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Foreword

When students in a physical therapy or manual
therapy curriculum are given a choice between
attending an anatomy course or a psychology of ill-
ness and wellness behavior course, there would be
no doubt in students’ minds that anatomy was the
most important course. The faculty in any such cur-
riculum would generally agree with the students’
choice. Even though we work with humans, the lack
of social and behavioral science information in our
professional curricula is obvious. To student thera-
pists, whose focus is on learning to use their hands
and other tools in patient care, a course on human
psychology pertinent to healthcare seems either val-
ued as a “break” from the real “science courses” or
devalued as “useless, because it is all common
sense”. To faculty, information in the social and
behavioral sciences is often relegated to prerequisite
courses or is “integrated” into the health profes-
sional curricula by faculty describing client circum-
stances that interfere with treatment progress. After
all, time is a precious commodity and academic and
clinical instructors work hard to ensure students
can “hit the ground running” with specific hands-
on skills when they enter clinical practice.

However, ask experienced clinicians what they
wish they had had more of in their academic curric-
ula and the answer would not be anatomy. Rather,
clinicians yearn for information and skills related to
increasing their ability to work with the many clients
they see whose anxiety, fear of pain, depression, or
“lack of motivation” interferes with their return to or
commitment to a healthy, productive life.

There are several reasons for this vast difference
in perceptions between those who labor in the aca-
demic life and those who labor in the clinical life.
One is that healthcare curricula reflect Western

medicine’s approach to separating the mind from
the body. Another is the perception that physical
and other manual therapies are only physical, and
that psychosocial factors “belong” to psychologists
or social workers. Another, sadly, is poor academic
experiences with psychology courses that give stu-
dents a great deal of information regarding research
with lower forms of life (e.g., pigeons and rats)
and little in the way of information helpful to
human-human interactions.

Thus, Psychology in the Physical and Manual
Therapies is a most welcome addition to the literature
that will be of extraordinary help to therapists who
feel puzzled and somewhat helpless when having
difficulty in assisting patients to achieve improved
heath and wellness. The editors have done a master-
ful job of identifying authors on three continents
who can write concise, clear, well-documented
accounts of theory and related practice ideas for
therapists. They have provided enough evidence-
based practice and theory to satisfy the scien-
tific mind, and sufficient easily related useful
approaches to client care to satisfy the busy clinician.

The underlying premise of the authors is the
importance of building a therapeutic partnership
and “walking beside” clients. The book therefore
focuses on identifying and working with the com-
mon psychological aspects of recovery as well as on
knowing when clients need referral to other practi-
tioners such as to psychologists for assistance in
facilitating clients’ self-management of pain, or to
dietitians for assistance with those who exhibit eat-
ing disorders.

The presentation of useful clinical practice tech-
niques in this book follows one or other of two
forms. One is the identification of personal traits
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that can help practitioners better understand the
client as well as themselves. See, for example, the
excellent chapter on “Transference and counter-
transference” (Chapter 6). The second is the descrip-
tion of specific techniques which engage the mind
part of the mind-body difficulties clients bring with
them to the clinical setting. Some of the mind-body
connectedness is obvious, such as working with
post-traumatic stress disorders. Other mind-body
connections are less obvious, such as clients who
have difficulty in concentrating on tasks due to
underlying depression. Whatever the connection,
any physical or manual therapist can save time and
improve the therapeutic outcome by understanding
and responding to how the psychological, social,
and spiritual aspects of life accompany the patho-
physiological and physical dysfunction aspects
of life.

Some of the therapeutic techniques presented in
Psychology in the Physical and Manual Therapies
which use the mind to enhance work with the body,
such as relaxation exercises and imagery, are known
to be often underutilized by physical and manual
therapists. Relearning these techniques will be easy
for readers of this book. Actually using these tech-
niques as common therapeutic tools will take con-
scious effort and convincing oneself that progress
into health is not a muscle—joint problem but a
human existence problem. Other therapeutic tech-
niques presented, such as the use of principles of
cognitive behavior therapy, may be new to readers.
However, therapists will find a clear and logical

presentation of this psychological approach in this
book and will realize that the use of even one or two
of the cognitive behavior therapy principles with
clients may represent a turning point in clients’
commitment to their own health.

One cautionary note: The reader should remem-
ber that personality and character disorders identi-
fied in this text are to help practitioners understand
and work more effectively with clients, not to pre-
dict behavior or place a disheartening label on a per-
son. For example, people who crave attention may
or may not have a narcissistic personality disorder.
In this text, techniques are presented for working
with dependent self-centered clients whether or not
they are identified as having a personality disorder.

In summary, Psychology in the Physical and Manual
Therapies will offer:

® Extraordinary assistance to experienced physical
and manual therapists in improving their effec-
tiveness with clients.

® A model for faculty on how to present to students
an ongoing integration of the physical and psy-
chological aspects of healthcare. For a good exam-
ple, see the chapter “Injury from sport, exercise,
and physical activity” (Chapter 16).

® Clear examples for students about the always
present mind-body relationships of clinical
practice

® Hope for clients to learn how to embrace and self-
manage healthy lives.

Katherine F. Shepard



Preface

This book, Psychology in the Physical and Manual
Therapies, has evolved over 2 years, but only after
many years of discussion with our colleagues, stu-
dents, and clients. The common theme arising from
this dialogue has been, “If only those in the physical
and manual therapies could pay more attention to
the person and not just to the injury or illness.” Far
too often in clinical settings do we hear comments
such as, “When you've finished seeing that ankle,
can you start with the patellar dislocation in the
next room.” Being able to work with the person, and
not just parts of their anatomy or their illnesses, is
integral to client-centered healthcare. It is not until
relatively recently that training programs in the
physical and manual therapies have incorporated
relevant aspects of psychology and behavioral sci-
ences into standard curricula. Both research and
anecdotal evidence have indicated that profession-
als working in the physical and manual therapies
feel they would benefit from additional training in
psychological aspects of healthcare. Almost on a
daily basis, practitioners encounter clients who
present with symptoms both physical and psycho-
logical, and often these symptoms are entangled.
Working with the client on reducing the physical
symptoms alone is often not enough. To be effective
as a healthcare practitioner, one must incorporate
several approaches to the issues that clients present.
Knowing about the psychological aspects of a vari-
ety of conditions with which physical and manual

therapists work (e.g., stroke and head injury, spinal
cord injury, cardiorespiratory conditions, injury
from sport, exercise, and physical activity, the
arthritides, functional somatic syndromes, terminal
illness) is integral to adequate client care. Being able
to recognize psychopathologies and personality
disorders in clients can greatly assist practitioners
in their understanding of why clients react to
treatment and rehabilitation in particular ways.
Topics such as managing pain, practitioner—client
relationships, and terminating therapeutic relation-
ships are crucial to the understanding of client
care. For physical and manual therapists, to have
a basic understanding of a variety of cognitive
and behavioral interventions that they can incor-
porate with their more physical skills, provides
them with a more holistic approach to client care,
and one that considers more than just the injury
or illness.

In this book we have provided a contemporary
and, wherever possible, evidence-based coverage of
a variety of psychological topics relevant to physical
and manual therapists. Authors from across the
world, and in a variety of relevant disciplines, have
contributed in their expert areas. We hope the ideas
and practices in this book will help practitioners
offer quality care to their clients.

Gregory S. Kolt

Auckland and Melbourne 2004 Mark B. Andersen
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Using psychology in the physical
and manual therapies
Gregory S. Kolt, Mark B. Andersen
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INTRODUCTION

Having both taught in rehabilitation and physical
therapy programs over many years, we have identi-
fied a clear need for a psychology text designed
for advanced-level students and practitioners. A
review of educational programs in the physical and
manual therapies has revealed a small but growing
number of institutions offering more substantial
training in the psychological aspects of client care.
The fields of health and rehabilitation psychology
are relative newcomers in applied service delivery,
but have the potential to contribute significantly to
practitioners’ quality of care.

Numerous rehabilitation and health psychology
texts are available, and have much to offer profes-
sionals in the physical and manual therapies. To
date, however, this is the first comprehensive psy-
chology text aimed at integrating theories, princi-
ples, and applications with the more physical
aspects of client care. Specifically, this text focuses
on professions where touch plays an integral role in
the management of injury and illness. Such profes-
sions include physical therapy (physiotherapy),
rehabilitation medicine, osteopathy, massage and
soft tissue therapy, chiropractic, athletic training (in
North America), podiatry, and nursing. Throughout
many of the chapters, references will be made to the
psychological aspects of touch, and the role physical
contact plays in the healing process.

Studies in the physical and manual therapies
have indicated that practitioners would have liked
to have had a greater amount of psychology in their
training programs (Frances et al 2000, Gordon et al
1991, Ninedek & Kolt 2000). The contents of this
book provide a foundation from which one can
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explore the intersections of psychological care and
the physical and manual therapies.

TERMINOLOGY

In the physical and manual therapies, practitioners
use a variety of terms to describe the people they
work with. The terms clients and patients are com-
monly used, and often interchangeably. Usage of
one term or another often depends on the country
the practitioner is working in or the specific health
discipline that they work in. For example, tradition-
ally, physical therapists have used the term patient,
however, many are now using client. In psychology,
the norm has been to use client. The word patient
shares the same Latin root as the words “passive”
and “suffering” and implies that treatment is a one-
way street moving from therapist to patient. Client,
however, is usually used to reflect a more equal and
collaborative relationship with the therapist. As
this book has contributions from a variety of practi-
tioners from several countries, and is aimed at a
variety of healthcare professionals, both the terms
clients and patients will be used interchangeably.
Regardless of terminology, in the models of care we
present in this book, treatment is viewed as a collabo-
rative effort that is worked out between (at least)
two people. Stemming from George Kelly’s work,
Beck used the term “collaborative empiricism” to
describe the process of psychotherapy (see Beck et al
1979). What he meant is that two people are working
together to answer some questions, figure out some-
thing, and understand experiences. We think the
term fits well in the physical and manual therapies.

HOLISTIC MODELS OF MANAGEMENT

“Once you've finished with that shoulder please
take a look at the knee in examination room five.”
Experience tells us that most practitioners in the
physical and manual therapies would recognize
that this manner of speech, when referring to
clients, is not uncommon. This example of how lan-
guage is used to describe clients speaks volumes
about the way in which practitioners view treat-
ment and care. Many practitioners from the “old
school” are pathology oriented, and treat knees and
shoulders with little attention paid to the individu-
als who own those body parts. More recent models
of client care emphasize that attention to the whole
person is at least as important as the treatment of

their pathology. For example, a practitioner may
work with a client who, through a work-related
accident, has sustained significant trauma to her
lumbar spine. Her future in her chosen work field
is highly uncertain, and she is showing signs of
depression. Recognizing these signs is paramount
to successful rehabilitation and return to former
level of functioning. If the practitioner treats only
the lumbar spine and associated musculature, reha-
bilitation progress may be limited. The uncertainty,
sadness, and depressed mood of the client may
interfere with several aspects of rehabilitation (e.g.,
adherence to home exercise, effort, perceived effi-
cacy of rehabilitation tasks). An astute practitioner
will recognize the signs and discuss them with the
client to establish whether they are a normal reac-
tion to injury or whether they require more formal
attention by a qualified psychologist.

We are not advocating that physical and manual
therapists take over the roles of psychologists.
Rather, what we would like to see in the professions
is practitioners who have a solid grounding in psy-
chology, who can recognize psychological problems
that may benefit from treatment, and who can teach
some basic psychological skills (e.g., relaxation,
imagery) to their clients. For example, it is almost
always a good idea to have some goals in rehabilita-
tion, but how to set goals in a way that would be
motivating and helpful is not exactly an intuitive
act. There are several principles from cognitive-
behavior therapy that would be wise to follow in
terms of formulating short-, medium-, and long-
term goals (e.g., flexible, challenging, realistic). Goal
setting is actually quite a complex collaborative
process if done correctly (see Chapter 8). Besides
goal setting, there are several other psychological
avenues to pursue with clients. It would be hard to
think of a situation in the physical and manual ther-
apies where the client would not gain some meas-
ure of benefit from learning how to relax. Using
imagery in healthcare has quite a long history (see
Graham 1995). Learning self-hypnotic techniques,
such as autogenic training, can help clients change
blood flow patterns and relax them too (Shultz &
Luthe 1969). All of these interventions are therapeu-
tic and psychology based, but practitioners in the
physical and manual therapies are not doing psy-
chotherapy, nor would they be expected to provide
such a service. In terms of service delivery, it comes
down to what we know and what we do not know.
One should practice what one knows, and with
supervision, practice what one is learning. For
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example, if an osteopath has a good background in
autogenic training, then by all means she should
teach it to clients where it might be beneficial. If she
has only read about it in a book, then trying to teach
it to someone else becomes problematic. A little
knowledge is a dangerous thing.

REFERRAL NETWORK

Most physical and manual therapists can handle
many of the common psychological aspects of reha-
bilitation (e.g., anxiety over recovery, fear of pain,
boredom, frustration) through listening, empathy,
genuineness, and just being there with the client.
There are times when the client presents with a con-
cern that is outside the therapist’s area of compe-
tence, and that is when a referral may be necessary.
We suggest to students and practitioners that they
begin to cultivate a referral network as early as pos-
sible that includes a wide range of practitioners,
both in and outside the field of practice (e.g., physi-
cians, psychologists, psychiatrists, dieticians, fitness
instructors). For example, eating disorders are quite
common in the general population, and the chances
of working in rehabilitation with someone who is
bulimic or anorexic is quite high. Sensitive referrals
to a physician (to assess physical and physiological
damage), a dietician (to get the person on a good
healthy diet), and a psychologist (to explore what
is maintaining the behavior) would be the team
approach to an extremely complicated disorder.
Treating people with eating disorders is difficult,
but the goals in such situations are similar to goals
in many other cases: taking care of the person, not
just the knee. That care can be accomplished
through a team approach, as in working with some-
one with an eating disorder, or through just “check-
ing in” with the client on how other parts of their
lives are functioning.

CURRENT PSYCHOLOGICAL EDUCATION IN
THE PHYSICAL AND MANUAL THERAPIES

In going through several university and college ca-
talogs, we found that there was some psychology in
virtually all programs in the physical and manual
therapies. The depth and breadth of what was
offered in psychology, however, was highly vari-
able, ranging from an introduction to psychology
course to some basic counseling and cognitive

behavioral skills. It is apparent that over the past 10
years or so, many physical and manual therapy pro-
grams are increasing the amount and breadth of
psychology training at both undergraduate and
postgraduate levels. Not only is this content being
taught as separate coursework within a program,
but also in an integrated fashion with other more
physical-based rehabilitation coursework. This rela-
tively new approach is what we are advocating in
this text.

HAVE YOU HAD A PATIENT LIKE THIS?

All practitioners in the physical and manual thera-
pies have run into clients who manifest difficulties
in psychological or behavioral realms. For example,
a client comes to a practitioner for postsurgical reha-
bilitation of an anterior cruciate ligament recon-
struction. Prior to this surgery the client and the
practitioner had met to discuss the rehabilitation
process. For that consultation, the client was 20
minutes late and did not bother to apologize. The
history taken at that consult indicated that he had
shopped around for a surgeon and was not pleased
with several of them. They were not “good
enough.” He also expressed doubts that his current
surgeon was going to meet his special needs. He
was somewhat angry and resentful that all this was
happening to him. Postsurgery, the client complains
that the whole thing is unfair, that this is going to
slow down his big plans for success, and that the
practitioner needs to give him extra consideration.
The client is also very defensive when asked about
adherence to home exercises and activity restric-
tions. What is going on here? From this brief
description of the client, it appears that he has many
of the diagnostic criteria for narcissistic personality
disorder (NPD). People with NPD are insensitive to
others (no apology for being late), have fantasies of
fame (his big plans for success), crave attention (he
needs extra consideration), become very defensive
when challenged, and believe that they are special.
People with narcissistic personalities are difficult to
work with and are also at risk of dropping out of
rehabilitation because they are not getting the spe-
cial treatment they believe they deserve, or because
their therapist is not becoming an admiring ally.
Treatment of NPD is long, complicated, and often
unsuccessful, and we would never expect a physical
or manual therapist to go down that path. There are,
however, ways to work with someone with NPD
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that will make it more likely that the client will stay
in rehabilitation (see Chapter 7).

Here is another example that many practitioners
will recognize. A physically active 45-year-old
woman has just received a diagnosis of osteoarthri-
tis of the hip. She is the head of her own business,
works hard, watches her diet extremely carefully,
and is quite a fitness junkie. She is surprised that she
has been diagnosed with osteoarthritis and cannot
understand how it has happened, given her activity
and diet. One of her first questions to the practi-
tioner is “OK, now what do I have to do to get rid of
this?” For the first couple of weeks the client reli-
giously shows up for appointments, is enthusiastic,
and is optimistic. In the third week, however, the
client comes in, and even though she tries to hide it,
the same manual techniques used in the previous
week are now causing a great deal of pain. In
talking with the client, the practitioner discovers
that she is overdoing her home exercises. Her think-
ing is that if ten repetitions are good, then 20 are
twice as good. What may be going on here? The
client here has many features similar to people with
perfectionistic and obsessive-compulsive tenden-
cies, as evidenced by her rigid diet and gym routine.
The problem with such clients is not getting them to
adhere to home exercise and cryotherapy routines;
it is making sure they do not overdo it, end up caus-
ing more damage, and setting back the rehabilita-
tion. Taking time to get a feel for the psychological
state, personality, and style of the client may help
practitioners adjust their own service in ways that
will work better.

INTEGRATING PSYCHOLOGICAL THEORY
AND APPLICATION

Psychological theory forms the groundwork for
each of the chapters in the book. Whenever two peo-
ple get together psychological principles of that
social encounter begin to operate. It would probably
be useful for practitioners to have a firm grasp of
what some of those psychological sequelae of being
in treatment with another person are. Also practi-
tioners are in a good position to use psychological
theory and techniques to better their client care.
Again, we are not trying to turn physical and
manual therapists into psychologists, but if, for
example, a physical therapist has been trained
in delivering relaxation, then there is no reason why
that service should not be delivered. For example,

several manual techniques may temporarily
increase pain levels (e.g., joint mobilization). A way
to help clients through the treatment might be to
teach them how to use diaphragmatic breathing to
relax and distract them from what is happening (see
Chapter 9).

Physical and manual therapists, like psycholo-
gists, are the members of the healthcare professions
who probably spend more time with their clients
than any other service delivery provider. In clinical
and counseling psychology there is considerable
research and discussion on what happens in
therapy when two people start talking. Much of
what is written in that counseling psychology litera-
ture has direct application to people in the physical
and manual therapies (see Chapters 5 and 6).

EVIDENCE FOR PSYCHOLOGICAL CARE

How do physical and manual therapists know if
their treatments have been helpful to clients? How
do psychologists know if their psychotherapeutic
care has brought about salubrious change? These
epistemological questions go to the heart of all
healthcare professions and service delivery. For
many decades, the gold standard for determining
(knowing) a treatment is efficacious in the biome-
dical and psychological fields has been the use of
randomized clinical trials (RCTs; see Chambless &
Hollon 1998). An RCT design, in its simplest (and
possibly most common) form, involves the random
assignment of participants to either a treatment or a
control group, and then they are measured pre- and
post-treatment to test for any differences between
groups on some dependent variable(s) of choice
(e.g., range of motion, happiness, serum cortisol,
neuroticism). This type of treatment efficacy
research has very strong internal validity due to
the use of control groups, random assignment to
groups, and the standardization of treatments.
RCTs do, however, have some problems. Although
RCTs may have strong internal validity, their exter-
nal validity (do they reflect what is going on in the
real world outside the RCT?) is often tenuous.
In the real world, clients are never randomly
assigned to treatments, treatments are never really
standardized, and interventions are designed in
idiosyncratic manners. Outcomes of real world
interventions depend on interactions among a huge
variety of variables that RCTs cannot logistically
embrace. These variables include the personality of
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the client, the personality of the therapist, the social
climate of the clinic, the social environment of the
client, the gender of both parties, and a whole host
of other variables. Looking at what works in the real
world is called examining treatment effectiveness,
in contrast to treatment efficacy (RCTs). In this book,
the authors of the chapters will be reviewing the
evidence for treatment efficacy by reporting studies
from the literature that represent this paradigm of
knowing what works. Many authors in this book
will also draw from the effectiveness research and
report on what practitioners out in the real world
have found to be effective treatments. For more
arguments on efficacy versus effectiveness research,
see Goldfried & Wolfe (1998).

A WALK THROUGH PSYCHOLOGY IN THE
PHYSICAL AND MANUAL THERAPIES

Health and rehabilitation psychology bring together
a variety of models of service delivery with input
from a range of psychological theories. When
applying such models of psychology to the physical
and manual therapies, an understanding of physi-
cal therapy models of care should be considered. If
physical and manual therapists are to integrate psy-
chological approaches and interventions with their
physical rehabilitation protocols they need to be
able to apply skills in a way that their clients will
consider as usual and expected parts of rehabilita-
tion. To produce a text that will assist physical and
manual therapists in taking a holistic psychology-
based approach to client care it was important to
bring together a group of authors from a variety of
healthcare areas. The chapter authors in this book
represent a range of health disciplines including
physical therapy, occupational therapy, health
psychology, rehabilitation psychology, clinical psy-
chology, counseling psychology, neuropsychology,
sport and exercise psychology, consulting psychol-
ogy, osteopathy, exercise science, and statistics and
research design. The vast majority of authors are
involved in both practice and research, with many
also involved in teaching at undergraduate and
postgraduate levels.

Psychology in the Physical and Manual Therapies is
divided into three sections. Section 1, Injury, Illness,
and Rehabilitation: Psychological Principles, covers
three aspects of injury and illness and how psycho-
logical principles can be integrated with usual
physical care. Chapter 1, Using Psychology in the

Physical and Manual Therapies, outlines the impor-
tance of adopting more holistic approaches to
healthcare that are based on the integration of psy-
chological principles and physical techniques. This
chapter also deals with the current psychology edu-
cation in physical and manual therapy academic
programs, and the need for a strong evidence base
to support the psychological approaches that are
used by physical and manual therapists. Chapter 2,
Psychological Antecedents to Injury and Illness,
focuses on a range of psychosocial factors that influ-
ence the onset of illness and injury. In particular,
models of injury risk are evaluated in light of cur-
rent research. This chapter also covers injury and ill-
ness prevention through interventions aimed at
psychological risk factors. Chapter 3, Psychological
Responses to Injury and Illness, covers responses to
injury and illness including adjustment disorders,
depression, anxiety, and diminished self-efficacy.
Theoretical models addressing the psychosocial
sequelae to injury and illness are also presented.
Chapter 4, Psychological Aspects of Rehabilitation,
outlines literature on adherence to rehabilita-
tion, the link between rehabilitation adherence and
outcome, and methods of enhancing adherence.
In addition, this chapter discusses the client-
practitioner relationship with reference to commu-
nication and perception, as well as psychological
readiness to return to preinjury/illness activity.
Section 2, Psychological Care in the Physical
and Manual Therapies: An Integrated Approach,
addresses several topics of importance to practi-
tioners for effective and comprehensive client
care. Chapter 5, Practitioner—client Relationships:
Building Working Alliances, focuses on the dyna-
mics of practitioner—client interactions. Specifically,
models of the client—practitioner interactions
are discussed, and the importance of the therapeutic
relationship for rehabilitation success is empha-
sized. Psychological characteristics and inter-
personal qualities such as acceptance, empathy,
genuineness, communication, and attending are
outlined. Chapter 6, Transference and Counter-
transference, takes principles from psychodynamic
theory to demonstrate how past interpersonal
histories of both practitioner and client can influ-
ence current functioning and interaction within a
therapeutic relationship. Chapter 7, Recognizing
Psychopathology, outlines a variety of psycho-
pathological conditions that clients present with
in the physical and manual therapies. These
include depression, anxiety disorders, disordered
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eating, and exercise dependence. The emphasis
in this chapter is on practitioner recognition of
these disorders, sensitive initiation of referral, and
how to work effectively with clients with various
psychopathologies. Chapter 8, Cognitive and
Behavioral Interventions, includes information on
the theoretical basis for behavioral interventions
(including the fundamentals of classical condition-
ing, operant conditioning, and social learning
theory), and the theoretical basis of cognitive inter-
ventions (including cognitive science research into
memory, perception, and attention). The principles
of managing problems using cognitive behavioral
methods is covered, as are a variety of cognitive and
behavioral interventions relevant to physical and
manual therapists. These include cognitive restruc-
turing, positive thinking, building self-efficacy,
thought stoppage, reframing, systematic desensi-
tization, goal setting, and the use of positive
reinforcement. Chapter 9, Relaxation Techniques,
outlines clinic-based and home-based relaxation
exercises that can serve as useful adjuncts to the
physical and manual therapies. The techniques
include progressive muscle relaxation, breathing
techniques, and autogenic training. For each of
these techniques, the rationales for use and sample
scripts for practitioners are included. Chapter 10,
Imagery, focuses on the application of imagery
in illness and injury rehabilitation. Specifically,
imagery for healing, anxiety, and rehearsing returning
to full activity are discussed, and examples of
imagery scripts are included. Chapter 11, Pain and
its Management, describes the mechanisms of pain,
theoretical explanations of pain and pain behavior,
the experience of pain, and assessment of pain in
clinical settings. The chapter also includes informa-
tion on managing pain through cognitive and
behavioral therapies. Chapter 12, Terminating the
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INTRODUCTION

Throughout history, the two major causes of early
death have been infectious diseases and injury.
Epidemiological studies from Sweden (1997) show
that injury and intoxication are, after coronary heart
diseases, the primary reasons for hospitalization
(Socialstyrelsen 2001). Three-fourths of all accidents
occur at home or in leisure time, with children, ado-
lescents, and elderly people especially prone to
injury. Even though the greatest cost of injury is in
human suffering and loss, the economic cost of
injury in the United States of America was esti-
mated at more than $US224 billion in 1994. These
costs include direct medical care and rehabilitation
costs, as well as individual lost wages and national
productivity losses (National Center for Injury
Prevention and Control 1996). Each year in the US,
an estimated 600 000 children are hospitalized for
preventable injuries, and almost 16 million children
are seen in emergency rooms for their injuries. More
than 30 000 children are permanently disabled from
injuries each year. The cost of injuries for children is
estimated to exceed $US7.5 billion each year
(Rodriguez 1990).

Many view injuries as inevitable, random, and
not amenable to prevention efforts because they are
caused by accidents. Viewing injuries as preventa-
ble is possibly the first step in reducing their occur-
rence. Current convention in the field of injury
prevention uses the term “unintentional injury”
rather than accident to avoid reinforcing the belief
that injuries cannot be prevented. Because many
injuries are largely a result of modifiable human
behavior, it seems logical that psychologists, who
are expert in promoting behavior change, should
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intervene (Fowler 1990). This chapter provides a
review of important issues related to psychosocial
antecedents and prevention of injury and illness. An
overview of theoretical frameworks related to dif-
ferent kinds of prevention will be described. After
that, conceptual models and research are described,
specific to the injury prevention literature, includ-
ing examples of specific injury and illness pre-
vention programs. Factors affecting successful
prevention efforts are also discussed. The chapter
concludes with recommendations for medical per-
sonnel involved with prevention issues.

PSYCHOSOCIAL FACTORS INFLUENCING
THE ONSET OF INJURY AND ILLNESS

Even though causes for injury are primarily physi-
cal in nature (e.g., faulty biomechanics, low muscle
power, cars colliding) or just simply bad luck, psy-
chosocial factors play an important role. Over the
last few decades, a growing number of researchers
have tried to determine which psychosocial vari-
ables influence injury vulnerability and resiliency
(resistance to injuries). Researchers have found that
individuals who have experienced many recent
stressors and who did not have the personal
resources and skills to cope with the stressors were
most at risk for injuries. A substantial body of
research has been directed at identifying mecha-
nisms that might explain why the stress—injury rela-
tionship occurs and what interventions will reduce
injury risk.

RELATIONSHIP BETWEEN MAJOR LIFE EVENTS
STRESS AND ILLNESS OUTCOME

Interest in life event stress evolved initially from the
work of Holmes & Rahe (1967). They developed the
Social Readjustment Rating Scale (SRRS), a ques-
tionnaire that identifies and ranks the magnitude of
40 life change events found in the general adult
population. Examples of life events are incidents
such as the break-up of a relationship, taking a vaca-
tion, and death of a loved one. On the SRRS, each
life event is given a numerical weighting based on
the presumed degree of adaptation required for
the typical individual in the general population.
Individuals indicate the frequency of each event’s
occurrence during a specified period of time.
Adding the weighted scores (life change units) for
the checked items gives a total life-change score.

Research has supported the relationship of high life
event stress to increased illness and even accidents
(e.g., Holmes & Rahe 1967, Savery & Wooden 1994).

An example of the link between life stress and ill-
ness was provided by Rahe et al (1967). Rahe et al
(1967) surveyed over 2000 people regarding their
life events and periods of illness they had experi-
enced in the previous 10 years. Those people
who reported lower life stress scores for a given
year had generally good health the following year.
Approximately 50% of those who reported higher
life stress scores indicated varying degrees of illness
the following year. For those people with life stress
scores at the very top end, they experienced varying
degrees of illness the following year, and their life
stress scores were positively correlated with the
number of reported periods of illness. In a prospec-
tive study, Rahe & Arthur (1978) found that those
who reported low life stress scores experienced
less days of illness than those who reported
higher life stress scores over the study period.
Similar results have appeared in other studies
(e.g. Rabkin & Struening 1976). Since these early
studies, there have been a large number of research
reports substantiating the life events stress—illness
relationship.

RELATIONSHIP BETWEEN MINOR LIFE STRESS
AND ILLNESS

Daily hassles and uplifts are other forms of stressors
that can impact on health. Hassles are characterized
as the irritating and often routine demands of life,
and can range from minor irritants, frequent annoy-
ances, and low-intensity stressors to chronic diffi-
culties, problems, and pressures (Kanner et al 1981).
Common hassles include events such as losing
things, traffic problems, minor annoyances from
work colleagues, and sleep difficulties. Hassles are
often based on unmet expectations that trigger frus-
tration or anger responses. These micro-stressors
are cumulative and can be a significant source of
stress, especially in the relative absence of compen-
satory uplifts. Uplifts may counteract hassles. They
are pleasant surprises, treats, and events that make
people feel good. Typical uplifts include having a
good exercise workout, compliments from friends,
eating out with a loved one, and completing a diffi-
cult task. Compared to major life events, hassles and
uplifts are minor stressors. They are less life chang-
ing than life events, but do occur repeatedly, and on
a daily basis. Hassles and uplifts are highly related
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to one’s appraisals of situations, and can influence
the ability to cope with injury and illness.

Research evidence exists for the link between
daily hassles and illness. For example, DeLongis et
al (1982) showed that scores on the Hassle Scale
(Kanner et al 1981) predicted present and future
psychological symptoms and somatic illness —
sometimes more strongly than life events. The rela-
tionship between uplifts and stress, however, is not
as clear. Both hassles and life events seem to con-
tribute independently to distress levels and overall
functioning. Many life events such as the death of a
spouse are difficult, if not impossible, to control or
predict. Daily hassles, however, are more easily able
to be controlled. Lowering the number of daily has-
sles holds considerably greater potential for reduc-
ing stress and enhancing the quality of life than
focusing on trying to reduce major life events.
Furthermore, it seems that negative stressors and
hassles affect health more strongly than positive life
events and uplifts. That is, avoiding stressful situa-
tions when possible, or interpreting them more pos-
itively is conducive to enhanced levels of health on
a psychological and physiological level.

A STRESS-BASED MODEL OF INJURY RISK

One of the most influential stress—injury models
aimed at predicting the occurrence of injury was
developed by Williams & Andersen 1998 (Figure
2.1). Although the stress—injury model was origi-
nally developed for stress and athletic injury, it is
generic enough to apply to the wider population.
Based on this model, when individuals experience
stressful situations, their personality characteristics,

Vi X
© History of ©
\/ \/

Coping
resources

N/

Personality

Potenti:llly Stress response
stressful .
athletic B> Cognitive <:> Physiologicall 2> Injury
situation appraisals attentional changes
| Interventions |
Figure 2.1  The stress and injury model (reproduced by

permission from Williams & Andersen 1998, http://www.tandf.
co.uk

history of stressors, and coping resources contribute
interactively with, or in isolation to, the stress
response. The main idea of the model is that indi-
viduals with personality characteristics that tend to
exacerbate the stress response, with a history of
many stressors, and with few coping resources will
be more likely, when placed in a stressful situation,
to appraise the situation as stressful, and thus, to
exhibit greater physiological activation and atten-
tional disruptions. The muscle tension, distractibil-
ity, and perceptual narrowing that occur during the
stress response appear to be the mechanisms behind
increased injury risk. The center of the model, the
stress response, involves a bi-directional relation-
ship between the person’s cognitive appraisals of a
potentially stressful situation and the physiological
and attentional responses to stress. See Chapter 16
for a more detailed account of the stress—injury
model.

Personality

An account of the relationship between stress and
injury/illness would not be complete without con-
sidering personality characteristics. The stress—ill-
ness literature identifies many personality variables
as moderators in the stress—illness relationship.
Some personality characteristics may predispose
individuals to perceive fewer situations and events
as stressful, or they may predispose individuals to
be more susceptible to the effects of stressors such as
major life events and daily hassles. Important per-
sonality dimensions in relation to the stress—injury
model include locus of control, trait anxiety, and
achievement motivation.

Locus of control refers to an individual’s percep-
tion of the extent to which outcomes are within
control. For example, a person with a high internal
locus of control would perceive that the outcome
(injury) is fully within their control. Conversely,
someone with a high external locus of control
would attribute the outcome (injury) to something
outside of their control (e.g., fate or bad luck). In one
example of the association between locus of control
and injury, Pargman & Lunt (1989) found that
injuries were positively correlated with external
locus of control in a sample of American football
players. More recently, however, Kolt & Kirkby
(1996) found no relationship between locus of con-
trol and injury in their sample of sub-elite gymnasts,
but found that internal locus of control significantly
predicted injury in higher-level or elite gymnasts.
As there is still a lack of agreement on the link
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between locus of control and injury in the literature,
further research is needed. In relation to illness, it
has been shown that people with a higher internal
locus of control are more likely to take a more active
involvement in their own health (Wallston et al
1983).

Trait anxiety is a behavioral disposition to
perceive threatening circumstances, which are
objectively not dangerous, and then to respond with
disproportionate anxiety. Highly trait-anxious peo-
ple usually have more state anxiety in highly evalu-
ative situations than people with lower trait anxiety.
Researchers using non-specific sport measures have
found inconclusive results regarding trait anxiety
and the incidence of athletic injury (see Williams &
Andersen 1998 for a review). On occasions when
researchers used sport-based measurements to
assess competitive trait anxiety, athletes who scored
high on competitive anxiety had more injuries or
more severe injuries (e.g., Lavallee & Flint 1996). In
one study, Petrie (1993) found that trait anxiety was
positively related to injury rate for football starters
but not for non-starters. Furthermore, Petrie (1993)
found that competitive trait anxiety moderated the
effects of positive life stress such that higher levels
of anxiety (when accompanied with positive stress)
were associated with more days missed due to
injury.

Support also exists for adding mood states to the
list of variables that influence injury occurrence. For
example, Williams et al (1993) found that athletes
who experienced positive states of mind (e.g., keep-
ing relaxed, staying focused) early in the season
incurred fewer injuries during their athletic season
compared to athletes who had less-positive states of
mind. Research also indicates that negative states
such as aggression, anger, or dominance relate to
injury risk. Van Mechlen et al (1996) determined
that more dominant persons (self-reliant) ran a
higher risk of sport injury than those who were less
dominant, and Thompson & Morris (1994) indi-
cated that high anger directed outwards, but not
inward, increased injury risk.

History of stressors

History of stressors includes major life events, daily
hassles, and previous injury history. Of these, life
event stresses have received the most extensive
research. Based on the early work of Holmes & Rahe
(1967), Holmes (1970) administered the modified
Social Athletic Readjustment Rating Scale (SARRS)
to football players at the commencement of a

playing season. He then compared the player’s life
stress score (life events experienced during the pre-
ceding 12 months) to time-loss injury data moni-
tored by athletic trainers throughout the football
season. He found that 50% of the athletes who expe-
rienced high life stress during the year prior to the
football season incurred an athletic injury that
required missing at least three days of practice or
one game. In comparison, only 9% and 25%, respec-
tively, of athletes with low and moderate levels
of life stress experience had equivalent time-loss
because of injuries. Holmes (1970) concluded that
life stress relates to athletic injuries in much the
same ways it does to the occurrence of illness. Since
Holmes conducted the first football investigation, at
least 35 studies have examined the relationship of
life stress to athletic injury (Williams 2001). The vast
majority of these studies have found a positive rela-
tionship between life stress and injury. The history
of stressors portion of the model also includes daily
hassles. The stress from many minor daily prob-
lems, irritations, or changes may contribute to stress
levels and injury risk as much as that encountered
from major life event changes. Fawkner et al (1999)
found that injured individuals had a significant
increase in hassles for the week prior to injury.

Another form of stress is previous injuries. Studies
have shown either no relation between previous
injury and frequency or severity of injury occur-
rence (Hanson et al 1992) or a positive correlation
between prior injury and subsequent injury (Williams
& Andersen 1998).

Coping resources

Coping resources include a wide variety of behav-
iors and social networks that help the individual
deal with the problems, joys, setbacks, and stresses
of life. Coping resources may come from the envi-
ronment (e.g., friends, family) or from personal
resources (e.g., social competence, healthy diet).
The presence of good coping resources may directly
protect the individual against injury, or may attenu-
ate the negative effects of stressors or the effects of
personality.

Substantial evidence exists for coping resources
either directly affecting injury outcome or moderat-
ing the influence life stress has on injury vulnerabil-
ity. For example, Williams et al (1986) found that the
only predictor of injury was the level of coping
resources. Hanson et al (1992) continued this line of
research and found that coping resources con-
tributed the most in discriminating group differ-
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ences for both severity and frequency of injuries: the
injured people had significantly fewer coping
resources than their non-injured counterparts.
Social support has also been examined in relation to
injury. Some studies have shown that social support
directly influences injury risk. That is, those with
high levels of social support had a lower incidence
of injury, and those with low degrees of social sup-
port had more injuries, regardless of life stress (e.g.,
Hardy et al 1991). Other studies have found that
social support moderated the life stress—injury rela-
tionship. For instance, Petrie (1992) found that for
people with low social support, negative life stress
accounted for more variance in injuries than for
those with high social support.

In other psychological literature, researchers
have examined relationships between different
types of antecedents and the onset of psychological
illness (e.g., depression). One model that is offered
to understand this relationship is the stress and vul-
nerability model (Wasserman 1999). In relation to
Williams & Andersen’s (1998) model, the stress and
vulnerability model also takes into account genetic
and psychosocial inheritance as well as cultural and
environmental influences in the onset of psycho-
logical illness.

Stressful life events, such as family conflicts, sep-
aration, bereavement, somatic illness, and financial
problems are common antecedents of psychological
illness. The occurrence of stressful life events was
investigated among elderly people with potential
suicide risk in Sweden, and it was found that
somatic illness, family discord, and financial trouble
were significant risk factors (Rubenowitz et al 2001).
Other risk factors reported in the Rubenowitz et al
(2001) study were mental disorder, low level of edu-
cation, feelings of loneliness, and previous suicides
in the family.

PSYCHOSOCIAL FACTORS INFLUENCING
HEALTHY AND UNHEALTHY BEHAVIOR

Several theoretical explanations and models captur-
ing various psychosocial antecedents to healthy and
unhealthy behaviors have been outlined in the liter-
ature. They include attribution theory, explanations
around health locus of control, unrealistic optimism,
the health belief model, and protection motivation
theory. These theories and models are important in
order to understand what behaviors could be risk
factors for injury and illness development.

ATTRIBUTION THEORY

The origins of attribution theory can be found in the
work of Heider (1944), who argued that individuals
are motivated to see their social world as pre-
dictable and controllable (i.e., a need to understand
causality). Since its original formulation, attribution
theory has been developed extensively and differ-
entiations have been made between self-attribution
(i-e., attributions about one’s own behavior) and
other attributions (i.e., attributions made about the
behavior of others). The dimensions of attributions
have been defined as follows:

® Internal versus external (e.g., “my getting sick
was due to me not looking after myself” versus “my
getting sick was due to that bug going around”).

® Stable versus unstable (e.g., “I am always
prone to getting sick” versus “I am only sick
because of this one incident”).

® Global versus specific (e.g., “my getting sick
influences other areas of my life” versus “my get-
ting sick only influences this specific aspect of my
life”).

® Controllable versus uncontrollable (e.g., “my
getting sick was controllable by me” versus “my
getting sick was uncontrollable by me”).

Over recent years, attribution theory has been
applied to the study of health and health-related
behavior. Herzlich (1973) interviewed 80 people
about the general causes of health and illness and
found that health was regarded as internal to the
individual and illness was seen as something that
comes into the body from the external world. King
(1982) examined the relationship between attribu-
tions for an illness and attendance at a screening
clinic for hypertension. The results demonstrated
that, if the hypertension was seen as external, but
controllable by individuals, then they were more
likely to attend the screening clinic.

HEALTH LOCUS OF CONTROL

The internal versus the external dimension of attri-
bution theory has been specifically applied to health
in terms of the concept of a health locus of control.
Individuals differ as to whether they tend to regard
events as controllable by them (an internal locus of
control) or uncontrollable by them (an external locus
of control). Health locus of control has been shown
to be related to whether an individual changes
his/her behavior (e.g., gives up smoking). For
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instance, even if a healthcare practitioner encour-
ages an individual who has a high external locus of
control to give up smoking, they are unlikely to com-
ply, as they do not feel responsible for their health.

UNREALISTIC OPTIMISM

Weinstein (1984) suggested that one of the reasons
why people continue to practice unhealthy
behavior is due to inaccurate perceptions of risk
and susceptibility (i.e., their unrealistic optimism).
Weinstein (1984) asked participants to examine a list
of health problems and to estimate their chances
(greater, same, or less) of contracting each of the
problems in relation to other people of their age and
sex. The results of the study showed that most par-
ticipants believed that they were less likely to get
health problems compared to others. Weinstein
(1984) called this phenomenon unrealistic opti-
mism. Weinstein (1987) described four cognitive
factors that contribute to unrealistic optimism: (a) a
lack of personal experience with the problem,
(b) the belief that the problem is preventable by
individual action, (c) the belief that if the problem
has not yet appeared, it will not appear in the future,
and (d) the belief that the problem is infrequent.
These factors suggest that the perception of one’s
own risk is not a rational process.

THE HEALTH BELIEF MODEL

The health belief model, developed by Rosenstock
(1966), suggests that behavior is a result of a set of
core beliefs. The original core beliefs suggested by
Rosenstock (1966) stem from the individual’s per-
ceptions of their susceptibility to illness, the severity
of illness, the costs involved in carrying out the
change in behavior, the health benefits involved in
carrying out the behavior, and the cues to action
(internal or external).

The health belief model suggests that these core
beliefs could be used to predict the likelihood that
behavior will occur. Several studies have supported
the predictions of the health belief model. Research
has shown that dietary compliance, safe sexual
practices, having vaccinations, making regular den-
tal visits, and taking part in regular exercise pro-
grams are related to the individual’s perceptions of
susceptibility to related health problems, to their
belief that the problem is severe, and to their per-
ception that the benefits of preventive action out-
weigh the costs (e.g., Becker & Rosenstock 1984).

Other studies, however, have reported conflicting
findings. For example, Janz & Becker (1984) found
that healthy behavioral intentions were related to
low perceived seriousness of health problems.
Other studies have suggested an association
between perceived low susceptibility to disease and
healthy behavior (e.g., Langlie 1977).

PROTECTION MOTIVATION THEORY

The protection motivation theory, developed by
Rogers (1985), expanded the health belief model to
include additional factors, and suggests that health-
related behavior is the product of four components:
severity, susceptibility, response effectiveness, and
self-efficacy. These components predict behavioral
intentions, which are related to behavior. According
to protection motivation theory, there are two types
of sources of information: environmental (e.g., ver-
bal persuasion, observational learning) and inter-
personal (e.g., prior experience). The quality of this
information influences the adoption of an “adap-
tive” coping response (e.g., behavioral intention) or
a “maladaptive” coping response (e.g., avoidance).
In one study, Beck & Lund (1981) manipulated
dental students’ beliefs about tooth decay using per-
suasive communication. The results showed that the
information increased fear, and that perceptions of
severity and self-efficacy were related to positive
behavioral intentions. The protection motivation
theory has been less criticized than the health belief
model. Schwarzer (1992), however, criticized the
protection motivation model for not explicitly exam-
ining behaviors in terms of process and change.

OTHER RESEARCH EXAMPLES

Langius & Bjorvell (1993) studied coping ability and
functional status in a sample of 145 urban-dwelling
Swedish people. The researchers used an instrument
measuring three aspects of sense of coherence: com-
prehensibility, manageability, and meaningfulness
(Antonovsky 1987). Sense of coherence scores were
significantly positively correlated to the overall sick-
ness impact profile scores. That is, people with low
sense of coherence scores had poorer health, and
those with higher sense of coherence scores had bet-
ter health. It was also shown that general health
was positively correlated to sense of coherence and
negatively correlated to dysfunction.

In another study, Steptoe & Wardle (2001a) inves-
tigated the relationship between locus of control
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and health behavior in 4358 female and 2757 male
students from 21 different countries in Europe. For
five health behaviors, the odds of healthy behavior
were more than 40% greater among individuals in
the highest versus lowest quartile of internal locus
of control. Lack of control was shown to be associ-
ated with heightened physiological stress respon-
sivity, poor tolerance of pain, and poor mental
health. One of the predictions to emerge from the
health locus of control model is that people with a
high internal health locus of control will engage in
health-promoting activities, whereas the reverse
will be true of those with strong beliefs in chance
(i.e., high external locus of control).

Jackson et al (2002) conducted a longitudinal
study of 198 college students to examine whether
pessimistic explanatory style interacts with per-
ceived stress to predict subsequent illness. Their
findings confirmed the hypothesis that explanatory
style interacts with perceived stress to influence ill-
ness risk.

Examining what predicts the onset of illness is
important in relation to the development of preven-
tative interventions and strategies. Current thinking
points to an interaction among biological, psycho-
logical, and situational risk factors. A representative
model of these interactive influences is the attribu-
tion reformulation of helplessness theory (Peterson
& Bossio 2001). According to this theory, stress
coupled with pessimistic explanatory styles leads to
negative outcomes (including illness) among indi-
viduals who are biologically or otherwise at risk.
The results from the Jackson et al (2002) study sup-
port the prediction of the attribution reformulation
of helplessness theory. That is, pessimistic explana-
tory style interacts with perceived stress to predict
subsequent physical illness. Neither perceived
stress nor pessimistic attributional style alone pre-
dicted subsequent physical illness in the Jackson et
al (2002) investigation.

In a subsequent study, Steptoe & Wardle (2001b)
investigated health behavior, risk awareness, and
emotional well-being in students from Eastern and
Western Europe. The results revealed that East
European students had less healthy lifestyles than
West Europeans according to a composite index of
11 health behaviors. East Europeans were less likely
to be aware of the relationship between lifestyle fac-
tors and cardiovascular disease risk. In addition,
they were more depressed, reported lower social
support, and had higher levels of chance and
powerful others locus of control.

Health locus of control is a domain-specific con-
trol construct that indexes beliefs in different types
of means-ends relationship (Skinner 1996). Because
it is specific to the domain of health, it may not
reflect general perceptions, however, it is particu-
larly relevant to the actions people carry out to
maintain health. Analysis of the combined healthy
lifestyle index in the Steptoe & Wardle (2001b) study
indicated that 47% of East Europeans had healthy
lifestyles, compared with 63% of West Europeans.
There were striking differences between East and
West samples in depressed mood and perceptions
of social support.

In a study by Elovainio et al (2001), socio-
economic status, hostility, and health among the
Finnish population were investigated. The results
showed that men seemed to be more hostile than
women, and hostility levels seemed to make men
and women vulnerable to different health risks.
People with poor economic resources, and who did
not feel that they belonged to their family, neighbor-
hood, and/or friends tended to be exceptionally
hostile. The results were consistent with the vulner-
ability model of hostility, which assumes that the
health of hostile people is at a greater risk than that
of others, at least partly because the coping strate-
gies of hostile persons are less effective in psycho-
social stress situations. Hostile women who had
experienced many psychosocial risks were at
greater risk of a poor state of health than non-hostile
women. Hostile men were at greater risk of poor
health if they reported that they did not belong to a
social network (Elovainio et al 2001).

PRIMARY, SECONDARY, AND TERTIARY
ILLNESS AND INJURY PREVENTION

A common way of describing preventive activities
is to divide them into primary, secondary, and
tertiary prevention. Primary prevention occurs
before the onset of a disease or disorder and often
involves a population-wide approach. An example
is a governmental campaign to increase physical
exercise at elementary schools. Secondary preven-
tion involves early intervention with specified risk
factors. This could be distribution of smoke detec-
tors to low-income families with young children.
Tertiary prevention is prevention in name only
(Winett 1995) because it involves improving treat-
ment and restoring function following the initial
injury or illness.
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PASSIVE VERSUS ACTIVE PREVENTION
OF INJURY AND ILLNESS

Another method for categorizing injury prevention
is the dichotomization of prevention into active
(e.g., wearing a helmet when riding a motorcycle,
lights on bicycles when riding, wearing seat belts
when driving a car) and passive (e.g., airbags
installed on vehicles, noise signals for blind people
at crosswalks). The schema of preventive activities
is concerned with the extent to which a certain
measure requires the active participation of the per-
son in question to have an effect, and the extent to
which the measure is built into the environment,
having an effect regardless of human activation.

INTERVENTION/PREVENTION METHODS
AND RESEARCH TO REDUCE INJURY AND
ILLNESS

Several intervention strategies to reduce injury risk
have been investigated in both sport and non-sport
settings. In relation to sport, Schomer (1990) investi-
gated the effects of associative (monitoring bodily
functions and feelings such as heart and breathing
rate) versus dissociative thought patterns (distrac-
tion and tuning out) on injuries with marathon
runners. Schomer (1990) reported an ability to opti-
mize training intensity without increasing injury
using associative strategies. The intervention
involved shaping associative thought processes
over a 5-week training period using audio tapes of
attentional strategies. Associative thinking was
related to perceptions of increased training effort.
Through the use of lightweight recorders worn on
the body during training, this study used a simple,
yet effective method to shape attentional strategies
to produce optimal, injury-free performance.

Davis (1991) used imagery and relaxation with
college-level swimmers and football players to
reduce injuries. The program was composed of pro-
gressive relaxation combined with imagined
rehearsal of swimming and football skills and
related content during the competitive season.
Relaxation instructions usually required 10 minutes
and included the guided imagery techniques of
Suinn (1982). Davis reported a 52% reduction in
swimming injuries and a 33% reduction in football
injuries.

Kerr & Gross (1996) conducted a stress-
management intervention with 24 elite gymnasts

based on Meichenbaum’s (1985) stress inoculation
training program. The gymnasts were matched into
pairs according to sex, age, and performance. One
member of each pair was randomly assigned to the
intervention group, who received the stress manage-
ment program. The other member of each pair acted
as a control, completing the stress and injury meas-
ures, without exposure to the training program. The
training consisted of 16 sessions covering skills such
as cognitive restructuring, thought control, imagery,
and mental rehearsal. The gymnasts were responsi-
ble for maintaining training logs that contained
homework assignments for the skills in the program.
A trend toward significance for reduced injury in the
stress management group was reported.

Prevention strategies have also been reported for
non-sport injury and illness. Two examples of such
studies follow. Each year approximately 2 million
people in the US sustain traumatic brain injuries
(TBI) and over 10 000 sustain spinal cord injuries
(SCI) (Stover et al 1995). In response to the devastat-
ing impact of these injuries, more than 200 sites have
sponsored the THINK FIRST program. The program
is directed towards teenagers and young adults. By
using role models who have sustained TBIs or SClIs,
the 45-60-minute program stresses “using your
mind to protect your body.” One of these prevention
programs, the Missouri Head and Spinal Cord
Injury Prevention Program, has been empirically
evaluated. This multicomponent program, based on
the health belief model, introduces adolescents to
their vulnerability to injury, the injury effects, and
educates them about reducing risk and preventing
injury. In a follow-up study 3 years after the expo-
sure of the program, students scored significantly
higher on measures of knowledge, attitudes, and
self-reported safety behavior than students who had
never seen the program (Avoli et al 1992). A more
rigorous evaluation of the Missouri program used
an effective deception method to decrease demand
characteristics (Bouman & Frank 1992). It was found
(contrary to the hypothesis) that those who viewed
the program did not report improved driving habits
or increased perceptions of vulnerability to injury.
Of note, students at highest risk for injury
responded to this educational preventive interven-
tion with the most negative cognitions. This sug-
gests that alternative models that do not rely on
traditional educational methods must be considered
if high-risk students are going to be influenced.

Psychological distress, including symptoms of
depression and anxiety, is an important problem in
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patients with cardiovascular diseases. Depression
has a major impact on mortality, morbidity, and
functional recovery in patients with cardiovascular
diseases (Hayward 1995). Levels of anxiety in
patients after myocardial infarction are also very
high. During hospitalization for cardiac events,
almost all patients experience significant levels of
distress. However, significant levels of anxiety
often remain even after the acute crisis resolves.
The Taylor et al (1981) study was designed to
determine the efficacy of a nurse-case-managed,
multifactorial, risk-factor intervention program
aimed at reducing distress in patients with myo-
cardial infarction. In the Taylor et al (1981) study,
people who were hospitalized for acute myocardial
infarction were randomized to receive a nurse-
managed, home-based, risk-reduction program or
usual care. The program, which began in hospital,
included a brief screening for five areas of psycho-
logical distress with further evaluation (if indi-
cated), monitoring during the follow-up phone
calls, and referral for mental health treatment (if
needed). The program included smoking cessation,
nutritional counseling, lipid-lowering drug therapy,
and exercise training. There was a significant reduc-
tion in the psychological distress variables for all
patient groups between baseline and 12 months.
The program had a significant effect on reducing
anxiety in the patient group with frequent episodes
of anger, but overall, the treatment and control
groups showed equal levels of improvement.

RECOMMENDATIONS FOR HEALTHCARE
PRACTITIONERS

Based on the contents of this chapter there are
a number of recommendations for healthcare
practitioners. First, major life event stress and
daily hassles seem to have a direct or indirect
effect on injury and illness resiliency and vulnera-
bility. Consequently, it is important to understand
the effect of these problems on health outcome.
Trying to buffer the effects of life stress or to
make the person aware of the relationship is a first
major step towards prevention of injury and illness
outcome.

The second recommendation is that it is impor-
tant to recognize the effect that some personality
variables seem to have on injury and illness out-
come. People with high trait anxiety, external locus
of control, pessimistic lifestyles, chronically low

moods, and aggressive behaviors seem to be at
greatest risk.

The third point of interest is that coping resources
have either a direct effect on illness and injury out-
come or seem to moderate the influence life stress
has on illness and injury vulnerability. For health-
care practitioners, it is central to be aware that low
or restricted amounts of coping resources seem to be
related to elevated risks of developing somatic
problems. This is especially evident in combination
with people who report low levels of social support.

For people with a potentially high risk of becom-
ing ill or injured, some methods and techniques
could be used in order to prevent negative out-
comes. These include somatic relaxation techniques
focusing on breathing and/or progressive muscle
relaxation, and general stress management training
such as thought control and cognitive restructuring.

SUMMARY

In Western society injuries and coronary heart dis-
eases are some of the leading causes for hospitaliza-
tion. Although the largest cost for society is in terms
of human suffering and loss, the financial cost of
such conditions is huge and is steadily increasing.
In injury prevention, one of the first steps is to view
the injury as preventable. In order to do this it is
important to know more about research linking con-
trollable and external factors to the occurrence of
injury and illness. Relationships between major life
events and illness outcome have been documented.
Minor stressors, such as daily hassles have high
predictive power for injury and illness risk. A
conceptually well-organized framework describing
potential psychosocial antecedents leading to injury
is described by Williams & Andersen (1998). This
model suggests that when a potential stressful situ-
ation occurs, the person’s personality, history of
stressors, and coping resources affect their stress
response and injury risk. Even though it is a compli-
cated task to test the whole model, the three interre-
lated variables have generated substantial support
for the utility of the model. Furthermore, the chap-
ter reviewed other models related to predicting
healthy and unhealthy behaviors. The role of health
beliefs in predicting health-related behaviors has
become increasingly salient in injury and illness
research. Theories such as attribution theory, health
locus of control, unrealistic optimism, health belief
models, and protection motivation theory have
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been adapted to examine beliefs about health and
resulting risky behaviors and responses. The mod-
els can be used to predict health behaviors and have
implications for developing methods to promote
change.

A common way of describing preventive activi-
ties is to divide them into primary (before the onset
of disease), secondary (early intervention) and terti-
ary prevention (improving treatment following the
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INTRODUCTION

Although people do not always have a choice as to
whether or not they require physical or manual
therapy to aid in the treatment of an injury or
illness, they do have some control over how they
psychologically respond to, cope with, and manage
the course of the illness/injury and associated
therapy. Psychological responses comprise full
spectrums of both personal and social responses.
Coping involves a broad range of styles, strategies,
and mechanisms by which people psychologically
adjust to challenging events in their lives. Psycho-
logical factors can (a) contribute to the onset of
physical illness and injury, (b) contribute to the
maintenance of the illness or injury state, and
(c) serve as secondary reactions and responses to the
onset of injury and illness. This chapter focuses on
(b) and (c) as they relate to those seeing physical or
manual therapists for treatment. Understanding the
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broad array of ways in which individuals respond
to illness and injury situations, as well as to their
prescribed courses of treatment and rehabilitation,
will enhance the work of those in the physical and
manual therapies by allowing them to accommo-
date and empathize with those responses that they
are unable to change, and to serve as more active
agents in enhancing adaptation and changing some
of the maladaptive psychological responses of
clients.

PSYCHOSOCIAL RESPONSES TO INJURY
AND ILLNESS

To provide an overall context, or framework, for
understanding the variety of psychological responses
to injury and illness, several psychosocial models of
response to health events are first described and
then integrated into an overarching model of psy-
chological adjustment. Next, some of the most rele-
vant psychological and social components are more
fully developed in the context of illness and injury
as they relate to the work of physical and manual
therapists. Throughout the chapter, suggestions are
offered for physical and manual therapists regard-
ing their roles in managing the psychological
responses of their clients.

MODELS OF RESPONSE TO INJURY AND ILLNESS

The following brief descriptions of conceptual
approaches and models provide snapshot views of
the ways in which the individual experience of a
medical event might be better understood within
the overall context of a person’s life. This section
concludes with a practical, conceptual model
outlining a framework for understanding psycho-
logical responses to injury and illness in a way that
is relevant for the work of physical and manual
therapists.

The biopsychosocial approach

A comprehensive systems approach to understand-
ing health that incorporates the intersection of the
biological, psychological, and social components of
a person’s being (Engel 1977, 1980) provides an
overarching context within which to understand
psychological responses to medical events. These
three components all affect and are affected by a
person’s health. The biological component includes
such elements as genetically inherited characteris-

tics and a person’s physiological functioning. The
psychological component involves the influential
role of mental processes and behavior, such as cog-
nition, emotion, and motivation. The social compo-
nent encompasses the influences of one’s family,
community, culture, and society on health. These
three major components are a part of a person’s
health system, which is a dynamic and constantly
changing state of affairs. Within the context of this
overall approach, it is apparent that in order to
understand psychological responses to injury
and illness one must also view the broader context
of the person’s life and their biological capacities
and limitations.

Crisis theory

Another model with application toward under-
standing psychosocial responses to injury and
illness is crisis theory (Moos & Shaefer 1984).
Developed to explore the context of chronic illness,
the theory “deals with the impact of disruptions on
established patterns of personal and social function-
ing” (Brannon & Feist 2000, p 295). In the case of seri-
ous, chronic illnesses or injuries that present crisis
experiences to be dealt with, not only must people
adjust to the symptoms, limitations, and challenges
of the illnesses or injuries themselves, but they also
must adjust to often radical changes in other areas
of their lives. Thus, new coping patterns must be
learned to manage the novel crisis experiences.

Psychological responses to the changes imposed
by a crisis vary on a continuum ranging from
healthy adjustment to unhealthy maladjustment.
The intrusiveness of psychological symptoms and
their effects on overall health and rehabilitation can
vary in frequency, intensity, and duration, which
consequently indicate the degree of psychological
adjustment difficulty. In turn, the nature and degree
of difficulty indicate the type of intervention that
would be beneficial.

Cognitive-behavioral models

Behavioral models of psychology suggest that
actions or behaviors — both adaptive and maladap-
tive —are developed and maintained through condi-
tioning and social learning processes. In other
words, behaviors are reinforced via the conse-
quences that follow them. Cognitive models focus
on the mediating role that thoughts play; within
these models cognitive interpretations of the
meaning and salience of events affect subsequent
behaviors. Recent psychological models have incor-
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porated both the roles of cognitions and behavioral
learning principles in understanding affective expe-
riences and overt behaviors. They also reflect the
social dimension in that affective and behavioral
responses can be learned and interpreted through
observations of others (i.e., vicariously) via the
principles of social learning (Bandura 1986).

Recent interpretations of social learning/social
cognitive theory highlight the importance of per-
ceived control as central to the determination of
responses. A perceived capacity to exercise control
over destinies is known as human agency (Bandura
2000). In the case of a person’s experience during a
medical event, for example, agency and control can
be reflected in each of the following ways: (a) by
self, individual clients serving as active agents in
determining their own self-regulation and quality
of functioning; (b) by proxy, other individuals such
as the therapist serving as agents for the individual
client in achieving their best health interests; and (c)
by society, socially coordinated and interdependent
efforts such as those achieved through healthcare
systems exercising collective agency toward achiev-
ing the optimal outcomes for individual clients.

STRESS PROCESS MODELS AND COPING
THEORY

Stress process models — such as those based on the
constructs of Lazarus & Folkman (1984) — present
more specific cognitive appraisal-based models that
can guide therapists in better understanding, and in
turn managing, the psychological adjustments of
their clients. Such cognitive-behavior and stress
process models have been identified relative to vari-
ous medical conditions such as lower back pain
(Truchon 2001), sport injury (Wiese-Bjornstal et al
1998), and chronic pain (Turk & Okifuji 2002). These
models illustrate that the occurrence of a potential
stressor, such as a medical event, leads to a dynamic
and temporally ongoing process of cognitive
appraisals, affecting emotional responses, and lead-
ing to behavioral responses and choices.

The writings of Lazarus & Folkman (1984) and
the theory of coping and adaptation (Lazarus 1993)
suggest that individuals’ primary perceptions and
appraisals of a situation (perceiving an event as a
challenge, a threat, or as harmful) affect secondary
or subsequent appraisals of the resources available
to meet the situational demands, and the usefulness
of various possible coping strategies. In turn, these
secondary appraisals lead to behavioral choices

about which coping strategies to employ. For exam-
ple, by understanding beliefs about the effective-
ness of certain coping strategies the therapist might
play a role in changing erroneous beliefs (e.g., the
belief among many with chronic fatigue syndrome
that physical activity avoidance is a useful way to
stave off further fatigue, Ax et al 2001) or in offering
additional coping strategies for consideration
(e.g., suggesting that the client engage in gradually
increasing modest physical activity levels during
episodes of chronic pain flare-up or chronic fatigue).
These approaches may lead to the clients’ selection
of effective coping strategies that enhance,
rather than detract from, their physical and mental
recoveries.

A psychosocial model of response to injury and
illness

Taking the broad view of seeing the medical event of
injury or illness and the corresponding rehabilita-
tion or recovery process as a stressor somewhere
along a continuum — be it a minor life event level
stressor or a crisis level stressor as illustrated in
Figure 3.1 — helps in considering the ways in which
pre-existing dispositions, thought patterns, emo-
tional styles, and behavioral tendencies affect adap-
tation to medical events. Stressors are stimuli,
defined as “physically or psychologically challeng-
ing events or circumstances” (Sarafino 2002, p 70).
Some of the stressors that may face clients appearing
for physical or manual therapy include functional
impairment, dependency on others, or uncertainty
about a prognosis. The consequence of stressors can
be strain, defined as “psychological and physiologi-
cal responses to a stressor” (Sarafino 2002, p 70). The
strain that results from these stressors, such as fear,
anxiety, or depression, is affected by clients” pre-
existing status and dispositions and their interpreta-
tion of the meaning of the stressors for their lives.
Stressors and strains are part of a process of adjust-
ment in which “a person is an active agent who can
influence the impact/strain of a stressor through
behavioral, cognitive, and emotional strategies”
(Sarafino 2002, p 70, based on Lazarus 1999).
Sequentially, then, clients engage in ongoing
cycles of adjustment through which they manage
these strains. These cycles involve cognitive
appraisals and emotional and behavioral responses,
and are reflected in the dynamic model illustrated
in Figure 3.2. As they engage in more positive
or helpful attempts to cope with strains, they
will spiral (Gavin & Taylor 1992) upward toward
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Figure 3.2 Dynamic model of psychological response and
adjustment to injury and illness

positive adjustment; with more negative or detri-
mental approaches toward coping they may spiral
downward toward maladjustment. In a manner
something like that of a Slinky® toy, they will also
likely oscillate over time in both upward and down-
ward cycles (Wiese-Bjornstal, 2003). Temporally,
there are immediate reactions to health stressors,
which imply unconscious, subconscious, or defen-
sive responses at the time of health events, as well as
more long-term process-oriented reactions to health
stressors, which imply purposeful and effortful
cognitive, emotional, and behavioral responses to
ongoing health challenges (see Figure 3.3).

In turn, these factors determine the additional
ways in which physical or manual therapists may
be of assistance, both within the context of the way
they do their own jobs as well as within the context
of providing referrals to other health resources as
needed for help beyond what would fall within the
purview of the therapist’s expertise. Such assistance
in managing the psychological and social conse-
quences of stressor perceptions benefits clients both

Continuum of potential for psychological strain based on the magnitude of the stressor(s)

mentally and physically. Research indicates, for
example, that because perceptions of greater stres-
sors and strains impair the functioning of the
immune system and slow recoveries, physical heal-
ing can be improved by reducing stressor percep-
tions and strain responses (Kiecolt-Glaser et al
2002). Perceptions of stress and strain also impair
the cognitive and emotional functioning of clients
and delay their ability to psychologically adjust to,
and manage, their injury or illness, and negatively
affect their quality of life.

In sum, these various models provide the thera-
pist with an understanding of the overall process of
responding and adjusting to the stresses and strains
of health events. The subsequent discussion pro-
vides an overview of the contextual factors also
influencing the response choices of clients.

PRE-EXISTING FACTORS INFLUENCING
PSYCHOLOGICAL RESPONSE

People enter into a medical event with both per-
sonal dispositions and tendencies and social charac-
teristics, which at minimum continue undisrupted
through the medical event or which may be exacer-
bated or magnified in intensity via the experiences
of the medical event. The following discussion
briefly highlights some of these dispositions, ten-
dencies, and characteristics.

PERSONALITY AND DISPOSITIONAL
TENDENCIES

Although recent research indicates that personality
can and does evolve over the course of a lifetime,
within the window of time encompassing most dis-
crete encounters with a medical event one’s basic
personality typically remains relatively stable. An
understanding of personality and dispositional
tendencies helps the therapist better interpret the
client’s responses to treatment.
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Figure 3.3 Reaction, response, and adjustment to injury and iliness

Personality

Individuals bring to a medical event certain unique
predisposing personality styles that influence their
psychological adaptation to the event (Radnitz et al
2000). These personality styles might be of the kinds
that benefit adaptation, or they may be of the sort
that leads toward reducing the adaptability or
resilience of the client. The consequent effect of
these characteristics is also determined by the
current condition of the person’s overall life in the
broader social context. These personality disposi-
tions create the personal context within which later
cognitive, emotional, and behavioral responses can
be better understood.

Existing psychopathology

A significant number of people seeking physical
therapy services have extensive medical histories,

Cognitive

e.g., optimism
Emotional

e.g., hopefulness
Behavioral

e.g., compliance

including existing psychopathologies such as
depression (Boissonnault 1999). These histories and
conditions influence their psychological and behav-
ioral management of the presenting medical event.
Psychoneuroimmunology studies have demon-
strated that existing psychopathologies such as
depressive and anxiety disorders can provoke
immune system alterations and dysregulations,
which in turn affect physical health and healing
(Kiecolt-Glaser et al 2002). Existing psychological
problems such as anxiety disorders may play a role
in the development or exacerbation of chronic pain
(Vendrig 2000). Implications for therapists include
the importance of becoming familiar with broader
medical histories and conditions of clients, having
suitable resource and referral networks of mental
health professionals in place, and using team
approaches to coordinate and manage client care.
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Coping dispositional style

Coping involves cognitive, emotional, and behav-
ioral efforts to manage stressful events and the asso-
ciated psychological strain. Individuals can cope by
minimizing, avoiding, tolerating, or accepting the
situation. Coping has a trait-like dimension, in that
individuals tend to be more easily disposed toward
certain preferred strategies and have somewhat con-
sistent dispositional tendencies toward coping strat-
egy choices when coping with a particular type of
stressor. The two general dimensions of coping
include approach, or monitoring, and avoidance, or
blunting. Approach coping occurs via sensory vigi-
lance (having a ruminative focus on the stressor;
maintaining attentional and cognitive focus on the
source in an attempt to emotionally process the
event) and active information seeking (being proac-
tive and problem solving, such as asking questions,
talking with other people about the stressor, consult-
ing other information sources) (Bijttebier et al 2001).
Avoidance coping occurs by escaping or absenting
oneself psychologically or physically from the stres-
sor, or by blunting oneself from having to deal with
the stressor head on. Some forms of blunting imply
intentional choices and purposeful behavior, such as
intentionally distracting oneself from thinking about
an injury, whereas others are thought to involve
more defensive or unconscious processes, such as
denying one’s injury (Bijttebier et al 2001).

Anxiety sensitivity

A dispositional tendency to fear the symptoms of
anxiety because of a fear of the associated negative
consequences of such symptoms has been termed
“anxiety sensitivity.” These harmful negative
anxiety consequences might include anticipated
psychological (e.g., inability to concentrate and for-
getfulness), social (e.g., humiliation due to flushing
of the cheeks), or somatic (e.g., an upset stomach)
consequences. Higher anxiety sensitivity plays a
role in the fear and avoidance responses of chronic
musculoskeletal pain clients, such that they are
more likely to experience pain-related fear, negative
affect, and avoidance behavior; in addition
they report greater use of analgesic medication
(Amundson et al 1999).

COGNITIVE-DEVELOPMENTAL LEVEL

Children and adults are different in many ways that
relate to their psychological responses to injury and

illness, such as their cognitive-developmental level
(Wiese-Bjornstal 2003). Children’s conceptions of
illness and the associated treatments, for example,
are not necessarily simpler versions of adult
conceptions (Brannon & Feist 2000, Hansdottir
& Malcarne 1998, Kalish 1996). Children’s early,
unpleasant experiences with medical treatment
may be cognitively and emotionally generalized
to future interactions with the medical system
(Dahlquist et al 1986). Younger children may also
have misconceptions about their health problems
and why things happen. For example, sustaining ill-
ness or injury might be viewed as punishment for
something they have done, or they might think that
having to go to therapy for treatment is a punish-
ment for being bad. Younger persons in general
have more immediate, current concerns about
their health, such as how they feel right now and
whether their activities are impaired. Older persons
are concerned with current difficulties but also
express greater concern for their future health and
lifestyles.

GOAL ORIENTATIONS AND MOTIVES

The reasons or motives that people have for engag-
ing in their life activities can affect their adjustment
to health events. For example, people who are
highly motivated toward maximum achievement in
their professions or who are exclusively focused on
specific goals in life might be more traumatized by
injuries that impede their progress than those who
have more broad-based motives about their work
and feel that they would also be happy engaging
in alternate forms of employment if necessary.
Understanding the goals and motivations of clients
might help the therapist better empathize with their
responses when injured or ill.

SOCIOCULTURAL FACTORS

In the broader context of people’s lives, normative
expectations affect both their responses and behav-
ioral choices. For example, in the time-pressed
American culture people often show up for work
even when ill with something transmittable, almost
assuring that whatever it is that they have will be
passed along to others. People simply feel that
things cannot go on properly without them being
there, believe the corporate or work culture in which
they are employed demands they be at work regard-
less of uncontrollable events like illness, or find their



Psychological responses to injury and illness

27

life circumstances such that they cannot take time off
from their other responsibilities, such as caring for
their own families. Within the context of physical
activity and sport, for example, the prevailing nor-
mative ethic is that in order to be a true athlete, con-
tinued participation in exercise sessions or sporting
pursuits is necessary even when injured or ill. One
who chooses to rest in order to allow recovery is con-
sidered undisciplined, undedicated, or weak. This
climate may exist in employment situations as well.
Conversely, there may be incentives in the work
environment that reward people for resting beyond
that which might be needed; for example, studies of
workmen’s compensation situations have found
that when factors such as pending litigation and
ongoing financial gain without working exist, then
the injured person may be likely to return to work
more slowly.

SPECIFIC PSYCHOLOGICAL RESPONSES
TO INJURY AND ILLNESS

Having highlighted some of the pre-existing condi-
tions and dispositions of clients that influence their
responses to injury or illness, the next section con-
tains a description of some of the common cogni-
tive, emotional, and behavioral responses observed
in medical illness or injury situations as they might
be encountered by a physical or manual therapist
(Rusch et al 2002). Figure 3.4 provides an overall
example for a chronic pain client of how the com-
plex system of interrelated personal and situational
factors might fit together in the context of a medical
experience.

COGNITIVE APPRAISAL AND RESPONSES

As discussed earlier, a client’s assessment of a stress-
ful situation (cognitive appraisal of the meaning of
the situation for personal well-being) results in initial
cognitive reactions to a medical event, and second-
ary cognitive responses to the diagnosis, treatment,
and rehabilitation of the medical problem. Percep-
tions of stress can impair cognitive functioning;
the cognitive appraisal in turn affects emotional
responses, physiological reactions, and behavioral
choices. The general view at present is that cogni-
tions and emotions are closely interwoven, and their
separation for purposes of this chapter is somewhat
arbitrary, but it is done with the purpose of helping
therapists understand the contributions of both.

Identity

Before the occurrence of a medical event, individu-
als have established identities relative to their roles
in such areas as the workplace, home life, parenting
or other caretaking responsibilities, and leisure
activities such as sport, travel, or music. In addition
to disrupting their personal lives, a medical event
disrupts identities in other ways, such as by limiting
their ability to do their jobs or earn a living, take
care of others for whom they feel responsible, or
engage in valued leisure activities. Beyond disrupt-
ing these important roles, medical events may
threaten their very identities, particularly for those
who define themselves by the things that they can
physically do. When valued things can no longer be
done core identities are shaken. This can lead to
significant psychological distress in the absence of
strong self-perceptions that are not reliant upon the
ability to do things, but rather that rely on who one
is (i.e., one’s personality, character, and spirit) as the
basis for identity. The therapist’s role might be to
reaffirm admired qualities in their clients.

Coping

The coping process involves managing the per-
ceived discrepancy between the demands of a situa-
tion and the available personal and social resources.
Cognitions play an important role in appraising,
responding to, and making choices about how to
cope with the situation. Experiential, sociocultural,
and gender influences are apparent in the selection
of coping styles. The general research findings have
been that individuals use a wide variety of coping
strategies to manage life events, and methods of
coping may differ under short-term versus long-
term events. Coping strategies are not inherently
adaptive or maladaptive (Lazarus 1993), but their
effectiveness varies based on the individual and the
situation. Table 3.1 provides a very broad overview
of some of the coping strategies that are employed
by clients in medical situations. A general indication
of the cognitive, emotional, and/or behavioral goal
of the strategy is also described.

While reinforcing that there is individual vari-
ability in the use and efficacy of these coping strate-
gies, some specific medical research has suggested
that there may be desirable or undesirable medical
consequences associated with specific strategy use.
For example, a strategy of denial, defined as a
refusal to believe in or act upon the existence or seri-
ousness of the illness, was associated with greater
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Figure 3.4 Levels of influence on the psychological responses and behavioral choices of people with chronic pain

disruption in social relationships and greater per-
ceived illness burden among clients with chronic
fatigue syndrome (Ax et al 2001). Coping strategies
have also been found to be related to immunologi-
cal consequences. In particular, the use of repres-
sion, denial, escape-avoidance, and concealment
strategies in coping with a medical event have been
found to disadvantage immunity (Kiecolt-Glaser et
al 2002). Strategies such as positive reappraisal and
social support engagement have, in general, been

found to be related to psychological well-being (Ax
etal 2001).

One type of dysfunctional pain coping deserves
mention at this point relative to its specific occur-
rence in the types of medical situations seen by
physical and manual therapists. Cognitions and the
associated emotions involving an “exaggerated neg-
ative appraisal of pain sensations” have been labeled
“catastrophizing” (Sullivan et al 2000); the interre-
lated dimensions of which are the tendency toward
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Table 3.1

Some common coping strategies in medical situations

Coping strategy

Description

What's the person trying to do?

Comparing with something worse

Downward comparison

Positive thinking
Positive framing
Positive reappraisal
Comforting self-talk

Distancing
Disengagement
Escape-avoidance

Distracting attention
Behavioral distraction
Cognitive distraction
Social diversion

Accepting the situation

Seeking social support

Maintaining control

Sense of control

Capacity

Relying on personal capacity

Direct tension reduction
Pain-relieving actions

Active processing of the
situation in which injury or
illness occurred

Unconscious self-deception
Ilusion
Positive self-assessments

Devices and tricks
Concealment
Repression

Compare a stressful medical event with

a worse outcome of the accident, with a
worse situation when the accident took
place, or with a person who is worse off than
oneself

Focus on real or imagined positive aspects of

the problem or focus on positive benefits that

might accrue via one's experience of the
situation

Keeping problems at a distance; avoiding
immediate response threat

Divert attention from the problem; keeping
busy with other cognitive and behavioral
activities

Trying to make the best of the situation

Manage emotional and tangible problems by
relying on help from others

Keeping a sense of one's own capacity to
manage problems; using tangible strategies
for eliminating problems posed by physical
limitations

Strong belief or efficacy in one's own
capacity to manage difficult situations

Using symptom-directed strategies to
moderate distress

Taking painkillers, massage or elevation of
injured part

Distracting attention from pain

Trying to find an explanation for why it
happened; revisiting the location of the
injury occurrence; analyzing the situation

Unrealistic assessments or evaluations of
the injury or illness; overly optimistic
self-assessments

Conscious or subconscious attempts to hide,
repress, and trick oneself and others into
thinking that there is no problem

Cognitively alter the meaning of the
situation to make it seem less stressful or
to put it in context

Cognitively reduce the degree of threat
presented by the situation, by viewing
situation as a challenge rather than as a
threat; construing a stressful encounter in
positive terms

Cognitively using a strategy to avoid the
immediacy of the threat; behaviorally
distancing oneself

Cognitively and behaviorally distracting
oneself in order to minimize and manage
negative emotions

Cognitively accepting what has happened
and seeing what positives might come out
of the situation

Cognitively believing that help is available
if needed; behaviorally actually requesting
and receiving help from others

Cognitively feeling in control by
behaviorally doing things for oneself as
much as able; behaviorally doing things
for oneself by adapting strategies and
supplies as needed to accommodate
physical limitations

Cognitively reinforcing their own mental
toughness or control over their responses

Behaviorally relying on substance use
Behaviorally or cognitively managing pain

Cognitively put one's mind more at ease
about what happened and why it
happened (perceived cause)

Cognitively holding beliefs that serve the
purpose of maintaining personal well-
being and hope

Cognitive and emotional self-protection

Continued
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Table 3.1

Some common coping strategies in medical situations — cont'd

Coping strategy Description

What's the person trying to do?

Denial
Behavioral avoidance
Cognitive avoidance

Refusal to believe in or act upon the existence
or seriousness of the illness or injury

Cognitively denying the injury or illness;
behaviorally continuing to do everything
that one did before as if not injured/fill

Based on information derived from Ax et al 2001, Gustafsson et al 2002, Hadjistavropoulos et al 1999, Hadjistavropoulos et al 1998, Kiecolt-

Glaser et al 2002, Sarafino 2002, Smith et al 1990b.

undue focus on pain sensations, magnification of the
threat of pain sensations, and a perceived powerless-
ness to control one’s pain intensity. Catastrophizing
has been found to be predictive of pain perception
and emotional distress (Severeijns et al 2001,
Sullivan et al 2000), such as more overt pain behav-
ior, pain-related disability, and use of pain medica-
tions (Keefe et al 2001). These overt displays of
catastrophizing may be intended as a means by
which to communicate emotional need and desire
for support from others (Keefe et al 2001).

Cognitive perceptions of the effectiveness of cer-
tain coping strategies are related to coping behaviors
and choices. The implication, again, is that one area
of intervention would be to identify irrational beliefs
about the effectiveness of certain techniques. Clients
are likely to be more willing to employ coping strate-
gies that they perceive to be effective. As discussed
earlier, the effectiveness of different strategies varies
based on the person, situation, and medical event, so
it advantages therapists to familiarize themselves
with a broad range of coping strategies and choices
to offer to clients stuck in the rut of relying on their
perhaps ineffective dispositional coping tendencies.
Coping strategies can be adjusted to the individual
client, and result in the client being an active collabo-
rator, which results in greater perceptions of agency
or control. Responses to injury /illness are a dynamic
process and different coping strategies and efforts
are needed at varying points in the temporal process
of recovery and rehabilitation.

Optimism/pessimism

Having optimistic views of life, holding positive
expectancies, and behaving in positive ways have
beneficial implications for both physical and mental
health and well-being. Optimism, a tendency
toward focusing on the positive features in life,
involves using more active coping strategies and
asserting more control over difficult circumstances.
Physically, an optimistic state is linked to better
immune system functioning, faster recoveries from

surgery, and less frequent re-hospitalizations fol-
lowing medical procedures (Mahler & Kulik 2000).
Optimism and pessimism (defined as a negative
bias in perceptions and expectations) should be con-
sidered not as functional opposites but as separate
constructs. In a study of older coronary bypass sur-
gery clients, for example, it was found that lack of
pessimism was more predictive of positive affect,
pain, and functional status over time than was opti-
mism (Mahler & Kulik 2000). These authors also
implied a dynamic nature to this relationship in
finding that the roles of optimism and pessimism
may be different at different points during the
recovery process.

Unrealistic optimism can potentially be a danger
to health. This might occur, for example, when un-
realistically optimistic individuals underestimate
their chances of suffering negative consequences,
and thus, become less concerned about taking
actions to prevent them; the thought is “it won’t
happen to me.” For example, an unrealistically opti-
mistic athlete might not believe she is in danger of
more permanent injury by continuing to play when
mildly injured, and thus, she does not heed recom-
mendations to rest and rehabilitate.

Control

A more dispositional dimension of control related to
health events is something termed “health locus of
control.” The basic loci of control are internal and
external. Those with an internal health locus of
control have a strong sense of control over health
events, a locus that helps them adjust to being
injured or ill and promotes their ultimate recovery.
Those with an external health locus of control
believe they have little control over their health,
and as a consequence adopt more pessimistic
approaches leading to poorer health habits and
more illnesses. In addition, they are less likely to
take active steps toward treating illness or injury.

In general, an increased sense of personal control
can reduce the strain that results from stressors, in
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turn leading toward a more positive psychological
adjustment. Different types of control relevant to
the illness or injury situation include behavioral,
cognitive, decisional, and informational (Sarafino
2002). Behavioral control refers to the ability or
opportunity to take action, such as the opportunity
to engage in gradually increasing levels of physical
activity and exercise. Cognitive control refers to the
ability to use cognitions to modify stressor effects,
such as viewing a rehabilitative situation as a
challenge rather than a threat. Decisional control
refers to the ability to choose among possible
courses of action, such as when the therapist offers
some options relative to rehabilitative tasks.
Informational control refers to the ability to get
knowledge about the stressful event, such as when
pamphlets outlining the nature of the injury and the
rehabilitative protocols are offered to clients.

The degree of perceived control interacts with sit-
uation predictability to affect the basic coping style
of the client. A general coping strategy of monitor-
ing is more likely when there is both high controlla-
bility and predictability; in general, monitoring
would be thought to be a more desirable strategy if
prediction and control over processes and outcomes
is possible for that unique medical event. The com-
bination of low predictability and controllability is
more likely to result in the general coping strategy
of blunting (Bijttebier et al 2001). Thus, for example,
therapists might be able to help clients gain a better
understanding of the expected stages and outcomes
of progress with therapy as well as allowing them
control over treatment options when possible.

Self-perceptions

Self-perceptions are often affected by illness or
injury situations. For example, clients” confidence in
their physical abilities may deteriorate as a result of
the restrictions and limitations placed on their bod-
ies during rehabilitation. Clients with higher reha-
bilitative self-efficacy (i.e., confidence in their ability
to complete rehabilitative activities) are more likely
to adhere to treatment protocols (see Chapter 4),
another example of how cognitions can relate to
overt behavioral responses. The implication for
therapists is to enhance the self-efficacy of clients,
such as by adjusting rehabilitation goals to be incre-
mental, challenging, and realistic.

Self-efficacy is also part of a constellation of
characteristics comprising what has been termed
“resilience.” People high in self-efficacy, personal
control, and optimism are more likely to view stres-

sors as causing less strain, to exhibit better mental
and physical health, and to recover more quickly. In
other words, they are more resilient to life’s chal-
lenges, such as health events. Realizing that there is
a dispositional component to resilience that is inher-
ent in the client, it is still possible to structure the
therapeutic situation to offer clients opportunities
for enhanced perceptions of control, efficacy, and
optimism. It is also important for therapists to
demonstrate these characteristics in client interac-
tions, such as by displaying a competent, confident,
and positive manner that engenders the same in the
clients.

[liness cognition/illness attributions

The clients’ cognitive assessments about the causes,
meaning, and salience of medical events affect their
subsequent responses and choices. Thus, their
beliefs and expectations about their injury/illness
status and their treatments (illness cognitions) affect
their emotional and behavioral responses. The accu-
racy of their attributions for injury or illness causal-
ity (illness attributions) is also related to their
emotional responses. For example, clients are likely
to have more negative beliefs and emotions if they
believe that they are in some way to blame for their
medical situation. Inaccurate attributions for injury
or illness causality also can limit their beliefs
about the efficacy of therapeutic treatment, leading
to behavioral limitations such as avoidance of
treatment.

Faith and religious beliefs

Koenig's (1997) review of over 1000 studies on the
relationship between religion and health found that
religious involvement can positively affect health
by enhancing social support, alleviating stress, and
promoting healthy practices. Psychological vari-
ables such as perceptions of stress and anxiety delay
healing through their immune and neuroendocrine
consequences. Psychological interventions lessen
the effects of stressors and improve physical recov-
eries (Kiecolt-Glaser et al 2002). If the intervention
of religious faith can aid in the reduction of stress
and anxiety, one would expect corresponding phys-
ical and mental health benefits. There is also strong
evidence that social support can moderate the
effects of psychological stress, and one of the pri-
mary benefits of religious affiliation and activity is
the maintenance of a social support network.
The implication for therapists is to recognize
that for many clients their religious belief systems
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affect their cognitive, emotional, and behavioral
responses to injury.

EMOTIONAL RESPONSES

Some of the common affective reactions and
responses to illness and injury include the more
negative emotions of fear, anxiety, sadness, and
anger, as well as the more positive emotions of
hope, courage, and calmness. These emotional reac-
tions and responses affect physiological functioning
as well as behavioral choices. For example, emo-
tional states affect human pain reactivity (Rhudy &
Meagher 2000) as well as compliance with physical
activity behaviors. In general it has been found that
more negative emotions such as pessimism and
depression are related to impaired immune func-
tioning, and more positive emotions such as opti-
mism and hopefulness boost immune function. It is
also true that some negative emotional responses
might be considered as normal and expected
following a medical event. Emotional expression,
be it the expression of positive or negative
emotions, is important in the process of adapting
to illness/injury and the associated life changes
(Bowman 2001). For example, it seems perfectly rea-
sonable for a person sustaining serious injury in an
automobile accident to report some sadness over
the incident and anxiety about what is to come. It is
important that with time, however, these negative
emotions gradually resolve and are replaced by
more positive emotions that can more effectively
help in the psychological management of the
recovery process.

Mood states

Mood state responses to injury often stem directly
from cognitions, and change dynamically through-
out the injury/illness and recovery process. Some of
the most commonly noted mood states postinjury
include tension, sadness, and frustration (Smith
1996, Smith et al 1993). Other moods commonly
observed include boredom (particularly during
long rehabilitative periods), anger, and fatigue
(Morrey et al 1999, Smith 1996). Many clients, how-
ever, also respond to injury with more positive
mood states, such as anticipation, vigor, and relief.
Research in the sport injury field has found that
mood states fluctuate across the time course from
injury through recovery and return to activity, with
overall reductions in mood disturbance paralleling
perceptions of recovery (Smith et al 1990a, 1993).

Looking only at measures of total mood distur-
bance over the time course of a medical experience
masks the subtleties of individual mood-state
changes (Morrey et al 1999, Wiese-Bjornstal 2001).
Early in an injury cycle, for example, a client might
feel greater sadness, tension, and anger. Over the
course of time, the predominant moods may reflect
boredom, frustration, and isolation as one feels
more able to resume physical activity than actual
recovery would allow and as social support sources
gradually withdraw. An interesting finding has
been that at the time of being given the go ahead to
return to activity such as work or sport (Morrey et al
1999), rather than feeling the positive mood states
that might be anticipated, many individuals report
a return to more negative moods such as apprehen-
sion and worry about their ability to perform once
again in a valued setting, and avoid re-injury.

Fear and anxiety

Fear is typically used to describe the emotional reac-
tion resulting from an immediate, real, and pres-
ent threat. Anxiety is thought of as an emotion
related to the cognitive anticipation of a future
undesired threat. Fear has been found to increase
pain thresholds (a stress-induced analgesia) whereas
anxiety has been found to decrease them (Rhudy &
Meagher 2000). Anxiety has been related to increased
pain reports in clinical settings. Clients with high
trait anxiety or generalized anxiety demonstrate
increased attention to pain (hypervigilance) and
greater perceived intensity of pain than do their
counterparts with lower anxiety (Rhudy & Meagher
2000).

In considering negative emotional responses,
Bowman (2001) suggested that “fear and sadness
are discrete emotions associated with specific life
events . . . whereas anxiety and depression are a
complex combination of emotion and thought”
(p 258). He further suggested that anxiety and
depression be thought of as psychopathological
responses to medical events, and thus abnormal,
whereas other negative moods or responses such as
fear, sadness, or anger are normal emotions that
might be expected when reacting to medical events.
The point is that treating all negative emotional and
mood state responses as abnormal and in need of
psychological intervention is premature, and does
not acknowledge the normal feelings that people
work through when deciding how to meet unex-
pected challenges in life. When these normal
responses become abnormal and in need of specific
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interventions is a function of the frequency, inten-
sity, and duration of the emotional experiences.

To illustrate once again how interactive the cycle
of cognitions, emotions, and behaviors is, consider
the case of chronic pain. As illustrated in Figure 3.5,
worry (cognition) and fear (emotion) have been
linked to avoidance (behavior) in chronic pain.
Another more extreme example would be that of
post-traumatic stress disorder. Post-traumatic stress
disorder (PTSD) can result as a consequence of an
encounter with an extremely severe stressor. The
initial reaction to this severe stressor does not dissi-
pate but leads to recurring responses characterized
by high arousal (as manifested in difficulty sleeping
and concentrating), frequent reliving of the event,
and being unresponsive to other people. Recent lit-
erature suggests that chronic pain — frequently a
result of work-related injuries or motor-vehicle acci-
dents — is often comorbid with PTSD (Sharp &
Harvey 2001). This constellation of intrusive cogni-
tions, hyperaroused emotions and physiology, and
avoidance behavior provides another example of
the cycle of cognitions, emotions, and behaviors in
the context of a medical event.

Emotional distress and somatic complaints

Subscales on certain psychological inventories,
such as the Minnesota Multiphasic Personality
Inventory-2 (MMPI-2), are used as indicators of
psychological adjustment. The neurotic triad of
subscales on the MMP1 is relevant to understanding
the psychological responses of clients to medical
events (Vendrig 2000). The neurotic triad is reflected
in scores on three subscales: hypochondriasis (pre-

Greater restriction
of range of motion

Greater expectation

and overestimation
Maladaptive of pain
psychological

response to pain

Greater fear
and anxiety

Figure 3.5 Cognitive expectation, anxiety, and avoidance
behavior in chronic pain

occupation with and complaints about physical
health), depression (feelings of unhappiness, pes-
simism, and hopelessness), and hysteria (tendency
to cope with problems by using avoidance strate-
gies and developing physical symptoms), again
reflecting the cognitive, emotional, and behavioral
links.

When in pain due to illness or injury, some clients
display elevated neurotic triad scores. The illness
attitudes (Hadjistavropoulos & Amundson 1998)
and beliefs of clients may also provide evidence of
hypochondriasis and somatization, forms of abnor-
mal behavior in which “subjective symptomatology
is present in a degree disproportionate to objective
signs and pathology” (Currie et al 1999, p 19). These
evidences of abnormal illness behavior are often
associated with clinically significant levels of
depression (Peveler et al 2002) and anxiety. In pro-
tracted injury recovery experiences, for example,
where negative mood states have frequently been
documented, one might expect that these mood
states influence health beliefs and behaviors. The
presence of multiple somatic complaints can lead to
a salient manifestation of emotional distress, which
can prolong a pain state via the associated tension
and bodily distress (Vendrig 2000).

Kinesiophobia

The term “kinesiophobia” has been used to describe
a “fear of physical activity stemming from the belief
that it will lead to pain, injury, or reinjury”
(Amundson et al 1999). In the case of chronic back
pain, for example, it has been found that pain-
related fears about physical and work-related activ-
ities are more predictive of disability and work loss
than are biomedical measures of pain (Amundson
et al 1999). Thus, pain beliefs (cognitions), pain fear
(emotions), and pain avoidance (behavior) are
interrelated.

In addition to specific fears about resuming
physical activity, many of those with chronic
musculoskeletal pain also fear other situations not
necessarily associated with pain such as social activ-
ities. They minimize or avoid involvement in social
activities, in part in order to avoid any cues that
might be associated for them with increased arousal
or fear.

Emotional requlation strategies

In order to regulate one’s emotions, one must first be
able to identify them. The term “emotional approach
coping” has been used to describe recognition,
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acknowledgment, and expression of one’s feelings
(Keefe et al 2001). Greater use of emotional approach
coping relates to better health (Stanton et al 1994).
Emotional inhibition, failing to experience or express
emotions, is associated with poorer health (Keefe et
al 2001, Stanton et al 1994). The long-term avoidance
of certain thoughts and emotions is associated with
poorer psychological adaptation.

The clinical term “alexithymia” has been used to
indicate a pattern observed in some clients with
difficulty in identifying their own emotional feel-
ings, differentiating emotional feelings from other
physical sensations, and communicating emotional
feelings to others (Keefe et al 2001). The person
exhibiting this pattern typically experiences nega-
tive affect, impaired social relationships, and detri-
mental physiological changes (Keefe et al 2001).

The salient point for therapists is that acknowl-
edging, recognizing, and managing emotions
underlies the ability to negate their impact on pain,
injury, and illness. Unacknowledged and unex-
pressed emotions have negative health-related con-
sequences that inhibit rehabilitation and recovery.

Grief

The actual state and /or cognitive perception of hav-
ing lost something, such as health, can be a stressful
event with subsequent emotional responses. This
stressful event is often called “bereavement,” and is
typically thought of relative to the loss of a loved
one or other form of interpersonal loss, although in
the context of this chapter the loss of health might
be considered as an intrapersonal loss. Grief is
the term used to reflect emotional reactions and
responses to bereavement. Grief is normal and
expected when faced with a loss. It can also become
abnormal and even pathological, however, when
manifested as masked, delayed, or debilitative
expressions of grief (Stroebe et al 2000). “Mourning”
as a term is used to reflect the behavioral expres-
sions of the emotional grief. Thus, once again we see
a cycle of cognitions (sense of loss), emotions (grief),
and behaviors (mourning) that characterize a
psychological process.

The majority of bereaved individuals exhibit nor-
mal grief, that is, they exhibit “moderate disruptions
in cognitive, emotional, physical, or interpersonal
functioning during the initial months after a loss”
(Bonanno & Kaltman 2001, p 709). Concomitant to
this process, most individuals also experience some
positive thoughts and emotions related to the loss.
Although the clinical grief literature does not focus

on intrapersonal losses (losses within oneself such as
a loss of identity or status, loss of personal health),
many of the characteristics of grief can be present
in these losses as well. For example, cognitive
disruptions such as confusion and preoccupation,
identity disturbance, disrupted futures, and
searches for meaning characteristic of grief experi-
ences (Bonanno & Kaltman 2001) can occur among
those experiencing personal loss of health. Emotional
malaise or dysphoria, characterized by negative
emotions such as anger, irritability, hostility, guilt,
and sadness as well as other emotions such as yearn-
ing or loneliness, is also typical of the process of
grieving (Bonanno & Kaltman 2001) and appear
within injured or ill populations as well. Somatic
manifestations of grief include digestive difficulties,
insomnia, and restlessness, and social withdrawal
and feelings of isolation associated with grieving
can further affect the adjustment process. Positive
responses are also characteristic of the grief process,
including positive cognitions such as a sense of free-
dom, positive emotions such as feeling comforted,
and positive behaviors such as seeking out and
using social support networks.

BEHAVIORAL RESPONSES

Behavioral responses include such overt actions as
adherence or compliance to treatment regimens, use
of psychological skills (e.g., mental imagery, goal set-
ting, anxiety management), use of social networks,
risk-taking behaviors, and the effort and intensity
with which the client pursues rehabilitation.
Cognitive appraisals and emotional responses of
clients will influence their actual behaviors. Clients
who adhere to rehabilitation, use psychological skills
to manage pain and direct energies, effectively use
available social support, reduce risk taking behaviors
that inhibit rehabilitation, and pursue rehabilitation
goals with optimum effort and intensity are more
likely to recover effectively than those who do not
engage in these actions (Wiese-Bjornstal et al 1995).
Because other chapters in this text specifically
explore these behaviors (see Chapters 5 and 16), the
following section is brief and intended to serve the
purpose of providing examples of behaviors that are
influenced by the cognitive and emotional responses
of clients to medical events.

Social-support-seeking behavior

Social support comprises the perceived help and
caring that individuals receive from others. In
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general, people with a high degree of social support
are healthier and live longer. Social support can
have a direct influence in benefiting health regard-
less of the amount of strain experienced or may
serve the function of buffering a person against the
negative health effects of high strain (Bianco 2001,
Chwalisz & Vaux 2000).

Whether or not clients engage in the behaviors of
seeking out and making use of available social sup-
port is related to factors such as their personal quali-
ties, their potential providers or sources of social
support, and the available forms of support.
Personal qualities affecting clients” use of support,
for example, might be their introverted /extroverted
dispositions, willingness to ask for help, or willing-
ness to let others help them. Potential providers
of support may include family members, personal
friends, professional colleagues, medical pro-
fessionals, or mental health professionals. Forms
of support are often characterized as emotional/
social, informational, and tangible. Emotional sup-
port could best be provided by close friends and
family, and involves emotional disclosure as well as
social engagement. Informational support, such as
providing verbal and written information about the
nature of the injury and rehabilitation program
worded in a way that clients can understand is a very
basic, yet often overlooked and underestimated,
form of support. Tangible or material support is rou-
tinely provided by therapeutic personnel, such as
providing physical therapy and needed medical
supplies, or helping to arrange transportation.

Not all social support is perceived positively by
the recipient. Social support might be perceived as
pressure rather than as support, or may, however
well-intentioned, enable the client to avoid chal-
lenges that need to be faced. For example, among
clients with chronic pain, it has been found that with
solicitous and supportive spouses, clients are not
only less likely to do things for themselves but also
more likely to report greater pain (Chwalisz & Vaux
2000). So, even though social support is used, it does
not achieve the ultimate goal of helping clients back
to functioning, independent states. Social reinforce-
ment for pain behavior can result in more pain, more
disability, and less physical activity.

Emotional disclosure

Engaging in the behavior of disclosing and express-
ing one’s emotions has been found to be helpful in
altering negative emotions (Keefe et al 2001).
Because of their underlying dispositions and per-

sonalities, some clients are already quite comfort-
able disclosing their emotional responses to others.
Many, however, are not comfortable with such dis-
closure, whether based on cultural norms, family
style, or personal introversion. Helping people
engage in the behavior of expressing emotions can
help in emotional regulation and pain control
(Keefe et al 2001). Writing or talking about emotion-
ally traumatic experiences has been found to result
in benefits such as reduced stress perceptions,
reduced negative feelings, and improved health
(Sarafino 2002). Although the physical or manual
therapist would not be the primary target of such
emotional disclosure, it would seem helpful to
inquire about the client’s well-being during a visit.

Adherence behavior

One specific type of behavior essential for success-
ful rehabilitation is adherence behavior, or actually
sticking with the treatment and rehabilitation proto-
col and plan. Multiple factors have been suggested
as influencing adherence behavior (Heil 1993),
including personal factors (e.g., anxiety, confi-
dence), social factors (e.g., therapy room climate,
social support), and physical factors (e.g., pain,
recovery progress). Psychological and social
factors related to poor adherence might include
somatic anxiety, low treatment confidence, low
self-motivation, and limited social support.
Psychological and social factors predicting success-
ful adherence include client perception of need for
particular intervention, expectation for a positive
outcome, belief that benefits of rehabilitation out-
weigh the costs, and a sense of active involvement
in treatment (Heil 1993). Thus, in order to achieve
optimal adherence to physical and manual therapy,
consideration must be given to the psychological
and social climate created in the therapy room. For a
more detailed account of adherence to rehabilitation
see Chapter 4.

Malingering behavior

Another behavioral response consideration
involves malingering behavior, or continuing to
seek out and remain in the medical setting by
presenting with symptoms of discomfort or
physical distress when there is no longer an identifi-
able underlying pathology or need for treatment
(Rotella et al 1993). Malingering behavior has been
described as a psychological adjustment to negative
circumstances, in which there is some sort of incen-
tive to remaining in the medical setting. External
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incentives might, for example, be the care and atten-
tion received in the therapy setting, the alleviation
of fear by having someone continue to monitor
one’s physical recovery, or the avoidance of return
to work or responsibility required when healthy.
People who appear to malinger may do so as a
result of a need for attention or because of fear
(Rotella et al 1993); once again, it is apparent that as
in the cyclic model, thoughts are affecting emotions
and behaviors. Therapists cannot discount out of
hand the clients’ claims of injury because there may
be an as yet undetected underlying physiological
cause, but they must also recognize that there are
many possible reasons for malingering behavior
related to the moderating factors, cognitions, and
emotions.

SUMMARY

Physical and manual therapists should recognize
that there is much more to treating clients than
managing their physical symptoms alone. Both the
physical and mental recoveries of clients depend
upon the skillful understanding and management
of their overall lives, including their internal psy-
chological lives and their external social lives. Each
member of the treatment team can contribute
toward this goal.

The research data tell us that both the state of
clients’ personal and social lives and their interpre-
tations of, and responses to, medical events are
characterized by a wide variety of thoughts, feel-
ings, and behaviors that have a direct bearing on the
success with which they rehabilitate and recover.
Thus, the effective physical and manual therapist
cannot afford to avoid playing their role — within the
boundaries of expertise and ethics — in the psycho-
logical management of client responses.

Other chapters in this text are devoted to the elab-
oration of various intervention strategies, but the
general point of this chapter was to clarify how
essential it is for physical and manual therapists to
recognize the powerful influence that thoughts, emo-
tions, and behaviors have on rehabilitation. The role
of therapists encompasses a variety of intervention
paths and strategies suggested by our understanding
of the psychological responses of clients to injury and
illness as illustrated in Figure 3.6. There are some
clients for whom the routine practice of effective
physical and manual therapy will provide sufficient
intervention to enable rehabilitation and recovery,
whereas others will require a bit of added assistance
from other members of the healthcare team but still
will reflect responses within normal or subclinical
ranges. For a third subset of clients, the assistance of
specialized mental healthcare providers will be help-
ful in facilitating their psychological adaptations.
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INTRODUCTION

In the preceding chapters, important roles were
ascribed to psychological factors in the occurrence
of and responses to the sorts of injuries and illnesses
for which practitioners of the physical and manual
therapies are likely to be consulted. Psychological
factors can also have an impact on key processes
and outcomes in the rehabilitation of physical con-
ditions. The purpose of this chapter is to examine
three aspects of rehabilitation with prominent
psychological components: adherence to rehabilita-
tion, client-practitioner relationships, and psy-
chological readiness to return to pre-injury or
pre-illness activity.

ADHERENCE TO REHABILITATION

As defined by Meichenbaum & Turk (1987), adher-
ence is an “active, voluntary collaborative involve-
ment of the patient in a mutually acceptable course
of behavior to produce a desired preventative or
therapeutic result” (p 20). Although the terms adher-
ence and compliance are often used interchangeably,
adherence is used in this chapter because compli-
ance has the connotation of a more passive role
of patients or clients carrying out the requests of
healthcare practitioners (Meichenbaum & Turk
1987). Depending on the physical condition when
undergoing rehabilitation and the characteristics of
the treatment regimen, the specific behaviors consti-
tuting adherence in the context of rehabilitation
vary widely. Adherence behaviors of relevance
to the physical and manual therapies include
attending and actively participating in clinic-based
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rehabilitation appointments, avoiding potentially
harmful activities, wearing therapeutic devices
(e.g., orthotics), consuming medications as pre-
scribed, and completing home rehabilitation activi-
ties (e.g., exercises, therapeutic modalities).

Although adherence would seem to be vital to
the success of rehabilitation programs, relatively
few intervention studies in the rehabilitation litera-
ture have included indices of adherence (Nicholas
1995). In a recent review of adherence to sport injury
rehabilitation regimens, Brewer (1999) indicated
that adherence rates ranging from 40% to 91% were
obtained in six studies that used several different
methods to assess adherence. Adherence rates in the
general medical literature have varied even more
substantially, with a range of 4% to 92% across a
wide range of medical conditions and treatment
regimens (Meichenbaum & Turk 1987).

MEASUREMENT OF ADHERENCE
TO REHABILITATION

Reflecting the diverse array of behavioral require-
ments of treatment programs in the physical and
manual therapies, numerous measures of adher-
ence to rehabilitation have been developed. Some
rehabilitation adherence measures pertain to behav-
iors occurring in clinical settings, whereas other
adherence measures address behaviors occurring
away from the clinical environment.

Clinic-based measures of adherence
to rehabilitation

The simplest and most convenient measure of
adherence to the clinic-based portion of rehabilita-
tion programs is attendance at appointments sched-
uled with rehabilitation practitioners. Typically
calculated by dividing the number of rehabilitation
sessions attended by the number of rehabilitation
sessions scheduled, attendance indices are useful
for identifying clients who are having difficulties
showing up for clinic appointments. Nevertheless,
because clients tend to be present for the vast major-
ity of their scheduled rehabilitation sessions and
attendance measures do not provide information
about what clients actually do during their clinic
appointments, the clinical utility of attendance
scores is limited to indicating cases of gross non-
adherence to clinic-based rehabilitation activities
(Brewer 1999).

The second main measure of clinic-based reha-
bilitation adherence is practitioner behavioral

observations and judgments. Capitalizing on their
frequent, personal contact with clients, rehabilita-
tion practitioners can observe, record, and make
judgments about the extent to which clients adhere
to rehabilitation activities occurring in the clinical
setting. Although time- and labor-intensive, observ-
ing clients at regular time intervals and recording
their behavior can yield a rich account of what
clients do during rehabilitation sessions and pro-
vide an indication of their level of adherence to the
rehabilitation program (Brewer 1999). A prime
example of a coding scheme for clinic-based rehabil-
itation activities is the Sports Medicine Observation
Code (SMOC, Crossman & Roch 1991). The SMOC
features 13 categories of behaviors that clients may
exhibit while attending clinic appointments, includ-
ing active rehabilitation, waiting, and non-activity.

In clinical settings where implementing a behav-
ioral observation system is impractical, a stream-
lined alternative method for assessing adherence
to clinic-based rehabilitation activities is to have
practitioners indicate their judgments of client
adherence immediately following each appoint-
ment. In such an approach, practitioner judgments
are presumably based on their observations of
client behavior during the preceding rehabilitation
session. The Sport Injury Rehabilitation Adherence
Scale (SIRAS; Brewer et al 2000b), which is dis-
played in Figure 4.1, is an example of a measure of
practitioner judgments of clinic-based rehabilitation
adherence.

Although the SIRAS was designed to assess
adherence to rehabilitation of sport-related orthope-
dic injuries, the items are sufficiently generic as to
be applicable to a wide range of medical conditions
and rehabilitation programs. Support has been
obtained for the internal consistency, test-retest reli-
ability, interrater reliability, factor structure, and
construct validity of the SIRAS (Brewer et al 2000b,
2002, Laubach et al 1996).

Non-clinic-based measures of adherence
to rehabilitation

Away from the clinical environment, one of the
most common features of rehabilitation programs
is home exercises designed to enhance strength,
flexibility, and other key rehabilitative attributes.
Home exercise completion has traditionally been
assessed through self-report methods, most typi-
cally by a single retrospective report (Brewer 1999).
Retrospective self-reports, however, can be subject
to bias, distortion, and inaccuracy (Dunbar-Jacob et
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Minimum effort 1 2 3

and advice?

appointment?

1. Circle the number that best indicates the intensity with which this patient completed the
rehabilitation exercises during today's appointment:

2. During today's appointment, how frequently did this patient follow your instructions

Never 1 2 3 4 5 Always

3. How receptive was this patient to changes in the rehabilitation program during today's

Very unreceptive 1 2 3 4 5 Veryreceptive

5  Maximum effort

Figure 4.1

Sport Injury Rehabilitation Adherence Scale (reproduced from Brewer et al 2000b with permission of Churchill

Livingstone). Note: The Sport Injury Rehabilitation Adherence Scale can also be used with reference to adherence tendencies in general
by using the present tense (without reference to “"today's appointment")

al 1993, Meichenbaum & Turk 1987). Consequently,
daily diaries have been used to decrease the amount
of time covered in a given self-observation of home
exercise completion and, in the process, boost the
accuracy of the account of adherence to home exer-
cises. In addition to the inherently subjective self-
report measures, objective means of assessing home
exercise completion are available. Examples of
objective indices include a motion sensor embed-
ded in an ankle exerciser in the treatment of persons
with muscular dystrophy (Belanger & Noel 1990), a
portable computer attached to a biofeedback unit in
knee rehabilitation (Levitt et al 1995), a battery-
powered monitor mounted on an ankle exerciser
(Petrosenko et al 1996), an electronic counting
device attached to a splint for individuals who have
had finger tendon surgery (Dobbe et al 1999), and
an accelerometer for persons with fibromyalgia
(Schlenk et al 2000). Additional ways of assessing
adherence to home exercise regimens involve meas-
uring knowledge of the home rehabilitation pro-
gram and quality of exercise performance (Friedrich
et al 1996, Henry et al 1998, Schoo 2002, Webborn et
al 1997). Individuals undergoing rehabilitation pro-
vide indirect evidence that they are adhering to
rehabilitation outside the clinical setting when they
are able to recall the exercises that they are sup-
posed to perform (Webborn et al 1997) or replicate
their prescribed exercises correctly (Friedrich et al
1996, Henry et al 1998, Schoo 2002). Remembering
what one should do or how one should do it is not
the same as actually doing it, so knowledge and cor-

rectness measures are better used to identify non-
adherence than to confirm adherence to home reha-
bilitation regimens. Individuals who cannot recall
or correctly perform home exercises are unlikely to
have done them consistently.

A variety of measures has been used to assess
adherence to aspects of rehabilitation outside of
the clinical environment other than home exercises.
For example, adherence to medication regimens
has been assessed through retrospective and daily
self-reports, medication measurements, pharmacy
refills, reimbursement records, biochemical and
clinical indicators, and, most recently, electronic
monitors (Dunbar-Jacob et al 1998), the latter of
which are especially desirable because they are
unaffected by limitations in memory and motiva-
tion. Adherence to recommendations to use thera-
peutic footwear (e.g., bespoke shoes, orthotics) has
been assessed through retrospective self-reports
(Donatelli et al 1988, Sawhney et al 1999), a hidden
step-counter (Olivier et al 1997), and practitioner
observation (Breuer 1994). With respect to recom-
mendations to wear or use therapeutic devices,
adherence has been measured by self-report for
splint usage (O’Carroll & Hendriks 1989), pain
response and analgesic consumption for use of
a continuous passive motion (CPM) machine
(Laupattarakasem 1988), and self-report and a
mechanical timing device for use of an orthopedic
brace (Vandal et al 1999). Adherence to a joint pro-
tection program among persons with rheumatoid
arthritis has been assessed with a measure in which
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clients’ actions while preparing a food and beverage
snack are observed and coded (Hammond &
Lincoln 1999). Although clinical outcomes have
been used as proxies for rehabilitation adherence in
some investigations, such an approach to the meas-
urement of adherence is ill-advised because it con-
founds the processes and products of rehabilitation
and yields no information about adherence to the
rehabilitation regimen (Brewer 1999, Meichenbaum
& Turk 1987). Further, some individuals may adhere
perfectly to the rehabilitation program yet show lit-
tle therapeutic gain. Conversely, other people may
show poor adherence but display enhanced clinical
outcomes (Dunbar-Jacob et al 1998).

THEORETICAL EXPLANATIONS FOR
ADHERENCE TO REHABILITATION

In the general medical literature, literally hundreds
of variables have been examined in association with
adherence to healthcare regimens (Meichenbaum
& Turk 1987). Numerous potential predictors of
adherence to rehabilitation have been investigated
as well. To facilitate an enhanced understanding of
the process by which factors influence rehabilitation
adherence, researchers have adapted theoretical
models from other areas of psychology to the
domain of rehabilitation adherence. Among the
theoretical perspectives that have been used to
guide research on variables contributing to adher-
ence to rehabilitation are the health belief model/
protection motivation theory, personal investment
theory, and cognitive appraisal models.

HEALTH BELIEF MODEL/PROTECTION
MOTIVATION THEORY

Developed a half-century ago to help understand
why people often fail to take action in ways to pre-
vent adverse health consequences (Rosenstock
1974), the health belief model (HBM) has been
applied extensively in investigations of a wide
variety of health behaviors, including adherence.
According to the model, people are more likely to
adhere to medical treatment regimens when they
view their physical problem as severe, perceive
themselves as susceptible to further negative health
effects if they do not adhere to treatment, consider
the likelihood of the treatment being effective as
high, identify few barriers to adherence, experience
few rewards for failing to adhere, and encounter

environmental cues supporting the decision to
adhere (Clark & Becker 1998). Protection motivation
theory (PMT; Prentice-Dunn & Rogers 1986) is
essentially an extension of the HBM, adding a self-
efficacy component in which people are more likely
to adhere to treatment regimens they believe them-
selves capable of performing.

Research has supported application of the HBM
and PMT to rehabilitation adherence. Taylor &
May (1996) found that perceived injury severity,
perceived susceptibility to adverse health effects
without rehabilitation, belief in the efficacy of the
treatment protocol, and rehabilitation self-efficacy
were positively associated with adherence to sport
injury rehabilitation regimens. Similarly, Brewer et
al (2003) found that four PMT components (i.e.,
susceptibility, severity, treatment efficacy, and self-
efficacy) accounted for 43% of the variance in four
measures of adherence to rehabilitation following
knee surgery. As in the Taylor & May study, greater
perceived treatment efficacy, self-efficacy, and sus-
ceptibility were related to higher levels of adher-
ence. Other studies on adherence to treatments in
the physical and manual therapies have docu-
mented the relationships with adherence predicted
by the HBM and PMT for perceptions of treatment
efficacy (Abbott et al 1994, Duda et al 1989, Fong et
al 1990, Noyes et al 1983), rehabilitation self-efficacy
(Chen et al 1999, Flynn et al 1995, Stenstrom et al
1997), and severity (Fong et al 1990, Sluijs et al 1993).

PERSONAL INVESTMENT THEORY

Maehr & Braskamp (1986) proposed personal
investment theory as a cognitive-motivational
model in which the subjective meaning of a given
behavioral context to an individual is thought to
exert a strong influence on behavior in that context.
Subjective meaning is defined by constructs (i.e.,
personal incentives, sense-of-self beliefs, and per-
ceived options) posited to reflect the interaction
between personal attributes and characteristics of
the situation in which behavior occurs. In the only
study to provide an intentional, direct test of per-
sonal investment theory in a rehabilitation context,
Duda et al (1989) found that variables representing
each of the personal investment theory construct
categories were significantly correlated with at least
one of the three adherence measures administered
to a sample of intercollegiate athletes with injuries.
Task involvement, a personal incentive variable that
pertains to the use of self-referenced standards of
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competence and success, was positively associated
with rehabilitation adherence. Sense-of-self beliefs
related to adherence were perceived social support,
trait sport-confidence, self-motivation, internal
locus of control for rehabilitation, and perceived
physical ability (all correlations were positive).
Perceived options positively associated with adher-
ence were belief in the efficacy of treatment, knowl-
edge of treatment, plans for future sport participation,
and perceived role on the team since becoming
injured.

Other studies in which personal investment
theory was not explicitly tested have provided
additional support for the model. Ego involvement,
a personal incentive variable that pertains to
using other-referenced (i.e., competitive) stan-
dards for evaluating competence and success, has
been inversely related to rehabilitation adherence
(Lampton et al 1993). Sense-of-self beliefs correlated
(positively) with adherence to rehabilitation in
investigations other than that of Duda et al (1989)
and include: self-motivation (Brewer et al 1999,
2000a, Fields et al 1995, Fisher et al 1988, Noyes et al
1983, Pizzari et al 2002), social support for rehabili-
tation (Byerly et al 1994, Fisher et al 1988, Pizzari et
al 2002), and internal locus of control for rehabilita-
tion (Abbott et al 1994, Chen et al 1999). Perceived
option variables showing significant (positive) asso-
ciations with rehabilitation adherence include belief
in the efficacy of treatment (Abbott et al 1994, Fong
et al 1990, Noyes et al 1983, Taylor & May 1996) and
plans for future return to participation (Shank
1988).

Cognitive appraisal models

With roots in the stress and coping literature
(Lazarus & Folkman 1984), cognitive appraisal
models are a family of related theoretical perspec-
tives in which cognitions and the emotions that
accompany them are ascribed a key role in influenc-
ing rehabilitation behavior. The models hold that
characteristics of the person and the situation
interact in affecting how individuals interpret (or
appraise) and respond emotionally and behav-
iorally to their physical concerns (Wiese-Bjornstal et
al 1998). Cognitive appraisal models are dynamic
and recursive in that they allow for cognitive, emo-
tional, and behavioral outcomes in rehabilitation to
change as a function of fluctuations in personal and
situational attributes.

In a recent review of research on adherence to
injury rehabilitation programs, Brewer (2001) docu-

mented the utility of using a cognitive appraisal
model approach to examine rehabilitation adher-
ence. Brewer presented evidence of correlations of a
wide variety of personal, situational, cognitive, and
behavioral variables with adherence to sport injury
rehabilitation programs. Personal factors linked
with adherence included pain tolerance, self-
motivation, and toughmindedness. Among the
situational factors correlated with adherence were
comfort of the clinical environment, convenience of
rehabilitation scheduling, and social support for
rehabilitation. Cognitive responses associated with
adherence included rehabilitation self-efficacy, attri-
bution of recovery to stable and personally control-
lable factors, and use of goal setting, imagery, and
positive self-talk. Brewer also described research
demonstrating links between emotional responses
(i.e., mood disturbance) and sport injury rehabilita-
tion adherence.

Research findings from other areas of rehabilita-
tion have paralleled those from sport injury rehabil-
itation. Age (Breuer 1994, Sluijs et al 1993), internal
health locus of control (Abbott et al 1996, Chen et al
1999) and surprisingly, the belief that powerful
others control one’s health (Abbott et al 1996) are
among the personal characteristics for which posi-
tive associations with adherence have been docu-
mented. Level of education (Sluijs et al 1993) is a
personal variable that has been negatively corre-
lated with adherence to rehabilitation (for women
but not for men). Another personal factor, gender,
has also been associated with rehabilitation adher-
ence, with men more likely to attend physiotherapy
appointments than women (Armistead 1997).

With regard to situational factors, numerous
injury-, illness-, and treatment-related variables
have been found to be predictive of rehabilitation
adherence. In particular, positive associations with
adherence have been reported for perceived seri-
ousness of illness /injury (Fong et al 1990, Sluijs et al
1993), degree of disability, medical prognosis, posi-
tive feedback from the physiotherapist (Sluijs et al
1993), level of physical functioning (Lansinger et al
1994), treatment efficacy (Abbott et al 1994, Fong et
al 1990), and assistance in completing rehabilitation
activities (Abbott et al 1994). Situational factors
negatively correlated with rehabilitation adherence
include perceived barriers to adherence (Sluijs et al
1993), duration of sick leave (Lansinger et al 1994),
pain levels (Lansinger et al 1994, Sawhney at al
1999), and self-presentational (i.e., cosmetic) motives
(Breuer 1994).
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Although there is only limited research on the
hypothesized relations among cognitive responses,
emotional responses, and rehabilitation adherence
outside of the sport injury domain, the research that
has been conducted is supportive of a cognitive
appraisal approach. With respect to the proposed
relationship between cognitive factors and rehabili-
tation adherence, self-efficacy (Chen et al 1999) and
the expectation of receiving an exercise prescription
(Schneiders et al 1998) have been positively associ-
ated with adherence in one study each, and health-
specific worries have been negatively associated
with adherence in two studies (Abbott et al 1996,
Fong et al 1990). Sluijs et al (1993) documented an
association between an emotional variable and
adherence, finding that helplessness was inversely
related to adherence across a variety of physical
conditions warranting physiotherapy.

Conclusions

Without additional research, it is too early to draw
any firm conclusions about the factors that are
most critical in affecting adherence to rehabilita-
tion regimens. Nevertheless, based on the studies
that have been conducted so far, it can be inferred
that adherence is most likely to be maximized
when clients:

1. possess personal characteristics that facilitate
sticking with a potentially challenging rehabili-
tation program (e.g., self-motivation, tough-
mindedness)

2. experience an environment conducive to adher-
ence (e.g., social support for rehabilitation, com-
fortable and convenient clinical setting)

3. perceive their medical condition as sufficiently
serious to engender concern, but are not overly
hampered by pain or emotional distress

4. attribute their health to behaviors within their
own control and

5. believe in the efficacy of their rehabilitation
programs and are confident in their abilities to
complete the programs.

ADHERENCE-OUTCOME RELATIONSHIP

The fundamental assumptions underlying the impor-
tance ascribed to adherence by rehabilitation pro-
fessionals are that the rehabilitation programs they
prescribe for their clients are effective and that fail-
ing to adhere to the programs has an adverse effect

on rehabilitation outcomes. Unfortunately, these
assumptions are not always warranted. Very few
standard clinical rehabilitation practices have
the sort of empirical evidence necessary to label
the practices as “effective” (i.e., verified by random-
ized, controlled clinical trials). Similarly, the
consequences of non-adherence on rehabilitation
outcomes are not fully understood.

In the general medical literature, positive associ-
ations between treatment adherence and treatment
outcomes have not been found on a consistent basis
(Dunbar-Jacob & Schlenk 1996, Hays et al 1994). In
the rehabilitation domain, although five studies
did not obtain evidence of a positive adherence—
outcome relationship (Cammu & Van Nylen 1995,
Friedrich et al 1998, Hahn et al 1993, Linton et al
1996, Noyes et al 1983) and two studies have even
reported negative associations between adherence
and outcome (Quinn 1996, Shelbourne & Wilckens
1990), there is empirical support for the notion that
better adherence is related to better outcomes. As
shown in Table 4.1, positive adherence-outcome
associations have been documented across a wide
variety of medical conditions, interventions, and
rehabilitation outcomes.

For some of the studies displayed in Table 4.1,
adherence was not predictive of outcomes that were
investigated but not listed in the table (e.g., knee
symptoms and knee laxity in the Brewer et al 2000a
study). Further, the studies presented in the table
varied extensively in terms of methodological rigor
and the adherence measures used. Thus, the find-
ings on the adherence-outcome relationship in reha-
bilitation are less uniform than the data in Table 4.1
might suggest.

Interpreting positive adherence—outcome associ-
ations is fairly straightforward: recovery is better or
faster when adherence to the rehabilitation program
is high. Interpreting negative adherence—outcome
associations is also straightforward: recovery is
worse or slower when adherence to the rehabili-
tation program is high. Negative associations
between adherence and outcome suggest the possi-
bility that the rehabilitation program is ineffective
(or perhaps even damaging) and should be modi-
tied, as Shelbourne & Wilckens (1990) did after they
found that adherence to a conservative postsurgical
knee rehabilitation program was inversely related
to treatment outcome. Interpretation of non-
significant adherence—outcome associations is more
complicated. Non-significant findings may accu-
rately reflect the relationship between adherence
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Table 4.1

Studies reporting positive associations between rehabilitation adherence and rehabilitation outcome

Study

Medical condition

Intervention

Outcome(s)

Brewer et al (2000a)

Derscheid & Feiring
(1987)

Di Fabio et al (1995)

Friedrich et al (1996)

Groth et al (1994)

Hawkins (1989)
Hawkins & Switlyk (1993)

Kolt & McEvoy (2003)
Meani et al 1986

O'Reilly et al (1999)

Preisinger et al (1996)
Quinn & Fallon (2000)

Rejeski et al (1997)

Rives et al (1992)
Sawhney et al (1999)
Schoo (2002)

Shumway-Cook et al
(2000)

Treacy et al (1997)

Knee (ACL) surgery

Sport injuries

Low back pain

Neck and low back pain

Mallet finger injuries

Shoulder instability

Humerus stress fractures

Low back pain

Pathological apophyseal growth
centers

Knee osteoarthritis

Osteoporosis
Sport injuries

Knee osteoarthritis

Depuytren's disease
Plantar fasciitis
Knee/hip osteoarthritis

Falls

Knee (ACL) surgery

Clinic- and home-based
activities

Physiotherapy

Clinic-based exercises

Supervised or home exercise

Clinic and home exercises

Activity restriction

Supervised postsurgery
physiotherapy

Clinic and home exercises

Physiotherapy

Home exercises

Supervised exercise
Physiotherapy

Facility- and home-aerobic or
resistance exercise program

Postsurgery splinting
Orthotics
Home exercises

Exercise program

Exercise program

Functional performance

Clinical improvement

Disability, functional
performance

Pain

Range of motion, joint
extension

Symptoms

Rating scale

Perceived progress

Anatomical and functional
recovery

Walking, stair-climbing, leg
strength

Bone density, back pain
Recovery time

Disability, pain, functional
performance

Joint extension
Pain
Hip pain intensity and frequency

Mobility status, fall risk

Knee function, satisfaction,
return to activity

and outcome, but they may also be attributable to
low statistical power, use of unreliable measures,
and, as Cammu & Van Nylen (1995) proposed,
reductions in adherence after experiencing treat-
ment gains of sufficient magnitude to elicit percep-
tions of being “cured.” Before abandoning or
modifying a seemingly ineffective treatment due to
a lack of correspondence between adherence and
outcome, further inquiry into the reasons for the
low association is needed.

ENHANCEMENT OF ADHERENCE TO
REHABILITATION

For tried-and-true rehabilitative interventions that
have proven effective in producing desired treat-
ment outcomes, adherence comes at a premium.
Assuming a positive adherence—outcome associa-
tion, it is appropriate to initiate efforts to enhance
adherence to the rehabilitation program. Optimally,
adherence enhancement interventions should be
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based on theoretical perspectives and research find-
ings that are directly relevant to the particular form
of adherence being addressed.

Educational approaches have predominated in
the empirical literature on interventions to enhance
adherence to rehabilitation. From a general educa-
tional perspective, a meta-analysis of 19 prospective
randomized controlled trials of “back school” (i.e.,
patient education for low back pain) revealed a pos-
itive effect on “education/compliance outcomes”
(Di Fabio 1995). Other educational interventions
have involved alterations in the amount and type
of rehabilitation supervision and the ways in
which instructional information on rehabilitation
regimens is delivered.

Demonstrating the potential importance of
supervision to rehabilitation adherence, Bentsen et
al (1997) found that 3 months of supervised back
strengthening produced better adherence to a home
training program than a comparable period of
unsupervised back strengthening in a sample
of 57-year-old women with low back pain. The
characteristics of the practitioners supervising
the rehabilitation program may also have an impact
on adherence. Helewa et al (1994) reported that
clients with rheumatoid arthritis who had physio-
therapists with special disease-specific training
showed better medication adherence (i.e., salicy-
lates) than those who had physiotherapists with tra-
ditional (non-specific) training. Similarly, Hidding
et al (1994) found that continued enrollment in
supervised group physiotherapy yielded greater
adherence to home exercises than unsupervised
home rehabilitation exercises in individuals with
ankylosing spondylitis who had previously had
9 months of supervised group physiotherapy.

In an example of an instructionally based adher-
ence enhancement intervention, Friedrich et al
(1996) reported that persons with neck pain and low
back pain displayed better adherence (as measured
by quality of exercise performance) when therapeu-
tic exercises were taught by a physiotherapist rather
than receiving instruction from a brochure. Several
studies have shown that adding various compo-
nents to traditional instructional methods enhances
adherence to home rehabilitation exercises. Added
components that have been found effective include
an instructional audio tape for women with stress
urinary incontinence (Gallo & Staskin 1997), an edu-
cational booklet with a credibility-enhancing cue for
individuals with low back pain (Jackson 1994), and
written and illustrated home exercise instructions

for persons with low back pain (Schneiders et al
1998). Further, in a sample of healthy volunteers,
Weeks et al (2002) demonstrated the superiority of
a dynamic method (i.e., videotape) over a static
method (i.e., still-photograph illustrations) in teach-
ing common rehabilitation exercises. Compared to
the static method, instruction with the dynamic
method produced greater acquisition and retention
of quality of exercise performance and greater
motivation to perform exercises in the home
environment.

In addition to the mode of instruction, the quan-
tity of home rehabilitation activity assigned to
clients may have an effect on adherence. Henry et al
(1998) found that among older individuals engaged
in home exercises, quality of exercise performance
was greater in those randomly assigned to complete
two exercises as opposed to eight exercises.

Goal setting is another commonly advocated
method of enhancing adherence to rehabilitation.
Penpraze & Mutrie (1999) found that setting specific
goals produced greater knowledge of the rehabilita-
tion program and time spent doing rehabilitation
exercises than setting non-specific goals in a sample
of individuals with injuries.

Consistent with the findings of Penpraze &
Mutrie, Scherzer et al (2001) reported that for a
sample of individuals undergoing rehabilitation fol-
lowing knee surgery, goal setting was positively
associated with home exercise completion and prac-
titioner adherence ratings. The data on goal setting
in rehabilitation are not unequivocal, however,
Bassett & Petrie (1999) found in their study of phys-
iotherapy clients with limb injuries that adherence
to home exercises was higher for participants who
were given no set goals than for those who received
physiotherapist-mandated goals. Among the partic-
ipants in the Bassett & Petrie investigation who
showed clinical improvement, participants who set
goals collaboratively with the physiotherapist had
greater adherence to home exercises than those who
were given physiotherapist-mandated goals. See
Chapters 1 and 5 for the importance of the collabo-
rative alliance between the practitioner and the
client.

Another approach to enhancing rehabilitation
adherence is to combine several potentially bene-
ficial procedures in a multimodal intervention.
Friedrich et al (1998) examined the effects of one
such intervention on adherence to rehabilitation
in persons with low back pain. The intervention
focused on increasing motivation to complete the
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rehabilitation program and consisted of counsel-
ing/information, reinforcement of rehabilitation
behavior, posting a treatment contract at home, and
recording completed exercises in diary. Although no
effect on long-term home exercise adherence was
found, the intervention produced greater atten-
dance at ten physiotherapy sessions than a control
condition. Hammond & Freeman (2001) also
assessed the efficacy of a multimodal intervention
in a rehabilitation context. For persons with
rheumatoid arthritis, a specialized educational
intervention consisting of goal setting, contracting,
modeling, assigning homework, providing infor-
mation on motor learning theory, enhancing recall
of the rehabilitation program, and facilitating
mental practice of treatment procedures produced
greater adherence to a joint protection program than
standard arthritis education.

Empirical support has been obtained for the
potential utility of several other interventions in
boosting adherence to rehabilitation. For example,
reinforcement of desired rehabilitation behaviors
has been associated with elevated levels of adher-
ence to therapeutic exercises for both children
with hemophilia (Greenan-Fowler et al 1987) and
individuals with severe burns (Hegel et al 1986).
Experimental research has shown that adding
cryotherapy to a knee rehabilitation program may
have a favorable impact on adherence to postsurgi-
cal rehabilitation (Lessard et al 1997). Correlational
research has indicated that rehabilitation adherence
is positively associated with being a member of
a self-help group for persons with ankylosing
sponylitis (Barlow et al 1993), using positive self-
talk for individuals who had knee surgery (Scherzer
et al 2001), being referred for physiotherapy by a
medical specialist (as opposed to a general practi-
tioner), and having the initial physiotherapy
appointments made by telephone instead of by mail
(Armistead 1997).

CLIENT-PRACTITIONER RELATIONSHIP

People undergoing rehabilitation do so within a
broad social context in which they interact with
family members, friends, fellow rehabilitation par-
ticipants, support staff, physicians, and, especially,
rehabilitation practitioners. The nature and quality
of the relationships that rehabilitation clients expe-
rience with those in their social environment can
have important implications for key rehabilitation

processes and outcomes. Given the centrality of
rehabilitation practitioners to the planning, imple-
mentation, and maintenance of the rehabilita-
tion agenda, the client—practitioner relationship is
considered particularly influential (Stenmar &
Nordholm 1994).

A defining feature of the client-practitioner rela-
tionship is the communication that occurs between
clients and their rehabilitation practitioners. One
potential indicator of the quality of communication
between clients and practitioners is the degree
to which client and practitioner perceptions of
rehabilitation-related matters converge.

CLIENT-PRACTITIONER COMMUNICATION

In the general medical literature, research on
client—practitioner communication has focused
on the communication behaviors exhibited by prac-
titioners toward their clients. Such communication
has been grouped into the following descriptive cat-
egories: competence-related, informational, part-
nership building, questions, and socioemotional
(Hall et al 1988). Characteristics of both clients
and practitioners can have an impact on client-
practitioner communication. Clients who are anx-
ious, inexperienced with their medical conditions,
or unintelligent can have difficulty communicating
with their practitioners. Client-practitioner com-
munication can also be hampered when practition-
ers do not listen to their clients, use jargon and
overly technical language, provide overly simplistic
explanations, display signs of worry, and stereo-
type clients in a pejorative manner (Taylor 2003).
When client—practitioner communication is prob-
lematic, clients may become discouraged from
using medical services in the future and have
greater difficulty adhering to their rehabilitation
regimen (DiMatteo et al 1993, Meichenbaum & Turk
1987, Taylor 2003).

Client-practitioner communication in the realm
of rehabilitation, which is addressed in greater
detail in Chapter 5, begins with the first appoint-
ment (Thornquist 1992) and consists of both verbal
and non-verbal interactions. As in encounters
between physicians and their patients (Hall et al
1988), socioemotional and informational communi-
cation are salient aspects of interactions between
rehabilitation clients and practitioners (Hokanson
1994, Owen & Goodge 1981, Talvitie 2000).
Non-verbal communication between clients and
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practitioners can fulfill both socioemotional (e.g.,
supportive) and informational (e.g., instructional)
functions (Perry 1975). Although master physio-
therapists tend to focus their verbal and non-verbal
communication more effectively than novice phys-
iotherapists (Jensen et al 1992), the interviewing and
communication skills of rehabilitation practitioners
can be enhanced through training (Ladyshewsky
& Gotjamanos 1997, Levin & Riley 1984, Pichert
etal 1999).

CLIENT AND PRACTITIONER PERCEPTIONS

Two of the more basic issues that rehabilitation
practitioners and their clients may address when
communicating about rehabilitation-related mat-
ters are the nature of the rehabilitation regimen and
the status of their injuries or illnesses. Although it
may seem that there should be little disparity in
the perceptions of clients and practitioners with
regard to these basic issues, research suggests that
client—practitioner discrepancies can exist and
potentially influence other aspects of rehabilitation.
For example, Kahanov & Fairchild (1994) reported
significant disagreement between athletes with
injuries and their athletic trainers on the extent to
which the athletes understood their treatment regi-
men and were given a written treatment protocol.
Other studies with individuals undergoing injury
rehabilitation have shown that they underestimate
(relative to their physiotherapist’s assessment) the
amount of time needed to do their home rehabilita-
tion exercises (May & Taylor 1994) and are highly
likely to misunderstand at least part of their pre-
scribed rehabilitation regimen (Webborn et al 1997).
An investigation of persons with low back pain
revealed that incongruence with their chiropractor
or rheumatologist in terms of selected aspects of
back pain and treatment protocols was associated
with a less favorable self-prognosis for the outcome
of rehabilitation (Cedraschi et al 1996).

Although client and practitioner perceptions
of injury status tend to be positively correlated
(Brewer et al 1995a, 1995b, Crossman & Jamieson
1985), indicating a degree of consistency, there is
evidence that persons with injuries underestimate
how disruptive their injuries will be (Crossman &
Jamieson 1985, Crossman et al 1990) and overesti-
mate how serious their injuries are (Crossman &
Jamieson 1985). Client—practitioner discrepancies in
assessments of injury status have been positively

associated with client pain and emotional distress
(Crossman & Jamieson 1985), suggesting that mis-
communication between clients and practitioners
may have an adverse effect on the rehabilitation
experience of clients.

Discrepancies can also occur in assessments of
the level of psychological distress experienced by
clients. Brewer et al (1995b) reported a lack of corre-
spondence between the behavioral observations
made by practitioners at an orthopedic physical
therapy clinic and the degree of emotional distur-
bance indicated by their clients. Such discrepancies
do not necessarily represent a breakdown in
client—practitioner communication, as clients may
consider their emotional states unrelated to their
rehabilitation and therefore attempt to conceal them
from practitioners. Nevertheless, recognition of
client psychological distress is important because
emotional difficulties, in addition to being unpleas-
ant to clients, are associated with poorer adherence
to rehabilitation (DiMatteo et al 2000) and poorer
clinical outcomes (e.g. Brewer et al 2000a, Johnson
1996, 1997).

PSYCHOLOGICAL READINESS TO RETURN

For many individuals, the medical conditions that
precipitate their involvement in rehabilitation activ-
ities limit or restrict their ability to participate in
occupational, social, household, and other valued
endeavors. As the conclusion of rehabilitation
approaches, it is necessary to ascertain clients’
degree of readiness to return to activities from
which their involvement had been limited or
restricted. Optimally, the return to activity can be
phased in gradually, thereby minimizing the degree
of readiness required to proceed incrementally from
one level of activity to the next. At some point in the
process, however, clients may encounter the need to
increase their activity levels to an extent that causes
apprehension or anxiety. Anxiety-provoking situa-
tions such as this reflect the need to consider not
only the physical readiness but also the psycho-
logical readiness of clients to return to activity.

In the field of vocational rehabilitation, functional
capacity evaluations are routinely performed to
determine whether clients can safely perform work-
related tasks prior to returning to work (Lechner
1998). Similarly, for athletes undergoing rehabilita-
tion, return-to-play guidelines have been estab-
lished (“The team physician” 2002). Unfortunately,
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although psychological readiness to return is impor-
tant to resumption of occupational involvement,
little empirical research has been conducted on the
topic. Consequently, little is known about what
exactly constitutes psychological readiness to return
and what rehabilitation practitioners can do to
increase the psychological readiness of their clients.
The theoretical work of Andersen (2001) suggests
that psychological readiness to return can be
enhanced by decreasing anxiety associated with
activity resumption and reducing psychological
risks for recurrence of the medical condition that
prompted the need for rehabilitation in the first
place.

Anxiety experienced during rehabilitation can
signify a reduced level of readiness to return. As
Andersen (2001) noted, such anxiety may reflect
clients” worries over the possibility of failing to
regain 100% of their previous capabilities or of
becoming injured or ill once again. The presence of
return-related anxiety can be identified through
verbal probes (e.g., “What concerns do you have
about returning to ......... activity?”) and observation
of behaviors such as bracing and avoidance of cer-
tain actions or positions. In the event that poten-
tially debilitating anxiety is observed, it can be
addressed through a variety of behavioral (e.g.,
relaxation, systematic desensitization) and pharma-
cological means (Andersen 2001).

Another means of enhancing readiness to return
is to decrease clients’ psychological vulnerability to
experiencing future injury or illness. For medical
conditions that have psychological stress as an etio-
logical component, stress management interven-
tions can lower clients’ stress levels and make them
less susceptible to recurrence of their physical prob-
lems. In the case of work-related injury, for example,
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employees can theoretically reduce their risk of re-
injury by participating in psychological interven-
tions (e.g., cognitive restructuring, relaxation,
imagery) that decrease their stress responsivity
(Andersen 2001).

SUMMARY

Psychological factors play an important role in reha-
bilitation processes and outcomes. Adherence to
rehabilitation, which can be measured in a variety
of ways depending on the behavioral requirements
of the rehabilitation regimen, is a psychological fac-
tor that can be enhanced through intervention to
improve clinical outcomes. The client—practitioner
relationship is a vital part of rehabilitation that
involves communication on both informational and
socioemotional matters. In concluding the rehabili-
tation process, practitioners should ensure that their
clients are both physically and psychologically
ready to return to participation in activities that
were medically contraindicated during rehabilita-
tion. By attending to psychological factors in reha-
bilitation, practitioners can better serve the clients
with whom they work.
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INTRODUCTION

The primary treatment goal for most physical and
manual therapists is to assist their clients in the pre-
vention and rehabilitation of injuries. Although
much of medical training is focused on the physical
aspects of clients” needs, there is considerable evi-
dence that the quality of the working alliance estab-
lished between medical professionals and their
clients is the key predictor of client adherence
and positive treatment outcomes (Ray & Wiese-
Bjornstal 1999).

Although there are several definitions of the
working alliance available in the counseling and
medical literature, they all contain a common thread
of some type of collaborative relationship between
the practitioner and the client in which they work
together to help the client manage a specific concern
(Osachuk & Cairns 1995). The primary function of a
working alliance is to create a climate of trust, and
possibly even an emotional bond, in which the
client and practitioner come to a clear agreement
about treatment goals and the tasks necessary to
achieve them (Bordin 1979). Without alliances and
agreements, it is doubtful that clients will adhere to
the prescribed treatment plan or put forth the effort
required to achieve their desired outcomes (Locke &
Latham 2002).

In order to be effective in creating working
alliances, it is important for physical and manual
therapists to define their roles clearly to each of their
clients. Research has shown that most clients view
medical professionals in a superior or one-up posi-
tion (Kiesler & Watkins 1989). Many clients place
medical professionals in the role of expert and wait
for them to take the lead in defining the content and
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process of their treatment interactions. The initial
contacts between practitioners and clients typically
set the tone and structure for the working relation-
ship that follows and create a platform for the for-
mation of a collaborative working alliance (Petitpas
1999). To be effective, physical and manual thera-
pists should send a clear message that they are treat-
ing people and not just their injuries. For example,
medical professionals who approach a new client
with statements such as “Are you the knee?”(unfor-
tunately we have heard such questions often in
rehabilitation clinics, see Chapter 1), devalue the
importance of the client as a partner in the treat-
ment process and jeopardize the development of a
collaborative working relationship.

The purpose of this chapter is to provide physi-
cal and manual therapists with a general overview
of the importance of the working alliance in the
rehabilitation and prevention of injuries and a
general introduction to some basic techniques
for creating positive working relationships with
clients. In particular, (a) theory and research sup-
porting the efficacy of the working alliance will
be presented, (b) skills and strategies required to
enhance client—practitioner relationships will be
described, and (c) suggestions for training will
be offered.

THEORETICAL AND EMPIRICAL BASIS FOR
THE IMPORTANCE OF THE WORKING
ALLIANCE

The relationship between clients and their physical
or manual therapists is complex. It includes the
need for an exchange of information about the con-
dition requiring treatment, the available treatment
options, the expected outcomes of treatment, the
barriers to adherence and recovery, and other treat-
ment-related information. It may also involve an
anxious and uninformed client, a harried therapist,
and a healthcare system that may not be supportive.
Although some of these factors are beyond the con-
trol of physical and manual therapists, it is possible
to create a working environment that is based on
trust and collaboration even in trying and demand-
ing situations. In this section of the chapter, theoret-
ical and empirical support for the importance
of creating a working alliance to help facilitate
the process of physical and manual therapy is
presented.

MODELS OF CLIENT-PRACTITIONER
INTERACTION

Several models describing client—practitioner inter-
action appear in the literature and provide a basis
for understanding how relationships between
clients and their physical or manual therapists influ-
ence adherence and treatment outcomes. Over the
last several decades, there has been a shift from an
exclusive adherence to a traditional medical model
of client—practitioner interaction to greater accept-
ance and belief in the efficacy of a collaborative or
mutual participation approach. As Parsons (1951)
described, healthcare professionals who adhered to
the traditional medical model, assumed the role of
expert or professional, and interacted with clients
who assumed the “sick role.” As the experts, health-
care professionals (supposedly) know what is best
for their clients and then clients trust without ques-
tion the knowledge and judgments of the practition-
ers. This traditional view, however, does not place
enough importance on clients’ beliefs, skills,
emotional states, knowledge, or expectations, and
does not enlist clients as participants in their own
recovery (Meichenbaum & Turk 1987).

As early as the mid-1950s, researchers began to
question the efficacy of the traditional medical model
view of client—practitioner interactions for all situa-
tions. For example, Szasz & Hollender (1956) sug-
gested that the traditional view might be appropriate
for individuals who were unable to act on their own
behalf (e.g., infants, comatose adults), but believed
that a cooperating or mutual participation mode was
more likely to facilitate adherence and encourage
clients to help themselves. Empirical support for this
belief will be presented later in this section.

The importance of the relationships between
practitioners and their clients has been highlighted
in two proposed models. In the first, called the
process model for client—practitioner collaboration
(Jensen & Lorish 1994), a four-component model
was developed by examining survey responses
from arthritis clients and their practitioners and
drawing from related literature, theory, and profes-
sional experience. The primary component of this
model was the development of a therapeutic rela-
tionship, which was viewed as a necessary condi-
tion for any subsequent productive work. The other
components of the model — mutual inquiry, problem
solving, and negotiation — could not be realized
without the establishment of a relationship built on
rapport, honest dialogue, and disclosure.
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Owen & Goodge (1981) described a second
model that examined communication between
physiotherapists and their clients to determine the
types of statements that occur during a physiother-
apy session. From these interactions, they identified
two distinct types of communication. The first type
focused on giving direction and advice, and the sec-
ond reflected efforts to build a helping relationship.
The direction and advice-giving dimension was
characterized by asking direct questions, giving
advice and directions, and shutting off or ignoring
the client’s ideas and feelings. The relationship-
building component of this model consisted of three
types of statements: empathizing statements, con-
structive feedback, and counseling statements.
Empathizing statements showed concern for the
client’s comfort, an indication of understanding
the client’s point of view, an acceptance of the
client’s feelings, a disclosure of the practitioner’s
feelings, and a willingness to enter a collaborative
relationship with the client. Constructive feedback
was characterized by giving praise or helpful
feedback on performance and progress. Counseling
statements included answering clients’ questions,
building on clients” questions and ideas, encourag-
ing clients to continue, encouraging comparison
and description, reflecting statements back to
clients, paraphrasing, restating, summarizing, and
clarifying what clients said, exploring the meaning
of what was said, using silence, and offering obser-
vations. The authors concluded that there are at
least two types of communication that character-
ized the client-practitioner interaction. These
dimensions likely reflect two aspects of the relation-
ship — one based on the belief that the practitioner
has all the knowledge and expertise necessary to
help the client and the other based on establishing a
relationship within which clients can use this
expertise to enhance their recovery processes.

More recently, Szybek et al (2000) applied a
psychotherapy model to physiotherapy—client rela-
tionships. Their model was based on the multidi-
mensional psychotherapy model of Gelso & Carter
(1994), which proposed that any therapeutic rela-
tionship is composed of three components: the work-
ing alliance, the transference configuration, and the
real relationship. This model depicts the working
alliance as the fundamental component of the rela-
tionship. The working alliance reflects the degree to
which the practitioner and client agree on the goals
to be pursued and the tasks that need to be under-
taken to accomplish those goals. It also includes the

emotional bond between the practitioner and client.
The working alliance is central to the success of ther-
apy and has been shown to account for up to 45% of
the variance in achieving desired outcomes (Horvath
& Greenberg 1989). The process of physiotherapy is
obviously different from psychotherapy, but the
importance of the working relationship should not
be overlooked (Szybek et al 2000).

The second component of the model, transference
configuration, deals with the concepts of trans-
ference and countertransference (Gelso & Carter
1994). Transference occurs when clients transfer their
feelings, thoughts, and reactions to significant others
in their lives, usually parents, to other parties,
often authority figures (e.g., teachers, bosses). These
authority figures could include physiotherapists.
Countertransference is the parallel process where
authority figures, such as physiotherapists, express
or transfer their feelings about significant others onto
their clients, such as physiotherapy patients.
Transference and countertransference can be positive
or negative. Positive transference or countertransfer-
ence occurs when the feelings and thoughts trans-
ferred to the other member of the relationship are of a
warm and positive nature, and negative transference
or countertransference occurs when the feelings and
thoughts are of a hostile and negative nature. Either
type of transference or countertransference poten-
tially can affect the progress of a therapeutic relation-
ship (see Chapter 6 for an in-depth discussion of
transference and countertransference).

The third component of the model, the real rela-
tionship, is that part of the relationship that is not
influenced by transference or countertransference.
If transference and countertransference are exam-
ined and dealt with, the relationship can often be
deepened and the work between physiotherapists
and their clients can be enhanced (Szybek et al 2000,
Woltersdorf 1994).

The models discussed above all emphasize the
need for physical and manual therapists to establish
good working relationships with their clients. There
are also philosophical and empirical reasons for the
importance of these relationships, and they are
discussed in the next section.

THE IMPORTANCE OF THE RELATIONSHIP

The emphasis on establishing a solid working rela-
tionship based on effective communication between
practitioner and client may reflect a particular
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philosophical point of view. Physiotherapists who
believe that the body and the mind are separate will
place less value on the opinions of the patient and
rely more heavily on their own expertise concerning
the body. The patient would be viewed as a passive
recipient of treatment, hence the word “patient”
which is derived from “passive.” A physiotherapist
who believes in a more holistic approach, however,
will place more value on the opinions, motivations,
and perspectives of the client. The client, in this
case, would be seen as a more active participant in
treatment, and the need to establish a good working
relationship would become more important.

Philosophical motivations notwithstanding,
there is empirical support for emphasizing
effective communication skills and a strong practi-
tioner—client relationship for physical and manual
therapists. In an interview study of clients’ percep-
tions of decision-making in physical therapy, 70%
stated that they would like to be more involved in
the goal-setting process of their therapies (Payton
et al 1998). The authors concluded that a strong
emphasis should be placed on relationship-building
skills, as there is a strong, positive correlation
between healthcare outcomes and the quality of the
practitioner—client relationship. Clients do better
when they feel they are understood, cared for, and
involved in decision-making about their treatments
(Ray & Wiese-Bjornstal 1999).

A series of studies investigating the opinions of
athletic trainers and physiotherapists about com-
munication and rapport-building skills also sup-
ports the need for a good working relationship.
Wiese et al (1991) and Larson et al (1996) surveyed
athletic trainers in the US and found that a positive
communication style, knowledge about goal-
setting, knowing how to encourage positive self-
thoughts, understanding motivational factors, and
knowing how to enhance self-confidence, were
important skills. Physiotherapists surveyed in
Australia provided similar opinions (Francis et al
2000, Ninedek & Kolt 2000). These surveys support
the finding that communication skills on the part
of the therapist are viewed as an important element
for an effective rehabilitation recovery program,
and a number of physiotherapy practitioners and
researchers have advocated that the ability to
communicate effectively and to establish a sound
working relationship are essential skills for physio-
therapists (Caney 1983, Croft 1980, Dickson &
Maxwell 1985, Wagstaff 1982). These skills may
also lead to an environment more facilitative of

rehabilitation and may lead to more positive out-
comes (Crossman 1997, Latey 2000, Reynolds 1996).

There is similar evidence for the importance of
the practitioner—client relationship from the client
perspective. Ford and Gordon (1993) reported that
clients described good physiotherapists as those
who showed an interest in them, were friendly,
empathic, and listened to their concerns. Johnson
(1993) reported similar findings in a study in which
disabled people described “good” physiotherapists
as those individuals who took a more personal
approach and “bad” physiotherapists as those who
were more impersonal.

The evidence from the broader medical commu-
nity also highlights the importance of relationship
skills. Silverman et al (1998), in their textbook on
developing communication skills for physicians,
reported support for a positive association between a
good practitioner—client relationship and client
satisfaction (Bertakis et al 1991, Buller & Buller 1987,
Wasserman et al 1984), reduction in client concerns
(Wasserman et al 1984), and disclosure of psychoso-
cial problems (Wissow et al 1994). A meta-analysis
of 41 studies examining the correlates of client satis-
faction found that positive talk and partnership
building were positively related to the satisfaction
of the client (Hall et al 1988). Silverman et al also
described a study by Speigel et al (1989) that exam-
ined the effect of a support group on women with
metastatic carcinoma of the breast. Over 10 years,
women in the support group lived an average of
18 months longer than those in the control group.
Silverman et al used the results of this study to high-
light the effectiveness of expressing feelings and the
power of relationships when dealing with medical
issues. There is no reason to believe that an open,
honest, and supportive relationship with a health-
care provider, including physical and manual thera-
pists, could not also have powerful therapeutic
effects.

The therapeutic relationship, and its possible
positive impact, may be especially important for
physical and manual therapists due to the unique
characteristics of their work (Alexander 1973).
Hailstone (1969) stated that because physiothera-
pists are often viewed as not being directly part of
the medical team, clients are more likely to view
them as natural allies and accessible outlets for their
anxieties and concerns. Pratt (1978) highlighted
three additional characteristics of clients’ interac-
tions with physical and manual therapists that
make these relationships unique. The first charac-
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teristic is the amount of time spent with the client.
Physiotherapists spend considerably more time
with their clients, both during an individual
appointment and during the course of treatment,
than any other member of the healthcare team. This
contact provides more time to establish relation-
ships (Hargeaves 1987), and more in-depth rela-
tionships may be needed to make the lengthier
appointments comfortable for clients and practi-
tioners. The second characteristic is the physical
contact that is typical during physiotherapy ses-
sions. This degree of touching is not usually present
in other relationships, except for intimate ones.
Within physiotherapy relationships, this personal
form of communication can either help the forma-
tion of close working relationships, or it can be mis-
interpreted and lead to confusion, discomfort, and
anxiety. The third aspect of physiotherapy relation-
ships is the immediacy of treatment. Treatment is
often solution-focused, and results of treatment are
often seen and felt quickly, and these two factors can
help to build confidence and trust in the physiother-
apist. These characteristics give physiotherapists
unique opportunities to develop strong and posi-
tive working relationships with their clients (Pratt
1978). What are the characteristics of a strong work-
ing relationship? The characteristics and compo-
nents of what is meant by a therapeutic relationship
are covered in the next section.

THE THERAPEUTIC RELATIONSHIP

Several physiotherapists (Hamilton-Duckett &
Kidd 1985, Pratt 1978) have based their understand-
ing of the therapeutic relationship on the work of
Rogers (1967). Rogers believed that practitioners
should demonstrate the three facilitative conditions
of acceptance, genuineness, and empathy in order
to create an environment conducive to growth and
positive treatment outcomes.

ACCEPTANCE

Acceptance, sometimes called unconditional posi-
tive regard, respect, liking, or prizing, means that
therapists accept clients for who they are, regardless
of any behaviors, attitudes, or feelings demon-
strated by the clients. It simply means “I care” with
no strings attached. This attitude on the part of ther-
apists allows clients the freedom to express their

concerns, anxieties, and trepidations without fear of
rejection or dismissal.

GENUINENESS

Genuineness, also called congruence, realness, or
authenticity, implies that therapists are aware of and
honest about their feelings and attitudes. They are
comfortable expressing these feelings, when appro-
priate, and they exhibit consistency in their verbal
and non-verbal communications. Being genuine
engenders trust in therapists, as clients can sense
their honesty. Therapists exhibiting genuineness will
not be defensive when challenged, and will express
(tactfully) any frustration they feel if clients are not
progressing as expected. The honest expression of
this frustration will allow therapists and clients to
examine the cause of the frustration and work out a
solution to the satisfaction of both parties.

EMPATHY

Empathy, also called understanding or attunement,
is the ability to enter clients’ frames of reference and
understand their situations and feelings from their
point of view. It is the ability to identify with how
clients feel, and to express this understanding, so
they believe that their communications have been
heard clearly and accurately. Unlike sympathy that
contains an element of sorrow, empathy is an impar-
tial but caring understanding of clients’ feelings and
experiences.

Rogers (1967) believed that these core facilitative
conditions were important in a wide variety of situ-
ations, from counseling and education to the resolu-
tion of social issues. Relationships between physical
and manual therapists and their clients are no
exceptions (Pratt 1978). The core conditions create
relationships based on trust and openness, which in
turn encourage the disclosure of concerns and fac-
tors that may directly affect the physiotherapeutic
process. Although studies that have examined
aspects of the three facilitative conditions have
yielded some inconsistent results, Patterson’s (1984)
meta-analysis revealed considerable support for a
strong relationship between practitioners’ genuine-
ness, empathetic understanding, and acceptance
and therapeutic effectiveness.

The core conditions of Rogers (1967) provide
physical and manual therapists with specific
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characteristics that have been shown to promote
positive treatment outcomes, but how are these con-
ditions achieved? In the next section, basic relation-
ship building skills, including non-verbal modes of
communication, and suggestions for initial client
contacts will be examined.

BUILDING THE WORKING ALLIANCE

The working alliance, as described in the previous
section, implies a strong command of effective com-
munication skills on the part of the practitioner.
The communication of empathy, genuineness, and
unconditional positive regard requires an ability not
only to deliver information and communicate feel-
ings and attitudes towards clients, but also includes
the ability to listen to clients and pay attention to the
subtleties of what they are saying. Schwentz (2001)
advocated the look, listen, and feel reminders from
CPR training. Physical and manual therapists need
to look at their clients” behaviors and body lan-
guage, listen carefully to what their clients are actu-
ally saying, and recognize and respond to their own
emotions and use them to better relate to their
clients. This recommendation suggests that the
communication skills required to respond effec-
tively to clients and to build effective working rela-
tionships are more than just listening to what clients
say and then verbally responding. Non-verbal
behavior, such as facial expressions, gestures, and
tone of voice, are also of vital importance in the
communication process between therapist and
client. This section will begin with an examination
of the influence of non-verbal communication on
client—practitioner relationships and then continue
with an exploration of the attending skills that are
used to build rapport and to secure agreement
on treatment goals and the tasks necessary to
achieve them.

NON-VERBAL COMMUNICATION AND
ATTENDING BEHAVIORS

Non-verbal communication involves everything
about a person and what they are doing that is not
communicated verbally. These behaviors include
posture, proximity, touch, body movement, ges-
tures, facial expressions, eye contact, tone of voice,
use of time and space, and even physical char-
acteristics such as appearance, gender, and race

(Hargreaves 1987, Silverman et al 1998). These
attributes and behaviors can be categorized as affil-
iative or dominant, depending on their intent and
how they are interpreted. Affiliative non-verbal
messages, also known as attending behaviors, typi-
cally create a more personal relationship, and
include smiling, friendly tone of voice, eye con-
tact, appropriate touching, and close proximity
(Hargreaves 1987). Dominant non-verbal communi-
cations are concerned with establishing power and
influence, and include speaking loudly and for long
periods of time, interrupting, and too much or not
enough eye contact (Hargreaves 1987). Non-verbal
communication can also be grouped into three
categories: kinesics, proxemics, and paralanguage
(Martens 1987). Kinesics includes physical appear-
ance, posture, gestures, touching, eye contact, and
facial expressions, and is probably what is typically
thought of as modes of non-verbal communication.
Proxemics involves aspects of personal distance and
the environment. These aspects include such factors
as how far two people stand from one another when
they are interacting and any objects, such as a desk,
chair, or table, that could influence communication
between individuals. Proxemics in the physical and
manual therapies has particular significance in that
many treatments involve the invasion of intimate
personal space. Paralanguage refers to particular
vocal characteristics, such as tone of voice, speed of
speaking, and volume. All of these characteristics
of the communicators, their appearance, behaviors,
and the environment can have a substantial effect
on communication between individuals.
Non-verbal communication can be distinguished
from verbal communication by several characteris-
tics (Silverman et al 1998). Verbal communication is
discrete and has a clear beginning and ending,
whereas non-verbal communication is continuous
and lasts as long as people are close to one another.
Verbal messages are typically transmitted in a single
mode, either spoken or written, and non-verbal
communication takes place through several modes
simultaneously (e.g., facial expression, gestures,
posture). Much of non-verbal communication may
be at the periphery of conscious awareness, such as
fidgeting and eye movement, contrasted to verbal
messages, which for the most part are under our
direct control. Finally, verbal modes of communica-
tion are more suited to conveying ideas, thoughts,
instructions, and specific information than are non-
verbal channels. Attitudes, emotions, and the qual-
ity of interpersonal relationships are more apparent
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through viewing non-verbal cues than what is actu-
ally being said verbally (Silverman et al 1998).
Thornquist (1991) observed, in her qualitative
analysis of initial sessions of physiotherapy, that
caring and feeling was expressed primarily through
non-verbal means. Clients communicated how they
felt through non-verbal channels and physiothera-
pists responded to these cues non-verbally.

Research on non-verbal communication

The importance of non-verbal cues in the communi-
cation of emotions, attitudes, and relationship
information would suggest that these modes of
communication are important in establishing a
good working relationship. Research has demon-
strated that doctors who exhibit positive and rela-
tionship-building non-verbal behaviors, such as
facing their clients directly, having more eye con-
tact, and more open arm postures are viewed by the
clients as more empathic and warm (Harrigan
1985). Client satisfaction has also been related
to physicians” non-verbal communication, such
as nods, gestures, and interpersonal distance
(Weinberger et al 1981); touch, a forward-leaning
posture, and eye contact (Larsen & Smith 1981);
and physicians’ ability to communicate emotion
through their facial expressions and tone of voice
(DiMatteo et al 1980, 1986). DiMatteo et al also
showed that physicians who were able to read
clients’ non-verbal cues had more satisfied clients,
and their clients were more likely to keep their
appointments.

Therapist non-verbal behavior

The positive client outcomes related to demonstrat-
ing empathy and caring through non-verbal behav-
ior and being sensitive to the non-verbal cues of
clients has implications for manual and physical
therapists. Hargreaves (1987) reviewed the litera-
ture on non-verbal communication and applied the
findings specifically to physiotherapy. She empha-
sized the unique position of physical and manual
therapists in regard to the use of touch to communi-
cate non-verbally. Touching can indicate caring,
encouragement, and support. This aspect of touch-
ing may be particularly important when dealing
with amputees, who can be aided in accepting the
loss of a limb by therapists who non-verbally (and
verbally) communicate care and interest and who
accept their clients unconditionally. Hargreaves also
advocated smiling, a pleasant facial expression,
an open and attentive body posture, affirmative

nodding of the head, and appropriate eye contact as
the best means to communicate interest and regard
and to create a good working relationship. How the
physiotherapist faces the client is also important, as
a side-to-side orientation may communicate a more
collaborative approach than a face-to-face stance
that may be interpreted as more confrontational
(Hargreaves 1987).

Therapists need to be aware of the impact of their
non-verbal cues and insure that they are transmit-
ting healthy and accepting types of messages.
Hargreaves (1987) recommended that the ability
to use non-verbal communication requires self-
monitoring and feedback from others. Many thera-
pists may not be aware of the non-verbal messages
they are sending. Silverman et al (1998) pointed out
that conflicting verbal and non-verbal messages
often result in confusion and misunderstanding on
the part of clients, and when there are mixed mes-
sages the non-verbal messages will prevail. For
example, therapists who ask clients how their home
exercises are going are typically indicating a caring
attitude about their clients’ therapy programs.
Therapists who make notes in their charts and look
at their watches while their clients are talking may
send a message that they do not care about the
importance of home exercise or their clients. Such
inattentive behavior on the part of therapists also
prohibits them from picking up non-verbal cues
from their clients, who may verbally say that things
are going fine, but non-verbally exhibit poor eye
contact and fidgetiness that could be signs that they
are having problems with the home exercise portion
of their rehabilitation programs.

Reading clients' non-verbal cues

Interpreting the non-verbal cues of clients must be
done with caution (Silverman et al 1998). Poor eye
contact, a closed and defensive posture, frowning,
and arriving late to therapy sessions obviously are
non-verbal cues that transmit a wealth of informa-
tion, but the precise meaning of these cues needs to
be corroborated. The simplest form of corroboration
is asking for clarification. An inquiry or comment
about clients” non-verbal behavior, such as, “You
seem distracted today? Is anything wrong?”, not
only allows clients to explain and elaborate on any-
thing that may be bothering them, but it also
demonstrates an attentiveness that lets clients know
that their therapist cares and is paying attention to
them as a person and not just treating their illness or
condition.
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Reading medical charts

An important issue related to non-verbal communi-
cation is how the physiotherapist uses case notes or
medical charts. It is difficult to maintain good eye
contact and appear as though the client is being lis-
tened to while reading or writing case notes. Heath
(1984) found that consulting client records while
trying to listen to a client resulted in clients who

e withheld replies until the eye contact could be
maintained

® used gestures to get attention

® paused in mid-sentence to wait for attention.

In addition, physicians who were consulting case
notes often missed or forgot information that the
client was telling them. Heath concluded that
reading or writing in case records while a client
is talking actually creates a less efficient session,
because information needs to be repeated and
reviewed or is missed completely. Heath recom-
mended that healthcare professionals

® should not consult case records until clients have
completed their initial statements

® should wait for appropriate moments to consult
case records

® clearly indicate to clients when they need to read
the case record before shifting their attention
away from them.

These procedures will help insure that clients
receive the attention that they deserve and that non-
verbal signals will not be misinterpreted or send the
wrong type of message.

As discussed previously, rapport is most apt to
develop when practitioners display acceptance,
genuineness, and empathy toward their clients. All
three of these characteristics imply a caring toward
clients that can only be communicated when both
non-verbal and verbal messages are congruent. If
physical and manual therapists do not create a
caring environment through their non-verbal
behaviors, it is doubtful that clients will believe in
or adhere to treatment programs.

ATTENDING SKILLS

Although affiliative non-verbal communication sets
the stage for the working alliance, effective practi-
tioner—client relationships are not likely to develop
unless practitioners are able to build rapport with

their clients. The helping professions literature con-
tains a wide variety of models for building rapport
(e.g., Corey 2000, Egan 2002, Ivey & Ivey 1999,
Kottler 2000), but all of them emphasize the impor-
tance of attending to the client’s agenda and striv-
ing to understand the situation from the client’s
point-of-view. As discussed previously, the goal is
to enlist clients as collaborators in their own rehabil-
itation or injury prevention process. To accomplish
this goal, physical and manual therapists can use a
series of skills and techniques that have been shown
to facilitate effective communication and empa-
thetic understanding between clients and their
healthcare providers. Before examining these skills
and techniques, it is important to underscore that
empathetic understanding implies that physical
and manual therapists not only have the informa-
tion that they need to make a valid diagnosis or
develop a treatment regimen, but also enough infor-
mation to assess clients’ beliefs about their injuries,
emotional reactions, and expectations. As described by
Meichenbaum & Turk (1987), the three areas that
need to be explored are:

1. the personal meanings that clients ascribe to their
injuries

2. clients” worries, fears, or concerns about their
injuries

3. clients’ expectations about treatment and their
healthcare providers.

To acquire this information, physical and manual
therapists need to ask the right kind of questions,
listen attentively, and probe for the messages that
may be under the surface of the client’s initial
responses.

Open and closed questioning

After introducing themselves to their clients, most
physical and manual therapists begin their interac-
tions by asking their clients questions. Although this
seems quite natural, it is important to recognize that
these early exchanges set the tone and the direction
for the interactions to follow. Therefore, if the goal is
to build rapport and to understand the situation
from the client’s perspective, then it becomes impor-
tant to ask questions that allow clients to focus on
their agendas. This goal is most likely to be achieved
through the use of open questions.

Open questions typically begin with “what,”
“how,” or “why” and may stimulate clients to take
the lead and provide more descriptive responses.
According to Ivey and Ivey (1999), Egan (2002), and
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many others, open questions encourage clients to
provide more information, elicit examples of
particular behaviors, thoughts, and feelings, and
empower clients to take a more active role in the
diagnosis and treatment process. Each of these fac-
tors is important in building empathetic under-
standing of the clients and their situations. In
contrast, closed questions can usually be answered
in one or two words and typically reflect the agenda
of the practitioner. Closed questions are used to
gather specific information, or to refocus or narrow
an area of discussion. Nonetheless, extensive or
exclusive use of closed questions, particularly dur-
ing early interactions, can place the practitioner in
the power or directing role. When this situation
arises, most clients remain passive and wait for
practitioners to take the lead and dictate the focus
and boundaries of the verbal exchange.

To illustrate the difference between open
and closed questioning, consider the following
exchange between a healthcare provider (HCP) and
a concert violinist (P) who fractured her hand in an
accident and is now beginning rehabilitation.

HCP: Hi, my name is Mary, and | will be your rehab
therapist. When did you fracture your hand?

P: About 6 weeks ago.

HCP: Has everything gone okay so far?

P: Yeah, | guess so.

HCP: When did they remove the Hoffman fixture?

P: Last Monday.

HCP: Okay, so you must be ready to get started. Let
me take a quick look so | can set you up with a
strengthening program.

In this brief example, the practitioner asked a
series of closed questions and focused almost exclu-
sively on the injury and not the person. The violinist
remained in a passive role allowing the therapist to
control the content and direction of the interaction.
Although this interaction may seem realistic in light
of the time constraints that most physical and
manual therapists labor under, it did little to foster
empathetic understanding of the client’s situation.
By substituting open questions in the same sce-
nario, it may be possible to develop a stronger
working relationship.

HCP: How are things going?

P: Okay, | guess.

HCP: Sounds like you're not quite sure. What else is
going on?

P. Well, sometimes | worry if I'll ever be able to play
again.
HCP: OK, let's talk about that.

As shown, the use of open questions allowed
the client to take the lead and direct the conversa-
tion to her fears and worries. If the therapist listens
attentively to the client’s lead and responds empa-
thetically, it is more likely that the client will per-
ceive the therapist as caring and concerned about
them as an individual. The techniques and skills
involved in empathetic listening and responding
will be discussed in the next section, but there are
several other factors to consider before leaving
this examination of the use of open and closed
questions.

Although the use of open questions has been
shown to be beneficial in building strong work-
ing relationships, individuals from some cultural
groups or those who maintain the expert-"sick
client” philosophy may have difficulty with this
mode of non-directive interaction. These individu-
als typically view the healthcare provider as being
in a dominant position and may be reluctant to take
the lead or voice any concerns. When this situation
is the case, it is still important to invite clients” input,
while accepting that individuals cannot be forced
to take a more active role in their rehabilitation
(Petitpas 2000). In addition, it is important to be
patient when waiting for a response. Many clients
may not respond immediately to open questions
during initial interactions because they are having
an internal debate over what may be appropriate to
disclose. During this delay, it is quite common for
therapists to feel a need to ask another question to
ensure that the client was clear on the first question.
Unfortunately, asking too many or run-on questions
can confuse clients or redirect their focus.

There is also consensus that “why” questions
should be used sparingly and only after careful con-
sideration. Why questions can put clients on the
defensive and can be particularly troublesome to
individuals who may be blaming themselves for
their own injuries (Petitpas & Danish 1995). Several
authors have suggested rephrasing “why” ques-
tions to “what” questions in order to lessen the pos-
sibility of client defensiveness (e.g., Davis 1998,
Silverman et al 1998). For example, instead of ask-
ing, “Why don’t you keep up with your exercises?”,
a physical or manual therapist could ask, “What
kinds of things are getting in the way of your
exercise program?”
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Although most researchers agree on the impor-
tance of beginning initial interviews with open
questions, there is evidence that closed questions or
more focused open questions become important
as the working alliance develops (Silverman et al
1998). Once physical and manual therapists have
created an environment of trust and the client
feels understood, targeted open questions or closed
questions are often necessary to acquire the specific
or detailed information required to make an accu-
rate assessment and treatment plan. This shift from
gathering general descriptions of symptoms or
experiences as an attempt to understand the specific
behaviors or feelings involved in a situation is
known as “concreteness” (Sexton & Whiston 1994),
and knowing when and how to make this shift
without discounting the feelings or experiences
of the client is called “pace before you lead.”
Although the phrase, pace before you lead, may
have originated from neuro-linguistic programming
(Lankton 1980), it has also been used to describe the
technique of matching or attending to clients” pres-
ent focus before attempting to lead them in new
directions (Petitpas 2000). For example, if an injured
athlete was angry because she suffered a severe
ankle sprain and lost her starting position, it would
be important to attend to her immediate feelings
rather than try to get her to forget about her playing
situation and focus exclusively on her rehabilitation.
In this example, failure to attend to the person’s
immediate concern is likely to have a negative effect
on the practitioner—client relationship.

Empathetic listening

Beyond knowing how to use open and closed ques-
tions effectively, physical and manual therapists can
benefit from learning how to listen empathetically
and to acknowledge and validate the responses of
their clients. Effective communication is a two-way
street. When a person sends a communication, they
typically have an intent in mind. If the communica-
tion, however, has a different impact than the person
intended, then a communication problem is likely
to be present. Therefore, the key to effective com-
munication is clarity in both sending and receiving
messages. Unfortunately, many individuals make
the mistake of assuming they know what clients are
thinking or feeling and miss probing for more
explicit information, or they do not acknowledge or
validate clients’ responses, causing clients to
wonder if their communications were understood.
Consider the following exchange.

HCP: How is everything going with your exercise
program?

P: 1 don't know. Things are just not right.

HCP: Let me check your range of motion and see how
you are doing.

In this example, the practitioner’s intent was to
gather information about the status of the client’s
exercise program, and he or she assumed that the
client was referring to her physical condition. It is
difficult to know what impact this question had on
the client. Did the client interpret the question to be
an open invitation to talk about “everything” or
simply a request for a rehabilitation status report?
The client’s response of “I don’t know,” may
reflect the client’s lack of clarity or something much
different. In any case, there may be numerous things
that could be bothering the client or getting in the
way of her exercise program. In order to prevent
such miscommunication, physical and manual ther-
apists should verify their initial perceptions by
using listening skills, such as paraphrasing, sum-
marization, and reflection of feelings.

A paraphrase is a response to a client’s commu-
nication used to ensure that the practitioner has
heard what the client said accurately. When
paraphrasing, physical and manual therapists
encapsulate, rephrase, or repeat back some of the
client’s communication using inquisitive or tenta-
tive language. This strategy serves two primary
purposes. First, it shows the client that the practi-
tioner is listening and paying attention to what was
said. Second, the use of tentative language (e.g., it
appears, it seems) allows the client to clarify or
expand on the communication if the practitioner’s
paraphrase failed to capture the client’s intent
sufficiently. For example, consider the following
exchange.

P: 1 just don't know whether | can keep pushing myself
in rehab.

HCP: It sounds like you have some doubts about
whether you can keep it going.

P: Well, | know | can keep it going, but the pain gets
to a point where I'm afraid I'm doing more harm
than good.

In this exchange, the use of a paraphrase enabled
the practitioner to acknowledge not only the client’s
communication, but to also get a better sense
of the client’s most pressing concern. As a result,
the increased level of understanding between the
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practitioner and the client may enhance the quality
of their working relationship.

A paraphrase is not simply “parroting” back a
client’s response. A paraphrase should be a sincere
attempt to gain clarity and to understand a client’s
communication empathetically, and it should reflect
both the content and the emotion of what was
heard. The purpose of a paraphrase is to sharpen
understanding rather than just to acknowledge
what the client said. Therefore, physical or manual
therapists using paraphrases must present con-
gruent caring messages in both their verbal and
non-verbal communications.

In many ways, a summarization is quite similar
to a paraphrase, except it tries to capture the
essence of a longer period of communication.
Summarizations are often used to start or end treat-
ment sessions, or to check the accuracy of under-
standing of clients’ facts, emotions, and meanings
before moving on to get more depth or on to a new
topic. Both paraphrases and summarizations serve
not only as perception checks for the practitioner,
but they can also assist clients in gaining a better
understanding of their own situations through
the process of clarifying their statements to the
practitioner.

Another basic listening skill is a reflection of feel-
ings. This skill is used when physical or manual
therapists sense that there is a lot of emotion con-
nected with a client’s injury or recovery process that
is not being expressed verbally. When a practitioner
suspects that emotions are not being expressed and
these emotions may be a barrier to effective treat-
ment, the practitioner, using tentative language,
gives the client feedback about what they are
observing. In many ways, reflection of feeling
serves as a paraphrase, identifying the emotions
that a client is communicating through their behav-
iors. For example, a practitioner, who notices that
her client seems tense and does not maintain consis-
tent eye contact, might say something like, “You
seem to be a little anxious today.” This comment
may open the door for a more in-depth analysis of
the causes of the anxiety, or lead the client to clarify
her non-verbal behaviors as being some frustra-
tion or sadness. In any event, the practitioner has
reached out to the client and offered some sup-
port that may further strengthen the working
relationship.

In general, paraphrasing, summarization, and
reflection of feelings help practitioners gain a better
understanding of clients” perceptions of their injury

situations and help to foster rapport. These empa-
thetic listening skills combined with congruent
non-verbal messages and the core conditions of
acceptance, genuineness, and empathy lay the foun-
dation for the creation of a strong working alliance.
Nonetheless, acquisition of effective relationship-
building skills requires considerable practice and
several training strategies for skill development are
explored in the next section.

SUGGESTIONS FOR TRAINING AND SKILL
ACQUISITION

Gaining a better understanding of the processes
involved in developing rapport and building work-
ing alliances is likely to be an on-going learning
experience, and one that separates expert practi-
tioners from novices. If physical and manual thera-
pists want to improve their empathetic listening
and attending skills, then they need to begin to
examine not only what they do with their clients, but
also how they do it. Training and practice are the
keys to acquiring what to do, but increased self-
awareness and an understanding of the processes
involved in the client—practitioner relationship are
essential in learning how to do it.

To begin with, most physical and manual thera-
pists throughout the world are governed by certi-
fication criteria from their national professional
organizations, and most of these criteria include
competency in basic listening and counseling skills
(Ray & Wiese-Bjornstal 1999). As Ray et al (1999)
described, these basic skills do not imply the ability
to do psychotherapy, but would include such skills
as rapport building, effective communication, edu-
cation, emotional first aid, and knowing how to
make an effective referral. In turn, each of these gen-
eral skills is dependent on a variety of micro-skills
(e.g., paraphrasing, summarization, reflection of
feeling) that require considerable practice in order
to become an automatic or habitual part of a practi-
tioner’s repertoire (Ivey & Ivey 1999). To facilitate
this type of practice and skill acquisition, Danish &
Hale (1983) have provided a useful model for
teaching new skills. They suggest:

. describe the skill in behavioral terms

. give a rationale for the skill

. specify a skill-attainment level

. demonstrate effective and ineffective uses of the
skill

BN
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5. provide opportunities to practice the skill with
supervision and feedback

6. assign homework to promote generalization of
the skill

7. evaluate the skill-attainment level.

Although it may be a relatively easy task to
understand these basic skills, using them effectively
with a wide variety of clients can be quite challeng-
ing. Furthermore, research has shown that health-
care professionals often overestimate their ability to
be empathetic. For example, Dockrell (1988) found a
large discrepancy between what physiotherapy
students reported that they did to build rapport
with clients and their actual behaviors, with only
seven of 20 participants demonstrating appropriate
attending skills. Equally alarming is the finding of
Gillium & Barsky (1974) that two-thirds of the
healthcare providers in their study believed that
adherence problems were caused by clients’ person-
ality issues, whereas only 25% of the participants
believed that their own behaviors had anything to
do with non-compliance. These studies point out
that many healthcare providers are unaware of their
own behaviors or the effects of their communica-
tions on clients. The ability to use basic listening and
counseling skills effectively necessitates that physi-
cal and manual therapists be willing to look criti-
cally at their own behaviors and receive appropriate
supervision.

Self-awareness comes from a combination of self-
disclosure and feedback (e.g., Meichenbaum & Turk
1987, Sexton & Whiston 1994). Therefore, training
programs should afford physical and manual
therapists opportunities to share their beliefs and
concerns in group and one-on-one supervision
activities. Training programs should also contain
opportunities for students to get feedback about the
advantages and disadvantages of their personal
styles in order to identify and help to eliminate
any blind spots they may have concerning their
self-presentations.

The counseling literature contains a number of
training strategies to promote self-understanding
and an increased awareness of the processes
that take place between practitioners and clients
(Petitpas 2000). Several of these strategies may be
quite beneficial to physical and manual therapists
who want to acquire additional feedback concern-
ing their listening and rapport-building skills.
For example, reviewing and receiving feedback on
video or audio-taped client interactions allows

practitioners to evaluate their abilities to use facili-
tative skills and to build rapport with their clients,
and also to track the increase in self-awareness of
their interpersonal style. In addition, using a train-
ing diary would allow individuals to record
how their values, thoughts, and emotions play out
during their interactions with various clients.

The most effective method of gaining self-
knowledge and an understanding of the processes
involved in the client-practitioner interactions is
through a supervisory or mentoring relationship
(Andersen 2000). Practitioners can learn a lot about
their interactions with clients by examining their
own relationships with their supervisors or men-
tors. For example, by exploring their own thoughts
and feelings concerning their supervisors and
supervisory experiences, practitioners can gain
insight into process issues (e.g., power differentials,
trust) that may parallel what happens in their own
client interactions. Even if formal supervisory rela-
tionships are not feasible, physical and manual ther-
apists can develop peer-mentoring arrangements
that would enable them to share their process
concerns with a trusted colleague.

SUMMARY

Client, setting, and practitioner variables have all
been shown to influence clients” adherence to treat-
ment regimens. Nonetheless, it is the quality of the
client—practitioner relationship that has proven to
be the most critical factor (Meichenbaum & Turk
1987). The purpose of this chapter was to examine
several aspects of the client—practitioner relation-
ship and to provide physical and manual therapists
with suggestions for developing basic listening and
counseling skills that would facilitate the develop-
ment of effective working alliances. The need for
these relationship-building skills has become even
more important as today’s clients are more knowl-
edgeable, demanding, and litigious than ever
before.

Although physical and manual therapists cannot
control all the variables that influence clients’
adherence, this chapter has provided evidence that
practitioners who exhibit an accepting, congruent,
and empathetic presentation and employ salubri-
ous attending behaviors and skills are in the best
position to develop effective working relationships.
Nonetheless, creating strong client—practitioner
relationships and facilitating treatment adherence is
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an ongoing process that cannot be learned by
reading a book or attending a lecture. Acquiring
relationship-building skills necessitates training,
extensive practice, continuous feedback, and on-
going supervision. We hope the information and
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INTRODUCTION

This chapter concerns issues of a deeply personal
quality that go to the heart of the matter in service
delivery for the physical and manual therapies. The
core of this chapter involves how we as therapists
respond to our clients, both consciously and uncon-
sciously, in the behavioral, cognitive, emotional,
and conative (what we desire, what we want)
realms, and how they respond to us. The type and
depth of those responses will have a profound influ-
ence on the quality of the client—practitioner rela-
tionships, and even the outcomes of rehabilitation
(Giovacchini 1989, Petitpas et al 1999). Because
transference and countertransference are such per-
sonal topics, I thought that instead of first going
through some textbook definitions and theoretical
explanations, I would begin with a story of a pro-
found transference—countertransference relation-
ship between a client and her therapist. Then, I will
continue with the topic, referring back to the story
along the way. I have found that after over 15 years
of training future therapists, stories are usually
remembered far clearer than theoretical models.

CASE STUDY

Evelyn was a 77-year-old Caucasian woman, of
British decent, living in Australia. She was from a
financially secure, upper social class family, and had
never worried about money. She was active in civic
affairs and the arts of the city in which she lived.
Those who knew her well would have called her
“efficient, solid, demanding, and a bit cool and
stand-offish.” Her parents’ marriage was reserved,
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and Evelyn could not recall much laughter in the
house. Her marriage was not a completely loveless
one, but it was not a passionate and affectionate one
either. Evelyn married her husband more because it
was something that was expected between the two
wealthy families in town than because of love. The
marriage produced two children, first a daughter,
then a son. The daughter followed in the family tra-
dition, and after receiving her graduate degree in
business from a prestigious university, moved into
the family business. At the time of her mother’s
rehabilitation, she was essentially running the com-
pany. The son, however, rebeled against his family’s
wealth and the passionless home life, became
estranged from the family, and moved to London
where he worked as a studio musician along with
other odd jobs. He called his mother on her birthday
every year, and the conversations would start out
pleasant enough, but would deteriorate into “when
are you going to grow up?” arguments, leaving both
mother and son frustrated, angry, and tearful.
Evelyn’s husband died 6 years earlier, and except
for a housekeeper who was in the house during the
daytime, she was alone.

Evelyn was in rehabilitation because of a recent
hip replacement operation, and she was also receiv-
ing some treatment for rotator cuff tendinosis. She
had a cool, aloof, manner within the clinic, and
nothing was ever quite good enough for her. The
clinic staff she had contact with did not look for-
ward to her visits because of her manner towards
them and the other staff.

The physical therapist, Miguel, was a 29-year-old
man who immigrated to Australia from Chile with
his parents when he was 10 years old. In contrast to
Evelyn’s family, Miguel’s parents actively and daily
showed physical affection for each other and for
their children. Miguel was the first child, and then
three sisters followed. During his 10 years in Chile,
his maternal grandmother lived with the family. His
maternal grandfather had died when he was 2 years
old. Both his parents worked, and so his grand-
mother did a lot of the keeping of the house and tak-
ing care of the children. When Miguel went to his
very first day of school, it was his grandmother who
accompanied him.

Moving to Australia was difficult for Miguel, but
he managed. What was probably the most difficult
was leaving his grandmother behind. It was like an
Oedipal story one generation removed. His rela-
tionship with his grandmother was probably closer
than that with his mother. He returned to Chile at

the age of 23 after completing his first university
degree to visit friends and relatives, and especially
his grandmother. She died suddenly of a stroke
when Miguel was 27 years old. Miguel was devas-
tated and deeply regretted not being there when
she died.

Miguel was attractive looking in the Medi-
terranean sense, with olive skin and dark hair. He
had a smile that made others want to smile, and his
laugh was infectious. Clients and staff loved him.
Miguel “inherited” Evelyn at the clinic because
the therapist who was treating Evelyn moved to
another clinic in another city. Evelyn and Miguel
did not particularly take to each other well at the
first physical therapy session.

THE BEGINNING OF THE RELATIONSHIP

Upon meeting Miguel, the first thing that Evelyn
asked was “How old are you?” Miguel told her, and
then she began to go on about how he was too
young, and she really needed a therapist who was
older with more experience, and that she had noth-
ing against him, and that one day he would surely
be a fine therapist, but that he just would not do for
now. Miguel had been warned about Evelyn and
flashed his dazzling smile and said that he was the
only therapist available at this time, but that he
would try to schedule her future appointments with
a “more mature therapist” (his words). She acqui-
esced and said that they should go ahead with treat-
ment, but that next time she wanted an older
therapist. Throughout the treatment session, Evelyn
kept saying “Are you sure this is right? I haven’t
done this exercise before.” Miguel would gently
respond “This is the next exercise we need to get
you doing, don’t worry, if you become unsteady,
I am here to steady you.” While he was working on
her shoulder Miguel began to talk to her about how
he was fresh out of university, and how she was
right that he was young and did not have the expe-
rience others had, but that one day he was going to
be a dynamite therapist. Miguel knew the art of get-
ting a client on one’s side: throw the ego away, agree
with them, and tell them they are right. He began
telling Evelyn amusing stories from his student
days, and she even laughed at a couple of them.
Upon completion of treatment, Evelyn said to
Miguel “Thank you, and don't forget to check for a
new therapist, but if it takes a few weeks to find one,
that’s OK, you'll do for now.” After Evelyn checked
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out of the clinic, the receptionist came up to Miguel
and said “Evelyn just smiled at me! What did
you do?” Miguel just winked and said “Damn,
I'm good!”

After the second session, Evelyn never men-
tioned getting a new therapist again. She began to
relax more and laugh more at Miguel’s stories, and
by the fourth session she was beginning to tell sto-
ries too, about her childhood and her stuffy parents,
but she told them in a way that was amusing and
self-mocking. Both Evelyn and Miguel turned out to
be gifted storytellers who entertained each other
during treatment.

THE EVOLVING RELATIONSHIP

Evelyn and Miguel were getting along quite well
when an event occurred that moved their relation-
ship along even further. Miguel was working on
Evelyn’s shoulder and suddenly he felt something
give way, and she let out a yelp of extreme pain.
Miguel was frantic. He apologized profusely, put
her shoulder in a resting comfortable position, and
was about to run for the physician on staff, but did
not need to because everyone had heard Evelyn,
and the physician was on her way. While the physi-
cian was examining Evelyn’s shoulder, Miguel was
pacing nervously and looking quite anxious. Evelyn
looked over at Miguel and said in a mock imperious
tone “Oh stop that pacing, and come over here and
learn something.” Miguel moved to the opposite
side of the table from the physician and, with no
conscious thought, took Evelyn’s hand and held it
in both of his until the physician was finished. He
was still holding her hand when she said “Do you
know how long it has been since a handsome man
like you has held my hand?” Miguel blushed and
stammered out something like “With a beautiful gal
like you, it was probably 10 minutes before your
appointment.” Evelyn replied, “You flatterer!”
Miguel said 