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This thesis seeks to explore and unpick the essence, rationale and role of the therapeutic 
relationship that occurs between physiotherapy clinicians and their older patients. To 
address the rehabilitation needs of the increasing ageing population, a strong evidence 
base for both the clinical and non-clinical components of the encounter is required. 

A social constructivist approach was used within a sociological paradigm to explore 
this. Grounded theory method informed the sampling process and was used to analyse 
the data. Following a pilot study, two studies explored the experiences and perspectives 
of physiotherapy clinicians and older patients through semi-structured interviews and 
early models were devised. A final study observing individual treatments and 
interviewing the participants clarified, developed and tested these models. 

Participants agreed that a relationship existed alongside, because of and time limited by 
the intervention, it being an important part of the physiotherapy encounter. The 
relationship has professional, human and intrinsic components brought to it by both 
parties and the service. Participants, usually unwittingly, play dual roles in the 
relationship. The physiotherapy clinician plays both professional role to direct treatment 
and a befi-iender role to humanise the experience for the patient. Older patients adopt a 
compliant "sick" role legitimising their illness and willingly submitting to treatment. 
However, the current health and societal push towards partnership means that the role of 
partner is imposed on the older patient. This attempts to narrow the traditional separation 
of clinician and patient dictated by professional hierarchy with a move towards equality, 
something that the older patients appear to neither understand nor want. There is potential 
for conflict within and between these roles which clinicians and older patients manage in 
different ways. The concept of equality in health care is alien to older people and 
undermining the power differential in the clinical situation may remove the one 
predictable element in an otherwise perplexing setting. The findings are possibly limited 
to the cohort effects of an older population and medium to long-term rehabilitation. 

This thesis contributes to an understanding of the role of this relationship within the 
physiotherapeutic encounter. The possible implications for physiotherapy education and 
service delivery are discussed. 
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Chapter One 

Chapter One 

Exploring Therapeutic Relationships in Elder Rehabilitation 

1.1 The Research Question 

This research seeks to explore therapeutic relationships in elder rehabilitation. In 

particular it seeks to unpick the essence of the relationship that develops between 

physiotherapy clinicians and their older patients and explore those factors that affect its 

formation, development and impact. These factors, including the role of the relationship 

in the delivery of and engagement with physiotherapy and the perceived impact on 

outcome, are explored from the perspectives of both physiotherapy clinicians and older 

patients receiving rehabilitation in day hospital and domiciliary settings. No attempt is 

made to compare the views of the participant groups; rather this thesis seeks to explore 

the essence of older patients' and physiotherapy clinicians' mutual experience of the 

therapeutic relationship through an understanding of their views and perceptions. 

Grounded theory method is used to explore this topic. 

This topic arose from personal, professional experience of working in older person's 

physical rehabilitation, inArmal observation of physiotherapists working with their older 

patients, teaching an ageing and healthcare module to undergraduate physiotherapy and 

occupational therapy students, an interest in outcome measurement and a lack of specific 

literature in the field of physiotherapy clinician/older patient relationships. Current 

physiotherapy research is very much geared to the science born of evidence based 

practice and this topic had the capacity to explore the art of physiotherapy through an 

examination of its human interface. 

The research question developed over time. The initial interest focused on an exploration 

of the non-clinical influences on clinical outcome in older patients. As this topic was too 

vast, it was gradually refined to explore the impact of the physiotherapy clinician/older 

patient relationship on outcome. However, literature in this specific area was found to be 

sparse and mostly anecdotal. Therefore the research question was expanded to explore 

whether this anecdotally reported relationship does in fact exist, and if it does, what does 

1 



Chapter One 

it comprise, what role does it play, how is it perceived by both parties and what is its role 

and impact. 

This is an important question as the demographic shift has the potential to increase the 

number of older people requiring physiotherapy rehabilitation and NHS (National Health 

Service) funding is constantly under pressure. Despite the priorities set in the National 

Service Framework for Older People (Department of Health, 2001a) which include 

promoting older person's health and independence, physiotherapy clinicians are required 

to optimise the efficiency and effectiveness of their intervention and reduce the length of 

the episode of care where possible. Evidence based practice is having an impact on the 

clinical management of older patients but the role of non-clinical factors such as the 

clinician/patient relationship in this field is little understood. My role as an educator of 

undergraduate physiotherapy students has highlighted the importance of encouraging 

them to address all the factors that have the potential to optimise the rehabilitation of 

older people. As NHS priorities change and resources become ever more stretched, it is 

vital that physiotherapy clinicians use every appropriate means to do this. 

1.2 Research Support 

This research was Amded by an NHS South East Research Training Fellowship and 

supervised by Dr Rose Wiles, School of Health Professions and Rehabilitation Sciences 

and Professor Peter Coleman, Departments of Psychology and Geriatrics, both at the 

University of Southampton. 

1.3 The Structure of the Thesis 

This document starts by setting the scene against which the research was undertaken. It 

identifies the role of the physiotherapist in older person's medicine and the structure of 

the Health Service in which they work. It includes the significant changes in Trust 

organisation that influenced the way in which data was gathered and possibly, to some 

extent, the nature of the participant responses. The document continues with a literature 

review that explores ageing and the management of older peoples' health needs in the 

National Health Service. It continues by outlining the current thinking around 
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therapeutic relationships between health care pro&ssionals and their patients. The 

methodological rationale and methods chapter considers the philosophical basis, 

academic and practical issues of this research and includes details of the pilot study. The 

experiences and perceptions of physiotherapy clinicians regarding the relationships they 

form with their older patients are reported and discussed in Chapter 4. Some early 

models of the role and constituents of the relationship are put forward. These are 

developed fiirther in Chapter 5 where the perceptions and experiences of older patients 

are considered. Another model relating to levels of engagement within the relationship is 

mooted. Four individual studies observing single treatment sessions followed by 

interviews with the participating physiotherapists and older patients are reported in 

Chapter 6. This chapter sets out the testing, relevance and adaptation of the previously 

identified models and proposes the core concept of this research. These models and core 

concept are discussed in Chapter 7, returning to the literature to develop the arguments. 

The practical and academic limitations to the study and reflections on researcher impact, 

data analysis and interpretation are included in each findings chapter (Chapters 4, 5 and 

6). Finally, the Conclusions chapter revisits the research question and considers the 

professional and academic implications of this research. 

1.4 Physiotherapy and Physiotherapists 

Physiotherapy is defined as "A health care profession concerned with human function 

and movement and maximising potential, using physical approaches to promote, maintain 

and restore physical, psychological and social well-being" (CSP, 2002a). This includes 

the rehabilitation of older people. Within the UK, physiotherapists are permitted to work 

within the National Health Service if they qualify for membership of the Health 

Professions Council (HPC). The most common route is through obtaining a UK 

undergraduate degree in physiotherapy that is validated by the UK professional body, the 

Chartered Society of Physiotherapy (CSP). Physiotherapy in the United Kingdom has 

only been an all graduate entry since 1992 and there are many physiotherapists working 

within the NHS who obtained their professional qualification of a graduate diploma prior 

to this. The diploma was instigated and examined by the professional body and success 

permitted membership to the Chartered Society of Physiotherapy, allowing diplomates to 
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call themselves chartered physiotherapists. Alongside other allied health professions 

such as podiatry, despite many years of lobbying, there was no legal closure within the 

profession and anyone in the UK could set him or herself up as a physiotherapist. It was 

only when the Health Professions Order 2001 came into effect in July 2003 that the term 

physiotherapy became a protected title. Up until then (and encompassing the period of 

this research) the distinction of chartered physiotherapist was important to those 

clinicians, as it was an automatic passport to state registration through the Council for 

Professions Supplementary to Medicine which went on to be replaced by the Health 

Professions Council. Graduate physiotherapists qualifying in other countries and 

fulfilling the criteria for HPC registration are also able to work within the NHS. 

Although strictly speaking the term state registered physiotherapist has not been 

necessary since 9^ July 2003, it is occasionally used in this thesis as the research was 

undertaken before this time and therefore the term was liable to be employed by 

participants. 

The career structure for chartered physiotherapists within the NHS starts at a junior 

position (also historically known as basic grade) available straight after qualification and 

registration. Junior posts are generally rotational, with the physiotherapist moving 

between different areas of inpatient, outpatient and sometimes community care within the 

employing Trust every four months to gain general experience. Promotion to a senior 

two position is usually sought at around two years post qualification. These positions are 

also rotational, often six monthly. Most are general posts although, in larger NHS Trusts, 

some senior two posts are offered within specialities. The next grade up is Senior one. 

Senior one posts are based in single specialties and demand considerable clinical 

experience in the field. Senior one physiotherapists are often also responsible for 

managing a small team of physiotherapists and physiotherapy assistants and may act as 

clinical supervisors for students. Superintendent physiotherapists often continue to have 

a clinical as well as a managerial role, heading up a department that is speciality, and 

sometimes also geographically, determined. Physiotherapy managers have 

responsibilities 6)r several physiotherapy teams, departments and / or geographical areas. 

There are various grades of superintendent and manager determined by staff group size 
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and managerial responsibility. A relatively new post of clinical specialist can be given to 

a senior one or superintendent physiotherapist with proven clinical expertise in a specific 

area. In older person's medicine these posts may be given to physiotherapists with 

expertise in stroke, Parkinson's disease or falls. Higher clinical grades of consultant 

physiotherapist are now starting to emerge within the NHS. Now that NHS Trusts are 

able to negotiate their own contracts with staff the grading criteria can differ slightly 

between Trusts. 

Physiotherapy assistants do not have any physiotherapy qualifications although many 

have NVQs (National Vocational Qualifications) relating to health and caring. The role 

of the assistant is to support the physiotherapist. In the past this was limited to domestic 

duties keeping the department clean and tidy and assisting physiotherapists where two 

people were required to mobilise patients. Now, physiotherapy assistants have enhanced 

status enabling them to become assistant members of the Chartered Society of 

Physiotherapy. They work alongside physiotherapists, undertaking exercise programmes 

prescribed by their qualiGed colleagues. Many manage their own workload, reporting 

back to their qualified colleague as required. Some physiotherapy assistants in the Trusts 

participating in this research were deemed experienced enough to undertake basic 

assessments and adapt exercise programmes as circumstances dictated. In some Trusts 

there is a two tier grading system for assistants based on their NVQ qualifications and 

experience. 

In this thesis the term physiotherapist is used to denote a qualified, state registered 

physiotherapist. All the physiotherapists participating in this research had qualified in the 

UK and were members of the Chartered Society of Physiotherapy. The term 

physiotherapy assistant relates to both grades of assistant and denotes someone who 

works alongside and under the direction of a qualified physiotherapist. The term 

physiotherapy clinician encompasses both designations. 
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1.5 NHS Local Service Changes during the Period of the Study 

The Labour government set out their NHS reforms within the &st year of their first term 

in ofSce in 1997. The New NHS, Modern Dependable (Department of Health, 1997) 

outlined new organisational plans that built on the Trust structure first enacted by the 

Conservative government in the early 1990s. This white paper reversed the old strategy 

of centralised management and set out plans for management through primary care 

services being "a system based on partnership and driven by performance" (Department 

of Health, 1997). Over the succeeding years large community and specialist Trusts have 

reorganised to spawn primary care groups controlling unified budgets, delivering health 

care to communities averaging one hundred thousand people (Wilkin et al 2001). 

Seventeen of these groups achieved Trust status in April 2000 having fuU control of their 

budgets and managing community health services as well as commissioning hospital care 

on behalf of their patient population. All primary care groups are expected to achieve 

Trust status by 2004. 

This study was undertaken in Chichester and Portsmouth against the background of these 

changes. Inpatient and day hospital services for older people in the Chichester area are 

provided by the Royal West Sussex NHS Trust from St Richards's Hospital (acute 

services) and the Munro Unit (elderly day hospital services). Community and 

domiciliary services are supplied by the sister community Trust. Physiotherapy services 

are managed and funded by the two Trusts. This has remained unchanged during the 

period of this research. In contrast, all NHS physiotherapy services in the Portsmouth 

area prior to April 2001 were managed and funded through the Portsmouth Healthcare 

NHS Trust. At this time health care in the Portsmouth area was supplied by two NHS 

Trusts. Portsmouth Hospitals NHS Trust provided all acute hospital inpatient and 

outpatient services and purchased all their physiotherapy requirements from the 

Healthcare Trust that provided community, domiciliary and specialist non-acute services. 

Thus older patients moving irom acute to day hospital and then community and 

domiciliary physiotherapy in the Portsmouth area remained within the management of 

one Trust whereas in Chichester older patients moved between Trusts as they left acute 

and day hospital services and were referred to community care. 
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In April 2001, health services in the Portsmouth area were substantially reorganised. 

Portsmouth Healthcare NHS Trust effectively split into two new primary care Trusts 

(Portsmouth City Primary Care NHS Trust and East Hampshire Primary Care NHS Trust) 

and one primary care group (Fareham and Gosport Primary Care Group). These new 

services are geographically determined and although the Portsmouth Healthcare NHS 

Trust still existed to provide mental health and other specialist services it ceased to be a 

trust in April 2002 when other providers took on these duties. With this reorganisation, 

the physiotherapy services previously delivered and managed under the Healthcare Trust 

split into separate Trust/Group management. This led to a reorganisation of older 

person's physiotherapy services that, at the time of the physiotherapy clinicians' study, 

were provided only by the two primary care Trusts and one primary care Group. 

At the time of the pilot and physiotherapy clinicians' studies, the following providers 

offered older persons' physiotherapy services in the geographical area under 

investigation: 

Royal West Sussex NHS Trust: Munro Day Hospital (Chichester) 

Portsmouth City Primary Care NHS Trust: Amulree Day Hospital (City) 

Trevor Howell Day Hospital (QAH) 

Rembrandt Unit (intermediate care) 

Community Rehabilitation Team (City) 

Domiciliary Physiotherapy (City) 

East Hampshire Primary Care NHS Trust: Laurel Day Hospital (PetersSeld) 

Community Rehabilitation Team 

Domiciliary Physiotherapy (Wville) 

Domiciliary Physiotherapy (Havant) 

Domiciliary Physiotherapy (P'field) 

Fareham and Gosport Primary Care Group: Dolphin Day Hospital (Gosport) 

Community Enablement Service 
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By the time of the older person's study, the Fareham and Go sport Primary Care Group 

had become a full NHS Trust. 

The Portsmouth services have undergone significant changes in staffing with relatively 

junior, inexperienced staff being promoted to senior and managerial positions in the new 

trusts/group. The previous physiotherapy manager of older persons' services for the 

Portsmouth Healthcare NHS Trust negotiated cross trust/group in-service training and 

rotations for junior and senior two staff in line with current clinical governance thinking. 

Whilst this has retained a common approach to service delivery at a professional level 

service delivery has changed criteria that now differ between service providers. The 

process of discussing the future management of elderly medicine to ensure quality and 

parity of provision and care in the Portsmouth area is continuing. During the period of 

this research the staff in Chichester also changed. The senior physiotherapy manager 

changed twice and the superintendent and senior one physiotherapists retired. These 

posts were transferred to the acute elderly in patient and stroke services to accommodate 

the requirements of the National Service Framework for Older People, leaving a limited 

outpatient service available in the Day Hospital. The way in which these changes 

influenced the research is discussed in later chapters (3.7.1.2; 4.7.1; 5.7; 7.3). 

1.6 Summary 

This thesis explores the relationship that develops between physiotherapy clinicians and 

older patients undergoing medium to long-term rehabilitation physiotherapy. This 

research was undertaken in two adjoining geographic areas in the South of England. The 

thesis chapters are set out chronologically and include the background literature, 

methods, findings and discussion. The career structure of physiotherapy within the NHS 

and the background to service changes within the participating NHS Trusts inform the 

practical and theoretical exploration of the research topic. 
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Chapter Two 

Therapeutic Relationships: exploring the literature 

2. Introduction 

This chapter reviews the literature around the topics of ageing, the health services 

available for older people and the ways in which society and current government policy is 

addressing the health care needs of the increasing older population. Sociology and 

epidemiology literature was accessed through Winspirs. Key words ageing, old age and 

older people were used and cross referenced with other key words demo graph*, health, 

healthcare, rehabilitation and geriatric*. The search was extended to Medline, Embase, 

Cinahl and ISI Web of Science (1982 - present). In addition, hand searches were 

undertaken of books and journals relating to older people, sociology and ageing, 

sociology and health, health psychology (mid 1990s to present, see Appendix 1.1). Some 

other references snowballed from the papers identified here. 

The literature on ageing and healthcare sets the scene for the second part of the review 

that considers the therapeutic relationship between older patients and health care 

professionals, its definitions, components and the differing ways it is viewed and 

constructed by different professions. In particular literature exploring the relationships 

that clinicians, including physiotherapists, develop with their older patients is identified 

and discussed. Electronic searches of Medline, Cinhahl and Embase (1982 - present) 

were undertaken using key words therapeutic relationship, doctor-patient relationship, 

caring relationship. Cross-links were made with other key words: nursing, 

physiotherapy, medicine, doctor, occupational therapy, psychotherapy, counselling, 

attitudes, beliefs, and communication. An Internet search (Alta Vista and Google) was 

conducted using the term therapeutic relationship. Other relevant literature was identified 

by supervisors and colleagues and from conference and seminar presentations. 

The initial search was undertaken in Autumn 2000 and updated in April 2003. Other 

relevant literature was gathered through regular trawling of new issues of medical, 

nursing and physiotherapy journals and through monthly Zetoc updates relating to 
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appropriate sociology, psychology, anthropology and relationship academic journals 

(appendix 1.1). 

Grounded theory method was used to explore the topic of older patient / physiotherapy 

clinician relationships. A characteristic of this method is in the extent to which the 

literature is explored early on in the research. Strauss and Corbin (1998a: 49) caution 

against the researcher becoming "so steeped in the literature that he or she is constrained 

and even stifled by it". However they concede that a certain amount of background 

knowledge is required to enhance the data collection. This study has followed these 

guidelines with the initial literature searches into ageing and healthcare services in the 

United Kingdom and a review of the therapeutic relationship as perceived by health 

clinicians. These reviews are presented in this chapter and outline the historical 

background, current need and level of health services for older people and recent research 

into therapeutic relationships. These topics were chosen to sensitise the researcher to the 

issues without compromising the findings and interpretation of the research. These 

reviews also assisted in identifying that there was a question to be answered that was 

relevant to physiotherapy and informed the early interview guides. However, as the 

research and analysis continued it became clear that some topics identified in the initial 

literature review such as professional power and partnership needed to be explored 

further and new topics such as role, equality and befriending needed to be investigated. 

Thus new literature searches were undertaken and are included in later chapters as part of 

the discussion of findings in line with the grounded theory approach. 

2,1 Ageing in the United Kingdom 

2.1.1 Definitions of Ageing 

Old age is defined in various ways and from a variety of differing perspectives. 

Biologically, it is defined as physiological senescence, the increasing frailty of the body 

systems that occurs naturally as the organism ages (Kirkwood, 2002). Sociologically, old 

age is defined as a mechanism for social differentiation being culturally determined and 

relating to the latter part of the life course (Vincent, 2000). Bytheway (1995: 128) would 
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prefer old age to be defined as pertaining to "pretty ordinary people who have lived long 

lives and survived many experiences". 

Such general definitions bear little relation to the more commonly used definition of 

pensionable age (Tinker, 2002). Sixty five years, whilst a chronological age that is 

neither an accurate indicator of physical function, social engagement nor financial status, 

is recognised in the UK as the usual retirement age (FenneU et al, 1988). Thus 

government departments use it as an indicator of having reached old age and entitlement 

to state pensions and benefits. The National Health Service categorises patients as 

elderly once they reach 65 years and a whole range of "geriatric" and health promotion 

services open up for these people (DoH, 2001a) including flu vaccination and health 

screening. Many industrialised countries accept that people in their sixties and seventies 

will not make significant demands on health services and have created two categories of 

older age, 60-74 years being "young old" and people of 75 years being "old old", 

concentrating their health care provision in the older age group (Ebrahim, 1999). 

2.1.2 Demographics of Ageing in the United Kingdom 

It is widely recognised that the ageing population is a worldwide phenomenon (Tinker 

2002). Within the United Kingdom it is projected that the number of people aged 60 

years and over will increase 6om 12 million in 2001 to 18.6 million in 2031 

(Government Actuary's Department, Office for National Statistics, 1999). This 

represents an increase 6om 20% to 30% of the entire UK population (Khaw, 1999). 

Ebrahim (1999) concludes that of the current UK population "Most of us will see our 85^ 

birthday, but unfortunately for a quarter of us, that will be through the haze of a dementia 

syndrome or some other chronic disease or disability". Bone et al (1995) project that, 

based on the 1976 prevalence figures, the number of people aged 65 years and over 

unable to perform four basic, personal activities of daily living (transferring Irom bed, 

bathing, getting to the toilet and feeding) will rise &om 1.7 million in 1996 to nearly 3.5 

million in 2051. However, these figures are disputed by Grundy (1997) who, working 

from 1991 projections, predicts a rise from 0.5 million in 1996 to 1 million in 2036. 

Arber (1998) too argues that since 1981 the proportion of people aged over 65 years, with 
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and without recorded health care needs, has remained constant at 16% and was actually 

projected to fall at the turn of the 21^ century, rising again to 17% by 2011. It is certain, 

however, that as the post war baby boomers become the young pensioners of 2020 and 

the number of old, old people rises substantially as Hie expectancy increases, the 

proportion of younger people of working age available to provide care for the old is 

falling (Vincent, 2000). Khaw (1999) predicted that by 2015, the relative proportions of 

old people and children 16 years and under would be roughly equal and that thereafter, 

people over 65 would outnumber children. In fact, figures from the 2001 UK Census 

revealed that there were already more over 60s (21% of the total population of England 

and Wales) than there were children under 16 (20%) (Office for National Statistics, 

2003). Across the European Union between 1995 and 2000 there was a 12.6% increase 

in employment growth in the health and social care sector (Watson, 2001). It is unlikely 

that this rate could be sustained in the face of increasing social and health care need. 

2.1,3 Responding to the Demographic Changes 

Responses to this demographic shift vary between commentators who perceive differing 

impacts on society. Many believe that the increasing numbers of older people will be 

reflected in a massive increase in the need for health and social care services and warn of 

a time bomb of need that western governments must address with speed (Young et al, 

1998; Khaw, 1999; Tonks, 1999; Heath, 2000; Young and Philp, 2000;). An alternative 

view suggests that as medical care evolves, the healthy period of life will increase such 

that "the period of morbidity could potentially be compressed into the brief interlude 

between 85 years and death" (Fries, 1980). The Royal Commission on Long Term Care 

(1999) similarly concluded that the same factors that allow us to live longer are also 

resulting in extra years being free from disability. In 1991, in England and Wales, 

healthy life expectancy at age 65-74 years was 7.9 years for men and 9.8 years for 

women - about half their remaining life expectancy, indicating that old people could 

expect significant health limitations of around 8 years for men and 10 years for women at 

the end of their lives (Bone et al, 1995). Improvements in health promotion and disease 

prevention in old age are felt by Andrews (2001) to show evidence of a healthier aging 

population to which Vincent (1995) adds peace and better nutrition (pi30). Vincent 
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(2000) also writes of the effect of social changes in the established life course pattern 

allowing a significant number of fit, healthy "young old" to retire free from the shackles 

of financial burden with good pensions and paid-up mortgages. Changing labour markets 

and migration patterns allow these people to take on voluntary jobs, even new careers, a 

return to education or a new life style abroad. The increasing numbers of "young old" 

are becoming a political force, demanding notice from the government concerning their 

views on pensions and health care. 

2.1.4 Addressing the Demographic Changes 

Understandably, the response to these two arguments has been a degree of confusion. 

Clearly the older population is increasing but is the health and social care burden 

increasing at the same rate? Laslett (1978) argues that "20"^ century Britain, along with 

other Western societies, has a guilty feeling about the elderly, uneasily suspecting that 

millions of old folk live in reduced circumstances, not much cared about by such children 

and kin as they have left to them, solitary and, as they grow more aged, miserably 

relegated to institutional living" (p 6). Since the late 1990s a flurry of reports has been 

commissioned to investigate this potential "burden" and explore possible solutions but 

this has done little to clarify the issues. One of these. The Royal Commission Report, 

explored the funding of long-term care for the elderly (1999). Findings recommended the 

establishment of a national care commission to monitor trends, costs and accountability, 

something welcomed by some clinicians and academics who saw it as a means of 

building a workable and constructive strategy for good, long term elderly care (Bowman 

et al, 1999). However, others felt that, as with a similar Royal Commission report of a 

century earlier, this also lacked the revolutionary and creative thinking that would 

challenge inequalities and address the needs and wants of older people in a changing 

social world (Murphy, 1999). One of the recommendations of the 1999 Royal 

Commission was the splitting of nursing care from non-nursing needs for people living in 

nursing homes. The delay in the implementation of this - it finally happened two years 

later in October 2001 (DoH, 2001b) - was considered a "dereliction of duty" by Heath 

(2000). Heath, a general practitioner, argued that when men hving over 65 years had a 

one in five chance and women a one in three chance of needing residential care. 
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implementation of the recommendation would "dismantle the Berlin Wall between health 

and social care". She castigated the government for its tardy response suggesting the 

delay was politically expedient. Such views identify the impatience of some clinicians 

with the policies that are affecting their practice. 

Problems of elderly people being seen as "bed blockers" and being treated as second-

class citizens have led to accusations of institutional and individual ageism inherent in 

health service providers (Bullock, 2000; Lothian and Philp, 2001). Bytheway (1995) 

defines ageism as "a process of systematic stereotyping of and discrimination against us 

when we are considered old" (pi28). Norman (1987) believes ageism is due to looking 

for the problems in the old people rather than the society that claimed to care for them. 

French, writing in 1990, felt that physiotherapists showed ageist attitudes through their 

use of ageist language and working within a medical model. A decade later, newly 

qualified physiotherapists were found to be consciously trying to avoid ageist behaviour 

in their attitudes and approach, although where some physiotherapists did show social 

stereotypical views towards their older patients as they started their careers, these 

changed only to become clinical stereotypes a year later (Barnard, 2001). 

In response to the growing dissatisfaction of clinicians with the management of older 

patients and the influence of the growing older population. The Department of Health 

published the National Service Framework for Older People (2001a). This had a two-

fold aim. Firstly it promised a move away 6om age discrimination in accessing health 

services including the provision of person centred care, promoting health and 

independence. Secondly it set out standards for addressing some of the key health 

problems of older people including faUs related problems and stroke, aiming to mitigate 

some of the main disabling factors of older age through intensive and co-ordinated 

prevention and rehabilitation programmes. As well as service delivery changes, tackling 

negative attitudes through training of health care professionals is also seen as a priority 

(Lothian and Philp, 2001). Although it is acknowledged that the guidelines in this 

Framework will take time to become established, a report by Help the Aged (2002) found 

that although age discrimination in the NHS had been acknowledged by the government, 
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it was still endemic across public institutions and that discrimination on grounds of age 

alone still existed within health services. Not everyone has greeted the National 

Framework with wholehearted enthusiasm. Grimley Evans and Tallis (2001) suggest that 

the Framework has a "split personality" arising from the differing agendas of the experts 

who advised on its content and the civil servants who wrote it. They fear that conflision 

win arise in the implementation as NHS trust managers follow the authors whilst 

clinicians will be wanting to endorse the good intentions of the advisors. 

2.1.5 The Evolution of Health Services for Older People 

The spirit of The National Service Framework for Older People represents how far 

healthcare for older people has come since its inception as a specialism in its own right in 

1935. Prior to this time, physicians such as Cheyne and Charcot had specifically studied 

diseases of later Hie in the IS*** and 19^ centuries. Ignatz L Nascher, a Vienna born 

immigrant to the United States of America coined the term "geriatric" meaning the 

medicine of old age in 1909 (Grimley Evans, 1997). Although this stimulated interest in 

social and biological research into ageing, it was not until Dr Marjory Warren initiated 

the assessment and rehabilitation of several hundred old people in the old workhouse 

wards of Isleworth Infirmary that the clinical speciality of geriatrics was born. Britain 

led the way in geriatrics with the newly founded NHS appointing consultant geriatricians 

within a few months of its inception in 1948. Although models of management and care 

within the specialism have varied over the past fifty years, mostly due to the internal 

politics of medicine and the health service, the principles of assessment and rehabilitation 

remain. Improvements in medical care have reduced length of hospital stay and, in some 

cases, specialist training of GPs and changing outpatient treatment protocols have 

removed the need for hospitalisation. These and changing government policy are moving 

non-acute health care into the community. 

During this current government, health and social care for older people has become a 

priority exemplified by the appointment of a National Director of Older People's Services 

in 2000, colloquially known by the popular press as the Ageism Tsar (Frontline, 2000). 

The changing Department of Health terminology from "geriatrics" to "elderly medicine" 
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to "older persons' health and social care" may represent politically correct spin but it also 

reflects the changing priorities and understanding of older persons' needs and potential. 

The linking of health with social welfare recognises a long known association between 

health and social care, first identified in geriatric medicine by Dr Warren who noted that 

as well as some health problems being caused by social deprivation, some social 

problems were in fact the result of patients being poorly served by health services 

(Grimley Evans, 1997). The links between poor health and social deprivation were later 

published widely, significantly in government fiinded reports The Black Report and The 

Health Divide (Townsend et al, 1988). In the new century. Young and Philp (2000) see 

the future of geriatric medicine as including both health and social elements and 

developing to respond creatively to address the needs of older people as a priority. 

However, Ebrahim (2002) warns that although it is important to retain a certain amount 

of medicalisation of old age, that is, treating the treatable conditions rather than 

dismissing them as mere products of old age, medicine has little to offer the two 

commonest scourges of old age - poverty and loneliness. 

2.1.6 Summary: Ageing in the United Kingdom 

The demographic changes in the United Kingdom predict growing numbers of older 

people and although many will retain good health well into their retirement, many will 

have significant health care needs in the final years of their fives. These needs wiU have 

to be met by a reduced number of people of working age providing both the manpower 

and finances to address them. Already clinicians are under pressure to provide quality, 

effective health care in time and cost efficient ways. As episodes of care are reduced to 

maintain service delivery to all patients, clinicians are under pressure to provide 

evidence-based interventions to optimise this. 

"Explanations of the ways in which medicine achieves therapeutic benefits are 

increasingly based on the isolation of discrete effects" (Fitzpatrick et al, 1983). With the 

advent of evidence-based practice this has never been truer. And yet the literature is fijll 

of references to the non-clinical elements that go into the healing process. Although the 

evidence base is growing for specific physiotherapeutic interventions (CSP, 1996-1997; 
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CSP, 1999-2001) there is little evidence for the role of the therapeutic relationship in 

rehabilitation and recovery. If every aspect of physiotherapy intervention is to be 

optimised, it is important that the role and potential value of the therapeutic relationship 

is also explored. The second part of this literature review explores the definitions, 

constituents and role of the therapeutic relationship in clinical interventions in older 

persons' health care. 

2.2 Therapeutic Relationships 

2.2.1 Definitions 

The therapeutic relationship is described in a range of health professional literature 

including nursing, medical, physician assistant, psychotherapy and family therapy, 

occupational therapy, physiotherapy and complementary medicine. Each profession 

defines the therapeutic relationship in a slightly dilferent way that reflects their 

professional role, although there is considerable overlap. As relatively little is written 

about the physiotherapy clinician / patient relationship and even less about that between 

physiotherapy clinicians and older patients the wider literature surrounding therapeutic 

relationships in health care was explored. The following section looks at the ways in 

which the different health care professions define this relationship and the different 

emphases that are placed upon the different components of the relationship. Also 

discussed is the way in which some of these definitions have evolved within the 

professions reflecting social and health service change. 

2.2.1.1 Nursing 

The nursing literature most commonly describes the therapeutic relationship in terms of 

the caring or nurse-patient relationship. Historically the role of the nurse was to deliver 

healthcare at the direction of the physician (Ramos, 1992) and the intimate nurse-patient 

relationship was seen as the vehicle for care-giving leading to recovery. 
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"The nurse should... attempt to ascertain, and if possible, to remove causes of worry, 

contusion, strangeness and discomfort that are hindering the progress of the patient.... 

The patient who is being made comfortable by an intelligent nurse has that confidence in 

her which makes him ready to accept her suggestions for his continued weUbeing." 

(Tracy 1938 in Ramos 1992) 

Other literature portrays the relationship as a "nurse-patient relationship" (Ramos, 1992; 

Jones et al, 1997; McQueen, 2000). This is described as having other components than 

just caring including communication skills (Daubenmire et al, 1978) interpersonal skills, 

personal attributes (Dyson, 1996; MacKintosh, 2000), "professional bonding" (Ramos, 

1992) and psychosocial, professional and technical aspects (Lea et al, 1998). A full, 

concise definition of the nurse-patient relationship has not been identified. 

NHS reforms in the late nineties led to a more patient directed approach to clinical care 

that has influenced practice and research across all clinical disciplines including nursing 

(Department of Health, 1997; Department of Health, 1998; Department of Health, 1999). 

McQueen (2000) considered the nurse-patient relationship in hospital care in the light of 

these changes. She notes that to ensure partnership, patients need information and 

explanation and that nurses are well placed to deliver this. To facilitate this, the 

formation of "a trusting professional relationship" is fundamental although she suggests 

that problems arise when this takes second place to "more observable nursing work" 

although these problems are not discussed. 

The theme of patient partnership is taken up by Olsen (1997) who defines the nurse-

patient relationship as "a positive connection to the patient as a person". Although the 

nurse caring theme is strong, the responsibility of the patient to participate fuUy and 

appropriately is identified as crucial and patients not adhering to this ideal are perceived 

as deviant. 

It would appear that over the years the purely "caring relationship" in nursing has moved 

from a paternalistic, tending approach to a "nurse-patient relationship" which anticipates 
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a more (in theory at least) equally proactive partnership between individual nurses, 

patients and other healthcare professionals in which all parties have both rights and 

responsibilities. Whilst earlier writings report that the caring relationship is directly 

related to recovery (Tracy, 1938 in Ramos 1992), recent literature exploring the nurse-

patient relationship is more concerned with patient satisfaction, autonomy and 

partnership than its impact on clinical outcome (Fosbinder, 1994; Jones et al, 1997; 

Patistea and Siamantra, 1999). 

The development of nurse led units has highlighted the split between the continuing 

professionalisation of nursing with the identification of the extended nurse role - where 

the nurse moves towards being a substitute doctor, and the enhanced role - where nursing 

practice defines its own autonomy developing 'caring' rather than 'curing' nurse-patient 

relationships. However, a study by Wiles et al (2001) found that most nurses working in 

a nurse led intermediate care unit perceived their caring role in therapeutic nursing as 

requiring less skUl, having less status and not something that would develop their careers. 

This suggests that the caring element of the nurse-patient relationship is less valued in the 

move towards a distinct, autonomous nursing profession. 

2.2.1.2 Medicine 

In defining the relationship that exists between doctor and patient issues of 

communication, ethics and professional power within the relationship are all 

acknowledged in the medical literature. This section looks at the way in which the 

medical profession perceive this relationship. Medical sociologists also consider the 

doctor patient relationship and this is discussed later in this chapter (2.2.3.4). 

The therapeutic relationship in medicine is most commonly portrayed as a 

doctor/physician-patient relationship or doctor-patient encounter and is most commonly 

considered from the perspective of communication skills (Myerscroft and Ford, 1996; 

Lloyd and Bor, 1996) or medical ethics (McMillan, 1995). 
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Greene et al (1994) explore the role of communication in the doctor-older patient 

relationship that she describes as an "effective and mutually satisfying medical 

encounter". Ludwig (1999) describes the basis of the physician-patient relationship as 

being formed by the bond of trust between the patient and physician that is vital to the 

diagnostic and therapeutic process. She notes that the characteristics of this relationship 

are still evolving having their roots in the patient's dependence on his physician for the 

special skills of maintaining or regaining health and, since the latter half of the twentieth 

century, now evolving towards partnership in shared decision making. She describes this 

as a model that " respects the patient as an autonomous agent with the right to hold views, 

to make choices and to take actions based on personal values and beliefs". 

McMillan (1995) has concerns with the move towards full equality in the doctor-patient 

relationship that he defines "as a form of partnership" and "different from other 

relationships [such as] to constitute an exception in which the physicians are justified in 

assuming responsibility for patients possessing decisional capacity". He quotes 

Maclntyre (1977) as describing the paternalistic and duty of care elements of the doctor-

patient relationship. "To invite a doctor to treat you as a patient is, in certain respects, to 

invite him to take responsibility for you". McMillan debates the malpractice 

phenomenon that he considers has brought about an era of neo-paternalism, a physician 

centred paternalism in which physicians act first in their own interest. He argues that in 

such a climate for a physician to take control of the medical encounter "seems both a 

practical and a prudent requirement". 

Dixon and Sweeney (2000) revisit the older concept of the bedside manner in general 

practice and complementary medicine. They see the "human factor" in the doctor-patient 

relationship as effective placebo, which in the past "elevated yesterday's doctors above 

other people" and today plays an important part in promoting self-healing. They 

ascertain the power of the doctor-patient relationship in that "such healing effects do not 

need to be mediated by an inert substance but can occur as a direct effect of the doctor-

patient interaction". Complementary medical practitioners agree, concluding from 

complementary therapy research that the "non-specific aspects of treatment such as 
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mutuality, trust, care and challenge are actually central to healing" (Mitchell and 

Cormack, 1998). 

Overall, apart from the more humanistic approach of Dixon and Sweeney (2000) the 

doctor-patient relationship is defined within a reductionist perspective. Whilst other 

authors identify the role of the relationship in patient compliance (Stewart, 1984; Ludwig, 

1999), Dixon and Sweeney are alone in their assertion that the doctor-patient relationship 

impacts on outcome. Descriptions of the doctor-patient relationship appear to retain a 

personal distance not observed in the nursing literature. The move towards physician-

patient partnership is being directed by changing government policy and cultural change 

although the implications of this are causing concern in the fields of medical ethics and 

litigation. 

2.2.1.3 Psychotherapy and Family Therapy 

The therapeutic relationship or therapeutic alliance is seen as the central tenet of 

psychotherapy practice, considered by some (Denes, 1980; Niolon, 1999) to be the 

precursor to the transference relationship. The actual relationship between therapist and 

client is seen to be more predictive of therapeutic process than any specific approach or 

technique (Vernon, 2000). Conte (1999), a proponent of Gestalt Therapy also notes that 

"the cure is really in the way in which the therapist "is" in the relationship". Niolon 

(1999) identifies the components of the therapeutic relationship in psychotherapy as 

being constancy of the therapist's interest no matter how disturbing the subject, 

suspension of moral judgement, empathy, insight, understanding and acceptance. He also 

identifies the importance of giving the patient the opportunity to speak the unspeakable 

and notes the need for reliability in the therapist to engender a sense of trust to allow 

himself to be used as a transference object. Newland (1997) developed a questionnaire to 

ascertain trauma survivors' experiences of the therapeutic relationship they had with their 

male therapists. The questionnaire is based around seven themes that Newland considers 

key to the therapeutic relationship: the development of trust, perceived competence of the 

therapist, perception of empathy, boundaries, feelings of empowerment, the working 

alliance and problem resolution. 
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It would appear that the therapeutic relationship in psychotherapy differs from those 

developed between other health professionals and their patients in that the relationship 

itself is the focus of the encounter rather than a vehicle for communicating and 

administering other treatments. However, the key components of self and clinical skill 

are common to all. 

2.2.1.4 Occupational Therapy 

Occupational therapy has spent much time examining the therapeutic relationship from 

their professional perspective partly as many occupational therapists work within mental 

health and counselling and therefore work within similar boundaries to those of 

psychotherapists. In addition, during the last two decades there has been a certain 

amount of soul searching within the profession as to its role and rationale. During this 

time much work was done exploring the profession's frames of reference and this 

included seminal works on the therapeutic relationships within occupational therapy. 

Hagedorn (1995: 105) states that the therapeutic relationship is important in occupational 

therapy, as caring is the foundation of occupational therapy and occupational therapists 

are responsible for the delivery of best care. She describes the therapeutic relationship as 

that "special relationship between the person seeking help or healing and the person from 

whom that help is sought". Mosey (1986) defines this relationship as "a planned 

interaction with another person in order to alleviate fear or anxiety, provide reassurance, 

obtain necessary information, provide information, give advice and assist the other 

individual to gain more appreciation of and more fiinctional use of his or her latent inner 

resources. Such a relationship is concerned with promoting growth and development, 

improving and maintaining frinction and fostering a greater ability to cope with the 

stresses of life." She states that this relationship is facilitated by the occupational 

therapist's "therapeutic use of self, the artful, selective or intuitive use of personal 

attributes to enhance therapy". She says that this differs from simple rapport with the 

patient, which she describes as "a comfortable, unconstrained relationship of mutual 

confidence". 
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Hagedom (1995) considers that the relationship between patient and therapist can be a 

powerful agent for positive change noting that mutual trust and respect are crucial to the 

healing process and that the impact of this may be at least as curative as the prescribed 

therapy. Lloyd and Maas (1991) also consider that a good relationship between 

occupational therapist and patient contributes to the effectiveness of treatment. However, 

Hagedom unlike the psychotherapists discussed above, rejects the possibility that it is the 

relationship alone that cures, stating that occupational therapy is "doing therapy" not 

"talking therapy". 

The skills needed to build a therapeutic relationship in occupational therapy are seen to 

be those required for any effective communication (Hagedom, 1995) including effective 

communication skills, empathy and education. Other components of the relationship 

noted by other commentators include respect for the individual patient's point of view, 

mutual co-operation, a level of therapist qualification and expertise (Lyons, 1994) and a 

set of professional values (Yerxa, 1983). Both Lyons (1994) and Hagedom (1995) 

caution against becoming over involved with patients within the relationship noting the 

potential problems awaiting those therapists who overstep professional boundaries. 

However, they also identify a reduction in the therapeutic impact of the relationship 

where the therapist seeks protection from close involvement behind professional distance. 

Both Hagedom and Lyons perceive this as occupational therapists being personally ill-

equipped to deal with such situations rather than any fault in the system of service 

delivery or manipulation of the relationship by the patient. 

Lloyd and Maas (1991) explored the development of the therapeutic relationship between 

occupational therapists and their patients. They consider it to evolve over time through 

various stages dependent on mutual communication, goal negotiation and the 

implementation, management and evaluation of the therapeutic intervention followed by 

closure. 

Peloquin (1990) considers the occupational therapist-patient relationship from the 

patients' perspective seeing it as a collaborative relationship being "a blend of 
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competence and caring". She states the importance of the therapist understanding and 

taking account of the patients' needs, visions and expectations and describes some 

patients as "frustrated by an occupational therapist who does not demonstrate the kind of 

personal concern she wants and expects". 

It is interesting to note that, alone amongst health professions defining the therapeutic 

relationship as being important and claiming to provide patient centred health care, only 

occupational therapy places the patient first when describing the encounter e.g. client -

therapist relationship (Lyons, 1994), person seeking help and person providing that help 

(Hagedorn, 1995: 104). 

2.2.1.5 Physiotherapy 

Writing in 1969, Hailstone describes the role of the hospital ward physiotherapist. He 

noted that as well as "particular specialist skills" there is "the development of a two way 

emotional interaction" that allows the physiotherapist to see the patient as a person rather 

than the "femur in bed 12". Fifteen years later Gartland (1984) defined this relationship 

as "a therapeutic relationship: a means of communication wherein both [physio]therapist 

and patient interact to achieve a therapeutic goal". Williams and Harrison (1999) 

explored the components of such a relationship building on this definition to include 

honesty and collaboration with patients. They also noted the ethical, social, cultural and 

power relationship issues within the physiotherapist-patient encounter (see 2.2.3.4). 

WiUiams and Harrison describe the therapeutic relationship as the vehicle for clinical 

intervention noting the necessity for both in the achievement of optimum outcome for the 

patient. 

Little research is currently underway into the physiotherapist/patient relationship. Three 

key studies exploring this relationship have been published by Scandinavian authors, 

Stenmar and Nordholm (1994), Gard et al (2000) and Talvitie and Reunanen (2002). The 

first two groups report on the psychological aspects of the physiotherapy/patient 

relationship and are critiqued below in 2.2.3.3. Most recently, Talvitie and Reimanen 

explored the patient/physiotherapist interaction through videotaping nine physiotherapy 
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sessions with patients with stroke (three men and six women aged 42 - 85 years, mean 

age 62 years) with the aim of discovering how physiotherapists construct their therapeutic 

encounters through conversation. Discourse analysis was used to analyse the data. The 

treating physiotherapist identified the patients and chose the single intervention to be 

recorded. Another participating physiotherapist made the video. No researcher was 

present. Talvitie and Reunanen found that physiotherapists led the course of treatment 

and, rather than discuss potential goals, were more likely to give information about the 

impairment effects of stroke, often using medical jargon. The researchers conclude that 

little initiative was taken by the patients and where it was, the physiotherapists "had 

difficulty in giving them space". Talvitie and Reunanen felt that patients' real concerns 

were not being addressed and concluded that their study gave cause to "question the 

unequal role distribution and authoritarian use of power in physiotherapy". Their 

observations were not followed up by interviews with the participants and it is not known 

whether the patients and physiotherapists concurred with these conclusions or whether 

the patients had any aspirations to a more equal role in the encounter. In addition, it is 

not possible to judge whether the recorded and analysed treatment sessions were 

representative of the entire episode of care, nor the potential for different responses due 

to the participants knowing the session was being recorded. Discourse analysis as used in 

this research is sited within the Foucauldian tradition (Holloway, 1997: 49) and is 

primarily concerned with the power/knowledge relationships that occur within social 

locations or institutions (Gubrium and Holstein, 2000: 494). Whilst this makes it an 

appropriate methodology for exploring the clinician/patient relationship it has the 

capacity to disregard other potentially important themes and concepts arising from the 

data thus missing other important factors. For example, in this study a recurring theme 

from the transcript sections included in the paper is the observation of patients' responses 

to different types of professional and human touch from the physiotherapists and yet this 

is ignored in favour of the perceived power relationship apparent in the discourse. 

In respect of inter-personal communication skills and inherent professional hierarchy the 

therapeutic relationship between physiotherapist and patient seems to be very similar to 
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other healthcare professions. The key differences arising in the literature are that of 

touch and the amount of time spent with the patient. 

Although other health care professionals touch the patient to assess or even perform very 

intimate examinations or treatments, the touch involved in physiotherapy is perceived 

differently. Mason (1985) sees touch as part of the physiotherapist's holistic approach 

that in itself is "a major contribution to care". He proposes that touch is an important part 

of healing suggesting that this is because, throughout human development, touch is linked 

with feelings of safety and security. However, Mason cautions that the manner of 

touching is important so that it is perceived as therapeutic rather than clumsy, 

inappropriate or unprofessional. Williams (1986) states that physiotherapists' handling 

skills are their greatest asset noting that "this laying on of hands approach can create a 

bond between patient and physiotherapist, building a relationship of confidence and trust 

which can in itself be therapeutic and vital for motivation". Martlew (1996) explored the 

impact of physiotherapy on patients attending a day palliative care facility and found that 

touch was a powerful tool that could positively affect patients who previously felt 

isolated, useless and anxious. McCorkle (1974) considered the effect of touch on 

seriously iU patients from a nursing perspective and concluded that physical contact may, 

of itself, be therapeutic. Hough (1987) concurs from a physiotherapeutic perspective and 

suggests that this may be the reason why many physiotherapy interventions appear to 

benefit patients despite a paucity of scientific validation. However Hough too cautions 

that touch must be appropriate so that patients appreciate that physiotherapists are 

working with them, not on them. 

Pratt (1978) describes touch as one of three components of the physiotherapeutic 

relationship, the other two being the time spent in face-to-face contact and the practical 

benefits of the treatment. Klaber Mo fiat and Richardson (1997) note the opportunities 

the physiotherapist has to spend a longer time with the patient during the consultation-

treatment, in the number of encounters during an episode of care and in consistency. 

They state "the development of an effective therapeutic relationship can also be 

facilitated by seeing the same person several times over the course of a few weeks". 
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Hailstone (1969) and Alexander (1973) note that physiotherapists spend longer in a one 

to one relationship with a patient than any other single member of staff. However, 

Hailstone cautions that such close contact could compromise the physiotherapist 

requiring a degree of professional detachment to maintain the therapeutic relationship. 

Both Hailstone and Alexandra describe practices that were occurring some thirty plus 

years ago. It will be interesting to explore whether physiotherapists and older patients 

feel that this level of contact still occurs at the start of the twenty first century. 

Patients can perceive the time spent with the physiotherapist as valuable. In a study of 

disabled people's perceptions of physiotherapists (Johnson 1993) one person describes 

their experience of physiotherapy as positive because he worked with the same 

physiotherapist every day for ten weeks. He felt that the physiotherapist took an interest 

in him and engaged him in treatment planning. Another person reports her 

physiotherapist as being "wonderfully supportive", having time to talk, unlike other staff. 

Not all disabled people have the same positive experience. Interestingly, where 

dissatisfaction is noted it is almost exclusively to do with the physiotherapists' 

interpersonal skills rather than their technical expertise. Johnson concludes that 

relationships founded on detachment, lack of interest or pity give rise to resentment, 

indignity and demoralisation. Farthing (1973) is a physiotherapist writing from a patient 

perspective following surgery. She also notes the physiotherapist as being "the one 

constant factor in a rota of duty changes" and sees the physiotherapist's relationship as 

crucial in reducing the patient's ignorance, fear and uncertainty. However, as a 

physiotherapist she cannot speak purely from a patient perspective, as she would already 

have some knowledge of her condition, treatment and prognosis. 

It would appear that physiotherapists have an important duty to optimise their role in the 

physiotherapist-patient relationship in order to develop a rapport with the patient to 

optimise the impact of the therapeutic intervention and patient satisfaction. 
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2.2.2 Therapeutic Relationships: A Rationale 

The Oxford Dictionary (1992) defines a relationship as "a connection or association e.g. a 

working relationship". Therapeutic is defined as "of healing: serving to improve or 

maintain health". 

From the above discussions it can be seen that health care professionals consider that the 

therapeutic relationship differs from other relationships including personal relationships 

with partners and family, relationships with work colleagues and friends, meetings with 

acquaintances or casual encounters with service providers such as shop assistants. 

Donabedian (1979) was one of the first proponents of evaluation of the quality of medical 

care. He stated there are two components of quality healthcare, technical competence and 

interpersonal factors. These two components are seen as a thread running through the 

definitions of therapeutic relationship in all the health care professions discussed above. 

However, the need for good technical and interpersonal skills are crucial, not only to 

relationships in healthcare but also to other consumer-provider encounters, for example a 

driver taking their car to be serviced at the local garage. The way in which the 

therapeutic relationship differs must be in its rationale; that is, it exists to facilitate 

healing. One participant in the relationship is the "healer" and the other, the person 

seeking "healing". Classically it is described as a two-way partnership between an 

individual healthcare professional and the patient. It exists to facilitate delivery of and 

engagement with the clinical intervention that aims to optimise physical and/or mental 

health. In the case of physiotherapy this is usually linked to mobility and functional 

ability. 

It can be seen from the previous discussions that the therapeutic relationship has distinct 

characteristics common to all health professions. The first is that the therapeutic 

relationship is deemed to exist and fulfil an important role in the healing process, being 

the vehicle through which intervention is delivered. Secondly, although it can be present 

from the first patient-healthcare professional encounter it also evolves over time. It is 

seen ultimately as a partnership, where the patient has both responsibilities and rights but 
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where the professional undoubtedly holds the power. The extent and depth of the 

relationship varies according to the personal characteristics of the participants and the 

extent and relative importance to the patient of the condition for which s/he seeks 

healing. The therapeutic relationship is not seen as occurring automatically and the 

ability to initiate and maintain this is not felt to be inherent in all health care 

professionals, although the skills that comprise the relationship can be learned. It is also 

a fragile entity easily harmed by either participant. This fragility may make it difScult 

for the parties to strike the right balance. The importance and fragility of the relationship 

makes it open to abuse from either side. Where the relationship exists there is a natural 

history of process, having a beginning, middle and end, the end being dictated, usually, 

by the end of the episode of care. 

Although the literature extols the characteristics, components and importance of the 

therapeutic relationship it is by no means certain that every health care professional-

patient encounter results in a relationship that involves both interpersonal skiUs and 

clinical expertise. The literature does not explore clinical encounters where a therapeutic 

relationship is said not to exist. 

Historically the therapeutic relationship has been the main stay of the healing art, 

primarily because scientific knowledge was limited. Dixon and Sweeney (2000) consider 

that it is only in the last two hundred years that advances in medical knowledge have 

caused the medical profession to relinquish its humanistic roots and take a more 

reductionist stance culminating in the movement towards evidence based medicine. This, 

they say, effectively puts the entire onus for healing on technical competence whilst 

paying only lip service to the impact of the therapeutic relationship in mainstream 

medicine in the UK through the Government's call for improved patient partnership. 

Complementary therapists cite, amongst other things, this change in the personal 

clinician/patient relationship as a reason why more people are seeking complementary 

therapy (Oschman, 2000). 
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As physiotherapy becomes more researched and develops its own evidence base it is 

important to explore the existence, relevance and impact of the therapeutic relationship 

seen by many as vital to the "healing process". 

2.2.3 Constituents of the Therapeutic Relationship 

From the literature it is possible to identify five key constituents that make up the 

therapeutic relationship: inter-personal skills, professional factors, psychological 

dimensions, social dimensions and ethical issues. Although these are considered in turn 

there is considerable overlap. The literature exploring the specific role of the patient is 

also discussed. 

2.2.3.1 Inter-personal Skills 

All health care professions identify the role of communication in the clinician-patient 

relationship deeming it vital for ascertaining diagnosis and promoting adherence to 

treatment regimes (Hough, 1987). McQueen (2000) states that communication is 

flindamental to the formation of a trusting professional relationship in nursing with 

several commentators stating that clinician-patient communication is closely linked with 

patient satisfaction (Hall and Lloyd, 1990; Greene et al, 1994). McMillan (1995) feels 

that the importance of meaningful communication between clinician and patient cannot 

be overemphasised. To this end much has been written on how to develop and use these 

skills in practice to best advantage (Purtilo, 1990; Bumard, 1992; Lloyd and Bor, 1996; 

Myerscroft and Ford, 1996; Williams, 1997). 

Klaber Moffat and Richardson (1997) divide these necessary communication skills into 

two categories: instrumental or task-orientated components and affective or socio-

emotional behaviours (after HaU, Roter and Katz, 1987). They define the instrumental 

components as more overt communications including questioning, explaining/informing, 

instructing, use of language, demonstration and medical touch. Socio-emotional 

behaviours include less directive components such as empathy, reassurance, listening and 

quality of voice. They also include non-medical touch associated with reassurance rather 

than clinical intervention into this category. They assert that the use of both instrumental 
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and socio-emotional behaviours lead to a "warm and directive behaviour" that can help to 

bring about an improvement in the patient's signs and symptoms. Such socio-emotional 

behaviours could be seen as moving towards the communication skills required in 

counselling. Indeed, Hagedorn (1995) regards counselling, listening, empathy and 

unconditional positive regard as important communications skills required by 

occupational therapists to optimise the therapeutic relationship. 

Daubenmire et al (1978) state that as well as exhibiting verbal and non-verbal 

communication skills themselves, nurses must be sensitive to verbal and non-verbal 

messages from patients. They suggest that because a patient is ill the nurse must take 

primary responsibility for communication as disease may affect the patient's ability to 

communicate (Hough, 1987). 

The way that language is used is seen to be important in the clinician-patient relationship. 

Peloquin (1987) discusses the particular use of language to "command respect, 

admiration and hope" in psychiatric patients. Hagedorn (1995) notes the importance of a 

reassuring tone of voice, correct speed and content of delivery in communicating with all 

patients. However, Bourhis et al (1989) caution against the use of medical jargon noting 

links with poor patient understanding whilst Williams and Harrison (1999) identify this 

as a form of social closure excluding patients from the clinician's culture and reinforcing 

inappropriate power relationships. 

Mason (1985) sees therapeutic touch as a powerful means of communication by 

physiotherapists. Other health care professions do not identify this as a major 

communication skiU although the nursing profession does value non-therapeutic touch as 

an aid to demonstrating caring (Ramos, 1992; Ford, 1995). 

Although communication skills are seen as vital for the therapeutic relationship, Hough 

(1987) cautions that good communication skills and technical competence are mutually 

exclusive and both are needed to achieve best clinical effect. 
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2.2.3.2 Professional Factors 

Professional bodies are clearly influential in the practice boundaries of their members 

acting in educational and regulatory roles. Physiotherapy practice is informed and 

policed by professional standards (CSP, 2000). These relate to both clinical and service 

delivery aspects of physiotherapy intervention and are informed by the views of chartered 

physiotherapists and patients. The therapeutic relationship, although not referred to 

overtly, is inherent in these standards. The &st core standard refers to respect for the 

patient as an individual in all aspects of the physiotherapeutic relationship and 

encompasses communication, information, courtesy and dignity. Core standard eight 

concerns patient partnership and core standard eleven refers specifically to the 

physiotherapist's responsibility to communicate unambiguously and openly with the 

patient, being skilled in active listening and providing patients with the opportunity to 

communicate effectively themselves. 

The World Confederation of Physical Therapy (WCPT) defines physiotherapy as being 

"concerned with identifying and maximising movement potential including assessment, 

diagnosis, planning, intervention and evaluation" (WCPT, 2003). These professional 

skills are also governed by rules of professional conduct within which each chartered 

physiotherapist must practice. The Chartered Society of Physiotherapy's first rule of 

professional conduct (CSP, 2002b) states "chartered physiotherapists shall only practice 

to the extent that they have established, maintained and developed their ability to work 

safely and competently". In addition, the WCPT identifies the need for good interaction 

in order to deliver this practice, considering it to be part of the physiotherapists' 

professional skills. They state "interaction aims to achieve a mutual understanding 

between physical therapist and the patient/client/family or care giver and forms an 

integral part of physical therapy" (WCPT, 2003). Similarly, the CSP recommends the 

development of therapeutic relationships with patients based on "mutual trust and 

respect" (CSP, 2002b, Rule 2.8). 

Clearly, the professional bodies consider the therapeutic relationship to be part of the 

professional role, if not a professional skill, of the physiotherapist. Despite this, no 
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definition of therapeutic relationship is offered, neither is there any guidance on how such 

a relationship should be established. The CSP, however, makes it very clear that 

inappropriate relationships will not be tolerated. These include those where the 

physiotherapist misuses their position in respect of sexual or power interactions. 

These rules of professional conduct can create tension. Hough (1987) identifies the stress 

felt by some physiotherapists who feel they compromise their relationship with a patient 

due to differences between personal beliefs and professional practices. She cites 

physiotherapists feeling they could work better with patients and their relatives in some 

situations if communication between members of the multi-disciplinary team was more 

honest. Hagedorn (1995) speaking of occupational therapy feels that "carers need care" 

and it is the responsibility of professional colleagues and managers to provide this. In 

support of the individual occupational therapist she states that acknowledging a need for 

professional support and seeking supervision or support is an affirmation of coping skills 

rather than admission of failure. She notes that a failure in the support system can lead to 

professional burn out and that the professions have a responsibility to train therapists to 

ascertain their own strengths and limitations in relationships with patients. Even 

Williams and Harrison (1999), proponents of equality of patient and therapist power in 

the therapeutic relationship, note that professional distance is arguably necessary to 

protect health professionals against the strain of caring. 

2.2.3.3 Psychological Dimensions 

It is clear from the literature that many commentators see a strong psychological element 

to the therapeutic relationship. Hagedorn (1995: 105) and King (1989) consider that the 

individual therapist's values, attitudes and beliefs affect the therapeutic relationship. 

Stenmar and Nordhokn (1994) state that physiotherapists' beliefs probably reflect how 

they view their professional practice. This is developed by Tyni-Lenne (1991) who 

describes how beliefs influence physiotherapists to take one of two approaches. One is 

impairment led and the other, which sees the patient-therapist relationship as key, is the 

basis for a learning process whereby the patient achieves health as the goal (Stenmar and 

Nordholm, 1994). 
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Stenmar and Nordholm (1994) consider the impact of physiotherapists' beliefs on the 

patient-therapist relationship within the context of attribution theory. This theory is 

based on phenomenal causality where people see their social environment as predictable 

and attributable to various events in their world. They suggest that physiotherapists make 

causal attributions as to why a treatment succeeds or fails. They consider that this 

causality is individual and informed by personal and professional beliefs and experiences. 

Whether physiotherapists make similar causal attributions to the success or failure of the 

therapeutic relationship is not discussed. 

Another group of Swedish researchers explored the underlying emotions experienced and 

expressed by physiotherapists when treating patients (Gard et al, 2000). They consider 

that the therapeutic relationship is enhanced when physiotherapists respond on an 

emotional as well as an intellectual level. Affective behaviour, that is behaviour that 

reflects attitudes, values, beliefs, needs and emotional responses, is still seen as an under 

researched element in the response of physiotherapists in the physiotherapist-patient 

relationship. Gard et al consider it important for a physiotherapist to correctly interpret a 

patient's emotional responses and reflect those through empathy, including expressing 

emotions of their own. It is unclear whether this involved reflecting the patient's 

emotions back to them or sharing their own emotions within the encounter. As this paper 

reports a Swedish study and the writing is stilted in parts, this may be a translational error 

rather than inaccurate analysis or interpretation. However, if physiotherapists are indeed 

being encouraged to disclose their own emotions as well as their professional knowledge 

as "responding in an intellectual level is not enough to achieve good clinical outcomes" 

(p238), there is no discussion on the depths to which physiotherapists should share their 

own emotions, nor the boundaries that need to be established in order to remain within 

professional rules of conduct. Whilst this paper admittedly only explores the 

physiotherapists' perspective, conclusions are drawn about the potential for impact on the 

therapeutic relationship even although the patient view is not portrayed. The term 

'relationship' assumes more than one participant and it is inappropriate to make 

assumptions based on the perspective of one party. 
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Attachment theory (Bowlby, 1973) highlighted the need for animals to form attachments 

to their mothers and others. This theory has since been used to explain the basis of 

human relationships (Bowlby, 1988; Gaines and Liu, 2000; Guerrero and Andersen, 

2000). There is, however, no literature relating attachment theory to the 

physiotherapist/patient relationship. 

Other models are related to occupational therapy and are more concerned with the 

personality of the therapist. Lloyd and Maas (1993) describe the helping relationship that 

they relate to Carhuff s model. Carhuff proposed that ineffective interpersonal skills 

could actually be detrimental to the therapeutic relationship and suggested a framework 

that describes the nature of the helping relationship. Carhuff states that "it is the manner 

of the helper, not his theory or technique that communicates understanding and fosters 

growth" and thus describes the core dimensions of the helping relationship as empathy, 

respect, genuineness and concreteness. 

Other commentators consider the psychological components of the relationship from the 

patient's perspective especially where therapy intervention includes advice and education 

aimed at helping a patient to prevent recurrence or manage long-term disability. Klaber 

Moffat and Richardson (1997) believe that it is necessary to take a patient's attitudes and 

health beliefs into account when trying to influence their behaviour in the management of 

chronic pain. They link patient compliance with the Health Belief Model and the concept 

of Health Locus of Control and use these models in their management of patients with 

chronic pain. Bury (1997) associates health beliefs with people's beliefs about mortality 

but does not consider the impact of these on the clinician-patient relationship. Other than 

Klaber Moffat and Richardson, physiotherapists do not discuss the use of these models so 

it is not known whether they are particularly pertinent in the field of older person's 

rehabilitation. 

2.2.3.4 Social Dimensions 

Social factors play an important part in the literature describing therapeutic relationships. 

Nettleton (1995) identifies three key issues that she considers to have relevance to the 
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development of relationships in professional-patient encounters. Firstly she considers 

that lay-professional relationships both reflect and reinforce wider social relations and 

structural inequalities (pi31). Related to this she sees such relationships as perpetuating 

existing social controls and also notes that health professionals are seen to limit health 

care through neglecting to take patients' views seriously. However, she concedes that the 

quality of the interaction impacts on the outcome, presumably for good or ill. Radley 

(1994) too considers the healing relationship from a sociological perspective noting that 

people lose their individuality and become patients when they consult a health care 

professional. This description is irrespective of the ailment with which the person 

presents. This could be seen as reinforcing the power relationship seen by many as 

inherent in the therapeutic encounter. However, Radley disputes that the relationship is 

always so one sided suggesting that some of the dynamics of the interaction come from 

the patient's approach, wanting to be treated and "made well". Radley suggests, "where 

the authority of the doctor is legitimate in the eyes of the patient, questions of a struggle 

for control do not arise". Williams and Harrison (1999) however, consider that power is 

an aspect of all human relationships from which the therapeutic relationship is by no 

means immune and question whether healthcare professionals and their clients are aware 

of the power variable during the therapeutic interaction. They describe Cahill's model 

(1996), which provides a concept analysis of patient participation. This model defines a 

hierarchy of patient involvement in the therapist-patient relationship moving from patient 

involvement to collaboration, participation and culminating in partnership. Williams and 

Harrison see this as representing "an ideal to which the therapeutic relationship aspires" 

reflecting a power shift in the therapeutic encounter. Williams and Harrison hypothesise 

a framework for the power dynamic in the physiotherapeutic relationship. This model 

comprises three inter-related factors; the therapist, the patient and the environment. This 

power dynamic is illustrated as constantly changing with different forces pulling in 

different directions throughout the course of the encounter. 

Bernstein and Bernstein (1980) consider that "a major obstacle to harmony in the 

therapeutic relationship" is the inability of the clinician and the patient to relate to each 

other due to differences in educational, social and economic circumstances. 
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Traditionally, physiotherapy is a middle class profession and Williams and Harrison 

(1999) note that social discrimination may be perpetuated through physiotherapists' 

attitudes, lack of understanding and preconceived ideas attached to patients from lower 

status groups. Hall and Lloyd (1990) stress the importance of socialisation in the ability 

of health care professionals to communicate with each other and their patients which, 

they consider, is key to a satisfactory therapeutic relationship. Hagedorn (1995: 105) too, 

considers that values are cognitive constructs being culturally determined, leamt through 

primary socialisation in early life and secondary socialisation in professional training. 

Disability theorists consider the concept of disability in people of aU ages to be a form of 

social oppression rather than a personal tragedy as postulated by the charitable model or a 

case for medical management as perceived by the biomedical model (Bury, 1997; 

Williams et al, 1998). Finklestein (1988) argues that the medicaMsation and social 

oppression of the person with disability perpetuates the image of the victim and suggests 

that treatment and care, including rehabilitation, is a form of medical and social 

imperialism. Nettleton (1995) sees any relationship forming under these circumstances 

as asymmetric and likely to be problematic. 

Williams and Harrison (1999) describe the hospital setting as an "alien environment for 

patients, often associated with pain, fear and illness". Hough (1987) considers that the 

subculture of hospital life affects the therapeutic relationship. She notes that the patient 

is excluded from the clinician hierarchy through the use of medical language, active 

exclusion from medical discussion and feelings of inadequacy and embarrassment caused 

by their state of undress. Radley (1994) identifies the power and exclusivity of uniform 

in fiirther alienating an equal relationship although he also notes that uniform may also 

reassure patients of the clinician's role and expertise. 

Other factors seen to impact on the doctor-patient relationship by Radley (1994) include 

the gender and age of the doctor relative to the patient, the role of the doctor in 

legitimising the sick role and the belief that sickness may be seen by the patient as a 

deviant state in society. Radley sees the belief that the doctor has an inherent healing 
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power as a "therapeutic illusion" contributing to the placebo effect. However, Dixon and 

Sweeney (2000) would not consider this to be a social or psychological construct 

preferring to describe this phenomenon as the doctor tapping into the person's inherent 

ability for self healing. 

2.2.3.5 Ethical Issues 

Few elements of clinical care can be isolated from the growing concern with ethical 

issues. Ludwig (1998) writes that although the historical model for the physician-patient 

relationship involved patient dependence on the physician's authority, during the latter 

half of the twentieth century this relationship has evolved towards shared decision 

making. This new autonomy has led to increased anxiety amongst doctors who fear that 

"this increase in patient power will lead to a greater risk of litigation against their 

physicians" (McMillan 1995). McMillan advocates taking an approach of responsibility 

to the patient rather than responsibility for the patient as a means of avoiding the potential 

ethical problems relating to coercion and choice. He suggests that doctors need to devise 

a way of acting in their own interest whilst ensuring that "both physician and patient 

remain moral agents with unique contributions to make to the achievement of a shared 

goal". 

Other ethical considerations identified in the therapeutic relationship literature include 

informed consent and the need for truthfulness. Williams and Harrison (1999) identify 

the role of the physiotherapist in ensuring informed consent to treatment. They state that 

health professionals are obliged to provide all information to ensure patient 

understanding and consider that fear of litigation is driving a heightened awareness of 

obtaining explicit consent to treatment. Sim (1986) takes up the theme of fiill and 

appropriate information for patients. He considers that "the patient who is fully informed 

can participate tully in a treatment regime" and that dishonesty on the part of the 

physiotherapist can destroy a relationship that needs to be built on mutual trust. 

However, Sim cautions that the need for truth must not detract from patient 

confidentiality. 
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2.2.4 The role of the patient 

So far, the onus for developing and maintaining the therapeutic relationship has been 

attributed to the clinician. However, various commentators note that the patient has an 

active and important role to play in the partnership and that this role is determined by the 

patient themselves rather than as a reaction to the instigation of the healthcare 

professional. Williams and Harrison (1999) note that the patient is not powerless in the 

relationship having the new found power to challenge professional decisions and more 

equality in accessing the necessary information to make those decisions. Internal 

mechanisms such as level of co-operation are also the choice of the patient and this may 

cause the making or breaking of the relationship. Waterworth and Luker (1990) suggest 

that not all patients are enthusiastic collaborators in the therapeutic relationship and may 

display this through aggressive or demanding behaviour. Some patients may display 

overt violence towards healthcare professionals although the incidence of this in 

physiotherapeutic relationships is unknown. Van Rooijen (1993) suggests that such 

anger may be directed towards the system rather than the individual physiotherapist. 

However, whatever the underlying cause, the destructive impact on the relationship 

remains the same. 

Other less aggressive behaviours can disadvantage the therapeutic relationship. Peloquin 

(1988) states that the attitude an individual brings to the situation can influence the 

therapeutic relationship. If a patient expects to receive little therapeutic gain this will 

reduce collaboration with the clinician. Ogden (1996; 68) cites Ley's cognitive 

hypothesis model of communication, emphasising responsibility of the patient in 

engagement with the communication process. 

Morse (1991) identifies four types of mutual relationship that develop between nurses 

and their patients: clinical, therapeutic, connected and over-involved. Although she 

identifies both nurse and patient perspectives, the patients interviewed in her study were 

also nurses and as such could be expected to have views informed as much by their 

clinical as their patient status. 
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Similarly, when considering the role of truthfulness in the therapeutic relationship, Sim 

(1986) identifies the responsibility of the patient to share complete and true information 

with their physiotherapist to ensure a therapeutic relationship that can aid in the 

pursuance of a joint therapeutic goal. 

2.2.4 Summary: Therapeutic Relationships 

This review has identified that many commentators rate the therapeutic relationship as 

being equally important as the technical skills of the clinician. In very general terms 

nurses consider this relationship to be one of caring, doctors as one of trust, occupational 

therapists as one of helping and physiotherapists as an interaction to promote compliance 

for therapeutic gain. Regardless of terminology, all health care professions regard this 

relationship as a vehicle for healing and in this respect the therapeutic relationship differs 

from all other relationships. The magical and mystical power of the relationship has, for 

millennia, been considered as having the capacity for healing in its own right (Read, 

1925; Hagedorn, 1995; Dixon and Sweeney, 2000). However, recent literature suggests 

that the key components of the therapeutic relationship are more likely to be found in 

communication skills, psychological and social dimensions, professional and ethical 

issues and in the response of the patient. 

Whilst the quality of individual papers varies, overall the literature surrounding the 

therapeutic relationship is extensive and robust, having improved generally over the past 

ten years. Peer reviewing of papers submitted to physiotherapy journals particularly has 

improved the quality of published work and this is reflected in the standard of the more 

recent papers exploring aspects of the physiotherapeutic relationship. However, this has 

also highlighted the gaps in knowledge in this area, particularly around the social 

dimensions where only two authors (Williams and Harrison, 1999; Harrison and 

Williams, 2000) have considered this perspective. 

This, together with the literature identifying the five key constituents as perceived by 

health care professionals and the role of the patient in the therapeutic relationship helped 

to ascertain the extent of current knowledge in this field and to clarify and refine the 
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research question "What is the essence of the physiotherapeutic relationship in older 

persons' rehabilitation? Specifically, what are the experiences and perceptions of 

physiotherapy clinicians and their older patients of the constituents, role, value and 

impact of the therapeutic relationship that develops during medium to long term 

rehabilitation?" These reviews also informed the initial interview guides for the first two 

studies. The method by which this question was addressed is discussed in the next 

chapter. 
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Chapter Three 

Exploring the Therapeutic Relationship: methodological considerations 

3. Introduction 

This thesis is an exploration of the therapeutic relationship that develops between 

physiotherapy clinicians and their older patients undergoing medium to long-term 

rehabilitation in outpatient and domiciliary settings. A pilot study was undertaken to 

ascertain the relevance of the topic and appropriateness of the proposed data collection 

and analysis method. Two further studies explored the perceptions and experiences of 

physiotherapy clinicians working in older persons' rehabilitation and older patients who 

had recently completed a course of physiotherapy. Individual, in-depth interviews were 

employed. A imal study explored individual relationships between older patients and 

their physiotherapy clinicians. Individual treatment sessions were observed and these 

were followed up with individual interviews with each physiotherapy and patient 

participant. 

This chapter outlines the philosophical basis on which this research rests. It explores the 

rise of qualitative research within physiotherapy and the use of grounded theory 

methodology for exploring perspectives and experiences and developing theory from 

interview data. The theory and practice of sampling is discussed in relation to this 

research. The importance of establishing truthfulness and methodological rigor through 

sampling, data gathering and analysis is identified together with a short reflection on the 

impact of the researcher on the process and the process on the researcher. It also includes 

a report of the pilot study that preceded the main studies. 

3.1 Philosophical Basis 

This research sought to explore the factors that inform and influence the existence, 

components and development of the therapeutic relationship between physiotherapy 

clinicians and their older patients. There are many ways in which this question could be 

addressed but it was decided to explore it within a sociological paradigm that 

concentrated on the 'accounts' of both parties. This decision was based on discussions 
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with clinicians and academics and a personal interest in appreciating differing 

perspectives of different people in similar situations. Other options considered included 

taking a more psychological perspective and exploring 'beliefs' and 'attitudes' from a 

positivistic position. Prior, Lai Chun and Beng Huat (2000) consider the sociological 

angle to be "publicly available and verifiable". This, together with personal preference 

and after discussion with supervisors, led this inquiry to take a qualitative approach 

within a social constructionist paradigm. 

The social constructionist paradigm is a set of beliefs characterised by a move away from 

positivist and post positivist traditions, from ontological realism to ontological relativism 

(Schwandt, 2000: 197). This relativist ontological perspective considers there to be 

"multiple, apprehendable and sometimes conflicting social realities that are the products 

of human intellects" (Guba and Lincoln, 1998: 208). These realities and the constructs 

they inform are not fixed, being perceived differently by different individuals and subject 

to change as the individual becomes more informed through new experiences. This 

inquiry approach, whilst aiming for consensus, is open to new interpretations and 

develops continually as the social, cultural, political and economic world changes. 

Epistemologically, the investigator cannot be divorced from this world and is an active 

participant in the inquiry process, defining realities and constructs that are informed and 

influenced by their own experience and understanding. Methodologically this approach 

is hermeneutic and dialectic as the constructions can only be elicited and refined through 

interaction between and among investigator and respondents. 

The social constructionist paradigm states that knowledge is not discovered, rather it is 

constructed. Individuals then devise models to make sense of the experience and these 

are continually tested and adapted in the light of new experiences (Schwandt, 2000: 197). 

A social constructionist approach to the exploration of the therapeutic relationship 

facilitates the exploration of the differing perspectives of the participants and allows for 

the inclusion of the potentially different interpretive perspective of the researcher. It also 

allows models or theories to be developed and tested. 
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Grounded Theory Approach sits methodologically within this paradigm being inductive, 

with theory created from the original raw data through constant comparison and 

theoretical sampling, recognising that 'the viewer creates the data and ensuing analysis 

through interaction with the viewed' (Charmaz, 2000: 523). This approach, chosen to 

explore the therapeutic relationship from the perspectives of physiotherapy clinicians and 

their older patients, is discussed below. Grounded theory methodology has been widely 

used in medical sociology, however its use in exploring the impact and role of 

physiotherapy and its value in creating theory in this field is only just starting to emerge. 

Other qualitative methodological approaches to exploring the physiotherapeutic 

relationship were also considered. The thick, rich description arising from a 

phenomenological approach was appealing but was rejected in favour of using an 

approach that had the ability to devise a clinically applicable theory. Discourse analysis, 

which explores how language shapes and is shaped by the cultural and social context in 

which it occurs was also rejected because of its concentration on this and its potential to 

discount other important themes and concepts. An ethnographic approach having its 

roots in phenomenology and anthropology had the capacity to explore the "symbolic 

world" of the physiotherapeutic relationship within its natural setting (Bowling, 

1997:316) through observations and interviews. This was seriously considered initially 

but later shelved as it became apparent that the physiotherapeutic relationship required 

frirther "unpicking" in order to ascertain what elements needed to be observed. 

Practically too, substantial service changes prevented the longitudinal study required for 

true ethnographic inquiry. 

3.2 Using Qualitative Approaches in Physiotherapy Research 

Physiotherapy research by physiotherapists is still in its infancy particularly in relation to 

qualitative, constructivist approaches. Arising from a predominantly 

scientific/biomedical model (Pratt, 1989) the majority of physiotherapy research to date 

has been empirical, mimicking medical research, particularly through experimental and 

clinical studies. In 1990, Parry identified the need for the physiotherapy profession to 

evaluate its modus operandi through rigorous research. She was adamant that this 
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research should reflect what she saw as the distinct paradigms of physiotherapy practice 

ranging from the biomedical approach of 'spinal manipulators' to the holistic approach of 

'physiotherapists caring for elderly people'. She stated that the evaluation of these 

models required different methodological approaches and warned against physiotherapy 

research falling into the trap of "rejecting qualitative methods of inquiry 

disparagingly...as 'soA'" (Parry, 1990). 

To explore whether these concerns have been addressed, a hand search was undertaken of 

two separate years of the journal 'Physiotherapy', the professional journal of the 

Chartered Society of Physiotherapy, published a decade apart. The journals published in 

1990 (chosen as this was the year of Parry's call to more rigorous professional 

evaluation) revealed a total of thirty-four research papers, twenty-nine of which were 

quantitative, being experimental or clinical studies or questionnaire surveys. Three were 

reviews of the literature leaving only two that could be described as qualitative. These 

were patient observations but both lacked the rigor of true observational research 

described by Mason (1996: 60-72). 

A decade later, it would appear that Parry's advice had been heeded. This is noted in a 

similar trawl of 'Physiotherapy' in the year 2000. The research published during this 

year represents a significant change in the approach of physiotherapists to the evaluation 

of their interventions. Thirty-five research papers were identified. Twenty were 

quantitative (experimental, clinical, questionnaire survey, Delphi and case studies), four 

were literature reviews and another three, more rigorous systematic reviews. Eight 

papers reported qualitative research, of which three employed interviews with people 

receiving physiotherapy. These were undertaken using a grounded theory approach 

(Nicholls, 2000; Cook and Hassenkamp, 2000; Backstrom and Dahlgren, 2000). 

Other factors have also influenced the rise of more academic and rigorous research in UK 

physiotherapy. Within the last ten years physiotherapy has become an aU degree 

profession, training physiotherapists in research and critical appraisal skills at 

undergraduate level. In addition, research articles submitted to 'Physiotherapy' are now 
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peer reviewed. The push towards evidence-based practice in the 1990s also fuelled the 

move towards a new respect amongst physiotherapists for research, its dissemination, 

appraisal and application to clinical practice. A new career pathway of research 

physiotherapist is starting to open up in individual Trusts in the NHS. 

The precedent for the use of the grounded theory approach in physiotherapy research 

remains weak. It is clearly unusual for physiotherapists to have a research background in 

this method and although each of the three grounded theory papers in the 2000 

Physiotherapy Journals has a physiotherapist as first author, they are written in 

collaboration with medical sociologists who have this specialist expertise. A wider, 

international search of Cinhal 1982-December 2001 and Embase 1993-December 2000 

undertaken in January 2001 using the key words grounded theory and physiotherap* in 

all fields, identified 72 different papers. Of these, 13 reported physiotherapy research 

utilising individual interviews with grounded theory approach. Four of these were 

undertaken in the UK, five in the USA and Canada, two in Australia and two in Sweden. 

Of thesel3, only two reported completing the grounded theory approach cycle through 

the development and testing of theory (Teram et al, 1999; Nicholls, 2000). None have 

explored perceptions of physiotherapists working in older person's medicine or older 

people receiving physiotherapy. There are, however, grounded theory studies exploring 

similar fields such as stroke and occupational therapy (Pound et al, 1998a; Stephenson 

and Wiles, 2000). 

Since that literature review was undertaken there has been a steady increase in the use of 

qualitative research in physiotherapy suggesting that, along with its increased use in the 

medical literature, it is gaining ground as a credible and important approach. This is 

highlighted in a paper by Gibson and Martin (2003) who also feel that qualitative 

research is underrepresented in physiotherapy and argue that it has an important role in 

establishing the evidence base of the profession. 
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3J; PHot Study 

The feasibility of exploring the therapeutic relationship between physiotherapy clinicians 

and older patients using grounded theory methodology was explored in a pilot study. The 

aims were as follows: 

1. To: 

a. ascertain the relevance of therapeutic relationships to older people and the 

physiotherapists that treat them. 

b. see if physiotherapists, physiotherapy assistants and older people are able to 

identify the components and the process of the development of a therapeutic 

relationship between physiotherapists and older patients in day hospital, 

community and domiciliary settings. 

c. inform appropriate topic areas to explore further in the subsequent studies. 

2. To explore the feasibility and value of grounded theory methodology in a study of 

this type. 

3. To sensitise the researcher to the practical and academic issues of accessing 

experiential and abstract information from physiotherapy clinicians and their older 

patients. 

These aims were addressed through the following: 

1. Three focus groups with physiotherapy clinicians working with older people. This 

was an opportunity sample from a local NHS Trust and comprised a total of eight 

physiotherapy assistants and ten physiotherapists (two males and sixteen females) 

having a broad range of grades and experience with older patients. Participants were 

allocated to each group by grade to promote the freedom of sharing views in peer 

groups in accordance with focus group methodology (Millward, 1995: 279). Each 

group lasted between 30-50 minutes and was facilitated by the researcher. Each focus 

group was tape-recorded, transcribed and the data analysed using a content and 

thematic analysis (Smith 1995). 

2. One group and four individual interviews conducted with older people all of whom 

had past health care experiences. Participants were an opportunity sample of one man 

and eight women aged 7 0 - 1 0 4 years. The group interview was held with five of the 
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older women in a Social Services Day Centre in Woking. The four individual 

interviews were conducted with the friends or relatives of friends of the researcher. 

Each interview lasted between 40-70 minutes. All interviews were tape recorded and 

transcribed. Field notes were written immediately after each group. The data were 

analysed using a content and thematic approach (Smith, 1995). 

3. A reflection on the process to assess whether the research topic was considered to be 

of importance and relevance to both parties, to ascertain the most appropriate data 

collection and analysis methods to address this topic and to use this experience to 

inform the content of interview guides and good practical and academic approaches 

for the subsequent studies. 

The pilot study findings showed that all the physiotherapy clinicians regardless of grade, 

experience and field of work with older people were certain that a therapeutic 

relationship did exist between them and their older patients, that this is a two-way 

relationship and was actively encouraged by the clinicians to facilitate the engagement of 

the patient with treatment. Other topics that emerged that were considered important to 

explore in the subsequent studies were: 

- The links between the relationship and the course of treatment 

Disclosure of professional and personal self 

The role of communication skills, genuineness, trust and mutual respect 

- The existence of good and bad relationships 

The role of gender in the relationship 

The role of touch in the relationship 

- Other relationships that occur within the episode of care (e.g. with the multi-

disciplinary team, with relatives) 

- The links between the relationship and outcome. 

Some methodological issues arose from the pilot study with physiotherapy clinicians. 

These were: 
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- The need to integrate the needs of the research with service delivery. This 

identified the need for sensitivity when booking interview times and being aware 

that if interviews over run this impacts on patient treatment time. 

The power of the senior clinical staff (including physiotherapists, service 

managers and consultants) in allowing access to staff for interviews. Negotiation 

and maintaining high levels of communication with these staff is vital if the 

required sample is to be accessed. 

- It is easier, from a service perspective, to conduct individual interviews rather 

than focus groups. 

Findings from the interviews with older people identified topics to address in the 

subsequent studies and some methodological issues. The older people were not so sure 

that a relationship, as they defined it, existed. Although they felt it was important to "get 

on with" their doctor or health care professional, the concept of "a relationship" was not a 

common experience. The term "relationship" was one they associated with friends and 

relations, not with healthcare professionals. The term "relationship" in its widest sense is 

used here to encompass the term "get on with" identified by the older people. 

Key themes arising from the interview data considered important to follow up were: 

The impact of past health care experiences on the patient's role in any relationship 

with a healthcare professional 

- The existence of good and bad relationships 

The role of patient and clinician knowledge and communication skills, faith in 

the clinician and the personal attributes of the clinician in the relationship 

- The importance of listening and empathy from the clinician and the need for this 

to be shown in their actions 

The apparent links between "getting on with your therapist" and "getting better" 

The importance of the service as well as the relationship and the treatment 

- The perception that the clinician is "the boss". 

Methodological issues arising from the pilot study were: 
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The difficulty of keeping some participants focused on the topic. For example, 

the impact of more recent health care experiences unrelated to physiotherapy may 

divert the conversation. To reduce this, interviews should be conducted soon after 

the end of the episode of care and attention should be paid to keeping interviews 

focussed whilst still allowing participants the freedom to explore their perceptions 

and experiences. 

It is probably not necessary to "warm people up" by asking about their past health 

experiences. Asking about early experiences of relationships with family doctors 

before the war as a means of exploring pre-NHS health care experiences not only 

detracts from the central research question but also appears to trigger war rather 

than healthcare memories. 

People tended to recall health care experiences along a "time line" of other 

memories that may hold more importance or relevance to them. It may be 

pertinent to explore these other life experiences to stimulate healthcare memories. 

Older participants jump between past and recent memories. It may be necessary 

to seek clarification from participants. 

Older people who have received a medium to long term course of physiotherapy 

for multiple functional problems are more likely to feel they have engaged with 

their physiotherapist than those who have received outpatient treatment for a 

single curable impairment. 

Initial denial of past illness and healthcare may change as memories return and 

experiences are recalled. There is a need to be patient to facilitate information 

sharing within the interview. 

Some people are repetitive and may perseverate on one particular memory or 

phrase. 

Some people automatically lay the blame for perceived poor relationships with 

healthcare professionals or poor health outcome on themselves. There is a need to 

explore behind the excuses made for these clinicians to identify the real issues. 

Tact, diplomacy and sensitive interviewing skills will be required. 
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The pilot study therefore addressed its aims of ascertaining the relevance of the central 

research question and in identifying that physiotherapy clinicians and older patients were 

able to articulate their views and experiences around this topic. On reflection, individual 

interviews were deemed the most appropriate way of ascertaining the views and 

experiences of these participants. It was viable to tape record interviews. This research 

was felt to be suitable for a grounded theory approach with data coming from the 

perspectives of the two main stakeholders and comprising individuals' perceptions and 

experiences. Theoretical sampling was a viable option, individual participants were 

relatively easy to access and recruit and the central research question lent itself to theory 

development. 

The initial proposal of conducting a single longitudinal study following a number of 

patients and their physiotherapy clinicians throughout an episode of care was deemed 

impractical due to the service changes caused by NHS restructuring at the time of the 

research. Similarly, practical constraints would mean only a small sample of cases for 

study. This would limit the methodological requirements for data saturation in a 

grounded theory approach. 

Dividing the study into three discrete studies: a) interviewing physiotherapy clinicians 

working with older people, b) interviewing older people just completing a course of 

physiotherapy within a rehabilitation rather than an outpatient setting and c) a shorter 

longitudinal study following a small number of patients and their physiotherapists 

through their episode of care, was considered to be the best methodological and practical 

way of addressing the central research question. The longitudinal study was later 

amended to the observation of four treatment sessions followed by in-depth interviews 

with the physiotherapy and patient participants due to time and service constraints. It 

also enabled further exploration of the experience and saturation of that data rather than 

moving the research on to investigate relationship development. The topics raised in the 

pilot studies were included into initial interview guides to form a starting point for the 

further exploration that is described in the subsequent chapters. 
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Following the pilot study, the academic and practical application of interviewing, 

grounded theory methodology and rigor were considered preparatory to undertaking the 

main studies. 

3.4 Interview Methodology 

Interviews have long been used to explore participants' perceptions and accounts of their 

experiences. They are an accepted way of ascertaining "detailed, richly textured, person 

centred information" in older persons' health research (Kaufman, 1994: 123). Mason 

(1996) describes interviews as a way of generating rather than collecting data. Semi and 

unstructured interviews particularly are driven by participant responses whilst being 

guided by interviewer leads. This approach reflects the underpinning ontological and 

epistemological approaches of this study as the views of participants in the relationship 

are deemed to be vital in understanding the therapeutic relationship. Interviewing is seen 

as a legitimate way of generating this data. Silverman (2000) describes interviews as a 

means of "accessing various stories or narratives through which people describe their 

world" rather than a means by which the "truth" of a situation may be discovered. 

Indeed, Mason (1996) warns that interviewing people about their experiences will 

necessarily be limited by their remembrances and interpretation that may differ from their 

understandings at the time of the incident they relate. However, the relativist approach 

takes account of the differing realities perceived at different times by the same people and 

this approach requires only the interpretation of the participant who actually experienced 

the event. Although observation by the inquirer at the time of the incident being explored 

may be seen to be a more "truthfiil" account, this brings another individual into the 

equation, interpreting the "truth" from his or her own perspective. It was decided that as 

the older patients and physiotherapy clinicians had been the main actors in the therapeutic 

relationship, their perceptions, whether immediate or considered, were entirely valid 

whereas the interpretation of an observing inquirer would add yet another perspective. 

Wengraf (2001) states the importance of being well prepared for undertaking semi-

structured interviews. This involves starting with the central research question that is 

divided into key theory questions that in turn are split into informant questions. The 
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informant questions are the only ones that are actually articulated but which together 

address the key and central research and theory questions. Strauss and Corbin (1998a) 

however, advocate a more flexible approach that, whilst having key topics that need to be 

explored in initial interviews, allows the freedom to divert from the original interview 

guide to explore the concepts that arise. This technique of varying the emphasis from one 

interview to the next is considered vital in grounded theory methodology in order to 

explore developing concepts and emerging theory. Wengraf (2001) does, however, 

suggest the use of a conceptual framework where the inquirer continually reflects on their 

questions and responses in the light of their own perceptions and biases. Because these 

are to a great degree, inevitable, he warns against taking participant responses out of 

context during analysis preferring to consider each response in the overall spirit of the 

interview rather than considering each comment in isolation. 

Individual semi-structured interviews were used in this research to explore the views of 

physiotherapy clinicians and their older patients. Kaufrnan (1994: 125-6) feels that 

interviewing older people is no different from interviewing younger people. For all 

participants she advocates taking sociodemographic and fiinctional characteristics into 

account. These include considering how much formal education the informants have, 

their cultural background and any cognitive impairment. These may be of greater import 

when there is a significant age gap between interviewer and interviewee. Kaufrnan states 

that any visual or hearing impairment must be taken into account when speaking and 

responding to participants, but warns against the interviewer coming to the session with 

preconceived stereotypes about older people leading them to talk unnecessarily loudly 

and slowly. This approach can influence the data collection process as the older person 

may feel they are not respected and respond accordingly. In addition the preconceptions 

of the interviewer will influence their analysis and interpretation of the information 

gathered. In this research these potentially negative influences were addressed through 

experience of working with older people, reflecting on the best way to approach 

interviewees and explore their views, and identifying potential stereotypes held by 

physiotherapists towards their older patients in an earlier piece of research (Barnard 

2001) in order to avoid them. 

53 



Chapter Three 

Initial interview guides were developed from the central research question and theory 

questions using an approach modified from Wengraf (2001). Topics were identified to 

use as prompts to explore these issues. Some informant questions reflecting the topics 

were drawn up to use as starter questions to promote initial responses and where 

exchange flagged. The interview guides were continually revised according to earlier 

interview responses and analysis in order to explore the categories and concepts as they 

arose (see Chapter 4 and interview development appendices 4.1 and 4.2). 

3.5 Observation 

In the final study, inquirer observation was added to include another perspective on the 

relationship and fiirther develop the theory. 

During the initial groundwork for this research and an earlier study exploring the 

attitudes of newly qualified physiotherapists towards older people (Barnard 2001) visits 

were undertaken to several physiotherapy departments in Day Hospitals. Whilst waiting 

in these departments, casual observation of physiotherapy clinician and older patient 

treatment sessions appeared to show differences between the expressed views of the 

physiotherapy clinicians and the interpretation of events by the researcher. It is well 

recognised that observation adds yet another perception, that of the observer, to the 

interpretation of events (Bowling 1997: 321) and this will inevitably add a bias, 

particularly when the observer has knowledge and experience of the event under scrutiny. 

However, this research based only on interview data could be seen to be biased by virtue 

of both parties wanting to express only positive views: physiotherapy clinicians because 

they were talking to a fellow physiotherapy colleague and older patients because they 

were loath to complain when they may have to access physiotherapy services again in the 

fiiture. Bowling (1997) sees the addition of observation as a means of taking a 

"triangulated approach to research" (p316). Keen and Packwood (1995) writing about 

the use of case studies in health service research consider that triangulation is an essential 

part of case study design where data is corroborated from more than one source 

preferable by another data collection method. Triangulation is, however, a method more 

commonly associated with quantitative research and Sim and Sharp (1998) warn against 
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assuming that triangulating data automatically validates findings stating that whilst it may 

assure the scope of the findings it is no guarantee of their accuracy. Glaser and Strauss 

(1967) see all data as valid and contributing to the inductive process of analysis in 

grounded theory methodology. It was decided to use the extra element of observation in 

the final study to form the basis of further questioning, allowing participants the 

opportunity to enlarge on their actions and reactions in the treatment session and also to 

enrich and clarify the information arising irom the semi-structured interviews of the 

earlier two studies. 

From an ontological perspective it is important to explore therapeutic relationships within 

their rehabilitation context to enable conceptualisation of these interactions where they 

occur. The epistemological position suggests that knowledge can be generated Irom 

observing real life settings as they occur and that the researcher can be an interpreter as 

well as an observer. 

The data gathered through interviews Irom physiotherapy clinicians and older patients 

provides the perspectives of both parties and enables a model to be devised using a 

grounded theory approach. Observation of actual physiotherapy clinician/older patient 

encounters enables a new perspective to be gained including the process of the 

interaction, the way in which both parties act and react, putting previously described 

experiences into context and allowing the emerging theory to be tested and amended. 

Interviewing participants after the encounter gives both parties the opportunity to explain 

what happened 6om their perspectives and explain why they acted and reacted as they 

did. Participants' responses will also challenge the researcher's own interpretation of the 

interaction. 

A "participant as observer" approach is used in this research where the researcher is in a 

purely observational role. However, the observation is overt (Mays and Pope, 1995), 

both physiotherapy clinician and older patient having given informed consent in an 

earlier meeting with the researcher. During these meetings time was spent with each 

person individually to negotiate access, explain the research, reduce possible anxieties 

55 



Chapter Three 

and make them feel comfortable. Prior to the actual observation the observer greeted 

both parties and then sat to the side taking no further part in the interaction other than to 

thank the participants at the end of the treatment session and arrange times for the follow 

up interviews. 

The semi-structured observational approach taken in this study involved the use of an 

open grid for making field notes during the encounter (Appendix 6.1). The research 

question and findings fi-om the first two studies informed the loose structure of the grid 

and the key features to be noted (Bowling 1997). The grid is divided into four discrete 

sections to aid data gathering. These are setting and participants, pre-treatment and 

introductions, treatment session and closure. Specific observations are noted regarding 

the actions and reactions of the participants. These included evidence of different levels 

of sharing information (professional, personal, "chitchat"); the response of the other party 

to this; initiation / engagement / rejection of attempts to form or develop a relationship; 

humour; touch and response to touch in relation to formation/development of the 

relationship; inclusion or exclusion of either party and others; imparting of and response 

to bad/good news; impact of relationship on clinical effects. As far as possible these 

events were recorded literally, however, the impact on the observer is recognised as 

important in the inductive analysis and conceptualisation within the grounded theory 

approach and the field note grid leaves space for interpretive notes to be written at the 

time or immediately afterwards. Reflexive notes were also written after ftiU 

consideration of the data gathered fi"om each of the case studies (Mason, 1996: 69). 

Interpretive notes arose from the researcher's interpretation of events. Reflexive notes 

took into account the researcher's past experience working in the field and their own 

response to the literal event noted. Field notes were transcribed, entered into the qsr 

Nud*ist software together with the follow up interviews and analysed using the constant 

comparative approach of grounded theory methodology. The field notes informed the 

foUow up interviews with each participant. An example of this field note data appears at 

appendix 3.1. 
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3.6 The Use of Grounded Theory Methodology in this Research 

Grounded theory methodology (GTM) was "discovered" by sociologists Glaser and 

Strauss (1967). GTM is characterised by an inductive approach, constructing theory from 

data through the development of concepts and categories using the method of constant 

comparison. Theoretical sampling is considered de rigueur in order to saturate data and 

is discussed in relation to this research in 3.7.1. 

Data can be obtained from interviews, focus groups, documentation and observation. In 

the main studies of this research, data was obtained from individual interviews and, in 

addition in the final longitudinal study, observation. Grounded theory methodology 

follows a prescribed approach of coding and conceptualising (Strauss and Corbin, 

1998a). The following method was applied to the data gathered in this research: 

Data collection 

- Transcription of data 

- Development of categories 

Saturation of categories 

Definition of properties and dimensions of the saturated categories 

- Theoretical sampling 

Axial coding 

Theoretical integration 

Grounding the theory 

- Filling in gaps 

(Bartlett and Payne, 1997) 

In the main studies data was collected through individual semi-structured interviews. 

The interviews were transcribed along with the field notes written after each interview. 

QSR NU*DIST 5 software was used to codify and organise the data. The data was 

subjected to open coding with initial themes and topics identified (free nodes) through 

line-by-line scrutiny of the transcripts. These were then assembled into categories (tree 

nodes). Category saturation occurred when fiirther analysis ceased to discover anything 

new from the data. Once saturated, the properties and dimensions of the categories were 

described allowing an abstract definition of each category to be formulated. Although 
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Strauss and Corbin (1998a) concede that there is always some new interpretation that can 

be elicited from data, they state that a time comes when it is no longer theoretically or 

practically reasonable to continue with the lateral thinking process. The information 

gained from coding, categorising and saturation inform the exploration of further data 

from subsequent interviews (theoretical sampling). Strauss and Corbin (1998a) stress the 

importance of actively including negative or deviant cases. These data allow for the full 

range of properties and dimensions of the categories to be identified 

Axial coding was then used to explore and redevelop these categories, creating concepts. 

Axial coding involves noting possible relationships between categories by relating their 

properties and dimensions. Strauss and Corbin (1998a: 129) warn against being too 

dogmatic and prescriptive in what is, essentially, a dynamic and creative process. It 

would appear that, although GTM follows a prescribed formula, there is an art to the 

conceptualisation of the data that requires a more lateral thinking approach. 

Once concepts have been identified through axial coding they are defined through a brief 

description encapsulating their conceptual essence. Theoretical integration is the means 

by which these concepts are related to similar concepts within the literature in order to 

develop theory. 

An example of how raw data obtained from this study was analysed using the grounded 

theory approach appears at appendix 3.2. 

Grounding the theory in the data is an essential part of GTM as it ensures the truthfulness 

of the process and provides assurance that the theory arising is indeed a viable 

interpretation of the research. This theory is then tested through further data collection or 

by revisiting earlier data. Data from negative cases are used to develop and refine the 

parameters of the theory. An audit trail of the data collection, analysis and researcher 

thought processes is another tool used to show methodological rigor and the truthfulness 

of the findings. An outline example of the audit trail for physiotherapy clinicians' 

perception study appears at appendix 3.3. 

58 



Chapter Three 

3.7 Data Analysis 

In this research the transcribed interviews and observations were entered into qsr 

NUD*IST 5 software for analysis. Field notes were also transcribed and entered into qsr 

NUD*IST 5. Preliminary coding was undertaken between interviews to enable the 

inclusion of any pertinent topics that arose in later interviews. 

Memos were made of the data at all stages of analysis. Strauss and Corbin (1998a: 218-

220) identify three forms of memos: code notes, theoretical notes and operational notes 

relating to early coding and analysis, ideas about how codes and themes might start to 

develop into theory and practical reminders relating to the process. They also state that 

each researcher will develop their own method of memo writing. In this study, analytic 

memos (a combination of code and theoretical notes) were made relating to the 

researcher's analysis of the literal meaning and interpretive feeling within and behind the 

transcribed data. These built up within each data set and directed the constant 

comparison of views and experiences within and between transcripts, qsr NUD*IST 

enables all these memos to be developed, prompting the researcher when a new memo 

might be required. However, it does not prompt the development of existing memos. 

This was not a problem in this research, as adding to existing memos became a routine 

part of the analysis. Dating each memo enabled the researcher to track the development 

of themes, concepts and theoretical ideas that contributed to the development of the final 

key concept. 

Interview data was read and re-read and coded line by line to extract codes and themes 

that were then organised into sub categories and categories. More in-depth analysis 

including the identification of phenomena, defining of categories, conceptualisation and 

axial coding was undertaken using the principles of grounded theory methodology 

(Strauss and Corbin 1998a). Preliminary theory development and models began to 

emerge from the analysis. One sub category is presented in depth to illustrate the 

methodological process and appears at appendix 3.4. 
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3.8 Methodological Rigor 

Methodological rigor was sought through appropriate sampling, an exploration of 

truthfulness and the use of reflexivity. 

3.8.1 Sampling 

Purposive and theoretical sampling methods were used in this research. 

3.8.1.1 Sampling for the Pilot Study 

Purposive samples were identified for the pilot study. Male and female physiotherapy 

clinicians of varying grade and experience, all working with older people in a single NHS 

acute and community Trust were invited, via their manager, to take part in three focus 

groups. This Trust was chosen for geographical convenience and because it employs a 

large number of physiotherapy clinicians working in aU areas of older persons' 

rehabilitation and was likely to produce a broad range of experiences. Similarly 

purposive sampling, identifying acquaintances or relatives of acquaintances, was 

employed to identify older people who were previous physiotherapy patients. This 

sampling differed from the theoretical sampling used in the later stages of the subsequent 

studies in that it only reflected the purpose of the pilot study, which was to ascertain 

whether these groups felt a relationship existed and was a topic worthy of investigation. 

This data was analysed using a content and thematic approach for which purposive 

sampling is sufficient (Smith, 1995). 

3.8.1.2 Sampling in the Main Studies 

Corbin and Strauss (1998) see theoretical sampling as one of the underpinning tenets of 

grounded theory approach. The principles of theoretical sampling were used, where 

possible, to obtain participants in the main studies in this research. Silverman (2000: 

105) states that the term theoretical sampling is often used synonymously with purposive 

or purposeful sampling. Coyne (1997) suggests that whilst sampling in all qualitative 

research is purposeful, there are many different kinds, of which theoretical sampling is 

one. However, Silverman (2000: 104-107) notes that true purposive sampling is defined 

as choosing cases that are likely to illustrate some feature or process that the research 
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seeks to explore whereas theoretical samples are theoretically defined. Theoretical 

sampling is further defined as "constructing a sample which is meaningful theoretically, 

because it builds in certain characteristics or criteria which help to develop and test 

theory and explanation" (Mason 1996: 94). In practice, this involves identifying data 

sources that will enable the researcher to explore, develop or test the concepts that arise 

from analysis of the earlier data. It is accepted that initial data sources will be purposive 

in order to identify initial concepts. As well as being theoretically defined, theoretical 

sampling also means being flexible about the sample size as the research progresses in 

order to adapt to these requirements (Patton, 1990:183-186; Coyne, 1997; Morse, 2000). 

However, Mason (1996) warns against including participants simply because they are 

likely to support the evolving theory and this involves avoiding overt researcher or other 

individual (e.g. service manager in this study) bias. It also requires the inclusion of 

deviant or "negative" cases (Silverman, 2000: 107; Strauss and Corbin, 1998a: 212). 

These are defined as extreme examples of variation in a concept and are required to 

ensure that data is fully saturated with a full range of perceptions and experiences within 

each concept and category. 

The role of theoretical sampling in the development of emerging concepts in GTM is 

clear (Strauss and Corbin, 1998a). Corbin describes it as "data-gathering driven by 

concepts derived from the evolving theory and based on the concept of "making 

comparisons.... that will maximise opportunities to discover variations among concepts 

and to densify categories in terms of their properties and dimensions" (p201). In 

grounded theory, theoretical sampling is therefore cumulative and builds on each data-

gathering incident. In practice, the constraints of Local Research Ethics Committees and 

Health Service set-up and delivery mitigate against these purist ideals. These dictate that 

the size and characteristics of the sample must be pre-defined in order to be subjected to 

rigorous ethical examination and ensure the minimum of disruption to the delivery of 

health care. In order to balance the theoretical and practical requirements, the 

characteristics and numbers of the samples for this research had to be identified prior to 

the start of each study. The concept of concurrent sampling and analysis guiding data 

collection had to be compromised in this research. The implications of this in this 
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research are discussed in Chapter 7. There was some flexibility in identifying individuals 

who fulfilled these criteria as the studies progressed, ensuring that appropriate samples 

were achieved. Glaser (1978: 37) would describe this method as selective sampling, the 

sample being identified "according to a preconceived but reasonable initial set of 

dimensions such as time, space identity or power which are worked out in advance for a 

study". Strauss and Corbin (1998a) concede that pure theoretical sampling may need to 

be modified to reflect "access, available resources, research goals and the researcher's 

schedule and energy" (p204). However, this did not preclude the inclusion of some 

negative cases. An example of this occurred in the Physiotherapy Clinicians' study. It 

became clear as the data gathering progressed that, although each participant recognised 

that a physiotherapy clinician/older patient relationship existed, they portrayed it as 

sitting along a continuum described by level and depth of engagement. Physiotherapy 

clinicians who functioned at the extreme ends of this continuum (purely professional 

relationship and personal relationship) were actively sought having been identified 

through previous casual observation of clinicians during the setting up of the research. 

These views were included to enrich this emerging category and more clearly define its 

properties and dimensions. 

The sampling in these two studies reflected the need to explore the relationship that 

developed between physiotherapy clinician and older patient from the perspectives of 

physiotherapy clinicians and older patients. To ensure a broad perspective, the samples 

were drawn from two geographical areas. These were chosen from the theoretical 

perspective to include the views and understandings of people having a range of 

demographic characteristics (gender, social class, age), experiences (previous experience 

of disability or older person's physiotherapy treatment, good/bad experiences) and 

expertise (breadth of knowledge and skill). As key themes arose from the early data 

analysis, participants considered most likely to be able to explore these themes were 

actively recruited through discussion with potential participants in the relevant 

physiotherapy departments. There was also a deliberate attempt to ensure inclusion of 

"negative" cases and obtain a wide range of views. It was theorised that participants with 

these characteristics would have different experiences to bring to the research. The 
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practical perspective of geographic convenience was also important to keep the research 

within time and budget. 

The inclusion criteria for the initial interviews in the Physiotherapy Clinicians' study took 

work place, gender, professional grade and experience into account. This was to 

ascertain the range of perspectives from men and women, qualified physiotherapists and 

physiotherapy assistants working in different units and Trust cultures. Initially it was 

decided to randomly select individuals who feU into each of these categories to prevent 

any researcher bias created by prior knowledge of some possible participants. However, 

the changes within the Trusts and post vacancies meant that the populations were too 

small (other than in the physiotherapy assistant category) to allow this. In the event, 

early physiotherapy assistant participants were actually identified through opportunity 

sampling due to service constraints. It was felt that some methodological rigor had to be 

compromised in order to maintain good relations with these busy services. Sample size 

was dictated by time and service constraints, advice from supervisors as to when data was 

likely to be saturated and previous examples of grounded theory methodology (sample 

sizes in the grounded theory approach studies identified from the literature search 

described earlier in this chapter (3.2) ranged from 3 -27, median 8). Theoretically, 

sampling continues until data saturation is achieved and this would have been reflected in 

numbers of participants included had ethics committee restrictions allowed. In the event, 

it would appear that the fifteen participants included in the Physiotherapy Clinicians' 

study did allow for data saturation, mitigating this less than rigorous approach. 

Creating a theoretical sample of older people to participate in the Older Patients' study 

had similar constraints from ethics committee and service requirements. A broad range 

of inclusion criteria was identified to take demographic factors, pathology, length and 

place of delivery of the episode of physiotherapy care into account (see appendix 5.2 

Older Patients' Perspectives Study theoretical sample inclusion criteria). Ideally this 

sample would have been identified by the researcher in isolation from any influence from 

treating physiotherapy clinicians. However, ethics committee requirements dictated that 

patients be identified and approached during their episode of physiotherapy care, via the 
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treating physiotherapist. This meant that not only did treating physiotherapy clinicians 

suggest possible participants fulfilling the criteria but they also, being aware of the nature 

of the study, had the opportunity to influence the views and experiences of those patients. 

This possible bias towards both the sample and data and is discussed further in Chapter 6, 

Perspectives of Older Patients. 

Similar sampling techniques were used to identify cases for the final observation study. 

In this study it was the cases that were sampled rather than the participants as the 

experience of individual relationships was under investigation. The purposive sampling 

criteria are at appendix 6.4. The first three cases adhered to these criteria but after these 

were analysed it became clear that areas needing further exploration included encounters 

where the relationship was not so good and those where a physiotherapist with little 

experience in the field of older persons' rehabilitation was involved. Various potential 

cases were discussed with physiotherapy managers and a suitable case that fulfilled both 

these criteria was found. 

3.8.2 Truthfulness 

The rigour of qualitative research is measured by the truthfulness, consistency, theoretical 

generaHsabihty, transparency of the sampling, data collection and analysis methods and 

through researcher reflexivity. In these studies, truthfulness is established through the 

constant comparative method, deviant case analysis (Green, 1998; Silverman, 2000) and 

assurance of the validity of data generation methods and interpretation (Mason, 1996). 

This is established through an audit trail. Truthfulness is also judged through 

consideration of the honesty of participants' responses (Wengraf, 2001). Although this 

could be seen to contradict the need to value the participant's account, there is stiU a need 

for the researcher to assure him/herself that the account does reflect the actual 

understandings and experiences of the participant and is not a fabrication to please or 

confound. There is no reason to assume that participants in the Physiotherapy Clinicians' 

study were not giving honest responses. Indeed, the findings showed similarities between 

participants and had resonance with the clinical experience of the researcher enabling 

truthfulness to be assumed. Mays and Pope (1995) advocate respondent feedback to 
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presentation of initial findings to test the findings. As part of this study, the findings 

were reported to two focus groups comprising specialist physiotherapy clinicians some of 

whom had taken part in the study. Focus group participants had no argument with the 

analysis and added fiirther examples and interpretation (see chapter 4) giving both an 

assurance of truthfulness and continued development of the theory (Strauss and Corbin 

1998b). 

Operationally, such feedback was not feasible with the older patient population. Instead 

the early findings were discussed with older participants in the later interviews and their 

views on this incorporated into the analysis. 

Consistency of data analysis and interpretation is assured through careful transcription 

and systematic rigorous analysis of the interview data, triangulation of findings against 

earlier pilot study data and the literature (Barbour, 2001). QSR Nud*ist develops an 

audit trail which can be reviewed to follow how data was coded and developed into 

categories and concepts. In this research the audit trail was continually reviewed and the 

coding Irame adjusted to ensure rigor and truthfulness in analysis (for an example see 

appendix 3.3). 

Theoretical generalisability is assured through purposive and theoretical sampling, 

describing the research setting, the inclusion of deviant cases, the rigorous analysis of 

data and the testing of developing theory (Mason, 1996). These criteria are aU fulfilled in 

this research and discussed in the subsequent findings chapters. 

Researcher refiexivity is essential to establish the impact of the researcher's beliefs and 

experiences on the research process. The impact of the inquirer in this research is 

considered below. 

3.8.3 Researcher Impact and Reflection 

In the constructionist approach the researcher is seen to influence the collection and 

analysis of data as their background and views are inextricably bound up with choice of 
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participants within the sample, the emphasis of the interview approach and the 

interpretation of the data collected (Guba and Lincoln, 1998). 

The physiotherapy clinicians' study explored the views of physiotherapy clinicians. As a 

physiotherapist I had insight into some of the professional and personal experiences that 

were identified, although the service delivery had changed considerably since I had last 

worked in elderly medicine in the NHS in 1984. I came to this study with my own 

opinions as to whether a relationship existed, what it comprised and what made it good or 

bad. The advantages were that I understood the professional culture and was perhaps 

able to ask more probing questions. I did not have to spend a lot of time understanding 

how physiotherapists function within an older persons' rehabilitation setting. There were 

also some disadvantages. The physiotherapy participants knew my previous role as 

lecturer and clinical tutor within the university either personally or by reputation and this 

may have inhibited their responses. In 1984 I left the superintendent physiotherapist post 

that was filled by one of the participants and I noted some anxiety on this participant's 

part during the setting up of this interview. However, it was a conscious decision to 

include this person as part of the theoretical sample in order to obtain the wide range of 

views sought. This participant voluntarily agreed to take part despite being given the 

opportunity to decline. 

Similarly, the data analysis was undertaken from a clinician's perspective and I had to 

consciously try to detach myself from this and adopt a more lateral thinking style 

particularly in the axial coding phase. Strauss and Corbin (1998b) note the importance of 

maintaining a balance between objectivity and sensitivity. They recognise that some 

researchers will have considerable knowledge and experience in the field they are 

researching. They advise openness, giving voice to respondents and recognising that 

despite apparent similarities, the respondents' values, culture and understanding may be 

very different. They suggest that examining the properties and dimensions of the data 

can help the researcher to gain new perspectives. In this study these techniques were 

used to examine familiar scenarios from new perspectives. In addition lateral thinking 
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was employed to consider the differences and similarities between therapeutic and other 

relationships in the light of participants' responses. 

Such close empathy with the topic was not the case in the older patients' study, as I have 

no experience of being an older patient accessing physiotherapy services. My concern 

here was that my physiotherapy background would compromise my interviewing skills 

and that the research interview would become a clinical consultation. In order to 

minimise this I decided to introduce myself to this study's participants as a researcher 

rather than a physiotherapist and boundaries were identified with the respective senior 

physiotherapy managers about how I would deal with possible clinical issues that might 

arise during my visits. In some respects my previous experience in elderly medicine is an 

advantage in that the experiences described by older patient participants are familiar to 

me. Being aware of the service process I can prompt people on relevant topics. I am 

familiar with meeting and communicating with older patients in their own homes. This 

includes familiarity with the home conditions within which some older people live, 

something that might be a distraction to a researcher without that prior experience. 

During the final, observation study I also presented myself to the older patients as a 

researcher whilst most of the participating physiotherapy clinicians knew my clinical 

background. Observing the treatment sessions I had to ensure that I was concentrating on 

the physiotherapy clinician/older patient interaction and not the clinical aspects. As a 

health care professional it is difficult to divorce oneself Jfrom the clinical care. However, 

I was able to draw on some previous experiences of researching families with "at risk" 

children in a social services research environment and could recall the detachment I felt 

being in a purely research rather than an intervention role. Further reflections on 

researcher impact and responses are included in the following chapters. 

3.9 Summary 

This thesis describes an explanation of the relationship that develops between 

physiotherapy clinicians and their older patients. A constructionist approach was taken 

across three studies to explore the experiences and perceptions of physiotherapy 
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clinicians and older patients through individual interviews and, in the final study, 

observation of treatment sessions. Grounded theory methodology informed the sampling, 

data collection and analysis. Methodological rigor was sought through appropriate 

sampling, truthfulness and reflexivity. The following chapters describe the findings of 

these studies and a discussion of the models that arise from them in response to the 

research question "What is the essence of the physiotherapeutic relationship in older 

persons' rehabilitation, including the experiences and perceptions of physiotherapy 

clinicians and their older patients of the constituents, role, value and impact of the 

therapeutic relationship that develops during medium to long term rehabilitation?" 
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Chapter Four 

The Therapeutic Relationship: Physiotherapy Clinicians^ perspectives 

4. Introduction 

This study was undertaken between April and July 2001. 

Fifteen individual semi-structured interviews were conducted with physiotherapists and 

physiotherapy assistants currently working in older person's medicine units in two 

geographical areas. Substantial health service reorganisation was taking place in one of 

these areas prior to and during the data collection. This impacted on the participant 

sample and data collection (see Chapter 1.1.4). The interview guide was informed by the 

main research question, the literature (chapter 2) and the themes that arose from the 

findings of the pilot study (Appendix 4.1). It developed as the study progressed 

(Appendix 4.2). Data was analysed using a grounded theory approach (Strauss and 

Corbin, 1998a). The methodological issues are discussed in Chapter 3, Methodological 

Approach. 

4,1 Aims and Objectives 

Aims: 

To explore the views of physiotherapists and physiotherapy assistants working in older 

people's medicine with regard to: 

1. Whether a relationship exists between physiotherapy clinicians and their older 

patients. 

2. Whether such a relationship could be deemed therapeutic. 

3. The rationale for such a relationship. 

4. What such a relationship comprises. 

5. The course of the relationship. 

6. The factors that impinge on such a relationship. 
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Objectives: 

1. To gain insight into the views, perceptions and experiences of 

physiotherapists and physiotherapy assistants with regard to the above aims 

through individual semi-structured interviews. 

2. To use the data collected early in this study to inform the sample and 

interview schedules in later interviews in order to ensure a breadth and depth 

of participant views. 

3. To inform theory development through a grounded theory approach to data 

analysis. 

4. To reflect on personal beliefs and experiences and explore how these impact 

on data analysis and interpretation. 

5. To use these findings to identify further topics to explore with older people in 

the older patient's perspectives study. 

4.2 Participant Population and Sampling 

Approval from local ethics committees and NHS service managers was obtained to gather 

data in the Portsmouth and Chichester areas. During the period when the study was being 

proposed and set up, these areas comprised two NHS Trusts, Portsmouth Healthcare NHS 

Trust and the Royal West Sussex NHS Trust. Both these areas provided acute and day 

hospital rehabilitation services to the older people and had dedicated physiotherapy 

services for older people. During the health service changes in April 2001 the Portsmouth 

NHS physiotherapy services redefined into four separate NHS trusts and one primary 

care group preparing for trust status in April 2002. Two of these trusts and the primary 

care group provide a range of healthcare services for older people. These providers are 

mainly defined by geographic area. The physiotherapy clinicians working in these 

services provide a range of rehabilitation services for older people including acute 

inpatient, fast track rehabilitation, stroke rehabilitation, slow stream rehabilitation, 

intermediate care, day hospital, community and domiciliary services. Due to the service 

changes, several clinicians had gained recent promotion and were in new posts in the 

newly formed trusts and primary care group (PCG). Physiotherapists and physiotherapy 

assistants working in these services were invited to participate in this study. A purposive 
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sample was sought (where population numbers allowed) to ensure a wide range of views 

from physiotherapy clinicians of different grade, experience, age and gender. Grounded 

theory methodology requires data saturation to ensure systematic category comparison 

and enable theory to be generated appropriately (Strauss and Corbin, 1998a: 203). To 

ensure this, it was decided to elicit the views of sixteen physiotherapy clinicians initially 

with an option to return to the local ethics committees and physiotherapy managers to 

seek additional participants should saturation not be achieved. Precedents for these 

numbers have been established by grounded theorists (Strauss and Corbin, 1998b). 

Examples are also found in other grounded theory studies (Agee and White Blanton, 

2000; Stephenson and Wiles, 2000). 

Inclusion Criteria: 

The population was limited to those physiotherapists and physiotherapy assistants 

currently working with older people in outpatient day hospital, community or domiciliary 

settings within the NHS Trusts in Chichester and Portsmouth. Physiotherapy clinicians 

working purely in ward settings were excluded as consultation with physiotherapy 

managers suggested that data gathering would be difficult due to patients being too sick 

to participate, the greater involvement of relatives and the number of staff involved. 

The physiotherapy clinician sample and population are shown at Table 4.1. The actual 

names of the four participating trusts have been omitted to assist anonymity. 

Table 4,1 Physiotherapy Clinicians' Study: sample (and population) 

Trust 1 Trust 2 Trust 3 Trust 4 Total 
M F M F M F M F 

Supt/manager 1(1) 1(1) 1(1) 3(3) 
Senior I 1(1) 1(4) 1(2) 1(3) 4(10) 
Senior II 1(1) 1(1) 1(2) 3(4) 
Junior 1(1) 1(1) 
PTA 1(1) 1(1) 1(10) 1(1) *(1) 4(14) 
Total 1(1) 3(3) 1(1) 5(17) 3(5) 2 15(32) 

M = male, F = female, * = clinician invited but declining to participate, (numbers in 
brackets) = total population 
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4.3 Data Collection 

Data was collected between April and July 2001. 

All participants received an information letter inviting them to participate (appendix 4.1) 

and giving them time to consider the topics. Interviews were conducted with individual 

participants at a time and quiet place to suit them and their service and were thus usually 

undertaken outside patient treatment times in physiotherapy offices or booked seminar 

rooms. Action was taken to ensure that the interviews were not interrupted by phone 

calls, other staff or patients. Interviews lasted between 35 and 55 minutes, average 45 

minutes. All interviews were tape recorded with permission and transcribed. 

The initial interview schedule addressed the aims of the physiotherapy clinicians' study 

(appendix 4.2) and developed over the course of the data collection (appendix 4.3). After 

each interview field notes were written. These included any pertinent observations, any 

initial thoughts about the participant's response, views or experiences and any new topics 

for possible inclusion in subsequent interviews. 

The findings of this study were presented to physiotherapy clinicians in two focus groups 

in order to check for data saturation and test the relevance of the interpretation. Data 

from these focus groups informed the categories and concepts that are set out below. 

4.4 Physiotherapy Clinicians' Perceptions and Experiences of the Relationship 

Fifteen physiotherapy clinicians, comprising eleven qualified physiotherapists and four 

physiotherapy assistants (two men and thirteen women), from the four NHS Trusts were 

interviewed. All worked in dedicated older persons' rehabilitation services providing 

outpatient and or domiciliary physiotherapy. They represented 47% of the available 

physiotherapy population. Although all participating clinicians treated older patients in a 

variety of settings, twelve physiotherapy clinicians mostly worked in day hospitals and 

three mainly treated patients in their homes. 
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Seven themes arose from the initial analysis of the physiotherapy clinicians' perceptions 

and experiences of the relationship that develops between themselves and their older 

patients in outpatient and domiciliary rehabilitation settings. These were: 

® Existence and course of the relationship 

® Constituents of the relationship 

• The rationale and value of the relationship 

® Professional power 

® Pre-existing factors 

® Pro&ssional 6ctors 

* Impact and outcome 

These themes are now considered in turn and are illustrated with actual quotes from the 

participants. Each quote is referenced using the participant code (PTC = physiotherapy 

clinician) and qsr 5 NUD*IST text units. 

4.4.1 Existence and Course of the Relationship 

Personal clinical experience, observation and the physiotherapy literature all suggest that 

a therapeutic relationship exists between the physiotherapy clinician and their patient. 

This assumption was made in the original research question and appeared to be justified 

from the pilot study findings. However, as this research depended on the presence of 

such a relationship, it was important to explore this assumption from the participants' 

perspective. Their views as to the existence and course of the relationship are discussed 

below. Some variance between qualified physiotherapists and physiotherapy assistants' 

engagement with the relationship was found. 

All participants were emphatic in the view that a relationship did exist between the 

physiotherapy clinician and their older patients and that it played an important part in the 

intervention. 

"Yes. I think, in fact, that a relationship is actually fundamental to the therapeutic 
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This relationship was felt to differ from other relationships that physiotherapy clinicians 

experienced with partners, friends or professional colleagues. It had a defined structure 

that, in the main, followed the course of the intervention (Figures 4.1. and 4.2). 

Figure 4.1 The Course of the Physiotherapy Episode of Care 

Intervention 

Referral Appointment Assessment Treatment Review Discharge 

Role 
-4 Physiotherapist • 

^ PTA ^ ^ 

^MO(fg q/ carg ^ Ziy f/;g arrows 7%g ogcaffowaZ 

gafg& 

All participants described the relationship as one that developed and changed as the 

episode of care progressed and the clinician and patient got to know each other. Views 

were expressed about the way in which the relationship started, progressed and ended, the 

association between the relationship and the treatment intervention. 

The therapeutic relationship from the physiotherapy perspective appears to exist along a 

continuum ranging from professional relationship to sharing of self with some clinicians 

moving fiirther into a friendly relationship, friendship and on occasion, a personal 

relationship (Figure 4.5). 

Figure 4.2 Levels of engagement of the physiotherapy clinicians in the relationship 

Relationship 
Prior First Professional Sharing of Friendly Friendship Personal 
knowledge meeting relationship self relationship relationship 
Role 
^ — Physiotherapist ^ X • ) 

^ — PTA ^ ^ ) 

The extent of the role of the physiotherapist and physiotherapy assistant (PTA) in the 

rgWfowAy fAg a/rowy. TTzg m f 6K^»g cayg& 
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The relationship exists only in conjunction with the physiotherapy episode of care and is 

seen as a vehicle for the smooth delivery and development of the intervention. In most 

cases it ends when the patient is discharged from treatment. 

Physiotherapists enter this relationship with prior knowledge of the patient from a referral 

letter, medical records and/or information from other healthcare professionals. This 

informs and colours their initial expectations of the patient and establishes the 

professional hierarchy very early on. 

"I like to know [the] background of what the person's like perhaps say, to get a 

were vg/y acfzve. / f/y fo c/o fAg/M, 7 gzvg 

them a summary of what I think their problems are and what we 're going to be doing 

together to try and work through them and where I think they 're going. " (PTC 10: 37-

The physiotherapists lead the relationship through introduction and establishing the 

reason for their involvement. This continues with the clinical assessment that is seen as 

the start of the therapeutic intervention. The physiotherapy assistant is usually restricted 

to carrying out the prescribed treatment but in some units they may be involved in the 

formal assessment and discharge of the patient. During this initial period physiotherapy 

clinicians feel they gain an insight into the interests, lifestyle and priorities of the patient. 

This, they feel, assists with goal setting and identifying the best approach to facilitating 

treatment and compliance. By this time physiotherapists consider that they have a good 

idea as to how the relationship and the intervention are going to proceed and adapt their 

approach accordingly. 

"I think we adapt and we move the relationship depending on the response we get from 

the patient so it may well be that if we detected an anxiety umm in the patient we may 

move from the professional to the more personal level and that's totally appropriate 

umm, but I think it's appropriate so long as it stays within certain boundaries umm and 
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Of ZoMg aj' fAg q/̂ fAg mfe/reMfzoM awf Âe frg^^ oWco7»g ybr fAg ff 

kept in focus. " (PTC5: 173-179) 

All parties involved in the relationship were felt to influence the make up of the 

relationship. Rehabilitation of the older person invariably involves the patient's family 

and participants felt that the relationship they had with patients often paved the way for 

greater compliance from the family with treatment and at discharge. The relationship 

with patients was felt to differ from that with relatives, being one stage removed, with the 

patient being the primary person in this situation with their goals and needs paramount. 

"Umm, probably I would say it's a much less close relationship. The relative umm... in 

w/Me fwfaMcef, cowrie, j/ow f/zg rg/a^vg away Agcam ĝ f/zg)/ Yg 

either trying to be over protective or they 're trying to answer for the patient all the time, 

whatever. And so you can end up with a, actually quite a close and friendly relationship 

with the patient themselves but with the carer or relative whoever, might actually might 

6g Mofygg/mg a/Z j'orf q / " Z ' g c a w j ' g 'vg g<%g(y fAg/M a " 

Qualified physiotherapists, specifically the more experienced seniors working in day 

hospital environments, were more likely to take a professional stance, feeling that 

patients expected a clinical approach. They felt this protected them against getting too 

involved, allowing them to impart information that might be difficult for the patient such 

as discharging them from physiotherapy when the patient may feel they have yet to 

achieve their full potential. 

"One of the challenges for us [qualified physiotherapists] I think in managing more 

chronic conditions ... is the need to have a focus on the needfor intervention and perhaps 

to use a tool such as goal setting to that end. Now, I think that works well where the 

relationship is professional and stays in that domain. " (PTC5: 130-134) 
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However, they expected that their assistants would develop a more friendly relationship 

with the patient that allowed more personal information to be exchanged. 

'7 f/zmA: fAey a;/ proAaA/y feW fo Am;g a more 

relationship but that doesn 't mean to say it's always a more effective relationship and we 

Awoiv, orgam_/9'07M owr fAaf, w/Mm, owe q/̂  f/zg ffrgMgf/w owr 

m fAe reW/oMf/z^ fAg}/ <;kve/op mY/z [/wm, ZM 

that's due to the model that we work to now where in many instances physiotherapists 

WZ coTTy ogrgg a /zf/ a W « / M / ? z , wowW agrgg^/ goa/j^ 

m/A f/zg /7a/zg»^ a W q/^/Aa/ cwg zf, m g/^cA f/g/zvgrgff Ay ̂ AowzofAgrcpy af 

.So f/z^ ^gMcf zMcrgaj'ZMg a/MowMf̂  q/"fzmg wzfA j^o^gMfj'." (TTCJ/ 379-

Physiotherapy assistants also believed this to be the case and passed information from 

patients back to their seniors. It is not known whether the patients know this is 

happening or whether they collude with this. 

"Because I often... I think that a patient might tell me, sometimes, not all the times, more 

than they might tell the physiotherapist because I'm the one that chats to them maybe on 

Mof gwzfg fzvc/z a ĵ rq/gMzowaZ /gvg/ oMff rAay ̂ yozMgfzzMgf j'gg/M fo fAg/Mj'gZvgj' a 

little bit more so that I can pass that on. " (PTC3: 26-30) 

Physiotherapy assistants saw themselves as functioning within the middle of the 

relationship continuum being more prepared to share personal elements of themselves 

and move towards a friendly relationship. Some physiotherapy assistants believed that 

they moved beyond this to an active friendship but others felt it was not their role to be a 

friend. This depended more on their personal beliefs than patient factors such as 

willingness to engage in a relationship, the length of the episode of care and the reason 

for the physiotherapy intervention. It also depended on participants' definition of the 

term "friendship". In all cases, the amount a physiotherapy assistant was willing to share 

him or herself varied according to how they felt they got on with the patient. 
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Some qualified physiotherapist participants differed in the amount of self they were 

prepared to share with the patient. 

'7 fo aW coTM/MWMfcafe WfA a 6g reo/Zy 

empathising with them unless you've identified with them and relating to them and 

develop some empathy with them. " (PTCll: 12-15) 

"1 share with them whatever 1 feel is appropriate for the situation that I'm in and 

depending on the nature of the patient. " (PTC13: 142-143) 

One physiotherapy assistant described moving into the friendship/personal relationship 

end of the continuum and one physiotherapist described some relationships with patients 

that had progressed to long-term friendships lasting well beyond the end of the episode of 

care. These instances were unusual within the data set and are regarded in Grounded 

Theory Methodology as negative cases (Strauss and Corbin, 1998a: 212). These are 

defined as the perspectives of the minority of participants that denote extreme examples 

of variation within a concept. 

4.4.2 Constituents of the Relationship 

Physiotherapy clinicians identified three key constituents to the relationship: 

interpersonal skills, engagement and respect. 

Interpersonal skills included verbal and non-verbal communication skills, empathy and 

the use of humour. The ability to communicate with the older patient was felt to be 

absolutely vital in gaining trust. 

Professionally, communication skills were felt to be used by the physiotherapist or 

physiotherapy assistant to introduce themselves as a clinician, to identify the key areas 

for intervention through careful and probing assessment and to ensure clear, accessible 

explanations of clinical intervention and management. On a human level, 

communication skills of listening and empathy with respect were considered vital to 
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engaging with the person behind the patient and in allowing the patient to see the person 

behind the physiotherapist. 

The participating physiotherapy clinicians also used social skills to optimise the 

relationship. These included engaging with the patient at their level of interest to obtain 

information that would help to get the patient to participate optimally in their treatment. 

"I'll often use reference from home and from things that they know like if it's a gardening 

going to be terribly easy to use in the garden on the grass, let's try out some sticks.' That 

gzvgf fAgTM AM mcgMffvg fo fAey wAerg ' 

(PrC7^.- 207-270, 

Humour was used in a variety of ways to engage with the patient, establish rapport and 

encourage them within the intervention. AH participants felt they used humour in a 

sensitive way, often testing the patient's response before using humour in an explicit 

manner. 

" ...most patients like to have bit of a joke and a laugh. I mean to be honest, I think that 

their lives have often been very serious and very medically orientated and if you can just 

lighten it a bit I think that in itself... I mean humour in itself seems to go a long way to 

helping patients keep things in perspective. (PTC4: 605-610) 

The key constituent engagement includes the depth and extent of the relationship, 

building confidence, negotiation and goal setting and working towards patient 

partnership. 

Negotiation skills were felt to be important in goal identification and prioritisation and a 

degree of sensitivity was required to ensure that information was handled and imparted 

appropriately. The ability to build confidence in older patients was considered key to both 
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the relationship, in that it empowered patients to share in goal setting and in the 

intervention, where it optimised patient engagement with their physiotherapy programme. 

Partnership was seen to be the gold standard for engaging patients in their physiotherapy 

treatment and a good relationship was seen as crucial to paving the way to this especially 

in a client group that, in the main, expected to be told what to do by healthcare 

professionals. Participants felt it important that the patient engaged with them both as a 

person and as a physiotherapist, suggesting that engagement with physiotherapy 

treatment was easier if the patient had a good relationship with their physiotherapist. 

They felt the relationship needed to be a shared experience for both clinician and patient 

and were prepared to take the time to ensure that the relationship had the potential to 

develop the ambience for a clinical partnership to develop. 

"Iprobably stop whatever they think we are going to do and just sit down and chat to 

them and talk to them about what they want to do and what's required for the next move 

perhaps in their state of ability and see if you know, you can get them on your side rather 

than... and then try again. And tell them that you're not going to rush them or push them. 

Having some insight into the personal life of the patient through a good relationship also 

enabled the physiotherapist to choose the most appropriate strategy for encouragement 

and broke down the professional/patient gulf facilitating more equal partnership. 

"1 think it helps to identify areas of sort of common interest and feel that we're not 

separated by this huge gulf ofpatient/physiotherapist or patient/ hospital, that we're 

actually working together and we're forming a team rather than I tell patient and patient 

asks me and to make it more a sort of exchange and a sort of meshing sort of relationship 

rather than a sort of two brick walls up against each other. " (PTC14: 172-177) 

Participants reported actively cultivating the relationship they had with their longer term 

or multi-pathology older patients. A good relationship that fully engaged these patients 
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on health, personal and family levels was felt to be key to obtaining the information 

needed for optimal intervention and assisting the patient to make any necessary lifestyle 

changes. 

"Within the relationship the patient's roles and responsibilities in achieving that 

outcome can be agreed and they can be engaged completely in the process because I 

gg/f/Mg fAerg aM6̂ };g&... farf/cw/or/y/or f A o a ^ g y b r wAo/M fAg oz/fcomg rgĝ wzrgĵ  

ongoing changes or behaviour modifications which may mean for them lifestyle 

cAaMggf... / fAg j^arf^gr^Azp M rggwzrgc/ fo /waAg /Aaf A<%pg»." (PTCJ.' 220-2^6^ 

Where a relationship was poor, partnership was deemed more difficult to achieve with 

less sharing of information and a reduced likelihood of the physiotherapy clinician being 

able to fully identify the patients' needs. In this case, participants believed that goals and 

outcomes were more likely to be professionally rather than joint or patient led. 

"I think with patients with whom the relationship isn't as good, the outcome.... I would 

think in those patients the outcome is more likely to be a professional directed outcome 

rather than a patient directed outcome. And those two might be quite different so it may 

be a reasonable outcome for the professional, or a good outcome but I would probably 

gfwgffzoM wAgfAgr zf w/af rga/^ /̂zg (/gfzrg<;̂  oz/fco/Mg ybr Âg jpafzgMf. " (PTUJ. 

Several participants expressed a concern that too intense a relationship could make the 

patient dependent on the clinician. 

"T/zej mustn't become too dependent on you because you are making them...helping them 

to continue to live in their own life. So you don't want to get too dependent."" (PTCl: 

213-215) 

The key constituent respect includes the mutual respect and building of trust felt to be 

fundamental to a good relationship and engagement with treatment. 
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Trust was a key theme running through the data and felt to ensure a good physiotherapy 

clinician/older patient relationship. Physiotherapy clinicians felt it vital to instil trust in 

their patients to enable goal setting and compliance with the intervention. 

"I think one of the first things you've got to do is build, very quickly, build up a 

relationship where they're going to trust you. I think trust is maybe one of the important 

"Well, again, we're back to trust. Umm, I think trust is probably one of the biggest, 

/acforf Aecawj'e 're or 

they're not going to respond to what you're asking them to do. So trust I think is the key 

in my opinion. " (PTC15: 158-161) 

4.4.3 Rationale and Value 

Rationale: All participants identified reasons for having a relationship with their older 

patients. These included facilitation of information gathering, promoting engagement 

with physiotherapy as well as the physiotherapist and as a vehicle to establishing 

partnership and facilitating goal setting. A good relationship was also seen as having 

value to clinicians, patients and the service. In particular, physiotherapy clinicians valued 

the personal and job satisfaction that a good relationship aflforded. 

Participants felt the rationale for developing the best possible relationship was to 

engender an atmosphere of trust creating the best conditions for a patient to be able to 

confide any fears or anxieties. 

"I am surprised how apprehensive sometimes they can be when they first arrive. And I've 

had on several occasions somebody say "Oh I really enjoyed that and I've been worrying 

about it all night long". I mean I know it wasn't all night long but they have said things 

like that and "I've enjoyed it". So it is, so until you tell them what you want or until they 

fgg wAaf ff'j' /fte are gw/fe womef/ " (PTUJ." 97-70.^ 
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A good relationship was deemed essential if the patient was to engage fully with 

treatment. 

"Toz/ fAgfr co-qpgrofzoM, jyow /fove f o a rg/afzoMf/zfp m fAaf 

respect to enable you to be able to motivate them. " (PTC 10: 31-33) 

Value: In addition to its rationale, the relationship was also valued. Physiotherapy 

clinicians valued a good relationship as they gained personal satisfaction from it and 

although there was no evidence of physiotherapists striving purely to be liked, they 

described their approach to patients as friendly and open with professional overtones, an 

approach most likely to encourage patients to like them. 

"Bwf m OM fAe ware/ / go 

admission check and everything, then I go and see them, let them know who I am and 

w/Kzf"iy gomg fo " f?rC72.' 

They expressed feelings of disappointment, frustration and failure if they perceived the 

relationship was compromised when a patient did not engage with them. 

'7mgaw 7 r g / M g m A e r freafrng a w A o . . . / a f /M)/ f/ymg fo 

discuss with this very disabled person, you know, sat down... very poor sitting balance, 

miles away from being able to do this [walk independently] and had been for some time. 

And I remember saying "It's about probability. If you look at buying a lottery ticket, you 

have a one in fourteen million chance of winning. It's very unlikely. " But he said "Oh 

yes, I know I will win the lottery one day." And the whole attitude to life was so 

unrealistic and then I was like... then I get frustrated and I think "Oh, for goodness 

The quality of the relationship was seen to impact on the clinician with a good 

relationship giving participants a feeling of job satisfaction. 
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"7 TMgoM //ee/ A(%pf er m f / " / M a (/ogr a W 7/gg/ /Aaf /';» o6/g cfo 

fo/Mef/zmg ̂ oj^/ffvg aW^mc^caZ mfA fo/»e6o(/)/. ^ W / fAg a/fo ̂ ggZ fAaf 

fAgy.. ^^Agj/ are a6/g fo Jb ŷomĝ Amg awfacA/gvg, fAg» fAey/ggZ^wzfg/̂ oj-zYzva a6o«f /A " 

fprcp.- j70-j;49 

Participants recognised that the relationship had specific worth to older patients who may 

have little prior knowledge of current health services and concerns related to earlier 

health care experiences. The relationship was felt to benefit the older patient, through 

putting them at ease, establishing trust and facilitating information exchange. 

"7 WfA fAg g/(jgr(y rg^M/rg fo gfgvg/op a 

/» coMMgĉ /oM m/A 6gca«^g a /of /^gofi/g 

arg vg/y wa/y, m/Mg fAg/M Am/g vg/y Zz/f/g (/gaZmg fAg Tfea/f/z .S'grvfcg oW 

W7M/M, fo 6g /fOMgĵ f, / WMf/Z ̂ yow 6w/Z(/ wp fAg };ow (foM Y ggf a/w/Z ̂ zcfwrg 

q/̂ pafzgM/3''Mgg<5k." (PrC^.' 72-7!^ 

The value of a good relationship was deemed to have physical as well as emotional 

benefits combining to produce a positive experience for both patient and physiotherapy 

clinician. 

"Owe /Ag... /̂Ag rg/afzowAi^ M (/gWopgi^aWf/wf zf g j ^ f a 6 Z M / z g ( / w g . y o fo 

^gaf. Bgcawĵ g zAKfgâ Z q/̂ Zz^mg fAg;» z{p fAg)/ wg ybrj/OM, am;zo«â  fo AgZp 

)/oz/. " (?rC2.- j20-

Participants felt that the relationship helped the patient to see their physiotherapist as 

human, engendering more trust and confidence than professional qualifications alone. 

This in turn affected the patient's likelihood of complying with treatment that may be 

difficult, hard work or uncomfortable. One physiotherapist described her relationship as 

a kind of camaraderie, of "being in this together". 
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"7 f/zmA: a jpaf/gMf/gg/f fAgj/ ca» gef fo TMg evgM Zf Ae Twg w/M/M /MaAef ybr a 

co/?^/Ya6/e, forf q / " z f way^g Zĝ y a c/zorg awZ ^ 

zf gg/^ fowg/z f/zof ̂ Ag)//gg/, j/OM A?zow, wg CAM cwTy OM, wg caw forf f/zM oz/f." (?rC7^.' 

7P<^-20/; 

Participants also &lt that patients beneAed 6om a good relationship in the same way that 

they did, it being human nature to want to like and be liked. 

Value to the health service was also felt to come from a good physiotherapy 

clinician/older patient relationship. Although participants could not provide hard 

evidence of this, their perception was that a good relationship enhanced patient 

compliance and had the capacity to speed recovery. 

"7f/zzM^^afzgwfj: /caM (/gvg/op a goo<^rg/afzoMf/zzp wzf/z... / o w r frgafTMgMf'j: morg 

6g fz/ccgj^^Z. fAg ̂ ar/zg/z/ WZZ wAgrg arg, /zoif wg 

ywMcZfoM foggf/zgr, fZzaf wg Zzovg goaZj' aW w/zaf wg'rg ivorAjMg fowarck awZ f/zof fZzg 

jPAfzgMf w/%Zgrffaw6 fAaf /'TM worAzMgybr f /zaf^afzgnf6g»^^ /'ivz MOf ĵ g/zYMg arAzfra/}/ 

goaZ^ wglrg x'or^Mg fow/wdiy a_/z»aZ owfco/Mg, fZzg /zwaZ goaZ <7»(Z fZzof it'gyg (ZozMg fZzaf 

foggZ/zgr aM(Z ZZzof ̂  WTWgZZzzMg ZZzaZ fZzg /?afzg»Z Zzof (ZgZgTTMZMgf/ awZ /'/»Zzg^pmg aW 

ĵ vRporfzMg f/zgTM z» f/zaA (?rC7^.' 

Participants also gave examples of where poor relationships affected the morale of 

physiotherapy clinicians and the multidisciplinary team. Similarly complaints were felt 

to arise more often from situations where communication and relationships had been 

poor. 

4.4.4 Professional Power 

Participants recognised a hierarchy within the relationship that could put the patient at a 

disadvantage. The physiotherapy clinicians saw themselves as having the power in the 

initial stages of the relationship, seeing the patient as disadvantaged by being in a foreign 
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environment, often without their own clothing, feeling ill or frail and having the false 

expectation of being "done to". 

W come m fo fAw a /of fAe/M w g vy/zefAg/" ^ OM 

//ze war A or fAg ow(pafzeMff "wAaf are fAey gomg fo fo me?". 7 fAmA ĵ/ow Aave fo 

Z(fe»^ fAaf aj' we/Z, fAaf fAere^y a_/ear m fAaf/?erwM a»(/ ̂ yow've gof fo f/y aMcf m a ^ 

f/ze/M yeeZ co/?^rfa6Ze /zra'A " (?rC7.' 

Pre-existing beliefs about hierarchy inherent in the health service institution were felt to 

impact on the clinical intervention. The relationship was always initiated and usually 

terminated by the physiotherapy clinician at the end of the episode of care, and although 

they aimed for equal partnership to direct the course of the intervention they were unclear 

as to whether this actually occurred and, if it did, whether that constituted a shiA in the 

balance of power within the relationship. 

"7 ^ f/ze jAiZZ q/̂  f/ze /̂ racfzfzoMer fo f/y aW gz/ẑ fe f/zaf jprocej;̂ ', gz/z<je(f m a way 

f/zaf aZ/oW:? f/ze oZ<jer /)erfOM fo 6e /)arf q/zf - aâ  q̂ Tpoâ ecf fo 6ez»g foWZy (Zzrecfê Z 6)/ fAe 

/̂ rac/zfzoMer aW 7 f/zzM^ f/zaffAe reaZ ftzZZ. 7 f/zzM^ fAere 'j'... ybr ZMferveMfzoM fo 6e reaZZx 

.yz/eceĵ ^^Z/br goaZf fo 6e ac/zzeved^ Ẑ Zzere »eed[y fo 6e a reaZ fe^fe q/^par^erfZz^. v4W7 

//zz»Â  /Aa/^ o/7(k acAzeveisf z/̂ Z/ze oZfZer^erfow zĵ  j^z^orfe<y zM 6ez/zgj^arf q/fZzaZ 

reZa/TOMf/zzp aA%Z zâ  eMcowrage<y zM Z/zaf (yZreeZzoM ̂ o/M f/ze very 6egz»MZMg. L/mm, aW 

fZzaf̂  wAere fZze reZafzo/wZzzp comef zMZo zf. " (TTCJ." 

However, some participants felt that sharing power through partnership was not always 

an option that the older person wanted. 

"...6wZ ĵ oTMê aZzeTzZf, j/ow wzZZ »ever gef fZze/» Zo f a ^ coMfroZ q/zZze reZzaA^rocef.; »o 

maffer Zzow Zzar̂ Zj/OM fzy." (?7(C7 j." 

Participants 61t that the issue of institutional power took a particular slant in older 

person's medicine noting that older people had grown up in a less questioning age, more 
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accepting of the medical establishment. Participants 61t that as their generation aged 

they would take a more questioning stance and be more willing to take a proactive role in 

their own healthcare. 

^gc^/g aW wAzZff / wg'rg TMovmg myay ̂ /roTM fAg ggMgrafzowf wAo p/agg ^Ag/r 

go/w«ZfaMf;y o» a fgZ 7 fAgrg ggrfam^y g/g/Mewf »/»/», (/wfaMgg 

6gA4;gg» oZcfgr /)gqpZg oW /Mg(f/ca/ ̂ mgf;fzo»gr& " (PTUJ/ 2&&2P.^ 

4.4.5 Pre-existing factors 

Participants identifed various Actors that were intrinsic to the physiotherapy clinician / 

older patient encounter that had the potential to impact on the relationship. These were in 

addition to specialist pro&ssional skills. These factors included the pre-existing personal 

belief, attitudes, socialisation and e)q)eriences of both the older patients and 

physiotherapy clinicians, the frame of reference within which the intervention is 

delivered, gender, professional grade and e^gerience in older persons' medicine and the 

environment within which the intervention occurs. These factors are also illustrated by 

participants' explanations of what makes a relationship good or bad and through their 

views of the specific characteristics of relations with the older age group. Some service 

issues were also felt to impact on the relationship, clinical intervention and outcome. 

The personal characteristics of both physiotherapy clinicians and older patients were felt 

to be an intrinsic factor that influenced the relationship and engagement with the 

intervention. Although the majority of encounters were seen to be good some were felt to 

be compromised. 

'7b;/ (A) Am/g /Ag cAwagfgr rgaZ/)/ (/o^Ygg/ OM WfA Ak/fY 

ay M/g/Z." (?rC7.-

Factors such as patients' limited compliance with treatment and personality clash were 

feh to contribute to poor relationships. Physiotherapy clinicians 61t conGdent that these 
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problems originated with the patient as poor relationships with patients were not a 

common problem in their daily work and other stafF working with these patients reported 

similar diGGcukies. 

"TTzgrg'f wAo a ve/y ^ gve/yfAmg fo fzy fo awfagoMMg 

oW aw/ Ae a// f/za owemwef aW zf 

worA:... Tbw'vg gof fo TMwc/; 6g w/ze» m fAaf 

f/rworAow. " (?& 77-% 

"TTzere 7»qy 6g aw êrâ oM wAo M7M7M, a ^wrzcwZw a ̂ gr/zcw/ar (xpg 

q / Ag/zovzow wAzc/z zf /Morg ybr f/zg/M fo a rg/afzo»f/z^ «/»/» /^arf q/" 

f/ze ̂ Aerapgw/ic^rocg^j, f/gjpzrg f/zg 6gj'f gj^/ly q/̂ f/zg j'AzZ/gc/^rac^fzoMgr ...fo gMgagg 

rAgTM." (?7. 

However, participants appreciated that their personal characteristics also had the capacity 

to impinge on the quality of the relationship. 

"Jif 'f f/zg ̂ grfoMaZzfy 6zf 7 f/zz»^ Bwf ẑ  ca» /Ma^ or ArgaÂ  a frgaZwgMA 7 f ' f f o vzfaZ." 

(PrC2.- ^P7-^P6^ 

Other Actors leading to poor relationships were patients having outspoken views in 

contention to those held by the treating physiotherapy clinician such as racist or sexist 

attitudes. Participants felt that little could be done to mitigate these factors and dealt with 

them by withdrawing from the situation either by referring them to another physiotherapy 

clinician or withdrawing into a purely professional stance and reducing treatment time 

and length to an absolute minimum. 

'7 7Mga» jxow /zavg fo 6g /zo»gf^ a6owf /̂zz& /zavg f/zaf j/ow rga/(y Y cfo 

foo wg/Z W /̂z z f^m6a6 /y af wg/Z fo fwap, fo af&̂  aMof/zgr fo ĵ gg f/zg/M." 
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Other patient related Actors were more likely to seen syn:q)athetically and worked 

around. These included patient reluctance to engage due to poor physical or mental 

health, cognitive problems and unrealistic expectations. 

q//Mrncf oW "OA MO, /cawY cfo fAaf" 

jyow Awow, f/zaf j'orf q/^perwM. UyMTM, ' j ^ a goof/ rg/afzoMf/zzp mfA 

j'OTMg, Am;g fo a " (PTC^/ J-

Rarely the reason for a poor relationship was seen to stem from the physiotherapy 

clinician. These reasons were mostly considered to be extrinsic to their persona but 

included inappropriate timing and approach and lack of experience. 

f/zgrqpwf MM? a co/M7Mw»;cafor or /Ag}" Aavg a or 

wAafgver fAg}" TMfgAf Mof^gg/ ggMgm/(y cAaAy... " (PrCJO; 

Sometimes poor relationships improved as the episode of care progressed. Early 

problems were mainly deemed to be due to service constraints, in particular early on 

when the patient was anxious. 

"7 TMgoM.... pgqp/g org vg/y ĵ frgj'ĵ gff o» aw mf/fa/ vwzf, ^grAopj^ a /of q/̂  

aW fAmgj' a W fA^'rg a mfoZgroMf." 772-774^ 

The underpinning approach or frame of reference within which the clinicians practised 

was felt to influence the relationship. Most physiotherapy clinicians in this study 

described a holistic, psychosocial approach rather than a reductionist, medical model 

route. All described a personal philosophy that underpinned their approach to their older 

patients. Seeing and treating the older person as an individual and with respect was the 

most common perspective along with honesty and treating them as you would like to be 

treated. One participant felt that her approach was driven by her religious beliefs and 
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some others referred to negative incidences experienced by themselves or older relatives 

as motivators to good practice. Some participants related their management of older 

patients to the way they perceived their older relatives and felt they afforded them similar 

respect in the clinical arena. 

AgZ/gver m /M)/, /W foy /My re/Me/MAgr /Aaf 

TMOfAgr MOf ve/y we/Z vvAeM j'/;g waj' /// aW m Ao^zW. Tw 

qp!pa/Zmg^ aW/j'a/cf /wowW Mever /;Ae fo fgg e/fg frgafec/ 

fAarf (y / Am/g /Aa/ M a/ a /gvg/ zAaf 

ca/7 fnwf mg." (TTCP.-

One participant felt that her approach was purely in&rmed by her physiotherapy 

professional persona. 

"... };o« we fAgrg a fo f;?^mvg f/zg 

COM m a way fAaf w rg/gvoMf̂  fo fAg/M ..." (7^7(77 j." 

The age of the patient was considered less influential on the relationship than the type of 

therapy intervention required. Relationships were considered to be more important in the 

rehabilitation of people presenting with multiple healthcare needs requiring in-depth 

assessment and longer-term management with therapy geared towards multiple goal 

achievement. Although this occurs &equently in older person's medicine it was also 6)t 

to occur in other client groups such as paediatrics and younger person's rehabilitation 

units. In all these client groups a good relationship was seen as a precursor to 

recommending the considerable life style changes required in adapting to disability. 

"(FffA fAg g/f̂ grZy fAaf m orcfgr acA/gvg fAe/r 6gj'f MonMa/Zŷ yow 

(/o Mgge/fo Am;g fAaf fg»(6 fo 6g^gop/g... [//»/»... TMorg co/?^Zgx 
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w/zzcA /MOff q/" fAg Day f/bap/faZ Aarvg, fAey Aovg gf̂ Agr a OM 

fop q/^grAapj^ a^acf^rgc/ »gc^ q/[/^/MW awf/ fAgr^rg /f{y a forf q/̂  /f ̂  a vg/y w/»7M 

AoZWc^roA/g/M... " ^ r C ^ / 

Relationships with patients presenting with single impairments were described as more 

impersonal. For example, the relationship with patients seen on a single impairment 

driven intervention such as measurement 6)r a walking aid, was not cultivated to the 

same extent. Participants described these relationships as cursory and not requiring the 

same amount of involvement from either the patient or themselves. 

" S'o / w/fA fAofg j^a^gMfw/zo arg ̂ gr/zapa^ co/MZMg z/z owf y fo 6g /MOMZforĝ f 

aW/7mgrgj^^g(/ fAg rg/afzow/zzp zf c/zĵ ygrgM/̂ , (/gpgw/gMf OM fAa j?afzgMf a W f/zgzr /zgggk." 

Participants varied in their views as to whether the gender of the therapist had any ejBkct 

on the relationship. Some participants felt that it had little impact. Others felt that gender 

was influential in individual cases with one male participant holding more sexist views. 

/MgM //Ma/g ̂ afzgMff / gg»gra/^, / /yy a W Zgavg fo f/zg /aa^zgj' //g/Ma/g ̂ /zyj'zof/zgr<%y 

^ fa^ . Mg/̂ ZzAe/a^yzgj:. ^7waj'a^afzgMt/wowZ(/MYwaMf/Mg, a/rzg/zf? /Wwa»fj;o7Mg 

Azz-f̂  co/MZMg z» fo fgg 7»g." (PTC^.' 

"v4g/«a/(y 7 Y f/zzM^ zf zyza^f a (/z^rgMcg TTzgrg ' j /̂ a/zgM/f 

wAo, ̂ gr/zapj^, ĵ omg q/̂ fAg vg/y 6/w^z^g rngM ̂ gr/zapa^ q / ^ ' / ' /» Mof 6g 

foZcf 6y Agr " zf M vg/^ rarg. q/̂ //zg /MgM z/̂  ,yyzwf a gwgâ fzoM q/^f/zgm rgaZzfZMg 

agf«a/(x AwoM; wAaẐ '̂ow 'rg fa/AzMg a6owA " 

Pro6ssional grade was only found to be an issue in the levels of engagement with the 

relationship between qualiSed physiotherapists and physiotherapy assistants as 

previously identified. Differences in grade within the qualified physiotherapists was less 

important than age and experience in the field of older person's medicine or other longer 

term rehabilitation settings. As the age of the treating physiotherapy clinician 
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approached that of the older patient the potential for misunderstandings between them 

was lelt to be reduced. 

gjpgcW/y a ve/y 

ggMem/fOM <;̂ gveZĉ f af gef oZafier. / 7Mga» mf/z fAe g/ffgr/y, j/ow z/̂ yow 

ca» fo/t g6owf fAmg; Â gppgMĝ / m fAg z/̂  fAg)/ coM a6o«^ ca» f/zow 

a A»oWga^g, a ///^/g 6/^ wMf/gry/aMf/mg; / fAzMA;/ Agj^j'. Tif 6g g'wẑ g 

cff;()9cwZf, ybr ĵ o/Mg q/"fAg rga/(y jyoMMg, Mgw(y gfwa/f/fgfy^A};^zo.;)/ow /zovg, /z^ a 

f/zrgg-ggMgrafzoM gcpybr f/zg oMybZAs'. " (?rC&.- 26^-276)) 

The community physiotherapists felt that the environment influenced the relationship that 

developed between them and their patients, feeling that the balance of power had shifted 

as they were on the patient's territory. They felt that this made them hold back in taking 

the lead in the relationship but did not think that the patient &lt any more empowered. 

"Tif (fogĵ  cAangg. Bgcawfg wAg» j/OM fgg f/zg/M af Aomg };ow arg ako a gwgĵ f ZM f/zgzr /zo/»g. 

5'o zf &»gĵ  c/za»gg f/zg Wa»cg j/ow caw V r w f A z» "Z,gf .y /oot af jyowr 

gxgrczfgj'" rwĵ /z owf orgam z/̂ )/ow rg ZM ĵ o/Mg6o(̂  f /zozMg awf/ fAgj; waMf fo fAow _yow 

rAg j7zcfwgf q/^fAgfr graWcAz/a5^g». TTzof Aay 6g vyAaf )/ow Yg (/omg." (?rC8.' 

^7-P7; 

Experienced physiotherapists working in the community had worked with some 

individual patients for many years and built up relationships that, whilst remaining within 

the professional bounds in that they existed purely to deliver physiotherapy, were 

described in more Mendly terms. These physiotherapists describe sharing personal 

in5)rmatioii, 6 r example about 6mily on a basic social communication level and not as a 

means to 6cilitate treatment or to encourage patient con^liance. However, these 

relationships were more likely to have their boundaries challenged with patients asking 

physiotherapists to undertake tasks outside of their physiotherapy remit. 
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"/ /MgczM r o r M g g f Z / Z f / g /Amgy //& "Ca/7 ̂ yow a Zg%r? " "Caw };ow 

wx^rgfcr^fzoM " fo «/»/», "Ca» )/0M fo /Ae ^kcforybr TMg a6o«f fo? " or 

"Caw }/o« fAg wwrj'e fo ca//? " TTzoĵ e a^orfj' q/fAmgy w/ifc/; areywff forf q/ 

vergzMg OM. .. v4M(/ q/"cowrfg, o»g q/̂  fAe f/zmgy w ĵ gqpZg coM gef gw/fg dgTwaWmg 

i/"fAgy Yg ZoMeZy. " (PrC&.' 7^J-7JQ) 

Most participants were adamant that they entered the relationship with older patients 

exactly as they would with younger patients. However, factors such as the past health 

care experiences of older people, older patients' fears about health services and the way 

they might be perceived and treated by virtue of their age were factors that physiotherapy 

clinicians felt they took into account when working with older patients. Similarly, earlier 

life experiences and the possibility of more entrenched life styles and behaviours in older 

people were felt to influence the relationship both positively and negatively. 

' / j-o/Mg q/̂  6g gjg^grfgMCgf mfA ̂ rq/gj'j:fO»a/f 

/fgaZfAcarg fAaf caw /zavg a 6gwmg OM rgacf Zo )/ow. / 

j'OTMg q/ zf 6g oAvmwfZy rg/afg^Z fo f/zgf/- ̂ of/zoZogy aŵ Z wAgfZzgr fAg}; Aavg a 

(Z^Mffg (ZZagMOffj', lî AgfAgr fAgj/yg Z» a ZoZ q/pam, a W zAaf Z/̂ zAg)/ AgZZgvg ̂ /ow'rg going Zo 

co/»g Z/z câ Kfg fAg/» /worg /?aZM Âg/? /̂;aZ can ZaAe ZoMger Zo ggZ ovgr Z / ^ a Z Z f ^ r g 

}'ow CAM gĵ Za6ZZfA fAg Znŵ f. CgrZafMZy wZfA ZAZf agg groz^ Aavg Zo wAoZ^ goMg 

6 ^ r g . " (?rC7Z.-

The physiotherapy service for older people was felt to have particular components that 

set it apart from other health care provisions. These were continuity and time. 

Participants felt that the continuity afforded by the relationship between physiotherapist 

and older person was peculiar to physiotherapy and assisted in the therapeutic process. 

Participants felt that whereas medical staff were not often available and nursing staff 

changed shifts, the patients were able to develop a consistent relationship with their 

physiotherapist with whom they had regular appointments. This was felt to assist with 

the practical issues of information exchange and to improve trust and rapport. Continuity 
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of physiotherapist, treatment place and time were all felt to be important. The length of 

time spent with the patient was also felt to differentiate the physiotherapist/older patient 

relationships from those of other healthcare professionals. Both the length of time spent 

with the patient during each treatment and the length of the episode of care were 

considered important to the development of the relationship and the way in which the 

relationship could enhance the intervention. 

'7 we Zim/Ay wg Aove wfz/aZ/y owe or, 

fAgrg f a fAew, or fAgrg f f/zz-gg wg Aovg, _yow 

o goo(f fz/Mg f/zgrqpy Wtz/zg fo f/zg ĵ afzgMf, j/ozf Dgve/qpzzzg f/zzĵ  

rg/afzozwA^, A»ow aw/ owf, Awow, w/zaf f/zgy Yg ZzAg, w/zaf f/z^ rgapoW 

fo, w/za/ /̂zgzT- goaZf arg." (PrCd.-

Most participants felt that occupational therapists had similar relationships with older 

patients as they had similar requirements for information and patient collaboration in 

therapy. However, physiotherapy clinicians felt that their relationship started earlier in 

the episode of care and they may be more established as a key-worker before the 

occupational therapy intervention starts. 

4.4.6 Professional Factors 

A number of professional factors were identified that were specific to the physiotherapy 

clinician / older person clinical intervention associated with healing. Although these 

were not obviously connected with the relationship, the way in which most physiotherapy 

practitioners work means that these professional factors can influence and be influenced 

by the relationship. 

The professional components that set the physiotherapy clinician/older patient 

relationship apart from other clinician/older patient relationships were felt to be touch and 

specialist physiotherapy skills and knowledge. Other professional factors impacting on 

the clinical encounter were pro6ssionai boundaries. 
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Touch was seen to have several components and certain types of touch were particular to 

physiotherapy. Other health care professionals were considered to share some of these 

components. These included social touch such as shaking hands, personal touch such as 

placing a com&rting hand on a distressed patient and care touch relating to personal 

activities of daily living such as assistance with washing and dressing. Treatment touch, 

involving a more impersonal kind of clinical intervention such as giving injections or 

bandaging, was 61t to be the domain of doctors and nurses. However, two main types of 

touch were considered to be entirely within the realms of physiotherapy and of particular 

relevance in older person's rehabilitation. One was facUitatory touch used in specialist 

physiotherapy procedures such as stroke rehabilitation where movement is facilitated 

during treatment. The other was therapeutic touch including such activities as passive 

movements, supporting limbs during exercise and placing a hand on a muscle to 

demonstrate where movement is required. Assisting older people to mobilise could be 

considered a mix of therapeutic and facilitatory touch. Diagnostic touch was felt to be 

used alongside therapeutic and 6cilitatory touch as a means of continuous assessment. 

However, diagnostic touch is not specific to physiotherapy, being used by other clinical 

pro6ssions. 

Although participants considered touch to be a clinical and professional skill, many used 

social and personal touch to facilitate and develop the relationship and pave the way for, 

perhaps the more intimate, therapeutic and 6cilitatory touch within the treatment 

intervention. All participants were aware of the potentially threatening nature of 

therapeutic and facilitatory touch to the patient and used the relationship to facilitate 

patient comfort with this. Both physiotherapists and physiotherapy assistants identified 

using all these types of touch. The type and amount they used depended on the emotional 

and physical needs of the patient and the role of the clinician, which varied between 

units. 

f/zg/r /zoMf/ or evgM f/zg/r Zgg. ^4W / fAmA: ywff a a/W a morg 
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vg/y mfzTMOfg awf fAgfr jpacg A/g gjpgcW(y WfA fAg 

jpgffgMff wAo };oM /zorvg fo ggf m rgaZ/y c/ofg a W rgaZ/y gw(y awf/ rgaZ/y W7»7M, wAgM 

fA^yg WM6fgryfa»(;̂ mg wAafly gomg o» a /of q/'fAe fz/Mg." 

"7 wowẐ / wfg fAg focW (xpg fowcA ̂ f A ^ wgrg crymg or forngfAmg fAg» ̂ /̂ow wow/<f 

Ao/f/ f̂ Agzr AaW or /)wf jxowr arrmf oroMw/ fAg/r fAowWgr or wAafgvgr. Tgĵ , ybr /Mg / wowM 

/?grAapĵ  zŵg fAgrog)gwfzc fowcA gwffg a /of/ztyf ̂ r g ( y Agcaiwg q/fAg â orf̂  wor^/wowZc/ 

&), forT q/ Am;g /My AaMd!y o» fAg ̂ g/vM wAz/g wg'rg (fomg fo ffoWmg or wAafgvgr 

6wf m grMffg a jpgcf/?c fo yac/Zzfafg a jpgcz/fc acfmfy." fPrCJO. 

Specialist physiotherapy knowledge relating to the use of physical modalities to optimise 

mobility and function was also felt to distinguish physiotherapy from other health care 

interventions. Participants &lt it was inqwrtant to establish the role of physiotherapy 

with their older patients and often used their good relationship to e)q)lain this. 

"7%g ofAgr ^Amg fAâ  / rAmÂ  fAey »gg(/ fo A»o)i/ M g%acf(y wAaf };ow caM c/oybr fAg/w 

wAarf _yowr ro/g M m fAg Wcfgr jpzcfwrg. " 

The physiotherapy clinicians all identified boundaries to the therapeutic relationship. 

These were usually set by the individual clinician and informed by professional codes of 

conduct, Trust guidelines and personal preferences. These boundaries varied but all 

related to the length and content of the intervention and the depth of the relationship. In 

most cases the boundaries relating to treatment (content, timing and length) were 

explicitly identified and set by the physiotherapist during the episode of care. However, 

the relationship boundaries were more tacit with the physiotherapist continually making 

personal judgements about how far the relationship could and should move between 

professional and personal elements. This might vary between patients. 

"7%grg (Z fo wA/cA, yoM woM/c/ go. //»go» 6gco/»g 

^ / g w ^ owfj-ẑ /g fAg g/m/mZ ̂ yĝ /zwg." (PrC^.-
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"TTzere are wAgre caw 6g vg/y g a ^ fo 6/w f/zg gd^gj", wmm, jparfzgw/ar(y 

f Agrg org (/[((̂ rgMggj'm gA^gc/a/zo» 6g/w/ggM x/Aaf /̂zg ̂ a/zg»/ ejiĝ ggZa" a»(/ ŵ /zaf f/zg 

f/zgrcpMf f/zzM^ M acAzgva6/g. &/;»/»... zf'̂  (fzj^cw/f 6ggaz/j'g 7/eg/ fAaf ^̂ yow gzvg foo 

ZMWcA q/̂ );o«/'ĵ gy f̂Ag)/̂ ggZ fAg}; AMOwjyozz foo lî gZ/, zf caw 6g (fzj^cw/f fo Aavg ZMorg 

oZygĝ zvg c/zfcwĵ fzow a6oz/f j^rogrgj^^ aw/^roA/gmj'." (?rC73.' 7^7-7 

Some patients were 61t to display power within the relationship when they challenged 

those boundaries. For example, some patients refused to engage with the relationship or 

the intervention as the physiotherapy clinician expected. Other patients were deemed to 

be manipulative within both the relationship and in gaming the treatment they wanted 

rather than the treatment the clinician wanted to give. There appeared to be a Gne line 

between negotiation leading to partnership and patient choice and patient behaviour that 

participants felt overstepped these boundaries. 

"... OMg /z/fZg f D /farAzwoM f Dzj-ga^^ wAo z/ĵ ĝ f fo zf z^o;z Azz)tyg f̂Aaf Ag 

waMfg(f fo gzvg /»g a o» Âg cAggÂ  ẑ /Mwz, yztyf o/zg / fAowgAf "[/i?zz» ̂ Aw zf gg/fz»g fo 

fAg j70ZMf fAof fAzf z&..^grAapf /Am/g fo fo fozMgoMg g/â g ... /yztyf zzz)/ (/zffaMcg <yo 

Ag ^gw / gomg fo Azzw awf zf /zng." (TTCJ J." JJO-J 

Relationships with patients who consistently 6iled to stay within the boundaries were 61t 

to be bad. 

4.4.7 Impact on Clinical Outcome 

Timely, appropriate and skilled clinical intervention was considered to impact on clinical 

outcome in its widest sense. Although cure was considered the ultimate outcome 6r 

physiotherapy treatment, participants felt that in older person's rehabilitation this was not 

always possible and the role of the therapeutic relationship was considered to be 

inqiortant alongside treatment in optimising health gain and quality of life. 

'%/Mg /̂ Ag ̂ afzgzzAy jxoM ĵ grAapĵ  Aavg fAg 6gff rg/afzomA;^ wzfA arg ̂ afzgMff ̂ Aaf rgaZ(y 
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fAerg zjTiY vg/y fAaf ca» 6g 6fo»g 6wf fAe}' are vey^ g r a f ^ Z / b r Z/ff/g cam 6g 

acAfgygg^ /Wg 6;f g%fra zW^gWg»gg, fAo^g g x f r a w e v/faZ fo fAg/M 

f/zaf Âe rgZaffOTwA^ zf (^e/i ve/y goo(f anyway." (PZC^. 272-27 

The term therapeutic relationship was familiar to, and used by, all participants. All were 

happy to use this term to describe the relationship that occurred in the clinical setting 

with older people although none felt that the relationship was inherently therapeutic in 

the absence of physiotherapy intervention. However, some participants felt that where 

older people were lonely they could receive some health gain from the relationship in 

isolation although this was not speciGc to physiotherapy. 

/of q/̂ fAe o W e r w e , w/M/M, gwffe /owe/y aW fAe)/ are ZootzMg/br /wore f/zaw 

fAerc^. yacf 7 m fo/we //w/awef, w ̂ z/ffe ĵ ecoMakf/y; /Agy are /oot/zzg 

ybr a foc/a/ cowfacA " 

All participants felt that a good relationship impacted on outcome, as communication, co-

operation and carry over were better. A good relationship was felt to impact on the 

quality, choice and speed to achieve outcome. Participants &lt that rehabilitation time 

could be reduced when a good relationship was established, as the patient looked forward 

to seeing the physiotherapist and could concentrate on the treatment within a mutually 

comfortable encounter. Similarly, patients were felt to work harder to please the 

physiotherapist and to have more faith in their clinical abilities when the relationship was 

good. 

"/yyowZfZ fay fAaf TMaÂâ  ŷe/we fAaf ^̂ /OM Aave goo(/ re/affo»j^A^ mfA fAe paf/ewf };oM 

are more fo Aave a» ej^cfzve... ̂ /OM're more Z/A%(y fo co/MmM»;cafe WfA fAem we//. 

7%^'re more //Ae/y /o eommMwea/e we// wzfA /̂ow, wA/cA ^ro6a6^ more ;/)^orfa»f. 

v4Mi77fAm^)/o«'re ̂ ro6a6/Y more aware aW Aave a 6e%r â fg.yj'meMf q/f/ze Areâ AA q/̂  

fAe/r Mee<& aW fAaf W / z/^rm fAe.. fAe afĵ eâ fmeMf aW freafzMeMf /)roce.yf, 

WAm ̂ /̂ ĵ /ofAer<%y mfAm wmm fAe ofAer 6/oma/Mf wA/cA may m/aef Zr/gger 
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aj'fgj'j'/MgMf... fo ofAer ogg»c;g& S'o f/ze rg/afzowAzp w goo<^ fAe /ofaZ owfcoTMe 

ybr f A e 6 g 6g^gr Aecowj'g q/"fAaA " (PTCJ.' 

4.5 Conceptualising the Relationship within the Physiotherapy Encounter 

Participants identified the relationship as being integral to and influential throughout the 

encounter. It existed alongside and because of the clinical intervention. The aim of the 

clinical intervention was to promote healing. In turn, participants felt the speed and 

extent of healing was influenced by the quality of the relationship. An encounter that 

comprised a good physiotherapy clinician / older patient relationship, appropriate and 

timely clinical intervention and effected healing in its broadest sense was considered an 

optimum encounter and something to strive for. The optimum encounter was described 

as one that promoted partnership, good clinical outcome and satisfaction for all parties. 

This is illustrated in figure 4.3 and forms the basis of the first model arising fi-om this 

research which places the relationship within the physiotherapy encounter from the 

physiotherapy clinicians' perspective. 

The relationship, clinical intervention and healing emerge as the three main categories 

from the data gathered from physiotherapy clinicians. 

Figure 4.3 Model la : Placing the Relationship within the Physiotherapy Encounter 

The Relationship exists alongside and ^ The Clinical Intervention The Relationship 
because of ' 

The Clinical Intervention 

influences a: 
influenced by 

Physiotherapy 
Encounter 

A 

Healing 

aims to promote 
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This model was developed by further analysis including constant comparison and axial 

coding of the three categories to identify three concepts (Figure 4.4). These are: 

The Intrinsic Influence 

The Professional Effect 

The Human Effect 

Figure 4.4 Model lb : Conceptualising the Relationship within the Physiotherapy 
Encounter: 

The Intrinsic 
Influence 

The relationship The Clinical Intervention The relationship The Clinical Intervention 

Physiotherapy 
Encounter 

The Human 
Effect 

The 
Professional 
Effect 

Healing 

In accordance with grounded theory method, these three concepts are defined. 

'The Intrinsic Influence' is defined as the intrinsic influence of the organisation, service 

delivery and the inherent characteristics of the people who deliver and receive that 

service. It includes characteristics such as the values, attitudes, belief and socialisation 

felt to be pre-existing in both physiotherapy clinicians and older patients. It also includes 

continuity of personnel during service delivery and inherent professional and institutional 

power and hierarchy. This concept has its origin in the Relationship and Clinical 

Intervention categories. 
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'The Professional Effect' is defined as the specialist knowledge and clinical skills that the 

physiotherapy clinician acquires as part of their professional training and brings to the 

encounter. Such clinical skills may be physiotherapy specific. Their application may be 

specific to the older patient group. It is informed by the professional codes and 

boundaries within which the physiotherapy clinician works. This concept has its origin in 

the Clinical Intervention and Healing categories. 

The concept 'The Human Effect' derives Irom the Healing and Relationship categories 

and is defined as those personal rather than professional characteristics, including 

communication skills, empathy, respect and trust that participants felt they brought to the 

physiotherapy clinician /older patient encounter. 

The links between these concepts and the categories develop the model as shown in 

figure 4.4. 

The seven themes previously identified and discussed (4.4.1 - 4.4.7) inform the 

categories, and hence the concepts, as described below. 

The category 'relationship' comprises the themes existence and course, constituents, 

rationale and value. These themes arise Irom the data relating to the rationale for and 

value of the relationship and the various human skills that the physiotherapy clinicians 

perceive to be important in the development of the relationship - interpersonal skills, 

engagement and respect. The relationship is seen to be part of the 'human effect' of the 

encounter between two individuals and an 'intrinsic influence' in the physiotherapy 

clinician/older patient encounter in that it only exists as a vehicle to administer 

physiotherapy treatment. 

The theme professional power is seen to be an intrinsic influence being apparent as 

hierarchy in the clinician/patient relationship and as a means of exerting power within the 

clinical intervention. Thus it straddles the two categories 'intrinsic influence' and 

'clinical intervention'. 
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Other themes within the 'clinical intervention' category include those pre-existing factors 

that both clinician and older patient bring to the encounter such as attitudes and beliefs 

and the intrinsic service factors of time, continuity and the environment in which the 

encounter occurs. As intrinsic factors these are encompassed within the 'intrinsic 

influence' concept. The frame of reference or professional paradigm within which the 

physiotherapy clinician works appears to be partly defined by the service and choice of 

each individual clinician but it is also informed by professional and clinical factors 

relating to the needs of the patient, the service area and professional experience of the 

clinician. Thus it sits across the boundary of professional and external factors. 

Knowledge, clinical skills and professional boundaries are all professional factors that the 

physiotherapy clinician brings to each patient encounter (intrinsic influence). However, 

the clinical knowledge and skills are adapted to the needs of each patient through clinical 

reasoning skills. This is deemed a 'professional effect'. These clinical rather than 

personal characteristics include physiotherapeutic touch and handling skills. Although 

these are part of the 'clinical intervention', these factors are considered by the 

participants to lead to 'healing' and thus sit across these two categories. 

The category 'healing' arises from the theme clinical outcome and relates to clinical 

outcome, specifically cure, health gain and/or improved quality of life that physiotherapy 

intervention is deemed to achieve. These outcomes are described as varying according to 

the patient's pathology and compliance. Cure is the ultimate outcome and can be 

effected through the 'professional effect' of the skilled qualified physiotherapist. 

However, compliance with treatment is felt to hasten cure and the relationship is seen to 

be crucial to encouraging this. Where cure is neither achieved nor achievable, although 

some health gain may be brought about through the 'professional effect', the role of the 

human effect' through the relationship in encouraging patients and giving them 

confidence has increasing import. In many older patients with deteriorating pathology 

any health gain is likely to be small. Here, although physiotherapy clinicians strive to 

maximise quality of life through the use of clinical skills, the 'human effect' is more 

commonly employed. This is illustrated by the withdrawal of specialist qualified 

physiotherapist skills and the increased use of physiotherapy assistants with highly 
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developed interpersonal skills to work with patients whose main goal is slow 

improvement or maintenance of existing function. 

Figure 4.5 sets out the categories and concepts in a model describing physiotherapy 

clinicians' perceptions of the relationship that occurs between them and their older 

patients. It shows the associations between the relationship, the intervention and outcome 

and the concepts of intrinsic influences, professional and human effects and the seven 

sub-categories that inform them. 

This study sought to explore the physiotherapy clinician/older person relationship from 

the perspective of physiotherapists and physiotherapy assistants. Findings suggest that a 

unique relationship exists between physiotherapy clinicians and their older patients. The 

relationship develops on two levels, both professional and personal. It exists, from the 

physiotherapy perspective, to facilitate engagement with assessment and treatment. In 

doing so it also provides some positive feedback for the physiotherapist or assistant in 

terms of their feeling of self worth and job satisfaction. 
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Figure 4.5 Model 2: Physiotherapy clinicians' perceptions of the relationship 

professiona/ 
power 

Nrinsic Influence 

c l i n i c a l o u t c o m e 

Themes Concepts 
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4.6 Reflecting on the study 

4.6.1 Limitations 

The findings of this study are limited by methodological and practical considerations. In 

pure grounded theory methodology (Strauss and Corbin, 1998a) participants are invited 

to enter the study as data collection progresses to enable the emerging themes and theory 

to be explored systematically. Unfortunately, due to service and ethical constraints it was 

not possible to have free access to the sample and the purposive sample had to be 

identified prior to data collection. However a wide range of views was obtained from 

physiotherapy clinicians spanning the frill range of professional grades, experience and 

work places. Only two male participants, one superintendent and one assistant, were 

accessed reflecting the small number of males working in elderly medicine physiotherapy 

services nationally. During data collection it became clear that it would be useftil to gain 

the perspective of a physiotherapist and physiotherapy assistant who worked together to 

get two angles on one specific service. This was arranged but unfortunately did not occur 

as this particular assistant chose to withdraw from the study. This missing perspective is 

explored in the final observational study. 

The NHS Trust changes in one of the study areas created practical problems of accessing 

staff during periods of service upheaval. This also explains why the sample population 

appears top heavy with Senior 1 therapists. This was caused by staff redeployment and 

rapid promotion of existing staff, some of whom changed grade between selection and 

data collection. 

Grounded theory methodology requires the development and testing of theory arising 

from the data. Models arose from the physiotherapy clinician study data that are tested in 

the following two studies. Testing took take place in two ways. The early theory 

(Models la and lb) was presented to two groups of physiotherapists and physiotherapy 

assistants working in older person's medicine. These focus groups discussed the 

relevance and appropriateness of the theory and added new perspectives to ensure data 

saturation and allowed theory to be developed. Secondly, the older patients' perspectives 
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study and observational study were informed by, challenged and developed the models 

and informed the final theory. 

Another possible limitation of the study is the researcher's previous employment in the 

Trusts involved in the research. These geographical areas were chosen to facilitate data 

collection. It is recognised that some physiotherapy clinician participants had prior 

knowledge and opinions of the researcher. This was particularly the case in one of the 

areas where the researcher had held the post of one of the participants some fifteen years 

earlier. It was considered important to include this participant to complete the sample 

range and, following data analysis this has proven to be a valid judgement as this 

participant added important information to the range of views obtained. However, there 

was definitely some anxiety on the part of some participants to taking part that was 

founded in this background knowledge. Similarly some participants, mainly 

physiotherapy assistants, were anxious about taking part in the research possibly 

perceiving a hierarchy, as the researcher was known to be a lecturer in physiotherapy. 

They also had concerns about the validity of their views, feeling that as assistants their 

views were unimportant. The researcher had to be perceptive in acknowledging these 

anxieties and use sensitive probing interviewing skills to put these participants at ease 

and assure them of the importance of their opinions and experiences. 

4.6.2 Personal Reflection 

As a chartered physiotherapist specialising in the treatment of people with neurological 

conditions in elderly, paediatric and young chronic sick client groups it had become clear 

to me that clinical outcome was not achieved wholly through natural recovery and 

clinical skill and I started to consider the characteristics of the physiotherapist/patient 

encounter. It was apparent that a relationship develops between physiotherapist and 

patient particularly in clinical situations where disability requires long-term management. 

Such management could include assisting the patient and their family to make significant 

changes to lifestyle. The quality of the relationship and the engagement of the patient 

and physiotherapist certainly seem to improve job satisfaction for the physiotherapist and 

alleviate some of the anxiety of the patient. Known colloquially and in the more recent 
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literature as a "therapeutic relationship" an exploration of this irom the perspectives of 

physiotherapists and their older patients became the focus of this research. 

This study was conceived and undertaken whilst the researcher was treating two private 

patients and the experiences of this and past experiences of working as a clinical 

physiotherapist informed the perspective of this research. 

I had been treating one of these patients for many years. This 70 year old woman has a 

deteriorating neurological condition, the symptoms of which are alleviated by 

physiotherapy. Such long-term maintenance treatment is not available under the National 

Health Service. When I started seeing this lady her husband had recently died and she 

lived alone, her mobility and fimctional ability deteriorating slowly, compromising her 

ability to maintain her lifestyle. Over the years she has deteriorated to the point where 

she is unable to perform any personal activities of daily living and has a full time, live-in 

carer and Mend who provides all nursing and the majority of domestic care. Throughout 

this time I have treated her once a week in her own home. 

This lady has a cheerful disposition despite her considerable disability and has many 

friends. Quite early on the relationship moved beyond professional and self-disclosure 

into a friendly relationship. In recent years this relationship has developed into a 

friendship. Several factors have influenced this. Firstly, she asked me to act as her 

personal assistant when she went on holiday. The relationship changed from being 

purely physiotherapeutic to one involving personal care duties of washing and dressing 

and social activities such as eating out and visiting places of interest. More recently she 

has experienced several health crises requiring emergency hospitalisation. As she has no 

immediate family and her carer is a single man, also with no immediate family, my role 

has shifted again, supporting both her and her carer emotionally and practically during 

these times. In this respect my relationship has shifted almost to one of surrogate family 

member and the physiotherapeutic role has become very secondary. Concurrent with this 

her medical insurance stopped paying for her physiotherapy treatment. Although I still 

go in every week to do her exercises and massage and advise her carer on pertinent issues 
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such as safe moving and handling and wheelchair seating this treatment is now on a 

voluntary basis. The relationship has therefore moved, due to circumstances and tacit 

agreement from professional physiotherapist/patient to one of surrogate family member 

undertaking weekly physiotherapy treatment as part of a more holistic relationship and 

role. Physiotherapists in this study noted that they avoided moving away from a 

professional/sharing of self relationship as it created problems for goal setting and 

discharging patients. In this case I made a conscious decision, partly through 

circumstances, to change my role from physiotherapist to supportive friend/surrogate 

family member. Had this lady been treated within the NHS she would have received 

little treatment as there are few goals to be set in such a deteriorating condition and 

discharge can only occur at death, as there is no possibility of improvement or cure. Her 

carer would have been expected to add regular physiotherapy exercises to his already 

busy caring and household duties. Having experienced disability myself in the past I 

know how beneficial this type of treatment can be, even although it achieves no clinical 

goals and this undoubtedly became my underpinning philosophy in the treatment of this 

lady. The relationship between this lady, her carer and myself has been symbiotic. This 

lady has received weekly treatment that she would not have received though the NHS. 

She and her carer have received personal support and friendship in times of crisis and I 

have made two good friends. It would now be impossible to turn back the clock and 

revert to a purely professional relationship. 

Reflecting on this relationship and the physiotherapy clinicians' research informed the 

relationship I made with the second patient. This is a young man with physical and 

learning difficulties who I first treated at a special needs school when I was a paediatric 

physiotherapist working for the NHS and he was seven years old. As he has 

communication difficulties this relationship has inevitably included his mother. She got 

in touch with me again through a mutual acquaintance to ask for some advice following 

an injury sustained by her son, now aged twenty, at college. I started to treat this young 

man during this study's data collection period. 
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Working in paediatrics it is common to find parents of children with disabilities who 

invariably seek more physiotherapy than is available or, sometimes, appropriate in the 

belief that "more is better". My recollection was that this mother had this belief. I 

entered this encounter with two main aims around the relationship; firstly to encourage 

the young man rather than his mother to set the pace and goals and secondly to remain at 

the "professional/sharing of self end of the relationship continuum. This was achieved 

through managing treatment sessions to facilitate obtaining the views of the young man 

and making weekly goals explicit and writing them down in an accessible format for him. 

On several occasions the mother tried to draw me into a more friendship relationship and 

I recognised in myself elements of the anxieties expressed by the community 

physiotherapists managing patients they had known for many years. As the original goals 

were achieved, the young man's mother kept finding more problems. This I interpreted 

as her anxiety that she would be left without any medical support once the episode of care 

was finished. Once assured that she could contact me should any new problems arise she 

was happy with the outcome. Maintaining a more professionally led stance assisted with 

closure of this particular case once the agreed outcome was achieved. 

At the time of the physiotherapy clinicians' study it was fifteen years since I had worked 

in older person's medicine (then geriatrics) and ten years since I had worked in the NHS 

as a clinician, other than brief locums. Since that time the pattern of service delivery has 

changed considerably. Patients are no longer treated endlessly but have goals set at their 

first assessment and are discharged on achievement of these. This, in my opinion, has 

impacted on the depth of the physiotherapist/patient relationship. Despite the emphasis 

on partnership it is apparent that the physiotherapy episode of care is still physiotherapist 

led and physiotherapists tend to remain at the professional relationship end of the 

relationship continuum to ensure they do not get too involved and compromise discharge. 

As the study progressed I started to question the use of the term "therapeutic 

relationship". Why is this relationship referred to as therapeutic? Certainly the 

physiotherapy clinician participants felt there were therapeutic elements in both the 

relationship and the intervention and that elements of both were needed to optimise 
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achievement of goal, outcome and the satisfaction of both parties. However, no 

physiotherapy clinician felt the relationship to be therapeutic in the absence of treatment. 

The three threads - the relationship, the clinical intervention and healing, have formed the 

basis of the models arising from this study. 

4.7 Summary 

This study sought to use the principles of grounded theory methodology to explore the 

perceptions of physiotherapy clinicians of the existence, constituents, rationale for and 

impact of a therapeutic relationship. A purposive sample of eleven qualified 

physiotherapists and four physiotherapy assistants working in older persons' medicine 

was obtained from two geographical areas. Data from interviews, field notes and 

informal observations was analysed to develop models of physiotherapy clinicians' 

perspectives on the relationship that they have with their older patients. These are 

Physiotherapy Clinicians' Levels of Engagement in the Relationship (Fig 4.2), Placing 

and Conceptualising the Relationship within the Encounter (Figs 4.3 and 4.4) and a 

Model of Physiotherapy Clinicians' Perceptions of the Relationship (Fig 4.2). 

The physiotherapy clinician/older patient encounter is characterised by the intervention 

and the relationship that grows up between they two parties. The intervention follows a 

consistent path but the level of engagement in the relationship is dependent on the 

personal philosophy of the clinician, whether they are qualified and how willing and able 

the patient is to engage with the clinician. This relationship is perceived to differ from 

those between physiotherapy clinicians and other client groups only in the rehabilitative 

nature of the intervention and the past health and illness beliefs and experiences present 

in older people. Both intervention and relationship are considered to have therapeutic 

characteristics. Although the relationship is not deemed inherently therapeutic, 

rehabilitation intervention in the absence of a relationship is considered sterile and 

unlikely to achieve active compliance, partnership and best outcome. Similarly, a good 

relationship does not make up for lack of good clinical reasoning and "hands on" 

treatment skills. The development of a good relationship between physiotherapy 
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clinicians and their older patients is considered particularly important to diffuse anxieties 

and promote an equality of partnership that may be a new experience for the older person. 

Physiotherapy clinicians differ in the extent to which they engage in the relationship. 

Qualified physiotherapists are less likely to engage with the patient on a personal level, 

maintaining a professional stance. They will share elements of themselves both on a 

social level and to facilitate patient communication in order to define appropriate goals. 

However, they appreciate the value of a more friendly relationship in encouraging patient 

engagement with treatment and expect their physiotherapy assistants to do this, gaining 

further information in the process that is fed back to the physiotherapist to inform goal 

setting and identify the details required to facilitate discharge. It is not known whether 

patients actively collude with this strategy. 

AH the relationships take place within a broader social and cultural dimension. It could 

be argued that the relationship is therefore both inherently stable, due to the socialisation 

of both physiotherapy clinician and older patient, yet each relationship has the capacity to 

be entirely unique, due to the personal components of each party and the way in which 

the participants relate. It is postulated that small differences within any of these 

components can affect the relationship and thus the partnership, outcome and ultimate 

satisfaction for both parties. 

Following this study and based on its findings, the term "therapeutic relationship" was 

reconsidered. The term "therapeutic relationship" as used in the literature appears to 

relate to the therapeutic environment rather than any inherent capacity of the relationship 

to effect healing therefore, the term "physiotherapy clinician/older patient relationship" is 

used in the following chapter whilst the appropriateness of the original term is clarified. 

Overall, the clinician/patient relationship literature identifies similar findings to those of 

this study although literature looking specifically at the physiotherapy clinician /older 

person relationship is sparse. The particular characteristics of the mode of delivery of 

physiotherapy to older patients having significant past health care and life experiences 
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and attending for assessment and management of problems arising from multi-pathology 

are not currently addressed in the literature. 

It could be argued that the physiotherapy clinicians' perspectives models are relevant to 

all physiotherapist/patient encounters regardless of the age of the patient or type of 

intervention. In many respects this is possible, however the findings of this study suggest 

that such models are only applicable to those situations where there is enough time and 

reason for a relationship to exist. This would preclude one-off physiotherapist/patient 

encounters and those interventions dealing primarily with the hastening of single 

impairment cure. Thus these models are probably applicable to medium and longer-term 

episodes of physiotherapy care where rehabilitation may be complex and require lifestyle 

changes. Other client groups such as disabled children and young chronic sick clients 

could also fiilfil these criteria. The features that distinguish these models are the 

inclusion of patient's prior health care and life experiences and beliefs originating many 

decades in the past. This part of the model is currently only assumed from 

physiotherapists' perspectives. 

Any relationship assumes the participation of more than one party. Thus the perspectives 

of older people who have just completed a course of physiotherapy are explored in the 

next study in order to test and, if appropriate develop these models and further explore 

the role, rationale, constituents and impact of the physiotherapy clinician/older patient 

relationship. The findings of this study are incorporated in to the interview guides for the 

following study exploring the perceptions and experiences of older patients to see if 

similar models arise. 
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Chapter Five 

Older Patients' Perspectives of their Relationship with Physiotherapy 

Clinicians 

5. Introduction 

This study was undertaken between March and September 2002. 

Eleven individual semi-structured interviews were conducted with older people who 

had just completed a course of physiotherapy within the Elderly Medicine 

Departments of the same NHS Trusts from which the physiotherapy clinician sample 

was recruited for the previous study. 

An interview guide was developed (Appendix 5.1) informed by the literature and 

findings from the pilot and physiotherapy clinicians' studies. As previously, a 

grounded theory approach was used (Strauss and Corbin, 1998a) and this influenced 

the participant sampling, data analysis and theory development. 

This chapter outlines the aims and objectives of this study, identifies the participant 

population and sampling processes, data collection and analysis. The findings are 

illustrated by quotes from the older patients interviewed and models relating to the 

rationale, role and constituents of their perceptions and experiences of the relationship 

they developed with their physiotherapy clinicians are presented. A continuum 

outlining these older patients' levels of engagement with the relationships and how 

this relates to the physiotherapy clinician's continuum is also presented and discussed. 

This chapter concludes with a section reflecting on the researcher's experiences, the 

particular limitations of this study and a summary. 

5.1 Aims and Objectives 

The aims and objectives were similar to those explored with the physiotherapy 

clinicians. 
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Aims: 

To explore the views of older people who have recently completed a course of 

physiotherapy within an Elderly Medicine Rehabilitation Service with regard to: 

1. Whether a relationship exists between them and their physiotherapy 

clinicians. 

2. Whether such a relationship could be deemed therapeutic. 

3. The rationale for such a relationship. 

4. What such a relationship comprises. 

5. The course of the relationship. 

6. The factors that impinge on such a relationship. 

Objectives: 

1. To gain insight into the views, perceptions and experiences of these older 

people with regard to the above aims through individual semi-structured 

interviews. 

2. To use the data collected early in this study to inform the theoretical 

sampling and interview schedules in later interviews in order to ensure a 

breadth and depth of participant views and to test and develop the 

emerging models. 

3. To compare and contrast the findings of the two studies (physiotherapy 

clinicians' and older persons' data) together with relevant literature to 

fiirther develop models of the physiotherapy clinician/older patient 

relationship. 

4. To inform theory development through a grounded theory approach to data 

analysis. 

5. To reflect on personal beliefs and experiences and explore how these 

impact on data analysis and interpretation. 

6. To use these findings to identify further topics to explore with the final 

case studies 

5.2 Participant Population and Sampling 

Approval from local ethics committees and NHS service managers was obtained to 

gather data in the four Portsmouth and Chichester NHS Trusts that provide elderly 

medicine rehabilitation services. Ethical approval was obtained to interview eight 
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older patients from the Portsmouth NHS Trusts and four from Chichester. This 

original sample size was based on those used by other grounded theory studies 

exploring patient perceptions (6 -27 patient participants), (Phillips and Woodward, 

1999; Teram et al, 1999; Cook and Hassenkamp, 2000; Backstrom and Dahlgren, 

2000; Stephenson and Wiles, 2000.) Grounded theory methodology requires that 

purposive and theoretical sampling is continued until data saturation is achieved 

(Strauss and Corbin, 1998a: 203). Therefore access to a sample of this size was 

requested from the ethics committees with an option to return for further permission 

should further data saturation be required. 

The sample was chosen from a population of patients being treated at the same four 

Trusts from which the physiotherapy clinicians' sample was drawn. This was to 

ensure that any identified service provisions were comparable. This study was 

undertaken a year after the substantial health service changes alongside which data 

was collected from the physiotherapy clinicians. The four Trusts provide acute, day 

hospital and community elderly medicine rehabilitation services and have dedicated 

physiotherapy services for older people. 

Inclusion Criteria: 

The older people approached to participate flilfilled the following criteria: 

- 65 years and over, i.e. the age at which patients requiring rehabilitation are 

managed by Elderly Medicine Services within these NHS Trusts 

Able to give informed consent to participate in an interview lasting up to one 

hour i.e. no cognitive or learning impairment, no conflision or dementia, 

medically well enough to consent and participate, able to communicate 

adequately in English. 

Completed a course of physiotherapy in the elderly medicine rehabilitation 

service in one of four Portsmouth and Chichester NHS Trusts within the 

previous two weeks. The course of physiotherapy comprised a minimum of 

one physiotherapy assessment plus two treatment sessions as physiotherapy 

clinicians felt that a relationship could be established with an older patient 

during this time. Treatment sessions could have been conducted by a 

physiotherapist or physiotherapy assistant / technical assistant. 
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Preferred Inclusion Criteria 

- Patients having completed this episode of care entirely within Elderly 

Medicine Services of these Trusts (i.e. not transferred from medical wards or 

another Trust etc) to ensure some continuity of personnel. 

Have received day hospital, community or domiciliary physiotherapy rather 

than inpatient, unless followed by non-inpatient physiotherapy. 

An initial purposive sample of people fulfilling the inclusion criteria was sought to 

ensure a wide range of views fi-om older people (Appendix 5.2). This was developed 

to ensure a wide range of views and experiences and included gender, age, home 

address and type of accommodation, length of physiotherapy episode of care, past 

experience of physiotherapy, reason for referral to physiotherapy. The first six people 

interviewed in this study fiilfilled the purposive sampling criteria representing a range 

of ages (67-91 years), male and female, presenting clinical conditions, all retired from 

professional, blue collar and unskilled work and living in a range of environments 

including city centre residential care to living with spouse or alone in owner occupied 

accommodation in the countryside. In addition their lengths of physiotherapy care 

and relationship with their physiotherapy clinician ranged from 3 weeks to 18 months. 

As these data were collected and analysed it was possible to use the emerging findings 

to inform a theoretical sample that sought participants describing particular 

relationship experiences with their physiotherapy clinician. These included 

participants who described their relationship as absent or poor, technical or 

professional, distant or friendly, a partnership, coercive or dependent. These 

characteristics were determined initially through the perceptions of the gate-keeping 

clinicians and later at the initial introduction to the patient. 

5.3 Data Collection 

Data was collected between February and September 2002. 

Physiotherapists working in the NHS Trusts identified possible participants towards 

the end of their episode of care and contacted the researcher who decided whether the 

patients fialfilled the inclusion criteria and, later, the theoretical sampling 

requirements. The treating physiotherapist then discussed the project with the patient. 

Those expressing interest were then introduced to the researcher by the treating 
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physiotherapist. If after explanation the patient was still interested, they were left 

with an information letter and given seven to ten days to consider their inclusion in 

the study. The researcher then phoned them at an agreed time to arrange an interview. 

A single interview was conducted with each consenting participant in their own home 

within two weeks of the end of their physiotherapy treatment. 

The initial interview guide (appendix 5.1) addressed the aims of the study and 

developed within and between the interviews according to the patients' responses and 

themes arising in line with grounded theory methodology (Strauss and Corbin, 

1998a). Fewer changes were made to this interview guide than were made to the 

earlier physiotherapy clinician's guide. The only new themes arising were those of 

dependency and closure. These arose early in the study and were explored in 

subsequent interviews. 

5.4 Data Analysis 

Data transcription and analysis was undertaken in the same way as for the 

physiotherapy clinicians' study. Transcribed interviews were entered into qsr 

NUD*IST software package for coding and in-depth analysis. Initial analysis of the 

early interviews informed subsequent theoretical sampling. Field notes and memos 

were also recorded and used to inform category and concept development using the 

principles of grounded theory methodology (Strauss and Corbin 1998a). 

5.5 Participants 

Interviews were undertaken with eleven older people who had just completed a course 

of physiotherapy. Their demographic data is set out below to describe the sample 

informing the findings. 

Eight older people were recruited from the Portsmouth area and three from 

Chichester. In total twenty-one patients were considered of which three declined to 

participate or did not fulfil the theoretical sampling criteria, one was too young to 

fiilFil the inclusion criteria, one was found to be too confused to participate, four were 

withdrawn when their health deteriorated and one died. Of the participants recruited 
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eight were female and three male. Their ages ranged from 6 7 - 9 1 years. Table 5.1 

sets out the characteristics of the participants. 

Table 5. Characteristics of o der participants (in order of age) 
Gender Age Marital 

status 
Physiotherapy 
services accessed 
(length of EOC) 

Previous 
occupation 

Accommodation 

Male 67 Married, 
lived with 
wife 

Inpatient/ 
Outpatient/CRT 
(10 weeks) 

Trades union 
official 

Flat, (Local 
authority) 

Female 67 Divorced, 
lived alone 

Inpatient/Day 
Hospital 
(9 weeks) 

Clerical officer Mobile home 
(owner occupier) 

Female 70 Widowed, 
lived alone 

Inpatient/CRT 
(3 weeks) 

Wages 
supervisor 

Flat (Sheltered 
accommodation) 

Female 73 Widowed, 
lived with 
son 

Inpatient/CRT 
(7 weeks) 

School meals 
supervisor 

Bungalow (owner 
occupier) 

Female 78 Widowed, 
residential 
care 

Inpatient/Day 
Hospital 
(18 months) 

Enrolled nurse Residential care 

Male 78 Married, 
lived with 
wife 

Inpatient/Day 
Hospital 
(10 weeks) 

Blue collar 
worker 

Mobile home 
(owner occupier) 

Male 82 Married, 
lived with 
wife 

CRT 
(5 months) 

Accountant House (owner 
occupier) 

Female 89 Widowed, 
lived alone 

Day Hospital 
(4 weeks) 

Primary school 
teacher 

House (owner 
occupier) 

Female 85 Married, 
lived with 
husband 

Inpatient/Day 
Hospital 
(6 weeks) 

Unknown House (owner 
occupier) 

Female 90 Widowed, 
residential 
care 

Inpatient/CRT 
(5 weeks) 

Domestic help Residential care 

Female 91 Single, lived 
alone 

Day Hospital 
(5 months) 

Children's 
nanny 

Flat (owner 
occupier) 

CRT - domiciliary physiotherapy through community rehabilitation/enablement team 

EOC - episode of care 

5.6 Older patients' perceptions and experiences of the relationship 

Analysed findings from the older patients identified almost identical themes to those 

found in the previous study although some were informed by different perspectives. 
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Five themes emerged strongly. These were: 

® Existence and course of the relationship 

® Constituents of the relationship 

9 Professional power and hierarchy 

® Pre-existing factors 

® Impact on outcome 

The themes rationale and value of the relationship and professional factors were also 

present but to a lesser degree than in the previous study. A discussion of the 

emergence of themes in the physiotherapy clinicians and older patients' studies and 

the potential for manipulation of data into predefined themes is included later in this 

chapter. 

Identical categories and concepts were also identified. The concepts of Intrinsic 

Influence, Professional Eflfect and Human Effect were clearly present in the older 

persons' experiences. These related to the categories Clinical Intervention, 

Relationship and Healing in the same way as in the physiotherapy clinicians' study. 

Unsurprisingly, most new topics arose in the codes and themes relating to patient and 

physiotherapist characteristics and the role of the patient in the relationship. A new, 

unexpected code relating to patients' experiences and perceptions of closure of the 

relationship and the ending of the episode of care also developed as did a separate 

theme relating to inherent professional hierarchy within the power coding leading to a 

change in the theme name (professional power and hierarchy). The theme 'impact on 

outcome' developed from that identified by the physiotherapy clinicians to encompass 

the older patients' broader concept of the outcome of their experience that included 

their illness/disability as well as the physiotherapy encounter. Other new codes 

arising from the older patients' data included factual information about the type of 

physiotherapy intervention experienced and patient demographic data relating to 

lifestyle and occupation (see Table 5.1). 

All these themes are now considered and illustrated with quotes from the older 

patients. Each quote is referenced using the participant code OPl-11 (Older patient 

code numbered one to eleven) and qsr NUD*IST text units. 
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5.6.1 Existence and course of the relationship 

The majority of participants agreed that a relationship had developed between 

themselves and their physiotherapy clinicians. Close links between the clinical 

intervention, the human characteristics of both parties and recovery and healing were 

again apparent. 

"Immediately she worked with me there was, I can only put it as a sort of bonding in 

as much as Ifelt so confident and felt that umm... I don't know quite how to explain 

it... that umm, I just felt very, very calm and confident with them. " (0P2: 211-214) 

Older patients' perception of the process of the physiotherapeutic encounter is similar 

to that of the physiotherapy clinicians in that they describe the relationship occurring 

alongside and because of the clinical intervention. All described the link between the 

process of the episode of physiotherapy care and the relationships they had with their 

physiotherapy clinician(s). Figure 5.2 is a synopsis of their experiences. 

Eight of the (eleven) older patients interviewed in this study had experienced 

physiotherapy rehabilitation in at least two venues during this episode of care. Many 

had been inpatients in acute or intermediate care or social rehabilitation units prior to 

further rehabilitation in day hospital or domiciliary settings. Few had clear 

recollections of any physiotherapy intervention in acute inpatient settings supporting 

the earlier decision not to include those patients receiving only inpatient 

physiotherapy in this research. Most participants were only able to describe fully 

those relationships with the physiotherapy clinicians who treated them in the last 

venue where they undertook their treatment. Even where treatment in earlier venues 

was poorly recalled, older patients were still able to remember different physiotherapy 

clinicians in different venues during a single episode of care. Therefore, the older 

person's experience of the physiotherapy clinician/older patient relationship could be 

different to that of the clinician who sees their discrete intervention as a complete 

entity (Figures 4.1 and 5.2). 
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Figure 5.1 The physiotherapy episode of care, older patients' perspective of the 
clinical intervention and attendant relationships 

Clinical intervention 
Trauma or 
illness 

Intervention 

Referral to 
health services 

Venue 1: 
Initial contact 

Venue 1: 
Assessment, 
Treatment, 
Onward referral 

Venue 2: 
Assessment, 
Treatment, 
Review 

Discharge 

Older patient/p lysiotherapy clinician relationship 
Prior 
knowledge of 
physiotherapy 

Venue 1 
May or may 
not be aware 
that 
physiotherapy 
has been 
prescribed 

Getting to know 
physiotherapy 
clinicians, the 
structure and 
processes of the 
service 

Get to know 
clinicians and 
service 
delivery at 
new venue 

Coping with 
closure 

Whilst physiotherapy clinicians have prior knowledge of the patient through a referral 

letter or medical notes some patients did not even know that they had been prescribed 

physiotherapy and expressed surprise when the physiotherapist arrived to assess and 

treat them. However, this did not appear to affect this patient's compliance. 

"No he [the doctor] didn't tell me [I was going to see the physiotherapist]. No I 

didn't know, not until she came in and introduced herself. But I did what I was told 

and that's that. " (OPl: 93-97) 

Some people had experienced physiotherapy treatment before and those who had not 

still had some idea what it would involve. 

"[I didn't know]... not an awful lot, but I did know a bit. The person that 1 worked 

Aer akwgMgr wa; a o W /W Amrcf " (lOf.3." 

Lack of prior knowledge did not seem to impact on the relationship once the initial 

anxiety about the unknown was eased. 

"I think most people have some sort of fear - well I did. I said "I'm a new girl", I just 

don't know quite how to go on. Err... and they were very kind. " (OP 10: 59-61) 
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"I'd never had it [physiotherapy] before. No, I didn't know what was in front... well, 

I had an idea, you know with the name, but I haven't experienced it before. First time 

Closure of the relationship alongside the episode of care was something that 

physiotherapy clinicians did not consider in any depth. Although they displayed some 

reluctance to stop treatment without further support i.e. offering telephone support or 

review appointments, they did not display the sense of loss exhibited by some older 

patients interviewed for this study. The older patients expressed a range of views 

concerning closure. All saw closure as inevitable. Some viewed it dispassionately 

having no emotional component. 

"I: So how do you feel now that that... now that J's [the physiotherapist] not 

coming to see you anymore? 

f 7 Y Aww /Aa/ 7 a W, Mo/A/Mg o/ a// reaZ/y. 7 Awow; f Ae 

as much as she possibly could for me and she's encouraged me and told me to keep on 

doing certain things. " (0P7: 293-300) 

Some felt that closure was out of their control, respecting the professional opinion of 

the physiotherapy clinician to end the episode whilst identifying the benefit of the 

treatment and relationship. 

"Err yes, because I think she's done... she solved my problems. You can't cure 

arthritis and umm... the exercises should help. And the main thing is umm... 

confidence to go out andjoin the world again. " (OPIO: 308-310) 

For most, discharge from treatment was a bittersweet occurrence confirming that 

maximum progress had been made whilst necessarily ending the contact. 

"When she said "I don't want to see you again" umm... basically you think "Good, I'm 

getting there"you know, I haven't got to come back again. But at the same time you 

(Of'/.- ^̂ 09-̂ 749 
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Patients were keen to show that they realised that they were "one of many" and could 

not expect the physiotherapy clinician to reciprocate their feelings at the end of the 

episode whilst hoping that the relationship had indeed meant something to them. 

"...I mean, with their lives they must meet so many people they cannot afford to get... 

carry on a relationship after they've dealt with them. That I can appreciate. But I'm 

sure that she'll sort of always... probably remember me and I shall always remember 

"I do miss 'em very much but there again you can't hang onto these people all the 

time can you. When they've done their job they've done their job, ain't they. " (OP 3: 

Patients appreciated positive feedback from their physiotherapy clinician about their 

treatment and how they were getting on. The older patients felt that, in the main, they 

worked hard at their exercise programmes and although there was no evidence that 

they sought accolade, they all gained pleasure from acknowledgement of this, both as 

recognition of physical improvement and because all wanted to please their 

physiotherapy clinician and be thought well of Although physiotherapy clinicians 

were conscious of actively using this practice as a teaching technique to reinforce 

correct movement behaviour and encourage compliance, they showed little 

appreciation of the impact such praise had on the frame of mind of the older patient 

and the subsequent impact on the relationship. It may be that by using positive 

feedback to encourage patients, physiotherapy clinicians are unwittingly encouraging 

dependence not only as the gate keepers to physical recovery but also through being 

perhaps the only people to provide the older disabled person with a sense of 

achievement and self worth. Ending treatment therefore, for many older people, 

especially those living alone or having to adjust to sudden onset disability, would not 

only seem to end the hope of further physical recovery but also remove the positive 

reinforcement of self worth that the rehabilitation techniques encourage. It is not 

surprising that discharge from rehabilitation was so upsetting for some of these older 

patients. 

The older patients described the majority of relationships in glowing terms. 
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"...a ve/y, ve/y Mwe a/W ve/y, ve/y Ae/jc /̂/)eryoM - ZfAowgA fAe way j/ow 

know so... And from what I could see of the other physios they were just the same. " 

"Yes, yes. The greeting, the smile, you know and the concern, immediately. They 

cored:" 

Not all relationships had been so good. Two participants related experiences with 

physiotherapists that they felt had been poor. Interestingly, none of these experiences 

had occurred in the physiotherapy services taking part in this study. Both participants 

felt that the actual treatment had been appropriate although both felt that their 

relationships with the physiotherapy clinicians had been compromised. 

"I don't know, she knew her job, I wouldn't say she didn't know her job, but Ijust felt 

that she didn't have that little bit of umm... encouragement, technique that the other 

oweAod:" rOfP. 

In one case, a very strictly prescribed service delivery was also felt to have affected 

the relationship. 

"They were very good, very good. They umm... I can only say they were very good. 

They were very strict. You had to ... there was no shirking... [but] Ifelt that I could 

not get close to them, in particular, one particular therapist that, she worked very 

hard with me..., I would like to have known a awful lot about her but I never got that 

close enough to her. You know, the barriers went up. " (0P2: 32, 114-115, 119-120) 

As previously identified with the physiotherapy clinicians, older patients recognised 

diiferent levels of engagement within the relationship. Most described an initial 

uncertainty or anxiety relating to their knowledge and expectations of the encounter 

followed by the adoption of a level of engagement that sat on a continuum between no 

apparent engagement and a dependent relationship (Figure 5.2). 
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Figure 5.2 Older Patients'Level of Engagement with the Physiotherapy 

Clinician/Older Patient Relationship 

No engagement Obedience Sharing of Friendly Friendship Dependent Dependency 

with relationship self relationship friendship 

Not all participants reported that a relationship had occurred between themselves and 

their physiotherapy clinicians. One person could not recall having received 

physiotherapy treatment in a social rehabilitation unit. She recalled seeing the 

physiotherapist at home but spoke about her in a detached way and showed no 

evidence of having formed any type of rapport or relationship. The other participant, 

whilst being very alert and describing a positive rehabilitation experience, was unable 

to distinguish between different health care professionals and recalled no-one's name 

other than the doctors, even although the episode of care had ended only days 

previously. This woman presented as very self suflHcient and self absorbed and 

showed no evidence of having related to the physiotherapists on a human level. 

"Oh no I'm afraid I don't [remember the name of the physiotherapist], I think the 

same two people came most times, yes, I'm sure they did. " (OPll: 99-100) 

One of these participants described a very obedient response to the physiotherapist. 

Here the relationship showed no evidence of partnership, rather an acceptance of 

clinical authority. Engagement with physiotherapy rather than with the physiotherapy 

clinician in this case was driven by the patient's perception of their status within the 

situation including their perception of professional hierarchy. Blind obedience may 

also occur in other situations, for example where the patient is too ill to proffer any 

personal engagement or is socialised to this behaviour. The quotes below are from a 

participant who had been in domestic service all her life and had no experience of 

being asked for her opinions. 

"She [physiotherapist] just told me what to do and I followed her, you know. I did 

what she told me to. ...well, I believe in going to see people like that and doing what 

you're told because it's all done for a purpose. " (OPl: 60-66) 
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"I was always like that. I know I'm 91 now but from a child I always did what I was 

asked. I don't ever remember saying no to anybody. Well I was brought up to do as I 

was told indoors so I did the same outdoors. " (OPl: 306-309) 

Several participants demonstrated different levels of sharing of self within the 

relationship. One patient remained quite aloof within the relationship remaining 

within the professional bounds of the encounter whilst acknowledging that there was a 

human element to the encounter and sharing only that personal information necessary 

for the physiotherapy clinician to direct rehabilitation. 

"Not too personal, you don't want to strike up a relationship but enough to be... to 

treat you as a human being rather than Just a piece of... rather than just the next 

object to be treated, if you follow what I mean. " (0P7: 143-146) 

"[We talked about]... well, relationships with family, where they were, you know. 

Had I got any difficulties, shopping or anything like that. " (OPIO: 194-196) 

Some participants described sharing more personal information expanding on that 

required simply for rehabilitation. Sharing this kind of information enabled the 

patient to present themselves as a more rounded human being rather than just a patient 

with health care needs. 

"Yeah, we talked about going on holiday and our son who works in the health service 

over in Majorca, you know. " (0P9: 412-413) 

Some participants described seeking some sharing of self from the physiotherapy 

clinician. Here the patient seeks reciprocal personal information from the 

physiotherapy clinician beyond the strict bounds of the rehabilitation setting. 

However, this exchange remains on a factual rather than intimate level although it 

does allow the patient to see the physiotherapy clinician on a human as well as a 

professional level and may contribute to how comfortable the patient feels with the 

clinician and the encounter as a whole. 
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"Well, [we talked about] more or less things that were going on and she was telling 

me ... I think it was her thirty something wedding anniversary. " (OPS: 78-79) 

"Oh yes, yes. Talked about her children and, umm, she did take me, the first time we 

went for a walk she said "I think we'll go for a walk today" and we went down to the 

f w m / M , ife were WA/Mg " 

Such a relationship was described by participants as friendly. In this relationship, 

personal chitchat is reciprocated. The older patient starts to feel they can confide 

anxieties in a human rather than a purely clinical way. Close friendship (a 

reciprocated relationship) is withheld by both parties, as the patient is very aware of 

the professional and time boundaries to the episode of care. Participants differed in 

their definitions of friendly and friendship. Several participants described their 

relationship as friendship, but on fiirther questioning admitted that they could not call 

their physiotherapy clinician a friend such as they may have within their own circle of 

social acquaintances. 

"I don't think it was quite as deep as friendship but it was more than, if you like, 

patient come physio sort of thing. From the first time I saw her she just put you at 

ease. She was there to help you. " (OP4: 293-295) 

One participant, however, did consider her physiotherapy clinician to have become a 

friend. This was described as a reciprocal relationship where personal and 

professional information, experiences and anxieties were shared. This patient still 

appreciated the professional and time boundaries but hoped the relationship would 

remain on a different basis after the episode of care ended. In this instance the 

relationship had indeed ended at the closure of the episode of care. 

"That's finished with the treatment. Yes. No, I did say to her... we both said "We 

hope we meet again " and I would dearly love to see her again. But umm, I know she 

lives at [place name], I know she's got dogs, I know the dogs' names and I know what 

sort of life she leads and Ijust hope that I bump into her one of these days. " (0P2: 
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Whilst it appeared that some patients had come to depend on the physiotherapy 

encounter in that it provided hope for their continuing rehabilitation as well as an 

outing, for several older patients the end of the episode signalled the end of the 

relationship that they perceived was at least as important as the treatment. Two 

participants cried openly during the interview when reflecting on the closure. 

Two older patients appeared to have developed a degree of physical or emotional 

dependency on their physiotherapy clinician that still impacted upon them after the 

episode of care had ended. In this scenario one patient rated the relationship as more 

important than the treatment, fearing the end of the episode of care as it meant the loss 

of the relationship. Both these participants were women who had suffered strokes that 

had profound and sudden effects on their independence and mobility. One lived alone 

and the other had moved into sheltered accommodation, as she could no longer 

manage independently in her own home. It is possible that these circumstances could 

have contributed to this dependency. These participants appeared, due to loss and 

circumstances, to have invested all their relationship "eggs" in this encounter 

"basket". 

"I really enjoyed being with them. I miss them something terrible now. I think this is 

what you miss. " (OPS: 206-207) 

Certainly those older participants living with a spouse or other family members and 

those having experienced less profound sudden onset disabilities did not display the 

same dependency. However, it is not appropriate to make generalisations from a 

small sample. These lone older patients appreciated a supported discharge from 

treatment as a gradual means of withdrawing from both physical and emotional 

support. In others, the social elements of the treatment venue and relationship with 

other health care professionals and older patients were an important factor. 

"She said "All you've got to do is ring up and there's someone here to talk to you". I 

think that is a big help actually and I think perhaps as people live a way from other 

people they haven't got many people round them you can feel a bit lost when you first 

come home. " (0P4: 416-418) 
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org greor fAere /Day ... ww/ )/ow 

know, they are so willing and so kind. And to me it's got a tremendous atmosphere 

and character to the place. " (OPS: 353-356) 

5.6.2 Constituents of the relationship 

Older patients described the constituents of the relationship they had with their 

physiotherapy clinicians. In the main these matched those identified by the 

physiotherapy clinicians including good interpersonal skills, interaction and respect. 

However, most of the older patients did not highlight any negotiation skills or goal 

setting. They were more likely to see this as the professional role of the 

physiotherapist and to be led by them. 

Older patients described interpersonal skills of the physiotherapy clinicians and 

themselves that they felt contributed towards the relationship. These were in addition 

to their intrinsic attributes such as personality and past experience and included 

communication skills, empathy and caring. 

The physiotherapy clinicians' ability to listen and explain was seen to be crucial to 

putting the patient at their ease at the start of the episode of care, gather appropriate 

information to direct treatment and appreciate anxieties when approaching discharge. 

"Yes, and I think they listened and they understood what each patient individually 

needed. I mean my physiotherapist knew when I'd talked to her a bit that I needed to 

get my balance and get my confidence to go out of the house. " (OPIO: 97-100) 

Older patients also identified their responsibility to reciprocate in order to facilitate 

engagement within the encounter. 

"I mean, how can they do their job if you don't tell them how you really feel, you 

see. " (OP 11: 313) 

Older patients felt more comfortable in the encounter when physiotherapy clinicians 

empathised with their accounts and feelings. They appreciated seeing the human as 

well as the professional side of the clinician. 
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"It might sound strange but 1 mean, it shows that they have the human touch. It's... 

wg Aw/mzM fame ow 7%g fo/»g ay /Ag /?aAgMf oMc/ f j / o w Âgm gfvg 

yourself more to them. " (OP2: 443-446) 

Similarly, a caring attitude was felt to enhance the relationship. In particular older 

patients felt valued and included where the physiotherapy clinician showed a genuine 

interest in them. A caring approach encouraged the older patients to work hard to 

please the clinician. 

"Well, she seemed to know exactly what she was doing, rather than just giving a 

treatment and she seemed to take an interest in me as a person and what I was aiming 

to do, which was to get better really. " (OP7: 74-80) 

"Yes, I think there is a certain amount in that because I think you can..., well, you 

know I must try because she's interested in me, and she'll be, you know, hoping that 

I'll do a bit more each time. " (0P7: 259-261) 

However, older patients felt that they could see through a patronising approach. 

"I had several different physios and I could sense the ones err who were genuine err, 

who really wanted to help me get better. I'm not one of these that takes to flattery too 

much so I can sense it pretty well whether it's genuine or not (laughs). They've got to 

be genuine. It can't just be an act" (OP9: 596-599) 

Humour had a role in disusing and lightening difficult situations and in correcting 

without demeaning. 

"Well, there was one situation once where [the physiotherapist] said to walk along 

catching hold of the bars and err I stood up like this without holding and she said 

"Now catch hold of the bars we don't want blood around here!" You know (Laughs) 

but you were being told off but in such a nice way, you know. " (OP6: 285-289) 
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"... we /o Aove /awg/w. Cô ; ^j/ow (/fidkY /owgA}%)«'(/6e c/ymg 

the whole time, you know it um.... But no, very, very nice... " (OP4: 71-73) 

However, patients identified boundaries, feeling that humour could be inappropriate if 

it became too personal or transgressed confines of good taste or normal social 

behaviour. 

"Well, [humour is important but] only so far. Not to get to be sort of saucy - but they 

would never be that, would they. " (OPll: 463-464) 

Encouragement was attributed to physiotherapy clinicians who used it to build 

confidence, enliven and reward success. 

"Now all through this treatment she has been very professional and very helpful and 

I've found her very, very encouraging because as you know, otherwise you could sit 

down and moulder away. " (OP7: 30-33) 

"Yes, yeah and they sort of encouraged me to walk. But she was... they were very 

encouraging. [The physiotherapist] was particularly. She was.... and I always felt 

confident when she were there cos she was one of those people... she put a bit of 

confidence into you. And you thought you could do it because she said you could, you 

Ww. " (Of 3.-

Inspiring and instilling confidence was seen as a major factor in the clinician's role in 

the relationship having the ability to change the older patient's perception of their self 

and ability irom negative and helpless to positive and proactive. 

"She gave me just what I needed, a sense of confidence and balance so that I could 

look after myself I said "Right I can look after myself, she said I could so I thought 

[the physiotherapist] said I could, so I will!" (OP10: 236-238) 

However, older patients felt that any confidence built was very fragile and could be 

shattered with a single ill-advised comment. Some participants demonstrated low 
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self-esteem, believing that they may deserve some criticism and commending 

clinicians for having patience with them. 

"I think that is one of the most important things. I think to give people their self 

confidence. You know, they've only got to say something "Oh look at that" then 

you've lost it, you know. ...she said "Oh what are you like, what good's that" you 

know. You come back and you think "Oh God, I've done that all wrong today" and it's 

very easy to upset and depress somebody when they're in that state. If somebody said 

to me "Oh that weren't no good, what you done there" that really... I've lost it then 

" I think that umm... they've got to have a lot of patience with people and this did 

come over. She had an awful lot of patience. " (OP4:89-91) 

Whilst the physiotherapy clinicians felt that both parties contributed to an interaction 

within the encounter, the older patients did not perceive this to be partnership in the 

same way as the physiotherapy clinicians. They described engaging with treatment 

and the relationship in order to please them, feeling a need to be liked on a human 

level and taken seriously as a patient. 

"/ mean, you want them to know you're doing it. You want to impress them and you 

want to know... you want to hear them say "Well that's five degrees more than it was 

yesterday. Well you're our star patient", you know." (OP9: 575-581) 

"Well, I think giving back [to the physiotherapy clinician/ older patient relationship] 

is the progress you make, when they say to do this, you're taking it and the progress 

you make you're giving it back to them. They're not making umm... kind of rules and 

things like that but they're giving you their experience to get you better and, oh yes, 

it's a big thing I think. " (0P6: 234-239) 

Very few older patients felt that they had been involved in goal setting or partnership 

in their care. In the main they expected the clinician to take the lead role in deciding 

what outcome should appropriately be aimed for. This arose from a belief that the 
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clinician had the professional knowledge and status to make this decision. Many did 

not seek a proactive role in partnership. 

"She [the physiotherapist] just told me what to do and I followed her, you know. I did 

what she told me to. I could [have had a say in the direction the treatment took] but 

they know their job and I'm here to do what I'm told so Ijust follow what they ask me 

Only one patient described taking a more active role in his treatment decisions and 

progress. He was one of the younger participants who had received physiotherapy 

over many years. He had recently retired as a trades union official and was used to 

negotiating in a working situation. These experiences undoubtedly influenced his 

response to the encounter. The quote below illustrates his views of the importance of 

the partnership between trust in the physiotherapy clinician and the clinicians' belief 

in the patient. He sees this partnership in the relationship as a precursor to partnership 

in the treatment. 

"With some of them, yes [I had an equal partnership]. I think with some oftheml... I 

felt that... they wanted me to get better and they knew that they could help me to get 

better. Yes, I'd put my trust in somebody like that. They believed in me... it's like a 

two-way thing. For them to do their job well, you've got to do your job well. And if 

you don't get that attitude where you're both singing from the same hymn sheet, you 

(w we/Z go 270-276^ 

Some older people would have liked an element of choice and partnership in the 

encounter but were reluctant to challenge the clinician's decisions and expertise in 

case it jeopardised the way they were perceived by the health care professionals. 

"Well I suppose you could have said no but the thing was, my aim was to get well and 

get out and get back to England. But by the same token I appreciated that this was 

Mutual respect was seen as a key component of the relationship. The older patients 

expected to respect their physiotherapy clinicians as knowledgeable, skilled people 
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having the authority to determine their rehabilitation. In some cases older patients 

described the physiotherapy clinicians' role as extending to include acting as a 

mediator between patient and doctor in vital decisions such as discharge date and 

even whether they could actually return home. Although initially patients 

automatically afforded the physiotherapy clinician respect by virtue of his/her status 

and role, continuing respect had to be earned through their approach and treatment 

during the episode of care. Past experiences of health care gave some older patients 

expectations that this respect may not be reciprocated and they expressed satisfaction 

when they felt attitudes had changed. 

"I think these days the physiotherapy and nurses in general treat you more as a 

person rather than an object sort of thing. You know, they treat you more as a human 

/Aaw a.9yzwf on gxfro fA/Mg afowe, q/T" 37̂ ) 

Respect was enhanced as the older patient came to trust the physiotherapy clinician. 

Some patients automatically trusted them purely by virtue of his/her professional title 

and the perception that they had of the medical profession and their role to be 

unquestioningly obedient. 

"If I'm under medical observation I always do what I'm told because I think meself 

"That's what you're here for, different people like". Like [if] the doctor asked me to 

do anything I'd do it. I don't argue with anything. I do what I'm told. " (OP1:84-87) 

Other patients developed trust through their response to the physiotherapy clinician's 

demeanour and professional skills. Many patients felt that the physiotherapy clinician 

needed to share something of themselves in order for them to feel comfortable enough 

with them to trust them fully with their physical and functional problems. They were 

quick to make links between a trusting relationship and compliance. 

"You just felt that being with her, you couldjust trust her. She knew what she was 

doing and if you wanted any help or you weren't happy with the way things were 

feeling in your body you could talk to her about it. " (OP4: 153-156) 
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"I know enough about her [thephysiotherapist] to know that she's somebody I trust. 

That's very important, yes. Because if I didn't trust somebody you'd get nowhere with 

mg." ro f J ; 7jy-yjj) 

5.6.3 Rationale and value 

Patients described the relationship on a personal and professional level as a means of 

engendering trust and facilitating communication and confidence in their 

physiotherapist and the treatment. 

"[the physiotherapist] was ready to listen and then give me hope and help. " (OPIO: 

The relationship was seen to have value by all older patients. Where relationships 

were not present or described as poor the whole encounter was perceived as 

inadequate. 

"I did feel that they just didn't want to be bothered. " (0P9: 129-130) 

However, where relationships were good, the encounter was memorable and deemed 

a positive experience even if the clinical outcome was poor. This quote comes from a 

woman who, following a devastating stroke with limited physical recovery following 

many months of physiotherapy was unable to return to her own home or independent 

living. 

"I think they were marvellous, meself. If I had to vote for them, I'd put up two hands! 

Tef, were 

5.6.4 Power and Hierarchy 

Whilst the physiotherapy clinicians were very conscious of the power relationship 

within the clinician/patient dyad the older patients were more likely to interpret this as 

an inevitable and necessary professional hierarchy. All older participants bar one, a 

retired male accountant, felt that a hierarchy existed between themselves and their 

physiotherapy clinicians. Most had experienced a more formal and overtly 

hierarchical health service in the past and expressed surprise that it had changed so 
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much. Although most preferred the more relaxed approach, one older person felt that 

some discipline was necessary to retain the clinician/patient role. However, all 

participants wanted to be treated as a human being and included in the encounter even 

if only as a passive recipient of treatment. No one wanted to be "talked over" as this 

was felt to show a lack of respect. 

"Well I think it's much more friendly and umm... not so awe-inspiring, you know. I 

mean people used to tell me Matron used to see that all the sheets were just so. It was 

like the Queen coming round, you know. But now it's informal. They seem to think of 

the patient andfeeling comfortable and at ease. " (OP10: 52-57) 

"You see the doctors were more or less the rich people. Very often they'd inherited 

the practice from their father and grandfather, you know. They weren't unfriendly, 

family doctors, but it was really the expense of going to the doctor that prevented a lot 

of people calling when they should have done. The doctor was the aristocrat. " 

One day-hospital doctor in particular was felt to have broken the taboos of 

clinician/patient hierarchy by portering patients within the clinic. This participant felt 

that this was one factor that contributed to her thinking of this doctor as a friend 

although she knew no personal information about her. 

"There's [Dr P] and she's the sweetest person you could possibly want. She is 

absolutely marvellous. And I'll tell you why. Not only when she's seeing you and that 

but she will push you out of her office, and she 'II push you round and she 'II take you 

round or she'll pick people up and she'll take them. She's not a doctor on a pedestal. 

TMorwe/. " j." 

Another participant felt that the friendly relationship that developed between her and 

her physiotherapy clinician equalled out her initial perception of hierarchy. 

Most participants wanted there to be a hierarchy between themselves and their 

physiotherapy clinician. They felt that the relationship was friendly, not pushy and 

physiotherapy clinicians demonstrated authority but were not authoritarian. 
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" Well, I suppose you accept that part [the physios are in charge]. They're the ones 

that's going to set the programme and you're the one to carry it out and that. " (OP6: 

Clinical knowledge and expertise was the greatest influence on older patients' 

perception of professional hierarchy in the relationship they had with their 

physiotherapy clinician. Some patients felt the hierarchy to be absolute and obeyed 

the clinician unquestioningly. Other patients felt that a certain hierarchy was 

inevitable and necessary in order to demonstrate the clinicians' knowledge and skill, 

which enhanced confidence and compliance. Most physiotherapy clinicians were 

described as using their professional power appropriately and effectively without 

belittling the patient. 

"Well, they know, they've got more knowledge. Oh yes, it's definitely to do with their 

profession. Well obviously, I mean if you happen to be the one who's in pain and they 

can give you something... you see they know... you don't know probably. " (OPS: 302-

jop; 

"/ find it's their attitude towards you and (pause) umm... if you know that you can 

trust them and they're not being over powerful - although they know more about what 

they're doing than what you do, they don't give you that impression. " (0P4: 335-338) 

One patient attributed the increase in information exchange in clinical encounters to 

service changes rather than any individual clinician's characteristics. 

"I mean I know it's policy these days, they do explain things more to you so you do 

know what is going on and what isn't going on. No, Ifind altogether they were 

quite... they were very helpful. But they weren't over powering. " (OP4: 393-396) 

Most recognised that the sharing of personal information was unequal but saw this as 

entirely appropriate, appreciating the need for them to impart the personal information 

necessary for their rehabilitation. Older patients relied on the perceived professional 

confidentiality of their clinicians to assure them that this inequality was apposite. 
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"I don't feel it [sharing personal information] does [alter the relationship at all] 

because if they are as they should be, right, what they know is they keep to 

themselves." (OPS: 132-135) 

Many older patients identified the way in which they were addressed as an indicator 

of a less hierarchical encounter. Although all had been asked how they wished to be 

addressed, patients varied in whether they liked this or not. It is not known whether 

patients felt they had any true choice in this decision. 

"They said could they call me by... would I mind, by my Christian name and I said 

'Oh no'. 1 used to think that was a bit, you know, a bit much. But that was the way I 

FfcfonoM. " ("Of 77.- 2(^7-263; 

Some patients attributed positive impacts to the relationship if patient and 

physiotherapy clinician were on first name terms. 

"You get to know them very well. You know, you're on Christian name talking, like, 

which I think is one of the biggest things you can do because I don't like being called 

Mr P and so I said "My name's J" and that's it, you know. Well, it's got a friendly 

atmosphere, you know. Cos if you's talking to all of them in their, say Christian 

names, you say to them 'Bob' and all to the rest of them, you're all talking so it 

becomes a happy kind of environment that you're in. " (0P6: 69-72, 114-117) 

One patient was persuaded to accept being called by her Christian name as she felt it 

encouraged a closer relationship. 

"Also I think that, first of all I thought this Christian name business, I didn't know 

whether I liked it or not, but I think it can help sometimes instead of someone sitting 

there calling you say Mrs M all the time. If they call you by your Christian name you 

feel that you are that little bit closer. " (0P4: 346-350) 
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Interestingly, older patients were completely unable to distinguish between 

physiotherapists and physiotherapy assistants despite their different uniforms and 

roles. Therefore it was not possible to explore the different hierarchy issues arising 

from the physiotherapy clinician data to discern whether older patients felt they were 

in a manipulative situation when qualified physiotherapists appeared to be using the 

closer relationship between physiotherapy assistant and older patient to extract more 

information. 

"Err., but I'm not quite sure whether they are equal or whether one is slightly above 

the other but they seem to be more or less umm... I honestly, I don't know. " (OPS: 

It appears from these findings that the majority of older patients interviewed in this 

study identified the presence of professional hierarchy describing it in a positive light. 

It would seem that they expect a defined and disciplined hierarchy and are relieved 

when they find a more relaxed atmosphere. However, they need some hierarchy to 

give structure to their experience. It appears to add to the patients' feeling of security 

within an alien environment. 

5.6.5 Pre-existing Factors 

Older patients described several factors that they felt were intrinsic to the encounter. 

These included their pre-existing personal characteristics and those of their 

physiotherapy clinicians, service factors of time, continuity and treatment 

environment, prior knowledge of physiotherapy and the way in which they 

approached their rehabilitation. 

Ail patients bring with them their past experiences of life and health care and their 

own set of beliefs and attitudes that inform the relationship and their engagement with 

their episode of care. 

The older persons' narratives of their life experiences prior to their illness gave some 

insight into their response to the relationship. For example, one older woman 

described balancing her life in domestic service with her own family, characterised by 

obedience to her husband and employers. 
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"Yes, I had a family of three, two girls and one boy. I had them to look after. Cos 

that's what my boss said to me one day. She said "One thing Mrs W" she said "Your 

family never have to.... never go without a meal." I said "Wouldn't do for them to, I'd 

Agve 7?̂  AwaAaW me". (Of7/ 

This obedience was reflected in her obedient role in her physiotherapy encounter. 

"She just told me what to do and I followed her, you know. I did what she told me 

fo. " (Of 7.- 60-67; 

One older woman felt that she engaged well with physiotherapy, as she was familiar 

with exercise having been an athletic person in her younger days. 

Previous occupation also influenced the way in which the patient engaged with their 

physiotherapy clinician. One participant had previously worked as a nurse and, 

although this was many years previously, felt she understood the structure and 

functioning of the healthcare system that paved the way to a closer understanding and 

relationship with her physiotherapy clinicians. A male patient who had worked as an 

accountant described the relationship as "professional and encouraging". He did not 

expect nor seek any friendship but did view the physiotherapist as a fellow 

professional. 

"She seemed to know exactly what she was doing... I think she did her job with me, 

getting me walking. That was the main purpose. It was to get me on my feet again. " 

rof 7.- 76, gp-py; 

Recalling other relationships also appeared to influence the way in which older 

patients approach the encounter. One woman described the breakdown of her 

marriage when her children were young and expressed some bitterness that she had 

been left to cope alone. 
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"Well, yes because I had a husband who decided to walk away. He couldn't face the 

fact of bringing up the children I think. I think he just couldn't face the responsibility 

It is possible that this experience had made her able to stand up for herself, something 

that she expressed she was able to do in difficult situations when she was on the ward. 

"I didn't like the attitude of some of the nurses down there. You had the impression 

that because you'd had a stroke they thought your brain had gone. Unfortunately I 

used to say what I thought. A lot of the people ... didn't like the way they were treated 

anything, where I didn't. " (OP4: 166-172) 

However, another older patient expressed surprise that she was considered worth 

treating at 89 years of age, an approach that, she felt, encouraged her to engage Ally 

with rehabilitation. 

"Well, there was no sort of umm.... attitude "Well, you're nearly ninety, what can you 

expect, you know" none of that. It was treating you as someone who should have 

hope and confidence. " (OP10: 126-128) 

The personality of the clinician was seen to play an important part in establishing 

rapport. A nice manner was felt to instil confidence. 

"She'd [physiotherapy assistant] got a very nice manner and umm... yes. I think you 

get more confidence and some, I say, has got a nice manner like that Yes. I've 

always found her very good, every time. " (OPS: 66-71) 

As most of the participants were describing positive experiences of physiotherapy it is 

not surprising that the majority of characteristics noted were positive. 

Important personal characteristics that older patients felt physiotherapy clinicians 

brought to the encounter were related to their interpersonal skills including their 

approach, ability to engender hope, being encouraging and being interested in the 
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patient. Other characteristics described as being embedded in the personality of the 

physiotherapy clinician were a having a caring nature, patience and being genuine, 

inspiring and helpiul. 

Some older patients felt that the characteristics of their physiotherapy clinicians 

matched their ideal image of the person who should be doing this job. 

"To be quite honest I think they were in the right job. I said that to myself many times 

Abaf A? Abe iry&bfycvk fAgy a/act ow/jVAe a 

sore thumb and they don't do what you feel... They were good for me anyway. I think 

they got me as far as what I was, you know.... " (OPS: 318-322) 

Some physiotherapy clinicians were described as knowing intuitively what the patient 

wanted and when they had had enough. This built trust and encouraged patients to 

work hard as they felt that their physiotherapist would not push them beyond their 

capacity. 

"1 think she realises if you are getting a bit tired that she'll say to you "You've had 

enough for today and we'll see you tomorrow" or whenever you know. But there was 

no forcing you to do anything or anything like that I mean sometimes you did feel 

that "Oh no, I can't do that again" but you realised that the more you did it, it was 

helpingyou. " (0P4: 65-70) 

Intuition was not confined to the physiotherapy clinician. One older patient described 

that he could sense the attitude of the clinician and that this was important to the way 

in which he engaged with the clinician and the therapy. 

"Fm a pretty perceptive sort of person and I can sense whether they are really 

in it err... for me, or whether it's Just a job. " (OP9: 305-306) 

Some physiotherapy clinicians were described as showing confidence in their patient. 

This had a very positive effect on the patient's engagement with the clinician and 

treatment. The physiotherapy participants did not note this characteristic and it may 

be that they do not appreciate the impact of demonstrating this trait. 
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"And the physiotherapist was confident that I was one of them people that would 

actually do the exercises. I think she realised that I was a pretty determined sort of a 

person. So it wasn't necessary for her to come in everyday cos she knew that I would 

do them [exercises] anyway. " (0P9: 28-36) 

Only one negative personality characteristic of physiotherapy clinicians was 

described. One participant described a depersonalised approach to the intervention 

that prevented a relationship developing giving her a demoralising impression of the 

rehabilitation experience. 

"No, you'd be lined up with the teacher out in front "Right, we do this". Exercise and 

then with bars... and you couldn't say no. "You CAN do it, You CAN do it"... Weill 

suppose you could have said no but the thing was, my aim was to get well and get out. 

But by the same token I appreciated that this was necessary to get fit. " (OP 2: 49-60 

The gender of the physiotherapy clinician was not an issue for most of the older 

patients. Five older patient participants identified having seen male as well as female 

physiotherapy clinicians during their episode of care. One male patient preferred 

female physiotherapists because they could "sweet talk me into doing my exercises " 

(0P6: 278) and one older woman commented on being treated briefly by a male 

physiotherapy student. 

"... oWwe Aacfaj/owngye/Za. ^ w a y / T V a m e / Ae wa*, Ae 

wag a co/owrW cAqp. way a " (DP j." 

Apart from these two comments that appear to be related to factors of engagement 

between people of opposite gender rather than being physiotherapy specific, no one 

commented on any issues of or problems with gender difference in the encounter or 

relationship. 

Several comments were made about the value of such service delivery characteristics 

as time and continuity of treating personnel. Most of the older patients differentiated 
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between the relationships they associated with health care professionals identifying 

the time and continuity spent with the physiotherapy clinician in a Day Hospital or 

domiciliary setting as making an important contribution to the strength of the 

relationship. 

"They wanted to make sure that you achieved the best result and they would spend 

time. Now, no doubt they've probably got another dozen people to see in that day, but 

the good ones Ifound didn't show that they had other people to see, they were 

prepared to concentrate on you and they made you feel that you were the one that 

they wanted to help. " (OP9: 107-112) 

However, this was not the case with the physiotherapists they had seen on the wards 

who was described as having less time and appearing more rushed. 

"Ifound that as an inpatient with some of the physios - I'm not saying it was their 

fault, I wouldn't blame them because if they're run off their feet then they've got so 

many more people to see, they maybe can only spend so much time with each person 

and Ifeel perhaps that's one of the areas that could have been improved, you know. " 

Continuity of physiotherapy clinician was felt to be very important. Older patients 

valued getting to know people and seeing familiar faces at each treatment session. 

They equated this with physiotherapy clinicians having a greater interest and inside 

knowledge into their problems and rehabilitation. Having had the time to get to 

know the clinician engendered trust and "brings you out more " (OPS: 101). Seeing 

the same person each time saved time going over old ground and allowed 

rehabilitation to progress more steadily. In particular, patients got used to the clinical 

approach of the physiotherapy clinician and did not have to relearn each clinician's 

way of working, and in particular, their handling skills. Having continuity in a good 

relationship gave older patients the confidence to confide problems that they might 

have felt inhibited about sharing with strangers. 

" ...you looked upon them more as a friend coming in and you'd look forward to them 

coming because you would immediately think about the person and in their absence 
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you're thinking about them and wondering how they are and thinking of the things you 

can talk about next time you see them and also other little things you don't mind 

talking about your body to them. " (OP2: 296-301) 

The expectations of older patients also influenced their approach to the encounter 

including the relationship. Anxieties about treatment were easily dissipated by the 

physiotherapy clinician's response. 

"I... at first I think I thought I'm not going to like this very much because I... I thought 

it would be a bit like school "You will do this and you will do that". But it wasn't like 

that at all. It's the way she approached it was... extremely helpful, didn't sort of make 

you feel that you were inferior or anything like that, or as I used to say, "a bit of a 

wally." (OP4: 81-88) 

One patient with previous experience of physiotherapy described good and poor 

relationships with physiotherapy clinicians, describing how past physiotherapy 

treatment had not helped him. 

"Well I had about three or four courses [ofphysiotherapy] over 22 years so umm... to 

be honest they tried everything and I never found that any of the physio did me any 

good at all, it probably made me worse. " (OP9:447-450) 

Interestingly this previously unsatisfactory outcome of physiotherapy had not 

impacted on his desire or ability to engage in good physiotherapy clinician/patient 

relationships and he described his most recent course of postoperative physiotherapy 

as very helpful alongside a good relationship with his physiotherapist. 

Whilst it is expected that the health care professional will work within a particular 

paradigm or frame of reference (Helman, 2001: 13), older patients too enter into the 

physiotherapeutic encounter with a coherent system of explanation to account for the 

origin and nature of the problem and how it can be dealt with. Although the older 

patients in this study did not explore the cause and reason for their ill health or 

disability, all came to the encounter with explanations of how it could be dealt with. 

As previously identified, some patients felt that obedient compliance was required 
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whilst others identified collaboration and one negotiated his role and responsibilities 

in a form of partnership. Where physiotherapy interventions were described as poor 

or ineffectual, compliance still remained. Where relationships were described as 

poor, no one in this study felt able to challenge the physiotherapy clinicians, 

preferring to collaborate in order to remove themselves from the situation as quickly 

as possible. 

However, patients did identify some intrinsic personal characteristics that they felt 

contributed to the relationship. Older patients described themselves variously as 

"care&l", "placid", "independent", "hard working" and "cheeky"; all personal 

characteristics that they felt informed the way in which they engaged with their 

physiotherapist. Another characteristic that some older patients felt they brought to 

the encounter was motivation. In one person's case, this motivation was stimulated 

by medical advice and past experience. 

"I think a lot of it [motivation] came from me... I was told by the surgeon himself and 

the physios that ummm... they've done their part and yet the rest of it was down to me. 

"I had a relative and she had an accident and she just would not do the exercises ... 

And she was a permanent invalidfor the last ten years of her life. And I didn't want to 

get to that stage where I was going down the same road. (OP9: 75-81) 

5.6.6 Professional Factors 

Patients felt that physiotherapy clinicians brought knowledge, professional expertise 

and skill to the encounter. These were intrinsic to the encounter but the patient's 

appreciation of these factors were formative in the development of the relationship. 

Professionally physiotherapy clinicians were felt to demonstrate professional 

judgement, expertise and knowledge that they presented in an accessible way. 

However, in isolation, a purely professional approach was felt to be lacking in the 

skills needed to engage with the patient. 
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"Even though the physios may have the technical skills ... if you don't build a 

a waste of time, yeah. " (0P9: 193-198) 

Patients were uncertain as to whether they brought any specialist knowledge to the 

encounter being more likely to describe personal information about their previous 

abilities and home circumstances as sharing of self to assist in assessment. 

The older patient participants recognised that physiotherapy clinicians came to the 

encounter with pre-existing skills relating to their professional training and 

experience. The very physical nature of physiotherapy may have been expected to 

embarrass or upset older patients in particular who may have had less liberal ideas 

about undressing and touch than younger people. However, this was not the case with 

the older patients in this cohort who had all been prepared to submit to close physical 

contact and therapeutic touch. Their trust in the physiotherapy clinician relating to 

touch appeared to rest entirely within the clinician's professional skills and status. 

Even older patients reporting poor relationships with their physiotherapy clinicians 

had no problem with the physical side of the encounter suggesting that in these 

elements of the encounter professional skill and status is more important than the 

quality of the relationship. 

"Well I suppose you would have to expect something like that wouldn't you [touch 

limbs] because umm... if they didn't that meant that anybody could do it. And if it was 

important for them to watch how your muscles are moving, I mean... it would he no 

point in them going through all that training... I mean, what's the point [feeling 

embarrassed]. If they're going to make you better you put up with everything, you 

know, and anything, you know. " (0P9: 539-543, 550-551) 

Interestingly, some older patients denied that they had needed to undress, expose 

limbs or be touched during their treatment. Given the clinical conditions they 

received physiotherapy for and the treatment they described this seems unlikely in all 

cases. This would seem to reinforce the finding that the older patients are accepting 

of physiotherapeutic touch and do not express any strong feelings about this or being 

undressed during physiotherapy treatment. 
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5.6.7 Impact on outcome 

Whereas the physiotherapy clinicians defined clinical outcome as the impact of their 

intervention on the mobility, Amotion and well being of their older patients, the older 

patients themselves described a broader definition of outcome. This definition 

portrayed their current attitudes towards and understanding of their illness and 

recovery, their current health, functional ability and coping strategies and their future 

prognosis. Thus the term 'clinical' is omitted from this sub category. 

In this study all the older participants described health gain from their episode of 

physiotherapy care. Even the one patient who felt that physiotherapy had made him 

worse in the early stages of his condition described how physiotherapy had optimised 

his recovery following surgery. 

Most of the older patients attributed their health gain to the intervention rather than 

the relationship. However, it is clear that enhanced quality of life relating to increased 

morale, increased knowledge of physical problems and their management and, in 

some cases, seeing the physiotherapy clinician as a friend, was achieved through the 

relationship elements of the encounter. 

"I'm sure it [taking a personal interest in the patient] does [impact on recovery]. I 

feel that she was interested in me as a person getting better. " (0P7: 254-255) 

However, all the older patient participants felt that the relationship they had with their 

physiotherapy clinician impacted on the outcome of their episode of care. Liking the 

clinician was important as participants felt they were more likely to feel comfortable 

and comply with someone they liked. In this respect older patients see the onus on 

the physiotherapy clinician to develop a good relationship with them. 

"Yes, 1 wouldn't be at all surprised [if the relationship impacts on recovery] because I 

think, I think if you took a dislike to somebody... no that wouldn't help you, because 

you'd be afraid, I think to ask for something, or... wouldn't you, just in case. " (OPll: 

148 



Chapter Five 

"Ifyou've got somebody that you're not - let's face it - is not appealing to you, or you 

feel isn't helping or you feel perhaps they're a little bit... You don't get that same 

Although some older participants complied with physiotherapy in the absence of a 

good relationship to enable them to end treatment as quickly as possible, most denied 

that intervention alone effected a satisfactory outcome. 

"Oh I wouldn't [have got on so well if there hadn 't been a good relationship], no. No 

because just the exercises... the fear would still have been there. That was the main 

thing, the fear. " (OP10: 329-330) 

No one, however, considered that the relationship in isolation had the same 

therapeutic impact. 

Sharing of self within the relationship, that allowed the older patient to see the 

physiotherapy clinician as a person as well as a professional, was felt to impact on 

compliance and clinical outcome without detracting from the clinician's professional 

stance. 

"It's... they are human the same as us. The same as the patient and therefore you 

then give yourself more to them. I think it speeds up the healing process. " (0P2: 

One older patient described the interaction as vital to assuring her of her own 

capabilities and potential. This inspired confidence to engage in the therapy and had a 

positive effect on outcome. Another participant, following a dense stroke and 

considerable physiotherapy, remained physically dependent and had been obliged to 

move into sheltered accommodation from her family home of over fifty years. 

It is interesting that, despite this, she was very positive about the relationship and its 

effect on her limited recovery. 
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" They inspire you, you know. You think to yourself "Oh well, S[name of 

physiotherapist] said I could do that and that's alright". You know, cos you've got to 

have something that you can hang onto haven't you, you know. " (OP3: 228-236) 

This participant did not perceive any discrepancy between the physiotherapist's 

encouragement and positive outlook and her eventual limited recovery. 

5.7 Conceptualising the relationship: the older patients' perspectives 

In summary, the aims of the study have been addressed though the findings set out in 

this chapter. 

Most older patients recognise that a relationship exists between themselves and their 

physiotherapy clinician. This relationship is usually seen as good and conducive to 

feeling comfortable with treatment through information sharing, trust, confidence and 

an appreciation of the human as well as the professional nature of the physiotherapy 

clinician. In the two cases where a relationship did not appear to exist, the older 

patient responded with passive obedience or appeared totally self-absorbed and self-

sufficient. In neither of these cases did the older patient expect or seek a relationship 

with their physiotherapy clinician. Poor relationships occur where communication 

skills are limited and there is a reluctance of either party to share personal elements of 

themselves. The quality of service delivery also impacts on the relationship. 

As with the physiotherapy clinicians, the older patients felt that a relationship was 

integral to the encounter, existing because of, alongside and time limited by the 

treatment intervention. As with the clinicians, they too did not feel that the 

relationship was therapeutic in isolation. 

In identifying the rationale for the relationship, older patients felt that the quality of 

the relationship impacted greatly on their engagement with the intervention, their 

compliance and the eventual outcome. They also used it as a vehicle for confiding 

fears and gaining information. No evidence was found in this cohort of older patients 

manipulating the relationship in order to extend their episode of care or gain favours 

usually outside the remit of the physiotherapy clinician. 
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The level of engagement varies between patients on a continuum from unquestioning 

and passive obedience through sharing of self on different levels, a friendly 

relationship to friendship and, finally, dependency. Older patients who have not 

experienced physiotherapy previously are unsure of what sort of relationship is 

expected within the encounter and take the lead from their physiotherapy clinician, 

possibly mirroring their engagement. The impact of the relationship on some patients 

was found to continue after the episode of care ended, in particular those relationships 

experienced by patients as having an emotional component. There are various 

possibilities for this. From a purely pathological stance this may be related to 

emotional lability associated with the impairment. Alternatively, patients may be 

truly upset by the closure of a relationship that is important to them. In addition, the 

two patients recalling this response may have been reacting to their significant social 

changes following profound, sudden onset disability that had not resolved frilly with 

physiotherapy. 

A key factor arising from the data that impinges on the relationship is the way in 

which the older patient approaches their physiotherapy episode of care. Helman 

(2001: 13) suggests that patients and clinicians have coherent systems of explanation 

of the origin and nature of health problems and how they can be dealt with. Older 

patients in this study approached their episode of care with pre-existing attitudes and 

beliefs, past experiences of health care and physiotherapy and their expectations of 

the treatment. In particular the experiences and lifestyle of older people and the 

potential for a "generation gap" could distinguish older patients' engagement with the 

relationship from that of physiotherapy clinicians and younger patients. Factors of 

concern to the physiotherapy clinician cohort including hierarchy, professional power 

and touch were seen as an inevitable and expected part of the encounter by older 

patients. Similarly, partnership, deemed important and something to be strived for by 

physiotherapy clinicians was not given any great credence by the older patients. 

5.7.1 Model 1: Placing and conceptualising the relationship within the 

physiotherapy encounter 

Many of the perceptions and experiences of the older patient reflect those of the 

physiotherapy clinician. All, in the main, acknowledge the existence and importance 

of the relationship that occurs between them in the clinical encounter. As with the 
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physiotherapy clinicians, where a relationship was felt to exist, older patients 

described the relationship as being present alongside and because of the clinical 

intervention, confirming Figure 4.3 Model la: Placing the Relationship within the 

Physiotherapy Encounter, derived initially from the clinicians' data. The same 

concepts of the Intrinsic Influences, the Professional Eifect and the Human Effect 

were also evident as in Figure 4.4 Model lb: Conceptualising the Relationship within 

the Physiotherapy Encounter. Two older patients in this study did not perceive a 

relationship to exist, one unable to remember the physiotherapists who treated her in a 

social rehabilitation unit and another who appeared totally self sufficient and detached 

from any clinical relationship. In these cases the model of the role of the relationship 

in the physiotherapeutic encounter categories (Fig 4.3) and concepts (Fig 4.4) are 

adapted as shown in Figure 5.3 below. 

In the absence of a relationship, healing is still able to occur but is effected only by 

clinical intervention with no mediating effect of the relationship. The Professional 

Effect is the key component of the episode of care relying solely on professional 

knowledge and clinical skills to achieve a clinical outcome. In both these examples 

there was evidence of weakened Intrinsic Influences and Human Effect. Intrinsic 

Influences including the patient and therapist approach, pre-existing attitudes and 

beliefs and the influence of service delivery were still evident but there was little 

evidence of trust and cooperation determined by anything other than blind obedience 

related to the patient's perception of professional hierarchy. The Human Effect was 

evident in the patients' willingness to engage with the physiotherapy clinicians' 

instruction, albeit in a detached way. They reported answering questions but not 

wanting to engage in any voluntary self-disclosure. There was no evidence of 

humour, of seeking reassurance or of wanting to engage with the clinician as a person. 

A good relationship is said by other clinical and patient participants in this research to 

promote trust, compliance and optimise outcome. Where the relationship was absent 

in these cases, it appears that trust and compliance were present but driven by 

obedience, an acceptance of professional hierarchy and a belief in professional skills 

of the physiotherapy professional. There was no evidence of any attempt to work 

with the physiotherapy clinician in the identification of treatment goals. It is not 

possible to judge whether optimal outcomes were achieved in these two cases. 
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Figure 5.3 Adapted model of the physiotherapeutic encounter where the 

relationship is absent. 

The Intrinsic 
Influence 

Does not exist The relationship 
alongside 

Physiotherapy 
encounter does not influence aims to/promote 

The Human 
Effect The Professiona: 

Effect 
Healing 

The clinical intervention 

The poor relationships described by some older patients as linked to poor 

communication skills and lack of self-disclosure also fit into this model. Here a 

weakened Human Effect leads to reduced confidence and lack of reassurance that 

these patients describe as having different effects on outcome. Some describe not 

achieving optimum outcome or taking longer to achieve it due to concerns that they 

are not doing the right thing. As previously noted, one older patient described 

working hard despite a poor relationship with her physiotherapist so that she could 

end the episode of care as quickly as possible. 

5.7.2 Model 2: Older Patients' Perceptions of the Relationship 

Physiotherapy clinicians and older patients identified similar views about the 

constituents of the relationship that developed between them within the 

physiotherapeutic encounter. Figure 5.4 illustrates the older patients' perceptions of 

the relationship that include the existence and course of the relationship, constituents 
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Figure 5.4 Older patients' perceptions' of the therapeutic relationship 

power/hierarchy 

i 

% 

o u t c o m ® 

Concepts Themes 

154 



Chapter Five 

Figure 5.5 Levels of engagement in the physiotherapy clinician / older patient 
relationship. 

Older patient 
thread 

Technician i Self-contained 

Professional Obedient 

Sharing of self Sharing of self 

Dependent friendship 

Dependency 

Friendly 

Coercive friendship 

Personal relationship 

Description of terms: 

Friendly — described by both parties as a reciprocated relationship where selected personal information is 
exchanged and a degree of confidence is established leading to trust and mutual respect. Unspoken but accepted 
social boundaries and the physiotherapy clinicians' professional code of conduct are maintained. 

Physiotherapy clinician thread 
Technician - minimal engagement with the patient. Often a single encounter, impairment driven. 
Professional - the clinician remains entirely within their professional persona, often distant, choosing not 

to share any human elements of themselves. Mostly described by qualified physiotherapists rather than assistants. 
Sharing of self- this occurs on different levels ranging from use of personal information to encourage or 

inform patients, to every day chit chat, to enough self disclosure to demonstrate the human side of the clinician. 
Coercive friendship - this is said to occur infrequently and is deemed to be on the edge of professional 

bounds. Here the physiotherapy clinician uses an overtly friendly approach to coerce the older patient to engage 
with treatment or make decisions. It could be deemed manipulative. 

Personal relationship - only one example was found of this. Here the relationship was actively cultivated 
after the patient was discharged and gifts were accepted by the clinician. It is not known how active the older 
patient was in the initiation or continuation of this relationship. Such relationships are considered by most 
physiotherapy clinicians to be outside professional bounds. 

Older patient thread 
Self contained —the patient is entirely self absorbed and self contained and does not seek a relationship 

within the encounter. 
Obedient - the patient does not relate to the clinician in any other than an obedient way. 
Sharing of self - older patients disclose their personal selves to different degrees varying from just 

enough information to facilitate assessment, through to deep personal anxieties considered unrelated to their direct 
rehabilitation. They often seek some reciprocation from the physiotherapy clinician. 

Dependent friendship - a degree of physical and emotional dependence on the physiotherapy clinician is 
displayed. 

Dependency - here patients perceive the relationship to be more important than the treatment. They may 
describe profound distress at the closure of the relationship. 
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of the relationship, the rationale and value of the relationship, professional power and 

hierarchy, pre-existing factors, professional factors and impact on outcome. 

Although these categories are similar to those identified by the physiotherapy 

clinicians there are some differences, in particular in perceptions of professional 

power and institutional hierarchy, partnership, touch, friendship and dependency as 

previously described in section 5.6. 

5.7.3 Model 3: Levels of Engagement within the Physiotherapy Clinician/Older 

Patient Relationship 

Both the physiotherapy clinicians and the older patients identified different levels of 

engagement within the relationship (Figures 4.2 and 5.2). Both ranged on a 

continuum from what could be considered an absent or minimal relationship to one 

that could be construed as aberrant either through patient dependency or 

physiotherapy clinicians exceeding their professional bounds. Each continuum is 

described as a thread. Figure 5.5 illustrates the association between the two threads. 

They cross at the midpoint of both where physiotherapy clinicians and older patients 

described the relationship as "friendly". 

This Levels of Engagement model is a key concept arising from the data with both 

physiotherapy clinicians and older patients describing the relationship as having 

professional and friendly elements. Friendship is a recurring theme from the older 

patients data whereas physiotherapy clinicians describe using a friendly approach to 

deliver their professional and clinical responsibilities rather than overt friendship. 

The professional elements describe the way in which the physiotherapy clinicians 

portray themselves in a professional role having knowledge, expertise and authority 

whilst the older patient generally responds in deference to this, acquiescing 

compliantly within the encounter. These two studies of physiotherapy clinicians and 

older patients suggest that both engage in the relationship at different levels, often 

moving between the human and professional ends of the continuum as circumstances 

dictate. 

These varying levels of engagement can be seen as roles being played out, perhaps 

unwittingly, by both parties. Both physiotherapy clinician and older patient appear to 

adopt two main roles (human and professional) within the encounter, relating to the 
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wider concepts of the human and professional effects previously identified in Figure 

4.4 Model lb and against the background of intrinsic influences of pre-existing 

service and personal characteristics. 

The final study explores this supposition that both parties play differing, dual 

(professional and human) roles in the relationship and considers the impact of this on 

the relationship and possible implications for the older patients' rehabilitation. These 

issues are developed in the final observational study (chapter six) and discussed in 

chapter seven. 

5.8 Reflecting on the Study 

Interviewing older patients for this study was reminiscent of working as a clinician in 

an elderly services rehabilitation unit. I was surprised how easy it was to adopt a 

researcher rather than a physiotherapeutic role. This was probably due to the patients 

being unaware of my clinical background so preventing them from drawing me into 

clinical topics. In addition, their physiotherapy episodes of care were complete when 

I saw them and I avoided picking up any clinical cues from them that stimulated my 

therapist interests. 

Interviewing older patients on the topic of relationships made me reflect on whether I 

formed any kind of relationship with them during this research. I already knew 

several of the physiotherapy clinicians prior to their interviews but this was not the 

case in this study. Certainly I was well received by the majority of the older 

participants who were eager to share their experiences. One older person, who 

described a very obedient response to her physiotherapist behaved in a similar fashion 

with me, happy to answer questions but not volunteering any fiarther personal 

information. 

I consider that I was able to facilitate an open rapport during these interviews. This 

rapport could be described as friendly in that it was polite and contained elements of 

good interpersonal communication skills on both sides. There was evidence of 

listening, empathy and respect. This facilitated self-disclosure from the participants. 

Relating these research encounters to Adam's et al (2000) typology of elements of 

social friendship, some elements, namely self disclosure (sharing of self), trust and 

157 



Chapter Five 

respect were present as was a purpose to the encounter - data gathering. Other 

elements such as frequency of contact and commitment were neither present nor 

necessary. 

The situation where one person gives information and the other uses that for a broader 

purpose could be deemed unequal and I was very aware of this during these 

encounters. Careflil adherence to ethics guidelines, giving assurances of 

confidentiality and anonymity and clearly showing respect for the participants' views 

were used to reduce the effect of this inherent hierarchy. I also tried not to abuse the 

participants' willingness to help and allowed time before and after each interview to 

engage in more social "chit chat" if the participant chose. Several older people were 

eager to show me their gardens or photographs of their grandchildren. Several were 

keen to make me a cup of tea and talk of non-clinical related experiences. I was 

happy to comply as they had, after all, paid me the compliment of talking about topics 

of my choice for an hour or so. I felt it was a way of paying back their assistance 

allowing them to choose the agenda for a few minutes more and attaining some kind 

of equality in the encounter. No one sought any personal self-disclosure from myself 

and I did not feel it appropriate to offer any. Although these engagements were 

friendly they could not be construed as friendship, strictly professional or dependent. 

The models developed from this part of the study arise from only eleven older 

participants who were recently discharged from seven dedicated elderly rehabilitation 

services of four NHS Trusts. Although a sample size of twelve was originally 

mooted, eight from Portsmouth Trusts and four from the Chichester Trust, it was 

eventually decided to recruit only three from Chichester. This was due to staff 

shortages within this day hospital that meant all the potential participants were being 

treated by the same two physiotherapy clinicians. Practically, this impacted on the 

time and goodwill of these clinicians to identify and approach potential participants 

and methodologically meant that each patient interviewed was relating their 

experience of the same clinicians, potentially limiting the experiential data gathered 

from the older person cohort. When ethical approval was first obtained, there were 

five physiotherapy clinicians working in this unit that would have had the capacity to 

broaden the data gathered. As the data was analysed between interviews it became 

clear that a wide range of views and experiences (see 5.6) was being obtained from a 
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broad range of older people (see 5.5). It was therefore decided not to go back to 

Portsmouth Ethics Committee to recruit another older person to this arm of the study 

but rather to continue to develop and test the existing analysis and theory within the 

final case studies. 

Classically, grounded theory methodology studies recruit relatively small samples 

(see Methods chapter section 3.7.1.2) aiming for depth of analysis rather than any 

attempt at generalisation of experience. Data gathering must, however, continue until 

theoretical saturation is achieved in the coding (Glaser, 1969). Although the cohort 

was small, the key categories arose fi-om each participant and the differing perspective 

of each older person meant that a range of views was expressed within each theme. 

Themes are also known in grounded theory as sub categories. These informed the 

categories and concepts already identified in the physiotherapy clinicians' study. It 

could be argued that the older persons' data has been manipulated to fit the model and 

that the analysis could have been different had this data been gathered first. It is 

acknowledged that it is impossible to analyse the later data in isolation having already 

identified the experiences and perceptions of the physiotherapy clinicians. However, 

given the similarity of the themes arising trom the older patients' data and the fact 

that a common experience was being explored, it seemed appropriate to code and 

conceptualise the older patients' data in a similar way. This did not prevent the 

identification of different codes in several of the themes. The categories and concepts 

remained the same. It is also acknowledged that this study did not build in a means of 

feeding back the findings to older patients in order to check the appropriateness of the 

model in the same way as occurred in the physiotherapy clinicians' study. Given the 

dispersed nature and diversity of medical conditions of a population of older people 

discharged fi-om physiotherapy rehabilitation, this could not be undertaken readily 

without entering another prolonged ethics committee application. However, to 

address this gap the key findings of this study together with the models generated 

formed part of the post observation interview discussions with the older participants 

in the final study (Chapter 6). 
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5.9 Summary: Consolidating the physiotherapy clinician and older patient 

perspectives. 

The key concept arising from the physiotherapy clinicians' and older patients' data so 

far relates to the differing levels of engagement taken by patients and clinicians in the 

relationship. These vary from no engagement in technical or obedient encounters to 

relationships that many see as inappropriate and undesirable namely those leading to 

dependency or personal relationships within the episode of care. These levels of 

engagement demonstrate themselves in the different roles played by participants in 

the encounter where physiotherapy clinicians may adopt professional and /or friendly 

roles dependent on the approach they deem appropriate. Similarly older patients may 

present as both passive, sick patient and friendly, eager pupil. This opens the potential 

for conflict between the professional and human elements of the encounter. 

Physiotherapy clinicians feel very bound by their professional code of conduct and 

qualified physiotherapists particularly by a reluctance to be drawn into friendship 

which they may need to compromise through the necessity to use their clinical 

authority to impart difficult information that an older patient may not want to hear 

such as ending the episode of care. However, they actively use their interpersonal 

skills of communication, empathy and self-disclosure to engage the older patient and 

engender trust and compliance. Qualified physiotherapists may deal with this conflict 

by separating the two roles, keeping the professional assessment and discharge role 

for themselves whilst encouraging the physiotherapy assistant to engage on a human 

level and become friendly with the patient to facilitate full engagement with 

treatment. The recent guidelines in the National Service Framework for Older People 

(DOH, 2001a) are also inadvertently helping physiotherapy clinicians to manage their 

human and professional discomfort at discharging older patients through facilitating 

the gradual withdrawal of involvement by encouraging long term support and follow 

up particularly for people with stroke or people at risk of falling. However, the 

impact of this unusual pattern of a friendly relationship on the older patient may be 

conftising and profound. 

Many older patients enter the encounter with expectations rooted in past health care 

experiences. They may expect well-defined patient and clinician roles and initially 

feel surprised or uncomfortable with the informality of first name usage and less 
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formal service structures. The one frame of reference that informs their place and role 

in the encounter, professional hierarchy, is also under threat from the move towards 

negotiated partnership, something that is unfamiliar and not sought by many of the 

older patients in this study. Their response to the clinician may mirror the approach 

of the physiotherapy clinician by responding in a friendly or professional manner and 

this supposition is explored in the final case studies. Certainly older patients appear 

to gauge their initial response according to the physiotherapy clinicians' approach. 

Wanting to engage on a familiar human level, appear compliant and give something 

back to the clinician, they often disclose elements of themselves beyond that required 

for assessment and treatment purposes. In return some have expectations that the 

physiotherapy clinician will reciprocate as a friend would in a social situation and 

indeed this seems be the case particularly in the physiotherapy assistant / older patient 

and longer-term physiotherapy clinician / older patient relationships noted by the 

research participants. In circumstances of profound life change where older patients 

have to manage loss of physical and life style independence, the physiotherapy 

clinician can appear to be the one stable influence who also offers the hope of 

returning to the old abilities. In these circumstances it is unsurprising that some 

patients grow to regard the relationship as more important than the intervention and 

become dependent on their physiotherapy clinician. 

Thus older patients may experience conflict initially when trying to ascertain whether 

a professional or human interaction is required. For some older patients further 

conflict may arise later in the relationship where the friendship they consider they 

have made with their physiotherapy clinician is terminated at the end of the episode of 

care conflicting with their past experiences of the process of social friendships. 

Whilst older patients know in theory that this will occur, the emotional contribution 

they have made to the relationship over-rides this head knowledge and does nothing 

to diminish their sense of loss at the end of the episode of care. 

These conclusions suggest that both physiotherapy clinicians and older patients are 

adopting different, varying, possibly dual roles within the relationship and are 

therefore operating with unintegrated worlds of professional expectation and human 

identity. The relationship between them occurs through a negotiation of experience 

and expectation, usually led by the physiotherapy clinician. In addition, the 
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physiotherapy clinicians describe the relationship as being an important precursor to 

partnership with their older patients in their rehabilitation. However, the older 

patients have little understanding of this concept as defined by the clinicians. 

The final study seeks to explore these concepts of role, Iriendship and partnership 

within this inherently hierarchical liaison through the observation of the relationships 

presenting in four individual physiotherapeutic interventions and follow up interviews 

with all participants. 
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Chapter Six 

The Relationship in Action 

6. Introduction 

This study commenced in December 2002. 

It comprised an exploration of four single physiotherapy clinician/older patient 

interventions occurring within medium to long-term rehabilitation settings. Each 

involved the observation of a physiotherapy treatment followed by individual interviews 

with the physiotherapy clinicians and older patient involved. These investigations were 

undertaken in the elderly medicine departments of the same NHS Trusts accessed in the 

previous two studies. 

An observation guide was developed (Appendix 6.1) informed by observation 

methodology (Mason, 1996: chapter 4) and the findings of the previous two studies. 

Interview guides for the physiotherapy clinicians and the older patients were developed 

fi-om those used in the earlier studies (Appendices 6.2 and 6.3). These were also adapted 

to allow for questions to be asked about the findings of the observations. 

This chapter outlines the aims and objectives of these investigations, participant 

sampling, data collection, undertaking and findings. The ways in which these case 

studies add to the earlier findings and contribute to theory development are discussed. As 

in the earlier studies a grounded theory approach was used. 

6.1 Aims and Objectives 

The aims and objectives of these investigations were to build on the previous findings. 

Aims: 

1. To test Model 1, Placing and Conceptualising of the relationship within the 

physiotherapy encounter (figures 4.3 and 4.4) and Model 2, Participants' 
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Perceptions of what Comprises the Physiotherapy Clinician / Older Patient 

Relationship (figures 4.5 and 5.4) within individual therapeutic encounters. 

2. To explore the appropriateness of Model 3, Levels of Engagement model (fig 5.5) 

within individual physiotherapy clinician/older patient relationships. 

3. To explore the roles of the participants as identified in the previous two studies 

within individual interventions to ascertain: 

a. What these role are 

b. Whether multiple roles exist 

c. How these roles are perceived and managed, including any potential for 

conflict 

4. To consolidate the findings fi-om all the studies and clearly identify the key 

concept(s) that underpin(s) the physiotherapy clinician/older patient relationship 

in medium to long-term rehabilitation settings. 

Objectives: 

1. To observe treatment sessions where individual patients are being treated by a 

physiotherapist and/or a physiotherapy assistant in order to: 

a. Gain another perspective (the researcher's) on the process and possible 

effect of the physiotherapy clinician/older patient relationship. 

b. Allow specific issues relating to the relationship observed in that 

intervention to be identified for later exploration with each participant. 

2. To interview each participant following the observed treatment session to gain 

information and insight into their perceptions of the relationship in this encounter, 

including its development and role. 

3. To specifically ask participants about the models arising fi-om the previous studies 

to test their appropriateness. 

4. To use the findings from this study to test previously identified models, clarify the 

core concept(s) and develop a theory using a grounded theory approach. 
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6.2 Participant Population and Sampling 

Following the previous two studies where perspectives of physiotherapy clinicians and 

older patients were obtained in isolation, frequently resulting in information about several 

relationship experiences, it was decided to explore individual relationships. This format 

gave the opportunity to observe individual dyads within a treatment session and explore 

the perspectives of both parties individually about the same encounter and see if the 

models arising from the previous data could be applied to specific relationships. 

To ensure parity of service culture and organisation these treatment sessions were drawn 

from the same NHS Trusts as the previous two studies. Ethical approval was obtained to 

undertake four individual studies, one in each of the four participating Trusts. 

Unfortunately, under the terms of the ethical approval it was not possible to identify 

potential participants and encounters without the assistance of the treating 

physiotherapists. Although this had the advantage of ensuring that the patients 

approached were cognitively and linguistically able to participate it meant that, as 

gatekeepers, the treating physiotherapists were able to screen out encounters that they 

would prefer not to be observed or explored. This has been a problem throughout the 

data collection having the potential to present findings based on a biased population. 

Physiotherapists working in the elderly rehabilitation services were approached and asked 

to participate and identify potential patient encounters for inclusion in the study. The 

interventions had to fulfil the following criteria: 

• Involve patients undergoing medium to long term rehabilitation physiotherapy 

within the Trust elderly services 

• Treatment undertaken in outpatient, day hospital or domiciliary settings 

• Involve an older patient (over 65 years) and a physiotherapy clinician (qualified 

physiotherapist and /or physiotherapy assistant) 

Theoretical sampUng was undertaken where possible to explore specific areas as the 

interview and observation guides developed between case studies. This involved 

identifying key topics arising from the early case analysis and actively seeking cases 

where these topics could be explored further. An example is the early finding that a 
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physiotherapy clinicians' experience may impact on the way these relationships are 

managed. For a later case an encounter between an older patient and an inexperienced, 

junior physiotherapist was therefore sought and obtained. The full purposive sampling 

criteria appear at appendix 6.4. 

Due to problems accessing patients and staff from one of the Trusts another Trust 

identified two patients and their physiotherapists from two different services in different 

geographical areas. 

Table 6.1 Individual investigations: participant and environment characteristics 

Venue Patient Physiotherapy 
clinician 1 

Physiotherapy 
clinician 2 

Length of 
relationship 

Case 1 Out 
patient 

- male 
- 73 years 
-LCVA 
- Lives with 
wife 

Senior clinical 
specialist 
physiotherapist 

Physiotherapy 
assistant 

Five months 
with both 
clinicians as in 
and outpatient 

Case 2 Day 
Hospital 

- female 
- 75 years 
-LCVA 
- lives with 
daughter's 
family 

Senior 2 
physiotherapist 
on rotation 

Physiotherapy 
assistant 

Eight months 
with 
physiotherapist, 
occasional only 
with PTA 

Case 3 Day 
Hospital 

-6male 
-83 years 
- Parkinson's 
disease 
- Lives alone 

Senior 2 
physiotherapist 
based in DH 
eight years 

none One month. 
Four treatment 
sessions 

Case 4 Patient's 
home 

-male 
- 75 years 
-RCVA 
- lives with 
wi6, wider 
6mily very 
involved 

Junior 
physiotherapist 
on rotation 

None directly 
involved, 
although senior 
PT supervises 
occasional 
session 

Two and a half 
months, 
including two 
weeks whilst 
inpatient 

CVA - cerebro-vascular accident (i.e. stroke) 

PTA - physiotherapy assistant 
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6.3 Exploring Individual Interactions 

Four cases were explored in this study. Four patients (Two male, two female, age range 

73-83 years) were observed being treated by physiotherapists and (in two cases) also by 

physiotherapy assistants. All patients, due to sampling and ethics requirements, were 

well into their treatment programmes and had established relationships with their treating 

therapists. Each physiotherapy clinician and older patient participating within each 

observed intervention was interviewed within a week of the observation, before the next 

treatment session. Observation was not used as a means of data triangulation to assure 

validity but simply as a means to note issues and behaviours arising within the treatment 

session to seek further clarification 6om participants at their interviews (section 3.5). 

The data from these cases were analysed using a grounded theory approach as before in 

order to explore whether findings from specific, individual relationships reflected 

previous participants' views of general physiotherapy clinician/older patient relationships 

and the models that arose. The interview and observation guides were based on findings 

from the previous studies. However, the researcher tried to remain open to the possibility 

of new concepts and interpretations through asking questions of the participants based on 

observation of the treatment session and through continual reflection on the process and 

interpretation. The findings are presented below. 

6.3.1 The Rationale, Role and Constituents of the Relationship 

The findings from these individual cases support the previously identified models relating 

to the rationale, role and constituents of the physiotherapy clinician/older patient 

relationship. These are included, briefly, below as they are mostly repetitive of the 

comments made by participants reflecting on less specific physiotherapy clinician/older 

patient relationships. No new sub categories arose from these cases. This appears to 

confirm the earlier models and suggest that they may be applied to individual cases. 

In each case, all participants acknowledged that a relationship existed between 

themselves and their therapist/patient. This existed alongside, because of and 

inextricably entwined with the therapeutic encounter. 
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These participants felt that the role of the relationship was to establish a rapport. 

a W Z/ze/M ̂ geZ af eafg. / f/ze fAmg ybr fAem fo ̂ geZ fAey ca» 

tell what's really worrying them. " (Case 3, physiotherapist, 417 - 420) 

to put patients at ease and facilitate trust by disclosing some personal details; 

"You automatically ask them are you married? Have you got any children? You 

automatically ask them that... Well, it's nice to know you're getting to know them, their 

personality and that. (Case 4, Older patient, 572- 573, 578) 

and to optimise clinical outcome. 

"Your outcome I think is linked very, very strongly to the relationship you build up with 

a.9 goocf." (Case 2, physiotherapist, 339-343) 

Where the patient failed to achieve an activity there was no evidence offrustration or 

annoyance on the part of the physiotherapy clinicians, rather a return to simpler, more 

achievable exercises. No evidence of patronising in this approach, rather empathy and 

reinforcement of good outcomes which then went on to build towards achievement of the 

treatment goal (sit-stand unaided). (Field notes, reflection on case 2, 204-209) 

The essence of this therapeutic encounter comprised the same professional effects, human 

effects and intrinsic influences as were found from the initial interviews with 

physiotherapy clinicians and older patients in the earlier studies. Identical constituents 

were both observed and identified from these observed encounters. For example, one of 

the professional factors 'boundaries' was observed in Case 4. 
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/Pof/gMf a W Aff /pAyj'mfAgrqpw// Aow fAg Aa(f g?yoye(f Agr Ao//d^. 

/?/zy^mfAgrapwf/ zf Aa(/ 6gg» goo(f Az/f (ffcf »of go mfo owy defmZ (Case 4 Geld notes, 

51-52) 

The physiotherapist in this intervention stated that the relationship was bounded by the 

professional reasons for the therapeutic encounter. She described how the boundaries 

between physiotherapist and patient could vary in different situations. 

'Tgĵ , v g / y f r y m g fo fcry, 7 /Mga», ffz/Z, zf'j »of Mof 

professional if it's more relaxed but at the same time - like I know I can tease [this 

patient] and I know I can have a bit of a joke with him whereas there are other patients 

that just wouldn't. " (Case 4, physiotherapist, 417-420) 

The human eflfect identified in these interventions is illustrated by observation and patient 

identification of the constituent 'trust'. 

[The physiotherapist] moved treatment on by saying "Hope you don't mind if I remind 

"We 're right here with you even though it feels funny. We wont let you fall". [Patient] 

seemed comfortable with this and happy to comply. (It would appear that 

[physiotherapist] and [physiotherapy assistant] pick up [patient's] anxieties through her 

/zgâ zfaf/oM aW fg»faf;vg 6o(^ ZaMgẑ agg.j A/wcA gg»f/g g/zcoz/ragg/weMf z^gf/ fo gwcowragg 

standing. (Case 2 field notes, 113-119) 

One patient acknowledged the element of trust in his clinicians. 

"You've got to have faith in them, that what they're doing is helping you. " (Case 1 

patient, 294) 

Similarly, the intrinsic influences within the encounter were found to have resonance 

with both patients and physiotherapy clinicians in these studies. An example of these 
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intrinsic influences, 'the environment', was a common thread here. One patient 

described the friendly atmosphere of the day hospital and its impact on her. 

"PFTzerg wg a/Z f/r fogefAgr, we're a// fAe Am;e f/zezr 

that sort of thing. Oh, they all just come and sit down and chat and talk, you know, 

there's no ruling where they mustn't do it or anything like that, you know. They're very 

Interviewer: Yes. Does that make you feel more comfortable being there? 

(Case 3, patient, 34-40) 

A physiotherapist reflected on her feelings at having to treat her patient in his own home 

after having worked with him as an inpatient. 

"7 vg/y TMWcA ... OM TMry groww/forr fAmg 

and I'm, you know this is my physio gym and this is where I work and I bring you into my 

gym wg wAgyg aj-, / fAaf/frf/ j -gffw/zgM go a W j'gg fo/Mg6o((y of 

home, it's always a bit awkward. If they don't invite you to sit down, you're like "Ooo, do 

I sit down or do I wait to be invited?"" (Case 4, physiotherapist, 589-595) 

The similar Endings in the individual cases suggest that Models 1 and 2 (figs 4.3, 4.4, 

4.5, 5.4) previously identified are appropriate in individual prospective relationships as 

well as in those recalled by participants describing (in many cases) multiple encounters 

and associated relationships. 

6.3.2 Levels of Engagement in the Relationship 

The level of engagement model devised from the earlier studies was similarly tested in 

these individual cases. 
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The level of engagement in the relationship between the physiotherapy clinician(s) and 

the older patient in each observed encounter was established through observation and 

agreed with them during interview questioning. The levels of engagement identified in 

each relationship are plotted below against the model of engagement (fig 5.5). In the 

figures, the oval shapes refer to the older patient and the rectangles to the physiotherapy 

clinician. Participant quotes are identified by case, participant and text code. 

Case 1: 73 year old married man, five months into his treatment for stroke with senior 

physiotherapist and physiotherapy assistant. 

The older patient in this case perceived his relationship with the senior physiotherapy 

clinician as fi-iendly. 

"It's friendly but not a proper friendship" (Case 1, Older patient, 441) 

The senior physiotherapist perceived her relationship with this older patient as ranging 

between professional and friendly as circumstances dictated. 

The relationship between senior physiotherapist and patient appeared to be slightly more 

formal with the senior physiotherapist directing the session and keeping it on a clinical 

track. The PTA and patient appeared to have a more friendly relationship with some 

from either senior physiotherapist or PTA. (Case 1, field notes reflection, 166-171) 

When questioned about these observations the senior physiotherapist stated; 

"Vmprobably, a little bit more restrained than say [the PTAJ is. ... there's a little bit of 

me that holds back because I am the therapist and I don't want them to see me as being 

ywff a / Aavg fo gw/fg/zr/M fo/MefzyMef." (Case 1, Senior 

physiotherapist, 179-183) 
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Figure 6.1 illustrates the levels of engagement within the relationship described by the 

senior physiotherapist and older patient, based on the levels of engagement model (Fig 

5.5) developed from the earlier studies. 

Figure 6.1 The case 1 senior physiotherapist/older patient relationship as described 
by both participants 

friendly 

Older patient 

The older patient perceived his relationship with the physiotherapy assistant as friendly. 

'Researcher: "Didyou get on differently with [senior physiotherapist] to the way you got 

on with [PT assistant]? " 

Patient: "No, they're both the same ' (Case 1, Older patient, 265-266) 

The physiotherapy assistant described her relationship with this patient as friendly and 

verging towards friendship but becoming more professional as circumstances require. 

She described humour as playing a key part in pitching the relationship. 

"You've got to really be sure of that person's sense of humour because that's, I think with 

him, that's what makes the friendship. " (Case 1, Physiotherapy assistant, 109-110) 

Figure 6.2 illustrates they way these participants described their relationship. 
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Fig 6.2 The physiotherapy assistant/older patient relationship as described by both 
participants 

friendly 

Older patient -

In this case the physiotherapy clinicians and the patient had known each other for a long 

time and had developed a relationship spanning the early stages of the patient's 

considerable disability and his subsequent slow and incomplete recovery. The 

physiotherapist stated that she maintained a professional relationship with a friendly 

approach. The physiotherapy assistant also alleged a professional approach; although 

from both observation and participant interviews it appeared that her manner was much 

more allied to the patient mainly through humour. This was used to maintain a human 

angle and lighten diflScult moments. The patient described a friendly relationship rather 

than a friendship. The relationships described were also observed during the interaction. 

The relationships described by the clinicians were not static but fluctuated with the 

situation, particularly where the patient was perceived to have reduced compliance with 

treatment. The senior physiotherapist encouraged the physiotherapy assistant to develop 

a more friendly relationship to optimise compliance. She expanded on her rationale for 

maintaining a professional stance with this patient whilst promoting a friendly 

PTA/patient relationship by reflecting on her wider work experiences. This participant 

felt that being the senior clinician she was perceived as "the boss " by patients and their 

relatives and this prevented a friendly relationship from developing whilst ensuring that 

her expertise was recognised and complied with through this professional hierarchy. She 

described a "two pronged attack" if a patient was "hard to win over". She felt that she 
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and the physiotherapy assistant played a "good cop, bad cop " role with patients, where 

the roles varied according to circumstances. She did not feel that this role-play was a 

problem as the two clinicians worked together so closely as a team. 

" fFe 're fqymg we Yg cop, cop, twow. ... w "rg Mof wp 

looking important then they don't think you're sort of... not an important person, but they 

they don't tell you the personal stuff but they might tell [PTA] because [PTA] they don't 

(zy a fAe)/ fAaf .y/zg'f Mof fAey we zMore fo fe/Z Aer f/zmgy 

f/zaf are ^ofAermg fAe/M fAaf fe// 7»g. ...fAe}/ wawf fo 6e Zy /we 

fe/Z /?TWJ fAe o^Aer ogam, a wAoZe /Mafc/; f/zmg reaZZy." 

(Case 1, Senior physiotherapist, 246-264, edited) 

The senior physiotherapist thought that professional hierarchy was an important and 

necessary constituent of her role. 

" ...but I think you can have a great time with somebody but you know the boundaries 

M/M7M... ybr fAe/M re^ecf}"()«, j/ow Zef fAe/M Zofe f/ze r e ^ p e c f / o r a f a 

" (Case 1, Senior physiotherapist, 365-367) 

She was, however, careful to distinguish between professional and personal hierarchy. 

For example, she considered that hierarchy depended purely on circumstance as 

illustrated by this quote. 

"There's nothing hierarchical about the fact that Fm a physio. What I have got is some 

skills that they need at that time. But equally, if you had a plumber for instance on 

ĝafTMgMf, fAg); wg/Z /%n;g fMZâ  }'ow ngĝ Z af wmg ^/»g. 5'o f/zaf ĵ Zzarmg 

q/^fMZf. af fAg /̂Mg /Aaf fZzcx AacZ fAgzr ĵ froAg /Ag); M g g f Z M % g » a j)ZwfM6er 

comgf fo ̂ yowr Aoẑ ĝ )/ow (Zo» Y fAgrg a»(Z "ffieZZ /';» a ocfwaZZy". ^ecazwe 

that makes no difference. " (Case 1, Senior physiotherapist, 433-444, edited) 
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She described how she actively reinforced her professional role where necessary through 

establishing her professional hierarchy if a patient was perceived to overstep relationship 

boundaries or ceased to comply with treatment. 

"... 7 g g f grw/fg f/rzcf Wf/z fAe/M aW7/Mzg/zf 

feel they haven't taken on board what I've said, I might even write them a letter on the 

m wffmg fo m a way, fo /waAe fAe/M 

rgoZwe (/owg jo/MgfAmg /'vg f/ze/M / 

Y WOMf f/zg/M fo oW Zf'f gOZMg fO f/oW f/zgz/" a W 7 /MZgAf Zf ZM WZfZMg 

a W 77/ gzvg zf fo fAg/M fo f/zg}; f/zmA: "0/z, rzgA ,̂ 7/ dbga-wY /z<%pg» vg/y c^gM 

/'vg go/ //za/ a6//z(y /o ^ //za/. / Awow f/za/ /Aaf^ fo/»gfA/Mg //za/ " (Case 1, 

Senior physiotherapist, 198-206) 

Although the relationship between clinicians was not under scrutiny in this research, it 

was apparent that the long standing working relationship between the senior 

physiotherapist and the physiotherapy assistant was important in the way they managed 

both their relationships with this older patient and his treatment. The physiotherapy 

assistant in particular appeared to fluctuate easily between roles, first demonstrating a 

friendly complicit relationship with the older patient, laughing at his jokes to the 

exclusion of the senior physiotherapist, then a professionally obedient role carrying out 

the senior physiotherapist's instructions and finally a professionally exclusive role where 

she exchanged verbal and non-verbal communications about the patient's clinical status 

and treatment with the senior physiotherapist whilst actively excluding the patient. She 

did not see any discrepancy between these roles when interviewed, feeling that any 

variation in relationship emphasis was driven by clinical need and therefore within her 

professional frame of reference. 

In summary, in this case all parties saw the relationship as good and assisting engagement 

with treatment. The senior physiotherapist identified having two roles within this 

relationship. She presented a professional role when applying clinical treatment, 

becoming firm when the patient appeared not to be taking her advice seriously and yet 
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engaging with humour in a friendly chitchat rapport. Similarly the physiotherapy 

assistant presented a professional face when being drawn into a clinical role by the senior 

physiotherapist whilst maintaining a complicit, friendly rapport with the patient, a role 

she described as "being a friend". The patient believed that his engagement with both 

clinicians was consistently friendly and appropriate to his role as patient. 

The treatment session ended with the patient walking from the treatment gym into the 

physiotherapy department kitchen area and the importance of a cup of tea after the 

treatment seemed to indicate the end of the formal therapy session and signal a shift in 

the relationship from professional to human, with both physiotherapy clinicians shifting 

into their friendly roles. All participants alluded to the value of this in passing and 

without prompting during interview and the making and drinking of tea was observed at 

the end of the physiotherapy treatment encounter. All saw it as a welcome break after a 

demanding treatment, almost a reward for working hard. Making a cup of tea in a 

therapeutic setting is more often associated with occupational therapy and there was no 

obvious reason why this should be occurring as part of this physiotherapy treatment, for 

example as a means of developing standing tolerance. The physiotherapy assistant said 

she had often brought this patient to the department for a cup of tea in his early inpatient 

treatment days as a place of refuge to difiuse problems associated with his frustration. It 

would appear that this simple ritual is actually quite important here, allowing the older 

patient to engage in something normal within an abnormal situation. This was seen as 

quite a natural thing to do and not employed as a conscious delineator between 

professional and friendly relationships. 

Case 2: 74 year old widow, eight months into her treatment for stroke with senior 

physiotherapist, also assisted by physiotherapy assistant 

In this case, the older patient and senior physiotherapist had known each other in ward 

and day hospital settings for the eight months since the patient had been admitted with a 

stroke. It was clear from the observation that each knew the other well and had an easy 

relationship. 
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TTzgrg waf eajy AefyyeeM /iygMzor /bWer 

[Senior physiotherapist] gave her lots of encouragement that was well received. (Case 2, 

field notes, 75-76) 

Although the participants related well there was no evidence of friendship from either 

interviews or observation. The older patient in this case described her relationship with 

the senior physiotherapist as one of obedience. 

"I mean, I don't mind what she tells me to do I try to do it, you know. " (Case 2, Older 

patient, 149-150) 

During the observed treatment the older patient did not share any personal information 

other than that required &r assessment and treatment purposes, neither did she describe 

any sharing of self during the interview. She was pleased, however, that the senior 

physiotherapist shared some personal information as this reduced the impact of 

professional hierarchy and made her feel more comfortable in this situation. 

with her, you know... It makes her bring herself down... well not down to your level, 

but... cos I always look on her with her job being higher than me, you know. " (Case 2, 

older patient, 110-115) 

The senior physiotherapist was happy to share limited personal information with this lady 

as she felt it showed her human as well as her professional side, but felt that developing a 

friendship with her was inappropriate in these circumstances. 

"I wouldn't say it's a friendship. Not because I wouldn't like to be friends with [older 

patient] but I think that I do keep my distance because of the situation that we 're in. The 

relationship as it is, is a working relationship... is a working relationship for me. " (Case 

2, senior physiotherapist, 443-446) 
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She explained her pregnancy disclosure as a purely human exchange but also as a way of 

informing this patient that she would be going on maternity leave and would not 

personally be completing her course of treatment. 

"I think you've got to give a little bit as well or you can come across I think as being 

quite... well... it's just not human really. " (Case 2, senior physiotherapist, 159-162) 

Figure 6.3 illustrates the level of engagement within the senior physiotherapist/older 

patient relationship as described by each participant. 

Figure 6.3 The case 2 senior physiotherapist/older patient relationship as described 
by both participants 

Older patient 

obedient 

In contrast to this longstanding relationship, the physiotherapy assistant observed in the 

treatment session had only met this patient on a few occasions. However, she described 

her relationship with this patient as friendly. 

The physiotherapy assistant described a conflict between her desire to develop a friendly 

relationship in order to alleviate the difBcult experience of hospitalisation for the patient 
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and her own professional and personal boundaries. She recounted the importance of her 

friends to her, describing friendship as a mutual support system. Although she felt it her 

role to support the older patient she did not seek any reciprocation at that level. She also 

drew boundaries in order to protect herself in the event of the patient's death. 

"I would say it's a friendship but not a friendship. I try not to get too involved cos 

that's my biggest thing cos with my friends, I'm really close to all my friends, I tend to 

help them out a lot and I'd help anybody but I think there's a boundary. I don't want to 

get too emotionally involved with people because if they suddenly had another stroke or 

suddenly die, it would be like losing my friend which I think I'dfind quite hard. " (Case 2, 

Physiotherapy assistant, 329-337) 

Figure 6.4 The case 2 physiotherapy assistant/older patient relationship as described 
by both participants 

Older patient 

The relationships in this case existed exclusively alongside the therapeutic intervention 

and there was no expectation or desire that any relationship would continue beyond this. 

The pleasant nature of the mutual engagement clearly engendered trust and mutual 

respect. It allowed enough openness for important information and fears to be expressed 

but left neither party open to manipulation or dependency. This relationship diifered 

from others described by older, widowed, female patients in that it was set against the 

background of good family support, suggesting that this older patient either did not 

appear to feel the need to develop fiirther supportive relationships within her treatment 
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setting or perhaps simply just did not feel it appropriate to form a relationship with a 

clinician. 

This older patient had moved from her own house since having her stroke and was living 

in an annexe of her nurse daughter's house. On the visit to interview this lady it was 

apparent that her independence was being encouraged and carers rather than the family 

were addressing most of her personal needs. On the surface it appeared that this lady was 

making her own decisions about her rehabilitation. However, her daughter was well 

acquainted with NHS policy and procedure and had written a letter of complaint 

containing a well argued, evidenced based case for more physiotherapy treatment for her 

mother. When interviewing the senior physiotherapist it was clear that this letter had 

been written with her knowledge and support as a means of pressurising managers into 

reconsidering physiotherapy staffing levels within the day hospital. The older patient had 

apparently been quite passive in this decision but knew of it and frequently asked whether 

she was going to have more treatment. Although the therapist/relative relationship is not 

under scrutiny in this research it clearly influenced the physiotherapy encounter for this 

patient as the positive outcome of this action benefited both parties. Its effect on the 

clinician/older patient relationship is not known. 

In summary the long term relationship between the senior physiotherapist and this older 

patient remained at the professional level with the physiotherapist maintaining a 

professional role, sharing enough personal information to reinforce her human attributes 

of empathy and understanding. The older patient maintained her role as pleasant, 

obedient patient whilst her nurse daughter firmly insisted on her rights to more treatment. 

The older patient also displayed an obedient role with the physiotherapy assistant who 

described her own approach as friendly. 

As in the previous case, the relationship seemed to shift from friendly to professional as 

circumstances dictated with the physiotherapy assistant engaging the patient in friendly 

chitchat and humour on the way from the patient waiting area to the treatment area where 

both deferred to the more professional approach of the senior physiotherapist. 
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Case 3: 83 year old widow referred for assessment of early Parkinson's Disease, 

observed at her fourth treatment session with a senior physiotherapist 

This case also identified a professional encounter determined by the characteristics of the 

short-term nature of the encounter, the environment and the attributes of the senior 

physiotherapist and older patient. No physiotherapy assistant was involved in this 

patient's day hospital care. 

'S'o, f/zmA; zf^ a (xpg q/}Hg»<&/zzp. Tf'f ̂ er/zqpf a ZMorg 

akin to a teacher pupil relationship in some ways, because they feel that you're the 

person they can ask. " (Case 3, Senior physiotherapist, 136-140) 

Both older patient and senior physiotherapist separately described their relationship as 

one of teacher/pupil. The older patient felt that she was able to separate the therapeutic 

encounter from any relationship although she appreciated knowing that the 

physiotherapist had a human side as well. 

"Well I mean, you're there for a purpose aren't you, it's the physio. It's not like a 

Mothers' Meeting and things like that where you would talk about your family and all the 

q/" zA Bzzf zf'j' Mzcg z/̂  f/zg)/ mZrô /zzce zzz f/zezryazMz/y or f/zg); fay 

daughter does this" or "My son does that"". (Case 3, Older patient, 490-498) 

The senior physiotherapist felt that this older patient did not seek any relationship with 

her as her physical improvement meant that difficult life style changes did not need to be 

addressed and her existing social support provided any friendship she may need in the 

treatment setting. During observation the older patient was seen to engage with fellow 

patients, one of whom was a long standing friend, in a friendly, open manner. 

"I think in her case it [the therapist/patient relationship]probably isn't so important. I 

feel that she is really very good and I think perhaps that influences it. She's seen herself 
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improve so much that a lot of her needs have been fulfilled by her physical 

achievements... I also don't think she's lonely which many of our patients are and I think 

again a lot of the private conversation would have gone on already with this friend 

[another patient] that she already knew here. " (Case 3, Senior physiotherapist, 215-225 

edited) 

There was no evidence of self-disclosure from either party, although the group treatment 

environment of this encounter did not encourage this. Whilst the older patient was 

obedient to the physiotherapist's instructions, she had no qualms about moving from one 

activity station to another without waiting to be told (field notes, observation, case 3). 

"You want to please them because they're doing their best to help you, aren't they." 

(Case 3, Older patient, 308-309) 

Her remembrance of treatment from a physiotherapy assistant whilst an inpatient 

illustrates the pupil/teacher relationship, naughty/good response that she describes with 

humour. 

"Cos I had me legs crossed like I've got 'em crossed now, he [PTA] used to come along 

and give them a good slap and he used to say "You're doing it again!"you know. 

(Laughs) " (Case 3, Older patient, 204-206) 

Figure 6.5 The case 3 senior physiotherapist/older patient relationship as described 
by both participants 

Older patient 

^^obedient 
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In summary, although this case is characterised by the professional stance of the senior 

physiotherapist and the obedience of the older patient, a pleasant rapport existed between 

them that maintained distance whilst engendering mutual respect and trust. In contrast to 

the previous two cases, the physiotherapist maintained this approach when fetching the 

patient from the waiting area. Friendly interchange and mutual support was observed 

between patients in the group. Interestingly the senior physiotherapist interpreted these 

friendly relationships as a reason for not needing to develop more friendly relationships 

with older patients herself. As the manager of the service this senior physiotherapist had 

the authority to change from group to individual treatments. Admittedly there may be 

significant service or clinical reasons why group treatment is preferred but another reason 

could be that unwittingly she recognises the value of a friendly atmosphere whilst being 

able to retain her professional detachment without compromise. Where other 

physiotherapists manage the potential professional/friend role conflict through their 

judicious use of physiotherapy assistants, in the absence of such an assistant in this 

environment it could be seen that the patient group interaction was performing this role. 

Case 4: 75 year old married man, two and a half months into his treatment with a junior 

physiotherapist for stroke. Currently receiving domiciliary physiotherapy. 

This case was different from the previous three in that the physiotherapy treatment was 

taking place at the patient's home and the close, extended family played a key and intense 

part in the older patient's rehabilitation. This was illustrated by the older patient's 

insistence that his daughter be able to participate in his interview and his request for a 

transcript "Cos the wife will want to know word for word what I said". This close family 

involvement is illustrated in fig 6.6. 

The junior physiotherapist was inexperienced in working with long term, neurological 

patients and with working in the domiciliary environment. Although she had the clinical 

support of a senior physiotherapist it became apparent that her relationship with the 

senior physiotherapist had been adversely affected by the apparent conflict between the 

senior physiotherapist and the older patient and his family, something the junior 
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physiotherapist was trying to ameliorate whilst maintaining a good relationship with the 

patient herself. 

Although both junior physiotherapist and older patient described a good relationship 

engendering trust there was considerable observation and interview evidence suggesting 

different understandings. This was particularly evident in the physiotherapist's and older 

patient's perception of goal setting. 

"Ifeel I've got a reasonably good relationship with him and... Just because I've got to 

know the family dynamics I'm able to work my treatment around that and, you know, I 

ATioiy wAaf fo acAfgvg oW /May or may acAfeve 

owfcoTMg'f gomg fo /Tig'j Aacf a /of coTwrng fo fermj: WfA fAe fAaf Ae 

/May Mof wa/A; agom. 7 f / ' v g gof a p/cfwre /zow Ag aAoMf 

things. " (Case 4, Physiotherapist, 487-494) 

The older patient and his daughter had a different perception of what the treatment was 

aiming towards. 

Patient's daughter: "Yes, she's full of encouragement. She really boosts him, really 

Interviewer: "Yes. Does she think that you're not going to walk again? 

ckwgAfgr.' ",S%g (/ogĵ wY Z;Ag fo " 

Patient: "She won't commit herself" (Case 4, Older patient, 138-142) 

The junior physiotherapist described her relationship with the older patient and his family 

as one of the family, yet still the health care professional. 
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7 fAmA; q/" fAe f/zere. / /'/» aZwfzyj' gomg fo 6g f/ze 

^Ay^fo fo f/zg/M 6wf / f/zmÂ  af f/ze ĵ a/Me fz/Mg f/zg)/7/ a/w /zovg a Zawg/z /zovg ayoAe aw /̂ 

f/zey'/Z 6rmg wp ofAgr^ro6Zg/Mf jo... B f /^OWgr/)a^g»(/ /zm;zMg j'oy/zg <jg»faZ ĵ roA/g/M:? 

a W 7 waf a6Zg fo g7Vg fOTMg affwzcg o» w/zgrg fo go foyZw;̂  a (/gMfẑ f̂. (Case 4, 

Physiotherapist, 109-113) 

The relationship described by the older patient and his family and observed during the 

treatment encounter fluctuated from total patient/family self suflSciency to a friendly 

relationship. This self-sufficiency was demonstrated through excluding the 

physiotherapist from family jokes and home issues and showing a determination to 

achieve what the physiotherapist described as unrealistic goals. In contrast obedience 

was shown by a willingness to comply with all exercises without question. A friendly 

relationship was characterised by the participants' friendly demeanour, some expectation 

from the older patient of self-disclosure from the physiotherapist and use of humorous 

banter by the older patient. The attribution of "friend" was not considered appropriate by 

the older patient. Interestingly the patient described the term "professional" as pertaining 

to his interpretation of the physiotherapist/patient roles. 

"Well, I can't actually call her a friend of mine because we've got a sort of professional 

relationship... but I wouldn't ignore her if I saw her out. " (Case 4, Older patient, 167-

173 edited) 

This patient's interpretation of the concept of'friend' was further reinforced by the 

reaction of the family to the arrival of two people described by the older patient as friends 

on two of the three occasions I visited him. These people were greeted in the same way 

as the physiotherapist and myself but were immediately expected to assist with household 

tasks (adjusting the central heating thermostat, moving some furniture upstairs to enable 

access for the older patient's wheelchair). They were also offered a cup of tea. Neither 

of these were expected of nor offered to the physiotherapist or myself on any of the 

occasions I met with the family. 
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The range of levels of engagement within this relationship as described by the 

participants is illustrated in figure 6.6. 

Figure 6.6 The case 4 junior physiotherapist/older patient relationship as described 
by both participants 

jiuiiOjr physiotho-aqn^ 
older patien 

elf-sufiicKiht 

obedient 

In summary, this relationship was the most complex of the three cases as the patient's 

family was so closely involved. The physiotherapist described her relationship as 

varying between professional and friendly depending on her intuition as to which role 

would best facilitate good communication and engagement with treatment. Her role 

choice was also dependent on the role taken by the patient at any one time. This ranged 

from self-suflficiency through obedience to friendly and appeared to depend on levels of 

family involvement and distraction. It is not possible to judge the effect of changing 

venue on role as the encounter took place entirely in the patient's own home. There was 

no appreciable role change at the commencement and end of the treatment session. 

6.3.3 Emerging Roles 

This study has confirmed the findings of the previous two studies that roles are important 

in the relationships arising from the physiotherapy clinician/older patient encounter. 
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These include the role of the relationship itself and the roles of the participants. These sit 

alongside the notions of partnership and professional power. 

The Role of the Relationship: 

Firstly, it is apparent that the relationship itself has a role to aid clinician/patient 

communication. This enables the clinician to show their professional and human sides 

facilitating the development of trust as a precursor to engendering adherence to treatment. 

Patient/clinician communication is also facilitated by a good relationship making the 

patient more comfortable about sharing the personal information that will assist in goal 

setting. All parties believe that a good relationship enhances clinical outcome and 

satisfaction for both. 

The Roles of the Participants: 

In addition, both clinician and older patient have roles within the encounter. The 

previous section outlines the participants' levels of engagement within the relationship 

and show how they vary within the same relationship depending on which role is being 

played out by each participant. Although levels of engagement ranging from technician 

to personal relationship were identified from the larger sample of physiotherapy 

clinicians interviewed in the first study this third study seemed to show two main roles, 

professional and befriender. 

The professional role is used to establish the clinical right of the physiotherapy clinician 

to treat the patient. It determines the specialist, technical knowledge, clinical skill and 

experience of the clinician. The knowledge that the physiotherapy clinician is a 

recognised medical expert engenders trust and respect for that expertise. 

"You've got to do it sort of thing, you know. Which is quite alright really. She knows 

what she's talking about. " (Case 3, older patient, 420-424) 

The professional role does not, of itself, make for a good relationship. The older patients 

in this study apply this professional status equally to both qualified physiotherapists and 
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assistants. Where older patients describe bad relationships the fault is seen to lie in the 

human element of the relationship or in problems with the service delivery. The 

professional expertise of the clinician is rarely called into doubt. 

The other main role adopted by the physiotherapist is that of befriender. This role draws 

on the human elements of the clinician and is recognised by older patients as the human 

face of the professional. Clinicians use it to encourage their patients to share personal 

information in clinical assessment to identify mutually appropriate goals. They also use 

it to reassure patients in new, painful or challenging clinical situations. Many have 

learned that their patients like them to disclose some personal (but not private) 

information. This reinforces their human side and enables the patient to see them as not 

just empathetic but also as having experienced similar life events within their own 

families. Private information is not shared as this is felt to exceed professional 

boundaries and be a possible embarrassment to themselves and their patients. 

The definition of befriender - "one who makes a friend o f (Collins English Dictionary, 

1981), varies between physiotherapy clinicians. It varies from being friendly - "having 

the disposition of a friend, kind, favourable" (ibid) to being a friend - "one well known to 

another, regarded with affection, intimate associate, supporter" (ibid). The word 

befriender implies some active effort on the part of the befriending individual and this 

was present in those physiotherapy clinicians considering they had friendly relationships 

with their older patients. 

times and I always make sure I say hello to them and Good Morning and I'll stop and ask 

how they are. " (Case 2, Physiotherapy assistant, 326-329) 

"With a very reserved patient you try and crack them a little bit by being, you know, 

friendly and trying to get them to open up. " (Case 1, senior physiotherapist, 451-453) 
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The older patients reciprocated the personable approach of the physiotherapy clinicians 

and were eager to be seen as appreciative of their treatment. However, they appeared to 

adopt traditional patient roles demonstrating passivity, obedience and gratitude. 

"Tbw fAeyyg fo Ae/p orgM Y fAg}/. " 

(Case 3, older patient, 308-309) 

Even when one patient did not understand the purpose of treatment he did not challenge 

the physiotherapists or ask for a treatment he felt more appropriate. This quote 

demonstrates his passivity and lustration and the lack of communication between 

therapists and this patient. 

/Me ff, / wayy'Mff f/omg fo Ay fAe macAme owf, o/Z, fo 

/M); fAmAzMg. 7 waf o gwmea o» a /MacAme." (Case 4, older patient, 72-

76) 

The Notion of Partnership: 

The topic of partnership has arisen through this research. The physiotherapy clinicians 

strive towards it and feel they achieve it, whilst the older patients mostly do not perceive 

it to be present or important. This was reiterated in these individual cases. The current 

NHS push towards partnership with patients (DOH, 1999) encourages patients and public 

to have a greater role in the care they receive (Mead, 2000). Physiotherapists interpret 

this as aiming for an equality of decision-making in goal setting. In case 4, when asked 

whether she felt she had a partnership with the older patient, the physiotherapist replied: 

"Fes, I'd like to think so in terms of we've both got... we've all got goals that we're aiming 

for, be it their goals are slightly different to what I have in mind. I've tried to keep it - the 

goaZf fAaf wg'vg fgf, we've fgf fAe/M fogefAer a w / A w o w "f fAw 

M waM̂  fo acA/eve Awf Zef'j' a/m/or f / z M ( C a s e 4, physiotherapist, 518-

522) 
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This physiotherapist felt that the partnership was not automatic rather it was negotiated. 

In this encounter it appeared that the physiotherapist had initiated the partnership and that 

negotiations continued as the encounter proceeded. 

The older patient in this case clearly felt that goal or "target" setting was an appropriate 

feature of his treatment. However, his feeling that targets should be prescribed by a 

senior clinician irom a standardised manual for stroke treatment underlines the disparate 

understandings of patient and physiotherapist and the workings of the health service. 

"Well I think that someone perhaps higher up should sort of work out the targets. That's 

a gwzcAg/ fAg farggf fvg Aad TTzaf'f we Aefween 

- a farggf/br v/cf/zMf /o ggf f/ze/M ywrAzMg agom, j/OM AMOW, aZZ ;» 

black and white. " (Case 4, older patient, 249-274 edited) 

Another patient observed in this study felt that partnership did not mean equality of 

status, rather an equality of participation. He felt that he was bringing the determination 

and the will to get better whilst the physiotherapy clinicians were bringing the clinical 

expertise and encouragement. He felt that this made him more comfortable in a treatment 

situation. 

"If I went there and I didn't have that partnership, if I got embarrassed, like you say if I 

take me clothes off I'd be embarrassed if I didn't have that partnership, probably. But 

I'm not worried about it, it don't worry me. " (Case 1, older patient, 302-305) 

The older patient in case 2 was uncertain as to whether she had or wanted a partnership 

with her physiotherapy clinicians. It is not even clear whether she understood the term. 

Her passive, obedient role is apparent from this section of the interview. (I - interviewer, 

P - participant). 

190 



Chapter Six 

D o y e e Z j / o w a W f A Agr? ... Do /̂owyeg/};ow Armg 

a?^fAmg fo fAg /rga/TMgMf.̂  

f . 7/»ary6/o. 

/. Or M f f A e r wAo fayf ' W 're gofMg fo "? 

f. ' ...//M(ry 6rmg, '̂ow Awow... fo j'̂ ry rea/^y. PFe/Z/ .. /';» ZfAe 

this. If I think [the physiotherapist]'s not there I look all disappointed and then she 

comes and then I beam all over, you know. " (Case 2, Older patient, 289-300) 

In case 3, the senior physiotherapist described her relationship with the older patient as a 

"working partnership" although the patient did not recognise this, describing a much 

more obedient, unquestioning role. 

are cfomg };owr gxgrcMgj:, ekej' /fAe (/ feZ/ 

or (yoej- fAe fo j/OM a6o«f fAe aWj/ow f/ze cifecwfOM aAowf 

wAorf fo (/o aW Aow fo z 

f . M), fAe "OA we 7/ go over OMfo Aere »ow anef (/o fA/f cik .S'Ae 

explains why she's asking you to do it, sort of thing, you know. " (Case 3, older patient, 

449-455) 

The Notion of Professional Power: 

Professional power underpins the physiotherapy clinician / older patient relationship. 

The older patients in this study all expected it and this example illustrates how it 

informed one patient's passivity in the encounter. 

"It [patient/physiotherapist hierarchy] don't worry me. They know what's good for me... 

?eaA, wAafever f/?e)/ wawf/(/o, eo.y ybr Aew^f. " (Case 1, older patient, 412-415) 

In another case the physiotherapist identified the link between her professional role and 

the professional hierarchy that existed between her and the older patient suggesting that 

clinical knowledge was the causative factor. 
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"Fg/y ZooAs' wp fo fAe /?g/"fOM wzfA f/;e AMoWed^e (fo 

you think?" (Case 4, physiotherapist, 556-557) 

From these cases it would appear that these older patients are very responsive to the 

physiotherapy clinicians' approach often mirroring their friendly tactics in order to 

denote their recognition of expertise and willingness to submit to the clinicians' clinical 

skill. This mirroring is apparent in their obedience to the clinician's professional role 

(case 2) and through a mutual sharing of humour with the befriender physiotherapy 

assistant (case 1). 

6.4 The Physiotherapy Clinician / Older Patient Relationship: A Model for 

Partnership or the Potential for Conflict? 

The physiotherapy clinician/older patient relationship is a finely balanced juxtaposition of 

roles running alongside the clinical intervention. Older patients expect physiotherapy 

clinicians to present in a professional role and therefore present themselves in what they 

believe to be the appropriately passive, patient role, obedient and complaint to the 

clinicians' professional expertise. This relationship may be described as one of 

teacher/pupil although the traditional age difference between these roles is reversed. 

Physiotherapy clinicians recognise that although this professional role has benefits of 

being seen as the expert in treatment planning, goal setting and discharge planning, the 

more relaxed human approach of befriender encourages the older patient to open up, 

divulging the personal information required for in depth assessment and engendering a 

willingness to please through adherence to treatment programmes. The patient responds 

to this professional approach with obedience and to the befriender role with self-

disclosure, and often, humour. Current practice guidelines dictate that physiotherapy 

clinicians seek partnership with their patients. Older patients have little concept of or 

need for this role appearing to be reluctant partners in their treatment preferring a less 

demanding and more familiar role within this hierarchical situation. Little role conflict 

between the patients' roles of passive patient and reluctant partner was identified 

although there was a level of misunderstanding and bewilderment in the differing 

expectations that the physiotherapy clinicians had of them. 
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Case 1; This patient saw partnership as him having the determination and the will to get 

better with the physiotherapy clinicians providing the expertise and the encouragement. 

He wanted all the clinical decisions to be made by the physiotherapists and did not 

understand why he need be involved in any negotiated partnership. 

Case 2: This patient described the physiotherapist sitting down with her and asking her 

what she wanted from the treatment. She had not considered anything less than frill 

recovery and could not conceive having any usefril input in an area where she felt she had 

no expertise. She was entirely happy in her passive, obedient role. However, her 

daughter had written complaining that her mother was not having enough treatment and 

the patient, whilst passive in her patient role during treatment, was active in asserting that 

this should happen. 

Case 3: This patient saw partnership as the physiotherapist explaining the reasons for her 

treatment. She did not question her even although she remained unclear about several 

aspects of her treatment. She felt able to question the physiotherapist if she wanted to but 

did not feel it was her place to do this. The implication was that if she was supposed to 

know, the physiotherapist would make it clear. 

Case 4: This patient saw partnership as working towards agreed goals. However, rather 

than goal negotiation he felt his role should be to agree to a prescribed target chosen from 

a list predetermined by experts in stroke rehabilitation. He felt he had a working 

relationship with his physiotherapist but would not consider challenging her decisions or 

asking why he was doing a particular exercise, feeling that this was privileged 

professional information from which he was excluded. He saw no reason to challenge 

this. 

In contrast there is considerable potential for role conflict for the physiotherapy clinicians 

who, often unwittingly, moved between directive professional and inclusive befriender 

roles. This potential for conflict was managed in different ways by the clinicians 

observed in these cases. 
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Case 1: Here the senior physiotherapist and physiotherapy assistant had a longstanding 

working relationship and their roles were well defined within it. The senior 

physiotherapist managed the potential for role conflict by taking the professional role 

whilst encouraging the physiotherapy assistant to befriend the older patient. They 

blatantly played self confessed "good cop, bad cop" roles to separate the use of strict 

professional expertise within a defined hierarchy to keep the treatment programme on 

track and a more friendly approach used with humour to ensure continued encouragement 

and compliance. Although this approach could be seen as excessive use of professional 

power, manipulative and coercive, the clinicians saw no issue with working this way, 

feeling that it was the most efficient use of clinical resources. Partnership was assumed 

as goals were felt to be set in agreement with the patient and his family. 

Case 2: In this case the senior physiotherapist had reflected deeply on her understanding 

of partnership. She appreciated that she had two roles in the relationship. She saw her 

professional role as a responsibility to be honest with the patient and never to assume that 

her treatment goals might be those of the patient. She also appreciated that she needed to 

gain the patient's trust through a friendly disposition and use this to encourage adherence 

to treatment. She described defining her professional role clearly from the start of the 

encounter and reiterating it throughout the episode of care to reduce the potential for 

disappointment should this patient be discharged before achieving frill recovery as 

seemed increasingly likely. Her concern was with the patient's reluctance to engage in 

a working partnership that the physiotherapist felt she should work towards. 

Case 3: The strict professional approach of the senior physiotherapist appeared to show 

only one role for this clinician therefore limiting the potential for conflict. Given that the 

befriender role appears to be important in information gathering and encouragement it 

could be construed that these were missing from this encounter. However, the way in 

which the senior physiotherapist manages this service provides these factors. Patients are 

frilly assessed by nursing staff in the day hospital and the physiotherapist has access to 

their notes and does not need to befriend the patient to glean this information. The 
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patients are treated together in the gym and provide mutual encouragement for each 

other. 

Case 4: This complex case identified several actual conflicts, none of which were being 

managed. The junior physiotherapist found herself torn between seeing herself as a 

professional and one of the patient's family. She tried to manage some separation by 

being directive during treatment and refusing to be drawn into old discussions about 

unachievable goals. However, it was apparent that the family had different expectations 

to those of other health care professionals and the physiotherapist felt that she had to 

remain a befriender in order to keep the lines of communication open where others had 

closed. She was also trying to manage another conflict that she had been drawn into, 

finding herself having to mediate between her more experienced senior colleague and the 

patient with whom the senior had a poor relationship. As a newly qualified and 

inexperienced physiotherapist she was trying to champion the needs of her patient, 

defend her senior to the patient and his family and maintain her good relationships with 

the senior physiotherapist vital for her professional progression. This case identifies 

another role of the befriender, that of champion for the older patient where 

communications are poor between older patient and other health and social care agencies. 

The findings &om these cases builds on the findings of the other two studies. They 

suggest that physiotherapy clinicians and older patients play different roles in the 

relationship that develop between them alongside and because of the therapeutic 

encounter. These roles are socially determined and sit within the professional hierarchy 

and models of health service delivery prevailing in organised health care. A model 

describing the juxtaposition and relationship of these roles is set out in figure 6.7. The 

roles and their implications in the delivery of physiotherapy services for older people are 

discussed in the next chapter. 
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Figure 6.7 The physiotherapy clinician/older patient relationship: a role model 
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This model (fig 6.7) describes the roles of the physiotherapy clinician and older patient 

within the relationship. As identified in the earlier studies, the relationship is inextricably 
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entwined within the physiotherapy encounter. This encounter comprises human effects, 

professional effects and intrinsic influences (Figure 4.4). This model describes how both 

physiotherapy clinician and older patient respond within the human and professional 

elements of the encounter, both of which are moderated by intrinsic influences. 

Physiotherapy clinicians demonstrate their professional role through the delivery of 

clinical expertise, aiming to achieve optimum outcome by encouraging clinical 

partnership with their older patients. They also demonstrate their human side by 

engaging with the older patient in order to promote rapport for information exchange, 

encourage trust and optimise patient engagement with their treatment. Although some 

physiotherapy clinicians (denoted by a dotted line) prefer to retain a distant, professional 

rapport to prevent over familiarity and the possibility of patient dependency or to prevent 

compromising the relationship if bad news has to be given, most report taking a friendly 

approach in a befriender role. 

The intrinsic influence of professional power defines the hierarchy that separates the 

knowledgeable physiotherapy clinician and the uninformed patient for whom 

rehabilitation may be a new experience. Both parties bring their past knowledge, 

experiences and beliefs (frame of reference) to the encounter. This includes the model of 

health delivery employed by the physiotherapy clinician which is defined by their beliefs 

and the philosophy of the service within which they work. These intrinsic influences 

inform the ways in which the physiotherapy clinicians and older patients interact at 

human and professional levels. 

The older patient is very aware and accepting of this professional hierarchy and responds 

at a human level in a traditional patient or sick role, eager to be seen to place themselves 

into the hands of professional expertise and obey instructions, many without questioning. 

Whilst some older patients report responding with a more distant obedience in line with 

their beliefs about their patient role, many respond in a friendly manner, seen as showing 

normal human engagement or demonstrating a willingness to co-operate, or which may 

simply mirror the physiotherapy clinician's friendly approach. The friendly relationship 
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engaged with by both parties is discussed in the next chapter within the concept of 

friendship. 

The reason for the encounter is the physiotherapy treatment of the older patient. The 

older patients in this research accepted the treatment offered with little if any 

understanding of the clinical partnership that physiotherapy clinicians felt they were 

achieving. Most felt little need for clinical partnership, preferring to leave treatment 

choices and goal setting to the clinicians who were perceived to be the experts. Thus 

they took a reluctant partner role within the professional element of the encounter 

(denoted by a dotted line). The discrepancy between the physiotherapy clinicians and 

older patients' perceptions of being clinical partners is discussed in the next chapter 

within the concept of equality and the National Health Service's perceptions of 

partnership. 

6.5 Reflecting on this Study 

Being a participant observer opens the researcher to the potential criticisms of bias both 

in the undoubted influence their presence has on the situation being observed and in their 

interpretation (Angrosino and Mays de Perez, 2000). The ways in which these potential 

biases were addressed are discussed in the methodology chapter (3.5) and the 

implications in the specific cases under scrutiny in this research are discussed here. It is 

intended that through clear literal, interpretive and reflexive recording and thought 

(Mason, 1996: 69) the findings in this chapter are a trustworthy interpretation of the 

experience. 

The participating physiotherapists had been asked not to introduce me to the older 

patients as a physiotherapist but as a researcher. This was done with no intent to deceive 

but purely to enable the patient and myself to concentrate on the reason for my 

observation and subsequent interview - research rather than treatment. I did not want to 

become engaged in clinical conversations that were inappropriate, time wasting and 

potentially damaging to the patient's treatment programme. 
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However the treating physiotherapy clinicians all knew of my professional background 

because of their own links with the School of Health Professions and Rehabilitation 

Sciences. Most of them had supervised undergraduate students and several had assisted 

in teaching at the School. I had also worked with some of them in the past. The 

physiotherapy profession is a small world and, as a chartered physiotherapist, it would be 

almost impossible to conduct research in a unit where you were entirely unknown. This 

undoubtedly impacted on my own relationships with some, if not all of the physiotherapy 

clinician participants. 

The case one participants had met with me on several occasions and had identified one of 

the older patient participants for the older patients' perspectives study. The 

physiotherapy assistant had taken part in the physiotherapy clinicians' perspectives study. 

Although the physiotherapy assistant had expressed a concern in the earlier interview that 

her views would be of little value, I feel that our subsequent discussions in that interview 

and when arranging case one actually gave her the confidence to be more open in the 

final interview. Similarly, the senior physiotherapist is a confident person and had no 

qualms in telling me of her professional practices that could be conceived by some as 

stretching professional guidelines. The impact of my presence on the older patient in this 

case is more difficult to judge. Certainly he appeared to speak freely but he did not make 

any negative comments about the physiotherapists or his physiotherapy even although 

they described times when they had reprimanded him for non-compliant behaviour. 

Similarly, it is impossible to judge what impact my presence made on the treatment 

observed. Certainly everyone else was excluded from the treatment gym during this 

session and I was told this was "usually the case I was studiously ignored by all parties 

during this session apart from being offered a cup if tea at the end. 

In case two I feel that the hierarchy between researcher and physiotherapy clinicians was 

more overt. Not only had I taught the senior physiotherapist as an undergraduate but I 

had also supervised her undergraduate research and collaborated with her in a subsequent 

research project. Ideally I would have excluded her from this research but chance 

dictated that she was the only potential participant in this department because of staff 
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rotations. Before asking her to agree to take part in this project we discussed (on neutral 

ground) the implications of her participation on us both and on the research and agreed 

that, although we could not change our circumstances we would acknowledge their 

potential effect. This was reflected in a very honest and open interview. The 

physiotherapy assistant in this case and I did not know each other before the case 

commenced. This assistant appeared to have a strong sense of organisational hierarchy 

and, I feel, saw me as part of that. This sense of hierarchy was clear when she asked for a 

statement written on university letterhead saying that she had taken part in research to 

add to her NVQ portfolio. She appeared happy to discuss personal experiences and 

feelings in the interview and did not appear inhibited. The older patient in this case 

appeared to respond to me in the same obedient way as she did to the physiotherapy 

clinicians. Even when interviewed at home she did not demonstrate any different 

characteristics. This behaviour may have been her natural demeanour, it may have been 

her usual response to physiotherapists and researchers or it may be that, having lost her 

independence and being reliant on family, carers and therapists for her basic needs 

(including a place to live) she found that this role made life the easiest for her. It is not 

possible for me to judge. During the treatment observation I was one of many other 

people sitting in the department - others were treating other patients or writing notes. 

All participants said in the interviews that this treatment session had not differed from 

any other. Certainly no one made any verbal or visual reference to my presence 

throughout the session but again I cannot truly judge this. 

The senior physiotherapist in case 3 and I had worked together in the same hospital 

eighteen years previously but did not have any social relationship. It was apparent from 

her responses to me throughout this research project (being interviewed in the 

physiotherapy clinicians' perspectives study, accessing older patients for the older 

patients' perspectives study and taking part in this case) that she was rather in awe of my 

role. She was very happy to assist but seemed rather nervous. I actively tried to alleviate 

her anxieties by dropping into the department at coffee times and getting to know her and 

the other therapy and day hospital staff on a less formal basis. I am not sure that I 

succeeded. My presence at the treatment session clearly influenced the situation. The 
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physiotherapist frequently spoke to the patient in a way that informed me that she was 

giving this patient an appropriate treatment, as indicated in the field notes reflection (143-

152). 

"During the observed session [older patient] appeared to be getting the lion's share of the 

treatment, [senior physiotherapist] spending on average three times longer with her than 

each of the other individuals [patients in the gym]. This was probably the influence of 

my presence. She also made several comments relating to [older patient's] treatment and 

progress (directed separately to [older patient] and myself These related to the 

appropriateness and success of her treatment e.g. to [older patient] "I'm not going to be 

able to persuade you to wear flat shoes am I?" and "You should have seen [older patient] 

wAgM .y/fg came ybr /rgofmeMA .S'Ag Aof zmpmvef/ w mwcA." 

Case four was a difficult case for me to approach objectively. The complex family 

involvement, the differing relationships identified (both good and bad), my professional 

concerns that perhaps this patient was not receiving the best advice and the 

physiotherapist was not receiving appropriate supervision all combined to impact on my 

interpretation and analysis. As in the previous case I was drawn into the treatment 

observation, but this time by the older patient rather than the physiotherapist. It was easy 

to deflect this attention but my presence was undoubtedly a distraction. However, this 

household was continually fluctuating as people came and went and it is probable that my 

impact had no different influence. The knowledge that I was a fellow professional may 

have dictated the physiotherapist's careful choice of words when describing her 

relationship with her senior. This would have been judicious regardless of who had been 

interviewing, however, the impact of actually voicing these views that may have 

remained unspoken had the interview not taken place is unknown but needs to be 

acknowledged. To prevent inappropriate bias I have had to reflect very carefully on 

observation data that I collected, the questions I asked at interview and my interpretations 

of the data. I tried to limit any overt bias at the time and have excluded any noted later, 

but the influence of my professional background cannot be denied. 
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These cases have been a useful learning opportunity to experience another data collection 

method and use findings from that to inform more specific interview questions. 

Reflecting on my impact as researcher and physiotherapist on this type of research has 

given considerable insight into the role of the participant observer. 

6.6 Summary 

The exploration of the physiotherapy clinician/older patient relationship continued with 

the observation of individual treatment sessions followed by interviews with the older 

patients and the treating physiotherapy clinicians. The role, rationale and constituents of 

the relationship identified in the previous two studies were also found in the individual 

cases confirming Models 1 and 2. Each individual case was considered alongside the 

levels of engagement model (fig 5.3). Physiotherapy clinicians identified two main roles 

that they took within the relationship, professional and befriender. Older patients mostly 

responded in a friendly fashion, happily assuming a compliant stance. Physiotherapists, 

however, also wanted them to become partners in their care. Older patients were 

reluctant partners and felt more comfortable in the patient role within the clinical 

hierarchy. The participant researcher role requires insight into the impact of the 

researcher on the interviewees and the area under observation. It is considered that the 

role of the researcher as a clinician, ex-tutor and ex-colleague will have influenced the 

data and interpretation. The "Role Model", including the roles and concepts, is discussed 

in the next chapter. 
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Chapter 7 

The Physiotherapy Clinician/Older Patient Relationship: a discussion 

7. Introduction 

The chapter discusses the concept of the therapeutic relationship and how it relates to the 

physiotherapy / older patient encounter in older person's rehabilitation. The findings of 

the three studies undertaken in this research are reiterated and explored in the light of the 

aims of the research. Early findings recounting the role of the relationship within the 

therapeutic encounter, its rationale and components are related to the literature on 

forming relationships in general and therapeutic relationships in particular. The key 

concept of role as outlined in the "role model" (fig 6.7) is discussed, specifically the dual 

roles of professional and befi-iender adopted by the physiotherapy clinician as well as the 

traditional sick role of the older patient and the way in which clinicians draw them into a 

reluctant partner role. Each of these roles is underpinned and influenced by a broader 

concept. The professional role is greatly influenced by professional power, the befi-iender 

role by the participants' perception of fi-iendship, the sick role by the prevailing models 

of health care and the reluctant partner role by the NHS move to clinical partnership. 

These are considered in the light of NHS service culture and social theory. Finally the 

role conflicts present at individual levels within the physiotherapeutic dyad are discussed 

in relation to the broader contradiction between professional hierarchy and the movement 

towards equality in health service policy. New literature searches relating to these topics 

were undertaken and the relevant literature is introduced, discussed and critiqued in the 

light of this research. 

This chapter concludes with a critique of the use of grounded theory methodology as an 

NHS physiotherapy research tool. 

7.1 Unpicking the physiotherapy clinician/older patient relationship 

The therapeutic relationship has been severally defined as "a means of communication 

wherein both therapist and patient interact to achieve a therapeutic goal" (Gartland, 

1984), "an effective and mutually satisfying medical encounter" (Greene et al, 1994) and 
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"that special relationship between the person seeking help or healing and the healing 

from whom it is sought... a deeply powerful agent for change" (Hagedorn, 1995:108). 

The relationship under exploration in this research is that between physiotherapy 

clinicians (Qualified chartered physiotherapists and physiotherapy assistants) and their 

older patients receiving medium to long-term physiotherapy rehabilitation in outpatient 

day hospital and domiciliary settings. Here, treatment is usually geared to the 

management of disability relating to profound or multiple disabilities and, as such, 

demands a holistic management rather than a curative, impairment driven approach. 

It has become clear from this research that the term therapeutic relationship is not entirely 

accurate in this setting in that, whilst it is a relationship that develops within a therapeutic 

encounter, it is not deemed (by the participants in this study) to be therapeutic in its own 

right, as it would be in a psychotherapy encounter. Following the study of physiotherapy 

clinicians the use of this term was changed to 'physiotherapy clinician/older patient 

relationship' to reflect the cohorts under investigation. A more general term 

encapsulating the non age specific physiotherapy clinician/patient relationship would be 

'physiotherapy encounter relationship'. Certainly, both parties feel such a relationship 

exists. The term relationship implies dyadic participation, which is the case in this 

research. 

This relationship exists alongside the physiotherapy intervention within the encounter 

(Model 1 figs 4.3 and 4.4). Unlike many social or family relationships, it only exists 

because of the encounter. Gartland (1984), Sim (1986), Kumlin and Kroksmark (1992), 

Miller et al (1996) and Williams and Harrison (1999) all describe the 

physiotherapy/patient relationship as a therapeutic relationship although none define why 

they call it such. It is not known whether their definitions would site the relationship 

within the encounter alongside the clinical intervention and healing. Within the 

physiotherapy clinicians' study findings few encounters comprising only a relationship 

and healing were described. These occur where intervention is absent or secondary 
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within the encounter and were considered to have placebo effect only (Dixon and 

Sweeney, 2000). 

This research found the relationship to be an important and integral part of the 

physiotherapy encounter in the medium to long-term rehabilitation of older people. The 

use of the term "physiotherapy encounter" reflects this and also alludes to the therapeutic 

impact of the encounter through the use of the word "physiotherapy". The relationship 

cannot be described in isolation and both it and the intervention are considered to impact 

on, and be influenced by, clinical outcome. 

The relationship develops from both parties. It is felt to ease a new and possibly difficult 

situation for the older person. The older patients respect the physiotherapy clinicians' 

expertise and time and generally do not want to be seen to abuse that. Initially they may 

mirror the physiotherapy clinician's professional or friendly approach in order to 

demonstrate their willingness to comply with treatment. 

The relationship may also be used by the physiotherapy clinician to reduce the perception 

of inherent clinical hierarchy, optimise communication and information exchange and 

develop the potential for clinical partnership. It also has the potential to encourage 

compliance and adherence to physiotherapy through the development of trust. A good 

relationship appears to increase the satisfaction of both parties. 

The relationship has components (professional, human and intrinsic) brought to it by both 

parties and the service, including local and institutional effects (Model 2, appendix 7.1). 

The juxtaposition and use of these components dictate whether the relationship is 

perceived as good, bad or non-existent. 

The intrinsic, professional and human elements arising from these findings relate to the 

thinking of Fadlon and Werner (1999) who describe the micro and macro sociology of 

the healthcare professional / patient relationship. They define this micro sociology as an 
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understanding of the mechanisms that construct situations including symbolic interaction, 

verbal exchanges and perceptions of role and status. 

These mechanisms were apparent in the physiotherapy clinicians' and older patients' 

understanding of the therapeutic relationship as interaction, interpersonal skills and 

hierarchy. Caney (1983) suggests that a competent physiotherapist should acquire and 

integrate three key skills: cognitive, practical/technical and social. This concurs with the 

findings of this study where physiotherapy clinicians considered a good relationship to 

have personal components based on their clinical reasoning skills (cognitive skills), 

clinical competency (practical/technical skills) and an ability to communicate and 

empathise (social skills). 

Wagstafif (1982) identifies the importance of communication as a means of persuasion. 

Klaber Moffett and Richardson (1997) consider communication an important factor in the 

physiotherapist-patient relationship although this is more related to explanation and 

patient education. From their research with patients with chronic back pain, they 

consider that the physiotherapist has the opportunity to build a rapport with the patient 

that enables them to affect the patient's attitudes and behaviour. This rapport was 

certainly considered important by the participants in this study especially with long term, 

multi-pathology patients requiring sympathetic professional advice to adapt their lifestyle 

to new or increased disability. Klaber Moffett and Richardson take this one stage further 

suggesting that the careful management of this relationship allowed the patient to take 

control of their own problems. This model shares common factors with the 

psychotherapy approach of transference (Denes, 1980; Niolan, 1999). Physiotherapy 

clinician participants in this study did not identify with this approach possibly because of 

the different client group and difference in presenting pathologies. However, they did 

appear to take prior healthcare and illness experiences of their patients into account when 

describing their engagement in the relationship. They felt, as van Rooijen (1993), that 

such experience would influence the patient's behaviour and engagement in the 

intervention and relationship. 

206 



Chapter Seven 

Argyle (1994) states that people construct their impression of others based on three 

factors; role, including class, occupation and perceived status; presentation of self to 

others including physical characteristics of height, attractiveness and clothing, and 

personality traits including intelligence. In social settings people use their perceptions of 

others to make choices about the relationships they form (Argyle, 1994). In the 

physiotherapy clinician / older patient encounter there is little choice as to whether the 

episode of physiotherapy care takes place. It has already been established that a 

relationship develops because of the intervention, but although the physiotherapy 

clinician has made an active choice to enter this profession, they are then required to 

relate to patients to whom they may not have chosen to relate in social encounters. In 

physiotherapy disciplines such as sports injuries, the patient wiU usually approach the 

physiotherapist for treatment. However, in older persons' medicine, the patient is often 

referred for physiotherapy treatment as part of a package of care determined by the 

multidisciplinary team. Both physiotherapy clinician and older patient participants 

described situations where the patient had no idea that physiotherapy treatment had been 

prescribed and expressed surprise when the physiotherapist arrived to see them. This 

must impact on the potential for partnership equality within the relationship as it 

reinforces the clinician / older patient hierarchy. 

Carl Rogers had the strong conviction that "the therapeutic relationship is only a special 

instance of inter-personal relationships in general, and the same lawfulness governs all 

such relationships" (Rogers, 1964: 306). Although relationships do appear to have 

similar constructs in that they are an "act of acquiring, using and maintaining mutual 

knowledge, creating an ongoing process that becomes increasingly sophisticated and 

complex the better we know somebody" (Duck, 1994: xii), it is apparent that 

relationships between clinicians and patients differ in emphasis. The participants here are 

not trying to make friends but have the goal of conducting some clinical transaction while 

the situation is both defined and constrained by clear rules and conventions (Argyle, 

1994). Goals in a social situation refer to social acceptance and task goals specific to the 

situation. In social situations conflicting task goals may compromise the social goal of 

keeping on good terms with the other person (Argyle, Furnham and Graham, 1981). This 
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is apparent in physiotherapy clinician / older patient relationships where treatment goals 

conflict. Some physiotherapy clinicians noted situations where the relationship between 

them and their older patients was poor. Clearly, poor communication, inappropriate 

choice of patient goals and lack of empathy could adversely affect the more basic 

interpersonal relationship between physiotherapy clinician and older patient. Given the 

power dynamics of the relationship it is perhaps the responsibility of the clinician to 

address this problem rather than blame the patient, reduce their intervention or hand them 

on to another therapist. 

Self-disclosure, defined as "what individuals verbally reveal about themselves to others, 

including their thoughts, feelings and experiences" (Derlega, Metts, Petronia and 

Margulis, 1993), appears to be an important component in the physiotherapy clinician / 

older patient relationship. Archer (1979) found that self-disclosure varied with sex, age, 

race, religion, birth order and socio-cultural differences. Self-disclosure leads to liking 

which in turn leads to further disclosure. Collins and Millar (1993) suggest that we like 

one another as a result of having disclosed. Critical elements for facilitating disclosure 

include developing a trusting relationship with the patient and listening very carefully to 

cues that may be veiled disclosures (Limandri, 1989). Most physiotherapy clinicians 

interviewed appear to have a well developed ability for self disclosure although in 

qualified clinicians this was skilfully employed to share just enough of themselves to 

facilitate reciprocity from the patient whilst withholding personal information that they 

perceived would have transgressed their personal and professional boundaries. 

This micro view needs to be set into a macro context. Macro sociology relating to the 

healthcare professional / patient relationship describes the broader social and cultural 

context including "interpretive and behavioural repertoires to which participants have 

recourse" (Fadlon and Werner 1999:197). 

Bloom (1963) states that the therapeutic relationship cannot occur in a vacuum but takes 

place within the wider social and cultural matrix. Within this matrix, factors owned by 

the physiotherapist and physiotherapy assistant include their personal philosophy. 
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socialisation, beliefs and attitudes. Patient factors that impact on both the intervention 

and relationship include past health and life experiences and beliefs. Factors that affect 

both include socialisation and the environment in which the encounter occurs. 

Within this matrix the physiotherapist is not a tree agent in the relationship, being 

influenced by the wider role and aims of the multi-disciplinary team (MDT) and the 

codes of conduct and practice of the professional body. The older patient is similarly 

influenced by their family, friends and any carers involved in their recovery. Each 

clinical encounter takes place within a given social and cultural context. In the UK 

National Health Service this has to be seen within the re-organisational changes and the 

implementation of the National Service Framework for Older People (DoH, 2001a). This 

social and cultural context dictates the relative status of the physiotherapy clinician and 

older patient in society and this in turn will inform the behaviour of both parties. Bloom 

(1963) suggests that both patient and clinician will change their behaviour during the 

professional encounter depending on the social context. 

Alongside the dominant social and cultural system a set of sub-cultures exist (Bloom and 

Summey, 1978). These are constructed around ethnic origin, socio-economic status and 

religious and cultural beliefs all of which are considered to influence health beliefs and 

health behaviour (Fadlon and Werner, 1999). This acknowledges that, although 

physiotherapy clinician and older patient belong to the same society, they may not belong 

to the same sub-culture, a situation that can cause problems with communication and 

approach. This is evident from the physiotherapy clinician participants' need to 

empathise with the lifestyle and beliefs of the older patient in order to facilitate 

engagement with both the intervention and the relationship. 

Bloom's model is set on a horizontal axis (1963). This has been adapted using the 

findings of this study in figure 7.1. This model is set at a slant with the physiotherapy 

clinicians appearing higher than the older patient. This represents the professional power 

that dictates a hierarchy between clinicians and patient. However, the clinician's 

209 



Figure 7.1 A Model of the physiotherapy clinician /older person relationship from the 
broader socio-cultural perspective. Adapted from Bloom (1963). 
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perception of the move towards some kind of clinical partnership shifts the model from a 

true vertical alignment to the slant as shown. 

Within Bloom's adapted model, this research has shown that the participants in the 

physiotherapy clinician/older patient relationship also engage at different levels, as 

demonstrated in Model 3, (fig 5.5) exhibiting different roles in the relationship. Findings 

from the data suggest that both parties in the dyad exhibit dual roles. These, together 

with the broader sociological influences are discussed below. 

7.2 Exploring Roles and Broader Influences In the Physiotherapy Encounter 

Relationship 

In this research physiotherapy clinicians and older patients related at varying levels. 

Many physiotherapy clinicians presented as having a dual role, that of pro6ssional, 

underpinned and influenced by professional power and that of befriender, underpinned by 

their perceptions of friendship. Older patients also presented with dual roles; the sick 

role underpinned by their expectations of health care and a reluctant partner role 

influenced by their physiotherapy clinician's wish for clinical partnership. 

7.2.1 The Professional Role 

In this research, many physiotherapy clinicians liked to present as both clinical expert and 

friendly face. As a clinical expert they must present a professional front capable of 

instilling confidence, offering an accurate prognosis and imparting bad news when 

necessary. In their other role they offer many of the components of friendship, listening, 

empathising, offering advice, sharing personal information and humour. 

The "professional role" is socially defined and reinforced by the professional body's rules 

of professional conduct to which all members must adhere (CSP, 2002b). The rules 

relate to scope of practice, respect for the "dignity and individual sensibilities of every 

patient", confidentiality and duty of care. Rule 2 specifically covers "Relationships with 

Patients" and clearly sets out the duties and boundaries for the physiotherapy clinician. 

This rule includes the requirement for the physiotherapist to ensure informed consent 
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through information giving, discussion and encouraging questions. Strict boundaries 

demark the definition of an inappropriate relationship with a patient including any 

exploitation of the mutual trust and respect. Close relationships with patients are 

recognised as inevitable in some circumstances but the rules state, "both the therapist and 

the patient must be clear that this is well outside therapeutic contact" (Rule 2.8). 

Relationships are also considered improper if they become "emotional or sexual". The 

physiotherapy clinicians in this research certainly exhibited their professional role within 

the relationships with their older patients, adhering to these rules. However, this role 

could be construed as encouraging a distance that limits engagement with older patients, 

preventing the physiotherapist from really gaining an insight into their needs and 

aspirations and potentially limiting full engagement. 

The professional role is further reinforced by the social standing given to health care 

providers by virtue of their ability to "cure" but this also reinforces the power differential 

and contributes to the professional hierarchy present in health care (Lupton, 1994: 

chapter 5). This is discussed below. 

7.2.2 The Influence of Professional Power 

Hierarchy is established through role and the way in which roles are perceived (Schaeffer 

and Lamm, 1992: 133-134). Social role denotes a set of behaviours and expectations 

from people who occupy a certain status. Within this research it was apparent that older 

patients viewed healthcare professionals, as a group, as having higher status by virtue of 

their knowledge and position within the health service. Although physiotherapy 

assistants do not have the same professional status as their qualified colleagues, the 

physiotherapy clinicians felt that this difference had little impact on the way in which 

older patients viewed assistants initially. The older patients, however, had very little 

concept of hierarchy within the physiotherapy profession, seeing qualified 

physiotherapists and assistants as having the same duties, responsibilities and authority. 

Although professional status can be described as achieved status, gender can be seen as 

assigned by society from birth. Although the political and sexual emancipation of 
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women during the last century has done much to change the roles of women in today's 

society, the generation of older patients being treated by physiotherapists today will have 

been brought up in a society that assigned a less influential status to women in the 

workplace. In this research, although some physiotherapy clinicians noticed a difference 

in the way they were perceived by their male and female patients this was not frequent 

and, where it existed, the professional status of the clinician seemed to have precedence 

over any gender hierarchy. Interestingly, physiotherapy clinicians were not averse to 

using their secondary social roles as partners, parents, children or friends to ameliorate 

the perceived professional hierarchy and aim for a more equal partnership. 

However, other factors undoubtedly reinforced the power relationship. Non-verbal 

communication skills and appearance are considered to be the main channel for self-

presentation (Argyle, 1994) being the main vehicle for expressing emotions and 

indicating attitude. Unavoidably the physiotherapy clinician will approach the patient 

from a dominant standing posture as the patient will almost certainly be seated due to 

frailty and infirmity - the very reasons why the physiotherapist is involved. Uniform and 

the tools of the trade including assessment equipment, some of which will be unfamiliar 

to the patient, reinforce the status of the physiotherapy clinician within the organisation. 

Given that the older patient may be dressed in casual garments to facilitate exercise, this 

frirther reduces their perceived status against that of the smart physiotherapist. The 

medical records held by the approaching physiotherapist contain a Pandora's Box of 

information that is not readily accessible to the patient and further reinforces the power of 

the clinician. 

Argyle (1994) suggests that touch is another means of establishing dominance, especially 

when it is not deemed appropriate for one of the party to reciprocate that touch. This 

would certainly be true in the physiotherapy clinician / older person encounter where 

diagnostic, treatment and care touch are seen to be the prerogative of the health care 

pTo6ssional, and therapeutic and 6cilitatory touch the specialist concern of the 

physiotherapy clinician (Pratt, 1978: Mason, 1985: Martlew, 1996). Although the 

physiotherapy clinicians state that they sought permission to use touch from the older 
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patient it is unlikely that many patients in that situation felt empowered to be able to 

refuse. However, the older patients appeared to perceive touch as in integral and 

necessary component of physiotherapy treatment and denied any embarrassment, seeing 

no reason to refuse. 

Wilkinson (1999) describes two types of power: authority, which is seen to be legitimate 

and invested by society; and coercion, which is not accepted as legitimate and possibly 

based on force. Wilkinson sees older people, as a group, as being disempowered by 

society solely by virtue of their age. There was neither evidence of overt age 

discrimination nor of practices that would adversely disadvantage patients purely on the 

grounds of their age by the participants in this study, with some patients expressing 

surprise that they were considered "worth treating" in their nineties. This bodes well for 

the spirit of the National Service Framework for Older People (DoH, 2001a), which 

advocates equality of attitude and access to health and social services for older people. It 

could be said that persuading reluctant older patients to comply with treatment when they 

are already so disadvantaged by their poor health, an unfamiliar environment and the 

professional / patient hierarchy, is coercion. However, the physiotherapy clinician is torn 

between the patient choice ("Leave me alone") and professional duty (to rehabilitate). If 

persuasion is more effective if the source is regarded as expert (Argyle, 1994), and if the 

influencer is seen as a legitimate source by virtue of his/her ability, experience or rank, 

perhaps it is not surprising that physiotherapists feel they walk a thin line between 

facilitation and coercion. 

The physiotherapy clinicians stressed the importance of assessment and using the 

relationship to extract relevant information from the older patient in order to formulate 

appropriate goals. Although this could be seen as empowering for the patient in that it 

seeks to ascertain their views about what is important to achieve from the physiotherapy 

treatment, Waitzkin (1991) and Good (1994) suggest that this too can be used as a covert 

form of social control as clinicians filter out what they consider to be important and 

achievable within their professional bounds. However, the role of the environment in 

which the patient is treated may influence this. Certainly in von Koch et al's study 
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(1998) a stroke patient treated at home was found to be more likely to feel able to take the 

initiative in goal setting than patients treated in hospital. Indeed the physiotherapy 

clinicians interviewed in this study felt that the balance of power in the relationship 

shifted once the physiotherapist was on the patient's home territory although the older 

patients' apparent respect for the clinicians' professional authority appeared to override 

any territorial effect. 

7.2.3 The Befriender Role 

To temper this hierarchical professional role most physiotherapists and all the 

physiotherapy assistants in this study also employed a "befriender role". In situations 

where a physiotherapist and assistant worked together the dual role was observed within 

that dyad rather than individuals, with the physiotherapist taking the professional and 

assistant the be&iender role, something that eased the potential conflict Ar both. 

A befriender, one who makes a friend of another, implies an active process on the part of 

the physiotherapy clinician. Friendship both precedes and is a component of society 

being a human trait enhancing social connectedness (Pahl, 2000: 6) and is a product of 

human and social evolution (Mithen, 1996: 44). Parsons (1951) debated the nature of the 

emergence of the social systems considering these to occur through the development of 

individual friendship relationships. He stated that in order to communicate effectively 

certain understandings about the nature and content of the relationship needed to be 

established to allow understandings to emerge around mutual interests. Whilst the 

participants in this study identified relationships that ranged from purely professional to 

dependency, most of the older patients favoured a "friendly" relationship with their 

physiotherapy clinician. This was described as one where a mutual understanding of 

their needs and the clinician's knowledge and skill would optimise engagement with the 

therapy. Within this type of relationship there was a pre-existing and tacit understanding 

of the accepted social and professional boundaries within this dyad although 

physiotherapy clinicians actively cultivated a friendly atmosphere through showing an 

interest in the patient and their wider family and interests, a degree of self disclosure and 

the use of humour. This was perceived as being friendly rather than being a friend. 
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However, the actions observed and described by participants have many of the categories 

of the friendship in older age typology as described by Adams et al (2000) and is 

discussed below. This is interpreted here as the physiotherapy clinician acting as a 

befriender, that is, making a friend of another albeit for a specific reason time limited by 

the encounter. 

7.2.4 The Influence of Friendship 

Pahl (2000) considers friendship to be of especial importance to older people. As their 

children move away and partners and old acquaintances die, their remaining friends and 

new friendships take on a special importance particularly for maintaining self esteem and 

social and psychological well-being. This makes the loss of a physiotherapy clinician 

considered to be a friend even more poignant as shown by some participants in this 

research. 

AUan (1998) considers that relationship research has moved from the individual to the 

dyad and the integration of a sociological perspective, having social and cultural rather 

than personal characteristics. He argues that it is important to locate friendship within the 

broader context of different levels: personal environment, network, community and 

societal (Adams and Allan, 1998). In particular the social and economic conditions of 

people's lives shape their friendship ties. However, the friendships they discuss are 

assumed to be peer relationships within people's social and work experience based on 

"individual choice, feelings and commitment" (Allan, 1998), something that is not 

present in the "friendship" between physiotherapy clinicians and older patients. 

Exploring the definitions of friendship in older age, Adams et al (2000) have developed a 

typology in which the friendship definitions of older people are categorised. They found 

in their research undertaken in USA and Canada with men and women aged 75 years and 

older that five broad categories of friendship previously identified from their analysis of 

the literature were evident. These were the behavioural processes of self-disclosure, 

sociability (getting along well together), assistance and shared activities; cognitive 

processes of loyalty or commitment, trust, shared interests or values, acceptance. 
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empathy and appreciation or respect; affective processes of compatibility and care; 

structural characteristics of solidarity and homogeneity (for example belonging to the 

same religion or occupation) and proxy measures of process which are frequency of 

contact, length of acquaintance and duration of contacts. In Adams et al's research 

participants were asked about friendships in general and it is assumed that they also 

described social rather than patient/clinician relationships. 

Whilst these broad categories are apparent in friendships between adults of all ages, 

Adams et al consider that older people have more experience of close relationships and 

display greater skill with the cognitive, effective and behavioural dynamics of friendship. 

Comparing Adams' typology with the findings from the physiotherapy clinicians' and 

older patients' studies may give some insight into whether these participants' definitions 

of "friendly" relate to other relationship research. In these studies all participants 

described at least some of the same characteristics as those identified by Adams et al. 

These older patients identified self-disclosure and sociability as important and it is 

inevitable that the physiotherapy clinician will offer assistance within the encounter and 

this could be construed as a shared activity. However, from these study findings this 

assistance is only one way and the physiotherapy clinician directs the shared activities 

that solely comprise the clinical treatment. Certainly elements of loyalty and personal 

commitment in the relationship were evident from both the physiotherapy clinicians' and 

older patients' data as were trust, empathy and respect. However, the other elements of 

the cognitive processes namely shared interests or values and acceptance appear to exist 

as products of the intervention process rather than the relationship in isolation. Similarly 

the affective process of compatibility was not evident in the physiotherapy clinician / 

older patient data undoubtedly because the relationship occurs only because of the 

clinical intervention, and other than the patients' physiotherapy needs, the dyad has no 

other need to have anything in common. Care, however, was apparent but only in one 

direction, from physiotherapy clinician to older patient. No findings established a caring 

role for the older patient for the physiotherapy clinician although several older patients 

exhibited caring about the relationship. The structural processes of solidarity and 
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homogeneity were not particularly apparent although one older patient identified the 

importance of "both singing from the same hymn sheet". Homogeneity of social 

background was not an underpinning factor in these "friendships" as, again, such 

relationships were not socially determined but dictated by the need for clinical 

intervention. Proxy measures of process, however, were considered important with both 

parties noting factors of frequency and duration of contact and length of acquaintance as 

crucial to the maintenance of and satisfaction with the relationship. 

Adams et al identify subtle differences between the friendship definitions of men and 

women, concurring with Wright (1982) that women tend to make "face to face" 

friendships whereas men are more likely to describe their friendships with other men as 

"side by side". The small numbers in this study do not allow such comparisons to be 

made especially as physiotherapy is such a female dominated profession and relatively 

few male physiotherapy clinician / male older patient dyads occur. Some research has 

looked at the geographic and cultural impact of friendship (De Vries et al, 1996) but 

again, these variations were not evident in the small sample in this study. 

Adams et al do not report any evidence of power influences in their research. In his 

discussion paper, Allan (1998) does not specifically consider the experience of friendship 

as experienced by older people nor the response to imposed encounters in health care. He 

does, however, consider the impact of status and identity on friendship identifying that 

where there is a status discrepancy managing friendship can be problematic. This reflects 

the experiences of the physiotherapy clinicians who felt less comfortable with the power 

inequalities than did the older patients. 

It would appear from the findings of this study and the literature discussed above that the 

physiotherapy clinicians and older patients describing their relationship as "friendly" are 

indeed experiencing a friendly encounter as defined by authors describing more social 

friendship encounters. They appear to be comparable in structure (sociability, duration 

and frequency of contact) and impact (self disclosure, trust, respect, empathy) but differ 

in process, being entirely initiated by the need for a service (physiotherapy treatment); 
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and function, a means of exchanging information for assessment purposes, facilitating 

compliance (physiotherapy clinician's role) and endearing yourself to the physiotherapy 

clinician in order to optimise the experience (older patient's role). The over-riding 

differences between the social friendship and the friendly relationship described within 

the physiotherapy clinician / older patient encounter are that there is little choice as to 

whether the clinical encounter occurs and who participates, the fact that the encounter 

and attendant relationship are time limited by the length of the episode of care and the 

inherent professional hierarchy. 

7.2.5 The Patient or Sick Role 

Older patients also have a dual role within the physiotherapy encounter relationship, 

those of sick patient and reluctant partner. Many may have expectations of dependency 

and obedience bom of their past knowledge and experiences of health care. They bring a 

need for help to the encounter that they believe the clinician can address. This is 

influenced by any past experiences and knowledge of physiotherapy. Patients may or 

may not have expectations about what the treatment will comprise based on previous 

personal experience or the experiences of their friends and family. Many frequently have 

anxieties about the treatment and the outcome. Most older patients approach the 

encounter expecting to be told what to do by the physiotherapy clinician. They are 

therefore, mostly unprepared for the role of partner expected by the physiotherapist, 

being unfamiliar with the notion that their opinion will be sought and used to direct their 

treatment. Many are reluctant to take this responsibility feeling that they are ill equipped 

to make such a contribution. This role is often considered synonymous with the sick role. 

Sick role theory as defined by Parsons (1951) is now considered to be only applicable to 

acute illness (Cott, 1999) and inappropriate to long-term chronic health problems 

including older persons' rehabilitation. However, an older person admitted to hospital 

may well present with acute symptoms expecting and expected to take on this sick role. 

Accepting the sick role exempts the patient from their normal social responsibilities and 

from the responsibility for being ill. This leads to obligations that the patient must see 

this illness as being undesirable and seek a return to full health through accessing and 

complying with legitimate medical advice. Cott (1999) argues that these exemptions and 

219 



Chapter Seven 

obligations should not be applied to people with non-acute illness, many of whom are 

well able to maintain social roles such as employment and family responsibilities as well 

as managing their own health. The disability movement concurs, seeing the medical 

profession including physiotherapists as delivering a medical model of health care 

(Oliver, 1999; Owen Hutchinson, 1998: 406-409). Although a more recent model of the 

sick role focuses on patient rights and the clinicians' obligations (Haug and Lavin, 1981) 

this implies a move towards equality of knowledge, responsibility and decision making 

within the patient/clinician encounter (Cott, 1999). This was something that the older 

patients in this study had little understanding of or perceived a need for, preferring in the 

main to leave the responsibility of their rehabilitation to the professionals. However, 

many older patients presenting with acute illness failed to make a full recovery leaving a 

degree of chronic illness and disability. It would seem that these older patients have no 

other model to explain their situation and, not appreciating the subtle change from acute 

illness to longer term rehabilitation, retain their compliant role expecting it to lead to 

eventual cure. In this situation the patient moves from the acute sick role to the patient 

role, which appears to be identical apart from the chronicity of their condition and the 

unlikelihood of cure. Any disappointment at not achieving cure is tempered by the 

passive belief that the responsibility for their rehabilitation rests with the professionals 

and therefore the decision to discharge them from treatment must also be "for the best". 

This would explain the mix of distress and acceptance displayed by some older patient 

participants when describing the end of their physiotherapy encounter. 

In addition older patients may see loss of independence in older age as an expected part 

of their chronological life trajectory (Pound et al, 1998a). This appears to concur with 

this study as, although this topic was not overtly explored, it could be expected that some 

patients might question the reasons for their health problems ("why me?"). However, 

none did, aU appearing ambivalent and many unquestioningly obedient to their 

physiotherapy regime. This could explain their reluctance to engage with a different 

frame of reference that would require more active participation. Bury (1982) describes 

chronic illness as a biographical disruption requiring a rethinking of the person's self 

concept but this may not be the experience of the older people in this research presenting 
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with slow, deteriorating conditions, many of whom appeared to expect the inevitability of 

decreasing mobility and function with increasing age. This rethinking may be more 

applicable to previously fit older people suffering a sudden onset of disabling illness 

(Ellis-Hill and Horn, 2000) such as the participants in this study who had suffered a 

stroke. The two women with stroke who had completed a course of physiotherapy both 

showed evidence of rethinking their self-concept 6om one of independence to modified 

dependence. Both these women saw their physiotherapy clinician as a friend, expressing 

distress now that the relationship, as well as the treatment, had ended. Neither of these 

women identified close social networks and their relationship with their physiotherapy 

clinician had gained significant importance. In contrast, the man still receiving 

physiotherapy for stroke was enveloped in a close-knit community of family, friends and 

neighbours. His self-concept was still one of temporary disadvantage whilst awaiting a 

full cure probably because he was stiU receiving treatment and probably not enough time 

had passed since his stroke for him to develop a new, more permanent, self-concept. The 

physiotherapy clinician interpreted this as him being unrealistic whilst the patient saw his 

slow recovery as being due to not having enough treatment. This led to problems with 

communication and a very fragile physiotherapy clinician/older patient relationship. 

There is too little data from this study to judge whether there is an association between 

the development of self-concept, the presence of other close relationships and the depth 

of the physiotherapy clinician/older patient relationship. Pound et al (1998b) found that 

having a stroke, whilst considered a crisis, was perceived as one of many crises affecting 

the lives of older people whose past life experiences rendered them well able to deal with 

such catastrophes and adapt to new situations. This may not be true for all people, rather 

a particular factor in the lives of the older, working class people investigated in her study 

conducted in the East End of London. It did not appear to be the case for the three older 

patients with stroke in this research. 

Corbin and Strauss (1988) suggest that, when entering a period of chronic illness or 

disability, people have to reconstruct their identities to include this new element. This 

includes contextualising their changes in health and ability into their established 

biography, coming to terms with the consequences of this, identity reconstitution - a 
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process of integration of the old and new self and biographical recasting where this new 

identity construct is included in future life planning. It is unlikely that within the 

rehabilitation process there is enough time or support for newly disabled older patients to 

achieve this. Although physiotherapy clinicians insist that they discuss progress, 

prognosis and discharge with their patients, this is clearly not enough in these cases to 

enable the patients to move from the sick role. 

The patients participating in this research fell into two groups. One comprised those who 

were rehabilitating following a sudden onset incident such as a stroke or trauma. These 

patients described foil independent lives prior to the insult. The other group described 

long term, gradual increasing disability without any acute episode. These patients had 

lived with diminished functional ability and adapted lifestyles for many months or years. 

However, there was no difference in their adoption of the patient role in their 

physiotherapy management. It is understandable that patients moving from acute care to 

rehabilitation should retain elements of the sick role after the acute phase but it would 

appear that the second group either chose this role automatically being unaware of any 

alternative or perhaps had it imposed upon them by the hierarchical health system. 

7.2.6 The Influence of Health Care Paradigms 

Another intrinsic influence behind the encounter is the frame of reference or health care 

paradigm within which the physiotherapy clinician works. Stenmar and Nordholm 

(1994) suggest that the physiotherapy profession is seen in one of two ways; either as a 

"technician type" approach working from a biomedical model or "as a caring profession 

in which the patient-therapist interaction is emphasised more than the treatment method". 

The biomedical model is considered to be impairment driven, dependent on diagnosis and 

treatment of symptoms and disease (Hwu et al, 2001) creating an emphasis on removing 

the causes of illness rather than promoting health. However, disease is not always 

identifiable pathologically e.g. chronic fatigue syndrome, which suggests that disease can 

also been seen as a social construct (Sim, 1990). In addition, many disabled people 

would consider themselves healthy challenging the value of the medical model in older 

people's rehabilitation. Similarly, the clinical dominance inherent in this model. 
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requiring a clinician to take the responsibility for diagnosing and treating disease 

reinforces the professional power and mitigates against the clinical partnership that the 

physiotherapy clinician is aiming for. 

Illich (1975) argued that conventional medicine had assumed the monopoly on the 

interpretation and management not only of health and disease but also well-being and 

disability. Rather than accepting health as being "the absence of disease" (WHO, 1958, 

p459), Illich defined it as "the process of adaptation to growing up, ageing, disease and 

death, using the coping mechanisms embedded in the culture and traditions of 

communities" (Dixon and Sweeney, 2000: 23). The physiotherapy clinicians' study 

suggests that physiotherapy clinicians see the majority of their work in older persons' 

rehabilitation faUing within the second of Stenmar and Nordhokn's models (1994) 

relating more to helping older people adapt to ageing and disability. The majority of 

respondents in Stenmar and Nordholm's study felt that the patient's own resources and 

the physiotherapist-patient relationship rather than treatment techniques were the 

important factors in explaining why physiotherapy treatment worked. These views were 

also expressed in this study but here participants felt strongly that the relationship itself 

was not inherently therapeutic, although they were clear that the relationship was key to 

optimum partnership in the intervention. 

Any professional works not just within professional standards and codes of conduct but 

also within a professional paradigm or frame of reference. Whilst everyone functions 

within their own frame of reference, physiotherapists learn their professional paradigm 

during professional training and with experience, informed by personal beUefs and the 

philosophy of the employing organisation. In this research the frame of reference of both 

parties appears to inform the way in which both parties approach and engage within the 

encounter. Physiotherapy clinicians working in older persons' rehabilitation consider 

themselves to work within a holistic frame of reference (or rehabilitation approach). This 

is more akin to Seedhouse's model (Sim, 1990) where physiotherapy clinicians work 

with the older patients to help them fuM their "realistic chosen and biological potentials" 

in order to achieve their own personal optimum health. The terms 'realistic' and 'chosen' 
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imply an element of mutual insight and partnership, something that the physiotherapy 

clinicians felt they were achieving. 

Thornquist (1994) analysed two physiotherapy encounters and found that the information 

obtained was adapted to and interpreted within the physiotherapists' biomedical frame of 

reference. Whilst this physiotherapist took a biomedical approach to the impairment, 

examining the body as an object extrinsic to the self, the physiotherapist did add a human 

element through expressing interest in the patient on a human level. Thornquist considers 

this physiotherapist to be working on two levels with little integration of these two worlds 

of knowledge. Thoraquist's case studies explored single impairment outpatient 

treatments, which would have been aimed at facilitating cure. Physiotherapy participants 

in this study consider this approach to be different from the more holistic rehabilitation 

model used in older persons' rehabilitation. Within a holistic frame of reference it might 

be expected that these two bodies of knowledge would be more closely integrated. The 

Thornquist study observed only one male physiotherapist. This study investigated mainly 

female physiotherapy clinicians and it is not known whether the difference in approach is 

in any way influenced by the gender of the therapist. However, despite working within 

older persons' rehabilitation and professing a holistic approach there was evidence of 

different levels of integration in the four interventions' studies (figs 6.3, 6.4, 6.5, 6.6). 

One of the reasons clinicians state for adopting a holistic approach is that the majority of 

older patients attending for physiotherapy rehabilitation do not present with curable 

impairments, rather they have disabling conditions that can only be treated to a limited 

degree leaving the older patient and physiotherapy clinician having to work out methods 

of managing the residual problems. In this situation it is important for the physiotherapist 

to look beyond the clinical diagnosis and consider the other factors such as environment 

or loss of confidence that may be preventing the patient from achieving their frill mobility 

and functional abilities. In some cases these problems are deteriorating rather than static 

or improving and in these cases the physiotherapy clinician has to walk a thin line 

between encouraging patients to optimise their capabilities whilst appreciating that these 

capabilities are diminishing each day. Physiotherapy clinicians working in this field gain 
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their job satisfaction from assisting older patients to achieve improved quality of life 

through optimising their ability rather than in effecting cure. 

7.2.7 The Reluctant Partner Role 

All the physiotherapy clinicians in this research stated that they aimed to work as partners 

with their older patients. The Chartered Society of Physiotherapy encourages 

physiotherapy clinicians to work in partnership with patients giving them "independence 

to choose their own goals for recovery" and make informed treatment choices (Mead, 

2000). The physiotherapy clinicians in this study expressed frustration in their thwarted 

efforts to engage their older patients in a partnership approaching equality of role. The 

patients in this study appeared reluctant to engage in partnership, preferring the 

physiotherapy clinician to take the lead. The most common reasons for this were felt to 

be the patient not considering that their knowledge and input was as important or valued 

as that of the clinician, feeling that the physiotherapy clinician was the acknowledged 

expert in rehabilitation or feeling too tired, ill or passive to want to take the responsibility 

of partnership. 

All the physiotherapy clinicians felt they worked towards the current health policy of 

patient partnership and whilst never identifying a problem with this (most felt they had a 

working partnership with their older patients) they were clearly adapting this concept to 

their perceived expectations of this client group. There was little evidence of negotiated 

goal setting. However, the clinicians remained confident that the treatment goals set by 

them reflected the patients' own aims through the information gleaned about them at 

assessment. The older patients' interpretation of partnership was one where the 

physiotherapy clinician brought the clinical skills and expertise and they brought the 

motivation, enthusiasm and compliance. Only one dyad was identified where negotiation 

of treatment aims was apparent and this was with a recently retired trades union ofScer; 

someone who was clearly used to negotiating his way towards a preferred outcome. 

Cahill (1996), taking a nursing perspective, would express no surprise at these findings 

seeing patient partnership as sitting at the top of a Maslow type triangle above patient 
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participation and patient involvement and collaboration which she sees as precursors to 

any partnership. She quotes the nursing literature defining patient partnership as a 

working association between nurse and patient in a joint venture based upon a written or 

verbal contract. This implies obligation and commitment on the part of both patient and 

clinician. Patient participation, in contrast, is defined by Cahill as an active 

understanding and participation of the patient in procedures that are primarily clinician 

led although it can include some relinquishing of power on the part of the nurse and an 

element of reciprocity 6om the patient. Mittler and McConachie (1983) writing 

specifically about people with learning disabilities and their parents define patient 

involvement as being one way, where the patient's voice is ignored. Jacobs (1980), also 

writing from a nursing perspective, feels that "patient involvement involves only eliciting 

patients' perceptions of the situation". Using these definitions it would appear that 

participants in this research were not achieving partnership but rather differing degrees of 

involvement and participation. 

7.2.8 The Influence of Partnership 

Both professional and patient roles could be considered social constructs of modernism, 

implying the existence of order and hierarchy (Bruce, 1999). These role expectations are 

clear and based on prior knowledge of social and cultural structures. There are implicit 

boundaries informed by social and professional codes. In contrast partnership is mooted 

as a post-modern construct that implies autonomy and individual choice. This concept is 

mostly alien to older people who have grown up in a more socially disciplined age. 

Partnership with a health care professional is not normally a role that the older patient 

instigates. 

Partnership in the health service has a long tradition, but has only recently been applied to 

patients. It is first mentioned in a lecture given by Kenneth Robinson, the then Minister 

of Health in 1967 (University of Glasgow, 1968) who called for a reorganisation of the 

Health Service and partnership between the medical profession and government (pi8). 

Over the next decades this partnership extended to relationships between the health care 

professions. In the seventies, after much negotiation, a government directive gave 
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physiotherapists autonomy from medical prescription in their choice of treatment (Dyer, 

1994) allowing them for the first time to work with rather than for doctors. The growth 

of multidisciplinary teams in the eighties further developed partnership between the 

health professions. In the nineties the introduction of NHS Trusts aimed to move health 

care into local management promoting partnership with the community. Most recently 

the Department of Health (1999) publication Patient and Public involvement in the new 

NHS has encouraged a more individual partnership with patients. Few would argue that 

any of these partnerships are perfect and it is against this background that older patients 

are drawn reluctantly into a form of partnership that they neither understand nor want. 

7.3 Role Theory and Conflict 

In this research the physiotherapy clinicians and the older patients seemed unaware of 

any overt duality of role or conflict, yet they enact and adapt their roles continually in 

response to each other and with increasing expertise as the relationship continues. So, 

does this apparent duality - or even multiplicity - of role matter? 

The concept of role is well defined in the literature and social theory. Biddle (1979) 

describes role theory as a means of studying the characteristics of persons within contexts 

(p. 4). Role theory states that roles are associated with social position, often embedded in 

social systems and some social positions are automatically imbued with power and this is 

true of the physiotherapy clinicians' professional role. All roles are learned or taught, 

including the patient's sick role and may be affected by the environment and available 

resources, as observed in the reinforcement of the physiotherapy clinicians' professional 

role within the hospital environment. 

Physiotherapy clinicians also have other roles such as partner and parent outside of the 

work environment. Many will also have other roles within the work place such as 

manager or student supervisor. Similarly older patients have many roles - albeit almost 

exclusively outside of the health care environment. These have included (in this 

research) family related roles such as being a spouse, parent, grandparent, child minder, 

and more community related roles such as social club member and parish councillor. 
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These many roles go to make up the whole person that portrays themselves in this 

specific treatment situation as clinician and patient. It is probable that only where there is 

potential for role conflict within this dyad that this multiplicity of roles has any damaging 

effect on the relationship. For example, a physiotherapist may cancel a treatment because 

she has to attend a managers' meeting or an older patient may want to work towards an 

activity related to another role e.g. playing football with grandchildren that does not 

coincide with the physiotherapist's own treatment goal for that patient. 

However that very multiplicity of roles can have a positive effect on the physiotherapy 

clinician / older patient relationship. Many clinicians and older patients will share some 

similar roles for example that of parent, spouse, member of the local community. In this 

research it has been these very commonalities that have presented the topics for self-

disclosure within the relationship, creating common ground between both parties and 

facilitating the development of confidence and trust between them. 

Within this research, difficulties within the relationship were found to arise when a) the 

extent or boundaries of the professional/befriender and patient/partner roles were set such 

that one or both of the dyad did not feel comfortable (e.g. physiotherapy clinician 12) and 

b) where the clinician's role was continually fluctuating between professional and 

befriender or their expectations of the patient's role varied between that of sick patient 

and equal partner such that there was no certainty or stability in the relationship (e.g. 

Observation study, case three) and c) where communication difficulties prevented the 

identification of mutually acceptable goals (e.g. case 4, older patient and physiotherapist). 

These concepts of roles within the physiotherapy encounter relationship are set out 

against the background of (and are probably specific to): 

1. The cohort effect - older peoples' socialisation and expectations of health 

services 

2. The rehabilitation approach -rehabilitation is geared to the management of 

disability rather than to cure. 
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These factors too have the potential for conflict. In 1. there is the potential for a 

generation gap between the physiotherapy clinician and the older patient as the clinician 

is invariably seen as fit and healthy and, being up to 50 years younger, was not brought 

up in the same social world. This is managed (as found in this research) through empathy 

of the clinician and their reflection on the experiences of older people, especially those 

they know in their own families. No one in this research described a generation gap but 

aU clinicians, bar one on junior rotation, had chosen to work in this field and as such had 

made a conscious decision to work with older people which may have some bearing on 

this. Whilst some older patients entered the relationship with some lack of knowledge of 

what physiotherapy involved, for most, the reality of treatment matched expectations. 

For example, patients expected a degree of therapeutic touch from their physiotherapy 

clinician and felt comfortable with it. Similarly, physiotherapy clinicians felt they had a 

good idea of what to expect fi-om the relationship. 

In 2. there is potential for conflict between physiotherapy clinicians' need to enthuse the 

patient to achieve their full potential whilst remaining honest about prognosis. 

Physiotherapists manage this by judicious use of physiotherapy assistants to play the 

"good cop" role whilst retaining some professional distance should the "bad cop" be 

required. There is some evidence in this research of physiotherapy assistants and 

technicians adopting a befriender role whilst their senior physiotherapy colleague retains 

the professional stance. Another means of managing this potential conflict is for the 

physiotherapist to continually reinforce their professional role through words and actions 

whilst adopting a Iriendly approach, rather than behaving as a Mend. This includes being 

honest with the patient from the start even if their management of the patient appears to 

give off a more optimistic stance. 

These findings have culminated in a "Role Model" (fig 6.7) that expresses the basic 

social concept or key concept of this research. This model illustrates the association 

between the dual roles portrayed by physiotherapy clinicians and their older patients in 

the physiotherapy encounter relationship against the existing background of professional 

hierarchy and aspirations towards equality. Section 7.4 looks at the implications of 
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professional hierarchy, clinical power and aspirations towards equality in the 

clinician/patient encounter. It suggests that hierarchy and equality are at odds with each 

other and that the dual roles taken by physiotherapists and their older patients in order to 

accommodate this are giving rise to conflict. 

7.4 Inherent Professional Hierarchy or Equal Partnership? 

This research has identified the potential for conflict between the roles of professional 

and befi-iender for the physiotherapy clinician, sick patient and reluctant partner for the 

older patient and the wider organisational and social conflict between professional power 

and clinical partnership. These are debated below. 

The physiotherapy clinician's professional role and the patient's sick role are separated 

by the gulf of professional hierarchy that dictates each should play different parts, the 

patient being subject to the greater knowledge and clinical skill of the therapist. The CSP 

Rules of Professional Conduct (2002b, Rule 2) acknowledge that the physiotherapist is in 

a position of power by virtue of their uniform and standing position as opposed to the 

patient's position of submission characterised by their state of undress and seated or lying 

posture. Physiotherapists are encouraged to reduce this imbalance by taking a clinical 

history whilst the patient is fully clad and the physiotherapist sitting facing and making 

eye contact. This hierarchy describes the power differential in the relationship but the 

professional body does not identify the inherent professional hierarchy present in the 

patient / clinician relationship or how a physiotherapy clinician should address this. 

The topic of professional power in health care is widely discussed in the philosophy and 

sociology literature. Weber (1947) defines power as the ability to elicit compliance 

against resistance and authority as the right to expect compliance. The physiotherapy 

clinicians in this research certainly did not describe using their professional power overtly 

as a means of eliciting compliance, although implicit in their professional role was the 

expectation that the patient would automatically comply with their intervention. They 

would not agree with the Marxist interpretation of medical power that sees "the doctor as 

like a sovereign power, exercising control over patients' bodies" (Lupton, 1994: 111). 
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Foucault (1980) considered such medical dominance an inappropriate term seeing power 

not as a coercive or controlling force rather an integral part of human relationships, 

changing between and within situations. He considered power could also be productive 

and a useful tool for societal order. Skalnik (1999) too distinguishes between power and 

authority, suggesting that authority has the potential to make power "less predatory". 

The implication is that authority is vested in a role or individual and subject to scrutiny 

rather than taken by force and certainly this is true in the clinical situation explored in this 

research. Skalnik also argues that "personalities give authority to institutions and roles 

rather than the other way around" (pi73). This may be true in the political arena but it is 

difficult to see how this fits the clinician/patient encounter, as the patient is more likely to 

be aware of the roles rather than the people occupying them prior to the episode of care. 

Lupton (1994: 108) cites Friedson and Starr who state that although medical authority is 

often necessary to fulfil the demands of the therapeutic process it has extended 

inappropriately exercising too much control and political power over health care delivery. 

The physiotherapists in this research certainly accepted that they had authority and the 

responsibility to use it appropriately to inform and advise their older patients. Sully 

(1996) states that neither health care professionals nor patients appreciate the power that 

they exercise within the relationship, nor how they influence others. Certainly none of 

the participants in this research has considered this. 

Several authors state that patients too hold power in the clinical situation through non-

compliance and complaints (Sully, 1996), informed consent (Chinthapalli, 2001) having 

the backing of influential lobbying groups and the media (CaUnas-Correia, 2001) and 

even government backing, as in the case of the then Minister for Health Alan MHbum's 

response to the Alder Hey report saying he "wanted the balance of power to move away 

from doctors and shift decisively in favour of the patient" (Canter, 2001). 

The older patients within this study acknowledged the existence of professional hierarchy 

and institutional power. Indeed they expected, even required it to exist, perceiving such 

hierarchy and power as being part of the orderliness of their social fi-amework. In this 
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respect they concur with the early writings of Parsons (1937) who, writing in the same 

era as many of these patients were undergoing formative childhood and early adult 

experiences, suggested that society exists on different levels of organisation into which 

individuals must fit. Drawing on the work of Durkheim, Parsons stressed that order in 

society was due to the cohesive influence of collectively held beliefs and values (Layder, 

1994: 14). Certainly the older people in this study appeared perfectly comfortable with 

the organisational hierarchy within the rehabilitation service, having been brought up in 

an earlier health system that reinforced the status of health care professionals. In fact, 

challenging their rather passive and accepting role in this was discomforting to many of 

them as the very existence of such power relationships gave the older patients a structure 

and stability to an environment that was usually outside their experience. "Knowing their 

place" allowed them to take up a particular role, that of naive patient with which they felt 

comfortable, many having no other role experience to fall back on. It allowed them to 

relax into the patient role, accepting the knowledge and skill of the physiotherapy 

clinician without having to make decisions about treatment and goals that they felt they 

were not competent to make. Lupton (1994) explains this in terms of Foucauldian theory 

stating that medical dominance is necessary for clinicians to take control in the medical 

encounter to fulfil the expectations of both parties. 

Whilst all the physiotherapy clinicians recognised that professional hierarchy was 

inherent within the encounter and relationship, aU considered that they were working 

towards partnership with their patients suggesting that they felt the power relationship 

should to be minimised with some power returned to the patient. They stated using 

information sharing, listening, showing respect and a befi-iending approach to facilitate 

this. 

In outpatient settings familiarity was encouraged as part of this fi-iendly approach. In an 

attempt to make the treatment less formal and reduce the impact of professional hierarchy 

older patients were often called by their first names. Physiotherapy clinicians aU used 

their first names and claimed that they asked their patients how they would like to be 

called. However, in this situation there is the potential for the patient's true choice to be 
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overridden by their perception of how they think the clinician wants them to respond and 

it is difficult to see how patients could feel comfortable with making such a choice. In 

some Day Hospital settings first names were automatically used with patients as well as 

staff wearing name badges. For some, the use of first names was unexpected and 

tentatively accepted. Only two participants (a retired nanny and a retired head teacher) in 

day hospital settings had asked to be called by their formal names. Another observation 

within this research was the use of female (but not male) patients' formal names by 

(female) physiotherapists in the domiciliary setting unless they had treated them before in 

hospital settings. As role is determined by context as well as social position (Biddle, 

1979) it is not surprising to see different behaviours in different settings. This is an 

indication of the part played by social hierarchy in the health care settings. 

Physiotherapy clinicians working in the patient's home environment reported they were 

zUsKilikedjftosjperKliiiore time DeAateciiictryhjeai, suKdh as 

looking at patients' family photographs, than they would in a hospital setting. 

Much has been written about patient empowerment which Clarke (1996) suggests is "a 

partnership suggesting that the principles of mutual understanding, dialogue and 

discussion necessary to create the shared meaning of an individual's Ufe and health 

concerns lie at the core of the new clinical relationship between provider and patient". 

This new relationship includes the sharing of the patient's story, treating the patient as an 

expert in his own condition and lifestyle, valuing the perspectives of both practitioner and 

patient, sharing information and expertise, reciprocity and understanding each other's 

changing role within the relationship (Le May 1998). The physiotherapists in this 

research certainly felt that patient empowerment could be achieved through engaging 

with each individual patient and this appears to agree with Foucault (1980) who wrote of 

"individuals always being in the position of simultaneously undergoing and exercising 

power" (p98) implying that both parties in the relationship dyad have the capacity for a 

more equal relationship. In contrast Curtis (2001), citing the abolition of slavery and the 

emancipation of women states that it is only by changing social practices that people are 

liberated from constraints. Lupton (1994) agrees, stating that the notion of patients being 

empowered to take control of the encounter makes little sense as this would call into 
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question the very reason why the encounter exists (pi 12-113). However, Le May (1998) 

considers that older people can be empowered through communication strategies 

suggesting that this may be limited between older patients and younger clinicians due to 

generational, language and impairment factors. Another key to empowerment is 

partnership; the word implying reciprocity and interdependency. Partnerships are 

reciprocal from the first; even establishing them requires negotiation. The clinician brings 

attributes of attending, enabling, responding and anticipating and the patient takes an 

active part in their management and assumes some responsibility for this, affiliate with 

the health care professionals and interpreting the experience (Le May, 1998). Despite 

these formulae for developing clinical partnerships between clinician and older patient 

none are going to be of any value if partnership is not understood, valued or sought by 

both potential partners as was the case in this research; the older patients apparently 

accepting of this inequality. 

Turner (1986) argues that although inequality is as pervasive in contemporary society as 

it has been throughout human history, striving for social equality is compatible with 

human nature, even feasible and desirable (pi 7). However, this requires political will 

and social change as personal endeavour is not enough. This is clearly illustrated by the 

unwillingness of the older patients in this research to engage in a clinical partnership with 

their physiotherapist even although most were willing to strike up a friendly relationship, 

some even seeking friendship. 

Political change however, is slow in coming. Although the Department of Health 

document Patient and Public Involvement in the new NHS (DoH, 1999) identifies the 

need to improve patient partnerships in consultation on service delivery and in individual 

patient/clinician relationships there is little evidence that the actions to do this set out in 

section 1.11 have been instigated\ A more recent Department of Health document 

' Patient and Public Involvement in the new NHS (DoH 1999), chapter 1, The benefits of patient and public 
involvement. Key point 11 relates to the need for a positive individual patient - clinician relationship and 
the role of the clinician in providing relevant information. Three actions are mooted to achieve this: NHSE 
to take forward regional developmental work to create a positive patient - clinician relationship; 
Professional regulatory bodies to consider including assessment of clinicians' skills in patient 

234 



Chapter Seven 

relating to a programme of change entitled Shifting the Balance of Power claims to 

"empower frontline patients and staff' (DoH, 2002: 3.3.2). In reality it sets out the 

changes in clinical and professional leadership with only a concession to patients whose 

empowerment has clearly yet to be addressed, stating "If we are to devolve power closer 

to patients we need leaders who can facilitate, motivate and engage clinical stalf..." 

The National Audit Office (2003) produced a report on "Developing Effective Services 

for Older People" which "successfully used a variety of methods to consult a wide range 

of older people". This document differs from previous government papers in that it goes 

beyond consultation, including older people in policy making. Perhaps this is the start of 

true political and social change. 

This discussion has debated the roles adopted by physiotherapy clinicians and older 

patients in their clinical relationship against the background influences of professional 

power, pre-existing models of health care and the current move towards patient 

partnership. At a human level physiotherapy clinicians want to reduce their professional 

hierarchy to be seen as friendly and supportive towards their patients. They also seek to 

empower their patients and use self-disclosure to promote equality at a human level so as 

to achieve a working partnership. The older patients too respond on a human level, 

engaging in a friendly and compliant manner. They also want to feel empowered through 

knowing what is going on and appreciate the information that the physiotherapy clinician 

is able to give them about their care. Similarly they feel they achieve some equality in 

the relationship through self-disclosure but partnership is seen purely at the human level 

of working and getting on well together. From their professional role, conflict may arise 

for the physiotherapy clinicians who need professional hierarchy in order to establish 

their professional authority so as to be trusted and complied with. They feel they are 

empowering the older patient through asking them to take some responsibility for 

keeping to their physiotherapy programme and feel they achieve partnership in joint goal 

setting, something that the older patient appears to neither understand nor want. 

communication and partnership un revalidation schemes; All NHS bodies to include patient partnership 
skills in peer review and appraisal processes. 
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Thus the roles adopted by physiotherapy clinicians and older patients show little 

integration and considerable potential for conflict. It would appear that only good 

interpersonal communication skills from both parties and the older patients' need for the 

stability of professional hierarchy within the otherwise unfamiliar world of physiotherapy 

rehabilitation enable the good relationships that so many of the research participants 

describe. This also suggests that it is impossible to achieve patient empowerment and 

true clinical partnership whilst professional power influences both the individual roles 

and the wider social arena in which the physiotherapy encounter relationship occurs. 

7.5 Limitations of the study: Grounded Theory Methodology as a research tool for 

physiotherapy /older patient research 

The practical and academic limitations of each part of this study have been identified in 

earlier chapters. One of the key issues throughout has been the application of a pure 

grounded theory method in a changing National Health Service setting. The research 

culture within the NHS has traditionally geared towards pragmatic research and clinical 

trials. Even although grounded theory has been described as having its roots and 

processes in a more positivistic epistemology (Charmaz, 2000: 512) and therefore able to 

sit happily across the qualitative/quantitative divide, being an inductive approach, 

grounded theory does not fit easily into the NHS traditional research mould. 

The majority of older person's mobility and functional rehabilitation following Ulness or 

trauma occurs within the National Health Service and it was here that this research was 

set. As already outlined in 3.2 the precedent for using grounded theory as a means of 

physiotherapy research is weak, however, the value of the method in developing useful 

theory from the perceptions and experiences of clinicians and patients has been shown in 

recent health literature (Kumar and Gantley, 1999; Agee and White Blaxton, 2000; 

Nichols, 2000; Stephenson and Wiles, 2000; Kumar et al, 2003). 

This research has shown that it is feasible to undertake a grounded theory method that 

results in theory that is applicable to physiotherapy education and service delivery. 
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However, a number of constraints have militated against the rigorous application of this 

method and these are discussed below. 

Grounded theory is an inductive approach leading to theory development through 

constant comparison and theoretical sampling. It is an emergent process dependent on a 

responsive and flexible approach to data collection. The ability to select potential 

participants to complete gaps in the data or develop categories, theoretical sampling, is a 

key attribute of grounded theory. As the key concept emerges it is often necessary to 

undertake further data collection to clarify and test emerging theory. This need to adapt 

participant inclusion criteria and recruit others in order to saturate data militates against 

the strict controls of the NHS ethics committee procedures. These dictate that the 

research method, sample size, inclusion and exclusion criteria, information letters and 

tools are decided and agreed by the relevant NHS managers and receive Ethics 

Committee approval prior to any data collection. This seriously inhibits the necessary 

responsiveness of the grounded theory method, with some Ethics Committees even 

requiring structured interview schedules, further limiting the responsive, participant led 

approach. No data may be collected within the NHS without the permission of the 

relevant service managers. In a rapidly changing NHS this requires continual 

communication with the Trusts, even whilst data collection is not underway, to determine 

how the service is changing and the impact this may have on the research. Considerable 

diplomacy has to be used also to ensure that new staff know about the research and are 

happy to sanction its continuation. During the three year duration of this study one of the 

initial single Trusts devolved into three and the Elderly Services department was 

reorganised. In the other Trust one physiotherapy manager retired and there were two 

changes of senior physiotherapy manager. Fortunately, although this had implications for 

the method of data collection (snap shot rather than longitudinal), good communications 

with key individuals meant that data collection within the agreed limits was only slightly 

compromised. 
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The following compromises to the pure theoretical application of grounded theory were 

made in order to access patients and staff in the NHS Trusts affecting both the research 

question and the rules of data collection. 

® The initial research question sought to explore the development as well as the 

rationale, role and constituents of the physiotherapy clinician/older patient 

relationship. Major reorganisation changes in the NHS at the start of the research 

prevented the original plan of a single longitudinal study from being undertaken. 

• One of the key principles of grounded theory is the need to be flexible, sampling 

theoretically on the basis of earlier analysis in order to develop and saturate 

categories. Due to the strict requirements of the Ethics Committees such 

flexibility has been impossible. This was anticipated from the start and a certain 

amount of freedom built into the ethics applications. This included very broad -

if purposive rather than theoretical - sample inclusion criteria and time frames. 

However, it was not possible to adapt the data collection method with the 

inclusion of observation nor increase the sample size without returning to the 

Ethics Committees. The time taken to go through this process also had some 

bearing on the number of cases able to be researched in the fmal observation 

study. 

• Concurrent data collection, analysis, identification of concepts and the subsequent 

modification of data collection tools such as interview guides makes grounded 

theory a time consuming research method. As this research had to be fitted into a 

busy clinical service compromises had to be made to the timings and length of 

data collection. 

• Although it was possible to feedback the findings of the clinicians' study to 

physiotherapists and assistants in order to test and develop the models that arose 

in line with grounded theory method, it was not possible to do this formally with 

the older patients due to practical and ethics committee constraints. However, the 

models arising from the older patients' study were discussed with the older 

patients observed and interviewed for the final study and their views informed the 

presentation of these models (chapter 5). 
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As the research question and data collection techniques were both necessarily 

compromised, it was perhaps inevitable that the resultant theory would reflect this. 

Strauss and Corbin (1998a: chapter 4) identify similar practical constraints to the 

theoretical implementation of grounded theory. These include research question 

adaptation, the need to balance objectivity and sensitivity and being a participant 

researcher. This study adds three more potential impacts; fitting this research into a busy 

clinical department, accommodating ethics committees and maintaining NHS Trust 

permissions to research in a rapidly changing service. 

In debating whether these compromises invalidate the method or actually give a more 

realistic reflection of the experiences and perceptions of patients and clinicians in a time a 

resource limited service the Strauss and Corbin (1998a: 7) checklist was used. This 

identifies the characteristics of a grounded theorist, which could also apply to any 

qualitative research. These are: 

• The ability to step back and critically analyse situations 

• The ability to recognise the tendency toward bias 

® The ability to think abstractly 

® Sensitivity to words and actions of respondents 

• A sense of absorption and devotion to the work process 

• The ability to be flexible and open to helpful criticism. 

This last criterion was ensured through presentations of this research to clinicians, 

academic colleagues and at national and international conferences. Feedback from these 

informed analysis and theory development. I have attempted to demonstrate the previous 

criteria throughout this thesis. 

Overall, it would appear that grounded theory method has not been overly compromised 

by the constraints. The process has been rigorous in that an inductive approach has been 

used, data has been subjected to constant comparison, interviews have been informed by 

earlier data analysis and the models and core concept are all grounded in the original 

data. One criticism is the possibility that purposive sampling has led to forcing of data to 
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"fit" categories, however, extensive use of reflection and memos have been used to 

reduce this bias. Another criticism is that, as a clinician, I may have been influenced by 

obvious service constraints and adapted my research to reduce the load on the 

physiotherapy service. I acknowledge that my concern for best patient care could have 

conflicted with the needs of the research, however, I am not aware of any overt situations 

where this occurred. 

The other characteristic of grounded theory method is in the use of literature. Strauss and 

Corbin (1998a: 49) caution against the researcher becoming "so steeped in the literature 

that he or she is constrained and even stifled by it". However they concede that a certain 

amount of background knowledge is required to enhance the data collection. This study 

has followed these guidelines. An initial literature search into ageing and healthcare 

services in the United Kingdom was undertaken together with a review of the therapeutic 

relationship as perceived by health clinicians (Chapter 2). This informed the extent of 

current service provision and research into this topic. It assisted in finding that there was 

a question to be answered that was relevant to physiotherapy and informed the early 

interview guides. However, as the research and analysis continued it became clear that 

topics identified in the initial literature review such as professional power and partnership 

needed to be explored further and new topics such as role, equality and befi-iending 

needed to be investigated. Thus new searches were undertaken and relevant literature 

included in this chapter as part of the discussion of findings. 

In conclusion, it would appear that despite the constraints, grounded theory method is an 

appropriate tool for investigating the physiotherapy encounter relationship in older 

persons' rehabilitation in this research. The key elements of the process have been 

rigorously applied and where compromises have been made these have been recognised, 

reflected upon and discussed. In addition, useful theory has emerged that will inform 

physiotherapy education and, possibly, service delivery (Chapter 8.2). However, because 

of the constraints, this research is probably only valid within the current older persons' 

rehabilitation service although its wider application could be tested in other services and 

with different cohorts. 
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7.4 Summary 

The physiotherapy clinician adopts the role of professional and befriender whilst 

encouraging the patient to move from sick role to one of partner in order to reduce the 

impact of professional hierarchy, humanise the experience for the patient and encourage 

clinical partnership. This research shows that, although the political and individual 

clinical will is largely present, the deep rooted, entrenched nature of professional power 

and socialisation, and perhaps the need for patients to maintain this hierarchy in the 

clinician/patient relationship in order to establish any kind of meaningful role for them, 

are preventing the move from hierarchy to equality. 

Grounded theory method has proved to be a useful and appropriate tool for exploring this 

topic. 
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Chapter 8 

Exploring the physiotherapy clinician/older patient relationship: 

conclusion 

8.1 Revisiting the Research Question 

This study sought to explore the relationship that occurs between physiotherapy 

clinicians and their older patients in medium to long-term rehabilitation outpatient and 

domiciliary settings. It has identified that a relationship does exist alongside and because 

of the clinical intervention. In most cases this relationship is time limited by the length of 

the episode of care. This relationship has a rationale and role within the physiotherapy 

encounter. It is considered by physiotherapy clinicians to be a vehicle for clinical 

intervention, easing an often alien and sometimes frightening experience for the older 

patient, and as a means of showing empathy and gaining trust and compliance. Older 

patients too value a good relationship with their physiotherapist, as they feel more able to 

share information and concerns. Many also appreciate some self-disclosure from their 

clinician as this makes them feel more equal on a human level. They do not, however, 

seek equality or partnership at a professional or clinical level. A good relationship is also 

felt to influence clinical outcome through encouraging trust and compliance with the 

clinical programme. The relationship is not deemed therapeutic in its own right in the 

absence of clinical intervention, as would be a psychotherapy relationship. The term 

therapeutic relationship has undoubtedly evolved through being a relationship that sits 

alongside a therapeutic encounter. This term is discarded in favour of the term 

'physiotherapy encounter relationship' as this acknowledges the existence of a 

relationship whilst placing it firmly within the clinical intervention and the episode of 

care. 

This research identified constituents to the relationship similar to those found by other 

health professions. The main differences between physiotherapy encounter relationships 

and those formed by other health professionals appear to be the time available to form the 

relationship, both within the individual treatment sessions and across the course of 

treatment, and the continuity of treating clinician. 
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New information arising from this research was the apparent duality of role adopted by 

the physiotherapy clinicians and imposed on the older patients. Although there is 

undoubtedly a cohort effect specific to older patients in rehabilitation settings, the 

professional hierarchy inherent in the health service reinforces the professional role of the 

clinician and the sick role of the patient. Attempts to equalise this by adopting a 

befriending approach and drawing the older patient into a clinical partnership can be 

confusing for the older patient and cause conflict for the physiotherapy clinician. The 

clinicians are not overtly aware of this conflict or of the older patients' confusion. Some 

clinicians have developed strategies for managing this conflict through separating 

professional and befriender roles overtly in their communications with patients or by 

encouraging physiotherapy assistants to play the "good cop" role whilst the qualified 

physiotherapists retain a professional distance allowing them to play the 'bad cop' role 

when needing to impart difificult information about prognosis or discharge. 

Whilst exploring clinician / patient partnership was not a key aim of this research, the 

topic has arisen in the findings and raises new questions. As partnership with patients is 

a basic tenet of current NHS policy these findings add to the debate of how this 

partnership can be achieved. One supposition arising from these findings is that 

physiotherapists are not adequately discussing or communicating their changing goals 

with their older patients. Although the physiotherapy clinicians in this study felt that they 

were communicating well with their patients, there was evidence of lack of understanding 

on the part of the patients. They also maintained that they took a holistic approach to 

older patient treatment although they had all initially trained in the medical model of 

health care aiming fii'st to address impairment and only moving onto the management of 

activity (disability) and participation (handicap) when it becomes clear that 'cure' is not 

achievable. Physiotherapists usually identify impairments at initial assessment that lead 

to their early intervention goals. It is suggested that they may intuitively move these 

goals from impairment to activity to participation as full recovery appears less likely, but 

without making this clear to their patients. The encouraging, befriender relationship 

along with the authoritative, professional approach may reinforce the potential for full 

recovery in the mind of the patient. When this does not occur and the physiotherapist 
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moves on to assisting the patient to manage their disability it is not known whether the 

patient appreciates this and it may well be that they are continuing to expect a cure for 

their impairment. This would certainly explain why some patients feel dissatisfied with 

the outcome of physiotherapy rehabilitation (Wiles et al 2002). 

8.2 Implications for Physiotherapy 

The findings of this research have implications for the physiotherapeutic management of 

older patients. The following recommendations are made for practice and education: 

• Include the physiotherapy encounter relationship in communications training for 

undergraduate physiotherapy students 

• Include training in optimising the physiotherapy encounter relationship in post 

registration continuing professional development for clinical physiotherapists and 

physiotherapy assistants including increasing awareness and promoting discussion 

of the duel roles played by both parties within the dyad. 

# The Professional Body (Chartered Society of Physiotherapy) needs to consider the 

impact as well as the value of the physiotherapy encounter relationship and be 

more candid about the impact of power differentials and their impact on patient 

partnership in its professional standards. 

An exploration is needed of the ethical implications of the potentially 

manipulative qualified physiotherapist/physiotherapy assistant working practices 

in juggling professional and befi-iender roles within the physiotherapy encounter 

relationship. 

• Further research is needed into the supposition that poor patient partnership with 

older patients is linked to physiotherapy clinicians' lack of awareness and 

understanding of the roles played out by the actors within the encounter. 
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• Further research is needed to explore the suggestion that patient partnership is 

limited by poor communication of the changing paradigms adopted by the 

physiotherapy clinicians as treatment goals change from impairment to activity to 

participation led. 

8.3 Wider Implications 

The models arising from this research have the capacity for wider significance and 

application within and beyond physiotherapy. Model 1, Conceptualising the Relationship 

within the Physiotherapy Encounter, could easily describe other healthcare 

professional/patient relationships. It also has the capacity to relate to other 

professional/lay encounters that comprise a professional consultation as shown below. 

Figure 8.1 Conceptualising the Relationship within a Professional Encounter 

The Intrinsic 
Influences 

The relationship Professional Consultation p> 

Professional 
Encounter 

The Human 
Effect 

The 
Professional 
Effect 

Outcome 

An example of adapting this model for education encounters appears in figure 8.2 below. 
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Figure 8.2 Modifying the Model in an Education Encounter 

The Intrinsic 
Influence 

TZhe relatiorudiqp Teaching TZhe relatiorudiqp Teaching 

Education 
Encounter 

The Human 
Ef&ct 

The 
Professional 
Effect 

Learmng 

Here the teacher/pupil relationship exists alongside, because of and time limited by the 

topic being taught. Teaching and the relationship are impacted upon by intrinsic 

influences including professional hierarchy and pre-existing factors relating to the service 

within which the encounter occurs. Teaching aims to promote learning through the 

professional effect of skills and expertise. Learning influences and is influenced by the 

human effect of the teacher and pupil in the same way that healing is influenced by and 

influences the physiotherapy encounter relationship. 

Similarly the model (Figure 5.5) describing the physiotherapy clinician and older 

patients' level of engagement within the encounter is likely to be transferable to other 

professional relationship scenarios, with the professional presenting him/herself on a 

continuum from a technical approach to a personal relationship and the lay person 

responding on a continuum from self contained to dependency. All professions work 

within stated boundaries policed by their professional bodies and as such it could be 
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assumed that relationships occurring at the extremes of the continua could be deemed 

ineffectual or inappropriate as in this research. 

The key concept arising from this research, the Role Model (Figure 6.7) may also have 

resonance with other professional/lay relationships. Certainly the central part of the 

model is likely to be transferable to those relationships occurring within pre-determined 

or preconceived frames of reference and within a professional hierarchy. Transferability 

of the duality of role on the part of the professional person i.e. the professional and 

befriender roles is also almost certainly appropriate. However, the duality of the 

layperson role as a passive accepting individual and reluctant partner will depend on their 

understanding of the extent and responsibility of their role within the encounter and their 

willingness to challenge or actively engage with the "expert" stance of the professional. 

This will not only depend on the character of the layperson but also on how socially 

acceptable it is deemed to do this. This may well vary between different professional 

encounters. 

Whilst these deliberations are of interest it is vital to test the models, in this instance 

against the relevant professional/lay encounters, before applying them with any certainty. 

Assumptions of the reasons behind participants presenting with dual roles and the 

potential for role conflict within other relationships cannot be extrapolated from this 

research but might provide leads for further investigation. If these models were found to 

be equally applicable in other professional/lay encounters they could inform the balance 

between human and professional influences to best effect and give an insight into the 

significance that intrinsic factors have in influencing the encounter. 

8.4 In Conclusion 

The relationship is an integral and important part of the physiotherapy encounter in older 

persons' rehabilitation. Good relationships are perceived to enhance or speed clinical 

outcome. The relationship is considered to be especially important in the enhancement of 

quality of life and well-being in the absence of cure. Physiotherapy clinicians and older 

patients are, in the main, unaware of the dual roles they play. These remain un-integrated 
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and a potential for conflict capable of disrupting both the relationship and the wider 

encounter. However, most physiotherapy clinicians, without being overtly aware of the 

dual roles they adopt, have adapted their way of working to accommodate these and 

maintain good relationships with their older patients. Similarly the older patients are 

equally unaware of their dual roles tending to remain within the more familiar patient 

role. Their partnership role is characterised more by a move to a form of equality within 

the relationship rather than taking on the role of full clinical partner. The models arising 

from this research have the potential to describe other relationships in healthcare and 

wider professional/lay encounters. 

The dualities identified in this research reflect the wider conflict within the broader 

influences of professional hierarchy and friendship, the prescribed format of the delivery 

of health care within the medical model and the wish for clinical partnership. Until these 

broader influences can be reconciled within health services and wider society it is 

unlikely that the role duality of physiotherapy clinician and older patient can be resolved. 
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frocĝ /wA-eĵ ybr Deve/qprng GrowWgc/ TTzgofy Sage Publications, Thousand Oaks Ca, 
USA 
Strauss A and Corbin J (1998b) Grounded Theory Methodology: an overview. In 
Denzin N.K and Lincoln YS (eds) Strategies of Qualitative Inquiry Sage Publications, 
Thousand Oaks, Ca, USA 

Sully P (1996) The impact of power in therapeutic relationships. Nursing Times 92, 41, 
40-41 

Talvitie U and Reunanen M (2002) Interaction between physiotherapists and patients in 
stroke treatment. Physiotherapy 88, 2, 77-88 

Teram E, Schachter C L, Stalker C A (1999) Opening the doors to disclosure: 
childhood sexual abuse survivors reflect on telling physical therapists about their trauma. 
Physiotherapy 85, 2, 88-97 

Thomas C and Parry A (1996) Research on user's views about stroke services: towards 
an empowerment research paradigm or more of the same? 86,1,6-12 

Thornquist E (1994) Profession and life - separate worlds Social Science and Medicine 
39, 5, 701-713 

Tinker A (2002) The social in^lications of an ageing population. 
oW 123, 7, 729-735 

Tonks A (1999) Medicine must change to serve and ageing society. British Medical 
Journal 319, (4 December) 1450-1451 

Townsend P, Davidson N and Whitehead M (1988) Inequalities in Health. Penguin 
Books, London 

Tracy MA (1938) Nursing: an art and a science CV Mosby. Louis 

Turner BS (1986) Equality. Ellis Horwood Limited, Chichester 

Turner R (1985) Unanswered questions in the convergence between structuralist and 
interactionist role theories. In Helle HJ and Eisenstadt (eds) Microsociological Theory: 
Perspectives on Sociological Theory vol 2. Sage Publications, Beverley Hills, CA 

Tyni-Lennc R (1991) Towards a physical therapy paradigm. Proceedings of the ll'^ 
International Congress of the World Confederation of Physical Therapy, World Congress 
of Physical Therapy, London 238-240 

262 



University of Glasgow (1968) Partnership in Medical Care: The Ninth Maurice Block 
Lecture by The Rt. Hon. Kenneth Robinson, MP Minister of Health. Jackson, Son and 
Company, Glasgow 

Van Rooijen AJ (1993) The implications of the behaviour of patients in the illness-role 
on the psychosocial relationship of physiotherapists with their patients. South African 
Journal of Physiotherapy 49, 3, 43-44 

Vernon RF (2000) Conceptualising the therapeutic relationship: the importance of 
developing an adequate ontology and epistemology of personal relationships, (abstract 
SPR Conference 2000) http://ted.educ.sfu.ca/Society/chicago/program/abs311 .html 
(16/11/2000) 

Vincent JA (1995) Inequality and Old Age. UCL Press, London 

Vincent JA (2000) Age and Old Age. In Payne G (ed) Social Divisions. MacMillan 
Press, Basingstoke and London 

Von Koch L, Wottrich AW and Holmqvist LW (1998) Rehabilitation in home versus 
hospital: the importance of context. Disability and Rehabilitation 20, 10, 367-372 

Wagstaff GF (1982) A small dose of commonsense - communication, persuasion and 
physiotherapy. Physiotherapy 10,327-329 

Waitzkin H (1991) The Politics of Medical Encounters. Yale University Press, New 
Haven and London 

Waterworth S and Luker K (1990) Reluctant collaborators: do patients want to be 
involved in decisions concerning care? Journal of Advanced Nursing 15, 971-976 

Watson R (2001) European countries face similar problems of demographic ageing and 
higher patient expectations. British Medical Journal 323, (15 December) 1388 

Weber M (1947) in Parsons T (ed) The Theory of Social and Economic Organisation. 
Free Press, New York 

Wengraf T (2001) Qualitative Research Interviewing Sage Publications, London 

Wiles R, Ashburn A, Payne S and Murphy C (2002) Patients' expectations of recovery 
following stroke: a qualitative study. Disability and Rehabilitation 24, 6, 841-850 

Wiles R, Ashburn A, Payne S and Murphy C (2004) Discharge from physiotherapy 
following stroke: The management of disappointment. Social Science and Medicine, in 
press 

263 

http://ted.educ.sfu.ca/Society/chicago/program/abs311


Wiles R, Postle K, Steiner A, Walsh B (2001) Nurse-led intermediate care: an 
opportunity to develop enhanced roles for nurses. Journal of Advanced Nursing 34, 6, 
813-821 

Wilkin D, Gillam S, Smith K (2001) Tackling organisational change in the NHS. 
British MedicalJournal 322, (16 June) 1464-1467 

Wilkinson G (1999) Theories of Power in Power and Nursing Practice. Wilkinson G 
and Miers M (eds) pub: Macmillan, Basingstoke 

Williams D (1997) Communication Skills in Practice: A Practical Guide for Health 
Professionals. Jessica Kiagsley Publishers, London 

Williams J (1986) Physiotherapy is handling. Physiotherapy 72, 2, 66 

Williams S, Annandale E, Tritter J (1998) The sociology of health and illness at the 
turn of the century: Back to the future? Sociological Research Online 3, 4 
http://www.socresonline.org.Uk/socresonline/3/4/l.html 

Williams S and Harrison K (1999) Physiotherapeutic interactions: a review of the 
power dynamic. Physical Therapy Review 4, 37-50 

World Confederation of Physical Therapy (2003) Description of physical therapy -
what is physical therapy? http://www.wcpt.org/policies/description/whatis.html 
(30/6/2003) 

World Health Organization (1958) The First Ten Years of the World Health 
Organisation. World Health Organisation, Geneva 

Wright P (1982) Men's friendships, women's friendships and the alleged inferiority of 
the latter Sex Roles 8: 1-20 

Yerxa E (1983) Audacious values: the energy source for occupational therapy practice. 
In Kielho frier G (ed) Health through Occupation: theory and practice in occupational 
therapy 149-162 FA Davis, Philadelphia 

Young J, Robinson J and Dickinson E (1998) Rehabilitation for older people. British 
MedicalJournal 216, (11 April) 1108-1109 

Young J and Philp I (2000) Future directions for geriatric medicine. British Medical 
Journal 320, (15 January) 133-134 

264 

http://www.socresonline.org.Uk/socresonline/3/4/l.html
http://www.wcpt.org/policies/description/whatis.html


Appendices 

265 



Appendices 

Chapter 2 

Therapeutic Relationships: Exploring the Literature 

2.1 Journals searched for the review 
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Appendix 2.1 

Hard copy and electronic journals hand searched for the initial literature review: 

Journal of Social and Personal Relationships 
Journal of Communication 
Personal Relationships 

Sociology 
Sociology of Health and Illness 
Social Science and Medicine 
Social Science Research 
The Sociological Review 
American Journal of Sociology 
Theory and Society 

Age and Aging 
Journal of Aging Studies 
The Gerontologist 
Geriatrics 
Geriatrics and Gerontology International 

British Journal Of Occupational Therapy 
British Medical Journal 
Journal of Advanced Nursing 
Physiotherapy 

Journals searched regularly through Zetoc: 

Advances in Medical Sociology 
Ageing and Society 
American Anthropologist 
American Journal of Sociology 
American Sociological Review 
American Sociologist 
Anthropology and Medicine 
Applied Social Research Methods Series 
Archives of Gerontology and Geriatrics 
British Journal of Sociology 
Contemporary Sociology 
Elderly Client Advisor 
Gerontologist 
Gerontology and Geriatrics Education 

Journal of Aging Studies 
Journals of Gerontology Series A 
Journals of Gerontology Series B 
Journal of Religious Gerontology 
Journal of Women and Aging 
Philosophy of the Social Sciences 
Qualitative Sociology 
Social Identities 
Sociological Methodology 
Sociological Methods and Research 
Sociological Theory 
Sociology of Health and Illness 
Sociology Review 
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Appendices 

Chapter 3 

Exploring the Therapeutic Relationship: 
methodological considerations 

3.1 Field notes example 

3.2 An example of data analysis using grounded theory 

3.3 Audit of data analysis 

3.4 Data Analysis Process: The Early Development of a Sub Category 
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Appendix 3.1 

An example of field note data 

Observation study, Case 2 
Literal Interpretive Reflexive 

Treatment session 

PT crouches at the pt's wheelchair. Asks PT posture ?conscious Is this body 
pt about her progress at home this week. or not. This posture language 

Pt engages folly with the questioning. shows respect and automatic? 
PT gives lots of encouragement given - attempt to reduce Learned? 
well received. professional hierarchy Intuitive? 

as well as clinical A human or 
approach from hemi professional 
side. element? 

Standing practice at mirror. PTA Dual use of human Value of the 
compliments pt on her "smart clothes". element - genuine "normal" in an 
PTA and pt admires themselves in the compliment and "abnormal" 
mirror. encourage standing situation 

straight. 
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Appendix 3.2 
An example of data analysis using grounded theory 

Data preparation 
Interviews, field notes and observations were transcribed and entered into QSR 
NUD*IST 5 software package. 

Each data set was read in its entirety several times and field notes made of its general 
impression in terms of meaning and feeling. 

Open coding 
Each transcript was then open coded and initial themes identified. One such initial theme 
was "communication". This arose from the following open codes identified by the 
physiotherapy clinicians: 

• 'able to e]q)lain' 
® interpersonal communication skills 
• proximity 
• eye contact 
• 'hearing becomes believing' 
® non verbal skills 
® listening 

Each of these codes arose from the older patient data. In addition, they identified another 
code: 

• communication failure 

Those codes in 'quotes' refer to 'in vivo' codes, that is, those codes determined initially 
by participants' actual words. 

Identifying main themes 
The open coding identified 94 open codes from the physiotherapy clinicians of which 69 
were also identified from the older patients. The older patients identified another 60 open 
codes. These codes were grouped into initial themes, which were in turn grouped into 
seven main themes. Themes are also known as sub categories in grounded theory 
method. 

For example, the initial theme 'communication' was included in the main theme 
'constituents of the relationship' which was built up with other related themes thus: 

Main theme 'Constituents of the relationship': 
® characteristics 
• communication 
® touch 
• continuity 
® time 
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The seven main themes were: 
# existence and course 
® constituents of the relationship 
# rationale and value 
• power and hierarchy 
* pre-existing 6ctors 
® professional factors 
• outcome 

Devising categories 
The seven themes were then categorised into three categories that reflected the essence of 
the interviews. Initially these themes were called intervention, relationship and 
therapeutic elements (see next page 3.2.1) but were refined following analysis of the 
older patients' data becoming the relationship, clinical intervention and healing thus: 

existence and course 

constituents of the relationship 

rationale and value 

power and hierarchy 

pre-existing factors 

professional factors 

outcome 

existence and course 

~~~^"~^the relationship 

clinical intervention 

healing 

'Existence and course' appears twice in this list only to show the way it informs both 
categories 'the relationship' and 'healing'. 

The categories were then defined (see chapter 4.6, page 99). To ensure category 
saturation the properties and dimensions of the categories and themes (sub categories) 
were considered. Subsequent interviews explored these until no new data arose to 
support or refute these categories. An example of the properties and dimensions 
considered within the 'communication theme' that informed 'the relationship' category is 
given below (3.2.2). 
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PT/PTA factors: 
- Personal philosophy, socialisation, beliefs, attitudes 
Patient factors: 
- Pathology, Past health/life experiences. Beliefs 
Communication skills 
Environment 

3.2.1 This figure demonstrates 
early categorisation and 
conceptualisation of the 
physiotherapy clinicians' 
perceptions of the 
physiotherapy clinician/older 
person encounter 

Clinical skills: 
Technical knowledge 
Clinical reasoning 
Touch - diagnostic 

- therapeutic 
- facilitatory 

Time 
Continuity 

B. Professional 
relationship 

INTERVENTION RELATIONSHIP 

A. Partnership 
Outcome 
Satisfaction 

THERAPEUTIC 
ELEMENTS 

Empathy 
Ability to relate 
Respect 
Touch - social 

personal 
Humour 

C. Friendship/ 
personal 



3.2.2 Example of properties and dimensions of theme 'communication' informing category definition 
Theme Open codes Properties Dimensions 
Communication Verbal skills Quality Articulate/halting 

Directive/non directive 
Loud/quiet 

Impact 
relationship 

Non-verbal skills Quality Present/absent 
Pt able/unable to pick up 
PT able/unable to pick up 

Use Conscious/unconscious 
Learned/ intuitive 

Impact Positive/negative effect on PT/pt 

Explanation Skill In/ability of PT to explain 
Content Appropriate/inappropriate 
Timing Appropriate/inappropriate 

Confidence building Use Present/absent 
Importance Very/not important 
Skill In/ability of PT to build pt's 

conGdence 
Relating Range of people Patients/family 

Managers/Peers/juniors 
MDT / cross agency 

Skill Multi- skilled/limited 
Appropriate/inappropriate 
Learned/intuitive 
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Axial coding 
By relating the categories to each other and the themes that made them up using the 
dimensions and properties to create links the data was conceptualised into three main 
concepts intrinsic factors, human effect and professional effect. These concepts are more 
abstract than the categories but remain grounded in the original data. The way these 
concepts fit with the three main categories is illustrated in chapter 4, fig 4.4 Model lb. 

Theoretical integration 
From the first two studies exploring the experiences and perceptions of the physiotherapy 
clinicians and older patients it became clear that these three concepts related to the 
physiotherapy encounter in older person's medium to long term rehabilitation and were a 
useful model to continue unpicking the actual relationship that occurred within it - thus 
returning to the original research question, it having been impossible to separate the 
relationship fi-om the encounter initially. Further literature searches were undertaken 
looking at keywords making up the definitions of the three main concepts. This literature 
together with further re-reading of the interview transcripts and axial coding of the 
concepts with the themes identified the final basic social concept figure 6.7 A Role 
Model. 

This arose through considering the tensions between the two concepts 'human effect' and 
'professional effect' and the influence on the relationship of such intrinsic influences as 
the service culture. This, related to the theme of the levels of engagement, identified the 
concept of 'role' that was then further explored in the observation study. The findings 
from this study then informed the final Role Model. 

Grounding the Theory 
Throughout the data analysis and interpretation care has been taken to remain true to the 
meaning and feeling of the original texts. This is illustrated in appendix 3.4. The origin 
of each theme, category and concept can be traced back to the original data. Another 
example of this appears in appendix 4.4. 

Filling in the gaps 
As the 'Role Model' emerged it became necessary to check that correct interpretations 
were being made. This was done by returning to the data and exploring the gaps more 
fully within the later case studies. Inevitably themes such as 'partnership' started to 
emerge more strongly than they had in the initial interviews and as time was running out 
and this topic was starting to move away from the initial research question it was decided 
not to return to earlier or new participants to explore this topic in greater depth. It has, 
however, informed future research questions that need to be addressed. 
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Appendix 3.3 
Audit trail of data analysis 

Study InHial approach Continued or amended approach 
Pilot study - Ensure there is a question to be 

answered 
- Ensure the potential participant 
gfoupsa^savaHdde 
- Test the data collection method 

- Yes, go ahead 

- Yes, approach main study 
populations 
- Focus groups not practical, change to 
individual interviews 

Physiotherapy 
clinicians' 
sfudy 

- Sixteen participants agreed by 
Ethics Committee 

- Initial interview guide developed 
- Field notes taken to inform 
analysis 
- Early findings inform later 
theoretical sampling 
- Truthfulness of data 
interpretation checked in PTC 
focus groups and presentations 

- One participant declined, data 
considered saturated so no new 
participant sought 
- See appendix 4.3 
- Reflection on interview data 
interpretation alongside field note data 
- Able to identify appropriate 
clinicians despite relatively small 
population 
- Early models amended to clarify 
terms, otherwise considered an 

Older 
patients' 
study 

- Ethics approval for twelve 
participants 

- Interview guide informed by 
previous two studies 
- Field notes taken to inform 
analysis 
- Early findings inform later 
theoretical sampling 
- Unable to check truthfiilness of 
data analysis and interpretation in 
focus groups with older patients 

- Eleven participants recruited, final 
participant not included as impractical 
and unlikely to add anything new as 
three participants already obtained 
from this Trust. 
- Interview guide changes little (see 
appendix 5.1 and chapter 5.3) 
- Reflection on interview data 
interpretation alongside field note data 
- Problem with theoretical sampling as 
clinicians are gatekeepers - only note. 
- Findings added to final study 
interviews to seek older patients' 
views of truthfulness of analysis 

Relationship 
in action study 

- Only time for four cases, so 
theoretical sampling problematic 

- Emergent theory presented at 
academic and professional 
conferences 

- Concurrent analysis of individual 
cases identifies concepts rather than 
characteristics required for final case 
- Theory refined and tested against 
existing and new data 

Reflective and process memos made for each data set within QSR NUD*IST informing 
reflection on the appropriateness and truthfulness of the data analysis and interpretation. 
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Appendix 3.4 
Data analysis process: The early development of a sub category 

Sub categories emerged from the preliminary coding of the interview and field note data. 
These sub categories "pertain to the categories giving them fiorther clarification and 
specification" (Strauss and Corbin, 1998). The development of the sub category 
"power/hierarchy" from the early physiotherapy clinicians' data is given as an example of 
the way in which this was done. 

The topic "power/hierarchy" was not present in the initial interview schedule. The first 
time this notion was mooted was in the first interview when it arose through discussing 
the boundaries that occur in the physiotherapy clinician / older person relationship. This 
interview clip shows this in the context of the interviewer's questioning. I: represents the 
interviewer and P: the participant. 

"I: Can you think of a situation where it's, where a patient has tried to 
engage more with you personally than professionally or where you've felt 
that the relationship has moved slightly too much in., into the personal 

P: I don't know how I'd identify them. I can't... at the moment think 
of any situation that has got out of hand because we do have the, it 
doesn't sound the right word but, the upper hand in that we can move 
myqy, w/MTM, we 6k) Aave " 

The use of the words "upper hand" and "control" was picked up and explored further. It 
was noted that the physiotherapy clinician appeared uncomfortable with the thought of 
"having the upper hand". 

The above clip shows how the interviewer prompted the interviewee. Although this 
could be construed as coercive, this participant disagreed with other statements made by 
the interviewer in other parts of the interview. These responses are therefore taken as 
reflecting the actual views of this participant. The interviewer went on to clarify what the 
participant had said. 

"I: Do think it's the physio's responsibility to take that? [The upper hand] 

I: Take that responsibility in that situation? 
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7. PFirfA f/ze aW fAe fAe ĵ Ayj'/o Aovmg f/zg z/ppgr AaW? 

f . Tgf 

/. ^vg» 7/7 a X'or̂ Mg /"gZâ /oMjA;̂  /Aaf^ a jPar/Mgrf/z;̂ ? 

f.' ?gf / fAm^ ̂ o, j / g 7 fAm&̂  i/"yow % WM/M, fAgn ̂ /ow W 6g AgWwg_/br... cowZ(/ 6g, 
Aga /̂mgybr c%y?cw/f7gĵ . 

I: So perhaps that's the very fact that you have that power balance there enables you to 
/Mamfam fAg /̂ rq/gĵ f/oMa/ rgZaf/oMfA .̂ 

f.' Tĝ y" 
CC7.' 2^^7-260) 

The topic of partnership was explored in subsequent interviews but the topic of power 
and hierarchy was not specifically raised to avoid interviewer bias and ensure that only 
those factors immediately relevant to the participants were identified. 

However, in later interviews the topic of power and hierarchy related to the 
clinician/patient partnership was prompted by the interviewer to discover if, on closer 
inquiry, other participants did have views or experience of this. 

'7. ^fgAf, /̂gf. ybr fAo^gjogqp/g wAo j/ow org fAgy^gqp/g wAo 
or M zf ĵ oTTzef̂ Amg fo (fo m̂ Â /OMr cg^proacA j?gr̂ 0MaZz(y 

(/o ̂ /oz/ fAzwA:? 

Or evgM _yoz/r j?rq/gj:fzo/za/ 

P: Yeah, I think there's elements of all of that. Umm, I think some patients respond to 
Âg ̂ rq/gf̂ yzoMaZ, fAg ̂ erfo/za fAof gogf wzfA 6gmg a pAŷ zo/̂ Agropzff aW fAg z/wagg fAaf 

^gqp/g Aavg oẑ r prq/ĝ j:zoM. " 
f?7.- (̂ -̂77; 

This was interpreted as participants' perception of a professional hierarchy that could 
impact on the relationship. Once the participant had identified this, the topic was raised 
again in a more direct question about partnership. 

"I: So the relationship is quite important to the establishment of the partnership. 

f.- ygf. 
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/. W ^ cAangmg fAe j^ower (fywa/Mzcf wzfAm Âe f/zerqpMf 
ĵ aAYMgrĵ Â ? Zy zf TMovmg more fAe jpaffgM/? 

P: That's the theory isn't it. (laughs) To be honest within the elderly patients I would 
say no. I still think they see you as the health professional, they still see the doctors as 
AwowzMg gyg/yfAmg oMc/ 6gmg wng'Mgf̂ fOMmg. " 
f?2.' 

Other comments from participants identified further examples of hierarchy. 

"P: Umm... I wouldn't like to think that people, patients felt that I was the 
/ (/o m)Wgr ̂ o/Mĝ /Mĝ  wAgfAgr fAgrg'ĵ  am g/erngMf 0 / " 

fP7.-

"P: ...they will still relate to the physiotherapist as the person who's in overall control. " 

The inherent hierarchy in the professional relationship was debated as a product or 
precursor of power. 

"P: You know... I think also it's kind of a very uneven start point to start a friendship. 
77zg)/yg <̂ ĝWgMf OMj/OMT... MOf (/^gWg»/, Jl/OM'/'g gfVZMg fAg/M 

5'o f/fgrg wg /?o}ygr wfugf rgaZ(y? 

f T g a A , / fo. /̂gaA." 

"I: So in that respect do you think there are issues of sort of, power in the relationship 
that are different with a physiotherapist and a patient to a physiotherapy assistant and a 
patient where the physiotherapy assistant may not have as much of this control? 

P: I hope not, because I would hope that ifPrn seeing a patient, the patient doesn't feel 
that I have control over the situation. " 
(?j.-

Participants appeared to be uncomfortable with the use of the word "power" so the word 
"empowerment" was used to explore the topic in a less hostile way. Empowerment is a 
term familiar to physiotherapists who use it to denote the gold standard of promoting the 
sharing of responsibilities between patient and clinician within the encounter. 

"I: So do you think that moving into the more, sort of personal elements of a patient's 
life and what interests them actually umm, empowers them to have, to come more into 

wzfA WfA f/zg 
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f / grr, Wew 7 wowZ^y r̂o^a /̂y ;/ ̂ ro^aA^ 
Y g/T^oivgr ̂ Ae/w af a//, zfjoerAaipj^ g/vgj' f/zg/M, 7 meaM e/?̂ o>vg/7MgMf if fAe 

woMg iforc^ z f f gzvgĵ  fAe/M, /̂ grAqp^ gzvgf fAe/M â OTMgfAmg fAof fAgy con âAe 
o w M g r f q ^ );ow Awow, ĵ omgfAmg Âgy A ôw a6owA 7f'f fomgfAmg / (î oM Y Awow aAowf 
they can impart information to me about you know, their home life, you know, perhaps...' 

Within qsr NUD*IST a tree node "Power" was created from a free node "Power in the 
PT/pt relationship". Subsequently another free node "Inherent hierarchy" was created. 

Once the theme of "power/hierarchy" had been identified from the data, its properties and 
dimensions were considered in order to see if further conceptualising could broaden the 
sub category. 

Power: Properties; Strength 
Authority 
Knowledge 
Responsibility 
Control 
(Energy) 

Dimensions: aggressive - assumed 
taken by force - implicit 
obvious - hidden 
used - abused 
earned - inherited 
expert - novice 
extent of boundaries set by society, the organisation and/or the 
environment 

The data was re-examined using these properties and dimensions to explore other themes 
that may contain elements relating to power or hierarchy. Several other examples were 
found. For example, the role of the physiotherapy assistant was found to exhibit power 
through colluding with their senior colleagues in passing on information given to them by 
patients. Similarly the specialist clinical skill of physiotherapeutic touch was seen to be a 
potential reinforcer of professional hierarchy. This professional hierarchy must also be 
strengthened through the physiotherapy clinician's prior knowledge of the patient before 
the encounter begins. However, an example was identified of how patients might turn the 
tables and use lack of compliance to withdraw from treatment and this was interpreted as 
a means of the patient asserting power within the encounter. 

Because of its considerable impact within the findings, this sub category was given its 
own identity. Because power and hierarchy were defined slightly differently but were 
identified equally, the sub category was given both names. It was seen to be inherent in 
both the relationship and the clinical intervention and thus was influential in informing 
these two main categories. 
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Throughout the data, power and hierarchy were considered to be intrinsic to the situation 
and thus became included into the Intrinsic Influence concept. Participants denied that 
they used power in a personal way such that the sub category would fall into the Human 
Effect concept. Although participants accepted that professional hierarchy was 
inevitable, this sub category was not considered part of the Professional Effect concept as 
the hierarchy was, in this participant group, more related to the clinical intervention than 
healing categories. 
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Appendix 4.1 
Physiotherapy Clinicians^ Study participant information letter 

University Letterhead 

Ref: Study 2Ports/PT2/participant code 

Date 

Dear Colleague 

Research Project: Optimising therapeutic relationships in elder rehabilitation: an 
examination of the factors affecting the formation and development of relationships 
between patient and physiotherapist 

You are being invited to take part in a research study. Before you decide it is important 
that you understand why the research is being done and what it will involve. Please take 
time to read the following information carefully and discuss it with colleagues or your 
line manager if you wish. Please ask me if there is anything that is not clear or if you 
would like more information. Take time to decide whether or not you wish to take part. 
Thank you for reading this. 

My name is Sue Barnard. I am a postgraduate student at the School of Health 
Professions and Rehabilitation Sciences at the University of Southampton. I have 
recently started my PhD studies exploring the relationship that develops between 
physiotherapists/physiotherapy assistants and their elderly patients. This research is 
being funded by a NHS Executive SE Region studentship. It is hoped that the findings 
will inform future undergraduate and post registration physiotherapy training. 

This is an in-depth qualitative research project comprising four studies each of which will 
be analysed using a grounded theory approach. 
1. The first study comprises focus groups with physiotherapists and elderly people to 

obtain a general overview and inform both topic areas and approach for subsequent 
parts of the research. 

2. The second study explores the general views and attitudes of physiotherapists and 
physiotherapy assistants to elderly patients and therapeutic relationships. 

3. The third study explores the perceptions of elderly people who have recently 
undergone a course of physiotherapy treatment to explore their experiences of health 
care in general and physiotherapy in particular. It will also explore participants' 
views on any relationship formed with their physiotherapist. Participants will be 
asked to compare their views and experiences of this recent physiotherapy encounter 
with previous health experiences. 

4. The fourth study is a longitudinal study following the patient and physiotherapist over 
an episode of outpatient or domiciliary physiotherapy care. Physiotherapists (and, 
where appropriate, physiotherapy assistants) and patients will be interviewed at the 
start, middle and end of the episode of care. 
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I would like to ask you to participate in study 2. This will take the form of a single semi-
structured interview undertaken in a quiet area in the physiotherapy department at a time 
to suit you and lasting up to one hour. During this time I will ask you to explore the topic 
of therapeutic relationships in elderly rehabilitation including: 
" Whether you think a relationship develops between physiotherapists/assistants and 

their patients 
" Whether that relationship is valuable 
" What the relationship comprises 
" Whether any problems arise within the relationship, why and how they are addressed 
• What makes a relationship good/bad? 
" Whether personal views towards elderly people and their rehabilitation impact on the 

relationship that develops 
• Whether someone's experience of health care in the past (either PT/PTA or patient) 

impacts on their expectation of health care in the current health service. 
" Whether someone's experience of health care in the past (either PT/PTA or patient) 

impacts on the relationship with the healthcare professional. 

I would like to tape-record the interview that will later be transcribed and analysed. The 
nndings of the study will become part of my thesis and will be offered for publication to 
Physiotherapy and other medical journals as appropriate. All information will be 
anonymised and you will not be identified at any stage. 

This study has been approved by the Portsmouth Local Ethics Research Committee (ref 
no: ) and is undertaken with the full knowledge and consent of Mrs Suzanne Hogg, 
Physiotherapy Manager and the consultants and managers at the Day Hospitals and 
Elderly Medicine services in Portsmouth. 

If you require more information about this research please contact me at the University of 
Southampton (023 80 592887). My supervisors are Dr Rose Wiles is also based at the 
School of Health Professions, University of Southampton (023 8059 5422) and Professor 
Peter Coleman, Department of Geriatric Medicine, University of Southampton (023 8077 
6131). 

If you require more information about taking part in medical research Consumers for 
Ethics in Research (CERES) publish a leaflet entitled "Medical Research and You". This 
leaflet gives more information about medical research and looks at some of the questions 
you may want to ask. A copy may be obtained from CERES, PO Box 1365, London 
N16 OBW. 

I would be very grateful if you would consent to participate. An informed consent form 
is attached and I will ask you sign this prior to taking part in the interview. There is no 
obligation to take part and you may withdraw at any time without giving a reason. 

I will contact you by telephone in the next couple of weeks to see if you have any further 
questions about this letter and whether you would be happy to take part in this research. 
You may, of course, get in touch with me earlier by phone or at the address above. A full 
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copy of the research protocol is available on request from Suzanne Hogg, Wendy Mills or 
myself. 

Yours sincerely 
Sue Barnard MSc MCSP SRP 
Postgraduate research fellow 
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Appendix 4.2 
Initial Interview Guide for the Physiotherapy Clinicians' Perspectives 
Study 

1. The existence and components of a relationship 
• Do you consider that a relationship develops between physiotherapists/assistants and 

their patients? 
® What does that relationship comprise? 
• Is it important? 
® Does a relationship always develop? 
• What is the impact if a relationship doesn't develop? 

2. The value and management of the relationship 
• Is that relationship valuable? 
• If so, why? 
• What is its intact? 
• What does the patient get out of the relationship? 
® What does the physiotherapist get out of the relationship? 
• What makes a relationship good/bad? 
• Do any problems arise within the relationship? 
• Why? 
® How are they addressed? 

3. DifXerent relationships 
• Is the relationship between a PTA and a patient different to the relationship between a 

qualified physiotherapist and the patient? 
• Is the PTA/PT/patient relationship different to that developing between other health 

care professionals and the patient (nurse/doctor etc)? 

4. Old age: Attitudes and values 
® Exploration of personal views towards elderly people and their rehabilitation 
• Does someone's attitudes/values impact on any relationship that develops 

5. Impact of personal illness experience on any therapeutic relationship 
• Does someone's experience of health care in the past (either PT/PTA or patient) 

impacts on their expectation of health care in the current health service? 
• Does someone's experience of health care in the past (either PT/PTA or patient) 

impacts on the relationship with the healthcare professional? 

6. Any other thoughts on the non clinical, inter-personal elements of physiotherapy 
that my impact on the patient's engagement with physiotherapy 
8 Personality 
• Belie6 
® Compliance/adherence 
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Influence of external influences e.g. relatives, social or educational factors 

• Examples of past relationships (use this ifparticipants having problems with topics 
1 and 2). 
• Relate an example of a patient/physiotherapist encounter? Explore e.g: 
® How did it go? 
• Would you say a relationship developed? 
® What was important in that encounter/relationship? 
• Did the relationship play a role in the patient's engagement with his/her 

physiotherapy including outcome? 
• What was the impact (if any) of the encounter/relationship on the physiotherapist, on 

the patient? 
• Describe any problems with initiating or closing the relationship. 
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Appendix 4.3 
Interview Schedule development 

Initial schedule Development 1 Development 2 Development 3 
1. The existence 
and components of 
a relationship 

Is it important that 
PT "gets on" with 
the patient? Does 
the way in which 
the PT and patient 
"get on" inSuence 
recovery? What is 
it about the ability 
to "get on" that 
influences 
recovery? 

Why have a 
relationship? 
How does it benefit 
the PT? The pt? 
Is the relationship 
always therapeutic? 
Use and impact of 
touch in PT/pt 
relationship. 
Perceived links 
between 
relationship and 
partnership/ outcome 

Is the relationship 
inherently 
therapeutic even in 
the absence of 
physiotherapy 
intervention? 

2. The value and 
management of the 
relationship incl. 
examples of past 
relationships 

What does the 
relationship 
comprise? What 
are the boundaries? 
Examples of good, 
bad and different 
PT/pt relationships. 

Examples of how 
relationships were 
initiated and ended. 
Value of the 
relationship in the 
management of 
difficult situations. 

Impact of service 
delivery and 
changes on the 
relationship. 

3. Relationships 
with different 
health care 
providers 

Does the PT/pt 
relationship differ 
to other health care 
relationships? 

4. Old age; 
Attitudes / values 

This topic withdrawn due to time constraints and participants 
responses not answering research question. 

5. Impact of 
personal illness 
experience on any 
therapeutic 
relationship 

Any underpinning 
personal 
philosophy that 
informs the 
relationships? 

6. Any other 
thoughts on the non 
clinical, inter-
personal elements 
of physiotherapy 
that may impact on 
the patient's 
engagement with 
physiotherapy 

Does the PT/pt 
relationship differ 
6om other personal 
relationships? 
Use of gender or 
sexuality in the 
development of the 
PT/pt relationship 

Does the PT/pt 
relationship differ 
from other service 
provider 
relationships e.g. 
shop assistants? 

Development 1 - schedule developments early in the study (interviews 1-3) 
Development 2 - schedule developments in the middle of the study (interviews 4-7) 
Development 3 - schedule developments towards the end of the study (interviews 8-15) 
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Appendix 5.1 
Older patients' study Older Patient's Interview Guide 

This interview guide is based on the findings of the pilot and physiotherapy clinician 
studies and informed by literature on therapeutic relationships and interviewing patients 
and older people. The format is loosely based on a style mooted in Wengraf (2001). 

The topics in square brackets set out the topics to be explored and the questions under 
each heading are examples of the style of questions and words that can be used to explore 
these. 

Prior information from medical records: 
[ensures purposive sample, demographic data] 
- Name 
- Address and postcode 
- Age, gender 
- Reason for physiotherapy 

Prior information from treating physiotherapist: 
[ensures purposive sample] 

Did the treating physiotherapist/PTA consider that this patient was compliant with 
treatment? Got on well with them? 

Introductory: 
[Thanks, background information] 

Thanks for participating 
- Can you tell me about your recent course of physiotherapy? 

o Where? 
o Who with? 
o How oAen? 

Transition: 
[Prior knowledge, prior expectations of physiotherapy and physiotherapist] 

Did you know anything about physiotherapy before you started this course of 
treatment? 
Did you know the physiotherapist/PTA prior to this course of treatment? 
Please describe your physiotherapy treatment (with particular reference to touch) 
Was your treatment as you expected? If yes/no, why/why not? 
Did you feel the treatment was appropriate? Did you get what you expected from 
it? 

[Continuity] 
Did you always see the same physiotherapist/PTA? 

o Was that important? 
o Do you think this had any effect on the way you got on with your 

physiotherapy treatment? 
Did you know when you were going to see the physiotherapist/PTA? 

290 



o Was that important? 

Key Questions: 
[getting to know, getting on with PT/PTA, perceived relevance/importance] 

How well do you think you got to know NAME (Physio) 
and NAME (PTA) 

- Did you talk together about things that were not directly related to your 
physiotherapy treatment? 

o Did you like that? Think it was important? 
- What sort of things did NAME tell you about themselves? 

o What do you think about NAME telling you this about themselves? 
o Did that information have any effect on the way you saw them? 
o Did that information have any effect on the way you approached your 

physiotherapy treatment? 
- How well do you think they got to know you? 

o What sort of things did you talk about with the physiotherapist? (may need 
to prompt for topics not directly related to treatment) 

o How did you feel about sharing personal things about yourself and your 
li6withNAME(S)? 

o Do you think that sharing that information (or not) affected the way you 
got on with NAME(S)? 

Overall, how do you feel you got on with NAMES? 
- Is it important to get on with your Physio/PTA? 

o Why? 
- Did you look forward to seeing NAMES? 

o Why? 
What were the good things about this relationship (the way you got on with 
NAMES)? 
If you could have changed anything about the way you got on with your 
physiotherapists/PTA (or NAMES depending on how personal I feel the reply 
may be), what would that be? 
Was the relationship (way you got on with) different between NAME (PT) and 
NAME (PTA)? 

o If so, why do you think that was? 
o What was the effect of the difference? (on relationship, on outcome) 

- Do you think it is important to get on with your physiotherapist/PTA? 
o Why? In what way? 

[Relationship differences PT/PTA and other HCP] 
Is the way you got on with NAMES (your PT/PTA) different from the way you 
got on with other healthcare professionals you had contact with over the past few 
weeks (nurses, OTs, Drs etc as appropriate)? 

o In what way? (prompt from study 2 findings: touch, continuity, time) 
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[Effect on compliance, outcome] 
- Do you think the way you get on with your PT/PTA affects the way you get on 

with your physiotherapy treatment? The improvement/recovery/outcome/that you 
achieve? (prompts: quicker? achieve more?) 
Why? Examples? 

[Effect of environment] 
Where did you have this treatment? 
Did this place have any effect on the way you go on with NAME(s)? (Probe 
according to environment e.g. wards and own clothing etc, home and own 
environment etc) 

Ending 
[Closure] 

Do you think you will keep up your relationship/friendship (however participant 
has described this during the interview) with NAMES now that your treatment has 
Gnished? 

o How do you feel about that? 
Do you have anything else to say about the way you feel you got on with the 
physios, OTs, nurses (any other) over the past few weeks / whilst you were 
attending the Day Hospital etc (as appropriate)? 

Other topics that can be developed as and when the participant leads: 
o Touch; types and response 
o Other clinical skills including assessment 
o Partnership and goal setting 
o Hierarchy/power 
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Appendix 5.2 Older Patient Study 
Purposive Sampling Criteria n=12 

Definitive inclusion criteria 
65 years and over 
Able to give informed consent to participate in an interview lasting up to one hour 
i.e. no cognitive or learning impairment, no confusion or dementia, medically 
well enough to consent and participate, able to communicate adequately in 
English. 
Completed a course of physiotherapy in a Portsmouth or Chichester NHS Trust 
within the past two weeks. The course of physiotherapy will comprise a 
minimum of one physiotherapy assessment plus two treatment sessions. 
Treatment sessions can have been conducted by a physiotherapist or 
physiotherapy assistant / TI. 

Preferred inclusion criteria 
- Patients having completed this episode of care entirely within Elderly Medicine 

Services of these Trusts (i.e. not transferred from Medical wards or another Trust 
etc) 
Have received day hospital, community or domiciliary physiotherapy rather than 
inpatient, unless followed by non-inpatient physiotherapy. 

In addition it is necessary to obtain a theoretical sample to ensure broad spread of 
patients' views and experiences. 

Main criteria for sample are spread of geographical area, gender and age. 

Number of participants required 
Portsmouth Physiotherapy Units: 

- ADH, City 2 
2 

- LDH, Petersfield 1 
- DDH, Go sport 1 
- CES, Fareham 1 
- CRT, City South 1 

Chichester, city and rural surrounds 4 
Total 12 
Justification; size of population living in these areas and catchment areas of the various 
services. 

2. Gender: Female: 8, Male: 4 
Justification: Survival ratio of people in older age, reflects uptake of services within these 
Tn^k. 

3. Age: 65-74 years: 4, 75-84 years: 4, 85 years + :4 
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Justification: criteria for inclusion in older people's clinical services (lower age), reflects 
uptake of services within these Trusts. 

Other criteria that may or may not be possible to include: 

4. Social class: identified by postcode and last occupation of participant or male spouse. 
Professional; 3 
Managerial: 3 
Blue-collar skilled/unskilled: 3 
Not employed: 3 

Justification: impact of social class unknown on this relationship. PTs perceive it not to 
be a problem fi-om their perspective but cite cases where they feel patients with "upper 
class" attitudes may influence the relationship adversely. 

5. Pathology: 
Neurological: 4 
Orthopaedic: 4 
General debility: 4 

Justification: may not be relevant to views but will impact on length of physiotherapy 
episode of care and number of PTs and PTAs involved. Length of episode of care may or 
may not impact on type, extent and quality of relationship from patient perspective. 

6. Length of physiotherapy episode of care: 
Mix of patients having short (minimum of three PT sessions) and long episodes of care. 
Justification: there may be a link between relationship development and length of 
relationship dictated by length of episode of care. 

7. Past physiotherapy history: 
Mix of patients having their first or subsequent course of physiotherapy including 
patients on review and those having been seen on review for several years. 
Justification: past experience of physiotherapy or previous knowledge of treating 
physiotherapist my impact on the relationship. 

8. Referral: 
Mix of patients referred by GPs and consultants. To include primary referrals. 
Justification: Patients in different Trusts follow different referral routes and may see the 
same or different physiotherapists as they move through the episode of care e.g. from 
inpatient to day hospital to domiciliary. It is not known whether these 
consistencies/inconsistencies in treating physiotherapist impact on engagement, 
relationship or outcome. 

9. Good/bad relationships: Patient participant from at least one poor/bad relationship as 
defined by PT/PTA. 
Justification: GTA requirement for "negative cases". As few poor/bad relationships were 
identified by Study 2 participants, it may not be possible to find such a patient participant 
consenting to be interviewed within the data collection period. 
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Appendix 6.1 The Relationship in Action Observation Guide 

Case number 

Date and time 
Venue 

Setting and participants 
(incl map) 

Literal Interpretive Reflexive 

Pre- treatment and 
introduction 

Treatment session 

Closure 

Points to note during the observation 

• How both parties act and react to requests, comments, actions and intrusive events 
• Different levels of sharing information - professional 

personal 
"chitchat" 

® Response of the other party to this 
• Response to attempts to form or develop a relationship e.g. initiation, 

engagement, rejection 
® Use of and response to humour 
• Touch and response to touch in relation to formation/development of the 

relationship 
9 Inclusion/exclusion of either party or others 
• Impact of the relationship on clinical effects and vice versa 
• Power/hierarchy/manipulation 

NB. This observation grid was originally produced over six pages to allow for notes 
to be made. All the original headings remain but the form has been condensed for 
inclusion in this thesis. 
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Appendix 6.2 Observation Study 
Physiotherapy Clinicians' Interview Guide 

This interview guide is based on the findings of the first two main studies and informed 
by literature on therapeutic relationships and interviewing patients and older people. The 
format is loosely based on a style mooted in Wengraf (2001). 

The topics in square brackets set out the topics to be explored and the questions under 
each heading are examples of the style of questions and words that can be used to explore 
these. 

Prior information: 
[description of sample, demographic data] 
- Name 
- Grade 

Gender 
Level of experience 

Introductory: 
[Thanks, background information] 
- Thanks for participating 

Can you tell me how long you have treated this patient during this course of 
physiotherapy / previous courses of physiotherapy? 

o Where? 
o Who with? ( e.g. PTA, other MDT, relative etc) 
o How often? 

Transition: 
[Prior knowledge, prior expectations of this encounter and the patient] 

Did you know anything about this patient before you started their course of 
treatment? 
Did you have any preconceived ideas of what the patient would be like / how you 
might get on with them? 

- Was this patient as you expected? If yes/no, why/why not? 

[Continuity] 
- Is it always you who sees this patient? 

o Is that important? 

o Do you think this has any effect on the way you get on with this patient? 

Key Questions: 

[getting to know, getting on with this patient, perceived relevance/Importance] 
How well do you think you got to know NAME (patient)? 
Would you say that you have formed a relationship with this patient? 

o If yes, what sort? 
o If no, why? 
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How did you go about forming/developing a relationship with this patient? 
Has this developed/changed since you first started treatment? 

o What initiated that development or change? 
- Is this relationship good/bad? 

o What makes this relationship good/bad? 
Do you see this relationship as having a value to the physiotherapeutic encounter? 
If yes/no, why/why not? 
What effect do you think this relationship has? (Prompt with the following if 
necessary) on 

o Gaining information from the patient? 
o Gaining compliance? 
o Imparting bad news? 
o Discharging the patient? 

- And vice versa? 
How do you think the patient perceives this relationship? 

[Points arising from the observation - only those relating to the relationship] 
- Physiotherapy clinician approach 

Patient response 
- Physiotherapy clinician response to patient comments or actions 
- Role of hierarchy/power/manipulation in both parties 

Sharing of self 
- Touch 

Humour 
- Response to interruptions 

[Relationship differences, effect of age of patient and Frame of Reference] 
Is this typical of the type of relationship you form with patients or different to 
usual? If so, why? 
Are there particular characteristics in the relationship you form with older patients 
such as NAME (pt)? 
Do you form different relationships with younger patients? 
Is there any difference in the relationships you form with rehabilitation patients 
and acute, short-term patients? 

[Effect on compliance, outcome] 
Do you think the way you get on with this patient is affecting clinical outcome? 
Why? 
Is this different to other patients? 

[Effect of environment] 
Did the treatment environment have any effect on the way you related to NAME 
(pt)? (Probe accord to environment e.g. wards and uniform etc, home and 
patient's own environment etc) 
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Ending 
[Closure] 

Do you think you will keep up your relationship with this patient now that your 
treatment has finished? 

o Why? 
o How do you feel about that? 

Do you have any other comments regarding therapeutic relationships? 

Other topics that can be developed as and when the participant leads: 
o Role of clinical skills in the relationship 
o Partnership and goal setting 
o Hierarchy/power 
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Appendix 6.3 
Observation study Older Patient Interview Guide 

This interview guide is based on the Endings of the first two main studies and informed 
by literature on therapeutic relationships and interviewing patients and older people. The 
format is loosely based on a style mooted in Wengraf (2001). 

The topics in square brackets set out the topics to be explored and the questions under 
each heading are examples of the style of questions and words that can be used to explore 
these. 

Prior information from medical records: 
[ensures purposive sample, demographic data] 
- Name 
- Address and postcode 
- Age, gender 
- Reason for physiotherapy 

Introductory: 
[Thanks, background information] 

Thanks for participating, assurance of complete confidentiality 
Can you tell me about your recent course of physiotherapy? 

o Where? 
o Who with? 
o How often? 

Transition: 
[Prior knowledge, prior expectations of physiotherapy and physiotherapist] 
- Did you know anything about physiotherapy before you started this course of 

treatment? 
Did you know the physio therapist/PT A prior to this course of treatment? 

[Continuity] 
Do you always see the same physiotherapist/PTA? 

o Is that important? 
o Do you think this has any effect on the way you get on with your 

physiotherapy treatment? 

Key Questions: 
[getting to know, getting on with PT/PTA, perceived relevance/importance] 

How well do you think you have got to know NAME (Physio) 
and NAME (PTA) 

Overall, how do you feel you get on with NAMES? 
- Do you look forward to seeing NAMES? 

o Why? 
What are the good things about this relationship (the way you get on with 
NAMES)? 
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If you could change anything about the way you get on with your 
physiotherapists/PTA (or NAMES depending on how personal I &el the reply 
may be), what would that be? 

[This question only where applicable] Is the relationship (way you get on with) 
different between NAME (PT) and NAME (PTA)? 

o If so, why do you think that is? 
o What is the effect of the difference? (on relationship, on outcome) 

Do you think it is important to get on with your physiotherapist/PTA? 
o Why? In what way? 
o Has the relationship (way you get on with) NAME(S) changed over the 

time you have been having physiotherapy treatment? 
- In what way? 
- What effected those changes? 

[Points arising from the observation - only those relating to the relationship] 
- Physiotherapy clinician approach 
- Patient response 
- Physiotherapy clinician response to patient comments or actions 

Role of hierarchy/power/manipulation in both parties 
- Sharing of self 
- Touch 
- Humour 
- Response to interruptions 

[Relationship differences FT/PTA and other HCP] 
Is the way you get on with NAMES (your PT/PTA) different from the way you 
get on with other healthcare professionals you have contact with? (nurses, OTs, 
Drs etc as appropriate)? 

o In what way? (prompt from study 2 and 3 findings: touch, continuity, 
time) 

(Effect on compliance, outcome] 
Do you think the way you get on with your PT/PTA affects the way you get on 
with your physiotherapy treatment? The improvement/recovery/outcome/that you 
achieve? (prompts: quicker? achieve more?) 
Why? Examples? 

[Effect of environment] 
Does the place where you have your physiotherapy treatment (home or day 
hospital) have any effect on the way you get on with NAME(s)? 

Ending 
[Closure] 
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Do you think you wUl keep up your relationship/friendship (however participant 
has described this during the interview) with NAMES when your treatment has 
finished? 

o How do you feel about that? 

Do you have anything else to say about the way you feel you get on with the 
physios, OTs, nurses (any other) that you are meeting whilst you are having this 
treatment? 

Other topics that can be developed as and when the participant leads: 
o Touch: types and response 
o Other clinical skills including assessment 
o Partnership and goal setting 
o Hierarchy/power/manipulation 
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Appendix 6.4 
The Relationship in Action. Purposive Sampling Guide 

This will vary as theoretical sampling takes precedence over purposive as study 
progresses. 

• Four eases 
• One from each participating NHS Trust 

• One case - physiotherapist and patient 
• One case - specialist senior physiotherapist and patient 
• One case - physiotherapy assistant and patient only 
• One case - physiotherapist and physiotherapy assistant and patient 

• One case - domiciliary venue 
• Other cases - Day Hospital / outpatient environments 

Physiotherapy clinician characteristics 
• Willing to participate and give informed consent 
a Prepared to assist in selection of appropriate patients and introduce them to the 

researcher 

• Preferably not involved in other current clinical research projects e.g. the stroke 
research project 

• Able to make themselves available for an interview lasting up to one hour within 
a few days of the observation (before the next treatment session if possible). 

Older patient characteristics 
® Aged over 65 years 
• At leaat one male 
• Willing and able to give informed consent to participate 
• Willing to have a treatment observed by the researcher 
• Willing and able to be interviewed at their own home within a few days of the 

observed treatment session (before next treatment session of possible). 
• Preferably be at different stages in their rehabilitation (early treatment to pre-

discharge or review). 
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