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Abstract 

Faculty of Environmental and Life Sciences 

School of Health Sciences 

Thesis for the degree of Doctor of Philosophy 

An Exploration of the Relationship between Pilates Teachers and Clients with 

Persistent Low Back Pain 

by 

Nicola Clare Godfrey 

 

Clinical guidelines identify a clear role for managing back pain with structured exercise. Pilates is a 
commonly recommended modality; however, Pilates-specific research is limited. Research 
suggests the patient-practitioner relationship may be important in managing persistent low back 
pain, although further research is needed to evaluate its impact on outcomes. The purpose of this 
study was to identify the components of the relationship between Pilates teachers and clients 
with persistent low back pain, explore key influences on the relationship, and to examine whether 
the interaction represents a therapeutic relationship. 
 
  This qualitative study used a multi-site, ethnographically-informed methodology. Data collection 
included observation of 24 Pilates sessions at eight sites in the South of England, and 19 semi-
structured interviews with Pilates teachers and clients with persistent low back pain. Data were 
audio-recorded, transcribed verbatim and analysed thematically. From the interviews and 
observations, ten themes emerged, of which six related to components of the relationship: (1) 
‘Being Known’; (2) ‘Encouragement’; (3) ‘Teacher Expertise’; (4) ‘Mastery’ of exercises, facilitated 
by the teacher; (5) ‘Trust’; and (6) ‘Professional Identity’ of the teacher. Key influences on the 
relationship were identified in three themes: (7) ‘Health Perceptions’; (8) ‘Social Influences’, such 
as group dynamic; and (9) ‘Service Perceptions’. An additional theme described the perceived 
impact of the relationship: (10) ‘Feeling Good’.  
 
  Further contextualisation of the findings using a social constructionist lens provided a tentative 
proposal that the relationship between Pilates teachers and clients with persistent low back pain 
may be considered a therapeutic relationship. The teacher-as-expert guided the client through 
culturally-based ritual-like practices associated with control of postural alignment and movement, 
facilitating a reduction in clients’ anxieties by providing meaning for their back pain. This 
conceptualisation demonstrates a complex, multi-faceted interaction, where the teachers’ 
authority is valued. This novel perspective offers a potential avenue for further research. 
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Thesis Layout 

This document represents an entire body of doctoral work, with the context for the research 

presented in Chapter 1 providing an overview of the subject, and Chapter 2 situating the research 

questions within the relevant literature. Chapter 3 provides a justification for the chosen 

methodology, setting this within a philosophical context, followed in Chapter 4 by an in-depth 

description of the research design: specifying data collection tools, and detailing the thematic 

analysis process. Findings are illustrated in Chapter 5, with ten themes emerging from the data, 

with Chapter 6 subsequently providing a synthesis of the findings within the wider physical 

therapy literature, and offering a contextualisation from a broad social constructionist 

perspective. Chapter 7 offers a summary of the research and conclusions. The layout of the 

document is summarised in Figure 1. 

 

Figure 1. Layout of thesis chapters 

 

 

Ch. 1 • Research Context
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Ch. 3 • Methodology

Ch. 4 • Methods

Ch. 5 • Findings - Inductive Analysis
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  Chapter 1 

1 

 

 Research Context 

1.1 Introduction 

The purpose of this chapter is to provide context and background for this study, which aims to 

explore the nature of the relationship between Pilates teachers and clients with persistent low 

back pain: defined as pain between the lower margins of the ribs and the buttock creases (Dionne 

et al. 2008). Low back pain can rarely be attributable to an identifiable source such as fracture, 

infection or neoplasm (Henschke et al. 2009), with the majority of care episodes are labelled as 

non-specific (Hartvigsen et al. 2018).  

 This chapter begins with an introduction to the societal impact of low back pain, thereafter 

considering low back pain management, in particular the use of exercise as a therapeutic 

management tool, before presenting a description of one such exercise modality - Pilates. 

Subsequently, the role of the relationship between the client and healthcare practitioner is 

considered, providing an understanding of the different theoretical perspectives of this role, 

additionally considering how the relationship may be evaluated, and the relevance of relationship 

in the management of persistent low back pain using Pilates.  

Figure 2. Situating the Researcher 

 

 

Situating the Researcher 

In considering the motivations and influences surrounding this PhD research, it is first 

appropriate to establish my background, interests and training. I am a Pilates teacher and 

Osteopath with a particular interest in the use of movement for low back pain. Throughout 

this document, breakout boxes will be used to situate the researcher within the research, 

chronicling decisions, personal reflections, biases and assumptions. 
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1.2 The societal impact of low back pain 

Low back pain is common, reported as the leading cause of disability worldwide, with the 

reported prevalence (7.8% point prevalence) of activity-limiting pain implying 577 million people 

may be affected by low back pain at any one time (Vos et al. 2017). In the UK, low back pain 

imposes a greater burden on the economy than any other disease (Maniadakis and Gray 2000), 

with an estimated annual cost to the National Health Service of £2.8 billion (Hong et al. 2013). In 

the UK in 2006, one in seven consultations with general practitioners was for musculoskeletal 

complaints, with low back pain the most common (417 consultations per year per 10,000 

registered people). This burden extends beyond healthcare costs to encompass absenteeism from 

work and loss of productivity (Hoy et al. 2012; Vos et al. 2017). 

Low back pain may have considerable impact on the individual, both financially and personally. A 

cross-sectional study (Schofield et al. 2015) of 8,811 people in Australia considered how low back 

pain and other chronic health conditions might impact wealth. Results showed that people with 

one health condition (excluding low back pain) were six times more likely to have any wealth 

compared with those people with low back pain only (OR 6.22, 95% CI: 1.22 to 31.76) and those 

with two health conditions were four times more likely to have any wealth in comparison with 

those with low back pain and one other health condition (OR 3.62, 95% CI: 1.23 to  10.65) 

(Schofield et al. 2015). In Europe and Australia, low back pain is the most common reason for 

early retirement (Schofield et al. 2008; Bevan et al. 2009), which is also associated with reduced 

wealth (Schofield et al. 2011). 

On an individual level, several syntheses of qualitative literature have described people’s 

experience of low back pain. A systematic review and meta-synthesis of the impact of low back 

pain on people’s lives (Froud et al. 2014) examined 49 qualitative articles, describing 42 studies of 

face-to-face discussions regarding the experience of low back pain. Five themes emerged: (1) 

participation in activities such as domestic chores and leisure activities was limited due to loss of 

function; (2) damaged interpersonal relationships; (3) work-related issues such as fear of job loss 

and the need to modify work tasks; (4) stigma concerning the legitimacy and credibility of low 

back pain claims; (5) changing outlooks with adaptation and acceptance. Findings described the 

pervasive impact of low back pain with life-changing psychological and social changes (Froud et al. 

2014). The use of meta-synthesis to re-interpret meaning across multiple qualitative studies is 

useful in broadening understanding of a particular phenomenon (Grant and Booth 2009), and 

Froud et al.’s (2014) findings reflect the complexity of the lived experience of low back pain. 

However, methodological limitations were reported for primary studies, and whilst the authors of 
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the review (Froud et al. 2014) contend that these limitations may be independent of the content 

of the studies on which the review was based, Munthe-Kass et al. (2018) assert that 

methodological limitations for the body of review data may weaken confidence in the review 

findings.  

A meta-ethnography of 38 articles (MacNeela et al. 2015) exploring experiences of persistent low 

back pain described similar themes depicting the negative impact of low back pain: (1) the 

undermining influence of pain, with the lack of ability to carry out daily activities and a fear for the 

future; (2) the disempowering impact with challenges to personal identity, family relationships 

and job security; (3) unsatisfying relationships with healthcare; and, (4) learning to live with pain 

with adaptation and self-management (MacNeela et al. 2015). Confidence in the review findings is 

weakened due to limited reporting of primary study descriptions and no reporting of the quality 

of included studies, making it difficult to assess relevance or methodological limitations (Munthe-

Kaas et al. 2018). 

Low back pain is increasingly considered a long-lasting condition with a fluctuating course 

(Hartvigsen et al. 2018), with research suggesting that after an initial episode, 44-78% of people 

experience further episodes of pain, with an estimated prevalence of 23% going on to have 

persistent low back pain labelled ‘chronic’, or more recently as ‘persistent’, of more than three 

months duration (Airaksinen et al. 2006). Multiple factors may contribute to persistent low back 

pain, including biophysical, psychological, social and societal influences, with this complexity 

creating a challenge for effective treatment and prevention (Hartvigsen et al. 2018). Given the 

significant societal and individual impact of low back pain, ongoing research into effective ways of 

managing low back pain is needed (Buchbinder et al. 2018).  

1.3 Management of persistent low back pain 

Exercise therapy is a widely used conservative intervention for persistent low back pain, with 

evidence for effectiveness in reducing pain and improving function in patients with persistent pain 

(van Middelkoop et al. 2010). A  systematic review and meta-analysis (Searle et al. 2015) of 39 

randomised controlled trials including 4,109 participants, investigated exercise interventions 

(ranging from 1.5 to 18 weeks duration) for persistent low back pain. Results showed a small but 

significant effect for exercise interventions in decreasing back pain levels (SMD -0.32, 95% CI: -

0.44 to -0.99, p <0.01) compared with control groups or other conservative treatments, such as 

electrotherapies and manual therapies (Searle et al. 2015). Exercise interventions were 
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categorised to four groups: coordination/stabilisation (n = 12); strength/resistance (n = 11); 

cardiorespiratory (n = 6); combined exercise (n = 14) with a small but significant effect 

demonstrated in the coordination/stabilisation group (SMD -0.47, 95% CI: -0.77 to -0.18) and in 

the strength/resistance group (SMD -0.50, 95% CI: -0.77 to -0.24), with no significant effect 

demonstrated in the cardiorespiratory or combined groups (Searle et al. 2015). Whilst this meta-

analysis suggests coordination/stabilisation and strength/resistance exercise interventions may be 

preferred management tools for persistent low back pain, the heterogeneity of studies with 

differing method of exercise, duration and intensity may have impacted results. Additionally, 

limited reporting relating to the impact of risk of bias in individual studies lowers the overall 

quality of this review (Viswanathan et al. 2018). 

Moreover, in a systematic review and meta-analysis of 21 randomised controlled trials including 

30,580 non-symptomatic participants, Steffens et al. (2016) investigated the effectiveness of 

interventions for the prevention of low back pain, with interventions including exercise, 

education, exercise and education, back belts and shoe soles. With results presented as relative 

risks (RR), there was moderate quality evidence that exercise combined with education may 

reduce the risk of an episode of low back pain by 45% (RR 0.55, 95% CI: 0.41 to 0.74), with low to 

very low quality evidence that exercise alone might reduce the risk of an episode of low back pain 

by 35% (RR 0.65, 95% CI: 0.50 to 0.86) (Steffens et al. 2016). Other strategies did not show 

evidence of reducing the risk of low back pain episodes, thus Steffens et al. (2016) concluded that 

exercise, either alone or in combination with education, is effective at preventing an episode of 

back pain. Whilst limited by the quality of the included studies, and lack of reporting of the 

potential impact of publication bias on the results of the meta-analysis, this review (Steffens et al. 

2016) provides evidence of the potential for the use of exercise interventions not only for 

symptomatic low back pain management, but also as a preventative measure.  

In its recommendations for the treatment and management of low back pain and sciatica, the 

National Institute for Health and Clinical Excellence (NICE) guidelines identify a clear role for 

structured exercise (NICE 2016) and this is similar to other clinical guidelines worldwide (Foster et 

al. 2018). Herein, the term ‘exercise’ describes a category of physical activity where the activity is 

planned, structured, repetitive and purposeful (Dasso 2019), as opposed to incidental physical 

activity as part of daily living such as domestic chores, or non-specific ambulation within an 

occupational or domestic setting (Alzahrani et al. 2019). Structured exercise may encompass a 

wide range of different exercise types supervised by qualified instructors, but all have the purpose 

of improving or maintaining elements of physical fitness such as muscle strength, flexibility, 

precision of movement or cardiovascular fitness (Caspersen et al. 1985; NICE 2016). The NICE 
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guidelines (2016) identify four categories of structured exercise that may be used in the 

management of low back pain: (1) biomechanical exercise, directed at altering spinal mechanics 

through strengthening, stretching, range of motion and motor control, or by addressing problem 

movements (e.g. Pilates, McKenzie exercises, Feldenkrais); (2) aerobic exercise, directed at 

improving cardiovascular fitness and endurance (e.g. fitness class, running programme); (3) mind-

body exercise, combining physical, mental and spiritual focus with philosophical standpoints (e.g. 

Yoga, Tai-Chi); (4) mixed modality exercise, combining any of the above categories. One exercise 

modality that has gained popularity in recent years as an intervention for persistent low back pain 

is Pilates (Allen 2014; Gaskell et al. 2019). A Cochrane review (Yamato et al. 2016) of 10 

randomised controlled trials, including 510 participants, examined the effectiveness of Pilates in 

acute, sub-acute and persistent low back pain, demonstrating that in common with other exercise 

interventions, there is some evidence that Pilates can reduce pain and disability in short and 

medium term in comparison to minimal intervention. The following section introduces the Pilates 

method, followed by a review of its historical and cultural setting, and concluding with an 

overview of the use of Pilates as a therapeutic tool in the management of low back pain.   

1.4 Pilates 

Pilates is a method of physical exercises created by Joseph Pilates in the early twentieth century, 

designed to stretch, strengthen and balance the body (Friedman and Eisen 1981; Anderson and 

Spector 2000; Latey 2001). Exercises include mat-based movements and the use of specialised 

Pilates equipment, standardised through the method’s principles focussing on postural alignment, 

core control, flexibility, breathing, flowing movement, and co-ordination, (Latey 2001; Wells et al. 

2012; Wells et al. 2013).  

1.4.1 Pilates exercises 

According to Muscolino and Cipriani (2004), Pilates includes over 500 exercises divided between 

mat and equipment exercises. Taking each category, examples of the exercises and the Pilates 

equipment are provided, with discussion on how Pilates principles are applied to the movements.  

Pilates mat exercises originally followed the movements shown in Joseph Pilates’ 1945 book, 

Return to Life through Contrology (Pilates and Miller 1945). In this pamphlet, 34 floor-based 

exercises were depicted as a home exercise regime that “develops the body uniformly, corrects 

wrong postures, restores physical vitality, invigorates the mind, and elevates the spirit” (Pilates 

and Miller 1945 p18). Figure 3 (Godfrey 2019b) shows examples of the original mat exercises. 
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 Figure 3. Examples of 'classical' Pilates exercises by N Godfrey, 2019 
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The exercises form a progressively demanding, flowing routine that focuses on challenging a 

person’s ability to control movement by using the ‘core’, also known as the ‘centre’ or 

‘powerhouse’ (Latey 1996). Here, the term ‘core’ represents the anterior and posterior 

abdominals, hip flexors and extensors, and pelvic floor musculature (Muscolino and Cipriani 2004) 

and ‘core control’ may be understood as the activation of these muscles in order to stabilise the 

pelvis and spine whilst moving the limbs (Wells et al. 2012). In addition to core control, each 

exercise should be performed with ‘correct’ alignment, whereby the relative positioning of body 

parts is maintained (Wells et al. 2012), requiring precision in executing the movement (Latey 

2001). As Joseph Pilates states (Pilates and Miller 1945 p32), “good posture can only be acquired 

when the entire mechanism of the body is under control”.   

These earliest Pilates mat exercises are known as ‘classical’ (Shea and Moriello 2014) and are 

considered to be particularly challenging because of the relationship of gravity on the body 

(Anderson and Spector 2000). This has led to the evolution of other exercises that provide a 

graded movement approach to the principles of Pilates (Latey 1996), and with the majority of 

Pilates clients in the UK attending a mat class, progression in the stages of Pilates exercises is a 

common strategy employed by Pilates teachers (Allen 2014). Examples of graded exercises and 

how these may link to the classical exercises are shown in Figure 4 (Godfrey 2019a). 

 

 

 

 



8 

 

Figure 4. Examples of 'graded' Pilates exercises by N Godfrey, 2019 
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According to Anderson and Spector (2000), specialised equipment was created by Joseph Pilates 

as an injury rehabilitation tool, particularly for dancers. These large apparatus provide assistance 

to movement through the use of springs and gravity to aid the client, and progression can be 

achieved through increasing spring tension or adding the challenge of gravity through body 

positioning (Anderson and Spector 2000). 

The Pilates equipment includes five pieces of large apparatus, with the Reformer the most 

commonly used (see Figure 5. (Godfrey 2019c)) comprising a bed-like frame with a sliding 

carriage, attached by springs to the frame, and with bars, ropes and pulleys to move the carriage 

(Johnson et al. 2007).  

 

The other Pilates equipment include the Cadillac (also known as Trapeze Table), Wunda Chair, 

Ladder Barrel and more recently, the Core Align. Each employs similar resistance with bars and 

springs to provide different environments for movement. Examples are shown in Figure 6. (Moore 

2021a, e, b). 

Figure 5. Reformers in a Pilates Studio by N Godfrey, 2019 
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Figure 6. Pilates equipment by J.A. Moore, 2021 

 

Photographs by Julie Ann Moore 2021 

 

Having briefly illustrated the exercises and equipment utilised in the Pilates method, the following 

section draws on socio-cultural history to chart the rise in popularity of Pilates, situating the 

exercise method within a wider context. 

 

 

 

Cadillac Wunda Chair 

Core Align 
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1.4.2 The rise of Pilates to popular exercise method 

Although the Pilates method was developed in the early twentieth century by German-born 

Joseph Pilates, it did not rise to popularity in America and the United Kingdom (UK) until the late 

1990s, some 30 years after his death (Latey 2001). To understand how Pilates traced a path 

through time, from one of many physical culture initiatives created in Germany at the turn of the 

twentieth century, to worldwide success story, it is important to consider the social context within 

which it is embedded. As Pfister (2003) points out, whilst sports and exercise may be governed by 

the laws of physiology, they are also subject to the prevailing social norms. Thus, the creation, 

practice and popularity of an exercise method may be influenced by socio-cultural factors.  

Pilates – a historical and cultural perspective 

Joseph Pilates was born in 1880 in Monchengladbach, Germany, where ‘Turnen’ (German 

gymnastics) was an established movement culture. This initiative, developed by Friedrich Ludwig 

Jahn (1778 – 1852), combined the use of apparatus (some of which are still used in modern day 

gymnastics, such as parallel bars) and formalised exercises, with a strong emphasis on tradition, 

national pride and a militaristic bias (Krüger 1996; Segel 1998; Pfister 2003). German ‘Turnen’ and 

the contemporaneous Swedish ‘Ling’ gymnastics shared similar philosophical and militaristic 

roots, providing structured systems for training the body with simple movements, accessible to all 

(Pfister 2003). Additionally, they proffered beneficial effects on the mind as well as the body, 

promoting a cure for modern ills and instilling moral virtues (Heggie 2016). Both have been 

described as mass movements (Pfister 2003; Heggie 2016), with evidence in the mass gymnastics 

festivals prominent during the period (Merkel 2013), and more incontrovertibly, in the wide 

adoption of gymnastics in physical education in schools, which persisted well in to the twentieth 

century (Kirk 1999). 

In Germany, Turnvereine (gymnastics clubs) were commonplace in towns and villages, and Krüger 

(1996) asserts that club life was a focal element of everyday middle class culture. Latey (2001) 

reports that Pilates’ father was a keen gymnast and that Joseph followed in his footsteps, building 

a career based on his physicality. Joseph travelled to England in 1912, working variously as a 

boxer, circus performer and self-defence instructor (Latey 2001). From a twenty-first century 

perspective, this seems an incongruent amalgam, but considered from a cultural perspective it 

may be argued that Joseph Pilates found employment within the popularity of the Modernist 

physical culture. Modernism was a cultural movement encompassing a variety of artistic and 

philosophical arenas, shaped by transformations in technology, communication and mass 
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consumption, along with the shadow of World War I (Toepfer 1997; Armstrong 1998). As  

Armstrong (1998, p1) states, “human experience changed in the early years of the twentieth 

century”, and the experience of the body was part of this transformation. Modernist anxieties 

examined the connections between stressful modern life and disorders such as neurasthenia and 

hysteria, concluding that the body was ‘out of step’ with the new world (Armstrong 1998).  

A new ‘physical culture’ emerged embodying the feeling of the time, expressing concern for 

health and function as well as aesthetical display of the body, in opposition to the traditional 

gymnastics seen as preparation for war (Toepfer 1997; Eichberg 2009). Eichberg (2009) proposes 

that physical culture constituted a ‘third way’ of movement alongside gymnastics and sport, and 

included nudism, rhythmic-expressive gymnastics and body-building. Kirk (1999, p65) further 

expands the role of physical culture to a lifestyle, asserting, “systems of exercise were more than 

mere movements, but instead were embedded in beliefs, knowledge and broader individual and 

social practices”. Segel (1998) declares that the rise in the physical aesthetic led to the popular 

appeal of physical culture ‘gurus’ such as Eugen Sandow and Bernarr MacFadden. Sandow (1867 – 

1925) a Prussian body-builder, achieved fame by winning a ‘strongman’ contest in London in 

1889, gaining a legion of admirers ranging from King Edward VII to Conan Doyle (Waller 2011). He 

became an international celebrity, and capitalised on this success by publishing magazines and 

books, promoting and patenting his own equipment, and founding an Institute of Physical Culture 

in Piccadilly Circus (Segel 1998; Waller 2011). The similarity to the work Pilates was performing 

cannot help but lead us to question whether Joseph Pilates’ motivations for travelling to England 

were to seek fame and fortune too.  

World War I interrupted Pilates’ career and he was interned in England, where it is purported that 

he began to rehabilitate the injured and bed-ridden using his body-building knowledge to utilise 

bed springs as a form of resistance (Latey 2001). At the end of the war, Joseph returned to 

Germany where he devised ‘Contrology’, a ‘corrective’ system of exercising (Pilates and Miller 

1945), but moved to America in 1926 (Latey 2001). The commercial reality of sustaining a 

business amongst the profusion of novel exercise methods in Germany during this period was 

challenging (Segel 1998); however, Toepfer (1997) contends that physical culture provided export 

value. Indeed, Bernarr MacFadden had already built a health and publishing empire in America, 

using his celebrity status to endorse products and publications, including the monthly ‘Physical 

Culture’ magazine, and ‘MacFadden’s Encyclopedia of Physical Fitness’ (Fabian 1993). Adams 

(2009) declares that in the 1920s and 30s MacFadden could claim to be the most important health 

personality in America, entertaining political ambitions by running for governor and even 
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presidential candidate, as well as campaigning for Secretary for Health. It might therefore be 

postulated that economic opportunity influenced Joseph’s decision to move to America. 

The American dream 

Joseph founded a studio in New York (Latey 2001), yet little is known about his life during this 

period, other than the production of two pamphlets, ‘Your Health’ in 1934 and ‘Return to Life’ in 

1945. Latey (2001) suggests he struggled as a new immigrant to establish his business, therefore 

an examination of the American cultural environment may provide clues as to the nature of his 

struggle. 

Some authors believe Joseph’s move may have been influenced by working with the World 

Champion boxer, Max Schmelling, postulating that his trainer helped fund Pilates’ studio in New 

York to allow Schmelling to continue training with Pilates (Latey 2001). Whilst this may be 

considered speculative, boxing certainly attracted mass popularity in the 1920s, with boxers 

becoming symbols of the age of modern American ‘athleticism’ along with other sportsmen such 

as baseball player, Babe Ruth (Dyreson 1989). The huge celebrity of these athletes reflects an era 

when sport rose in the national identity to become a ‘craze’ (Dyreson 1989).  

As sport became the dominant physical culture in America, it echoed the shifting norms of a more 

consumerist society; increasingly seen as entertainment, and as a respite from the demands of 

modern industrialisation (Dyreson 1989). This is in stark contrast to Joseph Pilates’ belief that self-

disciplined, formalised exercise was the respite from modern living (Pilates and Miller 1945) and 

marks a key juncture in the culture in which Joseph was working, with Latey (2001) suggesting 

that Joseph was frustrated that so few people were using Contrology. Whilst Germany had 

provided an incubator for Joseph’s exercise method and his beliefs, which in the early 1900s had 

been echoed in America, a new consumerist era with sport as the dominant physical culture had 

changed the cultural role of exercise. Thus, it may be contended that Pilates’ exercise method was 

out of tune with the social expectations of 1920s Americans. 

The search for legitimacy 

It has been shown that Pilates arrived in America bringing his ideas of health and exercise with 

him which were deeply embedded in German culture, and Adam (2013) suggests that cultural 

transfer may have created an obstacle for Joseph in establishing a business in a new country. 

Cultural transfer refers to the exchange of ideas and concepts between different cultures, 

ultimately reshaping the cultures involved. In order to facilitate the acceptance of differing 
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cultural practices, the agent of transfer must be part of the receiving culture in order to legitimise 

the new cultural reference (Adam 2013). Joseph, however, was an agent of the contributing 

culture, and Adam (2013) argues that Pilates only became established after it was embraced by 

famous American dancers such as Ted Shawn, Martha Graham and George Balanchine, and with 

the help of ‘Pilates Elders’ who came from mainstream American society (Latey 2001; Adam 

2013). Thus, Adam’s (2013) contention provides insight to the beginnings of legitimacy for Pilates. 

Suchman (1995, p574) defines legitimacy as “a generalized perception or assumption that the 

actions of an entity are desirable, proper, or appropriate within some socially constructed system 

of norms, values, beliefs and definitions”. Legitimacy is therefore important to consider in relation 

to the rise in popularity of the Pilates method, as it shapes beliefs regarding what is considered 

‘appropriate’ and therefore accepted within the cultural norms of a society (Tyler 2006). 

Acceptance within the dance community allowed Joseph Pilates to frame his work within the 

legitimacy of providing rehabilitation and injury prevention to the arts community (Adam 2013), 

and after his death, the Pilates method continued to grow within the dance world, travelling back 

over the Atlantic to England with Alan Herdman in 1970. It remained; however, a niche exercise 

modality for the rehabilitation of dancers until Ron Fletcher’s studio in Beverley Hills began 

attracting the Hollywood stars in the late 1970s, and thereafter the media followed (Latey 2001). 

This coincided with a shift in form of physical culture in the 1980s due to increased disposable 

income and new scientific understanding of the role of exercise in illness prevention (Kirk 1999). 

This shift paralleled a rising mass media interest in health and beauty, propelled on a wave of 

celebrity culture (Kirk 1999; Sternheimer 2011). 

The role of celebrity culture in modern life, supported and projected by mass media, may be seen 

as the endorsement and promotion of certain lifestyles (Sternheimer 2011), with a lifestyle being 

defined as “a more or less integrated set of practices which an individual embraces, not only 

because such practices fulfil utilitarian needs, but because they give material form to a particular 

narrative of self-identity” (Giddens 2008, p81). Harrington (2008) asserts that cultural narratives 

have been important historically in the form of religious, folk or social stories that provided a 

means of connecting personal experience to a larger comprehension of identity and destiny, 

particularly with reference to understanding the lived experience of illness. These traditional 

sources of comfort may be considered to have less credibility in the modern world, yet our need 

for understanding remains (Harrington 2008), and Furedi (2010) proposes that celebrity culture 

provided society with a language of alternative authority by allowing the narratives of everyday 

life to be told through celebrity life. Thus it may be contended that the relevance of celebrity 

culture in the legitimisation of Pilates is that of sanctioned knowledge.  
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In addition to the legitimacy granted to Pilates through celebrity culture, in the first years of the 

twenty-first century, Pilates practitioners began to create allegiances with accepted medical 

knowledge, most significantly with the concept of ‘core stability’. Hodges & Richardson’s (1996, 

1998) research ignited a stream of biomechanical research, hypothesising that delayed 

transversus abdominus contraction in low back pain indicated motor control deficit leading to 

insufficient stabilisation of the spine. This study led to the ubiquitous use of ‘core control’ exercise 

in clinical practice, with the emphasis placed firmly on training the contraction of transversus 

abdominis to stabilise the spine (Lederman 2010). Pilates placed itself at the heart of the 

movement with Anderson and Spector (2000, p399) stating, “such a phenomenon is at the root of 

Pilates-based work” and asserting that the research supported the movement principles 

advocated by Pilates. In Allen’s (2014) study on the scope of Pilates in the UK, clients identified 

core strengthening as one of the main benefits of Pilates. This alludes to a percolation of the 

concept of core control from clinical practice to everyday terminology, suggesting that cultural 

influences may play a role in the decision to start or continue Pilates. 

The premise here has been that cultural influences stimulated the creation and evolution of the 

Pilates method, allowing it to become a legitimised exercise modality, used for diverse purposes 

including rehabilitation. As Pilates promulgated the idea that it was the ideal modality for core 

stability, aligning itself with scientific paradigm, legitimisation came from physiotherapists who 

began using the method as part of their treatment protocol. Whilst not a protected title, Pilates is 

seen as a distinctive exercise method, practiced for fitness or rehabilitation and available in gyms, 

specialist Pilates studios and physical therapy clinics (Anderson and Spector 2000; da Luz et al. 

2013).  
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Figure 7. Situating the researcher's background and motivation 

 

Situating the researcher – background and motivation 

My beginnings in Pilates dovetail with the rise in popularity of Pilates as a ‘core stability’ 

exercise, and my initial training and practice was underpinned by Hodges & Richardson’s 

(1996, 1998) research. This research led to an explosion in the popularity of Pilates, and its 

recommendation by clinicians purely as a core stability modality.   

As Hodge’s early work was challenged (Allison and Morris 2008; Allison et al. 2008), the Pilates 

world faced a crisis of identity and feeling disillusioned I looked to deepen my knowledge by 

studying Osteopathy. As a curious child, I always wanted to know ‘why’.  As an adult, my 

passion for knowledge and learning remained, and whilst studying for my Masters I found this 

motivation distilled perfectly in A.T. Still’s autobiography with the following quote, 

‘Once in the operating-rooms you are in a place where printed books are known no more 

forever. Your own native ability, with nature’s book, are all that command respect in this field 

of labor [sic]. Here you lay aside the long words, and use your mind in deep and silent 

earnestness; drink deep from the eternal fountain of reason, penetrate the forest of that law 

whose beauties are life and earth. To know all of a bone in its entirety would close both ends of 

an eternity’ (Still 1902 p152). 

The search for understanding is my motivating force. The Masters journey satisfied this in 

part, giving me much deeper clinical knowledge and reasoning skills and developed my curious 

nature to a more critical thinking perspective. However, I found my education focused on 

mechanistic perspectives with hypothetico-deductive reasoning as the mainstay of diagnosis. 

As much as I valued the skills I gained, in practice I was drawn repeatedly to movement as a 

treatment modality over manual therapy. 

This led to the focus of my clinical practice and academic interest returning to Pilates-based 

movement interventions. 
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1.4.3 Pilates and the management of low back pain 

A thesis exploring the scope of Pilates in the UK (Allen 2014) included a large-scale online survey 

questionnaire (n = 420) of Pilates teachers to ascertain the types of clients attending Pilates, 

perceived effects of Pilates and length of time to achieve these effects. The majority of survey 

respondents (83.8%, n = 352/420) reported clients with back pain attending classes, with clients 

mainly being recommended (67.1%, n = 282/420) to Pilates by a healthcare professional. This 

corresponds to Von Sperling de Souza and Brum Viera’s (2006) descriptive study of a Pilates client 

population (n = 327) in Brazil, where 73% (n = 240/327) of participants reported musculoskeletal 

pain prior to participation in Pilates exercises. Findings from a number of systematic reviews show 

that Pilates may be superior to minimal intervention in reducing patient reported outcome 

measure scores for pain and disability relating to low back pain (La Touche et al. 2008; Lim 2011; 

Wells et al. 2013; Yamato et al. 2016), with two reviews considering the timeframe for 

improvements (Wells et al. 2013; Yamato et al. 2016). 

A Cochrane systematic review (Yamato et al. 2016) of 10 randomised controlled trials including 

510 participants, examined the effectiveness of Pilates in acute, sub-acute and persistent low 

back pain in comparison to minimal intervention, or other exercises (general exercise, McKenzie 

exercises, static cycling), with a meta-analysis conducted for Pilates versus minimal intervention. 

Low quality evidence demonstrated that Pilates is better than minimal intervention for pain in the 

short-term (< 3 months after randomisation), with a medium effect size (SMD -14.05, 

95% CI: -18.91 to -9.19, p = < 0.001), and with low quality evidence that Pilates improves disability 

in comparison to minimal intervention in the short-term, with a small effect size (SMD -7.95, 

95% CI: -13.23 to – 2.67, p = 0.003). The results of this meta-analysis should be interpreted with 

caution due to limitations in reporting quality with regard to the impact of risk of bias on the 

results. These findings show similarity to Wells et al. (2013), who conducted a systematic review 

of 14 randomised controlled trials, including 301 participants, comparing Pilates with either usual 

care and physical activity, massage therapy or other exercise. Results concluded that Pilates 

demonstrated improvements in pain and functional ability compared to usual care and physical 

activity in the short term; however, this conclusion was based on the balance of evidence, with 

more high quality studies reporting these findings (Wells et al. 2013).  

There is some inconsistency with regard to intermediate term benefit (3 months and <  12 

months after randomisation) with Wells et al. (2013) concluding that Pilates did not improve 

measured outcomes of pain and disability at 24 weeks compared with usual care and physical 
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activity, but it should be noted that this conclusion was based on one study (Miyamoto et al. 

2013). In contrast, Yamato et al. (2016) determined that there is moderate quality evidence for 

intermediate term reduction in pain, with a medium effect size (SMD -10.54, 95% CI: -18.54 

to -2.62), and moderate quality evidence for a reduction in disability at intermediate term, with 

medium term effect size (SMD -11.17, 95% CI: -18.41 to -3.92). This discrepancy may be due to 

differences in included studies that reported intermediate effect, with Yamato et al. (2016) also 

including an additional study (Natour et al. 2014). None of the studies reported long-term follow 

up (> 12 months after randomisation), and therefore conclusions cannot be drawn regarding the 

benefit of Pilates in the long-term without further research. Additionally, findings from systematic 

reviews provide evidence that Pilates is no more effective in reducing levels of pain and disability 

than other forms of exercise (Lim 2011; Wells et al. 2013; Yamato et al. 2016). Overall, systematic 

reviews conclude that the relatively small number of studies, plus the heterogeneity of the 

interventions and control groups, variable quality of studies, small sample sizes and lack of long-

term follow-up suggest a need for future research with high quality studies. Moreover, the 

generally low quality of the systematic reviews with regard to methodological and reporting 

quality means that findings should be interpreted with some caution. 

The research exploring the efficacy of Pilates in populations with persistent low back pain echoes 

other studies showing that no single exercise intervention is superior to another (van Middelkoop 

et al. 2011; Steiger et al. 2012). Moreover, there is evidence suggesting poor correlation between 

reduction in clinical outcome measures of pain and disability and improvements in physical 

function (such as strength and mobility) after exercise therapy (Steiger et al. 2012). A systematic 

review (Steiger et al. 2012) of 16 studies, including 1476 participants, examined the relationship 

between outcomes and physical function after exercise intervention. Results showed little 

evidence supporting a relationship between changes in pain and saggital mobility (nine out of ten 

studies showed no correlation), extension strength (seven out of nine studies showed no 

correlation), endurance (seven studies reported no correlation). Results showed mixed evidence 

with regard to an association between changes in disability and mobility (three studies showed no 

correlation and two studies reported significant association) and disability (four studies showed 

no correlation and two studies reported a significant correlation). Studies included in the review 

were heterogeneous in terms of interventions, populations, control groups and outcome 

measures and were of variable quality. Additionally, the majority of studies did not report 

correlation coefficients to substantiate non-significant correlations, therefore results should be 

interpreted with caution. 
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It has been argued that symptoms of low back pain show a common pattern of improvement 

regardless of treatment (Artus et al. 2010), and that treatment effect, compared to placebo, is low 

in both acute and persistent low back pain (Balagué et al. 2012). This has drawn into question the 

mechanism of action of many treatments, including exercise therapy. Evidence indicates instead 

that cognitive and behavioural factors are correlated with pain and disability, and are predictive of 

outcome (Ramond et al. 2011; Alhowimel et al. 2018). A systematic review (Alhowimel et al. 2018) 

of 10 observational studies, with a total of 1280 participants, examined psychosocial factors 

associated with changes in pain and disability in patients with persistent low back pain who were 

treated by a physiotherapist. Results suggest an association between fear of movement, 

depression, self-efficacy and catastrophizing in modifying pain and disability. Whilst the quality of 

the included studies was considered to be ‘fair’, the small number and heterogeneity of studies 

limited analysis, and results should therefore be interpreted with caution. 

Furthermore, Ramond et al. (2011) concluded in their systematic review of 23 articles (7561 total 

participants) evaluating psychosocial risk factors in persistent low back pain, that practitioner 

perceptions, together with patient expectations, were the most powerful predictors of outcome. 

A recent Cochrane systematic review (Hayden et al. 2019) of 60 studies, including 30,530 

participants, evaluated the evidence for an association between recovery expectations and 

disability outcomes in adults with low back pain, with results demonstrating moderate-quality 

evidence that positive expectations of recovery were strongly associated with better work 

participation (OR 2.43, 95% CI: 1.64 to 3.62). It should be noted, however, that limitations with 

publication and reporting biases suggest results may be over-estimated (Hayden et al. 2019). 

Interest has therefore grown in the role of non-specific treatment effects related to patient 

beliefs and attitudes, and how these variables may be influenced by the patient-practitioner 

relationship (Artus et al. 2010; Ramond et al. 2011).  

The patient-practitioner relationship is considered a key predictor of outcome in psychotherapy 

and related fields (Clarkson 2003; Norcross and Wampold 2011), and research suggests that the 

influence of this relationship may be an important predictor of outcome in persistent low back 

pain (Ferreira et al. 2013). A retrospective observational study (Ferreira et al. 2013) (n=182), 

nested within a randomised controlled trial comparing the efficacy of exercise compared with 

spinal manipulation, investigated whether the therapeutic relationship was a predictor or 

moderator of outcome. Results showed that the relationship between patients and physical 

therapists predicted all clinical outcomes (pain, disability, function, global perceived effect) at 

eight weeks, with higher levels of alliance associated with greater improvements (this study is 
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more fully described in Section 2.4.2). However, research evidence is limited and further research 

is needed to evaluate the impact of this relationship on outcomes of other allied health 

interventions (Leach 2005).  

Figure 8. Situating the researcher's influences 

 

 

1.5 The relevance of relationship 

It may be argued that humans are an inherently social species (Haslam et al. 2018), with the 

interaction between individuals viewed as a basic element of social structure, and a relationship 

seen as a series of interactions between individuals over time, formed in the context of social and 

cultural influences (Brown and Levinson 1979). Due et al. (1999) define the structure of social 

relations as having two dimensions: formal relations, and informal social relations described as 

the social network.  

“Formal relations are social relations due to one’s position and roles in society. It 

includes professionals and acquaintances. Social network is individuals and linkages 

between individuals with whom one has a close family relation and/or affection.”     

(Due et al. 1999 p662) 

Situating the researcher - influences 

The final catalyst for applying to study a PhD was stimulated by attending a course with Dr 

Brent Anderson, a physical therapist and founder of Polestar Pilates. His lecture considered 

the research indicating that perception was the biggest predictor of outcome in persistent low 

back pain, and how providing a positive movement experience without pain might be a 

contributing factor to successful outcome in patients.  

In further conversations with Brent, I realised that the subject I’m passionate about had 

opportunities for academic research that could bring together the clinical aspects and mind / 

body connections of my experience in a project that would allow me to the opportunity to 

continue to expand my learning and development. My aim at the start of my PhD journey was 

to explore beyond the physiological effects of Pilates. 
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One function of social relations is social support though providing emotional, informational and 

instrumental resource (House et al. 1988; Thoits 2011). Emotional support may be seen as love, 

care and encouragement; informational support as advice or appraisal to help solve a problem; 

and instrumental support as providing material or behavioural assistance with a problem (Thoits 

2011). Evidence indicates a positive link between levels of social support and well-being (Holt-

Lunstad et al. 2010) with these elements of support provided to individuals not just by their close 

relations but also by formal relations with professionals, such as when an individual seeks support 

when ill.  

Research has shown that people with low back pain may seek Pilates specifically to address their 

pain (von Sperling de Souza and Brum Vieira 2006; Allen 2014) and it may consequently be 

considered an exercise modality used for therapeutic purposes (Anderson and Spector 2000; NICE 

2016). Therefore, consideration of the relevance of the relationships within a therapy context will 

be expanded below.  

1.6 The relationship between client and healthcare professional 

A therapeutic relationship may be defined as the “collaborative and affective bond between 

therapist and patient” (Martin et al. 2000 p438). It differs from informal social network relations 

in that it focuses specifically on the client’s needs, constituting more than basic interaction, 

encapsulating instead a meaningful engagement between therapist and patient, with the capacity 

to facilitate change and personal growth of the client through the use of communication (Fuentes 

et al. 2014; Varcarolis 2014). Moreover, it has been asserted that this relationship is integral to 

the healing process and as such has been a focus for research (Benedetti 2010). 

The relationship between a client / patient and therapist has been variously termed therapeutic 

relationship, therapeutic alliance, working alliance or helping alliance (Martin et al. 2000). These 

terms encompass similar underlying notions and have been used somewhat interchangeably 

within the research arena (Leach 2005). Indeed, the specific nature of the therapeutic relationship 

and terms used to describe it have been conceptualised from different perspectives; therefore, to 

map a context and rationale for this study, an overview of the theoretical approaches discussed in 

the literature follows.  

It has been proposed that the origins of conceptualising the therapeutic relationship lie within the 

psychodynamic tradition (Horvath 2001) and the concepts borne within this perspective have 

been used in various healthcare settings to link measurable definitions to patient outcomes 
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(Perraud et al. 2006). Thus, the psychodynamic perspective will be illustrated initially, followed by 

a review of the sociological, anthropological and biomedical perspectives of the relationship 

between patient and healthcare giver. 

1.6.1 Psychodynamic origins and concepts of the therapeutic relationship 

Sigmund Freud is credited with first emphasizing the importance of the relationship between 

therapist and client (Horvath and Luborsky 1993). As theories of mental illness evolved, various 

terms were coined to express the relationship: Zetzel (1956) coined the term ‘therapeutic 

alliance’ to describe the client’s ability to work with the therapist to accomplish tasks; whereas 

Greenson (1967) differentiated a ‘working alliance’ as alignment with tasks and ‘therapeutic 

alliance’ to describe the bond between client and therapist. This conceptual split of the 

relationship into component parts has been controversial, with the delineation being problematic 

for researchers to measure effectively, and with critics suggesting that in reality the components 

always overlap (Kozart 1996; Safran and Muran 2006). Alternate pan-theoretical concepts were 

proposed by Luborsky (1975) and Bordin (1979), reconceptualising the relationship and separating 

it from its psychodynamic roots, instead focusing on conscious ‘working together’ components 

inherent in all helping relationships.  

Luborsky’s (1975) concept of ‘helping alliance’ extrapolated the work of Zetzel (1956) and Stone 

(1962), formulating a dynamic two-stage development of the alliance, firstly allowing the patient 

to feel safe with an understanding and helpful therapist, moving towards collaboration in 

therapeutic tasks. Bordin’s (1979)  concept of ‘working alliance’ expanded Greenson’s (1967) and 

Roger’s (1957) concepts, centralising the importance of client / therapist collaboration, and 

positing specific conditions for an effective alliance: 

a) Agreement on therapeutic goals 

b) Collaboration in forming tasks 

c) Affective bond between client and therapist  

It is claimed that Bordin’s (1979) conceptualisation has become the predominant framework for 

the therapeutic relationship in psychotherapy as it does not require use of a particular type of 

therapy, contending that success is derived through collaboration and bonding facilitating the 

realisation of goals and tasks (Horvath and Luborsky 1993; Horvath and Greenberg 1994; Kozart 

1996). 

The emergence of a reconceptualised therapeutic relationship in the 1970s dovetailed with 

seminal research showing that different psychotherapies produce similar therapeutic gains, and 
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promoting interest in the therapeutic relationship (Luborsky et al. 1975; Smith and Glass 1977). 

The association between therapeutic alliance and outcome in psychotherapy has been measured 

repeatedly in the past decades, and results from meta-analyses support the assertion that 

strength of the alliance is predictive of outcome (Horvath and Symonds 1991; Martin et al. 2000; 

Horvath 2002; Horvath et al. 2011). A recent meta-analysis by Flückiger et al. (2018) provided a 

synthesis of 295 independent samples reporting a therapeutic alliance-outcome relation in adult 

psychotherapy, representing 30,000 clients over a time period of forty years. The overall alliance-

outcome correlation was r = 0.278 (95% CI: 0.256 to 0.299, p = < .0001), almost identical to the 

effect size reported in Horvath et al.’s (2011) previous meta-analysis. Thus, research provides 

strong evidence for a predictive relation between alliance and psychotherapy outcomes (Flückiger 

et al. 2018). The magnitude suggests a modest effect, yet with therapist effect, it provides the 

strongest and most reliable factor in successful outcome (Wampold 2013). This robust evidence 

led to the broad acceptance of the alliance concept within psychotherapy (Krause et al. 2011); 

however, whilst the evidence provides a compelling link between therapeutic relationship and 

successful outcome, the available data is correlational and therefore a causal link cannot be 

assumed (Martin et al. 2000; Vowles and Thompson 2012). In addition, the importance of each of 

the elements contributing to the relationship has not been identified and has been recognised as 

an area for further research (Vowles and Thompson 2012).  

Hatcher and Barends (2006) also contend that Bordin’s (1979) concept of working alliance has 

become used as a proxy for the relationship as a whole. They point out that Bordin’s framework 

requires a negotiated, purposive collaboration to be effective (Hatcher and Barends 2006). 

Concern has been raised that the more general the concept of alliance becomes, the more it may 

lose clinical relevance and merely represent a warm, supporting interaction undifferentiated from 

everyday interpersonal relations (Horvath and Greenberg 1994). Some argue that the therapeutic 

alliance is specific to psychotherapy (Kozart 1996; Gelso 2014) and whilst it is clear that the 

conceptualisation of the therapeutic relationship is grounded in psychoanalytic and 

psychotherapeutic fields, pan-theoretical constructs provide a framework to consider other non-

psychotherapeutic relationships. Bordin writes (1979 p252), 

“The working alliance can be defined and elaborated in terms which make it universally 

applicable… a working alliance between a person seeking change and a change agent 

can occur in many places besides the locale of psychotherapy. The concept of the 

working alliance would seem to be applicable in the relation between student and 
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teacher, between community action group and leader, and, with only slight extension, 

between child and parent.” 

Different professions have approached the client-therapist relationship from different 

perspectives, including but not limited to psychology, sociology and anthropology and no 

particular discipline can ‘own’ the relationship. Nonetheless, as Perraud et al. (2006, p224) 

express, it seems “blasphemous” to construct a discourse on therapeutic relationship outside of 

psychotherapeutic boundaries. Yet, if we return to basic human needs when unwell, Benedetti 

(2013) describes the patient-therapist encounter in the simplest terms, dividing it into four steps: 

1) Feeling ill 

2) Seeking relief 

3) Meeting the therapist 

4) Receiving the therapy 

The context of these steps provides the uniqueness of the therapy relationship, overarching 

theoretical constructs. Whilst the psychotherapy tradition provides conceptual frameworks from 

which to theorise the therapeutic relationship, at its most profound, it is a unique human 

interaction that occurs in all cultures. As such, because various terms have been used to describe 

different aspects of the therapeutic relationship within psychotherapeutic research (Martin et al. 

2000), the term ‘therapeutic relationship’ will be used henceforth, to differentiate from any 

specific reference to psychotherapy traditions. 

1.6.2 Sociological perspective of the therapeutic relationship 

Benedetti’s (2013) explanation of the process of basic human needs in illness above provides a 

link to the sociological perspective of the patient-therapist encounter. Contemporary medical 

practices diagnose and treat ‘disease’ (pathophysiology in the structure and function of the body), 

whereas patients experience ‘illness’. From this standpoint, illness is not simply a biological 

process, it is inherently a social one, with the social environment influencing symptom severity 

and how the ill person engages in their social world (Taylor and Field 2007). The study of the 

sociology of health and illness has been characterised by three distinctive theoretical frameworks: 

functionalism, the political economical approach, and social constructionism (Lupton 2012).  

The functionalist approach is based on Talcott Parsons’ (1951) formative work that explains the 

doctor-patient relationship in terms of the function of the ‘sick role’. In sickness, a person 

necessarily deviates from expected social roles and takes on a sick role, which exempts the person 

from social obligation. In order to maintain this exemption, the sick person must seek medical 



  Chapter 1 

25 

 

help in order to return to ‘normality’, or be labelled as a ‘malingerer’, with the doctor 

representing the means to socially legitimise illness, and therefore viewed as an agent of social 

control (Parsons 1951). Thus, the doctor-patient relationship provides a mechanism to maintain 

social order, ensuring the sick person returns to their social obligations having received therapy 

(Lupton 2012). The functional perspective was influential in the 1950s and 1960s but critics 

argued against the ‘moralism’ of patients being malingerers and doctors as altruistic, beneficient 

characters (Turner 1995). Criticism pointed to the power struggle inherent within the relationship 

as each character seeks to satisfy their own interest, and the perspective became unfashionable 

as a result (Lupton 2012). 

The political economy approach developed from the Marxist views of capitalism shaping social 

thought in the 1970s, and remained the dominant perspective until the 1980s (Lupton 2012). This 

perspective maintains that healthcare institutions exist to ensure the population remains healthy 

in order to contribute to the economic system, contending that ill, ageing and disabled groups 

(amongst others) are marginalised as they do not contribute to the production and consumption 

of commodities (Lupton 2012). Thus, this approach is oriented towards the origins of disease 

coming from within the capitalist economy: at the level of production through industrial injury, 

stress-related illness, the long-term implications of environmental pollution; and at the level of 

distribution where social inequality impacts health and access to the means of health (Turner 

1995). The influence of this approach led to important insights into health inequality, but has 

been criticised as it neglects to recognise that disparity exists to the same extent within socialist 

states (Turner 1995).  

Social constructionism emerged from the criticism of biomedicine in the 1970s, with proponents 

questioning whether illness was actually a social construct, created by medical professions 

(Freidson 1988). Freidson (1988, p206) suggests that “by virtue of being the authority on what 

illness ‘really’ is, medicine creates the social possibilities for acting sick”. Whilst this echoes 

Parsons functionalist approach, social constructionism focuses on the construction of knowledge 

and realities as a product of social interactions (Lupton 2012). Critics assert that the social 

constructionist perspective can lead to relativism and nihilism, that if all knowledge is socially 

constructed then the validity of the perspective itself should be questioned on these grounds 

(Turner 1995). In addition, critics argue that social constructionism neglects the embodied 

experience of illness, instead conceiving illness as a purely social construct (Bury 1986). Lupton 

(2012), in contrast, contends that the social constructionist perspective has provided a new way 

to consider the claims of Western medicine, showing them to be as much social products as lay 
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beliefs, thus providing a theoretical framework for those interested in the cultural assumptions in 

which medical beliefs are rested. 

1.6.3 Anthropological perspective of the therapeutic relationship 

The cultural perspective is also common to anthropology, with medical anthropologists studying 

health related phenomena as culturally-infused interactions (van der Geest 2014). Illness is 

viewed as “a form of communication – the language of organs through which nature, society and 

culture speak simultaneously” (Scheper-Hughes and Lock 1987 p31). Philosophers argue that the 

human experience necessitates the struggle to understand our existence by finding meaning with 

which to interpret the world and ourselves (Merleau-Ponty 1982; Dekkers 1998; Heidegger 2010). 

Thus, it follows that the natural human response to illness is to find a way of understanding 

through the explanations and care offered by healers (Verhulst et al. 2013). Whilst having much 

overlap with sociological frameworks, the focus on cultural aspects of the lived experience of 

illness differentiates this approach, with the boundaries of cultural reference including emotion, 

empathy, morality, embodiment, perception and religious experience (van der Geest 2014). In 

considering the doctor-patient relationship, two distinct anthropological approaches have 

emerged: the explanatory model, and critical medical anthropology. 

The explanatory model, proposed by Kleinman et al. (1978) conceptualises the subjective sense of 

being sick, focusing on the meaning of illness and health for the individual. The beliefs, 

expectations and actions of an individual are developed in accordance to cultural patterning 

(Kleinman et al. 1978). Good and Good (1981 p175) describe illness as “fundamentally semantic 

or meaningful and … all clinical practice is inherently interpretive”. Therefore the explanatory 

model seeks to provide a clinical perspective, helping medical professionals translate the patients’ 

models and thus enhance therapeutic outcomes by reducing the perceptual discrepancies within 

the therapeutic interaction (Lazarus 1988).  

Lazarus (1988) considers that a significant contribution of this framework has been to illustrate 

that Western biomedical model is a sociocultural system. Foremost amongst the biomedical 

model’s assumptions is the Cartesian mind-body dualism, which emphasises disease over illness, 

thus negating the subjective experience of the body (Scheper-Hughes and Lock 1987). In reaction, 

anthropologist Thomas Csourdas (1990) developed the concept of ‘embodiment’ to describe the 

incorporation of the social and cultural world into the physical body. The body may thus be 

defined as a “physical and symbolic artefact… naturally and culturally produced, and as securely 

anchored in a particular historical moment” (Scheper-Hughes and Lock 1987 p7). Whilst this 

model has been widely applied (van der Geest 2014), it is criticised for focusing on meaning and 
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ignoring the interaction itself (Young 1982; Lazarus 1988). Young (1982) contends that the 

explanatory model over-simplifies a complex exchange between doctor and patient, and fails to 

consider the wider implication of cultural and social influence. 

In contrast, the critical medical anthropological perspective examines individual beliefs within the 

context of the larger medical system, itself embedded within the political economy (Lazarus 

1988). Originating from Marxist interpretations of health inequality, this framework uses 

Foucaldian analysis to conceptualise the power possessed by medicine as an instrument of social 

control (van der Geest 2014). Within this conceptualisation, the doctor-patient relationship is 

considered asymmetric in terms of power, with the doctor holding access to health resources. As 

such, the relationship is one of dominance and dependence (Scheper-Hughes and Lock 1986; 

Scheper-Hughes and Lock 1987). 

Thus, it can be seen that anthropological perspectives provide concepts of the body as a cultural 

construction, with the experiences of the body portraying the larger representation of society. 

This is in theoretical contrast to psychodynamic theory in which social practices are considered 

unconscious representations of the experience of the self (Scheper-Hughes and Lock 1987). Lévi-

Strauss (2000) dissolves this theoretical impasse by reflecting on the parallels between 

shamanistic cure and psychoanalysis; asserting that both experiences furnish rituals that provide 

the patient with a means for attaining meaning.  

1.6.4 Biomedical perspective of the therapeutic relationship 

The influence of the doctor-patient relationship has been recognised since Ancient Greece, with 

the development of the Hippocratic Oath codifying a doctor’s conduct towards a patient; 

however, the dynamics of the relationship have been shaped by historical context (Szasz and 

Hollender 1997). In the eighteenth century, the model of illness prioritised the interpretation of a 

patient’s illness experience, resulting in a relationship based on the doctor’s attentiveness to the 

patient’s needs, with the patient holding the power (Kaba and Sooriakumaran 2007). With the rise 

in microbiological knowledge in the late nineteenth and twentieth century, medicine moved away 

from the subjective interpretation of symptoms to a model based in objective examination, 

leading to the diagnosis of a pathological causation for illness – the biomedical model (Szasz and 

Hollender 1997; Kaba and Sooriakumaran 2007). The primacy of the patient gave way to the 

expert knowledge of the doctor, resulting in a relationship based in the dominance of the doctor 

and the passivity of the patient. According to Harrison (2018, p178), the biomedical 
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“depersonalisation” of the patient during the twentieth century pushed the doctor-patient 

relationship to the margins of care. 

Concurrent with the emergence and proliferation of the biomedical approach, the field of 

psychiatry was also developing, notably the psychoanalytic approach (Szasz and Hollender 1997). 

As described above in Section 1.6.1, psychoanalysis prioritised the listening role of the physician, 

with the patient as an active participant in a communicative relationship (Szasz and Hollender 

1997). In the medical field, Balint’s (1955) work placed the concept of the ‘doctor as drug’ at the 

heart of the therapeutic relationship, with ‘mutual investment’ required for understanding the 

individual psychological and social context of the patient’s life, thereby viewing illness as more 

than a biological phenomenon. 

Further revival of the importance of the doctor-patient relationship may be seen with Engel’s 

(1977) pivotal critique of biomedicine, rejecting the biomedical preoccupation with a biological 

causation for illness; instead, proposing that the interaction of diverse biopsychosocial factors 

could manifest as an individual’s illness experience. Engel (1977) further criticised the 

impersonality of biomedicine, asserting the importance of the doctor-patient relationship in 

influencing medical outcomes. He considered two elements crucial in determining the 

relationship: that the patient comes to the doctor because they do not know what is wrong, or 

feels incapable of helping themselves; and the doctor’s commitment to their role as healer, 

encompassing elements of educator and psychotherapist “to induce peace of mind in the patient” 

(Engel 1977, p386). Of particular interest to the current study, Waddell’s (1987) seminal article 

applied the biopsychosocial model to low back pain, suggesting the patient should be an active 

participant in their treatment, with the doctor’s role encompassing that of counsellor. 

Interestingly, both Balint and Engel trained in psychoanalysis, and it may be contended that the 

twenty-first century biomedical interpretation of the therapeutic relationship stems from these 

psychoanalytically-informed conceptualisations, with the implementation of patient-centred care 

(Heritage and Maynard 2006). Patient-centred care was first described as a way of understanding 

the patient as a unique individual (Balint 1969). Whilst a range of descriptions have been applied 

to the patient-centred approach since then (McWhinney 1989; Gerteis et al. 1993; Stewart et al. 

1995), in general the approach focuses on including patient views in medical interactions and 

promoting the patient-practitioner relationship (Ishikawa et al. 2013). This lack of definitional 

clarity led to a seminal narrative review of the conceptual and empirical literature pertaining to 

patient-centredness by Mead and Bower (2000), proposing five dimensions of importance: (1) the 

biopsychosocial perspective; (2) the ‘patient as person’, conceiving of the patient as an 

experiencing individual; (3) the egalitarian sharing of power and responsibility between doctor 
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and patient; (4) the therapeutic alliance, based on Roger’s (1967) psychotherapeutic concept of 

the core therapist attitudes of empathy, congruence and unconditional positive regard; (5) the 

‘doctor as person’, whereby the doctor’s influence is seen as integral within ‘two person 

medicine’. Thus, the patient-centred therapeutic relationship may be seen as one based in 

mutuality with a shared power dynamic. 

It should be noted that the term patient-centred is not synonymous with therapeutic relationship 

as the relationship represents one facet of the multi-dimensional patient-centred approach, and 

some conceptualisations of patient-centred care do not focus on fostering a therapeutic alliance 

(Clarke et al. 2017). Additionally, the characteristics of the therapeutic relationship considered 

important as a means for establishing patient-centred care also vary, including: communication 

and partnership (Constand et al. 2014); empathy, trust and individualised care (Castro et al. 2016); 

respect, information, education and emotional support (Rathert et al. 2015). A recent systematic 

review (Langberg et al. 2019) of 80 articles pertaining to definitions of patient-centred care since 

Mead and Bower’s (2000) review identified therapeutic alliance as the second most commonly 

referenced dimension, mentioned in 63 articles. Langberg et al. (2019) used only one database 

(PubMed) for the literature search which may have led to articles being missed, and the use of a 

conceptual review methodology instead of a systematic review may have been more appropriate, 

given the conceptual nature of the review. Nonetheless, the results point to the importance of the 

patient-practitioner relationship in the patient-centred approach. 

Patient-centred care has been variously associated with reduced use of health care resources and 

costs, increased patient satisfaction and treatment adherence as well as healthcare professional 

fulfilment, with a reduction in malpractice complaints (Stewart et al. 2000; Lewin et al. 2001; 

Venetis et al. 2009; Rathert et al. 2013); however, research evidence shows inconsistent evidence 

regarding associations to physical and psychological outcomes (Michie et al. 2003; Rathert et al. 

2013). A review (Rathert et al. 2013) of 40 articles, including 17,243 participants, examined the 

relationship between patient-centred care and outcomes. A wide range of study designs was 

included, capturing differing dimensions of patient-centred care, with results demonstrating 

positive relationships between patient-centred care and satisfaction (Rathert et al. 2013). 

However, methodological limitations weaken this review: risk of bias for included studies is not 

reported, a meta-analysis article is included, and summary data, effect estimates and confidence 

intervals for individual studies are not given.   

Michie et al.(2003) investigated whether the use of different patient-centred approaches are 

differentially associated with health outcomes in chronic illness. A literature review returned 30 



30 

 

studies, which were divided to two categories: (1) the ‘patient perspective’ approach, where the 

consultation emphasised eliciting patients’ beliefs and responding to them in a patient-centred 

way; and, (2) the ‘patient activation’ approach, with the patient taking an active part in the 

consultation. Of the 30 studies included in the review, 20 were categorised as ‘patient 

perspective’, and the remaining 10 studies categorised as ‘patient activation’, with satisfaction, 

adherence and physical health used as outcome measures. Results suggest that ‘patient 

activation’ may be associated with better physical health outcomes than ‘patient perspective’ 

approaches (Michie et al. 2003); however, the heterogeneity of study designs, varied quality of 

primary studies, coupled with a lack of study data reported in the review suggests these results 

should be interpreted with caution. Michie et al. (2003) suggest the variance between patient-

centred approaches and health outcomes may relate to the focus of each approach. Patient 

perspective approaches may promote patient satisfaction, in turn increasing adherence to 

treatment and advice; however, it is the healthcare professional’s ability to empower the patient 

to actively engage with their health management that is necessary to foster improved physical 

and psychological outcomes. Thus, empowerment may be seen as a key concept associated with 

the patient-centred approach (Holmström and Röing 2010). 

The patient-centred approach has risen to prominence, with Roter (2000) suggesting it as the 

medical paradigm for the twenty-first century. In the UK, the adoption of patient-centred care is 

shown in the NHS Plan (Department of Health 2000, p4) stating, “the NHS will shape its services 

around the needs and preferences of individual patients, their families and carers”. However, 

Latimer et al. (2017) argues that as patient-centred care entered the realm of health-care policy 

its emphasis changed to ‘patient choice’. This resonates with Harrison’s (2018) view that the 

introduction of greater market forces in UK healthcare has seen patients transformed to 

consumers, with the patient once again holding the power. Consumerism may be seen as largely 

based on concepts of autonomy relating to freedom of choice, and its influence in healthcare is 

associated with the rise in the consumer rights movement of the 1960’s and 70’s, bolstered by the 

healthcare policies of the early twenty-first century, championing partnership and patient choice 

(Latimer et al. 2017). Here, there is a conceptual overlap between consumerist and patient-

centred care models of healthcare, with individual choice and empowerment (Arnold et al. 2020). 

The concept of empowerment evolved as a reaction to oppression and inequality within society 

(Holmström and Röing 2010) where ‘power over’ represents a coercive and marginalising power, 

in contrast to ‘power to’ which is seen as a capacity to influence change (Chiapperino and 

Tengland 2015), with empowerment being seen as “having control over the determinants of one’s 

quality of life” (Tengland 2006, p34). However, Holmström and Röing (2010) contend that in 
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healthcare this original emancipatory expression of empowerment has been replaced with an 

emphasis on individual choice and responsibility for health, with the shift from ‘control’ to 

‘responsibility’ signalling a change from social liberation to individualism. Criticism surrounding 

this shift lies in the obligation it creates for the individual to conform to social expectations about 

their health (Arnold et al. 2020). As Chiapperino and Tengland (2015, p213) state,  

“requiring citizens to take more responsibility for their health can hardly be an 

empowering step for citizens if optimal health is presented as a standard to which all 

members of the community are expected to conform.” 

Here, the notion of empowerment based on an individual’s ‘responsibility’ for their own health 

faces a conceptual challenge, as it may appear that empowered individuals are free to choose 

healthier behaviours, but these behaviours are set out for them by healthcare professionals and 

institutions (Rose 2007). In this respect, patient ‘empowerment’ may be seen as simply masking 

persisting power asymmetries (Holmström and Röing 2010). 

Thus, as portrayed above, the therapeutic relationship described from a medical perspective 

shows considerable variation of the doctor and patient roles throughout history, dependent on 

context and characterised by differing power relations.  Having presented a conceptual review of 

the therapeutic relationship, the following section will situate clinical evidence of the role of the 

therapeutic relationship.  

1.7 Measures used to assess the therapeutic relationship 

The sections above portray different theoretical conceptualisations of the therapeutic 

relationship, demonstrating the diversity of constructs used to describe the interaction. Likewise, 

the measures used to evaluate the therapeutic relationship are equally varied. Indeed, 

Greenhalgh and Heath (2010, p5) state, “the therapeutic relationship is something for which 

objective, valid and reproducible metrics are difficult, if not impossible, to develop”. This section 

provides an overview of ways in which the therapeutic relationship may be measured, but is not 

intended as a comprehensive review. 

In psychotherapy, decades of research in to the therapeutic alliance have provided consistent 

evidence of an association between the therapeutic relationship and positive outcomes such as 

symptom reduction and well-being (Horvath and Symonds 1991; Martin et al. 2000; Horvath et al. 

2011; Flückiger et al. 2018). The strength of the alliance between therapist and client is commonly 

measured using questionnaires from client, therapist or observer perspectives (Elvins and Green 
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2008). A wide range of instruments have been developed, with a recent meta-analytic synthesis of 

295 studies covering over 30,000 patients (Flückiger et al. 2018) of the alliance in adult 

psychotherapy reporting thirty-five different assessment tools. Of these, four frequently used 

‘core’ instruments were found to account for the measures used in two-thirds of the alliance-

outcome studies: California Psychotherapy Alliance Scale; Helping Alliance Questionnaire; 

Vanderbilt Psychotherapy Process Scale; Working Alliance Inventory (Flückiger et al. 2018). 

Table 1 below, adapted from Elvins and Green (2008) provides a summary of these measures. 

 

 Table 1. Commonly used measures of the therapeutic relationship in psychotherapy 

Commonly used measures of the therapeutic relationship in psychotherapy 

Measure Description  

California Psychotherapy 

Alliance Scale 

(Marmar et al. 1986) 

Psychodynamic origins. Patient, therapist and rater versions. 30 

item. Good validity data.  

Helping Alliance Questionnaire 

(Alexander and Luborsky 1986) 

Conceptualises patient’s view of the healthcare professional’s 

understanding and involvement, and the patient’s feelings. 

Patient report only with 5 scales. Limited validity data. 

Vanderbilt Psychotherapy 

Process Scale 

(Suh et al. 1986) 

Combines concepts of alliance, weighted towards alliance 

contributions from the patient. Good validity data. 

Working Alliance Inventory 

(Horvath and Greenberg 1989) 

Designed to measure Bordin’s (1975) working alliance 

concepts. Patient, therapist and observer versions. 36 item and 

12 item versions. Good validity data. 

 

An analysis of the California Psychotherapy Scale, Helping Alliance Questionnaire and the Working 

Alliance Inventory determined that a confident, collaborative relationship was a central theme of 

measurement (Hatcher and Barends 1996), yet Flückiger et al. (2018) contend that the diversity of 

the measures may contribute to variability in alliance-outcome relations in the research literature. 

Moreover, Elvins and Green (2008, p1169) consider that “key measures of alliance were 

developed alongside specific conceptual reworking of the alliance concept by different groups – 
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and often developed to synthesize (or in some cases to test) new theoretical constructs”, 

concluding that no one instrument represents all parts of the relationship. 

In the field of medicine, the therapeutic relationship has been associated with increased patient 

compliance with treatment, levels of satisfaction and improved health outcomes (Stewart et al. 

1979; Stewart 1995; di Blasi et al. 2001; Riedl and Schüßler 2017), where the relationship may be 

measured using outcome measures as well as direct evaluations of the relationship itself (Griffin 

et al. 2004). Outcome measures are ways of assessing the impact and quality of healthcare 

treatment (Donabedian 1966), and may be classified as objective, subjective or intermediate: 

objective measures may be categorised as physiological markers such as blood pressure; 

subjective measures may include questionnaires assessing patient reported perceptions of pain, 

anxiety, depression, functional status, and quality of life; and intermediate measures such as 

patient satisfaction, adherence to treatment or health-care costs (Griffin et al. 2004).  

In considering specific measures of the therapeutic relationship, Eveleigh et al. (2012) reviewed 

the literature for questionnaires relating to the doctor-patient relationship, identifying 19 

instruments from 43 articles, detailed below in Table 2. 
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Table 2. Measures of the therapeutic relationship in medicine (adapted from Eveleigh et al. (2012) 

Measures of the therapeutic relationship in the field of medicine 

Measure 
Origin of conceptual model  

of doctor-patient relationship 

• 4-point alliance scale 

• Agnew Relationship Measure 

• California Psychotherapy Alliance Scale 

• Dual-Role Relationships Inventory 

• Helping Alliance Questionnaire 

• Human Connection scale 

• Kim Alliance Scale 

• Inpatient Treatment Alliance Scale 

• Patient-Doctor Relationship Questionnaire 

• Stanford Trust in Physician scale 

• Vanderbilt Therapeutic Alliance Scale 

• Working Alliance Inventory 

Psychotherapeutic 

conceptualisations 

of the alliance 

• Consultation and Relational Empathy Measure 

• Difficult Doctor-Patient Relationship 

Questionnaire 

• Health Care Relationship Trust Scale 

• Scale to Assess therapeutic Relationship 

• The patient-physician relationship questionnaire 

• The relational communication scale for observers 

• Wake Forest (Physician) Trust Scale 

Primary / general health  

 

It is noteworthy that 12 instruments originated from psychotherapy, showing overlap with 

commonly used measures in psychotherapy (California Psychotherapy Alliance Scales, Helping 

Alliance Questionnaire, Vanderbilt Therapeutic Alliance Scale and Working Alliance Inventory). 

Moreover, commonality may be seen in the relationship domains measured in the instruments, 

with Eveleigh et al. (2012) describing ‘alliance’ in the form of bond, goals, tasks and collaboration 

as the most frequently mentioned domains, whereas instruments developed for use in medical 
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health-care were more commonly based on the domains of trust and empathy. As with 

psychotherapy measures, the diversity of measures represents diversity of conceptual models 

(Eveleigh et al. 2012). 

Eveleigh et al.’s (2012) review focused solely on instruments where the relationship was directly 

measured, excluding broader, more indirect aspects associated with the therapeutic relationship 

such as patient satisfaction, thus limiting the scope of the article. Patient satisfaction may be 

described as the outcome of a patient’s subjective evaluation of their healthcare experience, 

influenced by the patient’s expectations, previous experiences, beliefs and perceptions, as well as 

socio-economic variables (Batbaatar et al. 2015), and is considered an important outcome to 

measure (Brown et al. 2003). Measures of patient satisfaction commonly employ questionnaires 

that assess attributes including the humanistic qualities of the healthcare professional such as 

caring, compassion and concern, alongside communication and listening skills and information 

provision, as well as wider factors such as accessibility to services and healthcare setting 

(Junewicz and Youngner 2015; Batbaatar et al. 2017). Research evidence shows a consistent 

association between elements of the patient-practitioner interaction and levels of satisfaction 

(Batbaatar et al. 2017; Rossettini et al. 2020). Thus, it may be asserted that a key determinant of 

patient satisfaction lies in the therapeutic relationship 

However, the use of patient satisfaction as a measure of therapeutic relationship may be 

considered problematic (Greenhalgh and Heath 2010). Patient characteristics such as age, race 

and socioeconomic status are associated with reported levels of satisfaction (Chen et al. 2019). 

Higher levels of patient satisfaction are associated with older age and increased socioeconomic 

status (Bleich et al. 2009; Chen et al. 2019), whilst those from minority ethnic groups are more 

likely to report dissatisfaction (Mead and Roland 2009; Hanssens et al. 2016). Moreover, levels of 

satisfaction may vary between countries (Bleich et al. 2009; Sánchez-Piedra et al. 2014), 

suggestive of the influence of wider societal factors as well as subjective factors unique to the 

individual.  

Additionally, higher levels of patient satisfaction may not always correlate with improved 

outcomes. For example, Sites et al. (2018) carried out a cross-sectional study in America, 

examining the relationship between opioid use and patient satisfaction in 19,566 adults with 

musculoskeletal conditions. In analyses adjusted for health status, pain levels and 

sociodemographic factors, high satisfaction scores were associated with the prescription of 

opioids (OR 1.32, 95% CI: 1.18 to 1.49). The use of prescription opioids quadrupled since 1999, yet 

self-reported pain levels remained unchanged (Centers for Disease Control and Prevention 2011), 
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suggesting that higher satisfaction levels may be partially explained by the clinician’s desire to 

meet patient expectations (Sites et al. 2018), leading to a potential correlation between the 

current opioid epidemic in America, the concomitant health risks associated with opioid 

addiction, and the emphasis placed on patient satisfaction scores (Khanna and Diab 2019). 

As described above in Section 1.6, the relationship between those seeking care and healthcare 

professionals has been depicted as a complex interaction that may be conceptualised from a 

variety of perspectives. Equally, a wide range of measures related to the evaluation of the 

therapeutic relationship exist, emphasising different dimensions of the relationship but that may 

not capture its ‘elusive essence’ in its entirety. From this theoretical milieu, Greenhalgh and Heath 

(2010, p30) provide a useful summary stating that “from an academic perspective, it is important 

to keep the research field open” and not designate a particular approach as the “right way to 

study the topic”.   

1.8 The relevance of the therapeutic relationship to Pilates 

Whilst the theoretical concept of the therapeutic relationship originated within a psychoanalytical 

framework (Zetzel 1956; Greenson 1967; Bordin 1975; Luborsky 1975), Bordin (1979) proposed 

that a therapeutic relationship could exist in any setting where a person seeking change and a 

change agent formed an alliance, thus the concept may be applicable to a Pilates setting where a 

person may seek assistance in managing their musculoskeletal pain. The therapeutic relationship 

has been found to have a positive association with treatment outcome in diverse settings 

including psychotherapy, medicine and nursing (Horvath and Symonds 1991; Stewart 1995; 

Martin et al. 2000; Lewin et al. 2001; Charlton et al. 2008; Horvath et al. 2011; Kelley et al. 2014). 

Thus, consideration of the therapeutic relationship in the field of physical therapy may benefit a 

wider understanding of its potential influence on treatment outcomes in musculoskeletal 

conditions. 

Hall et al. (2010) carried out a systematic review  of 13 studies, including 3,160 participants, 

investigating the association between therapeutic relationship and outcome in physical 

rehabilitation settings, and whether the relationship is a predictor of outcome. Populations 

included people with brain injury (n = 253), cardiac conditions (n = 79), musculoskeletal conditions 

(n = 1989) and multiple pathologies (n = 839). From the 13 studies reviewed, 12 showed evidence 

of an association between therapeutic relationship and positive outcome in measures including 

pain, ability to carry out activities of daily living, reported treatment adherence, global 

assessment of physical health and treatment satisfaction (Hall et al. 2010). However, considerable 
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variation was reported in measures of the relationship: Working Alliance Inventory (n = 6); 

California Psychotherapy Alliance Scale (n = 1); MedRisk Instrument for Measuring Patient 

Satisfaction with Physical Therapy Care (n = 1); non-specific measures (n = 4); not-stated (n = 1). 

Whilst the Working Alliance Inventory and California Psychotherapy Scale are commonly used in 

psychotherapy research (as described above in Section 1.7) (Flückiger et al. 2018), but the validity 

of using psychotherapeutic measures in physical therapy settings has been questioned (Hall et al. 

2012). Further limitations may be seen with the use of a patient satisfaction measure as an 

indirect measure of the relationship, as described above in Section 1.7; in addition to the use of 

non-specific measures such as verbal and non-verbal behaviours. Whilst the review by Hall et al. 

(2010) points to a positive association between the therapeutic relationship and outcomes in 

physical therapy settings, the low quality of the review, alongside the limitations of included 

studies suggests these findings should be interpreted with caution. 

Two systematic reviews specifically examined the effect of the relationship in physical therapy 

musculoskeletal settings (Kinney et al. 2018; Taccolini Manzoni et al. 2018). Kinney et al. (2018) 

investigated the impact of the therapeutic relationship in physical therapy for chronic 

musculoskeletal pain in a systematic review of seven studies, with a total of 480 participants. The 

review reports three randomised controlled trial studies, including 375 participants, examining 

the effect of the therapeutic relationship on chronic musculoskeletal pain (with all studies using a 

persistent low back pain sample). Results suggest an association between a therapeutic 

relationship and improved levels of pain; however, issues with blinding and selective reporting in 

the primary studies may have introduced bias. Moreover, the studies used measures of 

therapeutic alliance from psychotherapy (Working Alliance Inventory and Patient Rehabilitation 

Expectations Scale), with concomitant limitations as described for Hall et al. (2010).  

Kinney et al. ‘s (2018) review also included a further four observational studies, totalling 105 

participants with varied persistent pain conditions, considering factors that may influence the 

strength of the therapeutic alliance. Trust was identified in two studies (Bunzli et al. 2013; 

Harman et al. 2014), with individualised treatment also identified in two studies (Harman et al. 

2014; Wilson et al. 2017). Other reported influencing factors included negative emotional states 

(anger expression, hostility and depression), understanding the person as a whole, rapport, 

support, active participation and a strategy for adherence to treatment (Kinney et al. 2018). The 

diversity of factors listed as influencing the strength of a relationship is suggestive of a lack of 

consensus. The study authors (Kinney et al. 2018) concede the small number of included studies 

impeded the provision of adequate evidence to make definitive claims regarding the influence of 
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the therapeutic relationship on chronic musculoskeletal pain. Additionally, the low quality of the 

systematic review, including limited reporting of how the heterogeneity of the studies may have 

impacted results, suggests results should be considered with caution.  

Taccolini Manzoni et al.’s (2018) conducted a systematic review to determine the role of the 

therapeutic relationship on pain relief for patients with musculoskeletal disorders. Five articles 

and one dissertation from four studies were included in the review, totalling 387 participants, 

with all studies presenting samples composed of patients experiencing persistent low back pain. 

In contrast to Kinney et al. (2018), Taccolini Manzoni et al. (2018) reported a lack of strong 

evidence to support an association, however this may be due to the inclusion of one article 

(Nascimento et al. 2014) and one dissertation (Nascimento 2011) based on a cohort study not 

included in Kinney et al.’s (2018) review. A methodological quality assessment of the cohort study 

indicated a high risk of bias, with problems relating to sampling and the blinding of assessors, 

which may have impacted results. Taccolini Manzoni et al. (2018) conclude that a dearth of 

identified studies prevented a more definitive analysis, additionally citing a lack of information 

regarding contextual factors (such as therapist characteristics) and a lack of measures specific to 

physiotherapy/rehabilitation as factors limiting the review in clarifying the role of the therapeutic 

relationship in musculoskeletal settings. Methodological limitations of the review, including lack 

of detail reported for the literature search strategy, suggest results should be interpreted with 

caution. Therefore further research may help to develop understanding. 

As presented above, emerging evidence points to the influence of the therapeutic relationship in 

the management of musculoskeletal conditions, including persistent low back pain. As described 

in Section 1.4.3 above, Pilates is an exercise method that may be employed in the management of 

persistent low back pain, and whilst Pilates is used for diverse purposes such as leisure or sports 

training, it may also be considered as a rehabilitative tool within a healthcare sphere (Di Lorenzo 

2011; Cruz et al. 2016; Byrnes et al. 2018). In this regard, Pilates is now considered an accepted 

rehabilitation tool in the field of physiotherapy, used in NHS primary care and private 

physiotherapy practices (Giannakou and Gaskell 2020). Further context relating to the acceptance 

of Pilates within the physical therapy field may be provided when considering organisations 

providing Pilates training. For example, the Australian Physiotherapy and Pilates Institute (APPI) 

operates in 22 countries, training 4000 Pilates teacher per year, and delivering over 30,000 classes 

per year in its UK centres (Appihealthgroup.com 2020). Additionally, Polestar Pilates (founded by 

American physical therapist Dr Brent Anderson) provides Pilates training in nearly 40 countries, 

with the curriculum based in physical therapy principles and science-based techniques (Polestar 

Pilates 2020). 
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Whilst the relevance of the therapeutic relationship may be of interest for the management of a 

wide range of musculoskeletal conditions, low back pain is the leading cause of disability 

worldwide (Vos et al. 2017) with significant societal cost (Hoy et al. 2012) and individual impact 

(Froud et al. 2014). There has been a ‘call for action’ for further research in the treatment and 

prevention of low back pain (Buchbinder et al. 2018), and therefore low back pain is the focus of 

this thesis. 

In summary, the use of Pilates as a rehabilitation tool in the management of low back pain has 

been demonstrated, with the exercise method commonly used in physiotherapy settings (Cuddy 

and Gaskell 2020; Giannakou and Gaskell 2020) as well as Pilates-specific settings (Anderson and 

Spector 2000). With emerging research evidence demonstrating a positive association between 

the therapeutic relationship and outcomes such as a reduction in pain in musculoskeletal 

rehabilitation settings, consideration of the therapeutic relationship in relation to Pilates teachers 

and clients with persistent low back pain is pertinent in furthering understanding of factors that 

may influence outcomes. 
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1.9 Chapter summary 

Low back pain is common, and is considered the leading cause of disability globally (Vos et al. 

2017). Over 23% of those experiencing an acute episode of low back pain go on to experience 

persistent low back pain, of more than three months duration (Airaksinen et al. 2006). In the 

management of low back pain, NICE guidelines (2016) provide a clear role for structured exercise, 

with Pilates a commonly recommended exercise modality (Allen 2014). 

Pilates is an exercise method, created by Joseph Pilates in the early twentieth century, which has 

become associated with the concept of ‘core stability’, and it has been argued that this alignment 

with scientific research led to the legitimisation of the Pilates method and its’ popularity in the 

management of low back pain. Findings from systematic reviews highlight that Pilates is superior 

to minimal intervention in reducing levels of pain and disability (La Touche et al. 2008; Lim 2011; 

Wells et al. 2013; Yamato et al. 2016); however, research evidence suggests that Pilates is no 

more effective than other forms of exercise (van Middelkoop et al. 2011; Steiger et al. 2012).  

It has been postulated that cognitive and behavioural factors are correlated to treatment 

outcomes, and that these variables may be influenced by the patient-practitioner relationship 

(Ramond et al. 2011; Alhowimel et al. 2018). This relationship, termed the therapeutic 

relationship, focuses specifically on the patient’s needs, and is distinct from other social 

relationships. The therapeutic relationship has been conceptualised from different theoretical 

perspectives, with a consequent variety of ways to define the elements of relationship and 

measure its impact on outcomes. Research evidence has shown a positive association between 

therapeutic relationship and treatment outcomes in diverse healthcare settings, including physical 

rehabilitation (Hall et al. 2010). Moreover, research suggests that the influence of this relationship 

may have a beneficial association with perceived pain levels in those experiencing persistent low 

back pain (Kinney et al. 2018). 

It has been shown that Pilates is an accepted rehabilitation tool for the management of low back 

pain, used in Pilates-specific and physiotherapy settings (Anderson and Spector 2000; Giannakou 

and Gaskell 2020); therefore, understanding the relationship between Pilates teachers and clients 

with persistent low back pain may illuminate factors influencing outcomes. 

The following chapter presents a literature review considering the influence of the therapeutic 

relationship in the management of persistent low back pain. 

 



Chapter 2 

41 

 

 A Literature Review of the Influence of the 

Therapeutic Relationship in the Management of 

Persistent Low Back Pain 

2.1 Introduction 

The purpose of this chapter is to explore the literature pertaining to the therapeutic relationship 

in the management of persistent low back pain, with a specific interest in literature relating to the 

use of Pilates.  

A scoping review was considered an appropriate approach for the literature review because 

“scoping studies aim to map the literature on a particular topic or research area and provide an 

opportunity to identify key concepts; gaps in the research; and types and sources of information 

to inform practice, policymaking and research” (Daudt et al. 2013, p8). In concert with this 

definition, there are four main reasons for undertaking a scoping review: (1) to examine the 

extent, range and nature of research activity; (2) to determine the value of undertaking a full 

systematic review; (3) to summarise and disseminate findings; and (4) to identify research gaps in 

the existing literature (Arksey and O'Malley 2005). The first and fourth goals were identified as 

pertinent justification for use of a scoping review approach for this study, due to the emerging 

nature of the research relating to the therapeutic relationship in physical rehabilitation settings as 

considered in Section 1.8 above. 

Scoping reviews share some similarity with systematic reviews in that both systematically search 

the literature to identify and analyse relevant literature pertaining to a literature review question; 

however, they differ in their purpose and aim (Pham et al. 2014). Firstly, a systematic review may 

typically focus on a well-defined question, where appropriate study designs can be identified in 

advance; whereas a scoping review might typically focus on a broader question where many 

different study designs may be applicable to map the body of literature on a topic. Secondly, a 

systematic review requires the quality assessment of the included studies in order to summarise 

the best available research, whereas a scoping review is less likely to do so (Arksey and O'Malley 

2005; Pham et al. 2014). Criticism has been raised regarding the lack of quality assessment in 

scoping reviews, with a call for this to be a necessary component with the use of validated tools 

(Daudt et al. 2013). Pham et al. (2014) contend that all literature, regardless of quality, should be 

included in a scoping review to fulfil the aim of providing an overview of existing literature in a 
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field of interest, whilst acknowledging that a quality assessment would further facilitate 

identification of gaps in the evidence base, and the feasibility of systematic reviews.  

The methodological framework for conducting the scoping review in this study was underpinned 

by the six-stage process set out by Arksey and O’Malley (2005): 

 Stage 1: identifying the review question 

 Stage 2: identifying relevant studies 

 Stage 3: study selection 

 Stage 4: charting the data 

 Stage 5: collating, summarising and reporting the data 

 Stage 6 (optional): consultation exercise with stakeholders 

For this study, the first five stages guided the literature review process. Initially, the scoping 

review was intended to answer the following literature review question: What is the extent and 

nature of the scientific literature pertaining to the influence of the therapeutic relationship in the 

Pilates management of persistent low back pain? However, the very limited search results 

prompted a widening of the review question to: What is the extent and nature of the scientific 

literature pertaining to the influence of the therapeutic relationship in the physical therapy 

management of persistent low back pain? This modification allowed for the search to consider 

literature in the field of physical therapy, where Pilates is a commonly used management tool 

(Cuddy and Gaskell 2020; Giannakou and Gaskell 2020). Relevant studies were identified using a 

search strategy, and selected against inclusion and exclusion criteria (outlined below in Sections 

2.2.1 and 2.3.1). Thereafter, data extracted from selected articles were systematically charted in 

Excel, with information on authorship, study type, population, measures of therapeutic 

relationship (if used) and key findings. Finally, data were collated and summarised to report on 

the influence of the therapeutic relationship in the management of persistent low back pain.  

The results of the scoping review are presented below, followed by a justification for the basis of 

this study, with details of the research questions, aims and objectives.  
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2.2 Literature search 1: the influence of the therapeutic relationship in 

Pilates interventions for persistent low back pain 

2.2.1 Literature search strategy – Search 1 

An electronic database search was conducted including EBSCO (Medline, CINAHL, PsychInfo), 

EMBASE, AMED, Scopus, Web of Science, Cochrane Library and SPORTDiscus with no date limit. 

Search terms relating to persistent low back pain were developed from scoping searches, the 

Cochrane Back Review Group guidelines (Furlan et al. 2009) and discussion with supervisors. With 

regard to terms relating to the therapeutic relationship, as seen in Section 1.6 above, there is no 

singular theory or conceptual model explaining the relationship, with Hoff and Collinson (2016, 

p252) concluding that it “remains somewhat amorphous in its ability to be reduced to an easily 

predictable set of variables or causal statements”. This may be seen in the multiplicity of elements 

associated with the therapeutic relationship in Section 1.6. Whilst comprehensiveness and 

breadth are considered important in a scoping review, so too are constraints of time, resource 

and personnel (Colquhoun et al. 2014). Thus, search terms relating to the relationship as a whole 

were developed from scoping searches and discussion with supervisors, in order to provide a 

pragmatic literature search strategy for a self-funded, part-time PhD study, whilst acknowledging 

this as a limitation (see Section 7.3.2.).  A wildcard function (*) was applied to ensure relevant 

endings were searched and BOOLEAN operators were employed to focus results (see Table 3 for 

search terms and Table 4 for inclusion and exclusion criteria). Reference lists were manually 

searched for other relevant papers. 
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Table 3. Key search terms for literature search 1 

Key search terms for literature search 1 

Pilates 

Low back pain / low back ache / back pain / back ache / spin* pain / spin* ache / lumbar pain / 

lumbar ache / lumbar spin* pain / lumbar spin* ache / lumbago / chronic back pain / chronic 

low back pain / persist* back pain / persist* low back pain / recurr* back pain / recurr* low back 

pain 

Therapeutic relationship / therapeutic alliance / working alliance / helping alliance 

**Doctor-patient relation* / physician-patient relation* / therap*-patient relation* / therap*-

client relation / physio*-patient relation* / physiotherapeutic relation* / professional-patient 

relation* / professional-client relation* / practitioner-patient relation* / practitioner-client 

relation* / patient-provider relation* / consumer-provider relation* / teacher-student relation* 

/ teacher-client relation* / instructor-student relation* / instructor-client relation*  

**these terms also searched with ‘interaction’ replacing ‘relation*’ 

 

Table 4. Inclusion and exclusion criteria for Literature Search 1 

Inclusion and exclusion criteria for literature search 1 

Inclusion criteria  Articles relate to the use of Pilates for low back pain 

 Articles have sought to investigate the relationship between 

practitioner and client, considering the therapeutic relationship 

as a whole 

 Any study design 

 English language only 

Exclusion criteria  Articles not meeting inclusion criteria 
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2.2.2 Results of literature search 1 

No results were returned from the original search. Search terms were modified, excluding terms 

related to therapeutic relationship, and articles were searched for reference to the therapeutic 

relationship within the text. From 1715 results returned, after duplicates were removed and titles 

and abstracts screened, 62 articles were identified from the modified search for in-depth reading 

to ascertain if they reported aspects related to the therapeutic relationship. Two doctoral theses 

were found that discuss the therapeutic relationship. Modified search results are shown in Figure 

9, followed by a summary of articles in Table 5.
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Table 5. Articles included from literature search 1 

Articles included from literature search 1 

Allen (2014) Establishing the scope of Pilates through systematic evaluation: evidence 

and current practice 

Scarpellini (2013) Becoming multidimensional: an interpretative phenomenological analysis 

of client's experiences of transformation with teacher-led Pilates 

Figure 9. Literature search 1 results 

Articles identified after duplicates removed 

and abstract & key word screening 

(62) 

Articles identified as meeting inclusion 

criteria 

(2) 

Articles identified from citation hand search 

(0) 

Included articles 

(2) 

In-depth reading Exclusions B 

Reasons for exclusion included 

 Did not extract / identify core 

elements of the therapeutic 

relationship 

 Articles for which full text was 

inaccessible 

 Articles which were anecdotal 

(60) 

Articles identified from database search 

(1715) 

Exclusions A 

(did not meet inclusion criteria) 

(1653) 

Articles identified from original search 

(0) 

Modified search 
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The articles identified from the literature search were unpublished doctoral theses (Scarpellini 

2013; Allen 2014). Whilst broadening the extent of a literature review, the addition of 

unpublished, or ‘grey’, literature may need to be considered with caution as studies are not peer-

reviewed in the same manner as published articles (Hartling et al. 2017); however, it is considered 

appropriate for a scoping review to provide a broader scope of literature  (Munn et al. 2018). 

Given the paucity of literature investigating the role of the therapeutic relationship in Pilates for 

clients with low back pain, a pragmatic decision was made to expand the literature review to 

include physical therapy studies relating to the therapeutic relationship in patients with low back 

pain.  

2.3 Literature Search 2: The influence of the therapeutic relationship in 

physical therapy interventions for persistent low back pain 

2.3.1 Literature search strategy – Search 2 

An electronic database search using search terms for persistent low back pain and therapeutic 

relationship as developed for the initial search was conducted as above, for articles pertaining to 

physical therapy interventions, and reference lists were manually searched for other relevant 

papers (see Tables 6 and 7 for search terms and inclusion / exclusion criteria).  

Table 6. Key search terms for literature search 2 

Key search terms for literature search 2 

Low back pain / low back ache / back pain / back ache / spin* pain / spin* ache / lumbar pain / 

lumbar ache / lumbar spin* pain / lumbar spin* ache / lumbago / chronic back pain / chronic 

low back pain / persist* back pain / persist* low back pain / recurr* back pain / recurr* low back 

pain 

Therapeutic relationship / therapeutic alliance / working alliance / helping alliance 

**Doctor-patient relation* / physician-patient relation* / physio*-patient relation* / 

physiotherapeutic relation* / therap*-patient relation* / therap*-client relation / professional-

patient relation* / professional-client relation* / practitioner-patient relation* / practitioner-

client relation* / patient-provider relation* / consumer-provider relation* / teacher-student 

relation* / teacher-client relation* / instructor-student relation* / instructor-client relation*  

**these terms also searched with ‘interaction’ replacing ‘relation*’ 
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Table 7. Inclusion and exclusion criteria for literature search 2 

Inclusion and exclusion criteria for literature search 2 

Inclusion criteria  Articles relate to low back pain 

 Articles pertain to physical therapy interventions 

 Articles have sought to investigate the relationship between 

practitioner and client, considering the therapeutic relationship 

as a whole 

 Any study design 

 English language only 

Exclusion criteria  Articles not meeting inclusion criteria 

 

2.3.2 Results of literature search 2 

In total 2198 results were returned. After duplicates were excluded, titles and abstracts were 

reviewed against inclusion / exclusion criteria. Following in-depth inspection by the researcher, 10 

studies were included. Results are shown in Figure 10, with a summary of articles given in Table 8, 

and Figure 11 illustrates the overall literature search process. 
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Figure 10. Literature search 2 results 

 

 

 

 

 

 

 

 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

Articles identified after duplicates removed 

and abstract & key word screening 

(14) 

Articles identified as meeting inclusion 

criteria 

(8) 

Articles identified from citation hand search 

(2) 

Included articles 

(10) 

In-depth reading Exclusions B 

Reasons for exclusion included 

 Did not extract / identify core 

elements of the therapeutic 

relationship (2) 

 Did not relate specifically to low back 

pain (2) 

 Articles which were anecdotal (2) 

(6) 

Articles identified from database search 

(2198) 

Exclusions A 

(did not meet inclusion criteria) 

(2184) 
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Table 8. Articles included from literature search 2 

Articles included from literature search 2 

Burns et al. 

(1999) 

Relationships among patient hostility, anger expression, depression, and 

the working alliance in a work hardening program 

Brunner et al. 

(2019) 

Associations between alliance, physiotherapists’ confidence in managing 

the patient and patient-reported distress in chronic low back pain practice 

Calner et al. 

(2019) 

Physiotherapy treatment experiences of persons with persistent 

musculoskeletal pain 

Cheing et al. 

(2014) 

Testing a patho-analytic mediation model of how motivational 

enhancement physiotherapy improves physical functioning in pain 

patients 

Ferreira et al. 

(2013) 

The therapeutic alliance between clinicians and patients predicts outcome 

in chronic low back pain 

Fuentes et al. 

(2014) 

Enhanced therapeutic alliance modulates pain intensity and muscle pain 

sensitivity in patients with chronic low back pain: an experimental 

controlled study 

Harman et al. 

(2014) 

Working with people to make changes: A behavioural change approach 

used in chronic low back pain rehabilitation 

Holopainen et al. 

(2018) 

From “Non-encounters” to autonomic agency. Conceptions of patients 

with low back pain about their encounters in the health care system 

Mirsky 

(2002) 

Anger expression, working alliance, and treatment outcome following 

multidisciplinary chronic pain treatment 

Nascimento et al. 

(2014) 

Relationship between therapeutic alliance and deep abdominal muscle 

recruitment in patients with nonspecific low back pain 
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Figure 11. Literature search flow diagram 

 

2.4 Literature search – critique and synthesis 

2.4.1 The influence of the therapeutic relationship in Pilates 

Results from the initial literature search returned two unpublished doctoral theses that discussed 

elements relating to the relationship between Pilates teachers and clients (Scarpellini 2013; Allen 

2014). Allen (2014) investigated the use and effects of Pilates in the UK, to establish the types of 

clients attending Pilates, reason for starting, facilitators and barriers to attendance and clients’ 

perceptions of the effects of Pilates and timeframe to achieve these effects. The research design 

included two focus group studies of teachers and clients to explore the experiences and meanings 

attached to attending Pilates, forming the basis for the development of two large-scale online 

questionnaires for teachers and Pilates clients nationally.  

Participants in the teacher focus groups (n = 27) were recruited via a UK Pilates training provider, 

Body Control Pilates, with an article placed in their monthly newsletter. Focus groups were 

facilitated by an experienced moderator not involved with the research, and audio- and video-

recorded, thus enhancing credibility (Noble and Smith 2015). Data were analysed using thematic 
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0 articles
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2 articles

Search 2

10 articles
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analysis, with findings sent to the moderator and participants for verification, a strategy 

associated with credibility and trustworthiness (Lincoln and Guba 1985; Mays and Pope 2000). 

Findings depicted four themes: (1) benefits for long-term conditions; (2) individualised form of 

exercise; (3) mind-body link; and, (4) barriers to Pilates. Teachers described the most common 

reason for clients starting Pilates was to deal with musculoskeletal problems, particularly low back 

pain; with client education, individualised exercise provision with corrective feedback and a good 

therapeutic relationship central to perceived benefits. Additionally, aspects of empowerment, 

confidence-building and relaxation were associated with psychological well-being. With regard to 

barriers to Pilates, teachers perceived that Pilates may be associated with making musculoskeletal 

problems worse, attributing this to short training courses and lack of individualised exercise 

provision (Allen 2014). 

Participants in the client focus groups (n = 25) were recruited from clients attending Pilates 

classes in Northern Ireland, via information provided to them by their Body Control Pilates trained 

teachers. Recruitment of participants may have introduced bias, and no information is given on 

the number of teachers included in the recruitment, or why focus groups were Northern Ireland-

specific, which limits the credibility and transferability of the study (Noble and Smith 2015). Data 

collection and analysis proceeded as for the teacher focus groups. From the data, five themes 

emerged: (1) long-term commitment to Pilates; (2) improved health and well-being; (3) 

personalised form of exercise; (4) belief in the Pilates instructor; and, (5) barriers to Pilates. 

Participants, all long-term users of Pilates, described musculoskeletal issues as the primary reason 

for starting Pilates but with the positive effects to well-being and condition management as the 

reason for their continued attendance. In common with teachers’ views, clients expressed how 

personalised adaptation of exercises and corrective feedback by the teacher were central to their 

experience. Moreover, clients described their confidence in the teacher, with professional 

background, understanding of the body and ability to transfer knowledge seen as valued aspects. 

Barriers to Pilates were considered to be financial outlay and potential misconceptions about 

Pilates by the general public (Allen 2014). 

The research design for both focus group studies was well considered, with the use of Pilot 

studies to test focus group questions, the use of an independent moderator, audio- and video-

recording and participant validation all enhancing trustworthiness (Korstjens and Moser 2018). 

However, participants were recruited from one Pilates training organisation, therefore 

transferability may have been limited, indicating the need for further research investigating the 

views of teachers and clients from a wider variety of Pilates providers. Additionally, whilst a 

phenomenological approach is stated as the theoretical basis for the focus group, no further 
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information is provided regarding how the thematic analysis followed a phenomenological 

approach. Further information may have mitigated this limitation. 

In order to establish if the views of focus group participants were representative of a wider 

population, two large-scale online questionnaire surveys of Body Control Pilates teachers 

(n = 420) and clients (n = 720) were conducted. Questionnaires were developed from the findings 

of the focus groups, in addition to a literature search, and pre-tested with those who had 

attended the focus groups, thus enhancing validity (O'Dwyer and Bernauer 2013). 

Participants for the teacher survey (n = 420) were recruited via the Body Control Pilates 

newsletter, with the survey administered via email and an online survey tool (Survey Monkey), 

and data analysis carried out via a statistical software package. The use of statistical software is 

considered to enhance internal validity; however, it is not clear if data analysis was blinded which 

may present a limitation (Tilling et al. 2005). Results from the survey provided demographic data 

including teacher and client population characteristics, in addition to perceived effects of Pilates, 

timeframe to effect and barriers to Pilates. In common with focus group finding, teachers 

reported musculoskeletal conditions as a common reason for attending Pilates (91.7%, n = 

385/420), alongside general fitness amongst those with no health problems (87.1%, n = 366/420). 

The most prevalent perceived benefits of Pilates were reported as improvements to posture, core 

stability and sense of well-being, seen as being achieved in the short-term, with longer term 

benefits to physical conditioning perceived as occurring at 3-6 months. In contrast to the focus 

groups, adverse effects were reported, with teachers reporting the potential to increase pain 

(21.4%, n = 90/420) or for Pilates to have no effect (23.1%, n = 97/420). The main barriers to 

continued Pilates attendance were reported as lack of time (61.7%, n = 259/420) and financial 

cost (48.6%, n = 204/420). 

Participants for the client survey (n = 720) were recruited through teachers who had participated 

in the teacher survey (n = 213). Data collection and analysis proceeded as for the teacher survey, 

with results including: client demographics; reasons for starting and continuing Pilates; 

background of the teacher; components of Pilates class; effects of Pilates and time for effect. 

Results showed similarity with the focus groups with musculoskeletal conditions being the most 

common reason for starting Pilates (27.5%, n = 210/762), but as with the teacher survey, 

continued attendance was considered to be improved health and well-being (31.2%, n = 238/762). 

In common with the focus groups, the beneficial components of Pilates classes were considered 

to be: corrective feedback through hand-on correction (88.2%, n = 672/762) and verbal cues 

(85.2%, n = 649/762); appropriate individualisation of exercises (61%, n = 465/762) and mind-
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body link (52.1%, n = 397/762). Corresponding to the teacher survey, the effects of Pilates were 

primarily reported as improved core stability (95.4%, n = 727/762) and posture 

(92.8%, n = 707/762), with the timeframe to general effect reported as three months 

(62.3%, n = 475/762). In contrast to the client focus group, only 14.8% (n = 113/762) felt the 

background of their teacher was important to the clients’ experience. 

Power calculations were carried out to determine adequate samples sizes for both surveys, with 

the high response rate for teachers (53%, n = 420/737) and clients (78.5%, n = 762/971) indicating 

fully powered studies. However, generalisability of these studies may be limited as the nature of 

web-based surveys may have excluded some potential participants, with further potential 

limitations due to self-selection, and participant teachers recruited from only one training 

organisation (O'Dwyer and Bernauer 2013). Additionally, selective sampling of clients by their 

teachers cannot be ruled out and may have led to selection bias (O'Dwyer and Bernauer 2013). 

Whilst the focus of this study was primarily to consider the scope of Pilates through demographic 

analysis, examination of both teacher and client focus groups, plus client questionnaires, 

demonstrated the potential importance of the teacher-client relationship.  

From the teacher focus groups, Allen (2014) developed the theme ‘therapeutic alliance’, 

describing how teachers felt that good communication skills such as verbal encouragement and 

hands-on correction were an essential competence to facilitate the clients’ confidence and trust 

in the teacher. The teachers described building rapport with clients that spanned months or years, 

additionally reporting a sense of community and social support (Allen 2014). Clients considered 

that belief in their instructor was an important part of their decision to attend class, and that the 

teacher’s level of knowledge instilled a sense of trust. They felt the impact of the relationship was 

an increased understanding and awareness of the body, relating this to improved posture and 

core stability (Allen 2014).  

Allen’s (2014) findings are suggestive of the importance of interpersonal relationships between 

clients and Pilates teachers. However, the author uses the term ‘therapeutic alliance’ without 

providing explanation or justification for the term’s use. Certain descriptive features such as 

rapport and trust may indicate a strong interpersonal relationship, but this does not provide 

robust evidence of a therapeutic relationship. Thus, whilst Allen’s (2014) thesis provides 

important UK-specific data for the scope of Pilates, it provides insufficient evidence to 

conceptualise the relationship between Pilates teachers and clients. This may in part be due to 

the generalised nature of the study, incorporating diverse client views from those seeking 

improved fitness or injury prevention, to those with specific medical conditions. This range of 
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motivations may have diluted data specific to a therapeutic relationship, therefore, further 

research directed towards a specific population seeking a ‘therapeutic’ change is indicated to 

extrapolate this further. 

In a phenomenological study exploring the inter-relationship between structured exercise and 

psychological well-being, Scarpellini (2013) aimed to develop a counselling psychology perspective 

of psychological change in a non-psychotherapy setting. To achieve this, the lived experiences of 

clients (n = 8) taking teacher-led Pilates were explored as an arena for transformation.  

Participants were recruited via Body Control Pilates teachers in London, who provided study 

information to their clients. No further information is provided on how many teachers 

participated in the recruitment, or how they identified potential clients as participants, thus, 

selection bias cannot be discounted (Noble and Smith 2015).  Participants were recruited from 

London, and clients attended classes only with Body Control Pilates teachers, limiting 

transferability. Additionally, it appears that participants were selected via a convenience sample, 

further limiting trustworthiness (Noble and Smith 2015).  

Data were collected using semi-structured interviews, and analysis followed an Interpretive 

Phenomenological Analysis, with two main themes emerging from the cross-case analysis: 

(1) weekly teacher-led Pilates classes can provide opportunities for valued interactional 

experiences; and, (2) weekly teacher-led Pilates classes can provide an invaluable arena for 

transformation. The first theme related to participants descriptions of their experiences of 

classes, interactional experiences, and their evaluations of these. Participants described their 

experience of Pilates as requiring concentration and effort, but this was perceived as enjoyable or 

therapeutic, with all participants describing ‘mind-body’ learning experiences. Furthermore, 

participants depict a strong connection with their preferred teacher, describing experiences of 

feeling acknowledged and understood by their teacher, considered important in achieving a 

satisfying experience of Pilates. The second theme portrayed participants’ experiences of 

transformation with Pilates, whereby regular Pilates classes were perceived as enhancing 

awareness of the body through learning about posture and movement leading to a sense of 

increased connection and control, with transformation of emotional attitudes or feelings about 

the body. Additionally, participants’ accounts described enjoyment and empowerment in relation 

to positive transformation (Scarpellini 2013). 

As part of the wider study, the meaning and significance of the teacher and the relationship with 

the teacher were considered. ‘Intense’ relationship experiences were depicted, with teachers 
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perceived as perceptive and empathic and the classes therapeutic / restorative (Scarpellini 2013). 

Participants described ‘synchronicity’ with their teachers, and emphasised that ‘feeling 

acknowledged’ and ‘understood’ were important in building a close relationship with their 

teacher. Moreover, a sense of connection was described through the teacher’s detailed 

observation of the body in movement, and through the use of touch to provide feedback, with all 

participants valuing the feeling of safety and comfort within the relationship (Scarpellini 2013).  

Whilst this thesis (Scarpellini 2013) provides evidence of the importance of the strong relationship 

between clients and Pilates teachers, it does not develop a theoretical framework relating to the 

relationship, the primary aim being to show similarities between talking therapy and teacher-led 

Pilates. In this respect, it affords the viewpoint that Pilates offers an appropriate setting for a 

change process with the clients actively describing transformative experiences. It is interesting to 

note that the Pilates class environment provided a “mastery motivational climate” (Scarpellini 

2013, p115) with the teacher providing tasks and feedback, unlike self-directed Pilates which was 

considered less motivating and developmental. This is suggestive of the potential role of the 

Pilates teacher to facilitate change through a trusting relationship with the client. It may be 

argued that Scarpellini’s (2013) research begins to unravel the elements that influence and 

construct the relationship between Pilates teachers and clients, but it leaves the reader without a 

fully formed representation that considers the components of the relationship and whether it 

could be considered a therapeutic relationship. 

Strengths of this study include the relevance of Interpretive Phenomenological Analysis in the 

field of health psychology, the rich descriptions of participants’ lived experiences and the detailed 

description of methods, including locating the researcher within the research (Brocki and 

Wearden 2006). However, it is unclear if respondent validation was carried out to check accuracy, 

considered important in case study research, potentially limiting credibility (Thomas 2017). 

2.4.2 The influence of the therapeutic relationship in the management of persistent low 

back pain 

The second literature search, with broader search terms, returned ten studies investigating the 

influence of the therapeutic relationship within the context of physical therapy interventions for 

low back pain. 

Studies measuring the effect of the therapeutic relationship on treatment outcomes 

In a retrospective observational study nested within a randomised controlled study, Ferreira et al. 

(2013) investigated whether the relationship between physical therapists and patients with low 
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back pain predicted outcomes of pain, disability, function and perceived effect of treatment, 

following conservative physical therapy treatments of exercise prescription or spinal 

manipulation. Participants were patients with persistent low back pain (n = 240) from three 

outpatient physiotherapy departments in Australia, who had participated in a randomised 

controlled trial investigating the outcomes of general exercise, motor control exercises and spinal 

manipulation and motor control exercise. A computer generated randomisation process was used 

to allocate participants to the experimental groups, and participants attended up to 12 

treatments over an eight week period with a physical therapist (n = 7), receiving treatment from 

the same therapist throughout the trial. Primary outcome measures in the main study were a 

patient-specific measure of function (Patient-Specific Functional Scale) and perceived effect of 

treatment (Global Perceived Effect Scale), with secondary outcome measures of pain (visual 

analogue scale) and disability (Roland Morris Disability Questionnaire). These measures were 

collected at a follow-up appointment at the end of the intervention by a physical therapist blinded 

to allocation. 

For the nested study, participants (n = 182) completed the Working Alliance Theory of Change 

Inventory (WATOCI) questionnaire, a measure designed to assess the elements of the therapeutic 

relationship: mutually agreed goals, tasks, and the affective bond between client and therapist, 

plus assessment of the patient’s theory of change. Questionnaires were administered by a 

researcher blinded to allocation at the end of the second treatment session. Results of linear 

regression models showed that the relationship (referred to as alliance) between physical 

therapist and patient was a non-specific predictor for outcome, presenting statistically significant 

results in all four clinical outcomes: function (p = 0.005); global perceived effect (p < 0.000); pain 

(p = 0.001) and disability (p < 0.000). It should be noted that the WATOCI scores in this study were 

generally high, and whilst data from 76% of the primary study were gathered for the nested 

study, patients with a poorer perception of alliance may have been less motivated to provide 

data, thus potentially contributing to a ceiling effect (Tilling et al. 2005). 

Strengths of the study include the computer generated randomisation process, plus participant 

allocation and data analysis were blinded, enhancing internal validity (O'Dwyer and Bernauer 

2013). A limitation may be suggested with the use of the WATOCI questionnaire. This is an 

adaptation of the well-established Working Alliance Inventory, shown to be a valid tool for use in 

psychotherapy (Elvins and Green 2008); however, its validity within a physical rehabilitation 

setting has been questioned, with a RASCH analysis of the WATOCI questionnaire recommended 

re-contextualising for a physical rehabilitation setting (Hall et al. 2012). Accordingly, the results of 
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the study by Ferreira et al. (2013), whilst suggestive of the influence of the therapeutic 

relationship as a predictor of outcome in patients with low back pain, may not be considered a full 

assessment. Additionally, the therapeutic alliance ratings in Ferreira et al.’s (2013) study were 

collected after the second therapist-patient interaction only. Whilst Horvath (2001) recommends 

measuring the alliance between first and fifth treatments, or within the first third of treatment, 

the study by Ferreira et al. (2013) provided up to twelve treatments in an eight week period. 

Whilst the timing of the data collection was intended to consider whether the alliance may 

predict outcome, the study could have been improved with additional time points for data 

collection to enable comparison between points and how these may relate to clinical outcomes. 

Moreover, information on therapist behaviours or interpersonal skills was not collected. In 

psychotherapy settings, patients’ ratings of alliance are more strongly correlated with outcomes 

than therapists’ ratings, with therapists more likely to misjudge the status of the relationship by 

over-estimating the quality of the alliance (Horvath and Symonds 1991). The ability of the 

therapist to accurately assess the quality of the relationship may be viewed as central in achieving 

an optimal interaction (Horvath 2005), and it is therefore important to understand therapist 

behaviours and interpersonal skills, especially in the physical rehabilitation setting where this 

research is in its infancy.  

Fuentes et al. (2014) conducted a double-blind, placebo controlled experimental study to 

investigate the effect of an enhanced therapeutic relationship (referred to as therapeutic alliance) 

on pain intensity and muscle sensitivity in patients (n = 117) with persistent low back pain, 

following treatment with active or sham interferential current therapy (IFC). Participants with 

persistent low back pain were recruited from the local community via a convenience sample, 

which may be associated with a risk of bias, threatening the study’s external validity (Etikan et al. 

2016). Computer generated randomisation and concealed allocation was used to determine 

experimental groups, enhancing internal validity (Tilling et al. 2005). 

The manipulation of the therapeutic alliance, by grouping participants in to limited or enhanced 

groups, was used to investigate causal association. The limited groups received five minutes of 

therapist interaction to explain the treatment, but therapists did not converse with the 

participants and left the room. In the enhanced groups, the therapist stayed with the participant 

throughout the treatment and engaged with the participant through active listening, tone of voice 

and non-verbal behaviours, in addition to the use of an empathic, encouraging and supportive 

manner. Outcome measures were reported for pain intensity (PI-NRS), pressure pain sensitivity 

measured using a mechanical algometer, the therapeutic alliance (Pain Rehabilitation 

Expectations Scale), level of expectations (Credibility and Expectancy Questionnaire) and self-
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perceived change (Global Rating Scale). Baseline measurements for pain intensity, pressure pain 

thresholds and expectations were assessed, with pain intensity, expectations, therapeutic alliance 

and perceived change measured post-test. 

Results showed statistically significant differences in reported pain intensity between the group 

receiving the sham IFC and limited therapeutic alliance and the other three groups (p < 0.01), with 

the larger difference between the sham treatment and limited therapeutic alliance group and 

enhanced therapeutic alliance groups (whether sham or active IFC). Muscle sensitivity testing also 

showed statistically significant results between the sham IFC and limited therapeutic alliance 

group and both the enhanced therapeutic alliance groups (p < 0.05). The authors conclude that 

the study shows dose-response effect with the value of the active IFC / enhanced therapeutic 

alliance group in reducing pain intensity and muscle sensitivity exceeding clinically meaningful 

results. Interestingly, the sham IFC and enhanced therapeutic alliance group showed better 

results than the active IFC and limited therapeutic alliance. This points to the relevance of the 

interaction between therapist and patient within a treatment intervention. Whilst this was not a 

statistically significant result, it is suggestive of the importance of the therapeutic relationship as a 

therapeutic variable. 

Whilst the results suggest that an optimal therapeutic relationship is beneficial in reducing pain 

levels, one of the limitations of the study was that it only recorded the immediate measurement 

of the effect of the alliance. Within the field of psychotherapy, it is posited that measurements of 

therapeutic relationship earlier in the timeline of treatment are stronger predictors of outcome 

than those measured later (Horvath and Symonds 1991). However, the status of the relationship 

is considered to be dynamic, in that it may change (Kivlighan and Shaughnessy 2000; Castonguay 

et al. 2006; Ardito and Rabellino 2011), and therefore further research in this field has been 

indicated to advance understanding of the development of the relationship over time 

(Castonguay et al. 2006). Future research in physical therapy settings should also consider the 

influence of time on the effect of the therapeutic relationship. 

The study reports that the enhanced interventions included active listening, empathy, caring, 

support and encouragement but does not clarify the training provided to enhance the skills of the 

therapists. The authors state that improving patient-therapist interactions relies on more than 

simply improving communication skills but depends on engaging and meaningfully interacting 

with the patient (Fuentes et al. 2014).  As with Ferreira et al. (2013), the effect of the therapeutic 

relationship has been investigated without fully exploring the qualities necessary to provide the 
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optimal therapeutic environment. Therefore, further research identifying therapist qualities and 

effective training methods is indicated. 

Cheing et al. (2014) conducted a secondary analysis of a randomised controlled trial investigating 

the effect of incorporating motivational enhancement therapy (MET) to physiotherapy treatment 

on physical function in patients with persistent low back pain (Vong et al. 2011). MET integrates 

elements of motivational interviewing to facilitate engagement in behavioural change (Vong et al. 

2011). Data for this study (n = 67) were extracted from the original study (Vong et al. 2011) where 

participants (n = 88) were recruited consecutively from an out-patient physiotherapy department 

in a hospital in Hong-Kong. Primary outcome measures included the Pain Rehabilitation 

Expectations Scale and Pain Self-Efficacy Questionnaire, with secondary outcome measures of 

pain intensity (visual analogue scale), physical function (lifting capacity test and Roland Morris 

Disability Questionnaire) and exercise adherence recorded in a self-reported log book. 

Participants were randomly assigned to the experimental groups using a computer generated 

randomisation programme and blinded allocation. Each group received ten sessions of 30 minutes 

of physiotherapy treatment in eight weeks; additionally, the experimental group received MET 

from their physiotherapist (n = 6).  

The secondary analysis by Cheing et al. (2014) hypothesised that increased outcome expectations 

and enhanced therapeutic relationship mediated the relationship between MET and physical 

function. Selected outcome measures (Pain Rehabilitation Expectations Scale, Visual Analogue 

Scale and lifting capacity test) were included in a path analysis. Initial results of the path-analysis 

showed that enhanced therapeutic relationship did not mediate the relationship between MET 

and physical function; however, a revised analysis demonstrated that MET enhanced working 

alliance, which was associated with increased outcome expectancy and a concomitant decrease in 

pain intensity and improvement in physical function (Cheing et al. 2014).  

The validity of path analysis to infer causal relationships is predicated on the model used (Heise 

1969) and the path analysis model in this study was revised after first results and this may pose a 

limitation to the study. Whilst results of the study suggest that training in MET enhances the 

therapeutic relationship, the purported connection between therapeutic relationship and pain 

level is arguable, with the main study (Vong et al. 2011) showing both experimental and control 

groups reporting a reduction in pain intensity, with no significant difference between-groups 

(within-group effect, p < 0.001). Furthermore, the secondary analysis by Cheing et al. (2014) 

selectively reported outcome measures from original study, excluding measures of disability and 

exercise adherence, and therefore bias may have been introduced with selective reporting 

(O'Dwyer and Bernauer 2013). 



Chapter 2 

61 

 

As with the studies by Ferreira et al. (2013) and Fuentes et al. (2014) data relating to therapist and 

behaviours and interpersonal skills was not reported. The original study (Vong et al. 2011) 

describes a pilot study to verify the validity of MET for patients with pain, which encompassed 

training for the physiotherapists delivering the interventions, in either MET or general 

communication skills; however, no further details of the training process are provided. A trained 

researcher then evaluated the physiotherapists’ use of MET strategies, with results showing that 

MET trained physiotherapists used these strategies over 50% of the time in practical sessions. 

Whilst those in the general communication group rarely used MET strategies, data relating to 

other therapist qualities may have enhanced understanding of factors influencing the therapeutic 

relationship. 

Nascimento et al. (2014) undertook a cohort study to investigate the impact of the therapeutic 

relationship in the recruitment of deep abdominal muscles in patients with persistent low back 

pain. Participants (n = 12) with persistent low back pain undertook a lumbar stabilisation 

programme for up to 12 sessions split into two phases. Therapeutic relationship was measured 

using the Working Alliance Inventory (WAI), with other outcome measures reporting pain levels 

(McGill Pain Questionnaire), fear of movement (Tampa Scale of Kinesiophobia), beliefs 

(Multidimensional Health  Locus of Control), disability (Roland Morris Disability Questionnaire), 

and activation of transversus abdominus and internal oblique muscles assessed using ultrasound 

imaging. All measures were reported pre-test, and with the addition of the WAI as a measure of 

the therapeutic relationship, after the first phase and at completion of the final phase. 

Results showed a statistically significant reduction in levels of pain (p = 0.04) and disability 

(p = 0.03); however, there was no improvement in muscle recruitment following the intervention 

(p = 0.5). Furthermore, no association was found between muscle recruitment and levels of 

therapeutic relationship. The methodological quality of this study presents limitations, including a 

small sample size, and with no reporting of sampling procedures and limited reporting of method 

and statistical analysis (Tilling et al. 2005). Additionally, the use of the WAI which is not specific to 

physiotherapy settings suggest these findings should be interpreted with caution.  

Studies measuring factors that may influence the therapeutic relationship in low back pain 

Burns et al. (1999) carried out a cross-sectional, correlational study examining the relationship 

between patient hostility, anger expression, depression, and the therapeutic relationship in a 

‘work hardening programme’. It was hypothesised that patient hostility, depressed mood and/or 

expression of anger would be negatively associated with the therapeutic relationship between 
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patient and therapist. Participants (n = 71) comprised males who had sustained workplace 

injuries, and were participating in a multidisciplinary programme in Illinois, America, with 48 

(67.6%) reporting low back pain as their primary complaint. The multidisciplinary programme 

consisted of five to seven weeks of daily work simulation, weight training and cardiovascular 

conditioning, plus group cognitive behavioural training and vocational rehabilitation. Measures 

included the Beck Depression Inventory, Cook-Medley Hostility Scale and Anger Expression 

Inventory. Therapeutic relationship was measured using the Working Alliance Inventory (WAI) on 

the eighth day of the programme, with both patient and therapist completing the WAI.  

Of 127 seven patients originally agreeing to participate, 41 dropped out of the study before the 

WAI was administered, with an additional five missing forms. Results from the remaining 71 

participants showed that hostility and anger expression were negatively correlated to the 

therapeutic relationship only from the patient perspective, thus limiting the patient’s ability to 

foster a therapeutic relationship with their therapist. Interestingly the two predictors were 

inter-correlated suggesting a common element in hostility and anger may account for this 

association (Burns et al. 1999). Results also showed that depressed mood and anger expression 

predicted therapist relationship ratings (p < 0.01), whereas depressed mood with no anger 

expression was unrelated to therapist ratings. Burns et al. (1999) suggest this result may be the 

result of therapists finding it challenging to work with depressed patients who also voice 

complaints, frustration and emotional distress; however, this explanation may be seen as 

speculative.  

Furthermore, results demonstrated that patient and therapist evaluations of the therapeutic 

relationship were only marginally related, in common with findings from psychotherapy where 

the therapist may misjudge the status of the relationship (Horvath and Symonds 1991). Whilst the 

initial hypothesis of the study (Burns et al. 1999) was partly supported, the cross-sectional and 

correlational nature of the study precluded a causal link. Study limitations include a high patient 

drop-out rate (n = 41) which threatens internal validity, and the selective reporting of correlations 

that only showed statistical significance and the exclusive male sample population lessens the 

generalisability of the results (Price and Murnan 2004). 

An unpublished doctoral thesis (Mirsky 2002) described a longitudinal study investigating the 

effects of anger expression and hostility on working alliance and treatment outcome, for patients 

participating in a multidisciplinary chronic pain rehabilitation programme for persistent low back 

pain. Participants (n = 11) were recruited from three sites through a convenience sample, prior to 

initial treatment. No information was provided on the multidisciplinary treatment that patients 

received, length of treatment, or the characteristics of the practitioners delivering the treatment. 
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Outcome measures included Pain Severity Subscale of the Multifactorial Pain Inventory, Beck 

Depression Inventory, Medical Outcomes Study Short-Form Health Survey, Cook and Medley 

Hostility Scale, Anger Expression Inventory and the Working Alliance Inventory (WAI). The WAI 

was used to measure participants’ evaluations of the therapeutic relationship at the second or 

third day of treatment, and at the end of treatment. Reporting on administration of other 

measures is unclear but appear to have been pre-treatment and at the end of treatment. 

Results did not support the hypothesis that working alliance would moderate the relationship 

between anger expression, hostility and treatment outcomes such as pain severity. 

Non-parametric tests demonstrated no statistical significance between working alliance scores 

and outcome measures such as depression (p = 0.149) and pain severity (p = 0.375). Further 

analysis between working alliance and other outcomes measures demonstrated no statistical 

significance, but no figures were provided (Mirsky 2002). Results from this study should be 

interpreted with caution due to considerable methodological limitations which threaten the 

validity of the study, including limited reporting of research methods,  small sample size with high 

dropout (n = 6) from an original sample of 17 participants, and poor reporting of data analysis 

(Price and Murnan 2004). 

Brunner et al. (2019) explored associations between therapeutic relationship, physiotherapists’ 

confidence in managing patients with persistent low back pain, and patient-reported 

psychological distress in a naturalistic observational study. Participants (n = 21) with persistent 

low back pain were recruited from a waiting list for a musculoskeletal physiotherapy department 

in a public hospital in Switzerland. Participants were assigned to physiotherapists (n = 9) based on 

availability, with treatment at the therapists’ discretion. Participating physiotherapists were 

qualified (n = 6) or students (n = 3). Outcomes measures included the German Four-Dimensional 

Symptom Questionnaire to measure psychological distress, the Visual Analogue Scale for pain 

intensity and the Roland Morris Disability Questionnaire for back-specific function, all completed 

prior to intake. The German Working Alliance Inventory (WAI) was competed by patients after the 

third physiotherapy session. Physiotherapists completed two questions relating to their own 

competence and enthusiasm in managing the patient after the first session (Brunner et al. 2019). 

Results supported the hypothesis that high patient-reported alliance scores were associated with 

high self-reported physiotherapist confidence, with physiotherapist confidence dependent on 

patients’ psychological distress at baseline. A linear mixed model estimated a positive effect 

(therapist confidence x patient distress) on patient-rated alliance (estimated effect, ß = 0.15, 

95% CI: 0.03 to 0.27) (Brunner et al. 2019). The small sample size, use of the WAI and single-
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point evaluation of the relationship present limitations previously discussed in relation to the 

study by Ferreira et al. (2013). Nonetheless, these results suggest physiotherapists’ 

characteristics, such as confidence, may influence the formation of a therapeutic relationship. 

Brunner et al. (2019) proposed enhancing therapist skill in dealing with patients’ psychological 

distress may therefore be beneficial. In contrast to the previous studies examining the influence 

of patient characteristics on the strength of the therapeutic relationship (Burns et al. 1999; Mirsky 

2002), this study (Brunner et al. 2019) provides insight to the therapists’ characteristics as a 

potential influence, together revealing the complexity of the interaction.  

Qualitative studies exploring the therapeutic relationship in low back pain management 

Holopainen et al.’s (2018) phenomenographic study explored the conceptions of patients with 

low back pain of their encounters within the healthcare system in Finland. Participants (n = 17) 

with persistent or episodic low back pain were recruited from primary or occupational health care 

and open recall interviews were carried out, comprising the patients’ reflections on viewing a 

video of their initial consultation with a physiotherapist, and recalling other healthcare 

experiences.  

Data were analysed using the phenomenographic method, which is an approach investigating the 

variations of conceptions related to a particular phenomenon (Cibangu and Hepworth 2016). Five 

themes relating to conceptions of healthcare encounters emerging, with themes placed in a 

hierarchical structure of four categories: ‘non-encounters’, seeking support, empowering 

cooperation, and autonomic agency. Categories described a continuum of clinical interactions: 

from ‘non-encounters’ describing the patient seeking help but not having expectations met or 

being unable to build a connection with the healthcare professional; to autonomic agency where 

regular physiotherapy was no longer needed, but the patients valued the continued support of 

the physiotherapist (Holopainen et al. 2018). The key differences between these categories were 

considered by Holopainen et al. (2018) to relate to aspects of the therapeutic relationship with 

patients valuing clear explanations, personalised guidance, reciprocal understanding, and respect 

and listening. The relationship was perceived as being built slowly on a foundation of common 

ground and continuity of therapist presence, allowing the patient to feel relaxed and safe 

(Holopainen et al. 2018).  

Strengths of the study include a considered approach to data analysis, with group discussion to 

refine coding and consistency with original data, thus increasing trustworthiness (Stenfors-Hayes 

et al. 2013). The use of participant quotations strengthened credibility; however, this may have 

been enhanced with a more detailed description of changes and decisions made during the 



Chapter 2 

65 

 

research process (Stenfors-Hayes et al. 2013). Whilst this study provides insight to valued 

elements of the therapeutic relationship, further research is indicated to identify the 

transferability of findings to healthcare services in other cultures. 

Calner et al. (2019) explored the physiotherapy experiences of people with persistent 

musculoskeletal pain in Sweden, in an exploratory qualitative study. Participants (n = 11) were 

recruited from a previous study (n = 6), with additional participants (n = 5) recruited via purposive 

sampling of patients who had recently completed physiotherapy treatment at two primary care 

services. Five participants (45%) presented with persistent low back pain, therefore the study has 

been included in this literature review. Semi-structured interviews were conducted and data were 

analysed using qualitative content analysis. A main theme was identified: ‘towards acceptance 

and management of pain’, encompassing perceptions of the physiotherapy treatment process and 

their current status, and considered a thread running through the sub-themes. Four sub-themes 

emerged, describing the patients’ experiences: (1) establishing and maintaining a therapeutic 

alliance; (2) being active, taking initiative and facing challenges; (3) appreciating guidance, 

incentive and having a sounding board; (4) acquired knowledge and new body awareness change 

behaviours (Calner et al. 2019). 

Establishing and maintaining a therapeutic alliance was considered key, with trust and confidence 

in the physiotherapist considered prerequisites. Additionally, participants expressed the 

importance of individualisation of treatments, predicated by the therapist acknowledging the 

person as an individual and leading to feelings of safety. The value of open and collaborative 

communication with the physiotherapists was also described. Further sub-themes portray the 

participants’ awareness of their responsibility to be active and to perform the exercises, whilst 

also expressing difficult with accomplishing an exercise they did not fully understand. This related 

to participants’ descriptions of how they needed and appreciated the physiotherapists’ guidance 

and instructions, with the therapist acting as a sounding-board or coach to provide 

encouragement. The result of the treatment process was depicted as the acquirement of 

knowledge relating to pain mechanisms and disadvantageous movements or postures, together 

with a new body awareness, perceived by participants as leading to perceptions of decreased pain 

(Calner et al. 2019).  

The research process for this study was transparent and clearly described, enhancing credibility, 

with discussion of the coding process between authors reducing the risk of bias (Noble and Smith 

2015). Findings from Calner et al. (2019) demonstrate similarity to Holopainen et al. (2018), with 

participants in both studies describing the importance of a trusting, collaborative relationship 
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where the therapist takes time to understand the patient as an individual. The physiotherapist 

was seen as key in encouraging the participants’ active participation, providing information 

regarding low back pain which led to new participant insights and body awareness (Holopainen et 

al. 2018; Calner et al. 2019). However, the study by Holopainen et al. (2018) develops the analysis 

beyond the healthcare setting, with participants describing the positive effects of rehabilitation in 

gaining support from friends, family and peers and facilitating positive lifestyle changes that 

impacted the whole family.  

Harman et al. (2014) used a qualitative observational study to develop themes to describe a 

physiotherapists behavioural change approach in a ‘Back to Fitness’ programme in the UK, for 

military personnel with persistent low back pain who had low to moderate levels of fear 

avoidance (measured by the Tampa Scale of Kinesiophobia). The programme included one lecture 

and two exercise classes each week for six weeks. Whilst the main aim of the study was to 

determine the behavioural change techniques used, the establishment of a therapeutic 

relationship was posited as a central tenet from which behavioural change techniques could be 

applied in the treatment of persistent low back pain (Harman et al. 2014). In this study, video clips 

of classes from a cohort of 12 participants led by a single physiotherapist were analysed, followed 

by an in-depth interview with the physiotherapist. Three main themes emerged from the data 

describing the physiotherapist’s approach: (1) building a trusting, supportive relationship through 

rapport; (2) establishing a need in the patient’s mind to engage in rehabilitation; and, (3) finding 

workable solutions most likely to be adopted by the individual patients (Harman et al. 2014). The 

physiotherapist considered establishing a therapeutic relationship with the patient an essential 

foundation to successful outcome, facilitating open communication and the ability for the 

therapist to assess the patient’s readiness to change. Elements of the therapeutic relationship 

were described as learning patient values, and building trust so that patients were more likely to 

continue the programme when challenged (Harman et al. 2014). 

Whilst the evidence from this research indicates the potential importance of the therapeutic 

relationship in interventions for persistent low back pain, findings should be interpreted with 

caution. The study is based on one physiotherapist, and whilst qualitative work may produce rich 

data from a small number of cases (Morse 2000), transferability may have been enhanced if the 

study had been widened to other physiotherapists using the Back to Fitness programme. 

Moreover, there is the potential for bias in considering only the therapist’s perspective on what is 

valuable in in the development of the therapeutic relationship. Given the collaborative nature of 

the therapeutic relationship, it is important for therapists to understand what factors are 

important in its formation from the patient’s perspective (Kinney et al. 2018). Therefore, 
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credibility may have been enhanced in the Harman et al. (2014) study if the patient participants 

had been interviewed. 

2.5 Conclusion 

The influence of the therapeutic relationship in achieving positive outcome is considered to have 

equal importance to treatment method in psychotherapy settings (Norcross and Wampold 2011), 

and previous research in psychotherapy and general medicine have shown the patient-therapist 

alliance to be a consistent and key predictor of outcome (Martin et al. 2000; Kelley et al. 2014). 

Given that research findings appear to show transferability of this concept to the physical therapy 

setting (Hall et al. 2010; Kinney et al. 2018; Taccolini Manzoni et al. 2018), further research has 

been indicated in this area in order to promote clinical effectiveness. The scoping literature 

review presented above provides some evidence for the positive association of the therapeutic 

relationship to outcome in physical therapy for persistent low back pain populations. However, 

the number of studies is small, and the use of some measures that may not be valid for physical 

rehabilitation settings implies that findings should be viewed with caution, and that further 

research is warranted to expand the knowledge base. 

Of the studies selected, two compared standard physical therapy intervention with standard 

intervention plus enhanced therapeutic relationship (Cheing et al. 2014; Fuentes et al. 2014). In 

both cases, physiotherapists had training to provide improved therapeutic relationship. This 

suggests that understanding the factors influencing the therapeutic relationship could contribute 

knowledge for effective therapist training. Three studies examined factors that may influence the 

development of the therapeutic relationship (Burns et al. 1999; Mirsky 2002; Brunner et al. 2019), 

providing evidence that negative client emotional states and therapist confidence may act to 

weaken or strengthen the perceived relationship. Furthermore, two qualitative studies explored 

elements of the therapeutic relationship considered important from a patient perspective 

(Holopainen et al. 2018; Calner et al. 2019) and one study from the therapist perspective (Harman 

et al. 2014). These studies showed similarities with value placed on a supportive, cooperative 

relationship with the therapist providing individualised treatment (Harman et al. 2014; 

Holopainen et al. 2018; Calner et al. 2019). 

Two doctoral theses reported on the therapeutic alliance within a  general Pilates setting, as part 

of wider investigations into the scope of Pilates (Allen 2014) and its use as an arena for 

psychological change (Scarpellini 2013) respectively. Both studies present data showing the 

importance of the relationship between client and teacher, with elements such as rapport, trust 
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and partnership, in addition to the provision of tasks. Whilst these elements share similarity with 

Bordin’s (1979) descriptors of the therapeutic relationship: the collaborative nature of the 

relationship; the affective bond between client and therapist; agreement on treatment goals and 

tasks, this does not signify correlation. To date, no research has explicitly explored the nature and 

construction of the relationship between Pilates teacher and client in relation to persistent low 

back pain management, and whether it represents a therapeutic relationship. Research suggests 

that the therapeutic relationship is a predictor of outcome in persistent low back pain (Ferreira et 

al. 2013), therefore understanding the nature of the relationship between teacher and client may 

provide insight for future research endeavours and inform healthcare practice in the management 

of persistent low back pain. 

2.6 Research questions 

The literature review has provided evidence for the justification of conducting further research 

exploring the influence of the therapeutic relationship in the management of persistent low back 

pain. NICE guidelines (2016) provide a clear role for the use of structured exercise in the 

management of low back pain, and Chapter 1 shows that Pilates is one such exercise method. 

Given the paucity of research exploring the nature of the relationship between Pilates teachers 

and clients with persistent low back pain, a gap in the knowledge base has been identified. Thus, 

the following research questions were developed to provide the basis for this body of work: 

1) What are the components of the relationship between Pilates teachers and clients with 

persistent low back pain? 

2) What are the key influences on the components of the relationship? 

3) What is the nature of the relationship?  

4) Can the relationship between Pilates teachers and clients with persistent low back pain 

be considered a therapeutic relationship? 

 

Herein, the term ‘component’ is defined as a constituent feature or part of something, ‘influence’ 

relates to a phenomenon that exerts an effect upon something else, causing it to be changed, and 

‘nature’ is considered the inherent or essential quality or constitution of a thing, wherein a 

combination of properties gives the object its fundamental character (Stevenson 2010). Thus, 

question (1) relates to distinct elements that may combine to create (3) the fundamental 
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character of the relationship between Pilates teacher and clients with persistent low back pain. 

Question (4) pertains to whether this relationship may be considered as a specific type of 

relationship i.e. therapeutic, and question (2) relates to factors that may exert an effect upon the 

relationship. The aims and objectives relating to these research questions are detailed in Table 9. 

Table 9. Research aims and objectives 

Research aims and objectives 

Research aims Research objectives 

1) To explore how Pilates teachers build 

and maintain a relationship with clients 

with persistent low back pain, and use 

their skills to  optimise Pilates outcome 

 To identify observed components of the 

relationship 

 To identify Pilates teachers’ perceptions of key 

components of the relationship 

 To identify clients’ perceptions of key components 

of the relationship 

2) To investigate  influences on the 

relationship between Pilates teachers 

and clients with persistent low back 

pain 

 To identify observed influences on the components 

of the relationship  

 To identify Pilates teachers’ perceptions of 

influences on the relationship 

 To identify clients’ perceptions of influences on the 

relationship 

3) To establish the nature of the 

relationship between Pilates teachers 

and clients with persistent low back 

pain 

 To use a theoretical framework to explore data 

relating to the nature of the relationship 

4) To establish parameters to identify if 

the relationship between Pilates 

teachers and clients with persistent low 

back pain may be considered a 

therapeutic relationship 

 To link the characteristics of the relationship to the 

research literature 

 To link the characteristics of the relationship to 

established theory 
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2.7 Chapter summary 

This chapter provided a scoping literature review relevant to this study. The literature review 

process was illustrated, showing the use of appropriate strategies including the application of 

search terms within a range of professional databases. Owing to the small number of articles 

retrieved from the initial search strategy, the pragmatic decision to widen the search criteria to 

discover further relevant studies was detailed. Searches provided articles relating to the influence 

of the therapeutic relationship in low back pain populations in a physical therapy context, and 

additionally, two doctoral theses provided valuable information related to the therapeutic 

relationship between Pilates teachers and clients. However, information regarding the nature of 

the relationship between Pilates teachers and clients with persistent low back pain is lacking. It is 

therefore asserted that knowledge regarding this relationship would benefit from further 

investigation. Finally, the research questions for this thesis were presented. 
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 Methodology 

3.1 Introduction 

Having justified the need to investigate the relationship between Pilates teachers and clients with 

persistent low back pain in the previous chapter, this chapter elucidates the ontological and 

epistemological standpoints that provide the theoretical structure informing the study, and from 

which the research design was built. The chapter begins with an exploration of the socially-

constructed nature of the body-in-pain, before providing a rationale for the use of a social 

constructionist framework. Subsequently, the relevance of an ethnographically-informed 

methodology is discussed. 

3.2 The nature of the body-in-pain 

In health, it may be easy to ignore the physicality of our own bodies; in contrast, when illness or 

pain are experienced, the body is brought in to our awareness with a sharp focus (Lupton 2012). 

As Bourke states in The Story of Pain (2014), ‘pain’ as a word presupposes unique and different 

personal experiences of discomfort. In order to communicate suffering, people in pain reach out 

to others through language, facial expressions and body language, not simply to convey their 

distress, but also to provide information from which others can act to provide care and 

compassion (Scarry 1985; Bourke 2014). Consequently, the nature of pain may be considered 

inherently social and thus subject to cultural influences on the meaning and experience of pain 

(Moscoco 2012; Bourke 2014). The interaction of body, language and culture may therefore be 

viewed as a dynamic relationship, allowing research investigation into the socially-constructed 

nature of the body-in-pain. It is a social constructionist standpoint that informs the philosophical 

perspective of this research.  

3.3 Social constructionism 

Social constructionism is concerned with the processes by which people describe and explain the 

world they live in, where meaning is created through social interactions (Gergen 1985). In order to 

understand how this relates to other perspectives, the concepts of ontology and epistemology are 

discussed briefly below to locate social constructionism within a broader philosophical 

conception.  
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Philosophical assumptions, or ontologies, offer explanations on the nature of reality and exist on a 

continuum of perspectives from realism, which posits that reality exists independent of human 

beings; to relativism, which contends that there is no single reality independent of individual 

interpretation (Crotty 1998). The two major philosophical traditions of positivism and 

interpretivism take opposing ends of this continuum. Positivism assumes that knowledge can only 

be based in objective observation and measurement of the world (Crotty 1998), and may be seen 

as the predominant perspective in current Western scientific thinking (Kleinman 1993). 

Conversely, interpretivism assumes that knowledge is constructed by humans as they seek to 

interpret the world around them, and is thus shaped by experience, historical and social context 

(Crotty 1998). Interpretivism is a broad term that encompasses the social constructionist 

perspective (Williamson 2006). 

In designing a research project, it is important to consider knowledge claims, or epistemologies, 

as these provide the researcher with assumptions about how they will learn and what they will 

learn (Creswell 2013). This should not be done to disregard other theoretical perspectives, but to 

recognise that our understanding of the world can be enhanced by considering the offering each 

perspective can generate (Williamson 2006). Social constructionism provides a frame of 

understanding whereby knowledge is considered as the product of social interaction and language 

(Holstein and Gubrium 2008b), and is grounded in one or more assumptions (Gergen 1985; Crotty 

1998). Firstly, it challenges the positivist view of objective knowledge, instead asserting that 

meanings are constructed by people in order to interpret the world with which they are engaging 

(Gergen 1985; Burr 2015). This leads to the assumption that knowledge is constructed through 

the social processes of day-to-day interactions, creating multiple realities (Gergen 1985; Crotty 

1998; Burr 2015). Furthermore, ways of understanding are viewed as historically and culturally 

specific, “we are all born into a world of meaning bestowed upon us by our culture” (Creswell 

2013, p9). Finally, this socially-constructed knowledge may be viewed as being intimately bound 

with power relations, as our historically and culturally specific understanding of the world sustains 

some patterns of social action and excludes others (Gergen 1985; Burr 2015).  

The origins of social constructionism lie within the interpretive social sciences, where researchers 

questioned how notions of reality are created (Berger and Luckmann 1967; Gergen 1985; Levin 

and Levin 1988). From these beginnings, social constructionism has been applied in a wide variety 

disciplines including the analysis of health, illness, medicine and the body (Lupton 2012). 
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3.3.1 Considering the body 

As Bloor (2007, p182) points out, the “object of all professional clinical work… is the patient’s 

body”. A social constructionist perspective considers the body as “shaped, constrained or 

invented by society” (Shilling 2012, p75), emphasising how bodily experiences such as pain and 

illness may be interpreted by the individual through the lens of cultural and historical context 

(Lupton 2012). Here, the use of social constructionism to explore elements of a movement 

modality such as Pilates faces a theoretical difficulty. With its attention to the primacy of 

language, social constructionism may seem to ignore other forms of interaction, and in 

downplaying the embodied aspects of our experience, leave intact the mind-body dualism of 

mainstream biomedicine (Cromby and Nightingale 1999; Burr 2015). Shilling (2012) contends that 

whilst social constructionist approaches place the body in a social context, the dimension of the 

body as a biological entity may disappear from view. With this regard, a stance that includes non-

verbal communication will be employed in order to foster a richer understanding of interactions  

(Onwuegbuzie and Byers 2014) within the everyday world of Pilates.  

3.3.2 Social constructionism as a theoretical framework 

The use of a theoretical or conceptual framework to facilitate a coherent research project may be 

considered judicious (Green 2014). In determining the difference between frameworks, Parahoo 

(2014) proposes that the term ‘theoretical’ should be used when one theory is employed to 

underpin research, and ‘conceptual’ should be applied where concepts have been drawn from 

more than one theory. Green (2014) suggests that the use of an underpinning framework may 

provide a rationale for the development of research questions, the operationalisation of the 

research design and strengthen confidence in findings. The theoretical framework underpinning 

this study was based on the epistemology of social constructionism. Given the exploratory nature 

of the research project, the design of the study provided an inductive approach for analysis, and 

thereafter, a social constructionist contextualisation was applied to the inductive findings. 

3.3.3 Methodological choice 

It has be suggested that pain, as an integral element of health and illness, depends on social as 

much as biological criteria (Burr 2015). Hence, in researching the interaction between Pilates 

teachers and clients with persistent low back pain, it may be argued that a social constructionist 

perspective allows for a rich exploration of factors influencing the relationship. Fundamental to 

the social constructionist perspective are the day-to-day interactions and events that people use 
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to make sense of their experiences (Holstein and Gubrium 2008a). In order to investigate the 

interactions of Pilates teachers and their clients with persistent low back pain, a methodological 

approach was required that allowed access to the everyday lives of this group: to ascertain how 

the relationship is constructed; and what influences it, including historical and cultural context. It 

will be argued that using an ethnographically-informed methodology met these requirements. 

3.4 Ethnographic methodology 

Ethnography can be described as the in-depth study of people belonging to a particular group or 

culture, within their natural settings, in order to explore the social meanings of everyday activities 

instead of testing hypotheses about them (Hammersley and Atkinson 1987; Fetterman 1998; 

Brewer 2000). The researcher is a ‘participant observer’ (Denzin 1978), immersed directly in the 

setting in order to learn about the symbolic world of the people within that setting (Brewer 2000). 

This is accomplished by the collection of data through flexible and iterative methods, primarily 

through observation and interviews, with a view to developing themes and theories (Brewer 

2000; Creswell 2013). 

This approach may be considered divergent from the tradition of positivism in the scientific 

method, which promotes the detachment of the researcher in order to provide unbiased findings 

(Hammersley and Atkinson 1987; Brewer 2000). The collection of ethnographic data may be 

considered subjective and therefore contrast unfavourably with numerate data in providing 

objectivity (Brewer 2000). Early ethnographers sought to accurately record the settings which 

they were researching, aiming to eliminate the effect of the researcher and instead seeking 

objective ‘truth’ (Brewer 2000). This ‘naive realism’ was highly criticised in the 1980s, most 

prominently in ‘Writing Culture’ (Clifford and Marcus 1986), which exposed the constructed 

nature of descriptions of other cultures, with critics arguing that accounts were fictions 

representing a partial picture constructed within the parameters of the researcher’s own 

biographies (Brewer 2000).   

Contemporary ethnography acknowledges that the researcher is part of the world they study, and 

makes choices about what to research, and how to interpret and represent the data (Spencer 

2007). This response has led to a requirement for reflexivity within the research, to situate data in 

the context of the social processes that brought them about, and to recognise the partiality and 

limitations of the research (Hammersley 1992; Brewer 2000; O'Reilly 2009). Thus, a reflexive 

stance has been taken, seeking to provide in-depth understanding of a Pilates setting, whilst 
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acknowledging that research findings are not objective ‘truth’ but a construction resulting from 

the interconnection between the researcher and participants.  

3.4.1 Relevance of methodological approach 

It has been argued that ethnography is a methodology that captures richly-detailed qualitative 

data of everyday interactions in a particular group or culture, and is therefore suited to a 

constructionist framework as it provides opportunities for the elicitation of perceptions and 

meanings (Williamson 2006; Holstein and Gubrium 2008a). Furthermore, Savage (2006) argues 

that ethnography is particularly appropriate for the exploration of healthcare experiences and the 

impact of cultural issues. A key feature of traditional ethnography is the immersion, and active 

involvement, of the researcher into the social world of the participants in order to more fully 

understand the social behaviours of the participants in the context of their culture (Roper and 

Shapira 2000; Higginbottom et al. 2013). This may require extended periods of research in the 

‘field’, the everyday environment of the group being studied (Spradley 1980; Hammersley and 

Atkinson 1987).  

In healthcare research, the time and finance required for such an extensive endeavour may be 

limited, and focused ethnography has emerged as a useful tool (Higginbottom et al. 2013). Here, 

the research is more problem-specific and focuses on a discrete community or social group. 

Participant numbers may be limited to those holding specific knowledge and experience relating 

to the particular issue being explored (Knoblauch 2005). Participant observation may be episodic 

and multi-sited, as participants sharing the same experience of the issue under investigation may 

not live in the same location (Muecke 1994; Higginbottom et al. 2013). Additionally, Roper and 

Shapira (2000) assert that focused ethnography shares with classical ethnography the same 

commitment to participant observation within a naturalistic setting and using ethnographic 

questioning to gain an understanding of people and events within everyday lives and cultures. 

The elements of a focused ethnography presented a pragmatic and practical solution for the 

research design of this unfunded study. However, criticisms of this approach contend that time is 

a necessary requirement to capture the multitude of dimensions of a particular social world, and 

that this raises questions regarding the trustworthiness of knowledge gained (Muecke 1994; 

Stahlke Wall 2014). Indeed, Muecke (1994, p203) states that the “greatest risk of focused 

ethnographies is that the boundaries of their focus unknowingly exclude what is relevant”,  

contending that for problem-specific work another methodology may be more appropriate.  In 

contrast, Wall (2014) asserts that it is the focus on cultural description and understanding, rather 
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than the form in which the data is collected, that defines an ethnography. Thus, the practical 

advantages afforded by a more focused approach were chosen for this study. The use of a 

reflexive stance was used to enhance trustworthiness, as outlined in Section 4.8. Acknowledging 

that this approach is not ‘traditional’ but nested within an ethnographic perspective, the term 

ethnographically-informed will be used to describe the chosen methodology. 

In considering an appropriate methodology for this study, other potential methodologies were 

examined from the lens of a social constructionist perspective. Phenomenology has its roots in 

early twentieth century European philosophy, particularly of Husserl (1913), and is focused on 

exploring phenomena through the lived experience or life world of persons (Van Manen 2016). To 

capture the ‘essence’ of a phenomenon requires a rich description of the lived situation, 

identifying general themes and moving beyond surface expressions to read between the lines to 

access implicit meanings (Finlay 2012). The aspect of interpretation is, however, contested with 

researchers distinguishing between descriptive and interpretive phenomenology (Finlay 2012). 

Husserlian-inspired descriptive phenomenology focuses on the structures of an experience, 

staying close to the data; whereas interpretive phenomenology, emerging from the work of 

hermeneutic philosophers such as Heidegger (2010) and Gadamer (1976), emphasises ‘the 

situated meaning of a human in the world’ focusing on interpreting unconscious aspects within 

that experience (Laverty 2003).  

Phenomenology has been criticised on a number of points: firstly, the failure of its progenitors to 

provide clear conceptual definitions (Paley 2016); secondly, pointing to philosophical limitations 

with the use of “flat reductionism that rules out the existence of causal mechanisms and takes the 

world to consist of nothing but phenomena to be described or interpreted” (Paley 2016, p30). In 

defence of phenomenology, Zahavi and Martiny (2019) contend that of far more importance than 

philosophical arguments is that the practical application of phenomenological research may allow 

for new insights.  

Phenomenology was considered able to provide a richly detailed portrayal of the ‘lived 

experience’ of Pilates for clients with low back pain, and that of their teachers, to provide multiple 

perspectives (Denscombe 2014). Whilst this located a phenomenological methodology within the 

interpretive tradition, phenomenology is focused on the subjective aspects of social life rather 

than observable social interaction (Eberle 2015). In attempting to understand the nature of the 

relationship between Pilates teachers and their clients, it was felt that the use of an ethnographic 

approach to observe social interactions in a naturalistic way, as well as recording participants’ 

experiences would provide a deeper understanding. 
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Grounded theory also utilises data generated in naturalistic conditions (Glaser and Strauss 1967) 

and was considered as a potential methodology. Derived from sociological fieldwork, Glaser and 

Strauss (1967) pioneered the approach using observations of social interactions and interviews 

with participants, with an emphasis on theory development as a distinguishing characteristic 

(Charmaz 2017). However, there is criticism that epistemological assumptions have been subject 

to debate, and are therefore not clearly articulated (Hallberg 2006). Charmaz (2017) asserts that a 

much contested assumption is Glaser’s (2013) requirement that researchers should enter 

research with no preconceptions, as reading earlier research and theory would influence data 

interpretation. For Glaser (2013), theory is wholly present in the data, whilst Strauss and Corbin 

(1990) argue that theory is only partly grounded in data, the remainder derived from researcher 

interpretation. Charmaz (2014), argues for a constructivist stance, using ‘theoretical agnosticism’, 

whereby the researcher’s own assumptions, existing research and theory are assessed with 

critical scepticism through reflexivity. Despite these differences, the techniques that most 

grounded theorists agree upon include: intensive interviewing; iterative data collection and 

analysis; hierarchical coding processes with initial line-by-line coding, followed by focused, then 

axial or theoretical coding; use of the constant comparison method; memo-writing; theoretical 

sampling to delineate the boundaries of the emerging theory; and constructing new theory 

(Hallberg 2006; Charmaz 2017). 

In considering a relevant methodology for the current study, grounded theory could have 

provided an inductive approach to explore the relationship between Pilates teachers and clients 

with persistent low back pain; however, the researcher’s early engagement with existing 

literature identified concepts and ideas considered relevant in considering the research design.  In 

particular, the cultural influences on Pilates were considered to be of importance in 

understanding the socially-constructed nature of the relationship, and as ethnography specifically 

focuses on the relevance of culture, it was therefore deemed a more suitable methodology. 

Furthermore, an aim of the current study was to establish parameters to identify if the 

relationship between Pilates teachers and clients with persistent low back pain may be 

considered a therapeutic relationship by relating findings to existing theory.  

In justifying the use of an ethnographically-informed methodology, it is important to consider the 

contribution of this type of research to provide insight for future research endeavours and inform 

healthcare practice in the management of persistent low back pain. Pope et al. (2002) assert that 

qualitative methods provide a contribution to quality improvement in healthcare by illuminating 

different ‘facets’ of phenomena to quantitative research. In this respect, Green and Thorogood 
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(2018) list a range of potential outputs from qualitative research, including: the development of 

conceptual definitions, or typologies and classifications; exploring associations between attitudes, 

behaviours and experiences; explaining phenomena; and generating new theories. From this 

perspective, whilst paradigmatically distinct, qualitative research may be viewed as 

complementary to, rather than in opposition with, quantitative research; together providing a 

more comprehensive understanding of a subject area (Maree 2020).   
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3.5 Chapter summary 

In this chapter, it has been argued that the experience of pain may be explored from a socially-

constructed perspective through the dynamic interaction of body, language and culture. It was 

proposed that a social constructionist perspective provided an appropriate framework from which 

to conduct this research study, whereby meaning is constructed through the social processes of 

day-to-day activities. Justification has been provided for the use of an ethnographically-informed 

methodology, not only with respect to ontological and epistemological considerations but also in 

providing rich data to illuminate the research questions. Pragmatic considerations for an 

unfunded study have been explored and the use of a focused approach have been discussed. The 

relevance of ethnography has been considered within health and illness criteria, and an assertion 

was made that the findings of the research may have application in informing future practice 

within the management of persistent low back pain. 

In summary, an ethnographically-informed methodology within a constructionist framework was 

chosen for a research investigation exploring the relationship between Pilates teachers and clients 

with persistent low back pain. Details of the research methods are given in the next chapter. 
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 Methods 

4.1 Introduction 

In the preceding chapter, justification was provided for an ethnographically-informed 

methodology within a social constructionist framework to explore the following research 

questions: (1) What are the components of the relationship between Pilates teachers and clients 

with persistent low back pain? (2) What are the key influences on the components of the 

relationship? (3) What is the nature of the relationship? (4) Can the nature of the relationship 

between Pilates teachers and clients with persistent low back pain be considered a therapeutic 

relationship? This chapter provides a detailed description of the methods used for this study.  

The chapter begins with a summary of the research design, followed by a description of the 

Patient and Public Involvement used to guide the research design. Thereafter, the strategies and 

processes used for participant recruitment are presented. This is followed by an explanation of 

data collection methods and data analysis. Steps taken to enhance the rigour of the research are 

then demonstrated. Lastly, an examination of ethical considerations are detailed. 

4.2 Study Design 

The research consisted of a multi-site design, with one researcher visiting eight different Pilates 

sites in the South of England. Participants in the study were Pilates teachers and their clients. The 

sites comprised the places where participating Pilates teachers practiced, and included Pilates 

studios, village halls or the teachers’ own homes. The use of the key ethnographic data collection 

methods of observation and interviews (Brewer 2000) were situated within the multi-site design. 

At each site, data collection involved researcher observation of Pilates mat or equipment classes 

or one-to-one sessions, in order to gain understanding of everyday interactions in a Pilates 

context. Thereafter, data collection continued with semi-structured interviews of the Pilates 

teachers and participating clients with persistent low back pain guided by Spradley’s (2016) 

structure for ethnographic questions. Data from transcribed interviews and fieldnotes were 

analysed using a thematic analysis approach. A favourable ethics opinion was gained for this study 

from the University of Southampton Ethics Committee (Ethics ID: 24796). 
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4.3 Study Setting 

The research comprised a multi-site study. Given the widely-spread distribution of Pilates 

teachers throughout the UK (Allen 2014), a multi-site study provided a pragmatic decision, which 

allowed access to a cross-section of people in different contexts within the field (Brewer 2000), 

yet also considered the time and financial constraints of a lone researcher. For these reasons, the 

geographic area of the South of England was been chosen with boundaries created by the M5, 

M4, M25, M23 and A23. Figure 12 shows in red the geographic parameters for the research, and 

figure 13 details considerations for diversity. 

 

Figure 12. Geographic parameters for sampling 

 

MAPS IN MINUTES2014. Contains Ordnance Survey data Crown Copyright and database right 2011 
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Figure 13. Decision trail for diversity 

4.4 Patient and Public Involvement 

Research guidance suggests that members of public should be actively involved in research 

projects, rather than research being carried out about them (INVOLVE 2012). Patient and Public 

Involvement (PPI) benefitted the developmental stage of this study’s research design, gathering 

opinion on preferred method for interview, and assisting in the improvement of interview 

guidelines through feedback on Pilot interviews (described in Section 4.6.6. below). 

In considering methods of conducting interviews i.e. face-to-face or telephone, Patient and Public 

Involvement was used to garner opinion from Pilates clients as to the preferred method, to 

ensure the choice of method was appropriate and acceptable for potential research participants 

(INVOLVE 2012). Four Pilates teachers known to the researcher were approached, and gave their 

agreement for the researcher to attend the end of one of their Pilates classes to gain client views. 

Clients were made aware of the purpose of the researcher’s attendance prior to the class and 

were free to abstain from participating in the discussion. Opinion was sought from 56 Pilates 

clients in four different locations, and clients were asked if they would prefer face-to-face or 

Decision trail - “Considering Diversity” 

Supervision meeting discussions on 27/02/17 and 27/03/17 highlighted the challenge of 

searching for hard to reach groups (lower socio-economic groups, rural communities, ethnic 

minorities). Pilates is primarily run as a private business enterprise with an average class cost 

between £10 - £15. 

Online search results were placed into an Excel spreadsheet which included categories for area 

and urban / rural. These results were compared with socio-economic and ethnic maps of the 

south of England.  

A University of Southampton staff member with experience in socioeconomic analyses was 

approached and made suggestions for online search terms to use to aid location of hard to 

reach groups. Specific search terms were applied: “community Pilates classes”, “low cost 

Pilates classes”, “charity Pilates classes”. Results did not provide suitable Pilates classes within 

the geographic parameters and this limitation is considered in Section 7.3.4. 
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telephone interviews, with 74% stating they would prefer face-to-face interviews as they felt they 

would be more comfortable talking to someone they did not know in person. Consequently, face-

to-face interviews with Pilates teachers and clients were incorporated into the study design.  

A common form of participant involvement in qualitative research is respondent validation, 

referring to an interviewee’s review of their own interview transcript, emerging findings or draft 

report (Thomas 2017). Whilst this has been claimed to enhance the credibility and 

trustworthiness of the research (Lincoln and Guba 1985; Mays and Pope 2000), a narrative review 

of the qualitative research literature revealed conflicting views regarding the importance of 

feedback from participants (Thomas 2017). Where the representation of individual perspectives 

was intended, such as case studies, accuracy checking through participant feedback was 

considered justified; however, where research aimed to portray processes common to multiple 

participants, feedback was not considered necessary as findings were synthesised and abstracted 

across individuals (Thomas 2017). Moreover, Morse et al. (2002) contend that in addressing 

participants’ post-hoc concerns, researchers may be forced to restrain findings to a descriptive 

level; thus, respondent validation may “actually invalidate the work of the researcher and keep 

the level of analysis inappropriately close to the data” (Morse et al. 2002, p16). Additionally, 

Thomas’s (2017) review showed no evidence that research quality was enhanced by respondent 

validation in these circumstances. The design of the current study represents an observational 

study exploring commonalities in dynamic inter-relations across multiple participants, and 

therefore respondent validation was not considered appropriate. 

4.5  Participants 

Participants for this study included three related groups: Pilates teachers, observation clients 

participating in Pilates sessions being observed by the researcher, and interview clients. Eligibility, 

sampling and recruitment processes will be described for each group below. 

Pilates interactions are facilitated through Pilates teachers, therefore access for subsequent 

sampling and recruitment of clients for observation and interview was achieved through 

participating teachers. The recruitment process therefore followed three stages in an iterative 

cycle between February and October 2017: 

1. Pilates teachers (for observation and interview for each teacher). 

2. Clients as a convenience sample when observing the Pilates teachers’ practices. 

3. Clients with persistent low back pain for interview. 
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4.5.1 Pilates teachers 

Pilates teachers were recruited from across the South of England, and eligibility, sampling strategy 

and recruitment process are detailed below. 

Eligibility 

Inclusion criteria 

The following inclusion criteria were chosen: 

 Minimum qualification requirements: recognised Pilates training-provider training; 

Register of Exercise Professionals (REPS) Level 3 Pilates; allied-health degree plus Pilates 

training. The minimum qualification ensured a baseline for participating Pilates teachers. 

 Based in South of England for pragmatic reasons, as defined in the sample location 

section below. 

 Currently work with clients with persistent low back pain in either group class or one-to-

one settings to ensure a broad perspective. 

 Minimum 1-year experience as a Pilates teacher. This aimed to ensure the participant was 

familiar with the culture being studied, a key point in the choice of participants according 

to Spradley (1980). 

 

Figure 14. Decision trail for inclusion criteria 

Within these criteria, three main training providers were considered in order to provide a broad 

perspective: Body Control Pilates (BCP), a UK-based training provider; Polestar Pilates, an 

American-based training provider with an emphasis on evidence-based practice; The Australian 

Physiotherapy and Pilates Institute (APPI), who primarily offer allied health professional training. 

The basic training courses provided by these organisations are summarised in Table 10. 

Decision Trail – choosing minimum training requirements 

The inclusion criteria for Pilates Teachers was discussed with supervisors on 28/07/2016. 

Pilates is un-regulated and it is therefore possible to undertake training to become a Pilates 

teacher in one weekend or over several years. It was felt that sampling teachers with at least 

a minimum threshold of training would provide a solid basis from which to conduct the 

research. 
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Table 10. Summary of training providers 

Summary of training providers 

 Body Control Pilates Polestar Pilates 
Australian 
Physiotherapy and 
Pilates Institute 

Country of Origin UK America Australia 

Training Ethos Pilates for everyone Rehabilitation focus  Rehabilitation focus 

Basic Training Matwork 

Matwork only or 
Comprehensive 
(matwork and 
equipment) 

Matwork 

Equipment training 

Full range of Pilates 
equipment training 
offered as  continuing 
professional 
development 

Full range of Pilates 
equipment training 
included in basic 
training 

Full range of Pilates 
equipment training 
offered as continuing 
professional 
development 

Qualification required 
for teacher training 

6 months regular 
Pilates classes 

Fitness instructor / 
health professional or 
must attend Polestar 
Introduction course 
plus 40 hours pre-
course learning 

Health professional 
with degree plus 5 
hours Pilates class 
attendance 

 

From 2016 – non-
health professional 
training. Pre-requisite 
– 10 hours Pilates class 
attendance 

Training period 

13 days course 
attendance 

50 hours supervised 
teaching 

5 hours observation  

Matwork: 

7 days course 
attendance 

50 hours supervised 
teaching 

75 hrs self-mastery 
and observation 

Comprehensive: 

13 days course 
attendance 

175 hours self-mastery 
& assignments 

140 hours observation 
and supervised 
teaching 

Health professional: 

6 days course 
attendance 

Non health-
professional: 

13 days course 
attendance 

Both: 

30 hours practice 
teaching 

50 hours self-practice 

5 hours observation 

20 hours course 
reading 

Qualification attained 

Body Control Pilates 
certification, plus 
Register of Exercise 
Professionals Level 3 
Pilates teacher 

Polestar certification 

APPI certification 

CPD points for health 
professionals 



Chapter 4 

87 

 

Exclusion criteria 

The following exclusion criteria for Pilates teachers were used: 

 Pilates teachers within the researcher’s own practice 

 Close personal friend of the researcher 

These criteria were chosen to enhance trustworthiness within the research. 

Sampling strategy for Pilates teachers 

Purposive sampling provided a practical and achievable approach for this study, whereby the 

researcher selects a participant because they depict an element of interest for the research, such 

as participant knowledge or experience (Silverman 2006). Elements of interest for Pilates teachers 

were considered to be teaching practice and teaching environment, outlined in Table 11 below. 

Table 11. Elements of interest - Pilates teachers 

Elements of interest – Pilates teachers 

Teaching practice 

 Teacher background & training 

 Use of Pilates equipment or matwork only 

 Class (back pain specific or general) or one-

to-one session 

Teaching environment 

 Pilates studio 

 Village hall 

 Home (teacher / client) 

The elements of interest supplied the basis for a purposive sampling strategy to give a guide 

number of participants with a range of experiences and backgrounds .The Pilates teacher 

sampling strategy is outlined in Table 12, and proposed the selection of eight teachers. 

Table 12. Pilates teacher sampling strategy 

Pilates teacher sampling strategy 

  Teacher Background  

(each teacher to teach class and one-to-one) 

  APPI BCP Polestar Other 

Teaching 

Environment 

Studio (with equipment)    

Village hall / home    
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Prospective sampling was achieved through the use of an online screening questionnaire 

(Appendix A), and considered on the basis of geographic location, teacher background and style, 

teaching environment and demographics of persistent low back pain clients attending, as 

presented in Table 13 below. 

Table 13. Data collected from Pilates teacher screening questionnaire 

Data collected from Pilates teacher screening questionnaire 

Teacher background  Training provider 

 Number of years teaching 

Teaching Style  Mat work and / or equipment 

 Class and / or one-to-one 

Persistent low back pain demographics  Number of clients taught per week 

 Percentage of clients with low back pain 

 Persistent low back pain clients taught in 

class and / or one-to-one 

Teaching Environment  Studio / village hall / home 

 Geographic area 

Interest in participation in research  If yes, name and contact details 

 

Recruitment of Pilates teachers 

Recruitment of Pilates teachers followed the process given in Figure 15 below. 
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Figure 15. Flow chart of Pilates teacher recruitment process 
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Figure 16. Decision trail for sampling teachers 

4.5.2 Observation clients 

Observation clients were recruited through participating Pilates teachers, and eligibility, sampling 

strategy and recruitment process are detailed below. 

Eligibility 

Inclusion criteria comprised: 

 Pilates classes should have at least one client with a history of low back pain 

 One-to-one clients should have a history of low back pain 

Sampling strategy 

Convenience sampling of Pilates clients attending classes or one-to-one sessions with each 

participant teacher was used to recruit participants for observation. 

Recruitment of observation clients 

Once a Pilates teacher had been recruited, the process shown in Figure 17 was applied to recruit a 

convenience sample of clients working with the specific teacher, in either a class or one-to-one 

environment for the researcher to observe. 

 

 

 

Decision trail – “Yes then No” 

The recruitment process required adaptation when it was found that a number of Pilates 

teachers responded to the invitation to participate by completing the questionnaire and 

follow up email, then failed to respond to further phone and email follow ups. An Ethics 

Committee amendment (Ethics ID: 30479) was approved specifying the process for follow-

ups: 

Phone call follow up > if no response > email follow up > if no response > posted letter follow 

up > if no response > remove respondent from prospective list and re-select another 

participant. 
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Figure 17. Flow chart of observation participant recruitment process 
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4.5.3 Interview clients 

Interview clients were recruited through participating Pilates teachers, and eligibility, sampling 

strategy and recruitment process are detailed below. 

Eligibility 

Inclusion criteria 

Inclusion criteria for interview clients comprised: 

 Current client of Pilates teachers involved in study, and had attended Pilates sessions for 

at least three months. These criteria aimed to ensure participants were familiar with, and 

had current experience of the Pilates culture being studied in order to provide rich data 

(Spradley 1980). 

 A history of persistent low back pain, with at least one active episode of low back pain for 

longer than 12 weeks within the last one year. Research findings on the accuracy of pain 

recall are inconsistent (Bąbel et al. 2015), however, specific research concerning low back 

pain recall by Haas et al. (2002) concludes that the accuracy of pain recall decreases over 

time and is influenced by current pain intensity, with this trend increasing over the 

measurement period of 12 months. A history of persistent low back pain within the last 

one year was therefore chosen for pragmatic reasons to decrease recall inaccuracies of 

longer-term pain episodes. 

 Low back pain as primary reason for initially attending Pilates classes. 

 Over 18 years of age (in accordance with ethical approval). 

Exclusion criteria 

The following exclusion criteria were chosen:  

 People unable to communicate without assistance e.g. those requiring an interpreter to 

communicate in English, or use sign language, or people with cognitive impairments. This 

group were excluded because these criteria would add an additional dimension to the 

relationship between teacher and client, and this was considered beyond the scope of 

this thesis. 

 People who are / have been clients or friends of the researcher. This group were excluded 

in order to enhance the trustworthiness of the research. 
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Sampling strategy  

A sampling strategy for interview clients was created by applying elements of interest related to 

the back pain history of the participants. A screening questionnaire (Appendix B) was used to 

facilitate purposive sampling, where possible, with sampling considered on the basis of low back 

pain being the primary reason for attending Pilates, and either a current episode of persistent low 

back pain (defined as pain for more than 12 weeks), or previous episodes of persistent low back 

pain within the last year. Details of data collected from the client questionnaire are provided in 

Table 14 below. 

 

Table 14. Data collected from client questionnaire 

Data collected from Client Questionnaire 

Client background  Age 

 How long has person been client 

with this teacher 

Client back pain history  Current back pain or previous 

episode of back pain in last year 

 Current or previous episode duration 

of longer than 3 months 

Inclusion criteria screening  Was low back pain primary reason 

for starting Pilates? Yes / No 

Exclusion criteria screening  Communication difficulties 

Teaching Environment  Class / one-to-one 

 Matwork / equipment 

 

Recruitment of interview clients 

Following observation, a purposive sampling strategy was utilised, where possible, to recruit 

Pilates clients with persistent low back pain for interview. This process is shown as a flow chart in 

Figure 18, with the decision trail noted in Figure 19. 
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Figure 18. Flow chart of client interview recruitment process 
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Figure 19. Decision trail for sampling interview clients 

 

4.6 Data collection methods 

Brewer (2000, p59) states that “to access social meanings, observe behaviour and work closely 

with informants several methods of data collection are relevant”. The methods of data collection 

used in this study are detailed below and summarised in Figure 20. 

 

Figure 20. Research tools 

 

 

• Scratch notes

• Full notes

• Analytical journal

• Reflective journal

• Topic guides

• Observation• Screening 
questionnaire -
teacher & interview 
client

• Pilot interview 
evaluation 
questionnaire

Questionnaire
Observer 

Participant

Fieldnotes
Semi-

structured 
Interviews

Decision trail - purposive sampling of interview clients 

The purposive sampling strategy outlined in Figure 18 was not possible at all sites, where 

either the number of clients responding was too low to purposively sample, or where clients 

requested to be interviewed directly after observations.  A pragmatic decision was made to 

use a convenience sample where purposive sampling was not possible. 



96 

 

4.6.1 Questionnaire 

A questionnaire forms a series of pre-determined written questions with closed or open questions 

(Brewer 2000). The use of questionnaires is not traditionally associated with ethnography, but 

given the geographic spread of Pilates teachers, it was considered appropriate to use online 

questionnaires to broaden a possible cohort (Murthy 2008). Thus, an online screening 

questionnaire was used to collect demographic data to aid purposive sampling. The questionnaire 

for Pilates teachers sought the data listed below in Table 13 and the questionnaire is appended in 

Appendix A. Data from this questionnaire are reported in Section 5.2.3. 

To aid purposive sampling of clients with persistent low back pain for interview, a questionnaire 

was used to collect the demographic data listed below in Table 14, and appended in Appendix B. 

Data from this questionnaire are reported in Section 5.2.4. In addition, a questionnaire evaluating 

the interview topic guides was used to gain feedback from pilot group participants (Appendix C) 

4.6.2 Fieldwork 

Ethnographic studies typically entail long-term engagement in a field, where a time-frame of at 

least a year is considered necessary in order to fully experience the social world being 

investigated and reduce the effect of the presence of a researcher on behaviours and activities 

(O'Reilly 2009). According to Roper and Shapira (2000) there is no specific rule for the requisite 

length of time to conduct ethnographic fieldwork, suggesting instead three factors that may 

influence the decision: firstly, personal circumstance of the researcher may limit the time 

available; secondly, the setting for the fieldwork may provide limitations; thirdly, recognising that 

the research question has been answered and no new information is forthcoming. However, in a 

healthcare setting, ethnographies may focus on a distinct problem within a small group of people 

in a specific context, thus research can be accomplished in a shorter time-frame and with episodic 

participant observation (Roper and Shapira 2000; Higginbottom et al. 2013).  

As discussed in Section 3.4.1., an approach informed by focused ethnography provided a 

pragmatic approach for this study, acknowledging the researcher was a part-time, self-funding 

PhD student with finite periods of time available for data collection alongside other educational 

and clinical roles, as well as potential limits to long-term engagement in small-scale private Pilates 

enterprises. Within this ethnographically-informed approach observations were conducted 

episodically.  
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4.6.3 Participant observation 

Participant observation may be regarded as the main method in ethnographic research 

(Hammersley and Atkinson 1987; Fetterman 1998; Brewer 2000; Emerson et al. 2007; O'Reilly 

2009; Denzin and Lincoln 2011). In planning research, it is necessary to give thought to whether 

observation should be covert, where research is conducted without the knowledge of the 

participants, or overt, where participants have provided consent to be observed. Classical 

ethnographies were often covert (Humphreys 1970; Rosenhan 1973) but ethical implications 

designate that covert research should not be used except in extreme circumstances (O'Reilly 

2009). Furthermore, a key issue to consider is the extent of participation in the researcher’s role, 

with four potential positions: the complete participant, participant as observer, observer as 

participant, and complete observer (Gold 1958). O’Reilly (2009) argues that all ethnographic field 

work takes place on a continuum wherein the complete participant becomes an observer the 

moment they choose to undertake research of the group they participate in, and where any 

observation entails some degree of participation. The level of participation is therefore often 

determined by practical considerations of preserving the details of the interaction (Silverman 

2013). With regard to the current study, participation in a client’s one-to-one Pilates session 

would not have been appropriate, and participation in a group class would not allow the 

researcher the opportunity to document in-depth observation of the interactions between 

teacher and clients. Therefore, the researcher adopted an overt, observer-participant role in the 

field. 

The aim of ethnographic observation, through transcription in fieldnotes, is to provide “a 

descriptive account of people, scenes and dialogues” (Emerson et al. 2007, p353) in order to gain 

understanding of the social world of the group or culture under observation through their 

everyday interactions in a natural setting. From a social constructionist perspective, meaning is 

created through day-to-day interactions, creating multiple realities that are historically and 

culturally specific (Burr 2015), thus observations should strive to avoid ethnocentricity (Iphofen 

2013). 

Spradley (1980) identifies nine features of social situations: (1) space, the physical place; (2) actor, 

the people; (3) activity, a set of related actions by people; (4) object, the physical things in the 

space; (5) act, a single action; (6) event, a set of related activities; (7) time, the sequencing of 

features over time; (8) goal, the things people are trying to accomplish; and, (9) feeling, the 

emotions expressed by people. These features may be used to guide the observer in initial, broad 

descriptions of the setting and what is happening, followed by more focused observation 
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considering specific domains (Spradley 1980). In this regard, ethnographic observation does not 

prescribe what should be observed, instead Spradley (Spradley 1980, p81) considers, “in 

commencing fieldwork the ethnographer is like a map-maker who sets foot on an uncharted 

island… instead of setting out with preconceived ideas of what to find, the map-maker sets out to 

describe what can be seen”. With this in mind, observations (and hence fieldnotes) for this study 

were guided by Spradley’s (1980) descriptive question matrix, which provides a useful framework 

for considering the nine features of social situations (See Appendix V).  

Furthermore, observations were informed from an ethical perspective, where judgement of 

observed activity was withheld unless observed actions were considered harmful by the 

researcher. Ethical considerations are discussed more fully on Section 4.9.  

4.6.4 Fieldnotes 

Fieldnotes are the traditional means for recording observational data in ethnographic studies 

(Emerson et al. 2007), consisting of written descriptions of social interactions and their contexts 

(Hammersley and Atkinson 1987). Brewer (2000) warns against confusing observation with 

interpretation, and in order to minimise this risk suggests keeping separate notes for substantive 

and analytic notes.  Accordingly, the following strategies for capturing observational data were 

applied: 

 Scratch notes – notes hand-written whilst in the field 

 Full notes – detailed computerised notes written as soon as possible after leaving the field 

 Analytical journal – detailing theoretical thoughts and reflections 

 Reflective journal – detailing personal reflections, emotions and feelings 

This strategy was chosen in order to reduce ambiguity, but also to increase the transparency of 

the interconnected nature of observation, data collection, theorising, analysis and personal 

thoughts and feelings (Hammersley and Atkinson 1987). In this way, fieldnotes may represent a 

“kind of audit trail” (O'Reilly 2009, p76) in order to demonstrate rigour, discussed in more detail in 

Section 4.8. 

4.6.5 In-depth interviews 

Interviews may be considered an important data collection method for an ethnographically-

informed study, creating a larger context for understanding the researcher’s observations 

(Fetterman 1998; Heyl 2007; O'Reilly 2009). Some ethnographers suggest that ethnographic 

interviews should be unstructured to allow the interviewee to express their perspective in their 
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own way (O'Reilly 2009), conversely Hammersley & Atkinson (1987) assert that interviews, as with 

other social interactions, are always structured by the participants whether explicitly or implicitly. 

Fetterman (1998) concludes that structured, semi-structured and unstructured interviews all 

create valid opportunities for data collection and should be employed as appropriate in the field. 

This study utilised semi-structured interviews, with a guiding list of topics and open questions 

(Appendices D, E). The aim of using this approach was to enhance access to rich data by allowing 

freedom for respondents to answer in-depth (Brewer 2000), whilst the structure provided a more 

problem-focused context (Higginbottom et al. 2013). 

Figure 21. Reflections on interview bias 

Spradley (2016) asserts that a distinct process in ethnographic interviewing  is the elicitation of 

information, and suggests that the use of ‘ethnographic questions’ may be used to discover 

culturally relevant information. These questions include: descriptive questions used to collect 

information on the context and setting in the participant’s own language; structural questions 

that aim to uncover information about specific knowledge; and contrast questions that aim to 

discover how participants distinguish between objects or events in their world (Spradley 2016). 

The basic framework of these three ethnographic question types was used to provide category 

guidance in the interview topic guides (Appendices D, E), with development of the questions 

Reflection – open questions and the opportunity for bias 

O’Reilly (2009) asserts that ethnographic interviewing can involve bringing a discussion 

around to your topic focus, but this can lead the researcher open to introducing bias. The use 

of a reflective journal may help the researcher be aware of their own biases, as noted in my 

journal entry of 01/08/2017, 

“I felt my bias when asking him to compare yoga and Pilates as I said, ‘after all, it’s all just 

movement’. This phrasing produced an immediate reaction. He had been sitting forwards 

with open and ‘sparkling’ eyes but he leaned back and seemed more guarded. I hadn’t 

meant to sound dismissive but I feel that’s how it came across”. 

This reflection helped me be more aware of the influence of my own bias. I re-read Spradley’s 

(2016) guidelines for ethnographic interviews to be more aware of suggested phrasing for 

questions and took time to prepare before subsequent interviews. Researcher bias is 

considered further in Section 7.3.6. 
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through discussion with supervisors, and further refinement with an internal pilot study (detailed 

in Section 4.6.6. below). Examples of ethnographic interview questions used in the topic guides, 

plus prompts for facilitating discussion are presented in Table 15 below. 

Table 15. Examples of ethnographic interview questions 

Examples of ethnographic interview questions 

Type of question Question Prompts 

Descriptive 

(client example) 

“Can you tell me about your 

decision to start doing 

Pilates?” 

 Tell me about your back pain? 

 What influenced your decision to start 

Pilates? 

 Why did you choose this teacher? 

Experience 

(teacher example) 

“Can you describe to me a 

recent experience of working 

with a client with persistent 

low back pain?” 

 Was there anything that influenced 

the experience? 

 What was your role?  

 Do you set goals?  

Structural questions 

(teacher example) 

Can you tell me about your 

teacher’s role in your Pilates 

practice? 

 What is important to you about having 

a teacher teach you Pilates? 

 How does having a teacher add to 

your experience of Pilates? 

 How has your relationship changed 

over time? 

 What influences the relationship? 

Native language 

questions 

(teacher example) 

Can you describe how you get 

across to your clients what 

you want them to do? 

 Describe the language you use 

 Explain the non-verbal communication 

you use (e.g. touch / demonstration) 

Contrast questions 

(client example) 

If your back is hurting / not 

hurting when you come to 

Pilates, can you describe to 

me the difference in your 

usual class / session? 

 Does your teacher treat you 

differently? 

 How does that make you feel? 

Example questions 

(client example) 

Is there anything particularly 

difficult or unhelpful in your 

Pilates class / session? 

 Negative influences on perception of 

back pain (movement / relationship / 

language / social connection) 
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Interviews were carried out in venues convenient to the participant, and included the 

participants’ homes, Pilates studios and coffee shops. This approach was beneficial as it allowed 

the researcher to develop rapport with the interviewee in a situation where the participant felt 

comfortable. Interviews were planned to be approximately 60 minutes duration, and they were 

audio-recorded with permission, in-line with the ethical approval granted for this study (Ethics ID: 

24796). 

4.6.6 Internal pilot 

Prior to main data collection, the topic guides for interviews with teachers and clients were 

piloted to refine the interview process by providing feedback on the interview questions. The 

interviews were trialled in two stages: 

1. Small internal pilot of two Pilates teachers and one Pilates client to identify any details of 

the interview research guides (Appendices D, E) that required modification (Silverman 

2006). A questionnaire was used for feedback (Appendix C) and results showed that the 

participants felt no changes were necessary. The Pilot followed the process outlined in 

Figure 22 below. 

2. Training session with a supervisor, where an anonymised transcript from one of the pilot 

interviews was used to provide feedback and advice to the researcher in ways to enhance 

interviewing technique.  

As no major changes to the topic guides were required, data from the internal pilot interviews 

have been included in the data analysis of the study.  
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Figure 22. Internal Pilot process 

 

 

4.7 Data analysis 

The analysis of data in ethnographically-informed research involves sorting and summarising data 

in a spiral iterative-inductive process to uncover patterns within the specific social world 

investigated and the cultural meanings therein (O'Reilly 2009). This analytical process comprises 

the coding of data, and a variety of approaches can be used (O'Reilly 2009). Thematic analysis was 

identified as an approach suitable for the data analysis of this research project, described as “a 

method for identifying, analysing and reporting patterns (themes) within data”, providing a 

flexible tool for creating a richly detailed account of the data (Braun and Clarke 2006, p79). In 

addition, Braun and Clarke (2006) propose that thematic analysis can be conducted within a 

constructionist paradigm, thus providing an analytical tool compatible with the research. 

The data analysis process for thematic analysis is described below (Table 16), informed by the 

approaches of Braun and Clarke (2006) and Roper and Shapira (2000). The analytic process is 

described in a linear fashion; however, in practice it entails an iterative and reflexive approach 

(Vaismoradi et al. 2013). The use of an iterative data analysis process bears similarity with a 
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grounded theory approach, but thematic analysis is considered distinct in a number of ways. 

Firstly, there is a difference in the unit of text coded: grounded theory approaches may specify 

coding processes, such as line-by-line, focused or axial coding (Birks and Mills 2015); whereas 

thematic analysis does not specify coding technique or the particular length of text to be coded 

(Braun and Clarke 2012). Secondly, unlike grounded theory, the primary goal of thematic analysis 

is not the generation of theory (Guest et al. 2012). Whilst the method does not preclude 

theoretical development, “its primary goal is to describe, and understand how people feel, think 

and behave within a particular context relative to a specific research question” (Guest et al. 2012, 

p11), and was therefore considered more in line with the aims and objectives of this study. 

 

Table 16. Thematic analysis process 

Thematic analysis process  (adpated from Roper and Shapira 2000; Braun and Clarke 2006) 

Familiarising with data Transcription, reading / rereading, initial notes 

Coding for Descriptive Labels Organising data set into emerging ‘features’ 

Sorting for themes Searching for patterns within codes 

Identification of outliers Exploration of negative cases 

Review themes Creation of thematic map to identify and 

review themes across data set 

Generalising with constructs and theories Connect findings to theories, link emic and etic 

perspectives 

Memoing Reflection gathered during data collection and 

analysis 

Producing the report Selection of extract examples and final analysis 

relating research to research question and 

literature 
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4.7.1 Inductive data analysis process 

This section illustrates the systematic steps of the data analysis process, thereby articulating the 

interpretation process to enhance transparency:  

1. The researcher listened to each interview audio file to ensure it was complete and 

audible. 

2. Audio data files from each interview were transferred to the University’s secure servers, 

referenced by date. 

3. Audio files were transcribed verbatim by an outsourced transcribing service (Figure 23 

provides a reflection on this decision), with the files sent digitally via a secure server. 

4. Raw data were anonymised, with pseudonyms provided for participants and potentially 

identifying data (e.g. place names, other people’s names) replaced with asterisks.  

5. A combination of manual and Computer Assisted Qualitative Data Analysis software was 

used for data analysis as it has been suggested that the use of coding software enhances 

rigour (Welsh 2002), enhancing data retrieval and management.  

6. Text data from interview transcripts and fieldnotes were imported to QSR International’s 

NVivo12 Pro Software for coding. 

7. First cycle coding employed a ‘middle order’ approach, between holistic coding and line-

by-line coding to allow for coding in ‘chunks’. Descriptive, In Vivo and Process Coding 

methods were used as these are considered applicable for studies with a wide variety of 

data forms such as interviews and field notes (Saldaña 2015). Initial codes were organised 

by a grouping descriptor to help the novice researcher navigate the data and codes more 

easily. 

8. First cycle coding was visualised by creating mind maps on A1 paper, showing the codes 

organised by descriptive groups (Figure 25). 

9. Codes were analysed for patterns and deviations (client and teacher coding were 

analysed separately). 

10. Codes and associated coded data extracts were exported from NVivo to Word and 

printed. Codes were separated, and data extracts read through for consistency with the 

applied code, or recoded where inconsistent. 

11. Second cycle coding provided a more detailed coding process, employing primarily In Vivo 

coding but also Descriptive and Process coding methods.  

12. Codes were grouped into potential patterns, and A1 sheets were used to coalesce 

patterns into formative themes. Different colours were used to highlight potential 

deviations (Figure 26). 
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13. Manual second cycle coding was used and codes were then applied to the data in NVivo. 

14. In NVivo, codes were placed under the formative theme headings (Figure 27). 

15. Themes and codes were visualised using A1 sheets, with colour coding allowing the 

researcher to trace the initial grouping of the code (examples shown in Figure 28). 

16. In order to enhance the trustworthiness of the interpretation, data analysis steps were 

discussed with supervisors throughout the process. Figure 24 reflects on a potential 

limitation of this process. 

17. For further transparency, visual examples demonstrating the methods of analysis are 

provided in Figures 25, 26, 27 and 28, with the specific content discussed in Chapter 5. 

 

Figure 23. Decision trail for transcription 

 

Decision trail – outsourcing transcription 

In order to ‘immerse’ in the data, Jootun et al. (2009) recommends that the researcher 

should transcribe interviews to augment familiarity. I began by following this 

recommendation, transcribing one audio file from the Pilot study. My reflective journal 

records, 

 “Having spent the last 8 hours transcribing a 1 hour interview, am I truly ‘immersed’ in the 

data? NO! My focus has been on listening to discrete chunks of words and desperately trying 

to type them, making mistakes and therefore having to stop, rewind and begin again. Words 

swim without context and it makes me realise quite how visual my processing is. If anything I 

feel removed from the data, exhausted and deflated, with sore hands.”  

Following discussion with my supervisors, it was decided that using a professional 

transcribing service would allow me to utilise limited time to better effect listening to the 

recordings and repeated reading of the transcripts. 
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Figure 24. Reflection – limitation due to lack of resource 

Reflection – limitation due to lack of resource 

The trustworthiness of qualitative data analysis can be enhanced with the independent 

assessment of transcripts (Mays and Pope 1995). However, as a part-time, unfunded PhD 

student I did not have the resources required to engage an independent researcher. This may 

therefore be considered a limitation of the research and has been considered in Strengths 

and Limitations, Section 7.3.4. 
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    Figure 25. First cycle coding mind map example 
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    Figure 26. Example of exploring code patterns 

 

 

 

 

 

 

 

 

 

 

 

 



Chapter 4 

109 

 

Figure 27. The use of computer software package QSRNVivo12 Pro
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Figure 28. Example of visualising themes  
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4.7.2 Situating the data 

Ethnographic writing is considered to be characterised by two stylistic conventions: (1) ‘thick 

description’, where data are placed within a wider context; and (2) the use of extensive 

quotations from the original data, allowing the participants’ ‘voice’ to be heard (Fetterman 1998). 

Therefore, for this ethnographically-informed study, data were placed within a contextual 

background, and verbatim participant quotations were used to enhance the depth of the findings. 

It was initially considered that triangulation of data would be used to increase rigour. However, 

triangulation depends on the concept of an overarching reality, or fixed point, against which other 

data can be compared (Barbour 2001; Silverman 2006). From a constructionist perspective, where 

reality is constructed in different ways in different contexts, it may not be considered appropriate 

to use triangulation, as data gathered in different contexts cannot be compared (Silverman 2006). 

Mays and Pope (2000) suggest that the term ‘comprehensiveness’ may be a preferred term, 

where data from different sources provides scope for refining theories. Thus, fieldnotes were 

used within the findings to provide contextual richness. 

In concluding the description of the research methods, Figure 29 considers the justification for 

describing the study design as ‘ethnographically-informed’. 
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4.8 Rigour 

The term rigour may be considered as the standard by which the quality of research is measured 

(Davies and Dodd 2002), with the conventional criteria of reliability and validity being used to 

evaluate quality. However, Jootun et al. (2009) argue that it is difficult to apply these positivist 

standards to qualitative research owing to the subjective nature of the data. Mays and Pope 

(1995 p109) purport that all research is selective and “depends on collecting particular sorts of 

evidence through the prism of particular methods” and can therefore never represent the literal 

truth. This is a compelling argument when viewed from a constructionist perspective, where 

Figure 29. An ethnographically-informed study 

Decision trail – ethnographically-informed study design 

Chapter 3 provided a justification for the use of an ethnographic methodology to answer the 

research questions presented in Section 2.6. The use of the term ‘ethnographically-informed’ 

acknowledges that the study design may not be considered to fit within the parameters of a 

‘traditional’ ethnography e.g. used episodic observation. The study design was nonetheless 

considered to have an ethnographic approach for the following reasons: 

 Used observation of everyday interactions of a group in a naturalistic setting, to 

understand these interactions in the context of the culture of the group, with this 

considered a key feature of ethnographic research (Roper and Shapira 2000). 

 Used episodic observation and a multi-site design in-line with a focused 

ethnographic approach, considered appropriate in healthcare research, where time 

and resource may limit the applicability of long-term observations (Higginbottom et 

al. 2013).  

 Observations and interviews were guided by Spradley’s (1980, 2016) seminal 

ethnographic texts to provide a framework for data collection. 

 The report of study findings included contextual description, verbatim quotations 

and fieldnote extracts, considered characteristic of ethnographic writing (Fetterman 

1998). 
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reality is regarded as multiple and constructed in nature (Rolfe 2006). Sandelowski (1993) argues 

for the use of ‘trustworthiness’ as a standard of rigour in qualitative research, where research 

practices are made visible and are therefore auditable. The creation of a ‘decision trail’ is 

recommended to explain how choices are made throughout the research process (Sandelowski 

1986). This standpoint concurs with Mays and Pope’s (1995) view that qualitative research should 

be systematic and self-conscious, elements that rely in part on the use of reflexive practice. 

Reflexivity may be defined as “relating to the degree of influence that the researcher exerts, 

either intentionally or unintentionally, on the findings” (Jootun et al. 2009 p42). By embracing and 

making transparent the subjective nature of the research process it may be argued that this 

enhances the trustworthiness of the research (Jootun et al. 2009). Additionally, Jootun et al. 

(2009) provide a number of action points to promote reflexivity: 

 Keep a reflective journal to record personal thoughts and influences 

 Provide a detailed analysis of the research context 

 Record and transcribe interviews personally 

 Be prepared to reinterpret / re-gather data in areas outside initial assumptions 

 Create a decision trail 

 Clearly articulate the interpretation process 

Table 17 demonstrates how these recommended action points were achieved in practice. 

 

 

 

 

 

 

 

 

 



114 

 

Table 17. Steps taken to promote reflexivity 

Steps taken to promote reflexivity 

Action Point How actioned 

Keep reflective journal The researcher has kept a reflective journal 

throughout the research, and breakout boxes 

are used in this document to demonstrate how 

researcher thoughts and feelings have 

influenced decision-making. 

Provide detailed analysis of research context Fieldnotes are used to provide contextual 

richness 

Record and transcribe interviews personally All interviews carried out by the researcher 

Be prepared to reinterpret data Recoding of data if not consistent 

Create a decision trail The decision trail comprised written notes 

documenting discussions and decisions that 

aided planning and implementation of the 

design of this study. Breakout boxes 

throughout this section illustrate notations 

Clearly articulate the interpretation process The data analysis process is given in detail with 

photographs providing visual examples of the 

process 

 

Having shown how a consideration of research rigour has built within the research design, the 

following section details the ethical considerations for this study. 
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4.9 Ethical considerations 

All research should be governed by ethical considerations (Richards and Schwartz 2002), and the 

University of Southampton’s Policy on the Ethical Conduct of Studies Involving Human 

Participants (University of Southampton 2012) sets out principles of research which guided the 

proposed study: 

 

1) Participants should be fully informed 

The University of Southampton guidelines (2012, p1) state “participants must be informed 

fully about the purpose, methods, and intended possible uses of the findings”, thus 

emphasising the importance of full disclosure. However, there can be difficulties in 

determining the extent to which researchers should inform participants about the nature 

of research (Hammersley and Atkinson 1987; Silverman 2006; Murphy and Dingwall 2007; 

O'Reilly 2009). Silverman (2006, p177) highlights that “revealing your true interests may 

influence what people say or do” and Hammersley and Atkinson (1987) warn that there is 

a danger of invalidating findings.  

This was of particular ethical interest to this study, which aimed to investigate the 

relationship between Pilates teachers and clients with persistent low back pain, as it could 

be argued that fully disclosing the nature of the research might change how participants 

behaved with each other and the researcher. Whilst it would be unethical to use 

deception or untruths when presenting research to others, Brewer (2000) suggests the 

use of ‘general’ statements that avoid detail but are nonetheless true, and Silverman 

(2006) concurs, providing the well-being and privacy of participants is respected. It was 

therefore agreed that in order not to influence behaviour, Participant Information Sheets 

should use ‘Understanding Pilates Approaches’ as a title, with the research aims described 

as ‘looking at a range of Pilates practices for people with back pain to understand what 

happens during a Pilates class or one-to-one’ (approved under Ethics ID: 24796). This 

‘generalised’ statement was also used in more informal discussions between participants 

and the researcher. 

All participants were provided with Participant Information Sheets (Appendices F, G, H, I), 

and had the opportunity to ask questions about the research. Participants willing to take 

part were asked to sign a Consent Form (Appendices J, K, L, M), which detailed their right 
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to withdraw from the study at any time without this influencing their current or future 

Pilates practice. 

2) Confidentiality and anonymity 

The confidentiality of information provided to researchers by participants and their 

anonymity should be respected (Silverman 2006). This may raise difficulties in 

ethnographic research according to Murphy and Dingwall (2007), as studies take place in 

specific settings where it is difficult to ensure data are unattributable. Fieldnotes and 

interview transcripts necessarily contain detailed information that may make participants 

identifiable. With regards to this study, care was taken to ensure individuals and 

individual settings were not identified, by the use of pseudonyms to provide anonymity, 

and omitting specific details to ensure settings and individuals could not be identified. 

With regard to data protection, the study was guided by the University of Southampton’s 

Data Protection Policy (University of Southampton 2015a) and the University of 

Southampton Research Data Management Policy (University of Southampton 2015b), in 

addition to the Data Protection Act (Great Britain, Data Protection Act 1998)1. 

3) Voluntary participation 

Participation in the study was invited on a voluntary basis, avoiding inducement or 

coercion, and participants had the right to withdraw from the study at any time. This 

information was made clear in the Participant Information Sheet (Appendices F, G, H, I) 

and Consent Form (Appendices J, K, L, M). 

4) Avoidance of harm 

The principles of non-maleficence and beneficence are often combined to convey the 

importance of the benefit of research outweighing any potential for harm (Murphy and 

Dingwall 2007). Whilst it may be argued that observations and interviews represent lower 

risk of harm than a clinical trial, they are not risk-free (Bakan 1996). Participants may 

                                                             

1 It should be noted that the research was designed and implemented prior to the 

instigation of the General Data Protection Regulations 2018. Subsequent changes to 

regulations have been adhered to. 
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experience anxiety, stress and guilt during observations and may feel embarrassed or 

distressed during interviews (Murphy and Dingwall 2007). This was pertinent to the 

proposed study where interviewees had persistent low back pain and may have found it 

distressing to talk about their pain and the impact it had on their life. 

It was agreed that in the highly unlikely event that a Pilates client interview participant 

divulged symptoms indicative of serious pathology during an interview, the researcher 

was bound by a duty of care to explain any concerns to the participant, and recommend 

that they seek GP advice. The researcher would also seek permission from the participant 

to speak with their Pilates teacher to advise them of any concern. This was made explicit 

in the Participant Information Sheet (Appendix I). 

Pilates is not a regulated profession and does not have a governing body such as the 

Health and Care Professions Council, and therefore the researcher's view on poor practice 

could be viewed as judgement, rather than reporting on non-adherence to practice 

guidelines. However, it was agreed that if observed practice was considered harmful by 

the researcher, or if the participating teacher disclosed illegal behaviour to the 

researcher, a course of action would be discussed with the researcher's supervisors, with 

appropriate recourse to the authorities if / where necessary. 

It is also necessary to safeguard the researcher (Murphy and Dingwall 2007), particularly 

regarding lone working, but also to decrease risk from stress and fatigue. Accordingly a 

lone working policy was created including the use of a personal safety monitoring ‘app’ 

accessed from the researcher’s mobile phone, and regular meetings with supervisors to 

discuss any issues. In order to minimise risk of harm to both participants and researcher, 

risk assessments were carried out adhering to University policies and safety precautions 

were taken. 

5) Independence of research 

The researcher in this study was self-funding and therefore there were no financially 

driven conflicts of interest.  
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4.10 Chapter summary 

This chapter has detailed the ethnographically-informed methods used in this study. A 

justification has been provided for the use of a focused ethnography design, whereby a multi-site 

setting across the geographic area of the South of England, with episodic observations and semi-

structured interviews employed with the aim of understanding and describing the social world 

and everyday interactions of Pilates teachers and their clients in a naturalistic setting. Clear 

reasoning was stated for the sampling strategies applied for recruitment of participants, each 

stage of recruitment has been described, and attention drawn to the decision trail of the iterative 

process. An explanation of research tools used provides the reader with an understanding of the 

rationale for data collection, including the use of ethnographically-informed observation and 

interview techniques. Detailed information has been provided for the inductive analysis process, 

in conjunction with an evaluation of rigour and ethical considerations. The next chapter describes 

the findings from the research outlined above. 
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 Findings – Inductive Analysis 

5.1 Introduction 

In this chapter, the findings of the study are presented. The chapter begins by highlighting the 

geographical location of sites visited and the demographic data of participants. This aims to 

provide a more complete picture of how the research design was achieved. Breakout boxes are 

used to incorporate extracts from the researcher’s reflective journal and decision trail to 

demonstrate influences on the research process. Thereafter, a contextual background is given, 

using assimilated fieldnotes to illustrate the general features of a Pilates session, creating a 

contextual foundation from which to elucidate findings. Subsequently, ten themes, with 

associated sub-themes, emerging from the data are presented. Quotes from participant 

interviews and fieldnotes have been used to illustrate the findings, with smaller data extracts 

incorporated within the text.  

5.2 Participant demographics 

5.2.1 Participant location 

This study comprised participant observation at eight sites, from April 2017 – April 2018 across 

the chosen geographic area. It should be noted that one participating teacher taught at two 

separate locations within the same vicinity and is represented by a single circle in Figure 30.  
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Figure 30. Area spread of participants 

 

MAPS IN MINUTES2014. Contains Ordnance Survey data Crown Copyright and database right 2011 

5.2.2 Observation and interview demographics 

Observations of Pilates sessions were carried out at each of the eight sites. Five sites were visited 

twice, and three sites were visited once, constrained by teacher or participant availability. At each 

site, a variable number of sessions were observed, ranging from one to four sessions. The total 

sessions observed was determined by a number of factors: 

 Timetable of teacher limiting the number of sessions available to observe 

 Appropriateness of sessions to be observed (only sessions with at least one client with 

persistent low back pain attending were observed) 

 Teacher preference 

Following observations, semi-structured interviews were carried out with each of the teachers 

and clients with persistent low back pain, and a total of nine teachers and ten clients interviewed 

(including Pilot data). A more detailed breakdown of participant characteristics follows, but Table 

18 presents an overview of observation and interview numbers. 
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Table 18. Observation and interview demographics 

Observation and interview demographics 

Total site visits 13  

Observations  24 Mat class – 11 

Studio equipment class – 7 

One-to-one - 6 

Total clients observed 70 Clients may have been observed 
on 1 or 2 occasions 

Teacher Interviews 9 2 x pilot interviews 

7 x teacher interviews 

Client Interviews 10 1 x pilot interview 

9 x client interviews 

 

5.2.3 Teacher characteristics 

Following the strategy detailed in Section 4.5.1, 40 teachers from a variety of training 

backgrounds and diverse teaching environments were approached. Of these, 15 teachers 

completed the screening questionnaire (Appendix A) and were purposively sampled on the basis 

of geographic location, teacher background and style, teaching environment and demographics of 

persistent low back pain clients attending  

In total, nine teachers participated: two teachers as part of the internal pilot, and seven in the 

main phase of research. The reported characteristics of participant teachers are detailed in Table 

19. 
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Table 19. Reported teacher characteristics 

Reported teacher characteristics 

Teacher training background  Body Control Pilates 

Polestar 

Australian Physiotherapy and Pilates Institute 

Other (Stott) 

3 

2 

2 

2 

Number of years teaching 1 – 5 years 

6 – 10 years 

Over 10 years 

3 

4 

2 

Teaching style Mat only 

Equipment only  

Mix  

4 

2 

3 

Teaching environment Studio (with equipment) 

Studio (no equipment) 

Village Hall 

Own Home 

5 

3 

1 

1 

*one teacher 
taught at two 
sites 

% clients with low back pain 0 – 15% 

16 – 30% 

31 – 45% 

46 – 60% 

61 – 75% 

76 – 100% 

0 

1 

3 

4 

1 

0 
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5.2.4 Interview client characteristics 

Ten clients were interviewed, eight female and two male participants, all with a history of 

persistent low back pain, and this was their main reason for taking up Pilates. The duration of 

reported Pilates practice ranged from 3 months to 10+ years (see Table 20). 

 

Table 20. Reported interview client characteristics 

Reported interview client characteristics 

Length of time with low back pain  >3 months <1 year 

1 – 5 years 

6 – 10 years 

10 years plus 

1 

1 

1 

7 

Length of time practicing Pilates <1 year 

1 – 5 years 

6 – 10 years 

Over 10 years 

2 

6 

0 

2 

Type of Pilates session attended Group class 

One-to-one 

Both 

 

Experience of both 

6 

3 

1 

 

4 

 

Figure 31. Reflection on low response for interview participants 

Reflection – low response for interview participants 

The research design for sampling interview clients (Section 4.5.3) suggested a total of 16 

interview clients, with two client interviews per teacher. Given the high percentage of clients 

with persistent low back pain attending Pilates at the visited sites, the number of client 

interviews was disappointing. Reasons for lack of response were unclear, but appeared to be 

limited to sites where the Pilates Teacher also had a clinical background. The teachers possibly 

acted as gatekeepers to clients, and this may have created a barrier to recruitment; however, 

further exploration of this issue was not possible within the ethical approval for this study. 

This reflection is expanded upon in Section 7.3.4. as a limitation of the study. 
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5.3 Contextual background 

5.3.1 Overview of observation context 

In order to orientate the reader, an overview of how observations were carried out is presented. 

Observations took place in varied situations, including teachers’ home studios, village halls and 

dedicated studios, either with or without Pilates equipment. The teachers introduced the 

researcher to clients as a researcher interested in observing how different Pilates teachers 

worked with clients with back pain. At each location a pragmatic approach was taken in order to 

observe as naturalistic setting as possible, within the confines of the space and teacher 

preference.  For group classes the researcher placed herself at the back of the room, facing the 

teacher and either sitting on the floor, a chair or Swiss ball. For individual sessions (all using large 

Pilates equipment), the size of the space dictated researcher placement: either staying to the side 

of the room if the space was small, or sitting near the piece of equipment being used for larger 

studios. In this situation the researcher moved around the studio as the client and teacher moved 

to different pieces of equipment. 

At all sites, the following strategies were used to minimise the impact of the observer: 

 Dressing in a style similar to participants 

 Remaining still (except when moving around a larger studio space) 

 Remaining quiet, unless spoken to 

 Sitting on the floor or chair to minimise height differential between clients and observer 

 Placement out of clients’ direct eye-line 
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Figure 32. Reflections on the researcher's influence  

 

Fieldnotes were recorded during observations, hand-written into an A5 notebook. These scratch 

notes included an account of the setting, and general descriptions of the participants, such as 

what they were wearing. Notes encompassed pre and post-session ‘chat’, and how the teacher 

‘opened’ and ‘closed’ the session, with descriptions of what exercises were performed. 

Additionally, observations of verbal instruction, comments and cueing by the teacher, plus 

feedback from the clients were recorded. Some extra-discursive features were noted including 

the use of touch by the teacher, participant laughter and other non-verbal utterances. It should 

be noted; however, that facial expressions were not routinely recorded, as researcher placement 

was purposely chosen to be out of the clients’ eye-line. Furthermore, with a single researcher, 

observation of all facial expressions during a group class would not have been possible. These 

limitations are discussed in Section 7.3.4. 

5.3.2 Overview of a Pilates session 

To help illustrate the Pilates method, an overview of a generalised session is described, formed by 

assimilating fieldnotes taken from Pilates sessions observed during the research.  

Observed Pilates sessions usually lasted one hour, regardless of type of session (class or one-to-

one). Clients arrived already dressed in the clothing they would be exercising in, with attire mostly 

comprising leggings and t-shirts or vest tops for ladies, and shorts or jogging bottoms and t-shirts 

Reflection – being aware of the researcher’s influence 

My reflective journal of 15/5/17 demonstrates how a researcher’s presence may change 

participant’s behaviour, and that even an observer-focussed role necessarily entails some 

degree of participation. 

“There were a few comments from the teacher to me which made me realise that no matter 

how small and quiet I am, my presence is still palpable and makes a change. I noticed a 

couple of people looked towards me too”. 

Whilst every effort was made to minimise the impact, it is acknowledged that the influence 

of the researcher’s presence is not known. The role of the researcher is further discussed in 

Section 7.3.4. 
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for men. All teachers wore leggings and t-shirts or vest tops. Both teachers and clients were 

barefoot, wearing socks or specialist ‘sticky’ socks with plasticised beaded soles to help foot grip 

on the floor / equipment. Each Pilates session usually started with some general chat with other 

clients and the teacher, with the teacher commonly asking how the client was.  The session 

formally started when the teacher instructed the client to assume a specific position either on a 

mat or on a piece of equipment. 

Usually, each session began with exercises to mobilise the spine and peripheral joints, plus 

exercises to challenge ability to control trunk stability against the movements of the limbs in a 

closed-chain or low-load, open-chain way. Most often, these initial exercises were performed in a 

supine position. This was followed by progressively more challenging exercises, using an increase 

in load to challenge core control, or more complex choreography to challenge co-ordination. 

Different positions, such as side-lying, sitting, four-point kneeling and prone were used in all 

sessions. Balance exercises were commonly included towards the end of the session, usually in a 

standing position (in both mat and equipment sessions), and the session might end with more 

joint mobilisation or relaxation exercises. The majority of exercises had a specific breathing 

pattern associated with them, with the pattern instructed by the teacher. Postural alignment was 

a key element in all exercises and Pilates teachers universally used verbal and tactile cues to assist 

the client in performing the exercises to the desired outcome. 

In order to instruct the clients to carry out the exercise as required, the Pilates teacher might 

demonstrate the exercise initially. For all exercises, the teacher gave initial verbal instruction for 

the exercise movement. As the client moved, the Pilates teacher gave verbal cues to provide 

additional feedback to the client on achieving the goal of the exercise. These cues might include 

direct movement instruction, or the use of imagery ‘feel like’ phrases. The teachers also provided 

tactile feedback by placing their hands on the client to guide movement or reinforce a verbal 

instruction. Examples of teacher demonstration and tactile cueing are shown in Figure 33 (Moore 

2021c, d). 

The session was closed by the Pilates teacher telling the client the session was finished, and the 

client might spend a few minutes talking to other clients or the teacher before leaving. 
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Figure 33. Examples of teacher demonstration and tactile feedback by J.A. Moore, 2021 

Photographs by Julie Ann Moore 2021 

 

 

 

 

 

 

 

Teacher demonstration 

Teacher tactile cueing 



128 

 

5.4 Inductive analysis  

Following the thematic data analysis process described in the preceding chapter, the findings 

from this inductive analysis will now be illustrated. Ten themes emerged from the data (Figure 

34), and encompass data from both Pilates teachers and clients. Each theme comprises sub-

themes, summarised in Figure 35, which organise the data into patterns of information designed 

to expand aspects of the overarching theme.  

A detailed description of each theme is provided below. The themes are presented with quotes 

from participant interviews and fieldnotes used to support and illustrate the findings, with smaller 

data extracts incorporated within the text to identify specific language or key phrases. Whilst 

findings are presented in a linear fashion, this is not intended to denote separation of the 

elements, instead a linear representation is used as an initial framework for the reader to 

navigate the findings, and thereafter the dynamic and interconnected nature of the relationship 

will be portrayed. 

 

Figure 34. Emergent themes 
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Figure 35. Themes and sub-themes 
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5.5 Theme 1 - Being Known 

The theme ‘being known’ encompasses participants’ perceptions and experiences of the 

interaction of the teacher with the client in ways that acknowledged the client as an individual. 

Clients felt the teachers understood their specific problem and could provide an individualised 

session with alternatives and adaptations to the exercises. This relied on the client feeling they 

could talk to the teacher, and that the teacher would remember what had been said. For the 

teacher, ‘being known’ related to awareness of client issues, even within a class situation, and 

being able to provide an individualised session for each client, 

“I know a lot about my clients. I know a lot about their lives and they feel comfortable to 

talk to me and I personally find that really helps me guide what’s going on.” [Tania, 

teacher. 389-390] 

‘Being known’ comprises: (1) remembering details, and (2) individual attention. Figure 36 

illustrates the theme and sub-theme construction, and these will be described below. 

Figure 36. Theme 1 - Being Known 

5.5.1 Remembering details 

Participants discussed how the ability of the teacher to remember details about the client formed 

a fundamental step in ‘knowing’, with both clients and teachers discussing the importance, 

 “You feel that if you did ask her something out of the group, she would give you a bit of 

extra information about it and she would remember next time… I think it’s a teacher’s job” 

[Gwen, client. 373-377] 

THEME SUBTHEME

Being Known • Remembering details

• Individual attention

•Benefits of individual attention

•Strategies employed to provide individual attention
•Knowing as a skill

•The importance of knowing
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Teachers described how recalling details about a client was integral to their work, “You remember 

what they said the last time, you track patterns they don’t, and nobody else does.” [Tessa, teacher, 

455-456]. Maintaining this “picture of them in your mind” [Tessa, teacher. 450] allowed teachers 

to “pick up on things, tension that maybe they haven't mentioned” [Janey, teacher. 590-592], with 

clients also describing how a teacher “can feel the stress in my body” [Grace, client. 733-734]. 

Teachers related these changes to factors experienced by the client such as stress or emotion 

rather than musculoskeletal factors, describing how a client may “come up afterwards and tell you 

about the awful week they've just had emotionally” [Janey, teacher. 595-596]. However, this level 

of understanding took time to develop. 

Time to get to ‘know’ a client 

Teachers discussed the centrality of time as a prerequisite for being able to ‘know’ a client. Time 

was described as spanning two aspects of temporality: a specific point of time at the beginning of 

the relationship; and continuity of time spent with the client through regular Pilates sessions, 

sometimes spanning many years. During initial sessions, time might be devoted to ‘getting to 

know’ the client, 

“You meet them for a private lesson and you haven’t even got to Pilates because you have 

spent forty-five minutes talking through everything else in their life.” 

 [Tessa, teacher. 858-860]  

Time was needed to foster the ‘knowing’ relationship, and both teachers and clients described 

how the continuity of regular contact created an environment where the client felt comfortable 

to share intimate details. Teacher, Coretta explained how “if they come and see you every single 

week” the teacher will “find out… more sometimes than their other halves do” [Coretta, teacher. 

391-392]. Grace concurred from a client perspective, “She knows if I’ve had a really bad fight with 

my husband... I can tell her what’s going on” [Grace, client. 732-733]. 

5.5.2 Individual attention 

The teacher’s awareness of the individuality of the client translated into practice through the 

provision of an individualised session, whether in a private or class environment. Individual 

attention related to aspects of tailoring a session dependant on how a client felt that day, and 

providing suitable alternatives, 
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“I always plan the class and what exercises we do beforehand and more often than not I 

will go in different directions as I go through the class depending on a) who’s turned up 

that day, b) how they're feeling, c) have they had any issues.” 

 [Kimberley, teacher. 201-204]  

The practical application of individual attention was portrayed as the teacher providing 

alternatives to exercises that they considered may aggravate a client’s pain. In a class 

environment, clients described how the teacher provided “two or three different levels of pretty 

much every exercise” [Jennifer, client. 404-405] or that “If you felt that something was a problem 

and you stopped” the teacher would say, “let’s try and do something different” [Gwen, client. 312-

314]. 

In a private session, the provision of alternatives was described in a similar manner, as 

exemplified by client, Virginia,  

“So the one-on-ones… we have a few minutes at the beginning, to understand how I am 

that day… so the rest of the session can be tailored to how I feel on that particular day.  

And that's really important to me.” [Virginia, client. 124-125] 

Benefits of individual attention 

The majority of clients described the benefit of individual attention as providing reassurance. 

Clients perceived reassurance as feeling that they would not be asked to do any movements that 

may hurt them. One client typified this perception, explaining that his sessions were, “very much 

tailored to not doing things that might aggravate” [Neil, client. 239-240]. Moreover, clients 

discussed how individual attention did not make them feel they were being singled out, but 

instead allowed them to feel reassured that they could still participate, 

“I think it’s really nice to have that one-to-one attention… I don’t feel I can’t do it like 

everybody else can. I just think, oh thanks Coretta, that’s really helped me out because I 

know that she’s got my best interests at heart.” [Jennifer, client. 422-424] 

Teachers echoed this feeling of inclusivity, suggesting that “no matter what, they are not 

precluded from doing exercise” [Christine, teacher. 526-527]. However, both clients and teachers 

acknowledged that in a class environment, a teacher “can’t give them as much attention as they 

probably need” [Coretta, teacher. 667]. Yet all clients who attended a class spoke of how the 

teacher provided “little comments and little bits of one to one time, even within the sessions with 

other people” [Neil, client. 251-252]. However, Neil, who had experienced both group and private 
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classes noted that there was a discernible difference in individual attention, commenting that 

with the one-to-one session there was, “more corrections and analysis of what you do” [Neil, 

client. 213]. 

A number of teachers highlighted the difficulty of ensuring that individual attention was not to 

the detriment of the rest of the clients attending a class. Coretta described the teacher’s dilemma 

when someone required more attention and “you spend your whole time kind of talking to almost 

just them, and you can feel the rest of the class is peed off” [Coretta, teacher. 703-704]. When a 

client felt they were not being given enough individualised attention, this could lead to strong 

feelings. Grace described a situation where she felt a previous teacher was not listening to her, 

“I said I feel like this is actually causing me more harm than good. I’ve asked you to pull 

back and to help me and I didn’t get that, so I’m looking elsewhere.”  

[Grace, client. 812-814] 

From the descriptions above, ‘being known’ was perceived as an important component of the 

relationship between the client and the Pilates teacher. This included feeling that the teacher 

understood and accepted the client as an individual and provided exercises accordingly, tailoring 

the client’s Pilates session to minimise aggravation of pain levels. In turn, this required the Pilates 

teacher to employ various strategies. 

Strategies employed by teachers to provide individual attention 

Teachers described how they used observation, seeking client feedback and tailoring verbal 

communication to provide individual attention to clients.  

Observation was described as the ability of the teacher to ‘see’ what was happening in the client’s 

body. Descriptions point to a process of observing slight differences in clients’ movements or 

facial expressions to provide information to the teacher of when a client may need individual 

attention. Teacher, Cindy, pointed to the centrality of observation, 

“I can see.  After years and years of looking… closely looking, monitoring… I think it’s 

instinctive sometimes.” [Cindy, teacher. 189-190] 

A number of clients also emphasised the frequency and level of importance of the teacher 

‘seeing’, “I’m sure she can see either when she’s got her back to you or in peripheral vision, she 

can see you all the time, wherever you are” [Lindsey, client.475-477]. 
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Seeking verbal feedback from the client was a strategy employed by teachers to confirm what had 

been ‘seen’, with Coretta describing how she might ask, “Is that okay, are you feeling anything in 

your back at all?” [Coretta, teacher. 274] which might then lead to the provision of an alternative. 

The use of phrases seeking client feedback was noted in fieldnotes for all teachers multiple times 

during a session, with the most common terminology being ‘how does that feel?’ and ‘is that 

OK?’, and extracts are provided for illustration below. 

 

 

All teachers discussed the importance of using a client-centred strategy to tailor verbal 

communication to the client, acknowledging, “there’s different types of learners” [Tania, teacher. 

272]. Coretta expanded on the efficacy of this strategy,  

“I think you can pick up pretty quickly if they’re a “visual” person or if they’re a “close their 

eyes and feel it” person or if they’re an “all big description” person or actually they just 

want you to be really quiet – tell them what to do and then let them figure it out. Once 

you get that personally and you understand what they need, it makes it so much easier.” 

[Coretta, teacher. 287-291] 

Discussing the use of imagery engendered detailed examples from a number of teachers to 

illustrate how they used this strategy with very specific client-centred language, 

Fieldnote Extracts 

“Jasmine has her hands in to her hip line and Pippa holds her heels and cues turnout asking 

‘How does that feel?’” [Site 7, Observation 1. 268-269] 

“She then instructed them to lie prone and askes ‘Is everyone OK on tummies? Anyone need a 

rolled towel?’ A couple of people put towels under their tummies.”  

[Site 1, Observation 1. 396-397] 

“Janey asks ‘Has your back opened up Lindsey?’, as she stands beside him. Lindsey says, ‘Yes 

it’s just my shoulders now’. Janey says, ‘We’ll do that now. It’s not on the lesson plan but let’s 

do it’.” [Site 2, Observation 1. 71-74] 
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“He thinks of a flexed spine as cat sick (making sound of vomiting) and once we had that – 

weird! – he could do it!  It’s the most ridiculous thing but, you know, it’s amazing how a 

phrase works for them.” [Coretta, teacher. 304-307] 

 

Whilst all teachers discussed the use of multiple verbal communication strategies, one teacher 

conceded that her background created a bias commenting that, “having come from a therapy 

background as a physiotherapist I'm more comfortable talking about joints but I do try and keep 

on their level” [Kimberley, teacher. 107-109]. 

The sections above have described the theme of ‘being known’, utilising participant quotes and 

fieldnote extracts. In order to provide supplementary context to illustrate the theme, fieldnotes 

have been used to create a vignette demonstrating the sub-themes of ‘remembering details’ and 

‘individual attention’ in Figure 37 below. These extracts depict a one-to-one Pilates session, with 

fieldnote quotations used to exemplify the activities taking place (for example Pilates exercises 

such as ‘Cat’), the use of Pilates equipment (such as the Chair) and interactions between teacher 

and client demonstrating the theme and sub-theme in the context of one Pilates session. Section 

1.4.1 provides further details of Pilates exercises and equipment for the unfamiliar reader. 
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Figure 37. Being Known - a vignette from observations with Grace and Coretta 

Grace is doing ‘lift and lower’ with legs in straps on 

the Reformer, Coretta sits cross-legged on the floor 

by Grace’s head. As Grace moves, Coretta says ‘I 

know your legs will do different things’ but comments 

on how straight Grace looks. 

  

Remembering 

Details 

Tailoring the 

session 

Seeking Client 

Feedback 

Observation 

Providing 

Alternatives 

Remembering 

Details 

Coretta names the next exercise as ‘Standing Cat’ on 

the Chair and she checks her notes for Grace’s ‘cat 

stretch settings’. She places two springs at the top of 

cactus and says ‘you didn’t get anything last time, so 

it might not work’.  

As Grace moves, Coretta asks ‘nothing?’ and Grace 

replies, ‘nope’. Coretta says ‘I could tell, let’s go for 

something that we know works’.  

  

Coretta instructs Grace into ‘Superman’. Grace comes 

in to a 4-point kneeling position on the mat. As she 

slides one leg away along the floor and lifts the 

opposite arm she wobbles. Coretta places her hands 

on either side of Grace’s pelvis and says, ‘Great work, 

your shoulders look fantastic… If I didn’t know better, 

I’d say your shoulders were fabulous. Let’s do another 

one. Will your shoulders give us permission?” 

Seeking Client 

Feedback 

Remembering 

Details 
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‘Knowing’ as a skill 

In order to ‘know’ the client, examples have been given above that show the multiple layers that a 

teacher needed to access. Firstly, the teacher had to be receptive to the details of the client’s life, 

recalling these without prompt. They strove to know the client’s body, not just as discrete areas of 

pain or movement limitations, but as a whole. In addition, the teacher ‘knew’ how to provide 

individual attention to the client, tailoring the session to the client’s needs. This required the 

ability to use multiple strategies: observing the client, seeking client feedback, and employing 

individualised communication strategies. 

Two teachers talked of the skill required to provide this level of ‘knowing’, describing how it 

“takes practice” [Tania, teacher. 518] and that with “the hours you put in watching people, you 

develop an eye for things” [Tessa, teacher. 108-109]. Tania related the time required to develop 

skill to the student teachers she mentored, describing how, “when they come and practice to 

teach they sort of do everything they know about the exercise. It’s definitely a skill to learn to just 

say what you see” [Tania, teacher. 350-352]. Tessa explained that with time, a teacher could 

“‘spot’ [faults] really quickly… and change it with the cues that you use whether that’s a touch or a 

verbal cue” [Tessa, teacher. 109-112]. 

Teachers revealed how integral ‘knowing’ a client was to their work when describing the 

challenge of having “a client you just can’t connect with” [Tessa, Teacher. 254-255]. Teacher, 

Coretta described this situation with one client, saying, “I’m not entirely sure what it is that he 

wants, so I find him quite challenging” [Coretta, teacher. 581-582].  

Whilst all clients and teachers discussed the elements of ‘being known’ as important, two 

teachers voiced concern over becoming too involved. Christine described how, as teachers, “we 

try and cater for everybody and I think that's wearing on you as a person” [Christine, teacher. 

1031-1032]. Teacher, Pippa concurred, expressing how Pilates teachers often “get very, very 

involved and then they take it upon themselves to take those emotions in and I think that's really 

unproductive” [Pippa, teacher. 703-705]. Christine asserted that for a teacher to minimise any 

negative affect “you have to walk away at the end of a day and go 'it's just a Pilates class, get a 

grip'” [Christine, teacher.1034-1035]. 
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The importance of knowing 

All participants discussed the importance of ‘being known’ within the relationship, moreover, 

some participants described this as a component essential to the continuation of the client’s 

attendance. Clients described how the teacher “know[s] you and you know them, and they know 

your body because they have looked at it long enough, and I think that’s a lot of it, which is why I 

don’t want to leave Cindy” [Joanne, client. 462-465]. This was reiterated from a teacher 

perspective, 

“Our clients get stuck to you and they don’t want to see anybody else because they like 

you. Part of that might be your style but part of it, I’m sure, is the fact that you know them 

so well, you’ve watched them for so long, you can really quickly assess and identify things 

that need refining and you can help them to find that.” [Tessa, teacher. 146-150] 

Client, Jennifer, emphasised the importance of being seen as an individual when comparing a 

former teacher with her current teacher, “whereas the other instructor was good and nice but … I 

feel more of an individual in Coretta’s classes” [Jennifer, client. 469-471]. 

Tessa voiced a perception held by both teachers and clients that ‘being known’ set Pilates apart 

from traditional health-professional interaction, depicting how, “when you go to a medical 

professional, you go from pillar to post, don’t you?  You see somebody and you explain it all over 

again, you see somebody else, you start all over again” [Tessa, teacher. 457-459]. Tessa asserted 

the difference of a Pilates interaction was that, “if you put Pilates in a healthcare zone, that gives 

you a totally joined up, genuine one-person caring service” [Tessa, teacher. 460-462].  

5.5.3 Summary of ‘Being Known’ 

The importance of the client being acknowledged as an individual emerged from the data as the 

theme ‘being known’ and comprised the elements of ‘remembering details’ and ‘individual 

attention’. The ability of teachers to recall diverse details about the client was considered a 

fundamental step in ‘knowing’ a client; not only noticing differences in the client’s body from 

week to week, but encompassing a much broader remit of personal details. Teachers in particular 

felt that time was an essential ingredient in creating an environment that supported ‘knowing’, 

both with regards to becoming familiar with the client’s movements and for client disclosure.  

The sub-theme of ‘individual attention’ involved the teacher supplying a tailored session for the 

client dependant on how the client felt on a given day, enfolded within the context of 

remembered details. Practically, this entailed offering alternative exercises in order to minimise 
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aggravation of a client’s pain. Participants saw the benefit of individual attention as providing 

reassurance that movements would not exacerbate pain, in addition fostering a sense of 

inclusivity where even if a client was not able to accomplish all the exercises, they could still 

actively participate in exercise. Whilst all clients discussed the individual attention they received, 

teachers acknowledged the difficulty in providing personalised care within a class environment 

and described the employment of multiple strategies in order to provide individual attention. 

These strategies included observing the clients and developing skill in noticing differences, often 

seeking verbal feedback from the client to corroborate observational findings. Teachers also 

described tailoring verbal communication to offer client-specific language. The frequency that 

both clients and teachers discussed the elements of ‘being known’ pointed to its importance, 

being cited as one reason the client chose to stay with a particular teacher.  
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5.6 Theme 2 - Encouragement 

The theme of ‘encouragement’ illustrates the teachers’ use of communication strategies to 

provide support to the client. Clients used different analogies to describe the role of the teacher 

in providing support and encouragement. A number of clients used a sporting analogy, as Virginia 

explained, “it's like having someone on your team” [Virginia, client. 251]. Grace concurred stating, 

“sometimes people just need to be cheer-leaded [sic]” [Grace, client. 581]. Gwen, on the other 

hand, looked to the traditional role of a teacher in a school, 

“It’s like children in a classroom, if you see a child not performing to their best, you 

wouldn’t say, oh, you’re not doing that right. You would find a way to encourage them, so 

there is a huge amount of encouragement from [the teacher].” [Gwen, client. 379-383] 

Encouragement comprises the following sub-themes: (1) positive reinforcement, (2) reassurance, 

(3) active engagement, and (4) taking responsibility. Figure 38 illustrates the theme construction. 

 

Figure 38. Theme 2 - Encouragement 

5.6.1 Positive reinforcement 

Six teachers highlighted the importance of choosing positive language as a communication 

strategy to deliver encouragement, 

“I think positive reinforcement is really important… not making people walk out of the 

room feeling that there’s anything else wrong with them than they came in with.” 

 [Tania, teacher. 521-523] 

 

THEME SUBTHEME

Encouragement • Positive reinforcement

• Reassurance

• Active engagement

• Taking responsibility
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Teachers described differing ways of delivering positive reinforcement. Tessa (teacher) explained 

how “rather than focussing on the pain, I would focus on…what’s been quite good about what 

you’ve been able to do” [Tessa, teacher. 767-768]. Cindy (teacher), on the other hand, described 

how positive reinforcement was “like a sandwich”, with “constructive criticism in the middle, and 

then reinforce” [Cindy, teacher. 934-935]. Pippa (teacher) described an alternative strategy of 

withholding praise, “if they’re doing something badly I won’t tell them that they’re terrible, but I 

won’t tell them that they’re great” [Pippa, teacher. 588-590]. She explained how this strategy led 

to more meaningful encouragement,  

“When I'm suddenly like yes that's amazing, that looks great, they know a hundred 

percent that they are, like [sic] doing the right thing” [Pippa, teacher. 596-599] 

Fieldnotes indicated the wide use of positive language by all teachers to encourage clients. This 

ranged from general praise given to the whole class, to individual encouragement. The frequency 

of positive reinforcement was substantial within every observed session. The most common 

encouraging words used were: good, lovely, nice, brilliant, better, fabulous, well done and 

perfect. Examples from fieldnotes are expanded below. 
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Teachers discussed how they used non-verbal strategies to complement positive language. These 

strategies included tactile feedback, with the teacher using physical touch to strengthen the 

positive language. Cindy (teacher) elucidated, “I might just be hands-on and just say, ‘What you 

just did was fantastic’” [Cindy, teacher. 926-927]. 

Fieldnote Extracts 

Whole class encouragement ranged from very general statements to more task-specific 

praise: 

 “She gives verbal praise ‘nicely done’, and walks around the room.”  

[Site 2, Observation 1. 83] 

 “She cues everyone’s pelvises and says ‘fantastic, 10/10’.” 

[Site 6, Observation 1. 398-399] 

Individual encouragement ranged from using a single word, to encouragement to try more 

through to a comparison of how a client has progressed: 

 “Tania says ‘yessssss’ as the client does the movement.” [Site 3, Observation 1. 152] 

 “Jasmine says, ‘Yes, but I can’t do it on my own’ and Pippa says, ‘Yes you can, I’m not 

doing anything’.” [Site 7, Observation 1. 403-405] 

 “She says to the client ‘that was amazing, you couldn’t get your head down before’. 

The client says ‘it’s taken a while but I’m getting there. That’s 4 years of Pilates’.”  

[Site 1, Observation 1. 491-493] 
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The use of tactile feedback as reinforcement to positive language was also noted in fieldnotes: 

The prevalence of observations and discussions relating to positive reinforcement implies the 

importance given to it by the teacher. However, two teachers expressed concern about the 

potential effect of the language used by the teacher, particularly for clients with back pain.  

When describing the use of a numeric pain rating scale with clients with low back pain, Tessa 

(teacher) “noticed that by homing in on the pain ….giving it a number, it reinforces the pain” 

[Tessa, teacher. 752-754]. Teacher, Kimberley, showed concern about how back pain was talked 

about, commenting, “There’s a lot of bad messages that are given about things to do with back 

pain” [Kimberley, teacher. 877-879]. For both teachers, the awareness of the power of language 

led them to consider ways to evolve their teaching practice. Tessa had changed her 

communication strategy, remarking, “I don’t any longer say, OK, mark it out of ten” [Tessa, 

teacher. 757]. Kimberley, on the other hand, commented on how a more reflexive practice might 

be helpful, 

“I think sometimes it's probably good to actually be recorded doing a class because you 

might not actually realise exactly how you sound in terms of how you're putting it across.” 

[Kimberley, teacher. 501-504] 

Additionally, one client described how feeling discouraged by lack of positive reinforcement was 

an impediment to the relationship with the teacher, suggesting the potential importance of this 

element for clients, 

“Sometimes I think if you’re in chronic pain and you personally feel like you’re doing 

everything you can do but the other person, you sense the other person doesn’t. That can 

be a barrier at times.” [Grace, client. 563-566] 

Fieldnote Extracts 

 

“She places one finger on the glute of one lady and says ‘good’ only.”  

[Site 6, Observation 1. 175-176] 

“Jackie has her hands on the client’s feet as she tells her to come in to ‘lateral rotation’ of the 

leg and as she moves says ‘good, perfect’.” [Site 5, Observation 1. 22-23] 
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5.6.2 Reassurance 

Clients and teachers described the impact of encouragement as providing reassurance and 

building confidence. Kimberley (teacher) typified teachers’ views, saying, “I think there’s much 

more a place for reassurance, with any part of the body in pain” [Kimberley, teacher. 891-894]. 

Correspondingly, clients with recurrent pain discussed how encouragement afforded them 

reassurance through periods of discomfort, 

“And you need those little cues to help you remember it doesn’t go on forever, and people 

cheer-leading you … things like, well last week you were brilliant, so don’t worry.” [Grace, 

client. 621-624] 

Participants also discussed how encouragement, and the reassurance this stimulated, built 

confidence and motivated the client to move more. Client, Neil, describes how his teachers, 

“encourage me that it’s actually safe and… to try and trust my body a little bit more” and this 

encouragement gave him confidence “to go a little bit further” [Neil, client. 267-272]. Grace 

(client), also felt that having a ‘cheerleader’, “makes you want to do more actually… because 

they’re telling you how well you’re doing” [Grace, client. 592-594]. These examples detail how the 

confidence precipitated from teacher encouragement led to a more active engagement in 

movement. Further discussion surrounding the client’s confidence to move is described in Section 

5.9.2. in relation to the theme of ‘Trust’. 

Teachers talked about Pilates providing an active tool for people to use in their everyday lives, 

discussing their role as “a facilitator” [Tessa, teacher 958] who can “give people a confidence in 

themselves that they can do something about it themselves.” [Christine, teacher. 183-184].  

A number of teachers discussed how they felt the clients’ active participation in Pilates was the 

key for change. As Pippa explained, “I honestly think it’s because they do it themselves, it’s not 

somebody doing it for them” [Pippa, teacher. 61-62]. Three teachers expressed their perception of 

the effect of passive treatments compared to Pilates. Christine (teacher) felt that “too many 

people just go and lie down on a couch” and that this led to the client feeling they “need 

somebody else to do this for me” [Christine, teacher. 178-181]. In contrast, she believed that 

Pilates gave clients, “a sense of ownership… it doesn’t make them feel helpless and in somebody 

else’s hands” [Christine, teacher. 167-170]. 

Pippa, a teacher with a healthcare professional background, perceived that whilst manual therapy 

“creates all this lovely change… your body doesn’t know how to make it feel like that again” 
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[Pippa, teacher. 64-66]. Conversely, she described how a client’s active engagement in movement 

could instigate change, 

“So, all of a sudden you make somebody find hip association and they understand what it 

feels like, so they carry over into things like walking, stairs, squatting”  

[Pippa, teacher. 67-70] 

Christine (teacher) expanded, proposing that clients could “build this into their lives, so actually 

the need for physical therapy or manual therapy lessens, hopefully, which is what it's supposed to 

do ultimately” [Christine, teacher. 176-178]. However, this was predicated on the client ‘taking 

responsibility’, as illustrated below. 

5.6.3 Taking responsibility 

Associated with the perceived value of Pilates in helping foster a sense of active engagement in 

clients, teachers also perceived that clients needed to take responsibility for their health to 

“realise that their back pain is their problem” and that they “need to take responsibility for that” 

[Cindy, teacher. 274-276], describing their role as providing guidance to cultivate the client’s 

sense of responsibility,  

“Ultimately they’ve made the decision to come in here for an hour, so they have taken 

some accountability …but they might need that guidance.” 

[Pippa, teacher. 565-570] 

This guidance was described in relation to client’s expectations “to try and keep pain at bay” 

[Jennifer, client. 332-333] by “keeping the core strong to protect my back but also keeping the rest 

of me flexible” [Lindsey, client. 495-497]. Whilst teachers agreed that these were common goals, a 

number of teachers expressed that clients didn’t “really understand what they’re saying… 

someone’s told them that” [Christine, teacher. 844-845], instead suggesting “the goals you set 

them along the way are so much better” [Christine, teacher. 863-864]. Only one teacher, a 

healthcare professional, discussed using a more formalised process to encourage client 

responsibility, where clients “mark on a scale of nought to ten of how important that goal is to 

them” [Cindy, teacher. 326-327]. 

Teacher frustration appeared to be engendered when clients failed to take responsibility, 

describing how “sometimes they come to expect you to put it right” [Cindy, teacher. 278-279] as 

well as the limited time in which to affect a change, “they only see me once a week and there’s 
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only so much you can do” [Coretta, teacher. 914-915]. Ultimately, teachers sometimes felt they 

were unable to help, 

“Sometimes you just have to give up.  I’ve told them a million times, you know, as long as 

you explain what might happen if they’re continuing to do what they’re doing, it’s their 

responsibility in [sic] the end of the day.” [Cindy, teacher. 882-885] 

The sections above have described the theme of ‘encouragement’ and fieldnotes are now used to 

summarise the sub-themes of ‘positive reinforcement’, ‘reassurance’ and ‘active engagement’ in 

Figure 39.  
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Figure 39. Encouragement - a vignette from observations with Cindy's classes 

 

 

 

Positive 

Reinforcement 

Positive 

Reinforcement - 

tactile 

Reassurance 

Cindy instructs a standing exercise of toe lift 

followed by heel lift and says this is a ‘balance 

challenge’. She praises clients as she does the 

exercise with them saying ‘Brilliant, well done!’   

She gave a tactile cue pressing a client’s pelvis 

forwards with her hands, and praised the client. 

 

She ends the class by saying that the ‘take away 

today is that if you need to bend your back you 

can as it’s hard to avoid it’ 

  

Cindy instructed a shoulder roll ‘to release 

tension’. One lady stopped and said ‘it sounds 

awful’. Cindy walked over to her and said, ‘if you 

feel your shoulder is a bit crunchy, it’s OK, it’s 

alright. Mine are crunchy too!’. 

Cindy says ‘You have to have good core to have 

good balance and you’re all really great actually’ 

  
  

Positive 

Reinforcement 

Active Engagement 
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5.6.4 Summary of Encouragement 

The theme of ‘encouragement’ depicts communication strategies used by teachers to support and 

motivate their clients. The majority of participants discussed encouragement as a fundamental 

component of the client-teacher relationship. The sub-theme of ‘positive reinforcement’ detailed 

the main strategy used by teachers to provide encouragement, incorporating verbal and non-

verbal aspects, such as tactile feedback. ‘Reassurance’ followed from positive reinforcement, with 

participants describing the impact of encouragement as providing reassurance to help clients 

through episodes of pain, and to build their confidence to move more. Teachers described their 

role as facilitating clients’ ‘active engagement’ in Pilates, which was seen as a key to change. The 

final element of ‘taking responsibility’ related to teachers’ perceptions that in order to instigate 

change, the client needed to take responsibility for their health. Teachers expressed frustration 

when clients failed to show accountability. 
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5.7 Theme 3 - Teacher Expertise 

The theme of teacher expertise relates to how clients described the importance of teachers’ 

qualifications, perceived knowledge and experience. This was discussed by all but one client, with 

value being placed on the benefit of teacher expertise in comparison with other sources of 

knowledge, 

“If you think you can learn this out of a book, or off the internet, I think you're sadly mistaken.  

Because you don't know… it's about having the professional there.” [Virginia, client. 255-258] 

Teacher expertise is composed of three elements: (1) Pilates exercise knowledge, (2) medicalised 

knowledge, and (3) qualifications, illustrated in Figure 40. 

Figure 40. Theme 3 - Teacher Expertise 

5.7.1 Pilates exercise knowledge 

Clients described the importance of the perceived level of teacher knowledge of Pilates exercises, 

suggesting “what makes good Pilates teachers, is that there's a whole repertoire of exercises that 

people can give” [Virginia, client. 235-236]. The teacher’s knowledge of a repertoire of exercises 

translated to client experience, with client, Jackson discussing how his teacher “keeps everything 

fresh” so clients “never know what she’s going to do next” [Jackson, client. 624-626]. Gwen 

described how instead of a “set, stock exercise routine” she felt the teacher’s knowledge of Pilates 

allowed her to feel as if the exercises “developed and extended, it almost seems endless the things 

you can do” [Gwen, client. 475-477]. 

 

 

THEME SUBTHEME
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Expertise
• Pilates exercise knowledge

• Medicalised knowledge

• Qualifications
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The ability of a teacher to provide a variety of exercises was described by Jennifer (client) as being 

an important factor in choosing a teacher, “the first Pilates session I went to, the instructor was 

really nice but it was quite samey” [Jennifer, client. 442-443]. Teachers also commented on the 

importance of repertoire, 

“I’ve had people come to me and you know, they’ve done footwork for half an hour with 

another instructor and they’re just like [sic], “It’s really boring.” 

 [Coretta, teacher. 368-369] 

5.7.2 Medicalised knowledge 

Clients described the importance of having a teacher who had “the knowledge that you feel 

confident with” [Joanne, client. 500 -501]. Client, Neil, described how the teacher’s perceived 

knowledge allowed him to feel that the teacher would “understand my body and my injury” [Neil, 

client. 400]. This, in turn, led to confidence that Pilates was “going to help and not hinder” [Neil, 

client. 602].  

The ‘knowledge’ that clients’ sought was discussed in terms of ‘medicalised’ knowledge. Neil 

(client) typified clients’ perceptions, “I had an expectation that it would have this medical, 

scientific connection and it definitely did” [Neil, client. 135-136]. Clients explained how they 

associated the teacher’s use of medical terminology with perceived level of knowledge. 

Musculoskeletal references were common descriptors of teacher knowledge, even if the client did 

not fully understand, “She’ll give you chapter and verse in a language that you don’t understand 

about all your fascia” [Lindsey, client. 469-470]. The use of language relating to musculoskeletal 

structures was not restricted to simply naming structures, but also to the perception that the 

teacher understood the biomechanical aspects, “She has this knowledge of how the muscles are 

working and if it doesn’t appear to be working” [Jackson, client. 194-195]. Clients perceived the 

teacher’s use of “really good technical knowledge” [Jennifer, client. 462] as a positive attribute, 

suggesting “you would never know if you read a book” [Jackson, client. 197]. 

Examples of fieldnotes showing evidence of the use of medicalised language, especially 

musculoskeletal and biomechanical terminology, are illustrated below: 
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A number of clients described how a teacher’s use of medicalised language helped them 

differentiate between teachers. When describing the differences between teachers, Grace 

(client), said, “She was really good because she was very interested in the whole biomechanics of 

everything.” [Grace, client. 96-97]. Neil (client) considered the distinguishing factor of a Pilates-

specific teacher was “the level of expertise that they have” which was “clearly in contrast to 

someone that does Pilates along with a lot of other health and fitness type stuff” [Neil 404-407]. 

This ‘expertise’ in the body was portrayed as important by a number of clients, epitomised by 

Grace (client) when describing her teacher, “She’s kind of like nerdy…she’s educated herself well” 

[Grace, client. 140]. Teachers described being “encouraged to attend CPD [Continuing Professional 

Development] courses” [Janey, teacher. 122-123], suggesting that “there’s a huge amount more to 

learn” [Tessa, teacher. 105-106]. The element of education also relates to how clients perceived a 

teacher’s knowledge through qualifications. 

5.7.3 Qualifications 

Perceptions of a teacher’s level of training and qualification were expressed by the majority of 

clients as important when choosing a teacher, 

“I’ve always known that you need to be with somebody who is properly trained, not just 

someone who says they’re going to go through the motions.” 

 [Jackson, client. 93-96] 

Fieldnote Extracts 

“Janey cues one client verbally, saying ‘Keep ribs down and find your centre so you don’t go 

into extension’.” [Site 2, Observation 1. 157-158] 

“Tania talks about how previously they talked about ‘walking from T12’ and she puts her 

fingers on his back and 1 finger on his tummy and tells him that as he flexes his hip forward to 

‘move from T12’.”  [Site 3, Observation 2. 106-109] 

“The teacher instructs ‘shoulder extension – keep your shoulders extended and come in to 

flexion with the elbows’.” [Site 5, Observation 1. 81-82] 
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Clients described a correlation between the qualifications a teacher held and the perceived level 

of medicalised knowledge. As Grace (client) illustrates when describing one teacher, “I mean she 

had the qualifications just to do a group Pilates class… but she didn’t have the qualifications to be 

dealing with somebody with the back issues” [Grace, client. 266-267]. 

The majority of clients whose teachers were also qualified as healthcare practitioners, expressed 

the importance they attached to the perceived level of knowledge this bestowed in helping them 

with their low back pain,  

“She is a professional who actually has worked with people in pain and pain control as well, 

and so I have a huge amount of confidence that she really knows what she is doing as opposed 

to somebody that hasn’t got that background experience.” [Joanne, client. 486-488] 

Two teachers who held healthcare qualifications also discussed the perceived importance of level 

of qualification. Pippa (teacher), described how “the title does quite a lot” and “brings this level of 

immediate respect” [Pippa, teacher. 872, 877-878]. Cindy, another healthcare practitioner, felt 

that her background facilitated a “general trust if they know that you’ve gone through a 

qualification” [Cindy, teacher. 517-518]. Cindy considered that her qualification set her apart as a 

teacher because “lots of Pilates teachers don’t have that background” [Cindy, teacher. 520-521], 

and she made active use of this in her online business marketing, “I’ve got my little profile on the 

website and they’re like, ‘I think she’ll be alright, she won’t hurt me!’” [Cindy, teacher. 516-517]. 

Pippa (teacher), also used her healthcare professional background as a marketing tool to promote 

a safe space to exercise, 

“We market ourselves as physiotherapy-led Pilates … you are not going to come to us and get 

smashed in a room with twenty people.” [Pippa, teacher. 911-913] 

The promotion of qualifications and levels of knowledge in online marketing was discussed as a 

decisive factor in choosing a Pilates teacher. Neil (client) “did a google search on everyone” [Neil, 

client. 55] but when considering other teachers, he describes how he, “got the impression it was 

something like an add-on” [Neil, client. 63-64]. In contrast, for the Pilates studio he chose, Pilates 

“was all they did…they were experts in this” [Neil, client. 66-67]. 

Whilst the majority of clients described the importance of perceived teacher knowledge and 

training, Jasmine (client) expressed more concern with a teacher’s potential lack of knowledge, 

saying, “there are a lot of teachers out there who probably don’t know as much as I do” [Jasmine, 

client. 35-37]. Perceived knowledge was also linked to experience. Client, Lindsey described his 

experience with his teacher, when she was newly qualified, “I found it quite hard to start with 
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when she first started, obviously she was learning” [Lindsey, client. 423-424], and then noticed a 

difference on returning to class after a break, “I can see how much bigger and more 

comprehensive her knowledge, her experience and everything is” [Lindsey, client. 427-429]. 

Jasmine (client) concurred, 

“I think it's so knowledge based, some Pilates teachers when they're first starting out they 

really don’t know much to be honest.  I mean you can read about the basics and take a 

course, you can be qualified but it's really how much you really know when it comes to 

skeletal stuff, the neuro stuff and muscular stuff.”  [Jasmine, client. 54-59] 

All but one client discussed some aspect of teacher expertise as a key component of having a 

teacher to guide their Pilates practice. The only client who did not mention any aspect of 

expertise was Robyn, who consistently described her teacher as “very helpful, friendly” [Robyn, 

client. 435] and it was these elements that encouraged her to “join up and pay for the…next 

session” [Robyn, client. 438-439]. Robyn did not allude to any aspect of the teacher’s 

qualifications or knowledge, instead, the components of ‘being known’ and ‘encouragement’ 

appeared to be more important for her.  Robyn also remarked how she felt her teacher was “a 

caring person” [Robyn, client. 436] and frequently mentioned social support in terms of the 

friendliness of other class clients, as well as friends and family support.  

Robyn was one of two participant clients who had a more limited (3 months) experience of 

Pilates. It is interesting to contrast Neil’s comments from above, which show that teacher 

expertise was important to him. Both participants had started Pilates on the recommendation of 

their healthcare practitioners, with Neil stating that his physiotherapist “does Pilates, and that’s 

pretty good as recommendations go” [Neil, client. 33-34]. Robyn described multiple 

recommendations, “the chiropractor has said it would be good, and even the back specialist, and 

the hip chap said, keep moving, try Pilates” [Robyn, client. 503-505].  In considering differences 

between the two cases, whilst Neil also had three month’s experience of Pilates, he had started 

with one-to-one sessions, in contrast to Robyn who attended a class. Neil illustrated the 

difference when attending a one-to-one session,  

“I noticed there was a difference to going to the class. [In the one-to-one] there was more 

understanding, talking and explaining things.” [Neil, client. 125-127] 
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A potential difference between these two cases could therefore be considered in terms of the 

focused time the client had spent with their teacher. Neil described how he had “a real sense of 

their expertise” [Neil, client. 67], whereas Robyn queried the name of her teacher, “it’s Cindy isn’t 

it, who takes our class?” [Robyn, client. 21-22]. Time may therefore be a variable influencing a 

client’s perspective on the importance of teacher expertise. 

5.7.4 Summary of ‘Teacher Expertise’ 

The theme of ‘teacher expertise’ describes the importance of perceived levels of teacher 

knowledge, qualifications and experience. The sub-theme of ‘Pilates exercise knowledge’ depicted 

how an extensive knowledge of Pilates exercises could provide a basis for clients to discriminate a 

‘good’ teacher, whilst for others, having a teacher with a broad repertoire enhanced their 

enjoyment of a class. The majority of discussion surrounding teacher expertise; however, 

developed around the sub-theme of ‘medicalised knowledge’, portraying how clients associated 

the teacher’s use of medical terminology with a concomitant understanding of back pain. The sub-

theme ‘qualifications’ described how clients additionally used perceptions of the teacher’s level of 

training to discriminate those teachers they felt confident would be able to help with their back 

pain.  
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5.8 Theme 4 – Mastery 

The theme of ‘mastery’ emerged from data describing how teachers facilitated the accomplished 

performance of an exercise by a client, encompassing elements of postural alignment and 

movement control stipulated by the teacher. When discussing the execution of an exercise, 

clients expressed their desire to ‘get it right’ and were concerned that they may be ‘getting it 

wrong’, and value was placed on the teacher’s ability to facilitate a learning environment, 

providing feedback and correction to clients. Participants thus viewed Pilates as more than just 

‘doing an exercise’, requiring comprehension of why an exercise was being performed, 

“She explains things... Whatever exercise we're about to do, she'll tell you what it's aiming 

to work on, and what you should be feeling… It's not just sort of doing the exercise.” 

[Robyn, client. 443 – 447]  

Mastery comprises three elements: (1) comprehension, (2) control, and (3) correction. Figure 41 

illustrates the theme and sub-theme construction, and these will be described below. 

Figure 41. Theme 4 - Mastery 

5.8.1 Comprehension 

Clients and teachers commented on the importance of client comprehension, where the 

understanding engendered by teacher explanation was perceived to benefit the client’s ability to 

master an exercise correctly. Pippa (teacher), situated the teacher’s role using pedagogical 

terminology, “I try and educate them an awful lot” [Pippa, teacher. 144-145], whilst teacher 

Christine emphasised the centrality of explanation to the role, “it's ALL about the person 

understanding” [Christine, teacher. 199].  

THEME SUBTHEME

Mastery • Comprehension
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• Correction

•Verbal correction
•Tactile correction

•Teacher frustration
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This was supported from a client perspective when Jackson iterated his teacher’s favourite 

phrases, “‘Now you’ve got it’, it’s one of her favourites… ‘Now you understand’” [Jackson, client. 

193-194]. Teachers described how understanding an exercise was key to helping the client relate 

the movement to their back pain, 

“You do try and say, like, you know, ‘If you hold neutral better, you’re probably going to 

find, you know, that your back pain will naturally decrease because you’re putting yourself 

in a better position’.” [Coretta, teacher. 254-256]   

Fieldnotes showed examples of the use of explanatory language by every teacher. This ranged 

from explaining the benefit of a movement, suggesting how and why the client might need to 

make a change to what they were doing, to a more discernible ‘teaching’ scenario:  

 

 

 

 

Fieldnote Extracts 

“As they move her voice is softer as she says ‘you’re lubricating the hip joint’.” 

 [Site 4, Observation 1. 196] 

“Jackie does the exercise with them for a few repetitions and then sits on the foam roller 

telling them to ‘perhaps engage your bottom if you feel tension. It’s your tummy and bottom’s 

job to let the leg lower down’.” [Site 6, Observation 1. 213-217] 

“Tania walks to the desk and the clients follow. On the desk is a small anatomical skeleton 

model. Tania asks what ‘planes of movement’ the spine has. The client looks blankly and Tania 

says ‘what movements?’, the client replies ‘forwards’ as she bends forward. Tania corrects ‘we 

call that flexion’ and they talk through extension, lateral flexion and rotation. Tania talks 

about ‘big, chunky’ lumbar spine and says about the thoracic spine ‘these dudes are strong’ 

and the cervical spine saying they are ‘not as strong but very mobile’.” 

[Site 3, Observation 1. 207-215] 
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From a client perspective, Jasmine emphasised the value she placed on learning, “It's education 

for me so yes, it's really important otherwise I wouldn't be spending so much money coming here” 

[Jasmine, client. 209-211]. Clients described the significance of learning within their Pilates 

experience as being aware of when they are ‘getting it right’ or ‘doing it wrong’, 

 “What I have learned from the last set of Pilates that I’ve done is that where I thought I 

was doing a lot of things properly, I was actually not.”  [Lindsey, client. 78-80] 

From the teacher’s perspective, ‘doing it wrong’ created an opportunity for learning, suggesting 

that time was required for clients to comprehend and master the exercises, 

“But it’s okay if it’s kind of wrong (in inverted commas) and you’re giving them time to 

grow and learn as opposed to just expecting it to be there.” [Tania, teacher. 384-386] 

In addition to verbal explanation given by the teachers to facilitate comprehension, participants 

described demonstration as a common strategy to help clients understand and therefore perform 

an exercise correctly, with the teacher “in the front of the class” in order to “show you how your 

legs or arms have to be” [Robyn, client. 259-262].  Teachers discussed how they used 

demonstration to show clients how to “do it wrong, in order to show them what not to do” [Tessa, 

teacher. 539-540]. Demonstration was thus considered a useful strategy for comprehending how 

to perform an exercise correctly, as client Robyn emphasised, “[demonstration] helps me to try 

and get into the right position” [Robyn, client. 259-265]. 

The sub-theme of ‘comprehension’ portrays the importance of client understanding in achieving 

mastery of an exercise. However, comprehension was perceived as simply the first step towards 

mastery, with the ability to ‘control’ movement also considered as a prerequisite. This sub-theme 

is discussed below. 

5.8.2 Control 

The second element in the mastery theme is ‘control’. This pertains to the client’s ability to move 

in a precise and controlled way, as prescribed by the teacher, in order to master ‘correct’ 

alignment. Participants described attaining ‘correct’ alignment as a pivotal tenet associated with 

the Pilates method, 
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“The difference between doing this with as opposed to, you know, the average personal 

trainer – probably not the good ones you get – is, you know you’re going to be very much 

put in the correct position, your alignment.” [Coretta, teacher. 163-165] 

Pilates was described by clients as being “very precise” [Virginia. 246] with emphasis placed on 

“the little movements, rather than throwing yourself at it” [Lindsey. 260]. Thus, as Jackson 

described, clients saw Pilates as being associated with ‘controlled’ movement as “you gradually 

progress through moving different parts of your body but all in controlled measures” [Jackson. 

140-142]. Jasmine illustrated how this precise control translated into her movement experience, 

“It's all about the positioning of your body. It could just be ten degrees of curvature or 

literally your back is flat and not curved and make sure your pelvis is in neutral, or make 

sure it's tilted south or north so it's all about that position, it could be just a few degrees.” 

[Jasmine, client. 153-157]  

Whilst the term ‘control’ was used by a number of clients, only one teacher directly discussed the 

concept of ‘control’, saying, “I believe that controlled movement can make you feel better both 

mentally and physically” [Tessa. 944-945]. However, fieldnotes showed common use of the term 

by teachers: 

 

 

One teacher expressed concern over the potential for preoccupation with this aspect of Pilates 

practice to inhibit a client’s movement, 

Fieldnote Extracts 

“She said they should have ‘complete control over their body at all times’.”  

[Site 1, Observation 1. 145-146] 

“Coretta says to the client ‘circles, not big happy circles but small controlled circles’.” 

 [Site 4, Observation 1. 106-107] 

“She then instructs a leg slide ‘controlling the back’.”  

[Site 6, Observation 1. 218] 
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“I think sometimes there is a temptation to get too slightly fixated on someone’s 

alignment because you want them to be relaxed and at the end of the day I think the most 

important thing is that we get them moving with control and not make them possibly too 

self-conscious about their alignment.” [Kimberley, teacher. 458-464] 

Conversely, some clients expressed how they felt the controlled movement associated with 

Pilates provided a feeling of safety, where mastery of ‘control’ was correlated with a reduced level 

of pain. Jackson (client) illustrated common client perceptions that ensuring “pretty much 

everything is as aligned as I can get it” was directly related to “all the things I probably didn’t do 

before which caused all the back problems” [Jackson, client. 512-516]. One client, Jasmine, 

expressed how “Pilates is very controlled”, making an explicit connection with the teacher’s role 

saying, “if you go to the right instructor there is no way you can hurt yourself” [Jasmine, client. 

230-233]. The centrality of the teacher within the ‘mastery’ theme is further expanded below. 

5.8.3 Correction 

The third element of ‘mastery’ is ‘correction’. Whilst the element of control within the Pilates 

approach appeared to provide reassurance to some, clients revealed anxiety over their ability to 

master a movement. Frequently used terms related to ‘getting it right’ or ‘doing it wrong’, and the 

value of the teacher as integral in ensuring a client ‘gets it right’ was shown with every client 

mentioning this aspect, 

“I definitely wouldn’t want to practice stuff on my own for fear of, I am terrified of doing it 

wrong. If I do this it has got to be perfect.” [Neil, client. 448-450] 

Participants universally discussed how teachers provided corrective feedback to assist the client in 

achieving an exercise with the specified precision and control, describing how the teacher would 

“walk around everybody and make sure that the alignment is right, the back is flat and not bent 

and that your leg out is level and not too high and too low and all the rest of it” [Joanne, client. 

378-381].   

Both teachers and clients described the strategies used by the teachers to provide correction: 

namely verbal feedback and the use of touch as tactile correction. Both strategies involved telling 

the client what they were doing ‘wrong’ and clients in particular felt this enhanced their Pilates 

experience. Jackson summarised the importance of this element of the teacher’s role, 
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“Anybody that’s [sic] doing something that’s not quite right, she’ll point it out and quite 

rightly so, that’s what you’re there for and that’s what she’s there for.” 

 [Jackson, client. 386-388] 

Verbal correction 

Clients discussed how teachers used verbal correction to help them position their body, which in 

turn helped them feel as if they could understand and repeat the exercise. In this way, verbal 

correction provided positive reinforcement. Client, Jackson, illustrated how his teacher, “will 

come and say, move it there… now you’ve got it”, highlighting the importance of the correction 

even though “it might be a tiny little movement but it makes all the difference” [Jackson, client. 

159-164]. 

In contrast, fieldnotes provided descriptive details of verbal correction that suggested a more 

negative reinforcement, using words such as ‘no’ or ‘don’t’, as shown below. 

 

In addition, some clients used language reminiscent of military discipline when discussing the 

corrections given by the teachers. Neil (client) discussed how his teacher had “drilled into me… 

that form is all important [Neil, client. 514], whilst client Lindsey described how his teacher would 

“kick me back into shape.” [Lindsey, client. 160-161]. However, this discipline was associated 

positively with teacher skill, 

“You get one high-class teacher who will watch you like a hawk, if you do anything silly, 

you’ll get shouted at.” [Jackson, client. 136-138] 

Fieldnote Extracts 

“Tania says ‘feel the movement from your ribcage’ and then ‘NO, come back’ and says she 

wants the head to follow and the ribs to initiate.” [Site 3, Observation 1. 233-234] 

“Coretta instructs lunge but as the client starts to move she says ‘no, no’ and corrects the 

movement.” [Site 4, Observation 2. 368] 

“She instructs ‘front / back’ and cues ‘rib to top hip connecting’, saying ‘don’t let your back 

arch’.” [Site 6, Observation 1. 399-401] 
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Whilst verbal correction was universally discussed in a positive light, the data illuminates how this 

strategy included language that may be considered directive.  

 Tactile correction 

Tactile correction involved the teacher placing their hands on to the client’s body to provide 

physical feedback. Clients perceived this feedback as important in helping the master an exercise, 

with the corrections providing them with a deeper understanding of how the movement felt, 

“She just sort of walks around while we’re doing the exercise and so she would just hold 

the bottom of your foot and move it back and she would say, ‘That’s your line’… and it’s 

amazing just that little touch would enable you to feel ‘ah, yes’, it’s opened up the whole 

of your hip joint.” [Gwen, 246-252] 

Teachers’ views were more divergent, with some asserting that tactile correction provided an 

extra teaching strategy designed to assist the client towards the mastery of an exercise by utilising 

kinaesthetic learning, reasoning that “sometimes people need the feedback of touch as well” 

[Jackie, teacher. 281]. For others, the use of touch provided the teacher with verification of 

whether a client was ‘getting it right’ so as not to “assume that just because they look fabulous, 

they’re actually doing it right”. Instead, the use of touch could be used to “go and have a look and 

poke and make sure they’re all doing it right” [Coretta, teacher. 850-851]. 

Fieldnotes provided evidence of the widespread use of tactile feedback by all teachers, with 

notations of multiple instances within each session: 
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The use of touch, as described above, shows the teacher placing their hands on what might be 

considered more intimate areas of an individual’s body, such as pelvis and chest. Client Grace 

raised the potential difficulty of such intimacy saying, “I mean… I don’t know that everybody 

would be comfortable with… I mean she probably half the time feels me more than my husband 

does” [Grace, client. 431-432]. Whilst for the all the clients participating, correction was discussed 

in a positive light, Coretta commented that not every client responded well to this aspect of 

mastery when describing a client, “If you corrected him, that would be the end of him.  He would 

just stop breathing and that will be the end of it!” [531-532]. 

In addition, one client and one teacher also expressed how bodily awareness was important in the 

mastery of an exercise. This appeared at variance with the depth of discussion regarding 

comprehension, control and correction being directed by the teacher, with the client being ‘told’ 

what to do. Instead, the teacher was described as facilitating a more embodied process where the 

client came to an awareness of what felt more at ease for their body. Client, Neil, suggested that 

“it’s less of a direct instruction to move this piece of my body here, that piece of my body there”, 

instead describing how teacher feedback was aimed at developing “more of an awareness of what 

is going on with my body rather than trying to force something” [Neil, client. 357 – 361].  

Interestingly, the teacher who discussed using a more embodied approach was Neil’s teacher. 

Tania (teacher) described how she felt her training encouraged the use of an embodied approach 

Fieldnote Extracts 

“Then she walks around and tactile cues a few clients by placing her hands on their hips and 

pulling gently backwards and asking them to stick their bottoms out more.”  

[Site 1, Observation 1. 92-95] 

“Tania places her hands over the client’s pelvis in a smoothing motion outwards, and then 

places two fingers on her sternum as she talks of ‘softening’.” [Site 3, Observation 1. 75-76] 

“She uses her hand on Jasmine’s back and the other in a spreading motion on Jasmine’s 

tummy saying ‘spread and widen’.” [Site 7, Observation 1. 301-303] 
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to “let people notice things themselves” [Tania, teacher. 277].  In addition, the use of the word 

‘notice’ was recorded multiple times in observations with this teacher. Whilst other teachers did 

not discuss this directly, fieldnotes provide evidence of other teachers’ use of language 

encouraging body awareness, with examples provided below. 

 

 

Teacher frustration 

For teachers, facilitating clients’ mastery of an exercise emerged as having dual aspects, the 

teacher providing instruction and the client listening and acting on that instruction. As Christine 

states, “I think it's got a lot to do with teaching people how to move… and how to listen to you 

telling them to move” [616-618]. Teachers described occasions where they felt the clients were 

not listening or not doing as the teacher had told them, expressing a degree of frustration, 

“I have weeks where I get really... I put like, you know, my angel face on when I get really 

mad and “Right, everyone stop!” [Coretta, teacher. 518-519] 

In addition to this frustration, some teachers also commented on how they felt the client’s 

inability to follow directions could directly influence the level of their back pain. Christine 

(teacher) described a specific client where “it was the movements that she was doing herself were 

causing her pain... she wasn't doing what I was actually telling her to do” [Christine, teacher. 651-

655]. 

In order to provide supplementary context to illustrate the theme, a vignette using fieldnotes 

demonstrates the sub-themes of ‘comprehension’, ‘control’ and ‘correction’ in Figure 42.  

Fieldnote Extracts 

“She instructs them to close their eyes saying ‘become more aware of your body’ as she takes 

them through a body scan.” [Site 1, Observation 2. 34-36] 

“The clients have the Overball under their heads doing neck rolls and Kimberley says ‘see if one 

side is tighter than the other, but don’t be concerned if it is’.” [Site 6, Observation 1. 313-316] 
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Figure 42. Mastery - a vignette from observations with Janey 

Tactile Correction 

Comprehension 

Control 

Verbal correction 

Demonstration 

‘Doing it wrong’ 

Comprehension 

Janey instructs ‘Hip Rolls’ and cues the class to have 

their palms up. One client asks why and Janey explains 

that this position means that they can’t push in to the 

floor with their arms so they have to use their 

shoulders to stabilise. She verbal cues alignment as 

they move, ‘Make sure your left leg doesn’t drop 

below your belly button’. 

Janey begins to talk about ‘Spine Curls’, and changes 2 

peoples foot positions wider / narrower by using their 

name or standing above them. She instructs the 

movement and cues as she stands at the back of the 

room ‘***, slow it down and find the movement 

through that tight lower back’. 

 

Janey is sitting in ‘Long Frog’ position demonstrating a 

‘Waist Twist’ with her arms held in front of her like a 

Cossack. She says, ‘Your spine is moving, not your 

arms’ as she demonstrates with just the arms moving. 

  

Janey says, ‘We’re going to open up the hips with 

‘Star’ because I knew you were going to moan about it 

in ‘Saw’. She instructs them to lie on their tummies 

and gives a tactile cue to one client by smoothing her 

hands over the client’s shoulders. She stands with her 

legs either side of one client’s pelvis, using her legs to 

keep the client’s pelvis still. 
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5.8.4 Summary of ‘Mastery’ 

The examples presented above illustrate the theme of ‘mastery’, whereby the teacher facilitated 

the client’s competent performance of a Pilates exercise through ‘comprehension’, ‘control’ and 

‘correction’. The sub-theme of ‘comprehension’ incorporated two aspects: the teacher providing 

explanation for why a client was doing an exercise, and subsequent client understanding. ‘Control’ 

followed from ‘comprehension’, with clients actively striving to perform an exercise with the 

precision and control specified by the teacher. This aspect described the clients’ concerns with 

‘getting it right’ and ‘doing it wrong’ and the centrality of the teacher’s role in ensuring correct 

performance ‘Correction’ involved the teacher pointing out where a client was not performing an 

exercise with the required control, and providing verbal and tactile feedback to assist the client in 

achieving better ‘alignment’. Participants saw the result of achieving mastery as an ability to hold 

themselves and move with ‘correct’ alignment, which clients related to an impact of pain 

reduction. Whilst this theme represents data describing a directive approach to the clients’ 

mastery of an exercise, there was divergence with some clients and teachers also discussing how 

a more embodied approach of body awareness contributed to their feeling of mastery.  
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5.9 Theme 5 - Trust 

The theme of ‘trust’ emerged from data relating to the level of trust developed between teacher 

and client, with the majority of participants discussing this as an integral part of the relationship. 

‘Trust’ has two elements: (1) building trust, and (2) feeling safe, which are depicted in Figure 43, 

and expanded below. 

Figure 43. Theme 5 – Trust 

 

5.9.1 Building trust 

Trust was commonly discussed as being predicated on the teacher’s ability to provide a 

movement experience that would not aggravate a client’s pain level. Clients described the 

teacher’s role as pivotal, “with the right instructor it doesn’t make it worse” [Grace, client. 338], 

with teachers creating “an environment where people who have problems with their bodies can be 

comfortable knowing that they’re not going to do any damage” [Gwen, client. 353-356]. Teacher, 

Christine, illustrated the significance of the teacher’s role,  

“They put their body in your hands and they know that you are not going to do anything 

which is going to… cause any serious damage to them or their condition, because they 

trust you.” [Christine, teacher. 604-610] 

Clients elucidated how a teacher might ensure movements were not painful. Joanne (client) 

described how her teacher would tell her to, “listen to your body and don’t go to pain” [Joanne, 

client. 277-278]. Client, Jackson, described a more collaborative trust,  

“I trust her judgement and she trusts mine as well. I think that’s useful because if I say it’s 

hurting, it’s hurting and she would never push it.”  [Jackson, client. 279-281] 

 

THEME SUBTHEME

Trust • Building trust

• Feeling safe
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Teacher, Coretta, provided an example of how a teacher could explore movement without pain, 

“You might spend most of your time lying on your back, moving your… knee two inches 

but we’re going to get you to do that with no pain.” [Coretta, teacher. 184-186] 

Field notes also provided examples of how teachers used verbal instructions aimed at limiting a 

client’s experience of pain: 

 

 

Teachers acknowledged that building trust “doesn’t happen immediately” [Pippa, teacher. 422] 

but was instead a “gradual process of them relaxing into things and being able to trust and have 

confidence in what you're doing” [Christine, teacher. 601-602]. Coretta (teacher) pointed out how 

trust was built from the very first encounter, “that first session is so important, that you’re not 

going to make them feel worse” [Coretta, teacher. 365-366]. One teacher, Tessa, described how 

word-of-mouth recommendation could act as a facilitator, explaining, “You almost start the 

process off with that trust” [Tessa, teacher. 163]. In contrast, Coretta (teacher) provided an 

example of a barrier to trust-building, describing that “it takes such a long time to build that trust 

in a mat class” [Coretta, teacher. 700-701].  

Three participants described how levels of ‘teacher expertise’ influenced the building of trust. 

Client, Virginia specified that, “What makes me trust them is that they have a strong 

understanding of body mechanics” [Virginia, client. 62-63]. Teacher, Cindy described a clear link 

between trust and knowledge describing how clients “can trust that you’re not going to hurt them 

any more, and you know what you’re doing” [Cindy, teacher. 466-467]. Janey (teacher), expanded 

on how teacher knowledge could facilitate trust,  

Fieldnote Extracts 

“They did the hip stretch and Cindy said ‘never push beyond what is right for your body’.” 

[Site 1, Observation 1. 189-191] 

“Cindy instructs a ½ roll down saying clients should limit how far they roll ‘how far you can go 

without pain’.” [Site 1, Observation 2. 73-74] 

“She cues them to move with the breath and to make sure they are ‘not moving into any 

discomfort’.” [Site 6, Observation 1. 82-82] 
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“It is the knowledge of knowing what they can safely do, so they put their confidence in you, 

so you can then take away some of their fear, because when you've got pain, you live in fear of 

doing something that's going to aggravate it.” [Janey, teacher. 309-312] 

When discussing his confidence in carrying out exercises, Jackson (client) explained that “unless 

you’ve got that relationship of trust, it’s going to be difficult” [Jackson, client. 291-292]. The 

centrality of trust in maintaining a continued relationship was addressed by Pippa (teacher) who 

stated, “They have to trust you, otherwise you're probably not the right person for them” [Pippa, 

teacher. 867-868]. This view was also echoed by client, Virginia,  

 “If you don’t have that trust, of course you’re not gonna [sic] come back.” 

  [Virginia, client. 442] 

5.9.2 Feeling safe 

The sub-theme ‘feeling safe’ relates to participant perceptions of the impact of trust. A number of 

teachers described how the Pilates environment created “a place where people feel safe” [Tania, 

teacher. 214], where clients “feel secure, like you’re looking after them” [Tessa, teacher. 175], 

creating “a little bit of a safety and security blanket to people” [Christine, teacher. 535-536].  

Field notes provided examples of teacher language relating to safety, and these are illustrated 

below. 

 

Field-note Extracts 

“As the clients pushed up in to ‘cat’ Cindy stood up and said ‘this is a safe place to stretch your 

back’.” [Site 1, Observation 1. 196-197] 

“As he continues ‘side to side’ she supports the weight of his legs on the left rotation and says 

‘I feel that’s safer for you right now’.” [Site 3, Observation 2 146-148] 

“She seems to relax somewhat and makes emphatic comments about Pilates making her feel 

safe and reassured.”  [Site 7, Observation 1. 430-431] 
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The feeling of safety was perceived as decreasing a client’s fear of movement. As Tania (teacher) 

explained, “If someone feels safe, they will do anything” [Tania, teacher. 221-222]. Two teachers 

provided examples of how confidence to move was born from incremental changes. Christine 

(teacher) described how “their confidence slowly begins to increase because they lie down…then 

move just a little bit…and it’s sort of feeling OK, I’ll give it a little bit more”  [Christine, teacher. 593-

599]. Teacher, Janey, concurred, 

“You encourage them to find the movement and then when they find that hasn't hurt, the 

following week they're happier doing it… And they suddenly realise they're doing what 

everyone else is doing and it's not hurting them.” [Janey, client. 318-322] 

5.9.3 Summary of ‘Trust’ 

The theme ‘trust’ illustrates participants’ views relating to the element of trust in the relationship 

between teachers and clients with persistent low back pain. The sub-theme ‘building trust’ is 

portrayed as a pivotal role for the teacher, centred on the teacher not aggravating the client’s 

pain. Teachers acknowledged that this process took time, but was initiated from the very first 

session and was associated by participants with the ability of the teacher to ‘know’ a client, 

providing ‘individual attention’ underwritten by expert knowledge. This is suggestive of a link to 

elements from the themes ‘being known’ and ‘teacher expertise’. 

‘Feeling safe’ followed from the building of trust between teacher and client, and illustrates in 

particular, teachers’ views relating to how a trusting relationship may facilitate a decrease a 

client’s fear of movement. This in turn was perceived to increase the client’s confidence to move, 

suggesting a link between the theme of ‘trust’ and the theme of ‘encouragement’, where positive 

reinforcement and reassurance were described as building a client’s confidence to move. 

Whilst trust was considered an essential element in the relationship between Pilates teachers and 

clients with persistent low back pain, teacher Tessa, pointed out that trust was key to all client 

relationships, 

“It’s more about the person, male or female, it doesn’t matter, where the pain is, it doesn’t 

matter… It’s just whether I’ve got that person within my trust.” 

 [Tessa, teacher. 836-843]  
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5.10 Theme 6 – Professional Identity 

The theme ‘professional identity’ emerged from participant descriptions of the nature of the 

relationship between teachers and clients, and how much the teacher shared personal details 

with the client. The theme demonstrates divergent perspectives, and elucidates uncertainty 

amongst the teachers when describing the relationship boundaries, as Janey summarised, 

“I try very hard to keep it professional, but there are lines that get crossed.”  

[Janey, teacher. 619-620] 

The theme is comprised of three elements: (1) describing the relationship, (2) being human, and 

(3) navigating boundaries. The theme construction is illustrated in Figure 44. 

Figure 44. Theme 6 – Professional Identity 

 

5.10.1 Describing the relationship 

When describing the nature of the interaction between teachers and clients, participants drew on 

other relationships to describe their Pilates interaction. Participants expressed how they felt the 

relationship was quite distinct from a clinical relationship. Client Grace encapsulated this 

perspective, saying, “I don’t think a Pilates instructor needs to act like a GP” [Grace, client. 1009]. 

Clients and teachers identified the Pilates relationship as being ‘closer’ than that experienced with 

a clinician, describing how clinicians “have to maintain their distance” [Grace, client. 1007]. 

Coretta described the difference in terms of the social aspect of the relationship she has with her 

clients, “with a clinician they’ve always got that distance, whereas … I’ve been invited to people’s 

birthday parties” [Coretta, teacher. 387].  

 

THEME SUBTHEME

Professional 

Identity
• Describing the relationship

• Being human

• Navigating boundaries
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This social interaction alluded to a more informal social relationship, which a number of 

participants described ‘like a friendship’. Grace (client) defined her relationship with her teacher 

as “definitely much more of a friend support type thing” [Grace, client. 728] and Cindy (teacher) 

asserted, “it almost turns into a friendship really” [Cindy, teacher. 721]. Whereas Tessa (teacher) 

felt the relationship was more familial, “It feels to me like they’re my Pilates family and I really 

care about them” [Tessa, teacher. 188-189].  

Expressing the Pilates relationship in these terms suggests a close relationship, and Tessa 

(teacher) voiced how she feels this intimacy sets Pilates apart from other forms of exercise, 

“If I was teaching aerobics it’s superficial exercise in a way… just to hone in on the Pilates 

type thing, it’s so much more intimate … and that builds that bond between you and your 

client.” [Tessa, teacher. 233-239] 

Whilst participants more commonly portrayed the relationship ‘like a friendship’, two participants 

described the relationship akin to professions associated with physical aesthetics. Joanne (client) 

described the relationship as, “like a hairdresser... I think you build up a relationship with someone 

and they know you and you know them” [Joanne, client. 460 – 463]. Whereas Coretta (teacher) 

described a similarity to beauty therapy, 

“We’re more like therapists, kind of like [sic], a beauty therapist… like the person who gives 

you your facial. It’s all about me for an hour and enjoying and having that time” [Coretta, 

teacher. 418-420]. 

These depictions suggest that the element of time is important, in terms of the ongoing regularity 

of contact as found in a relationship with a hairdresser. Coretta (teacher) made the connection 

explicit saying, “you’re part of their life… It’s like a hairdresser, isn’t it?  It only takes about two 

good cuts and you’re like, ‘Okay, I’m in now!’” (Coretta, teacher. 376-377]. Teachers, in particular 

discussed temporality in relation to the formation of a more informal relationship, 

“I think, because if you’re going to have the person coming for a long time – for years – how 

can you not become friendly.”  [Cindy, teacher. 744 – 745]  

Clients also discussed the importance of time within the Pilates relationship, echoing the views 

above that Pilates became “part of my life” [Lindsey, client. 587]. Grace reiterated the difference 

between a Pilates environment and a clinical one in relation to time, “there was the restraint on 
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time and expectation in … the more clinic type environment. Pilates is not a clinic” [Grace, client. 

1036].  

Whilst the majority of participants described the relationship in terms relating to more informal 

social relations, one teacher, Jackie, expressed a different perspective when describing a Pilates 

encounter, “it’s all very different from catching up with a friend” [Jackie, teacher. 204], ascribing a 

more ‘professional’ approach. However, Jackie also acknowledged that the relationship with 

clients changed over time, describing how she became “friendlier” [Jackie, teacher. 207]. Only one 

participant specified the relationship in terms of a “teacher-pupil relationship” [Gwen, client. 366]. 

The data presented above provides a description of how participants felt the relationship 

between teacher and client was distinct from a clinical relationship. Participants used similes to 

describe the relationship and these varied from professional, but more informal relationships 

such as a hairdresser or beauty therapist, to closer informal relations such as friendship or family. 

The variation of descriptors points to an uncertainty of how to classify the relationship. Teacher, 

Coretta’s statement of her own confusion, encapsulated this, 

“I remember when I was the client with my Pilates instructor. I’d been talking to her a lot 

and thinking, is she my friend or not, I don’t really know.” [Coretta, teacher. 389-391] 

Participants described an association between the more informal nature of the Pilates 

relationship with the teacher sharing details about themselves with the client. This is expanded 

below in the sub-theme ‘being human’. 

5.10.2 Being human 

The majority of teachers discussed how sharing personal details about themselves was an 

important part of building a relationship, associating this with building trust with the client, 

“By giving them something about me, that then earns their trust, because they feel I've 

trusted them with something about me.” [Janey, teacher. 638 – 640] 

Grace (client) underlined the importance of the client knowing the teacher, when discussing a 

teacher she did not get on with, “she was one of those people who, you kind of just never knew 

what she was thinking anyways. She didn’t form a relationship with her clients” [Grace, client. 

538-539]. 

Teachers and clients discussed how sharing personal details made the teacher more ‘human’, as 

Grace stated, “they’re the ones looking at me with my faults and things…one thing I like about 
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Coretta, she shares back her own weaknesses” [Grace, client. 994-997]. The importance of the 

teacher showing ‘weakness’ was a common thread in discussions with both teacher and client. 

Jennifer (client) talked about the importance of the teacher being “on her level” when she 

described how the teacher might demonstrate an exercise and comment, “I’ve been practising 

this at home so that I don’t look like an idiot… just because I’m showing you, it doesn’t mean to 

say that it comes easy” [Jennifer, client. 409-411]. Teachers described how showing they were 

“just the same as everyone else” [Pippa, teacher. 824] helped build a good relationship. Cindy 

summarised this feeling, 

“I’m a human being like they are.  I’m not something up there.  I’m just an ordinary person 

like they are and I think it helps them identify with you.” [Cindy, teacher. 570 – 572] 

Fieldnotes showed frequent examples of teachers showing their ‘weaknesses’ in carrying out 

exercises. Observations showed that examples where the teacher expressed a movement as 

challenging were generally followed by laughter from the clients, indicating that sharing these 

details may provide a basis for rapport building. 

 

 

Participants expressed the importance of the teacher being ‘human’ in relation to building a 

relationship. This was characterised by the teachers sharing their own difficulties in carrying out 

exercises. However, divergence emerged when teachers discussed sharing details that were more 

personal with clients. This tension is illustrated in the sub-theme ‘navigating boundaries’. 

Fieldnote Extracts 

“The teacher instructs leg circles using the theraband around the foot, and she says ‘I’m quite 

clonky on this side but with the band I’m not, which is quite satisfying’. As she continues the 

movement, she says ‘I shouldn’t have made that claim as it’s now clonking’ and laughs.” 

[Site 4, Observation 1. 203-205] 

“As Janey does the exercise with the class she says ‘as you can see this is my bad side’ and 

there is some gentle laughter.”  [Site 2, Observation 1. 283-287] 
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5.10.3 Navigating boundaries 

Teachers universally discussed how sharing personal details were important in building the 

relationship as clients ‘inevitably’ asked them about their lives and that they couldn’t’ “brush 

them off” [Pippa, teacher. 827] as that would “put up a barrier” [Cindy, teacher. 771]. However, 

the level of disclosure teachers felt comfortable giving showed considerable variability. 

Some teachers talked about how they were comfortable sharing details about their lives, “they 

get to know me well and I get to know them really well” [Cindy, teacher. 720 -721]. Cindy goes on 

to describe how clients “knew about my family and about things going on” [Cindy, teacher. 751]. 

For other teachers, there was more of a boundary. Pippa described how she navigated the 

boundary, “My client knows enough about me that they feel like they can know you as a person 

and trust you as a person” [Pippa, teacher. 691–693]. She continued, explaining that she does not 

tell them about the issues in her own personal life because, “I don’t want to have those 

conversations, there needs to be a boundary of what’s going on” [Pippa, teacher. 699-700]. For 

Pippa the boundary clearly demarcated the relationship as one dedicated to the client’s needs, 

“If I sit there in front of a client and I'm like life is terrible, my Mum’s this and this and that, 

there's stuff going on in everyone’s life, do I need them to know that? No because this is 

their time, you know, what’s going on in my life is irrelevant.” 

 [Pippa, teacher. 769 – 773] 

Jackie also felt there was a clear boundary, “I think there's always that line that you stay above, 

they never really know the real you” [Jackie, teacher. 199-200]. Jackie relates this boundary to 

“professionalism”, suggesting that a teacher should ask, “Is this best practise at the forefront to 

make sure that you are letting them have the exercise they need to do rather than filling them in 

on how your weekend was?” [Jackie, teacher. 201-202]. 

For other teachers, though, maintaining the boundary whilst sharing personal information was 

less clear. As Janey explained, “sharing details changes the relationship” [Janey, teacher 650], “it 

makes it more of a two way thing and that's when things become more of the friendship line, than 

a working relationship” [Janey, teacher. 653 – 654]. Cindy concurred that sharing details blurred 

the boundary, 

“It’s hard to keep that client teacher relationship going… to keep it appropriate, isn’t it?  

That sort of friendship that creeps in, which is good, you know?  I’ve no problem with being 

friends with my clients, whatsoever!  It’s just trying to maintain the boundary, for their 

benefit, really, so that it doesn’t become just a chat between us. [Cindy, teacher. 723 – 728] 
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Fieldnotes provide examples of teachers sharing personal details, with the teacher initiating 

informal conversation with clients. 

 

 

The relationship boundary extended beyond the working environment. Some teachers regularly 

socialised with clients, whilst other teachers felt quite differently, 

“I talk to them literally for 5 / 10 minutes and then they're gone. I don't socialise with many 

of my clients which I think some teachers do a lot more. I don't.”  

[Cindy, teacher. 1039 – 1042] 

Pippa was even more vehement in her statement, “I mean for me I would not go out for a coffee 

with a client, I would not go for dinner with a client, I would not call a client up, I don’t want them 

to have my personal number” [Pippa, teacher. 726 – 729]. Janey discussed the challenge of 

maintaining boundaries within a more technological arena. When discussing whether she should 

add clients as ‘friends’ to her social media, she noted, 

“There's a part of me that says we have a business transaction. You pay me money to see 

me and that's kind of – I don't know how I feel about you being able to see what I get up to 

at the weekend and I find that very, very strange.”  [Janey, teacher. 660 – 665] 

The data provided describe tension surrounding the professional boundary of the Pilates 

relationship, with teachers describing divergence in their views. Some teachers felt comfortable 

‘blurring’ the boundary between professional relationship and informal relationship, whilst others 

felt that the boundary should not be crossed. Other teachers expressed uncertainty in knowing 

where to ‘draw the line’. In considering this divergence, it is interesting to note that teachers who 

Fieldnote Extracts 

“Tania chats about why is it that when you have building work all the neighbours need to talk 

about it. [Name] asks whether this is the kitchen work and she says no that’s all finished and 

it’s now the garden.”  [Site 3, Observation 2. 54-57] 

“Coretta initiates a conversation about her phone, which had to be sent away to be mended, 

and her car, which also broke and was sold.” [Site 4, Observation 2. 19-20] 
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described a clearly demarcated boundary all had clinical backgrounds and were therefore subject 

to professional codes of practice. 

5.10.4 Summary of ‘Professional Identity’ 

The theme of ‘professional identity’ describes participant views relating to the nature of the 

relationship between Pilates teachers and clients with persistent low back pain. The sub-theme 

‘describing the relationship’ illustrates the varied nature of descriptors used by participants to 

define the relationship between teacher and client. Participants used the term ‘like’ to portray 

similarity with other relationships, generally depicting the relationship as an informal one; either 

‘like’ an informal profession such as hairdressing or similar to a close social relation, ‘like’ a 

friendship or family. Developing from the informal nature of the relationship, the sub-theme of 

‘being human’ demonstrates the importance placed by participants on the teacher sharing 

personal details with the client. Although the sharing of some personal information was regarded 

as necessary in order to build a relationship, there was divergence amongst teachers about how 

much to share with clients, with the sub-theme of ‘navigating boundaries’ illustrating divergent 

teacher perspectives of the difficulties in navigating the boundary between professional and 

friend. 

The theme of professional identity appears to be infused with juxtaposition. One the one hand, 

participants detailed informality and closeness in the relationship, inferring a social network 

relationship. In contrast teachers also felt the need to ‘keep it professional’, suggesting a more 

formal relationship. This dichotomy may be related to uncertainty of the professional status of 

the Pilates teacher, as summed up by teacher Janey, “I see professional with a sort of little 'p'” 

[Janey, teacher. 641]. 
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5.11 Theme 7 - Health Perceptions 

The theme ‘health perceptions’ relates to participants’ views about the nature of their back pain, 

and the reasons they chose Pilates as a management tool for their persistent low back pain. 

Clients described past trauma as a common precipitating event for the start of their back pain 

experience, relating this to ongoing biomechanical issues. Concern was expressed by clients in 

relation to ‘putting your back out’ and that exercise should be carried out correctly to avoid ‘doing 

damage’. Pilates was commonly recommended by healthcare professionals; however, teachers 

demonstrated frustration when healthcare professionals set movement parameters. In addition, 

teachers described how the influence of the media could impact clients’ perceptions about 

movement, 

“If you’ve got a strong back, you’ll stand tall.” [Cindy, teacher. 659] 

This theme comprises two elements: (1) biomechanical reasons for back pain, and (2) choosing 

Pilates, illustrated in Figure 45. 

Figure 45. Theme 7 - Health Perceptions 

5.11.1 Biomechanical reasons for back pain 

The majority of clients related their back pain to the long-lasting effect of a past incident. For 

some clients, the catalyst for their back pain was a traumatic accident. Robyn (client) described 

how, “30 odd years ago, I had a bad fall down the stairs” [Robyn, client. 49-50], adding, “a few 

months after, I started to get a lot of back pain” [Robyn, client. 91-92]. Client, Joanne, relayed a 

similar traumatic experience, “I had a car crash about 30 years ago” [Joanne, client. 78]. She 

described how she “didn’t go and have any x-rays... just thought a few cuts and bruises” but 

related this event to the fact she had “a twisted spine” [Joanne, client. 84-86]. 
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For three clients, the past incident was a sports injury. Lindsey (client), provides an example of 

how clients described a sport-related precipitating event, 

“I did gymnastics at school and I was doing a handstand over a box with a trampette … 

and my arm gave way and I landed on the base of my spine. Obviously, it did do some 

damage and later on in life I would put my back out.”  

[Lindsey, client. 50-54] 

Whilst the majority of clients attributed a past incident to the start of their low back pain, some 

clients also discussed a perceived link between certain activities with present-day episodes of 

pain. Robyn (client) associated episodes of back pain with “when I overdo it” [Robyn, client. 42]. In 

contrast, for Joanne (client), inactivity was perceived as a trigger, “the worst thing for us is 

actually sitting” [Joanne, client. 118-119]. Client, Lindsey, agreed but also attributed repetitive 

activities to flare ups in pain levels, 

“I had been gardening and I knew I shouldn’t have been. I had been carrying heavy pots 

and I had also done five hours in the car. So, I knew that was why I was having problems.” 

[Lindsey, client. 136-139] 

Two teachers also discussed how certain activities were perceived as related to back pain. Coretta 

described how her clients came to her to offset the fact they, “just sit” or “do stuff that is 

repetitive” [Coretta, teacher. 471], and Kimberley described how “there’s articles out there saying 

things like sitting is the new smoking and the negative effects of being in a desk based job”  

[Kimberley, teacher. 587-590].  

Client perceptions of the causes of their back pain were often discussed in relation to ongoing 

biomechanical issues. Lindsey (client) associated her back pain with “the fact it’s going the wrong 

way” [Lindsey, client. 109], whilst Joanne (client) relayed how her “chiropractor used to say it as 

well, I’m bent” [Joanne, client. 159]. One client, Jennifer, expressed how a biomechanical 

diagnosis from her healthcare practitioner provided an explanation for her pain, “he said your 

pelvis is misaligned…then everything managed to sort of fit into place in my head that there’s been 

a weakness” [Jennifer, client. 174-176].  
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Clients commonly expressed anxiety about recurrent flare-ups, relating pain to the concept of 

‘putting your back out’. As Jackson (client), typified, “it does worry me when it goes out… I know I 

can get it back again but there’s always that worry that it’s not going to” [Jackson, client. 338-

340]. Jennifer revealed that she had “a weak back” [Jennifer, client. 27] and that “coughing, just 

actually put my back out” [Jennifer, client. 134].  Teacher, Kimberley, discussed why she felt back 

pain caused clients increased anxiety,  

“I think people worry much more about spinal issues because it's your spine because that’s 

where your spinal cord is.” [Kimberley, teacher. 966-968] 

For client, Virginia, this concern manifested in to avoidance of certain movements, saying, “One of 

my greatest fears was bending down, because that's how I slipped the disc” [Virginia, client. 26-

27]. One client described how his healthcare practitioner was “concerned” about certain 

movements, explaining that “he said I don’t want you bending in particular directions, it’s not 

going to do you any favours” [Jackson, client. 71-73]. Jackson’s description of the influence of his 

healthcare practitioner in providing parameters for movement was discussed as an area of 

frustration by a number of teachers. Janey (teacher) discussed how she felt, “it’s more 

chiropractors than osteopaths or physios” that could be “very set” in stipulating “you’re not meant 

to do this movement” [Janey, teacher. 434-436]. Jackie (teacher) expanded on what a healthcare 

professional might say to a client,  

“Don’t ever twist round because your back is going to go then you know, and your discs are 

going to pop if you try to bend forward so none of this bending business” 

 [Jackie, teacher. 251-253].  

Tessa (teacher), explained how this created frustration for her as a movement teacher, relating an 

experience with a client where “medical professionals are not helping” because “they are 

reinforcing don’t do’s and I’m trying to reinforce do do’s” [Tessa, teacher. 1028-1030].  Janey 

described tackling this perceived disparity assertively when highlighting a “battle with a client” 

over movement parameters given by a consultant, saying, “I don’t care, you’re in my class” [Janey, 

teacher. 934-937]. Jackie, in contrast, suggested that, “you have to win them round…with 

education” [Jackie, teacher. 256]. However, Tessa, a teacher with no previous healthcare training, 

highlighted a perceived knowledge gap when navigating the divergence of opinion,  

“I’m nowhere near as qualified as these people…I’m not medically trained, I’m a Pilates 

teacher.” [Tessa, teacher. 1030-1032] 
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5.11.2 Choosing Pilates 

Clients discussed influences on their choice to go to a Pilates teacher. Clients discussed how 

“perceived wisdom now is you get up and move” [Jackson, client. 248-249], describing how this 

knowledge had changed over time,  

“Years ago, if you had a back-problem people would say rest.  Well, resting is the worst 

thing you can do really.  Yes, rest for maybe a day or so but, get moving and stretching, 

move as much as possible.” [Gwen, client. 75-77] 

Jennifer (client) described how she “knew in my heart I needed exercises to help me get better” 

[Jennifer, client. 544-545] and Jackson (client) concurred adding that it “might be a painful option, 

but it’s a better one” [Jackson, client. 250]. Teacher, Janey, provided further explanation, stating, 

“The latest guidelines are that any movement is good” [Janey, teacher. 949]. 

However, in addition to the perception that exercise provided a way forward for the management 

of back pain, the majority of clients also expressed concern that “you can exercise…and not do it 

correctly”, which “can lead to real problems” [Gwen, client. 5-7]. Client, Jennifer, provided an 

illustration of this apprehension, noting that “if you over stretch it you’re not actually benefiting 

yourself. You’re more likely to do yourself some damage” [Jennifer, client. 781-783]. Neil (client) 

also conveyed concern about ‘damage’, describing his previous practice of exercise as, “doing God 

knows what damage” [Neil, client. 593]. For Gwen (client), the solution to this concern placed the 

role of the teacher at its heart,  

 “To go an experienced exercise with a good teacher is the best method.”  [Gwen, client. 4] 

When discussing the reason they chose Pilates as the specific exercise of choice for managing 

their low back pain, clients ascribed several factors that influenced their decision. Two clients 

discussed how they already knew their Pilates teacher through other associations, and this led 

them to choose the teacher. Furthermore, recommendation by a healthcare practitioner was 

commonly described. This recommendation ranged from general practitioners, “it was my GP… 

she just kept saying you need to try Pilates” [Grace, client. 29-31], to allied health professionals, “I 

had gone to a chiropractor…and he said, try Pilates” [Gwen, client. 13-15]. For other clients, media 

representation of Pilates was an influencing factor, as Joanne (client) stated, “I had read a lot 

about Pilates” [Joanne, client. 7]. Media influence was related to Pilates being “good for the core” 

[Jennifer, client. 29], and for client, Robyn, this coalesced with health professional opinion,  
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 “The main thing, when you read about Pilates, is strengthening your core muscles, isn't it, and 

that's what I've been told by all the specialists.” [Robyn, client. 228-230] 

For teacher, Cindy, the “media attention…on core work” [Cindy, teacher. 682] was perceived as a 

negative influence, describing how clients wanted her “to make their tummies ache the next day” 

[Cindy, teacher. 663-664]. Conversely, she described how when clients “feel their backs” that 

could be perceived as “really bad” by the client, who might then tell her, “You hurt my back!” 

[Cindy, teacher. 698-700]. Cindy puzzled over the discrepancy, saying,  

“It’s just a general perception that anything, any feeling in your lower back at all is bad, isn’t 

it? No one ever says, ‘I’ve got a really bad stomach from that class last week!’.”  [Cindy, 

teacher. 692-696] 

Cindy described how she managed her clients’ perceptions, “I prime them if I know we’re doing a 

lot of back work” by saying, “it’s muscle conditioning, and that’s a good thing!” [Cindy, teacher. 

705-708].  

5.11.3 Summary of ‘Health Perceptions’ 

‘Health perceptions’ describes participants’ views relating to the nature of their back pain, and 

reasons why they chose Pilates as a management tool. The sub-theme ‘biomechanical reasons for 

back pain’ illustrated clients’ depictions of their back pain experience. The majority of clients 

described the catalyst for their back pain as a past event, including traumatic incidents and sports 

injuries, mostly without any specific diagnosis. Persistent low back pain was associated with 

ongoing biomechanical issues, and clients expressed concern about ‘putting their back out’, with 

perceived aggravating activities including sitting for too long, or repetitive activities such as 

gardening or driving. Clients and teachers described how healthcare practitioners might provide 

movement parameters, and teachers expressed frustration at these perceived limitations.  

The sub-theme of ‘Choosing Pilates’ portrayed influences on the clients’ choice to use Pilates as a 

management tool for their back pain, with movement perceived as good for back pain; however,  

concern was expressed that exercise should be done ‘correctly’ in order to prevent further 

‘damage’. Clients discussed influences in their choice of Pilates teacher ranging from already 

knowing the teacher, healthcare practitioner recommendation and the influence of media 

attention on Pilates.  
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5.12 Theme 8 - Social Influences 

The theme ‘social influences’ relates to data illustrating participants’ perceptions of how social 

aspects impacted on the Pilates experience and comprises three elements: (1) environment, 

(2) group dynamic, and (3) cultural differences. The theme construction is shown in Figure 46, and 

expanded below. 

Figure 46. Theme 8 - Social Influences 

 

5.12.1 Environment 

The majority of participants discussed the environment for practicing Pilates, with teachers 

discussing how they aimed to provide a ‘tranquil’ space, and clients describing how the setting 

could influence their Pilates experience,  

“I think environment always helps. It’s like first impressions when you meet someone.” 

[Joanne, client. 402-403] 

Teachers discussed how they strove to “make everything clean, nice, tranquil, organised” [Tessa, 

teacher. 477-478], putting music on, having “oils burning” [Coretta, teacher. 446] and “gentle 

lights” [Tessa, teacher. 476], in order to provide an environment that was “warm, comfortable 

and safe” [Jackie, teacher. 383]. Clients also described a spa-type ambience as being the preferred 

environment for Pilates, with “a little bit of background music… the lights are down low” [Robyn, 

client. 205-206]. The muted environment was associated with a sense of being relaxed, 

“In an ideal world you would go to a nice warm, cosy room that has subdued lighting, 

possibly some nice fragrance because you want to be relaxed.” [Joanne, client. 144-146] 
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Two teachers who taught in different Pilates settings discussed how they felt the different 

settings affected their interaction with clients. Cindy (teacher) described her home setting as “just 

totally relaxed”, ascribing the relaxed atmosphere to the fact “there’s no one else to bother us 

here” [Cindy, teacher. 552-553]. Cindy felt the relaxed home environment was beneficial as a 

client “might come in and just be really upset about something so I’ll go make a cup of tea and 

we’ll just chat” [Cindy, teacher. 753-755].  In contrast, Janey (teacher) discussed that when 

teaching in a client’s own home she found it “harder to get the session started” [Janey, teacher. 

545] as clients “invite me in, they say I've boiled the kettle, they sit me down in the living room” 

[Janey, teacher. 548-549] and “start telling me everything else that’s gone on” [Janey, teacher. 

556]. Conversely, Janey explained how “when they come to me, they're in my space, they know 

they're meant to be here for a set amount of time” [Janey, client. 565-569]. These examples 

highlight the complexity of how the environment can influence the teacher-client relationship. 

One client, Grace, described how she preferred a studio to feel “like a home when you walk into 

it” [Grace, client. 1039] relating this to a sense of order, where she felt comfortable with “where 

things are” and “what you’re supposed to do” [Grace, client. 1040]. One other client, Gwen, also 

discussed how she felt, “it’s better to have things more ordered” [Gwen, client. 612] when 

describing the difference between two classes she had attended, 

“When we go into Tessa’s group all the mats are all laid out, in a straight way so, that you 

can get the alignment with the wall.  In this [other] group, they were all higgledy-

piggledy” [Gwen, client. 603-605] 

This sense of ordered space was also discussed in relation to how clients located themselves 

within the class environment week after week. Jackson (client) describes how “we all seem to sit 

in the same places anyway, we all gravitate to the same mat each time” [Jackson, client. 457-458]. 

Tessa (teacher) concurs that “everyone has their own mat” describing how this ‘ownership’ makes 

the setting feel “very personal…they have their little area that is all set up for them” [Tessa, 

teacher. 485-486]. However, for some clients, this was described as a negative aspect relating to 

the environment. Grace (client) remarked how “people get very territorial” [Grace, client. 1064-

1065] and would prefer that teachers “made people move around” [Grace, client. 1064].  
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Another negative aspect of the environment was described by client, Joanne, when she described 

the setting for her Pilates class. Here, the space was shared by a massage therapist, whose clients 

rang a bell for access. Joanne described the interruption, 

“It is disruptive because it’s quite a hard jangly bell and then obviously [the therapist] 

scoots out there to go and get them and then you get whoever it is, coming through… and 

the ladies have got their legs up in the air.” [Joanne, client. 433-436] 

Whilst the majority of clients who discussed the Pilates environment spoke about aspects that 

made the Pilates experience better or worse, two clients discussed how they did not feel the 

environment made any difference. Gwen (client) commented that, “I don’t think the environment 

would be problematic” “as long as you had your mat and equipment” [Gwen, client. 696, 700-

701]. Jackson also commented that environment did not influence his Pilates experience. He 

attended a class in a village hall, next to a nursery, and whilst conceding that “the cooking smells 

are interesting sometimes and kids screaming”, he felt that “you’re not trying to meditate or 

relax…so it doesn’t really matter” [Jackson, client. 461-464]. This perspective is in contrast to 

other clients who placed emphasis on the setting, as Joanne (client) emphasised,  

“I just think that ambience helps you then to focus on you and the body, rather than, god, 

this place is smelly.” [Joanne, client. 424-426] 

In addition to the environment being described as a factor influencing the Pilates experience, 

participants also discussed the group dynamic, as discussed below. 

5.12.2 Group dynamic 

The majority of clients attending a group class described the friendliness of the class environment. 

Gwen epitomised clients’ descriptions of their class, saying, “I think it’s rather nice, our group. 

People get on well together” [Gwen, client. 344-345]. The group dynamic was often associated 

with the length of time clients had been attending. As Jackson (client) remarked, “we’ve all been 

together for a long time now” [Jackson, client. 424-425]. However, length of time attending was 

not seen to preclude inclusion within the group. Robyn (client), a relative newcomer to the class 

remarked, “The other ladies, really, are very friendly, everyone seems to sort of say hello, and 

chat” [Robyn, client. 24-25].  
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Teachers also discussed how time influenced the group dynamic, describing how “the same 

people have been coming year after year” [Coretta, teacher. 720-721]. In addition, teachers 

recognised that regularity of attendance at the same class also fostered the dynamic,  

“People don’t just come to any old class and mix in. They come to THE same class every 

week.” [Christine, teacher. 235-237] 

This regular contact was described by clients as building a sense of “camaraderie” [Virginia, client. 

660]. Jackson (client) describes his class as “a tight group. We all go the same time, everybody is 

the same” [Jackson, client. 181-182] and the feeling of ‘commonality’ was summed up by client, 

Virginia, 

“You're not alone in your canoe, you know, paddling against the tide. And that's very 

important” [Virginia, client. 584] 

Clients and teachers described the perceived importance of the element of social support within 

the Pilates experience. Cindy (teacher) remarked, “Part of it is the social support and comradeship 

in the group” [Cindy, teacher. 478-479]. Teacher, Tessa, expanded on this view, “it’s a really 

positive experience just walking into the group environment on a psychological level” [Tessa, 

teacher. 382-384]. Participants generally discussed the positive aspect of social support in relation 

to specific experiences. Gwen (client) described an occasion when her husband was very ill, saying 

that the group “were very supportive, they knew what had happened” [Gwen, client. 559-560]. 

Tessa (teacher), provided endorsement of the social support in her classes, remarking that 

“they’re all very caring for one another.” [Tessa, teacher. 421-427]. 

The examples above show how the group dynamic can provide a positive influence for a client’s 

Pilates experience, with particular emphasis on social support. Interestingly, when participants 

discussed social interaction outside of Pilates there was divergence of opinion. Participants 

described some socialising before class, “they meet and walk to the class together” [Christine, 

teacher. 340-341], or after class, “then they go to the pub” [Tessa, teacher. 528], whilst other 

participants described much less social activity outside of the Pilates environment. Gwen (client) 

mentions that she may go for “coffee occasionally” [Gwen, client. 554-555] and this is reiterated 

by client, Jackson,  

“We don’t go out socially or anything, apart from Christmas, we go and have a cup of coffee 

or things over in the pub at Christmas time.” [Jackson, client. 419-421] 
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Instead, most of the social interaction was described taking place within the class environment. 

Christine (teacher) commented how “people always have a chat at the end, hang around for 5-10 

minutes” [Christine, teacher. 254-255], a view comparable to client, Lindsey, who described how, 

“It’s much more about the group at that particular moment when you’re doing the class, it’s that 

dynamic” [Lindsey, client. 384-385].  Lindsey’s perception of social support being provided 

primarily within a limited time frame within the Pilates environment was reiterated by a number 

of clients. Virginia (client) explained that, “even if it's like five minutes' chat before class, that's 

enough” [Virginia, client. 612-613] and Jennifer (client) summarised this perception, saying, 

“although you’re not particularly sociable, but it is still social excursion” [Jennifer, client. 804-805]. 

In contrast, two teachers described how social interaction in the Pilates environment could lead 

to a wider social interaction, 

“They go for coffee together and they’re friends and they care about one another. They text 

one another, how are you doing?  So many lovely friendships develop.” 

 [Tessa, teacher. 386-388] 

Fieldnotes provided plentiful instances of social interaction in the form of informal ‘chat’ within 

the Pilates environment; however, only one example portrays a participant overtly discussing 

social interaction: 

 

 

 

Fieldnote Extracts 

“As clients enter the room there is lots more chatting amongst them, and there is ‘banter’ with 

one person who has been away on a cruise.” [Site 1, Observation 2. 276-277] 

“One lady brings back a DVD she had borrowed from another client, ‘Eddie the Eagle’ and 

thanks her and says they enjoyed it.” [Site 2, Observation 1. 24-26] 

“[One client] says she is looking forward to September when they have the reformer classes as 

she likes the ‘social element’ and ‘couldn’t care less about the exercise’”. 

[Site 4, Observation 2. 622-624] 
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For some participants, however, social interaction was described in more negative terms. Gwen 

(client) described how “if you say hello to people and they’re all talking to each other, it can make 

you feel a little more detached” [Gwen, client. 571-573]. Client, Grace, portrayed how she felt the 

group dynamic could be ‘cliquey’, 

“It’s almost like, oh we get through the class and then … three or four of us …are going to have 

coffee. I’ve been to high school, done it!” [Grace, client. 1015-1112] 

Other clients did not perceive the group dynamic as being of importance in their Pilates 

experience. Neil (client) commented, “I don’t go along to chat to people” [Neil, client. 428-429] 

and Gwen suggested that Pilates was not an ideal environment for socialising,  

“If I wanted more of social interaction, I would join something different, it would more of 

something where you would sit and just chat.” [Gwen, client. 578-581] 

Furthermore, some participants described the negative impact that members of a group could 

have on the dynamic of the class. Cindy (teacher) described a client who “questions everything in 

front of everybody else” and how she felt “it does change the dynamics of the group” [Cindy, 

teacher. 822-825]. Indeed, Cindy expressed how she felt the impact of this one client was “a little 

bit destructive” [Cindy, teacher. 830-831]. Clients also conveyed frustration with the garrulity of 

other class attendees. When describing how she felt when a fellow client would ask questions in 

the middle of a class, Virginia (client) voiced her irritation, 

“Oh for God's sake… I'm here to do my class, and don’t intrude on my class.”  

[Virginia, client. 651-652] 

Another client, Joanne, expressed similar frustration at feeling “constrained” [Joanne, client. 312] 

to exercising at a lower level because her teacher kept “bringing in beginners” [Joanne, client. 

318]. She understood that the teacher had to teach “at the level of the main collection of the 

class” [Joanne, client. 358-359] but remarked, 

“You can’t, you know, teach a class of dumb children what you would teach a class of very 

high performers.” [Joanne, client. 356-357] 

Client, Grace, also discussed her sense of frustration at having to work at a lower level than she 

expected. She described a class of “mostly older ladies” where the class was “very gentle…it bored 

me to death” [Grace, client. 50-51]. 
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The examples above show the divergence interwoven within the element of group dynamic. For 

some participants, the group dynamic provided a supportive environment with commonality 

among members of the group. The group dynamic was described as being based on regularity of 

contact over a long period of time, and was often described in terms that were almost 

affectionate. Interestingly, the perceived social support the group provided was maintained 

almost entirely from social interaction in a limited time-span surrounding the Pilates class, with 

few examples of interaction developing beyond this environment. For others, however, the group 

dynamic could be a negative influence on their Pilates experience, a view often expressed 

vehemently. A possible explanation for this divergence of views is the diverse nature of the 

clients’ participation in classes of one-to-ones. As teacher, Janey, summarised, 

“The sorts of people who want to be in a group environment, they're there to be in the group.” 

[Janey, teacher. 512-513] 

5.12.3 Cultural differences 

In addition to the widely discussed topics of environment and group dynamic, two clients 

described how cultural differences impacted their experience of Pilates. Client, Virginia, who had 

taken Pilates classes in different countries, felt the “cultural aspect” [Virginia, client. 561] related 

to differences in the group dynamic. In a multi-cultural group she described “cultural common 

ground” where people were “less reticent about getting to know each other” [Virginia, client. 

558]. Moreover, she described how the Pilates offering in other countries differed to the UK in 

that “Pilates is generally with physios” and was “marketed and branded … as much more clinical” 

[Virginia, client. 308-309]. Virginia preferred this type of Pilates, commenting that it was 

“targeted, so it’s not fluffy” [Virginia, client. 300] echoing her requirements when finding a Pilates 

teacher in the UK who “clinically assessed her before starting” [Virginia, client. 320]. 

Client, Grace, who was originally from another country, discussed cultural difference in relation to 

how well she got on with a teacher. Describing one teacher, she stated, “We bonded in some 

respects” because the teacher was also from a different country, which meant “that you have a 

bit of a connection” [Grace, client. 550,554]. However, the cultural connection alone was not 

enough for Grace to stay with this teacher. Instead, her preferred teacher, whilst British, had 

spent some years living in a country with “sunshine, that warmth and the outdoor lifestyle and the 

things like that that create a friendliness” [Grace, client. 935]. For Grace, this led to a sense of 

openness, in contrast to the “British reserve” [Grace, client. 939]. 
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Both these clients had experienced Pilates in other countries and appeared to use this as a one 

comparator to judge the quality of their Pilates experience in the UK. Interestingly, both clients 

had experienced group class and private sessions, but only associated the cultural influence as 

directly pertaining to the relationship with their teachers. This may relate to the differences in 

Pilates service provision in the different countries in which they experienced Pilates; however, 

further analysis was not possible due to insufficient data. 

5.12.4 Summary of ‘Social Influences’ 

The theme of ‘social influences’ portrays participants’ views concerning the perceived impact of 

the setting of the Pilates session, relating to the venue itself and interaction with people at the 

venue. The sub-theme of ‘environment’ illustrated the perceived impact of the physical setting for 

Pilates sessions, and was discussed by the majority of participants. An ideal environment was 

described as tranquil, comfortable and ordered, with these components relating to a sense of 

relaxation. The sub-theme ‘group dynamic’ related to how participants’ perceived interaction with 

other class members. The majority of clients attending a group class described the friendliness of 

the group, and consistent attendance to the same class was associated with a sense of 

‘commonality’ with other group members, engendering positive feelings of social support. This 

sense of support was described despite social interaction being described generally as limited to a 

short interval before and after class. Some participants discussed negative aspects of the group 

dynamic, pinpointing cliquey behaviour, disruptive class clients and feeling constrained by the 

limitations of other members’ abilities. Additionally, the sub-theme ‘cultural differences’ details 

international clients’ experiences of Pilates in other countries as providing a more social 

environment, but with a stronger clinical foundation.  
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5.13 Theme 9 - Service Perceptions 

The theme of ‘service perceptions’ illustrates clients’ perceptions of the service provided by 

Pilates teachers, with participants describing how a local location and convenient timing for 

sessions were important factors in their choice of teacher. In addition, both clients and teachers 

discussed the value of Pilates in terms of the monetary cost associated with it. The theme of 

service perceptions is comprised of two elements: (1) convenience, and (2) value, illustrated in 

Figure 47. 

Figure 47. Theme 9 - Service Perceptions 

 

5.13.1 Convenience 

The majority of clients discussed how a convenient location was a factor in choosing where to do 

Pilates. Clients described locality to their home, “I live down the road, two minutes’ walk, and it 

makes such a big difference” [Jasmine, client. 31-32] or because, “it’s close to my work” [Neil, 

client. 57]. One client, Jackson, commented on how a convenient location was key in his choice of 

teacher, “Janey was the local one” [Jackson, client. 29-30]. 

Furthermore, clients ascribed importance to the convenience of having Pilates sessions available 

at times that suited their individual needs. For most clients discussing the convenience of timings, 

this was related to fitting Pilates around work commitments. Joanne (client) described how, “the 

difficulty of working is that most Pilates and yoga classes are during the day” [Joanne, client. 41-

43], whereas for Neil (client), day-time availability was a benefit, “they do these lunchtime classes 

that nobody else seems to do” [Neil, client. 58]. Joanne also found that timings could be 

problematic for finding time to eat at a sensible hour saying, 

THEME SUBTHEME

Service 

Perceptions
• Convenience

• Value



Chapter 5 

191 

 

“You can’t do the Pilates on a stomach of food, and this is a huge problem with the 

timing.” [Joanne, client. 54-55]. 

Only one teacher alluded to the element of convenience. When describing barriers to Pilates 

practice, she commented that, “time barriers are there for a lot of people”, and emphasised that 

“lifestyle factors are really important in terms of managing symptoms like back pain” [Kimberley, 

teacher. 535-540] 

The difficulty of fitting a Pilates session into a working life was illustrated by client, Jennifer, who 

described how she had to stop going to a particular teacher “because of my work change 

[Jennifer, client. 871-872]. She expressed concern at having to find another teacher, “I’m hoping 

that it will still work” [Jennifer, client. 884]. 

Whilst for most clients who discussed the element of convenient timing, this related to finding a 

Pilates session at a suitable time, for one client, Grace, convenience related more to the ability of 

the teacher to accommodate her requirements for regular sessions. When Grace’s teacher was on 

maternity leave, and “wasn’t really back” [Grace, client. 820], she would still bring the baby to 

Grace’s home and “we’d just do some mat stuff…and take turns holding the baby” [Grace, client. 

821]. Grace gave a further example of how her teacher accommodated her requirements, relating 

this to the value of her teacher in her life, described below. 

5.13.2 Value 

Connected to the sub-theme of convenience, client, Grace, described how her teacher was 

“taking a bit of time off in August, but we’re still squeezing in days” [Grace, client. 674-675]. 

Grace’s requirement for her teacher to be able to “fit me in” and “to do another day” [Grace, 

client. 678-679] seemed predicated on a foundation of value. Firstly, her strong relationship with 

her teacher: “I’d be devastated if she stopped doing it” [Grace, client. 672; and secondly, the value 

she placed on the impact of Pilates, “just one time in those three weeks will make a difference” 

[Grace, client. 681]. 

Participants also discussed value being associated with Pilates in monetary terms, as Jennifer 

(client) explained, “there’s maybe some people who can pick things up completely from DVDs but, 

for me to have that direct teaching, it’s so valuable” [Jennifer, client. 437-439]. Clients valued the 

teacher’s expertise and associated this with monetary worth, “because it’s not cheap” [Grace, 

client. 297]. However, clients discussed how paying more was an “investment” [Grace, client. 295] 

to have a ‘good’ teacher, 
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“I don’t mind paying. I would rather pay an extra £3 per session…and go  

to someone who is really going to teach me things properly.” [Neil, client. 75-77] 

Teachers also discussed how they felt that the cost of a Pilates session reflected their expertise. 

Cindy (teacher) described, “there’s that expectation that they’re paying customers and they 

expect you to know exactly what we’re going to do next” [Cindy, teacher. 152-154].  

For some participants, the impact of Pilates was described in monetary terms.  Jennifer (client) 

found that the long term benefit of Pilates meant she did not “have to keep spending forty-five 

pounds to go and see a chiropractor for half an hour and feel amazing for a few days” [Jennifer, 

client. 683-684]. When discussing his continued attendance at Pilates classes, Jackson (client) 

explained that he needed to continue managing his back problem, otherwise “it’s going to go big 

style and I can’t afford that” [Jackson, client. 596-597]. 

Two teachers discussed how they associated the value of their knowledge with the costs 

associated with training. Teacher, Tania, described how her training required “two years of finding 

people to teach, going to London all the time” but despite the “huge cost associated with it”, she 

felt it provided “an incredible experience” [Tania, teacher. 69-72]. Janey (teacher) expressed how 

she chose a longer training course because, “if all you’ve done is a two day weekend training 

course then I didn’t feel I would have the skills to be a teacher” [Janey, teacher. 78-80]. However, 

teachers were aware that one of the “obstacles” to Pilates “would be financial” [Cindy, teacher. 

790]. Janey (teacher) describes how, “in an ideal world, everybody would have private sessions… 

in a realistic world, it's expensive” [Janey, teacher. 338-340]. As a remedy to the financial barrier, 

Cindy explained how, “lots of my private clients have gone into regular classes because that’s 

more affordable” [Cindy, teacher. 790-793].  

Whilst clients who discussed Pilates in monetary terms valued the investment they were making 

in the teacher’s knowledge, one client, Jasmine, described how the financial barrier made it hard 

for her “to sell it to a lot of people” because “they think it’s a leisure activity” and “they don’t feel 

like they’re getting value for money” [Jasmine, client. 237-242]. Jasmine related her difficulty in 

‘selling’ Pilates to a lack of understanding about the method,  

“Really this is a lot of money, if you think about it. You pay sixty pounds an hour to lie 

down on a flat bed and do leg raises. A lot of people would think ‘What am I doing? I can 

do this at home…What is this doing for me? Nothing. So, they are very quickly sort of put 

off by that.” [Jasmine, client. 250-255] 
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Two participants used the term ‘invested’ to describe aspects of the teacher-client relationship. 

Grace (client) considered that “you can’t improve if you’re not invested somehow” [Grace, client. 

543-544]. She felt her teacher “knows how invested I am in improving, and in what she does” 

[Grace, client. 817-818].  

Grace viewed this investment as reciprocal, suggesting “they’re a little bit invested in me as well” 

[Grace, client. 789-790]. Teacher, Janey, concurred, “I feel I’m as invested in them as they are in 

me” [Janey, teacher. 617-618]. Grace felt that investment was associated with the element of 

time,  

“You can be more invested in a way in Pilates because you have more time than you have 

with the Osteopath.” [Grace, client. 706-707] 

The examples above illustrate the worth placed on Pilates by clients. This value was also 

portrayed by instances where clients discussed how they felt Pilates should be available more 

freely. Gwen suggested, “I think Pilates should come on the National Health Service” [Gwen, client. 

677-678]. Two other clients described more specific aspirations. Joanne (client) felt Pilates “needs 

to be taught in all old age homes” [Joanne, client. 617-618]. Rather than Pilates being a private 

enterprise, she discussed how,  

“It ought to be something the government actually thinks about as preventative exercise, 

as part of a more holistic approach to keeping people fit as they get older.” [Joanne, client. 

621-623] 

For Jasmine (client), her focus was on education “at a younger age” [Jasmine, client. 329-330]. 

She asserted, “The government should have the initiative to make it kind of the P.E. education” 

[Jasmine, client. 306-308] and considered that the benefits of Pilates “could be communicated like 

the healthy lunch” [Jasmine, client. 331]. Clients who discussed the wider application of Pilates 

described their views fervently, 

“I think Pilates should be done by everybody personally because everybody needs to have that 

stretching and mobility because our whole lives depend on it.” [Joanne, client. 575-577] 
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5.13.3 Summary of ‘Service Perceptions’ 

The theme of ‘service perceptions’ describes participants’ perceptions of the provision of a Pilates 

service. The sub-theme ‘convenience’ illustrates how the locality of the Pilates venue and the 

timing of the session were considered by clients’ as factors influencing their choice of teacher. 

The sub-theme ‘value’ emerged from data relating to the value participants placed on Pilates, 

described in monetary terms, with the term ‘investment’ used to describe input to the teacher-

client relationship. Some clients described their aspirations for Pilates to be available to a wider 

audience, through government funding; and whilst illustrating client enthusiasm for Pilates, this is 

suggestive of a potential financial barrier. 
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5.14 Theme 10 – Feeling good 

The theme ‘feeling good’ emerged from data relating to participants’ views on the impact of 

Pilates. Clients described how they perceived a difference in their bodies from doing Pilates, 

which related to a decrease in pain levels and feeling stronger, both physically and mentally. 

Participants further described how Pilates made them feel better, and expressed how they 

enjoyed doing Pilates. As client, Lindsey, encapsulated,  

“It’s the feel-good factor. So, it’s emotional and physical and you walk out and … it’s good.” 

[Lindsey, client. 490-491] 

‘Feeling good’ is composed of three elements: (1) noticing a difference, (2) the ‘feel-good’ factor, 

and (3) enjoyment. The construction of the theme and sub-themes is illustrated in Figure 48, and 

described below. 

Figure 48. Theme 10 - Feeling Good 

 

5.14.1 Noticing a difference 

Clients discussed a perceived positive impact from doing Pilates, with the majority of clients 

describing how they ‘noticed a difference’.  This difference was perceived as relating to a decrease 

in pain levels and a sense of feeling stronger.  

Decreased pain levels 

Some clients discussed how they felt Pilates had contributed to the overall decrease in the 

episodes of back pain they experienced. Talking about her back pain, Gwen (client) said, “I don’t 

get it very much now at all and I think that’s down to Pilates because of the development of the 
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core muscles” [Gwen, client. 23-24]. For other clients, the reduction in pain levels related more 

specifically to lessening the impact of a painful episode.  

Client, Neil, related how he “felt some sciatica that I hadn’t felt for a while, and I had Pilates the 

next day and I came out of that and it helps” [Neil, client. 487-489]. Jackson (client) described the 

impact of Pilates on an acute flare-up of his back pain when he “was really, really struggling”. He 

went to his Pilates class “to see what happens, even if I just sit there and watch. I didn’t, and it did 

feel better when I got back” [Jackson, client. 240-245]. Client, Grace, on the other hand, described 

how she felt Pilates helped her through a more persistent episode, saying, “It kind of helps stop 

that bad week of pain” [Grace, client. 314-315].  

The perceived impact of Pilates in decreased pain levels did not appear to be time-related. Client, 

Jennifer, related how seeing her teacher “just once a week” her back pain “has been much, much 

better” [Jennifer, client. 261]. Indeed, new client, Robyn, expressed how, “my back is certainly not 

any worse, and some days, I have much better days than I used to have” [Robyn, client. 43-44]. 

Feeling stronger 

Clients also described how they felt Pilates made them “one hundred percent stronger” [Grace, 

client. 322]. Clients described an association between feeling strong with a reduction in back pain. 

Virginia (client) explained, “The stronger you are, the quicker you'll get over the episode” [Virginia, 

client. 185], and Gwen specified how “keeping this core strong…is the real key” [Gwen, client. 403-

404]. Jennifer brought together the link between feeling stronger and reduced pain levels, 

“I actually kind of pull my stomach muscles in and I actually use my Pilates to help me… so 

I know that makes me stronger and… it has been much better.” [Jennifer, client. 348-350] 

In addition to discussing feeling physically stronger with Pilates, Jennifer (client) also described 

how she felt Pilates was “helping the inside as well… emotionally” and that in addition to 

decreased pain levels, she was also “feeling stronger on the inside” [Jennifer, client. 634]. Other 

participants shared this perspective, with teacher, Tessa, suggesting, “It’s not purely just a 

physical, muscle thing” [Tessa, teacher. 964-965]. Neil (client) concurred, stating, “I feel better the 

way my body moves in subtle ways and then I say there is this mental side as well” [Neil, client. 

490-491]. 
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Considering the impact of Pilates on well-being, Tania (teacher) described how “a few clients say 

to me, ‘I actually come to Pilates for my mental wellbeing more than anything’” [Tania, teacher. 

601-602]. Tessa (teacher) described how her perception of the impact of Pilates had evolved, 

“If you had asked me this a year or two ago, I would have said to you, I believe that I’m 

strengthening the right muscles… balancing around the joints, improving strength and 

flexibility and function.  I still do believe that, however, I now believe there is a whole lot 

more to it as well.” [Tessa, teacher. 952-957] 

Neil (client) suggested the significance of the perceived impact of Pilates when he expressed, “I 

feel like Pilates is not just healing a particular injury, I feel its hope” [Neil, client. 314-315]. One of 

the mental-health benefits described universally by participants was the ‘feel-good’ factor, and 

this will be described below. 

5.14.2 The ‘feel-good’ factor 

The majority of clients described how Pilates made them feel, with Joanne (client) typifying client 

descriptions, saying, “I just felt so good after Pilates” [Joanne, client. 20]. Clients described how 

they “always come out feeling better physically” [Neil, client. 480] even if “to start with, you go in 

feeling a bit stiff and cranky, you come out feeling great” [Jackson, client. 127-128]. Gwen (client) 

described how “you get a real high” after Pilates, attributing this to the fact “your body feels good 

and you’ve stretched it” [Gwen, client. 771-772]. Clients, Neil and Joanne, described how Pilates 

made them feel “taller” and also associated movement with positive affect, 

“You would walk out of it and you would actually feel that you were lighter and taller, and 

it really did seem to stretch the spine and the discs, and you did feel so much better after 

doing it which was lovely.” [Joanne, client. 21-24] 

Teachers also discussed the connection between movement and feeling good. Coretta (teacher) 

stated, “Moving the spine in every direction and working at those end ranges, naturally makes 

anybody feel fabulous” [Coretta, teacher. 467-469], whilst Tessa (teacher) enthused about her 

own movement practice, 

“I could honestly spend hours and hours and hours just on my mat doing that,  

enjoying a sense of flow and control. I get up and my body feels amazing.”  

[Tessa, teacher. 1099 -1102] 
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Furthermore, four teachers discussed how making clients ‘feel better’ was a primary focus of their 

work. Indeed, Tania (teacher) expressed how, “making people feel good is probably the most 

powerful tool there is” [Tania, teacher. 449-450]. Tessa (teacher) described how she used her own 

experience to “try and know them [clients] in the same way that I know me, and give them their 

feel-good exercises” [Tessa, teacher. 1106-1107]. Teacher, Janey, considered her motivations, 

suggesting, “I don't know if it's maternalistic, but I'm in it to make people feel better about 

themselves and their bodies and their lives” [Janey, teacher. 1038-1040], whereas Coretta 

(teacher) was more explicit in explaining her focus,  

“When I first started doing Pilates I was like, “How… how do you ‘fix’ people?” and, you 

know, it’s like... I don’t try and fix people any more … because you can’t do the rest of their 

lives for them but you can make them feel better for that session and that’s what your job 

is and if you’ve done that, you’ve done a really good, good thing.” 

 [Coretta, teacher. 475-479] 

In addition to the discussing perceptions of ‘noticing a difference’ and ‘the feel-good factor’, 

participants also described how they enjoyed taking part in Pilates, illustrated below. 

5.14.3 Enjoyment 

Whilst participants discussed positive impacts of Pilates in terms of reduced pain levels and 

feeling stronger, the data revealed that clients also gained enjoyment from Pilates. As Lindsey 

(client) explained, 

“I don’t have to do it, because I’m a grown up. I can walk away from it if I wanted to, but I 

go because I enjoy it and I like it.” [Lindsey, client 416-418] 

A number of participants acknowledged that enjoyment of an activity was a motivation for 

continuing. New client, Robyn explained, “I’m finding that I really do enjoy it” [Robyn, client. 38] 

and that, “whatever class you do, if you enjoy it, it’s the motivation to keep going” [Robyn, client. 

426-427]. Long-term client, Virginia, agreed, “I think people maintain doing something because, 

ultimately, it's enjoyable” [Virginia, client. 227-228]. Teacher, Kimberley had similar views saying, 

“You’ve got to find the exercise that you enjoy because you're never going to stick with it 

otherwise” [Kimberley, teacher. 620-622].  
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This perspective was echoed by two clients who described how the teacher was crucial to their 

enjoyment of Pilates. Jennifer (client) described how “at home somehow it feels like a chore” 

[Jennifer, client. 713]. Virginia (client) expanded on this perspective, saying how she had to do 

Pilates at home, “in front of the telly”, because “otherwise you’re bored to death if you’re in room 

and there’s nothing” [Virginia, client. 510]. Conversely, participants described how going to a 

Pilates session with a teacher “should be fun” [Grace, client. 911], suggesting a link between the 

relationship with the teacher and the client’s potential enjoyment and motivation to continue 

Pilates. This was emphasised by client, Lindsey, who described her experience of Pilates with 

another teacher, “I’ve always considered that Pilates was a good thing, it’s just that I had never 

been able to grit my teeth long enough to do it” [Lindsey, client. 572-573]. However, Lindsey’s 

view had changed with her new teacher, explaining, 

“I get cross when I can’t go so, if somebody arranges a holiday and I can’t go for three 

weeks in a row, I get peeved.  It’s now part of my life, it’s part of what I do.” [Lindsey, 

client. 585-587] 

A number of other clients also expressed how Pilates was an important part of their lives. Three 

clients described how they noticed Pilates “just builds into every day” activities [Lindsey, client. 

310]. Gwen (client), described, “If I’m out in the garden and I’m doing something I’m always 

engaged and I think about movement now” [Gwen, client. 651-654]. For client, Jackson, “uphill 

walking is great these days” because “you use the glutes that you should have been using in the 

first place” [Jackson, client. 522-525]. Lindsey (client) described a more widespread impact,  

“I try to think about what I’m doing a lot of the time so, walking or gardening or cleaning or 

whatever I’m doing.” [Lindsey, client. 299-301] 

Client, Jackson asserted that he, “can’t think of stopping now” [Jackson, client. 307], whilst 

Jasmine (client) relayed how she had “nothing bad to say” about Pilates. Instead she said, “I tell all 

of my friends about it. It really is the best thing” [Jasmine, client. 222-223]. Gwen suggested, “It’s 

sort of like a way of life really” [Gwen, client. 663], indeed, Gwen’s enthusiasm for Pilates was 

such that, “If I’d been twenty years younger I would have liked to have taught it actually” [Gwen, 

client. 448-449]. 
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5.14.4 Summary of ‘Feeling Good’ 

The theme ‘feeling good’ illustrates participants’ perceptions of the impact of Pilates. The sub-

theme ‘noticing a difference’ described how clients associated practicing Pilates with a perceived 

reduction in pain levels, related to number of episodes experienced in addition to managing acute 

flare-ups or persistent pain episodes. The perceived reduction in pain levels was associated with 

‘feeling stronger’, both physically and mentally, with both clients and teachers describing a 

perceived mental-health benefit of Pilates. ‘The feel-good factor’ portrayed participants’ 

experiences of the positive affect associated with movement, and the feeling of being stretched. 

Additionally, clients discussed their ‘enjoyment’ of Pilates, relating enjoyment to the motivation 

to continue exercising; and the majority of clients described Pilates as an important part of their 

lives, depicting both the use of Pilates in everyday activities, and also the value placed on Pilates 

itself. 
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5.15 Dynamic Interconnection of Themes 

The previous sections have presented findings in a linear progression, providing a framework for 

understanding the aspects of each theme. However, this may provide the reader with the 

impression that each theme is independent of the other, and thus a more dynamic analysis of the 

themes’ interrelations is depicted below. 

The relationship between client and Pilates teacher was initiated through the client’s choice to 

use Pilates as a management tool for their persistent low back pain. This choice appeared to be 

driven through the influence of pre-existing ‘health perceptions’. Clients attributed their back pain 

to biomechanical causes, often associated with past trauma and perceptions of ‘misalignment’. 

Exercise was considered beneficial for back pain, and the decision to choose Pilates was 

influenced by recommendations from clients’ healthcare professionals, and also media coverage 

of Pilates and ‘core strength’. However, the majority of clients expressed concern that movements 

should be carried out ‘correctly’ in order to prevent ‘putting your back out’, and therefore a 

teacher was considered essential. Clients described how ‘teacher expertise’ was an important 

factor in their choice of teacher, with ‘qualifications’ and ‘medicalised knowledge’ associated with 

confidence in the teacher’s ability to understand the client’s back pain, and to deliver an exercise 

programme that would ‘help not hinder’. Furthermore, two teachers described using their 

healthcare qualifications specifically to market their Pilates service. In addition to the influence of 

‘health perceptions’ and ‘teacher expertise’ on clients’ choice of Pilates teacher, participants also 

considered ‘convenience’ of the location and timings of the Pilates sessions to be an influencing 

factor. 

The interaction between client and Pilates teacher was composed of connected components, 

whose interplay ultimately led to a sense of the client ‘feeling good’. Participants discussed how 

the ability of the teacher to ‘remember details’ about the client and to provide ‘individual 

attention’ based on their knowledge of the client was a central component of the relationship. 

Clients placed ‘value’ on the teacher’s ‘medicalised knowledge’ and ‘qualifications’ to understand 

their specific issues, providing ‘reassurance’ to the client that alternative exercises could be 

provided to minimise aggravation of pain levels. This was perceived as creating an inclusive 

environment, whilst additionally fostering ‘active engagement’ of the client with movement. 

‘Individual attention’ was facilitated through the teacher’s use of a client-specific communication 

strategy employing observation, seeking client feedback and tailored verbal communication. 
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However, ‘being known’ depicted more than just the biomechanical understanding of a person’s 

back pain, with participants expressing a more intimate rapport, ‘describing the relationship’ as 

‘like a friend’.  In order to build this close relationship, teachers shared details of their own lives 

and showed their weaknesses. Whilst the amount of personal information shared provided 

divergent opinions concerning ‘navigating the boundaries’ amongst teachers, ‘being human’ was 

described as an essential quality of the teacher.  

The theme of ‘being known’ provided the basis for the teacher to provide ‘encouragement’ to the 

client, with the teacher being seen as a ‘cheerleader’ offering ‘positive reinforcement’ through 

verbal and tactile feedback. Participants perceived the result of this support to be ‘reassurance’, 

and the confidence to move more. However, participants perceived that a pivotal tenet of Pilates 

was achieving ‘control’ of movement through ‘correct alignment’. Whilst appearing at variance 

with descriptions of ‘active engagement’ in movement, the ‘mastery’ of an exercise lay at the 

heart of the teacher-client relationship. Underlying ‘health perceptions’ demonstrated clients’ 

views that doing an exercise ‘incorrectly’ could lead to more ‘damage’.  Clients’ choice of Pilates 

as a management tool for their back pain appeared to some degree predicated on the ‘precise’ 

nature of the method, with the teachers’ role central to the client ‘getting it right’ and achieving 

‘mastery’. Universally, participants discussed how teachers’ provided ‘correction’ to help the 

client find ‘control’ through verbal and tactile feedback. Verbal feedback was associated with 

‘positive reinforcement’, and the use of touch was regarded as helpful, with more intimate 

application suggestive of the level of ‘trust’ ascribed to the relationship.  Conversely, fieldnotes 

depicted examples of negative reinforcement, and participants used descriptive terms 

reminiscent of military-style discipline and client compliance suggestive of a directive approach to 

client instruction. However, the authority of the teacher was perceived as an integral ingredient 

for the relationship, with ‘mastery’ of ‘correct’ alignment associated with a reduction in clients’ 

perceived pain levels. 

Perceived pain levels were also central to the teacher ‘building trust’ with the client by ‘not 

making it worse’. ‘Building trust’ was associated with the teacher ‘knowing’ the client and having 

‘medicalised knowledge’, in order to provide ‘individual attention’ with sessions tailored to how 

the client was feeling. Client confidence in the teacher’s ability, coupled with ‘encouragement’ 

was perceived as decreasing the clients’ fear of movement. Thus, ‘trust’ facilitated a sense of 

‘feeling safe’, where the client felt confident to participate in ‘active engagement’ with 

movement. Additionally, ‘feeling safe’ may have been influenced by the Pilates environment with 
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some participants describing a ‘safe’ and ‘relaxing’ space as important factors for their Pilates 

experience.  

The importance of the components of ‘being known’, ‘encouragement’, ‘teacher expertise’, 

‘mastery’ and ‘trust’ to the formation of the relationship are portrayed through clients’ 

comparisons to other teachers. Clients indicated that if expectations for a knowledgeable, 

personalised and directive service was not provided they would not continue with the 

relationship. In addition, the personal nature of the relationship was indicated with client 

descriptions of how cultural differences could influence their perception of the teacher. 

The interconnected nature of the components of the relationship, and the influences upon it have 

been described above. The impact of this dynamic relationship was conceived as ‘feeling good’, 

with clients ‘noticing a difference’ in perceived pain levels and ‘feeling stronger’ both physically 

and mentally. Furthermore, clients expressed ‘enjoyment’ in doing Pilates, with ‘group dynamic’ 

influencing ‘enjoyment’ positively though the social support of regular class attendance where 

everyone is ‘in the same boat’, or negatively with ‘frustration’ about distractions.  

Across the themes, two further patterns emerged as interwoven aspects of the relationship; (1) 

time, and (2) perceptions of decreased pain levels. These patterns are portrayed above as 

integrated elements within the themes, however, considering these factors individually further 

illustrates the interconnected nature of the findings. Participants considered ‘time’ essential, with 

the continuity of regular, long-term attendance underpinning the theme of ‘being known’. 

Teachers’ skills developed with ‘time’, providing a level of ‘medicalised knowledge’ that fostered 

client confidence. This connects to ‘time’ being required to ‘build trust’, where ‘feeling safe’ to 

move was built on the confluence of the components of the relationship. Over ‘time’ the ‘group 

dynamic’ of a class was seen to provide additional social support. Furthermore, participants 

considered the length of Pilates sessions compared favourably with other healthcare 

appointments, suggesting that ‘time’ was an important factor spanning both short-term and 

longer-term aspects of temporality. The influence of ‘time’ appeared to continue towards the 

future with clients describing how Pilates was ‘part of my life’. 

The second pattern related to perceptions of decreased levels of pain. The theme ‘health 

perceptions’ demonstrated clients’ anxiety that exercise could make their pain worse if done 

‘incorrectly’. The perceived level of teachers’ ‘medicalised knowledge’ engendered client 

confidence in the teacher’s ability to provide ‘individual attention’ that minimised aggravation of 

their back pain. ‘Trust’ in the teacher allowed the client to ‘feel safe’ to move without further 
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‘damage’. Pilates was described as ‘controlled’ and ‘precise’, with the ‘mastery’ of an exercise 

contingent on ‘correction’ by the teacher to ‘get it right’. ‘Mastery’ was directly associated with 

clients’ perceptions of decreased pain and ‘feeling stronger’.  

Thus, it can be seen above that the findings demonstrate the complex, multi-faceted interaction 

that occurs during Pilates sessions, in which clients particularly value the authority of the teacher.  

 

5.16 Differences between one-to-one sessions and group class 

The data collected in this study have been extracted across participants and synthesised, as set 

out in Section 4.7. Differences between one-to-one sessions and group classes have been 

illustrated as relevant throughout the findings; however, to aid clarity a summary is provided: 

 Nine of the ten clients had experienced group classes, five clients had experienced regular 

one-to-one sessions. 

 Clients discussed elements relating to all themes, regardless of Pilates session attended, 

with the exception of one client who did not describe any elements relating to ‘Teacher 

Expertise’ (detailed in Section 5.7.3). 

 Teachers, and clients who had attended both session types, described a difference 

between one-to-one sessions and group classes when discussing ‘Individual Attention’ 

(Section 5.5.2), acknowledging that whilst individual attention was provided within a class 

setting, the level of interaction was less than a one-to-one setting. Nonetheless, clients 

attending group class spoke of the benefit of the individual attention provided, suggesting 

that this was still a recognised and valued element. 

 Some teachers and clients discussed the potential financial barrier associated with one-

to-one sessions relating to ‘Value’ (Section 5.13.2). 
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5.17 Chapter summary 

This chapter presented the findings from the study, initially providing demographic data for 

participants, followed by a contextual background situating the observer and providing an 

overview of a Pilates session. Thereafter, a descriptive account of the ten themes emerging from 

the inductive thematic analysis of the data was presented, with participant quotes and fieldnote 

extracts providing richness and context. 

Together these themes have been explored as an inter-related, dynamic process of interaction 

between teacher and client, grounded within certain health perceptions, and predicated on 

expectations of individuality, choice and expertise. The complex nature of the relationship has 

been revealed, with findings portrayed through descriptive detail. Whilst this demonstrates the 

participants’ voice and acknowledges context, it lacks a theoretical exploration of the findings. 

Thus, the following chapter provides theoretical consideration within a synthesis and 

contextualisation of the findings. 
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 Synthesis and Contextualisation  

6.1 Introduction 

The previous chapter presented the findings from an inductive thematic analysis of the data, 

identifying ten themes associated with the relationship between Pilates teachers and clients with 

persistent low back pain. Whilst this has demonstrated various inter-related characteristics of the 

relationship, in order to identify which of these characteristics relate to components of the 

relationship, or influences upon it, a synthesis with wider research literature is presented below. 

Findings are initially situated within the Pilates-specific literature, and subsequently within 

literature pertaining to therapeutic relationships in physical therapy contexts. From this 

evaluation, the components of the relationship between Pilates teachers and clients with 

persistent low back, and influences upon it, are identified within a taxonomy based in research 

literature, with areas of similarity and divergence highlighted. 

Thereafter, divergent characteristics are contextualised using a social constructionist lens to 

illuminate potentially distinctive components within a socio-cultural background, thus providing 

the basis for an understanding of the nature of the relationship, and whether it may be 

considered therapeutic. The final section relates assertions regarding the nature of the 

relationship between Pilates teachers and clients with persistent low back pain within wider 

theoretical perspectives of the therapeutic relationship. 

6.2 Situating findings within the literature 

6.2.1 Situating findings within the Pilates literature 

This study is the first to specifically explore the relationship between Pilates teachers and clients 

with persistent low back pain; however, two previous studies have provided evidence of relational 

elements within the scope of wider research and have been reviewed in Section 2.4.1. Findings 

from the current study will be now be considered in relation to this research in order to establish 

areas of similarity or divergence.  

Allen’s (2014) investigation into the scope of Pilates in the UK provided evidence for the perceived 

importance of the teacher-client relationship. Whilst the broader research focused on establishing 

the demographics of clients attending Pilates, data concerning the use and effects of Pilates 
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revealed a number of findings relating to aspects of the teacher-client relationship. The study 

highlighted the importance of Pilates as an individualised form of exercise with adaptations 

provided by the teacher. Teachers described how awareness of clients’ expectations, concerns 

and fears was fundamental to trust and client confidence, and considered communication skills to 

be central in building a working relationship with encouragement, positive feedback and tactile 

feedback discussed as elements of the ‘therapeutic alliance’ (Allen 2014). In addition, teachers 

linked personalised adaptations with empowerment and the view that clients should take 

responsibility (Allen 2014). These views link to the current study, showing similarity with sub-

themes and themes of ‘Individual Attention’, ‘Encouragement’ and ‘Trust’ described above in 

Chapter 5. 

Additionally, clients considered teacher expertise a key facilitator to Pilates, whereby teachers 

with healthcare qualifications were perceived to have increased levels of knowledge, with some 

participants relating this to perceptions of trust in the teacher and of feeling safe (Allen 2014).  

These views echo the theme of ‘Teacher Expertise’ and the interconnected nature of themes 

portrayed in Chapter 5 above. Interestingly, the teachers in Allen’s (2014) focus group described 

the negative impact of qualifications, associating perceived inadequate training with potential 

client injury. In contrast, the current study demonstrated client concern with the same issue. The 

lack of teacher comment in the current study may have been due, in part, to the nature of the 

semi-structured interview questions which focused on the personal interaction, rather than 

Pilates as a whole. 

Client education was described in relation to biomechanical understanding, postural awareness 

and the use of exercises for core stability to manage ‘flare ups’ in long-term conditions (Allen 

2014, p32). In addition, ‘corrective feedback’ was considered ‘paramount’ for those with long-

standing conditions (Allen 2014, p34), with clients revealing concern surrounding the potential for 

doing exercises incorrectly, expressing how the corrective feedback from the teacher was a 

beneficial component of Pilates. These elements can be related to the findings of the current 

study within the sub-themes of ‘Comprehension’, ‘Control’ and ‘Correction’ in the theme of 

‘Mastery’, and resonate with the ‘Biomechanical Reasons for Back Pain’ described above in 

‘Health Perceptions’. Interestingly, teachers in Allen’s (2014) study asserted that individualised 

corrective feedback distinguished Body Control Pilates teachers from those teaching in larger 

classes in leisure centres. In the current study, similar views were described by teachers from a 

variety of training backgrounds. 
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Comparable to the findings from the current study, teachers described the ‘Group Dynamic’ as a 

supportive social network with “Pilates as the focus” (Allen 2014, p35). Additionally, data from the 

client focus group demonstrated clients’ long-term commitment to Pilates, despite the financial 

and time barriers, suggesting a similarity with the sub-themes of ‘Value’ and ‘Convenience’ in the 

current study. In considering the effect of Pilates, participants asserted improvements in posture 

and core stability, with teachers emphasising the role of Pilates in increasing a client’s confidence 

to move and facilitating a sense of overall well-being, whilst clients also described feeling 

stronger, and having less pain. These findings echo the sub-theme of ‘Reassurance’ and the theme 

‘Feeling Good’ in Chapter 5. 

Figure 49 provides a diagrammatic representation of commonality between the findings of the 

current study, and Allen’s (2014) research. For clarity, it should be noted that the named themes 

and subthemes in the diagram are taken from the inductive analysis of the current study, with 

highlighted themes and subthemes representing areas of similarity to existing research.  
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Figure 49. Similarities between findings and study by Allen (2014) 
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In contrast to Allen’s (2014) approach, Scarpellini (2013) sought to understand the 

psychotherapeutic concept of transformation within teacher-led structured exercise, through an 

Interpretive Phenomenological Analysis of clients’ experiences of Pilates. Within this analysis, 

elements relating to ‘intense relationships’ with the teacher were elucidated. The descriptions of 

clients’ experience of classes placed value on the teachers’ skills and expertise, and the clients’ 

‘felt’ relationship with the teacher (Scarpellini 2013, p73). Similarity to the current study’s sub-

themes ‘Comprehension’ and ‘Medicalised Knowledge’ are demonstrated within descriptions of 

transformative learning experiences,  

“I couldn't move the arm in the way she wanted me to do it, and we spent quite a while 

taking in fairly technical terms about what she wanted.” (Scarpellini 2013, p76) 

Scarpellini (2013, p77) states this learning experience may provide a transformative “light-bulb 

moment” where the client feels in a safe environment to receive corrective feedback from the 

teacher. Additionally, four participants highlighted how differences in teachers’ approaches could 

affect the sense of safety they perceived with the teacher, highlighting similarities within the sub-

themes above of ‘Correction’, ‘Choosing Pilates’ and ‘Feeling Safe’ from the current study. 

Furthermore, participants described the interpersonal relationship with the teacher, describing a 

“connection” with their teacher, where the teacher “remembers things” and the client feels 

recognised as an individual (Scarpellini 2013, p82); suggestive of a similarity to the sub-theme in 

the current study of ‘Remembering Details’. One participant alluded to a sense of intimacy within 

the relationship, describing how the teacher observed his body closely and used touch as 

feedback. Scarpellini (2013) posits that this level of scrutiny necessitates feelings of connection, 

safety and trust, echoing participant views of ‘Trust’ in the findings in Chapter 5. Interestingly 

though, the client alludes to the presence of a power asymmetry here, describing how the 

teacher sought consent for the use of touch at the beginning of the relationship. Scarpellini (2013) 

contends that the client is invited to grant or decline the teacher authority to use tactile feedback, 

although this appears to pertain only to the initial interaction. In the current study, whilst tactile 

correction was discussed as an important and beneficial aspect of the teacher’s role, there was no 

discussion surrounding consent and fieldnote observations provided no record of consent 

requests prior to the use of touch. 

The nature of the relationship between client and teacher is portrayed with two client accounts 

describing the relationship as a friendship (Scarpellini 2013). One participant described how the 

relationship had grown closer over time, with the client caring about the details of the teacher’s 
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life, whilst the other participant tempered their description, adding that the friendship came with 

“a level of professionalism” (Scarpellini 2013, p81). Scarpellini (2013) suggests potential 

ambivalence regarding the significance of the relationship, which echoes the juxtaposition within 

the theme of ‘Professional Identity’ in the current study.  

Scarpellini (2013) posits that Pilates classes had a transformative role in shaping clients’ emotional 

attitudes towards their body and behaviour, leading to a sense of empowerment and enjoyment, 

supportive of the findings above in ‘Active Engagement’ and ‘Enjoyment’. Moreover, extracts 

denote that mastery of postural alignment and “being able to control muscles” (Scarpellini 2013, 

p91) predicated this transformation, supporting the significance of the theme ‘Mastery’ and its 

associated sub-theme of ‘Control’. 

Figure 50 presents areas of similarity between findings from the current study and Scarpellini’s 

(2013) research, followed by Figure 51 depicting commonality between all three studies. 
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Figure 50. Similarities between findings and study by Scarpellini (2013) 
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Figure 51. Similarities between findings and studies by Allen (2014) and Scarpellini (2013) 
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Considering the findings of the current study within the context of the Pilates literature, broad 

congruence may be observed relating to elements perceived as important to the relationship 

between Pilates teachers and clients, as shown in Figure 51. All the elements relating to the 

theme of ‘Mastery’ were described in both previous studies, suggesting the significance of 

‘Comprehension’, ‘Control’ and ‘Correction’ as key tenets of Pilates, with the teacher’s role 

fundamental to the attainment of mastery. This is particularly interesting given the different aims 

and designs of the studies. Allen (2014) used qualitative focus groups, followed by large-scale 

survey questionnaires to gather date relating to examine the use and effects of Pilates in the UK, 

with an emphasis on demographic analysis. In contrast, Scarpellini (2013) used Interpretive 

Phenomenological Analysis to investigate Pilates as an arena for transformation and psychological 

well-being, with thick descriptions from eight participants describing their lived experience of 

Pilates classes. The current study used an ethnographically-informed design to specifically explore 

the relationship between Pilates teachers and clients with persistent low back pain, with a focus 

on understanding the social meanings of everyday interactions. Despite these differences, all 

three studies portrayed the elements of ‘Mastery’, suggesting the centrality of this theme within 

Pilates. 

Allen (2014) and Scarpellini’s (2013) studies showed similarities to a further six themes, relating 

findings to a variety of sub-themes, but lacked overall concordance. It is interesting to note the 

disparity relating to three themes, with Scarpellini’s (2013) study providing similarities to findings 

in ‘Professional Identity’, and Allen’s (2014) research highlighting elements of ‘Social Influences’ 

and ‘Service Perceptions’. This divergence may be due to the differing nature of each study’s aims, 

with Scarpellini (2013) seeking to explore the client’s personal experience of Pilates, whilst in 

contrast, Allen (2014) sought a much wider perspective of facilitators and barriers to the use of 

Pilates.  

The previous studies (Scarpellini 2013; Allen 2014) provided no equivalence to the sub-themes 

‘Pilates Knowledge’ within ‘Teacher Expertise’, or ‘Environment’ and ‘Cultural Differences’ in 

‘Social Influences’. It may be that teacher knowledge of Pilates is an implied expectation, or is 

bound within broader references to teacher expertise. It is interesting to note that environment 

was not discussed as a potential facilitator or barrier to Pilates in Allen’s (2014) study, whereas in 

the current study this was commonly discussed as an influence on Pilates experience. However, 

the scope of Allen’s (2014) research was primarily focused on gathering data related to teacher 

and client characteristics, with only one teacher question asking about barriers to attendance, and 

one client question exploring negative experiences of Pilates before or after class. Thus, the 
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structure of the questions may not have elucidated wider influences on experience. In considering 

‘Cultural Differences’, Scarpellini’s (2013) phenomenology revealed how clients differentiated 

‘good’ teachers based on expectations of shared values, similar to the current study’s findings, 

however it is not clear if participants had experienced teachers from different cultures to 

themselves. 

Two recent studies (Gaskell et al. 2019; Gaskell and Williams 2019) explored client and Pilates-

trained physiotherapist perceptions of Pilates group classes for people with chronic 

musculoskeletal pain, and whilst neither study discusses the relationship between the teacher 

and client, participant perceptions demonstrate some similarities with the current study. Pilates-

trained physiotherapists described the importance of the clients understanding “good posture… 

good alignment and core strength” (Gaskell et al. 2019, p210) in order to self-manage their 

condition; additionally relating that correction of exercises was key in ensuring the client’s correct 

performance. Furthermore, both studies (Gaskell et al. 2019; Gaskell and Williams 2019) describe 

the teachers’ provision of individualised exercises, with Gaskell and Williams (2019, p59) relating 

this to clients “being in control of, and understanding the right way to exercise as a therapeutic 

intervention”. Resonance may be seen here with the sub-themes of ‘Comprehension’ and 

‘Control’, and the theme of ‘Individual Attention’ in the current study. Interestingly, both studies 

(Gaskell et al. 2019; Gaskell and Williams 2019) associate the provision of individualised exercises 

specifically to the teacher’s professional status as a physiotherapist, with Gaskell et al. (2019, 

p212) concluding “physiotherapists are seen to be experts in movement and exercise… and are 

the ideal professionals to promote, guide and prescribe group and individualized exercise”. These 

descriptions show some similarity with the sub-theme of ‘Qualifications’ in the current study, but 

also highlight divergence from the general theme of ‘Teacher Expertise’ where clients perceptions 

of ‘expertise’ appeared to relate more to the use of medical terminology than the teachers’ 

background. 

In summary, findings from the current study support previous Pilates-specific research, 

particularly where relational aspects have been recorded as part of wider findings. Further 

synthesis is provided below by situating the findings within the broader physical therapy 

literature. 
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6.2.2 Situating findings within a wider context 

The literature search in Chapter 2 revealed the scant Pilates-specific literature relating to the 

relationship between Pilates teachers and clients, leading to a wider literature review 

encompassing relevant articles in the field of physical therapy. As described in Section 1.8. 

physical therapists may use Pilates as a management tool for low back pain (Cuddy and Gaskell 

2020; Giannakou and Gaskell 2020), therefore this body of literature is used to provide a 

conceptual comparator to address the research question relating to the identification of the 

components of the relationship between Pilates teachers and clients with persistent low back 

pain. This knowledge may, in turn, further understanding on how low back pain management with 

Pilates may impact outcomes. 

 Given the emerging nature of the research in this area, only a handful of articles have reviewed 

the evidence relating specifically to the conceptual analysis of the therapeutic relationship in the 

physical therapy literature to determine the characteristics of, and influences on the relationship. 

The findings from these reviews will be briefly summarised before considering similarities and 

differences with the findings of the current study, alongside synthesis within the broader 

literature.  

Besley et al. (2010) conducted a  literature review of 16 articles across a broad range of 

physiotherapy clinical specialties to identify core components of the therapeutic relationship 

(participant numbers were not reported). A literature review differs from a systematic review in 

that it lacks specific procedural guidelines, therefore systematic searching and quality assessment 

may or may not be conducted, and analysis may be conceptual, thematic or chronological (Grant 

and Booth 2009). The review included four theoretical / discussion articles, one descriptive study 

and 11 qualitative studies exploring therapist and patient perceptions, with the inclusion of non-

empirical literature hampering quality assessment. Findings reported eight core themes: (1)  

patient expectations of treatment and outcome; (2) personalised therapy, with ‘holistic practice’ 

involving understanding the context of the person’s whole situation; (3) partnership, including 

trust, mutual respect, knowledge exchange, mutual power balance, collaboration and active 

involvement; (4) physiotherapist roles and responsibilities, in particular activating the patient’s 

own resources, and being a motivator and educator; (5) congruence, with agreement on goals, 

problem identification and treatment; (6) communication, including verbal communication, active 

listening and visual aids; (7) relational aspects, comprising friendliness, caring, warmth and 

empathy; and, (8) influencing factors relating to external factors in the provision of physiotherapy 

care, the skills and competence of the physiotherapist, and patient characteristics. Whilst this 
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review provides the earliest synthesis of literature relating to the components of the therapeutic 

relationship in the physical therapy field, the variable quality of the included studies, plus 

methodological limitations of the review leave conclusions open to bias (Grant and Booth 2009).  

These findings were mirrored and expanded in Babatunde et al.’s (2017) broad scoping review of 

130 articles, totalling 7018 participants, exploring physical therapy and occupational therapy 

literature to describe the research investigating therapeutic relationship in musculoskeletal 

rehabilitation settings. One aspect of the review reported a narrative synthesis mapping core 

themes pertaining to the therapeutic relationship. Eight themes emerged: (1) congruence, with 

agreement on goals, tasks and problem identification; (2) connectedness, encompassing a 

perceived good relationship including friendliness, empathy, warmth, caring and genuine interest; 

(3) communication, including non-verbal and listening skills, clear information, visual aids and 

positive feedback; (4) expectations of therapy and outcomes; (5)  individualised therapy, 

comprising responsiveness and holistic practice; (6) influencing factors such as external factors, 

therapist skill, competence and personal characteristics, as well as patient characteristics; (7) 

partnership, including trust, respect, mutual understanding, knowledge exchange, power balance  

and active involvement; and, (8) roles and responsibilities of the therapist in activating the 

patient’s resources and being a motivator. The most reported aspects of these themes comprised 

listening skills (30%), agreement on goals (24.6%) and therapist skills, competence and experience 

(23.1%). Themes and associated subcategories are shown in Figure 52 for further detail. This 

scoping review presents a broad range of literature demonstrating the nature and extent of 

research in physical and occupational therapy relating to the therapeutic relationship; however, 

the lack of quality assessment may be considered a limitation (Pham et al. 2014). The lack of 

details regarding how data were analysed and interpreted for the narrative synthesis also limits 

these findings (O'Dwyer and Bernauer 2013).  
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Figure 52. Core themes associated with the therapeutic relationship – Babatunde et al. (2017) 
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In a qualitative systematic review and meta-synthesis (O'Keefe et al. 2016) of 13 qualitative 

studies, including 253 patients and 78 physical therapists,  patients’ and physical therapists’ 

perceptions of factors influencing the patient-therapist interaction in musculoskeletal settings 

were examined. From a thematic synthesis four themes emerged: (1) physical therapist 

interpersonal and communication skills, including active listening, empathy, friendliness, 

encouragement, confidence and non-verbal communication; (2) physical therapist practical skills, 

encompassing patient education and therapist expertise and training; (3) individualised patient-

centred care with patient preference takin into consideration; and, (4) organisational and 

environmental factors, relating to time  and flexibility with patient appointments and care. Figure 

53 provides further details of themes and codes applied to the data. The authors of the review 

(O'Keefe et al. 2016) acknowledged that methodological limitations of included primary studies 

may have affected the credibility, dependability and transferability of the results, and the review 

may have been strengthened with further details reporting how concepts were synthesised across 

studies, and with the inclusion of quotes from primary studies (Munthe-Kaas et al. 2018). 

 

Figure 53. Factors influencing patient-therapist interactions – O’Keefe et al. (2016) 
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Kinney et al. (2018) conducted a systematic review of seven studies, with 480 participants. Within 

the review, four observational studies, totalling 105 participants, identified factors influencing the 

therapeutic relationship between physical therapists and patients with chronic musculoskeletal 

pain as part of the findings (see Section 1.8 for further details). Three studies (Harman et al. 2014; 

Bunzli et al. 2016; Wilson et al. 2017) reported factors positively influencing the therapeutic 

relationship, included a trusting relationship, individualised treatment, rapport, support, 

communication, and acknowledging the patient as an individual. Negative influences were 

reported from one study (Burns et al. 1999) as patient hostility, depression and anger expression. 

Limited number of studies, and the low quality of the review suggest findings should be 

interpreted with caution. A summary of the reported influencing factors is presented in Figure 54. 

 

Figure 54. Factors influencing the therapeutic relationship – Kinney et al. (2018) 
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Being known and individualised therapy 

In the current study, the theme ‘Being Known’ comprised the teacher ‘Remembering Details’ 

about the client, and providing ‘Individual Attention’ through exercise adaptation. Similarities may 

be seen with the wider literature, where ‘individualised treatment’ has been highlighted as a 

characteristic of the therapeutic relationship across multiple studies (Besley et al. 2010; O'Keefe 

et al. 2016; Babatunde et al. 2017; Kinney et al. 2018). Babatunde et al. (2017) expands this 

theme with two key constructs: ‘holistic practice’, acknowledging the patient-as-person; and 

‘responsiveness’, with the therapist addressing the patient’s individual needs.  

‘Holistic practice’ relates to the context of the whole person being taken in to account by the 

therapist, including understanding the patient’s culture, background, life experience and beliefs, 

with value placed on the physiotherapist remembering the details of previous sessions 

(Babatunde et al. 2017). The findings of the current study show similarity with the sub-theme of 

‘Remembering Details’, where the teacher’s ability to recall diverse details about the client was 

considered fundamental in ‘knowing’ the client. Whilst the current study echoes wider findings 

with the client feeling able to tell the teacher intimate details of their life, the skill of ‘knowing’ a 

client was also strongly related to the client’s body, with value placed on the teachers’ abilities to 

distinguish subtle changes. The construct of ‘responsiveness’ was also related to ‘individualised 

treatment’  with individual needs being addressed, even within a group setting (Babatunde et al. 

2017). O’Keefe (2016) reported that patients felt a stronger bond with the therapist when 

treatment was personalised, and appreciated the therapists’ efforts to adapt treatment when 

difficulties arose. These findings show similarity to the current study’s sub-theme of ‘Individual 

Attention’ with the provision of tailored exercises dependant on how the client felt in order to 

minimise aggravation of a client’s pain levels.  

The theme of ‘Being Known’ also echoed the wider literature, where understanding and getting to 

know the patient, alongside personalised care were considered important from the patients’ 

perspective. A good quality systematic review (Slade et al. 2014) of 12 qualitative studies, with a 

total of 398 participants, explored patient beliefs and perceptions about exercise for persistent 

low back pain, identifying four main themes: (1) perceptions and classification of exercise; (2) role 

and impact of the health professional; (3) exercise and activity enablers/facilitators; and, (4) 

exercise and activity barriers. Participants expressed the importance of feeling known and 

understood, with the provision of individualised exercise with supervision and feedback. 
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A systematic review (Hopayian and Notley 2014) of 28 qualitative studies (participant numbers 

not given) explored the expectations and experiences of healthcare of people with low back pain 

and sciatica receiving primary or secondary care across a range of disciplines. A thematic content 

analysis revealed nine themes, including personalised care with tailored treatments and an 

understanding the context of the patient’s life. Understanding was also seen as essential to the 

patient-practitioner relationship, alongside empathy (Hopayian and Notley 2014). Whilst the 

quality of the included primary studies was considered high, synthesis of qualitative studies has 

been criticised as it removes data from their context (Thorne 2016); however, Hopayian and 

Notley (2014) assert that the similarity of findings across a range of healthcare settings 

strengthens transferability. Similar findings were reported in a scoping review (Chou et al. 2018) 

of 43 articles, with over 7500 participants, exploring patients’ perceived needs of healthcare 

providers for low back pain management. The study identified four areas of need including: (1) 

desirable characteristics of healthcare providers; (2) the need for information regarding low back 

pain; (3) the need for certain aspects of care; and, (4) perceived barriers to care. Aspects of care 

included the need for holistic, personalised, emotionally supportive and encouraging healthcare, 

with desirable characteristics of practitioners including the need for understanding and empathy 

(Chou et al. 2018). This scoping review was strengthened with the addition of a quality 

assessment of included studies (Pham et al. 2014) considering the potential risk of bias relating to 

recruitment strategies and data collection in both quantitative and qualitative studies included in 

the review. 

Findings from current study emphasised ‘Being Known’ in terms of the client feeling 

acknowledged and understood as a person, but the wider literature shows understanding linked 

with empathy, as understanding requires that a person takes in to consideration the individuality 

of the other (Hopayian and Notley 2014; Chou et al. 2018). Empathy is considered an essential 

component of all helping relationships (Mercer and Reynolds 2002), yet definition remains 

elusive, with a lack of consensus in the literature (Fernandez and Zahavi 2020). Mercer and 

Reynolds (2002) define clinical empathy as the ability to: (1) understand the patient’s situation, 

perspective and feelings (and their attached meanings); (2) communicate that understanding and 

check its accuracy; and, (3) act on that understanding with the patient in a helpful (therapeutic) 

way. It is generally agreed that empathy begins with interpersonal understanding, yet debate 

surrounds how this understanding may be achieved through affective or cognitive processes 

(Hardman and Howick 2019). Affective empathy involves the subjective experiencing of another’s 

emotions, whereas cognitive empathy encompasses an objective identification and understanding 

of another’s feelings and perspective (Morse et al. 1992). Concern has been raised that affective 
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empathy may leading to over-identification with the patient (Morse et al. 1998), and may 

motivate biased and irrational actions (Bloom 2017), with an emphasis placed instead on the use 

of cognitive empathy within healthcare (Hojat 2016); however, Halpern (2001) contends that an 

emotional resonance between patient and healthcare professional is at the heart of clinical 

empathy. Fernandez and Zahawi  (2020, p4) dissolve the distinction using a phenomenologically-

based concept of ‘basic’ empathy as “an experiential engagement with the other that recognizes 

and preserves the self-other difference”.  

Practitioner empathy has been associated with increased patient enablement, adherence, 

satisfaction, reduced depression and increased quality of life (Derksen et al. 2013; Howick et al. 

2018). A systematic review (Derksen et al. 2013) of seven studies, including 3227 participants, 

considered the effectiveness of empathy in general practice. Results reported positive 

associations between empathy and patient satisfaction, adherence, reduced levels of anxiety and 

changes in physiological measures. Results should be interpreted with caution however, owing to 

limited reporting of the literature search strategy and no discussion considering the risk of bias of 

included studies (Viswanathan et al. 2018). A more recent, good quality systematic review and 

meta-analysis (Howick et al. 2018) of 28 randomised controlled trials, with a total of 6017 

participants, examined the effect of empathic and positive communication in healthcare 

consultations. Studies included those with empathy and expectation interventions where positive 

communication was designed to promote positive patient expectations. Results for the empathy 

intervention studies demonstrated a small patient benefit (SMD -0.18, 95% CI: -0.32 to -0.03, 

I2 = 55%). Sub-group analysis of three trials investigating the effects of empathic care on 

persistent pain reported a non-statistically significant benefit (SMD -0.05, 95% CI: -0.32 to 0.22, 

I2 = 61%); however, limitations relating to risk of bias in the primary studies may have impacted 

results.  

Neumann et al. (2009) have proposed an explanatory model for how clinical empathy may 

achieve improved outcomes. Expanding on Squier’s (1990) model of empathic understanding, 

Neumann et al. (2009) posit that empathic communication encourages the patient to provide 

more detailed information to the practitioner, leading not only to a more accurate diagnosis, but 

also to enhanced understanding of patient needs, and the individualisation of communication and 

treatment. As a result, the patient feels listened to and acknowledged as an individual, and to feel 

their thoughts and feelings are validated. The impact of clinical empathy is hypothesised as 

improved short and long-term health outcomes (Neumann et al. 2009).  
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Whilst findings of the current study show some similarity with the concept of empathy, where the 

theme ‘Being Known’ demonstrated the importance of the client feeling understood and 

acknowledged as an individual, further research is indicated to explore what aspects of empathy 

are utilised within the Pilates relationship.  

Encouragement and communication skills 

The communication strategies used by Pilates teachers in the current study encompassed verbal 

and non-verbal strategies. Teachers used positive feedback and used client-centred language to 

provide ‘Encouragement’ and promote reassurance, which led to the active engagement of the 

client. 

Findings from the current study portrayed the perceived importance of ‘Encouragement’ as a 

communication strategy, sharing similarity with the wider literature. Results from a scoping 

review (Chou et al. 2018) of 43 articles exploring the literature regarding patients’ perceived 

needs of healthcare providers for low back pain management identified desirable characteristics 

of healthcare providers to be good communication and listening skills, with an encouraging 

communication style preferred. Communication skills have been emphasised as central to the 

therapeutic relationship within physical therapy settings (Besley et al. 2010; O'Keefe et al. 2016; 

Babatunde et al. 2017; Kinney et al. 2018) with various verbal and non-verbal skills reported such 

as positive feedback, clear information, listening skills and visual aids.  

Communication, therefore, relies not just on what is said but also the manner in which it is said, 

through the interplay of verbal and non-verbal factors (Roberts and Bucksey 2007), referred to as 

interaction styles (Pinto et al. 2012). A systematic review (Pinto et al. 2012) of 12 cross-sectional, 

observational studies, including 9286 patients and 349 clinicians2, investigated communication 

factors correlated with constructs of the therapeutic relationship. Study settings included primary, 

secondary and tertiary care, with participants presenting with a wide variety of conditions. The 

Verona Medical Interview Classification System, considered a reliable and valid tool (Piccolo et al. 

2005), was used to categorise communication factors from the included studies to five categories: 

(1) information gathering, through open and closed questioning; (2) patient facilitating, with the 

use of transitions and conversation; (3) patient involving, through asking the patient for 

information or clarification; (4) patient supporting, with the clinician agreeing with or reassuring 

                                                             

2 Not all studies reported number of participants 
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the patient; and, (5) patient education, through provision of information and instructions 

regarding illness management.  

Results from the Pinto et al.’s (2012) analysis identified 36 interaction styles, with 20 categorised 

as both patient facilitating and patient involving, nine as patient education and seven as patient 

supporting. All factors associated with patient supporting interaction styles, and most associated 

with patient facilitating and involving styles, showed large positive associations with the 

therapeutic relationship as measured by communicative success, agreement, trust and rapport. 

Elements most strongly associated with the therapeutic relationship included the clinician being 

comforting and caring, being communicative and asking the patient questions, suggesting that 

emotional support may be of importance in building a therapeutic relationship (Pinto et al. 2012). 

A meta-analysis was not carried out due to the heterogeneity of included studies, therefore the 

magnitude of any association could not be accurately assessed. Additionally, aspects relating to 

the therapeutic relationship may vary dependent on symptoms (e.g. acute versus chronic) and 

setting (e.g. hospital inpatient versus general practice), thus a direct comparison may not be 

commensurate, potentially limiting results. The review may also have been strengthened with 

additional reporting of how the researchers were trained to use the Verona Medical Interview 

Classification System to classify data from primary studies, as there may be ambiguity in coding 

more subtle interactions, such as vague expressions of emotion (Stone et al. 2012). 

The use of positive reinforcement as a communication strategy in the current study shows 

similarity with a patient supporting interaction style, with fieldnotes demonstrating the use of 

agreement, reassurance and support. This communication style was perceived by clients as 

promoting feelings of reassurance and confidence to move. Furthermore, the sub-theme of 

‘Feeling safe’ described perceptions of trust in the teacher leading to increased confidence to 

move, linking with the sub-theme of ‘Reassurance’ and demonstrating the dynamic inter-

connections across the findings. 

Care guidelines for low back pain recommend the use of reassurance and encouragement of 

physical activity (Almeida et al. 2018), and may therefore be considered of key importance. Holt 

and Pincus (2016, p2) define reassurance as “any behaviour by a physician which could lead to 

reduced worry in a concerned patient”, and further categorised as affective and cognitive 

reassurance. Addressing the different factors associated with these categories, Holt and Pincus 

(2016) propose a conceptual map based on the model by Coia and Morley (1998). Affective 

reassurance is associated with: generic reassurance (such as encouragement, praise and positive 

reinforcement); showing caring and empathy by conveying genuine interest, understanding and 
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acceptance with active listening; building a relationship through a warm and friendly personal 

bond; showing strength, dependability and confidence; and, providing a clear message that 

uncertainty is manageable. Cognitive reassurance is associated with: giving information regarding 

aetiology, prognosis and treatment; checking the patient understands the information and has 

the chance to ask questions; checking the patient agrees with the diagnosis and treatment, 

engaging the patient in decision-making; and providing individualised information based on the 

patient’s ‘whole story’. 

Findings from the theme ‘Encouragement’ in the current study demonstrate similarity with 

elements associated with affective reassurance, with encouragement seen as important by 

participants, and praise and positive reinforcement frequently evidenced in fieldnotes. 

Additionally, the theme ‘Being Known’ suggests clients felt understood by their teacher, and the 

sub-theme ‘Being Human’ portrays the warmth and friendliness of the bond perceived by 

participants.  

Research investigating the relationship between reassurance and patient outcomes shows that 

affective and cognitive reassurance may have differing influences. A systematic review (Pincus et 

al. 2013) of 16 studies, including 5373 participants, examined prospective cohorts in primary care 

that measured patient-practitioner interactions with reference to patient outcomes. Findings 

suggested that cognitive reassurance was associated with improved outcomes immediately after 

the consultation and at follow up, including improved symptoms, higher levels of patient 

satisfaction and enablement, and a reduction in concerns. Conversely, affective reassurance may 

improve patient satisfaction, but was associated with higher symptom burden and less 

improvement at follow up. The review authors (Pincus et al. 2013) caution that findings may have 

been impacted by another variable, such as risk of poor outcome, leading to the use of more 

affective reassurance, and call for further research. Additionally, further details clarifying whether 

study selection was performed in duplicate may have strengthened this review (Moher et al. 

2009). 

A theoretical explanation for the apparent difference between type of reassurance provided and 

outcome is provided by Coia and Morley (1998), suggesting that whilst affective reassurance may 

provide an immediate reduction in patient anxiety, this may lead to a decrease in the patient’s 

engagement with cognitive reassurance, with a resultant dependency on the practitioner. This 

point is of interest when considering the sub-theme of ‘Taking Responsibility’ in the current study, 

where teachers expressed frustration with clients who failed to take ‘ownership’ for the 

management of their back pain. Further research to determine how teachers use affective and 
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cognitive reassurance would provide clarification on how reassurance may impact outcomes in 

Pilates.  

There are also noticeable differences between the findings of the current study and the physical 

therapy literature. ‘Active listening’ was reported as one of the most represented aspects of 

communication skills within physical therapy settings (Besley et al. 2010; O'Keefe et al. 2016; 

Babatunde et al. 2017). Active listening “requires intentional effort to attend to a client’s verbal 

and non-verbal cues” (Watanuki et al. 2006, p39) and has its roots in psychotherapy (Rogers 

1951), emphasising listening as a means to understand the meaning underlying the content of 

what is being said. Active listening requires the use of a number of strategies, including: paying 

attention and maintaining eye contact; showing attentive listening with non-verbal behaviours 

such as nodding, smiling or encouraging non-verbal utterances; providing feedback through 

reflection or paraphrasing; deferring judgement by letting the person finish speaking and 

refraining from counter-arguments; and, responding appropriately with openness and respect 

(Watanuki et al. 2006).  

In the current study specific mention of teacher listening skills was absent. This dissimilarity may 

be due to the differing nature of a Pilates session compared to a physical therapy appointment. 

‘Active listening’ is considered essential in the management of low back pain in physiotherapy, 

where history taking and evaluation lead to the development of a diagnosis (Moffett and McLean 

2006). Whilst Pilates may be used by healthcare and non-healthcare practitioners, there is a clear 

distinction with regards to scope of practice, where it is beyond the role of a Pilates teacher to 

diagnose (Robinson 2010). Moreover, Pilates sessions (as described in Section 5.3.2) include only 

brief periods where dialogue is the only activity, with Pilates exercises being performed 

continuously for most of the session. Therefore, there is potentially little expectation for periods 

of ‘active listening’, particularly within a group class environment. Within a private Pilates session, 

most of the dialogue continues whilst the client is moving, with the teacher also changing their 

position frequently. The client may therefore be unable to see, or not expect, the usual body and 

facial cues of an ‘active listener’, such as eye contact, nodding head and open posture (Watanuki 

et al. 2006).  

Additionally, the purpose of touch may be considered a difference between the findings of the 

current study and the physical therapy literature. In the current study touch was specifically used 

to provide tactile feedback, either encouraging the client or providing corrective positioning, in 

contrast to ‘hands-on’ therapy, where touch may be used as an active intervention (Roger et al. 
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2002). Roger et al. (2002) provide a conceptual framework for the types and purposes of touch 

used in physiotherapy, describing eight types of touch, outlined in Table 21 below. 

 

Table 21. Types of touch used in physiotherapy (Roger et al. 2002) 

Types of touch used in physiotherapy (Roger et al. 2002) 

Type of touch Purpose of touch 

Assistive touch To provide physical help to a patient  

e.g. active-assisted range of movement 

Building rapport To build a relationship with a patient 

e.g. a hand-shake 

Caring touch To comfort and encourage  

e.g. a pat on the back 

Perceiving information To gain information about patient’s symptoms 

e.g. palpation during evaluation 

Preparation To prepare a patient for treatment. Considered 

non-therapeutic 

e.g. draping a towel over the patient 

Providing information To convey a message to the patient 

e.g. showing a patient how to perform an 

exercise correctly 

Security To provide a feeling of safety or reassurance 

Therapeutic intervention Task-oriented, to provide the intervention 

e.g. manipulation or massage 

 

The nature of touch used in Pilates was not determined in the current study, but given the 

descriptions and observations of its use, it may align with categories of touch such as assistive 

touch, providing information and security (Roger et al. 2002), although further research is needed 

to determine the types and purposes of touch in Pilates settings. Interestingly, Roger et al.’s 
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(2002) categories almost exclusively describe technical or cognitive aspects of touch, or gnostic 

touch, where the body is viewed from an objective, bio-anatomical perspective, thus enabling the 

ethical use of touch for data collection and treatment (Bjorbækmo and Mengshoel 2016). This use 

of touch may be considered in-line with accepted views of professional touch (Paterson 2007). An 

alternate view is provided by Nicholls and Gibson (2010, p499) who argue that limiting the use of 

touch to a biomechanical perspective was the “most potent device deployed in the… quest for 

legitimacy” in the field of physiotherapy, suggesting that wider socio-cultural influences might 

have shaped how we perceive the use of touch. 

The findings from the current study provide evidence for the use of touch by Pilates teachers as a 

means of data-collection, with teachers’ describing how they used tactile cueing to verify that the 

client was doing an exercise correctly; however, touch was also described as providing the 

opportunity for kinaesthetic learning. The teacher’s hand provided proprioceptive feedback 

enabling the client to better discern their body positioning, but beyond this mechanistic view of 

tactile feedback, Merleau-Ponty (1982) considered touch and movement as creating a dialogue 

and common ground between two people. Here, touch may be viewed as a sense of 

communication where, 

“touch reaches beyond cutaneous sensation to encompass a range of affective, 

emphatic, metaphorical and other meanings. Through touching others and being 

touched, people are brought into proximity in ways more complex than simple 

skin-to-skin contact.” (Bjorbækmo and Mengshoel 2016, p17) 

In considering the association between touch and the therapeutic relationship, O’Keefe et al. 

(2016) posited that physical contact, based on ‘hands-on’ treatment, enhanced the patient-

physiotherapist interaction. Indeed, Miciak et al. (2018, p10) contend that the influence of touch 

in physiotherapy could “build a connection that words cannot sometimes achieve”. Similarly, 

touch was considered integral to the Pilates context, universally valued by participants. In the 

discussion above, touch has been described as more than the technical application of a ‘hands-on’ 

approach, comprising a vehicle for communication, providing a sense of relatedness. 

Teacher Expertise 

In the current study, the theme of ‘Teacher Expertise’ described the importance of teachers’ 

qualifications, knowledge and experience. This mirrored findings from the wider literature 

demonstrating the value of therapist competence and skill (Besley et al. 2010; O'Keefe et al. 2016; 

Babatunde et al. 2017). Therapist expertise was considered essential in developing the patient’s 
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trust in the therapist, thus enhancing the relationship (O'Keefe et al. 2016), and encompassed 

both technical and clinical knowledge (Babatunde et al. 2017). It is interesting to note that in the 

current study whilst some clients discussed the ‘technical’ expertise of Pilates-specific knowledge, 

‘Medicalised Knowledge’ appeared to be fundamental to the client’s choice of teacher, their 

perceptions of a ‘good’ teacher and the confidence that they placed in the teacher’s ability to 

provide an individualised session that would ‘help not hinder’.  

Whilst Besley et al. (2010) and Babatunde et al. (2017) located therapist competence as an 

influencing factor in the relationship, participants in the current study perceived ‘Medicalised 

Knowledge’ as a key tenet of the relationship between Pilates teachers and clients with persistent 

low back pain, suggesting a level of importance for this theme that might be considered as 

exceeding that of an ‘influence’. A possible explanation may be that client perceptions of Pilates 

include its use as a leisure activity, with Allen’s (2014) study into the scope of Pilates in the UK 

reporting that 42.8% of client respondents attended Pilates for general health and wellbeing, or 

to improve overall fitness. Thus, clients attending Pilates primarily to manage their back pain may 

perceive medicalised knowledge as a way of differentiating teachers.  

This echoes findings from Slade et al.’s (2014) systematic review exploring patient beliefs and 

perceptions about exercise for persistent low back pain, where participants made a distinction 

between general activity, exercise and medical exercise, with medical exercise categorised 

specifically for rehabilitation purposes. Participants with persistent low back pain expressed a 

preference for exercise instructors who were effective educators, and could provide 

understanding and explanation of the patient’s condition, suggesting similarity with the findings 

from the current study where ‘Medicalised knowledge’ was key to choice of teacher. 

Mastery and education 

The theme of ‘Mastery’ in the current study described a central tenet of Pilates as the 

accomplished performance of an exercise within the parameters of postural alignment and 

movement control set by the teacher. ‘Comprehension’ was portrayed as the first step in the 

clients’ mastery of a Pilates exercise with the teacher providing information to help the client 

understand why they were doing an exercise. Value was placed on the teachers’ abilities to 

facilitate a learning environment that also incorporated feedback and ‘Correction’ to the client, 

for the primary goal of performing an exercise with the precision and ‘Control’ prescribed by the 

teacher. Thus, in the current study education was associated with a directive learning 

environment. Patient ‘education’ was highlighted as an important factor in the therapeutic 
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relationship in physical therapy settings (Besley et al. 2010; O'Keefe et al. 2016; Babatunde et al. 

2017). Education was related to the therapist sharing knowledge with the patient with clear 

explanations for what the patient’s problem was and why exercises were being prescribed 

(O'Keefe et al. 2016; Babatunde et al. 2017). Patient education may be associated with an 

information-giving interaction style (Piccolo et al. 2005), that according to Pinto et al.’s (2012) 

systematic review of communication factors, showed a fair association with the therapeutic 

relationship (pooled correlation r = 0.33, 95% CI: 0.24 to 0.42). 

In the wider low back pain literature, the term ‘patient education’ may relate to the oral or 

written provision of information and advice, either as a separate intervention or as part of a 

multimodal programme (Engers et al. 2008), with the aim improving patients’ understanding of 

their back problems, reducing unwarranted concern and to empower patients to return to normal 

activity (Cherkin et al. 1996). A Cochrane systematic review (Engers et al. 2008) examined the 

effectiveness of individual patient education in the treatment of non-specific low back pain, 

including the provision of verbal or written educational information. Results showed no difference 

between the effects of different types of education, and there was strong evidence that for 

patients with persistent pain, education was less effective for back pain-specific function than 

more intensive treatments (e.g. spinal manipulation or exercise). The authors of the review 

(Engers et al. 2008) acknowledged that evaluating the effects of patient education is difficult, 

concluding that the communication skills of the clinician, and the way the information is 

presented, may influence the impact of educational strategies.  

The information provision portrayed in the sub-theme ‘Comprehension’ shows similarities with 

cognitive reassurance, where educational communication and explanations are provided 

(Hasenbring and Pincus 2015) and which is associated with improved outcomes (Pincus et al. 

2013). However, further research is required to more fully evaluate whether Pilates teachers 

provide cognitive reassurance. 

Besley et al. (2010) and Babatunde et al. (2017) link education with activating the patient’s own 

resources by providing a tool for the client to understand themselves, involving the patient with 

their treatment, thus promoting engagement, empowerment and enhancing self-management.  

This relates to findings in the current study, where sub-themes of ‘Active Engagement’ and 

‘Taking Responsibility’ are considered key to change, but here they are related to the theme of 

‘Encouragement’, where positive reinforcement led to reassurance, which in turn motivated 

clients to actively engage with movement.  
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Terms such as involvement, engagement, activation and empowerment may appear on the 

surface to have similar meaning but from a research perspective they are not synonymous, yet 

nor are they necessarily conceptually distinct or easily defined (Higgins et al. 2017). A recent 

concept analysis (Fumagalli et al. 2015) attempted to disentangle these overlapping terms and a 

brief summary is given to provide context for understanding the findings of the current study in 

the wider literature. 

The aim of patient education may be seen as the ability of the patient to ‘manage’ their condition 

through coping mechanisms and self-management. This requires people to have the knowledge, 

skills and motivation to make necessary changes in their lives and to feel they have the capacity to 

be responsible for, and have control over, their lives (Aujoulat et al. 2007). This aim corresponds 

to the concept of patient empowerment, a key concept in the patient-centred care paradigm 

(Castro et al. 2016). Fumagalli et al. (2015) delineate three interpretations for empowerment 

within their concept analysis: (1) patient empowerment as an ‘emergent state’, through the 

possession of knowledge, skills, attitudes and self-awareness; (2) patient empowerment as a 

‘process’ that leads to personal transformation through activities that increase the patient’s 

ability and motivation e.g. education; and, (3) patient empowerment as an ‘active behaviour’, 

representing behavioural change that follows acquisition of skills and knowledge, where patients 

assume responsibility of self-care and decision-making (Fumagalli et al. 2015). A note of caution is 

suggested with regard to the ‘active behaviour’ interpretation, as empowered patients do not 

necessarily undertake self-care, and undertaking self-care is not necessarily an indication of being 

empowered (O'Cathain et al. 2005; Schulz and Nakamoto 2013; Fumagalli et al. 2015). The dual 

interpretations of empowerment as ‘emergent state’ and ‘process’ may be viewed as intra-

personal or inter-personal dimensions of the concept, where individual transformation takes 

place, but within the context of a process of communication and education (Aujoulat et al. 2007); 

in essence, the knowledge, awareness and skills required for empowerment do not emerge 

spontaneously but from socially-constructed processes (Fumagalli et al. 2015). 

Having considered empowerment, ‘neighbouring’ terms will now be considered. Patient 

enablement may be considered to include the healthcare provider’s provision of knowledge and 

skills to promote the patient’s ability to control their health and life. Patients have acquired the 

requisite knowledge and skills to participate in self-management but have not necessarily 

acquired the motivation or power to do so (Fumagalli et al. 2015). Patient activation may be seen 

as relating to increased motivation, ability and self-awareness. As such, the concept overlaps with 

empowerment but Fumagalli et al.’s (2015) literature analysis concluded that activation was 
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focused on precise and specific improvement goals as oppose to the wider lifestyle implications of 

empowerment. Patient participation and involvement constitute the patient taking an active part 

in a healthcare interaction, where the level of patient involvement is determined by one party 

(patient or healthcare provider), whereas levels of participation require a two-way dialogue 

(Fumagalli et al. 2015). Patient engagement is considered to have a recursive relationship with 

empowerment, according to Fumagalli et al. (2015), whereby patients engage in self-management 

as a consequence of empowerment, yet need to be engaged to become empowered. Thus, an 

‘engaged’ patient requires the motivation (or activation) to use acquired knowledge and skills 

(through enablement) to not only engage in healthy behaviours but also to manage their 

healthcare by seeking appropriate providers and settings (Fumagalli et al. 2015). 

The summary above provides a basis to consider how the findings from the current study fit 

within this conceptual schema. The theme of ‘Mastery’ demonstrated the centrality of the 

teachers’ role in providing understanding in the sub-theme of ‘Comprehension’, and skills and 

self-awareness in the sub-themes ‘Control’ and ‘Correction’, depicting similarity with patient 

enablement. Clients also widely expressed their motivation to ‘get it right’ in relation to the 

correct execution of an exercise, perhaps suggestive of patient activation. However, considering 

whether the findings demonstrate any equivalence with the concept of empowerment presents 

more of a challenge. The sub-theme of ‘Active Engagement’ described teachers’ perceptions of 

Pilates providing an active tool for clients to use in their everyday lives, so that clients could ‘Take 

Responsibility’ for the management of their back pain, suggestive of an empowering-approach. 

Additionally, the sub-theme ‘Control’ resonates with the emphasis of empowerment giving 

people more control over their lives. Indeed, in a concept analysis of patient empowerment, 

participation and patient-centredness, Castro et al. (2016, p1927) assert a consequence of 

empowerment to be “a sense of mastery and control”.  

At first glance, perceptions of Pilates ‘Mastery’ seem to fit neatly within the conceptual box of 

empowerment; however, deeper inspection reveals divergence. In the current findings ‘Mastery’ 

specifically related to the accomplished performance of Pilates exercises, and ‘Control’ addressed 

the parameters of postural alignment and movement control associated with the exercises. These 

parameters were prescribed and overseen by the teacher in a directive learning environment, 

with clients expressing concern about ‘doing it wrong’ at home. These findings appear to conflict 

with patient education empowerment-approaches that aim to enhance people’s abilities to solve 

their own problems, enhance their decision-making abilities and have the power to control their 

lives (Aujoulat et al. 2007). Whilst patient empowerment is considered a key concept in the 
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patient-centred care paradigm (Castro et al. 2016), criticism has been raised regarding the 

emphasis of individual responsibility, as discussed in Section 1.6.4. Furthermore, an alternative 

interpretation of the notion of an individual finding control within the context of socially-

constructed processes will be considered in-depth in the following section (6.3).  

Whilst the Pilates teachers’ roles as educator and encourager/motivator resonate with wider 

research evidence (Besley et al. 2010; Babatunde et al. 2017) it is interesting to note the 

divergence of the application of education within the Pilates setting, which is primarily concerned 

with mastery of Pilates exercises through directive instruction. A possible explanation for this 

divergence may be connected to client expectations. The sub-theme ‘Choosing Pilates’ explored 

clients’ reasons for attending Pilates, with a common perception that exercise for the 

management of low back pain was ‘perceived wisdom’ with both media representation and 

healthcare practitioner advice reinforcing the view that core strengthening was required. 

Additionally, clients expressed concern that exercise could be potentially injurious, emphasising 

the role of the teacher as an exercise educator. This echoes the findings in Slade et al.’s (2014) 

systematic review of beliefs and perceptions about exercise for low back pain, with participants 

expressing a fear of movement and pain aggravation as barriers to exercise.  

The beliefs and perceptions a patient holds may produce expectations, defined as “a set of beliefs 

an individual holds in regard to treatment and its outcomes with an anticipation that a given 

event is likely to happen as a consequence of an intervention” (Mohamed Mohamed et al. 2020, 

p1). A recent Cochrane systematic review (Hayden et al. 2019), of 60 studies with a total of 30,530 

participants, examined the evidence relating to the association between recovery expectations 

and disability outcomes in people with low back pain. Results showed moderate quality evidence 

that positive expectations are strongly associated with return-to-work outcomes at one year 

(OR 2.43, 95% CI: 1.64 to 3.62). Results also indicated evidence for an association between 

expectations and important recovery outcomes (OR 1.89, 95% CI: 1.49 to 2.41), pain intensity 

(OR 1.40, 95% CI: 0.85 to 2.31) and functional limitations (OR 1.15, 95% CI: 1.08 to 1.23), although 

the quality of the evidence was considered low (important recovery outcomes and pain intensity) 

and very low (functional limitations) due to the risk of bias in many of the included studies.  

The populations included in the Cochrane review included healthcare, occupational and general 

populations, and included acute, sub-acute and chronic low back pain participants. A recent 

systematic review (Mohamed Mohamed et al. 2020)  of seven randomised controlled trials, with a 

total of 1320 participants, investigated the influence of patient expectations on outcomes in 

patients with persistent low back pain receiving physiotherapy interventions. Mixed results were 
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reported with regard to an association between patient expectations and pain intensity, with two 

trials reporting a positive association at short and long-term, whilst two trials reported no 

association at medium-term. Similarly, of the six trials that reported associations between 

expectations and function levels, three demonstrated positive associations, with the other three 

trials showing no significant association (Mohamed Mohamed et al. 2020). Findings should be 

considered with caution owing to the heterogeneity of study design and methodological 

limitations relating to blinding and allocation concealment in the primary studies, and the low 

quality of the systematic review, with limited reporting of the impact of this heterogeneity and 

risk of bias on the results of the review (Viswanathan et al. 2018). 

Findings from the current study demonstrated that participants’ beliefs and perceptions 

influenced the clients’ choice of Pilates as a management tool for low back pain. There is evidence 

to suggest that positive expectations should be considered a prognostic factor in the management 

of persistent low back pain (Hayden et al. 2019), and therefore further research considering the 

role of client expectations in Pilates may be warranted. It is noteworthy, however, that in the 

current study a commonly expressed view was that strengthening core muscles was a 

requirement in managing back pain. As considered in Section 1.4.2., the concept of core stability 

has been challenged (Allison and Morris 2008), with a recent Cochrane systematic review 

(Saragiotto et al. 2016) of 29 studies, including 2431 participants, investigating motor control 

exercise for persistent low back pain. Analysis demonstrated high quality evidence that motor 

control exercise is no more effective than other exercise in reducing pain at intermediate 

(MD -2.98, 95% CI: -6.96 to 0.99, six trials) and long-term follow-up (MD -2.69, 95% CI: -6.90 to 

1.53, five trials), and high quality evidence for no clinically important difference in disability at 

intermediate (MD -2.88, 95% CI: -6.92 to 1.15, ten trials) and long-term follow-up (MD -0.71, 95% 

CI: -4.87 to 3.45, four trials). The review by Saragiotto et al. (2016) excluded Pilates interventions 

but the Cochrane systematic review by Yamato et al. (2016) (discussed in Section 1.4.3) examining 

the effect of Pilates for low back pain also showed no significant difference between Pilates and 

other exercises. 

The difference between public perception and research evidence may be of importance when 

considering the potential for dissonance between patient and practitioner explanatory models 

(Parsons et al. 2007). This point is considered further with regard to notions of low back pain in 

Section 6.3. 
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The influence of external factors 

Findings from three reviews (Besley et al. 2010; O'Keefe et al. 2016; Babatunde et al. 2017) 

concluded that external factors relating to structure, processes and environment may influence 

the therapeutic relationship. In the physical therapy context this related to issues such as waiting 

times, staff dynamics and institutional regulations (Greenfield 2006; Medina-Mirapeix et al. 2015) 

which have little equivalence with the Pilates setting. However, sub-themes of ‘Environment’ and 

‘Convenience’ in the current study show broad similarities with the wider literature surrounding 

the potential influence of the environment (Gyllensten et al. 1999; Potter et al. 2003; Holopainen 

et al. 2018), and the relative importance of convenience regarding location of clinics and flexible 

times for appointments (Harrison and Williams 2000; Cooper et al. 2008; Medina-Mirapeix et al. 

2015). 

 Two areas of divergence may be noted, with the physical therapy literature revealing that lack of 

time during appointments was a negative influence (Gyllensten et al. 1999; May 2001; Cooper et 

al. 2008), whereas session time was described positively within a Pilates context. Moreover, the 

current study identified ‘Group Dynamic’ as a specific factor, an influence lacking in the wider 

physical therapy context. However a possible explanation for this difference may be the 

predominance of group classes within the Pilates context. One study by Schoster et al. (2005) 

investigating motivating factors and barriers to attending the People with Arthritis Can Exercise 

programme reported participants derived considerable social support from a group class 

environment, providing some evidence of similarity with the current study. 

Professional Identity and connectedness 

A key theme within the current findings related to the teachers’ ‘Professional Identity’, with 

participants being asked to describe the relationship between teacher and client. Whilst this 

theme may be considered specific to the research design, descriptions of the Pilates relationship 

as friendly, warm and caring, with the teacher showing genuine interest and belief in their clients 

suggest some similarities with the component of ‘connectedness’ in Babatunde et al.’s (2017) 

review.  

Individual studies provide further evidence of similarity with the findings from the current study. 

Wilson et al. (2017, p101) explored patients’ (n = 8) beliefs and experiences of psychologically-

informed physiotherapy using Interpretative Phenomenological Analysis. Study (Wilson et al. 

2017) findings proposed that a “vulnerable and fallible” physiotherapist approach created patient 

perceptions of the clinician as a “fellow human being”, suggesting similarity with the current 
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study’s sub-theme of ‘Being Human’, wherein the teachers’ ability to show their own weaknesses 

was valued by the client. A qualitative, interpretive description study (Miciak et al. 2018), of 11 

physiotherapists and seven patient participants, articulated a framework for establishing 

connections in physiotherapy. Analysis revealed ‘giving of self’ as a key theme, wherein the 

therapist disclosed personal aspects of their lives to the patient, suggesting that “these 

disclosures could deepen a connection by allowing the patient to see the therapist as a person” 

(Miciak et al. 2018, p8), and were considered important in the formation of a therapeutic 

relationship. These findings are particularly redolent of the descriptions relating to ‘Being Human’ 

in the current study. 

The key aspect of ‘Professional Identity’, however, was the disparity of opinions within 

descriptions of the Pilates relationship, and pertaining to navigating professional boundaries. This 

related specifically to perceptions of the teachers’ professional identity, with divergence 

expressed between a more professional or informal identity, with concomitant uncertainty 

surrounding how much disclosure each teacher felt was appropriate in revealing details of their 

personal lives to clients. Conversely, whilst Miciak et al. (2018) detail how some physiotherapists 

were not comfortable with personal disclosure, this appeared to be limited to personal 

preference, as oppose to professional uncertainty.  

Consideration of these findings within the wider physical therapy literature locates a divergence. 

Physiotherapy is considered a well-established health profession (Nicholls and Gibson 2010), 

which in the UK is an autonomous profession, regulated by the Health Professionals Council and 

with the titles ‘physiotherapist’ and ‘physical therapist’ legally protected (Chartered Society of 

Physiotherapists 2020). Additionally, the Chartered Society of Physiotherapists’ Code of Members’ 

Professional Values and Behaviour provides a code of conduct addressing how a physiotherapist 

should act, defining boundaries of ethical practice (Chartered Society of Physiotherapists 2019). 

Nicholls and Gibson (2010, p501) contend that “physiotherapy owes its present professional 

identity, social standing, and authority in large part to the adoption of a particular view of the 

body that allowed early masseuses to legitimize their practice”. In contrast to physiotherapy, 

Pilates is un-regulated and Pilates teachers are compelled to create their own professional 

identity and navigate the boundaries of this identity using personal values, beliefs and 

experiences. The role of legitimacy in shaping the popularity of Pilates was introduced in Section 

1.4.2., and will be discussed further in Section 6.3.3. with regards to the social construction of the 

teachers’ identity, and in 6.4.3. in relation to the impact of professional codes of conduct. 
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Trust and partnership 

In the current study, the theme of ‘Trust’ was considered integral to the relationship between 

teacher and client, where ‘building trust’ was centred on the teacher’s ability to provide exercises 

that did not aggravate the client’s pain levels, leading to the client ‘feeling safe’ to move 

(discussed in relation to reassurance above). ‘Trust’ was a widely represented characteristic 

associated with the therapeutic relationship within the physical therapy literature (Besley et al. 

2010; Harman et al. 2014; O'Keefe et al. 2016; Babatunde et al. 2017; Kinney et al. 2018).  

Trust may be understood as “the optimistic acceptance of a vulnerable situation in which the 

trustor believes the trustee will care for the trustor’s best interests” (Hall et al. 2001, p615). In 

healthcare, it is asserted that trust is a keystone for effective care, engendered through the 

practitioners technical competence, as well as interpersonal attributes and values, and associated 

with positive health outcomes (Pellegrini 2017). A recent systematic review and meta-analysis 

(Birkhäuer et al. 2017) of 47 studies, including 34,817 participants, investigated whether patients’ 

trust in their healthcare professional was associated with health outcomes. Health outcomes 

were grouped into dimensions: objective (e.g. physiological assessment such as blood pressure), 

observer-rated (e.g. diagnosis by a professional), self-reported health behaviours (e.g. treatment 

adherence) and health-related subjective experiences (e.g. patient satisfaction, depression). 

Across all outcomes results demonstrated a small to moderate association between trust and 

health outcomes (r = 0.24, 95% CI: 0.19 to 0.29), although differences were shown between 

outcome dimensions. Small and non-significant correlations to objective and observer-rated 

outcomes (r = -0.02, 95% CI: -0.08 to 0.03 and r= 0.10, 95% CI: -0.16 to 0.36 respectively), and a 

moderate association to self-rated outcomes (r = 0.30, 95% CI: 0.24 to 0.35) (Birkhäuer et al. 

2017). The authors of the review explain the higher level of association with self-rated outcomes 

relating to the potential conceptual proximity of trust with subjective outcomes. For example, Hall 

et al. (2001) consider that trust and satisfaction are closely related, with trusting patients more 

likely to be satisfied, and previous satisfaction likely to foster greater trust; therefore, trust and 

health outcomes may mutually affect each other (Birkhäuer et al. 2017). 

The results of this high quality systematic review and meta-analysis (Birkhäuer et al. 2017) suggest 

increased trust may be correlated with improved health outcomes; however, limitations should 

be noted. Firstly, analysis revealed smaller associations in higher quality studies, suggesting 

overall results may have been over-estimated. Secondly, potential moderators such as participant 

characteristics, or wider influences such as political, social or cultural processes could not be 

estimated.   
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In the current study, a trusting relationship was built on multiple facets. The development of trust 

centred on the teacher not aggravating the client’s pain, predicated on ‘knowing’ the client and 

providing ‘individual attention’ and underpinned by ‘teacher expertise’; in particular the 

demonstration of ‘medicalised knowledge’ in understanding the client’s back pain. The client’s 

‘trust’ in the teacher’s ability to minimise pain aggravation, coupled with ‘encouragement’ 

providing additional ‘reassurance’, facilitated a sense of ‘feeling safe’ and more confident to 

move. The story told within these findings portrays how Pilates clients with persistent low back 

pain may have lost confidence in their body, with concerns relating to recurrent flare-ups and 

‘putting your back out’ by moving in the ‘wrong’ way. Thus, the Pilates teacher’s role, at its most 

fundamental, relates to re-establishing this confidence. 

In this respect, findings of the current study may relate to Tyreman’s (2015) philosophical treatise 

on patient uncertainty. Tyreman (2015) argues that instead of focusing on the clinical 

uncertainties relating to diagnoses and non-responsiveness to treatment, with an ever-increasing 

reliance on medical testing to provide certainty, a healthcare practitioner should instead seek to 

understand uncertainty in relation to why a person is seeking care. Herein, life is seen as a 

journey, with events such as illness providing difficult and uncertain terrain for us to navigate, 

“but it is not the disease or pathology per se that is the source of the uncertainty… but the 

context, the way health problems literally get in the way of our journey’s progress” (Tyreman 

2015, p472). In these situations, our usual ways of moving through life become hindered, we 

become uncertain how to continue, losing confidence and trust in our bodies’ abilities. This 

description of illness as uncertain terrain seems particularly redolent of low back pain 

experiences, where people describe the profound impact of pain on their ability to continue life as 

normal (Froud et al. 2014). For Tyreman (2015), the primary task of a healthcare practitioner 

therefore, is not to problem-solve but to establish a trusting relationship to support the uncertain 

patient, describing how “the practitioner becomes for the patient a temporary experienced guide 

whose task is to re-establish trust… offering a supporting hand and travelling alongside the 

patient as they find ‘a new way’ (of living) within an unfamiliar terrain” (Tyreman 2015, p476). A 

consideration of the role of the Pilates teacher as a guide providing reassurance and explanation 

is considered in more depth in Section 6.3.3. 

Trust has been conceived as central to the therapeutic relationship (Buchman et al. 2017), and 

within the physical therapy literature trust has been related with other qualities of ‘partnership’ 

such as respect, mutual understanding and knowledge transfer (Babatunde et al. 2017). Together 

these qualities were considered to demonstrate the collaborative nature of the relationship, with 
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a balance of power seen as preferable (Norrby and Bellner 1995; Harrison and Williams 2000). In 

contrast, the findings from the current study appeared to show trust related to the teacher’s 

authority, with faith in the teacher’s expertise facilitating the client ‘Feeling Safe’ to carry out 

movements. The creation of a safe environment to foster patient progress was described in a 

number of articles in the wider literature, (Ekerholt and Bergland 2004; Wilson et al. 2017; 

Holopainen et al. 2018), with a ‘safe space’ associated with elements of caring and support. 

Within the current study, whilst encouragement was seen as contributing to building trust, the 

mastery of exercises through a directive teaching approach was associated more directly with 

feeling safe, reiterating the value placed on the teacher’s authority.  

Additionally, the findings from the current study showed little equivalence with the core theme of 

‘Congruence’ where agreement on goals and tasks was widely reported within the literature 

(Besley et al. 2010; Babatunde et al. 2017). In the current study, the notion of goals appeared to 

be generalised perceptions related to expectations of outcome from attending Pilates. This 

included pain management and ‘protecting’ the back through core strengthening and improved 

flexibility. Scant discussion surrounding goals and tasks revealed a predominance for teacher-

directed activity, with only one teacher describing a collaborative approach and the use of more 

formalised outcome measures. These findings highlight a significant disparity with the wider 

literature, where agreement on goals and tasks is considered an essential component of the 

therapeutic relationship, associated with Bordin’s conceptualisation (1979) and in-line with 

patient-centred care (Mead and Bower 2000), as discussed in Sections 1.6.1 and 1.6.4 above. The 

centrality of the teacher’s authority in the findings of the current study will be discussed further in 

Section 6.3.3.  

Feeling good 

 The theme of ‘Feeling Good’ described clients’ perceptions of how Pilates made them feel, and 

the enjoyment associated with it. Clients described ‘noticing a difference’ in their bodies from 

doing Pilates, feeling stronger both physically and mentally, additionally describing the positive 

affect, or ‘feel good factor’, associated with movement. Moreover, clients described their 

‘enjoyment’ of Pilates, with value placed on Pilates being a continuing part of their lives. 

Consideration of these findings in the wider literature may be aided by separating the theme in to 

short- and longer-term perceptions associated with Pilates. 

The sub-theme ‘noticing a difference’ related to perceptions of decreased pain levels, with clients 

describing the effect of Pilates in the short-term when experiencing pain, and also in relation to 
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longer-term perceptions of less flare-ups. Section 1.3 considered the effectiveness of exercise 

interventions in the management of low back pain, with results from systematic reviews (Searle et 

al. 2015; Steffens et al. 2016) providing evidence that exercise may decrease levels of low back 

pain and reduce the risk of further episodes in comparison to minimal intervention. Pilates-

specific systematic reviews (Wells et al. 2013; Yamato et al. 2016), considered in Section 1.4.3., 

also demonstrated low quality evidence that Pilates improved pain and disability in the short-

term compared with minimal intervention, although inconsistency was shown with regard to 

medium-term effect and with no studies reporting long-term follow-up.  

In the current study, clients associated a decrease in perceived pain levels with feeling stronger 

physically. However, a systematic review (Steiger et al. 2012) examining the relationship between 

changes in clinical outcomes (pain and disability) and physical function (strength and mobility) 

after exercise therapy revealed little evidence to support this relationship. With regard to the 

influence of the therapeutic relationship on perceived pain levels in physical therapy settings, 

Section 1.8 described three systematic reviews (Hall et al. 2010; Kinney et al. 2018; Taccolini 

Manzoni et al. 2018) providing limited evidence from a small number of studies of an association 

between therapeutic relationship and improved levels of pain.  

The sub-theme ‘Feel-good factor’ also represented perceptions of a short-term benefit, with 

participants describing how much better they felt immediately after a Pilates session. These 

findings echo the exercise-induced ‘feel-better’ effect proposed by Morgan et al. (1971), with 

subsequent research providing general consensus that exercise makes people feel better by 

improving affect (Buckworth and Tomporowski 2013). However, Ekkekakis et al. (2020) contend 

that there is incongruity between the notion that exercise makes people feel better and the high 

levels of inactivity seen in the general population, suggesting that exercise may produce other 

affective changes beyond ‘feel-better’. For example, repeated unpleasant experiences of exercise 

may be inhibitory, therefore the decision to engage in exercise may be influenced by affective 

variables such as pleasure and displeasure (Ekkekakis et al. 2011). Highlighting the potential role 

of positive affective responses, Dishman et al. (1985, p162) noted that “feelings of enjoyment and 

well-being seem to be stronger motives for continued participation [than] knowledge of and 

belief in the health benefits of physical activity”. 

This resonates with the current study’s findings in the sub-theme ‘Enjoyment’, where participants 

described how the enjoyment they gained from Pilates motivated their continued attendance. 

Thus, it may be argued that the ‘Feel-good factor’ and ‘Enjoyment’ are suggestive of an affect-

related response to Pilates. However, the current study did not include participants who had 
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discontinued Pilates and therefore further research would be warranted in this area. Findings 

from the sub-theme ‘Enjoyment’ depicted the centrality of the teacher in facilitating the client’s 

enjoyment and motivation, suggesting the role of the relationship may be important to continued 

attendance. This finding echoes the physical therapy literature, with Babatunde et al.’s (2017) 

scoping review of characteristics of the therapeutic relationship reporting that characteristics 

predictive of adherence included connectedness, individualised care, positive feedback, trust in 

the therapist, activating the patient’s resources and shared goals and tasks.  

Summary 

The discussion above has situated the findings from the current study within the literature 

relating to the therapeutic relationship in a wider physical therapy setting. Some evidence of 

shared characteristics was demonstrated, including elements relating to: individualised therapy, 

understanding and empathy; communication skills, with the Pilates teachers’ communication style 

portraying a supporting style and elements of affective reassurance; the perceived value of the 

teachers’ expertise; the role of the teacher as educator, suggesting elements of cognitive 

reassurance, enablement and activation alongside client expectations; influencing factors such as 

external factors; and the element of trust. Divergence was also demonstrated, in particular 

highlighting the lack of findings relating to congruence in the current study. Figure 55 provides a 

diagrammatic representation. 
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Figure 55. Similarities between findings and Babatunde et al. (2017) 
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6.2.3 Identifying components of the relationship  

In this section, findings from the current study have been situated within the wider literature. 

Initially themes were considered in relation to Pilates-specific research which discussed the 

therapeutic relationship (Scarpellini 2013; Allen 2014), with comparison demonstrating 

considerable alignment, as detailed in Figure 39 above. Subsequently, findings have been situated 

within the broader literature pertaining to the therapeutic relationship in physical therapy 

contexts. Using core themes from four pertinent literature reviews (Besley et al. 2010; O'Keefe et 

al. 2016; Babatunde et al. 2017; Kinney et al. 2018), similarities and differences have been 

explored. Both Besley et al. (2010) and Babatunde et al. (2017) propose similar taxonomies 

differentiating components of the therapeutic relationship from influencing factors, and these 

have been used as guidelines to propose the grouping of themes from the current study in to 

components of the relationship between Pilates teachers and clients with persistent back pain, 

influences on the relationship, and the impact of the relationship, as shown in Figures 56. 
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Whilst similarities relating characteristics of the Pilates relationship to characteristics of the 

therapeutic relationship in physical therapy have been demonstrated, the evidence of divergence 

requires further examination. Disparity was demonstrated relating to the theme of ‘Mastery’ in 

the current study, with clients striving to achieve ‘Control’ of their body position and movement 

through ‘Correction’ by the teacher. Divergence was also apparent pertaining to the characteristic 

of ‘congruence’ described in the wider physical therapy literature, with scant descriptions of goals 

and tasks in the current study pointing to teacher-directed activities. Furthermore, clients’ 

described gaining benefit from the teachers’ directive approach, suggestive of a valued power 

asymmetry within the relationship between Pilates teachers and clients with persistent low back 

pain. These findings contrast with the wider healthcare literature, where a collaborative 

relationship is considered optimum. However, clients’ descriptions of ‘Choosing Pilates’, alongside 

perceptions of value suggested consumer choice, creating a juxtaposition relating to the location 

of power within the relationship.  Additionally, divergence within the findings of the current study 

revealed uncertainty surrounding the professional identity of the teacher, and concomitant 

relationship boundaries. 

A potential explanation for these differences may relate to the location of Pilates as an exercise 

approach within the wider socio-cultural context. As described in Chapter 1 , the Pilates method 

was borne from the specific historical context in which Joseph Pilates lived, and has evolved with 

influences from media and medicalisation to become a commonly used exercise therapy for the 

management of low back pain in particular (Yamato et al. 2016). The basic taxonomic description 

detailing the components and influences shaping the relationship shown above provides a useful 

comparative function; however, a fuller understanding of the relationship may be provided by 

contextualising the findings within a socio-cultural context. This perspective is expanded below 

using a social constructionist lens.  
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6.3 Situating findings in a socio-cultural context 

As proposed in Chapter 3, the nature of the body-in-pain is inherently social. The subjective 

experience of pain is communicated through language, facial expressions and body language in 

person-to-person interactions, with its interpretation embedded within social and cultural 

contexts (Scarry 1985).  

The Pilates relationship explored in this study is predicated on the dyad of a person-in-pain and a 

provider-of-help, the fundamental constituents of a therapy relationship (Benedetti 2010). 

However, as highlighted in Chapter 1, conceptions of the therapeutic relationship are varied, 

dependant on the theoretical lens through which the relationship is viewed. A comparison of the 

findings from the current study with the physical therapy literature exposed divergence from the 

established markers of a therapeutic relationship in the twenty-first century, where collaboration 

and power balance predominate (Mead and Bower 2000). In this regard, elements relating to the 

mastery of controlled movement and the authority of the teacher emerged from the data as 

keystones within the Pilates relationship.  

This section will use a social constructionist lens to explicate these divergent elements. Herein, 

knowledge is viewed as culturally-specific; created, transferred and maintained through social 

interactions, and embedded within historical context (Burr 2015). Initially, cultural norms 

associated with back pain and posture are explored, proposing that these nineteenth-century 

ideas, constructed at the beginning of Joseph Pilates’ development of ‘Contrology’, may continue 

to influence its use, practice and the inter-relations of teachers and clients. Thereafter, the social 

construction of expertise is considered in relation to the value placed on the Pilates teacher’s 

authority. As such, a social-constructionist perspective may provide an explanation for these 

distinctive characteristics, and provide an understanding of the nature of the relationship.  

6.3.1 Notions of low back pain 

Low back pain has been a feature of the human experience through the ages with written records 

dating to ancient Egypt (Allan and Waddell 1989). Waddell (1996) contends that whilst there is no 

evidence that back pain is more common in modern times, an ‘epidemic’ of persistent low back 

pain exists, and this is supported by more recent figures showing that low back pain is the leading 

cause of disability worldwide (Hoy et al. 2012). Whilst the prevalence of low back pain may not 

have changed with time, the distress arising from it has, so much so that Waddell (1996, p2824) 
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described it as a “twentieth century health care disaster”. These changed notions of back pain are 

considered within a cultural and historical perspective below. 

Low back pain – a cultural and historical perspective 

Allan and Waddell (1989) suggest two nineteenth-century legacies that created the foundations 

for changed conceptualisations of back pain: firstly that pain came from the spine, and secondly 

was due to trauma. Prior to this, back pain was categorised as a rheumatic disease, with causation 

based on the Galenistic humoral tradition, through exposure to cold and damp conditions. 

However, the concept of spinal irritation proposed by Brown (1828) established the view that not 

only could the spine be a source of pain but could also be ‘irritable’. The concept was to have a 

profound influence as the basis for an enduring biomechanical approach to back pain, with its 

legacy beginning with the public notoriety of ‘Railway Spine’ (Allan and Waddell 1989). 

Railways epitomised the public face of the fast-paced and potentially hazardous process of 

mechanisation and technology in the Industrial Revolution (Freeman 1999). As rail-travel 

increased, accidents and injuries multiplied, affecting not just industrial workers but people from 

all social classes (Harrington 2007). Employing the concept of spinal irritation, Railway Spine was 

considered an affliction resulting not just from traumatic accidents, but also from the vibration 

and jarring movements of a moving railway carriage (Erichsen 1866). According to Harrington 

(2007), this seemingly arbitrary risk produced the Victorian perception of the railway accident as a 

modern phenomenon, associated with an acute sense of the vulnerability of human beings in the 

face of the technologies they had created, but were unable to control. In this context, injury and 

death became meaningless and impersonal, as author Sala (1860, p417) poetically portrays,  

“Who cares to sing the railway victims?... there is nobody to blame! And the excursion 

train…rattles gaily over the very place where, a month since, the accident took place; 

over the very spot where the earth drank up blood, and the rails were violently 

wrenched. ” 

In an effort to apportion blame, public litigation against railway companies increased rapidly 

during the mid-nineteenth century, with the railways losing almost every claim brought against 

them (Harrington 2007). Consequently, establishing the precise nature of injuries became a 

central focus for court cases, with medical practitioners taking centre stage (Odden 2003).  

Symptoms of railway spine were wide-ranging, including (but not limited to) back pain, 

paraesthesia, giddiness, memory loss, speech impairments and sleeping difficulties (Odden 2003; 
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Harrington 2007). Intriguingly, this ‘train’ of symptoms might appear some time after a seemingly 

trivial initial event (Erichsen 1866), and whilst large compensation could be sought for evidence of 

physical trauma, it is interesting to note that judges strongly opposed the award of compensation 

for symptoms that were “merely hysterical” (Odden 2003, p37). Consequently, Odden (2003) 

contends that the legal battles for compensation facilitated the creation of two separate but 

linked knowledge constructs.  

Firstly, Erichsen’s (1866) biomechanical explanation of ‘spinal concussion’ leading to systemic 

nervous disorder (based on the earlier concept of spinal irritation) gained wide acceptance within 

the medical profession as a valid diagnosis, and more broadly with the intense public interest in 

Railway Spine court cases (Harrington 2007). Thus, the drama of the courtroom may be viewed as 

facilitating a discursive construction of knowledge, fostering the perception that even a minor 

episode of back pain could be the forbearer of much wider and debilitating systemic disorder 

(Hadler 2009). Nonetheless, the lack of specific physical evidence coupled with a preponderance 

of psychological symptoms, made the diagnosis ambiguous and open to challenge (Harrington 

2007), creating a more subtle social construct. Herein, ‘hysterical symptoms’ associated with the 

more emotional aspects of Railway Spine were considered ‘worthless’, both in terms of financial 

compensation and as evidence of trauma (Odden 2003).  

Eventually, high-speed rail travel became widely accepted, and diagnoses of Railway Spine 

disappeared; however, Allan and Waddell (1989) contend that the influence of the Victorian 

railway era left an enduring mark on the cultural psyche. Widespread notions of an irritable spine 

vulnerable to injury as a consequence of minor trauma persist, with the potential for serious, 

systemic sequelae to ensue (Allan and Waddell 1989; Hadler 2009).  Additionally, it may be 

asserted that afflictions of the spine became indelibly linked to the helplessness of the sufferer, 

attendant with a more nuanced anxiety in relation to back pain symptoms being dismissed as ‘all 

in the mind’ (Harrington 2007). 

Pilates clients and the influence of Railway Spine 

Against the socio-cultural backdrop presented above, the back pain perceptions of participants in 

the current study may be considered from a social constructionist perspective. The majority of 

clients in this study associated the start of their back pain with a past trauma, often describing 

how the pain surfaced some time after the precipitating event. Participants connected trauma 

with perceptions of long-lasting damage to the spine, despite medical investigations generally 

showing no significant injury. Clients expressed anxiety about ongoing episodes of pain, where 



 

250 

 

‘putting your back out’ was related to biomechanical causes, with blame attached to periods of 

inactivity such as driving and sitting, or particular activities that might ‘jolt’ the back such as lifting 

or gardening. Not only do these perceptions echo nineteenth-century beliefs in the insidious 

nature of back pain, but also show accord with recent research investigating perceptions about 

back pain in the general population, reporting widespread belief in the negative consequences of 

back pain (Darlow 2016; Morton et al. 2019).  

Thus, despite the challenge to the notion of a biomechanical basis for persistent low back pain in 

recent times (Lederman 2011; Hartvigsen et al. 2018), an assertion may be made that knowledge 

socially constructed over a century ago continues to percolate and colour perceptions, promoting 

the notion that back pain is related to biomechanical failures of the spine, creating anxiety 

surrounding the vulnerability of an uncertain body.  

6.3.2 Practices of control - mastering the uncertain body 

In the socio-cultural context illustrated above, the back is portrayed as vulnerable to injury. In a 

qualitative study exploring low back pain perceptions, Darlow et al. (2015) describe how patients 

believed the back required ‘protection’ through avoiding dangerous activities, strengthening 

muscles and controlling posture. Consistency may be found with the findings from the current 

study, where the sub-themes of ‘Control’ and ‘Feeling Stronger’ were particularly associated with 

perceived decreased levels of pain.  

Lupton (2000, p56) asserts that “one of the most dominant logics organising ways of acting and 

thinking in Western societies… is that of control”, whereby people strive to impose order and 

certainty on a chaotic world through the exertion of self-will on their actions. In this regard, 

Foucault (1988) referred to practices of control where social norms governing appropriate 

behaviours become internalised, then re-emerge through the labours of self-discipline. In 

particular, conceptualisations of health and illness provide conspicuous examples of the desire to 

wrest control of an uncertain body,  wherein the body may be perceived as a project for constant 

improvement, and through which self-knowledge, self-mastery and self-care can be 

demonstrated (Lupton 2000; Shilling 2012). In the current study, the importance of self-control 

was manifest, with the mastery of a controlled body through disciplined movement and posture 

described as a central tenet of the Pilates method. Lack of control was associated with episodes of 

pain, conversely, mastery of control was associated with feeling safe to move, and linked to 

perceptions of decreased pain levels. 
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Shilling (2012), however, states that active intervention in the body is meaningless without moral 

criteria to guide not just ‘why’ people should control their bodies, but also ‘how’. In this regard, 

further socio-cultural contextualisation may deepen an understanding of the mechanics that 

underpin the perceptions of Pilates as a means of attaining control. 

The social construction of ‘correct’ posture 

In order to place contemporary perceptions of posture within a socio-cultural context, Elias’s 

(1969) conception of the ‘civilised body’ provides a useful starting point. The concept of the 

‘civilised’ person relates to a process of socialisation where moral codes inhibit the expression of 

impulsive actions (Elias 1969). According to Elias (1969), the outward control of a ‘civilised’ body 

has its roots in the etiquette of Renaissance court society, where court etiquette provided a highly 

controlled setting for social interaction, with the rules surrounding manners and deportment 

dictating a person’s status within the hierarchy. Strict adherence was required, with punitive 

social sanctions administered; a single ‘discourteous’ act such as placing the hand on the hip could 

result in socially catastrophic disrepute (Elias 1969).  

The control of body positioning metamorphosed into sixteenth-century military ‘postures’ with 

specific positions for the efficient carrying and discharge of weapons (Gilman 2014). The 

fundamental posture was “standing at attention”, with a “plumb line” from head to feet and a 

rigidly erect spine, rehearsed many times until soldiers stood with identical posture (Gilman 2014, 

p59). Thus, a disciplined posture equated to military efficiency and might. 

In 1898, German anatomists Braune and Fischer brought the study of posture to the medical 

realm using plum line measurements to provide the ‘optimum’ line of the body, transforming the 

military efficiency of ‘standing to attention’ to a debate on physiological postural efficiency 

(Gilman 2014). Postures deviating from the ‘ideal’ plumb line, such as kyphotic, lordotic, sway-

back or flat-back, were considered pathological. ‘Poor’ posture was correlated with physical 

deformations from diseases such as rickets - a malady of the poor, urban working-class populace. 

‘Good’ posture now reflected an indivisible merging of morality with perceptions of health and 

illness (Gilman 2014); a healthy body required a disciplined approach. 

Cultural fascination with body discipline reached a zenith in the early twentieth-century physical 

culture movement introduced in Chapter 1. Based on rational and scientific approaches to the 

body, physical culture aligned with the medical paradigm, wherein the body could be measured, 

analysed and improved (Budd 1997). The concept of ‘exercise’ thus provided an appropriate locus 

for the affirmation of discipline, character and health, a tool with which to master the uncertain 
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body (Pfister 2003). The creation of the Pilates method may be seen as contemporaneous with 

the culture; however, consideration should also be given to the militaristic context of Joseph 

Pilates’ early life. According to Gilman (2014), nineteenth-century German gymnastics, or 

‘Turnen’, located body discipline as a cornerstone of German national identity, making ‘good’ 

posture a moral imperative. Whilst the darker significance shrouded in the notion of the body 

aesthetic is beyond the scope of this thesis, the socially-constructed notion of bodily discipline 

described above may provide a perspective to illuminate the importance of control and 

disciplined movement considered to underpin the Pilates method, or as it was originally named 

‘Contrology’. 

The historical excursion above locates the findings from the current study within the context of 

posture. Herein, data relating to the value placed on finding ‘correct’ alignment may be explained 

from a social constructionist perspective as the representation of internalised cultural norms, 

based in the relics of centuries old practices of postural control. 

History repeated 

The suggestion proffered in the sections above contend that Victorian perceptions of the body, 

and of the spine in particular, constructed the body as a locus of anxiety, requiring control, with 

the exercise regimes of early twentieth-century physical culture providing an answer couched in 

self-discipline and the morality of ‘good’ posture. Nonetheless, as described in Chapter 1, physical 

culture faded into the background against the ascendance of sport to mass popular culture, and 

remained relegated to the side-lines until the emergence of ‘healthy lifestyles’ at the end of the 

twentieth century.  

As the twentieth-century progressed, public health anxieties resurfaced with the increasing 

concern over chronic diseases such as cancer and heart disease, and the emergence of HIV/AIDS 

(Lupton 2000; Crawford 2006). These diseases were associated with individuals who were “out of 

control” (Crawford 2006, p414). In response, the notion of ‘health consciousness’ associated with 

prudence and self-control was promulgated via the media, emphasising individual risk-

management through ‘lifestyle’ (Crawford 2006; Lupton 2012). In particular, the dangers of 

inactivity were writ large through public health initiatives and mass media, and exercise took its 

place once again on centre stage (Cairney et al. 2018).  

Whilst some authors consider the rise in ‘health consciousness’ as a contemporary preoccupation 

(Greenhalgh and Wessely 2004), a clear genealogical lineage may be traced to nineteenth-century 

health concerns, with “new health consciousness” defined in the moral value of self-control 



Chapter 6 

253 

 

(Crawford 2006, p407). Thus, the popularity of exercise in the twenty-first century may be viewed 

as an upcycling of pre-existing cultural norms. To combat the ‘problems’ of inactivity, society has 

returned to the lifestyle notions of control and discipline inherent within the physical culture 

movement. 

Pilates as a practice of control 

Findings from the current study demonstrated the importance participants placed on achieving 

‘control’ of the body, describing efforts to find and maintain ‘correct’ alignment and precise 

movement. Mastery of controlled movement was aided by the teachers’ corrective feedback, 

described at times in militaristic language reminiscent of sixteenth-century firearm ‘postures’, 

where correct ‘form’ was ‘drilled’ in to the client. Furthermore, clients’ emphasised how ‘core 

stability’ was a key part of the management of their back pain, in line with the wider findings from 

Allen’s (2014) scope of Pilates study, where 95.4% of client respondents reported better core 

stability as an effect of Pilates. This biomechanical concept requires the ability of a person to 

control the position and motion of the spine and pelvis, with core stability exercise defined by 

Hodges (2003, p245) as “the restoration or augmentation of the ability of the neuromuscular 

system to control and protect the spine from injury or re-injury” (Hodges 2003, p245). Despite 

concerns that the concepts of ‘stability’ and ‘instability’ may act to emphasise notions of the 

spine’s vulnerability (Reeves et al. 2019), the findings from the current study suggest that Pilates 

may be viewed as a valued practice of control, socially-constructed to reduce anxiety surrounding 

the uncertain body. 

However, amongst the multitude of exercise methods available, the question arises, ‘Why 

Pilates?’ Pfister (2003, p70), describing Swedish gymnastics, raises a compelling point, equally 

germane to Pilates,   

“It is difficult to understand why this form of physical culture became successful and to 

imagine what made it attractive. Were people really eager to practise relatively simple 

exercises which were all rather alike and followed the same rhythm and the same 

commands from the teacher?” 

The next section proposes an explanation, couched within the socio-cultural context developed 

above. Crawford (2006, p404) reiterates that in the quest for control, “health seekers look to the 

star of medical knowledge for… the key to a life free of illness, pain or suffering”. It is proposed 

that Pilates harnesses practices of control to facilitate the client’s mastery of an uncertain body 

through the authority of the teacher-as-expert. 
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6.3.3 The authority of the teacher 

As described in the sections above, notions of back pain and clients’ perceptions of an uncertain 

body may be seen as embedded within cultural norms, which assume a spine vulnerable to injury 

and requiring medical intervention. In the current study, participants ascribed importance to the 

medicalised knowledge of the teacher, with choice of teacher often based on perceived expertise 

in this area. The use of medical terminology and biomechanical references by the teacher were 

related to levels of knowledge and understanding, which in turn were associated with clients’ 

confidence in the teachers’ ability to provide exercises specifically related to the individual’s 

needs, without aggravation of pain levels.  

Additionally, findings demonstrated how clients’ evaluated teacher expertise in relation to 

qualifications. Chapter 1 introduced the alignment of Pilates to the medical profession as a 

potential means of providing legitimacy; however, given the value placed on expertise, the 

construction of Pilates teachers’ legitimised knowledge through qualifications may illuminate 

deeper understanding. 

 Constructing expertise 

Berger and Luckman (1967, p67) assert that experts are “the officially accredited definers of 

reality”, yet acknowledge the problem of knowing which expert to trust. Koppl (2010, p220) 

suggests that “we rely on the label since we don’t have the expert knowledge itself”, thereby 

depending on a social process governing the construction of the label of expertise.  

The process for the construction of expertise may be portrayed in terms of professionalisation 

which, according to Cant and Sharma (1996) requires a number of strategies to be engaged, each 

fostering a monopoly on expert knowledge: 

 Unification 

 Codification of knowledge 

 Social closure 

 Alignment to the scientific paradigm 

 Support from strategic elites 

In considering the perceived expertise of Pilates teachers in the current study, a contention is 

made that the Pilates industry has demonstrated a move towards professionalisation. As noted in 

Chapter 1, with a surge in interest in ‘core stability’ research, physiotherapists began to use 

Pilates; however, with the rise in the popularity of Pilates for the management of low back pain, a 
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struggle for dominance between healthcare professional and non-professional training and 

provision may be seen. Articles in the popular press endorsed Pilates but warned that incorrect 

teaching could be dangerous, unless taught by medically-trained physiotherapists, with one spinal 

surgeon stating that physiotherapist-led Pilates was safer because, “that medical knowledge 

means they have a real understanding of back pain” (Dovey 2012). This might be interpreted as an 

effort to form social closure by subsuming Pilates in a medical monopoly, wherein experts may 

seek to protect their knowledge and disparage the knowledge of others, necessitating that 

“outsiders have to be kept out” and insiders “have to be kept in” (Berger and Luckmann 1967, 

p87). In this way, a monopoly of expertise may confer authority and status for the experts, and 

from a medical expertise perspective, controls against “quackery” through the label of “medical 

science” (Koppl 2010, p222).  

By contrast, in another newspaper article, Lynne Robinson, founder of Body Control Pilates (non-

healthcare professional training provider) stated, “Pilates is not a treatment for back pain…we 

don’t diagnose and we don’t treat” (Murphy 2008), suggesting a clear delineation in scope of 

practice; however, publication of ‘The Pilates Prescription for Back Pain’ and ‘Pilates Back Book’ 

co-authored by Robinson (Robinson et al. 2002, 2004), proffer a potentially conflicting message 

with the use of medical terminology and clear reference to Pilates being used for back pain. This 

might be viewed simply as effective marketing of a brand, but in the market for experts, 

competition may lead to confusion of the layperson (Berger and Luckmann 1967). 

Further evidence of professionalisation is demonstrated in the development of higher levels of 

qualifications for Pilates teachers, specifically aligned with the scientific paradigm. The UK Pilates 

community came together to create a national standard in 2005, ratified by the Qualifications 

Curriculum Authority (QCA) and overseen by SkillsActive and the Register of Exercise Professionals 

(SkillsActive 2019). This may be viewed as an effort to codify knowledge, with specific criteria laid 

out for expectations of performance and knowledge, including understanding of the 

musculoskeletal system (SkillsActive 2019), thus entrenching biomechanical teaching within the 

Pilates model. Further claims to legitimise knowledge may be suggested with the introduction of 

Body Control Pilates’ ‘exercise specialist’ Level 4 Low Back Pain qualification in 2010 (Body Control 

Pilates 2019), suggesting a form of social closure by limiting the number of members through a 

training programme (Cant and Sharma 1996). Whilst the relatively low academic level of the 

course cannot be compared with the social closure engendered by degree status, in America, 

Polestar Pilates now partners with six universities and medical institutions, including a university 

level Pilates teacher training programme at Rutgers University (Polestar Pilates 2019). These 
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actions may be construed as a signal of intent by the non-medical training bodies to align with the 

scientific paradigm, particularly when considering those training with Body Control Pilates (who 

are allied with the charity BackCare) are entitled to call themselves ‘BackCare professionals’ (Body 

Control Pilates 2019).  

From the discussion above, a contention may be made that Pilates has sought legitimacy for 

expertise through a professionalisation process, with elements of codification of knowledge, 

social closure and alignment with the scientific paradigm evident. Whilst this process may be 

viewed as ongoing, it provides a socio-cultural context to understand the status of the Pilates 

teacher. 

Ritual-like practices of control 

The sections above have contextualised the activities associated with Pilates as practices of 

control, based in cultural norms whereby the practices are designed to reduce anxieties 

surrounding the uncertain body through specific, precise and controlled bodily movements and 

postures. It has also been proposed that the Pilates teacher is considered an expert in presiding 

over these practices. When considered together, these elements show similarity to the 

characteristics of ritual-like activity.  

Definitions of ritual are varied, but Strathern and Stewart (1998, p237) propose ritual to be “the 

repetitive, ordered performance of certain embodied actions …attached to social values and 

purposes”, with the highly defined activities require attentional focus and effortful action, thus 

discriminating them from everyday activities (Marshall 2002). The use of ritual has been observed 

across cultures, commonly used in response to times of uncertainty or crisis, and is considered to 

foster a sense of credulity, certainty and confidence in those participating (Bell 1992; Collins 

2005). 

Considering the term ‘ritual’ introduces connotations of religious or highly ceremonial activities, 

and it has been argued that in complex societies, the necessity for formal ritual are rare (Couldry 

2005). A critique of the utility of the concept of ‘ritual’ may therefore point to its obsolescence in 

an individualist and secularised society (Couldry 2005); however, a contention is made that ritual-

like activity may provide individuals with a sense of certainty and social cohesion without the 

requirement for formal ritual (Tonna et al. 2019). The work of Catherine Bell (1992; 1997) offers 

links between ritual-like activity and wider social practices.  
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According to Bell (1997), ritual activity can be assigned to six categories of action: formalism, 

traditionalism, invariance, disciplined rule-governance, sacral symbolism, and performance (see 

Figure 56). Formalism relates to the degree that language and bodily expression are limited 

through a “restricted code of communication” (Bell 1997, p135). Table manners are cited as an 

obvious setting for ritual-like formalised activity which may communicate complex socio-cultural 

meaning (Bell 1997). Traditionalism represents activities that appear to be consistent with older 

cultural precedents, such as the use of ceremonial costumes, archaic languages or simply the 

recreation of traditional Christmas dinner. Bell (1997) asserts that the categories of formalism and 

traditionalism commonly coalesce, effectively emphasising the difference between ritual and 

everyday activity. 

Invariance relates to “a disciplined set of actions marked by precise repetition and physical 

control” (Bell 1997, p149), considered to be the characteristic feature of ritual activity. A 

choreographed sequence of actions, performed with self-control epitomises invariance, which 

may be linked to a particular setting: such as the format of Alcoholics Anonymous meetings; or 

may encompass the ritualization of daily activities, as seen in monastic life. In both examples, the 

routine and discipline required is seen as encouraging self-control and embodying cultural norms 

(Bell 1997). Rule-governance relates to the constraints imposed on activity by codes of conduct, 

particularly related to activities such as sport and warfare, channelling and controlling conflict, but 

equally applicable to interactions in the court-room or boardroom. The premise of rule-

governance is seen as providing normative rules for the control of disorder and chaos (Bell 1997). 

Sacral symbolism relates to activities that invoke the supernatural, such as swearing on the Bible 

or the raising of a national flag (Bell 1997). According to Bell (Bell 1997), these symbols embody 

values, loyalties and emotions. The final category of performance is described as the 

demonstration of ritual activity in a public arena, whereby the multisensory experience of the 

performance provides an emotionally compelling instrument for the dissemination of socio-

cultural messages (Bell 1997). Examples might include the pageant of the Queen’s golden jubilee 

or the mass gymnastics rallies of nineteenth century Germany. The categories of ritual activity are 

summarised in Figure 57. 
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Figure 57. Categories of ritual activity 

 

 

 

 

 

 

 

 

 

 

As the examples above show, ritual-like activities are practices that may be situated outside 

codified cultural definitions of ritual, yet align with one or more of the categories of ritual activity 

listed above, in what Bell (1997) describes as a continuum of ‘ritualization’. It is interesting to note 

the primacy given to the body within each category, wherein movements, gestures and 

expressions define the activity and its qualities, thus offering potential utility for further 

interpretation of the findings of the current study.   

A key finding from the current study demonstrated the perceived importance of mastery of 

prescribed movements with control and precision, suggesting a strong connection to the category 

of invariance. Participants described the goal of attaining correct alignment and precise 

movement of the body, whereby adjustments of a few inches were considered paramount in 

attaining mastery. The exercises given by the teacher were commonly chosen from a repertoire 

associated with the founding set of Pilates exercises (as described in Section 1.3.1), with clients 

required to perform an exercise repeatedly with the same degree of precision. Here, the directive 

role of the teacher was considered pivotal in achieving controlled movement successfully time 

after time, with teachers expressing frustration when clients did not follow instructions precisely. 

In addition, a number of participants expressed annoyance when group class clients moved out of 

time with the group as a whole, suggesting the value placed on rhythmicity and discipline.  

• Language and expression limited
Formalism

• Activities consistent with older 
cultural precedentsTraditionalism

• Choreographed sequence of 
actions performed with self-controlInvariance

• Activity constrained by codes of 
conductRule governance

• Activities invoke the supernatural
Sacral symbolism

• Ritual activity carried out in the 
public arenaPerformance
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The findings also showed similarity with the category of rule-governance, illustrating a common 

set of rules relating to positioning the spine and pelvis in ‘neutral’ and in ‘correct’ posture and 

alignment. Participants commonly used the phrasing of ‘getting it right’ and ‘doing it wrong’, 

demonstrating the regulated nature of Pilates. Bell (1997) asserts that rule-governance relates to 

the control of conflict, and whilst this may suggest a lack of concord with the findings of the 

current study, where rules were described in relation to biomechanical principles, the cultural 

norms associated with posture described above may point to a tacit implication of conflict 

control. 

Formalism and traditionalism may be considered less discernible in the current findings; however, 

the teachers’ language provides examples of formalism with medical terminology and the use of 

Pilates-specific language revealed in theme vignettes. Fieldnotes demonstrated the use of a 

common style of dress in Pilates reporting almost ubiquitous use of close-fitting clothing, 

potentially highlighting an association with the minimal clothing requirements expounded by 

Joseph Pilates, or a link to the dance heritage of the method. These associations may be 

considered speculative; however, without further scrutiny. Furthermore, the categories of sacral 

symbolism and performance did not appear to be consistent with the current findings. 

The findings from this study demonstrate a considerable similarity with the category of 

invariance, with evidence of rule governance and some suggestion of formalism and 

traditionalism; thus, a contention is made that Pilates may be a ritual-like activity. 

The teacher as ritual expert 

At the heart of ritual activity are specialised personnel, whose knowledge bestows power and 

authority for the ritual expert to validate the rituals over which they preside (Bell 1997). In 

considering the use of ritual within a healing setting, McCreery (1979, p55) considers therapeutic 

ritual as an activity that “alleviates distress by making illness meaningful”, with the 

healer/therapist at the centre, providing an explanation for illness. Elks (1996), expands the 

potential role of the healer to three categories; mother, mentor and magus (a person of divinity), 

suggesting that these roles may be used jointly or severally. The ‘mother’ role is characterised by 

the healer attending unquestioningly to the patient’s needs, whilst the ‘mentor’ advises, guides 

and admonishes an actively participating patient, with the ‘magus’ role seen as performance of a 

healing ritual on a passive participant (Elks 1996).  

The role of the Pilates teacher in the current study was seen as providing help for the client with 

persistent low back pain through the provision of Pilates exercises. Findings demonstrated how 
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teachers used educational language to provide explanations to clients, directed precise execution 

of the exercises to guide the clients, and used corrective communication to admonish incorrect 

execution. These findings are suggestive of the teacher’s role as a ‘mentor’. Whilst the elements 

characterising a ‘mentor’ role were described universally by participants, the relationship 

between teacher and client was predominantly portrayed as an informal social relationship, with 

participants likening the relationship to a friend or family, describing a sense of closeness and 

caring. These findings are suggestive of the teachers’ role also being ‘mother’. Indeed, one 

teacher described herself as “protective…like a mother lion” [Janey, teacher. 1018-1019].  

However, teachers’ expressed uncertainty in negotiating the boundary between professional and 

friend, highlighting a potential tension between the roles of ‘mentor’ and ‘mother’. Elks (1996) 

contends that in a biomedical context, the ‘mother’ role is usually fulfilled by nurses, allied 

healthcarers and family, whilst physicians avoid this role as it disturbs the power asymmetry 

required for the ‘mentor’ and ‘magus’ roles. Herein, the power is held by the physician through 

control of the time allocated to the appointment, the level of communication, in addition to the 

use of props and physical touch (Elks 1996). In the context of the current study, the teacher also 

controlled these elements through a directive ‘mentor’ approach, and therefore a power 

asymmetry may be identified within the relationship, with the teacher-as-expert holding the 

power.  Conversely, the ‘mother’ role is associated with the healer’s subservience to the patient’s 

needs, thus creating the potential for “awkward professional role issues” (Elks 1996, p604).  

Furthermore, findings demonstrated the clients’ governance over the relationship as ‘consumers’ 

of Pilates services, with the sub-theme ‘Choosing Pilates’ providing evidence of the clients’ power 

in choosing, maintaining or rejecting a teacher. Whilst this may be viewed as ostensible 

autonomy, the clients’ choices may also be regarded as subtly governed through wider social 

controls. The clients’ health perceptions provided a foundation for the choice of Pilates as a tool 

for mastery over their back pain through controlled movement, and this search for order 

resonates with Foucault’s (1977) concept of disciplinary power. Herein, bodies are seen as 

managed, moved and monitored through ‘drill-like’ regimes of institutions (Foucault 1977). Thus, 

the Pilates class may be interpreted as an institution symbolising the cultural norms of health, 

with lessons dictating the ‘correct’ way to perform an exercise with requisite precision and self-

control. However, in contrast to Foucault’s (1977) conception of the ‘docile body’, Pilates clients 

actively choose an activity that requires obedience to rules. Governance by rules appears to be a 

meaningful practice that, whilst involving dominance by the teacher aiming to ‘normalise’ the 

client, also involves personal agency. 
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Whilst a Foucaldian analysis of power is beyond the scope of this thesis, the comparison has been 

made to highlight the social construction of the authority of the teacher within the ritual-like 

activity of Pilates, embedded within cultural norms, and viewed as fundamental by the client, who 

actively chooses to confer authority to the teacher-as-expert. 

6.3.4 The nature of the relationship – a social constructionist perspective 

In the contextualisation above, an argument has been made that the role of the Pilates teacher in 

the current study facilitated the alleviation of clients’ distress through the application of ritual-like 

Pilates activity. Thus, from a socially-constructed perspective, the relationship between teacher 

and client may be considered to be a therapeutic relationship, based on the client-in-pain seeking 

a teacher-as-expert who guides the client through ritual-like practices of control, based in cultural 

norms associated with the vulnerability of the spine and the requirement to correct posture. The 

impact of the relationship may be viewed as reducing the clients’ anxieties surrounding the 

uncertainty of the body by providing culturally-based meaning to their back pain through control 

of alignment and movement. In considering how a ritual-like practice of Pilates may effect a 

change, it may be proposed that that strategies of ritualization present historically-situated 

messages encoded in repetitive actions, “thereby ordering the relations of the past and present, 

establishing a sense of continuity, security, and direction” (Bell 1997, p168).  

The suggestion that Pilates may be a ritual-like practice with the teacher-as-expert at its heart is a 

tentative proposal. It has been asserted that the practice of Pilates shows some consistency with 

elements of ritualised activity; however, in order to fully examine this proposal, further 

investigation and analysis is required, and may therefore be considered as a direction for future 

research. Additionally, whilst the relationship between Pilates teachers and clients with persistent 

low back pain has been identified as a therapeutic relationship from a social constructionist 

perspective, this contention should be examined within the context of other theoretical 

perspectives, and therefore a discussion is expanded below. 
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6.4 Theoretical synthesis 

In the previous section, a sociologically-informed social constructionist lens provided an 

interpretation of the findings from the current study, asserting that the relationship may be 

viewed as a therapeutic relationship, with the teacher facilitating the alleviation of the clients’ 

distress through the ritual-like enactment of Pilates exercises. The following section explores this 

assertion by considering other theoretical approaches introduced in Chapter 1 that have 

conceptualised the therapeutic relationship. Herein, psychotherapeutic, anthropological and 

biomedical perspectives provide broad theoretical categories for contrast with the sociological 

approach used in the current study.   

6.4.1 Psychotherapeutic lens 

The predominant framework for theorising the therapeutic relationship in psychotherapy is 

considered to be Bordin’s (1979) conceptualisation of the working alliance (Horvath and Luborsky 

1993), with three conditions necessary to create an effective relationship: 

a) Agreement on therapeutic goals 

b) Collaboration in forming tasks 

c) Affective bond between client and therapist  

Decades of research measuring the association between the alliance3 and outcomes in 

psychotherapy support the hypothesis that the strength of the alliance is predictive of outcome 

(Horvath and Symonds 1991; Martin et al. 2000; Horvath et al. 2011). This robust evidence led to 

a broad acceptance of the concept within psychotherapy (Krause et al. 2011) and more widely 

within other healthcare contexts (Kelley et al. 2014). Reviews examining the research relating to 

the therapeutic relationship in physical therapy settings have also employed Bordin’s (1979) 

definition (Besley et al. 2010; Hall et al. 2010; O'Keefe et al. 2016; Babatunde et al. 2017; Kinney 

et al. 2018). More specifically, Kinney et al.’s (2018) systematic review examining the therapeutic 

relationship in physical therapy for chronic musculoskeletal pain reported that four of the seven 

included studies (Burns et al. 1999; Ferreira et al. 2013; Cheing et al. 2014; Harman et al. 2014) 

used Bordin’s (1979) conceptualisation as an operational definition. Two further studies (Fuentes 

et al. 2014; Wilson et al. 2017) used operational definitions suggestive of earlier psychotherapy 

                                                             

3 : Here the term alliance is used to specify elements of the therapeutic relationship pertaining to Bordin’s 
conceptualisation. 
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conceptualisations, including aspects of collaboration, warmth, support and positive regard 

(Rogers 1957; Greenson 1967).  

Given the weight of research utilising Bordin’s (1979) work in research relating to the therapeutic 

relationship, evaluating the findings from the current study within this conceptualisation may be 

considered judicious. The components of the relationship between Pilates teachers and clients 

with persistent low back pain (as contextualised in Section 6.2.2. above) showed a clear 

discrepancy with the theme of ‘congruence’ relating to the three conditions specified by Bordin 

(1979) as requisite for an effective working alliance.  

Whilst findings from the current study demonstrated compelling evidence for an affective bond 

between teacher and client through the themes of ‘Being Known’, ‘Encouragement’, ‘Trust’ and 

the sub-theme of ‘Being Human’, there is scant data relating to agreement on treatment goals, or 

collaboration in forming tasks. In contrast, findings demonstrated a more directive approach, with 

little evidence for discussion relating to goals, and only one teacher reporting the use of a more 

collaborative practice. Hatcher and Barends (2006) assert that a negotiated, purposive 

collaboration is the essential ingredient for an effective working alliance where change can be 

initiated, without which, the relationship becomes indistinguishable from a supportive everyday 

interaction (Horvath and Greenberg 1994). Therefore, using a psychotherapeutic lens, the 

relationship between Pilates teachers and clients with persistent low back pain may not represent 

a therapeutic relationship. 

In physical rehabilitation settings studies investigating the therapeutic relationship, outcome 

measures developed from psychotherapy are commonly used, with the recent scoping review by 

Babatunde et al. (2017) reporting only one measure developed specifically for a physical therapy 

setting. Whilst Bordin (1979) considered his working alliance concept to be ‘pan-theoretical’, 

some researchers have questioned this construct is wholly transferable to a physical rehabilitation 

setting, wherein additional constructs may be important in establishing a therapeutic relationship 

(Babatunde et al. 2017). Moreover, within the field of psychotherapy, Vowles and Thompson 

(2012) contend that the importance of the individual components within the relationship have 

not been identified. Krause et al. (2011) provide further critique, stating that the central feature 

of collaboration has been accepted without any consensual definition of what the therapeutic 

alliance is. Indeed, the authors argue that ‘de-facto’ definitions are a product of the instruments 

used to assess the relationship, with researchers “devising assessment tools that capture their 

implicit assumptions about what the alliance is in their particular context, but without explicitly 
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differentiating what they measured from other conceptualizations and other measures used in 

the literature” (Krause et al. 2011, p270). 

In considering which relational elements both therapists and clients perceived as important within 

psychotherapy settings, Krause et al. (2011) thematically analysed five phenomenological studies, 

proposing the following components of the therapeutic relationship: affective reciprocity and 

emotional expressions; acceptance, trust and understanding; expertise, commitment and 

collaboration. Herein, an affective bond of warmth, caring and affection was considered 

paramount, with clients’ choice of practitioner predicated on these characteristics. Feeling 

understood and accepted allowed clients to develop trust in the therapist, describing aspects 

close to that of friendship. Clients placed value on the therapists’ knowledge and expertise, thus 

creating an asymmetrical power relationship, with collaboration identified as either the clients’ 

implicit or explicit active participation in therapy. Interestingly, agreement on tasks and goals 

received little attention in response to prompts about important elements of the relationship 

(Krause et al. 2011). The similarity to the findings of the current study is noteworthy, with the 

affective bond and teacher expertise described as key characteristics, and limited discussion 

relating to tasks and goals. 

The perceived importance of the affective elements of the relationship in Krause et al.’s (2011) 

study are used to highlight a potential discrepancy in common measures of the therapeutic 

alliance, which may instead focus on cognitive and behavioural indicators based in the theoretical 

concepts of the relationship. Findings from Babatunde et al.’s (2017) reported the Working 

Alliance Inventory (developed using Bordin’s model) was the most commonly used outcome 

measure; however, Hall et al. (2012) concluded that measures developed from psychotherapy 

required re-contextualisation for use in rehabilitation settings. Additionally, Babatunde et al. 

(2017) emphasised the importance of other relational elements such as external influencing 

factors. Here, the expansion of components of the therapeutic relationship to encompass 

additional elements reaches a theoretical impasse, with Hatcher and Barends (2006) lamenting 

the use of Bordin’s (1979) conceptualisation as a proxy for the relationship as a whole.  

However, alternate psychotherapeutic perspectives of the therapeutic relationship, such as the 

common factors hypothesis, embrace the importance of additional factors beyond Bordin’s 

conceptualisation (Drisko 2004; Wampold and Budge 2012). The common factors hypothesis 

refers to a theoretical model for the mechanisms of change in psychotherapy, wherein a set of 

shared elements found across psychotherapy practices may be considered as the “active 

ingredients” of therapy (Drisko 2004, p84). The seminal work of Frank and Frank (1993) identified 
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four common factors across psychotherapy and the healing practices of other cultures. Firstly, an 

emotionally charged, confiding relationship with a healer is considered necessary. Secondly, the 

healing context reinforces the patient’s perceptions of the healer as a socially-sanctioned expert 

and creates a feeling of safety. Thirdly, the healer provides a rationale or myth to explain the 

patient’s symptoms and provides a method for their resolution, couched within the patient’s 

cultural context. Fourthly, the enactment of a treatment, procedure or ritual consistent with the 

explanatory rationale. Frank (1971) describes how therapeutic ritual is necessary for all 

treatments to be effective, with the enactment of a specific procedure delivered within the 

context of a relationship founded on expectancies produced through cultural context. Thus, from 

this perspective, psychotherapy is considered to be a social healing practice. 

The findings from the current study demonstrate consensus with the four common factors of the 

healing process conceptualised by Frank and Frank (1993). The relationship between Pilates 

teachers and clients with persistent low back pain was shown to be emotionally-charged and 

confiding, as described within the themes of ‘Being Known’, ‘Encouragement’, ‘Being Human’ and 

‘Trust’, with participants describing the closeness of the relationship in the sub-theme of 

‘Describing the Relationship’. The value of the teacher-as-expert was portrayed in the theme 

‘Teacher Expertise’, with the rationale of movement ‘control’ couched within the cultural context 

of clients’ preconceived notions for their back pain, as described in the theme ‘Health 

Perceptions’. This rationale was consonant with the ritual-like enactment of Pilates exercises 

depicted in the theme of ‘Mastery’, where the similarity to Frank and Frank’s (1993) conception of 

treatment akin to ritual activity may be considered of particular relevance. Therefore, from a 

common factors perspective, it may be contended that the relationship between Pilates teachers 

and clients with persistent low back pain does represent a therapeutic relationship. 

Whilst Bordin’s (1975) conceptualisation of the working alliance predominates in operational 

definitions of the therapeutic relationship in the physical therapy literature, the discussion above 

regarding common factors provides a potentially wider remit for considering influencing factors 

viewed as important through a psychotherapeutic lens. Consequently, consideration may be 

required to evaluate the suitability of operational definitions of the therapeutic relationship 

grounded purely in Bordin’s conceptualisation. Indeed, Horvath (2018, p512) proposes that future 

research in psychotherapy may benefit from a shift “to reconsider the need for tasks, goals, and 

bonds as exclusive ‘targets’ of alliance”.  
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6.4.2 Anthropological lens 

The anthropological perspective considers health practices, whether constituting a biomedical 

approach or not, to be socio-cultural systems where notions of health and illness “strike to the 

core of prevailing philosophical and moral beliefs” (Comaroff 1978, p249). In this regard, Comaroff 

(1978) considers a universal feature of the healing process as the provision of explanatory codes 

that act to re-order disrupted states between the physical and social aspects of the patient, and to 

make sense of the apparent chaotic nature of the patient’s experience. Levi-Strauss’s (2000) 

account of shamanic practices amongst Cuna Indians during childbirth illustrates this feature. The 

incantations of the shaman draw upon an explanatory rationale to explicate the woman’s strong 

sensations as the struggle for her soul, facilitating an acceptance of the physiological process, and 

creating an environment for the woman to feel able to manage her bodily sensations. Using this 

example, Lévi-Strauss (2000) draws parallels with psychoanalysis, whereby both healing practices 

seek to provide explanatory structures for the patient’s distress in a manner that creates 

regulatory mechanisms for the management of uncertainty. The nature of the relationship 

between Pilates teachers and clients with persistent low back pain described above in Section 

6.3.4, shows commonality with Comaroff’s (1978) depiction of the healing relationship. This is 

perhaps unsurprising given the overlap between sociological and anthropological perspectives; 

however, from an anthropological standpoint, the contextualised findings of the current study 

may provide the basis for asserting that the relationship is a therapeutic relationship. 

In the sphere of medical anthropology, conceptions of the body are considered central, with 

Scheper-Hughes and Lock (1987, p7) asserting the units of analysis may comprise “three bodies”: 

the individual body, perceived as the lived experience of the self; the social body representing a 

symbol of culture and society; and the body politic, conceived as regulated and subject to 

surveillance by macro-social structures in order to effect control over bodily behaviours. Whilst a 

socially-constructed perspective of bodily practices may be seen to encompass the analysis of the 

social body and body politic, the approach has been critiqued with regard to the ‘absent body’, 

wherein the lived experiences of the physical body are subsumed beneath analyses of how society 

has made the body meaningful (Shilling 2012; Burr 2015). This is of particular concern to the 

current study, where the body-in-pain is at the heart of the research. A contention may be made; 

however, that in situating the relationship within a ritual frame, the body can be returned to a 

central prominence via the embodied nature of ritual-like activity. Bell (1997) posits that within 

ritualised action the body is the instrument of communication through the enactment of spatial 

movements, thus meaning is communicated in embodied form. This assertion may be seen to rest 
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on a definition of embodiment such as that stated by Strathern and Stewart (1998, p237), 

wherein embodiment is seen as, “the anchoring of certain social values and dispositions in and 

through the body, with primary reference to the body”, and a question may be raised as to 

whether this view of embodiment realises the full potential for lived experience. Scheper-Hughes 

and Lock (1987) emphasise the role of emotions as a potential key to bring together aspects of 

the “three bodies”, highlighting an aspect of the current study which may be perceived as 

underexplored.  

The theme ‘Feeling Good’ describes participants’ perceptions of the impact of Pilates, associating 

the practice not just with perceived reductions in pain levels but also with positive affect. A 

number of teachers discussed how their focus was on ‘making people feel better’ rather than 

trying to ‘fix’ them, and clients described how they enjoyed Pilates. It may therefore be claimed 

that the contextualisation of findings within a social constructionist framework presented above 

has marginalised the emotional aspects of the lived experience of Pilates in favour of socio-

cultural context. Bringing ‘alive’ embodied experience within this approach is not unproblematic 

(Cromby and Nightingale 1999), and an argument may be made that an alternative approach, 

such as phenomenology, might provide a deeper understanding of the embodied being (Burr 

2015). In this regard, Scarpellini’s (2013) interpretative phenomenological analysis of clients’ 

experiences of Pilates provides a useful source of experiential data, demonstrating commonality 

with the findings from the current study, as described in Section 6.2.1.   

This section has considered the findings from the current study from an anthropological lens, 

proposing that from this standpoint, the relationship between Pilates teachers and clients with 

persistent low back pain may be viewed as a therapeutic relationship. The anthropological 

perspective has provided a point of critique with regards to difficulties situating embodied 

experience within a social constructionist analysis, and whilst the findings from the current study 

portrayed the affective components of the relationship within the inductive analysis, 

contextualisation within a socio-cultural context may be criticised for marginalising the emotional 

impact of the relationship. The next section aims to consider the findings from the current study 

through a biomedical lens. 
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6.4.3 Biomedical lens 

In the evaluation of the doctor-patient relationship, Emanuel and Emanuel (1992) provided an 

influential conceptualisation with which to evaluate the relationship, based on three components 

that combine to produce differing levels of patient autonomy: (1) who sets the goals of the visit 

(doctor, patient or both), (2) the significance of the patient’s values (assumed by the doctor, 

jointly explored, or unexamined), and (3) the role of the doctor (guardian, adviser, friend or 

consulting technician). From an evaluation of these components, four models of the doctor-

patient relationship are proposed: informative, interpretive, deliberative and paternalistic 

(Emanuel and Emanuel 1992). In a paternalistic relationship, the doctor controls the agenda, goals 

and outcomes, acting as a guardian for the patient’s best interests, with the assumption that 

these values are in line with the patient’s values and where the patient assents to the authority of 

the doctor. By contrast, the informative model represents a consumer model, where the patient 

controls the agenda and chooses the treatment, with the doctor’s role viewed as a technical 

consultant delivering expertise as a means for the patient to exercise control over their health. 

The interpretive model shares similarity with the informative role in the doctor’s provision of 

information which allows the patient to make decisions, however, in this model, the doctor acts 

as an adviser in a mutual process. The deliberative model requires the doctor to understand the 

patient’s health-related values, and to act as a teacher or friend, using moral persuasion to 

suggest the course of action the patient should, facilitating the patient’s autonomy to choose 

moral self-development (Emanuel and Emanuel 1992). These models are summarised in Table 22. 

 

Table 22. Four models of the doctor-patient relationship 

Summary of Emanuel and Emanuel’s (1992) Models of Doctor-Patient Relationship  

 Informative Interpretive Deliberative Paternalistic 

Doctor’s role Technical expert Adviser/counsellor Teacher or friend Guardian 

Patient autonomy Patient controls 

decision-making 

Shared decision-

making 

Patient decisions 

based on doctor’s 

moral persuasion 

Assenting to 

doctor’s decision 
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Emanuel and Emanuel (1992) state that different clinical situations require the use of different 

models. For example, the use of a paternalistic model may be appropriate in an emergency 

situation where delays in treatment may be life-threatening; whereas for patients where there 

may be treatment options with differing risks, such as surgical or non-surgical interventions, an 

interpretive model may be preferable. A deliberative model may be chosen for a patient with a 

chronic condition such as diabetes that requires lifestyle modification; whereas an informative 

model may be more applicable in a one-time interaction in a walk-in centre (Emanuel and 

Emanuel 1992). Inherent within this model is the assumption that as one component changes, the 

others change simultaneously, as in the emergency situation where the paternalistic model is 

directly linked to the person’s health status. However, research suggests more fluid boundaries, 

with a recent qualitative focus group study (Schandl et al. 2017) of 17 intensive care nurses who 

described how, even when critically ill and unable to communicate verbally, patients could still 

indicate their preferences. Equally, not all patients want to participate in decision-making, 

regardless of the role the physician takes (Levinson et al. 2005). This highlights the challenge of 

trying to conceptualise the patient-practitioner relationship; however, Emanuel and Emanuel’s 

(1992) model provides a lens for considering the findings from the current study from a 

biomedical perspective.  

This conceptualisation may be achieved through consideration of goal setting, perceptions of the 

client values and the teacher’s role. Firstly, findings found limited evidence for joint-decision 

making, instead portraying a more directive approach, with the teacher controlling the format of 

the Pilates session. Whilst this may bear similarities with a paternalistic approach, client 

discussions surrounding their expectations for a good teacher (seen across themes of ‘Being 

Known’, ‘Encouragement’, ‘Teacher Expertise’, ‘Trust’, ‘Mastery’, ‘Social Influences’ and ‘Service 

Perceptions’) provided evidence of the clients’ autonomy in deciding which teacher to work with, 

more suggestive of an informative or interpretive model. However, universally, participants 

described teacher ‘correction’ as one of the most valued aspects of the teacher’s role, thus 

demonstrating the significance of the teacher’s authority within the relationship. The 

juxtaposition between the client as consumer and the teacher as valued authority may be 

rationalised within the deliberative model. 

From this perspective the teacher has a strong understanding of the clients’ values, as described 

in ‘Being Known’, and provides moral persuasion to facilitate the clients’ ‘Mastery’ of ‘correct 

alignment’, thus empowering the clients’ self-development through the attainment of culturally-

defined postural norms. The teacher’s role is perceived as a friend or teacher, highlighted in 
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‘Describing the Relationship’, and whilst the choice of this model may seem unsurprising given the 

nomenclature already provided to the ‘Pilates teacher’, the aim of the current study was to 

understand the nature of the relationship between Pilates teachers and clients with persistent 

low back pain without tethering the investigation to preconceptions.  

As described in Section 1.6.4, a doctor-patient model based on mutual understanding, informed 

consent and joint decision-making is perceived as the ideal doctor-patient relationship in modern 

healthcare, forming a patient-centred approach (Mead and Bower 2000) that sits broadly within 

the interpretive model. This suggests that the relationship between Pilates teachers and clients 

with persistent low back pain, situated within a deliberative model, may lack the potentially 

beneficial element of mutuality.  

Emanuel and Emanuel (1992) provide an alternative perspective, contending that the deliberative 

model represents the ideal relationship, arguing that patient control over medical decisions does 

not equate to autonomy, and portraying the informative and interpretive models as an 

oversimplification of the interaction. Instead, in the deliberative model, active discussion is 

embraced but results not just in the doctor’s recommendation for a course of action, but also 

persuasion of the patient to accept the treatment that best promotes moral self-development 

(Emanuel and Emanuel 1992). Objections to the deliberative model rest primarily on the nature of 

the moral deliberation on which the relationship is based, questioning whether it is appropriate 

for a doctor to judge the worthiness of health-related values (Emanuel and Emanuel 1992). 

Interestingly, from the perspective of the current study, moral deliberation appeared to be a core 

consideration for clients in choosing Pilates as a management method for their back pain, 

situating the method as a means of self-improvement through ‘control’ and the teacher as the 

valued authority to judge the clients’ efforts to attain mastery of precise movement and 

alignment. Also noteworthy, the common description of the Pilates teacher’s role as ‘like a friend’ 

demonstrates similarity with Emanuel and Emanuel’s (1992) use of the term ‘friend’ to denote the 

doctor’s role in the deliberative model, and the use of this term may explicate the divergence 

shown by teachers in the current study when discussing navigating the relationship boundaries. 

The data illuminated perceptions of uncertainty regarding the teachers’ professional identity, with 

those with a healthcare professional background expressing limitations on the level of friendliness 

deemed appropriate. A potential explanation may be provided when considering that healthcare 

professionals are situated within settings exemplified by a patient-centred relationship model that 

stipulates the role of adviser as ideal, and those of friend or paternalistic guardian as less 

appropriate (Mead and Bower 2000) thereby setting up conflicting values when associated with 
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the more intimate role associated with the Pilates teacher. Thus, a question may be raised with 

regards to the position of Pilates within healthcare, where the apparent search for legitimacy as a 

rehabilitative method may therefore require a re-contextualisation of the teacher’s role.  

For other helping professions, regulatory bodies provide practice guidelines to delineate 

acceptable professional behaviours from unacceptable behaviours, thus creating parameters for 

professional relationships and preventing an abuse of power (Austin et al. 2006). Pilates teaching; 

however, does not have an overarching regulatory body and therefore each teacher creates their 

own relationship boundary. It might therefore be argued that defining appropriate boundaries 

within a Pilates context should be necessitated from an ethical standpoint.  

However, a recent phenomenological interpretive study (Smythe et al. 2018) exploring the 

relationship of un-regulated mental health support workers with mental health clients suggests an 

alternate consideration. The study was a secondary analysis of a previous appreciative inquiry 

study of 34 participants examining the role of mental health support workers in New Zealand 

(Hennessy et al. 2017), with four participant stories used in the secondary analysis, chosen for 

their insight into the relationship of support workers and clients. Analysis of data followed an 

iterative process with three researchers. Findings from the analysis demonstrated how support 

workers earned the trust of clients through getting to know the person who needed their help in a 

person-to-person relationship. In this way, support workers “could offer care in its fullest sense , 

with little differentiation between the boundaries of clinical, social and friend” (Smythe et al. 

2018, p 291). However, this close bond also brought with it a feeling of responsibility, with one 

participant describing the emotional wrench of leaving a job. Smythe et al. (2018) suggest that 

support workers created individual relationship boundaries unburdened by professional 

boundaries, with relationships characterised by much deeper trust and closeness with clients than 

their professional colleagues (Smythe et al. 2018). The use of an interpretive phenomenological 

approach in this study provides insight into how trusting relationships are formed in a mental 

healthcare setting; however, transferability to other settings may be limited given the situational 

uniqueness (Krefting 1991). Sampling and data analysis processes were clearly articulated, 

although here the hermeneutic circle of understanding involved co-construction with other 

researchers rather than participants, as data were extracted from a previous study (Laverty 2003). 

Smythe et al. (2018, p293) describe the ‘humanness’ evident in the relationships studied, and 

question whether “professionalism has robbed us of the very thing that makes relationships 

work”. This relates to the findings presented in Chapter 5, where ‘Being Human’ was considered a 

central element in creating the professional identity of the Pilates teacher. Thus, it may be 
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beneficial to consider whether professionalisation of Pilates teaching, with concomitant 

relationship constraints, would enhance or impede the relationship.  

The discussion above has asserted that from a biomedical perspective, the relationship between 

Pilates teachers and clients with persistent low back pain may represent a deliberative 

relationship model, as described by Emanuel and Emanuel (1992). Whilst this may be seen as 

differing from the patient-centred relationship ideal dominant within mainstream healthcare 

contexts, a contention has been made that the role of friend or teacher designated within this 

model may provide the benefit of facilitating a close, trusting relationship.  

Having considered the findings from the current study from a variety of theoretical lenses, 

consideration will now be given to other conceptual approaches utilised to investigate the 

therapeutic relationship in physical therapy settings. 

6.4.4 Other conceptual approaches  

Whilst conceptualisations of the therapeutic relationship in psychotherapy are well established 

(Horvath 2018), research has only recently begun to focus on the concept within the physical 

therapy field (Ferreira et al. 2013). Babatunde et al.’s (2017) review of the characteristics of the 

therapeutic relationship in physical and occupational therapy investigated the theoretical 

underpinnings used to conceptualise the relationship, identifying the use of three theories and 

eighteen models (see Table 23).  
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Table 23. Conceptualisations used to investigate the therapeutic relationship 

Conceptualisations used to investigate the therapeutic relationship 

Theory Model 

• Self-determination theory 

• Social learning theory 

• Self-efficacy theory 

 

• Biopsychosocial model 

•  Consumer model 

•  Gelso and Carter model 

•  Health belief model 

•  Health locus of control 

•  Independent living model 

•  Information-Motivation-Behavioural model 

•  Intentional Relationship Model 

•  Model of empathic understanding 

•  Model of helping encounter 

•  Model of human occupation 

•  Model of physiotherapist-patient interactions 

•  Process model of collaboration 

•  Resource conservation model 

•  Self-management model 

•  Self-regulation model 

•  Transtheoretical model 

•  Tripartite efficacy model 

 

The various approaches listed above provide a variety of perspectives for understanding the 

therapeutic relationship; however, in Babatunde et al.’s (2017) review, the studies using an 

explicit conceptualisation of the therapeutic relationship were used almost exclusively to 

investigate patient adherence, satisfaction or behaviour change, thus relating to specific aspects 

of the relationship. Three studies presented models of the relationship as a whole (Norrby and 

Bellner 1995; Szybek et al. 2000; Gorenberg and Taylor 2014) and Table 24 shows the differences 

in conceptualisations based on thematic categories of the components of the relationship, as 

described by Babatunde et al. (2017).  



 

274 

 

Table 24. Components relating to models of the therapeutic relationship 

Components relating to models of the therapeutic relationship 

Components Gelso and Carter 

model 

(Szybek et al. 2000) 

The Intentional 

Relationship Model 

(Gorenberg and Taylor 

2014) 

The Helping 

Encounter 

(Norrby and Bellner 

1995) 

Congruence    

Connectedness    

Communication    

Expectation    

Individualised therapy    

Influencing factors    

Patient prerequisite    

Partnership    

Roles & responsibilities    

 

The studies proposing models of the clinician-patient relationship comprise one study relating to 

physiotherapy and two relating to occupational therapy. Szybek et al. (2000) used the Gelso and 

Carter tripartite model (1994) of the therapeutic relationship to specifically incorporate a 

psychoanalytic perspective with physiotherapy. The three elements of the model include the real 

relationship, a transference configuration, and the working alliance, with the alliance theorised 

using Bordin’s (1975) conceptualisation (see Section 6.4.1.). Gorenburg and Taylor (2013) propose 

The Intentional Relationship Model (Taylor 2008) to facilitate occupational therapy students’ 

attainment of therapeutic relationship skills. Taylor (2008) describes the model as based in 

underlying psychotherapy concepts, expanding the focus beyond interpersonal relations to 

encompass occupational engagement. Both of these models are seen as including ‘congruence’ as 

a key component, comprising agreement on goals, problem identification and agreement on tasks 

(Babatunde et al. 2017). 
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In contrast, Norby and Bellner (1995) provide a model of the ‘helping encounter’ in occupational 

therapy that does not include congruence as a component. This model is influenced by Carkhuff’s 

Helping Model (1969), which questioned the emphasis in psychotherapy research on whether or 

not behaviour change was achieved, asserting that the outcome of a helping relationship is, to a 

large extent, dependant on the therapist’s interpersonal skills. Berenson and Carkhuff (1977) 

outlined five components of a helping relationship; empathy, respect, genuineness and 

concreteness (help that is meaningful and relevant to the client), common to all interactions 

where one person seeks help from another, regardless of theoretical orientation.  

It is interesting to note that the variance shown between these models, and more widely with the 

perspectives discussed in the sections above, appears to rest purely on theoretical orientation. 

Whilst Horvath (2018, p500) suggests that “there is no identifiable source or doctrine that owns 

the concept”, Babatunde et al.’s (2017) review provides evidence for the dominance of 

psychotherapy-oriented theoretical perspectives. Thus, the social constructionist 

contextualisation of the findings in the current study present a novel approach to understanding 

the therapeutic relationship in a rehabilitation setting. 

6.4.5 Moving beyond the theoretical 

A central focus of this thesis has been the assertion that the therapeutic relationship may be an 

important factor in the management of persistent low back pain (Harman et al. 2014; Holopainen 

et al. 2018; Calner et al. 2019), with the potential to influence outcomes (Ferreira et al. 2013; 

Cheing et al. 2014; Fuentes et al. 2014). The relevance of the therapeutic relationship in settings 

where Pilates is used as a rehabilitative tool for the management of low back pain has been 

considered in Section 1.8. 

The previous sections in this Chapter have discussed the findings of this study within differing 

theoretical perspectives as a fundamental step in answering the research questions related to 

identifying the components of the relationship between Pilates teachers and clients with 

persistent low back pain, and whether the relationship may be considered a therapeutic 

relationship. From these considerations, the findings provide evidence suggesting the relationship 

between Pilates teachers and clients with persistent low back pain may be considered a 

therapeutic relationship. Whilst this may satisfy the research questions pertaining to the study, a 

move beyond the theoretical might provide a more applied perspective to the findings.  
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This leads to a consideration of what the ultimate goal of persistent low back pain management 

strategies should be. Waddell and Burton (2005) state that the primary goal of healthcare is a 

relief of symptoms and a restoration of function, to overcome activity limitations and improve 

social participation (Waddell and Burton 2005). Similarly, in a recent review of the evidence, 

challenges and promising directions for the prevention and treatment of low back pain, Foster et 

al. (2018, p2368) suggest that “strategies are needed that prevent and minimise disability and 

promote participation in physical and social activities”.  

Tengland (2006) argues that health-related quality of life is the ultimate goal of healthcare, with 

all other goals related to this. The assertion here is that there is more to health that the absence 

of disease, “for life to be worth living it has to have some quality” (Tengland 2006, p156). Hence 

quality of life equates to more than clinical symptoms or functional ability, encompassing two 

main areas: (1) well-being, an individual’s subjective sense of happiness, or the presence of 

pleasure and absence of suffering; and, (2) the fulfilment of one’s desires (Brülde 2001). In 

considering the goals of medicine, Brülde (2001) questions whether the domain of healthcare 

should be restricted to the relief of pain and suffering, or whether it should strive to enhance 

people’s happiness, concluding that healthcare indirectly improves quality of life through the 

manipulation of other variables e.g. through improving function and facilitating a return to 

activities of value to a person. 

The findings of the current study suggest that Pilates, facilitated by the teacher, leads to client 

perceptions of decreased levels of pain and of feeling stronger physically and mentally, with 

positive descriptions of social support garnered from attending Pilates sessions. Furthermore, 

participants described attributes of ‘feeling good’ and ‘enjoyment’ suggestive of subjective well-

being. However, further consideration of the contribution of Pilates to a client’s quality of life is 

beyond the scope of this research and should be considered an area for further research, outlined 

in Section 7.4.2. 
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6.5 Chapter summary 

The findings from the current study have presented an inductive exploration of the characteristics 

of the relationship between Pilates teachers and clients with persistent low back pain, with the 

aims of identifying the components of the relationship, the factors influencing the relationship 

and finally to provide understanding regarding the nature of the relationship, specifically 

questioning whether it may be deemed a therapeutic relationship. This chapter has situated the 

findings within the literature relating to the therapeutic relationship in Pilates-specific and wider 

physical therapy contexts in order to provide a framework for categorising the findings in to 

components and influences, additionally describing an impact of the relationship as ‘Feeling 

Good’.  

Divergence was seen with regards to two main areas, congruence and mastery of exercise, and a 

social constructionist lens was applied to provide a theoretical interpretation. From this socio-

cultural contextualisation a tentative proposal has been advanced that the relationship between 

Pilates teachers and clients with persistent low back pain comprises a therapeutic relationship 

with the teacher-as-expert guiding the client through ritual-like activity based in cultural norms, 

resulting in the reduction of anxieties surrounding perceptions of an uncertain body. 

Subsequently, the contention that the relationship may be considered a therapeutic relationship 

was considered through other theoretical lenses, with similarities providing broad consonance. 

Situating the findings within the wider literature may be seen as important in linking 

characteristics of the relationship between Pilates teachers and clients with persistent low back 

pain to established theory in order to evaluate areas for further research and clarification. Moving 

beyond the theoretical, consideration has also been given to the longer-term health goals for low 

back pain management. The following chapter provides a summary of the current study, 

highlighting strengths and weaknesses, and providing suggestions for future research directions 

and implications for practice. 
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 Summary and Conclusions 

7.1 Introduction 

This final chapter will draw together the preceding chapters, firstly providing a summary of the 

findings in relation to the research questions, and more broadly relating to previous research. A 

review of strengths and limitations of the research will then be offered, followed by implications 

for practice and suggestions for future research directions. Finally, plans for dissemination of 

findings, an autobiographical reflection, and conclusions are presented. 

7.2 Summary of findings 

This research aimed to identify components of the relationship between Pilates teachers and 

clients with persistent low back pain, influences upon the relationship, and to consider whether it 

constitutes a therapeutic relationship. Findings from the qualitative, ethnographically-informed 

study portrayed ten themes, representing a multi-faceted interaction, where the teachers’ 

authority in facilitating an environment for safe, controlled movement was seen as paramount. 

This study is believed to be the first to specifically investigate the characteristics of the Pilates 

teacher-client relationship, and in order to identify which themes may represent components or 

influences, the findings were situated within the wider literature relating to the therapeutic 

relationship, in Pilates-specific and physical therapy settings. The resulting synthesis supported 

the identification of six themes relating to components of the relationship, three pertaining to 

influences, and one theme proposed as an impact of the relationship as shown in Figure 58. 
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Figure 58. Components of, influences upon, and impact of the relationship 

 

 

 

 

 

 

 

 

 

Whilst the emergent themes showed broad similarity with wider literature, divergence was 

apparent with regard to two areas, relating firstly to the theme of ‘Mastery’ and secondly to a lack 

of data demonstrating the component of ‘congruence’, common in wider physical therapy 

literature. The findings suggest that ‘Mastery’ of controlled movement in the performance of a 

Pilates exercise was fundamental to the practice, requiring clear understanding of the nature of 

the movement, and corrective feedback by the teacher in order to achieve successful mastery. 

Participant discussion, supported by fieldnote observations, suggested a directive approach by the 

teacher, where the teachers’ authority was valued. In contrast, wider literature suggested that a 

more collaborative relationship was associated with physical therapy relationships (Besley et al. 

2010; Babatunde et al. 2017). 

The apparent distinctiveness relating to mastery of controlled movement and the teachers’ 

valued authority provided a basis for contextualisation from a social constructionist lens. Situating 

findings within a socio-cultural context offered a tentative proposal for the nature of the 

relationship, wherein the teacher-as-expert guides the client through ritual-like enactment of 

Pilates exercises based in cultural norms. The impact of the relationship was suggested to be a 

reduction in clients’ anxieties surrounding perceptions of an uncertain body, thus generating 

positive affect. From a social constructionist perspective, an assertion was made that the 

relationship may be seen as representing a therapeutic relationship. 
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Further synthesis considered this assertion from alternative theoretical lenses, with commonality 

suggested with a psychotherapeutic common factors approach, an anthropological perspective of 

the therapeutic relationship, and the deliberative model of doctor-patient relationships from a 

biomedical perspective. However, the dominant framework for theorising the therapeutic 

relationship in psychotherapy utilises Bordin’s (1975) conceptualisation, where ‘congruence’ 

relating to collaboration on goals and tasks is given primacy. From this perspective, the 

relationship between Pilates teachers and clients with persistent low back pain may not represent 

a therapeutic relationship. This is of particular importance given the extent that Bordin’s (1975) 

conceptualisation is used to define and measure therapeutic relationship in the physical therapy 

context, thus questioning the validity of the assertion that the Pilates relationship is therapeutic. 

However, the centrality of goals and tasks has been queried (Krause et al. 2011; Horvath 2018), 

and Babatunde et al.’s (2017) broad scoping review of physical and occupational therapy settings 

demonstrated a wider range of factors considered important in developing a therapeutic 

relationship, including individualised therapy, influencing factors and roles and responsibilities. 

Consequently, further research is indicated to evaluate consensus on operational definitions of 

the therapeutic relationship within Pilates-specific contexts. 

7.3 Strengths and limitations 

This section reflects on areas considered strengths of the study, and areas of limitation including 

the research design and problems encountered with the study. 

7.3.1 Theoretical approach 

This study used a social constructionist epistemology, based in an interpretivist ontology, as a 

theoretical guide to the research. Contextualisation of the findings was undertaken using a broad 

social constructionist perspective, and it may be considered a theoretical limitation that a more 

defined theoretical approach was not taken. The umbrella term of ‘social constructionism’ covers 

a variety of perspectives across a broad range of disciplines (Lupton 2000; Holstein and Gubrium 

2008b; Shilling 2012). In considering a social constructionist approach to medicine and the body, 

Lupton (2000) describes a ‘strong’ constructionist stance as one contending that bodily 

experiences are inextricable from the socio-cultural context that shaped the experience, with 

‘weaker’ stances considering that bodily experiences may be influenced by socio-cultural forces at 

some times. From this perspective, the current study might be seen as affording a perspective 

more aligned with a ‘strong’ constructionist stance.  
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However, a ‘strong’ theoretical approach may also be considered aligned with specific writers 

such as Foucault, Goffman, Turner and Frank, who all place significance on the role of social or 

cultural processes (Shilling 2012). Each writer offers a distinctive viewpoint which might have 

added to the theoretical strength of the current study. For example, a Foucaldian analysis may 

have illuminated the elements of power asymmetry and governance of the body more fully 

(Foucault 2002), whereas Goffman’s (1983) ‘interaction order’ may have highlighted elements of 

non-verbal communication within the interaction, relating to the specific social roles of the actors. 

Turner’s (1984) ‘bodily order’ theory may have illustrated ‘modes of control’ by which society 

governs the body from a more Parsonian perspective (Shilling 2012), whilst Frank’s (1991) ‘action 

problems’ analysis may have focused on the embodiment of agency. Each of these approaches 

might be seen as potentially appropriate for the current study; however, this is a retrospective 

viewpoint. As the first research to specifically explore the relationship between Pilates teachers 

and clients with persistent low back pain, elements of the relationship were unknown, and the 

use of any of the approaches described above within the initial research design would have 

required assumptions unsuitable to an exploratory study. Therefore, a contention is made that 

the use of a broad social constructionist contextualisation has provided the basis from which 

future research may take specific theoretical approaches to refine and further understanding.  

Given the exploratory nature of the current study, it was considered judicious to examine the 

proposal that the relationship may be considered as a therapeutic relationship from alternate 

theoretical perspectives, to provide more robust evidence to support findings. However, synthesis 

in wider literature may appear to sit uncomfortably within a social constructionist framework, 

where reality is considered to be constructed differently in different contexts, and where data 

cannot be ‘aggregated’ to arrive at a universal ‘truth’ (Silverman 2013). Yet Edwards et al. (1995) 

argue that the strength of a relativist stance is to challenge apparent truths, describing it as, 

“potentially liberating, dangerous, unsettling …nothing ever has to be taken as merely, obviously, 

objectively, unconstructedly, true” (Edwards et al. 1995, p39).  

In this regard, the comparison of a social constructionist interpretation of the relationship with 

other theoretical perspectives offers a potential challenge to the dominance of psychotherapeutic 

conceptualisations of the nature of the therapeutic relationship, questioning whether operational 

definitions based in Bordin’s (1975) work are optimal. Simultaneous to, and parallel with this 

challenge, it is acknowledged that use of this argument represents a double-edged sword by 

potentially dissolving all arguments into nihilism (Turner 1995). Nonetheless, Cromby and 

Nightingale (1999, p9) consider that use of a social constructionist lens does not equate to 
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“unbridled” relativism, instead being seen as contributing to research by questioning dominant 

views of knowledge.  

7.3.2 Literature search 

Literature review search terms for the therapeutic relationship were limited to synonyms related 

to ‘therapeutic relationship’ as a whole, and did not encompass elements that may be associated 

with the relationship, potentially limiting the results of the search. The theoretical nature of this 

body of work included a number of differing perspectives of the therapeutic relationship, with a 

multitude of diverse elements potentially associated with it. Thus, inclusion of all these terms was 

considered too broad and a pragmatic decision to limit search terms was taken.  

7.3.3 Methodology 

A strength of the research may be seen in the choice of an ethnographically-informed 

methodology, capturing details of the Pilates interaction within a natural setting, with the data-

set providing a rich, thick data description, an important criteria in establishing credibility of 

qualitative research (Creswell 2013). The use of a multi-site design may also be considered a 

strength, as the social groups using Pilates are not limited to a specific geographic area, thus a 

multi-site approach may be seen as facilitating the exploration of the cultural aspects of Pilates 

across time and space.  

Whilst the use of episodic observations provided a pragmatic and practical solution for this 

unfunded study, it is acknowledged that a limitation of the research may relate to the restraint on 

time spent in the field, leaving potential dimensions of the Pilates setting unobserved.  

7.3.4 Methods 

A number of limitations related to the methods adopted have been identified, relating to 

sampling, recruitment, the role of the researcher, observation and data analysis. 

Sampling 

The use of purposive sampling for teachers may be considered a strength of the study, with the 

aim of accessing a diverse sample of key informants. However, the application of an online search 

technique to gather the purposive sample may not be truly comprehensive, as some teachers 

have either limited or no online presence, and the extent of this is not known. Furthermore, 
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whilst efforts were made to find hard-to-reach groups as described in the reflection in Section 4.3, 

it is not known if the lack of results in this area reflects the socio-economic bias of Pilates, or a 

limitation of the online search strategy. 

Additionally, purposive sampling requires the researcher to make a deliberate choice based on 

judgements of the qualities the potential participant possesses (O'Reilly 2009). In the current 

study, a purposive sampling strategy outlining elements of interest was applied to guide selection, 

as advocated by Silverman (2006); however, the possibility of selection bias cannot be discounted. 

Moreover, the research design did not include clients who had stopped doing Pilates, and 

therefore negative influences on the relationship may not have been fully explored. 

Recruitment of teachers 

A possible limitation to the research was demonstrated in Pilates teachers’ apparent hesitancy to 

participate in research. The reflective journal entry detailed below in Figure 59 describes concerns 

that prospective teacher participants may have felt intimidated by the formal research process 

used within the research design.  

Figure 59. Reflections on teacher hesitancy 

An interesting discrepancy was noted between prospective teacher participants who had 

healthcare professional backgrounds and those who did not. Teachers with no healthcare 

background were noted as wanting to talk through the research in great detail, and required 

Teacher hesitancy 

Reflective journal notes from 21/03/2017 

“One thing that struck me when I mentioned ‘observing’, she made an “ooh” noise, which I 

took as concern and I tried my best to explain that my goal is simply to see what happens 

during Pilates… She seemed really pro the research but I’m concerned it seems too formal and 

scary with the questionnaire and ‘observation’.” 

“I wonder if a more traditional ethnographic approach where teachers hear of what I’m doing 

through other teachers/clients would have worked better with this group. They are 

experiential people, not academic, and this formal research stuff is all very different.” 

 



Chapter 7 

285 

 

reassurance about the purpose of the study, seemingly concerned about ‘being judged’. Those 

with healthcare backgrounds appeared more at ease with the research process as a whole, yet 

seemed to want to control the process more closely. A reflective journal entry notes that during 

an interview, one healthcare professional teacher noted how “last night she was worrying about 

what she would be asked, and if she needed to read up on things”. The notes describe the 

teacher’s use of “word for word” phrasing from research papers, suggesting that the teacher had 

indeed spent some time preparing for the interview. This is perhaps suggestive of similar concern 

to the non-healthcare professional regarding ‘being judged’, but operating at a different level. 

Here, it may be suggested that the teacher was worried about her professional knowledge being 

‘tested’, whereas the non-healthcare professionals appeared more concerned with a perceived 

evaluation of their teaching practice. This is perhaps indicative of the juxtaposition evidenced in 

the theme of ‘Professional Identity’ in the main findings.  

The apparent levels of anxiety surrounding participation in the study may be considered a 

limitation of the research, as this may have precluded some prospective teachers from 

participating, and may have influenced the actions of participants. The teachers’ concerns may 

have been due to the inexperience of the researcher in presenting the study, but future research 

should consider the use of alternative recruitment strategies, such as snowball sampling. 

Recruitment of interview clients 

The size of the sample population of interview clients was questioned in the reflection in Section 

4.5.3. Hammersley and Atkinson (1987) assert that a key concept of ethnography is small sample 

size, and it is acknowledged that it may not be able to specify a total number of participants in 

advance (Higginbottom 2004). However, this study used a purposive sampling strategy (as 

detailed in Section 4.5), in line with a focused-ethnographic approach. Whilst the sampling 

strategy was not intended to provide strict parameters, it provided a guideline for reaching a 

specific population. In this regard, it is acknowledged that the number of clients with persistent 

low back pain who agreed to participate in interviews fell below the suggested number of 16, with 

a total of 10. This situation arose because clients could only be accessed through their Pilates 

teachers, due to ethical and data protection restrictions. 

Silverman (2013, p141) points out that access to participants within a field of research may be 

“dependent on the whims of gatekeepers”, whereby a gatekeeper is an individual who can 

provide access to a wider study population. In this study, Pilates teachers acted as gatekeepers, 

controlling access to their clients, and this created an unexpected problem with the research 
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design. Some teachers appeared to be ‘protective’ of their clients, with an unwillingness to grant 

access to clients, noted specifically amongst teachers with a healthcare background. This 

limitation suggests that future research may benefit from considering alternative strategies for 

accessing Pilates clients; however, with Pilates teachers also acting as business owners and 

therefore data controllers, this may be difficult to surmount. O’Reilly (2009) suggests that gaining 

permission from high-ranking officials may pre-empt difficulties later on. A potential future 

strategy may therefore consider inviting support from Pilates official bodies (such as the Body 

Control Pilates Association) prior to recruitment of teachers, with the aim of providing 

reassurance to prospective teachers.  

The role of the researcher 

The goal of ethnography may be seen as gaining an insider’s perspective and rendering it 

meaningful (O'Reilly 2009), therefore the researcher’s identity is seen as particularly influential 

(Chew-Graham et al. 2002). As a practicing Pilates teacher, the researcher in the current study 

may be considered an ‘insider’, an identity which critics argue lessen the researcher’s ability to 

perceive the “unusual and strange” of a familiar environment (O'Reilly 2009, p110). The insider 

may be seen as too involved and might therefore struggle to gain insights, whilst the ‘outsider’ 

may be better placed to read the ‘unconscious grammar’ of a group (O'Reilly 2009). Conversely, 

an ‘insider’ might gain more rapport with participants, with interviews capturing richer and more 

personal accounts as a result (Chew-Graham et al. 2002). Additionally, ‘insiders’ may be more 

likely to reveal complex interpretations, moving beyond simply “describing the unconscious 

grammar of the community” (O'Reilly 2009, p114).  

In the current study, the researcher identified as a ‘researcher’ unless directly asked; however, 

teachers’ universally enquired and as such, a common identity with the teacher was established. 

A contention may be made that the ‘insider’ role of the researcher in this study facilitated rapport 

with the participants, as evidenced by the depth of the data. However, the sections above 

highlight teachers’ concerns about ‘being judged’, and Chew-Graham et al. (2002) suggest that a 

shared identity may lead to identification of the researcher as expert and judge. Whilst this 

represents a potential limitation of  the study, a contention is made that initial identification of 

the researcher as an ‘outsider’ may also have created an obstacle in establishing trust with 

participants, as evidenced in the perceived hesitancy of teachers to participate in the study. 

Therefore, the role of the researcher in future Pilates-specific research may benefit from careful 

consideration to avoid the apparent tension surrounding ambiguity of the researcher’s role in the 

current study. 
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Observation 

It was noted in Section 5.3.1 that fieldnote observations included a general account of the setting 

and descriptions of the exercises performed, concomitant with the teacher’s verbal instructions, 

interactions with clients and non-verbal utterances. With regards to extra-discursive features, the 

use of touch by the teacher was noted but facial expressions were not routinely recorded. 

Observer placement was designed to be as unobtrusive as possible, purposely chosen in each 

setting to be out of the clients’ eye-line, and the nature of a Pilates session required clients to 

move in to positions where the face might be obscured (e.g. lying prone). A criticism may 

therefore be advanced that an important part of the interaction between Pilates teachers and 

clients was disregarded. 

In answer to this criticism, the research design was developed to explore specific research 

questions relating to the components of the relationship and influences upon it. An investigation 

of facial expressions may offer information relating to what happens during an interaction, but 

this is beyond the scope of this study. Furthermore, with a single researcher, recording all facial 

expressions during a group class was deemed unfeasible, and would have required a different 

research design for data collection and analysis. Therefore, future research might usefully employ 

a research design to capture facial expressions, such as content analysis, to provide further 

insight. 

Data analysis 

A limitation in the data analysis process was noted in Section 4.7.1. as an independent researcher 

was not used to assess a sample of the transcripts. Lincoln and Guba (1985) suggest that peer 

analysis may contribute to deeper reflective analysis by the researcher, additionally enhancing 

credibility by checking emergent codes and themes, as well as looking for disconfirming or 

negative cases. This limitation was due to the nature of this PhD study, which was part-time and 

unfunded. During the period of study, the researcher’s earning ability was limited owing to study 

demands, thus the resource to engage an experienced, independent researcher to assess 

transcripts was lacking. However, the clearly articulated steps of the data analysis process, with 

breakout boxes detailing the decision trail may be considered as enhancing dependability 

(Korstjens and Moser 2018). 
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7.3.5 Transferability 

The findings of this study are limited to research conducted primarily within an affluent socio-

economic demographic within southern England, therefore the nature of the data does not allow 

for a conclusion to be drawn regarding the transferability of findings to other contexts. Of 

particular note, the suggestion that Pilates provides a means for attaining self-control may be 

seen as having socio-cultural specificity, embedded within an individualist society.  

The findings of this research are limited to the relationship between Pilates teachers and clients 

with persistent low back pain. Whilst teachers discussed how they used the same approach to 

work with any client in pain, further research is required to establish this. Furthermore, findings 

have been considered within physical therapy literature only. Whilst this was justified on the basis 

that Pilates is a commonly used rehabilitation tool within the field of physical therapy (Giannakou 

and Gaskell 2020), this limits understanding of the transferability of the findings to other 

structured exercise that may be used for low back pain management. Given the diversity of 

structured exercise modalities within the biomechanical, aerobic and mind-body categories listed 

in the NICE (2016) guidelines for low back pain management, consideration of similarities and 

differences between the findings from the current study and other structured exercise was 

considered beyond the scope of this study, and is an area for future research. 

7.3.6 Researcher bias and assumptions 

In qualitative research, the researcher is acknowledged to bring their own bias, assumptions and 

beliefs to the research setting, and this may be especially true when the researcher has a strong 

affinity to the population being studied (Peredaryenko and Krauss 2013). Therefore, a reflexive 

stance is recommended (Denzin and Lincoln 2011), where an awareness of one’s subjectivity is 

developed to “acknowledge that it undoubtedly shapes the story we tell” (Bettie 2014, p22).   

Every story begins with an idea, and in the current study, the researcher’s background and 

motivation were made explicit in Sections 1.1 and 1.4.2, linking the choice of research topic to 

personal interest and experience. This choice; however, may also have been influenced by the 

researcher’s characteristics (Berger 2015) given that Pilates is predominantly a middle-aged, 

female activity (Allen 2014). The ‘plot’ of the research story develops around the characters, or 

participants, and here it is important for the researcher to reflect on how their own views and 

beliefs may shape the information gathered (Berger 2015). Developing the requisite skills may 

take considerable practice, requiring a “calibration process” (Peredaryenko and Krauss 2013, p2). 
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As a novice researcher, reflective journal entries provided an essential tool to facilitate 

‘calibration’ in the current study. Multiple entries reveal an anxiety over ‘tainting’ interview 

questions with personal bias, with the reflection in Section 4.6.5 providing an example of how 

imbuing an interview question with unintended bias could provoke a change in rapport with the 

participant. Each journal entry provided opportunity for engaging in critical self-reflection and 

developing skills. 

In telling the research story through the findings section, verbatim quotes were used extensively 

as low inference descriptors to reduce the impact of researcher influence; however, the 

continued use of a reflective journal pinpointed areas of potential bias. One entry in particular, 

describes a moment of realisation when writing up the theme ‘Service Perceptions’ relating to a 

client’s description of how her teacher carried on providing lessons “even though she was on 

maternity leave and on holiday”. This statement, 

“hit a nerve… I felt an emotional surge, and as I was writing about it I noticed how hard 

it was to choose neutral language when suggesting why she felt it so important to 

maintain regular sessions. I wanted to use the word ‘justification’. It fitted beautifully 

and told a story, but ‘justifying’ her requirements is not her story, but mine.” 

In exploring the researcher’s emotional reaction, a bias was revealed, “I don’t feel it’s 

justifiable to demand someone works on their time off. To me, it demeans the teacher, 

likening them to the role of a servant”. Whilst this reflection provided awareness of 

researcher subjectivity ‘in the moment’, it must also be acknowledged that this emotional 

stance, rooted in the researcher’s own experience of the Pilates teacher-client relationship, 

may have influenced the ‘ending’ of the story. In considering the nature of the relationship 

between Pilates teachers and clients with persistent low back pain, various models were 

considered, including the consumer model, which resonates with the ‘role of a servant’. 

Whilst the findings demonstrate the value of the teacher’s authority within the relationship, 

suggestive of a deliberative relationship model, the influence of the researcher’s experience 

in interpreting these findings should also be considered. 
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7.4 Implications of research 

This study has presented novel data relating to the relationship between Pilates teachers and 

clients with persistent low back pain, adding to knowledge from previous studies by Allen (2014) 

and Scarpellini (2013), who considered the teacher-client relationship within the scope of wider 

research. Findings have provided preliminary evidence identifying components of the 

relationship, influences upon the relationship and the impact of the relationship, and therefore 

builds on existing knowledge. Additionally, a tentative proposal regarding the nature of the 

relationship has been proffered, advancing a conceptual understanding of the teacher-client 

relationship, in particular highlighting a seemingly distinctive feature of the Pilates relationship, 

the centrality of the teacher in facilitating the client’s mastery of an exercise through a directive 

approach. 

This study has generated implications in two main areas: the ways in which the findings from this 

study may influence the practice of Pilates teachers working with clients with persistent low back 

pain; and secondly, implications for areas of future research to generate further understanding of 

the teacher-client relationship in Pilates. 

7.4.1 Implications for practice 

The findings from this study provide evidence suggesting the relationship between Pilates 

teachers and clients with persistent low back pain may be considered a therapeutic relationship, 

with the study believed to be the first to consider this relationship for any setting or condition. 

Given emerging evidence indicating that the therapeutic relationship may influence outcomes in 

musculoskeletal rehabilitation (Kinney et al. 2018; Taccolini Manzoni et al. 2018), these findings 

are important for Pilates teachers who may have clients attending Pilates primarily for the 

management of their persistent low back pain. A consideration of the components of the 

relationship may enhance understanding of the value of the teacher-client interaction, and the 

role of the teacher in reducing clients’ anxieties surrounding their back pain, and enhancing 

confidence to move. Additionally, this research may afford further consideration of the influence 

of the relationship for other musculoskeletal conditions, providing the basis for future research. 

Findings demonstrated the value of the teachers’ authority in a directive relationship. This has 

implications for practice in a Pilates community that appears to be aligning itself with a healthcare 

paradigm where a collaborative relationship is considered optimal. Future re-contextualisation of 

the teachers’ role may provide a relationship based more on mutuality; however, a question 
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remains whether this might dissolve the very heart of ‘Mastery’, so valued by participants. 

Moreover, whilst notions of back pain and the vulnerability of the spine based in cultural norms 

may provide a vehicle for providing meaning to the client, concern may be raised regarding 

possible implications in perpetuating unhelpful beliefs. The Pilates community may therefore 

need to evaluate whether continued use of concepts such as ‘correct’ and ‘incorrect’ alignment 

may require modification.  

These implications may be placed more broadly within ambiguities relating to the professional 

identity of the Pilates teacher, with findings demonstrating uncertainty surrounding relationship 

boundaries that appeared to relate to the teachers’ perceptions of status within a healthcare 

sphere. The Pilates community seems to be moving towards a greater degree of specialisation in 

back pain management, leading to consideration of whether the creation of a regulatory body and 

codified practice guidelines may benefit Pilates teachers, or whether this might impede the 

closeness of the relationship valued by participants. 

In considering these implications, future research endeavours may usefully be employed to 

further understanding, and these implications will be considered below. However, one of the 

limitations of the current study pointed to Pilates teachers’ reticence in taking part in formal 

research. This may, in part, be due to a lack of understanding related to the research field as a 

whole, how this may deepen understanding of the Pilates method, and how the research process 

works in practice. To this end, a suggestion is made that educational courses or workshops aimed 

at increasing teachers’ knowledge in this area may be advantageous. 

7.4.2 Implications for future research 

The findings from this study have presented preliminary evidence for components of the teacher-

client relationship, influences upon it and the impact of the relationship. However, limitations 

noted that this research was specific to persistent low back pain contexts within an affluent socio-

economic demographic. Whilst the findings show some broad similarities with the wider physical 

therapy literature, further research considering the relationship with different client groups, and 

in different socio-economic settings, may enhance understanding of common factors within the 

teacher-client relationship. Further research encompassing a larger-scale design could consider 

whether these findings are generalisable to a wider Pilates population, and widening this enquiry 

to encompass comparison of the relationship within collective societies may also build on existing 

knowledge. Beyond Pilates-specific research, the findings from the current study may provide a 
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basis for further research to consider differences and similarities with other structured exercise 

methods used for the management of low back pain. 

The proposal that Pilates may be seen as ritual-like activity is tentative, and generates a number 

of directions for future research. In order to expand this conceptualisation, research developing a 

ritual analysis may provide clarification for this assertion. If support is found, then research may 

further expand what meaning is gained by the participants from ritualised elements such as 

invariance and rules of governance within a Pilates context. The distinctive characteristic of 

‘Mastery’ and the value placed on the teachers’ authority might also be usefully explored from 

different theoretical perspectives, such as a Foucaldian power analysis. 

Findings have also highlighted some similarity with a number of distinct but related concepts such 

as reassurance, empathy and trust associated with therapeutic relationships. Future research 

investigating the use of these concepts within Pilates practice may further understanding of how 

the relationship is created and maintained. Research considering the role of expectations would 

also add further understanding in this regard. Additionally, the nature of the current study did not 

allow a determination to be made on the nature of touch used by teachers during Pilates sessions, 

and therefore future research might usefully focus on this aspect. Furthermore, a limitation of this 

study was noted with regard to participant facial expressions during the interaction, and 

investigation in this area may illuminate aspects of the interaction related to communication 

styles more fully. 

The assertion that the relationship between Pilates teachers and clients with persistent low back 

pain may represent a therapeutic relationship has practical relevance and creates opportunities 

for further research to consider how the relationship may impact outcomes not only in people 

with low back pain, but also other musculoskeletal pain. In particular, consideration of how 

descriptions of ‘feeling good’ depicted in the findings of the current study may relate to, and 

impact, longer term health goals such as health-related quality of life. In addition, research 

considering whether behaviour change takes place as a result of Pilates interactions would 

enhance understanding of factors that may influence outcome. 

Uncertainty surrounding the teachers’ ‘Professional Identity’ may be considered a direction for 

future research, in order to more fully understand the apparent juxtaposition between healthcare 

professional and non-healthcare professional approaches to navigating relationship boundaries, 

and how this may influence or interact with clients’ perceptions of the relationship. As Smythe et 
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al. (2018) point out, research in this area may illuminate whether professional boundaries reduce 

trust. 

Whilst this study has represented the nature of the relationship between Pilates teachers and 

clients with persistent low back pain as a therapeutic relationship, the discussions above suggest 

uncertainty in how this might be operationally defined. Consequently, a future research direction 

may consider examining a consensus for operationalising the term. In addition, further research 

might investigate the dominance of Bordin’s (1979) conceptualisation within physical therapy 

settings, and whether the primacy given to tasks and goals is indeed pan-theoretical.  

 

7.5 Dissemination of findings 

Dissemination of findings is an integral part of health research, so that findings can be applied to 

improve outcomes in the broader community (Brownson et al. 2017). The National Institute for 

Health Research (2019) provide some principles for ‘good’ dissemination, and these points are 

shown below, with examples of how the research has been disseminated to date, and future 

plans: 

 Public involvement – public involvement in dissemination of findings is considered 

important (INVOLVE 2012). A dissemination event, reporting findings and conclusions, will 

be held in May 2020 for participants and people who have expressed an interest in the 

research (see Figure 60).  

 Stakeholder engagement – early engagement with a primary audience is encouraged. The 

early stages of this research were presented to 30 Body Control Pilates teacher trainers at 

a meeting in 2015. Future plans include presenting the research at Pilates conferences in 

the UK and worldwide.  

 Format – adjusting writing and presentation style as appropriate to the event is 

recommended. For example, the presentation to Body Control Pilates teachers used 

audio-visual aids and plain English. 

 Utilise opportunities – building partnerships and establishing networks is advised, using 

conferences and events to exchange knowledge and raise awareness. Attendance at 

Society for Back Pain Research conferences has provided the opportunity for knowledge 

exchange. Additionally, the researcher was part of a project developing a possible Pilates 

randomised controlled study and co-presented the proposed research at the Body Control 
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Pilates Development Weekend in 2015. Further opportunities will be sought, including 

submission of abstracts to appropriate conferences, such as BritSpine and the British Pain 

Society meeting.  

 Context – understand the context of the research, and recruit opinion leaders to act as 

research champions. A number of leaders within the Pilates industry worldwide have 

expressed interest in championing the research, including Dr Brent Anderson, president of 

Polestar Pilates. Further champions will be approached. 

 Timing – recommendations suggest dissemination should not be limited to the end of the 

study. A special poster presentation was given at the Society for Back Pain Research 

conference in October 2019, and a poster presentation at the Institute of Osteopathy 

annual conference in November 2019. Further publications will be sought upon successful 

completion of the PhD, detailed in Table 25. 

 

Figure 60. Research presentation event 

 

 

 

 

 

 

 

Event

• A dissemination event to present research findings and conclusions to 
a public audience

Timing
• May 2020

Who

• Research participants, local Pilates teachers and clients, and people 
who have expressed an interest in the research will be invited

How

• An online meeting platform to be used, allowing ease of access

• Summary of the research in plain English, with audio-visual aids

Views

• Attendees will be asked for feedback regarding the research findings

• Consent to be requested for use of feedback in future publications
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Table 25. Publication plan 

Publication plan for dissemination of research 

Target Journal Proposed publication Rationale 

Social Science and Medicine  Comprehensive overview 

of study methodology, 

method and findings 

 Original research articles 

up to 9000 words 

 Publishes health-related 

research from wide range 

of disciplines 

Musculoskeletal Science and 

Practice 

 Clinician-focused 

summary, focusing on 

implications for practice 

 Publishes musculoskeletal-

specific research 

 Includes focus on 

therapeutic processes 

Journal of Bodywork and 

Movement Therapies 

 Cultural and historical 

perspective of Pilates 

 Includes Pilates as a 

featured technique 

 

7.6 Autobiographical reflection 

The notion of a PhD as a journey is a common metaphor (Stanley 2015), not least because “it 

involves the exploration of unknown territory... the experience is as much emotional as cognitive, 

and aspects of the journey may be exhilarating, frightening, puzzling, stimulating, exhausting or 

tedious” (Miller and Brimicombe 2003, p5). The personal aspects of this journey might therefore 

be of importance when considering the interaction between the researcher’s own position and 

the insights derived from a qualitative piece of research. Illuminating this interaction may be 

accomplished through a reflexive stance (Jootun et al. 2009), and as set out in Section 4.8., a 

reflective journal was used in the current study, made transparent within this thesis by the use of 

breakout boxes. Moreover, the use of a personal journal may also offer researchers “the 

opportunity to become participant/observers of their own learning” (Weisberg and Duffin 1995, 

p251), documenting periods of transition. This section aims to reflect on my personal PhD 

journey, focusing on episodes of transition. 
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Embarcation 

As detailed in Chapter 1, my motivation for undertaking a PhD was driven by a search for 

understanding, couched within an uncertainty of my own professional identity. Having trained as 

a Pilates teacher under the auspices of ‘core stability’, the challenge to the concept in the late 

‘noughties’ left the anchor of justification for modern-day Pilates adrift, and with it, my own sense 

of what I actually did professionally. Thus, my aim at the beginning of my PhD journey in 2014 was 

to explore beyond the physiological effects of Pilates. My emotional stance was one of excitement 

for the journey ahead. 

Homesickness 

The first period of transition became evident in 2016, with a journal entry noting an 

“overwhelming feeling of inadequacy” on attending a university post-graduate forum on 

Ethnography. The notes expand this feeling, “I didn’t know enough compared to some of the 

other students whose sentences I barely understood, but also how impassioned everyone was 

about ‘research’”, whereas I simply wanted to “discover answers, explore meanings”. Reflecting 

on this period, my professional identity was an experienced and knowledgeable Pilates teacher, 

but as I travelled further into my PhD journey this was being replaced with the identity of an 

inexperienced researcher, lacking in requisite skills and knowledge, resulting in feelings of 

inadequacy and detachment. In essence, I was homesick for the comfort and certainty of knowing 

who I was. In response to what felt like a backwards step, I threw myself in to the task of 

understanding ‘research’, epitomised by the quote from T.S. Eliot’s poem Little Gidding (Eliot 

2014, p63) that resides above my desk, 

“We shall not cease from exploration, 

And the end of all our exploring 

Will be to arrive where we started 

And know the place for the first time.”  

The wilderness 

In 2017, another transition in the journey is evident in my puzzlement at the juxtaposition 

between knowledge and practice I observed during the data collection phase of research. A 

journal entry describes how a teacher was using a very biomechanical approach to work with a 

client with persistent low back pain, and I wrote, “how can a teacher justify using ‘issues-in-the-

tissues’ as the main reasoning behind their exercise plan when they have just talked to me about 
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chronic pain being more to do with contextual factors?”. I reflect how this “reverberated” with 

me, wondering “if this reflects my own current struggle”. I described feeling “in the wilderness” 

about how to ‘be’ a Pilates teacher. 

This personal challenge perhaps echoes contemporary issues, where the predominance of a 

biomedical perspective in the management of persistent low back pain has been challenged by 

the evidence base (Hartvigsen et al. 2018). Nonetheless, a gap between evidence and practice has 

been identified (Foster et al. 2018), leading to a ‘call for action’ requiring “recognition that the 

disability is inseparable from the social and economic context of people’s lives and is entwined 

with personal and cultural beliefs about back pain” (Buchbinder et al. 2018, p2384).  

Arriving where I started 

The final transition is apparent in a reflection of ‘thoughts on pain’ from 2019, quoting the 

philosopher Wittgenstein (1953, p286), 

“If someone has a pain in his hand, then the hand does not say so (unless it writes it), 

and one does not comfort the hand, but the sufferer: one looks into his eyes.” 

I used the quotation to express how the findings of my research had influenced my views, in 

particular relating to a provider-of-help ‘comforting’ a person-in-pain, as oppose to treating 

‘the hand’; in essence, the importance of the therapeutic relationship. This shift in 

perspective allowed me to shine a light on valued elements of my Pilates teacher identity, 

returning me to my point of embarcation, and ‘knowing the place for the first time’ from a 

researcher’s perspective. 

In parallel, within the field of low back pain management, recent research points to an increased 

interest in understanding the significance and implications of the therapeutic relationship 

(Babatunde et al. 2017). My PhD research, motivated by a personal ‘call for action’, will hopefully 

add to existing knowledge, but has equally provided a personal point of departure for further 

exploration in my capacity as a researcher. 
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7.7 Conclusion 

Pilates is used contemporaneously as an exercise modality for the management of persistent low 

back pain. Whilst guidelines recommend the use of exercise for low back pain (NICE 2016), 

research suggests that no one exercise is superior, creating a question over the mechanism of 

effect (Hayden et al. 2005; Middelkoop et al. 2011; Brumitt et al. 2013). Recent research suggests 

the therapist-patient relationship may be important in managing low back pain (Ferreira et al. 

2013), although further research is needed to evaluate its influence on outcomes.  

In order to investigate the potential influence of the therapeutic relationship, it is first necessary 

to understand the nature of the relationship itself, and the components which comprise it. 

Pilates-specific research is limited, with Allen (2014) and Scarpellini (2013) using the term 

‘therapeutic alliance’ to describe the relationship between teachers and clients within the wider 

scope of their studies, without defining the use of this term. Therefore, the purpose of this study 

was to identify the components of the relationship between Pilates teachers and clients with 

persistent low back pain, to explore key influences on the relationship, and to ascertain the 

nature of the relationship and whether it may represent a therapeutic relationship. 

The study used a qualitative, ethnographically-informed methodology, embedded within a broad 

social constructionist epistemology. The research design comprised a multi-site study at eight 

sites across the South of England, encompassing 24 observations of Pilates group and individual 

sessions, utilising Pilates large equipment or matwork. Semi-structured interviews were carried 

out with nine Pilates teachers from varying training backgrounds and ten clients with persistent 

low back pain. Interview transcripts and fieldnote data were analysed thematically, and ten 

themes emerged. In order to identify components and influences, the findings were synthesised 

within the literature pertaining to Pilates-specific and wider physical therapy research relating to 

the therapeutic relationship. The resulting synthesis provided preliminary evidence for six themes 

relating to components of the relationship: (1) ‘Being Known’, (2) ‘Encouragement’, (3) ‘Teacher 

Expertise’, (4) ‘Mastery’ of exercises, (5) ‘Trust’, and (6) ‘Professional Identity’ of the teachers. 

Further, key influences on the relationship were identified as: (7) ‘Health Perceptions’, (8) ‘Social 

Influences’, and (9) ‘Service Perceptions’. Additionally, one theme was considered to describe the 

impact of the relationship: (10) ‘Feeling Good’. 

Findings were further contextualised using a social constructionist lens and it is tentatively 

suggested the relationship between Pilates teachers and clients with persistent low back pain may 
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be considered to be a therapeutic relationship, based on the client-in-pain seeking a teacher-as-

expert who guides the client through ritual-like practices of control, based in cultural norms 

associated with the vulnerability of the spine and the requirement to correct posture. The impact 

of the relationship may be viewed as reducing the clients’ anxieties surrounding the uncertainty 

of the body by providing culturally-based meaning to their back pain through control of alignment 

and movement. 

This conceptualisation demonstrates a multi-faceted interaction where socio-cultural influences 

afford a foundation for the construction of a relationship, where the teachers’ role as an authority 

figure concerned with the moral judgement of ‘correct’ alignment and movement was considered 

fundamental. Whilst this evaluation may seem to present a paternalistic relationship model, with 

consequent disempowerment of the client, the findings show in contrast, the client actively 

choosing this relationship, and placing value in the teachers’ authority to guide them through 

structured exercises. This novel perspective affords an intriguing divergence to research findings 

in physical therapy modalities used in the management of persistent low back pain, and may 

provide an avenue for further research. 
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Appendices 

Appendix A - Online Screening Questionnaire (Teacher) 

Online Screening Questionnaire - Teacher 

 

 How long have you been a Pilates teacher? 

 How many clients a week on average do you see? 

 What percentage of your clients have / have had persistent low back pain (defined as pain 

or stiffness between the lower ribs and the crease of the buttocks persisting for longer 

than 12 weeks duration)?  

 Do you teach: 

o Matwork class 

o Equipment class (e.g. Reformer)  PLEASE TICK ALL THAT APPLY 

o 121 (mat or equipment) 

 Where do you teach? 

o Pilates studio 

o Village hall     PLEASE TICK ALL THAT APPLY 

o Own home 

o Client home 

 What organisation did you train with to become a Pilates teacher? 
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Appendix B - Screening Questionnaire  (Client) 

Screening Questionnaire - Client 

ABOUT PILATES 

 How long have you been doing Pilates with your current teacher? 

 Do you attend: 

o Matwork class 

o Equipment class (e.g. Reformer)   PLEASE TICK ALL THAT APPLY 

o 121 (mat or equipment) 

 How many times a week do you come to Pilates? 

ABOUT YOU 

 Do you have low back pain currently? (Low back pain is defined as pain or stiffness 

between the bottom of the ribs and the crease of the buttocks) YES / NO 

o If YES: 

 Have you had this episode of back pain for longer than 12 weeks?  

 Have you had back pain for longer than 12 weeks duration in the past 2 

years?  

o If NO: 

 Have you had back pain for longer than 12 weeks duration in the past 2 

years?  

o Have you had a diagnosis for your back pain? If yes, please provide details 

 Is your back pain the primary reason that you started Pilates?  YES / NO 

 Do you have any communication difficulty (e.g. hearing impairment that requires the use 

of sign language; language barrier that requires the use of an interpreter to communicate 

in English)?  YES / NO 

 

 If you would potentially like to be involved with the research, please provide your name, 

telephone number and email 
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Appendix C  - Pilot Interview Evaluation Questionnaire 

Pilot Interview Evaluation Questionnaire 

 

 Do you feel I included any questions that were unnecessary? YES / NO 

o If YES, please describe what you felt was unnecessary 

 Do you feel there was anything I did not include and should have? YES / NO 

o If YES, please describe what you felt was not included 

 Do you think there is anything I should change? YES / NO 

o If YES, please describe what you feel should be changed 
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Appendix D - Interview Topic Guide (Teacher) 

Interview Guide  – Teacher 

Descriptive questions 
 

1. Can you tell me what prompted / inspired you to train as a Pilates teacher? 
Probes: 
What influenced your decision to train?  
Describe your training? 
 

2. Can you explain to me how your teaching has changed since you first trained? 
Probes: 
What / who has influenced you? 
 

3. Can you describe to me a typical session with a client? 
Probes: 
Describe the space / the person / the activity / the feelings 
 

Experience questions 
 

4. Can you describe a recent experience of working with a client with persistent low back 
pain? 
Probes: 
What factors were of importance? Was there anything that influenced the experience? 
What was your role? Do you set goals? How do you go about setting goals? 
What was your perception of the outcome? 
 

Structural questions 
 

5. I’d like us to think about the relationship teachers have with clients with low back pain. 
What can you tell me about that? 
Probes: 
What is important in the relationship? 
What influences the relationship? 
How does the relationship change over time? 
What challenges are there? 
Collaboration on forming goals, tasks, affective bond, empathy, positive regard, trust, 
client-centred, expertness, genuineness 
 

Native language questions 
 

6. Can you describe how you get across to the client what you want them to do? 
Probes: 
Describe the language you use? (Style / tone / imagery / praise / critique) 
Explain the non-verbal communication that you use? (touch / demonstration / non-verbal 
utterance) 
 

Contrast questions 
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7. Could you give me an example of the differences between an easier and more challenging 
relationship with clients with low back pain? 
Probes: 
What influences whether a relationship is easier of more challenging? 
What factors are important in the outcome? Teaching style / client engagement / emotion 
How did you feel about each of the clients? 
 

8. Can you tell me about any differences in tailoring your teaching for different groups of 
people such as older clients, men / women, low back features? 
Probes: 
 
Do you use different communication strategies? (language / touch / imagery / praise / 
critique) 
 
What influences these differences? (social convention, cultural influence) 
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Appendix E  - Interview Topic Guide (Client) 

Interview Guide – Client 

Descriptive questions 
 

1. Can you tell me about your decision to start doing Pilates? 
Probes: 
Tell me about your back pain? 
What influenced your decision to start Pilates? 
Why did you choose this teacher? 
What did you want to achieve by coming to Pilates? (What are their goals?) 
 

2. Can you describe to me a typical Pilates class / session? 
Probes: 
Describe the space / the people / the activity / the feelings 
 

Experience questions 
 

3. Can you describe your experience of a recent class / session? 
Probes: 
Was your back hurting when they came to the last class / session? 
What was your expectation? 
What was your perception of outcome? 
What factors were of importance? Was there anything that influenced the experience? 
 

4. If a friend had low back pain and was wondering if Pilates might help, what would you 
say? 
Probes: 
Perception of Pilates outcomes for low back pain 
What was the overall perception of Pilates experience? 
 

Contrast questions 
 

5. If you back is hurting / not hurting (dependent on answer to Q. 3) when you come to 
Pilates, can you describe to me the difference in your class / session? 
Probes: 
Are you given different exercises to your usual session / different exercises to the rest of 
the class? 
Does your teacher treat you differently? 
How does that make you feel? 
 

Example questions 
 

6. Is there anything that you do in the Pilates class / session that is particularly helpful when 
your back is hurting? 
Probes: 
Give an example of something that helps your back  
Positive influences on perception of back pain (movement / relationship / language / 
social connection) 
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7. Is there anything that you have found particularly difficult or unhelpful in your Pilates 

class / session? 
Probes: 
Negative influences on perception of back pain (movement / relationship / language / 
social connection) 
 

Native language question 
8. Can you explain to me how your teacher communicates to you how to do the exercise in 

the right way? 
Probes: 
Describe the language the teacher uses? (Style / tone / imagery / praise / critique) 
Explain other ways they might show you? (Non-verbal – demonstration / touch / non-
verbal utterance) 
 

Structural questions 
 

9. Can you tell me about your teacher’s role in your Pilates practice? 
Probes: 
What is important to you about having a teacher teach you Pilates? 
How does having a teacher add to your experience of Pilates? 
How has your relationship changed over time? 
What influences the relationship? 
Is there anything extra / different that you would like your teacher to do? 
 

10. You mentioned the goals you had when you first started Pilates, can you describe how 
you have worked with your teacher to achieve these goals? 
Probes: 
Did your teacher ask what your goals were when you started Pilates? 
Have the goals been revisited, and by whom? 
What tasks have been set specifically to achieve your goals? 
How have you measured success? Activities of daily living etc. 

Contrast questions 
 

11. We’ve talked about how your current Pilates teacher works with you, can you describe to 
me your experiences of doing Pilates with previous Pilates teachers you have had? 
Probes: 
What differences were there between your old teacher and your current teacher? 
Exercises / environment / style of teaching / status of relationship 
How did the other teacher make you feel? 
 

12. We’ve talked about the role that your teacher has in your Pilates class / session, I’d like us 
to think about the other people who attend class with you. What can you tell me about 
that? 
Probes: 
Is there a social / supportive element? 
Can other people be disruptive / a negative influence? 
How does the class environment influence the relationship with the teacher? 
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13. Having talked about your teacher and other people have a role in your experience of 
Pilates, can you tell me about anything else that you feel has an influence on your 
experience? 
Probes: 
Environment / Pilates equipment / time of class 
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Appendix F  - Participant Information Sheet (Pilot) 

 

Participant Information Sheet – PILOT 

 

Study Title: Understanding Pilates Approaches to Low Back Pain – Pilot Interview 

Researcher: Nikky Godfrey     Ethics number: 24796 

Please read this information carefully before deciding to take part in this research. If 

you are happy to participate you will be asked to sign a consent form. 

What is the research about? 

I am a Health Sciences PhD student at the University of Southampton, conducting a study 

to explore a range of Pilates practices for people with back pain, to understand what 

happens during a Pilates class or one-to-one. Research has shown that Pilates may be 

beneficial for people with back pain, but to date, there is little research looking at Pilates 

approaches for people with back pain. I am interested in investigating how Pilates is 

taught, and how clients with back pain feel about their Pilates experience; such as 

environment, style of Pilates (such as matwork or Pilates equipment), class content and 

delivery. 

The study has received ethical approval from the Faculty of Health Science Research and 

Ethics Committee at the University of Southampton. 

Why have I been invited to take part? 

This study aims to explore different Pilates approaches in order to gain understanding of 

what happens during a Pilates class or one-to-one for people with back pain. As part of 

the research, participants will be interviewed about their experience of Pilates.  

You have been invited to participate in the Pilot trial of the interview to assist the 

researcher refine the interview process by providing feedback on the interview questions.  

What will happen to me if I take part? 

If you decide to take part, you would be asked to sign a consent form agreeing to allow 

the researcher to interview you. You will be asked to participate in an interview with the 

researcher, to talk about your experiences of Pilates. This would be at a time and place of 

your convenience (during office hours) and would take approximately 1 hour. The 

interview would be recorded on a digital voice recorder. 

After the interview, you will be asked to complete a short questionnaire evaluating the 

interview questions you have been asked, and to identify any areas you feel could be 

improved. 

The data from your interview may be used in the main study, but your name and other 

identifying details will be changed. 

Are there any benefits in my taking part? 

Information from the Pilot interview questionnaires will be used to refine the interview 

process for the main study and enhance the quality of information collected. The data 

from your interview may be used in the main study, and the findings of this study may 

add to current knowledge to help Pilates teachers choose the most helpful approaches for 

clients with back pain, in order to maximise the desired effect. 

Are there any risks involved? 
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It is considered that any potential risks are very low risk. When talking about your 

experience of Pilates, if you feel emotional or upset, you are free to take a break or stop 

at any time. 

Will my participation be confidential? 

All data collected during the interview will be handled in compliance with the Data 

Protection Act and University of Southampton Data Management Policy. During visits to 

interviewees, the researcher’s notes, research paperwork and audio-recording device will 

be kept in a locked bag and kept with the researcher at all times when not in use. Data 

will be stored on a password-protected computer or in a locked file for hard copies. 

If the data from your interview is used in the main study, your name and other identifying 

details about yourself or the Pilates setting will be changed and every effort made to 

provide anonymity, but absolute anonymity cannot be guaranteed.  

What happens if I change my mind? 

You have the right to withdraw from the research at any time, without your legal rights or 

your care being affected. To withdraw from the research you can contact the researcher: 

Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917 

 

What happens if something goes wrong? 

If you have any concerns about this study, your rights as a participant, or if you feel you 

been placed at risk, you may contact: 

Research Integrity & Governance Manager 

University Research Office 

Building 37 

Highfield 

Southampton 

SO17 1BJ 

Email: rgoinfo@soton.ac.uk 

Phone: 02380 595058 

Where can I get more information? 

If you have any further queries about this study, you can contact the researcher: 

Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917 
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Appendix G - Participant Information Sheet – Teacher 

 

Participant Information Sheet – TEACHER 

 

Study Title: Understanding Pilates Approaches to Low Back Pain – Phase 1 

 

Researcher: Nikky Godfrey     Ethics number: 24796 

 

Please read this information carefully before deciding to take part in this research. If 

you are happy to participate you will be asked to sign a consent form. 

What is the research about? 

I am a Health Sciences PhD student at the University of Southampton, conducting a study 

to explore a range of Pilates practices for people with back pain, to understand what 

happens during a Pilates class or one-to-one. Research has shown that Pilates may be 

beneficial for people with back pain, but to date, there is little research looking at Pilates 

approaches for people with back pain. I am interested in investigating how Pilates is 

taught, and what may influence how clients with back pain feel about their Pilates 

experience; such as environment, style of Pilates (such as matwork or Pilates equipment), 

class content and delivery.  

 

The study has received ethical approval from the Faculty of Health Science Research and 

Ethics Committee at the University of Southampton. 

 

Why have I been invited to take part? 

Pilates teachers with a wide range of backgrounds and teaching styles, who currently 

teach clients with back pain have been chosen. This will enable the research to explore 

different Pilates approaches in order to gain understanding of what happens during a 

Pilates class or one-to-one for people with persistent low back pain (defined as pain or 

stiffness between the lower ribs and the crease of the buttocks persisting for longer than 

12 weeks duration). 

 

What will happen to me if I take part? 

If you decide to take part, you would be agreeing to allow a researcher to observe some of 

your classes and one-to-one sessions where clients with back pain attend. Observations 

will take place on up to 2 visits, and would include the researcher watching your classes, 

and taking notes about what happens. You can view these notes at any time during the 

visits. 

 

Initially, the researcher would schedule a meeting with you, at a time convenient for you, 

to give you an opportunity to ask any questions you may have. If you agree to take part, 

you would be asked to sign a consent form, and dates would be agreed with you for 

observation visits, on days when you are teaching classes and / or one-to-one sessions 

where some clients with persistent low back pain attend. 

You would be given ‘Client Information Packs’, and asked to hand out / email to all clients 

attending the agreed classes / one-to-ones which will provide them with information 

about the research, and would allow the client to decide if they would like to participate in 

the research or not. Prior to observing the classes / one-to-one session, the researcher 

would gain signed consent forms from clients willing to participate. For class clients who 

do not want to participate, no information would be recorded about their participation in 

the class. 

You would also be asked to participate in an interview with the researcher, to talk about 

your experiences of teaching clients with persistent low back pain. This would be at a 

time and place of your convenience (during office hours) and would take approximately 1 

hour. The interview would be recorded on a digital voice recorder. 
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You would also be asked to assist the researcher to invite some of your current clients 

with persistent low back pain who may be willing to participate in an informal interview 

with the researcher, to talk about their experiences of Pilates. To aid the researcher, you 

would be asked to allow the researcher time to explain to clients in the agreed classes / 

one-to-ones that the research includes interviewing clients with low back pain about their 

experience of Pilates, and to invite the clients to participate. The researcher will leave 

‘Interview Packs’ in the room where the Pilates session has taken place and your clients 

are free to take a pack if they are interested in participating. If the client decides to take 

part, they would contact the researcher directly to arrange a meeting. 

There will also be a follow-up study to carry out more in-depth research after the initial 

Phase 1 study. You would be asked if you may be interested in participating in Phase 2 

and are free to agree / disagree to being approached to take part in the follow-up study. 

 

Are there any benefits in my taking part? 

The findings of this study may add to current knowledge to help Pilates teachers choose 

the most helpful approaches for clients with back pain, in order to maximise the desired 

effect. 

 

Are there any risks involved? 

It is considered that any potential risks are very low risk. If you feel uncomfortable about 

being observed, you are free to take a break from the observation or stop at any time. 

When talking about your experiences of teaching Pilates to clients with back pain, should 

you feel uncomfortable or emotional, you are free to take a break or stop at any time. 

 

Will my participation be confidential? 

All data collected during the observations and interview will be handled in compliance 

with the Data Protection Act and University of Southampton Data Management Policy. 

During visits to observe and interview, the researcher’s notes, research paperwork and 

audio-recording device will be kept in a locked bag and kept with the researcher at all 

times when not in use. Data will be stored on a password-protected computer or in a 

locked file for hard copies. 

 

Your name and other identifying details about yourself or the Pilates setting will be 

changed and every effort made to provide anonymity, but absolute anonymity cannot be 

guaranteed. 

 

What happens if I change my mind? 

You have the right to withdraw from the research at any time, without your legal rights 

being affected. To withdraw from the research you can contact the researcher: 

Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917 

 

What happens if something goes wrong? 

If you have any concerns about this study, your rights as a participant, or if you feel you 

been placed at risk, you may contact: 

Research Integrity & Governance Manager 

University Research Office 

Building 37 

Highfield 
Southampton 
SO17 1BJ 
Email: rgoinfo@soton.ac.uk 
Phone: 02380 595058 
 

Where can I get more information? 

If you have any further queries about this study, you can contact the researcher: 

 

mailto:ncg1e14@soton.ac.uk
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Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917



 

314 

 

Appendix H - Participant Information Sheet (Client - 

Observation) 

 

Participant Information Sheet – CLIENT 

 

Study Title: Understanding Pilates Approaches to Low Back Pain – Phase 1 

 

Researcher: Nikky Godfrey     Ethics number: 24796 

 

Please read this information carefully before deciding to take part in this research. If 

you are happy to participate you will be asked to sign a consent form. 

 

What is the research about? 

I am a Health Sciences PhD student at the University of Southampton, conducting a study 

to explore a range of Pilates practices for people with back pain, to understand what 

happens during a Pilates class or one-to-one. Research has shown that Pilates may be 

beneficial for people with back pain, but to date, there is little research looking at Pilates 

approaches for people with back pain. I am interested in investigating how Pilates is 

taught, and how clients with back pain feel about their Pilates experience; such as 

environment, style of Pilates (such as matwork or Pilates equipment), class content and 

delivery. 

 

The study has received ethical approval from the Faculty of Health Science Research and 

Ethics Committee at the University of Southampton. 

 

Why have I been invited to take part? 

This study aims to explore different Pilates approaches in order to gain understanding of 

what happens during a Pilates class or one-to-one for people with back pain. You have 

been invited to participate as a client attending a class or one-to-one with a Pilates teacher 

who teaches clients with back pain. 

 

What will happen to me if I take part? 

If you decide to take part, you would be asked to sign a consent form agreeing to allow a 

researcher to observe up to 2 of your Pilates classes or one-to-one sessions. Observations 

would include the researcher watching your class, and taking notes about what happens. 

You can view these notes at any time during the visits to your Pilates teacher. 

 

Are there any benefits in my taking part? 

The findings of this study may add to current knowledge to help Pilates teachers choose 

the most helpful approaches for clients with back pain, in order to maximise the desired 

effect. 

 

Are there any risks involved? 

It is considered that any potential risks are very low risk. If you feel uncomfortable about 

being observed, you are free to take a break from the observation or stop at any time.  

 

Will my participation be confidential? 

All data collected during observations will be handled in compliance with the Data 

Protection Act and University of Southampton Data Management Policy. During visits, the 

researcher’s notes and research paperwork will be kept in a locked bag and kept with the 

researcher at all times when not in use. Data will be stored on a password-protected 

computer, on university servers or in a locked file for hard copies. Your name and other 
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identifying details about yourself or the Pilates setting will be changed and every effort 

made to provide anonymity, but absolute anonymity cannot be guaranteed.  

 

What happens if I change my mind? 

You have the right to withdraw from the research at any time, without your legal rights or 

your care being affected. To withdraw from the research you can contact the researcher: 

 

Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917 

 

What happens if something goes wrong? 

If you have any concerns about this study, your rights as a participant, or if you feel you 

been placed at risk, you may contact: 

Research Integrity & Governance Manager 

University Research Office 

Building 37 

Highfield 

Southampton 

SO17 1BJ 

Email: rgoinfo@soton.ac.uk 

Phone: 02380 595058 

 

Where can I get more information? 

If you have any further queries about this study, you can contact the researcher: 

 

Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917 
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Appendix I   - Participant Information Sheet (Interview 

Client) 

 

Participant Information Sheet - INTERVIEW 

 

Study Title: Understanding Pilates Approaches to Low Back Pain – Phase 1 

 

Researcher: Nikky Godfrey     Ethics number: 24796 

 

Please read this information carefully before deciding to take part in this research. If 

you are happy to participate you will be asked to sign a consent form. 

 

What is the research about? 

I am a Health Sciences PhD student at the University of Southampton, conducting a study 

to explore a range of Pilates practices for people with back pain, to understand what 

happens during a Pilates class or one-to-one. Research has shown that Pilates may be 

beneficial for people with back pain, but to date, there is little research looking at Pilates 

approaches for people with back pain. I am interested in investigating how Pilates is 

taught, and how clients with back pain feel about their Pilates experience; such as 

environment, style of Pilates (such as matwork or Pilates equipment), class content and 

delivery. 

 

The study has received ethical approval from the Faculty of Health Science Research and 

Ethics Committee at the University of Southampton. 

 

Why have I been invited to take part? 

You have been invited to take part as a Pilates client who has experienced back pain 

either in the past, or currently, in order for the research to explore clients’ experiences of 

Pilates. 

 

What will happen to me if I take part? 

If you decide to take part, you would be asked to participate in an interview with the 

researcher, to talk about your experiences of Pilates. This would be at a time and place of 

your convenience (during office hours) and would take approximately 1 hour.  

 

There will also be a follow-up study to carry out more in-depth research after the initial 

Phase 1 study. You would be asked if you may be interested in participating in Phase 2 

and are free to agree / disagree to being approached to take part in the follow-up study. 

 

Are there any benefits in my taking part? 

The findings of this study may add to current knowledge to help Pilates teachers choose 

the most helpful approaches for clients with back pain, in order to maximise the desired 

effect. 

 

Are there any risks involved? 

It is considered that any potential risks are very low risk. When talking about your back 

pain during the interview, if you feel emotional or upset, you are free to take a break or 

stop at any time. 

 

Will my participation be confidential? 

All data collected during the interview will be handled in compliance with the Data 

Protection Act and University of Southampton Data Management Policy. During visits to 
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interviewees, the researcher’s notes, research paperwork and audio-recording device will 

be kept in a locked bag and kept with the researcher at all times when not in use. Data 

will be stored on a password-protected computer or in a locked file for hard copies. 

 

Your name and other identifying details about yourself or the Pilates setting will be 

changed and every effort made to provide anonymity, but absolute anonymity cannot be 

guaranteed.  

 

In the event that during the interview you tell the researcher about symptoms that may 

indicate more serious pathology, the researcher is bound by a duty of care to explain 

their concerns to you, and to advise that you seek advice from your GP. The researcher 

would also seek your permission at this time to speak to your Pilates teachers about their 

concerns.  

 

What happens if I change my mind? 

You have the right to withdraw from the research at any time, without your legal rights or 

your care being affected. To withdraw from the research you can contact the researcher: 

 

Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917 

 

What happens if something goes wrong? 

If you have any concerns about this study, your rights as a participant, or if you feel you 

been placed at risk, you may contact: 

Research Integrity & Governance Manager 

University Research Office 

Building 37 

Highfield 

Southampton 

SO17 1BJ 

Email: rgoinfo@soton.ac.uk 

Phone: 02380 595058 

 

Where can I get more information? 

If you have any further queries about this study, you can contact the researcher: 

 

Nikky Godfrey 

Email: ncg1e14@soton.ac.uk 

Tel: 07962 621917 
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Appendix J   - Consent Form (Pilot) 

 

CONSENT FORM (Pilot Interview) 

 

 

Study title: Understanding Pilates Approaches to Low Back Pain – Phase 1 

 

Researcher name: Nikky Godfrey 

 

Ethics reference: 24796 

 

 

Please initial the box(es) if you agree with the statement(s):  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I agree for the interview to be audio-recorded 

 

 

 

 

 

 

 

Name of participant (print name)…………………………………………………… 

 

 

 

Signature of participant………………………………………. Date……………………... 

 

 

Signature of researcher………………………………………. Date………………………….. 

 

I have read and understood the information sheet (Feb2017 PIS Pilot 

vs2) and have had the opportunity to ask questions about the study. 

 
I agree to take part in this research project and agree for my data to 

be used for the purpose of this study. I understand that my name 

will not be identifiable in any written reports or papers arising from 

this research 

I understand my participation is voluntary and I may withdraw at any 

time without my legal rights or Pilates care being affected  

I agree to take part in an interview 

I agree that the information collected can be used for teaching 

health professionals, specifically by the researcher / supervisors 

I agree to complete a questionnaire evaluating the interview 
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Appendix K - Consent Form (Teacher) 

CONSENT FORM (Pilates teachers) 

Study title: Understanding Pilates Approaches to Low Back Pain – Phase 1 

Researcher name: Nikky Godfrey 

Ethics reference: 24796 

Please initial the box(es) if you agree with the statement(s):  

 

 

 

 

 

 

 

 

 

 

 

 

  

Name of participant (print name)……………………………………………………………. 

 

 

 

Signature of participant………………………………………. Date……………………... 

 

 

Signature of researcher………………………………………. Date………………………….. 

 

 

I have read and understood the information sheet (Feb2017 PIS 

Teacher vs2) and have had the opportunity to ask questions about 

the study. 

 
I agree to take part in this research project and agree for my data to 

be used for the purpose of this study. I understand that my name 

will not be identifiable in any written reports or papers arising from 

this research 

I understand my participation is voluntary and I may withdraw at any 

time without my legal rights being affected  

I agree to take part in this study  

I agree that the information collected can be used for teaching 

health professionals, specifically by the researcher / supervisors 

I agree to be approached to participate in Phase 2 of this research 

project 

I agree for the interview to be audio-recorded 
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Appendix L   - Consent Form (Client – Observation) 

 

CONSENT FORM (Clients) 

 

 

Study title: Understanding Pilates Approaches to Low Back Pain – Phase 1 

 

Researcher name: Nikky Godfrey 

 

Ethics reference: 24796 

 

 

Please initial the box(es) if you agree with the statement(s):  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name of participant (print name)…………………………………………………… 

 

 

 

Signature of participant………………………………………. Date……………………... 

 

 

 

Signature of researcher………………………………………. Date………………………….. 

 

 

I have read and understood the information sheet (Feb2017 PIS 

Client vs3) and have had the opportunity to ask questions about the 

study. 

 I agree to take part in this research project and agree for my data to 

be used for the purpose of this study. I understand that my name 

will not be identifiable in any written reports or papers arising from 

this research 

I understand my participation is voluntary and I may withdraw at any 

time without my legal rights or Pilates care being affected  

I agree to allow a researcher to observe my Pilates session(s) 

I agree that the information collected can be used for teaching 

health professionals, specifically by the researcher / supervisors 
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Appendix M - Consent Form (Client – Interview) 

 CONSENT FORM (Interview Clients) 

 

 

Study title: Understanding Pilates Approaches to Low Back Pain – Phase 1 

 

Researcher name: Nikky Godfrey 

 

Ethics reference: 24796 

 

 

Please initial the box(es) if you agree with the statement(s):  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

I agree for the interview to be audio-recorded 

 

 

 

 

 

 

 

 

Name of participant (print name)…………………………………………………… 

 

 

 

Signature of participant………………………………………. Date……………………... 

 

 

 

Signature of researcher………………………………………. Date………………………….. 

I have read and understood the information sheet (Feb2017 PIS 

Interview vs2) and have had the opportunity to ask questions about 

the study. 

 I agree to take part in this research project and agree for my data to 

be used for the purpose of this study. I understand that my name 

will not be identifiable in any written reports or papers arising from 

this research 

I understand my participation is voluntary and I may withdraw at any 

time without my legal rights or Pilates care being affected  

I agree to take part in an interview 

I agree that the information collected can be used for teaching 

health professionals, specifically by the researcher / supervisors 

I agree to be approached to participate in Phase 2 of this research 

project 
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Appendix N - Pilot Invitation Letter 

Invitation to participate in a Pilates research study 
 
 

My name is Nikky Godfrey, and I am a Health Sciences PhD student at the University of 
Southampton conducting a study to explore a range of Pilates practices for people with back pain, 
to understand what happens during a Pilates class or one-to-one.  
 
As part of my research I will be interviewing people about their experience of Pilates, and in order 
to refine the interview questions I will be carrying out an initial Pilot trial of the interviews to 
assess the interview process and make improvements, before conducting the main study. 
 
I would like to invite you to participate in a Pilot Interview. This would be to talk about your 
experience of Pilates, at a time and location convenient to you, and would be up to 1 hour. I 
would then ask you to complete a questionnaire evaluating the interview questions and if you 
think they could be improved. 
 
Participation is entirely voluntary, but if you would like to be involved with my PhD study, I have 
enclosed more information in a Participant Information Sheet.  
 
If, having read this information, you would like to take part, please contact me: 
Email: ncg1e14@soton.ac.uk 
Phone: 07962 621917 
 
Many thanks for your time, 
 
 
Yours sincerely, 
 
 
 
Nikky Godfrey 
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Appendix O - Teacher Invitation Letter 

Invitation to participate in a Pilates research study 
 
 
Dear X, 
 
My name is Nikky Godfrey, and I am a Health Sciences PhD student at the University of 
Southampton conducting a study to explore a range of Pilates practices for people with back pain, 
to understand what happens during a Pilates class or one-to-one. Research has shown that Pilates 
may be beneficial for people with back pain, but to date, there is little research looking at what 
influences Pilates approaches for people with back pain. 
 
I am interested in investigating factors that influence how Pilates is taught, and that may also 
influence how clients with back pain feel about their Pilates experience; such as environment, 
style of Pilates (such as matwork of Pilates equipment), communication between client and 
teacher. 
 
My research will be based on observations of classes and one-to-one sessions, accompanied by 
interviews with teachers and clients with persistent low back pain (defined as pain or stiffness 
between the lower ribs and the crease of the buttocks persisting for longer than 12 weeks 
duration). I am looking for Pilates teachers with a wide range of backgrounds and teaching styles, 
who currently teach clients with persistent back pain. This broad perspective will help me 
understand how Pilates teachers work with people with back pain. 
 
I have attached a Participant Information Sheet with more information, and if, having read this 
sheet you would like to help me with my PhD research, please complete the short online 
questionnaire by clicking the button below. 
 
 
Many thanks for your time, 
 
 
Yours sincerely, 
 
 
 
Nikky Godfrey 
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Appendix P  - Teacher Follow-up Letter 

 

Invitation to participate in a Pilates research study 
 
 
Dear X, 
 
My name is Nikky Godfrey, and I am a Health Sciences PhD student at the University of 
Southampton. A few weeks ago I emailed you regarding a study I am conducting to explore a 
range of Pilates practices for people with back pain, to help understand what happens during a 
Pilates class or one-to-one.  
 
As I hadn’t heard from you, I wanted to follow-up with you to see if you were interested in 
participating in the research? If you are interested in participating, then I have included some 
more information below and would ask that you click the button below to register your interest 
by completing a short online questionnaire (this should take no more than 10 minutes).  
 
If you do not wish to participate, I thank you for your time in considering your participation. 
 
Background to the Research 
 
Research has shown that Pilates may be beneficial for people with back pain, but to date, there is 
little research looking at what influences Pilates approaches for people with back pain. 
 
I am interested in investigating factors that influence how Pilates is taught, and that may also 
influence how clients with back pain feel about their Pilates experience; such as environment, 
style of Pilates (such as matwork of Pilates equipment), communication between client and 
teacher. 
 
My research will be based on observations of classes and one-to-one sessions, accompanied by 
interviews with teachers and clients with persistent low back pain (defined as pain or stiffness 
between the lower ribs and the crease of the buttocks persisting for longer than 12 weeks 
duration). I am looking for Pilates teachers with a wide range of backgrounds and teaching styles, 
who currently teach clients with persistent back pain. This broad perspective will help me 
understand how Pilates teachers work with people with back pain. 
 
I have attached a Participant Information Sheet with more information, and if, having read this 
sheet you would like to help me with my PhD research, please complete the short online 
questionnaire by clicking the button below. 
 
 
Many thanks for your time, 
 
 
Yours sincerely, 
 
 
Nikky Godfrey 
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Appendix Q - Observation Client Invitation Letter 

 

Invitation to participate in a Pilates research study 
 
 
My name is Nikky Godfrey, and I am a Health Sciences PhD student at the University of 
Southampton conducting a study to explore a range of Pilates practices for people with back pain, 
to understand what happens during a Pilates class or one-to-one.  
 
Your Pilates teacher has agreed to participate in the research, and I would also like to invite you to 
participate in the research. 
 
My research will be based on observations of classes and one-to-one sessions, so I will be coming 
to up to 2 of your classes / one-to-one sessions to observe what happens during class. I will not be 
involved with the class, so my observation should not detract from your usual class. 
 
Participation is entirely voluntary, but if you would like to be involved with my PhD study, I have 
enclosed more information in a Participant Information Sheet. 
 
Many thanks for your time, 
 
 
Yours sincerely, 
 
 
 
 
Nikky Godfrey 
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Appendix R - Interview Client Invitation Letter 

 

Invitation to participate in a Pilates research study  
 
 
My name is Nikky Godfrey, and I am a Health Sciences PhD student at the University of 
Southampton conducting a study to explore a range of Pilates practices for people with back pain, 
to understand what happens during a Pilates class or one-to-one.  
 
Your Pilates teacher has agreed to participate in the research, and I would also like to invite you to 
participate. 
 
As part of my research, I would like to talk to Pilates clients who have experienced back pain 
either in the past, or currently, in order to explore clients’ experiences of Pilates as it relates to 
their back pain. This would be an interview, at a time and location convenient to you, and would 
be up to 1 hour. 
 
Participation is entirely voluntary, but if you would like to be involved with my PhD study, I have 
enclosed more information in a Participant Information Sheet. 
 
If, having read this information, you would like to take part, please contact me: 
Email: ncg1e14@soton.ac.uk 
Phone: 07962 621917 
 
Many thanks for your time, 
 
 
Yours sincerely, 
 
 
 
Nikky Godfrey 
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Appendices 

327 

 

Appendix S   - Selected Teacher Letter 

 
 

Thank you! 
 
 
Dear X, 
 
Thank you for offering to participate in my PhD research project. You have been selected as a 
participant, and I attach another copy of the Participant Information Sheet to give you more 
information about your involvement. 
 
I will be in contact by telephone in the next few days to arrange a meeting at a time and location 
of your convenience, so that I can answer any questions you may have. If you are happy to 
proceed with participating in the study, I will ask you to sign a Consent Form, and we can then 
schedule a start date. 
 
Your time and help are much appreciated. 
 
 
Yours sincerely, 
 
 
 
Nikky Godfrey 
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Appendix T   - Selected Interview Client Letter 

 
 

Thank you! 
 
 
Dear X, 
 
Thank you for offering to participate in my PhD research project. You have been selected as a 
participant, and I attach another copy of the Participant Information Sheet and a Consent Form to 
give you more information about your involvement. 
 
I will be in contact by telephone in the next few days so I can answer any questions you may have. 
If you are happy to proceed with participating in the study, I will ask you to sign the Consent 
Form, and return in the Self Addressed Envelope. We can then schedule a meeting at a time and 
location of your convenience to talk about your experience of Pilates. 
 
Your time and help are much appreciated. 
 
 
Yours sincerely, 
 
 
 
Nikky Godfrey 
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Appendix U - Non-selected participant letter 

Thank you!  
 
 
Dear X, 
 
Thank you for offering to participate in my PhD research project. At this time, I have enough participants for 
my study and so will not be able to include your contribution on this occasion. I am very grateful for your 
time, without which, the project would not have been able to progress. 
 
 
Yours sincerely, 
 
 
 
 
Nikky Godfrey 
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Appendix V – Spradley’s Descriptive Question Matrix 

Descriptive question matrix : Spradley, J.  (1980). Participant observation. New York : Holt, Rinehart & Winston.  

 

 SPACE OBJECT ACT ACTIVITY EVENT TIME ACTOR GOAL FEELINGS 

SPACE 

The physical 

place or places  

Can you 
describe in 

detail all the 

places?  

What are all the 
ways space is 

organized by 

objects?  

What are all the 
ways that space are 

organized by 

actions? 

What are all the 
ways space is 

organized by 

activities? 

What are all the 
ways space is 

organized by 

events? 

What spatial changes 

occur over time?  

What are all the 
ways space is used 

by actors?  

What are all the 
ways space is 

related to goals? 

What places are 
associated with 

feelings? 

OBJECT  

The physical 

things that are 

present 

Where are 

objects 

located?  

Can you describe 

in detail all the 

objects? ? 

What are all the 

ways objects are 

used in acts? 

What are all the 

ways objects are 

used in activities? 

What are all the 

ways objects are 

used in events? 

What are all the ways 

objects are used in 

activities? 

What are all the 

ways objects are 

used by actors? 

How are objects 

used in seeking 

goals?  

What are all the 

ways objects 

evoke feelings? 

ACT  

Single actions 

that people do 

 

What are all 
the places acts 

occur?  

What are all the 
ways acts 

incorporate 

objects?  

Can you describe 
in detail all the 

acts?  

What are all the 
ways that acts are 

involved in 

activities?  

What are all the 
ways that acts are 

involved in 

events?  

How do acts vary at 

different times?  

What are all the 
ways acts 

incorporate actors?  

What are all the 
ways acts involve 

goals? 

How do acts 

involve feelings? 

ACTIVITY 

A set of related 

acts people do 

What are all 
the places 

activities 

occur?  

What are all the 
ways activities 

incorporate 

objects?  

What are all the 

ways activities 

incorporate acts?  

Can you describe 

in detail all the 

activities?  

What are all the 
ways that activities 

are involved in 

events?  

How do activities vary 

at different times?  

What are all the 

ways activities 

incorporate actors?  

What are all the 

ways activities 

involve goals? 

How do activities 

involve 

feelings?? 

EVENT 

A set of related 

activities that 

people carry 

out  

What are all 

the places 

events occur?  

What are all the 

ways events 

incorporate 

objects?  

What are all the 

ways events 

incorporate acts?  

What are all the 

ways events 

incorporate 

activities?  

Can you describe 

in detail all the 

events?  

How do events occur 

over time? Is there an 

order of events?  

What are all the 

ways events 

incorporate actors?  

What are all the 

ways events 

involve goals? 

How do events 

involve feelings? 

TIME 

The sequencing 

that takes place 

over time  

Where do 

time periods 

occur?  

What are all the 

ways time affects 

objects?  

How do acts fall 

into time periods?  

How do activities 

fall into time 

periods?  

How do events fall 

into time periods?  

Can you describe in 

detail all the time 

periods?  

When are all the 

times actors are "on 

stage"? 

How are goals 

related to time 

periods? 

When are 

feelings evoked? 
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ACTOR 

The people 

involved 

Where do 

actors place 

themselves?? 

What are all the 

ways actors use 

objects?  

How are actors 

involved in acts?  

How are actors 

involved in 

activities?  

How are actors 

involved in 

events?  

How do actors change 

over time or at 

different times?  

Can you describe in 

detail all the 

actors?  

Which actors are 

linked to which 

goals?  

What are the 

feelings 

experienced by 
actors?  

GOAL 

The things 

people are 

trying to 

accomplish 

Where are 

goals sought 
and achieved? 

What are all the 

ways goals involve 
use of objects?  

What are all the 

ways goals involve 
acts?  

What activities are 

goal seeking or 
linked to goals?  

What are all the 

ways goals involve 
events?  

Which goals are 

scheduled for which 
times?  

How do the various 

goals affect the 
various actors? 

Can you describe 

in detail all the 
goals? 

What are all the 

ways goals evoke 
feelings?  

FEELINGS 

The emotions 

felt and 

expressed 

Where do the 

various 
feeling states 

occur?  

What feelings lead 

to the use of what 
objects?  

What are all the 

ways feelings 
affect acts? 

What are all the 

ways feelings 
affect activities? 

What are all the 

ways feelings 
affect events? 

How are feelings 

related to various time 
periods?  

What are all the 

ways feelings 
involve actors?  

What are the 

ways feelings 
influence goals? 

Can you describe 

in detail all the 
feelings? 
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