaptations to the original scoring methods 

(Bartunek & Murninghan, 1984; Cook, 1980; Frankel, 1987; Hares, Spencer, Gallagher, 

Bradshaw, & Webb, 1992).  The degree to which group dynamics influence the NGT 

and the interpretation of findings has also drawn some discussion (Hares et al., 1992; 

Lomax & McLeman, 1984).  However, as Jones and Hunter (1995) point out, the 

findings from consensus methods are rarely an endpoint, and are more likely to be an 

exploratory step from which the outcomes can be further tested.  This exploratory step 

may then lead to a research question being identified that may be addressed through 

further qualitative and quantitative research design. 

3.1.3 Applications of the NGT in Medical Research 

 To identify the degree to which the NGT has been used within the health care 

field, and in particular, physiotherapy, published research articles were identified 

through a computer aided search of the Medline (1966-May 2002) and CINAHL (1982-

April 2002) databases.  Initially the search strategy utilised the Medical Subject 

Heading (MeSH) key words of group processes, focus group and nominal group 

yielding 240 articles.  Articles that had not specifically utilised the NGT methodology 

were then eliminated, leaving 185 research articles.  

 The focus of research using the NGT (see Table 3.3) has been to develop 

policies and guidelines for clinical practice; identify problems; to design outcome 

measures; for curriculum development and evaluation; as well as, addressing quality of 

care issues.  Seventy percent of the studies identified in the literature search were in the 

fields of general medicine and nursing.  The NGT has been utilised much less 

frequently in other allied health professions and consumer groups. 
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Table 3.3: Classification of NGT Articles Across the Health Care Professions and the 
Focus of the Research.  Articles (n=185) sourced from Medline (1966-May 2002) and 
CINAHL (1982-April 2002) Databases. 

 
 Category and number of research articles  

Focus of 

research 

General 

medicine 

Nursing Other*  Total number of 

articles 

Develop policies 

or guidelines 

25 4 10 39 

Problem 

identification 

21 14 18 
(Physiotherapy 1) 

53 

Outcome 

measures 

14 5 7 
(Physiotherapy 3) 

26 

Education 8 14 6 
(Physiotherapy 2) 

28 

Quality 

assurance 

8 1 4 13 

Needs 

assessment 

3 4 2 9 

Discussion paper 5 5 7 17 

Number of 

articles 

84 47 54 185 

% of articles 45.4 25.4 29.2 100 

*Includes articles from the following areas: consumer groups (14), occupational therapy (7), 

physiotherapy (6), chiropractic (6), multidisciplinary groups (6), unspecified (5), health 

administration (3), dentistry (2), pharmacy (2) social work (2), veterinary science (1). 

  

3.1.4 An Underutilised Research Tool in Physiotherapy 

 Research within the field of physiotherapy have a broad range of foci that 

include investigations in the basic sciences relating to anatomy and physiology, the  

understanding and validation of the techniques and practice of physiotherapy, along 

with the establishment of best practice guidelines.  Research methodologies appropriate 
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for investigations across these areas include both quantitative (e.g., surveys, randomised 

controlled trials) and qualitative (e.g., interviews, participant observation) approaches. 

Qualitative research generally refers to exploratory or descriptive studies of 

individuals in their natural setting (Denzin & Lincoln, 1994).  For qualitative research 

in which a broad range of ideas are to be explored, or where a specific question is to be 

addressed in depth among a target population, a group-based method such as the NGT 

is useful (Delbecq & van de Ven, 1971).  However, there have been a limited number of 

published studies (n=6) that have applied the NGT within physiotherapy research.  

These have included studies to identify professional behaviours among students 

(MacDonald, Houghton, Cox, & Bartlett, 2001), and to determine student qualities 

valued by staff (Steward, 2001).  The NGT has been used within research to develop 

outcome measures in paediatrics (Boyce et al., 1993; Palisano et al., 1997) and 

gerontology (Daley, Mayo, Danys, Cabot, & Wood, 1997); and to identify factors 

perceived to affect motor skill acquisition among children with cerebral palsy (Bartlett 

& Palisano, 2002).   

Ritchie (1999) has described the current era of physiotherapy research to be that 

of expert evaluation, where researchers seek to accumulate objective proof that forms 

the basis of evidence-based practice.  The current gold standard for such quantitative 

research is the randomised controlled trial.  This method is utilised to evaluate the 

effectiveness of physiotherapy interventions, but does not consider individual patient’s 

experiences in clinical practice (Ritchie, 1999).  Given that effective patient care 

requires developing a patient-centred approach based on attending to patients’ 

experiences of illnesses, as well as to their diseases (Henbest & Stewart, 1990; Weston 

et al., 1989), both quantitative and qualitative studies are important.  In this regard, 

evidence-based practice in physiotherapy not only requires rigorous, objectively 

evaluated research, but also input from the consumers of physiotherapy services to 
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ensure a high level of appropriate patient-centred care is achieved (Ritchie, 1999).  The 

NGT has utility with service providers and consumers alike, and given the results can 

be presented in both a qualitative and quantitative manner, the NGT offers both depth 

and richness in physiotherapy research (Shephard, 1987). 

3.1.5 Summary 

The NGT is a cost effective and time efficient methodology that is equally well 

utilised with both health professional and consumer groups.  As such, the NGT has a lot 

to offer physiotherapy researchers.  Specifically, qualitative research methods such as 

the NGT provide an effective approach to addressing a number of clinical practice 

issues such as developing or reviewing practice guidelines, addressing quality assurance 

matters, as well as identifying both practitioner and consumer needs and concerns.  If 

appropriately utilised, the NGT can make a valuable contribution to evidence-based 

practice in physiotherapy.   

3.2 Multiple Baseline Design (MBD) 

While NGT can identify issues, evaluation of outcomes of an intervention is also 

required.  Traditionally the pretest, posttest group design has been used; however, to 

account for individual differences other designs are also appropriate.  Multiple baseline 

designs (MBD) are often utilised to evaluate the impact of interventions and addresses a 

number of shortcomings of group-by-group designs.  MBD research demonstrates the 

effectiveness of an intervention by presenting it to different baselines (i.e., participants) 

at different points in time.  A critical requirement for demonstrating effects of the 

intervention in MBD is that each baseline (i.e., person’s behaviour) changes only when 

the intervention is introduced and not before (Kazdin, 1982).   

MBD has been promoted as an effective method that ensures accountability in 

the evaluation of sport psychology interventions (Bryan, 1987).  In support of MBD, 
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Hrycaiko and Martin (1996) highlight a number of advantages of the methodology.  

These include, (i) MBD does not depend on withdrawing treatment to show that 

behaviour change is a function of the intervention (unlike ABAB designs); (ii) it is well 

suited to practical and clinical situations, and (iii) application of MBD to one person at a 

time permits a test of the effectiveness of the intervention. 

3.2.1 Analysis of Multiple Baseline Designs 

Analysis of MBD is not without controversy regarding utilisation of visual 

inspection (VI) versus statistical analysis.   In the following two subsections, each form 

of analysis will be explored to provide the reader with a balanced perspective of the 

options available when analysing MBD research.   

3.2.1.1 Visual Inspection 

 According to Kazdin (1982), “visual inspection (VI) is the manner in which a 

decision is reached about whether the data pattern reflects a systematic intervention 

effect (p.232).”  The unsophisticated nature of VI where a judgment about the reliability 

or consistency of intervention effects is made by visually examining the graphed data is 

considered a virtue, as only potent interventions are interpreted as producing reliable 

effects.  Thus, the insensitivity of VI has often been seen as an advantage. 

Kazdin (1982) proposes a number of criteria for VI including; (i) changes in 

means across phases refer to shifts in the average rate of performance; (ii) changes in 

level refer to the shift or discontinuity of performance from the end of one phase to the 

beginning of the next phase; (iii) changes in trend or slope refer to the tendency for the 

data to show systematic increases or decreases over time; (iv) latency of change that 

occurs when phases are altered refers to the period between the onset or termination of 

one condition (e.g., intervention) and changes in performance, and finally it should be 

noted that (v) changes in means, levels and trends and variations in the latency of 
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change across phases frequently accompany each other.  However, they are separate 

characteristics of the data and can occur alone or in combination. 

Kazdin (1982, p.239) also notes that the use of VI as the primary basis for 

evaluating data in single subject design (SSD) has raised major concerns.  Among these 

concerns is the lack of concrete decision rules for determining effects and VI 

encourages subjectivity and inconsistency in the evaluation of intervention effects.  

Furthermore, the full range of factors that contribute to judgements about the data and 

manner in which these factors are integrated for a decision are unclear.  Disagreement 

among judges using VI has been used as an argument to favour statistical analysis of the 

data as a supplement to, or replacement of VI.  The advantage of statistical analysis is 

that the result is usually consistent across investigators and not altered by judgement.  

Other concerns are that VI regards as significant only those effects that are marked.  

Overlooking weak but reliable effects can result in an intervention being prematurely 

discarded, rather than being developed further, at which time it might achieve potent 

effects.  In addition, VI requires a particular pattern of data at baseline and intervention 

so results can be interpreted.  VI criteria are more readily invoked when data show little 

or no trend or trend in the opposite direction from that expected.  However, data may 

not always meet the idealised data requirements.  In such cases, VI may be difficult to 

invoke, so other criteria such as statistical analyses may be of use in these situations.  

Finally, presentation of the data may be misleading e.g., data presented in graphs can 

lead to misinterpretations of the effects due to changes in scale. 

3.2.1.2 Statistical Analysis 

Statistical evaluation (SE) has been proposed as a supplement or replacement to 

VI to permit inferences about the reliability or consistency of changes (Kazdin, 1982).  

However, the use of SE has led to two major controversies.  The first and major 

objection is that SE is likely to detect subtle and minor changes in performance and to 
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identify as significant the effects of variables that ordinarily would be rejected through 

visual inspection.  Therefore, if the goal of applied research is to identify potent 

variables, a more stringent criterion than SE is needed.  Further, statistically significant 

effects may not be of applied or clinical importance.  The second issue relates to the 

appropriateness of the SE utilised in the analysis.  

Despite the controversy surrounding analysis of MBD, employment of SE as a 

supplement rather than a replacement to VI can be of value, particularly with data that 

are complex and difficult to visually interpret e.g., unstable baseline.   

The following arguments have been presented in favour of using SE: 

(i) In many instances, especially in new areas of research, intervention effects 

may be relatively weak, so SE offers an opportunity to detect small changes.  

This will allow the intervention to be modified and the potential for stronger 

effects to be forthcoming.  The alternative would be to discard the intervention 

as worthless following VI alone. 

(ii) In the clinical environment where it is difficult to control certain variables 

when selecting participants (e.g., people with the same injury history, age and 

gender matching and same number of treatments), variability in 

performance/behaviour may be large.  With large variability, VI is more 

difficult to apply than in well-controlled settings.  In such instances, SE may 

be of greater value then VI in examining intervention effects. 

(iii) Small changes may be important, but VI will only focus on large changes 

(iv) Where several people are investigated, large changes in any individual’s 

behaviour may not be crucial for success of the intervention. 

Thus, a number of sound reasons exist to support the use of SE in analysis of MBD.  

However, one should consider the specific type of SE that is undertaken and any 

conditions it places on MBD.   
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3.2.1.3 Deakin-Monash Interrupted Time Series Analysis (DMITSA) 

DMITSA is a statistical program designed by Crosbie and Sharpley (1991) for 

analysis of interrupted time-series data.  It is unique in that it enables SE of single case 

designs.  The purpose of interrupted time-series analysis is to determine whether there is 

a significant change from Phase 1 (e.g., baseline) to Phase 2 (e.g., intervention) while 

accounting for autocorrelation.   

The DMITSA program assesses time-series data which may be divided into at 

least two sections e.g., baseline and intervention, intervention and maintenance or 

baseline and maintenance.  For full functionality of the program, there must be at least 

five data points (observations) per phase.  DMITSA provides information about changes 

in level and trend across phases.  The overall test of change in intercept and slope is an 

indicator of whether there was any significant alteration in either the intercept or the 

slope of the data entered for testing.  The result is an F statistic with a probability (p) 

that such an F-value would occur by chance. 

Crosbie and Sharpley (1991) state a number of advantages of DMITSA over 

other statistical programs used in MBD analysis including: 

(i) the program is simple and easy to use; 

(ii) DMITSA employs a matrix algebra technique that can accurately assess slope 

in the data with a small number of data points (i.e., at least five per phase); 

(iii) data output from the program is easy to interpret; and 

(iv) DMITSA can control for Type I error with only a small number of 

observations, but, with a small number of observations, a large change is 

required before a real difference will be detected. 
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3.2.2 Summary 

The MBD is particularly well suited to application in the clinical environment, 

which can be highly complex and variable.  Further, the internal validity of results from 

MBD is not dependent on the study involving large numbers of participants.  However, 

it should be conceded that the generalisability of results is diminished with small 

numbers of participants. 

Given the controversy regarding overall analysis of MBD using VI and/or SE, 

careful consideration should be given to the mode of data analysis, with appropriate 

justification provided.  VI while simple and crude, will reveal potent effects of an 

intervention, but may not detect those findings that are small, yet may have clinical or 

statistical significance.  In this regard, SE is more sensitive than VI in detecting 

intervention effects.  If SE is applied, an appropriate statistical program should be 

utilised and in this regard, DMITSA is a statistical program designed for analysis of 

interrupted time series data such as that arising from single subject MBD.  To avoid the 

controversy of VI versus SE, it is recommended that both forms of evaluation be 

conducted to provide the most thorough analysis of the data that is possible.   
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CHAPTER 4 

Study 1: The Difficult Patient in Private Practice Physiotherapy 

[Contributed to manuscript published in 

The Australian Journal of Physiotherapy (2003): 49, 53-61.] 

4.0 Introduction 

 This chapter introduces the first of three studies designed to explore the 

physiotherapist-patient interaction in private practice physiotherapy. 

 There were two main reasons for choosing the issue of the ‘difficult’ patient in 

physiotherapy as the platform for this research project.  Firstly, while there has been 

considerable discussion of the ‘difficult’ or problem patient in medicine and nursing 

(Cohen, 1986; Drossman, 1978; Gerrard & Riddell, 1988; Lorber, 1981; Smith & 

Steindler, 1983; Smith, 1995; Steinmetz & Tabenkin, 2001; Wong, 1983), the ‘difficult’ 

patient construct has received little attention in physiotherapy.  Secondly, given the 

importance of effective communication skills in the practitioner-patient interaction to 

improve patient trust, satisfaction, adherence, and reduce litigation risk (Gordon & 

Edwards, 1995; Korsch et al., 1968; Levinson, 1994; Thom & Campbell, 1997) 

investigation of aspects of the physiotherapist-patient interaction was viewed as 

important.  Consequently, the purposes of this study were (i) to gain an understanding 

of the difficult patient in private practice physiotherapy; (ii) to determine what strategies 

physiotherapists use, and those that they would like to improve; when dealing with 

difficult patients, and (iii) to explore physiotherapist expectations.  A qualitative 

approach was adopted for three reasons: 

(i) it would provide a richness and depth of information, 

(ii) a discovery-oriented methodology ensured physiotherapists were active agents 

in clearly defining the problem and identifying potential solutions; and 
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(iii) with physiotherapists’ ownership of the ideas and solutions, there would be 

greater potential to effect change. 

4.1 Methodology 

4.1.1 Participants 

The target population was a representative sample of physiotherapists working 

in private practice in the Perth metropolitan area.  The process of recruitment that was 

followed is outlined in Figure 4.1 demonstrating the two phases of the study. 

Phase One: Initially, the 1998/99 Register of Members of the Private Practitioners 

Group from Western Australia was used to recruit a random stratified sample of 

physiotherapists according to practice locality.  Fifty physiotherapists were then invited 

to participate in the study.  Of the 23 people who initially agreed to participate, three 

dropped out because they were unable to attend one of the three scheduled nominal 

group meetings, resulting in a sample of 20 physiotherapists.  A high degree of data 

saturation was accomplished in the first three nominal group meetings (i.e., by the third 

meeting there was little or no new information being volunteered).  However, since the 

respondents were generally the principals of the private practices and were very 

experienced (i.e., greater than 10 years experience), a second round of nominal group 

meetings was conducted (phase 2) involving less experienced practitioners (i.e., less 

than five years experience).  This two-phase approach to sampling enabled a broader 

range of responses to be gained (Glaser & Strauss, 1967).   

Phase Two: In this phase, a further 50 physiotherapists with up to five years experience 

were identified from two sources: 

(i) contact with private practice principals from the first round of nominal group 

meetings who had employees who met the criteria; and 

(ii) from the Australian Physiotherapy Association (WA Branch) database. 
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Of the 25 physiotherapists who expressed an interest to be involved in phase two, eight 

were unable to attend one of the three scheduled meetings, leaving an overall sample of 

17.   

 

 

 

Figure 4.1: An overview of the process of recruitment for Phase One and Two of the 
nominal group meetings including demographic detail of the sample recruited. 
 
4.1.2 Procedures 

NGT, as discussed by Delbecq (1975) and described in detail in Chapter 3 was 

used for data collection in this study.  Three nominal group meetings were held for each 

subsample (i.e., a total of six meetings were conducted), with the process continuing 

until no new ideas were generated (i.e., data saturation was achieved) (Basch, 1987; 
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Krueger, 1994).  The principal researcher, a physiotherapist, acted as facilitator of each 

meeting and an independent observer, familiar with the NGT protocol, attended each 

meeting.  The observer provided feedback to the facilitator at a debriefing session at the 

conclusion of each meeting.  Each meeting was audiotaped and transcribed verbatim.  

This allowed researchers to verify data and utilise the information for ongoing analysis 

once all meetings were completed.   

 The Human Research Ethics Committee of The University of Western Australia 

granted ethical approval for this research study.  Informed consent was obtained from 

each participant along with demographic information including age group, gender, 

qualifications, and the number of years of physiotherapy experience, average number of 

hours and average number of patient treatments per week.  During the course of each 

meeting, three issues were discussed:  

(i) attributes of the difficult patient; 

(ii) strategies to deal with difficult patients; and 

(iii) physiotherapist expectations. 

4.1.2.1 Pilot Study 

 The NGT procedures for this study were piloted with a group of six 

physiotherapist volunteers.  Feedback from the pilot study enabled minor modifications 

to be made to the protocol prior to the first NGT meeting.  In particular, due to the 

generation of such a large number of ideas in the pilot study, it was decided that these 

ideas were best amalgamated into a smaller number of categories before voting and 

ranking were finalised.  No ideas were eliminated in this process and all group members 

contributed to the discussion and formulation of each category.  This modification to the 

original NGT protocol has been successfully used in research with community nurses 

(Carney et al., 1996), and was applied to subsequent NGT meetings. 
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4.1.3 Data Analysis 

Physiotherapists in the NGT meetings were directly involved in analysis of the 

information they provided by rank ordering the categories they had generated.  Further 

inductive content analysis (Patton, 1990) was carried out on group meeting transcripts 

to identify explanatory quotes that represented key points made by group members. 

4.1.3.1 Trustworthiness 

 In qualitative research, the issue of trustworthiness relates to (i) confidence in 

the truth of findings (credibility); (ii) applicability of findings to other contexts 

(transferability); (iii) consistency and repeatability of results, and (iv) the degree of 

influence of the researcher on the results (Lincoln & Guba, 1985).  As recommended by 

authors of qualitative research texts (Creswell, 1998; Lincoln & Guba, 1985), a number 

of steps were taken to address trustworthiness in this research including: 

(i) data were collected in two phases to ensure a broad range of views were 

sourced from the target population; 

(ii) data collection continued until data saturation was achieved; 

(iii) all meetings were tape recorded and transcribed verbatim with quotes from 

participants included to explain findings; 

(iv) the choice of the NGT methodology enabled participants to be directly 

involved in both data collection and analysis, ensuring findings and 

interpretations accurately reflected their thoughts; and  

(v) an independent trained observer was involved with the NGT to verify data, 

monitor consistency of the process and to provide feedback to the facilitator 

at a debriefing session at the conclusion of each group meeting. 
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4.2 Results 

4.2.1 Demographics 

Of the total sample (n=37), 46% (17/37) were male and 54% (20/37) female, 

which reflects the gender distribution of private practitioners as listed in the telephone 

directory at the time of this study (i.e., males 47%, females 53%).  Fourteen 

physiotherapists had postgraduate qualifications in either sports (n=6), manipulative 

physiotherapy (n=6), or in both disciplines (n=2).  The remaining 23 physiotherapists 

had no postgraduate qualifications.  Years of experience as a physiotherapist ranged 

from 0.25-29 years (mean=8.63) with 49% (18/37) having less than five years 

experience.  Sixty-two percent (23/37) of physiotherapists reported seeing 41-80 

patients per week, 27% (10/37) 81-100+ patients per week, while 11% (4/37) could not 

be determined due to missing data.  At the time of the study 22% (8/37) of 

physiotherapists reported working 20-35 hours per week and 78% (29/37) reported 

working 36+ hours per week. 

4.2.2 Attributes of the Difficult Patient 

 Fifty-three separate ideas were generated from the six nominal group meetings.  

While physiotherapists were able to categorise the ideas in up to seven separate 

categories (see Table 4.1), all groups made the point that a number of the patient 

attributes were interrelated.  Following the organisation of ideas into categories, voting 

and ranking was completed indicating which issues physiotherapists felt were most 

difficult for them to deal with.  The category of behavioural problems was the issue all 

physiotherapists found most difficult to manage, followed by patient expectations for 

four of the six groups.  Pain was an important issue that created problems for two 

groups of less experienced physiotherapists (Groups D and F).  Conversely, diagnosed 
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psychological problems were ranked highly by two groups of more experienced 

physiotherapists (Groups A and B).  

Table 4.1: Rank Order of Categories for Each  Nominal Group. 

 Group and Rankings 

A B C D E F 
Category 

[>10 years experience] [<5 years experience] 

Behavioural problems 1 1 1 1= 1 1 

Patient expectations 4 2 2= 1= 2= 3 

Physical problems 5 4 2= 4 2= 4 

Pain / / / 3 5 2 

Patient communication issues 2= 5 5 5 6= 5= 

Diagnosed psychological problems 2= 3 6 / / / 

Psychological problems / / / 6= 4 7 

Other issues 6 / 4 6= 6= 5= 

 

(i) Behavioural problems:  As shown in Table 4.2, physiotherapists identified a 

broad range of patient behaviours as being problematic.  All groups identified 

passive, angry/aggressive, dependent or ‘know it all’ patient behaviours as being 

hardest to manage.  A further 10 behaviours were identified by three or more 

groups as being hard to deal with.   

(ii) Patient expectations:  There were two problems raised by physiotherapists 

relating to patient expectations.  The first involved patients with unrealistic 

expectations of the physiotherapist and/or physiotherapy treatment, for example:  

 “Patients who want a quick fix in one session when that is not possible.” 

[Participant Group D] 

 “Patients who expect you to treat all their injuries today (e.g., multiple physical 

problems) so they have unrealistic expectations.”  [Participant Group F]
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Table 4.2: Behavioural Attributes of the Difficult Patient that Physiotherapists’ Found 
Hardest to Deal With.   

Behaviour  Examples 
Passive (i.e., do not take responsibility 
for themselves) (6)* 

 “The passive patient is someone who is not willing to participate 
in their own rehabilitation.” [Participant Group C] 

Angry/aggressive toward 
physiotherapist regarding their injury, 
rehabilitation and/or other health care 
professionals involved in their 
management (6) 

 “They [patients] think that someone else is to blame for their 
pain, whether it is their work because they’ve had an injury at work, 
or whether they’ve had a car accident and they were the innocent 
party.  They are motivated to keep their pain going it is an outlet for 
their anger.  They’re angry and they want someone to blame.” 
[Participant Group F] 

Patients who think they ‘know it all’ 
and who are ill-informed (6) 

 “People that have a little bit of knowledge about the anatomy, 
they don’t actually understand it in the sense of the pathology of the 
problem, but they basically think they know more than you do.”  
[Participant Group F] 

Dependency on a particular treatment 
and/or physiotherapist (6) 

 “Dependent patients expect us to do everything for them.”  
[Participant Group B] 

Noncompliant with rehabilitation 
advice and/or exercises prescribed (5) 

 “Patients who are noncompliant with instructions or exercise 
programs or something you ask them to do.”  [Participant Group F] 

Demanding of a physiotherapist’s 
knowledge, time and/or attention (5) 

 “The demanding person, they could demand our knowledge, our 
time or attention.  For example, they demand you see them now 
they can’t wait until tomorrow.  They want your attention.  It might 
be for 10 seconds but they want it now.  Sometimes you give that 
extra time and attention and that time is not long enough.” 
[Participant Group D] 

Manipulative of health care 
professionals and/or the health care 
system (5) 

 “A patient may have a hidden agenda.  For example, there may be 
medicolegal issues with a workers’ compensation claim and so they 
don’t improve.  They just won’t get better because if they do it will 
affect their claim.  Sometimes they will try to manipulate the 
situation to serve their own ends.” [Group A] 

Lacks trust in physiotherapist and/or is 
sceptical of physiotherapy treatment 
(4) 

 “Someone that’s had a bad experience with another 
physiotherapist.  It may be that treatment made them worse so they 
are less trusting of you.”  [Participant Group F] 

Unreliable (i.e., arrive late for 
treatment or fail to attend) (3) 

 “People who are frequently arriving late for treatment and you 
need to chase them up.”  [Participant Group F] 

Seeks multiple opinions from various 
health care professionals (3) 

 “Somebody who has gone to many different people to have 
assessment and perhaps treatment for their problem which has not 
improved a great deal.”  [Participant Group C] 

In denial of their problem or severity 
of their problem (3) 

 “You can get patients who won’t accept the severity of their 
injury or that they have a problem that requires treatment which 
makes them difficult to deal with.”  [Participant Group E] 

Lacks motivation in physiotherapy (3)  “The doctor may have referred them but they are unmotivated 
and don’t want to be there.  They could be unmotivated because 
they are not willing to do anything about their problem.  I find this 
more with those on workers’ compensation when someone else is 
paying for the treatment.”  [Participant Group E] 

High performance drive (3)  “These people have an inability to rest, or to not do things.  They 
are different to those who just don’t comply at all.  They’ll do all 
the exercises that you give them, but they won’t take a rest and 
instead tend to overdo it.”  [Participant Group F] 

Catastrophisers/negative thinkers (3)  “It doesn’t matter what you say or how much objective 
improvement they show, they always think the worst.  So 
sometimes you have to really push them to do their exercises or try 
to work out how to show them they are getting better because they 
are so negative and can so easily get worse for no good reason.”  
[Participant Group A] 

Other (1-2)  Unhappy with treatment and/or life in general, ageist, confused, helpless/hopeless, highly anxious, 
low self-esteem or self-confidence, obsessive, overtalkative, makes significant self-disclosures 
* The number in brackets indicates the number of groups who identified this behaviour. 
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The second issue reflected patients with preconceived ideas about physiotherapy, 

including the nature of their problem(s), appropriate treatment and the number of 

treatments required.  For instance, the following statements reflected this subcategory: 

 “Patients who have preconceived ideas about the number of treatments they require 

and the treatment methods that should be used are always hard to manage.”  

[Participant Group C] 

 “Somebody who has a preconceived idea of the problem and treatment, these 

people might have many things they want to get treated and have a preconceived 

idea of what they want the physiotherapist to do.”  [Participant Group D] 

(iii) Physical Problems:  Regardless of experience, physiotherapists identified the 

issue of patients with multiple physical problems being difficult due to potentially 

high levels of pain and the extra time required managing these patients.  However, 

only groups C and E ranked this category highly.  Other ideas raised in this 

category by any single group were undiagnosed injury or pathology, frail patients, 

patients with allergic reactions to tape, patients who are obese, patients with 

pacemakers, or physical problems that are slow to respond to treatment. 

(iv) Pain:  Pain was raised as a specific category by less experienced physiotherapists 

(i.e., Groups D to F).  It was ranked at two and three by groups D and F 

respectively, indicating that it was something they felt was relatively difficult to 

deal with.  The issues raised by these groups were patients with a low pain 

threshold, patients with chronic pain, pain-focused individuals and patients with 

neuropathic or neurological pain because it was considered by physiotherapists as 

not only being difficult to treat, but also difficult to explain to the patient.   

(v) Patient communication issues: All groups identified English as a second 

language (ESL) and patients with cultural differences in this category, but only 

one group of experienced physiotherapists (Group A) ranked communication 
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issues highly.  Other issues raised by groups were general comprehension and 

communication ability of non-ESL patients, and patients with vision and hearing 

impairments. 

(vi) Psychological problems:  There were some variations between more and less 

experienced physiotherapists regarding the categorisation of psychological 

problems.  More experienced physiotherapists (Groups A to C) created a category 

called ‘Diagnosed Psychological Problems’ for people with diagnosed 

psychological, or psychiatric conditions who sought physiotherapy treatment for a 

physical injury problem.  These physiotherapists when compared to less 

experienced therapists ranked any psychological issue higher.  Less experienced 

physiotherapists (Groups D to F) did not distinguish between diagnosed 

psychological problems and psychosocial issues and created a single category 

called ‘Psychological Problems’.   

(vii) Other issues: Aside from Groups A and C who included patients with 

psychosocial concerns in this category, a number of additional issues were raised.  

These included bad debtors (Groups A and C) and financially challenged patients 

(Groups E and F); ‘failed patients’ that no one else had been able to help (Groups 

A and D); younger age groups, specifically 8-12 year old children with poor 

parental support, and disinterested teenagers (Groups E and F).  Also patients with 

poor body awareness (Groups E and F) and gender conflict issues i.e., male 

therapist treating female patient and vice versa (Group D) were specifically 

identified. 

4.2.3 Strategies to Deal with Difficult Patients 

As illustrated in Table 4.3, physiotherapists identified 27 strategies they utilise 

in the management of difficult patients.  These ideas were then grouped into four 

categories.  Of these, ‘Physiotherapist communication skills’ was identified as the 
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primary area in which practitioners would like to develop more skills, followed by the 

category labelled ‘Behaviour modification’.  Apart from the recommendation in the 

‘Other’ category that physiotherapists should be committed to ongoing education in 

both physical and nonphysical areas, the remaining two categories were primarily 

focused on establishing procedures rather than developing skills. 

4.2.4 Physiotherapists’ Expectations of Patients 

Actual Expectations: As shown in Table 4.4, physiotherapists generated 19 actual 

expectations of patients (i.e., behaviours (14), physical (2) and communication (3)).  Of 

the actual expectations expressed by physiotherapists, the greatest number related to 

how they expected patients to behave.  They also ranked this category the highest 

followed by the physical and the communication area.  From a behavioural perspective, 

all groups of physiotherapists expected their patients to respect and trust them, to be 

punctual, compliant and take an active role in rehabilitation.  

Perceived Expectations: The list of perceived expectations of patients generated by 

physiotherapists was much more extensive then their actual expectations of patients 

with 31 ideas generated (i.e., behavioural (15), physical (10) and communication (6)) 

(see Table 4.4).  The behavioural attributes that the majority of physiotherapists felt 

patients most expected from them were skills in active listening, caring and empathy, 

honesty, being punctual and providing professional and ethical care.  In the physical 

domain, most physiotherapists identified that patients are likely to expect them to 

provide symptomatic relief, to maintain a clean and comfortable environment, and to 

get their patients better quickly (i.e., in one to three treatments). 
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Table 4.3: Strategies Identified by Physiotherapists to Deal With Difficult Patients. 

Category Ideas generated 
Three or more groups identified: 

 Providing explanations of the physiotherapy process e.g., the treatment plan, 
physiotherapist expectations, a diagnosis, a timeframe for healing, justifying 
the treatment approach 

 Use of visual aids to assist explanations 
 Demonstrating active listening skills e.g., eye contact, nodding of the head, 
open posture 

 Use of interpreters (casual or formal) with people for whom English is their 
second language 

 Adjusting the physiotherapist’s manner and approach to gain rapport, patient 
confidence and to meet the needs of each patient 

Physiotherapist 
communication 

One or two groups identified: 
 Be honest and encourage honesty 
 Establish a good relationship with significant others e.g., referrer, insurer, 
doctor 

 Use scare tactics i.e., paint the worst possible scenario 
 Follow up difficult patients with a phone call 
 Provide written information for the patient 
 Adopt a counselling role 
 Use direct questioning 
 Paraphrase to redefine the problem 
 Maintain comprehensive patient notes 
 Provide explanations using analogies and case histories making sure to put 
information in simple terms 

Three or more groups identified: 
 Set appropriate goals with the patient 
 Make the patient active in the process e.g., make a physiotherapist-patient 
contract 

 Ignore inappropriate pain behaviours and move away from a pain focus 
 Provide positive reinforcement, encouragement and rewards to motivate 
patients 

 Teach patients self-management strategies e.g., through exercise prescription 

Behaviour modification 
 
 

One or two groups identified: 
 Charge patients if they miss appointments 
 Ask patients to keep a record of exercises completed to demonstrate 
improvement (i.e., a diary) 

Referral or involvement 
of others 

Three or more groups identified: 
 Seek assistance from another physiotherapist e.g., discuss or review a 
difficult patient with a colleague 

 Refer to other health professionals who may be able to support physiotherapy 
treatment, or offer alternatives once physiotherapy options are exhausted 

 Have team meetings, or liaise with other health professionals who also deal 
with the patient e.g., Dr, rehabilitation provider, specialist 

Three or more groups identified: 
 Adopt administrative procedures to assist the physiotherapist e.g., book 
difficult patients in a double time slot, where possible avoid scheduling two 
difficult patients consecutively, or as first or last appointments for the day 

Other 

One or two groups identified: 
 Physiotherapists should seek ongoing education in both physical and 
nonphysical areas to improve their ability to manage difficult patients 
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Table 4.4: Physiotherapist Expectations. 

Behavioural Component Physical Component Communication Component 
Actual Perceived Actual Perceived Actual Perceived 

I expect my patients to: I think my patients expect me to: I expect my patients to: I think my patients expect me to: I expect my patients to: I think my patients expect me to: 
 Show me respect and 
trust (6)* 

 Be caring and empathic (5)  Be clean and 
hygienic (4) 

 Provide symptomatic relief 
(6) 

 Accurately describe 
their problem (4) 

 Liaise with others also treating 
them or refer me on as 
necessary (6) 

 Be punctual (6)  Provide professional ethical 
care (5) 

 Have a physical 
problem (3) 

 Provide a clean and 
comfortable facility (5) 

 Follow up with me 
when requested to 
do so 

 Provide a prognosis (6) 

 Be compliant (6)  Listen to them (5)   Get them better in 1-3 
treatments (4) 

 Ask questions  Provide a diagnosis (5) 

 Take an active role in 
rehabilitation (6) 

 Be punctual (4)   Provide treatment that may be 
painful (2) 

  Provide explanations at an 
appropriate level (4) 

 Pay their account (5)  Be honest (3)   Allow them to adopt a 
“passive” role (2) 

  Set goals for recovery (2) 

 Be honest (5)  Have appropriate skills and 
knowledge (2) 

  Spend at least 15 mins 1-1 
with them 

  Keep them informed at all 
times  

 Have an open mind (3)  Ensure patient confidentiality 
(2) 

  Provide safe treatment   

 Be realistic about 
treatment outcomes (3) 

 Be friendly (2)   Provide ‘hands on’ treatment   

 Want to get better (3)  Respect privacy and modesty 
(2) 

  Provide individualised 
assessment and treatment 

  

 Be motivated and 
committed (3) 

 Be confident   Provide a positive experience   

 Improve with treatment  Be late for appointments     
 Refer others to me  Be a motivator     
 Obey safety rules e.g., 
EPA warnings 

 Be genuinely interested in 
them 

    

 Dress appropriately  Take part in regular 
continuing education 

    

  Phone them to remind them of 
their appointment 

    

*The number in brackets indicates the number of groups out of a maximum of six who reported that particular expectation. 
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4.3 Discussion 

The purposes of this study were to gain an understanding of the difficult patient 

in physiotherapy, to determine strategies physiotherapists in private practice currently 

utilise, and would like to improve, and to explore physiotherapist expectations.     

Attributes of the difficult patient:  This study identified patient behaviours as the main 

issue that physiotherapists had problems dealing with.  This finding is supported by 

research in other health professions.  Lorber (1981) in a hospital-based study with 

doctors and nurses, found patients with behavioural problems overlying their medical 

condition to be problematic, and labelled them ‘deliberately deviant’.  Similarly, 

Steinmetz and Tabenkin (2001) who interviewed family physicians, reported that 

patients with behavioural problems were more difficult then those with complex 

medical problems.  Angry, aggressive, demanding, noncompliant, manipulative, passive 

and dependent behaviours of patients, along with patient expectations have also been 

identified by other practitioners as being difficult to manage (Faulkner et al., 1994; 

Groves, 1978; Lorber, 1981; Steinmetz & Tabenkin, 2001).   

Only one group of experienced and one group of inexperienced physiotherapists 

ranked the issue of physical problems highly.  The reasons provided by therapists as to 

why these patients were difficult, related to the extra time required to treat patients with 

multiple physical problems and the pain associated with multiple injuries.  The time 

issue in private practice could relate to a number of factors.  For instance, an 

unscheduled long consultation means the physiotherapist will be running late for the 

next patient, who may then become a ‘difficult patient’ because they had to wait.   

Alternatively, the receptionist or practice principal may become unhappy with 

the physiotherapist for running late for appointments.  For the treating physiotherapist 

this may result in increased pressure to perform duties more quickly, consequently 
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making patients who are in pain and have multiple physical problems difficult to 

manage.  This rationale is supported by Jensen et al. (1992, 2000), who found that less 

experienced physiotherapists when compared with experienced clinicians have poorer 

time management skills, and experience greater levels of stress, when they lack control 

over their environment.  In addition, less experienced practitioners are more likely to be 

problem-focused rather than patient-focused, be more uncomfortable with diagnostic 

uncertainty and have less confidence in predicting patient outcomes then their more 

experienced counterparts.  This might explain why the category of pain was highly 

ranked by two groups of less experienced physiotherapists (i.e., Groups D and F), but 

not identified at all among the attributes of difficult patients’ by more experienced 

physiotherapists in this study.  Patient communication issues were not a major concern 

for most physiotherapists in this study.  This is in contrast with research focussed on 

medical consultations in which the patients’ communicative styles and personal 

characteristics have been found to influence information provision by doctors (Street, 

1991).   

Although the present study identified patients with diagnosed psychological or 

psychosocial problems among the attributes of difficult patients, this was emphasised 

less than in studies with doctors (Goodwin et al., 1979; Hahn et al., 1994; Wong, 1983).  

This is understandable given that doctors, not physiotherapists, are likely to be the 

primary provider of care for these patients.  As such, a physiotherapist recognising a 

patient with possible psychological or psychosocial concerns is likely to refer the 

patient back to their doctor, or to another allied health professional for assistance.   

In this study, more experienced physiotherapists were explicit in their 

categorisation of patients with diagnosed psychological problems, while less 

experienced therapists were not.  It is not clear whether more experienced 
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physiotherapists were making this distinction based on their own judgement, or from 

patient self-disclosure, or via referral information received at the time the patient was 

assessed.  If the categorisation was judgement-based, it is not supported by findings 

gathered from expert clinicians who demonstrated less judgemental behaviour when 

compared with novice therapists (Jensen et al., 2000).  However, in accordance with 

Jensen et al. (2000), patients of more experienced therapists may more openly 

communicate all of their problems, and that unlike novice therapists, more experienced 

practitioners may not be threatened by the information provided.  Martin (1994) has 

suggested that while physiotherapists may be aware of patients underlying emotions, 

they often respond on an intellectual level.   

Less experienced physiotherapists were responsible for more classifications 

categorised as ‘Other Issues’.  This could relate to their relative inexperience, such that 

there were more issues that were problematic for them.  The concerns raised in the 

‘Other issues’ category were not specifically injury-related, but involved psychosocial, 

financial, physical and behavioural attributes of patients.  If physiotherapists do not 

acknowledge, or provide an appropriate response to these patients this may propagate 

the difficult physiotherapist-patient interaction.  This highlights the importance of 

practitioners developing effective communication skills for management of the broad 

spectrum of patients who seek their services.  Furthermore, it would be beneficial for 

physiotherapists to develop greater self-awareness of their own attitudes, values, needs, 

beliefs and emotional responses to patients they find difficult. 

While most ideas regarding attributes of difficult patients were readily 

categorised by physiotherapy groups, all groups made the point that a number of the 

patient attributes were interrelated and that consideration should be given to the 

interaction of the physiotherapist and patient in a particular context.   Thus, a patient 
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might be perceived as difficult by one physiotherapist but not so by another, or be seen 

to be difficult to deal with in one session but not in subsequent sessions.  This is 

supported by researchers in both medicine and physiotherapy who have identified 

various factors such as patient and practitioner knowledge, expectations, attitudes, 

emotions, perceptions, behaviours, and communication skills as impacting on the 

quality of the practitioner-patient interaction (Corney et al., 1988; Gard et al., 2000; 

Gerrard & Riddell, 1988; Gordon et al., 1998; Klaber-Moffett & Richardson, 1997).  It 

is acknowledged that the success of an interaction in physiotherapy relates to attributes 

of both the patient and the practitioner (Gallois et al., 1979; Thornquist, 1992).  

However, effective communication, emotional expression, self-awareness and self-

reflection skills among physiotherapists has been highlighted as being necessary for a 

positive interaction (Gard et al., 2000; Gyllensten et al., 1999).   

Strategies to deal with difficult patients: A number of the approaches to manage 

difficult patients that were highlighted by physiotherapists in this study have also been 

identified by family physicians (Steinmetz & Tabenkin, 2001).  These include the 

communication skills of gaining rapport, active listening, providing an adequate 

explanation of the treatment process, along with referral or involvement of others in 

patient management.   

Existing research suggests that teaching physiotherapists basic psychological 

skills that could be usefully applied to patient management would seem to be both 

appropriate and necessary (Gordon, Milios, & Grove, 1991; Potter & Grove, 1999).  

Certainly, physiotherapists in this study expressed an interest to improve their 

communication skills, and learn behaviour modification techniques for dealing with 

difficult patients.  Thus, the application of psychological skills training in the education 

of physiotherapists would appear warranted. 
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Physiotherapist Expectations: Physiotherapists expressed the greatest number of actual 

and perceived expectations in the behavioural domain and ranked this category highest.  

This indicates that physiotherapists have specific expectations, and view patient 

behaviour as very important.  Similarly, physiotherapists perceive that patients will 

have explicit expectations of physiotherapist behaviour and rate its importance highly.  

Also physiotherapists ranked behavioural problems and patient expectations as being 

hardest to deal with, and expressed interest in learning communication skills and 

behaviour modification techniques to improve their ability to work with ‘difficult’ 

patients.  However, these physiotherapists did not propose exploring patient 

expectations as a strategy for dealing with difficult patients.   

If the treating physiotherapist does not directly address patient expectations, it is 

not surprising that at some point in patient management, particularly of a ‘difficult’ 

patient, that problems arise.  Identifying patient expectations in health care is integral to 

providing a patient-centred approach (Brown et al., 1986; Brown et al., 1989; Grant, 

1994; Henbest & Stewart, 1990; Jarman, 1995; Stewart et al., 1989; Weston et al., 

1989) and essential to optimise patient management (Connolly, 1991).    However, as 

Sluijs et al. (1993) noted in a study of 84 Swedish physiotherapists, patient expectations 

were explored in only 19% of sessions.  

From a patient’s perspective, Sheppard (1994) reports the main expectations of 

patients are for an explanation of treatment, to be given self-management strategies and 

to receive treatment at a convenient location.  In the present study, most 

physiotherapists recognised the importance of providing explanations at an appropriate 

level (e.g., diagnosis, prognosis), but did not report either of the other issues among 

their perceptions of patient expectations.  Instead, physiotherapists perceived their 

professional behaviour and providing symptomatic relief would be most important to 
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patients.  This highlights the need for physiotherapists to seek patient input to guide 

physiotherapy management.  Such collaboration is a key component of a patient-centred 

approach and promotes patient satisfaction, compliance, recovery and may reduce 

litigation risk (Brown et al., 1986; Brown et al., 1989; Connolly, 1991; Henbest & 

Stewart, 1990; Henbest & Stewart, 1989; Mead & Bower, 2000; Schofield, 2000; 

Stewart et al., 1989; Weston et al., 1989). 

Overall, physiotherapists do have a number of explicit expectations of patients 

who present for physiotherapy and they anticipate that patients also have clear 

expectations of them.  Given that physiotherapists in this study did not identify the 

strategy of actively seeking patient input to assist with patient management, such action 

would provide a useful platform in the physiotherapist-patient interaction.  In addition, 

involving the patient promotes a patient-centred approach, which is highly 

recommended.    

The findings of this research present a typology of the difficult patient; identify 

strategies physiotherapists would like to know more about in their work with patients; 

and present physiotherapist expectations.  As such, results from this study contribute 

important information to the evolving literature relating to physiotherapist-patient 

interactions, and should promote self-reflection and self-awareness among 

physiotherapists who work in the private sector.  In addition, the results highlight the 

need for further training of physiotherapists in skills that are part of the affective 

domain and support the implementation of a patient-centred approach to management.   

Further research is necessary to verify or refute these findings among larger 

numbers of private practitioners, with physiotherapists from within the public sector and 

other specialist areas.  In addition, it is important to explore the patient’s perspective 

since every patient, like every physiotherapist will have their own perceptions of the 
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physiotherapist-patient interaction that will affect their experience, satisfaction and 

clinical outcomes. 
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CHAPTER 5 

Study 2: The Physiotherapy Experience in Private Practice - The Patients’ 

Perspective 

[Contributed to two manuscripts, one in the  

Australian Journal of Physiotherapy (2003): 49, 195-202;  

and one in Physiotherapy Canada (2003): 55, 195-202] 

5.0 Introduction 

While the study presented in Chapter 4 (Study 1) set out to explore the 

physiotherapist-patient interaction from the physiotherapist’s perspective, this chapter 

presents a second study that focuses on the physiotherapy experience from the patient’s 

point of view. 

Patients and practitioners have been found to have differing views of health and 

to monitor progress in rehabilitation in different ways (Malzer, 1988; St Claire et al., 

1996).  Thus the importance of patient-centred care has been recognised in 

physiotherapy (Grant, 1994; Potter, Gordon, & Hamer, 2003c) as well as in the general 

medical and nursing fields, (Brown et al., 1986; Brown et al., 1989; Henbest & Stewart, 

1990; Henbest & Stewart, 1989; Jarman, 1995; Stewart et al., 1989; Weston et al., 

1989).  However, few studies have focused entirely on exploring the patient’s 

perspective in physiotherapy.  In particular, there is a lack of published research to 

elucidate patient experiences in private sector physiotherapy and to gain patients’ 

perspectives on aspects relating to the attributes of the service provided.  Therefore, the 

main purposes of this study were to explore the patients’ perspectives regarding the 

qualities of a ‘good’ physiotherapist, to gain insight about the characteristics of good 

and bad experiences in private practice physiotherapy and to identify patient 

expectations.   
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5.1 Methodology 

 As in Study 1, the NGT (Delbecq et al., 1975) was used for data collection in 

this study (see Chapter 3).   

5.1.1 Participants 

 A purposive sample of current and former patients (n=26) willing to discuss 

their physiotherapy experience were recruited from private practice settings, through 

medical centres and via word-of-mouth referral.  To promote convenience and 

accessibility for patients, a range of meeting times and venues were utilised.  Further, 

participants were offered recompense for travel expenses (e.g., taxi fares and parking 

fees) to attend meetings.  

5.1.2 Procedures 

The Human Research Ethics Committee of The University of Western Australia 

granted ethical approval for this study.  Informed consent was obtained from each 

participant along with demographic information including; age, gender, occupation, 

marital status, income, educational level and specific details about each patient’s most 

recent experience receiving physiotherapy treatment.   

The principal researcher, a physiotherapist, acted as facilitator of each NGT 

meeting and an independent observer familiar with the methodology attended each 

meeting to ensure uniformity of the process and to provide feedback to the facilitator.   

In total, six nominal group meetings were held with three to five participants in 

each group.  Each meeting was audiotaped and transcribed verbatim, so that researchers 

could verify data and utilise the information for ongoing analysis once all meetings 

were completed.   

During the course of each meeting, three issues were discussed: 

(i) the qualities of a good physiotherapist; 
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(ii) the physiotherapy experience; and  

(iii) patient expectations. 

To ensure a thorough exploration of these issues, data collection continued until no new 

ideas were being generated i.e., until data saturation was achieved (Krueger, 1994). 

5.1.2.1 Pilot Study 

To test the suitability and feasibility of the NGT for this study the process was 

pilot tested with a separate group of five patient volunteers.  The pilot testing ensured 

the protocol was realistic and that the questions patients were being asked could be 

easily understood.   

5.1.3 Data Analysis 

 For responses to the question that asked patients to identify the qualities of a 

good physiotherapist two levels of analysis were undertaken.   

(i) NGT meeting participants who generated the ideas, grouped them into 

categories that they then voted on and ranked. 

(ii) Subsequent to the NGT meetings, the categories that had been generated by 

the patient groups were further subcategorised with analyst triangulation.  

This involved having the first author and two independent researchers (one a 

physiotherapist; the other a sport and exercise psychology researcher) 

independently subcategorise the data.  At a subsequent meeting with the 

principal researcher, results were compared and differences were discussed 

until mutual agreement among all three people was reached.  In this process, 

the original categories generated and ranked by patients were not changed, 

but were subdivided to enable greater clarity in presentation of results.   

 Inductive content analysis (Patton, 1990) was carried out on responses to the 

question asking patients to share good and bad experiences in physiotherapy. 
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Specifically, this consisted of grouping replies into the two response categories and then 

coding each response for the presence or absence of qualities of a good physiotherapist 

that had previously been identified by patients.  Analyst triangulation was employed 

with the first author and two independent researchers also coding the data.  Next, the 

analysts met to compare results and to discuss and resolve any differences.  In the 

absence of consensus, the majority viewpoint was upheld. 

5.1.3.1 Trustworthiness  

 In this study, the steps previously discussed in Section 4.1.3.1 were undertaken 

to ensure trustworthiness of findings with one exception.  Unlike Study 1, this study did 

not involve data collection in two phases.  This study involved a purposive sample so 

data collection continued until saturation of ideas was evident.  In addition, to ensure 

the credibility of findings, the data analysis that occurred subsequent to NGT meetings 

involved analyst triangulation with two independent researchers.  This process and the 

utilisation of the NGT protocol further acted to minimise researcher bias in the 

interpretation of results. 

5.2 Results 

5.2.1 Demographics 

An overview of the sample is provided in Table 5.1.  Thirty-nine percent (10/26) 

of the patients were male, while 62% (16/26) were female.  The age range of patients 

was 20-79 years of age (mean=48.8 years).  The majority of participants were married 

(15/26), with post-secondary school qualifications (17/26) and income up to $40K per 

annum.   

Sixty-one percent of patients were private fee-paying (16/26) and 39% (10/26) 

identified themselves as compensable patients.  At the time of the study, 39% (10/26) of 

patients were involved in ongoing physiotherapy treatment, 42% (11/26) had ceased 
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Table 5.1: Overview of the Patient Sample. 

Participant Gender Age Occupation Marital 
Status* 

Income 
(x $1000) 

Education
† 

Injury problem Type‡ Physiotherapy 
Experiences 

Other treatment 
providers 

1 Male 62 Retired M 40-50 I Low back pain P 4 0 
2 Male 52 Unemployed S <5 C Low back pain P 4 2 
3 Female 34 Gardener S 20-30 I Ankle WC 2 1 
4 Female 62 Teacher M 40-50 U Ankle WC 1 2 
5 Female 64 Unspecified M 20-30 C Elbow P 2 Not specified 
6 Male 35 Roof tiler S Unspecified D Low back pain WC 2 1 
7 Female 28 Teacher S 5-20 U Knee P 1 1 
8 Male 55 Real estate agent M 30-40 D Low back pain P 1 0 
9 Male 66 Contractor M 20-30 C Low back pain WC 4 1 
10 Female 45 Teacher D 20-30 D Low back pain P 1 0 
11 Male 79 Retired M 40-50 D Knee DVA 4 1 
12 Female 31 Technician M 20-30 I Cervical spine P 4 3 
13 Female 55 Retired M Unspecified U Low back pain P 4 1 
14 Male 46 Mine worker S 50-60 I Thigh/hip WC 1 1 
15 Female 43 Teacher M 40-50 D Cervical spine/shoulder MVIT 3 2 
16 Female 52 Retired D 5-20 D Cervical spine/shoulder P 4 5 
17 Female 48 Home duties M 40-50 D Multiple areas MVIT 1 1 
18 Male 63 Teacher M 30-40 D Cervical spine P 4 1 
19 Female 20 Shop assistant S 5-20 C Knee P 1 2 
20 Female 71 Retired M 5-20 N Cervical spine/shoulder MVIT 1 1 
21 Female 56 Carer M 5-20 U Cervical spine/shoulder P 1 3 
22 Female 32 Hospitality S 40-50 D Cervical spine P 1 2 
23 Female 42 Nurse S 40-50 D Low back pain P 4 3 
24 Male 45 Draughtsman M 50-60 D Ribs P 3 0 
25 Male 49 Unspecified S 30-40 D Cervical spine P 4 8 
26 Female 33 Journalist M >60 U Cervical/thoracic spine MVIT 4 3 

*M=married, S=single, D=divorced or separated          †C=completed secondary school, D=diploma/certificate or trade qualification, I=incomplete secondary school, N=no secondary school, 
U=university degree          ‡P=private fee-paying, WC=workers’ compensation, MVIT=motor vehicle insurance trust, DVA=department of veterans’ affairs 
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treatment in the last six months, while the remaining 19% (5/26) had received their last 

treatment 12 or more months previously.   

Overall experience with physiotherapy was reflected in response to a question 

asking on how many occasions each patient had ever sought physiotherapy treatment 

(i.e., for separate injury problems).  Half the sample reported one to two separate 

occasions, the other half three to four separate occasions.   

Patient experience with non-physiotherapy providers was identified when 

patients were asked to reflect on their most recent injury and indicate their involvement 

with other service providers in addition to physiotherapy. Fifteen percent (4/26) 

indicated no other treatment provider, 58% (15/26) had seen one to two other providers, 

while 23% (6/26) indicated they had seen three or more.  The most common other 

providers were general practitioners, chiropractors and massage therapists.  The full list 

of providers included: specialists in orthopaedics, neurology or psychology, a social 

worker, acupuncturist, naturopath, osteopath, hypnotherapist and psychic healer.  Of the 

remaining sample, 15% (4/26) had seen no other providers and one patient did not 

answer the question.   

5.2.2 Patients’ Views on the Qualities of a Good Physiotherapist 

All six groups of patients identified three main categories that determined the 

qualities of a ‘good’ physiotherapist.  These were the physiotherapist’s communication 

ability, other attributes of the physiotherapist, and the characteristics of the service 

provided by the physiotherapist.   

Communication ability of the physiotherapist was ranked first, or second by all 

groups of patients.  When each category was further subdivided with analyst 

triangulation, eight categories were identified as shown in Table 5.2.  
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Table 5.2: The Patients’ Perspective on Qualities of a Good Physiotherapist. 

Category Ideas provided by 3 or more groups Ideas provided by 1-2 groups 
1.  Communication ability   
a)  Interpersonal skills Listens, body language builds trust, demonstrates empathy Asks appropriate questions, appropriately introduces him/herself, 

counsels patient, makes eye contact and speaks directly to the 
patient, receptive to what the patient has to say, demonstrates respect 
for the patient’s point of view 

b)  Physiotherapist’s manner Caring, friendly, inspires confidence Supportive, considerate, patient, genuine, polite, has a positive 
disposition, non-judgemental, enjoys the job, not egotistical 

c)  Teaching/education Gives clear explanations about the problem and treatment at an 
appropriate level, explains what he/she is doing and why during 
assessment and treatment  

Uses visual aids and gives written information to help the patient 
understand their problem and treatment, provides feedback on a 
visit-by-visit basis, demonstrates exercises, gives specific 
instructions e.g., what to do and what not to do 

2.  Other attributes   
a)  Professional behaviour Has appropriate skills and knowledge, is honest and knows 

his/her limitations, seeks further knowledge as required to help 
patients, keeps up-to-date with the patient’s current and past 
history 

Puts patient’s needs first, dedicated and wants to be a 
physiotherapist, communicates with others also working with the 
patient, suggests alternatives that might help the patient, keeps up-to-
date with skills and knowledge, maintains confidentiality, maintains 
a professional distance, treats each patient as an individual and 
appreciates differences between people e.g., physical, cultural 

b) Organisational ability Punctual   Keeps detailed notes, reliable 
3.  Service provided   
a)  Diagnostic and treatment 

expertise 
Provides self-help strategies e.g., a home exercise program 
and/or advice on what the patient can do for him/herself, follows 
up and actively involves the patient; provides an appropriate 
treatment to help the patient’s problem e.g., pain relief, improve 
movement function   

Provides a diagnosis; ‘hands on’ treatment, distracts the patient from 
their pain or problem 

b) The environment Creates a pleasant and welcoming environment within the 
physiotherapy practice, the physiotherapist puts the patient at 
ease during examination and treatment 

The physiotherapist is clean and hygienic 

c) Convenience and 
accessibility 

 The patient can be seen when he/she needs help, ease of access for 
injured or disabled people, caters to individual needs and is flexible 
e.g.,  time allocation and payment means 
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The most important communication attributes of physiotherapists from the 

patients’ perspective relate to the physiotherapists interpersonal skills, manner and 

teaching ability.  In addition, physiotherapists are expected to be organised and 

demonstrate appropriate professional behaviour, while providing a service that not only 

includes appropriate diagnosis and treatment, but also provides self-help strategies for 

patients in a pleasant, welcoming and easily accessible environment. 

5.2.3 Patients’ Views on Good and Bad Experiences in Physiotherapy 

As illustrated in Table 5.3, the vast majority of patients shared a mixture of good 

and bad experiences in physiotherapy.  A small number of patients could only recall 

either good (P20, P21), or bad experiences (P1, P18, P19), while a further two patients 

(P9, P24) did not contribute any specific information in response to this issue.   

Good experiences were most often attributable to effective communication 

ability, followed by the high quality service provided by the physiotherapist.  For 

example: 

 “My physiotherapist was friendly and open, explained what was being done and 

seemed to understand me as an individual.” [Patient 4] 

 “Being treated by a physiotherapist who listened to me and gave me some relief 

from my pain, who I could call and talk to about my injury.” [Patient 12] 

 “I had a number of physiotherapists who were patient, intelligent, consistent, 

caring, compassionate, sincere and strong with their ‘hands on’ treatment.” 

[Patient 26] 



 

 97

Conversely, the main commonality of bad experiences related to criticism of the 

service provided and then ineffective communication skills on the part of the 

physiotherapist.  This is indicated in a number of quotes including: 

 “The pain associated with treatment was never a good experience.” [Patient 3] 

 “One treatment that I got from a physiotherapist was pretty rough without any 

explanation of the treatment.” [Patient 8] 

 “I did have one physiotherapist once who thought she knew it all and ignored what 

I said.  She had a preconceived idea about what treatment I needed and when I told 

her I couldn’t afford to do everything she recommended, that I was on a tight budget 

she just couldn’t understand.  She was focused on my injury and not listening to 

me.” [Patient 16] 

5.2.4 Patients’ Expectations of the Physiotherapy Encounter 

Actual Expectations: As with physiotherapists (see Section 4.2.4), patient groups 

generated the greatest number of items in the category of behavioural expectations of 

their physiotherapist as shown in Table 5.4.  However, five of six groups ranked the 

physical category first, the remaining group ranking the communication area highest.  

Regarding physical management, the majority of patients expected ‘hands on’ 

treatment, self-management strategies and all patients expected their physiotherapist to 

provide them with symptomatic relief.  In the area of communication, there was an 

expectation by at least 50% of patient groups, that their physiotherapist would provide 

appropriate explanations about their problem, would liaise with other health 

professionals also treating them and provide them with diagnostic and prognostic 

information about their condition. 
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Table 5.3: Patient Quotes of Good and Bad Experiences in Physiotherapy with an Indication of the Presence or Absence of Qualities of a Good 
Physiotherapist from Table 5.2. 

Good Experiences Present Bad Experiences Absent 

  “When I was told it was posture that caused my problem at 60 years 
of age and it was too late to reform, but the problem was fixed by 
another physiotherapist.”  (P1) 

1 c) 

2 a) 

“One physiotherapist I had always took my phone calls when I was 
down and made an appointment for me so I could get treatment.”  
(P2)* 
 

1 b) 
3 c) 

“My condition continually deteriorated when I was trying to do the 
exercises my physiotherapist gave me and she insisted I should keep 
doing them.  I didn’t realise at the time that the medication I was on 
made my fatigue worse…I thought my physiotherapist should know 
better since they knew what medications I was on and that 
something was wrong because I wasn’t getting better, but she didn’t 
listen or do anything.  For me it was a trial and error process and a 
major hurdle in my recovery.”  (P2) 

1 a) 
2 a) 
3 a) 

“It was good to get to know my physiotherapist.  She provided a 
friendly service and getting fixed was a good experience.”  (P3) 

1 b) 
3 b) 

“The pain associated with treatment was never a good experience.”  
(P3) 

3 a) 

“My physiotherapist was friendly and open, explained what was 
being done and seemed to understand me as an individual.”  (P4) 

1 b) and c) 
2 a) 
3 b) 

“The only bad experience I can recall relates to deep water running 
which my physiotherapist recommended even though I can’t swim 
and don’t like the water.”  (P4) 

1 a) and b) 
3 a) 

“Tremendous relief from back pain with ongoing help with 
exercises to maintain that relief.”  (P5) 

3 a) “Being unsure of the treatment with insufficient explanation of the 
treatment being offered by the physiotherapist.”  (P5) 

1 c) 

“When my physiotherapist recognised I was not improving as 
expected and referred me back to my doctor for another opinion.”  
(P6) 

2 a) “Having traction treatment.”  (P6) 3 a) 

“Feeling comfortable with the manner and physical contact of 
physiotherapy and having a physiotherapist who answered my 
questions at an appropriate level when prompted.”  (P7) 

1 c) 
3 b) 

“I was given a misdiagnosis of an ACL rupture and left with a 
feeling of ‘vagueness’ about the injury.”  (P7) 

1 c) 
2 a) 

“A physiotherapist who was sympathetic to my problem and tried 
their best to help.”  (P8) 

 1 a) and b) “One treatment that I got from a physiotherapist was pretty rough 
without any explanation of the treatment.”  (P8) 

1 b) and c) 

3 b) 

*The number in brackets after each statement is the participant number as shown in Table 5.1 
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 Good Experiences Present Bad Experiences Absent 

“Being made to feel comfortable when needing to partially undress 
for assessment and treatment.  The physical environment was 
comfortable and private.  A comprehensive history was taken, I 
was informed about the problem and probably how it was caused 
and safety measures were taken during treatment (i.e., I was given 
a bell to ring and procedures were explained about the machine that 
was used).”  (P10) 

1 a) and c) 

2 b) 

3 b) 

“Most of my treatments have been for relatively minor things and 
bad experiences relate more to my feelings of physical and 
emotional discomfort, rather than to the specific treatment provided.  
I got caught once with a change in physiotherapist at the practice I 
normally go to.  In the past, I had received treatment for my back 
without removing my top, but this new guy said “take your shirt 
off”.  It wasn’t what I was expecting, I was taken aback.  I hadn’t 
checked my underclothes, you know to make sure I was respectable.  
I felt embarrassed and self-conscious and could not relax to be 
manipulated.”  (P10) 

1 a) 

3 b) 

“The relaxed atmosphere created, and achieving my objectives 
have been good experiences in physiotherapy.”  (P11) 
 

3 a) and b) “I had one physiotherapist who was always interrupting treatment 
because of other activities, such as answering the phone and office 
work.”  (P11) 

2 a) 
 

“Being treated by a physiotherapist who listened to me and gave 
me some relief from my pain, who I could call and talk to about 
my injury.”  (P12) 

1 a) 
3 a) and b) 

“Being given a 10-minute treatment, the same treatment I was 
giving myself at home.”  (P12) 

2 a) 
3 a) 

“The care and concern of my physiotherapist who showed me 
empathy.”  (P13) 
 

1 a) “Taking forever to get an appointment when I wanted to be seen 
immediately for urgent help, and then giving me a list of exercises, 
sending me away and telling me to do them at home.”  (P13) 

1 c) 
3 a) and c) 

“Every time I see my physiotherapist I always get a friendly 
welcome.”  (P14) 

1 b) “Me and the physiotherapist having conflicting opinions about my 
problem and treatment.”  (P14) 

1 a) 

“A very caring physiotherapist who listened and treated me gently, 
who would rather work gradually than do too much, too soon.”  
(P15) 

1 a) and b) 

2 a) 

 

“I can recall a bad experience with one physiotherapist I went to 
once.  He got the whole of his upper body bouncing off my spine, 
you know manipulating and he was a fairly big man.  I came out 
seeing spots, had a headache.  I got in the car and drove home, broke 
into tears and I swore I’d never go back to him.  I went back to my 
doctor and I said I’m not going back to that physiotherapist and he 
said that I had to work through the pain barrier.  I thought I’m the 
one with the pain, you’re not.  You know, it’s a subjective thing 
where obviously the physiotherapist thought he was doing the right 
thing, but for me it was the wrong thing.”  (P15) 

3 a) 
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Good Experiences Present Bad Experiences Absent 

“Generally, I have had excellent experiences with physiotherapists.  
I have found them to be understanding, caring and sympathetic.”  
(P16) 

1 a) and b) “I did have a physiotherapist once who thought she knew it all and 
ignored what I said.  She had a preconceived idea about what 
treatment I needed and when I told her I couldn’t afford to do 
everything she recommended, that I was on a tight budget she just 
couldn’t understand.  She was focused on my injury and not 
listening to me.”  (P16) 

1 a) and b) 

2 a) 

“Being able to ask questions about what was happening as I 
regained my ability to do more and I enjoyed the mobility classes 
as I made slow progress after my accident.”  (P17) 

1 a) and c)   

  “I received treatment twice a week for 6-8 months for a whiplash 
injury but did not get a lot of relief.”  (P18) 

3 a) 

  Feeling uncomfortable and awkward and feeling like I was not 
getting value for money (P19) 

3 a) and b) 

“All my experiences as a patient have been good.”  (P20) /   

“I have only had good experiences in physiotherapy.”  (P21) /   

“My physiotherapist listened, was friendly and considerate towards 
me and gave a lovely massage.  We were usually able to laugh and 
have light hearted conversation as well as serious and she could 
read between the lines.”  (P22) 

1 a) and b) “Being left alone in a room with a hot pack when I expected ‘hands 
on’ treatment.”  (P22) 
 

3 a) 

“Having good rapport with my physiotherapist who successfully 
treated my injury so that I was able to return to sport.”  (P23) 

1 a) 
2 a) 

“Feeling like I was on a production line, attached to machines with 
no personal touch by the physiotherapist.”  (P23) 

3 a) and b) 

“Providing me with relief and possible solutions for my problem.”  
(P25) 

3 a) “Being suspended by my ankles in a machine as a treatment for my 
back.”  (P25) 

3 a) 

“I had a number of physiotherapists who were patient, intelligent, 
consistent, caring, compassionate, sincere and strong with their 
‘hands on’ treatment.”  (P26) 

1 b) 

3 a) 

“There was one physiotherapist who treated me who had such a big 
ego; he seemed to think he was brilliant.  Had an attitude, like “I 
cure people, aren’t I great”.  I presume you become a 
physiotherapist because you want to help people get better, feel 
better, to improve his or her quality of life, not so you can tell 
everyone how brilliant you are.  I feel this conceit and arrogance is 
unacceptable.”  (P26) 

1 b) 
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Perceived Expectations: From the patients’ perspective, the behavioural expectations 

physiotherapists are likely to have of them were to comply, to be honest, and pay their 

account, to be punctual, to cooperate and show their physiotherapist trust and respect as 

shown in Table 5.4.  These were ranked highest by four of six patient groups, and were 

followed by communication and lastly the physical domain.  

5.2.5 Matching Physiotherapist and Patient Expectations 

Irrespective of category, there was a great deal of congruency between what 

physiotherapists actually expect of their patients (see Chapter 4, Table 4.4) and what 

patients perceive physiotherapists expect of them (see Table 5.4).  Similarly, in the 

communication area, patients’ actual expectations of the physiotherapy encounter and 

the physiotherapists’ perceptions of patient expectations were closely matched.  

However, from a patient perspective, physiotherapists only recognised approximately 

50% of patients’ expectations in the physical and behavioural areas. 

As shown in Table 5.5, when comparing the ranking of actual and perceived 

expectations, the patient behaviour category was ranked at number one by both 

physiotherapists and patients.  This indicates that the most important expectation that 

physiotherapists have of patients relates to their behaviour, which is in line with patients 

perceptions.  However, physiotherapists perceptions of the most important expectations 

held by patients were not congruent with patient beliefs. 
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Table 5.4: Patient Expectations. 

Behavioural Component Physical Component Communication Component 
Actual Perceived Actual Perceived Actual Perceived 

I expect my physiotherapist to: I think my physiotherapist 
expects me to: 

I expect my physiotherapist to: I think my physiotherapist 
expects me to: 

I expect my 
physiotherapist to: 

I think my physiotherapist 
expects me to: 

 Listen to me (2)*  Be compliant (6)  Provide symptomatic relief 
(6) 

 Be clean and hygienic 
(2) 

 Provide explanations 
at an appropriate level 
(5) 

 Be able to clearly 
explain my problem 
(6) 

 Be friendly and polite (2)  Be honest (6)  Show self-management 
strategies (5) 

 Have a physical 
problem (2) 

 Liaise with others also 
treating me or refer me 
on as necessary (5) 

 Provide positive 
feedback if treatment 
helps 

 Be punctual  Pay my account (5)  Provide ‘hands on’ treatment 
(4) 

 Avoid self-diagnosis  Provide a diagnosis (4)  Judge them harshly if 
treatment is ineffective 

 Demonstrate confidence  Respect and trust them 
(3) 

 Use EPA modalities (2)  Be realistic about 
treatment outcomes 

 Provide a prognosis (3)  

 Be honest  Be punctual (3)  Conduct a physical 
examination (2) 

 Want a ‘quick fix’ in 
one treatment 

 Keep me informed at 
all times 

 

 Not over-service  Cooperate with 
treatment (3) 

 ‘Fix me’ today   Be available with 
advice by phone 

 

 Be committed to help me  Take an active role in 
rehabilitation 

 Provide safe treatment    

 Have appropriate skills and 
knowledge 

 Want to get better  Provide goals for recovery    

 Be available at short notice  Improve with 
treatment 

    

 Make me feel comfortable      
 ‘Treat the person not just the 
injury’ 

     

*The number in brackets indicates the number of groups out of a maximum of six who reported that particular expectation. 
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Table 5.5: Rank Order of Actual and Perceived Expectations of Physiotherapists and 
Patients. 

 Physiotherapist Rank Patient  

Patient   behaviour 1 Patient behaviour 

Physical issues 2 Patient communication 

Actual 
expectations 

(What I 
expect) Patient communication 3 Physical issues 

Perceived 
expectations 

(What I 
think they 

expect) 

Physiotherapist 
behaviour 

1 Physical issues 

Physical issues 2 Physiotherapist 
communication 

Perceived 
expectations 

(What I think 
they expect) 

Physiotherapist 
communication 

3 Physiotherapist 
behaviour 

Actual 
expectations 

 (What I 
expect) 

 
5.3 Discussion 

The purposes of this study were to gain the patients perspective on the qualities of a 

‘good’ physiotherapist; to identify the characteristics of good and bad patient experiences in 

private practice physiotherapy and to explore actual and perceived patient expectations 

Qualities of a Good Physiotherapist: The findings from this study support earlier research 

in physiotherapy (Gyllensten et al., 1999; Thornquist, 1997) and endorse the importance of 

physiotherapists adopting a patient-centred approach and developing effective 

communication skills to optimise the physiotherapist-patient interaction.   

The five dimensions of patient satisfaction reported by May (2001), were similarly 

identified by patients in this study among the attributes of a ‘good’ physiotherapist with the 

addition of the environment created by the physiotherapist in the private sector.   

The Physiotherapy Experience: The most common attributes of good experiences in 

physiotherapy were found to relate to effective communication and the patient’s perception 

of the quality of the service provided.  Conversely, when bad experiences in physiotherapy 

were recounted, patients most often described poor service quality and physiotherapist 
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communication to be deficient.  Five of the patients who reported both good and bad 

experiences (P4, P7, P8, P14, P22) in this study, had only been seen for treatment of one 

injury, suggesting that the mixture of experiences they recalled most likely occurred with 

the same therapist.  This finding suggests that even though these patients could freely 

recollect good experiences in physiotherapy, at certain times in the physiotherapist-patient 

interaction, the patients perceived problems that in some way compromised the 

relationship.  There was no commonality of injury type; patients came from diverse 

backgrounds, were both compensable and self-funded, with ages ranging from 28-62 years. 

Half of the patients in this study reported seeking physiotherapy treatment on three 

to four separate occasions indicating they had multiple experiences in physiotherapy.  Of 

these patients, 69% (9/13) shared a mixture of good and bad experiences in physiotherapy.  

From the range of positive and negative comments made by these patients (P2, P11, P12, 

P13, P15, P16, P23, P25, P26) it is evident that in many cases they had changed 

physiotherapists possibly as a result of a bad experience.  Over half of these patients were 

private fee-paying, so for private practitioners who are competing with other health 

professions as well as other physiotherapy practices for clientele this has implications for 

business success.  With ‘word-of-mouth’ recommendation being an important source of 

referral of patients to physiotherapy (Sheppard, 1994), practitioners can ill-afford the direct 

loss of patients who have had bad experiences, or their unfavourable comments that may 

dissuade other potential customers from seeking the services of a particular physiotherapist 

or physiotherapy in general.  This highlights the need to seek patient input to identify their 

expectations and to get feedback about physiotherapy services in order to identify strengths 

and weaknesses from the perspective of the consumer.   

On the issue of power in the physiotherapist-patient interaction, there were a 

number of quotes made by patients (P1, P2, P4, P10, P14, P16, P26) that suggest that some 
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physiotherapists may have exerted power in the relationship that was not welcomed by 

patients.  Whether physiotherapists would recognise the application of this power and its 

detrimental effect on the relationship is questionable, given that inequality exists in the 

practitioner-patient interaction in health care (Buchanan, 1995).  However, as Williams and 

Harrison (1999) point out, promulgation of power may evolve from characteristics of the 

therapist or through professional control of the consultation.  Therefore, in order for the 

physiotherapist to be conscious of such a breach they would need to demonstrate a high 

level of self-awareness of their own attitudes, values, needs, beliefs and role in the 

consultation.  To achieve this end, further training of physiotherapists in the affective 

domain to improve the physiotherapist-patient relationship has been recommended (Potter 

et al., 2003a; Potter et al., 2003c).  

Matching Physiotherapist and Patient Expectations: There was a high degree of 

congruence between the expectations expressed by physiotherapists and patients in private 

practice in all categories.  With both groups ranking the patient behaviour category highest, 

it is clear patients recognised that the expectations physiotherapists have of their behaviour 

are important.  However, only one group of patients identified that the physiotherapist 

would expect them to take an active role in rehabilitation while all physiotherapists raised 

this issue.  Alternately, five groups of patients expected physiotherapists to provide self-

management strategies, but physiotherapists did not mention this.  Given that education 

forms a large component of physiotherapy management, including the provision of home 

exercises for patients (Sluijs et al., 1993), it is understandable that physiotherapists would 

expect patients to participate in their rehabilitation.  Further, given that provision of a home 

program of exercises has been reported as an expectation of physiotherapy (Sheppard, 

1994), it is interesting to note that patients in this study did raise this point, but not the issue 

of their taking on an active role in rehabilitation.  One explanation for this discrepancy is 
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that in interpreting this issue each group made certain assumptions.  By requesting self-

management exercises, it is reasonable to assume patients anticipated being actively 

involved.  Similarly, expecting patients to be active in rehabilitation assumes patients will 

participate in, and potentially adhere to the treatment regimen of the physiotherapist of 

which home exercises may be an integral part.   

In the communication category, the majority of physiotherapists and patients 

identified that it was important for physiotherapists to provide diagnostic and prognostic 

information, to liaise with other treatment providers, and to give patients appropriate 

explanations about their injury and treatment.  In the physical area there were the greatest 

number of discrepancies between what patients actually expect and physiotherapists 

perceptions.  While there was recognition by physiotherapists that patients expect 

symptomatic relief, physiotherapists in this research did not identify with any degree of 

frequency that patients also expect self-management exercises and ‘hands on’ treatment.  

Instead, most physiotherapists identified that provision of a clean and comfortable facility 

and rapid recovery would be high on the patient agenda.  Further, physiotherapists ranked 

the behaviour category as being the most important, when in fact patients in this study 

placed highest priority on the physical category followed by physiotherapist 

communication.  These findings from patients are supported in other physiotherapy 

research where results show that the public expect physiotherapists to provide home 

exercises and explain treatment (Sheppard, 1994).  Similarly, in general practice medicine 

Williams, Weinman, Dale and Newman (1995) have reported the ‘most wanted’ 

expectation of primary care patients is for an explanation of the problem from their doctor.  

Overall, given that most patients and physiotherapists in this research have similar lists of 

expectations one might anticipate great potential for successful interactions to occur.  

However, variable interpretations of expectations by physiotherapists and patients serves to 
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highlight their different perspectives and may be related to ascribed roles i.e., 

physiotherapist as service provider (authority) and patient as consumer (subordinate role).  

Unless individual therapist and patient expectations are identified and attempts made to 

match the physiotherapist and patient agenda, it is unlikely the interaction will be 

optimised.  To achieve this goal it is essential for physiotherapists to explore with their 

patients issues that are most important to them, and adopting a patient-centred approach has 

been recommended to do this most effectively (Faulkner, 1998; Weston et al., 1989).   

Certainly, patients with the greatest number of expectations met are likely to be 

more satisfied with the consultation (Williams et al., 1995).  For physiotherapists who 

perceive problems with their patients, consideration should be given to whether the issues 

directly relate to patient behaviour, or perhaps reside in unmet and/or unexpressed 

expectations that the physiotherapists may harbour which contribute to ineffective 

physiotherapist-patient interactions.  Based on findings from Study 1 (Potter et al., 2003a), 

it is suggested that physiotherapists should engage in greater self-awareness and self-

reflection on such matters and consider further training in the affective domain.   

To date, the patient’s perspective in private practice physiotherapy has received 

scant attention and there is minimal research in physiotherapy that has explored 

physiotherapist and patient expectations.  This study has attempted to address these issues 

and the findings contribute to emerging research about patient-centred service delivery in 

private sector physiotherapy. 

Given that ‘word-of-mouth’ referral rates second to doctor’s referral as an important 

means of recommendation for physiotherapy treatment (Sheppard, 1994), the importance of 

the private fee-paying consumer to business success should not be overlooked, and the 

focus of service delivery should be to identify and meet consumer needs.  By actively 

seeking patient input, the importance of the patient to the success of the physiotherapist-
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patient interaction is highlighted, and the benefit of adopting a patient-centred approach in 

physiotherapy is reinforced.   
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CHAPTER 6 

The design of a communication skills training program for physiotherapists 

 The purpose of this chapter is to describe the continuing education program that was 

designed to assist physiotherapists to improve their communication skills in private practice 

physiotherapy.  Based on Study 1 and 2, and the review of literature that has been 

presented, it is apparent that there is both a need and desire from physiotherapists for 

further communication skills training.   

6.1 Introduction 

 Not only have the importance of effective communication skills been emphasised in 

physiotherapy rehabilitation (Ford & Gordon, 1993; Francis, Andersen & Maley, 2000; 

Gordon et al., 1998; Jevon & Johnston, 2003; Klaber-Moffett & Richardson, 1997), but 

physiotherapists have expressed interest in further training in communication skills (Potter 

et al., 2003a).  In addition, patient-centred care in physiotherapy has been recommended 

(Grant, 1994; Potter et al., 2003c), and researchers cite the need for physiotherapists to 

become more reflective of their behaviour and emotions to improve the quality of the 

physiotherapist-patient interaction (Barr & Threlkeld, 2000; Gard et al., 2000).  However, 

few continuing education programs that focus on communication skills are presently 

offered to Australian Physiotherapists (Australian Physiotherapy Association, 2003).  

 From the patients’ perspective, there is an expectation that physiotherapists will 

have competency in both technical and communication skills, and the communication 

ability of physiotherapists is highly valued by patients (Potter, Gordon, & Hamer, 2003b; 

Potter et al., 2003c).  Therefore, opportunities to advance the skills and knowledge of 

physiotherapists in the communication domain should be encouraged.  Further, there are a 

number of potential benefits for both the practitioner and the patient if a patient-centred 
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approach that involves effective communication skills is utilised in the physiotherapist-

patient interaction.  For the practitioner, the positive outcomes are an increased likelihood 

of patient adherence and reduced risk of litigation (Connolly, 1991; Gordon & Edwards, 

1995; Levinson, 1994; Stewart et al., 1979).  For the patient, improvements in knowledge, 

satisfaction and recovery have been reported (Bensing, 1991; Brown et al., 1986; Brown et 

al., 1989; Henbest & Stewart, 1990; Roter et al., 1987; Schofield, 2000; Stewart, 1984).  

Thus, when planning the intervention implemented for this thesis, educating 

physiotherapists to adopt a patient-centred approach and incorporating self-reflective 

practice were both considered important.  Further, there was a need to address a number of 

issues regarding communication skills training raised in the literature, as well as to consider 

what duration of intervention would be acceptable to participants.  An overview of the 

training program is presented in Table 6.1 and program content, teaching methods and 

resource development are described in more detail in the sections that follow. 

Table 6.1: Overview of the Communication Skills Training Program for Physiotherapists 

Program Content Topic 1: Physiotherapist-patient communication 
Topic 2: Behaviour modification techniques for use in physiotherapy 
Topic 3: Improving the effectiveness of the physiotherapist-patient 
interaction 

Program Duration 
and Delivery 

Two hours were allocated to teach each topic i.e., three, two-hour 
sessions plus one to two hours follow up 
Total training time: Eight hours 
There were three to four days between the teaching of each topic to allow 
time for practice and consolidation of information. 

Teaching Methods Experiential teaching strategies including self-reflective activities and 
roleplay 

Facilitator/Educator Physiotherapist (Margaret Potter) 
Specifically 
Developed Resources 

A 53-page course workbook 
Video 1: Communication in health care (17-minutes duration) with input 
from a range of health professionals 
Video 2: The physiotherapy experience (25-minutes duration) with input 
from a number of private sector patients. 
These resources are reproduced in Appendix D. 
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6.2 Program Content 

Communication skills training programs for health professionals have generally 

been devised according to the perceived needs of participants and covered a broad range of 

topics (see Chapter 2).  To determine the content of the current intervention, the 

physiotherapy literature on communication skills training and behaviour modification 

techniques, along with the findings of Study 1 and 2 were consulted (Baker et al., 2001; 

Barr & Threlkeld, 2000; Dahlgren, Almquist, & Krook, 2000; Davis, 1981; Dekker, Van 

der Valk, & Verhaak, 1995; Gyllensten et al., 1999; Harding & Williams, 1995b; 

Hargreaves, 1982; Ladyshewsky & Gotjamanos, 1997; Levin, 1984; Lincoln, 1978; Lobitz 

& Shepard, 1983; Payton, 1983; Schultz et al., 1988).  As a result, an intervention entitled 

‘Influence the interaction: Advanced communication skills for physiotherapists’ was 

developed and included three major topics. 

6.2.1 Topic 1: Physiotherapist-Patient Communication 

There were four major learning objectives for this topic.  Participants were informed 

that on completion of the topic they would be able to: 

(i) Generate factors that are barriers to effective communication, which may be 

present in the patient, the practitioner, or derive from other sources. 

(ii) Determine their agenda in physiotherapy management. 

(iii) Identify and reconcile the patient’s agenda through open and facilitative 

questioning. 

(iv) Demonstrate a patient-centred approach to management of patients in 

physiotherapy. 

Communication is the foundation stone of all relationships and therefore the ability 

of people to interact successfully will be inhibited if communication is ineffective.  This 
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can have significant impact in health care where educating the patient is an important 

component of overall patient management.  To address this issue it was considered 

important to educate physiotherapists on common barriers to communication that may 

either be present in the patient, the practitioner, or arise from other sources such as the 

environment.   

Gordon and Edwards (1995, p.75) discuss twelve communication roadblocks for 

health professionals that relate to practitioner behaviour.  Similarly, a number of patient 

attributes have been identified as being problematic for physiotherapists (Potter et al., 

2003a).  Thus, an important topic to discuss with physiotherapists was barriers to effective 

communication in the physiotherapist-patient interaction.  To facilitate this discussion, a 

videotape was shown to participants.  In the videotape, a number of experienced health 

professionals discussed the importance of communication skills to their work and shared 

some of their concerns about aspects of their communication that may be unhelpful in the 

interaction.  It was anticipated that participants in this training program would feel more 

comfortable to share their own experiences if they were first able to hear the experiences of 

others who were not only willing to share their strengths, but also to express areas of 

weakness in their communication ability.  Once participants had watched the video, they 

were asked to identify their own barriers to communication and possible management 

strategies were then discussed with the facilitator/educator.   

In the second hour of the first session, adopting a patient-centred approach was 

introduced to increase awareness among participants of the nature of the construct, and to 

reinforce this approach as the most appropriate platform for the physiotherapist-patient 

interaction.  In particular, patient-centred care that involves identifying and reconciling 

practitioner and patient agendas was discussed (Brown et al., 1986).  Linked to this 

approach, participants were educated on the importance of different types of questioning 
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techniques (i.e., open, closed, leading and multiple), and how they can affect the patient-

centred nature of the physiotherapist-patient interaction.   

The final part of this opening session involved the participants watching a second 

video called ‘The Physiotherapy Experience’ (25-minutes duration) which featured a 

number of current and former patients sharing their experiences of private practice 

physiotherapy and offering advice to improve the physiotherapist-patient interaction. 

6.2.2 Topic 2: Behaviour Modification Techniques for Application in Physiotherapy 

There was one major learning objective for this topic.  Participants were informed 

that on completion of the topic they would be able to: 

(i) Identify unhelpful patient behaviours and implement cognitive-behavioural 

strategies including, goal setting, pacing, cognitive-restructuring and operant 

conditioning to assist in patient management. 

The decision about which behaviour modification techniques to include in the intervention 

was based on a number of factors.  Goal setting was included because the benefits of more 

education on the utilisation of goal setting by physiotherapists in rehabilitation have been 

suggested (Baker et al., 2001; Cott & Finch, 1990; Potter & Grove, 1999).  A number of 

researchers have reported that physiotherapists are both interested in, and would benefit 

from further training in the psychological domain, particularly in the use of cognitive-

behavioural strategies, imagery, self-talk and relaxation training (Brewer, Jeffers, Petitpas, 

& Van Raalte, 1994; Everett, 1997; Ford & Gordon, 1998; Gordon et al., 1998; Gordon, 

Potter, & Hamer, 2001; Harding & Williams, 1995b; Lamba & Crossman, 1997; Ninedek 

& Kolt, 2000; Pratt, 1978). Further, the findings of Study 1 revealed that physiotherapists 

do utilise strategies such as goal setting and operant conditioning with difficult patients, but 

would like further education on behaviour modification techniques to assist them in their 
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work with patients.  Thus, pacing, cognitive restructuring, goal setting and operant 

conditioning were included in the training program. 

 This two-hour session with physiotherapists started with a discussion of cognitive-

behavioural therapy (CBT) according to Bedell and Lennox (1997) and Turk and Rudy 

(1995) and examined the role of the physiotherapist in a multidisciplinary approach to the 

treatment of patients using CBT.  This was followed by the introduction of cognitive 

restructuring, operant conditioning, goal setting and pacing as strategies that can be 

effectively applied in injury rehabilitation.  Participants were then given the opportunity to 

reflect on patients from their current caseload and to consider which strategies would be 

useful to apply with these patients, and how they could be implemented in practice.  Given 

that different physiotherapists were expected to have different levels of awareness and 

understanding of the techniques presented, the facilitator/educator focused on the identified 

interests and needs expressed by participants.  Thus, this educational component directly 

reflected issues for physiotherapists among current patients undergoing treatment.  This 

was considered useful to assist the learning process of participants as the relevance of the 

information being discussed and the ability to implement strategies in the clinical setting 

was present. 

6.2.3 Topic 3: Improving the Effectiveness of the Physiotherapist-Patient Interaction 

There were four major learning objectives for this topic.  Participants were informed 

that on completion of the topic they would be able to: 

(i) Determine their own, and their patients preferred sensory mode. 

(ii) Target each patient’s preferred sensory mode, when educating him or her during 

physiotherapy consultations. 
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(iii) Develop and enhance verbal and nonverbal rapport, and empathy skills using 

Neurolinguistic Programming (NLP). 

(iv) Recognise the nature of the physiotherapist-patient interaction through self-

reflection from a Transactional Analysis (TA) perspective. 

Communication in the physiotherapist-patient interaction is not only important to establish 

rapport, but also to educate patients, which is a vital part of the physiotherapist-patient 

interaction (May, 2001; Potter et al., 2003b; Potter et al., 2003c; Sheppard, 1994; Sluijs et 

al., 1993).  To address these issues, Bandler and Grinder's (1975) model of Neurolinguistic 

Programming (NLP) was introduced to participants as a means to build rapport and trust 

with patients (Falzett, 1981; Hammer, 1983), and as an aid to recognise which educational 

strategies (e.g., written information, demonstration, visual presentation) may be most 

effective with different patients depending on their sensory preferences.  Following 

discussion of NLP, the participants were involved in a number of roleplay scenarios with 

the facilitator/educator aimed at identifying sensory preferences and providing education 

according to different sensory preferences.   

In the final part of the third session, self-evaluation based on Transactional Analysis 

(TA) (Berne, 1964) was presented to participants to contribute to their development of 

reflective practice that has been recommended to facilitate self-awareness and learning in 

health care (Miller, 1990; Westberg, 2001).  This strategy provided a problem-solving 

framework for participants to use in their evaluation of the physiotherapist-patient 

interaction and provided insight for participants on how their behaviour can have a negative 

impact on the relationship. 
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6.3 Resource Development 

As part of the training program, a number of resources were specifically developed 

to facilitate the learning process for participants.  While these resources are reproduced in 

full in Appendix D, some background information about each resource and the rationale 

behind the development and utilisation of the resources are provided here. 

6.3.1 Course Workbook 

While experiential methods of teaching have been found to be more effective than 

didactic teaching strategies (Evans et al., 1989; Maguire et al., 1977; Quirk & Babineau, 

1982; Rutter & Maguire, 1976;  Smith et al., 1995), it is unclear which experiential 

methods are most effective.  To guide the delivery of content in this intervention, a 53-page 

course workbook was developed to guide participants through the training program.   

The workbook provided participants with details of the learning objectives, 

background information on each topic and included activities requiring participants to self-

reflect and make their own notes.  In addition, at the end of each topic a self-reflection 

exercise asked each participant to identify what they had learned from each topic, what they 

felt the needed to explore further, and to make an action list of strategies they planned to 

implement before the next training session.  The main purposes of this learning log were to 

encourage reflective practice, and to promote the underlying principle of lifelong learning 

among participants.  It also served to focus participants on important tasks that they should 

address before further training was conducted.  Not only did the workbook provide a useful 

resource for participants, the interactive and self-reflective activities enabled experiential 

learning to be facilitated through nondirective teaching (Rogers, 1951, 1961). The activities 

in the workbook also provided participants with an opportunity to practice skills and get 

feedback from the facilitator/educator. 
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6.3.2 Practitioner and Patient Videotapes 

The inclusion of real or simulated patients and an interdisciplinary approach has 

been recommended by some researchers in the education of health professionals (Cooper & 

Mira, 1998; Ladyshewsky & Gotjamanos, 1997; Lynch et al., 1992; Minardi & Riley, 

1991; Stillman et al., 1983).  Thus, some form of patient input and involvement of other 

health professionals in this training program was considered appropriate.  This was 

achieved indirectly through the production of two videotapes that were utilised in Topic 1. 

The first video titled ‘Communication in Health Care’ (17-minutes duration) 

involved nine health professionals from a range of backgrounds including general practice 

medicine, exercise physiology, acupuncture and Chinese medicine, emergency 

paramedical, counselling and physiotherapy.  These practitioners responded to the 

following questions: 

(i) How important are communication skills in your work as a health 

professional? 

(ii) What do you feel are some of the patient-related barriers to effective 

communication? 

(iii) What do you feel are some of the practitioner-related barriers to effective 

communication? 

(iv) How do you create a welcoming environment and a positive working 

relationship with your patients? 

(v) What advice would you give other health professionals to improve the 

practitioner-patient interaction? 

The second video titled ‘The Physiotherapy Experience’ (25-minutes duration) 

featured six current and former patients sharing their physiotherapy experiences and 
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providing advice to practitioners to improve the physiotherapist-patient interaction.  Each 

patient was asked to (i) describe his or her experience as a patient in private practice 

physiotherapy; (ii) offer advice to enhance patient satisfaction, and finally (iii) to discuss 

the importance of the communication ability of the physiotherapist in the interaction. 

6.4 Program Duration and Delivery 

Another issue to consider in the design of the training program was the duration of 

the intervention and the timing of delivery of information to participants.  Given 

participants were expected to be involved in self-reflective practice, which has been 

recommended to build on existing knowledge, to integrate new information and assist with 

behaviour change (Westberg, 2001) it was necessary to deliver information over more than 

one session and to include a follow up session.  This would provide participants with an 

opportunity to consolidate information, to implement it in clinical practice and to seek 

feedback from the facilitator/educator at a subsequent session.  This had direct implications 

on deciding on program duration, specifically what would be acceptable to busy 

practitioners working in the private sector.   

There were two major factors considered in determining the duration of the 

program.  The first issue was how long a program would be necessary to detect change in 

participants.  With equivocal research findings in the review of literature, it was difficult to 

determine ‘ideal’ program duration, particularly because content, teaching and evaluation 

methods in many studies have often been unclear and therefore have not been replicable.  

Further, while programs of one day or less have been reported to be ineffective (Aspegren, 

1999), some programs of shorter duration have demonstrated significant impact (Maguire et 

al., 1977; Rutter & Maguire, 1976; Schreier & Dub, 1981).   
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In physiotherapy, Seymour et al. (1979) reported a preference by 76% of 

physiotherapists for continuing education courses that last for one or two days, preferably 

offered on weekends.  The main topics of interest in their study were manual therapy 

techniques in the musculoskeletal and neurological areas.  While an intensive program 

teaching ‘hands on’ skills may be effective for teaching some physiotherapy topics, it was 

not considered ideal for teaching communication skills.  This was particularly evident 

because self-reflection and opportunities to implement the skills in clinical practice with 

subsequent feedback were integral components to the intervention.  In addition, program 

duration would need to be acceptable to private practice physiotherapists with busy clinical 

workloads.   

Another determining factor on the duration of the program related to the choice of 

multiple baseline design that was to be utilised to evaluate the effectiveness of the 

intervention, where each participant was required to receive training at different points in 

time.  This meant that while only a small number of participants were required, each 

physiotherapist would need to receive training on a one-on-one basis.  Therefore, the 

amount of time required for training each participant, data collection requirements, follow 

up procedures, availability of resources and the logistics of conducting research in the 

clinical setting were considerations.  Subsequently, the intervention was based on the 

equivalent of one day of training that would be delivered in three, two-hour sessions with 

three to four days between each session.  In addition, the one to two hour follow up session 

was scheduled to ensure that there was time to clarify information and provide further input 

where required.   
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6.5 National Accreditation of the Communication Skills Training Program 

In conjunction with the development of the current intervention, national 

accreditation of the program with the Australian Physiotherapy Association (APA) was 

sought.  There were three principle reasons for taking this action.  First, it was considered 

important to develop a postgraduate communication skills training program specifically for 

physiotherapists, as there were no similar courses currently offered.  Second, with a system 

of mandatory continuing education (MCE) now adopted by the profession, it was essential 

to ensure the current intervention addressed the professional development principles 

mandated by the APA (Australian Physiotherapy Association, 2001).  This would also 

enable the program to be reviewed by members of the profession providing a means of 

content and construct validity.  Third, course accreditation would enable current and future 

participants in the training program to receive the maximum recognition possible.  

Specifically, as part of the MCE program physiotherapists are required to accumulate 100 

points in every three-year cycle from involvement in professional development initiatives.  

APA accredited courses attract two points per contact hour, while non-accredited courses 

only receive one point per hour.  Therefore, a nationally accredited course in 

communication skills training would attract more recognition in professional development 

points and might be valued more highly by members of the profession than a non-

accredited course. 

Following submission of the application for course accreditation in August 2002, 

the rationale for the program, learning objectives, course content, teaching strategies, 

learning assessment tasks and course evaluation were reviewed by two physiotherapists on 

the APA Course Accreditation Committee.  In October 2002, course accreditation was 

granted for a period of three years. 
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6.6 Summary 

An eight-hour training program called ‘Influence the interaction: Advanced 

communication skills for physiotherapists’ was designed to assist physiotherapists in their 

interaction with patients using a patient-centred approach.  The three main topics included 

in the educational program were; (i) Physiotherapist-patient communication, (ii) Behaviour 

modification techniques for use in physiotherapy, and (iii) Improving the effectiveness of 

the physiotherapist-patient interaction. 

Program content, duration and delivery of the program were guided by a review of 

relevant literature and findings from the current research project (i.e., Study 1 and 2).  

Additional considerations included what was feasible and acceptable for physiotherapists in 

the private practice setting and could fit within the constraints of the research design being 

used to evaluate the intervention.  A number of resources were developed to support the 

experiential nature of the educational program.  In addition, the resources ensured that self-

reflective practice would be emphasised and that patient and other health professional input 

could be achieved. 

The course was nationally accredited in October 2002 for a three-year period.  Not 

only did this recognition have implications for attaining professional development points 

that are part of MCE for physiotherapists, but also it ensured the course would address the 

APA professional competencies that are fundamental to professional practice in 

physiotherapy.  
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CHAPTER 7 

Study 3: Evaluating the efficacy of a program of advanced communication skills for 

physiotherapists in an ecologically valid setting 

7.0 Introduction 

The importance of evaluating communication skills training for nursing and medical 

students, or qualified practitioners from these professions has been increasing in recent 

years with recognition of the importance of effective interpersonal skills in health care.  

However, few similar studies have been identified in physiotherapy (Ladyshewsky & 

Gotjamanos, 1997; Levin, 1984; Payton, 1983; Rubin et al., 1977; Schultz et al., 1988).  

Furthermore, there is scant research evidence in physiotherapy describing the 

physiotherapist-patient interaction from a communication perspective.  Subsequently based 

on the findings from Study 1 and 2 and a review of the communication skills training 

literature, a program was developed to teach physiotherapists skills to improve the 

physiotherapist-patient interaction using a patient-centred approach.  This chapter describes 

Study 3, which presents the details of an empirical evaluation conducted to assess the 

efficacy of this program. 

7.1 Methodology 

7.1.1 Participants 

The participants in the study were three physiotherapists (two female and one male), 

all of whom worked full-time in private practice.  Each volunteered to participate in the 

study following placement of an advertisement in the newsletter of the local branch of the 

Australian Physiotherapy Association.  Table 7.1 shows the age, experience and 

postgraduate qualifications of the participants. 

To be included in the research participants had to meet the following criteria: 
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(i) Work full-time in private practice as a physiotherapist 

(ii) Be available to undertake a six-hour training program plus an additional one to 

two hours of follow up; and 

(iii) Consent to 20 physiotherapy consultations with separate patients being tape 

recorded over the course of the study. 

Table 7.1: Demographics of the Study Participants. 

Participant Age Years of 
Experience 

Postgraduate 
Qualifications 

JL 29 8 Master of Manipulative 
Physiotherapy (2001) 

AF 30 9 Master of Manipulative 
Physiotherapy (2001) 

JG 34 12 None 

7.1.2 Settings 

At the time of this study, each participant was working in a separate private practice 

in the metropolitan area of Perth, Western Australia.  Each practice was similar in 

arrangement and included individual consultation rooms and a communal reception and 

waiting area.  In each room, there was a desk and two chairs along with an adjustable bed 

for patient assessment and treatment.  Each physiotherapist was able to wear a lapel 

microphone allowing them to record their interaction with the patient in the waiting area 

and consultation room. 

All training sessions were conducted one-on-one during out of work hours at a 

location convenient to the participants.  Sessions were conducted either at the private 

practice, or at the private residence of participants. 
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7.1.3 Instrumentation 

To evaluate the impact of the training program a system was developed to analyse 

each physiotherapist’s verbal behaviour. The data recorded on audiotapes of each of the 

physiotherapist-patient consultations were coded following each session.  The coding 

system used to score verbal interactions is reproduced in Appendix C.  

Although each physiotherapist recorded 20 separate physiotherapy consultations, 

the nature of the multiple baseline research design meant that at baseline, the number of 

sessions recorded by each physiotherapist differed. For example, JL recorded 5 sessions, 

AF 7, and JG 10.  The intervention observations for each participant comprised JL 10 

sessions, AF 8 sessions, and JG 5 sessions.  Three weeks following cessation of the 

intervention five observations were undertaken of each participant.   

Prior to recording treatment sessions, the physiotherapists sought informed consent 

from each patient.  At the conclusion of each consultation, patients completed a 

questionnaire administered by the physiotherapists that comprised two sections: 

(i) Section 1 sought demographic details including: gender, age, occupation, 

description of the injury, number of other treating health professionals and 

experience as a physiotherapy patient; and  

(ii) Section 2 consisted of a 15-item Patient Satisfaction Scale that included the 13-

item Sports Injury Clinic Athlete Satisfaction Scale (SICASS) (Taylor & May, 

1995).  Even though patients in this study were not necessarily receiving 

treatment for sports injuries, it was felt that the SICASS questionnaire addressed 

a number of generic issues relating to patient satisfaction with their experiences 

in physiotherapy.  In addition, two further questions which evaluated overall 

satisfaction were added and stated: 
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 “I am satisfied with the examination and treatment provided by my 

physiotherapist for this injury.” 

 “I would recommend my physiotherapist to others (e.g., friends, family).” 

Participants responded on a 5-point rating scale anchored with the words ‘strongly 

disagree’ (score of 1), ‘disagree’ (2), ‘neither agree nor disagree’ (3), ‘agree’ (4), 

and ‘strongly agree’ (5).  A maximum likelihood factor analysis with varimax 

rotation (n=160) of the Taylor and May (1995) scale has revealed three factor 

solution with subscales labelled ‘evaluation of empathy’, ‘information given’ and 

‘competence’.  Reported alpha coefficients range from 0.73 to 0.87 indicating 

acceptable internal consistency. Interscale correlations of 0.32 to 0.58 with only 

moderate overlap suggest acceptable construct validity.   

7.1.4 Research Design 

 A multiple baseline single subject design across participants, settings and 

behaviours was used in this study for a number of reasons.   First, the impact of the 

intervention on each individual physiotherapist was of primary interest.  As Zaichkowsky 

(1980) points out, averaging results and evaluating data in group analysis ignores individual 

effects and can be misrepresentative. Second, the utilisation of a single subject design was 

well suited to the clinical situation.  Specifically, there was minimal disruption to the 

normal business operations of participating physiotherapists, which allowed some 

flexibility in delivery of training to busy practitioners.  This was essential to ensure the 

program being offered was both acceptable and achievable for physiotherapists within the 

defined timeframe. Third, a number of practical issues such as small sample size (n=3), 

limitations in time available, limitations in equipment available for training, and collection 

of data in the natural setting had to be addressed and the design was therefore appropriate.  
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Fourth, the multiple baseline design consists of a coordinated series of simple phase 

changes at different points in time after different first phase lengths, thereby allowing 

specific between-series comparisons (Barlow, Hayes, & Nelson, 1986).  As such, the 

multiple baseline design has a distinct advantage over designs with a simple phase change.   

In addition to the four points raised, Goldstein (2000) stated that although 

investigators themselves acknowledged many of the limitations of their studies, they were 

still circumspect in their reporting of dubious or no treatment effects. Goldstein (2000) 

called on researchers to produce statistical data from behavioural interventions because of 

methodological flaws in behavioural interventions to date including lack of appropriate 

controls, use of simple single subject AB designs without experimental demonstrations; and 

absence of statistical evidence to determine effectiveness and lack of data pertaining to 

maintenance.  Goldstein (2000) suggested the need for “well controlled single subject 

design experiments with a few subjects and reliable measures that relate directly to what is 

being taught” (p. 424)….“to provide interpretable data, otherwise vast emotional, 

financial, and human resources will continue to be expanded unnecessarily and unwisely” 

(p. 425).  In addition to Goldstein’s assertions, there have been issues raised relating to the 

visual analysis of behavioural data versus the statistical analysis of behavioural data. The 

most frequently used mode of analyses to date has been the visual scrutinisation of trends in 

data from which conclusions about intervention effectiveness are then drawn. Although this 

descriptive analysis provides indications of trends, it does not provide evidence of any 

significant changes in those trends. 

 The present research therefore sought to respond to the above issues by empirically 

evaluating a communication skills intervention designed to assist physiotherapists in their 

interaction with patients.  In conducting the evaluation, the research addressed many of the 

issues raised above. Specifically, in the present study a one-on-one educational program 
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was used to meet individual’s needs, a multiple baseline across participants was 

implemented in a clinical setting, and in addition to the visual analyses of behavioural 

trends, a statistical analysis of data was conducted. 

7.1.5 Intervention Program 

7.1.5.1 Baseline 

All data were collected during normal patient consultation time with each 

physiotherapist wearing audiotaping equipment to record the verbal exchanges occurring 

during each treatment session.  As previously mentioned the number of baseline 

observations varied for each participant because of the multiple baseline design. In addition 

to this, the length of time of consultations also varied.  For example, JL conducted 5 

separate patient consultations that ranged from 18.7 minutes to 34.3 minutes (mean of 24.9 

minutes).  AF audiotaped 7 separate patients consultations which ranged from 18.3 minutes 

to 35.3 minutes per consultation (mean=28.1 minutes) and JG collected baseline data from 

10 patients with duration of consultation ranging from 14 minutes to 29 minutes 

(mean=19.7). 

7.1.5.2 Intervention 

Following collection of baseline data, each participant was provided with eight-

hours of individual training in the intervention, which was an educational program designed 

to explore the nature of the physiotherapist-patient interaction and to provide a patient-

centred approach in private practice physiotherapy.   

The intervention was delivered in three sessions each of two hours duration.  In 

addition, there was a two-hour follow up session conducted with each physiotherapist to 

clarify and consolidate information.  The training program was delivered over a two-week 

period, allowing three to four days between each session.  Each participant then conducted 
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recordings as follows; JL conducted 10 separate patient consultations, which ranged from 

16.2 minutes to 31.8 minutes (mean of 25.3 minutes).  AF audiotaped eight separate 

patients which ranged from 27.3 minutes to 43.2 minutes (mean=35.8 minutes) and JG 

recorded 5 patients with duration of consultation ranging from 15.6 minutes to 32.6 minutes 

(mean=23.3 minutes). 

7.1.5.3 Maintenance 

To check for maintenance of behaviour change, five observations were made of 

each physiotherapist over a two-week period three weeks after the intervention had ceased.  

Kazdin (1982) suggests a minimum of two weeks to follow up.  The three-week period was 

chosen, as it was reasonable given the number of consultations each physiotherapist was 

required to record and was acceptable to participants.  Recordings in maintenance were as 

follows; JL consultations ranged from 18.3 minutes to 30.9 minutes duration (mean of 23.8 

minutes), AF ranged from 23.5 minutes to 41.8 minutes (mean=30.7 minutes) and JG 

consultations were from 20.8 minutes to 36 minutes (mean=28.1). 

7.1.6 The Influence the Interaction: Advanced Communication Skills for Physiotherapists 

Training Program 

The training program was designed from information gathered in Study 1 (Chapter 

4) and Study 2 (Chapter 5) and with reference to a review of the literature (Chapter 2).  The 

design of the training program is described in more detail in Chapter 6, with resources that 

were integral to the program included in Appendix D.   

7.1.7 Audiotaping Sessions 

The most common methods of data collection in studies that set out to evaluate the 

practitioner-patient interaction include self-reflection and self-evaluation of performance by 

the practitioner, real-time observation by an independent analyst, and audiotaping or 
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videotaping sessions for later analysis.  Such analysis is often conducted using a checklist 

(e.g., Interpersonal and Communication Skills Checklist (Cohen, Colliver, Marcy, Fried, & 

Swartz, 1996)) a rating scale (e.g., Medical History Taking Scale (Evans et al., 1991)) or 

with a specifically developed coding system (e.g., Medical Interaction Process System 

(Ford, Hall, Ratcliffe, & Fallowfield, 2000)).  Also, other evidence such as subjective 

evaluation by the participant (Lovett, Cox, & Abou-Saleh, 1990; Razavi et al., 1988; 

Robbins et al., 1979; Winefield, 1982); knowledge assessment (Campbell et al., 1996; 

Robbins et al., 1979; Smith et al., 1998; Smith et al., 1995); and patient outcomes, such as 

compliance and satisfaction with treatment (Sideris, Tsouna-Hadjis, Toumanidis, Vardis, & 

Moulopoulos, 1986; Smith et al., 1998; Stewart, 1984) may be sought to evaluate the 

overall effectiveness of an intervention. 

While use of audiotape data has distinct limitations for analysis of nonverbal 

behaviour in the practitioner-patient interaction, it can provide a number of advantages over 

videotaping such as being less invasive and portable.  Bain (1976) stated that tape recorded 

consultations were practical and reliable for studying the doctor-patient relationship since 

the verbal part of the consultation is probably most important.  In this present study, 

audiotaping of consultations was chosen in preference to other options for the following 

reasons: 

(i) the portability of the audiotaping equipment (i.e., it was worn by the 

physiotherapist) meant that aspects of the consultation that took place outside 

the consultation room (e.g., opening and closing of consultation) could be 

recorded; 

(ii) use of video equipment in the private practice setting was considered too 

intrusive by physiotherapists and was thus unacceptable to them; 
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(iii) the audiotaping equipment was more cost effective and readily available when 

compared to videotaping equipment; and 

(iv) due to limitations on space and thus set up of any recording equipment in the 

physiotherapy consultation rooms, the option of videotaping was not viable as 

parts of the consultation would not have been captured on camera (e.g., greeting 

the patient in the waiting area).  Further, limited camera angles would have 

meant it was unlikely both physiotherapist and patient nonverbal behaviour 

could be adequately assessed. 

It was initially proposed that physiotherapists be asked to audiotape ‘new’ patient 

consultations, or consultations with patients who they were finding ‘difficult’ to manage.  

Unfortunately, private practitioners were not willing to fulfil either of these requests.  Their 

main concern was that audiotaping an initial session might alienate a ‘new’ patient and 

result in dissatisfaction with physiotherapy or the physiotherapist.  As small business 

operators with a large proportion of their income derived from private fee-paying patients 

such a risk was unacceptable.    

On the issue of ‘difficult’ patients, the physiotherapists felt it unrealistic to collect 

data in the timeframe required because the physiotherapists perceived ‘difficult’ patients 

comprised only a small percentage of their total patient numbers.  Further, the 

physiotherapists expressed reservations to ask ‘difficult’ patients to take part in the study 

because of their limited rapport with such patients and their own discomfort at being 

recorded in an interaction that could be quite stressful.  Accordingly, a compromise was 

reached with physiotherapists whereby they agreed to audiotape a self-determined selection 

of their current patients whom they had seen on less than 10 occasions.   
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7.1.8 Coding of Data 

According to Ford et al. (2000) practitioner-patient interaction analysis involves the 

quantification of a number of predetermined behaviours of interest.  In their study, Ford et 

al. developed a coding system for analysing interviews of oncologists and patients with 

cancer as they found that existing systems were not adequate to reflect the complexity of 

information exchanged during the cancer consultation.  Similarly, in this study a specific 

coding system was created to analyse the physiotherapist-patient interaction.  Development 

of the Coding of Physiotherapist Skills (COPS) system was considered essential as no 

similar physiotherapy-based instrument was identified in the literature and the content and 

context of existing doctor-patient systems was neither directly applicable, nor relevant to 

the physiotherapist-patient interaction.  Further, the COPS system provided a specific 

instrument to evaluate skills taught in the intervention. 

The COPS system focused on the analysis of each ‘physiotherapist speaking turn’ 

during a consultation, where a speaking turn was operationalised as each discernible 

statement initiated by the physiotherapist or made in response to the patient during the 

consultation.   A full description of the COPS system codes and an example coding form 

are included in Appendix C. 

7.1.9 Inter-rater Reliability 

Kazdin (1982) cites three major reasons for assessing inter-rater reliability; (i) to 

ensure consistency of analysis; (ii) to minimise or circumvent individual observer biases, 

and (iii) to reflect that the target behaviour is well defined. 

To establish the reliability of the audiotape analysis in this study, a second person 

independent of the research project was trained in the coding system and analysed 15% of 

the audiotapes.  Training in the coding system involved education regarding definitions of a 
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speaking turn and learning the specific codes, use of the coding form and practice in the 

coding of consultations.  This education process continued for eight hours of training until 

the research assistant could confidently code the data.  When the period of training was 

over, the principal researcher and the research assistant listened to a random selection of 

audiotapes and each independently completed a separate coding form.  The level of inter-

rater reliability was calculated using the point-by-point agreement ratio (Kazdin, 1982 p.53) 

and converted to a percentage using the following formula:  

 
 
Inter-rater reliability =     x        100 
 
 
 

In this present research, the inter-rater reliability was calculated for each participant’s target 

behaviours.  Levels of inter-reliability achieved as shown in Table 7.2.  

Table 7.2: Inter-rater Reliability Expressed as a Percentage. 

 Questioning Education Counselling Other Overall 

JL 97 94.5 100 96 97 

AF 97 86 100 93 94 

JG 90 100 100 94 96 

7.1.10 Procedures 

Prior to the research, ethical approval was obtained from The Human Research 

Ethics Committee of The University of Western Australia.  Informed consent was then 

obtained from each participating physiotherapist.  At this time, demographic information 

including age, postgraduate qualifications and years of experience was also collected.   

Number of Agreements 

Number of Agreements + 
Number of Disagreements 
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Prior to collection of baseline data, a meeting was held with each physiotherapist to 

provide them with the appropriate recording equipment and instructions on how to use it, 

along with information and consent forms, and questionnaires for patient participants.  The 

researcher collected audiotapes from each physiotherapist as soon as they were completed 

to ensure they could be checked for audio quality and completeness of recording. Once 

each physiotherapist had recorded their baseline sessions, arrangements were made to 

schedule individual meeting times to deliver the training program.   

Intervention recording of patient consultations commenced one week after the final 

training session was completed and continued until each physiotherapist had recorded the 

designated number of sessions.  The five maintenance sessions for each physiotherapist 

were recorded three weeks following cessation of intervention.  Thus, each physiotherapist 

recorded a total of 20 consultations during the course of data collection.  Finally, all 

participants completed a post-intervention questionnaire, and were interviewed at the 

conclusion of the research.  The purpose of collecting this qualitative information was to 

ascertain the perceived value of the program and to provide suggestions for improvement.  

A copy of the questionnaire and transcripts of the interviews are reproduced in Appendix C. 

7.1.11 Data Analysis 

There were three components to the data analysis of this study.  First, as 

recommended in data analysis of multiple baseline designs, the graphed data were visually 

inspected for trends in intervention effects (Kazdin, 1982).  Second, the data for individual 

participants were analysed using DMITSA 2.0 (Crosbie & Sharpley, 1991) and third, 

analysis of qualitative information from semi-structured interviews and post-intervention 

questionnaire administration was undertaken.  Despite concerns about statistical evaluation 

of multiple baseline designs, statistical analysis of results from this study, in conjunction 
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with visual inspection and qualitative analysis was considered most thorough and 

appropriate.   

7.1.12 Hypotheses 

The hypotheses generated for the evaluation of the intervention were: 

Hypothesis 1: Following participation in the intervention, physiotherapists will demonstrate 

a significant increase in the number of open questions they ask patients with a 

corresponding decrease in the number of closed, leading and multiple questions that are 

asked. 

Hypothesis 2: Following participation in the intervention, physiotherapists will demonstrate 

a significant increase in supportive behaviours (i.e., counselling, positive comments) as 

indicators of adopting a patient-centred approach. 

Hypothesis 3: Following participation in the intervention there will be a significant increase 

in the provision of education in self-management by physiotherapists, indicating a patient-

centred approach.  

Hypothesis 4: Following participation in the intervention there will be a significant increase 

in the frequency of information sought by physiotherapists from patients regarding patient 

knowledge, expectations, beliefs and priorities, indicating that physiotherapists are actively 

seeking patient input. 

Hypothesis 5: Following participation in the intervention there will be a significant increase 

in the use of behaviour modification techniques (i.e., cognitive restructuring, pacing and 

goal setting). 
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7.2 Results 

Due to the complexity of the research design, the number of behaviours presented 

for each physiotherapist and the amount of data collected, results are discussed in two parts.  

In part one, visual inspection of the multiple baseline design is presented along with 

descriptions of the trends across baseline, intervention and maintenance phases.  In part 

two, participants are treated as individual case studies and data are analysed separately for 

each person.  A visual inspection is presented first, followed by statistical analysis using 

DMITSA and lastly presentation of the qualitative information collected from post-

intervention questionnaires and interviews.  Copies of the physiotherapist questionnaire, 

interview transcripts and all raw data from coding for each participant are presented in 

Appendix C. 

7.2.1 Part 1: Visual Inspection of the Overall Multiple Baseline Design 

Figure 7.1 shows the multiple baseline research design across physiotherapists.  The 

most striking feature of each of the trends, for each of the physiotherapists, across all of the 

phases is the considerable variability.  What is evident in the case of all participants is the 

absence of ascending, stable and descending trends.  There is a high degree of variability 

across each of the behaviours exhibited by participants.  It could be argued that the one 

exception to this is for the behaviour labelled education for participant JL, which appears to 

be relatively stable across each of the phases.  Closer inspection reveals, however, that 

there is a difference of approximately 10 instances in the frequency of this behaviour 

between sessions.  A detailed examination of individual participant behaviours will now be 

presented.  
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Figure 7.1: Multiple baseline design showing total behaviours for each participant. 
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7.2.2 Part 2: Analysis of Each Individual Case Study 

7.2.2.1 JL: Visual inspection of data 

Figure 7.2 shows the behaviour trends for JL across baseline, intervention and 

maintenance phases, while the rates per minute for each of these behaviours are shown 

in Table 7.3.  An inspection of Figure 7.2 reveals that multiple questioning (i.e., asking 

more than one question at the same point in time) had an initial frequency rate of zero, 

but this increased slightly during baseline.  During maintenance, rates for multiple 

questioning returned to baseline levels.  As for leading, open and closed questions, rates 

during maintenance appeared to have greater variability then during the intervention 

phase.  This pattern of responding is also evident for the behaviours labelled as 

education and other.  As can be seen in Figure 7.2, no clear trends were established 

during any of the phases.  With reference to Table 7.3, it is noticeable that rates for the 

observed behaviours per minute are relatively low, ranging for baseline from 0.65 

instances for education to 2.19 for other.  During intervention and maintenance phases, 

rates ranged from 0.54 (education) to 2.29 (other), and 0.36 (education) to 2.26 (other), 

respectively.  Table 7.3 also shows that JL’s rates (per minute) of counselling 

behaviours was almost totally nonexistent; the only recorded rate (0.16 per minute) 

occurring during session one of the intervention phase.   



 

 
 

138
 

 

 
 

Figure 7.2: Multiple baseline design showing JL behaviours in each session. 
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Table 7.3: JL Rate of Behaviours Per Minute Across Patients. 

Patient Number Questions Education Counselling Other 
1 2.24 0.83 0 3.37 

2 1.50 0.37 0 1.75 

3 1.92 0.52 0 0.85 

4 1.63 0.46 0 2.21 

5 1.76 1.07 0 2.78 

Baseline  

Mean Total Rate Per Minute 
1.81 0.65 0 2.19 

6 1.51 0.47 0.16 1.67 

7 1.50 0.31 0 1.47 

8 1.73 0.61 0 2.88 

9 2.02 0.16 0 2.90 

10 1.54 0.80 0 3.23 

11 1.78 0.83 0 1.62 

12 1.49 0.71 0 2.26 

13 2.47 0.86 0 2.35 

14 1.29 0.31 0 2.12 

15 1.65 0.31 0 2.39 

Post-Intervention 

Mean Total Rate Per Minute 
1.70 0.54 0.016 2.29 

16 0.89 0.47 0 1.79 

17 1.91 0.30 0 2.13 

18 1.15 0.44 0 1.63 

19 2.27 0.42 0 2.62 

20 1.75 0.16 0 3.11 

Follow Up Mean Total Rate Per Minute 1.60 0.36 0 2.26 
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7.2.2.2 JL: DMITSA evaluation 

In contrast to VI, the statistical analysis using DMITSA reveals significant 

changes in a number of JL’s behaviours.  Specifically, as can be seen in Table 7.4, JL’s 

multiple questioning behaviour increased from baseline to intervention (p=0.028), but 

then decreased significantly from intervention to follow up (p=0.005).  Overall, the total 

number of questions asked by JL from intervention to follow up decreased significantly 

(p=0.028).  Significant changes also occurred in the education aspects of JL’s 

behaviour, specifically in self-management where significantly less information was 

provided from baseline to intervention (p=0.045).  JL also experienced a significant 

increase in the number of positive comments given to patients from baseline to 

intervention (p=0.043).   

In summary, the statistical analysis using DMITSA reveals that although the 

purpose of the intervention program sought to encourage JL to ask questions requiring 

patients to elaborate (i.e., open questions), it had the reverse effect.  However, overall 

JL asked fewer questions in total during consultations.  With regard to providing 

patients with educational information about their condition, the only aspect in which JL 

changed her behaviour pertained to self-management where she provided less 

information (baseline to intervention).  One aspect of the intervention that appears to 

have been effective in bringing about desired changes in JL’s behaviour is in positive 

supportive comments where there was an increase.  In general, while the visual 

examination of behaviour trends suggests quite erratic fluctuations in JL’s behaviours 

from session to session; the statistical analysis indicates that the intervention was 

ineffective. 
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Table 7.4: Comparisons of JL’s Behaviour Across Phases. 

 Baseline to 
Intervention 

Intervention to 
Follow Up 

Baseline to Follow 
Up 

DMITSA F(2, 9) F(2, 9)  F(2, 4) 

 F p F p F p 

Questions       

Open 0.187 0.833 0.589 0.575 0.497 0.642 

Closed 0.255 0.780 1.663 0.243 5.974 0.063 

Leading 0.098 0.908 3.889 0.061 2.918 0.165 

Multiple 5.485 0.028* 10.404 0.005* 2.078 0.241 

Total 0.321 0.733 5.483 0.028* 2.944 0.164 

Education       

Injury 0.408 0.676 0.375 0.697 0.314 0.747 

Treatment 0.139 0.872 0.007 0.993 2.220 0.225 

Self-management 4.449 0.045* 0.453 0.650 4.957 0.083 

Other 3.726 0.066 3.119 0.094 2.234 0.223 

Total 0.631 0.554 0.181 0.837 2.354 0.211 

Counselling 2.912 0.106 / / / / 

Other       

Physiotherapist 
Requests 

0.550 0.595 0.760 0.496 1.574 0.313 

Interruptions 0.282 0.761 0.057 0.945 / / 

Negative Comments 0.559 0.590 0.467 0.641 1.889 0.264 

Positive Comments 4.564 0.043* 1.331 0.312 0.346 0.727 

Patient Input 2.912 0.106 / / / / 

Other 1.515 0.271 0.352 0.712 0.058 0.945 

Total 0.799 0.479 1.037 0.393 0.585 0.599 

*p<0.05 

/=lack of autocorrelation of data due to zero scores 
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7.2.2.3 JL: Qualitative Information from Post-Intervention Questionnaire 

 JL rated the importance of the intervention highly and found Topic 1 and 2 to be 

particularly relevant and useful.  Self-rating of knowledge, competence and confidence 

changed from low to moderate indicating an increased ability to implement skills from 

the intervention as indicated in Table 7.5. 

7.2.2.4 JL: Interview 

When sharing her experience of taking part in the intervention, JL reported that 

she had learned a lot.  She commented however, that she did not put as much time into 

applying the intervention strategies as she would have liked because she was too busy.  

She also reported some difficulties with recruiting patients and indicated she had 

audiotaped a number of patients that were ‘fairly straight forward’ from a 

communication and physiotherapy management perspective.  As such, JL emphasised 

she had learnt to clarify her thinking through questioning the patient, particularly 

regarding patient expectations.  She commented, “I think a lot of the time when I find a 

person difficult or it might just be the whole situation is difficult, is cause I think they’re 

on one wavelength but they’re actually on another.  So it [the intervention] has taught 

me to question what I’m thinking and go back and clarify what I’m thinking with the 

patient.”  JL also made the observation that for some patients, particularly those with 

chronic problems she had changed the structure of the initial consultation away from 

indepth objective examination to more time spent on the subjective component.  She 

provided an example where she had spent the entire initial consultation educating a 

patient with no ‘hands on’ treatment.  
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Table 7.5: JL Questionnaire Responses. 

Area Baseline Post-Intervention Specific comments 

Knowledge 2/7* 5/7* / 

Competence 2/7 4/7 More confident 
Realise the importance of working out 
patient agendas 

Importance 5/7 7/7 Lacked knowledge before training so 
unaware of the importance of the 
information 

Confidence 2/7 4/7 More confident in ability to get to the 
bottom of patient’s problem 

 Relevance Usefulness  

Topic 1: Physiotherapist-
patient communication 

 
7/7 

 
7/7 

 
/ 
 

Topic 2: Behaviour 
modification techniques 

 
7/7 

 
7/7 

 
/ 
 

Topic 3: Improving the 
effectiveness of the 
physiotherapist-patient 
interaction 

 
4/7 

 
5/7 

Sensory preference information will be 
more useful when I get better at it 

Intervention strengths One-on-one teaching ensuring with close support 
Helpful content 
Teaching and communication ability of instructor 

Intervention benefits Increased confidence in my ability to work out the patient’s agenda 

Areas for improvement / 

*Where 1/7=very low, 4/7=moderate, 7/7=very high 

 
JL noted that she was more conscious of specifically asking patients about their 

expectations, knowledge and beliefs, but would only tend to delve into cognitive-

behavioural issues (e.g., fear-avoidance) with patients who presented with chronic 

conditions (cf. acute injury problems).  She also reported that she asked many closed 

questions and felt this aspect of her behaviour may have worsened since the 

intervention, but did not provide an explanation for this comment. 

When asked to provide any examples of positive or negative experiences from 

implementing aspects of the intervention with patients, JL reported only positive effects.  

She shared the following patient experience, “One guy in particular…he was previously 
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a triathlete and he’d had this ongoing pain and headaches and nothing ever fixed it and 

he was very negative about coming to physio.  He had gone to see a new GP and she’d 

said to come and see us.  We spent the first session basically talking and I taught him to 

do goal setting and we did short and long-term goal setting and it really surprised me 

he did that, he was into that.  He was a classic, he had a complete splinting pattern of 

movement, he just moved in a block when he first came in.  I saw him for the last time 

two days ago and he is moving normally.  We didn’t do a lot of ‘hands on’ stuff it was 

all just education to teach him about stress and relaxation and that was quite amazing 

from my point of view that it could be that effective.” 

When asked if she felt she would have achieved the same results without the 

training program, JL felt she would not and explained that patients like the one in the 

example were generally a barrier for her because of their disorganised communication 

ability and apparent lack of motivation.  The goal setting and communication strategies 

had assisted her to improve her confidence and she felt better able to manage these 

types of clients.  In addition, JL recognised that she, not the patient, might in fact be the 

barrier to effective communication.  This is explained in the following quote, “I could 

identify the person as a whole as having some issues but maybe not what they were and 

now I realise that because of the barriers that exist for me that is why I maybe couldn’t 

identify what the problem was.  I was looking at the patient as the problem and in fact 

in some cases it was my own attitude or lack of confidence to address their concerns 

that was the problem.”  Regarding time management, JL felt that implementing the 

skills from the training program required sufficient time, which could be a problem for 

some physiotherapists.  She had managed her time by restructuring her priorities, so 

where necessary she would shorten her objective (physical) examination and take longer 

on subjective assessment (questioning and discussion).  In summary, JL reported an 
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increase in confidence to explore issues with patients and this was reinforced with a 

number of positive experiences post-intervention. 

7.2.2.5 AF: Visual inspection of data 

Figure 7.3 shows the behaviour trends for AF across baseline, intervention and 

maintenance phases, while the rates per minute for each of these behaviours are shown 

in Table 7.6.  An inspection of Figure 7.3 reveals that multiple questioning (i.e., asking 

more than one question at the same point in time) was the only questioning behaviour 

that was stable across all phases.  During intervention and maintenance phases, the rates 

for open questions appear reasonably stable.  However, for leading and closed questions 

rates during all phases appear to have great variability.  This pattern of responding is 

also evident for a number of education (i.e., injury, treatment and self-management) and 

other behaviours (i.e., other comments and PT requests).  For these behaviours, no clear 

trends were established during any of the phases as seen in Figure 7.3.  The behaviour 

labelled other education has a highly variable baseline with relatively few instances of 

the behaviour occurring in the intervention and maintenance phases.  As shown in 

Figure 7.3, the baseline and maintenance values for patient input were all zero, but an 

increase is noticeable during the intervention phase.  The behaviour labelled positive 

comments appears stable at baseline and intervention and shows a tendency to reduce at 

follow up.   

As Table 7.6 shows, rates per minute for all of the observed behaviours were 

relatively low.  The rates per minute range for baseline were 0.56 instances for 

education to 3.02 for other.  During intervention and maintenance phases rates ranged 

from 0.66 (education) to 2.80 (other), and 0.60 (education) to 2.91 (other), respectively.  

As with JL, Table 7.6 also shows that AF’s rates (per minute) of counselling behaviours  
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Figure 7.3: Multiple baseline design showing AF behaviour in each session. 

0 

5 

10 

15 

20 

25 

30 

35 

40 

Closed 
 

Baseline Intervention Maintenance

QUESTIONS

Open 

Leading

Multiple 

0 

5 

10 

15 

20 

25 
EDUCATION

Self-management Injury 

 Treatment 

  Other 

0 

10 

20 

30 

40 

50 

60 

70 

80 

90 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Other comments 

PT requests 

Positive comments 
Patient input 

OTHER

Recorded Sessions

AF 

Fr
eq

ue
nc

y 
of

 B
eh

av
io

ur
s 



 

 
 

147
 

were almost nonexistent, the only recorded rate (0.03 per minute) occurring during 

session 16 in the maintenance phase.   

7.2.2.6 AF: DMITSA evaluation 

As shown in Table 7.7, statistical analysis using DMITSA reveals significant 

changes in a number of AF’s behaviours.  Specifically, AF’s frequency of closed 

questions decreased significantly from intervention to follow up (p=0.04) and similarly 

there was a significant reduction in the total number of questions that patients were 

asked (p=0.04).   

Table 7.6: AF Rate of Behaviours Per Minute Across Patients. 

Patient Number Questions Education Counselling Other 
1 1.25 0.62 0 1.96 

2 1.20 0.76 0 2.67 

3 3.00 0.93 0 3.28 

4 1.25 0.53 0 3.30 

5 1.65 0.71 0 3.46 

6 1.76 0.57 0 3.14 

7 1.89 0.30 0 3.33 

Baseline 

Mean Total Rate Per Minute 
1.71 0.56 0 3.02 

8 1.56 0.66 0 2.26 

9 1.29 0.49 0 2.76 

10 1.36 0.50 0 2.61 

11 1.08 1.02 0 3.09 

12 1.46 0.49 0 3.00 

13 1.28 0.62 0 3.44 

14 1.80 0.54 0 2.83 

15 1.39 0.95 0 2.41 

Post-Intervention 

Mean Total Rate Per Minute 
1.40 0.66 0 2.80 

16 0.98 0.38 0.13 2.09 

17 1.52 0.76 0 3.88 

18 1.68 0.46 0 2.45 

19 0.63 0.96 0 3.07 

20 1.48 0.45 0 3.08 

Follow Up Mean Total Rate Per Minute 1.26 0.60 0.03 2.91 
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Table 7.7: Comparisons of AF’s Behaviour Across Phases. 

 Baseline to 
Intervention 

Intervention to 
Follow Up 

Baseline to Follow 
Up 

DMITSA F(2, 9) F(2,7)  F(2, 6) 

 F p F p F p 

Questions       

Open 1.323 0.314 0.572 0.588 0.427 0.671 

Closed 2.382 0.148 5.289 0.040* 2.408 0.171 

Leading 0.473 0.638 0.975 0.423 1.271 0.347 

Multiple 0.345 0.717 1.172 0.364 0.687 0.539 

Total 1.450 0.285 5.262 0.040* 3.188 0.114 

Education       

Injury 7.131 0.014* 5.645 0.035* 3.972 0.080 

Treatment 4.876 0.037* 2.159 0.186 3.927 0.081 

Self-management 0.073 0.930 0.943 0.434 2.301 0.181 

Other 0.772 0.490 1.688 0.252 1.104 0.391 

Total 1.819 0.217 1.855 0.226 4.631 0.061 

Counselling / / 14.613 0.003* 12.511 0.007* 

Other       

Physiotherapist 
Requests 

1.529 0.268 3.722 0.079 2.365 0.175 

Interruptions 0.800 0.479 1.825 0.230 12.511 0.007* 

Negative Comments / / / / / / 

Positive Comments 0.908 0.437 0.230 0.800 0.187 0.834 

Patient Input 4.273 0.050 2.549 0.147 / / 

Other 1.840 0.214 2.187 0.183 0.796 0.494 

Total 0.148 0.865 7.843 0.016* 3.432 0.101 

*p<0.05 

/=lack of autocorrelation of data due to zero scores 
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A number of significant changes were also evident in education behaviour, 

specifically AF provided significantly more education to patients about their injury 

(p=0.014) and treatment (p=0.037) after the intervention.  However, injury education 

significantly decreased in the maintenance phase (p=0.035).  Also of significance is the 

reduction in the total number of other comments made by AF to patients from 

intervention to follow up (p=0.016).  Table 7.7 shows a significant increase in 

counselling behaviour from intervention to follow up (p=0.003) and baseline to follow 

up (p=0.007) respectively.  An inspection the raw data from the recorded sessions 

(Appendix C) clearly shows that there were no instances of counselling behaviour in 19 

of the 20 sessions.  The significant finding is a result of three instances of counselling 

occurring in the first session of the follow up phase, thus providing DMITSA with an 

autocorrelation that reached significance.  In the context of the overall pattern of 

responding, however, this finding may be somewhat misrepresentative.  (It should be 

noted there is a similar occurrence for interruptions, from baseline to follow up 

(p=0.007), and again this is somewhat misrepresentative of the pattern of responding 

across phases.) 

In summary, the statistical analysis using DMITSA reveals a favourable change 

in AF’s questioning behaviour (i.e., decreased frequency of closed and total questions) 

following the intervention program.  With regard to providing patients with educational 

information about their condition, AF showed a positive change in his behaviour by 

providing more injury and treatment related information (baseline to intervention).  

However, AF’s education of patients about their injury significantly reduced during the 

maintenance phase.  Also of interest is the significant decrease in other behaviours 

(intervention to follow up).  Overall, the visual examination of behaviour trends 

suggests considerable variation in nearly all of AF’s behaviours from session to session, 

while the statistical analysis indicates that the intervention was ineffective.   
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7.2.2.7 AF: Qualitative Information from Post-Intervention Questionnaire 

As shown in Table 7.8, AF reported some improvement in his ability and rated 

the usefulness and relevance of the intervention highly. While acknowledging a number 

of strengths and benefits of the intervention, AF felt more roleplays and discussion of 

case studies would enhance the impact of the intervention. 

7.2.2.8 AF: Interview 

AF stated that the intervention had encouraged him to think about the 

physiotherapist-patient interaction from a customer service perspective.  He also 

reported trying to implement some of the cognitive restructuring principles with mixed 

success, which he attributed to possibly a lack of experience, or the situation itself.   

AF recognised that prior to the training program he might have realised there 

was a block (e.g., psychologically or behaviourally) with a patient, but that he would not 

have known what to do about it.  Now, he felt he was more attentive to the patient’s 

point of view, more aware and confident in his questioning techniques (e.g., closed 

versus leading questions) and had a greater willingness to explore issues with patients as 

they would arise.  In terms of exploring patient knowledge, beliefs and expectations, AF 

commented that he was aware of asking two or three questions on these issues with 

‘new’ patients, but was less conscious of pursuing this type of patient input with 

ongoing patients as he felt this information had usually been disclosed within the first 

three sessions. 

From a time management perspective, AF reported that asking extra questions 

(e.g.,  patient knowledge, expectations, beliefs) was time consuming, but that exploring 

the patient’s perspective at the commencement of treatment was advantageous.   
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Table 7.8: AF Questionnaire Responses. 

Area Baseline Post-Intervention Specific comments 

Knowledge 5/7* 7/7* Intervention directed me to consider 
consciously implementing a variety of 
techniques through my questioning of 
patients.  Also, provided me with the 
ability to consider using specific 
behaviour modification techniques in my 
interactions with patients 

Competence 4/7 6/7 Training provided a structure to achieve a 
patient-centred approach 
I am more conscious of the way my 
behaviour may directly affect the patient 

Importance 4/7 6/7 Intervention increased my awareness of 
the relationship between patient 
satisfaction, compliance and expectations  

Confidence 5/7 7/7 My confidence has greatly improved due 
to improvement in competence.  I am now 
confident to identify the patient agenda 
and nonphysical issues which may affect 
treatment and have a structure in place to 
address these issues 

 Relevance Usefulness  

Topic 1: Physiotherapist-
patient communication 

 
6/7 

 
6/7 

More discussion of individual case 
examples would be useful 
Hugely practical 

Topic 2: Behaviour 
modification techniques 

 
6/7 

 
7/7 

Very useful to have a structure in place to 
deal with individuals 
 

Topic 3: Improving the 
effectiveness of the 
physiotherapist-patient 
interaction 

 
6/7 

 
5/7 

Informing individuals of other cues to 
identify patient’s sensory preferences 
would be relevant 
I need to develop my awareness of sensory 
preferences before getting the full benefit 
out of this topic 

Intervention strengths The training was broken up into logical, practical and easy to apply sections 
Highly relevant to every encounter in clinical practice 
Provides the individual practitioner with less ‘physical’ focus and more overall 
client satisfaction focus 

Intervention benefits See comments related to knowledge and competence 

Areas for improvement More roleplay or specific examples to practice implementation of cognitive 
behavioural, operant conditioning and goal setting strategies 

*Where 1/7=very low, 4/7=moderate, 7/7=very high 

 
He noted this approach could reduce the overall time spent with the patient because 

service provision could be directly tailored to meet patient needs, rather than be 

physiotherapist driven. 
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Of the behaviour modification skills taught in the intervention, AF reported 

operant conditioning, cognitive restructuring and pacing were areas where he had 

improved.  However, goal setting was a strategy he did not feel he handled well prior to, 

or after training and attributed this to the type of clientele he sees (i.e., people with more 

acute injuries versus chronic problems). Further, the sensory preference area (i.e., Topic 

3) was something where AF felt he needed to get more experience.   

When asked if he felt it was likely the audiotapes would reveal any changes in 

his behaviour, he suggested that it was likely analysis would detect changes in his 

questioning skills, and in exploring the patient’s perspective.  However, based on the 

patients he had audiotaped, AF did not expect behaviour modification techniques would 

be detected. 

From AF’s point of view, the content of the training program was delivered 

quickly.  He suggested taking more time to present the information and suggested it 

would be valuable for physiotherapists to share more case histories of their patients and 

to get more ideas from the facilitator/educator on how to respond in different situations.  

He felt the one-on-one training was useful because he could ask questions regarding his 

patients specifically, but also felt that in a small group training program (i.e., three to 

five people) hearing other physiotherapists’ experiences would be beneficial.  In 

commenting on the overall impact of the training program, AF stated, “It gave me far 

more skills in learning to recognise when you might need to deal with things other than 

purely the physical, and also how to meet the expectations of people coming through the 

door in all shapes and forms, and all stages of injury rehabilitation.”   

7.2.2.9 JG: Visual inspection of data 

Figure 7.4 shows the behaviour trends for JG across baseline, intervention and 

maintenance phases, while the rates per minute for each of these behaviours are shown 

in Table 7.9.  An inspection of Figure 7.4 reveals that multiple questioning (i.e., asking 
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more than one question at the same point in time) had very low frequency rates, while 

closed questioning generally had the highest rates and variability across all phases.  This 

pattern of variability in responding is also evident for the behaviours labelled as 

education and other (PT requests and other behaviours).  As can be seen in Figure 7.4, 

no clear trends are established during any of the phases.  The baseline and maintenance 

values for positive comments are variable with a trend indicating a reduction in positive 

comments evident at follow up.  As shown in Figure 7.4, the baseline values for patient 

input were all zero, but an increase is noticeable during the intervention phase that is 

maintained at follow up.  With reference to Table 7.9, it is noticeable that rates for the 

observed behaviours per minute are relatively low and tend to decrease across phases.  

At baseline, rates range from 0.99 instances for education to 4.52 for other.  During 

intervention and maintenance phases rates ranged from 0.96 (education) to 3.88 (other), 

and 0.53 (education) to 1.67 (other), respectively.  Table 7.9 also shows that JG’s rates 

(per minute) of counselling behaviours were nonexistent at baseline and intervention; 

the only recorded rate (0.05 per minute) occurring in session 19 during maintenance.   

7.2.2.10 JG: DMITSA evaluation 

The statistical analysis using DMITSA reveals significant changes in the category of 

other behaviours for JG as shown in Table 7.10.  Specifically, JG’s attempts to seek 

patient input were significantly increased from baseline to intervention (p= 0.003) and 

from baseline to follow up (p=0.019).  In addition, other comments exhibited by the 

physiotherapist in consultations with patients significantly reduced (p=0.026), along 

with the total other category (p=0.039).  Table 7.10 indicates a significant increase in 

JG’s counselling behaviour from baseline to follow up (p=0.019).  However, as for AF, 
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Figure 7.4: Multiple baseline design showing JG behaviours in each session.
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Table 7.9: JG Rate of Behaviours Per Minute Across Patients. 

Patient Number Questions Education Counselling Other 
1 1.85 1.19 0 7.08 

2 1.75 0.73 0 4.42 

3 2.50 1.07 0 2.64 

4 2.56 1.38 0 3.84 

5 2.57 1.14 0 4.80 

6 1.13 0.69 0 3.39 

7 1.88 0.59 0 2.94 

8 1.32 1.07 0 5.37 

9 1.03 1.10 0 3.31 

10 1.94 0.97 0 7.39 

Baseline 
Mean Total Rate Per Minute 

1.85 0.99 0 4.52 

11 1.60 1.15 0 6.15 

12 0.87 1.20 0 3.43 

13 1.19 0.87 0 3.32 

14 1.64 0.90 0 4.34 

15 1.32 0.67 0 2.15 

Post-Intervention 

Mean Total Rate Per Minute 
1.32 0.96 0 3.88 

16 0.93 0.70 0 1.47 

17 1.61 0.71 0 1.69 

18 1.65 0.35 0 1.84 

19 0.92 0.58 0.05 1.61 

20 1.72 0.33 0 1.72 

Follow Up Mean Total Rate Per Minute 1.37 0.53 0.01 1.67 
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Table 7.10: Comparisons of JG’s Behaviour Across Phases. 

 Baseline to 
Intervention 

Intervention to 
Follow Up 

Baseline to Follow 
Up 

DMITSA F(2, 9) F(2, 4)  F(2, 9) 

 F p F p F p 

Questions       

Open 1.005 0.404 0.248 0.792 1.400 0.296 

Closed 2.184 0.169 1.272 0.374 0.240 0.792 

Leading 1.925 0.201 2.825 0.172 1.319 0.314 

Multiple 0.230 0.799 0.015 0.985 0.086 0.918 

Total 3.437 0.078 2.137 0.234 1.331 0.512 

Education       

Injury 1.315 0.316 2.285 0.218 0.408 0.677 

Treatment 0.103 0.903 2.190 0.228 2.253 0.161 

Self-management 0.718 0.514 2.307 0.216 2.299 0.156 

Other 3.386 0.080 0.518 0.631 2.700 0.121 

Total 0.043 0.958 0.202 0.825 1.198 0.346 

Counselling / / 1.889 0.264 6.379 0.019* 

Other       

Physiotherapist 
Requests 

1.830 0.215 1.863 0.268 2.110 0.177 

Interruptions 0.071 0.932 0.124 0.887 2.492 0.138 

Negative Comments 0.339 0.772 0.130 0.882 / / 

Positive Comments 0.240 0.791 0.591 0.596 2.672 0.123 

Patient Input 12.354 0.003* 6.317 0.058 6.379 0.019* 

Other 2.584 0.130 0.914 0.471 5.604 0.026* 

Total 1.352 0.306 6.428 0.056 4.729 0.039* 

*p<0.05 

/=lack of autocorrelation of data due to zero scores 
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an inspection of Appendix C, which presents the raw data from the recorded sessions 

for JG, clearly shows that there were no instances of counselling behaviour in 19 of the 

20 sessions.  This significant finding is a result of two instances of counselling 

occurring in the fourth session of the follow up phase, thus providing DMITSA with an 

autocorrelation that reached significance.  In the context of the overall pattern of 

responding however, this finding may be somewhat misrepresentative. 

 In summary, the statistical analysis using DMITSA reveals that although the 

purpose of the intervention program sought to encourage JG to ask questions requiring 

patients to elaborate (i.e., open questions), it had no effect on questioning behaviour.  

One aspect of the intervention that appears to have been effective in bringing about 

desired changes in JG’s behaviour was the action of seeking patient input.  However, in 

general, the visual examination of behaviour trends suggests highly variable fluctuations 

in JG’s behaviours from session to session and the statistical analysis indicates that the 

intervention was ineffective.  

7.2.2.11 JG: Qualitative Information from Post-Intervention Questionnaire 

 As shown in Table 7.11, JG ranked the relevance and usefulness of the 

intervention highly with concomitant improvements in knowledge and confidence.  She 

declared that her strong belief in the importance of effective communication in the 

physiotherapist-patient interaction was reaffirmed by the intervention.   
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Table 7.11: JG Questionnaire Responses. 

Area Baseline Post-
Intervention 

Specific comments 

Knowledge 4/7* 6/7* Improved awareness of CBT and NLP 
Improved knowledge through self-evaluation 
and reflection of general communication skills 
More aware of aspects of SMARTER (goal 
setting) that I could be using more 

Competence 4/7 5/7 Acknowledgment of my strengths and 
communication skills already being used was 
reaffirming and increased my confidence 
I feel I have made some improvement, but I am 
still processing the information.  I am using 
different parts according to different patient 
needs   
I am more conscious of listening to patient 
information without directing the patient 

Importance 7/7 7/7 I have always thought communication skills are 
highly underrated in physiotherapy.  It provides 
the means to connect with another person.  
Without connection it is difficult to facilitate 
change 

Confidence 4/6 6/7 Through the process of self-reflection and 
discussion of communication skills already 
used I felt this acknowledged my strengths and 
the value of what I think is extremely 
important.  As such my confidence has 
improved 

 Relevance Usefulness  

Topic 1: Physiotherapist-
patient communication 

 
7/7 

 
7/7 

 
/ 

Topic 2: Behaviour 
modification techniques 

 
6/7 

 
7/7 

Would have liked more information on CBT 
 

Topic 3: Improving the 
effectiveness of the 
physiotherapist-patient 
interaction 

 
7/7 

 
7/7 

Exciting and stimulating to think about visual, 
auditory and kinaesthetic learning (NLP) 

Intervention strengths One-on-one instruction was good and felt safe 
Excellent content 
Organisation and facilitation by instructor excellent 

Intervention benefits The process of reflection and self-evaluation of communication skills 
Improved awareness to think through the physiotherapist and patient agendas 
NLP (Topic 3) 

Areas for improvement / 

*Where 1/7=very low, 4/7=moderate, 7/7=very high 
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7.2.2.12 JG: Interview 

When discussing her experience of taking part in the intervention, JG stated that 

she had found the process of reflection on her own practice useful.  In addition, she 

noted that thinking about and addressing the patient’s agenda, along with the behaviour 

modification component were most beneficial for her.  She stated, “If anything shone 

out it would be, interestingly I’d heard about cognitive-behavioural therapy but didn’t 

really know much about it, and although I was doing it to a certain degree its made me 

more explicit about ensuring patients have a good grasp of what it is.  So just breaking 

it down a bit more and being explicit in relation to the tasks they are trying, or wanting 

to do and helping them understand more about why they do need to pace themselves.”.     

JG felt that asking questions about patient expectations in more depth than was 

her usual practice took her out of her ‘comfort zone’ partly because her personality was 

non-confrontational, but also because of a lack of awareness and previous education in 

physiotherapy on how to explore relationships.  She stated, “I think you are going 

beyond your comfort zone a little bit just asking what a patient’s beliefs and 

expectations are.  I have done that and only had a positive outcome, but I think that it 

does push you a bit beyond your usual comfort zone.   You may have thought you knew 

what their expectation would be, intuitively knew so then you are pushing yourself to 

test if it’s accurate. I think your questions are usually more physically orientated, they 

may engage mental and emotional aspects.  Commonly I would ask, “What is your main 

goal for being here?”  “What are you hoping to achieve?” but I wouldn’t have explored 

the beliefs and expectations to the same depth.” 

JG reported changing her behaviour in a number of areas following the 

intervention.  Specifically, she felt that she was more aware of letting the patient lead in 

the subjective interview, that her listening skills had improved and she was involved in 

collaborative goal setting with her patients. 
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When discussing the issue of time management JG stated that extra time was 

initially required to implement the skills, but also suggested she could implement one or 

two aspects from the training without adding extra time to the consultation.  She also 

added that since she had full control of patient bookings she was able to schedule her 

time according to patient needs, so taking extra time when necessary was not an issue.  

When asked about the duration of training, JG indicated she felt a similar duration and 

structure to the current program including a follow up session to consolidate learning 

would be beneficial in the delivery of future training. 

JG stated that she felt that analysis of her behaviour from tape recorded sessions 

would show small changes in aspects related to exploring patient knowledge, beliefs 

and expectations and with goal setting.  However, she felt there would only be one or 

two issues detected from each of the post-intervention tapes.   

Overall, JG reported that the training program had been a valuable learning process that 

she would strongly recommend to her colleagues.  She commented, “Overall I thought 

the intervention was excellent.  I thought it was extremely valuable.  I am extremely 

glad I was able to take part and I think it is really essential.  I think it should be an 

essential part of either undergraduate or postgraduate training.  It is probably 

something that although at an undergraduate level would be useful, it is actually 

probably deeper learning which comes with more experience and being able to reflect 

on how you practice.” 

7.2 Patient Satisfaction Data 

As shown in Table 7.12, all patients rated each physiotherapist positively on 

each of the four subscales relating to patient satisfaction indicating they were happy 

with their physiotherapist and the treatment provided.
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Table 7.12: Patient Satisfaction Scores for Each Physiotherapist. 

 JL AF JG 

   E=empathy (/30)     I=information given (/20)     C=Competence (/15)     O=overall satisfaction (/10)    

Patient E I C O E I C O E I C O 

1 29 17 13 9 24 16 10 7 30 17 11 10 

2 29 17 14 10 / / / / 28 17 14 10 

3 22 16 10 7 23 15 9 8 / / / / 

4 30 19 15 10 26 18 14 9 24 16 12 9 

5 27 15 12 8 29 20 15 10 29 19 15 10 

6 20 16 12 8 30 20 15 10 24 16 13 8 

7 28 14 15 10 24 19 15 10 23 17 14 10 

8 28 19 15 10 / / / / 21 11 11 8 

9 / / / / 26 17 14 10 24 14 12 8 

10 23 18 15 10 30 19 15 10 30 18 15 10 

11 / / / / 24 17 12 8 28 14 14 8 

12 27 17 13 10 29 15 12 8 29 19 12 10 

13 24 16 12 8 24 16 12 8 / / / / 

14 30 16 15 10 21 15 14 9 25 18 11 8 

15 23 15 12 6 22 15 14 6 22 16 13 8 

16 27 16 12 9 / / / / / / / / 

17 27 15 14 9 30 20 15 10 23 17 14 8 

18 30 20 15 10 26 13 14 10 27 19 14 10 

19 29 14 15 10 23 16 13 8 30 20 15 10 

20 28 18 9 8 21 9 9 7 30 20 15 10 

AV 27 17 13 9 24 17 13 9 26 17 13 9 

*/=missing data 
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7.3 Reiteration of Hypotheses 

Given that the results were presented for each individual participant it was 

inappropriate (and difficult) to restate the hypotheses within the presentation of results 

section and to claim whether they were supported or not.  Therefore, each hypothesis is 

now restated and a conclusion about their testability is included. 

Hypothesis 1 which stated that following participation in the intervention, 

physiotherapists will demonstrate a significant increase in the number of open questions 

they ask patients with a corresponding decrease in the number of closed, leading and 

multiple questions that are asked was not supported.  While two physiotherapists (JL 

and AF) showed a reduction in the total number of questions asked, and AF reduced the 

number of closed questions he asked from intervention to follow up, no physiotherapist 

showed a significant increase in the number of open questions asked.    

Hypothesis 2 which stated that following participation in the intervention, 

physiotherapists will demonstrate a significant increase in supportive behaviours (i.e., 

counselling, positive comments) as indicators of adopting a patient-centred approach 

and this hypothesis is partially supported.  Specifically, JL demonstrated a significant 

increase in positive comments made to patients from baseline to intervention.  However, 

this behaviour was not maintained by JL at follow up. 

Hypothesis 3 which stated that following participation in the intervention there 

will be a significant increase in the provision of education in self-management by 

physiotherapists, indicating a patient-centred approach is not supported.  One 

physiotherapist (JL) demonstrated a significant reduction in provision of self-

management strategies from baseline to intervention, while the other two 

physiotherapists experienced no significant change in this behaviour. 

Hypothesis 4 which stated that following participation in the intervention there 

will be a significant increase in the frequency of information sought by physiotherapists 
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from patients regarding patient knowledge, expectations, beliefs and priorities, 

indicating that physiotherapists are actively seeking patient input is partially supported.  

One physiotherapist (JG) demonstrated a significant increase in seeking patient input 

following the training program.  

Hypothesis 5 which stated that following participation in the intervention there 

will be a significant increase in the use of behaviour modification techniques (i.e., 

cognitive restructuring, pacing and goal setting) is not supported.  No participants 

experienced a significant increase in their use of these techniques.   

7.4 Discussion 

The third study of this thesis set out to determine the efficacy of a training 

program specifically designed to teach physiotherapists skills to improve the 

physiotherapist-patient interaction using a patient-centred approach.  A visual 

examination of data trends showed that the three physiotherapists involved in the 

educational program demonstrated highly variable patterns of behaviour, while a 

statistical evaluation showed significant changes in only a small number of behaviours 

within and across a limited number of phases.  In terms of the hypotheses that were 

formulated, there was partial support for Hypotheses 2 and 4, but the remaining 

hypotheses were not supported, thereby demonstrating the relative ineffectiveness of the 

program in its current form.  Nonetheless, qualitative data revealed that all 

physiotherapists reported favourably on the importance of, relevance and usefulness of 

the skills taught in the intervention.  Furthermore, all stated that they would recommend 

the training program to other physiotherapists.   

To provide elucidation of the findings in the present study there are a number of 

design features and associated issues related to the intervention that require further 

elaboration.  First, the duration of the intervention program was only eight-hours and 

training was delivered over a two-week period.  Coupled with this is the concern that 
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the intervention may have been too ambitious with too many skills being taught in the 

timeframe allowed.  When interviewed AF suggested increasing the duration of the 

intervention and delivery period to allow more time for practice and consolidation of 

learning.  In addition, reducing the teaching content in areas like behaviour modification 

techniques to one or two skills, rather than four as was the case in the current 

intervention could overcome this potential weakness.  Aspegren (1999) suggests that 

program duration of one day or less will be ineffective, but programs of shorter duration 

have been shown to be effective (Maguire et al., 1977; Rutter & Maguire, 1976; 

Schreier & Dub, 1981), which may be related to choice of analytical methods, rather 

than quality of the intervention per se.  By using a multiple baseline design with a high 

level of scrutiny through visual inspection, quantitative and qualitative data analysis, 

this study addressed concerns that have been raised about the methodological rigor of 

behavioural interventions (Goldstein, 2000).  Despite the lack of potent intervention 

effects with visual inspection, a small number of significant changes were evident with 

statistical analysis and in a complex clinical environment where it is difficult to control 

variables this finding suggests the intervention may have potential with further 

development.   

Second, the selection of patients who were audiotaped by the physiotherapists 

may have been a confounder in that they did not provide clear opportunities for the 

participants to apply the skills taught in the intervention.  Specifically, the patients were 

ongoing (i.e., required to have had less than 10 treatments), rather than ‘new’ patients 

and were chosen by the physiotherapists thus raising the possibility of sample bias (i.e., 

they are likely to have chosen patients with whom they were feeling confident and 

interacting well).  Consequently, the opportunities to implement the full range of 

intervention skills taught may have been limited.  JL endorsed this view commenting 

that she had chosen a number of ‘straight forward’ patients and had subsequently found 
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it unnecessary to apply certain intervention skills with them.  In addition, AF 

commented that most of his patients had acute rather than chronic injury presentations 

and this had influenced the communication techniques he had implemented with them.   

Initially, the intention was to audiotape patients attending for (i) their first 

consultation with the physiotherapist, or (ii) ‘difficult’ patients as it was anticipated that 

physiotherapist behaviour would be most strongly directed to relationship building in 

conjunction with exploration of physical, psychological and social parameters of the 

patient’s illness or injury in a first encounter.  Physiotherapists in this study raised 

objections about involving ‘new’ patients whose behaviour and injury problem were as 

yet unknown, or ‘difficult’ patients where interactions might be stressful for them.  As 

fee-for-service providers in the private sector, physiotherapists were not willing to 

expose themselves, or their patients to potentially stressful negative experiences.  While 

such an issue might be more easily dealt with in the outpatient department of a large 

teaching hospital (e.g., a specifically designated room with video or audiotape 

equipment and patients informed that their consultation will be recorded with their 

consent for training purposes), in private practice it is not so easily resolved.  In the 

present research, a compromise was reached to ensure acceptability to clinicians. 

The diversity of patient demographics (e.g., age, occupation, previous 

physiotherapy experience, types of injury problems), variability in duration of 

consultation times and number of treatments provided prior to being audiotaped may 

also provide an explanation for the variability in behaviours measured.   

The small sample size and single setting also limits generalisation of findings.  

In an attempt to address the issue of sample size and therefore lack of experimental 

control, a multiple baseline single subject research design was used.  The intervention 

program was designed and tailored to meet individual needs, maintenance checks were 

conducted three weeks following the cessation of the program, and in addition to visual 
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inspection of behavioural data, statistical analysis of the time series data was conducted.  

In physiotherapy, this appears to be the first time that such a statistical analysis has been 

conducted, in this type of study.  In doing so, the present study addressed many of the 

issues raised by Goldstein (2000) regarding testing the efficacy of behavioural 

interventions.  In responding to the claims made by Goldstein, the present research may 

have strengthened the rigour of evaluation but inherently weakened the measurable 

outcomes of the research. 

The patient satisfaction data indicated that patients who participated in the study 

were happy with their physiotherapist and the treatment that was being provided.  This 

endorses the likelihood that physiotherapists chose patients who they felt most 

comfortable with and this was reciprocated, as well as indicating that patients perceived 

their physiotherapist to be an effective communicator and able clinician. 

In conclusion, the findings indicate that while the intervention was generally 

ineffective, the participating physiotherapists were favourably disposed to its usefulness 

and relevance.  Furthermore, these participants made a number of valuable suggestions 

including, more case studies for discussion, extending the duration of the intervention, 

and allowing more time for consolidation of learning.  Based on the findings from this 

preliminary study, the intervention shows some potential and with further development 

may prove to be effective.  Further research to establish a trustworthy intervention for 

private sector physiotherapists is warranted.  The next step might be to evaluate the 

revised intervention in other settings where work demands, expectations and general 

patient characteristics differ (e.g., public sector and musculoskeletal, neurology and 

cardiorespiratory specialities, student physiotherapists) and to look at longitudinal 

research designs to determine if positive results can be maintained.  
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CHAPTER 8 

Summary of Research 

8.0 Introduction 

The purpose of this research project was to advance the current knowledge base 

relating to aspects of the physiotherapist-patient interaction in private practice 

physiotherapy and to explore the impact of a communication skills program on 

physiotherapists’ behaviour in clinical practice.   

Three studies were conducted.  The first two studies focused on the 

physiotherapist-patient interaction and utilised the NGT, a qualitative methodology to 

seek input from each group.  The findings from Study 1 and 2 contributed to the 

development of Study 3, evaluation of a communication skills intervention that was 

implemented with three physiotherapists using a multiple baseline single subject design.   

The following section will present an overview of each study and conclude with 

recommendations for future research. 

8.1 Summary and Implications 

8.1.1 Study 1 

The purpose of this study was to gain an understanding of the ‘difficult’ patient 

in physiotherapy, to determine management strategies for dealing with these patients, 

and to explore physiotherapist expectations.  The outcome of Study 1 was a qualitative 

description of the typology of a ‘difficult’ patient in private practice physiotherapy, 

which shared a number of similarities with the same construct in medicine.   As with 

doctors, the physiotherapists in this study identified a number of difficult patient 

characteristics such as dependent, passive or ‘know-it-all’ type behaviours to be more 

problematic than physical issues.  In addition, patient expectations were noted to be 

problematic for physiotherapists, but physiotherapists in this study did not identify the 
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strategy of actively exploring patient expectations.  Instead, physiotherapists indicated 

they would like to learn further skills to improve their communication ability and 

behaviour modification techniques that they could apply in ‘difficult’ patient situations.  

It is therefore advisable that future training for physiotherapists includes opportunities 

to enhance self-awareness and self-reflection skills, addresses shortfalls in 

communication skills (e.g., questioning in the psychosocial domain), and includes 

behaviour modification techniques.  In adopting these skills, physiotherapists will 

provide a patient-centred approach that actively explores both the patient’s and 

physiotherapist’s agenda.  If such action is taken, the likelihood of a failure on the 

physiotherapist’s behalf to explore patient priorities and perspectives will be reduced 

and the potential to optimise the physiotherapist-patient interaction will be enhanced.   

Although this research was based on a small number of participants (n=37) from 

only one setting and therefore findings are not generalisable, similarities with existing 

medical research were evident.  This study has provided further elucidation of the 

physiotherapist-patient interaction from the physiotherapist’s perspective.  The next step 

was to get the patients perception of the therapeutic relationship, as both viewpoints 

were considered equally important and necessary before an appropriate communication 

skills program for physiotherapists could be designed and offered.   

8.1.2 Study 2 

Study 2 set out to explore the patient’s perspective on the physiotherapist-patient 

interaction in the private sector.  The purposes of this study were to identify the qualities 

of a ‘good’ physiotherapist, to examine the characteristics of good and bad experiences 

in physiotherapy, and to explore patient expectations.   

 The importance of effective communication skills was highlighted when this 

issue was ranked first or second by all groups of patients in the study as the most 

essential quality of a ‘good’ physiotherapist.  Similarly, good experiences in 
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physiotherapy related to communication ability of the practitioner, while bad 

experiences were indicative of issues with the service and communication.  The 

expectations of patients were strongest in the physical domain.  However, while 

physiotherapists could identify the broad range of patient expectations with some degree 

of accuracy, priorities were mismatched.  This difference highlights the importance of 

physiotherapists actively exploring patient expectations prior to commencing treatment, 

and regularly rechecking throughout the interaction to ensure both parties are in 

agreement.  

8.1.3 Study 3 

In consideration of the findings from Study 1 and Study 2, and following a 

review of the literature, a communication skills intervention was designed to assist 

physiotherapists in improving their communication skills using a patient-centred 

approach.  Evaluating the efficacy of this intervention was the main purpose of Study 3. 

A multiple baseline single subject design across behaviours, settings and 

participants was used with each physiotherapist audiotaping a number of patient 

consultations (n=60).  Coding of verbal behaviour was undertaken pre-, post- and during 

a maintenance phase three-weeks after the intervention was completed.  Visual 

inspection of behavioural trends, statistical analysis and content analysis of qualitative 

interviews were employed to evaluate the impact of the intervention.  The most 

outstanding feature of visual inspection of data was the highly variable patterns of 

behaviour data for each physiotherapist, with no clear trends established at any phase of 

the study.  Statistical evaluation showed a small number of significant changes for each 

participant in only a small number of phases.  However, qualitative data provided 

positive support for the intervention from all participants who said they would 

recommend the training program to colleagues.  The findings from this study suggest 
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that with further development the program may prove useful to facilitate behaviour 

change among physiotherapists.   

8.2 Recommendations for Future Research 

The intention of this research project was to advance the current knowledge base 

relating to aspects of the physiotherapist-patient interaction in private practice 

physiotherapy and to examine the efficacy of a continuing education program focusing 

on improving physiotherapists’ communication skills using a patient-centred approach.  

On the one hand, the project has been successful in providing information of interest 

and importance to practitioners regarding the process of communication in 

physiotherapy.  However, like all relatively unexplored areas of research endeavour, this 

project uncovered many more questions than it provided answers.  Consequently, there 

are a number of aspects of communication that warrant further study, which will now be 

discussed. 

1. The physiotherapist-patient interaction: Where to from here? 

 Findings from Study 1 were supportive of those that have previously been 

reported in the medical literature regarding attributes of the difficult patient (Corney et 

al., 1988; Gerrard & Riddell, 1988; Groves, 1978; Steinmetz & Tabenkin, 2001).  Given 

it is the behavioural attributes of patients that are considered most problematic for 

practitioners, having greater self-awareness of the impact of these ‘difficult’ patients on 

physiotherapist behaviour would be most beneficial and has already been recommended 

(Groves, 1978).  There are a number of ways to achieve greater self-awareness and self-

reflective ability including; (i) establishing a mentoring program for practitioners so that 

they can share ‘difficult’ patient experiences with more skilled practitioners.  Such a 

program could be conducted in person, by phone or over the internet; (ii) maintaining a 

self-reflective journal; (iii) communication skills training, in particular identifying 

patient and practitioner nonverbal cues, and (iv) roleplays with peers acting as 
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‘simulated’ patients.  If one has personally experienced a ‘difficult’ situation they will 

be able to act it out while reconnecting to the thoughts, feelings and behaviours that 

were exhibited at the time.  The benefit of this situation is that it is much more powerful 

than an abstract scenario, because the practitioner can verbalise their self-reflections and 

get feedback as the situation unfolds.  In addition, the case study can be acted out at the 

pace considered most helpful by the learner. 

 It would seem most appropriate that any further research on the ‘difficult’ 

patient construct should focus on the interaction rather than on one, or other individual.  

The success of changing difficult behaviour will depend on the practitioner 

acknowledging his or her own discomfort and taking some action him or herself, rather 

than trying to change the ‘difficult’ patient.  This wielding of authority of practitioner 

over patient has previously shown to be unhelpful in the difficult practitioner-patient 

relationship (Eggly & Tzelepis, 2001).   

 Another topic worthy of further study in the physiotherapist-patient interaction is 

the impact of gender differences.  Gallois et al. (1979) identified differences in 

nonverbal behaviour as a function of gender of the therapist.  With a higher percentage 

of women in the profession (Private Practitioners Group, 1998), physiotherapists as a 

group may be better communicators than health professions that are male dominated 

(e.g., medicine).  In addition, male students training to become physiotherapists may 

require additional input in communication skills training and benefit from exposure to 

highly skilled male physiotherapists whose behaviour they can be encouraged to model. 



 

 
 

172
 

2. The physiotherapy experience: The patients’ perspective 

 Study 2 provides unique insight into the patient experience and is the first study 

of its kind to elucidate patient concerns in the private sector.  More research similar in 

nature is warranted.  It would be beneficial for private practitioners to identify the 

demographics of their patient base, and then to actively seek to engage their clientele to 

glean input on issues such as quality of service delivery (i.e., interpersonal skills and 

technical skills) and areas for improvement.  Sampling larger groups and patients in 

different areas of specialty (e.g., public and private sector, neurology, orthopaedics and 

cardiorespiratory disciplines) would provide more scope and enable some 

generalisability of findings.  Survey methods do have a place, but in order to get both 

richness and depth of information, qualitative methods such as those employed in Study 

2 (the NGT) and one-on-one interviews continue to have an important role to play.  

Given the most valued entity to a business focused on customer service and quality 

assurance is the consumer, it is important to explore patient expectations, needs and 

feelings.  Furthermore, involving patients directly in the planning and evaluation of 

communication skills training has merit and should be encouraged (Cooper & Mira, 

1998).   

3. Communication skills training for physiotherapists: The next stage 

 The importance of communication skills training is not in dispute.  However, 

more studies involving methodologically sound interventions are required.  Although 

the current research involved a small sample size, the research design was rigorous and 

allowed thorough evaluation of the program.  The program in its current form was 

found to be generally ineffective, although it was highly valued by participants and 

produced a small number of significant effects.  With some revision of the program, 

such as increasing the duration of training, reducing the number of skills taught, 

allowing more time between sessions for consolidation and practice of the skills and the 
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utilisation of more case studies from participants’ own clinical experiences, more 

research using the revised program is warranted.  However, given the time constraints 

on private practitioners and the labour intensive nature of experiential methods of 

teaching and evaluation, it would be useful to retest the revised intervention with a 

small sample in the first instance to verify its effectiveness before launching it on a 

larger scale.  Furthermore, it would be worthwhile to ensure that physiotherapists were 

likely to apply the skills taught in the intervention (e.g., through selection of ‘new’ or 

‘difficult’ patients to evaluate).  This would address one of the limiting factors in the 

current research (i.e., Study 3).  Specifically, in new or difficult situations, 

physiotherapists would be more likely to apply the full range of intervention skills.  This 

was not the case in Study 3, where physiotherapists reported selecting some patients 

who they felt were straightforward.  In these uncomplicated cases, physiotherapists 

reported they did not employ the range of skills they had learned as part of the 

communication skills training program.    

 Another area that requires attention involves the evaluation of nonverbal 

behaviour as well as verbal behaviour.  In the context of communication, nonverbal 

behaviour is considered to convey more important messages than verbal behaviour and 

so must warrant more attention in the training and evaluation of physiotherapist 

behaviour (Mehrabian, 1968).  However, videotaping of consultations would be 

required and that may be difficult depending on the setting (e.g., private versus public 

sector), availability of equipment and space requirements.  Regardless, good quality 

images of both the patient and therapist are required throughout the consultation to 

enable evaluation of nonverbal behaviour.  Another option would be to videotape a 

subcomponent of the consultation (e.g., the opening, the subjective assessment) as this 

would be more straightforward.   
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 A further area of research interest would be to evaluate the nature of the 

experiential methods employed in the educational process to determine if some 

approaches are more effective than others are.  This would be very helpful given the 

fiscal constraints that both researchers and institutions generally face.  If a particular 

method can be shown to produce results, be cost-effective, easy to apply and time 

efficient it will rapidly become the educational method of choice.  At this stage, there is 

no research evidence that provides that type of information.   

 For future communication skills research in the clinical setting, it would be 

helpful to choose a more homogenous sample where factors such as patient visits, injury 

type (e.g., compensable versus private), previous physiotherapy experience and injury 

region were considered.  This would reduce that number of confounds that might have a 

destabilising effect on data trends.  Finally, the real effectiveness of any program is 

determined when long-term maintenance of the ‘trained’ behaviour(s) can be 

demonstrated and this will only be possible with more longitudinal studies in the area. 

 In summary, it would appear that there are many useful areas of research yet to 

be examined to continue to build a framework of evidence-based practice pertaining to 

the physiotherapist-patient interaction.  Given that the basic unit of communication 

involves one-on-one interaction, methods of evaluation of the construct will be well 

served if both qualitative and quantitative methods are employed.  This will ensure that 

while the ‘science’ of communication is being expanded and grounded in evidence-

based practice through mainly quantitative methods, the ‘art’ of communication that is 

at the heart of the interaction will not be forgotten. 
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LETTER OF INVITATION TO PHYSIOTHERAPISTS TO PARTICIPATE IN 
STUDY 1 

 
 

Dear Colleague 
 
Research Project: The “difficult patient-physiotherapist” interaction 
 
Your name has been selected from a random stratified sample of private practitioners in 
Western Australia and we invite you to participate in the above research project.  The purpose 
of this research is to study the communication process between the physiotherapist and patient 
with a view to improving the interaction, satisfaction, and rehabilitation outcomes for both. 
 
Why is this research important? 
 
• By improving the interaction between the patient and physiotherapist, one can expect high 

levels of satisfaction for both physiotherapists and patients.  This will help you to attract and 
retain patients and therefore promote your business. 

• No research has been published that examines the difficult patient-physiotherapist 
interaction from the perspective of both parties. 

 
What is required of you? 
 
• You will take part in one two-hour group discussion meeting along with other 

physiotherapists.  The meeting will focus on “The difficult patient in physiotherapy” and the 
meeting will be held in the School of Human Movement and Exercise Science at The 
University of Western Australia. 

  
Benefits of this Research  
 

For the Physiotherapist For the Patient 
• Improved job satisfaction and a reduction 

in job stress 
• Increase the potential for self-responsibility 

during rehabilitation 
• Attract and retain patients • Improved satisfaction with physiotherapy  
• Learn to positively influence patients, e.g., 

compliance with treatment 
• Promote a sense of control and 

empowerment during rehabilitation 
• Improved communication skills with 

patients 
• Increased understanding of what 

physiotherapy can offer 
• Improve your business productivity and 

enjoyment 
• Improve the outcomes of rehabilitation 

 
Your involvement in this research project would be most appreciated.  We look forward to 
hearing from you. 
 
Regards 
 
 
 
Margaret Potter   Mr Peter Hamer    Dr Sandy Gordon 
DipPhys BPhEd MSc  DipPhys BPE(Hons) MEd  Senior Lecturer 
Physiotherapist   Physiotherapist/Lecturer  Co-Supervisor 
PhD Researcher   Co-Supervisor 
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PHYSIOTHERAPIST INFORMATION AND CONSENT FORM FOR STUDY 1 
 

The difficult patient in private practice physiotherapy 
 
Purpose of Research 
The aim of this study is to identify aspects of the physiotherapist-patient interaction that 
physiotherapists find difficult to manage. 
 
Methods and Procedures 
Physiotherapists who work full-time in the private practice setting have been invited to 
participate in this study.  This project involves participation in a special purpose discussion 
group meeting with other physiotherapists.  Each meeting will involve six to eight participants 
and each meeting will be held in the School of Human Movement and Exercise Science at The 
University of Western Australia.   
The discussion will focus on identification of aspects of the physiotherapist-patient interaction 
that you find difficult to manage.  Each group will be tape recorded.  At all times your responses 
will be kept in the strictest confidence by the researchers.  All documentation relating to this 
project will be kept in a locked filing cabinet that is only accessible to the Chief and Principal 
Investigators. 
No adverse consequences to any participants are anticipated from the project's methodology. 
 
Time Commitments and Benefits 
Participants will be required to attend the School of Human Movement and Exercise Science at 
The University of Western Australia to take part in the group meeting.  The meeting will last a 
maximum of two hours.  It is anticipated that participants will derive some benefit from 
information presented at the meeting.  In particular, it is expected all participants will leave the 
meeting with a better understanding of the ‘difficult patient’ in the physiotherapist-patient 
interaction in physiotherapy.   
 
Your Rights as a Participant 
I (the participant) have read the information above and any questions I have asked have been 
answered to my satisfaction.  I agree to participate in this activity, realising I may withdraw at 
any time without reason and without prejudice.   
I understand that all information provided is treated as strictly confidential and will not be 
released by the investigator unless required to do so by law.  I have been advised as to what data 
is being collected, what the purpose is, and what will be done with the data upon completion of 
the research.   
I agree that research data gathered for the study may be published provided my name, or other 
identifying information is not used. 
 
........................................................................  ................................ 
Participant       Date 
 
........................................................................  ................................ 
Investigator       Date 
The Human Research Ethics Committee at the University of Western Australia requires that all participants are 
informed that, if they have any complaint regarding the manner, in which a research project is conducted, it may be 
given to the researcher or, alternatively to the Secretary, Human Research Ethics Committee, Registrar’s Office, 
University of Western Australia, 35 Stirling Highway, Crawley, WA 6009 (telephone number 9380-3703). All study 
participants will be provided with a copy of the Information Sheet and Consent Form for their personal records. 
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PROTOCOL FOR NOMINAL GROUP MEETINGS WITH 
PHYSIOTHERAPISTS 

 
Venue: Seminar Room 1 or 2 in the School of Human Movement at The University of Western 
Australia 
Duration: Two hours (maximum) 
Group size: Six to eight physiotherapists 
Number of groups: Minimum of three 
Group facilitator: Margaret Potter 
Assistant: An independent observer will be present at each meeting to monitor the process for 
internal validity.  The observer will provide feedback on each session and be responsible for 
tape recording group sessions. 
 
INTRODUCTION AND BACKGROUND 
 
1.  Welcome 
2.  Complete consent forms 
3.  Background and purpose of meeting 
 
Thank you for coming.  This is one of several meetings being held with physiotherapists who 
work in private practice to get their opinions regarding the attributes of the ‘difficult’ patient 
 
While working as a physiotherapist in private practice can be very rewarding, it is also a very 
challenging and demanding job.  Occasionally you may be faced with patients who you find are 
very difficult to deal with.  I am interested to gather information from you to gain a better 
understanding of the ‘difficult’ patient in physiotherapy.  This information will be used to 
develop a continuing education programme for physiotherapists designed to assist them in their 
interaction with patients.  Your input is very important.  Are there any questions at this stage? 
 
GROUND RULES 
 
• The information collected from this meeting will be treated confidentially.  You will not be 

identified by name in any reports arising from this meeting. 
• Please feel free to contribute your opinion while at the same time respecting the opinions of 

others.   
• With your permission the meeting will be tape recorded so no information is missed or lost. 
• While some priorities will be established, no ideas that you present will be discarded. 
• There will be some periods of writing on your own.  Please refrain from talking to others at 

this time.  There will also be periods for group discussion.  This means that you will be 
asked to discuss your ideas with the group. 
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VOTING AND RANKING 
 
• After providing you with time to respond to each question and allowing a period for 

discussion of each question voting will take place to determine the rank order of issues 
presented.  When this occurs, please take time to consider your priorities and allocate your 
votes independently of other group members. 

• Once all votes have been allocated, a tally of votes will be undertaken to determine the rank 
order of issues presented and you will receive immediate feedback on the outcome of 
voting. 

 
Are there any questions at this stage? 
 
Could I have your permission to turn the tape recorder on?  Okay, lets begin… 
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PHYSIOTHERAPIST NOMINAL GROUP MEETING FORM 
 

SECTION A: The ‘difficult’ patient 
 
Instructions 
Read each question carefully before writing your response.  It is important that you take 
your time and answer thoughtfully.  Please write responses to these questions in point or 
short answer form and be prepared to discuss your comments.  Your responses will 
remain confidential.  Please respond honestly. 
 
1.  In your experience as a physiotherapist, what are the attributes of the ‘difficult’ 

patient in physiotherapy? 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
2.  What strategies/techniques/approaches (if any) have you ever used or thought might 

be useful to deal with the ‘difficult’ patient in physiotherapy?   
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3.  How effective do you think you are when dealing with patients you perceive as 

‘difficult’ in physiotherapy? 
 
Not at all 
effective 

  Moderately
effective 

  Extremely 
effective 

1 2 3 4 5 6 7 

 Please explain:  

  

  

  
4.  How confident are you in your ability to manage the ‘difficult’ patient in 

physiotherapy? 
  

Not at all 
confident 

  Moderately 
confident 

  Extremely 
confident 

1 2 3 4 5 6 7 
  
 Please explain:  

  

  

  
5.  Do you consciously use principles of behaviour modification with ‘difficult’ 

patients? 
  

Almost 
never 

  Sometimes   Almost 
always 

1 2 3 4 5 6 7 
  
6.  What additional knowledge and skills would help you to deal more effectively with 

“difficult or problem” patients you encounter as a physiotherapist? 
 
 
 
 

7. What expectations (if any) do you think patients in general have when they present 
for physiotherapy? 
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8.  What expectations (if any) do you have of patients in general who present to you for 
physiotherapy? 

 
 
 
 
 
 
 
 
 
 

SECTION B: General details 
 
Instructions 
Please complete the following details about yourself.  The information you provide is 
strictly confidential.  This section of the questionnaire will be removed and stored 
separately from the remainder of the questionnaire. 
 
11. What is your gender?   Male  1 

Female  2 

 
12. What is your age?  [Circle one number] 
 
   20-29 years   1 

   30-39 years   2 

   40-49 years   3 

   50-59 years   4 

   60+ years   5 

 
13. Complete the following table. 
 
Qualifications Institution  Year of Graduation
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14. Indicate the number of years you have worked in the following settings (since 

graduating). 
 

Setting Number of years 
Hospital-based  
Private practice  
Other (Specify)  
  
 
 
15. Number of years in practice as a physiotherapist (since graduating): ……………… 
 
16. What is the average number of hours per week that you work as a treating 

physiotherapist?  [Circle one number] 
 

Up to 20 hours  1 

   21-25 hours  2 

   26-30 hours  3 

   31-35 hours  4 

   36-40 hours  5 

   40+ hours  6 
 
17. What is the average number of patients that you treat each week?  [Circle one 

number] 
41-50     1 

   51-60     2 

   61-70     3 

   71-80     4 

   81-90     5 

   91-100     6 

   100+     7 

   Other (Specify)…………………… 8 

 
18. As a physiotherapist, what percentage(%) of your time do you spend in…? 
 

Direct patient care:  ………. 

Administrative activities  ………. 

Teaching or research  ………. 

Other (Specify)   ………. 
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19. What are the main medical problems or conditions you treat? [Circle all that apply] 
 

General orthopaedic    1 

   Womens health    2 

   Sport-related injuries    3 

   Neurological     4 

   Cardiorespiratory    5 

   Other(Specify)……………………………… 6 

 
20. In what age range are the majority of patients you treat? …………………………… 
 
 

 
Your time and effort is most appreciated. 

Please return your completed questionnaire.   
Thank you for your participation. 
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APPENDIX B 

 

Contents: Patient information sheet and consent form for Study 2 

  Protocol for nominal group meetings with patients 

  Patient nominal group meeting form 
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PATIENT INFORMATION AND CONSENT FORM FOR STUDY 2 
 

The physiotherapy experience: The patients’ perspective 
 
Purpose of Research 
The aim of this study is to examine the private practice physiotherapy experience from the 
patients’ perspective. 
 
Methods and Procedures 
Current and former patients of private practice physiotherapists have been invited to participate 
in this study.  This project involves participation in a group meeting with other patients.  The 
meeting will focus on your experience as a physiotherapy patient.  Each group will be tape 
recorded.  At all times your responses will be kept in the strictest confidence by the researchers.  
All documentation relating to this project will be kept in a locked filing cabinet that is only 
accessible to the Chief and Principal Investigators. 
No adverse consequences to any participants are anticipated from the project's methodology. 
 
Time Commitments and Benefits 
The group meeting will last a maximum of two hours.  It is anticipated that participants will 
derive some benefit from information shared at the meeting.  In particular, it is expected all 
participants will leave the meeting with a better understanding of the physiotherapy experience.   
 
Your Rights as a Participant 
I (the participant) have read the information above and any questions I have asked have been 
answered to my satisfaction.  I agree to participate in this activity, realising I may withdraw at 
any time without reason and without prejudice.   
I understand that all information provided is treated as strictly confidential and will not be 
released by the investigator unless required to do so by law.  I have been advised as to what data 
is being collected, what the purpose is, and what will be done with the data upon completion of 
the research.   
I agree that research data gathered for the study may be published provided my name, or other 
identifying information is not used. 
 
 
........................................................................  ................................ 
Participant       Date 
 
........................................................................  ................................ 
Investigator       Date 
 
The Human Research Ethics Committee at the University of Western Australia requires that all participants are 
informed that, if they have any complaint regarding the manner, in which a research project is conducted, it may be 
given to the researcher or, alternatively to the Secretary, Human Research Ethics Committee, Registrar’s Office, 
University of Western Australia, 35 Stirling Highway, Crawley, WA 6009 (telephone number 9380-3703). All study 
participants will be provided with a copy of the Information Sheet and Consent Form for their personal records. 
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PROTOCOL FOR NOMINAL GROUP MEETINGS WITH PATIENTS 
 
Venue: Seminar Room 1 or 2 in the School of Human Movement at The University of Western 
Australia.  Alternatively, meetings will be held at a suburban venue easily accessible to patient 
volunteers. 
Duration: Two hours (maximum) 
Group size: Three to six patients 
Number of groups: Minimum of three 
Group facilitator: Margaret Potter 
Group sessions will be tape recorded. 
Assistant: An independent trained observer will be present at each meeting to monitor the 
process for internal validity.  The observer will provide feedback on each session and be 
responsible for tape recording group sessions. 
 
INTRODUCTION AND BACKGROUND 
 
1.  Welcome, tea, coffee 
2.  Complete consent forms 
3.  Icebreaker/introductions 
4.  Background and purpose of meeting 
 
Thank you for coming. 
 
This is one of several meetings being held with current and former physiotherapy patients.  You 
have been invited to share your experience as a physiotherapy patient.  This information will be 
used to educate physiotherapists on ways that might improve communication and patient 
management.  Your input is very important.  Are there any questions or comments at this stage? 
 
GROUND RULES 
 
• The information collected from this meeting will be treated confidentially.   
• You will not be identified by name in any reports arising from this meeting. 
• Please feel free to say what you think while respecting the opinions of others.  
• With your permission the meeting will be tape recorded so no information is missed or lost. 
• This meeting will involve some periods of writing on your own.  Please refrain from talking 

to others at this time.   
• There will also be periods for group discussion.  This means that you will be invited to 

discuss your ideas with the group. 
 
VOTING AND RANKING 
 
• After providing you with time to respond to each question and allowing a period for 

discussion of each question voting will take place to determine the rank order of issues 
presented.  When this occurs, please take time to consider your priorities and allocate your 
votes independently of other group members. 

• Once all votes have been allocated, a tally of votes will be undertaken to determine the rank 
order of issues presented and you will receive immediate feedback on the outcome of 
voting. 

 
Are there any questions at this stage? 
 
Could I have your permission to turn the tape recorder on?  Okay, lets begin… 
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PATIENT NOMINAL GROUP MEETING FORM 
 

SECTION A: The Physiotherapy Experience 
 
Instructions 
When answering the following questions think about your experience(s) as a 
physiotherapy patient.  It is important that you take your time and answer thoughtfully.  
Please write responses to these questions in point or short answer form and be prepared 
to discuss your comments.  Your responses will remain confidential.  Please respond 
honestly. 
 
1.  What do you think are important qualities of a ‘good’ physiotherapist? 
 
 
 
 
 
 
 
 
 
2.  In general, what are or were your expectations when you presented for 

physiotherapy? 
 
 
 
 
 
 
 
 
 
3.  What expectations do you think a physiotherapist might have of patients in general 

who present for physiotherapy? 
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4.  Think about your most recent experience with physiotherapy.  What expectations 
did you have when you presented for physiotherapy? 

 

 

 

 

 

 

 
5.  To what extent were your expectations met? 
 
Not at all   Somewhat   Completely

1 2 3 4 5 6 7 
 
Please explain:  

 

 

 

6.  Describe any good and bad experiences you can recall as a physiotherapy patient. 

GOOD EXPERIENCES: 

 

 

 

 

 

 

 

BAD EXPERIENCES: 
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7.  What were the main factors involved in your decision to attend that particular 

physiotherapy practice?  [Circle all that apply] 
 

I had a written referral     1 
From?  
The practice was recommended   2 
By whom?  
A particular physiotherapist was recommended 3 
By whom?  
The practice location     4 

Specific equipment and facilities are available 5 
Specify:  
The cost of treatment     6 
Specify:  
Other reason(s)      7 
Specify:  

 
7.  Which single factor above was the most influential?  [Write one number]….………… 

 
8.  What suggestions do you have that might have improved your most recent 

experience with physiotherapy? 
 
 
 
 
 
 
 
 
 

SECTION B: General details 
 
Instructions 
This section asks questions about you and your injury.  Please circle the appropriate 
response, or write down the information requested.  The details you provide will remain 
strictly confidential.  This section of the questionnaire will be removed and stored 
separately from the remainder of the questionnaire. 
 
1.  What is your gender?  Male 1 

     Female 2 
 
2.  What is your date of birth?  …………………………  
 
3.  What is your occupation?  …………………………… 
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4.  What is your current situation?  [Circle one number] 
 

Working full-time     1 

Working part-time     2 

A full-time or part-time student   3 

Retired      4 

Not working due to injury or illness  5 

Not working for some other reason:  6 

Specify: 

Other (Specify):     7 
 
 
5.  What is your marital status?   [Circle one number] 
 
 Never married    1 

 Married or living with partner 2 

 Separated or divorced   3 

 Widowed    4 

 
6.  Does anyone else live with you (e.g., spouse/partner/children/flatmates/parents)?  

Specify: 

 

7.  What is your gross household (includes partner) income (i.e., income before tax), 
including pensions and allowances received each week from all sources?  [Circle 
one number] 

 
Less than $96 per week (<$5,000 per year)  1 

$96-$385 per week ($5,001-$20,000 per year)  2 

$386-$577 per week ($20,001-$30,000 per year)  3 

$578-$768 per week ($30,001-$40,000 per year)  4 

$769-$962 per week ($40,001-$50,000 per year)  5 

$963-$1,154 per week ($50,001-$60,000 per year) 6 

More than $1,155 per week (>$60,001 per year)  7 

Don’t know      8 
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8.  Which of the following best describes the highest qualification you have obtained?  

[Circle one number] 

 Never attended secondary school  1 

 Some secondary school   2 

 Completed secondary school   3 

 Trade qualification or apprenticeship  4 

 Certificate or Diploma   5 

 University degree    6 

 Other (specify) …………………………… 7 

 
9.  What is your postcode? ……………………………… 
 
Think about your most recent experience as a physiotherapy patient. 
 
10. What type of patient are (or were) you…?  [Circle one number] 
 
  Private fee paying    1 

  Workers compensation claim   2 

  Veterans Affairs claim   3 

  Motor vehicle insurance claim  4 

  Other (specify) …………………………… 5 
 
 
11. What was, or is the injury or problem that required physiotherapy? 

………………………………………………………………………………………. 

 
12. When did this injury or problem occur?  DAY……MONTH………YEAR……… 
 
13. When did physiotherapy treatment start?  DAY……MONTH………YEAR……… 
 
14. Is or was this injury or problem…? [Circle one number] 

 A new injury     1 

 A recurrence of an old injury/problem  2 

 

15. Has this injury been treated by anyone in the past?   

 Yes OR No  
If Yes, write the name of each treatment provider and number of treatments you 
received?   
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16. Physiotherapy treatment…?  [Circle one number] 

Has stopped 1  
 How many visits did you have? ……………… 

 Treatment stopped on: DAY……MONTH………YEAR……… 

 Why did treatment stop?   

 

Continues 2  
 How many visits have you had so far? ……………………… 

 The date of your last visit: DAY……MONTH………YEAR……… 

 

Think about all experiences you have ever had as a physiotherapy patient. 

 

17. On how many different occasions have you ever attended for physiotherapy (e.g., 
sprained ankle, low back injury, recurrence of sprained ankle = 3)? 

 [Circle one number] 

 1-3 separate occasions   1 

 4-6 separate occasions   2 

 7-9 separate occasions   3 

 10 or more separate occasions  4 
 
 

Your time and effort is most appreciated. 
Please return your completed questionnaire.   

Thank you for your participation. 
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APPENDIX C 

 

Contents: Physiotherapist information sheet and consent form for Study 3 

  Patient information sheet and consent form for Study 3 

  Patient questionnaire 

  Codes for audiotape analysis 

  Coding form for audiotape analysis 

  Audiotape data sheets for each participant 
 

Transcripts from post-intervention interviews 

  Post-intervention questionnaire for physiotherapists 
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PHYSIOTHERAPIST INFORMATION AND CONSENT FORM FOR STUDY 3 
 

Influence the Interaction: Advanced Communication Skills for Physiotherapists 
 
The aims of this research are: 

(i) To implement and evaluate a continuing education program that is designed to 
assist physiotherapists with management of patients. 

(ii) To assess patient satisfaction with their physiotherapist and the physiotherapist’s 
communication skills before and after teaching a continuing education program. 

Each physiotherapist will be asked to provide background information relating to qualifications, 
age and work experience and will participate in six-hours of one-on-one training with the 
Principal Researcher and two-hours of follow up.  In addition, each physiotherapist will 
audiotape a number of consultations with patients pre-, post- and at three weeks post-training, 
and participate in an interview at the conclusion of the intervention. 

It is anticipated that participants will derive information and skills from the course that will 
assist them with their work as a physiotherapist.  

 
Your Rights as a Participant 
 
I (the participant) have read the information above and any questions I have asked have been 
answered to my satisfaction.  I agree to participate in this activity, realising I may withdraw at 
any time without reason and without prejudice.   

I understand that all information provided is treated as strictly confidential and will not be 
released by the investigator unless required to do so by law.  I have been advised as to what data 
is being collected, what the purpose is, and what will be done with the data upon completion of 
the research. 

I agree that research data gathered for the study may be published provided my name, or other 
identifying information is not used. 

 

........................................................................  ................................ 

Participant       Date 

 

........................................................................  ................................ 

Investigator       Date 

 
The Human Research Ethics Committee at the University of Western Australia requires that all participants are 
informed that, if they have any complaint regarding the manner, in which a research project is conducted, it may be 
given to the researcher or, alternatively to the Secretary, Human Research Ethics Committee, Registrar’s Office, 
University of Western Australia, 35 Stirling Highway, Crawley, WA 6009 (telephone number 9380-3703). All study 
participants will be provided with a copy of the Information Sheet and Consent Form for their personal records. 
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PATIENT INFORMATION AND CONSENT FORM FOR STUDY 3 
 

Communication in Physiotherapy 
 

The aim of this research project is to study physiotherapist-patient communication in private 
practice physiotherapy.  To do this, a sample of patients is being asked to: 

(i) Consent to having their consultation with the physiotherapist audiotaped for later 
analysis of the interaction. 

(ii) Complete a questionnaire after treatment that asks you about your injury and 
satisfaction with your physiotherapist and to return it in the pre-paid envelope that is 
provided.  

Your Rights as a Participant 
 
I (the participant) have read the information above and any questions I have asked have been 
answered to my satisfaction.  I agree to participate in this activity, realising I may withdraw at 
any time without reason and without prejudice to my management.   

I understand that all information provided is treated as strictly confidential and will not be 
released by the investigator unless required to do so by law.  I have been advised as to what data 
is being collected, what the purpose is, and what will be done with the data upon completion of 
the research. 

I agree that research data gathered for the study may be published provided my name, or other 
identifying information is not used. 

 
 
........................................................................  ................................ 
Participant       Date 
 
 
........................................................................  ................................ 
Investigator       Date 
 
The Human Research Ethics Committee at the University of Western Australia requires that all participants are 
informed that, if they have any complaint regarding the manner, in which a research project is conducted, it may be 
given to the researcher or, alternatively to the Secretary, Human Research Ethics Committee, Registrar’s Office, 
University of Western Australia, 35 Stirling Highway, Crawley, WA 6009 (telephone number 9380-3703). All study 
participants will be provided with a copy of the Information Sheet and Consent Form for their personal records. 
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Patient Questionnaire 
 
Please complete and return this questionnaire in the prepaid envelope as soon as possible. 
Section A 
 

1. What is your gender?  Male   Female     

2. Write down your date of birth:……………………………  

3. What is your occupation:…………………………………... 

4. Briefly describe the nature of the injury for which you are currently being treated 

(e.g., sprained ankle, low back pain): 

……………………………………………………………………………………….. 

5. Are you currently being treated by any other health professionals in addition to your 

physiotherapist? If Yes, please state who (e.g., Dr, massage therapist):  

 

……………………………………………………………………………………… 

6. Aside from the current treatment you are receiving for this injury, on how many 

separate occasions have you ever had experience as a physiotherapy patient? (e.g., 

treatment for an ankle sprain, treatment for low back pain=2).  Tick one option 

only. 

 

0  1-2  3-4  4-6   

 

7-8   9-10   10+ 
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Section B  
Please read each question carefully and circle the number of the response that you feel is 
most appropriate.  There are no right or wrong answers.  Your responses will remain 
strictly confidential i.e., your physiotherapist will not have access to this questionnaire. 
 
  Strongly 

disagree 
Disagree Neither 

agree 
nor 

disagree 

Agree Strongly 
agree 

1. I really feel my physiotherapist 
understands the concerns I have 
about my injury. 

1 2 3 4 5 

2. I feel free to talk to my 
physiotherapist about the things that 
are bothering me. 

1 2 3 4 5 

3. My physiotherapist is very sensitive 
towards my needs. 

1 2 3 4 5 

4. I feel that my physiotherapist is not 
as sympathetic towards my injury as I 
would like. 

1 2 3 4 5 

5. I feel that my physiotherapist tries to 
understand how my injury affects my 
lifestyle (i.e., work, sport and leisure) 

1 2 3 4 5 

6. My physiotherapist has given me the 
chance to say what is really on my 
mind. 

1 2 3 4 5 

7. After talking with my 
physiotherapist, I now know much 
more about the severity of my injury. 

1 2 3 4 5 

8. After talking with my 
physiotherapist, I have a better idea 
of how long the injury rehabilitation 
process should take. 

1 2 3 4 5 

9. My physiotherapist has told me all I 
wanted to know about my injury. 

1 2 3 4 5 

10. My physiotherapist has explained the 
nature of my injury in words that 
were difficult to understand. 

1 2 3 4 5 

11. The diagnosis of my injury was made 
following a thorough and careful 
examination. 

1 2 3 4 5 

12. My physiotherapist appears 
competent during the examination 
and treatment. 

1 2 3 4 5 

13. My physiotherapist does not seem at 
all rushed during the examination and 
treatment. 

1 2 3 4 5 

14. I am satisfied with the examination 
and treatment provided by my 
physiotherapist for this injury. 

1 2 3 4 5 

15. I would recommend my 
physiotherapist to others (e.g., 
friends, family). 

1 2 3 4 5 

 
 

Thank you for completing this questionnaire.   
Please return the questionnaire as soon as possible in the envelope provided. 
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CODES FOR AUDIOTAPE ANALYSIS 
 

Consultation Region 
Opening 
 
Introductory comments made at the start of the consultation e.g., patient greeting “Hi Mary, how 
are you feeling today?” 
 
Subjective 
 
That part of the consultation that involves questioning about the presenting problem e.g., “How 
has your back injury been since the last treatment?” 
 
Objective 
 
That part of the consultation that involves the physical examination of the patient e.g., “Can I 
get you to remove your shirt so we can have a look at your posture and movement in your low 
back?” 
 
Treatment 
 
That part of the consultation that involves patient treatment.  This will include ‘hands on’ 
treatment (e.g., mobilisation and soft tissue massage) and education (e.g., explaining and 
checking of exercises). 
 
Closing 
 
Concluding comments made at the end of the consultation e.g., “Ok, we’ll leave it there today.  I 
would like to see you again this time next week.” 
 
Explanation: In the process of assessment and treatment of patients, physiotherapists generally 
perform a number of discrete tasks that are observable.  For this reason in the analysis of 
audiotapes from this study, the following sections were identified on all tapes: opening, 
subjective, objective, treatment and closing.  However, subjective, objective and treatment areas 
often overlapped (e.g., while the physiotherapist was treating the patient they asked further 
subjective questions, or briefly interrupted treatment to objectively reassess the patient).   
 
In many cases, the physiotherapists did adopt this approach.  However, there were a number of 
occasions where patients were not asked prior to the session, if the session could be recorded 
which meant the physiotherapist would effectively greet them twice (i.e., initially without 
recording equipment to seek patient consent and then again once the physiotherapist had the 
equipment on).  Therefore, in the analysis of audiotapes from this study the opening section of 
each consultation may not accurately reflect a ‘usual opening’ for each physiotherapist.  Further, 
if any aspects relating to explanation of the study (e.g., signing the consent form) were recorded 
by the physiotherapist, they were not included in the analysis of each region as these aspects 
were not part of a normal consultation.  These segments generally lasted from 30 seconds to 2 
minutes and if they were recorded, occurred in the opening segment of the consultation. 
 
A speaking turn 
 
The term used to describe each discernible statement initiated by the physiotherapist or made in 
response to the patient during the consultation that can be specifically analysed.   
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CODES FOR AUDIOTAPE ANALYSIS: PHYSIOTHERAPIST SKILLS 

Questions Identify the topic of each question and classify according to the codes provided below: 
Code Description Definition Examples 

O Open question A question that requires elaboration by the patient.  
Allows the patient to generate a response, talk freely, 
and explain things in their own terms (Kerr & Taylor, 
1997). 

 “How have you been since I last saw you?” 
“Can you describe how this feels?” 
“What is the pain like now?” 

C Closed question A question that limits a person to one or two word 
answers (Dickson, 1989). 

“Have you done your exercises since the last treatment?” 
“Is it painful?”  “Are you comfortable in that position?” 

L Leading question A question that leads a patient to give a response that is 
expected (Kerr, Taylor, & Heard, 1998). 

“You did do the exercises I showed you didn’t you?” 
“I’m sure after the surgery you followed all the 
instructions carefully didn’t you?” 

M Multiple questions Asking two or more questions simultaneously without 
pause to receive an answer between questions. 

“Have you stopped working?  Am I the first person you’ve 
seen for treatment of this problem?” 

Education 
 

Identify the frequency of educational comments and the quantity of education in seconds (i.e., the number of separate 
meaningful informative comments made by the physiotherapist and the duration)  

Code Description Definition Examples 
EI Education about 

illness/injury 
(Sluijs et al., 1992) 

Education by the physiotherapist that is specific to the 
injury problem e.g., anatomy, physiology, mechanism of 
injury 

“Because of the muscle imbalance around your knee joint, 
your knee cap is not gliding properly when you work your 
thigh muscles to straighten your knee.” 

ET Education about 
physiotherapy 
treatment 

Education by the physiotherapist related to 
physiotherapy treatment 

“What I think we will do today is work on mobilising the 
joints of your midback and then some soft tissue massage 
to reduce the muscle spasm and improve your mobility.” 

ES Education about 
self-management 
(Sluijs et al., 1992) 

Education by the physiotherapist about what the patient 
can do or is doing to self-manage 

“I want to show you some exercises to do at home to 
reduce the pain you are experiencing.  The first exercise is 
a stretch.  You need to be in standing etc…” 

OE Other education Other education related comments that are not covered 
by the previous codes 

“I understand you have not had physiotherapy before and 
so I’ll explain more about what a physiotherapist does 
before we look at your specific situation.” 
“The anti-inflammatory medication is generally taken in 
the short-term to assist with reducing the inflammation 
while the analgesic medication is principally for pain 
relief.  You should discuss the effectiveness of your 
medications with your doctor.”   
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Counselling  
Code Description Definition Topic examples 
CO Counselling  Verbal expressions by the physiotherapist to counsel a 

patient in an attempt to assist them to cope better with 
their injury. 

Stress management and coping 
Social Support 
Other (specify) e.g., difficulties at home/work 

Other  
Code Description Definition  Example 

PR Physiotherapist 
request 

When the physiotherapist makes a request of a patient “Please make an appointment to see me early next week.” 
“Please remove your shirt and lie face down on the bed.” 

ID Interruption or 
disruption 

Any interruption or disruption during a consultation “Please excuse me I just need to go and get the ultrasound 
machine.” 

NC Negative comment A statement from the physiotherapist to the patient of 
a negative nature 

“It is not helpful that you have not completed the exercises I 
gave you to do at the last session.” 

PC Positive comment A statement from the physiotherapist to the patient of 
a positive, supportive and/or favourable nature 

“Well done!”   
“Keep up the good work!” 

OC Other comment Any comment(s) not otherwise classified above “Your Dr would be the best person to talk to about that 
aspect of your treatment.” 

PI Patient input 1=exploring patient’s knowledge about their problem e.g., “What do you understand about the discs in the spine?” 
2=exploring patient’s beliefs or attitudes about their problem e.g., “Do you believe you can make a full recovery?” 
3=exploring patient’s priorities or goals e.g., “What do you hope to get back to doing?” 
4= exploring patient’s expectations e.g., “What are your expectations of me (the physiotherapist)?” 

Topic Description These topic codes are relevant to questions, counselling and the other category, but not the education category 
as that classification is self-explanatory. 

3 Relates to subjective 
component 

Any discussion that relates to the subjective component of assessment e.g., questions about current signs and 
symptoms, past or present medical history, work history, social history including recreational pursuits and home life. 

4 Relates to objective 
component 

Any discussion that relates to the objective component of assessment that may take place prior to, during or after 
treatment e.g.,  “Can you turn your head to the right?” 

5 Relates to treatment 
component 

Any discussion that relates to treatment of the patient’s injury problem e.g., “What I think I’ll do today is ultrasound 
and some soft tissue massage.”  

6 Relates to self-
management 

Any discussion that relates to patient self-management e.g., “How have the exercises been going?” 

7 Social exchange Any social discussion between the patient and physiotherapist about current affairs, the weather, social engagements, 
holiday plans, shopping etc. 

8 Other  Any topic of discussion not otherwise covered by previous codes.  
 

9 Uncoded Any discussion that is unable to be coded due to poor quality audio. 
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CODING FORM FOR AUDIOTAPE ANALYSIS 
 

Date:  Physiotherapist:   Patient:    Rater:  
 

Reg Code Topic I R Comment Reg Code Topic I R Comment Reg Code Topic I R Comment
1.       30.      59.       
2.       31.      60.       
3.       32.      61.       
4.       33.      62.       
5.       34.      63.       
6.       35.      64.       
7.       36.      65.       
8.       37.      66.       
9.       38.      67.       
10.       39.      68.       
11.       40.      69.       
12.       41.      70.       
13.       42.      71.       
14.       43.      72.       
15.       44.      73.       
16.       45.      74.       
17.       46.      75.       
18.       47.      76.       
19.       48.      77.       
20.       49.      78.       
21.       50.      79.       
22.       51.      80.       
23.       52.      81.       
24.       53.      82.       
25.       54.      83.       
26.       55.      84.       
27.       56.      85.       
28.       57.      86.       
29.       58.      87.       
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AUDIOTAPE DATA SHEETS FOR EACH PARTICIPANT 
Audiotape Analysis JL Patient number 

1.  Questions 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 
O Open question 12 12 24 10 11 16 12 16 14 7 6 14 13 9 9 7 14 12 17 8 
C Closed question 25 16 25 19 13 15 16 27 24 16 14 19 24 14 24 12 19 14 36 17 
L Leading question 9 9 17 14 8 15 10 9 10 8 11 10 3 10 9 2 13 0 17 5 
M Multiple questions 0 0 0 0 1 2 6 2 3 0 3 1 0 0 0 0 0 0 0 2 

Total number 46 37 66 43 33 48 44 54 51 31 34 44 40 33 42 21 45 26 70 32 
2.  Education                     
EI Illness/injury 7 1 3 4 3 5 6 6 0 3 6 8 5 2 6 2 2 3 6 0 
ET Treatment 8 6 6 1 6 3 2 4 1 7 3 10 5 0 1 4 4 2 6 2 
ES Self-management 2 1 5 7 5 6 1 8 2 6 6 2 3 5 0 5 0 4 0 1 
OE Other education 0 1 4 0 6 1 0 1 1 0 1 1 1 1 1 0 0 1 1 0 
Total number 17 9 18 12 20 15 9 19 4 16 16 21 14 8 8 11 7 10 13 3 
3.  Counselling                     
CO Counselling  0 0 0 0 0 5 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
4.  Other                     
PR PT request 21 15 16 33 20 8 7 39 15 24 24 22 5 11 45 10 6 19 46 19 
ID Interruption/disruption 2 0 0 0 0 0 0 1 0 0 1 1 0 0 0 0 0 0 0 0 
NC Negative comment 0 0 0 0 0 0 0 1 1 2 0 0 0 0 0 0 0 0 1 0 
PC Positive comment 3 2 0 3 2 9 0 8 2 4 0 0 1 4 1 2 6 3 2 3 
PI Patient input 0 0 0 0 0 6 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
OC Other comment 43 26 13 25 30 36 36 41 55 35 6 44 32 39 15 30 38 15 32 35 
Total other minus PT requests 48 28 13 25 32 45 36 5` 58 41 7 45 33 43 16 32 44 18 35 38 
Total number 69 43 29 58 52 53 43 90 73 65 31 67 38 54 61 42 50 37 81 57 
Duration (% of consult)                     
1.  PT Questions 9 7 10 6 8 10 10 8 10 8 8 8 10.5 7 6 5 15 7 14 7.5 
2.  PT Education 31 20 30 49 44 14 7 29 6 23 28 27 28 12 22 19.5 7 19 11 2 
3.  PT Counselling 0 0 0 0 0 5 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
4.  Other 22 19 11 5 15 13 19 23 22 19 18 16 18.5 28 18 14.5 14 10 20 28.5 
5.  Pt talk time 20 46 33 22 19 56 54 25 50 33 23 30 20 41 23 50 48 54 35 34 
6.  Silence 18 8 16 18 14 2 10 15 12 17 23 19 23 12 31 11 16 10 20 28 
Total time of consult (mins) 20.5 24.6 34.3 26.3 18.7 31.8 29.3 31.2 25.2 20.1 19.1 29.6 16.2 25.5 25.5 23.5 23.5 22.7 30.9 18.3 
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Audiotape Analysis AF Patient number 

1.  Questions 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 
O Open question 6 10 15 4 14 18 7 22 13 15 10 23 12 14 15 10 13 12 7 16 
C Closed question 19 24 29 16 25 35 24 23 18 33 22 32 19 42 35 8 23 37 11 39 
L Leading question 13 7 10 12 12 8 5 7 7 6 5 5 2 9 9 4 2 5 1 7 
M Multiple questions 2 0 1 1 0 1 0 1 1 0 0 0 2 1 1 1 0 1 0 0 
Total number 40 41 55 33 51 62 36 53 39 54 37 60 35 66 60 23 38 55 19 62 
2.  Education                     
EI Illness/injury 11 11 7 6 6 5 3 9 6 5 8 9 5 11 10 2 10 4 7 6 
ET Treatment 2 9 3 2 6 4 0 6 2 2 6 6 8 2 20 6 4 5 10 5 
ES Self-management 7 1 6 6 10 8 3 4 7 11 21 5 4 6 11 1 5 6 10 8 
OE Other education 0 5 1 0 0 3 0 1 0 2 0 0 0 1 0 0 0 0 2 0 
Total number 20 26 17 14 22 20 6 20 15 20 35 20 17 20 41 9 19 15 29 19 
3.  Counselling                     
CO Counselling  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3 0 0 0 0 
Total number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3 0 0 0 0 
4.  Other                     
PR PT request 8 38 29 8 61 46 20 12 14 17 45 47 22 30 48 3 27 34 48 41 
ID Interruption/disruption 0 0 0 0 0 0 0 1 0 0 0 0 1 0 0 1 0 0 0 0 
NC Negative comment 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
PC Positive comment 2 4 6 9 10 5 3 1 6 10 10 11 11 12 6 3 12 7 1 4 
PI Patient input 0 0 0 0 0 0 0 3 3 1 2 5 1 4 0 0 0 0 0 0 
OC Other comment 53 49 25 70 36 60 44 60 63 76 49 59 61 58 50 42 58 39 44 84 
Total other minus PT requests 55 53 31 80 46 65 46 65 69 87 61 76 72 74 56 46 70 46 45 88 
Total number 63 91 60 87 107 111 66 77 83 104 106 123 94 104 104 49 97 80 93 129 
Duration (% of consult)                     
1.  PT Questions 6.5 5 13 6 6 7 6 6 5 4.5 4.5 7 6 9 6 6 7 9 3 6 
2.  PT Education 29 20 27 13 21 29 15 15 14 17.5 30 17 14 25 35 15 29 14 42 19 
3.  PT Counselling 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 0 0 0 0 
4.  Other 20.5 35.5 17.5 37 32 9 41 30 28 29 27.5 26 23 22 24 20 33 16 22 28 
5.  Pt talk time 35 22 16 33 23 43 26 38 58 43 20 26 45 29 23 52 19 54 23 42 
6.  Silence 9 17.5 26.5 11 18 12 12 11 5 6 18 24 12 15 12 5 12 7 10 5 
Total time of consult (mins) 32.1 34.1 18.3 26.3 30.9 35.3 19.8 34.0 30.1 39.8 34.3 41.0 27.3 36.7 43.2 23.5 25.0 32.7 30.3 41.9 
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Audiotape Analysis JG Patient number 

1.  Questions 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 
O Open question 5 5 7 14 9 7 8 4 5 5 8 8 7 5 13 7 7 9 8 11 
C Closed question 18 25 21 29 34 20 18 20 21 15 11 6 13 17 17 13 26 20 15 15 
L Leading question 7 5 7 8 2 0 6 3 4 6 6 7 8 8 13 4 9 12 10 10 
M Multiple questions 1 1 0 1 0 4 0 0 1 0 0 0 2 1 0 0 1 1 0 0 
Total number 31 36 35 52 45 31 32 27 30 26 25 21 30 31 43 24 43 42 33 36 
2.  Education                     
EI Illness/injury 4 4 6 11 7 6 0 5 9 4 8 15 12 0 6 5 5 0 4 0 
ET Treatment 0 7 5 5 4 1 3 6 7 3 2 3 4 4 0 8 10 4 9 1 
ES Self-management 16 4 4 11 9 7 6 9 13 5 8 10 5 13 12 5 2 5 8 2 
OE Other education 0 0 0 1 0 5 1 2 3 1 0 1 1 0 4 0 2 0 1 4 
Total number 20 15 15 28 20 19 10 22 32 13 18 29 22 17 22 18 19 9 21 7 
3.  Counselling                     
CO Counselling  0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 0 
Total number 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 0 
4.  Other                     
PR PT request 64 45 12 30 32 49 7 50 36 50 55 42 23 31 24 10 13 11 34 9 
ID Interruption/disruption 0 0 1 0 0 0 1 0 1 0 0 0 2 0 0 1 0 0 0 0 
NC Negative comment 0 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 
PC Positive comment 15 2 1 5 7 3 0 11 4 9 6 3 11 8 3 3 1 2 0 3 
PI Patient input 0 0 0 0 0 0 0 0 0 0 2 0 2 1 5 0 0 0 1 2 
OC Other comment 40 44 24 43 45 41 42 49 56 40 33 38 45 42 38 24 31 34 23 22 
Total other minus PT requests 55 46 25 48 52 44 43 60 60 49 41 41 61 51 46 28 32 36 24 27 
Total number 119 91 37 78 84 93 50 110 96 99 96 83 84 82 70 38 45 47 58 36 
Duration (% of consult)                     
1.  PT Questions 11 6 9.5 11 8 4.5 9 5 5 6 8 4 7 9 7.5 6 6 18 8 20 
2.  PT Education 30 17 21 24 33 29.5 13 34 36 27.5 26 41.5 23 40 33 40 32 12 32 19 
3.  PT Counselling 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3 0 
4.  Other 38 28 13.5 28 27 30 22 28 19 27.5 24 16.5 19 19 21.5 15 14 20 5 13 
5.  Pt talk time 15 27 23 16 25 28 26 22 24 9 26 20 36 25 29 21 13 15 39 39 
6.  Silence 6 22 33 21 7 8 30 11 16 30 16 18 15 7 9 18 35 35 13 9 
Total time of consult (mins) 16.8 20.6 14.0 20.3 17.5 27.4 17.0 20.5 29.0 13.4 15.6 24.2 25.3 18.9 32.6 25.8 26.7 25.5 36.0 20.9 
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TRANSCRIPTS FROM POST-INTERVENTION INTERVIEWS 
 

JL Interview: Duration 45 minutes 
 

Tell  me about your experience of taking part in this training program. 

Well, I learnt a lot and I enjoyed the intervention and I feel like I probably haven’t put 

as much into it as I could have, or I should have because I’ve been so busy – which isn’t 

good.  So I don’t know how much I would have improved from that.  Also a lot of the 

patients that I taped have just been ‘anyone’ to get the numbers done and so they’ve all 

ended up being fairly straight forward physio things to treat which has meant that they 

have been routine.  They have come in and had their first treatment, they are getting 

better, and they just need another one or two treatments.  So I don’t know if my 

recordings will reflect what I’ve learnt. 

Can you specify anything you think you have learnt from the intervention? 

The main thing, I think a lot of the time when I find a person difficult or it might just be 

the whole situation is difficult, is cause I think they’re on one wavelength but they’re 

actually on another.  So it [the intervention] has taught me to slow down a bit.  It has 

taught me to question what I’m thinking I suppose, to go back and clarify what I’m 

thinking [with the patient].  Often it comes up that what I’m thinking is actually not 

right.  For some patients I’ve focused away from trying to get all the ‘physio stuff’ 

done.  For example, if it is a chronic problem then I’ll leave things like lots of objective 

tests the first time.  I think with the taping for some patients I have changed the way I 

do my initial assessment now.  So if I get someone in who is a chronic patient I actually 

don’t tend to do much objective anymore.  I’ve spent most of the first session talking 

which is okay if they’re an insurance patient.  If they’re paying, it is a lot harder for me 

to do that because I feel obligated to do some physio treatment.  Although I have had 

one guy, a private patient who I don’t think I taped and in the first session, we actually 

didn’t do any ‘hands on’.  I think I might have started him off with some postural stuff.  

He had a really chronic problem, he’d seen lots of people and yeah that was a big step 

for me not to do ‘hands on’ treatment in the first session].  I actually explained it to him 

and I just said “You sound like you want some answers and the best way for me to get 

those answers is to have a really good talk to you and work it out, so we did that and 

that seemed to go ok.  



 

235 

What is it that has motivated you to change the way that you conduct a consultation, 

like the initial consultation as you’ve discussed? 

I think the knowledge now that I probably misjudge people a lot.  What I think they 

want out of the session isn’t actually what they want and so often I’ll want to educate 

them about their chronic disorder, but I’ll think they’ve been to so many other physios 

and they’ve all done the same thing and that’s what they want [‘hands on’ treatment].   

But from a few experiences that I’ve had since I’ve done this [training], they don’t want 

that at all and when you actually educate them about their situation, be honest not in a 

bad way, they, a few people have said you are the first person that’s said that.  You 

know like people that have had heaps of manual treatment and have not really got 

anywhere.  What they really need is an exercise program but no ones come out and said 

that, or explained that they’re not going to get better with manual treatment.  I think that 

sometimes it comes down to a lack of time.  So previously, I would have been thinking 

that you have to be doing the ‘physio thing’ [i.e., ‘hands on’ treatment], but I’ve learnt 

that you don’t.  If you connect with them then they are happy with whatever you do as 

long as it is going to help them.  So I’ve learnt I should ask them what they actually 

want or expect from me, from physio rather than assuming anything. 

Are you conscious of specifically asking your patients about their expectations, 

beliefs, knowledge or priorities? 

Yeah, definitely now about their expectations and I suppose their knowledge.  Their 

beliefs I suppose I would go into.  I would always go into their beliefs about their 

disorder, but getting into other things like fear-avoidance type things I would tend to go 

into more with someone who has a chronic condition.  I wouldn’t with someone with an 

acute injury so much. 

Can you give me any examples where you tried anything in this intervention and it 

had a positive, negative or neutral impact? 

Yeah, well there have been lots of positive effects.  I’ve had people that have been 

around the traps a bit, seen quite a few people for treatment and they are often difficult 

to treat and to get better.  I can think of three people like that who I’ve seen since the 

training and I’ve already discharged them.  I got them on track with fitness programs 

and more education about their disorder and yeah there has just been positive effects 

like that.  As for a negative effect, I haven’t had a negative effect – no. 
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Tell me a little more about what was positive for you and for these patients. 

Well I think for the patients, a couple that I can think of actually came out and said that 

they thought I understood them and that hadn’t happened before and after that I think I 

could have told them to do anything which isn’t necessarily a very good thing.  I got 

their trust, and the positive for me is we actually got somewhere so it wasn’t like just 

banging my head against a brick wall. One guy in particular who was the guy I phoned 

you about had lots of issues with Uni and he basically hadn’t done any sport for 3 years 

and he said he was previously a triathlete and he’d had this ongoing pain and headaches 

and nothing ever fixed it and he was very negative about coming to physio.  He had 

gone to see a new GP and she’d said to come and see us.  We spent the first session 

basically talking and I taught him to do goal setting and we did short and long-term goal 

setting and it really surprised me he did that, he was into that.  He was a classic, he had 

a complete splinting pattern of movement, he just moved in a block when he first came 

in.  I saw him for the last time two days ago and he’s moving normally.  We didn’t do a 

lot of ‘hands on’ stuff it was all just education to him about stress and relaxation and 

that was quite amazing from my point of view that it could be that effective.  For that 

guy he felt understood.  Like he wasn’t going to do his exams, but now he is going to 

and he’s back exercising and he’s got this written down goal plan for going back to 

triathlons. 

Do you feel you would have had the same sort of outcomes without the training 

program? 

No, no definitely not with him because he would have been one of those people where 

there would have been a huge barrier [for me].  He was really a disorganised 

communicator and as flat as anything when he came in.  Flat, unmotivated, which I 

don’t deal well at all with.  Before I could help people who want to get better, but I’m 

sure he’s the sort of person I wouldn’t have been able to help before.  I would have 

either just referred him to someone else or just given him an exercise program and sent 

him away and told him that’s all I could do to help him and that was it.  And the other 

ones I can think of, the other patient I’ve just seen he was a private patient but I didn’t 

tape record his session.  He’d been seeing chiropractors for years and he’d just had an 

exacerbation of his thoracic pain and gone and seen another one and had xrays and he’d 

been told he had all these positional faults.  He just decided he was going to come to 

physio and he’s another person who I just know I would have had problems with.  He’s 

an architect so he’s pretty intelligent, but he’s always late, disorganised and very, very 
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anxious, extremely anxious about everything.  He asks thousands of questions which I 

like, I’m okay with that now, but before [the training] it would have pissed me off.  He 

had a thoracic problem and he also had an old diagnosis of a spondylolisthesis of his 

lumbar spine, which he had no idea about.  It used to stress him out a lot so he stopped 

exercising a couple of years ago because of that.  He got diagnosed when he was a 

teenager.  So he was the one, in the first session he arrived late and he was just blah, 

blah, blah…and when he walked in I said I’m fully booked and I’ve got another patient 

in 20 minutes so I’m sorry but we’ll have to be brief.  We ended up spending the time 

just talking and going through his diagnosis and went through his xrays, and that day 

formulated a plan.  The next time he came in so we spent time just sorting out his 

thoracic problem cause it was getting better with manual treatment, but the main thing 

was I could help him with his posture.  I didn’t tell him but I suggested I could help him 

with getting an exercise program to manage his lumbar problem.  He wasn’t getting any 

pain [from the spondylolisthesis] but he as just so stressed out about it.  I helped him set 

some goals as far as fitness training went as well.  I don’t know I could have done that 

before, possibly but not that effectively.   

Have there been any cases where you’ve tried to implement something from the 

training and it didn’t work? 

Umm, well actually I found, well it’s  not so much implementing anything, but I do 

have problems working out the sensory preferences.  I haven’t read about it enough.  I 

need to go back and read it again.  I always forget when they’re [the patient] in here to 

think about that.  So that’s one thing I’m a bit disappointed I haven’t taken on yet.  So 

I’m hoping if I have a job next year, I mean I’ll even just look at it with people that I 

know I suppose it doesn’t have to be with patients.  I’ve found it frustrating because 

when I do think about it I’m finding it quite difficult, partly because I need to go back 

and read it again and because I haven’t looked at it since we did it that day.   

You mentioned before, a couple of things like with that guy with the goal setting, you 

recognised his behaviour and disorganisation and having to explain stuff and in the 

past that would have really frustrated you (hmm) and as a consequence of the 

training you could actually understand it [his behaviour] better and work with it     

(hmm).  Are you conscious of the way you were operating before verses the way you 

are operating now with regards to your interactions with patients? 

I’ve realised I’m very quick with everything I do and I think I’m like that with patients 

and now I can recognise for someone with a kinaesthetic sensory preference that is not 
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really going to work that well.  In the past I would tend to just tell them how it is, not 

allow them much opportunity to say what might be on their mind, especially with 

someone who’s disorganised [in how they present information], and also has inaccurate 

knowledge.  With most people like that, I can explain things and I think I get through 

but it is still frustrating for me.  Now I don’t tend to go straight into it as fast.  I might 

spend a bit more time working out where their knowledge comes from.  I just never 

seem to have enough time with people, no matter how long my appointment times are I 

just don’t have enough time.  So now, I’ve focused a bit away from the objective with 

some people the first time and concentrated on hearing their story and talking to them 

about their priorities and expectations. 

So you’ve restructured how you carry out the consultation? 

Yeah, well its more in the initial consultation for more chronic patients or patients I find 

difficult.  I’ve restructured that, not in follow ups.  So in the initial I really try now to 

get an idea where they’re [the patient] coming from and what they want, whereas before 

I’d always go through my sheet [assessment form] and do some ‘hands on’ treatment.  

Some people I would do exercises with instead but they would always get the 

assessment and the treatment  and we would progress them maybe to exercises at the 

second visit. 

Often I’d start talking to them while they were lying down, like talking to them about 

there job, like I’ve always done that.  What do they do?  Do they like it? Now I spend 

more time going through that and goal setting before doing any sort of assessment and 

treatment.  For acute patients I find straight forward I still tend to just treat them mostly 

physically and don’t get into other stuff which is why I don’t think you’ll pick up a lot 

of changes in my behaviour, because many of the patients I taped fall into that category. 

Tell me more about time management with respect to doing some of the skills.  How 

does that effect available time? 

Well it certainly takes longer, umm but then overall it just depends on the type of 

patient it is.  For someone who comes in with an acute mechanical problem, if they 

come in all locked up then I just treat them [physical].  Get them moving, get them out 

because that’s what they want and that’s what they need.  If they need to come back 

then we might go into more preventative stuff then, but its more the ones who have had 

longstanding problems where time is an issue.  The very first time I will go into the 

intervention skills whereas before I might have tried to settle their pain down and then 

the next time they come in go into other stuff.   Now I tend to go into talking about the 
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problem and its impact on them more in the first session, which means some of my 

objective is cut out, or I don’t do as much of the specific things in the subjective.  So I 

suppose the main thing is that I am spending more time in the first session working out 

where they are coming from and what they want and what they need. 

Given time is at a premium are you comfortable with that? 

Yes, but I now want even longer appointments because I definitely take longer when 

I’m going through this stuff.  So I have half an hour for follow ups and for new, which 

isn’t really long enough for new patients.  It does take longer for me now [post-training] 

maybe because I’m inexperienced at it but it does. 

If time was seen by a physiotherapist as a  barrier to implementing skills from the 

intervention  what would you say to them? 

 From my experience, there are two patients in recent times I can think of that I’ve 

treated and discharged in about five treatments.  They’ve had chronic problems that 

before I would have seen them a couple of times and not helped them or gone on and on 

treating them.  I know some physios that would have gone on and on doing manual 

treatment til the cows came home.  So time-wise in terms of the length of treatment 

time (i.e., the number of visits required) I think it [the training] cuts down on that, but 

it’s worth it because you actually help the person.  I suppose it depends what you want.  

I get bored and dissatisfied if my patients don’t get better so for me I’d be happier 

spending more time and getting positive outcomes like this then seeing more people.  

Which gets back to the money thing in private practice because I’ve increased my 

appointment times already which means I see at least two to three less patients so it 

means my income goes down.  If I was to increase my treatment time any more it would 

have the same effect, so I suppose some people wouldn’t want to do that and they’d 

have to decide about that. 

You mentioned with some of the chronic people you feel you would have discharged 

them in a couple of sessions feeling you couldn’t help the person, or you would have 

seen them for many more visits then five.  Tell me more… 

Yeah well, I probably would have discharged them because I don’t tend to go on.  If 

I’m not helping someone, I don’t go on and on and on.  But I know some people would 

have seen other physios who I know would go on and on and still be treating them.  I 

would see them less times because I would feel once they have a handle on it, maybe 

they need another goal setting session then I could see them again in a few weeks.   
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I think I’ve become more confident.  If I think that [exercises] is what they need then 

that’s the treatment and there’s no fluffing around doing other stuff anymore unless they 

are the type of person who needs a bit of ‘hands on’ to get their confidence then I 

would, but the main focus of treatment would be on what they need. 

What has been the main thing to increase your confidence? 

Realising before that when I thought I knew what they wanted I didn’t.  As I discussed 

with you in the first session [Topic 1], I might have discharged people because I wasn’t 

prepared to give them what I thought they wanted which often was repeated amounts of 

manual treatment which I knew would only work temporarily if at all.  So I would just 

discharge them because I would decide I can’t help you – you’re not better.  Whereas 

now I will spend the time and work out if that is really what they want or if they 

actually want to sit down and talk and have someone work out what their real problem 

is.  Once you’ve done it together they are happier to go down a track they haven’t been 

down before.  If you can work out a solution to their problem, or come up with a plan, 

some goals to address their problem they are very happy. 

Did you lack confidence to do that before? 

It would depend.  There were certain personality types that no I wouldn’t.  Well I might 

have been confident to know what people needed but I wasn’t confident enough to 

explore it properly with them so I’d just assume they weren’t interested.  However, the 

first two people I used the skills on after training I had positive outcomes with so that 

gave me confidence to keep working on it. 

In the training, we covered (operant conditioning, goal setting, pacing and cognitive 

restructuring).  Did you feel that you had some of these skills before training? 

Well those things yes I did.  Last year (manips training) was a big epiphany for me and 

I had been using pacing a lot and the cognitive restructuring I hadn’t learnt that sort of 

terminology but one of the major assignments we got to choose I did it on that last year.   

AF mentioned he had some awareness of the skills before, but the training program 

was more valuable in what to do about it.  Can you comment? 

If you hadn’t done those things before I don’t know there would have been enough 

information about that.  I was doing some of the things before so…more for me it was 

making the time.  It all became much more important.  The communication side of 

things was really up there on the list of what you had to achieve early on.   
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What elevated communication on the list? 

I think the first discussion about barriers [Topic 1] because I realised my two main 

barriers were people who were disorganised in their thinking and my confidence as 

well.  Once I realised that I was more confident to do a bit more of it.  Also, the 

knowledge behind it and the examples that were in the manual were helpful. 

After you did the intervention, you taped 10 people and now in follow up you are 

taping five more.  Do you think it is likely that I will see the application of any skills 

from the intervention in my analysis? 

No I don’t think you will on my follow ups, just from the patients I’ve got, most of 

them I didn’t do a lot of it with them.  The first few of the 10 were people I saw once or 

twice and that was all.  They didn’t have chronic problems and had come in with acute 

pain.  After the first treatment, they had come back and were almost better so I did 

another treatment and we chatted away about whatever while I was treating them and 

that was it. 

So you’d be surprised if I picked up changes? 

Yeah, but I feel like I’m more aware like with questions.  I think I ask too many closed 

questions, so I think you’ll see a lot of that in there.  I don’t know, I think I might have 

got worse, but maybe that’s because I’ve just thought about it, but its not a reflection of 

the intervention it is more a reflection of trying to get the number of people tape 

recorded in time.  I chose people I thought would agree to do it and they often turned 

out to be people with an acute injury who I’d seen once or twice.  I only had one 

refusal, which was the last one on Friday.  She doesn’t speak much English and was 

worried about her communication even though I was trying to explain to her it was 

looking at mine. 

You may find some changes as I’ve already mentioned in how I structure the 

consultation particularly with the chronic-type patients, but as I’ve said most patients 

I’ve taped have been straightforward so it might only be a few people. 

Are you conscious of any other changes in your behaviour that may not be evident in 

the tapes but you feel you’ve integrated it into your practice? 

Umm, I think I am using a bit more the pacing stuff, the goal setting umm and I’m sort 

of somehow aware of the sensory preferences.  I think I’m noticing an increase in 

closed questions.  I seem to ask a lot of simple, one line closed questions when I’m 

treating but I think I’m asking less in the initial assessment. 
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The training program was effectively one-day in duration; can you comment on the 

length of the program from a learning perspective? 

In some senses it was inadequate in length, but I gained a lot from the follow up we had.  

So I think it was ok one-on-one, but if it was more than one person in a group it would 

have to be longer.  I think it is a function of how you operate that you get to know us so 

it’s [the training] very personalised, well that’s how I found it, which helped me the 

most because I realised a bit more about how I operate.  I don’t know that you’d get that 

so much in a class situation.  One-on-one the timing was good, but we obviously spent 

time clarifying and consolidating some things in the follow up after the six hours, which 

I found really helpful.  The middle bit [Topic 2] may have had to be a bit longer for 

people who haven’t been exposed to that information before. 

Tell me a little more about the issue if the training wasn’t one-on-one  do you 

perceive you would have been as willing to share in a group vs. single environment? 

It would depend on the types of people there but probably not.  I felt I connected with 

you so I was happy to tell you anything.  Things that I probably wouldn’t have admitted 

to other people about experiences and things.  So if there were more people around I 

don’t know I would have said as much. 

If you were talking to a colleague thinking of doing this training what would you say 

to them? 

I’d say you’d have to be prepared to be challenged a bit in what you do, because you 

think you do these things and you actually don’t, that would be the main thing.  And 

that you’ll learn a lot and it is new and its really valuable. 

What are  your thoughts in terms of the importance you place on physical and 

nonphysical issues and has that changed since the training? 

Yes, I think it has.  I always thought I did place a bit more importance on nonphysical 

issues then other physios I know, but it has become even more important now.  I still 

think the physical assessment is really important because before you can decide if 

someone’s beliefs are appropriate you have to have a diagnosis.  Physios need to have 

good assessment skills, subjective and objective.  When I say diagnosis I don’t mean it 

is a (L) L5 facet joint diagnosis but how to classify a disorder.  The classification might 

be psychosocial greater than mechanical, but to be able to come to that you need to have 

good physical assessment skills as well and have good ability to interpret investigations 

properly.  In my opinion that’s half the trouble with a lot of peoples beliefs about 

investigations, because they might see a million people who might not know the 
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significance of the disc bulge.  Is it really significant or not?  which is why they end up 

with misguided beliefs.  So, to be a good physio you need the other side [good 

diagnostic and physical skills] as well.  I don’t know about the undergraduate course, 

but in the postgraduate course, the functional rehabilitation unit could have been much 

better.  I know a lot of people thought it was a waste of time and it wasn’t until you did 

your couple of lectures that people actually realised how important it was.  So, 

nonphysical issues are extremely important and I don’t know they are covered enough 

in physio training. 

Where do you think a training program like this would fit best in a physiotherapy 

curriculum? 

My thoughts are is that it is another experience thing.  If I had done this [the training] 

before I’d seen many patients, I don’t know it would have had the same impact on me, 

because I wouldn’t have seen enough patients or variety of patients.  Before I did this 

course, I recognised that 90% of people who come in with upper quadrant pain a lot of 

it is physical but if you explore the nonphysical, psychosocial side better you’ll get 

much further with them.  As a new graduate, you wouldn’t know that, but maybe that is 

because of the teaching.  You come out and you think you can fix everything and you 

get stressed about where you put your hands and everything – that’s sort of all you think 

about.  You could probably say that [a lack of experience would be a limitation] about 

everything, like going and doing other ‘hands on’ courses.  They are much more 

valuable when you have seen more patients and have more experience with different 

types of patients.   I suppose, if it’s all introduced to you from the start then that’s a 

good thing, because if you’re taught from year 1 in physiotherapy training there is not 

just going to be physical stuff, well I think that’s important.  For us we had Psych 101, 

which was a waste of time.  We were learning about Pavlov’s dogs, and you get this 

thing in your mind that the psych stuff is a ‘load of bollocks’ but that’s because of the 

way it was taught.  If it was taught more like this from the start, I think it would be 

valuable and well accepted because of its relevance to working with patients. 

Are you any more confident to identify other issues that might underlie a patient’s 

physical problem? 

I could identify them before, but I didn’t know how to deal with them. I learnt a lot of 

that from last year.  It was a massive revelation, for me it was huge.  It was more I could 

identify people with altered cognitive beliefs e.g., fear-avoidance and I’d been working 

at that all year, but it was the other people I couldn’t identify that I just thought were not 
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motivated (like the guy who wants to do the triathlons).  I would have just thought 

[prior to this training] that he had no idea and didn’t want to get better, get rid of his 

pain, be active, that he had given up.  Now with better questioning you realise he is just 

lost and needs a really good guiding hand. 

Are you saying identifying things in the people is something you had under control 

but, identifying things in yourself like your own barriers is something that you learnt 

from this  training? 

Yeah, and I suppose being more specific about what it was.  Like I could identify a 

person who had other issues but maybe not identify what they were.  Maybe if it was 

fear-avoidance I could identify that, but maybe not other things.  I could identify the 

person as a whole as having some issues but maybe not what they were and now I 

realise that because of the barriers that exist for me that is why I maybe couldn’t 

identify what the problem was.  I was looking at the patient as the problem and in fact, 

in some cases it was my own attitude or lack of confidence to address their concerns 

that was the problem.  I have recognised now how I can be a barrier and in recognising 

that I seem to be much more able to work effectively with some patients who before 

would have frustrated me and who I know I wouldn’t have been able to help, which is 

an extremely positive thing. 

Do you have any advice to improve this training? 

I think it would be so valuable for clinicians.  I don’t know because I’ve only done it 1-

1 and it was really, really good, like just what we’ve talked about.  Like I could identify 

within myself the things specific to me, so I don’t know how you do it in a group 

situation.  I think part of the problem would be selling it because people today do less 

courses then they used to and they are so expensive, but as far as this course goes the 

content was relevant to me and I hope you are going to run more courses. 

Do you have any other comments? 

No, I don’t think so. 

 

 

 

 

The End 
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AF Interview: Duration: 34 mins 
 

Tell me about your experience of taking part in this training program. 

It has been very good as a learning experience.  It has helped me to look at what I’m 

doing in a different way, just from a basic level.  So, rather than look at each 

consultation with a patient in the clinic as being cold and clinical, it has helped me to 

appreciate it [the consultation] more as a customer service oriented type approach.  So, I 

see it as an experience for them and I am interested in how I might be able to fulfil their 

expectations, rather than purely trying to just come up with the right diagnosis and 

treating them, so that’s been one thing.  Certainly in terms of managing people and their 

problems, it [the knowledge from the intervention] is quite empowering for the physio 

too I think.  It just makes it so much easier if you know what they [patients] want, 

you’ve explored what they want then you can meet their expectations a bit easier, so 

that would be two of the things that stand out. 

Can you share any examples where you tried things from the intervention and they 

had a positive, neutral or negative impact? 

Probably the positive impact has not been so much with the people I’ve taped but just 

generally getting into the habit of popping in two or three questions designed to explore 

patient expectations and beliefs.  Rather than anyone specific, probably across the board 

the training has allowed me to address situations that need to be addressed with patients, 

certainly with new people coming in.  I’ve found it hasn’t been an issue with follow up 

patients quite so much.  I guess that over the course of two or three sessions I had 

established what they were looking for anyway.  Whether I did it overtly or covertly 

from the beginning, I’m not sure.  It [the training] has still been beneficial with those 

people, but it doesn’t stand out as much as with some of the initial people I’ve seen 

since the training.  Certainly once or twice there has been a couple of negative issues I 

guess when I’ve tried to use, when I’ve realised there is a patient with a block – 

psychological or psychosocial that has been holding up their progress and I’ve tried to 

explore that and use some of the cognitive restructuring principles.  There have been a 

couple of people that haven’t wanted to go there or haven’t responded well and have got 

defensive or chosen to go with another physio.  So, it obviously takes a fair bit of 

experience to have the right effect with those people, or it could have just been the 

situation as well. 
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When things have not worked out as you’d like, or anticipated has that deterred you 

in any way from using the skills? 

No, I don’t think so.  I just put in down to experience really.  I see it as more as just a 

teething process where I’m coming to grips with how to use the skills and put the 

questions across, and how to get the information I’m looking for in a non-threatening 

manner.  I feel the skills are important and I’d hate to think I would go on operating in 

the way I was without having some sort of idea of how to explore or address patient 

blocks.  I think it is the right thing to do, I really do, but I just need some more 

experience with it and it is certainly possible that those people would have responded to 

anyone the way they did with me as well.  So, I guess I’ll know that with more 

experience. 

Are you conscious at all of the way you were operating before and the way you are 

operating now?  Can you tell me about that? 

Umm, it is not easy to put into words.  I would say I’m definitely more attentive to 

considering the patient’s point of view then I was.  I think I was ok at that, but I think 

I’ve definitely stepped up a level.  I’m certainly more tuned into picking a block with 

someone and trying to explore how, or why they might have reached that situation.  

Previously I would have realised there was something wrong, but I wouldn’t have 

known what the hell to do about it.  Also, I’m certainly more aware of my questioning.  

I’m definitely stepping back and thinking about how I ask a question rather than 

jumping in and asking a closed question, or multiple questions – I’m making an attempt 

certainly to do that. 

Talk a little bit about time management and how doing some of the skills in the 

intervention effects the available time. 

If you are looking strictly from a cold clinical, diagnostic point of view, there is no 

doubt that every few extra questions in a normal consultation that can certainly already 

be ‘jam-packed’ for time, will add to the time constraints.  Particularly when you have a 

long difficult patient with multiple issues and subjective information can take a long 

time to cover any way, there is no doubt that adding another two or three questions in 

can make that hard on your time.  From the point of view of meeting your patients 

expectations, I guess you could perhaps look at it as a way to save some time.  There 

will certainly be the case where you could go through a whole examination and find out 

exactly what the diagnosis is and how to treat that.  However, unless you’ve discovered 

what the expectations are, I mean the patient might just be looking for a couple of 
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exercises or some ways to minimise their pain and you might not have to be that 

accurate about it all to do that.  So, it may save you time.  It is probably a case of 

integrating it and using it where it is appropriate, so just using it as another tool and 

perhaps trying to get some basic information on the patient’s expectations early without 

going too much into it and then exploring it later if that is necessary, if there is an issue. 

With patients that you have noticed a block, how would you have handled that in the 

past verses how you would handle it today? 

In the past, I probably would have seen them more times before trying to explore the 

impact that their situation has had upon them psychologically, or behaviourally.  I 

would have picked up on a vibe that something was going on and I wouldn’t have 

known what to do about it.  I would have plodded along and treated them without really 

feeling able to explore it.  I might have thought they need to perhaps go into more of a 

mode where they are not focusing on their pain, and probably I would get them to 

exercise - things like that.  Now I think I’d have the ability to explore it [the problem] a 

lot earlier and to try to discover where the block might be coming from and maybe how 

to start, to at least make an attempt to address it. 

Can you comment on the skills taught in the intervention (i.e., goal setting, operant 

conditioning, pacing and cognitive restructuring)?  Did you feel you had some of 

these skills before training?   

Definitely, I am better now with operant conditioning and cognitive restructuring.  

Pacing is something that I think I used to do already.  I’ve probably got some input into 

how to optimise pacing as a strategy.  Goal setting to be honest is not something I’ve 

used particularly well either before or after the training and it is something I need to 

work on.  Certainly for some of the longer term patients it would be good, but so many 

of our patients we see only three or four times and so it doesn’t seem appropriate to use 

a quarter  of a session to sit down and talk about their goals, but it is certainly 

something that could be used with the more chronic patients.  I think that is something I 

need to work on.  

After you did the intervention, you taped 8 people and now in follow up you are 

taping five more.  Do you think it is likely that I will see the application of any skills 

from the intervention in my analysis?  

 There are kind of two categories.  When you talk about questioning, getting the 

patient’s point of view, expectations, beliefs etc., I think you will find that at least on 

some of the tapes.  Certainly in terms of cognitive restructuring, operant conditioning 
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and goal setting I don’t think you’ll find a lot on the tapes because I didn’t pick any of 

those patients.  I would have considered that too difficult and maybe not to have good 

enough rapport with those patients to include them.  Pacing I think you will probably 

find examples of me discussing pacing with current patients, because I think that is a 

commonly used tool with all people recovering from injury, and certainly things like 

questioning.  I would imagine you will see a difference in how I’m asking open and 

closed questions before and after the intervention. 

From what you have said to me, you have become more conscious of certain things 

you do in practice which perhaps in the past you were not.  Do you feel you have 

changed even if it is not evident on the tapes from the study?   

I am now actively exploring the patient’s agenda more consciously, trying to ask 

questions in a more open manner without directing the patient responses from my 

agenda.  I feel I am allowing my patients to control the interaction more then I used to.  

I now have the ability to explore and perhaps initiate some sort of response or action 

with patients that seem to have a more psychological or psychosocial block.  So, I am 

using cognitive restructuring or operant conditioning in the way I behave towards them, 

in the way I speak to them and to get them to focus.  So, my approach has certainly 

changed in that way.  

Where do you think a training program like this would fit best in a physiotherapy 

curriculum? 

 I think they are important skills for all physiotherapists to have.  I would be delivering 

it prior to students going out and dealing one-on-one with patients in clinics, and most 

importantly before students are coming out and graduating.  You could do it in third or 

fourth year, and reiteration of it in postgraduate training would be fantastic as well 

because that is certainly a time when you are trying to improve your skills to treat that 

10% of patients who are much more difficult, the chronic pain type people and you 

really need these skills with those people in particular.  I think they are very important 

skills because physiotherapists on the whole, don’t appreciate enough, because we’re 

not taught to explore how to meet someone’s expectations and how to give them what 

they are looking for.  It is a basic sort of concept of consumerism, the consumer will 

come in and they will want something and if you want to provide a good service then 

you need to give that to them and unless you are prepared to explore and know what it 

is that they want then it is hard to give them optimal service.  So I think it is important 

at all levels of physio and I think it would be good to integrate it with both 
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undergraduates and postgraduates in some way, shape or form.  It wouldn’t take a great 

deal that’s the thing.  It would be pretty simple to integrate it into units. 

The training program was effectively one-day i.e., six hours.  Can you comment on 

the length of the program from a learning perspective? 

It comes down to learning styles to some degree.  Me, I’m a visual person so I needed to 

go back and read it as well.  I guess presenting the information is fine, it is going to be 

different for all people as to how much they can take away from a presentation.  I 

needed to go away and take in the information and have a read through it before I could 

apply it.  I would say on the whole that the amount of information given in that time 

period was probably reasonably fast.  Ideally, I think you could take a bit longer to 

present all of that information and give people some opportunity to explore some of the 

situations a little bit more and to talk about problem patients and how to apply the skills 

to different clinical situations a little bit more.   

One of the things I got out of it as a positive was that I enjoyed working one-on-one 

with each person as you could address their issues specifically.  How did you feel 

about that?  

It was really useful because I could ask you questions regarding my patients directly.  

Once again, I think you could learn from other people in that scenario, so I think small 

groups would be beneficial as well because the other two physios I’m sure would have 

had some interesting patients to discuss and I’m quite certain we would pick up things 

from each other. So I think that you could present it in small groups with very good 

effect as well.  I think small groups would be ideal, if you got to a large lecture or 

tutorial group, you might not get enough input regarding your own patients.  So, small 

groups of three to five would be good. 

Talk a little more about the sensory preferences component.  In your experience of 

trying to identify and work to a patient’s sensory preference has this been easy? 

I haven’t noticed a huge difference in that.  I don’t think it is something that I find easy 

to pick up in people unless I really make a conscious effort from the start and that’s 

because I think I’m a highly visual person and I process that information ‘head and 

shoulders’ above anything else I get I think.  For me it is a real conscious effort to pick 

it up with people.  Once I’ve picked it up I can change the way that I’m trying to get 

information across but I haven’t noticed anything startling in terms of the way people 

are coming back doing their exercises or anything like that at this stage.  I guess if I had 
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seen 100 people in this program I’d probably pick up a little bit more.  I think it is early 

days and I need to keep working on it.    

What are your thoughts regarding the importance you place on physical and 

nonphysical issues? 

I guess I’m a believer that the psych and physical components of a problem are 

intimately connected, and I think that the components of each with people is highly 

variable.  I think some people have purely a physical problem and you could treat them 

purely physically and they’d be happy and I guess to some degree that’s because of the 

way they behave personality-wise or psychologically.  There are other people where 

you could do all the physical stuff you want to, and you would have no impact.  I think 

its more being able to recognise the components of each, and how to integrate and 

address them.  That is something I’ve picked up more so in the course, and that comes 

from all of the questioning, from further reflective and probing questions for somebody 

who seems to have a block to getting better and discovering perhaps why, to the initial 

questioning of asking what someone’s beliefs and expectations are and what they see 

their role as, and what the physio’s role is, because straight away you know what sorts 

of issues you may be dealing with.  It is a hard question to put a figure on, but I think 

the recognition of the different components [physical, nonphysical] is really important 

and addressing them according to how you see the balance between the two of them is 

really the key I think. 

In my practice, we get a lot of people who have had some pretty nasty problems and 

have had them for some time.  And the emotional and psychological aspects of that can 

be equally important to manage as the physical side of things. 

As a consequence of the training, are you more confident to identify people who 

perhaps have other issues underlying their physical problem? 

Marginally better, but the real improvement would be in how I handle it and what I do 

about it.  So I think I had the skills to recognise there was a psychosocial issue, but 

perhaps not the skills to evaluate how I might best intervene and do something about it.  

Certainly, there has been an improvement, but I think I gained some of those skills last 

year [postgrad manips].  For example, identifying yellow flags, but we got pretty minor 

input on what to actually do about it.  So, I think that is the huge benefit of what I have 

just done. 
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What would you say to other physiotherapists who might be considering doing a 

course like this?  

I would say that it was very valuable because of the skills that it gave me in dealing 

with clients in a clinical setting from all ranges from chronic pain even just to the 

general consultation with people.  It gave me far more skills in learning to recognise 

when you might need to deal with things other than purely the physical and also how to 

meet the expectations of people coming through the door in all shapes and forms and all 

stages of injury rehabilitation.  They would be the biggest things, but it was also quite 

enlightening from a self-awareness point of view, as well as recognising how I can 

apply some of the principles away from the clinical setting.  The training was very 

valuable in lots of different ways, and even the cognitive restructuring side, that’s 

something you can apply to all sorts of different areas of your own life and other 

peoples lives I think, just by recognition of different thoughts, you can recognise blocks 

to yourself or other people.  So, the training was extremely valuable for all aspects of 

my life.   

Based on the information you were exposed to in this training program can you 

provide any ideas to improve the training? 

One of the things I got from our discussions, but wasn’t in the formal information when 

I asked a question is how I might address certain situations with a difficult patient, how 

I might actually phrase things, or how I might respond to a certain situation.  So it might 

be valuable to have case histories to go through or to encourage questioning and for you 

to give your responses in the group or one-on-one situation.  I realise it is only your 

responses to a certain situation, but it is really valuable for people like myself who have 

had limited experience with how to address situations like that and contemplating how 

we might change them.  It is really valuable stuff because it is not something you can go 

and read somewhere.  So, the general information applied to specific cases would be 

really helpful. 

 

 

 

 

The End 
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JG Interview: Duration 45 minutes 
 

Tell me about your experience of taking part in this training program. 

I found the process of reflection on your own practice really useful.  I found thinking 

through your own agenda and the patient’s agenda and ensuring you are trying to meet 

the patient’s agenda rather than your own.  I found the educational aspect really useful.  

If anything shone out it would be, interestingly I’d heard about cognitive-behavioural 

therapy but didn’t really know much about it, and although I was doing it to a certain 

degree its made me more explicit about ensuring patients have a good grasp of what it 

is.  So just breaking it down a bit more and being explicit in relation to the tasks they 

are trying, or wanting to do and helping them understand more about why they do need 

to pace themselves.  I found that pacing part quite useful and certainly, I found it quite 

interesting looking at the sensory preferences, and being more aware of them.  I still 

feel like I’m integrating the sensory preferences and as I said to you before I think it is 

easier to do with new patients, because you don’t know them and you have not 

developed a relationship with them yet.  Probably the hard part is to get past your own 

preference, which is quite hard.  You as a therapist might find it easier to teach 

something in a certain way, a kinaesthetic way or whatever it is and so that makes it 

hard if you see they have other needs and you’ve got to try and push past your easiest 

way of teaching in order to get that message across.   

Overall, I thought the intervention was excellent I thought it was extremely valuable.  I 

am extremely glad I was able to take part and I think it is really essential.  I think it 

should be an essential part of either undergraduate or postgraduate training.  It is 

probably something that although at an undergraduate level would be useful, it is 

actually probably deeper learning, which comes with more experience, and being able 

to reflect on how you practice. 

Can you share any examples where you have tried certain parts of the intervention 

and they had a positive, negative or neutral effect? 

I think you are going beyond your comfort zone a little bit just asking what a patient’s 

beliefs and expectations are.  I have done that and only had a positive outcome, but I 

think that it does push you a bit beyond what your usual comfort zone.   You may have 

thought you knew what their expectation would be, intuitively knew so then you are 

pushing yourself to test if its accurate. I think your questions are usually more 

physically orientated, they may engage mental and emotional aspects.  Commonly I 



 

253 

would ask “What is your main goal for being here?”  “What are you hoping to 

achieve?” but I wouldn’t have explored the beliefs and expectations to the same depth.   

I think I’m out of my comfort zone because I haven’t had education in that area so its 

exploring something I haven’t had education in, exploring the unknown, you don’t 

really know where its going to go, so its getting comfortable with that a little bit. 

I think its conditioning in the sense there was a lack of education or awareness in my 

training, but I think it is really important and I hope I keep trying to improve it, keep 

trying to get uncomfortable.  But I think I’m uncomfortable with it because I’m not 

really a confrontational person, so it’s partly personality but also we weren’t really [in 

undergrad training] given the opportunity to explore relationships in this way and really 

physiotherapy is all about relationships.  So the subtleties of communication implicit 

and explicit weren’t really explored in our undergraduate course anyway. 

Is there anything you can think of consciously that you can identify that you do 

differently now as a result of the training? 

I think I’m more aware in the subjective to let the patient lead.  I do have an agenda but 

I will wait and see if they meet it and if they don’t I might ask a few extra questions.  I 

think I was reasonable with that anyway but now I think I’m even more aware.  I think I 

am listening better, even though I thought I was listening ok.  I think I am cueing into 

factors outside physiotherapy and the physical realm a bit more, so I am trying to listen 

out more for those, like if they’re marking out or emphasizing something I think I’m 

tuning into that a bit more.  I think my goal setting is better.  I’m trying to be more 

specific with my goals, I’m probably not better at setting long-term goals but I’m 

certainly better at setting more specific goals.   So I think I look at it more globally as 

well as specifically and I’ve definitely asked more about what the patients think they 

can do.  For example, rather then say I’d like to you to try and do this x number of times 

per day, with exercise prescription I’ve asked them what they think they can do – 

what’s reasonable and where can they fit it in.  So I’ve put the ball in their court a little 

more with asking them what they think they can achieve rather than me telling.  So its 

up to them to adhere to what they say rather than what I have decided for them.  

Is this something you did less before, or were less conscious of? 

Yeah, I did less and I was less conscious I think.  I’m aware of people coming in and 

feeling guilty that they haven’t done what I said, met my expectations and I think that is 

a way to perhaps reduce it.  It is letting them down rather than letting me down.  So that 

is something I’m definitely more conscious of and definitely doing more of, and again I 
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think it is a matter of breaking your habits.  I’m probably not remembering every time 

but I’m trying to shift my behaviour, change my habits.  In some instances, people need 

guidance with roughly a frequency in order to make the difference they’re desiring but 

I’ve been more open to saying “Is that reasonable?”  “Do you think achieving less than 

that is more reasonable for you?”  I’ve been asking for their input rather than dictating 

more. 

Can you tell me how implementing the skills have impacted  on your time? 

Probably its easier to implement when you have a gap after a patient and you don’t 

mind running a bit late and exploring it more.  I’m aware if I’ve got more time I’m 

more comfortable with exploring skills with a patient.  I’m easily able to implement at 

least one idea or two from what we’ve talked about without adding extra time. 

Regarding the utilisation of your time in private practice time.  Is there time to 

implement these types of skills with your patients? 

Definitely.  I have a situation that I can book, I’m in control so I can book longer for 

people if I want, or if I didn’t feel I was connecting with them and that I needed more 

time in order to establish that, or they needed more time in order to establish it.  I have 

that opportunity to change it if I need to, but I haven’t found that I’ve needed to.  What 

I’ve found is that I’ve opportunistically used extra time if I’ve had it available or 

running into lunchtime and played with it a bit more.  I do think it probably takes extra 

time initially, particularly with the parts you may not be so comfortable with or used to, 

or if it is new information to you.  But I think that is just with a view until you get used 

to it, refine it and it gets easier, then I don’t think it would take any extra time at all 

cause its changing style, increasing awareness and its things that can easily be 

integrated into what you’re doing in your session anyway. 

You mentioned you felt you were doing goal setting more, and you were using pacing.  

Do you have any comments about operant conditioning or cognitive restructuring 

with your patients? 

I think I use operant conditioning anyway, so I don’t think that has changed.  With one 

person, certainly with the thought process I’ve addressed it a bit more with her, some 

negative thought processes and how that might be impacting on her recovery. 

I think this person, I think she is a person, it has been perhaps like a parent-child.  There 

has been some parenting involved.  It could have been adult-adult but a little bit of 

parenting involved.  Despite how much I try to reinforce to her, for example she has 

difficulty with sleeping.  She sleeps lightly and she has a child and there are things 
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going on in the family dynamics that I think could change in order for her to get more 

sleep.  I do try and discuss it and think laterally with her to try and give her ideas that 

could help the situation, but she hasn’t taken any action.  She has got a lipoma in her 

cochlea, her vestibular system a nerve somewhere.  She has thoughts of “What’s the 

point of thinking about that, I might not be here in two years?” “What’s the point of 

trying that I might not be here then?” – so, it [the advice] was received well.  I’ve given 

her a lot of support and she respects what I say and values what I have done for her.  In 

fact, she wrote a card this week saying that.  I still feel that, she’s the sort of person 

where it doesn’t sink in.  I’ll probably have to say this to her 25 times and I still don’t 

know if it will really sink in.  Whether that is my communication style or her receiving, 

but she’s been in a situation with a lot of stress in the past and I think she is still coming 

out of it.  She has not had a lot of support and had a lot of stress from mother-in-law 

etc., etc., and now she’s had to physically cut off from the mother-in-law in order to 

function.  So there’s been a lot going on, a lot of psych stuff.  So it [advice] was 

received well but I don’t know if I’ve necessarily changed her thought processes. 

I think it is fair to acknowledge she has a physical lesion and it could change and 

potentially it is contributing to her symptoms - we don’t know that, but what I’ve tried 

to do is reinforce her improvements and the positive change she’s had.  At the same 

time I don’t want to be too hard cause there are genuine physical problems. 

In regards to the taping of 10 patients before the intervention and now five.  Do you 

feel I’ll detect any changes in the analysis of your behaviour? 

I think small changes.  I think that is partly because I was already using open questions, 

using reflection, using listening and hearing, but I’ve probably developed that further.  

You might notice more goal setting, and probably including them [the patient] in 

planning and setting goals.  Probably with the five [post-intervention] I’ve just taped I 

was making an effort to try and implement some of the skills in the intervention.  I’m 

about to do the last five [maintenance] and so I’m about to re-read through the 

information again because I want to make the effort.  Because we are habitual in what 

we’re doing and work in a tight frame, I feel in order for the deep learning and change 

to happen it does take re-reading, reflection, trying implementation and it probably only 

happens then.  I think you can only probably manage one or two aspects in a session.  If 

you do notice anything, it will probably be one or two things per taped session and 

probably more along the lines of pacing, goal setting and I think I was trying to also 

question on their knowledge, beliefs, expectations aspect as well. 
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What would you say to a colleague thinking about doing this training program? 

I’d strongly recommend it.  I think that it’s been a really valuable process.  We had two 

education sessions and some follow up and then this interview, which is really 

reflection.  It is not just an education session and then you go away and try and 

implement it yourself and don’t have any follow up.  I think that when you are trying to 

change at a deep level then it is good to have the follow up and support.  I think the 

style it is implemented in is really important as well.   

The education could be done in two evenings and maybe part of the second evening 

could be reflection on experiences from the first evening and then you’ll probably need 

two more follow ups after the second learning session.  I think staged four to six weeks 

later.  Sometimes things are really busy.  In the last week I’ve just been really getting 

by, so its not like I’m putting a lot of attention from this training into my work, but 

when things are a bit quieter which is a natural ebb and flow of things I will use that 

time opportunistically to experiment with it a bit more.  I think it’s [the training] been 

really valuable and refreshing to see that other people (particularly you) are looking at 

this in this way and recognising the value and importance of it and that is enhancing the 

experience for patient and physio.  As I mentioned to you I think it is a concern with 

burn out in physio and drop out.  Perhaps it is some of this element that is lacking.  It is 

so physically oriented that it doesn’t acknowledge this side of it, most of the education 

doesn’t. 

Something I found beneficial was working one-on-one  with people on specific issues 

they had.  Would you like to comment on that? 

I think small group-based learning if it was going to be group.  Like, I think people are 

inhibited by larger groups in terms of offering the sort of information you’re looking 

for.  Cause you are revealing your own style so I think it is a revealing process, so if 

you felt threatened in any way, which can happen a lot in the physiotherapy 

environment they’re not going to offer the information.   

Do you think you would have felt inhibited in a small group environment? 

I don’t think so.  I think small group would be ok.  The intention of being one-on-one is 

really nice because you have provoked thoughts and given us the opportunity to reflect 

on our own practice - to think about it and express it.  Perhaps in a group I don’t know 

you would get the same opportunity to reflect and bring it back to the group, but I do 

think small group training would work, maybe six to eight people. 
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Do you have any other suggestions for improving the training program?   

In terms of delivery of information, you could deliver it in one day but how much you 

take on board will depend on how much you look back, reflect on it, take the time out to 

do that.  You’re expecting people aren’t gonna do that, so I think two to three hour 

blocks is better, so people committing to something like that are probably not gonna 

commit to three blocks, they’d probably commit to two.  In terms of having people 

physically turn up probably two sessions would be better.   

I’ve reviewed the information a couple of times - before you came on the second visit 

and before I did the second lot of tapes and I’m reviewing it now before I do the third 

lot of tapes, so I am aware of all the aspects that were covered.  As I said to you, I think 

you can really only implement probably a couple of ideas in each session and probably 

maybe the situation would be a little different if you were training without doing the 

taping.  I feel I want to try and show that I have learned, cause I feel that I have.  I want 

to ensure that I’m covering it and doing it correctly so is a little different to just 

attending a training program. 

Are there any other comments you’d like to make? 

I think you are very organised, you’ve been very supportive without imposing.  I think 

you’ve done a great job and I think the information has been assimilated really well.  It 

all makes sense and fits together.  Each section complements each other.  There is 

nothing out there like this and I think it is all really useable.  As the other two have said, 

you can implement it, but I think that probably if you just read it you wouldn’t.  

Because we’ve had the opportunity to reflect, the opportunity to roleplay, had examples 

of questions to ask about expectations, beliefs, we’ve had a base to start from and that 

makes a difference.   

I think in this area it is a continual area of enhancement.  It is something you can get 

skilled and good at, but there are situations that will always surprise you where you can 

learn, but I think even with experience people can probably get more relaxed in 

situations and maybe not come back to the real focus of why they are here.  As you 

have said, try and give the patient the opportunity to speak for more than 50% of the 

time rather than the physio and perhaps just bring your awareness back to that because 

it’s easy to get lax around those areas.   

We are on a continual process of learning.  I’d highly recommend this training.  It is not 

only relevant to physios but other health professionals as well including GPs, so I think 
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it needs to be taken further Margaret.  I reckon you’re the woman to do it.  So well 

done! 

 

 

 

 

The End 
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POST-INTERVENTION QUESTIONNAIRE FOR PHYSIOTHERAPISTS 
Influence the Interaction: Advanced Communication Skills for Physiotherapists 

Post-Intervention Questionnaire 
 

The purpose of this questionnaire is to get your feedback on the training program 

‘Influence the Interaction: Advanced Communication Skills for Physiotherapists’.   

 

The program included three topics: 

 

1. Physiotherapist-Patient Communication – which covered barriers to 

effective communication, identifying physiotherapist and patient agendas, 

types of questions and adopting a patient-centred approach 

 

2. Behaviour Modification Techniques for use in Physiotherapy – which 

covered cognitive restructuring, operant conditioning, pacing and 

collaborative goal setting 

 

3. Improving the Effectiveness of the Physiotherapist-patient Interaction – 

which covered identifying and targeting the sensory preferences of patients 

and self-evaluation based on Transactional Analysis. 

 

Your responses are an important part of the overall evaluation of the program.  Please 

take a few minutes to answer the questions. 

 

Your assistance is most appreciated. 

 

 

 

 

Margaret Potter 

PhD Researcher 
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A Knowledge 
 
1 

 
How do you rate your knowledge of the communication skills covered in this training 
program now? 
 
Very low Moderate Very High 

1 2 3 4 5 6 7 
 
2 

 
On reflection, how would you have rated your knowledge of the communication skills 
covered in this training program before the program? 
Very low   Moderate   Very High  

1 2 3 4 5 6 7 
 
3 

 
How did the training program affect your knowledge?  Be specific 
 
 
 
 
 
 

B Competence 
 
4 

 
How do you rate your competence to apply the communication skills covered in this 
training program now? 

 Very low Moderate Very High
 1 2 3 4 5 6 7 
 
5 

 
On reflection, how would you have rated your competence of the communication skills 
covered in this training program before the program? 

 Very low   Moderate   Very High 
 1 2 3 4 5 6 7 
 
6 

 
How did the training program affect your competence?  Be specific 
 
 
  
 
 
 
 

C Importance 
 
7 

 
How do you rate the importance of the information provided in the training program 
now?   

 Very low Moderate Very High
 1 2 3 4 5 6 7 
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8 

 
On reflection, how would you have rated the importance of the communication skills 
covered in this training program before the program? 

 Very low   Moderate   Very High 
 1 2 3 4 5 6 7 
  

Please explain: 
 
 
 
 
 
 
 

C Confidence 
 
9 

 
How would you rate your confidence to apply the communication skills in this training 
program now? 

 Very low Moderate Very High
 1 2 3 4 5 6 7 
 
10 

 
On reflection, how would you have rated your confidence of the communication skills 
covered in this training program before the program? 

 Very low   Moderate   Very High 
 1 2 3 4 5 6 7 
 
11 

 
How did the training program affect your confidence?  Be specific 
 
 
 
 
 
 
 
 

D Relevance and Usefulness 
 
12 

 
Rate the relevance of each topic in this training program to you, in your work as a 
physiotherapist. 
Very low Moderate Very HighTopic 1  1 2 3 4 5 6 7 

  
Any comments on Topic 1: 
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Very low Moderate Very HighTopic 2 1 2 3 4 5 6 7 

  
Any comments on Topic 2: 
 
 
 
 
 
 
Very low Moderate Very HighTopic 3  1 2 3 4 5 6 7 

  
Any comments on Topic 3: 
 
 
 
 
 
 

 
13 

 
Rate the usefulness of each topic in this training program to you in your work as a 
physiotherapist. 
  Very low Moderate Very High                Topic 1  1 2 3 4 5 6 7 

  
Any comments on Topic 1: 
 
 
 
 
 
 
Very low Moderate Very HighTopic 2 1 2 3 4 5 6 7 

  
Any comments on Topic 2: 
 
 
 
 
 
 
Very low Moderate Very HighTopic 3  1 2 3 4 5 6 7 

  
Any comments on Topic 3: 
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E Strengths, Benefits and Areas for Improvement 
 
14 

 
Can you describe the strengths of the training program? 
 
 
 
 
 
 

15 Can you describe the main benefits of the training program to you? 
 
 
 
 
 
 

16 Can you suggest areas for improvement of the training program? 
 
 
 
 
 
 

F Recommendations and Other Comments 
 
17 

 
Would you recommend the training program to other physiotherapists? 

  
Yes 

 
No 

 
Unsure 

  
Please explain: 
 
 
 
 

18 Would you recommend the training program to other health professionals? 
  

Yes 
 

No 
 

Unsure 
  

Please explain: 
 
 
 
 

19 Do you have any other comments that you would like to make about any aspect of 
the training program? 
 
 
 
 
 
 
 

Thank you for your time.  Please return the questionnaire in the prepaid envelope. 
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APPENDIX D 

 

Contents: The course workbook ‘Influence the Interaction: Advanced 

Communication Skills for Physiotherapists.’ 

  Communication in Health Care video (Duration: 17-minutes) 

The Physiotherapy Experience video (Duration: 25-minutes) 

These resources are contained on the enclosed CD. 

 

 
 
 
 



 

 

 
 

Appendix D could not be included in the digital version of this thesis for technical 
reasons. 
 
The contents of Appendix D are included in the disk accompanying the print copy of 
the thesis, which is held in the University Library. 

 


