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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



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
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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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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

Chapter 1

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

INJURY, ILLNESS, AND REHABILITATION: PSYCHOLOGICAL PRINCIPLES4



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

Using psychology in the physical and manual therapies 5



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

Therapeutic Relationship, addresses the psycholo-
gical and social factors that come into play when a
client–practitioner relationship is drawing to a
close. The chapter examines feelings, thoughts, and
behaviors of both practitioners and clients, and
makes suggestions for effective ways of terminating
therapeutic relationships.

Section 3 of the book, Working with Specific
Client Populations, incorporates eight chapters
covering a variety of common conditions that
physical and manual therapists are involved
with. Chapter 13 is on Traumatic Brain Injury and
Stroke; Chapter 14 addresses Spinal Cord Injury;
Chapter 15 looks at Cardiovascular and Respiratory
Conditions; Chapter 16 covers Injury from Sport,
Exercise, and Physical Activity; Chapter 17 focuses
on Arthritides; Chapter 18 provides information on
Functional Somatic Syndromes; Chapter 19 covers
Personality Disorders; and Chapter 20 considers
Terminal Illness. In each of these chapters the
areas covered include physical and medical
considerations, psychological considerations, psy-
chological interventions, and integrated manage-
ment approaches.

SUMMARY

This book has been written with the specific pur-
pose of providing user-friendly psychology-based
information to those working in the physical and
manual therapies. Training and education of health-
care professionals is increasingly dependent on
interdisciplinary practice. We believe that the con-
tent of this book can assist physical and manual
therapists to successfully recognize and incorporate
psychological approaches in their management
strategies for a range of disorders.
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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,

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 & Björvell (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 SCIs,
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

initial injury). Another method is to classify them as
active and passive into the activity level that is
required of the individual. Typical psychological
intervention methods for reducing injury and illness
involve using imagery, stress management (e.g.,
thought control, somatic relaxation) and cognitive
restructuring. Evidence shows that stress manage-
ment techniques seem to have the potential to buffer
stressors influencing injury and illness outcome.
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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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Psychological responses to injury
and illness
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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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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

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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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,

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
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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
et al 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 Compare a stressful medical event with Cognitively alter the meaning of the 
Downward comparison a worse outcome of the accident, with a situation to make it seem less stressful or 

worse situation when the accident took to put it in context
place, or with a person who is worse off than
oneself

Positive thinking Focus on real or imagined positive aspects of Cognitively reduce the degree of threat 
Positive framing the problem or focus on positive benefits that presented by the situation, by viewing 
Positive reappraisal might accrue via one’s experience of the situation as a challenge rather than as a 
Comforting self-talk situation threat; construing a stressful encounter in 

positive terms

Distancing Keeping problems at a distance; avoiding Cognitively using a strategy to avoid the 
Disengagement immediate response threat immediacy of the threat; behaviorally 
Escape-avoidance distancing oneself

Distracting attention Divert attention from the problem; keeping Cognitively and behaviorally distracting 
Behavioral distraction busy with other cognitive and behavioral oneself in order to minimize and manage 
Cognitive distraction activities negative emotions
Social diversion

Accepting the situation Trying to make the best of the situation Cognitively accepting what has happened
and seeing what positives might come out
of the situation

Seeking social support Manage emotional and tangible problems by Cognitively believing that help is available 
relying on help from others if needed; behaviorally actually requesting

and receiving help from others

Maintaining control Keeping a sense of one’s own capacity to Cognitively feeling in control by 
Sense of control manage problems; using tangible strategies behaviorally doing things for oneself as 
Capacity for eliminating problems posed by physical much as able; behaviorally doing things 
Relying on personal capacity limitations for oneself by adapting strategies and 

Strong belief or efficacy in one’s own supplies as needed to accommodate 
capacity to manage difficult situations physical limitations

Cognitively reinforcing their own mental
toughness or control over their responses

Direct tension reduction Using symptom-directed strategies to Behaviorally relying on substance use
Pain-relieving actions moderate distress Behaviorally or cognitively managing pain

Taking painkillers, massage or elevation of 
injured part
Distracting attention from pain

Active processing of the Trying to find an explanation for why it Cognitively put one’s mind more at ease 
situation in which injury or happened; revisiting the location of the about what happened and why it 
illness occurred injury occurrence; analyzing the situation happened (perceived cause)

Unconscious self-deception Unrealistic assessments or evaluations of Cognitively holding beliefs that serve the 
llusion the injury or illness; overly optimistic purpose of maintaining personal well-
Positive self-assessments self-assessments being and hope

Devices and tricks Conscious or subconscious attempts to hide, Cognitive and emotional self-protection
Concealment repress, and trick oneself and others into 
Repression thinking that there is no problem

Continued



Table 3.1 Some common coping strategies in medical situations — cont’d

Coping strategy Description What’s the person trying to do?

Denial Refusal to believe in or act upon the existence Cognitively denying the injury or illness; 
Behavioral avoidance or seriousness of the illness or injury behaviorally continuing to do everything 
Cognitive avoidance that one did before as if not injured/ill

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

INJURY, ILLNESS, AND REHABILITATION: PSYCHOLOGICAL PRINCIPLES30



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.

Illness 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 MMPI 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-

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

                     Minimum effort      1       2       3       4       5       Maximum effort

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

                                   Never     1        2       3       4       5       Always

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

                  Very unreceptive      1       2       3       4       5       Very receptive

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”)



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-
fied, 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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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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Table 4.1 Studies reporting positive associations between rehabilitation adherence and rehabilitation outcome

Study Medical condition Intervention Outcome(s)

Brewer et al (2000a) Knee (ACL) surgery Clinic- and home-based Functional performance
activities

Derscheid & Feiring Sport injuries Physiotherapy Clinical improvement
(1987)

Di Fabio et al (1995) Low back pain Clinic-based exercises Disability, functional 
performance

Friedrich et al (1996) Neck and low back pain Supervised or home exercise Pain

Groth et al (1994) Mallet finger injuries Clinic and home exercises Range of motion, joint 
extension

Hawkins (1989) Shoulder instability Activity restriction Symptoms

Hawkins & Switlyk (1993) Humerus stress fractures Supervised postsurgery Rating scale
physiotherapy

Kolt & McEvoy (2003) Low back pain Clinic and home exercises Perceived progress

Meani et al 1986 Pathological apophyseal growth Physiotherapy Anatomical and functional 
centers recovery

O’Reilly et al (1999) Knee osteoarthritis Home exercises Walking, stair-climbing, leg 
strength

Preisinger et al (1996) Osteoporosis Supervised exercise Bone density, back pain

Quinn & Fallon (2000) Sport injuries Physiotherapy Recovery time

Rejeski et al (1997) Knee osteoarthritis Facility- and home-aerobic or Disability, pain, functional 
resistance exercise program performance

Rives et al (1992) Depuytren’s disease Postsurgery splinting Joint extension

Sawhney et al (1999) Plantar fasciitis Orthotics Pain

Schoo (2002) Knee/hip osteoarthritis Home exercises Hip pain intensity and frequency

Shumway-Cook et al Falls Exercise program Mobility status, fall risk
(2000)

Treacy et al (1997) Knee (ACL) surgery Exercise program Knee function, satisfaction, 
return to activity



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
et al 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,

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.

ACKNOWLEDGMENTS

This chapter was supported in part by grant num-
ber R29 AR44484 from the National Institute of
Arthritis and Musculoskeletal and Skin Diseases. Its
contents are solely the responsibility of the author
and do not represent the official views of the
National Institute of Arthritis and Musculoskeletal
and Skin Diseases.

Psychological aspects of rehabilitation 49

References
Abbott J, Dodd M, Bilton D, Webb et al 1994 Treatment

compliance in adults with cystic fibrosis. Thorax 49: 115–120
Abbott J, Dodd M, Webb AK 1996 Health perceptions and

treatment adherence with cystic fibrosis. Thorax 51:
1233–1238

Andersen M B 2001 Returning to action and the prevention of
future injury. In: Crossman J (ed) Coping with sports
injuries: Psychological strategies for rehabilitation. Oxford
University Press, Oxford, p 162–173

Armistead J 1997 An evaluation of initial non-attendance
rates for physiotherapy. Physiotherapy 83: 591–596

Barlow J H, Macey S J, Struthers G R 1993 Health locus of
control, self-help and treatment adherence in relation to

ankylosing spondylitis patients. Patient Education and
Counseling 20: 153–166

Bassett S F, Petrie K J 1999 The effect of treatment goals on
patient compliance with physiotherapy exercise
programmes. Physiotherapy 85: 130–137

Belanger A Y, Noel G 1990 Compliance to and effects of a
home strengthening exercise program for adult
dystrophic patients: A pilot study. Physiotherapy Canada
43: 24–30

Bentsen H, Lindgarde F, Manthrope R 1997 The effects of
dynamic strength back exercise and/or a home training
program in 57-year-old women with chronic low back
pain. Spine 22: 1494–1500



Breuer U 1994 Diabetic patient’s compliance with bespoke
footwear after healing of neuropathic foot ulcers. Diabetes
& Metabolism 20: 415–419

Brewer B W 1999 Adherence to sport injury rehabilitation
regimens. In: Bull S J (ed) Adherence issues in sport and
exercise. Wiley, Chichester,  UK, p 145–168

Brewer B W 2001 Psychology of sport injury rehabilitation.
In: Singer R N, Hausenblas H A, Janelle C M (eds)
Handbook of sport psychology, 2nd edn. Wiley, 
New York, p 787–809

Brewer B W, Linder D E, Phelps C M 1995a Situational
correlates of emotional adjustment to athletic injury.
Clinical Journal of Sport Medicine 5: 241–245

Brewer B W, Petitpas A J, Van Raalte J L et al 1995b 
Prevalence of psychological distress among patients at a
physical therapy clinic specializing in sports medicine.
Sports Medicine, Training and Rehabilitation 6: 138–145

Brewer B W, Daly J M, Van Raalte J L et al 1999 A
psychometric evaluation of the Rehabilitation Adherence
Questionnaire. Journal of Sport & Exercise Psychology 
21: 167–173

Brewer B W, Van Raalte J L, Cornelius A E et al 2000a
Psychological factors, rehabilitation adherence, and
rehabilitation outcome after anterior cruciate ligament
reconstruction. Rehabilitation Psychology 45: 20–37

Brewer B W, Van Raalte J L, Petitpas A J et al 2000b
Preliminary psychometric evaluation of a measure of
adherence to clinic-based sport injury rehabilitation.
Physical Therapy in Sport 1: 68–74

Brewer B W, Avondoglio J B, Cornelius A E et al 2002
Construct validity and interrater agreement of the Sport
Injury Rehabilitation Adherence Scale. Journal of Sport
Rehabilitation 11: 170–178

Brewer B W, Cornelius A E, Van Raalte J L et al (2003)
Protection motivation theory and adherence to sport
injury rehabilitation revisited. The Sport Psychologist
17: 95–103

Byerly P N, Worrell T, Gahimer J et al 1994 Rehabilitation
compliance in an athletic training environment. Journal of
Athletic Training 29: 352–355

Cammu H, Van Nylen M 1995 Pelvic floor muscle exercises:
5 years later. Urology 45: 113–118

Cedraschi C, Robert J, Perrin E et al 1996 The role of
congruence between patient and therapist in chronic low
back pain patients. Journal of Manipulative and
Physiological Therapeutics 19: 244–249

Chen C Y, Neufeld P S, Feely C A et al 1999 Factors
influencing compliance with home exercise programs
among patients with upper-extremity impairment.
American Journal of Occupational Therapy 53: 171–180

Clark N M, Becker M H 1998 Theoretical models and
strategies for improving adherence and disease
management. In: Shumaker S A, Schron E B, Ockene J K et
al (eds) The handbook of health behavior change, 2nd
edn. Springer, New York, p 5–32

Crossman J, Jamieson J 1985 Differences in perceptions of
seriousness and disrupting effects of athletic injury as
viewed by athletes and their trainer. Perceptual and
Motor Skills 61: 1131–1134

Crossman J, Roch J 1991 An observation instrument for use in
sports medicine clinics. The Journal of the Canadian
Athletic Therapists Association April: 10–13

Crossman J, Jamieson J, Hume K M 1990 Perceptions of
athletic injuries by athletes, coaches, and medical
professionals. Perceptual and Motor Skills 71: 848–850

Derscheid G L, Feiring D C 1987 A statistical analysis to
characterize treatment adherence of the 18 diagnoses most
seen at a sports medicine clinic. Journal of Orthopaedic
and Sports Physical Therapy 9: 40–46

Di Fabio R P 1995 Efficacy of comprehensive rehabilitation
programs and back school for patients with low back
pain: a meta-analysis. Physical Therapy 75: 865–878

Di Fabio R P, Mackey G, Holte J B 1995 Disability and
functional status in patients with low back pain receiving
workers’ compensation: A descriptive study with
implications for the efficacy of physical therapy. Physical
Therapy 75: 180–193

DiMatteo M R, Sherbourne C D, Hays R D et al 1993
Physicians’ characteristics influence patients’ adherence
to medical treatment: Results from the Medical Outcomes
Study. Health Psychology 12: 93–102

DiMatteo M R, Lepper H S, Croghan T W 2000 Depression is
a risk factor for noncompliance with medical treatment.
Archives of Internal Medicine 160: 2101–2107

Dobbe J G, van Trommel N E, de Freitas Baptista J E et al 1999
A portable device for finger tendon rehabilitation that
provides an isotonic force and records exercise behaviour
after finger tendon surgery. Medical and Biological
Engineering and Computing 37: 396–399

Donatelli R, Hurlbert C, Conaway D et al 1988 Biomechanical
foot orthotics: A retrospective study. The Journal of
Orthopaedic and Sports Physical Therapy 10: 205–212

Duda J L, Smart A E, Tappe M K 1989 Predictors of adherence
in rehabilitation of athletic injuries: An application of
personal investment theory. Journal of Sport & Exercise
Psychology 11: 367–381

Dunbar-Jacob J, Schlenk E 1996 Treatment adherence and
clinical outcome: Can we make a difference? In: 
Resnick R J, Rozensky R H (eds) Health psychology
through the life span: Practice and research opportunities.
American Psychological Association, Washington, DC, 
p 323–343

Dunbar-Jacob J, Dunning E J, Dwyer K 1993 Compliance
research in pediatric and adolescent populations: Two
decades of research. In: Krasnegor N A, Epstein L, Johnson
S B, Yaffe S J (eds) Developmental aspects of health
compliance behavior. Erlbaum, Mahwah, NJ, p 29–51

Dunbar-Jacob J, Sereika S, Rohay J et al 1998 Electronic
methods in assessing adherence to medical regimens. In:
Krantz D S, Baum A (eds) Technology and methods in
behavioral medicine. Erlbaum, Mahwah, NJ, p 95–113

Fields J, Murphey M, Horodyski M et al 1995 Factors
associated with adherence to sport injury rehabilitation in
college-age recreational athletes. Journal of Sport
Rehabilitation 4: 172–180

Fisher A C, Domm M A, Wuest D A 1988 Adherence to sports-
injury rehabilitation programs. The Physician and
Sportsmedicine 16(7): 47–52

INJURY, ILLNESS, AND REHABILITATION: PSYCHOLOGICAL PRINCIPLES50



Flynn M F, Lyman R D, Prentice-Dunn S 1995 Protection
motivation theory and adherence to medical treatment
regimens for muscular dystrophy. Journal of Social and
Clinical Psychology 14: 61–75

Fong S L, Dales R E, Tierney M G 1990 Compliance among
adults with cystic fibrosis. DICP 24: 689–692

Friedrich M, Cermak T, Maderbacher P 1996 The effects of
brochure use versus therpist teaching on patients
performing therapeutic exercise and on changes in
impairment status. Physical Therapy 76: 1082–1088

Friedrich M, Gittler G, Halberstadt Y et al 1998 Combined
exercise and motivation program: Effect on the
compliance and level of disability of patients with low
back pain: A randomized controlled trial. Archives of
Physical Medicine and Rehabilitation 79: 475–487

Gallo M L, Staskin D R 1997 Cues to action: Pelvic floor
muscle exercise compliance in women with stress urinary
incontinence. Neurourology and Urodynamics
16: 167–177

Greenan-Fowler E, Powell C, Varni J W 1987 Behavioral
treatment of adherence to therapeutic exercise by children
with hemophilia. Archives of Physical Medicine and
Rehabilitation 68: 846–849

Groth G N, Wilder D M, Young V L 1994 The impact of
compliance on the rehabilitation of patients with mallet
finger injuries. Journal of Hand Therapy 7: 21–24

Hahn I, Milsom I, Fall M et al 1993 Long-term results of
pelvic floor training in female stress urinary incontinence.
British Journal of Urology 72: 421–427

Hall J A, Roter D L, Katz N R 1988 Meta-analysis of correlates
of provider behavior in medical encounters. Medical Care
26: 657–675

Hammond A, Freeman K 2001 One-year outcomes of a
randomized controlled trial of an educational–behavioral
joint protection programme for people with rheumatoid
arthritis. Rheumatology 40: 1044–1051

Hammond A, Lincoln N 1999 Development of the Joint
Protection Behaviour Assessment. Arthritis Care and
Research 12: 200–207

Hawkins R B 1989 Arthroscopic stapling repair for shoulder
instability: A retrospective study of 50 cases. Arthroscopy:
The Journal of Arthroscopic and Related Surgery
2: 122–128

Hawkins R J, Switlyk P 1993 Acute prosthetic replacement
for stress fractures of the proximal humerus.
Clinical Orthopaedics and Related Research 
289: 156–160

Hays R D, Kravitz R L, Mazel R M et al 1994 The impact of
patient adherence on health outcomes for patients with
chronic disease in the Medical Outcomes Study. Journal of
Behavioral Medicine 17: 347–360

Hegel M T, Ayllon T, VanderPlate C et al 1986 A behavioral
procedure for increasing compliance with self-exercise
regimens in severely burn-injured patients. Behaviour
Research and Therapy 24: 521–528

Helewa A, Smythe H A, Goldsmith C H 1994 Can specifically
trained physiotherapists improve care of patients with
rheumatoid arthritis? A randomized health care trial.
Journal of Rheumatology 21: 70–79

Henry K D, Rosemond C, Eckert L B 1998 Effect of number of
home exercises on compliance and performance in adults
over 65 years of age. Physical Therapy 78: 70–277

Hidding A, van der Linden S, Gielen X et al 1994
Continuation of group physical therapy is necessary in
ankylosing spondylitis. Arthritis Care and Research
7: 90–96

Hokanson R G 1994 Relationship between sports
rehabilitation practitioners’ communication style and
athletes’ adherence to injury rehabilitation. Unpublished
master’s thesis, Springfield College, Massachusetts, MA

Jackson L D 1994 Maximizing treatment adherence among
back-pain patients: An experimental study of the effects of
physician-related cues in written medical messages.
Health Communication 6: 173–191

Jensen G M, Shepard K F, Gwyer J et al 1992 Attribute
dimensions that distinguish master and novice physical
therapy clinicians in orthopedic settings. Physical
Therapy 72: 711–722

Johnson U 1996 The multiply injured versus the first-
time-injured athlete during rehabilitation: A comparison
of nonphysical characteristics. Journal of Sport
Rehabilitation 5: 293–304

Johnson U 1997 A three-year follow-up of long-term injured
competitive athletes: Influence of psychological risk
factors on rehabilitation. Journal of Sport Rehabilitation
6: 256–271

Kahanov L, Fairchild P C 1994 Discrepancies in perceptions
held by injured athletes and athletic trainers during the
initial evaluation. Journal of Athletic Training 29: 70–75

Kolt G S, McEvoy J F 2003 Adherence to rehabilitation
in patients with low back pain. Manual Therapy
8: 110–116

Ladyshewsky R, Gotjamanos E 1997 Communication skill
development in health professional education: The use of
standardized patients in combination with a peer
assessment strategy. Journal of Allied Health 
26: 177–186

Lampton C C, Lambert M E, Yost R 1993 The effects of
psychological factors in sports medicine rehabilitation
adherence. Journal of Sports Medicine and Physical
Fitness 33: 292–299

Lansinger B, Nordholm L, Sivick T 1994 Characteristics of
low back pain patients who do not complete
physiotherapeutic treatment. Scandinavian Journal of
Caring Science 8: 163–167

Laubach W J, Brewer B W, Van Raalte J L et al 1996
Attributions for recovery and adherence to sport injury
rehabilitation. Australian Journal of Science and Medicine
in Sport 28: 30–34

Laupattarakasem W 1988 Short term continuous passive
motion. The Journal of Bone and Joint Surgery 
70: 802–806

Lazarus R S, Folkman S 1984 Stress, appraisal, and coping.
Springer-Verlag, New York

Lechner D E 1998 Functional capacity evaluation. In: 
King P M (ed) Sourcebook of occupational rehabilitation:
Plenum series in rehabilitation and health. Plenum, 
New York, p 209–227

Psychological aspects of rehabilitation 51



Lessard L A, Scudds R A, Amendola A et al 1997 The efficacy
of cryotherapy following arthroscopic knee surgery.
Journal of Orthopaedic and Sports Physical Therapy
26: 14–22

Levin M F, Riley E J 1984 Effectiveness of teaching
interviewing and communication skills to physiotherapy
students. Physiotherapy Canada 36: 190–194

Levitt R, Deisinger J A, Wall J R et al 1995 EMG feedback-
assisted postoperative rehabilitation of minor
arthroscopic knee surgeries. The Journal of Sports
Medicine and Physical Fitness 35: 218–223

Linton S J, Hellsing A, Bergstrom G 1996 Exercise for workers
with musculoskeletal pain: Does enhancing compliance
decrease pain? Journal of Occupational Rehabilitation
6: 177–190

Maehr M, Braskamp L 1986 The motivation factor: A theory
of personal investment. Lexington Books, Lexington, MA

May S, Taylor A H 1994 The development and examination of
various measures of patient compliance, for specific use
with injured athletes. Journal of Sports Sciences
12: 180–181

Meani E, Migliorini S, Tinti G 1986 La patologia de
sovraccarico sportivo dei nuclei di accrescimento
apofisari. [The pathology of apophyseal growth centres
caused by overstrain during sports]. Italian Journal of
Sports Traumatology 8: 29–38

Meichenbaum D, Turk D C 1987 Facilitating treatment
adherence. Plenum, New York

Nicholas M K 1995 Compliance: A barrier to occupational
rehabilitation? Journal of Occupational Rehabilitation
5: 271–282

Noyes F R, Matthews D S, Mooar P A et al 1983 The
symptomatic anterior cruciate-deficient knee. Part II: The
results of rehabilitation, activity modification, and
counseling on functional disability. Journal of Bone and
Joint Surgery 65-A: 163–174.

O’Carroll M, Hendriks O 1989 Factors associated with
rheumatoid arthritis patients’ compliance with home
exercises and splint use. Physiotherapy Practice 5: 115–122

Olivier L C, Neudeck F, Assenmacher S et al 1997 Acceptance
of Allgower/Wenzl partial dynamic weight bearing
orthosis. Results using a hidden step counting device.
Unfallchirurgie 23: 200–204

O’Reilly S C, Muir K R, Doherty M 1999 Effectiveness of
home exercise on pain and disability from osteoarthritis of
the knee: A randomized controlled trial. Annals of the
Rheumatic Diseases 58: 15–19

Owen O G, Goodge P 1981 Physiotherapists talking to
patients. Patient Counseling and Health Education
3: 100–102

Penpraze P, Mutrie N 1999 Effectiveness of goal setting in an
injury rehabilitation programme for increasing patient
understanding and compliance [Abstract]. British Journal
of Sports Medicine 33: 60

Perry J F 1975 Nonverbal communication during physical
therapy. Physical Therapy 55: 593–600

Petrosenko R D, Vandervoort B M, Chesworth B M et al 1996
Development of a home ankle exerciser. Medical
Engineering and Physics 18: 314–319

Pichert J W, Schlundt D G, Boswell E J et al 1999 Improving
health professionals’ adherence promotion and problem
solving skills [Abstract]. Annals of Behavioral Medicine
21(Suppl.): S123

Pizzari T, McBurney H, Taylor N F 2002 Adherence to
anterior cruciate ligament reconstruction: A qualitative
analysis. Journal of Sport Rehabilitation 11: 90–102

Preisinger E, Alacamlioglu Y, Pils K et al 1996 Exercise
therapy for osteoporosis: Results of a randomized
controlled trial. British Journal of Sports Medicine
30: 209–212

Prentice-Dunn S, Rogers R W 1986 Protection motivation
theory and preventive health: Beyond the health belief
model. Health Education Research 1: 153–161

Quinn A M 1996 The psychological factors involved in the
recovery of elite athletes from long term injuries.
Unpublished doctoral dissertation, University of
Melbourne, Australia

Quinn A M, Fallon B J 2000 Predictors of recovery time.
Journal of Sport Rehabilitation 9: 62–76

Rejeski W J, Brawley L R, Ettinger W et al 1997 Compliance to
exercise therapy in older participants with knee
osteoarthritis: Implications for treating disability.
Medicine and Science in Sports and Exercise 29: 977–985

Rives K, Gelberman R, Smith B et al 1992 Severe contractures
of the proximal interphalangeal joint in Depuytren’s
disease: Results of a prospective trial of operative
correction and dynamic extension splinting. Journal of
Hand Surgery 17A: 1153–1159

Rosenstock I M 1974 Historical origins of the health belief
model. Health Education Monographs 2: 328–335

Sawhney R, Egidi E, Bukosky J et al 1999 Long-term
compliance of patients using functional orthotics for
plantar fasciitis [Abstract]. Journal of Orthopaedic and
Sports Physical Therapy 29: A–38

Scherzer C B, Brewer B W, Cornelius A E et al 2001
Psychological skills and adherence to rehabilitation after
reconstruction of the anterior cruciate ligament. Journal of
Sport Rehabilitation 10: 165–172

Schlenk E A, Dunbar-Jacob J, Sereika S et al 2000
Comparability of daily diaries and accelerometers in
exercise adherence in fibromyalgia syndrome [Abstract].
Measurement and Evaluation in Physical Education and
Exercise Science 4: 133–134

Schneiders A G, Zusman M, Singer K P 1998 Exercise therapy
compliance in acute low back pain patients. Manual
Therapy 3: 147–152

Schoo A M M 2002 Exercise performance in older people with
osteoarthritis: Relationships between exercise adherence,
correctness of exercise performance and associated pain.
Unpublished doctoral dissertation, La Trobe University,
Bundoora, Australia

Shank R H 1988 Academic and athletic factors related to
predicting compliance by athletes to treatments.
Unpublished doctoral dissertation, University of Virginia,
Charlottesville

Shelbourne K D, Wilckens J H 1990 Current concepts in
anterior cruciate ligament rehabilitation. Orthopaedic
Review 19: 957–964

INJURY, ILLNESS, AND REHABILITATION: PSYCHOLOGICAL PRINCIPLES52



Shumway-Cook A, Gruber W, Baldwin M et al 1997 The
effects of multidimensional exercise on balance, mobility,
and fall risk in community-dwelling older adults.
Physical Therapy 77: 46–57

Sluijs E M, Kok G J, van der Zee J 1993 Correlates of exercise
compliance in physical therapy. Physical Therapy
73: 771–782

Stenmar L, Nordholm L A 1994 Swedish physical therapists’
beliefs on what makes therapy work. Physical Therapy
74: 1034–1039

Stenstrom C H, Arge B, Sundbom A 1997 Home exercise and
compliance in inflammatory rheumatic diseases –
A prospective clinical trial. The Journal of Rheumatology
24: 470–476

Talvitie U 2000 Socio-affective characteristics and properties
of extrinsic feedback in physiotherapy. Physiotherapy
Research International 5: 173–189

Taylor A H, May S 1996 Threat and coping appraisal as
determinants of compliance to sports injury
rehabilitation: An application of protection motivation
theory. Journal of Sports Sciences 14: 471–482

Taylor S E 2003 Health psychology, 5th edn. McGraw-Hill,
New York

The team physician and return-to-play issues: A consensus
statement. 2002 Medicine and Science in Sports & Exercise
33: 1212–1214

Thornquist E 1992 Examination and communication: A study
of first encounters between patients and physiotherapists.
Family Practice 9: 195–202

Treacy S H, Barron O A, Brunet M E et al 1997 Assessing the
need for extensive supervised rehabilitation following
arthroscopic surgery. American Journal of Orthopedics
26: 25–29

Vandal S, Rivard C H, Bradet R 1999 Measuring the
compliance behavior of adolescents wearing orthopedic
braces. Issues in Comprehensive Pediatric Nursing
22(2–3): 59–73

Webborn A D J, Carbon R J, Miller B P 1997 Injury
rehabilitation programs: “What are we talking about?”
Journal of Sport Rehabilitation 6: 54–61

Weeks D L, Brubaker J, Byrt J et al 2002 Videotape instruction
versus illustrations for influencing quality of
performance, motivation, and confidence to perform
simple and complex exercises in healthy subjects.
Physiotherapy Theory and Practice 18: 65–73

Wiese-Bjornstal D M, Smith A M, Shaffer S M et al 1998
An integrated model of response to sport injury:
Psychological and sociological dimensions. Journal of
Applied Sport Psychology 10: 46–69

Psychological aspects of rehabilitation 53









57

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

● 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 I 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, I 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 I 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, I guess.
HCP: Sounds like you’re not quite sure. What else is

going on?

P. Well, sometimes I 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: I 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: I just don’t know whether I can keep pushing myself
in rehab.

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

P: Well, I know I 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:

1. describe the skill in behavioral terms
2. give a rationale for the skill
3. specify a skill-attainment level
4. demonstrate effective and ineffective uses of the

skill
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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

suggestions provided in this chapter will assist
physical and manual therapists in developing a
client-centered philosophy and acquiring the
knowledge and skills necessary to build strong
working relationships with all their clients.
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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 “That would be me, but you’re not bad
at it yourself.” From that point the quality and
depth of their relationship changed.

Evelyn talked a lot about her daughter, but never
told stories about her son. As Miguel and Evelyn
became closer, stories of hurt and disappointment
with her son came out. Miguel’s grandmother had
always said to him “What is past is past, the impor-
tant thing is what is happening now, and not letting
the past poison today.” Miguel knew Evelyn’s birth-
day was coming up soon, and knew a call would

come from London. He translated his grand-
mother’s words for Evelyn by saying “You know
Evelyn, you have told me about a lot of past hurt
and disappointment with your son, my grand-
mother always told me that right now is the most
important. Maybe when he calls if you can keep it in
the ‘right now’, what is he doing right now? If he is
happy right now, be happy with him. If he is sad, be
sad with him. Just try and keep it right now.
He obviously loves you or he wouldn’t call you
every year.”

On the first appointment after her birthday (the
day after), Evelyn came in all cheerful and gave
the receptionist half a birthday cake and told her to
share it with the staff. Her conversation with her son
had been the best one in 20 years, and there was
even talk of him coming home for a visit. Evelyn
said to Miguel “and I even told him all about you.”

LEAVING EACH OTHER

Miguel was down to seeing Evelyn once a fortnight
when tragedy struck. Evelyn came in for treat-
ment and said “Miguel, this will be my last day.
Remember when I said I was going to the neurolo-
gist for that funny stuff in my vision? Well it’s
bad, it’s really bad.” Evelyn had an inoperable
fast-growing malignancy that had metastasized
throughout her brain and into other vital organs.
She was given 3 months to live. Miguel and Evelyn
held on to each other and cried together.

For the next few weeks Miguel could not sleep,
he was anxious, and would think of Evelyn and
begin to cry. He lost his appetite, and began to lose
weight. He said to his girlfriend. “What is hap-
pening to me? She’s a patient; we occasionally
lose patients. Why am I so upset?” Miguel’s crisis
resolved considerably when he and Evelyn made a
pact that Thursday afternoons were reserved for
“Tea with Evelyn,” and up until the week she died
they kept those afternoon dates. During those
times they told more stories to each other, and
talked about death and life and living now.

At the wake, Miguel told some hilarious stories
about Evelyn that had many of the mourners laugh-
ing. Several people came up to him later and said
“I never knew that side of Evelyn, thank you!”
Evelyn’s son came up to him and said “The way she
talked about you, I think at the end there you were
her best friend, thanks.” That night Miguel dreamed
of his grandmother, and began to build a deeper
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understanding of his profound relationship with
Evelyn.

THE PROCESS OF TRANSFERRING

The terms “transference” and “countertransfer-
ence” (Lane 1986, Meyers 1986, Racker 1968) are
legacies in clinical and counseling psychology from
the work of Freud (Freud 1912, 1915). In the most
basic of descriptions, transference stands for a
process that occurs in psychotherapy when the
client begins to respond (behaviorally, cognitively,
emotionally, conatively) to the therapist in ways
that resemble patterns of response to significant
others in the client’s life. For example, if a young
man had a turbulent time dealing with an authori-
tarian father, and rebeled and resisted his father,
he may in therapy (especially with an older man)
begin to see the therapist as an authority figure and
start resisting the therapist’s help. The therapist
may not be acting in any objective authoritarian
way, but the major pattern for relationships with
older males for a client like this is one of authority
and rebellion. That pattern then gets projected on to
the therapist, and in this case, makes for a block in
therapy.

The defense mechanism of projection also needs
some clarification. The act of projection can present
in a variety of forms. One form is where the individ-
ual has some ego-dystonic (unacceptable) response
to another person (e.g., I hate them), and to defend
against that ego-contradictory response, the person
projects that response on to the other person (e.g.,
she hates me). In the case of the male with the
authoritarian father above, the process is different,
and not so much in service of ego defenses. The
young man has a pattern of relationships with older
men, the prototype being his relationship with his
father. He projects his father and his pattern of
responses onto an older man in authority, and then
interprets the older man’s behavior through the lens
of his projections. Another variety of projection
involves a fantasized love object. For example, chil-
dren who have been physically or psychologically
abused by a parent may begin to build strong fan-
tasies about the good parent they do not have, but
fervently wish they did. They may build up this
internal picture of the loving, caring, generous,
always-there-for-them parent. This fantasized love
object may then later get projected onto a parental-
type figure, such as a therapist, teacher, or coach

(see Grant & Crawley 2002). The fantasized good
parent projection is often the source of clients falling
in love with their therapists.

Freud (1912) believed that transference was
essential for therapy to be successful, because trans-
ference meant that the person was becoming
invested in the process. The transference, whether
negative or positive, was also a rich source of infor-
mation about how clients relate to others in their
lives.

Transference processes, however, are not one-
way. The name for the similar process whereby the
therapist begins to act and respond to clients in sim-
ilar patterns as he or she has responded to signifi-
cant others is countertransference (Epstein & Feiner
1983, Gabbard 1995, Greenson 1967, Stein 1986,
Strean 1994). For example, a therapist who is older
than many of his clients may get big-brother protec-
tive feelings about younger clients that stem from
their protective feelings for their own siblings.

As transference and countertransference are
based on past experiences (not current realities),
projections, and fantasies, many in counseling and
clinical psychology have misinterpreted these phe-
nomena as something to be avoided. Transference
and countertransference are ubiquitous phenom-
ena and are probably a part of most human relation-
ships. Learning how to use them to positive effect is
the role of psychologists, teachers, coaches, super-
visors, and physical and manual therapists (see
Henschen 1991, Mann 1986, Ogilvie 1993, Petitpas
et al 1999, Yambor & Connelly 1991). The world of
sport offers many examples of transference and
countertransference. It is a common experience for
athletes to become deeply attached to coaches. Part
of that attachment (or love) may have roots in past
parental relationships. If an athlete has had loving,
healthy, supportive parents, then the probability of
responding well to a caring, sensitive coach, and
forming a strong bond that helps the athlete per-
form better in sport, is quite high. In contrast, if an
athlete has been psychologically abused by a par-
ent, then that athlete may gravitate to psychologi-
cally abusive coaches because that is the model for
relationships with powerful others. Psychologically
abusive coaches were probably abused by their
coaches. Generally, we coach how we were coached,
and we parent as we were parented. A happier
connection for an abused athlete is to find a coach
who represents the fantasized “good parent” they
wished they had. With such a coach, the transfer-
ence can be quite profound.
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In the case study presented earlier in this chap-
ter, Evelyn’s initial response to Miguel is a good
example of immediate negative transference.
Evelyn grew up in a family that was reserved,
stuffy, and showed little affection. Children crave
affection and attention. The hurt that occurs when
that affection is not forthcoming can cause children
to shut down emotionally and become as cool and
stuffy as their parents. As Freud said “the child is
father to the man,” and he meant that the experi-
ences of the child will shape the adult. Evelyn
“knew” from her childhood that to seek affection
was to be met with a cold wall. As a result of that
lesson, Evelyn developed a pattern of pushing
others away before she would want to get close to
them in order to not repeat the hurt of her child-
hood. Evelyn’s pushing people away actually
confirmed her view of the world as a place where
affection was absent. Evelyn pushes away, people
leave or respond negatively, Viola! See! the world is
a cold place. Her imperious manner was a defense
against the hurt of not getting the love she craved
as a child.

Fortunately for Evelyn, Miguel had lots of affec-
tion and warm models of love in his life. He also
had a model of caring for an older woman, his
grandmother. If Miguel had responded to Evelyn in
a manner that communicated “you’re wrong, I am
competent, I can handle your case” he would have
only helped increase her resistance. Miguel’s model
for interactions with older women led him to
be very respectful, accept her world view, and
communicate that he was in agreement with her.
Miguel’s interactions were probably a mixture of
conscious and unconscious processes. He naturally
fell into “respect mode.” His ability to empathize
and take the role of the other helped diffuse
Evelyn’s basic hostility to the world in general, and
to people who would enter her private space
specifically. Her interaction with Miguel was some-
thing new for Evelyn. She pushed, and he did not
run away.

If one reflects on one’s clients and how one feels
about each of them, that may help to get a feel for
transference and countertransference. In an ideal
world we should treat and respond to all clients in
the same manner, with respect, unconditional posi-
tive regard, empathy, and genuineness. But we
don’t, and why don’t we? The answer to that ques-
tion lies at the heart of transference and counter-
transference. Below is an example of a therapist and
two of his clients.

Freddy is a physical therapist in the US. He has
an older brother and a younger sister. His mother
is a nurse, and his father is an alcoholic who disap-
peared from his life when he was 12 years old.
All during his childhood Freddy never was sure
which father would be home when he got there,
the mean drunk, or the regretful sober father.
When his father finally left, Freddy’s constant
background anxiety began to abate. Freddy is het-
erosexual, but his older brother, who physically
defended his mother against his abusive father, is
gay. His older brother remains his hero to this day.
Freddy has a client, Philip, whom he looks forward
to treating every week. They have a great time dur-
ing these rehabilitation sessions. They laugh a lot
and tell stories. Philip is gay, and part of why
Freddy and Philip work so well together is that
Philip knows Freddy has a gay brother and is sen-
sitive to the gay community and the difficulties
gay and lesbian people face. So Philip can be him-
self and be frank and talk about anything. For
Freddy, talking with Philip is like being with his
older brother, so he has all those good sibling feel-
ings. Also, Philip flirts with Freddy in a teasing but
jovial manner. Despite what heterosexual men
often say, many like to know that gay men find
them attractive (more on erotic transference later
in this chapter). So these two get on well. What is
happening is a dance of positive transference and
countertransference that is helping the rehabilita-
tion process.

Freddy’s other client, Richard, is uncommunica-
tive, surly, and often comes to treatment with blood-
shot eyes and smelling of alcohol and marijuana.
Freddy dislikes treating him, is also uncommunica-
tive, goes about the treatment methodically, and
gets the job done as quickly as possible. So why
does Freddy have empathy and unconditional posi-
tive regard for Philip, yet for Richard he is almost a
robot and hardly human. Many children of alco-
holics develop a strong aversion to anything that
reflects substance abuse, and often have little toler-
ance of those who abuse substances. Richard evokes
countertransferential responses in Freddy that are
tied to both his father’s alcoholism, his abuse of his
mother and, oddly enough, his being abandoned by
his father. There are a jumble of emotions that
Richard evokes in Freddy, and in order to handle
them Freddy shuts down and goes cold, and gets
rid of Richard as fast as possible. Philip is like some-
one Freddy loves; Richard is like someone who has
seriously hurt him.
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TRANSFERENCE AND 
COUNTERTRANSFERENCE IN THE PHYSICAL 
AND MANUAL THERAPIES

There are few better lessons learned in therapy
than the ones that start with the questions: “Which
clients do I really like?,” “Which clients do I dis-
like?,” “Why do I interact with clients differently?,”
and “What am I bringing to my interactions
with those clients that influences my responses?”
Physical and manual therapists have two powerful
instruments that they bring to treatment and inter-
actions with clients. They have their clinical knowl-
edge and technique skills, and they have their
personalities. This chapter concerns learning about
personality and ontogenetic histories in order to
understand that second powerful tool of treatment.
In the physical and manual therapies, most of the
research conducted has to do with descriptions of
different syndromes and the effectiveness of differ-
ent treatments. Rarely is the personality of the
therapist discussed, much less the quality of the
relationship between the therapist and the client.
For a long time, researchers in the fields of clinical
and counseling psychology have recognized that
when it comes to psychotherapy outcomes, the one
variable that is consistently related to outcome is the
quality of the relationship between the therapist
and the client. What school of psychotherapy one
comes from is not nearly as important as the quality
of the working relationship. One can use psychody-
namic, cognitive-behavioral, or gestalt approaches
to psychotherapy, but how the parties get along will
have the greatest influence on how much the client
improves (see Petitpas et al 1999 for a recent
review). Unfortunately, the number of hours physi-
cal and manual therapists spend during their
training and practice examining their “second
instrument” (their personalities) and the quality of
their interactions with clients is unknown, but it is
most assuredly low. The emphasis on self-reflective
practice and examining the self in service does not
have the tradition in the physical and manual thera-
pies that it does in clinical psychology. That is a goal
of the editors of this book, to increase the emphasis
on human interaction in the physical and manual
therapies. As one goes through the chapters in this
book, it becomes obvious that a core theme of
this text is relationships.

Back to the case study of Evelyn and Miguel. The
dynamic of what was developing between Miguel
and Evelyn should be obvious now. Miguel had an

intense passionate relationship with his grand-
mother, someone he dearly loved, but whom he
had to leave, probably with great sorrow. Also,
she had died suddenly, and he never got to say
goodbye. These events were heartaches in his life
that his interactions with Evelyn helped heal. Now,
why did the cold Evelyn turn into the warm, caring
Evelyn? The first (unconscious) lesson Evelyn
learned from her interactions with Miguel was that
some people are not cold; some people don’t go
away emotionally – like her parents, like her son.
Evelyn had pushed away a loving son who every
year tried to tell his mother that he loved her, yet
was pushed away again, and then he, being hurt,
pushed back and confirmed Evelyn’s world view
that those who she wants to love will not love back.
One of the patterns we see over and over again in
psychotherapy and everyday life is that people
often behave in ways that insure that the thing they
fear most will happen, does happen. For example,
someone desperately wants to be loved, so when he
finds someone who shows interest and is affection-
ate, he throws himself at her with all his might and
begins to smother her, insuring that what he fears
most, rejection, is bound to happen. That example is
only one of the more obvious ones that many people
will recognize. Evelyn’s case is a bit more subtle and
has a long history. Evelyn has a life-long fear of her
love being rejected. That fear is so old, and the hurt
associated with rejection has turned into a pattern of
rejecting first to avoid the investment in love and
the subsequent pain of rejection. But along comes
Miguel who, despite her best efforts to push him
away, stays and keeps caring for her. Miguel shook
her world, and did not slam the door on her, but
kept it open with a sign saying “human contact here
– no rejections.” Miguel eventually became the fan-
tasized “good son” that she never had, successful,
handsome, responsible, many of the things she
believed her real son not to be. No wonder they
began to get along so well, willing partners re-
enacting an age-old Oedipal drama with no messy
father in the way.

The intensity of the mother–son, grandmother–
grandson Oedipal connection is illustrated when
Miguel unintentionally caused Evelyn a lot of pain
and then rushed to hold her hand. Her comment
about how long it had been since a handsome man
had held her hand has romantic Oedipal overtones,
but another message is “it has been a long time since
I held my beloved handsome son’s hand, and here
you are.” Miguel was the fantasized “good son” and
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how Evelyn learned to communicate with Miguel
(let her defenses down, open up, and be honest)
became a new model for human interaction in gen-
eral, and interaction with her son in particular, one
filled with joy and love, not resentment and regret.
She then, at the encouragement of her mentor/son,
used her new model of interaction with her real
son. And 20 years of resentment, sadness, and
estrangement cracked. This change in Evelyn illus-
trates the transformational power of transference.
And what transformed in Miguel? Through Evelyn,
Miguel got to fill a gap in his heart. Through her he
could see his grandmother, her love, her death, and
his being able to say goodbye. Evelyn and Miguel,
through their transference and countertransference,
helped each other grow and become more whole.

In the case of Evelyn and Miguel, there is an
undercurrent of the erotic (hand-holding, flirting,
Oedipal desires), but overt erotic transference and
countertransferences are not defining features of the
relationship. I hesitate to use the words “erotic” or
“sexual” in terms of professional relationships
or attractions between clients and therapists
because those two words often evoke intense
responses from professionals. On the one hand, just
the thought of erotic involvement with a client
brings about a strong aversive reaction and a large
denial that it could ever happen. On the “dark”
hand, there are too many therapists who exploit
their clients sexually and emotionally (Gabbard
1989), and the topic of sex in the physical and man-
ual therapies needs to be more openly discussed.

EROTIC TRANSFERENCE AND 
COUNTERTRANSFERENCE

I often ask my psychology and other health profes-
sion students “If you really wanted to do a great job
of seducing someone, how would you go about it?
How would you behave?” Some of the suggestions
they come up with include:

● I would be a good listener
● I would make sure they knew their health and

welfare were important to me
● I would have no agenda but their happiness
● I would pay lots of attention to them
● I would inquire often on how things were going

with them
● I would make affectionate, but non-erotic physi-

cal contact.

Do any of these seduction strategies sound famil-
iar? Physical and manual therapists probably do all
of the above with their clients, and more. From the
clients’ viewpoints, they have before them someone
who is friendly, interested in their welfare, listens
to them, wants them to get better, pays attention to
them, has no other agenda (like seduction), and
touches them in soothing, affectionate, and healing
ways. The atmosphere of physical and manual ther-
apy is set up for such processes. It is not a question
of why erotic transference would occur, that is obvi-
ous. It may be a question of why it doesn’t occur
more often than it does. On the practitioner side,
physical and manual therapists often have clients
who look up to them, who rely on them, who think
they are wonderful, and who believe they really
care. With such attention, why shouldn’t a profes-
sional begin to respond romantically or erotically.
The setting of treatment works to seduce both ways
(see Pope et al 1979, 1993).

We all know stories of healthcare professionals
and clients falling in love and even becoming part-
ners. This section of the chapter is not a condemna-
tion of erotic transference and countertransference,
but rather an examination of why and how it occurs
and how physical and manual therapists can handle
it when it does (and it will happen). The climate
of high quality physical and manual therapy is
designed, albeit unintentionally, to seduce. Erotic
and romantic attraction is a slippery slope that often
starts out quite subtly, and then progresses to
become a steeper slope, and if unchecked, becomes
a precipice.

The first signs of erotic transference developing
in a client may be that the client dresses a bit nicer
than usual for appointments. A female client who
used to come to treatment in a t-shirt and track
pants, may wear a nice blouse. A male client may
come to treatment in a dress shirt and tie, or start
wearing cologne. Looking good for one’s therapist
is one sign that the slippery slope has started to rise.
Other signs may be when the client starts bring-
ing things to give to the therapist. For example, if
the therapist and client have discussed a sport
team, the client may bring an article on the team to
give to the therapist. Such a gift may be the begin-
ning of an erotic interest, or it may be an “I want you
as a friend” interest. Gifts are a sign that the client is
looking for something more. An increased interest
in the therapist’s personal life is also a good sign
that something is brewing on the client’s part. To
stop the pitch of the slippery slope from increasing
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early in the process (e.g., refuse “innocuous” gifts,
avoid talking about oneself somewhat) may actu-
ally hurt the working alliance between therapist
and client. The therapist may be seen as cold, and
the client may withdraw. The slope gets steeper
when the client begins to request more of the thera-
pist’s time in and out of the treatment session. For
example, a client may ask for the therapist’s last
time slot for the day and then suggest that they
go out for coffee afterwards. Saying “Thanks, but
I have some paperwork to take care of” may back-
fire with “That’s alright, I’ll just wait.” How does
one meet such requests? No matter how sensitively
the matter is handled, someone is going to get hurt.
When requests for attention outside treatment
occur, that is a good time to bring the slope back
down. Physical and manual therapists might want
to have some well-rehearsed way to let the client
down easy. For example, “Thanks for the offer. You
know, I really enjoy being your physical therapist,
and working with you has been rewarding for me.
I really want to be the best physical therapist I can
be for you. If we were to start doing things socially,
like coffee or dinner, then it would seem like I wasn’t
your physical therapist anymore, and I was some-
thing else, like one of your friends, and then that
would get confusing for me, and maybe interfere
with me being your health professional, but I really
appreciate the offer. Is it OK with you that we keep
our relationship here in the clinic? I really value
what we are doing together.” Notice, that the
therapist here did not hide behind professional
ethics by saying “My profession does not allow
that.” While true, it is a rather cold response to a
sensitive situation.

Coffee is innocent enough, isn’t it? It would seem
so, and I know many healthcare professionals for
whom coffee with a client is not an issue. In many
cases, it is just that – coffee. But when coffee turns
into dinner, then the angle of that slope has just
gone up dramatically. So far the erotic attraction has
focused on the client’s feelings. How may the thera-
pist actually be complicitous in encouraging such
feelings? As discussed earlier, we may encourage
client attention and interest in how we behave. The
countertransference slippery slope starts with
the therapist saying “Great, it’s Tuesday, Joan will
be here today, how nice” and then maybe dressing a
bit differently, a bit more attractively, maybe greet-
ing Joan a bit more effusively and complimenting
her on how she looks. The slope continues to
rise when therapists begin to ask more personal

questions about their clients “So Bob, do you have a
girlfriend (or boyfriend)?” When the therapist starts
giving gifts to the client (e.g., “Hey, I got some base-
ball tickets I can’t use, would you like them?”) the
slope jumps several degrees. The dance of erotic
transference and countertransference takes two to
participate. Some questions for a therapist to ask
when clients seem to want to get closer is “What
am I contributing to this response?,” “How am I
encouraging the client?,” and “What are my motiva-
tions here?”

If the erotic transference and countertransference
has reached the point of romantic, sexual involve-
ment, then there is no longer a slope. We now have a
vertical cliff. The literature from psychology and
medicine has shown that sexual involvement with
clients is, in the vast majority of cases, damaging to
the client (Bouhoutsos et al 1983, Brown 1988, Butler
& Zelen 1977, Gartrell et al 1986). Clients who have
had intimate physical relationships with therapists
often experience feelings of betrayal, depression,
lowered self-esteem, suicidal ideation (and even
attempts), anxiety, and a whole host of other dis-
tressing symptoms (Bouhoutsos et al 1983, Brown
1988, Butler & Zelen 1977, Gartrell et al 1986). Most
helping professions have in their codes of ethics the
prohibition against sexual involvement with clients.
The prohibition, often in blunt terms resembling
“Thou shalt not,” is proper and right. The problem
is that in the training of many healthcare profession-
als, physical and manual therapists included, edu-
cation on how to avoid erotic entanglements, and
how to deal with client romantic interest are lack-
ing. This chapter was included in this book to
address that lacuna in the background of physical
and manual therapists. This chapter, however, is
just a start. What is needed in formal education and
internship supervision of physical and manual ther-
apists is extended readings and discussions of the
topic with students, role playing client erotic over-
tures to give students some experience in handling
sensitive situations that will arise in the future, and
encouraging student self-examination in order to
understand one’s own contributions to the slippery
slope.

Some may read this chapter and say “This author
is spinning a bunch of Freudian fairy tales, what
a bunch of hooey,” and I can understand that
response. Freud has received a lot of bad press over
the last 50 years, and plenty of his ideas are
outdated. I often tell my students in psychology
“Pick a system (gestalt, cognitive, psychodynamic,
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behavioral), and learn it well. Learn it inside and
out; become an expert, but always remember it’s
wrong.” Each system of psychotherapy, like many
systems of manual and physical therapy is a system
of metaphors and explanations of illness, injury, and
healing. And they are all wrong. I tell my students to
find a system that resonates with them and run with
it, but always remember that joint mobilization does
not work just because it is joint mobilization, ultra-
sound therapy does not work just because it is
ultrasound therapy. All of these systems and
metaphors work (or don’t work) because they occur
in a context of human interaction. I am overstating
the point for emphasis. I know there are many
forms of treatment that work regardless of who is
involved (e.g., a course of antibiotics for bubonic
plague). But the readers of this volume are in the
business of being right up close and personal with
their clients, and the quality of that closeness cannot
help but influence outcome. That common feature
of the physical and manual therapies, that physical,
and often emotional, closeness is what makes the
meta-metaphor of transference and countertrans-
ference so central to understanding what happens
when we touch others on all different levels.

SUMMARY

This chapter began with a long case study of an
intimate professional relationship that illustrated
the phenomena of transference and countertrans-
ference in the physical and manual therapies. The

case of Evelyn and Miguel presented an example
of how the quality of a working relationship
between a therapist and client can transform both
their lives. Our ontogenetic histories of relation-
ships with significant others form the bases of how
we interact with our clients, and their histories
influence how they respond to us. From research in
other helping professions, it has been established
that the quality of professional relationships is
one of the most powerful predictors of treatment
outcome.

Transference and countertransference can be
found in most human relationships that progress
beyond superficial contact, and examples include
relationships with teachers, supervisors, coaches,
co-workers, and clients. These phenomena can be
helpful in the therapeutic process or destructive.
One of the most destructive forms of transference
and countertransference is when these phenomena
move into the erotic realm unchecked. Sexual
relationships with clients are almost always damag-
ing for the client, and can lead to depression,
feelings of betrayal, and even suicide. What is
needed in the physical and manual therapies
is more discussions of these topics during training,
education, and professional development. Students
and practitioners could benefit from learning about
these powerful features of treatment, discovering
how they contribute to the processes for good or ill,
and gaining some skills in handling awkward situa-
tions like erotic transference. An appeal is made for
a more self-reflective, self-examining ethos in the
physical and manual therapies.
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INTRODUCTION

This chapter, along with Chapter 19, is somewhat
different from the other chapters in this text.
Whereas the other chapters trace the background
theory and research into areas such as imagery and
relaxation, or cover integrated approaches to the
management of a variety of conditions, these two
chapters will be more like primers for recognizing
different psychopathologies and how they mani-
fest in physical and manual therapy situations. So
there will not be references to past research and
theories, rather, there will be descriptions of dis-
orders and how people with those disorders may
respond to physical and manual therapy. Actually,
the literature on psychopathology and the physical
and manual therapies is extremely limited. The
realm of psychopathology is vast, and covering
the theories and research, even in a cursory man-
ner, would be a Herculean task well beyond the
scope of this book. This chapter will focus prima-
rily on what is known as Axis I disorders from
the Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV-TR, 4th edition, text revision)
(American Psychiatric Association 2000). Not all
the Axis I disorders will be covered, only those that
are more likely to appear in common rehabilitation
settings. For a list of the classes of disorders on
Axis I, see Box 7.1. For those disorders not covered
in this chapter, please refer to the DSM-IV-TR
(American Psychiatric Association 2000). The chap-
ter will conclude with a case example of a physical
therapist working with a client with an eating
disorder.

Chapter 7

Recognizing psychopathology
Mark B. Andersen
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WHAT IS PSYCHOPATHOLOGY?

Psychopathology is difficult to define. What is
pathological behavior in one setting may be quite
normal in a different setting. For example, a woman
who hallucinates, claims to talk to the spirit world,
goes into trance states, and tells people all about it
would be considered at least “odd,” if not down-
right crazy in Dubuque, Iowa, USA. But if this
woman was a curandera (medicine woman) in
Mexico, then her behavior and her visions would all
be well-respected and prized in her community.
Culture is only one determinant of whether people
get labeled as mentally ill. Other determinants
include economics, gender, race, age, and the list
goes on. For this chapter, I will take the dominant
Western view of mental illness with the caveat that
when working cross-culturally, flexibility is needed
in determining whether a client has a serious mental
condition in need of referral.

Even within a Western view, there are myriad
approaches to psychopathology. Psychodynamic
paradigms suggest that mental disorders are due to
unconscious conflicts, fixations, and childhood
experiences. Cognitive psychology viewpoints

focus on disorders as the result of irrational think-
ing. Humanistic theories are concerned, in part,
with discrepancies between ideal and real selves.
Discussion of these different viewpoints will appear
briefly in the sections below when the focus is on a
specific disorder. The Axis I disorders that will be
covered include anxiety disorders, mood disorders,
somatoform/dissociative disorders, adjustment
disorders, and eating disorders. In discussions with
a wide variety of people working in the physical
and manual therapies, it was decided from clinical
experience that these were the most common pre-
senting disorders that may appear in physical and
manual therapy treatment.

ANXIETY DISORDERS

As the name implies, anxiety disorders have as a
defining feature some form of dread, fear, or worry.
The anxiety may range from something quite spe-
cific (e.g., fear of pain) to a vague free-floating dread
with no real target for the discomfort. Several anxi-
ety disorders will be discussed in this chapter. They
include panic attacks, social anxiety disorders,
obsessive-compulsive disorders, post-traumatic
stress disorder, and generalized anxiety disorder.

PANIC ATTACK

Panic attacks can be a feature of any of the anxiety
disorders discussed in this section, and so they seem
to be a good place to start. Panic attacks are often
dramatic periods of time in which the individual
experiences any number of physiological and cogni-
tive symptoms. The physiological symptoms reflect
intense activation of the sympathetic nervous sys-
tem and can include tachycardia, hyperventilation,
sweating, trembling, nausea, chills, and light-
headedness. Cognitive symptoms may be thoughts
of losing control and fear of dying. The onset of a
panic attack is usually quite sudden, but not in all
cases. The attack gains in intensity rapidly and is
accompanied often by a strong drive to escape.
Attacks may be unexpected and appear to “come
out of nowhere,” or they may be connected to a situ-
ation (e.g., public speaking) or place (e.g., in a
physician’s waiting room for those with a fear of
pain).

Agoraphobia, literally a fear of open spaces (from
the Greek “agora” open plaza), is often a feature of
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Box 7.1 Diagnostic and Statistical Manual of 
Mental Disorders: Axis I disorders

Disorders usually first diagnosed in infancy, 
childhood, or adolescence
Delirium, dementia, and amnestic and other 
cognitive disorders
Mental disorders due to a general medical condition
Substance-related disorders
Schizophrenia and other psychotic disorders
Mood disorders
Anxiety disorders
Somatoform disorders
Factitious disorders
Dissociative disorders
Sexual and gender identity disorders
Eating disorders
Sleep disorders
Impulse-control disorders not elsewhere classified
Adjustment disorders
Other conditions that may be a focus of clinical 
attention



panic disorders. The central concern is that one fears
being in a situation where a panic attack may occur
and escape would be impossible, or difficult, or
embarrassing. People with panic disorders with
agoraphobia tend to shun those situations (being
caught out in the open, so to speak) where they may
experience panic. Extreme cases of agoraphobia
lead people to become essentially prisoners in their
own homes, paralyzed by the thought of going
outside and experiencing panic.

In the physical and manual therapies, practition-
ers may never see a full-blown attack in the clinic,
but they have been known to happen under the
course of some manual treatment where some
stimulus (e.g., massaging a specific body part) or
response (e.g., the production of pain) brings about
an attack. If such an event were to occur, a physician
should be notified immediately. Breathing into a
paper bag, despite the jokes made about it, can be
quite useful for stemming hyperventilation often
associated with panic. What may be more likely is
that under the course of treatment, clients may
report that they have had panic attacks. A referral at
that point would be a salubrious response.

Panic attacks may stem directly from the cause
for why the client is in rehabilitation. For example,
the client may have experienced severe trauma and
has post-traumatic stress disorder (see later in this
chapter), a common feature of which is panic
attacks. Or there may be some disfigurement associ-
ated with why they are in rehabilitation (e.g., signi-
ficant scars), and they have growing fears of being
out in public to the point of agoraphobia and only
moving from home to the clinic, avoiding all other
social contact.

SOCIAL ANXIETY DISORDERS

Similar to agoraphobia, social anxiety disorder has a
central feature of fear of social or performance (e.g.,
public-speaking) situations. People with this disor-
der may have fears of evaluation and scrutiny and
dread of embarrassing themselves. As a result of
these fears, they actively avoid situations where the
anxiety will manifest. They recognize that the fear is
excessive, and even unwarranted, but are nonethe-
less incapable of overcoming it.

A specific subset of social anxiety disorder is
social physique anxiety, where people are hyper-
conscious of their bodies and concerned about how
others will evaluate them based on their physiques.

Such individuals probably avoid public places
where bodies are on display (e.g., public swimming
pools and fitness/recreation facilities), and may
wear baggy clothing in an attempt to cover up what
they believe unsightly to others. In the physical and
manual therapies, clients may make comments such
as “I hate my body” or “I hate going out in public
looking like this.” Such disclosures may be signs of
social physique anxiety. In the rehabilitation thera-
pies, because people are often attending due to
some injury or illness that may have altered the
appearance of their body, social physique anxiety
is not uncommon. Typical situations where this
may be seen is in clients with burns, or following
significant motor vehicle accidents.

OBSESSIVE-COMPULSIVE DISORDERS

Individuals with obsessive-compulsive disorders
have recurring, repetitive thoughts (obsessions)
or behaviors (compulsions) that intrude on daily
living in terms of the time they consume, the 
distress they cause, or the impairment they inflict.
Obsessions are cognitive processes that may come
in the form of verbal, imaginal, or impulsive intru-
sions that are contradictory to one’s sense of self.
For example, one may have recurring thoughts that
one is going to hurt someone, and a great deal of
anxiety is attached to those thoughts, yet one has no
history of violence towards others. Compulsions
are the behavioral siblings of obsessions. They are
repetitive behaviors aimed at reducing anxiety and
often in service of allaying the anxiety brought
about by the obsessions. For example, a common
obsession is with one’s own bodily functions and
contamination with “filth.” This obsession and
anxiety is aroused upon evacuation of the bowel or
bladder, and to combat that anxiety, people with
obsessive-compulsive disorder may wash their
hands (compulsion) for extended periods of time to
the point that they damage their skin. People with
obsessive-compulsive disorders do recognize that
what they are doing and thinking is not normal, but
again are powerless to change their thinking and
behavior.

Physical and manual therapists may come across
those whose compulsions interfere with rehabilita-
tion (e.g., rubbing injured areas excessively, carrying
out prescribed exercises excessively). Treatment of
obsessive-compulsive disorders is a complex process
and will require a referral to a mental health profes-
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sional. Obsessive-compulsive anxiety disorder is not
the same as an obsessive-compulsive personality
disorder, and the implications for rehabilitation are
quite different (see Chapter 19 for the latter).

POST-TRAUMATIC STRESS DISORDER

Physical and manual therapists will often encounter
clients with post-traumatic stress disorder (PTSD)
because many people are in rehabilitation because of
some extreme traumatic event. In some cases, PTSD
develops after someone has experienced a traumatic
stressful event that involved a threat to life or func-
tioning, or one has observed such an event happen
to another. The response to such an event usually
involves feelings of helplessness, intense anxiety,
and general extreme distress. War events are only
the most obvious examples of experiences that can
lead to PTSD. Motor vehicle accidents, natural disas-
ters (e.g., people trapped in earthquake-destroyed
buildings), and physical violence (e.g., rape, assault)
perpetrated on self or others are other examples
where PTSD might develop.

People with PTSD may have ongoing elevated
sympathetic nervous system activity, may avoid
any activity or place that may be associated with the
event, and may have a general blunting of affect,
including diminished feelings of intimacy and
sexual interest. Often they relive the experience
in a variety of ways. They may have recurrent
dreams of the event, or they may have waking
“flash backs” to the traumatic time. Social interac-
tions may be impaired with feelings of disconnect-
edness, and the future may seem grim and colorless.
PTSD may have a quick onset and last less than
3 months (acute), or may continue for more
than 6 months (chronic), or may not become mani-
fest until half a year or so later (delayed onset).

Physical and manual therapists are in the busi-
ness of helping shattered people get put back
together. For people with PTSD in rehabilitation for
their injuries, the shattering has occurred on both
the physical and the psychological levels. When
working with someone who has experienced severe
trauma, keeping an eye and ear out for the symp-
toms of PTSD, asking gentle questions about sleep
patterns, social life, and plans for the future may
help the physical or manual therapist determine if a
consultation with a mental health professional
would be a good choice for the client. PTSD can
impact on rehabilitation in many ways. For

example, the anxiety associated with PTSD could
reduce adherence to certain exercises if the client
believes that the exercises may reproduce their pain.
Further, setting and working towards appropriate
rehabilitation goals may also be more difficult in sit-
uations of extreme stress.

GENERALIZED ANXIETY DISORDER

We have all encountered individuals with general-
ized anxiety disorders. These people worry, and are
anxious, over a lot of different things, and anxiety
seems to be an all-pervasive part of their lives. Often
the anxiety is not debilitating, but it is distressing.
Common symptoms may include disturbed sleep,
irritability, problems staying focused, generalized
muscle tension, and fatigue. The worry and distress
usually cause some level of impairment in social
and vocational situations. For the physical and
manual therapist, one of the associated features that
may have a large influence on rehabilitation is the
generalized muscle tension. Clients with general-
ized anxiety disorders may have trembling, twitch-
ing, and muscle aches and pains. These anxiety
symptoms may easily interfere with physical reha-
bilitation. For example, if a physical or manual ther-
apist is working on mobilizing the joints of the
cervical spine, generalized muscle tension around
this area can make this more difficult. To address the
generalized muscle tension, the physical or manual
therapist may want to begin a course of relaxation
(see Chapter 9). One is not treating the full disorder,
but rather, addressing one of the symptoms that has
a direct influence on rehabilitation progress. How
successful one would be at combating the general-
ized muscle tension through teaching relaxation
techniques is debatable, but the client may find
some relief, both physically and psychologically
from learning how to relax. Another symptom of
anxiety that can impact on physical and manual
therapy rehabilitation is inability to focus. As
aspects of rehabilitation require the ability to focus
on exercises, body posture, and other therapeutic
interventions, someone having difficulties with this
task may not progress as rapidly as others.

There are other anxiety disorders (e.g., specific
phobias, acute stress disorder, substance-induced
anxiety disorder), and the reader can find more infor-
mation about those in the DSM-IV-TR (American
Psychiatric Association 2000). Anxiety is a symptom
in a wide variety of disorders, and it will appear
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again in all of the sections that follow, most notably
in the discussion on depression.

MOOD DISORDERS

Mood disorders, at their cores, are disturbances in
affect, but they also have obvious manifestations
in the cognitive and behavioral realms. The lan-
guage of mood disorders is firmly planted in the
common lexicon, with words like “depressed” and
“manic” used to describe a variety of affective states,
thought patterns, and behaviors. In this section, the
language of mood disorders will be much more
specific than what is used in common parlance.

MAJOR DEPRESSIVE DISORDER

Depression is the “common cold” of mental health.
The risk of experiencing a major depressive disorder
sometime in one’s life, depending on demograph-
ics, is 5% to 12% for men and 10% to 25% for women
(American Psychiatric Association 2000). So the
likelihood of physical and manual therapists
encountering a client with depression is quite high,
especially because many clients are in rehabilitation
with conditions that could trigger a major depres-
sive episode, if not a full-blown disorder.

The diagnosis of major depressive episode is
complex, involving several levels of determination.
It is not the purpose of this chapter to help physical
and manual therapists become diagnosticians in the
area, but rather to recognize depressive symptoms,
respond to them sensitively, consider them in plan-
ning rehabilitation programs, and make referrals.

A core feature of a major depressive disorder is
the presence of a major depressive episode. An
episode is of at least 2 weeks in duration, where the
individual experiences depressed mood (e.g., sad-
ness, hopelessness) and loses interest in many, if
not all, activities that previously brought pleasure.
Accompanying symptoms may include changes in
eating (a lot more or a lot less), sleep patterns
(hyper- or hyposomnia), weight (gain or loss), along
with fatigue, agitation, feelings of worthlessness,
suicidal thoughts, and cognitive impairments (e.g.,
difficulty concentrating).

Major depressive disorders often occur after a
severe stressful event such as the death of a loved
one or the loss of some aspect of self. This last point
is particularly relevant for physical and manual

therapists, because some clients with certain condi-
tions (e.g., amputation, spinal cord injury, burns)
may have lost a significant aspect of self and be at
risk of a major depressive disorder. Individuals
with major depressive disorder are at high risk of
suicide. Thus, it is imperative that the physical or
manual therapist be sensitive to, and alert for, the
symptoms of this disorder.

Major depressive episodes or disorders can influ-
ence rehabilitation from physical injury or illness in
several ways. For example, the loss of interest that
accompanies depression can result in poor adher-
ence to rehabilitation activities. Also, difficulty con-
centrating can affect the learning of rehabilitation
exercises. Further, feelings of worthlessness can
cause the individual to question why they would
want to recover from an injury.

BIPOLAR DISORDER

At the opposite end of the mood spectrum are disor-
ders with manic features. An essential feature of
bipolar disorder is the presence of a manic episode
(or both manic and depressive episodes). The manic
episode must last at least 1 week and is character-
ized by consistently elevated mood states accompa-
nied by hyposomnia, flights of fancy, grandiosity,
and inflated self-esteem. Agitation is also common.
People experiencing a bipolar episode may make
grand plans, engage in pleasurable activities to
excess, and have little regard for personal safety.
The individual is often euphoric, but can be irrita-
ble, especially if others are “raining on my parade”
and trying to bring the person back to reality. Manic
episodes in the rehabilitation setting are relatively
rare. Bipolar disorders may actually be unipolar
with only swings into the manic phase, or they may
cover the full spectrum from mania to depres-
sive states. A milder version of bipolar disorder,
cyclothymia, may be more common in rehabilita-
tion (see below).

DYSTHYMIC DISORDER

This disorder is relatively common, and we have
all met someone who could be described as dys-
thymic. People with dysthymia have chronically
depressed mood, but not to the extent of a major
depressive disorder. Their functioning is higher
than those with depression, but they experience
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being sad for more time than not and often have
other symptoms related to poor appetite, sleep dis-
turbances, poor self-esteem, and cognitive difficul-
ties (concentration, decision-making). Dysthymia
almost seems more like a personality or charac-
terological disorder than a mood disorder because
of its long-term chronic course. People with dys-
thymia will often say “I have just never been a
happy person.” Diagnosis of dysthymia in adults
is made only after a 2-year history of chronic
depressed mood.

Many people with dysthymia have in their histo-
ries an early loss of a love object such as a parent or
sibling, and possibly many of the symptoms of dys-
thymia (for some) are related to a long-term grief
over that loss. Physical and manual therapists will
recognize these individuals easily, but treatment
requires relatively long-term psychotherapeutic
interventions.

CYCLOTHYMIA

People with cyclothymia resemble those with bipo-
lar disorders in that they fluctuate between periods
of hypomania and periods of depressed mood.
They are on a rollercoaster, but the rollercoaster is
not as intense as with bipolar disorders. As in dys-
thymia, a history of fluctuating positive and nega-
tive mood for at least 2 years is necessary for a
diagnosis of cyclothymia. Again, as in dysthymia,
cyclothymia has a more characterological feel to it
than bipolar disorders.

SOMATOFORM DISORDERS

Somatoform disorders are characterized by physical
symptoms. These symptoms, at least initially, look
like there is some underlying physical medical
problem. On closer examination, and often after
several medical tests or procedures, no medical or
physical explanation can be found for the somatic
complaints. These disorders are not malingering,
that is, they are not intentional on the part of the
client as a means of consciously gaining attention or
avoiding responsibilities. The somatoform disor-
ders that will be presented in this chapter include
somatization disorder, conversion disorder, and
hypochondriasis. Other somatoform disorders
are discussed in Chapter 18 under the heading
Functional Somatic Syndromes.

SOMATIZATION DISORDER

People with somatization disorder experience
repeated somatic problems such as gastrointestinal
distress and pain in the head, joints, abdomen,
chest, and extremities. Medical attention is sought
and medical treatment usually occurs. These clients
often baffle medical personnel, and rarely does a
year go by where they are free of somatic symp-
toms. For a diagnosis of somatization disorder there
must be at least one sexual or reproductive system
problem present at one time, such as irregular
menses in women or erectile dysfunction in men.
There is also at least one symptom suggesting a
neurological condition (weakness in a limb, balance
problems, amnesia). People with somatization dis-
order may enter physical therapy for treatment of
problems with joints and limbs that have been diag-
nosed as a physical disorder. Physical or manual
therapy may actually be beneficial and offer some
relief for these clients, but the likelihood of other
symptoms appearing later is quite high. To empha-
size again, these individuals are not “faking it.”
The pain and the discomfort they experience are
quite real.

CONVERSION DISORDER

Conversion disorder is similar to somatization
disorder, but it specifically involves neurological
symptoms, primarily in motor and sensory path-
ways. Motor problems include balance impairment,
paralysis, and difficulty swallowing. On the sensory
side, clients may experience blindness, deafness,
numbness or pain upon touch, and hallucinations.
A curious feature of conversion disorder is that
the symptoms often do not correspond with neuro-
anatomy. For example, someone may experience a
“glove anesthesia” (i.e., no feeling in a hand and
forearm up to where a glove would stop), but per-
fect sensation above that point. There is no neuro-
logical damage possible that would produce such
symptoms. People with conversion reactions and
somatization were in the past labeled “hysterics.”
Also interesting is that more educated and informed
people with this disorder produce more subtle and
convincing symptoms. Physical and manual thera-
pists may encounter such clients, especially those
who have been referred for treatment on weak
limbs. Again, as in somatization disorder, treatment
may help, but not for any physical reason.
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HYPOCHONDRIASIS

People with hypochondriasis have inordinate fears
that they have one or more serious medical condi-
tions. These fears are usually based on negative
interpretations of symptoms, that when examined
medically reveal that the feared condition is not
present, and the worry is misplaced. Even with such
information, clients’ fears still persist. The anxieties
over possibly having some medical disorder cause a
significant amount of psychological distress. As
with other somatoform disorders, the client is not
faking it consciously for attention. The distress is
also associated with problems in social and voca-
tional areas. The worry over the feared disease
can become a focus for the person’s whole life.
Individuals with this disorder sometimes undergo
repeated medical tests, often at considerable
expense. The disorder is often associated with early
childhood serious illness, and other mental condi-
tions such as anxiety and depression. The physi-
cal and manual therapist may be able to detect
hypochondriasis with clients who continually focus
conversations on their feared medical conditions,
and relate stories about how physicians are not
being thorough enough in detecting it.

There are other somatoform disorders and the
reader is directed to the DSM-IV-TR (American
Psychiatric Association 2000) for further reading.
Two sets of disorders, though not really somatoform
disorders, are worthy of mention here, and they are
factitious disorders and malingering. Factitious
disorders involve consciously produced or faked
symptoms (either psychological or physical) in the
service of assuming a “sick role.” Why the person
wants to be considered sick is not clear. In the case of
malingering, the reason for producing symptoms
may be clear, and there is an underlying, and often
adaptive, rationale. For example, a person might
fake psychological symptoms in order to avoid
some hazardous duty in the military. Physical and
manual therapists may encounter individuals
with these factitious and malingering features.
Confrontations with these clients should occur in
consultation with other involved medical personnel.

ADJUSTMENT DISORDERS

People with adjustment disorders have recently
experienced a significant stressor that in some way

taxes their resources to the point where the quality
of their lives is diminished. Examples of such stres-
sors could be moving to a new country, major
financial setbacks, or a serious injury or illness.
Symptoms may include anxiety, sleep disturbance,
excessive worry, disruptions in social, vocational, or
academic realms, and conduct problems (fighting,
reckless driving, excessive consumption of alcohol).
Adjustment disorders come in a variety of forms
(with anxiety, with depressed mood, with both
anxiety and depressed mood, with conduct distur-
bances, and with all of the above). Many people in
treatment with physical and manual therapists have
experienced significant stressors that are influenc-
ing their lives. For those whose resources are not
quite up to filling the demands of the stressor,
symptoms of adjustment disorders may appear.
These disorders are short lived (usually less than
6 months in duration) and tend to abate in physical
and manual therapy as clients get better.

EATING DISORDERS

Of all the psychopathologies discussed in this chap-
ter, eating disorders may be the most difficult to
detect and to make referrals for treatment. There is
often a considerable amount of shame attached to
having an eating disorder, and many people strug-
gling with food and body image keep their prob-
lems to themselves. The clandestine quality of these
disorders may be more pronounced for males. The
DSM IV-TR (American Psychiatric Association
2000) states that 90% of those with bulimia nervosa
and anorexia nervosa are female. There is good rea-
son to doubt those numbers, because the prevalence
of eating disorders among males is most assuredly
underreported. Males may try to hide these disor-
ders because of the stigma of having a “female” dis-
order. There appears to be a substantially greater
prevalence of eating disorders among gay, as
opposed to heterosexual, males. It may be that gay
men feel less stigma and are more willing to seek
help, or it may be that there actually is greater
prevalence and incidence of eating disorders in this
population. From my own clinical experience in the
realm of sport, the prevalence of eating disorders for
males is quite high, especially in sports where
appearance is important (e.g., diving, figure skat-
ing) or where there are weight classes (e.g., rowing,
wrestling). Eating disorders can have a variety
of etiologies, and in sport the root source of the
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problem is often the sport environment itself.
Coaches can exert huge pressures on athletes to lose
weight, and athletes are not natural nutritionists.
Many end up resorting to disordered eating in
attempts to satisfy the demands of the sport. There
is an interesting example of environmental pressure
to stay lean in Australian football. In many football
players’ contracts there are limits set on how high
their skinfolds can be, with fines in place if they
exceed the limits. In talking with psychologists
who work with Australian football teams, it appears
that a small, but significant, number of players have
serious struggles with weight and eating behaviors.
Some eating disorders stem from deep psycho-
dynamic problems that have to do with struggles
against a powerful other (often a mother) over con-
trol of one’s life, and an intense fear for maturing
into a sexual being. Such cases are, however, well
beyond the scope of this chapter.

Eating disorders are relatively common in indus-
trialized nations where there is a surplus of food,
and relatively rare in other parts of the world.
Physical and manual therapists working in indus-
trialized nations will surely have clients with eating
disorders. Clients who are struggling with weight,
body image, and self-esteem may be engaging in
behaviors (fasting, bingeing, purging) that will
influence the course of rehabilitation. For example,
if a client is taking in only a few hundred calories a
day, then there are not enough nutrients for proper
healing, and the time in rehabilitation may be
prolonged. Also for young women with anorexia,
who are amenorrheic, osteoporosis may become a
problem.

ANOREXIA NERVOSA

The most dramatic aspect of anorexia nervosa is
that the individual does not maintain a minimally
normal body weight befitting the person’s age, gen-
der, and height. People with anorexia nervosa are
obsessed and anxious about “getting fat,” have
issues with self-esteem, and have seriously dis-
torted perceptions of body shape and size. Minimal
body weight has been suggested to be 85% of
normal on standard growth charts. People with
anorexia are easy to spot; they are thin, often
painfully so. Not all very thin people are anorexic,
and snap judgments should not be made.

There are two subtypes of people with anorexia,
restricting and binge-eating/purging types. People

who restrict use dieting and fasting in order to lose
weight, or maintain a low weight. They may also
use excessive exercise as a means of losing weight.
People who exercise excessively as part of their reg-
imen are at risk for a variety of musculoskeletal
injuries, and if beginning osteoporosis is present,
that risk is even higher. These individuals are prob-
lematic for physical and manual therapists, because
they will often continue to exercise against medical
advice and exacerbate their conditions.

People who binge eat and then purge, behav-
iorally look similar to those with bulimia nervosa,
but they have the added feature of low body weight.
These individuals may use emetics (pharmaceutical
agents to bring on vomiting) or other means to self-
induce vomiting, along with using laxatives and
diuretics to lose weight. Such behaviors can do seri-
ous damage to the gastrointestinal tract, along with
damage to teeth as a result of gastric acid often
washing over them.

People with anorexia fiercely hold on to distorted
images of their bodies and have a great fear of gain-
ing weight. If a physical or manual therapist has a
client who is quite thin, there are some things they
can do to check if an eating disorder may be the
problem. For example, during a treatment visit,
the therapist may want to gently comment “You
know, while you are in treatment, we might want to
talk to a nutritionist to see if we can put a little more
weight on you to build up a bit more muscle to help
stabilize and strengthen your joints.” This comment
is put into the context of the weight gain assisting
the rehabilitation. If such a comment is met with
“Yeah, I just can’t keep weight on me, that might be
a good idea,” then an eating disorder is probably
not an issue. If, however, such a comment is met
with “No way, I gain weight at the drop of a muffin,
and I’ll end up fat” then anorexia may be a serious
concern.

Other features to look for in underweight clients
are evidence of depression (see symptoms above),
obsessive-compulsive symptoms, perfectionism,
and lack of interest in sex. Many individuals with
anorexia also have a diagnosable personality disor-
der (e.g., borderline, histrionic) (see Chapter 19 for
more details). Physical symptoms other than thin-
ness include gastrointestinal distress (e.g., constipa-
tion, pain), hypotension, and dry skin. In some
cases lanugo (downy hair) may develop on torsos.

A major difficulty for physical and manual thera-
pists is making a referral to an eating disorder spe-
cialist for a client with anorexia. Clients with this
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disorder are often extremely resistant to psychologi-
cal treatment. If a client complains of some of the
physical symptoms, then one step to take would be
to refer to a physician who is knowledgeable and
sensitive to the problems of eating disorders. It
might be easier to get a client to see a physician for
physical symptoms first, rather than try to push
(and “push” would be how many clients with
anorexia would interpret a referral to a psycholo-
gist) for psychological treatment. In extreme cases,
anorexia is life-threatening, and hospitalization
may be necessary to save a life.

BULIMIA NERVOSA

In anorexia nervosa there is an obvious physical
symptom that can alert the physical or manual ther-
apist to the potential problem. In bulimia nervosa
the symptoms are more subtle than in anorexia.
People with bulimia usually do not appear exces-
sively thin, and are often of normal weight or
slightly heavier or lighter than normal. The disorder
is rare among obese people. The cycle of binge
eating and purging is similar to the subtype in
anorexia. The bingeing and the purging cycle usu-
ally are carried out clandestinely, but in some cases
people actually engage in social activities where
bingeing and purging are part of the activities.
I have had horse-racing jockeys report to me about
going to “snarf and barf” parties where the major
activity is eating to excess and then vomiting with
other jockeys. An episode of binge eating may be
triggered by a depressed mood or a stressor, and the
bingeing is a sort of stress management technique
that helps for a short time. This is then often fol-
lowed, however, by feelings of self-loathing because
of the activity, and purging then follows.

Vomiting is the most common method of purg-
ing, but others include use of laxatives, diuretics,
and enemas. Those who use these methods are
classified as “purging types.” There is also another
subtype who are nonpurging. Their methods to
compensate for bingeing center around periods of
fasting or excessive exercise.

Anxiety and depression are often associated with
bulimia, as is substance abuse, especially in the
form of stimulants to curb hunger. Physical symp-
toms include dental damage, substantial enlarge-
ment of the parotid glands, and lesions or scars on
the fingers or hands from contact with teeth when
inducing vomiting with the fingers. In severe cases

there can be damage to the esophagus, tears in
the stomach and gastrointestinal tract, and with the
electrolyte imbalances, cardiac arrhythmias.

People with bulimia would benefit from psycho-
logical, nutritional, and medical treatment. As in
anorexia, the referral process is a sensitive one. For
physical and manual therapists working in clin-
ics with other healthcare professionals, a “team
approach” to care is probably the most salubrious
option.

OTHER DISORDERS

There are many other disorders on Axis I, including
substance abuse, dementias, and schizophrenia. For
the complete list of the disorders on Axis I refer to
Box 7.1. In the physical and manual therapies,
where clients are often experiencing considerable
pain, dependency on pain killers may present a con-
cern. Checking in with patients on the use of such
medications, and consultation with the attending
physician, would be proper client care.

A CASE EXAMPLE

A case study example will now be presented to
illustrate the impact that psychopathology can have
on the rehabilitation process. This case example
demonstrates the dialogue between a physical ther-
apist and a client with intermittent commentary and
analysis on that dialogue.

David is a 20-year-old diver at a major Division
I (highest level of competition at US universities)
school. He has a full scholarship (tuition, books,
room and board) to attend the university. He has
been referred to the physical therapist in the univer-
sity sports medicine clinic for treatment of serious
tendinosis in both wrists. He is an all-round diver,
competing in the one-meter and three-meter spring-
board events, but his specialty is the ten-meter
platform. Diving is especially hard on the wrists,
especially with the impact they endure from ten-
meter dives. He is 170 cm tall with a slim but mus-
cular build and about 6% body fat. As a result of his
injury, he has stopped all diving in the pool and is
working on dry land exercises (e.g., trampoline),
resistance training that does not involve wrists, and
some aerobic training. He is frustrated with his
injuries and comes to the physical therapist for
his first treatment with somewhat flat emotions. His
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therapist, Julie, has worked with many divers and
swimmers before and is sensitive to the demands of
the sport. Their first conversation goes as follows:

Julie (J): Come on in David, and hop up here (directs
him to the treatment plinth). How are you doing
today?

David (D): OK, I guess.
J: Hmmm, sounds like you aren’t quite sure, having a

tough time with those wrists? I got the report from
Dr Fawkner.

D: Kind of hard to not be in the pool.
J: Yeah, sort of like that rule, take an unscheduled day

off, go backward two days in your training.
D: Exactly, I am going to get so far behind.

A lot has occurred in this brief encounter. Julie
right from the beginning has engaged in empathic
reflection where she comments on his “I guess” and
expresses that she understands the “tough time” he
may be going through. She knows the sport well and
communicates the training worries that often occur
with injuries. She is doing well in establishing rap-
port as evidenced by David’s “Exactly.” That one
word probably reflects David’s thinking that “Cool,
here is someone who understands.” Finding a health
professional that one can relate to is a huge step in
the process of a client opening up to talk about their
concerns, their injuries, and other aspects of
their lives. This brief interchange is a good start in
getting David comfortable with working with Julie.
Let’s continue with Julie and David.

J: Yeah, getting behind is a worry. What are you doing
now that you aren’t in the pool?

D: Dryland, weights, mostly trunk and lower body, on
the bike too, and getting fat.

J: That’s always a concern in diving with weight.
Exactly how fat are you getting?

D: (laughing) The way I am going I will end up like the
Michelin Man (laughing again).

That David brought up weight so early in the
conversation may be because he feels comfortable
with Julie, but in the world of diving, athletes
always talk about weight and appearance because
they are such essential parts of the sport. The truth
of the matter is that in diving, if you look good then
you get higher points. Divers used to say of Greg
Louganis that he got an extra point just for putting
on a swimming outfit because he had the perfect
diving body. It is not a fair aspect of the sport, but it

is a huge part of competition, so concerns about
appearance are always present.

Julie does something interesting here, she empath-
ically reflects but then makes a small joke-inquiry
about how fat he thinks he is getting. This tact may
reflect her anxiety about once more having to
address eating as a problem for a client, and it may
be that she is communicating to David that yes, we
can talk about weight and not have it be a really dif-
ficult topic. David responds well to Julie with his
joke about the Michelin Man. People often use
humor to compensate for anxiety, and with David’s
concerns about weight, there is probably plenty of
anxiety too. Humor can break the ice, but it is also a
way to avoid the topic.

J: OK, Michelin Man, let’s have a look at your wrists,
and while we’re doing some ultrasound why don’t
you tell me about your diving list for the ten-meter?

D: OK, cool, my first dive is an inward two and half
pike that I usually rip. . . .

Now what has happened here? They were get-
ting to the topic of weight, and then Julie directed
him elsewhere to treatment and to his dives. The
physical therapist here is really doing a good job.
She knows eating and weight are sensitive issues for
David, and they have come a long way in feeling
comfortable about talking about weight, but Julie
does not want to push the issue too fast. So she goes
back into further rapport-building by asking David
to educate her about his diving. This move helps
balance the relationship, so David can feel more like
there is equality and give and take on both sides.
This balancing will probably help David feel more
comfortable about talking over what is really both-
ering him. We will now move on to their third ses-
sion together. The session is shortly after lunch.
David arrives looking a little haggard, and his eyes
are quite bloodshot.

J: OK, David, you know the drill, hop on up here.
D: OK (Julie notices his eyes).
J: David, I have a question.
D: Yeah, what is it?
J: Have you been crying?
D: No, why?
J: Your eyes are all bloodshot.
D: Really? Must be from getting in the pool for the

first time today and doing some partial dives where
I go in feet first, all that chlorine. I did that this
morning.
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Julie knows that “chlorine eyes” do not last a
long time and suspects that just after lunch and
before this session that David has made himself
vomit, which often results in bloodshot eyes. Julie is
not about to challenge him at this point.

J: OK, let’s get this ultrasound going for now. So how
have the last couple of days been?

D: Really screwed, I’ve gained a kilo in the last week.
I told you, Michelin City!

J: Sounds like the weight gain is really bumming
you out.

D: I used to have it under control, I used to keep it in
check, but with not diving much and not running
up the 10 meter for hours on end, I am blowing up.

David is probably referring not only to his weight
but also to his bulimia. He most likely had both in
control before his injuries disturbed his routine. It is
likely that he would binge and purge a couple of
times a week and maintain weight. With the injury
and lower activity, it has messed up his “control.”
The bulimia is no longer keeping him on track, but
rather it is now a much larger source of anxiety and
frustration.

J: Sounds like you are pretty anxious about gaining
weight.

D: I gotta be, I gotta look perfect out there.
J: I know, I know, there is so much pressure to look

good in your sport. You’re out there essentially
naked and everyone can see everything.

D: You got that right, it’s a nightmare.

Julie is making really strong connections with
David because she wants to ask an important ques-
tion about what he is doing to control his weight.
Her empathy and understanding of diving will help
David feel more comfortable. It probably also helps
that Julie is a woman. It might be more difficult for
David to admit to disordered eating to a male
physical therapist.

J: So what are you doing to try and keep the weight
down?

D: (silent for a while) Well, I am trying to not eat so
much, but I get so damn hungry.

J: Are you doing anything more radical than trying to
cut down?

D: (looking away) I . . . umm . . . I am doing some other
things.

J: Like what? It’s OK, this is just between you and me.

D: You won’t tell the coach?
J: David, you’re my client, not the coach. Whatever

we say stays here with you and me.
D: (starting to get tears in his eyes). I have been

throwing up a lot, I am so embarrassed . . . I just
don’t know what to do.

J: It’s OK David, and thanks for letting me know. That
took some guts (they both have a bit of an anxious
laugh at the reference to “guts”). So let’s talk a bit
about what is happening with you.

D: OK, thanks.

What followed was a long conversation about
how David had been engaging in bulimic behavior
in a controlled manner for the last 3 years, not
enough to do any real damage physically, but
always of some concern to him. Lately with his
injuries, his bulimic behavior had gotten out of con-
trol, and the eating and vomiting were occurring on
a daily basis, and he was scared. The example above
shows how a sensitive physical or manual therapist
can help people talk about their problems and then
start the process of referral. Because of the good
relationship that was established between Julie and
David, David was willing to listen and follow Julie’s
advice about seeing a nutritionist and a psycholo-
gist to help him get back on track. Julie also helped
the process along by going with David to both the
nutritionist and the psychologist as part of his
support team.

Referral is a sensitive issue. People, in general, do
not like to hear they have a mental or behavioral
problem that requires special treatment. In the
above case Julie explained to David that the difficul-
ties he was having were out of her range of expert-
ise, but that she knew of experts she admired and
trusted who would be able to help him through
these tough times. She also did not just send him
away on his own to strangers, but rather remained
by his side throughout the whole referral process.
Julie’s work with David is a good model for physi-
cal and manual therapists to have in mind when
eating disorders may be present.

SUMMARY

This chapter has covered many of the mental dis-
orders on Axis I of the DSM-IV-TR (American
Psychiatric Association 2000). The purpose of the
chapter was to describe the disorders in general
terms so that physical and manual therapists may
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recognize the problems easier and earlier. Also
included with each disorder were examples of
either how the person with the disorder may pres-
ent in clinical settings, or how the disorder may
interfere with the rehabilitation process. The major
classes of disorders covered were anxiety disorders,
mood disorders, somatoform disorders, adjustment
disorders, and eating disorders. Anxiety disorders,
in general, are marked by behavioral and cognitive
features that are manifestations of some inner
dread, and many of the behaviors of people with
anxiety disorders are attempts to compensate for
that anxiety and dread.

In the area of mood disorders, depression is one
of the most common disorders in Western society,
and is often called the “common cold” of mental
health. Somatoform disorders are particularly diffi-
cult to deal with in rehabilitation because there is
really no physical underlying problem behind the
client’s somatic complaints and anxieties. That does
not mean that some caring touch will not help. It
may help quite a bit, but not for any physical reason.

Many people in rehabilitation have adjustment dif-
ficulties, and could benefit from some counseling.
Often, however, third party payments for psycho-
logical treatment will not be made without a DSM-
IV-TR diagnosis. The subtypes of adjustment
disorder could probably encompass many “normal”
people in rehabilitation.

Eating disorders are extremely complex and
often closeted. The chapter ends with a description
of the eating disorders of anorexia nervosa and
bulimia nervosa, and a case example of a male
diver with bulimia nervosa, and how the interac-
tions with a caring physical therapist helped him
seek psychological and nutritional help.

Physical and manual therapists should be
aware of the signs and symptoms of a variety of
psychopathologies so that they can tailor their
rehabilitation to suit the needs of the individual.
Being aware of such conditions also allows physi-
cal and manual therapists to make appropriate
referrals to psychologists and other mental health
practitioners.
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INTRODUCTION

Traditional models of medical illness focused solely
on the physical aspects of the person’s difficulties,
providing surgery, medication, and physical and
manual therapies where applicable, in order to
maintain the physical health status of the client. In
recent years, however, there has been an increasing
recognition that psychological factors are also
important, not only to the emotional health of the
client but that they can also influence the client’s
physical recovery. Clients who experience physical
illness or serious injury are at increased vulnerabil-
ity in developing psychological problems including
depression and/or anxiety (Martin 2001). This con-
tributory factor to the experience of psychosocial
morbidity is aside from those whose existing psy-
chological problems are exacerbated by the devel-
opment of a physical illness. These difficulties can
lead to a decrease in resources to deal with the
demands of recovery from physical illness and
injury.

Although most clients adjust well to the psy-
chosocial aspects of their medical condition, around
20–25% of clients with medical problems experi-
ence clinically significant psychological symptoms.
Clients often find themselves undertaking a delicate
balancing act where they must balance the need to
be in control of their lives with the reality that there
will be times when it will be more functional for
them to surrender control to significant others.

Psychological problems can complicate the man-
agement of medical problems. There is a huge varia-
tion in the subjective impact of medical conditions
of the same objective severity. Two clients may have
the same degree of physical disease or damage
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but yet have markedly different psychological
responses to that physical illness. The thoughts that
clients have about their illnesses have a significant
influence on their emotional reactions to symptoms
and on their self-care behavior. Clients with more
negative views of their illness are more likely to be
depressed and people who view their illnesses as
more serious, chronic, and uncontrollable tend to
be more passive, report more disability, have poorer
social functioning, and more mental health prob-
lems (Heijmans 1999). Client perceptions of control
over their symptoms and the course of their disease
or rehabilitation often relate to mood states such as
depression (Affleck et al 1987, Devins et al 1981,
Helgeson 1992, Thompson et al 1993). Level of per-
ceived control has been shown to predict recovery
from disability (Johnston et al 1999).

Scandlyn (2000) suggested that illness challenges
one’s views of life as being orderly and having con-
tinuity. This challenge can have significant psycho-
logical consequences, particularly for clients who
have to endure debilitating and demanding treat-
ments. Clients tend to have contact with a greater
number of health professionals in what is an
increasingly multidisciplinary healthcare system.
This contact with numerous professionals involves
a need to interact with more people and, for some,
increased demands on already limited psychologi-
cal resources. The move towards care in the commu-
nity and day care means that clients may spend
longer periods of time in non-hospital settings,
resulting in some clients feeling unsupported
psychologically and therefore contributing to
psychological problems.

Many medical problems require a self-manage-
ment approach to regulate the course and impact of
client symptoms and problems. Collaborative rela-
tionships must be established with healthcare staff,
and clients are often expected to adopt a more active
role in managing their problems. Indefinite out-
comes and the associated pervasive levels of uncer-
tainty surrounding diagnosis and prognosis can
result in psychological problems for some.

A psychological approach that encompasses both
the individual client and the system within which
their healthcare is managed, needs to be considered.
Enright (1997) suggested that a cognitive behavioral
approach can assist with both the physical and
psychological problems. There is a growing body of
research to support this contention. There are an
ever-increasing number of psychological disorders
for which cognitive behavioral models and therapy

protocols have been developed, many of which
have been shown to be effective in research trials.
A recent systematic review of the effectiveness of
a range of interventions for the treatment and
management of chronic fatigue syndrome found
cognitive behavior therapy (CBT) and graded exer-
cise therapy to show the most promising results
(Whiting et al 2001). Another review compared CBT
with other interventions and found that CBT signi-
ficantly improved physical functioning in adult
outpatients with chronic fatigue syndrome as com-
pared with standard medical treatment or relax-
ation (Price & Couper 1999). Cognitive behavioral
approaches have also been shown to be useful in the
reduction of long term disability in clients with back
pain (Pincus et al 2002). Physical and manual thera-
pists often encounter people with medical problems
that occur within the context of problems and dis-
orders (e.g., anxiety or depression) that have been
studied from a cognitive behavioral perspective.

Many physical and manual therapy clients will
experience problems (or in some cases symptoms
of psychological disorders) that can be readily
assessed, understood, and managed within a cogni-
tive behavioral framework. Management using a
cognitive behavioral approach is implicated at all
levels of client care by encouraging the client to be
active in the management of their illness, by adopt-
ing a self-management approach, and establishing
an appropriate collaborative relationship between
client and practitioner. There is also a group of peo-
ple who present with physical health problems that
place them at an increased risk of clinically signifi-
cant psychological/psychiatric disorders that may
require CBT. The distinction between a cognitive
behavioral approach and CBT will be outlined in
greater detail later in the chapter.

CBT has been shown to be effective for depres-
sive disorders (Beck et al 1979, Dobson 1989), panic
disorder (Clark et al 1994), generalized anxiety dis-
order (Butler et al 1991), obsessive compulsive
disorder (Salkovskis 1999), post-traumatic stress dis-
order (Dunmore et al 1999), hypochondriasis (Clark
et al 1998, Warwick et al 1996), bulimia nervosa
(Hay & Bacaltchuk 1999, Ledanowski et al 1997),
schizophrenia (Haddock et al 1998, Jones et al 1999,
Tarrier et al 1999), personality disorders (Davidson
2000, Davidson & Tyrer 1996), and bipolar disor-
ders (Scott 1996). Rachman (1998) suggested that
the application of psychological approaches to
other branches of medicine has been slower than
expected when compared with the developments in
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psychological models and therapies within psychia-
try and clinical psychology. CBT has also been
applied successfully to the management of medical
conditions such as irritable bowel syndrome
(Greene & Blanchard 1994), chronic pain (Morley et
al 1999,) and cancer (Greer et al 1992). Advances in
cognitive behavioral approaches to psychological
disorders have not been matched by the applica-
tion of the model to understanding psychosocial
aspects of adjustment to physical illness, injury, and
rehabilitation. This application is beginning to
emerge (e.g., Salkovskis & Rimes 1997) as therapists
start to combine clinical observations with scientific
findings (Gelder 1997).

Readers interested in CBT generally are advised
to consult comprehensive introductory texts on cog-
nitive therapy such as those by Beck (1995), Leahy
(1996), or Blackburn & Twaddle (1996) that provide
both introductions and excellent illustrations of
cognitive therapy in practice. Readers wishing for a
more specific consideration of CBT for medical
problems should consult White’s (2001) book,
Cognitive behavior therapy for chronic medical problems.

The application of a cognitive behavioral frame-
work is easier when one considers the theoretical
underpinnings of the approach. Psychological
approaches to the management of emotional and
behavioral dimensions of being physically ill or
injured have been, like mainstream applied psy-
chology, significantly influenced by behavioral
theories in the 1960s–1980s. Cognitive theories of
psychosocial functioning and adjustment began to

appear in the 1980s and have come to dominate
mainstream applied psychology over the past
20 years. The basic components of behavioral and
cognitive approaches will be outlined in this
chapter, and links will then be made with
cognitive-behaviorally oriented assessment. Case
conceptualization will be covered and some specific
examples of how to integrate this into care delivery
will be outlined. The ways in which some of these
principles can be applied by non-specialist prac-
titioners (i.e., non-specialist in cognitive behav-
ioral therapy) will be addressed in the section on
interventions.

THEORETICAL BASIS OF BEHAVIORAL 
INTERVENTIONS

Behavior therapy emerged in the early 1950s based
on assumptions derived from animal learning
research carried out earlier in the century by Pavlov
(1927) and his colleagues, and an American group of
researchers led by Thorndike (1898). Two theories
emerged from this work. The first, termed classical
conditioning, was based on the work of Pavlov who
found that if a bell was rung just prior to feeding
dogs, the dogs learned to salivate to the bell ringing
rather than to the presentation of food. Pavlov
termed the food the unconditioned stimulus, and
salivation to food the unconditioned response, as
no learning was involved in food resulting in
salivation (see Figure 8.1).
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After repeatedly pairing the bell with the food,
the sound of the bell led to salivation, thus the dog
had learned to salivate (conditioned response) in
response to the bell (conditioned stimulus) rather
than in response to food (unconditioned stimulus).
Pavlov also showed that if the pairing of the bell
with the food stopped, then the conditioned
response (salivation to the bell) gradually went
away, or was extinguished. Using the same princi-
ples, it was discovered that emotions could be con-
ditioned in the same way. For example, Watson &
Rayner (1920) presented a small child with a pairing
of a loud noise and a rat, and as a result the child
came to fear furry animals.

When classical conditioning was first described
it was thought that these principles could be used to
explain the development of all behavior. It was soon
found that classical conditioning was limited, and
an alternative conditioning model emerged called
operant conditioning. This model was based on the
idea that behavior could also be altered due to
the consequences of it, as well as what happens
prior to or alongside it (classical conditioning). It
was found that a behavior followed by pleasant
consequences is likely to increase in frequency (pos-
itive reinforcement), and conversely, a behavior
that is followed by unpleasant consequences is
likely to decrease in frequency (punishment).
Skinner (1953) went on to describe two further rein-
forcers that affect the frequency of a behavior. The
first was negative reinforcement, where behavior
increases when an expected negative event fails to
occur because a behavior has helped someone get
out of a bad situation. The second was frustrative
non-reward, where behavior decreases because an
expected reward fails to occur. The use of rewards
(positive reinforcement) for desired behavior and
the withdrawal of reward (frustrative non-reward)
for inappropriate behavior have been used in clini-
cal settings to develop and shape behavior. Operant
conditioning principles have also been used suc-
cessfully in the management of people with pain
(Fordyce 1982).

Both of the above models suggest that learning
only occurs when an individual has personal expe-
rience of an event. Social learning theory, however,
suggests that one can also learn through the experi-
ences of others. This learning can occur through
vicarious conditioning where someone else is seen
receiving a reward or a punishment for a particular
behavior, and as a result, the individual watching
draws conclusions about the appropriateness or

inappropriateness of a behavior. Alternatively this
can occur by observational learning, where an indi-
vidual learns to carry out a behavior after seeing
someone else they admire carrying out that behav-
ior even when no reward or punishment occurs.
These principles have been used with great success
in the treatment of anxiety disorders, overcoming
childhood behavioral problems, and working with
those with learning disabilities. Little progress was
made with depressive or psychotic disorders and
the cognitive element of these disorders could not
be ignored, thus leading to the development of
cognitive theories.

THEORETICAL BASIS OF COGNITIVE 
INTERVENTIONS

Cognitively based interventions are used to modify
patterns of thinking that may be associated with the
experience of unhelpful emotions or problem
behaviors. It has been shown that a number of the
common psychological disorders are associated
with characteristic patterns of thinking (see Clark &
Fairbairn 1997 for a more detailed account). Anxiety
reactions are commonly associated with patterns of
thought related to perceived threat or danger, and
are associated with related thoughts of an inability
to cope. Depressive reactions, on the other hand, are
associated with thoughts relating to loss and an
inability to cope in the face of seemingly insur-
mountable problems. People with depressive symp-
toms traditionally struggle with thoughts relating
to low self-esteem, self-blame, personal worth,
moral worth, and personal ability. In addition to
characteristic thought patterns, psychological prob-
lems are often associated with particular changes in
attention. Attention and memory tend to operate
according to the principle of content specificity –
clients will generally pay attention to and recall
information that is congruent with their mood. An
example of this would be a client who, by virtue of
exposure to adversity or loss in their early life,
developed negative beliefs regarding loss, failure,
and achievement. These beliefs will be activated by
events that are thematically congruent with them.
An example might be when someone, by virtue of
their physical symptoms, is unable to work. This
may activate negative beliefs regarding a failure to
achieve. A client with a belief about worthlessness is
more likely to experience activation of this belief fol-
lowing rejection than someone who has a similar
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experience but does not have this belief. Belief acti-
vation leads to the tendency to process information
in a manner that results in experiencing thoughts
and images that are associated with predictable
emotional, behavioral, and in some cases, physical
reactions.

Anxiety and mood disorders are associated with
greater levels of self-focused attention (Ingram &
Smith 1984, Wells 1985). Contact with medical serv-
ices often results in clients having to pay greater
attention to themselves than they might otherwise.
This need for greater self-focused attention can
exacerbate pre-existing problems and/or may pre-
cipitate problems with an attentional bias that
results in an exaggerated self-focus. Clients may
display what is known as an attentional bias in that
their attention is more likely to be drawn to particu-
lar events than others. In the case of anxiety dis-
orders, clients tend to report their attention being
specifically drawn to physical stimuli, and have
experiences where they are more aware of physio-
logical functioning (see Table 8.1). The focus of an
individual’s attention has also been shown to be
important in that some anxiety problems (particu-
larly those related to social anxiety) are associated
with an increase in self-focused attention. This is
most commonly seen when clients report being
acutely aware of their own thoughts about how they
may present to others and increased awareness
of the physiological aspects of their response to
stressful situations.

Experimental studies have also demonstrated
the effects of psychological problems on memory
(Kuyken & Brewin 1995). It is well recognized that
low mood is associated with a more rapid recall of
unhappy memories, a phenomenon that is of partic-
ular importance in understanding the ways in
which mood can be lowered further by such a recall.
The occurrence of visual images is particularly
important (McNeil et al 1993). Images have often
been shown to be associated with particularly
strong emotion. Research in recent years has
distinguished particular types of cognition, often
important for understanding client experience
and planning cognitive interventions accordingly
(Greenberger & Padesky 1995). Theoretical work
has highlighted the differences between types of
thought such as worry or intrusive thoughts.
Worries tend to be characterized by repetitive
thoughts and images, and are associated with
anxiety, preoccupation, and rumination. Intrusive
thoughts, on the other hand, are more often short
lived, are experienced as involuntary thoughts, and
tend to be associated with different consequences
(e.g., clients with intrusive thoughts often report the
need to avoid thinking about them). People with
worrying thoughts are less likely to report this need.
In recent times, greater emphasis has been placed
on understanding thoughts about thinking itself. In
this way, theories have been proposed as to the
importance of the ways in which people understand
the controllability of their thought processes and/or
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Table 8.1 Example of differing impact of problems on thinking, memory, and attentional processes

Problem Thought Memory Attention

Anxiety I am going to collapse More focused on times when Drawn to internal and external stimuli 
I am having a heart attack unable to cope; avoided that might herald danger or threat

exposure to situations due to With panic problems this will usually 
fear of fears becoming reality be the physical sensations 

associated with anxious arousal

Depression I am a failure More focused on prior negative Drawn to instances of perceived failure 
I am useless life events to meet personal standards; instances 

that are cited as evidence of negative 
beliefs about self, world and future

Anger He set out to make things More focused on times when Drawn to elements of others’ actions 
difficult for me personal rules have been violated that suggest malevolent intent and/or 
They have no regard for by others (e.g., others should be aspects of scenarios that emphasize 
how I feel considerate for how I feel) rule being transgressed



their significance (e.g., “if I keep thinking about the
impact of pain on my life then I will go mad”).

Examining the ways in which psychological
treatments modify the processes and products asso-
ciated with thinking has led to a greater under-
standing of the cognitive basis of psychological
problems and their treatment. Changing the extent
to which someone believes a particular thought, or
enabling someone to arrive at an alternative expla-
nation of similar internal or external stimuli, has
been shown to be associated with significant
changes in emotion. Researchers have made signifi-
cant headway in understanding the ways in which
thoughts influence behavioral responses, particu-
larly in understanding the ways in which such
behavioral responses may enforce and maintain
dysfunctional thinking.

COGNITIVE BEHAVIORAL ASSESSMENT

Assessment of the client is the starting point of
any cognitive behavioral intervention. It aims to
identify the specific problems of the client, deter-
mine the client’s past and present level of func-
tioning, and allows for the formulation and case
conceptualization of the individual client’s diffi-
culties and concerns. It also helps determine the
specific treatment goals and allows for the moni-
toring of treatment gains and outcome. At the end
of the first assessment session the client should
begin to feel that it is possible to bring about
change. There are a number of methods used to
aid the process of assessment. These include self-
report questionnaires, diaries, observation, and
clinical interview.

Two types of self-report measures are commonly
used. The first of these is standardized measures or
self-report questionnaires that have been developed
to assess a particular problem. Several types of self-
report questionnaires have been developed and
are readily available for use. Examples of these
included the Beck Depression Inventory (Beck et al
1961) and the Beck Anxiety Inventory (Beck
et al 1988). This type of inventory can provide infor-
mation on the symptoms being experienced by the
individual and can be used to determine the sever-
ity of these symptoms. As these measures are
often administered both at initial assessment and
throughout treatment, this information can be used
to indicate change in severity and type of symp-
toms, thus providing a reliable outcome measure.

The second type of self-report measures used in
cognitive behavioral assessment is diaries. Many of
these are available in standard formats aimed at
gathering information on a range of topics includ-
ing frequency of panic attacks, daily pain fluctua-
tion, and weekly activity schedules. Diaries can also
be designed to measure the specific problems of the
individual, and provide a flexible means of gath-
ering detailed information about the problems
experienced. Diaries of this sort can be adapted for
use within the physical and manual therapies and
can be used throughout treatment both to aid treat-
ment (by using them to encourage and monitor
homework tasks) and to measure treatment out-
come. An example of a diary can be seen in
Figure 8.2.

Observation of the client during assessment can
provide useful information relating to their emo-
tional state, and the relevance of particular topics to
the client’s difficulties. Attention to the client’s pos-
ture, facial expression, eye contact, and the volume
and tone of voice can provide information regard-
ing the emotional and cognitive salience of parts of
the assessment and topic areas to the client. It can be
useful to note down particular examples of these
observations, as the relevance of them may only
become apparent later in the assessment process.

Probably the most important component of the
cognitive behavioral assessment process is the clini-
cal interview. The next few paragraphs will outline
the main components of a clinical interview. At the
outset of any cognitive behavioral assessment it is
important to establish rapport and begin to encour-
age a collaborative relationship with the client,
ensuring that at every stage of the assessment they
have clear understanding of what is happening and
why it is happening.

This process begins with ensuring the client has a
clear understanding of why they have been referred
to see you, and what they expect from the session.
This information can be established by asking two
straight-forward questions:

● What did Dr X tell you about why you have been
referred to me?

● What do you think will happen during today’s
appointment?

Depending on the answers given to these ques-
tions it is then important to fill in any gaps the client
may have in relation to these questions by explain-
ing what it is you do, how you can help, and what
will happen during the session. This approach is
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appropriate and applicable across most therapeutic
settings, whether that be during the first session of a
cognitive behavioral assessment or at an initial
physical or manual therapy session. Ensuring the
client has a clear understanding of what they can
expect from you, and what is expected of them, will
help facilitate a good therapeutic relationship with
the client, and in the long term, should lead to a
better outcome.

The next stage of the clinical assessment is to
establish a clear list of what the client feels are their
presenting problems. This stage should include a
detailed description of the client’s thoughts, feel-
ings, and behaviors in relation to each problem they
describe. It is important during this process to gain
a clear description and understanding of why the
client feels each problem they present is a problem
for them. This can be done by summarizing the
information given by the client and presenting it
back to them. This process will help link problems
that are related or are the same as a problem
described previously, and will also help ensure that
the problem list is comprehensive. This formal

process is typical of what psychologists do in
assessment. In the physical and manual therapies,
such information is usually gathered more infor-
mally over the course of treatment through conver-
sation held during clinic visits.

Once a clear and comprehensive problem list has
been outlined it is important to assess the cognitive
and behavioral factors that contribute to the mainte-
nance of the problem. This involves getting a clear
understanding of the situations that trigger, and the
factors that maintain, each problem mentioned by
the client. It can be useful to think of this part of the
assessment using an ABC format; where A stands
for antecedents or triggers of the problem; B
stands for the behaviors and beliefs attached to the
problem; and where C is the emotional and behav-
ioral consequences of the problem (see Figure 8.3).
As you will note from the example in Figure 8.3, the
client’s pain is a clear result of overexertion which
has led to some muscle ache. The client, however,
assumes the situation is much worse than it is, and
their response to cease all physical activity is likely
to increase their pain, and therefore their problems.
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Please rate your pain intensity on the following scale: 0 (no pain) to 10 (worst pain ever)

Time

8 a.m.

10 a.m.

12 p.m.

2 p.m.

4 p.m.

6 p.m.

8 p.m.

10 p.m.

12 a.m.

2 a.m.

4 a.m.

6 a.m.

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Figure 8.2 Example of a weekly pain diary



Some clients struggle to identify the feelings and
thoughts associated with their problems, and in
these circumstances it can be useful to ask them to
describe a recent example of the problem. Using this
example, it is then possible to determine the context
within which the problem arises, the factors that
affect the intensity of the problem, and the conse-
quences of this to the client. Specific details that one
hopes to elicit during this period include:

● what makes the problem better or worse
● particular situations within which the problem

occurs more frequently or less frequently
● what thoughts and feelings are associated with

the problem
● what the consequences of the problem are
● how the client deals with the problem when it

occurs.

It is important to note, that the consequences of a
client’s problems can be positive as well as negative,
and that positive consequences will play a signifi-
cant role in maintaining or reinforcing the problem.
How to approach a problem like this is outlined in
the sections describing goal setting and activity
scheduling.

So far, the assessment should have provided a
clear description of the presenting problems and
the triggers and consequences associated with
each problem. It is then important to gain some
insight into the development of the problem,
whether the person has experienced similar prob-
lems in the past, and how they have coped with

these difficulties previously. It can be useful to get
some idea of previous family history of psychologi-
cal problems and how these difficulties were dealt
with. This may provide insight into the coping
strategies available to the individual.

Throughout the assessment process it is impor-
tant to determine the client’s suitability for a cogni-
tive behavioral style treatment approach. There are
several factors that should be considered when
determining if a client is suitable for a CBT style
approach. These include the client’s ability to distin-
guish between thoughts, feelings, and behavior, the
level of motivation of the client, and how easily
the client appears to accept a cognitive behavioral
explanation of their difficulties. It is not always
possible to gather all the necessary information
to establish a client’s suitability for a CBT style
approach during one session, and under these
circumstances it may be beneficial to offer a
time-limited number of sessions until this decision
is made. It is also important to evaluate when
onward referral to a CBT specialist is necessary. This
decision is based on the severity and complexity of
the client’s problems and should occur if the client
has a significant level of distress or presents with
multiple problems.

This section has outlined the main components of
cognitive behavioral assessment. It is, however,
important to remember that assessment should be
ongoing throughout treatment, allowing the thera-
pist to adapt and modify the planned treatment
where necessary. The assessment outlined here is a
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A B C
Triggers Beliefs Consequences

Spent day doing
gardening. Following
day, the pain was much
worse.

I have damaged
something else. I should
not have done any
gardening. If I do 
gardening, I will only
make the problem worse.

Avoids all gardening
and feels low as
gardening is a favorite
past-time.

Figure 8.3 Assessment using an ABC format



psychological model, but many practitioners in
the physical and manual therapies carry out such
assessment over the course of treatment, albeit in a
less formal way.

COGNITIVE BEHAVIORAL CASE
CONCEPTUALIZATION

When client assessment information has been col-
lected, decisions need to be made about the ways in
which client problems and their manifestations are
related. This information is then used to plan treat-
ment, or in the case of physical and manual thera-
pies, how CBT principles can be incorporated into
the physical aspects of care. The process of making
links in this way is known as case conceptualization
(sometimes known as case formulation). The con-
ceptualization aims to outline how a particular
problem/concern or symptom emerged, the way in
which it has manifested itself, and how it is being
maintained. Box 8.1 contains some examples of
questions that may help clarify how an individual’s
medical condition may be linked to their psycho-
social well-being (e.g., general anxiety, social anxi-
ety, post-traumatic stress, depression).

A case conceptualization commonly contains a
description of factors that exacerbate the problem,
and situations under which it manifests. By having
ideas about the ways in which problems are
linked, it is possible to begin to suggest strategies
to ameliorate or change presenting problems. The
construction of a case conceptualization is much
easier to do when a detailed assessment of recent
problem examples has been carried out. This way,
information can be incorporated from this recent
example (assuming that the recent example is
representative of other times the problem has
occurred). A case conceptualization should also
aim to outline historical information that might
be relevant in understanding the occurrences of
problems. Details on previous life experiences
(particularly critical incidents) and current life
circumstances of clients should all be recorded.
Box 8.2 outlines some of the issues that might
be relevant in conceptualizing client problems.
Box 8.3 provides some examples of the compo-
nents that sometimes feature in cognitive behav-
ioral case conceptualizations. Critical incidents
(see Box 8.3) are usually easy to identify in that
they are often the events that are associated
with the onset, exacerbation, or recurrence of

psychosocial aspects of client problems. They are
usually emotive events, and as such, clients usu-
ally find these easy to recall. Critical incidents can
be identified by having clients provide informa-
tion according to a chronological sequence of
events.

It is possible to provide some general principles
that can be used in conceptualizing client problems.
Problems can be divided into emotional, behav-
ioral, cognitive, and physiological components.
This way clients can be assisted in gaining a greater
appreciation of the ways in which each component
influences the others. Clients with anxiety often
have conceptualizations that place emphasis on the
thoughts that they have about threat, danger, and
their inability to cope with these situations. This is
usually linked by specifying in detail the ways in
which clients try to minimize exposure to anxiety.
Commonly, such attempts to minimize exposure are
evident in the form of behavioral avoidance, or
attempts to avoid thinking about salient issues.
Clients are often unaware that their avoidance
behavior makes problems worse by denying them
the opportunity to discover that the feared outcome
does not transpire, and that their coping abilities are
usually greater than they estimate. Clients present-
ing with panic need to have conceptualizations that
outline the specific ways in which they misinterpret
benign physical sensations into evidence of
impending catastrophic mental or physical events.
Clients experiencing worry need to understand
that there are commonly two types of worry: wor-
ries about the nature of their problems, and worries
about worry itself. People often become concerned
that their worrying will cause secondary physical or
psychological problems. Clients can be asked about
the things that they do to manage their worries.

INTERVENTIONS

PRINCIPLES OF COGNITIVE BEHAVIORAL
MANAGEMENT

Some of the principles that define cognitive
behavioral psychotherapy can be useful to clini-
cians wishing to use cognitive behavioral princi-
ples to enable their clients to make changes in
their thinking and behavior. These principles
should be considered by physical and manual
therapists for possible incorporation into their
work with clients.
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Agenda setting
It may not always be possible to address all of our
clients’ presenting problems within a single consul-
tation. This, combined with the fact that some pre-
senting problems have no apparent solution, can be
overwhelming for clinical staff who may not know
where to start. Setting an agenda is a method for

maximizing the chance that consultations will make
some progress towards solving the presenting prob-
lems. This agenda is a vital component of cognitive
therapy and can similarly be used to structure the
time available to therapists with their clients. If con-
tact with clients is to be repeated over a number of
occasions then it may be that a standing item can
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Box 8.1 Questions to guide case formulation

General anxiety-related problems
Does this client’s medical condition cause physical sensations that they catastrophically misinterpret?
Has this client been privy to any information recently about people with the same condition experiencing 
catastrophic or tragic outcomes?
Are any of the client’s coping strategies designed to prevent perceived physical catastrophe?
Has the perceived catastrophe occurred in the past? If so, what are the predominant memories of this?
Do any of the client’s medications produce physical sensations that could be misinterpreted?
Has this client received instruction in how to cope with the consequences of their medical problems?

Social anxiety problems
Do this person’s symptoms worsen when they are in social situations?
How do they think that other people perceive their medical problem?
Are there elements of this person’s behavior and appearance that make it apparent to others that they have a 
problem? If so, might they be exaggerating the extent to which this is the case?
Does their medical management involve them having to pay attention to their physiological functioning? If so, 
would this have generalized to such an extent that they have an exaggerated self-focus in social situations?
Were they teased or bullied at school because of a medical problem?
Have they heard or witnessed others with similar experiences being embarrassed or humiliated in social situations 
as a result of their medical problems?
Does their medical problem actually result in them drawing greater attention to themselves than would otherwise 
be the case?

Post-traumatic stress reactions
Does the content of their re-experiencing symptoms relate to aspects of their medical problems? If so, are these 
themes reflected in their thoughts about other presenting problems and/or do they contribute to other problems 
on the problem list?
Does this person have concerns about the significance of their re-experiencing symptoms in the course of their 
medical problems?
What elements of their premorbid lifestyle have they given up since their diagnosis/treatment, and to what extent 
is this contributing to them being frozen in time?
Which aspects of the course of their medical problems have been most shocking? Which beliefs might have been 
shattered to produce this degree of shock?

Depression
What losses has this client experienced with regard to their medical problems?
How much time does this person spend thinking about the negatives of their situation compared with the positives 
in their life?
Has this client been told that their condition will deteriorate?
Have they experience of witnessing (directly or indirectly) the negative consequences of this or similar illnesses?
Does this client perceive events to be more permanent and uncontrollable than might be the case?



always be placed on the agenda. This may be a
review of a client’s progress with aids and adapta-
tions and/or the severity of a commonly occurring
symptom such as pain.

Homework
Clients and clinical staff spend only a small propor-
tion of time together. For this reason, it is often use-
ful to ensure that clients address problems outside
of clinical contact time. This concept is of course
familiar to professionals such as physical therapists
and occupational therapists who might provide
clients with advice on how to manage between con-
tacts. Clients can be encouraged to keep written
information on their progress. Tasks might include
inviting clients to write about their thoughts and
feelings on their illness and its effects, and their
adherence to an intervention. Inviting clients to
write about their understanding of their progress
and/or the reasons for difficulties can provide
information for discussion. The introduction of
such homework can promote a self-management
approach to their disease.

Collaboration
Cognitive behavioral therapeutic work emphasizes
the importance of client and therapist working
together on a set of mutually agreed goals. This
emphasis is also reflected in the frequent inclu-
sion of invitations to comment on the therapeutic
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Box 8.2 Questions answered by cognitive behavioral conceptualization

What cognitive/behavioral/situational factors make this problem better/worse?
What is the main factor behind changes in symptom severity?
What would need to change in order for this cognitive/behavioral/emotional element to cause less of a problem?
What makes this a problem for this client?
Why should this set of problems have occurred for this person at this time in their lives?
Which problem components are linked?
Which life events are most important in understanding why this is a problem now?
Are there times that this has not been a problem for this client? Why was this? Were there particular cognitive, 
behavioral and/or emotional factors which explained this?
What have been the most important incidents in influencing this person’s beliefs about their illness?
What are this person’s beliefs about themselves, their illness, and medical staff and how are these relevant in 
understanding their adjustment to their medical problems?
How does this client’s past psychological history relate to their current experience of chronic medical problems?
Has this person developed a strategy/set of strategies to cope with their problems? If so, how does this relate to 
their beliefs and the course of their problems?

Box 8.3 Sample components of cognitive 
behavioral case conceptualization

Early experiences
Physical, sexual or emotional abuse
Neglect
Witnessed negative consequences of relatives’ 
chronic medical problem
Parental anxiety about ill health
Overprotective parental responses to illness
Critical parents or significant adult (e.g., teacher)
Traumatic hospital experiences as a child

Critical incidents
When was diagnosis of chronic medical problem 
confirmed
Reactions of other people to news of problems
Having to give up work because of difficulties
Actions or memorable statements by 
medical/health staff
Acute exacerbations in symptoms
Hospital admissions
Media coverage relating to own medical problems
Deterioration in physical health status
Development of a new physical health problem
Change in arrangements for the provision of 
medical and/or nursing care (e.g., new member 
of staff )



direction, provide feedback, and the general client-
centered focus. It should be noted that collaboration
need not always be 50:50. Indeed, the initial sessions
of contact with a clinician may sometimes be more
like 80:20 as the clinicians may wish to provide
more of the initial direction while a client gets used
to the role of collaboration.

INDICATIONS FOR COGNITIVE BEHAVIORAL
THERAPY

It is important at this point to clearly outline the
difference between the application of a cognitive
behavioral approach to the management of a
client’s care and the use of CBT with a client. As
already mentioned, management using a cognitive
behavioral approach is implicated at all levels of
client care. Cognitive behavioral therapy, however,
only becomes implicated under a specific set of
circumstances and with an individual trained as a
cognitive behavioral therapist. A client should be
considered for cognitive behavioral therapy when
they report increased levels of, or experience pro-
longed durations of, distress respective to their
current circumstances. Further indication that an
individual may benefit from CBT would include
their level of motivation and their ability to link
thoughts and feelings. In a situation where these
criteria are met, the case should be referred to a cog-
nitive behavioral therapist for psychological case
management. It is sometimes possible, however, to
have a shared case, where the responsibilities of
case management are held by the cognitive behav-
ioral therapist but certain aspects of the treatment
plan are carried out by another therapist. This
may include carrying out a specific behavioral
experiment or encouraging homework tasks.

COGNITIVE BEHAVIORAL MANAGEMENT
STRATEGIES

The following section outlines a range of cognitive
and behavioral intervention strategies that might
be used by therapists to help their clients address
particular psychosocial problems.

Reappraisal of historical data
Sometimes clients’ difficulties are associated with
thoughts that exhibit distortions of prior events. For
example, this may occur when clients recall their

reactions to the early stages of their rehabilitation,
or, as a result of anxiety, their recall of prior events
emphasizes distressing elements of their care expe-
riences. Clients can be asked to list the information
from the past that they are using to support their
particular belief. It is often useful to divide time
into manageable chunks (e.g., 5 years). When such
thoughts have been listed, clients can then think of
alternative ways of viewing this information (some-
times known as reframing the evidence). This is
illustrated by someone who listed their early dis-
tress following the diagnosis of arthritis as evidence
of their weakness but, through discussion, was able
to reframe this as a normal response to diagnosis,
influenced by a clinic setting that was not attuned to
the psychosocial impact of breaking bad news.

Behavioral experiments
When case conceptualizations outline details of
how clients’ behavior has changed over time, it can
be helpful to think about structuring opportunities
for clients to try out new behaviors or evaluate the
consequences of behaving differently. This tech-
nique is most easily appreciated by considering the
avoidance behavior that is often seen with anxiety
disorders. If clients are asked to articulate their rea-
sons for avoiding particular situations or experi-
ences they will often provide thoughts containing
predictions about negative outcomes. An example
of this might be someone experiencing feelings of
panic who believes that if they were to leave the
house alone that they would be overwhelmed by
fear and collapse. When clients have an understand-
ing of the self-fulfilling nature of these predictions,
they can be encouraged to challenge these predic-
tions. This way, they can begin to gather evidence
that their fears of collapsing when alone are the
product of anxious thinking and not an actual risk
of collapse.

Survey method
Clients often experience beliefs that are character-
ized by predictions or guesses as to what other
people might think. For example, clients with low
mood often underestimate the extent to which other
people care about them and/or the quality of their
relationships. The survey method can be used in
this situation to change the thinking of the client. To
do this, clients are encouraged to think that their
assumptions about how other people think or expe-
rience situations might not be as they imagined. In
keeping with many interventions strategies, this is
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presented as a possibility that deserves further
scrutiny and, therefore, clients are invited to con-
duct a survey for the purposes of gathering further
information.

Decatastrophizing
Catastrophizing is a characteristic thinking style
that is often encountered when talking with clients
with anxiety disorders. It is also a frequent compo-
nent of the thinking style adopted by a subgroup of
people with chronic pain problems. The process
of decatastrophizing assumes that the person recog-
nizes that their thinking style is reflective of focus
upon the worst possible outcome or scenario. When
this strategy is being applied it should be done
tentatively and sensitively. It could be suggested, in
general terms, that their thinking is being colored
by this common problem, and it is possible that by
considering a range of outcomes (i.e., not automati-
cally the worst one), they will notice a change in the
extent to which they are feeling anxious. The follow-
ing questions can be used to structure this exchange
of information: “What is the worst thing that could
happen?,” “What is the best outcome?,” and “Given
this, what would be a more realistic outcome?”

Although the technique can be used with people
who are actually experiencing negative life events
(e.g., someone with an incurable or a progressively
deteriorating disease), this should be done only
after having considered and practiced the technique
(perhaps in role-play with a colleague or supervi-
sor). The reason for this is that the application of this
technique can be perceived as in some way mini-
mizing the experience of the client. Consider a client

with multiple sclerosis who is experiencing anxiety
associated with the thought that they will end up
being unable to walk. It would clearly be inappro-
priate to suggest that this is the reflection of
catastrophizing as their thinking is reflective of a
possible future outcome. For further information on
this approach refer to Moorey (1996).

Using questioning to promote the evaluation
of thoughts
If assessment or monitoring of client problems
reveals that they experience frequent thoughts
along similar lines, they can be taught a simple
strategy to alleviate associated distress. Clients are
encouraged to note their thoughts during times of
elevated distress in a bid to identify commonly
occurring thoughts that underlie distress. This
approach can be promoted by asking clients to think
about the personal significance of an event
(e.g., “What did that mean to you when X hap-
pened?;” “What does that mean to you about
you/the world/your illness/the future?”). When a
thought has been identified, clients can use a series
of structured questions in a bid to help them con-
sider alternative information. The sorts of questions
that can be used to help clients discover less dis-
tressing alternative thoughts are outlined in Box 8.4.

Attentional control training
Attentional control training is an intervention
that has been shown to be particularly effective
for clients who are experiencing a number of 
psychological difficulties including health anxiety
(Papageorgiou & Wells 1998), major depression
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Box 8.4 Questions that could be used to help clients discover less distressing alternative thoughts

What experiences have you had that show this thought is not completely true all the time?
If you were trying to help someone you love who had a similar thought in this similar situation, what would you tell 
them?
What would someone who loved you tell you if they knew that you were thinking about your situation in this
way?
Do you think about things this way when you are feeling less distressed? If not, how do you think about these 
things at these times?
Is it possible that you could be underestimating the chances of you being able to do something to lessen your 
distress?
What is the evidence to support this distressing thought?
Is it a fact?
Might it be the way you are looking at things?
Are you basing your thought on how you feel (as opposed to how things actually are)?



(Papageorgiou & Wells 2000), and social phobia
(Wells 2001). This process is based on the modifica-
tion of self-attention, which is often heightened
in these disorders. Attentional control training is
designed to reduce the level of self-focus and to
modify attentional control. This procedure, that
requires the client to practice auditory attentional
monitoring on a daily basis, is thought to have its
effect by removing the focus from negative beliefs.
Further evaluation of the effectiveness of this inter-
vention in other psychological disorders is ongoing.

Goal setting
Goal setting is a fundamental component of a cogni-
tive behavioral approach within a physical health
setting. There are a number of reasons why goal set-
ting is so important. Goal setting can help the thera-
pist and client understand each other. As goals are
agreed on collaboratively it may become apparent
that the therapist has misunderstood the impor-
tance of different aspects of the client’s problem.
Similarly, it may be at this point that the patient real-
izes they will not be able to work within a cognitive
behavioral framework. Goal setting is also impor-
tant as it places the focus on the future, rather than
on the past and its problems. This sends a clear
message to the client that change is possible.

Goals should be decided on collaboratively with
the patient. This should include identifying goals in
a number of areas including employment, social
and leisure activities, and household tasks. It is
usually easier to identify some long-term goals as
clients often report wanting things to return to “nor-
mal.” It is important in these cases to identify what
“normal” is for that individual client, and this will
usually lead to the identification of long-term goals.
Once a long-term goal has been identified it is
usually necessary to break this down into smaller,
achievable goals. It is important in any goal setting
process that expectations are not placed too high.
Clients recovering from mental or physical ill-
health cannot expect or be expected to resume their
previous level of functioning immediately. Goals
such as returning to work or resuming a physical
activity may need to be broken down into smaller
short-term goals such as increasing social activities
or walking round the block at home. It is important
that whatever goal is chosen it is achievable for the
client so that they will remain motivated to attempt
their next goal. A client will quickly become
discouraged if repeatedly facing a goal that is
unachievable for them in their current physical

state. Activity scheduling and graded task assign-
ment (outlined below) are useful tools to facilitate
goal setting and achievement.

Activity scheduling
Activity scheduling is used to maximize a client’s
engagement in mood-elevating activities. The first
stage of this task is to ask the client to monitor their
current level of activity. This can involve the client
completing a chart monitoring their activity levels
on an hourly basis. The client is also asked to rate
each activity they do on a scale of 0–10 for mastery
and pleasure. This process provides an accurate
record of the actual levels of activity being achieved
by the individual, and can also be used to challenge
beliefs that the client may have about their lack of
activity and/or lack of enjoyment in activity.

This same schedule can then be used to plan
activity in advance. Activity scheduling works on a
number of levels. It can be used to increase overall
levels of activity, increase the number of pleasurable
activities an individual is carrying out, and reduce
hour-by-hour decision-making that may hinder an
individual carrying out a task.

Graded task assignment
Graded task assignment can be used alongside
activity scheduling. If clients repeatedly set them-
selves tasks that are unachievable given their cur-
rent mood and level of functioning, their repeated
failure will increase their feelings of hopelessness
and inadequacy. A graded task assignment requires
the client to re-assess each task they wish to perform
to determine if their expectations are realistic, and
where possible, to break each task down into smaller
components. This approach can increase the client’s
chance of success. In people with anxiety this
approach allows them to attempt tasks, which as a
whole, would be considered too anxiety provoking.

Activity scheduling, along with graded task
assignment, can be particularly useful in clients
with pain and other clients who struggle to main-
tain levels of activity due to mobility problems.
Breaking tasks down into smaller components and
introducing regular rewards and breaks can make a
previously unmanageable task manageable, and as
a result, will bring about a sense of achievement and
increase overall mood.

Using pie charts
Anxious clients often overestimate the amount
of control they have over a particular event or
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consequence. It is possible to challenge a client’s
belief that they have a large amount of responsibil-
ity or control by asking them to list all possible
factors or people who may also play a part in influ-
encing the event. Once this list has been constructed
the therapist draws a circle on a piece of paper and
asks the client to allocate a section of the circle to
each influence on the list. Their own control or
responsibility should be allocated at the end. There
is usually only a small proportion of the circle left to
be allocated to the client’s own level of responsibil-
ity, thus challenging their exaggerated perceptions
of control or responsibility.

Role play and reverse role play
Role play is a useful technique to practice tasks that
are going to be carried out as part of homework.
They can be used on a number of levels. Firstly, role
play can be used as a modeling technique where the
client learns an alternative approach or behavior by
observing the therapist carry out a task. Secondly,
role play can be used as part of a graded exposure
program for clients with anxiety, where prior to car-
rying out a task in a “real life” situation, the task can
be practiced in a clinic setting (a less threatening
environment). Finally, reverse role play can be car-
ried out where the client plays the therapist or sig-
nificant other, and the therapist plays the client.
This process is similar to modeling, but allows
the client to experience the impact the planned
intervention will have on the other person.

Imagery modification
The cognitions involved in anxiety and depressive
disorders can be images rather than thoughts. These
images can be addressed by challenging the mean-
ing of the image using verbal questioning. This
process, however, is not always effective, and it can

be useful to use visualization techniques to reduce
the distress caused by an image. An example of this
can be found in clients with pain who can reduce
the distress they are experiencing by visualizing the
site and intensity of their pain and then gradually
changing the image they have to a less distressing
image (see Chapter 11). This process is called
guided imagery. Further information about these
imagery techniques can be found in Chapter 10.

Continuum method
Many psychological problems or concerns are char-
acterized by rigid styles of thinking or thoughts
that are biased toward a particular dimension of
experience. In a similar way to decatastrophizing,
the continuum method aims to assist the client to
consider a wider range of possibilities than they
may do ordinarily. Consider a client who reports
gaining little pleasure from previously enjoyed
activities, or someone who mentions that all of the
possible activities that they might engage in are
equally difficult. There are also times when clients
report experiencing a physical symptom as being
present or absent (as opposed to being present
to varying degrees/severity at different times).
Figure 8.4 illustrates the ways in which continua can
be used (in this case to rate pain) to structure discus-
sions with clients about components within their
experience of physical symptoms or psychological
dimensions.

The technique can be extended when people
label themselves using pejorative terms, such as
tending to think of oneself as being unable to cope,
being worthless, or being helpless. Instead of think-
ing of experiences in terms of helpless or not
helpless, people can be encouraged to think about
constructs such as helplessness or worth as occur-
ring along a continuum, taking account of varying
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hand against
something

Twisting an
ankle

Having a 
toothache

Getting
dressing
changed

Dislocating
knee

1 2 3 4 5 6 7 8 9 100

Figure 8.4 Example of the use of a continuum to rate pain. Such continua can be used to structure discussions with clients about
components within their experience of physical symptoms or psychological dimensions



degrees of worth. This approach can be communi-
cated by thinking of a scale from 0 to 100.

SUMMARY

Physical illness can result in increased vulnerability
to the experience of emotional distress or lead to an
exacerbation of existing emotional distress. It is
therefore important to use a model of care that
considers both physical recovery and emotional
recovery following medical problems. Although the
cognitive behavioral approach has traditionally
been the realm of those with specific training in cog-
nitive behavioral techniques, this chapter outlines
how some of the strategies, which fall within the
cognitive behavioral framework, can be used by

therapists working in other fields. These strategies
can be used to ensure there is a collaborative rela-
tionship between the practitioner and client, and to
encourage the client to take a self-management
approach to their illness and rehabilitation. In some
cases it may be appropriate to share client care with
another clinician with more advanced training in
CBT and carry out prescribed cognitive behavioral
techniques under their guidance. CBT remains the
domain of those with specialist training in this area,
and care should be taken to refer clients on where
individual CBT is indicated. This chapter outlined
the cognitive behavioral approach and how it can be
used within the physical and manual therapies. It
also provided information on the management of
shared cases and set guidelines for appropriate
referral to a cognitive behavioral specialist.
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INTRODUCTION

In rehabilitation, relaxation techniques can be used
for coping with pain, managing the stress of recov-
ery, establishing better sleep patterns, and handling
everyday hassles. Thus, they can play a useful role
following injury and illness. They are also useful as
health promotion strategies in the context of chal-
lenging experiences such as competitive sport, artis-
tic performance, and other life-events where they
can ameliorate stress responses and help to protect
the individual against stress-related disease. It
can be seen that relaxation techniques have wide
applications in health and illness.

Some relaxation techniques make a direct
approach to physical organs such as the musculature
where their effect extends to promoting healing by
relieving muscle tension around the injured part and
improving the blood supply. Other techniques target
thoughts where they can suggest more adaptive
ways of viewing events. But whether somatic or cog-
nitive in style (and there are elements of both in most
techniques), relaxation techniques tend to have a
global effect on the individual.

As relaxation therapy has always featured in
some form in physical therapy training, the physical
therapy clinic becomes an appropriate setting for
such work with clients (Potter & Grove 1999).

EFFECTIVENESS OF RELAXATION 
TECHNIQUES

It is important to establish the effectiveness of relax-
ation techniques. A review of the area (Kerr 2000)
found evidence that relaxation training is an
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effective component of treatment in a wide range of
disorders. Both clinicians and researchers view it as
a useful adjunct to a variety of medical treatments,
and reviews testify to its potential in reducing both
physiological and psychological indicators of stress.
However, not all the research in this area is method-
ologically sound, so it is not possible at this stage
to draw firm conclusions. Many researchers have
approached the topic of relaxation by testing the
effectiveness of particular techniques in the context
of specific conditions.

For example, relaxation in conjunction with
guided imagery has been shown to elevate mood
levels in competitive athletes recovering from long-
term injury (Johnson 2000). As well, relaxation with
imagery was found to result in a significant reduc-
tion in pain and re-injury anxiety following recon-
structive surgery to the anterior cruciate ligament
(Cupal & Brewer 2001). Clients with postoperative
pain have also benefited from relaxation. In the
study by Good et al (2001), pain was significantly
relieved by relaxation techniques administered with
and without music in the first 2 days following sur-
gery. Other conditions that have benefited from
relaxation training include mild hypertension
(Yung et al 2001) and anxiety related to cardiac
rehabilitation (Wilk & Turkoski 2001).

Some studies have compared one technique with
another. For example, Salt & Kerr (1997) compared
the effectiveness of progressive relaxation with
Mitchell’s physiological approach, and Öst &
Breitholtz (2000) compared applied relaxation with
cognitive therapy. In neither of these studies, how-
ever, was it found that one method was more
effective than the other, but all were found to be
effective.

Given that relaxation training appears to perform
a useful role, the next question concerns the choice
of technique. Some relaxation techniques are physi-
cally oriented (e.g., progressive relaxation and
breathing awareness) whereas others are cogni-
tively oriented (e.g., autogenic training and medita-
tion). None of these techniques fall neatly into any
particular category, because there are both somatic
and cognitive elements in most techniques.
However, in relation to technique selection, one
might first consider the presenting symptoms:
should a physical disorder be matched with a pre-
dominantly physical relaxation technique? Is a
painful joint more likely to respond to a muscular
approach than to a psychological one? These ques-
tions are not easy to answer, as a painful joint does

not simply involve physical symptoms but can also
involve psychological factors such as worry.

Another factor to be considered when deciding
on the most appropriate technique is the preference
of individual clients (Fanning 1988, Lichstein 1988).
Techniques that appeal to a given client are more
likely to gain their cooperation and will result in
more effective therapy. Some clients like to have dif-
ferent techniques combined in a single session, and
this approach has been shown to be more effective
than using single techniques (Davis et al 1988,
Poppen 1988).

PREPARING THE CLIENT FOR RELAXATION

As part of the assessment phase of client manage-
ment, therapists need to give the client space to talk.
From this, it will be possible to get some idea of the
client’s feelings with regard to the injury or disorder
and help to steer the treatment in a satisfying way
for the client. With a sensitive practitioner, client
fears and aspirations may be expressed, giving the
therapist a framework for the relaxation training. It
needs to be borne in mind, however, that the client
has come expecting physical therapy and may
resent the imputation of stress if such an idea is
presented before a certain level of confidence and
rapport has been established. When this point has
been reached, an explanation of the physiology of
stress can be introduced. For example:

Healing can be influenced by your general health
which includes good diet, adequate sleep, and low
stress. Injury of any description, however, can create
varying levels of stress and this can interfere with
recovery. If you are under stress the body’s healing
mechanisms cannot work properly because body
energy goes into maintaining a state of high alert. To
get the most out of treatment we need to relax that
state of alert. A calm mind can promote recovery. (If
the client begins to nod in agreement, the therapist
can continue in the following manner.) I can see that
you understand. Would you like me to show you how
it is possible to minimize or prevent some of that
stress?

Most techniques are best performed in a supine
position but a reclining chair can be used as an alter-
native. The tone is conversational at this stage. As
the therapist approaches the induction passage, the
tone of the delivery changes and the volume and

PSYCHOLOGICAL CARE IN THE PHYSICAL AND MANUAL THERAPIES: AN INTEGRATED APPROACH112



pace are gradually reduced. Bernstein & Borkovec
(1973) suggested that a smooth and quiet (but not
purposely hypnotic) tone is appropriate. The words
should be spoken slowly with lengthy pauses (indi-
cated in the text by ellipsis points). Tone of voice
should also convey the mood of the particular
instruction, distinguishing between the tension
phase and the relaxation phase.

Formal termination of the relaxation exercise
allows the client’s blood pressure, which tends to
fall during relaxation (Benson 1976), to normalize.
A sample script might run as follows.

I am going to bring this relaxation session to an end . . .
in your own time, I’d like you gradually to become
aware of the room . . . put out your hand and feel the
floor/chair underneath you . . . open your eyes . . . bend
and stretch your limbs a few times . . . make a fist with
both hands . . . and regain the feeling that you are alert
and ready to carry on with your day.

Debriefing after a relaxation induction is a
central element of the whole process. The therapist
introduces it with remarks such as: “I’m very
interested to know your reaction to that. Can you
describe its effect on you?,” and “Did you feel
noticeably more relaxed?” Encouraging feedback in
this way, the therapist might also ask whether the
client found the explanation confusing. Did they
understand what the therapist meant when he/she
described body parts, and which body parts were
easier or more difficult to relax? Asking questions
about what worked, what did not work, and what
needs more emphasis can influence the approach
taken during the next session.

Group relaxation work necessitates longer dis-
cussion than individual work because clients often
share their experiences. Many difficulties may be
revealed, and discussion is encouraged by the prac-
titioner who acts as facilitator. If the discussion dries
up it can be revived by the strategy of circular ques-
tions (Powell & Enright 1990), which entails draw-
ing one participant into conversation with another.
For example, “Jenny, you’ve done muscle relax-
ation before. Would you like to tell Peter how you
found it?”

The importance of home practice should also be
emphasized. Relaxation training is a skill, which
means that competence is directly related to the
amount of time spent on it. To encourage the client
to practice, timeslots can be carefully selected to fit
in with the client’s daily routine. Practice sheets and

tapes can be given out and clients asked to keep a
record of the time they spend practicing relaxation
(as they do with other aspects of home rehabilita-
tion in the physical and manual therapies) and how
they feel before and afterwards (see Figure 9.1).
Ideally, the practice period should be related to any
home physical therapy exercises they have been
asked to carry out in order to create an integrated
experience of treatment. If the session was success-
ful, plans can be discussed for the further develop-
ment of the technique. In the event that the session
was not positive, the therapist might consider an
alternative approach.

Clients often release their feelings during this
debriefing period. The relaxation experience may
have tapped into feelings related to past trauma,
and painful experiences may be voiced for the first
time. Emotional reactions however, are not neces-
sarily confined to the client. Sometimes the shared
disclosures can touch feelings in the therapist
(see Chapter 6). At other times the therapist
can become emotionally fatigued in a condition
known as vicarious traumatization or burn-out
when the capacity to feel compassion becomes
temporarily exhausted. Effective supervision
provides the support needed to help the therapist
understand these experiences and to deal with
them if they occur. Therapists also need to recog-
nize the point when the client’s distress is too
deep for them to handle effectively and to seek
professional assistance.

To assist in assessing the effectiveness of relax-
ation techniques during rehabilitation, measure-
ment can be carried out at the beginning and end of
a course of treatment. Both physiological (heart rate,
respiration rate, blood pressure, range of motion,
electromyographic recordings) and psychological
self-rating scales for anxiety and pain can be used.
While the course of relaxation is in progress, simple
measures such as heart rate and self-rating can be
used before and after each session. Not only do such
measurements assist the physical therapist in deter-
mining the effectiveness of the intervention, but
they also help clients see the relative benefits they
are gaining.

Physical and manual therapists are well placed to
incorporate relaxation in the rehabilitation process.
They are, however, working in a sensitive area and
using powerful tools. It is therefore essential for
them, as with any aspect of treatment, to have some
form of structured training in the correct use of the
technique.
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RELAXATION TECHNIQUES

This chapter will focus on three relaxation tech-
niques: progressive relaxation training, breathing,
and autogenic training. Many other methods exist
including Benson’s Relaxation Response (Benson
1976, see Chapter 11), the Mitchell method (Mitchell
1987), biofeedback, and exercise. For further details
and reviews of other relaxation techniques see
Payne (2000) and Kerr (2000).

PROGRESSIVE RELAXATION TRAINING

History and development
Progressive relaxation training (PRT) was devel-
oped by two American psychologists (Bernstein &
Borkovec 1973) as a modified version of progres-
sive muscle relaxation, previously devised by the
physiologist Jacobson (1938).

In the course of his work on muscle activity
Jacobson had observed that a relaxed musculature
was associated with a reduction in the mental activi-
ties of thinking, memory, emotion, and imagery. Such
a finding, Jacobson suggested, could have applica-
tion in the treatment of anxiety and stress-induced

conditions. Developing this notion, he devised a
technique for inducing the skeletal muscles to relax.
It involved a system of tensing and releasing applied
to the major muscle groups, a technique called pro-
gressive muscle relaxation. The purpose of the tens-
ing and releasing was to teach the client how to
recognize tension and how to release it. Both isotonic
and isometric forms of muscle activity were used, but
as the client became more skilled, the tension compo-
nent was gradually reduced until it was eliminated
altogether. In this progressive manner, the client
learned the skill of muscle relaxation.

The tensing component was used solely as a
means of teaching the client to recognize tension in
a muscle. Once this was learned, Jacobson consid-
ered there was no further use for it. He claimed that
further tensing procedures were not only unneces-
sary, but also obstructive to relaxation, because the
muscle tension that had built up during the con-
tracting phase would, to some extent, persist when
the muscle was called upon to relax (Lehrer 1982,
Lehrer et al 1988, Lucic et al 1991).

Bernstein & Borkovec (1973) suggested, however,
that the tensing component held intrinsic value; it
was a fundamental element in the production of the
relaxed state and the stronger the contraction,
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Date Time Type of relaxation Relaxation Relaxation Comments on relaxation today
level before

0–10

level after

0–10

Figure 9.1 Form for recording relaxation training homework



the more effective would be the relaxation that
followed it. Lehrer et al (1988) tested this hypothesis
but no clear result emerged. These researchers con-
sidered it was unlikely that the release of a strong
muscle contraction would produce an automatic
decrease in muscle tension. This view was sup-
ported by Lucic et al (1991) who demonstrated that
tensing muscle groups prior to relaxation was
physiologically detrimental to the relaxation
process. The matter remains unresolved.

Another feature of the method was the use
of suggestion. Bernstein & Borkovec (1973) used
suggestion to augment the effect of the tensing,
although they insisted it should be of an indirect
nature. “Notice how your arm is feeling more
relaxed” is an example of indirect suggestion, as
opposed to the more commanding “Now your arm
is limp,” which is a more direct suggestion. Direct
suggestion, employed in some versions of hypnosis,
would not be appropriate here. Whereas Bernstein
& Borkovec (1973) looked upon suggestion as a use-
ful means of enhancing the overall effect, Jacobson
(1938) was totally opposed to its use in any form,
believing that it interfered with the acquisition of
the skill.

Perhaps the most marked difference between the
two approaches is the amount of time needed to
acquire the skill. Jacobson’s course entailed a total
of at least 40 sessions, which was a major drawback
for the client in terms of both commitment and
financial burden. If the system were to have wide
appeal it would have to be reduced. PRT can be
learned in as few as 8–12 sessions and is achievable
by reducing the number of muscle groups worked
and by covering them all in a single learning ses-
sion. Jacobson, by contrast, often devoted a whole
session to just one or two muscle groups.

Description of the procedure
PRT consists of a sequential tensing and releasing of
the major muscle groups (Box 9.1), allowing 5–7
seconds for the tensing period and 30–40 seconds
for the releasing period. Later in the course, when
the client is able to generate relaxed responses, the
routine can be presented in a summarized form
where both arms are worked together, both legs
together, face and head items combined, and torso
movements combined.

A more advanced stage involves the tensing com-
ponent being dropped, leaving only the release
component. This advance stage is referred to as
“relaxation through recall.” The client recalls the

sensations that accompanied the release component
in the full format, and reproduces a similar level
of relaxation. Relaxation through recall is a form
of passive muscular relaxation.

Further developments of PRT include condi-
tioned relaxation, sometimes referred to as cue-
controlled, and differential relaxation, where the
aim is to reduce the tension in the working muscles
to a level where it is just consistent with task per-
formance, and to eliminate any unnecessary muscle
activity that may accompany it.

Rationale for use
In relaxing the skeletal musculature, PRT is believed
to exert a calming effect on the whole organism via
the neuromuscular network. The effect is psycho-
logical as well as physiological. A critical review by
Kerr (2000) indicated that muscular techniques
based on progressive relaxation have repeatedly
been associated with reductions in stress indicators,
both physiological and psychological. Studies have
shown decreases in blood pressure, heart rate,
respiratory rate, electromyographic activity, depres-
sion, and anxiety. These results suggest that
progressive relaxation and its derivatives have the
potential to promote health (Kerr 2000).

As a component of treatment, muscular relax-
ation has been found to be effective in a wide range
of disorders (Carlson & Hoyle 1993). In their review
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Box 9.1 Order for working muscle groups in 
Bernstein & Borkovec’s (1973) progressive 
relaxation training

Make a fist with the dominant arm
Press the dominant elbow down into the floor or
into the arm of the chair
Work the non-dominant arm in the same way
Raise the eyebrows
Screw up the eyes and wrinkle the forehead
Clench the teeth and pull back the corners of the
mouth
Press the head back while keeping the chin in
Draw the shoulders back
Tighten the abdominal muscles
Tense the thigh of the dominant leg
Plantarflex the dominant foot
Dorsiflex the dominant foot
Work the non-dominant leg in the same way



of abbreviated PRT techniques, these researchers
noted that the largest effects were found in studies
investigating the effect of relaxation on tinnitus,
migraine, and tension headache.

When progressive relaxation has been compared
with other stress-reducing approaches, it often
appears equally effective. For example, Salt & Kerr
(1997) compared progressive relaxation with the
Mitchell method in 24 normotensive participants.
Whereas significant reductions in heart rate, respi-
ratory rate, and blood pressure were found in both
methods, the study did not show any significant
difference in effectiveness between them. Similarly,
Crist & Rickard (1993) found no difference in out-
come between muscular and imaginal relaxation in
100 healthy students, although significant training
effects were found. Öst & Breitholtz (2000) also
found applied relaxation (a form of progressive
relaxation) and cognitive therapy equally effective
in 33 people experiencing generalized anxiety.
Some studies have identified differences in effects
between methods. For example, Yung et al (2001)
found that muscular relaxation was more effective
than cognitive imagery for lowering blood pressure
in people with mild hypertension. Canter et al
(1975) found muscular relaxation to be less effective
than biofeedback in 28 participants with symptoms
of anxiety.

The picture is far from clear but, as all reviewers
have suggested, much of the research had ques-
tionable methodological rigor. In spite of this,
Carlson & Hoyle (1993) concluded that the evi-
dence is strong enough to support the continued
use of these methods in the clinical setting. They
suggested that such approaches are more effective
when performed on an individual basis than in a
group, and when recipients are provided with
training tapes. Improvement in stress-relief is
strongly associated with the amount of practice
carried out.

Practical example of integration into care
Although progressive relaxation has cognitive ele-
ments, it can be seen as a predominantly physical
approach. Because some researchers in the past
have recommended a physical approach for a phys-
ical disorder (Davidson & Schwartz 1976, Lehrer
1996, Yung et al 2001), it has been suggested that
muscular relaxation would make a useful contri-
bution to a program of rehabilitation to relieve
stress following athletic injury (Cupal & Brewer
2001, Johnson 2000, Potter & Grove 1999, White

1998). Such stress could arise from a variety of
sources: pain on movement, doubts about recov-
ery, or fear of re-injury when play is resumed.
Additional to the stress-relieving effects, are the
physiological benefits of releasing tension in
the muscles leading to an improved blood supply.

An example of introducing relaxation to clients
follows in the script below.

Relaxation has physical and psychological aspects. On
the one hand, we feel an absence of bodily tension,
and on the other, we begin to feel less anxious about
things. It is a state that we can promote either by
addressing the muscles and releasing their tension, or
by quietening the thoughts in the head. Relaxing the
muscles is particularly helpful after injury because it
can promote the blood supply to the injured part, and
blood has healing properties. Knowing this will give
you a feeling of being more in control of your recovery.
Progressive relaxation training is a system of relax-
ation that addresses the muscles. It consists of speci-
fied contractions followed by their release in muscle
groups throughout the body. It is believed that the
firmer the contractions, the more total will be
the release which follows, in a sequence resem-
bling the action of a pendulum swinging high on both
sides. While we are going through this exercise, you
will be asked to pay particular attention to the feel-
ings in the working muscles to help you recognize the
state of tension. You will also be asked to notice
the sensations associated with relaxation so that you
can reproduce that state. All this applies to the
healthy parts of the body. When we come to
the injured part itself I want you to be very gentle,
working only as far as you can without pain. There are
16 muscle groups to work through and the program
takes 30 or 40 minutes to complete. I’ll first demon-
strate the actions and will give you a chance to try
them out.

After demonstrating the actions, the therapist
asks if the client has any questions, and once all
the questions are answered, the practitioner asks
the client to adopt a lying or reclining posture,
before beginning the relaxation exercise. A sample
script follows.

Let’s begin now. We’ll work through all the 16 actions.
I’ll announce each muscle group as we come to it but
I don’t want you to carry out the tensing instruction
until I give you the cue word “Now.” The cue word for
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letting go is “Relax.” When you hear this word I would
like you to release the tension immediately and com-
pletely. You may find it easier to focus your attention
if you close your eyes. I’m going to ask you to draw
your right hand into a tight fist . . . Now . . . clench
the fingers . . . pull hard . . . and as you do so, feel the
sensation of tension throughout your hand and fore-
arm . . . and . . . Relax . . . let it go . . . let it go com-
pletely . . . feel the fingers losing their tension as they
uncurl . . . feel the tension flowing out . . . and contin-
uing to flow out . . . notice the changing sensations as
the hand and forearm return to their inactive state . . .
as they come to rest . . . getting more and more relaxed
. . . and . . . when you feel they have lost all their ten-
sion, compare in your mind the two sensations of
tension and release.

This routine is repeated once and followed by a
full minute of extended relaxation to give the mus-
cle plenty of time to release its tension. Using this
kind of format, the remaining muscle groups are
worked through bringing this first session to a close.
After the termination of the relaxation exercise, a
short debrief is useful.

The therapist would want to know if the clients
felt more relaxed now. What sensations did they
have in their muscles? Could they now recognize
the feeling of tension? In particular, what sensa-
tions did they have in the injured part? Do they feel
they are beginning to understand the technique of
muscle relaxation? Did the therapist pace things
well for the client? Should the therapist spend more
time on certain muscle groups? Would three or four
repetitions be better? The answers to these ques-
tions will guide the therapist in planning the next
lesson.

At some point the therapist will feel the clients
are ready to move on to relaxation through recall
(described above). A further introductory passage,
such as that below, will lead them in.

Your earlier sessions will have made you highly sensi-
tive to the feelings which accompany changes in the
muscles. You are now aware of the presence of tension
– you are able to recognize it and release it, and so,
you are ready to be introduced to the next stage in
which we leave out the tensing part. We’ll work on the
summarized schedule as we work through these
groups. I’ll ask you to look for any signs of residual
tension and then, to let it go by recalling the sensa-
tions associated with its release. The injured limb can
take full part in this exercise.

The therapist then presents the technique to the
clients:

With your eyes closed, please focus your attention on
the muscles of your arms and hands. Are you aware of
any tension in them? If so, try and locate it . . . notice
what it feels like . . . then, recalling the feelings you
have previously experienced when releasing tension
in these muscles, relax it away . . . continue to release
it . . . recalling previous sensations . . . relaxing further
and further . . . feel the tension flowing out . . . go on
until you are totally free of it . . . feeling deeply relaxed
. . . and when you have reached this point, indicate
with a lifted finger.

Relaxation is induced in this manner for 35–40
seconds before moving on to the leg muscle groups
and then to the head and torso groups.

BREATHING AND RELAXATION

History and development
Breathing routines have a long history in the East
where they feature in approaches such as yoga. In
the West, they tend to appear as one component of
a wider relaxation program. Breathing relaxation
techniques include slow breathing, deep breath-
ing, diaphragmatic breathing, breathing medita-
tion, and breathing with imagery. Some of the
reasons for its general appeal are that breathing
routines can be discreetly carried out, which
makes them available in a stressful situation itself.
Breathing techniques are also easy to learn, and
offer an alternative to those who find other
approaches difficult.

Description of the procedure
Breathing in the context of relaxation is often
referred to as breathing awareness. This simply
means that attention is centered on the respiratory
pattern. A gentle, responsive approach is adopted
rather than one that commands and disrupts. The
form may vary, but in general it consists of a series of
breathing procedures that begin with explorations
of thoracic and abdominal movement, leading to a
variety of routines for inducing relaxation. These
approaches focus on slow diaphragmatic breathing.

When performing breathing for relaxation a
few points should be considered. For example,
inhalation should lead smoothly into exhalation.
Breathing should be seen in terms of “letting the air

Relaxation techniques 117



in” rather than “taking a breath,” and wherever
possible, breathing should take place through the
nose rather than the mouth because the nasal pas-
sages are able to warm and filter the air before it
reaches the lungs. This way of breathing features in
a large number of breathing routines. Some tech-
niques use inhalation through the nose and exhala-
tion through the mouth. It should be remembered
that artificially deep breaths, when repeated in
quick succession, could lead to hyperventilation.

Rationale for use
A direct link exists between respiration and the sys-
tem that controls physiological arousal. Stimulation
of the sympathetic branch leads to breaths that tend
to be fast and staccato-like, whereas stimulation of
the parasympathetic branch is associated with slow
breathing (Keable 1989). A resting individual dis-
plays a slow breathing rate, and because the oxygen
requirement is low, breathing tends also to be rather
shallow. The individual may occasionally take a
deep breath and find it profoundly relaxing, but the
natural tendency is for such a breath to be followed
by the original pattern of slow and fairly shallow
respiration. This connection between slow breath-
ing and parasympathetic dominance has created a
perception that slow breathing has stress-relieving
properties and has led to its adoption as a relaxation
technique (Sudsuang et al 1991, Wallace & Benson
1972). The mechanism is, however, unclear. Lum
(1983) proposed that slow breathing had a correc-
tive effect on an abnormal pattern of breathing,
whereas Garssen et al (1992) suggested that it may
reduce stress for other reasons such as distraction.

Diaphragmatic (otherwise known as abdominal)
breathing is also associated with parasympathetic
dominance and the resting state. This kind of
breathing emphasizes the downward expansion
of the chest cavity, causing the abdomen to swell
slightly.

As slow diaphragmatic breathing is traditionally
offered as part of a broader relaxation strategy, it is
difficult to estimate its intrinsic effectiveness. So
what evidence is there for the effectiveness of
breathing routines?

One of the few published works on the topic is
the comparison study of Bell & Saltikov (2000).
These researchers compared the effectiveness of the
Mitchell method (including diaphragmatic breath-
ing) with diaphragmatic breathing alone in 45
normal male participants. Using heart rate as an
outcome measure, significant reductions were

found in both experimental groups relative to the
control condition of lying in a supine position.
However, no significant difference in effectiveness
was found between the two groups themselves. In
other words, diaphragmatic breathing appears to be
an effective relaxation technique on its own and is
rendered no more effective by being presented in
conjunction with the Mitchell method. In their
analysis, Bell & Saltikov (2000) suggested that phys-
iological benefits of the Mitchell method may be
largely due to the component of diaphragmatic
breathing, and that the technique of Mitchell may be
only as effective as diaphragmatic breathing alone.
However, there is currently so little work available
on this topic that firm conclusions cannot be drawn.

Practical example of integration into care
Slow diaphragmatic breathing has a place in the
relaxation programs presented in most conditions
because of its relation to the parasympathetic arm
of the autonomic nervous system. A situation to
which it is particularly suited is the surgical setting.
Miller & Perry (1990), investigating 29 patients
after cardiac surgery, demonstrated significant
decreases in physiological responses and pain
reports following training in breathing routines. In
a review of complementary therapies, Petry (2000)
reported the benefits of relaxation strategies in
the relief of pre- and postoperative distress. Such
interventions may also reduce the need for pain-
relieving medication.

Breathing awareness is often presented to the
client pre-operatively. An example of a script for
presurgery use follows.

Surgery can be a stressful time so perhaps you’d like
me to show you a few relaxation techniques to help
you cope with it. These are breathing routines that,
besides relaxing you, will help your body deal with the
effects of the anesthetic. They are easy to learn
and involve the kind of breathing which is gentle and
slow, and characteristic of a body at rest. But as a first
step, I’d like to ask you to explore the different ways
in which the chest can expand. Place your hands flat
over your lower ribs . . . feel the sideways expansion
taking place as the air enters . . . take your time . . .
feel also the recoil as air flows out . . . Next, place one
hand over your solar plexus (the soft part between
your ribs and your navel) and the other hand over the
chest, just below the collar bone, and notice
the movements under your hands as the air enters
and leaves . . . spend a few moments focusing on this
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idea . . . don’t be in a hurry . . . and when you are ready
(for those who are seated), I’d like you to try some-
thing else. Would you now lean forwards with your
forearms resting on your thighs. With movement in
the front of your chest now restricted, you may
have the sensation of expansion taking place in the
back of your chest . . . give yourself time . . . So relaxed
breathing is slow and gentle. But it is also “diaphrag-
matic,” which means it is focused on a downward
expansion. I’d just like to remind you what happens
during the breathing process. The lungs, as you know,
lie inside the chest cavity, which is bounded by the
ribs. Situated beneath the lungs is the diaphragm, a
sheet of muscle whose edges are attached to the
lower ribs creating a floor to the chest. In the rest-
ing state it is dome-shaped. Contraction of the
diaphragm flattens the dome, thereby lengthening
the chest and sucking in air. Relaxation of the muscle
causes it to reassume its dome shape, which helps to
push the air out. But the diaphragm also forms the
roof of the abdomen and as such, its movements
affect the position of the internal organs: as the con-
tracting diaphragm presses down on the organs, it
causes the abdomen to swell slightly. Similarly, as
the relaxing diaphragm releases its pressure on the
organs, the abdomen sinks back again.

Clients may wish to ask questions or seek clarifi-
cation at this point. When these matters have been
settled, they transfer from a seated to a lying posi-
tion (if possible) and the therapist proceeds with the
breathing relaxation exercise.

Please make yourself as comfortable as possible . . .
release your shoulders . . . and spend a few moments
quietly resting . . . you might like to run through a
sequence of pleasant imagery . . . then, as your body
relaxes turn your attention to your breathing . . . lay
one hand lightly over the upper part of your abdomen
. . . focus your attention on this area . . . After a few
minutes notice what is happening under your hand . . .
you will have discovered that your hand moves . . .
Let’s just run through that in the form of an exercise . . .
it begins with a breath out . . . a naturally occurring
breath out . . . notice a sinking of the area under your
hand . . . Next, allow air to flow into the lungs, notic-
ing the slight swelling which takes place under your
hand . . . then, as the air is expelled, notice the same
area sinking back again . . . allow the breathing to take
place naturally . . . We’ll just try that again . . . and this
time, as the air flows in, I’d like you to think “down” . . .

this helps to make the abdominal movement a natural
one . . . continue breathing in this way, taking care to
maintain your normal breathing rhythm . . . If, how-
ever, you feel the urge to have one deep breath, do so,
but don’t repeat it . . . just let your breathing return to
its gentle resting rhythm . . . and now . . . I’ll run
through it again with you.

In the ensuing debriefing session clients may be
asked to describe their reactions to the breathing
approach and to share their views. Do they feel
calmer? Perhaps a client reports no benefit, in which
case time is spent exploring the reason. The client is
reminded that relaxation is a skill, that it takes time
to learn, and not to expect too much the first
time; home practice is essential. Other clients,
perhaps awaiting abdominal surgery, may wonder
how they are going to carry out diaphragmatic
breathing postsurgery. The therapist will need to
reassure them that the procedure will be introduced
gradually and that they will not be asked to do
anything that is painful or uncomfortable.

Hyperventilation needs to be discussed, and the
clients should be warned of its dangers. The symp-
toms are wide-ranging but palpitations, dizzy
spells, chest pain, tachycardia, paresthesia, and the
inability to take a satisfying breath are common
(Gardner & Bass 1989, Innocenti 2002). Breath-
holding and slow shallow breathing will usually
correct it.

On the first postoperative occasion, the diaphrag-
matic breathing routine can, if necessary, be
modified to allow for postsurgical difficulties. An
example follows.

Settle down as comfortably as you can . . . and close
your eyes . . . feel your body getting heavier as the ten-
sion ebbs away . . . let your mind gradually become
calm by using some pleasant imagery . . . Now bring
your attention to focus on your breathing . . . be aware
of the movements which occur without trying to
change them . . . just observe them in the knowledge
that your body takes full care of your breathing . . . let
your breathing continue on its own . . . flowing gently
and smoothly . . . perhaps you can feel the rate getting
slower . . . this is because your resting body doesn’t
need so much oxygen as when you are active . . . Your
heart rate also is lowered, and your blood pressure
falls, as a state of quiet settles on you . . . Allow your-
self to enjoy the feeling of tranquillity . . . let your
mind continue to focus on your breathing for a few
minutes longer.
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This relaxation exercise is probably enough for
the first postoperative attempt. A short debriefing
session could follow if the client were up to it. For
subsequent sessions other gentle routines may
be presented. Below are three brief and gentle
breathing techniques.

Breathing with cue words
In this exercise the individual picks a word such as
“relax,” “calm,” or “healing” and begins silently to
recite it on each breath out. Following many repeti-
tions, an association is built up between the word and
the relaxed state, whereby the word alone becomes
capable of inducing relaxation. The word has thus
become a cue. The stronger the association, the
greater the power of the cue word. A script follows.

Spend a few moments quietly resting with your eyes
closed . . . signal to me when you feel settled by raising
your right index finger . . . there’s no hurry . . . And . . .
now . . . if you are ready, turn your attention to your
breathing . . . tune into its rhythm . . . letting it proceed
at its own pace . . . Do not be tempted to alter it . . . and
just before you release the next breath, think the word
“relax.”

The practitioner leads with the instruction
“relax” for five breaths, and then asks the client to
continue for a further five breaths. After a few min-
utes of rest, the full sequence is repeated (Öst 1987).
Twenty pairings a day of the cue word with exhala-
tion are recommended to build up the skill.

The path of the breath
Another brief breathing technique involves follow-
ing the path of a breath in the mind. An example of
an appropriate script of this technique follows.

Follow the path of the breath in your mind, taking care
not to change its pace or its rhythm. Imagine the air
flowing in through your nostrils, along your nasal pas-
sages, down your windpipe and into your lungs . . .
then, gently and smoothly turning, it is carried out
along the same route . . . turning again as the air is
drawn back in . . . Notice the feel of the air . . . cool as
it enters, and warm as it leaves . . . and as a state of
quiet settles on all your body systems, imagine the
healing process taking place . . . See it helped by your
relaxation . . . Continue on your own for a few minutes.

In this exercise, imagery has been used to help
induce relaxation.

“Out tension, in peace”
Following is a script for another short breathing
exercise.

Listen to your breathing without altering its pattern . . .
imagine your tensions being breathed out . . . imagine
them being carried away, a little at a time, with each
breath out . . . and now, imagine that every time you
inhale, you are breathing in relaxation and healing . . .
a little at a time with each breath . . . building up a
mental state of relaxation . . . breathe out tension . . .
breathe in relaxation . . . gently breathing . . . feeling
relaxation flowing through your mind and your body . . .
always keeping your breathing natural.

As can be seen from the breathing-based relax-
ation exercises above, many of them could be incor-
porated into physical therapy management as an
adjunct to other physical therapy methods.

AUTOGENIC TRAINING

History and development
Autogenic training (AT) is an approach derived
from self-hypnosis. It dates from the 1930s, when
Johannes Schultz, a psychiatrist at the Berlin
Neurobiological Institute, noticed that some patients
were using images of heaviness and warmth to cre-
ate a light trance. As they seemed to be benefiting in
terms of their mental health, Schultz encouraged
them, and set about organizing his discoveries to
create a formal program of treatment.

Description of the procedure
AT is a gentle technique in which a resting individ-
ual recites simple phrases. These phrases are based
on six themes: heaviness in the arms and legs,
warmth in the arms and legs, calm and regular
heartbeat, gentle breathing, warm solar plexus, and
cool forehead. Other requirements are an absence of
bright light and loud noise, a mental connection
with the bodypart to which the phrase refers, and an
attitude of passive concentration. This form of
concentration is a state of mind that is non-striving,
relaxed, and unconcerned with the end product.
The technique involves not forcing any change, but
just letting the exercise work (Achterberg 1985).
Rosa (1976) described it as an “allowing” rather
than a “doing.”

Each phrase is recited by the instructor and
repeated three times or more mentally or vocally
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by the learner to emphasize its effect. When the
exercise has been worked through in this manner,
a cancellation procedure is carried out as a safe-
guard against deep trance states. It consists of fist-
clenching, brisk arm and leg stretches, and one deep
breath. The whole schedule is then repeated, three
times. This relaxation pattern largely follows the
work of Kermani (1990).

It is a central principle of AT that the client is
in control. Although the practitioner presents
the method, it is the client who carries it out. The
phrases are thus styled in the first person for
the client to repeat. Schultz & Luthe (1969) worked
slowly through the schedule, taking 6 months to
complete the instruction, but more recent versions
are presented in short periods of time (Kanji &
Ernst 2000).

Rationale for use
Schultz & Luthe found that the recited phrases, fol-
lowing many repetitions, created a light hypnotic
trance. They proposed that this trance allowed
the body’s intrinsic powers of healing to become
more available (Schultz & Luthe 1969, Shone 1984).
A Freudian interpretation would see the recited
phrases as lowering the mental defenses enough to
allow communication with the interior, where ideas
can be given access and unconsciously internalized.

In their review of the area, Kanji & Ernst (2000)
suggested that AT does reduce stress and anxiety.
Medium to large clinical effects have been found
after treatment with AT, and these tend to be stable
at follow-up and to exceed placebo effects (Stetter
& Kupper 2002). The meta-analysis of Stetter &
Kupper (2002) showed that benefit has been found
from AT in psychological disorders such as anxi-
ety, mild to medium depression, and functional
sleep disorders. Positive effects of AT have also
been observed in psychosomatic disorders such as
tension headache, migraine, essential hyperten-
sion, coronary heart disease, asthma, Raynaud’s
disease, and certain kinds of pain (Stetter &
Kupper 2002).

The effectiveness of AT compares with that of
other relaxation techniques (Stetter & Kupper 2002).
One study (Takaishi 2000), however, comparing AT
with progressive relaxation, found AT significantly
superior in terms of lowered EMG arousal levels
and effects on symptoms. AT was also judged easier
to carry out by patients with anxiety disorders. In
other words, an approach that involves passive lis-
tening (e.g., AT) may be perceived to be easier

than one that demands more active concentration
(e.g., PRT).

Results of effectiveness studies should be viewed
with caution as methodological quality of the indi-
vidual studies varies widely (Stetter & Kupper
2002). However, AT does appear to have much to
offer as a relaxation technique in conditions associ-
ated with stress, either as a preventive measure, or
as an adjunct to conventional treatment (Broms
1999). AT also has the advantage of being available
to individuals with conditions where movement
is painful such as arthritis, and conditions where
certain movements are not possible because of
paralysis.

Practical example of integration into care
Anxiety exists as a secondary feature in the experi-
ence of most disease and injury. It can also occur in
primary forms. In either case, the physical or man-
ual therapist might be looking for a way of reducing
it. Kanji & Ernst (2000) suggested that AT might be
useful in such situations. Faced with a client, or a
group of clients, who are anxious, the therapist
would first introduce them to the method with an
introductory talk, as follows.

Autogenic training is a method that has been shown
to calm the mind. It is believed to provide individuals
with access to the deeper parts of the mind where
ideas are more readily accepted and where they are
able to introduce changes they may wish to make, for
example, to become more relaxed. The method con-
sists of short phrases describing sensations of heavi-
ness and warmth in the limbs. I’ll read the phrases out,
and as I do, I’d like you to focus your attention on each
in turn, repeating the phrase silently to yourself sev-
eral times. Your repetitions will tend to create a feel-
ing of relaxation, which makes you more receptive to
the suggestions you make to yourself. In this sense it
resembles self-hypnosis. I would like you to feel pas-
sive and casual about it. Please don’t try to force any
response to occur. The sensations of heaviness and
warmth must be allowed to arise on their own. You
may find that your private thoughts intrude. Do not
attempt to fight them. Just let them pass through,
then gently bring your attention back to the phrases –
allowing them to work on you in their own way.

The relaxation process consists of a series of les-
sons, each one preceded by a winding-down passage
in which you’ll be asked to scan your body to release
any tension.
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The clients will now take up the position they have
chosen for the procedure or the one that has been
assigned to them.

With your eyes closed I’d like you to spend a few
moments quietly resting. To help you unwind I’m
going to lead you round the body, helping you to make
contact with each part of it in turn and checking that
it feels relaxed. Begin by bringing your attention to
your feet . . . are they relaxed? . . . then, slowly working
up through the legs . . . the abdomen . . . chest . . .
shoulders . . . traveling down the arms . . . slowly . . . to
reach the fingertips . . . now, moving to the lower spine
. . . is that relaxed? . . . rising gradually up to the shoul-
der blades . . . and into the neck, the scalp . . . over the
crown of the head . . . into the forehead . . . and down
through the face . . . to the jaw . . . focus on it for a
moment . . . feel that every part of your body is relaxed.
Begin with the dominant arm.

My right arm is heavy.
I am relaxed.

Following the repetitions, this concludes the
first lesson. When clients are again seated a
debriefing session begins in which they are
encouraged to describe their reactions. Do they
feel less anxious as a result? Do they feel that AT
will be a useful way of calming their thoughts? If,
for example, a client had difficulty in evoking a
state of heaviness the therapist could suggest
images of lead; and a sense of warmth could be
heightened by images of warm water and sunshine
(Rosa 1976). Clients are reassured that it can take
time to master the technique. The training contin-
ues through a series of lessons with the following
self-statements:

● my right arm is heavy (left, both)
● my right leg is heavy (left, both)
● my arms and legs are heavy
● my right arm is warm (left, both)
● my right leg is warm (left, both)
● my arms and legs are warm
● my arms and legs are heavy and warm
● I believe in myself
● my heartbeat is calm and regular
● my breathing is calm
● I believe in myself
● my solar plexus is warm
● my forehead is cool
● I believe in myself
● I am at peace.

When using AT, the practitioner might suggest
including affirmations. These are phrases, some of
which express changes that clients may wish to
make in their behavior, and others contain confir-
mations of their positive attributes or encourage-
ment to carry out tasks they have set themselves.
The affirmations should be short, simple, positive,
in the first person, and in the present tense. In the
case of the client with anxiety, an appropriate affir-
mation might be “I believe in myself” but clients
themselves should decide on the one best suited to
them and incorporate it in the schedule.

Other exercises known as “advanced” belong to
an area described as therapy rather than training,
and are beyond the scope of this chapter.

CONTRAINDICATIONS AND PRECAUTIONS 
FOR RELAXATION TECHNIQUES

The literature has shown that there are several con-
traindications for relaxation techniques. It can be
tempting to attribute greater power to a therapy
than is warranted. Relaxation techniques are not
panaceas and therapists should know how to sepa-
rate the need for relaxation from the need for med-
ical attention. Relaxation training is not a substitute
for medical treatment and any organic disorder,
whether diagnosed or suspected, should be appro-
priately addressed.

Deep relaxation states may occasionally lead to
out-of-body experiences. As a safeguard against this
happening, grounding strategies can be carried out
when terminating the treatment.

Benson warned against inducing deep relaxation
immediately following a meal because of compet-
ing demands on the vascular system (Benson 1976,
Bricklin 1990). A further caveat relates to the termi-
nating procedure, which should be conducted
slowly. This gives the body organs a chance to adapt
to normal waking life and protects the client from
the ill-effects of sudden rising.

These contraindications and precautions apply to
all approaches. With regard to specific methods
there are additional caveats. In the case of PRT,
sustained muscle contractions can raise the blood
pressure, so “release-only” may, on some occasions,
be preferable to tensing procedures (Madders 1982).
“Release-only” techniques are useful for people
who cramp easily and for women in labor, where
tensing strategies can interfere with uterine contrac-
tions (Polden & Mantle 1990, Priest & Schott 1991).
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Breathing exercises carry a risk of hyperventila-
tion, but it can be prevented by ensuring that any
deep respirations are adequately spaced. It should
be remembered that the routines presented here are
designed for relaxation, not cardiorespiratory ther-
apy, so that in the case of clients receiving cardio-
respiratory physical therapy treatment, it will be
necessary to consult with the relevant healthcare
professional.

The AT phrases may occasionally cause distress,
but this response can be mitigated by changing the
messages from “heavy and warm” to “light and
cool.” Alternatively, the lesson can be stopped. Rosa
(1976) drew attention to the inadvisability of using
the “abdominal warmth” phrase in people with any
kind of abdominal inflammation. Although care
should be taken in the selection of techniques, the
relaxation techniques described here suit most
people.

SUMMARY

Relaxation training consists of a variety of tech-
niques that provide a means of coping with stress.
The techniques may be somatic or cognitive.

Somatic techniques are directed towards body parts
such as the breathing system or the muscles, and the
cognitive techniques are directed towards mental
concerns such as thoughts and feelings. Many tech-
niques contain both cognitive and somatic ele-
ments, giving them a psychophysiological quality.

Three techniques were described in this chapter.
Two are predominantly somatic, PRT and breath-
ing, and the other is predominantly cognitive, AT.
For each technique, information is presented on its
history and development; there is a description of
the procedure, a rationale for use, and a practical
example of its application.

It is important to prepare the client adequately
for relaxation as well as debriefing after the exer-
cise. Debriefing is a necessary part of the procedure
as it enables the client to leave the clinic feeling
satisfied with the time spent, having fully com-
prehended the reason for attending. Debriefing
also helps the therapist modify future sessions.
Home practice should be seen as an essential part
of relaxation training, carried out on a daily basis
to reinforce the learning.

Relaxation training can have a powerful effect
on the individual, and its techniques can be easily
integrated into physical and manual therapy care.
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INTRODUCTION

In this chapter, the history of imaginative medi-
cine is briefly outlined, together with contempo-
rary understanding of the psychophysiology of
imagery, and its applications in medical diagnosis,
treatment, and rehabilitation. It includes examples
of rehabilitation scripts that illustrate each of these
applications, and discusses various aspects of
working with imagery. This chapter also is a bit dif-
ferent from others in this book, in that it devotes a
good deal of time and words to the history of
imagery. I take this approach for a couple of
reasons. First, I am a firm believer in “knowing
where one comes from,” and second, the evidence
for the usefulness of imagery in medicine has roots
more firmly established in history, anthropology,
and psychoanalysis than it does in positivist scien-
tific traditions.

Chapter 10

Imagery
Helen Graham
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THE HISTORY OF IMAGINATIVE MEDICINE

THE ANCIENT ORIGINS OF MEDICINE

The imagination has always played a key role in
medicine. Folk medicine throughout the world is
based on vivid imagery, and the oldest and most
widely used system of healing in the world,
shamanism, has been described as the “medicine of
the imagination” (Achterberg 1985). Shamanic
healing works on the body by creating powerful
images that alter the expectancies people have
regarding their health, and this imaginal process, it
seems, brings about physiological effects. So too,
Achterberg (1985) claims, do shrines (e.g., Lourdes,
miracle cures, unproven remedies, and placebos
work to produce change through imaginal
processes).

Although the imagination has been used
throughout the history of medicine, whether explic-
itly as a means to manipulate cure, or implicitly in
every interaction between the medical practitioner
and the client, its role in health and illness has
largely been ignored or overlooked in orthodox
Western medicine. It is only relatively recently
that the psychological functions and physiological
effects of imagery have been determined and
applied in conventional healing.

In the ancient world, the soul was viewed as the
essence of man and imagination the expression of it.
Images – the products of the imagination – revealed
the nature, powers, and potentials of the human
soul or essence. Images could be used diagnosti-
cally to reveal how an individual’s true nature was
being thwarted, or therapeutically to give expres-
sion to the soul and bring its powers and potentials
to fruition.

The art of interpreting and manipulating the
imagination fell to shamans, and their many-faceted
roles included healing the sick, divining the future,
and, most importantly, restoring the soul to those
who had lost sight of, or contact with it, which was
understood to be the fundamental cause of all ills.
Throughout the world these shamanistic principles
underpinned medicine, which was closely linked
with magic, and the origins of many systems of
healing can be traced back to this source. This origin
is evident in Eastern systems such as traditional
Chinese medicine and Ayurveda, traditional Indian
medicine, and also in the West, which inherited its
medicine from traditions established in ancient
Egypt and Greece.

Like the ancient Egyptians, the ancient Greeks
used dream images in diagnosis and treatment. The
interpretation of dream images was of the greatest
importance in healing because all illness was seen
fundamentally as sickness of the soul, and images
were the expression of that illness. Many cures were
attributed to the practice known as “incubatio” in
which diagnosis and treatment took place just
prior to sleep, when what are now referred to as
hypnogogic images occur.

MEDICINE IN THE RENAISSANCE

Jumping ahead to the 16th century, the essayist
Montaigne reflected medical wisdom in his essay
“On the Imagination” in which he highlighted the
ways in which imagination contributed to the onset
and development of illness, and also to cure. With
the development of science during the 17th century
and its application to medicine, the role of the imag-
ination in illness and its treatment became progres-
sively overshadowed by medical orthodoxy, and by
the 19th century it was all but lost.

THE INFLUENCE OF MESMERISM

Within folk medicine, however, the imagination
still flourished throughout the 18th century as was
highlighted by the phenomenon widely known as
Mesmerism, after its pioneer, Franz Anton Mesmer.
In France, at that time, thousand of cures were
attributed to this practice, which is now recognized
as the forerunner of hypnotherapy. Mesmer’s treat-
ment was so popular with the poor, who were
unable to afford orthodox medical treatments, that
it threatened to undermine the medical profession,
and a commission by the French Government was
set up to investigate Mesmer’s claims under the
chairmanship of Sir Benjamin Franklin, American
Ambassador to France.

Mesmer attributed the effectiveness of his treat-
ment to “animal magnetism” but when magne-
tometers failed to detect any magnetic effects, the
Commission ruled in 1785 that there was no sub-
stance to Mesmer’s claims and that the cures attrib-
uted to Mesmerism were achieved solely by the
imagination. The implication of this finding was
neither recognized nor explored. Rather, imag-
ination was dismissed as roundly by the medical
orthodoxy as Mesmerism.
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Mesmer retreated into obscurity, but his prac-
tices continued to be used to good effect, albeit
under the name of hypnosis, and proved to be of
great interest to both physicians and psychologists.
Hypnosis was used widely as an anesthetic and
analgesic throughout the 18th and 19th centuries
until the introduction of ether and chloroform,
which were easier and quicker to administer. Many
operations were conducted using hypnosis as
the sole anesthetic and many remarkable cures
effected, which made it hard to deny that imagina-
tion had an influence on perception and sensation.
It was Sigmund Freud, however, who irrevocably
achieved a rapprochement between medicine and
psychology.

IMAGINATION, THE UNCONSCIOUS MIND, AND
PSYCHOTHERAPY

Freud recognized the implications of hypnosis for
examining unconscious mental processes. He ini-
tially applied hypnosis to his explorations, he soon
gave up the practice, but not its content – images –
in revealing the dynamics of the unconscious.
Instead he used other imaginative methods such as
word association and dream interpretation as ways
of accessing unconscious processes, describing
dreams as the “royal road to the unconscious.” In
this way, Freud pioneered modern psychotherapy.
His practices, and the principles they embodied,
were those used throughout history by practitioners
of imaginative medicine.

IMAGINATIVE MEDICINE IN THE TWENTIETH
CENTURY

In the field of psychotherapy, imaginative tech-
niques flourished during the 20th century. They
were, however, all but extinct in the field of physical
medicine. They might have remained so, were it not
for the oncologist Carl Simonton and psychothera-
pist Stephanie Simonton, who in the 1970s, saw the
potential of the imagination in the treatment of can-
cer. Fundamentally, Simonton and Simonton, along
with their collaborators, drew together insights
derived from different fields of research and
applied them in a novel approach to cancer. This
approach involved clients systematically imagining
their cancer being successfully overcome by their
body’s immune system.

Of 159 clients with a diagnosis of medically
incurable malignancy, and treated by Simonton
over a 4-year period in the 1970s, none of which
were expected to live more than a year, 22.2% were
reported as having made a full recovery (Simonton
et al 1978). The disease regressed in a further 17% of
clients and stabilized in 27%. Further tumor growth
was reported in 31% of the clients but the average
survival time increased. Those who eventually suc-
cumbed to the malignancy were reported as having
higher than usual levels of activity, and achieved a
significant improvement in their quality of life.

These results suggest that by changing funda-
mental beliefs and expectancies about their malig-
nancies through imaginative methods clients could
bring about significant changes in their physical
condition. Following their publication, imagina-
tive methods were enthusiastically promoted and
widely adopted in the USA and Europe. Effectively,
therefore, the Simontons’ therapeutic use of
imagery brought about the second major rap-
prochement between mind and body since that of
Mesmer. In themselves, however, neither of these
developments, individually or jointly, would have
been particularly influential because the medical
establishment has been as much inclined to dismiss
the Simontons’ claims as those of Mesmer, and on a
similar basis (i.e., lack of proof, inadequately con-
trolled clinical trials). Developments and discover-
ies in cognitive psychology and in neuroscience
towards the end of the 20th century, however, began
to suggest ways in which images could achieve
their physiological and psychological effects. These
came together within the interdisciplinary field of
psychoneuroimmunology, and this new area repre-
sents the third major rapprochement between mind
and body.

CONTEMPORARY UNDERSTANDING OF 
IMAGINATIVE MEDICINE

IMAGINATIVE THINKING

As a means of non-verbal representation or thinking,
mental images complement thinking in words and
increase mental capacity and flexibility, facilitating
problem-solving, decision-making, and creativity.
Furthermore, because images convey simultane-
ously and instantaneously much more complex
information than verbal thought (which is linear and
sequential) images can be much more efficient.

Imagery 127



Within Western culture, which emphasizes linguistic
skills, there is a tendency to represent issues verbally,
and because images are also often fleeting, they are
frequently overlooked. As a result, individuals are to
a great extent unaware of the role of imaginative
processes in their ordinary cognitive functioning.

Certainly psychological research on imagery
during the 20th century shed light on the workings
of the unconscious. Most of the research focused
exclusively on visual imagery, and demonstrated
that it and visual perception are functionally equiv-
alent. That is, imagining something is neuropsycho-
logically nearly equivalent to actually seeing it. The
precise neurophysiological and neuropsychological
mechanisms are still far from understood, and
images generate similar, albeit not necessarily iden-
tical, response states as do actual perceptual stimuli.
Contemporary research supports the ancient view
of a link between imagination and physiology, and
prompted the awareness that through imagery one
might be able to control physiological functions
formerly thought to be automatic or involuntary.

THE PHYSIOLOGICAL EFFECTS OF IMAGERY

The physiological effects of intense imagery were
first examined in the 1920s when the Russian psy-
chologist Luria demonstrated that the pneumonist
Sheresheveskii could increase his heart rate by
imagining himself running, and alter the size of his
pupils and his cochlear reflex by imagining sights
and sounds. It was later established that subtle ten-
sions of small muscles accompany imagery, and that
motor neurons are activated when particular body
movements are imagined (Jacobsen 1929).

Later studies indicated that images can elicit
changes in salivation (Barber et al 1964), blood
sugar levels, gastrointestinal activity, and blister
formation (Barber 1978). It was also established that
intense sexual and phobic imagery is accompanied
by dramatic physiological changes (Kazdin &
Wilcoxin 1975, Laws & Rubin 1969, Marks & Huson
1973, Marks et al 1971, Marzillier et al 1979, Smith &
Over 1987, Stock & Greer 1982). Changes in heart
rate, galvanic skin response, respiration, and eye
movement are associated with negative images; and
images of sadness, happiness, anger, and fear can be
differentiated by cardiovascular changes (Schwartz
et al 1981). Unpublished research (Schneider et al
1988) also suggested that aspects of immune func-
tioning could be influenced by mental images. More

recently, the effects of imagery on various physio-
logical functions, notably heart rate, blood pressure,
blood flow, electrodermal activity, and immune
response have been confirmed.

BODY–MIND COMMUNICATION

Attempts to explain the mechanisms by which
psychological factors or states influence physiologi-
cal functioning are the focus of the interdiscipli-
nary field of psychoneuroimmunology. Research in
this field has established that thought and emotion
produce molecules known as peptides that have
receptors throughout the entire body. Peptide chains
within the body can effectively be considered as
streams of thought, and greater understanding of
the biochemistry of these processes leads to the
conclusion that thinking or consciousness occurs
throughout the body. This means that the body is
effectively the subconscious mind. This awareness
has prompted a new way of thinking about the
human being as a field of information where thought
and emotion travel instantaneously everywhere.

It would seem that the key to understanding the
function of images lies in their role as transformers
and transducers of information. They facilitate the
translation of both verbal and non-verbal outputs
and “communication.” Images can be regarded as
building a bridge between the physical (physiologi-
cal) and the psychological allowing information to
cross those domains, and vice versa. Physiological
information may therefore be perceived in symbolic
form as images that can provide important clues to
functioning and be used as a tool for accessing ordi-
narily unconscious, or hidden, psychological and
emotional processes. Physiological effects can also
be induced by the psychological and emotional
information conveyed by images.

PSYCHOLOGICAL AND PHYSIOLOGICAL
FUNCTIONS OF MENTAL IMAGERY

It is clear from research into mental imagery since the
early 20th century, that mental imagery has a num-
ber of important psychological and physiological
functions.

● It promotes mental absorption and a shift in
the time sense enabling relaxation of attitudes,
beliefs, preoccupations, and expectations.
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● It provides an alternative mode for representa-
tion of issues, also a means of accessing information
relevant to unconscious processes.

● It makes it possible to influence in a con-
scious way normally unconscious psychological
and emotional processes.

● Mental images relate to physiological states,
and may precede or follow physiological changes,
indicating both a causative and reactive role.

● Imagery may influence the voluntary or periph-
eral nervous system, and autonomic functions, and
therefore has both direct and indirect effects on the
body. These effects are not only on the musculo-
skeletal system, but also the involuntary nervous
system and the immune system, and are in turn
affected by these reactions.

Greater understanding of these functions has led
to the application of mental imagery in many
diverse fields.

CONTEMPORARY APPLICATIONS OF 
MENTAL IMAGERY

Increasingly, mental imagery is being used to pro-
mote decision-making and problem-solving skills,
and stimulate creative thinking in various contexts,
such as business organization and management. It
is also exploited in the commercial field, in product
development, advertising, marketing, and market
research and public relations. By way of mental
imagery, possibilities can be explored in the imagi-
nation without taking the time, making the effort, or
running the risk of carrying out those operations in
physical reality. It is therefore used in many fields
involving planning, design, and research. By going
through the motions of an intended action imagi-
nally, flaws in planning or performance can be iden-
tified and avoided. Mental rehearsal of an activity is
widely used to develop strategy, overcome per-
formance anxiety and self-doubt, cope with prob-
lems, and raise the level of performance (e.g., for
actors, dancers, musicians, sports persons). Because
positive mental imagery is inherently absorbing
and therefore relaxing, it is used as an aid to stress
management and coping skills in industry, business
and commerce, and in assertiveness training. The
tension-reducing features of imagery are applied in
classroom control and management, to assist learn-
ing at all levels of education, and to help students
cope with potentially stressful situations such as

examinations. Imagery is also used by social work-
ers and educational psychologists to encourage the
discussion of issues that may be difficult for indi-
viduals, especially children, to articulate – issues
such as abuse, anxieties, bullying, emotional and
physical pain, and phobias. Using imagery to give
insight into the normally hidden realm of children’s
experiences – their fears, needs, wishes, and pre-
occupations – enables their emotional and psycho-
logical development to be monitored more
sensitively. Imagery has long been used to uncover
and explore unconscious processes within psy-
chotherapy. It is a feature of many therapeutic
approaches including psychoanalysis, Jungian
analysis, Gestalt therapy, behavior therapy, aver-
sion therapy, and arts and drama therapies.
Imagery is used to enhance feelings of control and
coping skills in various situations such as promot-
ing awareness and reducing fear of usually avoided
situations, and to rehearse alternative strategies for
dealing with them. Imagery is also a source of detail
about past experiences and can provide access to
significant memories of childhood before language
became predominant. It can promote a richer expe-
rience of a range of emotions, bypass defenses and
resistances, and open up new avenues for explo-
ration when therapy reaches an impasse (see
Graham [1995] for a thorough review of these uses).

HEALTH IMPLICATIONS OF IMAGERY

Clearly, imagery has numerous implications for
health. By promoting relaxation, both mental and
physical, it can reduce stress and its effects, and help
ameliorate and steady body functions. Imagery can
also provide new perspectives on, and insights into,
emotional and psychological factors relevant to
health and illness, and clues to emotional and phys-
ical functions that are of value in treatment. It may
be used to influence these processes consciously in
support of treatment or prevention of disease, and
the management of symptoms including pain.
Accordingly, imagery is now widely used in health-
care and related professions where its benefits are
increasingly being recognized and supported by
research.

Although the use of imagery has been validated
on clients with chronic pain, severe orthopedic
trauma, rheumatoid arthritis, cancer, diabetes, burn
injury, alcoholism and stress disorders, and in child-
birth (Achterberg & Lawlis 1978), direct systematic
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research on the therapeutic outcome of imaginative
methods in relation to various specific ailments is
limited, and so it is considered here broadly in
relation to three areas of application: diagnosis,
treatment, and rehabilitation.

IMAGERY IN MEDICAL DIAGNOSIS

The Simontons recognized two important factors in
the etiology of cancer: the effect of stress in depress-
ing the immune system, and the influence of a per-
son’s beliefs and emotional states. They observed
that clients with cancer typically responded to prob-
lems and stresses with a deep sense of hopelessness
or “giving up,” and this emotional response, they
believed, triggers a set of physiological responses
that suppress the body’s natural defenses and
make it susceptible to producing abnormal cells.
Simonton and Matthews-Simonton (1975) argued
that the first step in getting well is to understand
how psychological factors have contributed to ill-
ness and to find ways of influencing them in sup-
port of treatment. They recognized that in helping
promote and enhance relaxation, imagery has an
important role in decreasing tension and effecting
positive physiological changes, including improved
immune function. Imagery is also a means whereby
clients can confront their fears, and feelings of hope-
lessness and helplessness, and gain a sense of con-
trol and a change in attitude. It also allows them to
communicate with the unconscious, where beliefs
antithetical to health may be hidden, yielding
valuable insights into their condition.

The Simonton method
Simonton & Matthews-Simonton (1975) developed
a method in which clients were taught a simple
form of relaxation, imagining a pleasant place
and holding it in consciousness. They were then
asked to imagine their illness in any way that it
appeared to them, and to imagine the form of treat-
ment they were receiving. They found that the
clients’ images of their cancer or pain provided
invaluable information regarding their beliefs, atti-
tudes, fears, and expectations. Those clients who
succeeded in overcoming their cancer usually
employed imagery with certain features: the cancer
cells were represented as weak, confused, and sus-
ceptible to breakdown, and the treatment as strong
and powerful. The body’s immune system was
imagined as an aggressive army of white blood

cells, eager to do battle with invading organisms
and destroy them. Dead cancer cells were imagined
as being removed from the body normally and
naturally, leaving it clear of cancer and healthy.
Simonton & Matthews-Simonton (1975) identified
images matching these features as essentially posi-
tive and advocated their use by clients attempting
to overcome cancer.

CRITERIA FOR ASSESSING IMAGERY

Achterberg & Lawlis (1978) drew up a list of tenta-
tive criteria for assessing the images of cancer
clients. They observed that representation of
cancer cells as ants, or eggs in an incubator, is essen-
tially negative, suggesting the likely proliferation of
the disease. They argued that it is especially impor-
tant in treating malignancy that the most powerful
images relate to the person’s own natural defense
system, rather than to the disease or treatment. They
proposed that the individual should be encouraged
to imagine the white blood cells of the body at least
as vividly as the malignant cells, but as more numer-
ous and powerful. The individual must also achieve
powerful images of the latter being removed from
the body. In addition, treatment should be imagined
as a friend or ally, and clients were encouraged to
personalize it in any way that seemed appropriate.
This approach, they suggested, helps to reduce the
aversive side effects of treatment.

Simonton & Matthews-Simonton (1975) recog-
nized that imagery involves a highly personal sym-
bolic language, and that the emotional meaning of
any one symbol will vary greatly from one person to
another. Thus, one person’s image of strength and
power may signify weakness to another. Given such
variation, they emphasized the importance of
exploring personal imagery with an individual
rather than imposing meaning on it. The meaning of
this personal imagery may not be readily apparent
to the individual, and so in order to translate its
inherent beliefs and expectations, and discover
its meaning, it may be necessary for the person to
“try on” the image. Simonton & Matthews-Simonton
(1975) therefore advocated free drawing and other
means of exploring imagery as valuable methods for
facilitating discussion and understanding.

Similar methods have been used to good effect by
the psychiatrist Kubler-Ross (1977) in helping peo-
ple express and confront their fears about death,
dying, and bereavement. These methods may
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involve a person imagining journeying through his
or her body in order to gain insight into physical
problems and attitudes, taking an imaginary inven-
tory of the body, imagining communication
between the two hemispheres of the brain, engag-
ing in imaginary dialogue with individual internal
parts of oneself, dying in one’s imagination, and
exorcising pain.

IMAGERY AND TREATMENT

In the Simonton method, after clients had imagined
their illness and the treatment they were receiving,
they were instructed to imagine their cancer being
destroyed and disposed of by their body’s immune
system and their bodies free of disease and healthy.
They were also encouraged to imagine pain in the
same way rather than trying to suppress it, and to
rehearse this process three times daily for periods of
at least 20 minutes. They found that while those
who succeeded in overcoming cancer generally
had, or achieved, imagery that matched their crite-
ria, in many cases it did not necessarily contain all
the elements at the outset. Thus, while in some
instances the insights clients derived from imagin-
ing the state of their bodies was sufficient to pro-
mote images embodying positive changes, in many
cases, they needed assistance in creating images
embodying a positive expectancy. This process,
termed guided imagery or creative imagination, is
often used in psychotherapy, where a person’s rep-
resentation of issues is too limited to enable coping
in a given area, or where a therapist wishes to
challenge existing representations.

Abundant anecdotal evidence appears to confirm
the Simontons’ claim that this method is effective
in the treatment of cancer as an adjunct to orthodox
medical treatment. Support for their claims also
comes from a number of studies. Improved cancer
outcomes related to the uses of imagery have since
been reported (Borysenko 1987) and a number of
studies have confirmed that imagery has numerous
effects, including cancer regression (Fiore 1974,
Meares 1981). Imagery has also been found to pro-
vide cancer clients with significant relief from pain,
nausea, vomiting, anticipatory emesis, and anxiety
(Bradley & McCanne 1981, Donovan 1980), and to
be effective in reducing the aversiveness of cancer
chemotherapy (Lyles et al 1982).

Current thinking, however, is that the early
applications of imaginative approaches to cancer,

focused as they were on an initial client group of
servicemen in the US Air Force, placed too much
emphasis on anger, attacking, and killing, and
assumed that most clients would be comfortable
with these notions. Subsequently this proved not to
be the case. Many people object to the idea of attack-
ing and killing anything, including an invading
disease organism, and may reject it, either con-
sciously or unconsciously. Left to summon their
own images, they may devise equally effective but
gentler ways of dealing with their disease.

There are other reasons why gentler images may
be more appropriate. Although the immune system
is commonly viewed as the body’s defense system,
designed to seek out and destroy harmful and alien
substances, such as bacteria and viruses, it is now
recognized as functioning with more subtlety than
this metaphor suggests. In the light of evidence
(Taylor 1990) suggesting that the immune system
operates cooperatively and collaboratively to sup-
port the integrity of the body and its optimal rela-
tionship to its environment rather than combatively,
this battlefield terminology has to be re-appraised.
From this perspective, disease can more appropri-
ately be viewed as disharmony or lack of coherence
rather than an unnatural entity or state that needs to
be fought.

Nevertheless, the importance of “fighting” imagery
is still promoted in treatment by those who con-
sider it important that anger is released. This is
partly because people are generally more powerful
when angry than when passive, and can mobilize
this strength in support of healing (Manning 1989),
and also because research has linked inability to
express anger with cancer. Significantly better out-
comes have been noted for clients who can express
their anger compared with those who cannot.
Moreover, it appears that cancer may be caused by
failure of cell death, rather than cell proliferation
per se.

Although it is preferable to work with a person’s
spontaneous imagery where possible, recognition
of the effectiveness of guided imagery as an adjunct
to conventional treatment has led to its proliferation
in healthcare settings. An increasing number of con-
temporary practitioners in the USA use imagery in
both diagnosis and treatment, and to relieve the
pain and anxiety associated with medical condi-
tions. In Britain, psychological approaches involv-
ing imagery have been introduced into a number
of orthodox cancer treatment programs, most
notably at Hammersmith Hospital, London, where,
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following studies of the use of such methods at the
Bristol Cancer Help Centre, physicians have come
around to the view that these methods work and are
perfectly compatible with traditional methods of
treatment. Generally, however, the medical profes-
sion has been slow in implementing psychological
approaches in general, and imaginative approaches
in particular, or conducting controlled trials of their
effectiveness. Research concerning imaginative
interventions is still very limited and further
controlled clinical trials are needed. Meanwhile,
popular enthusiasm for imaginative approaches to
treatment has created a demand for appropriate
source material, and guided imagery scripts
directed towards personal growth, psychological
transformation, positive mental health, spiritual
development, stress management, self-healing and
self-help, pain control, and symptom alleviation
have been compiled and published for a general
audience.

IMAGERY AND REHABILITATION

One of the applications of imagery and rehabilita-
tion is in sport for recovery from injury or heavy
training. Physically, greater blood flow to an injured
area and warmth in the locality of damaged tissue
promotes recovery. It has been shown that imagin-
ing increased blood flow and warmth can lead to
measurable increases in temperature in areas as spe-
cific as a finger (Blakeslee 1980). These principles
are already well established and supported by
research in the field of autogenic training (Schultz &
Luthe 1969).

Sometimes imagery is facilitated by flotation
in an enclosed tank of salt-water solution dense
enough to support the body. Flotation not only
induces relaxation conducive to imagery by reduc-
ing sensory stimulation and distractions but also
removes much of the effect of gravity allowing
more rapid healing, and helps relax the muscles,
enhancing their recovery. Studies have suggested
that restricted environmental stimulation therapy
(REST) can facilitate a whole range of positive
physical, behavioral, and psychological changes
(McAleney et al 1990, Suedfield et al 1993,
Wagaman et al 1991).

Imagery can also be used in training, whether in
sport, dance, or on the job, in the absence of ordi-
nary practice. The first studies to suggest a physio-
logical relationship between imagery and motor

skills were carried out in the 1930s (Jacobsen 1930,
1931). They demonstrated that changes in muscle
activity occur while people imagine performing a
physical task, and that these are the same muscles
used during actual physical performance. It has
been proposed that the electrical stimulation of the
muscles and central/peripheral nervous system
that occurs when performing intense imagery is
similar to that which occurs during physical move-
ment. The apparent difference between imagery
and actual physical performance is the amplitude of
the electrical stimulation of muscles. Proponents
of this theory, known as “muscle memory,” claim
that imagery strengthens the muscle memories by
causing the muscles to fire in the correct sequence
similar to actual physical activity (Vealey &
Walter 1993).

A different kind of explanation offered to explain
imagery enhancement of physical skills, the sym-
bolic learning theory, is supported by a number of
studies (e.g., Sackett 1934, 1935). This theory pro-
poses that imagery symbolizes in the brain the
movements needed to perform skills and hence
facilitates performance. As such, images act as a
mental blueprint and their rehearsal strengthens the
blueprint enabling skills to become automatic.
Imagery rehearsal of physical activities (e.g., job
activities, leisure activities, activities of daily living)
may be added to rehabilitation programs to help
clients return to past levels of functioning.

Imagery and stroke injury
Currently, many of the performance and recovery
benefits of imagery are confined within the field of
sport psychology, although clearly they have wider
application within the broad field of recovery from
a wide range of medical conditions including ortho-
pedic trauma and a variety of neurological condi-
tions. A promising area of application currently
being investigated is in relation to rehabilitation fol-
lowing stroke (Dirske van Schalkwyk et al, unpub-
lished work 2002). Preliminary investigations have
suggested that people who have had strokes com-
monly experience high levels of disempowerment
and despair, along with the feeling that many areas
of their rehabilitation are out of their control.
Working with imagery can help these clients gain a
sense of empowerment and control, and may be
effective in aiding recovery.

A key finding of this research, however, is
that therapists often unwittingly use negative
imagery in therapy, referring, for example, to
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clients’ paralyzed limbs as their “bad” legs or arms,
and so reinforce negative expectations the clients
might have about their condition and recovery.
Negative programming of this kind is by no means
confined to physical and manual therapists; it is
common throughout orthodox medicine. Typically,
healthcare professionals prime clients to experience
pain by telling them “this may sting a little” before
administering injections or taking blood, and mid-
wives routinely focus on the pains of childbirth
rather than the pleasures. This lack of awareness of
the power of the imagination in matters of health
and illness is only one of many potential pitfalls to
be overcome if imaginative methods are to be more
widely and effectively implemented in practice.
Other problems in working with imagery are
considered below.

USING IMAGERY IN PRACTICE

It is important to reiterate that, wherever possible, it
is preferable to work with a person’s spontaneous
imagery because this will reveal information
regarding attitudes, beliefs, preconceptions, and
anxieties. It may also provide clues to possible
solutions to a specific problem. In some cases, the
insights derived may be sufficient to promote effec-
tive strategies and solutions, but more usually
clients have to be guided or directed in order to pro-
duce and understand images, and modify them in
such a way as to embody positive expectancies.

Exercising the imagination
A fundamental problem when introducing imagi-
native methods is that many people consider them-
selves to be unimaginative. They do not realize that
imagery is an everyday activity engaged in by
everyone except a small number of people with cer-
tain kinds of brain damage. Part of the problem is
that many people do not readily appreciate what an
image is, and the explanation – that it is a sensory
experience in the absence of sensory stimulation –
may not enlighten them greatly. It is easier to
ask them to imagine themselves in a certain place,
such as a beach, and to imagine the sea, sky, and
shoreline and other aspects of the situation.

Most people will have little or no difficulty doing
so, but what they imagine will differ. Some individ-
uals will “see” the entire scene. Others will hear the
sounds of the sea and seagulls. Others will smell
the air, or taste the salt spray on their lips, and some

will feel the breeze, the sand under their feet, or the
water. These are important differences, because
they tend to reveal the sensory modality that
dominates for an individual. Although everyone
produces visual, auditory, olfactory, gustatory,
kinaesthetic, and somatic images, most people tend
to favor one type over the others. Broadly speaking,
people can be categorized as predominantly visual,
auditory, or kinaesthetic types, meaning that
visual images, sound, or body sensations are most
salient for them.

Because psychological research on mental
imagery has almost exclusively focused on the pro-
duction of visual images – it is generally assumed
that all people are equally capable of visualizing.
Hence, guided imagery scripts tend to be based on
this premise. However, a script that focuses exclu-
sively on visual images will be sub-optimal for
many people who will find it difficult or unappeal-
ing. It is preferable to use imagery scripts that are
directed towards all the senses and encourage sub-
jects to imagine sights, sounds, smells, and other
sensations. It is best to do an imagery assess-
ment and find out what are the strongest image
modalities and work with those first.

Performance anxiety
Being relaxed is the key to successful imagery. It is
often claimed that it is necessary to be deeply
relaxed in order to produce imagery, and various
relaxation techniques are invariably recommended
as a prelude. Ordinarily, however, deep relaxation is
not necessary, although it may be helpful if clients
are very tense, anxious, or mentally overactive.
Such states can inhibit the imagination.

Anxiety about imagery often reflects a general
anxiety about performance, achievement, success,
failure, or evaluation – concerns that create tensions
in a person’s life and limit experience. “Trying” to
produce images is counterproductive as it involves
effort and creates tensions that inhibit imagery.
Rather, images should be “allowed” to emerge
spontaneously and sufficient time needs to be set
aside for this to occur.

Regular practice
Although imagery does not involve extensive effort,
it does require discipline. The more regularly it is
practiced the more likely it is to produce results.
If imagery is used as an aid to relaxation, self-
awareness, personal or spiritual development, prob-
lem solving, or creative thinking, 20–30 minutes
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daily is normally enough. If it is used in the treat-
ment of illness, pain management, symptom allevi-
ation, rehabilitation, or skilled performance, several
periods each day are preferable but 20 minutes is
sufficient for each exercise period.

Preparing for imagery
Feeling at ease about imagery is more important
than the context in which it is done. It is advisable to
practice imagery when sitting in a position where
the back, trunk, and legs are supported, feet set
apart and firmly on the ground, and no parts of the
body crossed or twisted. Prone postures are not
usually recommended as they encourage sleep.
Closing the eyes may help production of images
but is not essential. Clothing should be loose and
spectacles removed.

Once comfortable, the person can be encouraged
to turn their attention inward by gradually with-
drawing it from the wider situation. This inward-
ness can be achieved through attention to breathing,
or focusing upon parts of the body and allowing
them to become heavier.

Initial difficulties
With practice, external stimuli are easily screened
out and so the setting in which imagery takes place
is largely irrelevant, but some people become dis-
tracted regardless of context or personal comfort.
But in the beginning, external distractions such as
voices and traffic noises may interfere. Mind wan-
dering is often a problem for people who embark on
imagery. It is usually a sign that the person is trying
to maintain self-control. Some people will find their
mind wanders around, turning again and again to
certain issues and not progressing beyond them.

To allow the imagination free rein, the rational
mind needs to be allowed to release its grip and
let go of thoughts, anxieties, concerns, and pre-
occupations that dominate everyday thinking. Fear
of losing control, even temporarily, may be a
source of anxiety for some individuals.

Some people may feel anxious if they believe that
by relaxing they are losing conscious control. If any-
thing, consciousness or awareness is enhanced dur-
ing imagery and self-control increases. Letting go of
the constraints normally imposed by rational con-
scious thoughts enables not only awareness of the
physical, physiological, emotional, and psychologi-
cal processes ordinarily beyond conscious control,
but also allows them to be influenced directly,
which is how imagery achieves its effects.

Some people, especially those with strong funda-
mental religious bents, fear that by looking inwards
into ordinarily hidden aspects of themselves they
will encounter evil and terrible features and lose
their souls. Experiencing images that emerge
from and reveal aspects of this ordinarily hidden
realm may be emotionally painful, unpalatable, or
unpleasant, and strongly resisted. If examined, this
resistance invariably reveals negative beliefs and
expectancies about the self that prevents the person
achieving successful outcomes, and thus, imagery
and relaxation may be contraindicated.

Anxieties and fears may effectively prevent some
individuals producing any images. On the other
hand, there are people who have little or no diffi-
culty producing images but try to control unex-
pected or unacceptable images by censoring or
directing them. This defeats the whole point of
imaginative exercises.

In addition to mind-wandering, pre-occupations
with aches, pains, minor irritations, noise, and
draughts are other ways in which engaging in
imagery is typically avoided. Such avoidance
often conceals resistance to confronting the self.
Identifying these tendencies may promote aware-
ness of the resistance that needs to be overcome if
imagery is to be used effectively.

Imagery may challenge beliefs or compromise
self-image in significant ways, with the result that
many people who begin imagery do not continue
with it even when they derive benefits from it. Some
women might feel guilty about taking time for
themselves and worry that others might consider
them self-indulgent if they do so. Men may also feel
guilty about “taking it easy” when they have work
to do, a living to earn, and other goals to achieve.
Self-imposed imperatives such as these often gener-
ate stress, illness, and dysfunctional behavior. Even
if individuals give themselves permission to relax,
these imperatives may prevent them doing so
effectively.

People are often unaware that they are reluctant
to look at themselves and so deny that they are
resisting self-awareness. Examining the reasons
people give for not being able to do imagery often
exposes their avoidance strategies and the underly-
ing beliefs and fears. Encouraging them to become
aware of what is stopping them generating images
allows them to observe this process. In this way
they may discover the rules of conduct they impose
on themselves and the anxiety and problems they
generate. Also, by uncovering fears and anxieties
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they may discover other areas of life they influence
and inhibit. Hence, it is important that a therapist
does not simply accept this difficulty but helps the
person to examine and understand the underlying
factors. Once again, as in many other places in this
book, the reasons for resistance may have roots
way beyond the understanding of the physical
and manual therapist, and would be better
addressed by another healthcare professional (e.g.,
a psychologist).

This difficulty may be more marked when
guided imagery is used to achieve specific out-
comes. Simonton et al (1978) found that some of the
cancer clients he treated were unable or unwilling to
engage in imagery because they believed that
to imagine their cancer shrinking when they had
been told it was growing constitutes lying. Imagery,
therefore, compromised their view of themselves
as honest. It is important to realize that guided
imagery is not a method of self-deception and that
what is being imagined is the desired outcome
rather than what is happening at the time. The belief
that they are deluding themselves by imagining
their bodies eliminating a cancer may conceal a
strong fear of the disease and doubt about the
body’s ability to overcome it. Images people have
difficulty creating or accepting, and wish to change
need to be examined, along with the reasons for
the difficulty.

Recording images
Keeping a record (an imagery log book) helps to
cultivate a disciplined approach to self-examina-
tion and a record of this kind is particularly impor-
tant if images are being used in the treatment of
illness, in rehabilitation, or to improve skilled per-
formance where certain kinds of outcome are
desired. In such cases, it is advisable to establish
that the images used are suitable to the task in
hand.

Interpreting images
One of the most widespread misconceptions about
working with images is that they have universal
meanings known to experts who can interpret them.
This mistaken view owes much to authoritative
interpretations of dream and fantasy images. It is
perpetuated in books on dreams and other imagery.
Although imagery may have certain universal
features, it represents nonetheless an individual’s
unique symbolic language or representational
system that he or she can learn to translate and

understand. Two individuals may produce the
same image, but it may have quite different mean-
ings for each of them. Interpretation of a person’s
imagery by others, however “expert,” will reveal
details of their symbolism rather than that of
the person who produced it, and may be highly
misleading.

Exploration of a person’s imagery can be assisted
by carefully examining the context of the images
and other available clues, their components, similar
kinds of images, the associations they evoke, the
memories they stir, and the responses they produce.
In this way, a person can become expert in his or her
own symbolism. Those people working with others
in this enterprise should ensure that the personal
meaning of symbols is not lost in their translation of
them, and that they do not impose their personal
meanings on the images. Although the interpreta-
tion of images may be beyond the realm of physical
and manual therapist skills, these sections are pre-
sented here to illustrate some of the pitfalls and the
depths that can happen when imagery is explored.
A common occurrence in the physical and manual
therapies is that during some soft-tissue massage or
other manipulation, the client suddenly reports
an intense visual image, or the images from an
important memory emerge.

Understanding images
The meaning of imagery will not always be immedi-
ately obvious and individuals may need help to
understand it. Without help they may be left puz-
zled, confused, alarmed and, in some instances, dis-
tressed by images and the powerful feelings that
sometimes accompany them. If “untranslated”
images are rehearsed without comprehension of
their full meaning the resulting outcome may be far
from what is intended or desired, especially if the
images are distressful.

Similarly, limiting and negative thoughts can
reduce the likelihood of positive outcomes and
effects from imagery. For example, the healing
“force” mobilized by one man in an attempt to
prevent the spread of a rapidly advancing cancer
consisted of two men blocking off a flooded under-
ground railway tunnel with a portable cement-
mixer, a bucket, and two spades. Inappropriate
imagery, such as this, is unlikely to be effective.

Brain-storming
Working with imagery is like puzzling over a vast
jigsaw and trying to establish the connections
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between its many features. This is achieved prima-
rily by identifying the links between elements.
Simple word association may be effective, but any
tendency to generate lists of words should be
avoided. It is preferable to “brain-storm” by writing
or drawing the image and its component features in
the center of a large piece of paper or blackboard. To
this can then be added the words and pictures the
creator associates with it. Each associated item can
be “mapped” by placing each one as it emerges
close to the word or picture that triggered it until no
further associations can be made or the available
space is used up. Drawings, paintings, various
kinds of artwork, and color can be included. In this
way thousands of items can be produced, each
linked to the others. Connections between items can
be made by joining them up. This process results in
a plan that represents a mental map far more rich
and varied than the linear pattern of associations
lists typically produce.

These maps can be used not only to help amplify
and elaborate images, but also to generate ideas,
plan essays and projects, and stimulate creative
thinking of all kinds. Nevertheless, as most people
have not been educated and trained to organize
their thoughts in lists and flow diagrams, clients
may need a good deal of practice before they feel
comfortable with this procedure and can use it
effectively.

Other ways of working with imagery
Images can be worked on in many other ways.
Imaginary scenes may be dramatized using cartoon
figures, puppets, dolls, toys, other persons, or by
acting out or talking through each of the “parts,”
themes, or characters of the fantasy. These tech-
niques are particularly useful when working with
children in rehabilitation.

The meaning of certain images may become
clear as a result of other activities, in sudden flash-
backs or images, flashes of insight, which in some
cases may be dramatic. Whereas “flashes” usually
bring about a sudden transformation of conscious-
ness, understanding, or awareness, images may
recur without any increased insight or under-
standing. These should not be dismissed or
ignored but carefully noted. Usually resolution
will occur quite spontaneously, but other people,
whether therapists or friends, can have a valuable
role in helping understanding. They can encour-
age exploration of feelings and responses to
images and the associations they have. They can

also amplify responses to images by expressing the
associations and responses these images elicit in
them, point to similar symbols in mythology and
esoteric traditions, and suggest possible meanings.
Nevertheless they should never interpret images
for the person.

GUIDED IMAGERY SCRIPT

Two guided imagery scripts are presented below:
one dealing with light breathing, and the other, a
healing imagery script.

BREATHING LIGHTLY

Here is an example of how one might talk a client
through an imagery session (see also Chapter 9).

Find somewhere you can sit comfortably, and having
done so simply be aware of how your body is located
in relation to its surroundings. Be aware of your feel-
ings in this situation. How do you feel? Do you feel
comfortable and ready to begin? Do you feel silly or
guilty about taking time to do this exercise? Having
identified how you feel, close your eyes or focus them
on a fixed point or object within your line of vision,
such as a mark on a wall, ceiling, or floor. Then gradu-
ally withdraw your attention from your surroundings
and bring it to the boundary between your body and
the surfaces your body is touching. As you do so,
notice whether the contact is comfortable or uncom-
fortable, and adjust your position so as to maximize
comfort. When you are positioned as comfortably as
possible, bring your attention to the tip of your nose.
Imagine that you are breathing colored light, which
may or may not be scented, in through your nose. This
enters your body and is drawn upwards and over the
crown of your head, then down the back of your neck
and the length of your backbone, filling your head and
body with light. At the base of your spine the colored
light curls upwards, and as you breathe out, it is drawn
upwards, forcing a dark dense fog of tension towards
and out of your mouth, leaving your body feeling
light and clear. Continue breathing in this way for
several minutes.

This imagery script has numerous applications.
In itself, breathing through the nose slows and
deepens breathing and produces greater relaxation.
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Imagining breathing in color, which involves visu-
alization, is for most people absorbing and pro-
motes relaxation more easily. The imagery being
guided also has kinaesthetic and olfactory compo-
nents, and the script itself is verbal, so it is appropri-
ate for many people with different dominant image
modalities.

The brief induction focuses specifically on areas
that may be problematic for individuals and that
may prevent them from engaging in the exercise
and/or producing images. Through debriefing the
breathing imagery exercise with the client, it is pos-
sible to identify areas in the body where the light
cannot pass, or does so only with difficulty. When
examined more closely, these areas are usually those
in which a person experiences tension, and often
symptoms such as pain, discomfort, and other
difficulties. Hence, the exercise has a diagnostic
function.

By encouraging a person to breathe more deeply
and thereby push light through areas where it
appears to be blocked, tension can be relieved,
together with attendant pain, discomfort, and other
symptoms. This process deepens relaxation and
counteracts stress and its effects, and hence has
broad treatment applications.

In addition to relieving and reducing stress,
repeating or rehearsing this exercise can improve
flexibility and function in areas affected by
chronic tension. By relieving muscle tension it also
releases energy and can improve feelings of well-
being. The exercise may also increase blood flow
to areas where this is restricted, and may be
used to good effect in conditions such as sport
injury, stroke, and paralysis as part of rehabilita-
tion programs.

HEALING IMAGERY SCRIPT

Here is an example of a script that one might use
with a client undergoing rehabilitation for a ham-
string strain. It is often a good idea to have an
anatomy text handy to show the client the structure
of the muscle, or other organs involved, the neural
pathways, and the blood flow patterns. Using such
a text may help the client produce more vivid
images.

Please get yourself into a comfortable position and
take a couple of nice deep breaths. Go ahead and close
your eyes and feel yourself becoming more and more

relaxed, letting yourself go, as you continue to breathe
in an easy and comfortable manner. First we are going
to send a slow wave of relaxation from the top of your
head down to your toes. Imagine this wave of relax-
ation starting to cross your forehead leaving the mus-
cles behind a bit more relaxed than they were, and the
wave moves down across your nose and upper cheeks,
down across your lips, and into your jaw. The relaxing
wave continues into your neck and spreads down into
your shoulders, through your upper arms, then
into your lower arms, and the wave moves into your
hands pushing the tension out of your fingertips and
away from your body. The wave now continues down
your chest and upper back, through your stomach and
lower back, across your hips and down into your
thighs. Feel the wave of relaxation leaving loose mus-
cles behind it as it moves across your knees, into your
calves and shins, across your ankles, down into
your feet, pushing that last tension out of your toes
and away from your body. Now continue to breathe
comfortably while you very keenly focus on your ham-
string and see and feel the fresh warm blood flowing
into your injury. Your hamstring is getting warmer and
more relaxed as you see the bright red blood bringing
nutrients to the injury and helping lay down new
healthy tissue. You can actually see and feel each
pulse of new blood, see the muscle fibers beginning to
grow and reconnect, and see the dark venous blood
taking away the damaged tissue. Watch the process
as the muscle is repaired. You are helping by
warming the area and sending a healing flow of blood
and nutrients, while removing the damaged fibers.
Your hamstring is getting stronger every day as you
help it heal. Watch the healing process now for several
more minutes.

Such an exercise, like many others in this book,
needs a solid debriefing to determine what modifi-
cations should be made so that the client feels they
are getting the most out of it. As rehabilitation pro-
gresses, the healing imagery can move into other
areas such as exercising the damaged muscle
and seeing it contract and relax and grow even
stronger.

SUMMARY

Ancient systems of healing are based on the premise
that all illness results from sickness of the soul,
and that the soul expresses itself through the
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imagination. Hence, the processes of the imagina-
tion or imagery reveal the sources of disease and
can be used to treat it. Imaginative medicine sur-
vived in secret oral traditions and informed medical
practice throughout the Middle Ages and until the
18th century. The spiritual aspects of ancient medi-
cine were obscured with the advent of scientific
medicine from the 17th century onwards. While the
role of the soul in health and illness was no longer
considered, the influence of the mind on the body,
and specifically the role of the imagination, was
highlighted by Mesmerism in the 18th century.
During the 20th century, the imagination was rein-
troduced into orthodox Western medicine when
imagery was used in the diagnosis and treatment of
cancer. During the 20th century, understanding

of the cognitive and physiological functions of
imagery was revealed through research in cogni-
tive psychology and the interdisciplinary field of
psychoneuroimmunology.

Imagery has been applied in diverse fields and
has been recognized as having many applications in
the field of health, notably in diagnosis, treatment,
and rehabilitation. Powerful images spontaneously
emerge in the physical and manual therapies and
practitioners need to have some skills for helping
clients understand their images. Practitioners can
also purposefully use imagery to help the rehabili-
tation process. The chapter concludes with two
practical examples (and scripts) for physical and
manual therapists of the use of imagery in the
rehabilitation setting.
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INTRODUCTION

Pain is a symptom of a variety of conditions treated
and managed by physical and manual therapists.
These conditions include injuries, as well as ill-
nesses and diseases, many of which are covered in
separate chapters of this book. In some circum-
stances, pain can also be associated with the usual
components of treatment and rehabilitation admin-
istered by physical and manual therapists.

Pain can be debilitating and act as an obstacle to
effective rehabilitation and recovery from illness
and injury. Given that pain is still poorly under-
stood, physical and manual therapists tend to spend
too little time educating patients about pain. In par-
ticular, healthcare practitioners should increase
their focus during rehabilitation on discussing with
patients the large number of ways pain can affect
them, and how they can manage it within the con-
fines of their rehabilitation programs. Pain, and
the psychological and physiological responses it
evokes, if not adequately addressed, can greatly
inhibit progress during rehabilitation.

People experience and interpret pain in a variety
of ways. The way pain is communicated differs
greatly from individual to individual, and is
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associated with factors such as gender, culture, age,
social norms regarding acceptable pain behavior,
and the type of the underlying injury, illness, or
disease. Measuring and quantifying pain can be dif-
ficult, and at best, it can be relatively scaled, quali-
fied, or described. The difficulty in quantifying pain
makes working with individuals who are experi-
encing such symptoms challenging. It is important,
however, to have an adequate understanding of
the psychological and biological mechanisms of the
pain process, and their interrelationships.

Healthcare practitioners working in the physical
and manual therapies play an important role in
assisting people with managing and coping with
pain. For many clients, pain has become persistent,
and influences many areas (and in some cases, all
areas) of their everyday lives. Such pain can have a
significant impact on functions including basic
activities of daily living, occupations, personal
relationships, and general quality of life. Having a
thorough knowledge of the biopsychology of pain,
theoretical explanations of pain, pain behavior, and
pain management strategies is, therefore, essential
for physical and manual therapists in designing
effective interventions that integrate with other
aspects of their management programs.

This chapter will provide physical and manual
therapists with a background on the mechanisms
of pain, theoretical explanations of pain, assess-
ment methods for pain, and a range of pain man-
agement strategies. It is not, however, the aim of
this chapter to provide a detailed and complex dis-
cussion of the neurophysiological aspects of pain,
or describe particular approaches for managing
pain in individual pathologies. The information
presented will focus on general principles of pain
and pain management that can be adapted and
applied to a large number of conditions that
physical and manual therapists encounter. A more
detailed discussion on pain for healthcare practi-
tioners can be found in Strong et al (2002b) and
Monga & Grabois (2002).

DEFINITIONS AND MECHANISMS OF PAIN

There are several definitions of pain that have been
used both clinically and in research. The most com-
mon definition used in the physical and manual
therapies, and for most areas of health practice, has
been that adopted by the International Association
for the Study of Pain. That is, pain is an unpleasant

sensory and emotional experience associated with
actual or potential tissue damage, or described in
terms of such damage (Merskey & Bogduk 1994).
This definition is widely accepted for research and
clinical purposes because it incorporates both psy-
chological and physical experiences of pain. This
definition also suggests that pain can be an indica-
tion of potential damage to tissue, without damage
actually having taken place. The Merskey & Bogduk
(1994) definition will be used to describe the
phenomenon of pain throughout this chapter.

Melzack & Casey (1968) identified three interacting
dimensions relevant to pain: sensory-discriminative,
cognitive-evaluative, and motivational-affective. In
their discussion, Melzack & Casey (1968) described
the sensory-discriminative dimension as the ability
to analyze the pain location, quality, and behavior.
The cognitive-evaluative dimension relates to
the individual’s ability to perceive and evaluate
the pain, and interpret it in light of previous
pain experiences and knowledge about pain. The
motivational-affective dimension refers to the emo-
tional responses of an individual experiencing pain,
and how these influence the response to the pain.

Several neuroanatomical structures are impor-
tant in the recognition and transmission of pain. In
particular, the nociceptors and spinal cord warrant
discussion in the context of this chapter.

NOCICEPTORS

The nociceptive system of the nervous network is
responsible for the sensation, transmission, and per-
ception of pain. Nociceptors respond to stimuli that
damage tissue, or those that have the potential
to damage tissues, and are present in a variety of
body tissues including skin, muscle, joint capsules,
bone, blood vessels, peripheral nerve sheaths,
meninges, and viscera (Galea 2002).

According to Heil & Fine (1999), the process of
nociception involves four components: transduc-
tion, transmission, modulation, and perception.
Transduction refers to the translation of noxious
stimuli into electrical activity at the sensory nerve
endings. During transmission, the transduced elec-
trical impulses are propagated throughout the
sensory nervous system. During the third stage,
modulation, the nociceptive transmission is modi-
fied by a number of neural influences, including
central, cortical, and peripheral sensory inputs.
The fourth process, perception, describes the
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cognitive-emotional experience of pain from the
resultant transduction, transmission, and modula-
tion (Heil & Fine 1999).

The nociceptors usually have a threshold of exci-
tation that is too high to be stimulated by normal
innocuous stimuli. Their main function is to moni-
tor the body for noxious stimuli (Charman 1994).
Activation of the nociceptors, and subsequent input
of nociceptive impulses into the central nervous
system (CNS), ensures rapid, aversive, and non-
conscious reflex responses to noxious stimuli.
Noxious stimuli are carried predominantly by
small-diameter thinly myelinated alpha-delta (A-δ)
fibers and unmyelinated C fibers. The A-δ fibers
conduct activity at 5–30 meters/second and carry
well-localized sensations of sharp pricking pain.
Conversely, the small-diameter unmyelinated C
fibers conduct diffuse pain sensations (e.g., dull, not
well localized, aching, and persistent) at a slower
velocity (0.5–2 meters/second) (Torebjörk & Ochoa
1980).

There are three main types of nociceptors: uni-
modal, bimodal, and polymodal (Charman 1994).
Unimodal nociceptors (predominantly A-δ fibers)
are mechanosensitive or thermosensitive, and
respond to sharp mechanical pressure or tissue
temperatures of 45˚C or more, respectively. The
bimodal nociceptors (mainly A-δ mechano-heat
receptors) also respond to mechanical and thermal
stimulation, or a combination of both (Campbell &
Meyer 1986). The majority of receptors, however,
are polymodal (predominantly C fibers). These
nociceptors respond to strong mechanical stimuli,
as well as noxious thermal stimuli and chemical
stimulation. These three types of nociceptors are
found at the cutaneous (skin) and deeper levels
(e.g., joint structures) (Charman 1994).

Joint nociceptors are located in several joint
structures including ligaments, bone, periosteum,
joint capsule, and the surrounding blood vessels.
Such receptors include those that respond to high
levels of pressure and extreme joint movement,
and those that react to high levels of pressure but
not to joint movement. Inflammation within a joint
(e.g., with various forms of rheumatoid arthritis,
see Chapter 17) activates all joint nociceptors
(Galea 2002). The skeletal muscle nociceptors respond
to a variety of mechanical (pressure, muscle
stretch, or muscle contraction), thermal, and chem-
ical stimuli. The visceral nociceptors respond
to stimuli such as inflammation, tension, and
ischemia (Galea 2002).

SPINAL CORD

In the spinal cord, the unmyelinated C fibers unite
to form a single nerve fiber that enters the periph-
eral nerve sheath before reaching the dorsal root
ganglion. The A-δ fibers travel as individual myeli-
nated fibers to the dorsal root ganglion. When both
of these fiber types enter the dorsal root of the spinal
cord they separate; the myelinated fibers form the
dorsomedial bundle and the unmyelinated fibers
form the anterolateral bundle of the spinal cord
(Figure 11.1) (Fitzgerald 1989).

In the spinal cord, the anterolateral ascending sys-
tem carries information related to pain and tempera-
ture, as well as some tactile information (the dorsal
column–medial lemniscal system carries most of the
tactile information). The anterolateral system com-
prises the spinothalamic tract, the spinoreticular
tract, and the spinomesencephalic tract. There are a
number of ascending nociceptive pathways or tracts
in the spinal cord that transmit pain sensations to the
brain (Smith 1976). In particular, the lateral and ante-
rior spinothalamic tracts receive axons that have
crossed into the gray commissure and transport the
impulses to the thalamus, the point at which they
terminate (Mehler 1962). The spinothalamic tract
relays information related to sharp, discriminatory,
and spatial pain stimuli, predominantly of A-δ ori-
gin. Several more diffuse ascending pathways carry
multisynaptic unmyelinated and thinly myelinated
fibers (Charman 1994).

THEORETICAL PERSPECTIVES AND 
EXPLANATIONS OF PAIN

To implement effective pain management strate-
gies, an understanding of the theoretical perspec-
tives of pain is important. Two widely accepted and
used theoretical conceptualizations of pain are the
gate control theory of pain (Melzack 1986, Melzack
& Wall 1965) and the parallel processing model of
pain distress (Leventhal & Everhart 1979).

GATE CONTROL THEORY OF PAIN

The gate control theory of pain explains pain from a
neurophysiological perspective, and conceptually,
has been described as the most comprehensive and
relevant of all pain theories for understanding
the cognitive aspects of pain (Weisenberg 1999). The
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predominant assumption in the gate control theory
is that the substantia gelatinosa of the dorsal horns
of the spinal cord contains a neural mechanism that
acts as a pain gate (Melzack 1973, 1990, Melzack &
Wall 1965). This gate can increase or decrease (i.e.,
control) the flow of nerve impulses from the periph-
eral nerves of the CNS by using the reciprocal activ-
ity of the large diameter A-β, the small diameter A-δ
and the C fibers. The influence from the cortex, via
the descending pyramidal and extrapyramidal
tracts, can also contribute to the control of nerve
impulses. When the amount of information that
passes through the gate exceeds a critical level, the
neural mechanisms responsible for the pain experi-
ence and control are activated. The A-β fibers can
close the gate by depolarizing the intermedullary
afferent terminals. This reduced effectiveness of the
excitatory synapses decreases the perception of pain
(Figure 11.2)

Melzack & Casey (1968) expanded the gate con-
trol theory of pain by suggesting different systems
for the motivational, affective, and cognitive aspects
of the pain experience. In these modifications,
the sensory-discriminative information of pain

(e.g., location, intensity, duration) is processed by
the neospinothalamic projection, and the unpleas-
ant affect and aversive (motivational) drive results
from activation of the reticular and limbic areas. The
neocortical area of the brain (higher center) can
influence the sensory-discriminative and motiva-
tional-affective systems after evaluating past pain
experience. The modified version of this theory is
shown in Figure 11.3.

PARALLEL PROCESSING MODEL OF PAIN
DISTRESS

The parallel processing model of pain distress
focuses on the psychosocial influences that affect the
pain experience. The model is based on the premise
that pain is processed along two pathways: informa-
tional or emotional (Leventhal & Everhart 1979). The
informational pathway deals with information
including the location, the cause, and the sensory
characteristics of pain. The emotional pathway is
responsible for particular emotional responses to
pain (e.g., avoidance, distress, fear) and a generalized
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state of arousal. Individuals, through their historical
experiences of pain, develop schemata comprising
both informational and emotional components of
painful events. When subsequent episodes of pain
occur, the experience of that pain will be influenced
by aspects of the particular pain schemata that are
activated (Taylor & Taylor 1998). According to
Leventhal & Everhart (1979), the main function of
these schemata in the way pain is processed is in the
selection of what people attend to when experiencing
pain. Their research suggests that when people focus
on informational elements of pain, they experience
less pain than when they focus on its emotional
aspects. This information has important clinical
implications for pain management techniques. It
could be that implementing approaches that distract
people from emotional aspects of pain reduces the
perception of that painful stimulus.

OTHER COMPONENTS IN EXPLAINING PAIN

The definition of pain being used throughout this
chapter (Merskey & Bogduk 1994) highlights both
the physiological and psychological aspects of the
pain. Cognitive appraisals, beliefs, and attitudes can
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Figure 11.2 Schematic representation of the gate control theory
of pain mechanisms: L = large diameter fibers; S = small diameter
fibers; + = excitation; − = inhibition. The fibers project to the
substantia gelatinosa (SG) and first central transmission (T) cells.
The inhibitory effect exerted by the SG on the afferent fiber
terminals is increased by activity in L fibers and decreased by
activity in S fibers. The central control trigger is represented by a
line running from the large fiber system to the central control
mechanisms; these mechanisms, in turn, project back to the gate
control system. The T cells project to the entry cells of the action
system (reproduced with permission from Melzack R, Wall P D 1965
Pain mechanisms: A new theory. Science 150: 971–979. Copyright
(1965) American Association for the Advancement of Science)
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Figure 11.3 Conceptual model of the sensory, motivational and central determinants of pain. The output of the T cells of the gate-
control system projects to the sensory-discriminative system (via neospinothalamic fibers) and the motivational-affective system (via
the paramedial ascending system). The central control trigger is represented by a line running from the large fiber system to central
control processes; these, in turn, project back to the gate-control system, and to the sensory-discriminative and motivation-affective
systems. All three interact with one another, and project to the motor system (reproduced from Melzack R, Casey K L 1968 Sensory,
motivational, and central control determinants of pain: A new conceptual model. In: Kenshalo R (ed) The skin senses. Courtesy of Charles
C Thomas, Publisher, Ltd., Springfield, IL)



influence pain perception, and ultimately, the ways
in which people cope with pain. For example, in
some situations chronic pain can exist without any
clearly defined underlying pathology. It is possible
in such cases, that an individual will believe that
underlying tissue damage is the cause, and reduce
activity levels to avoid further damage to that
tissue. This reduced physical activity may have a
negative influence on the rehabilitation process.

Other psychological processes, such as stress, can
also influence pain. Chapman & Gavrin (1999) sug-
gested that long-term or persistent pain can pro-
mote a stress response producing neuroendocrine
dysregulation, impaired mental and physical per-
formance, fatigue, and dysphoria. Such stress can
also lead to sleep difficulties and postural adapta-
tions. These responses from stress can contribute to
further pain in a cyclical manner.

Several environmental factors can also influence
pain. These include secondary gains, family, and
culture. Although there is a widely held belief that
financial compensation (a particular type of second-
ary gain) can influence the pain experience, the evi-
dence is not strong. Rohling et al (1995) reported,
from a meta-analysis of 32 studies, that compensa-
tion status accounted for only a small proportion
(6%) of the pain experience. Families can also exert
a strong influence over the pain experience. For
example, Unruh & Campbell (1999) reported that
children model pain behavior from their parents.
Further, Sternbach (1986) reported that adults were
more likely to have a variety of musculoskeletal
pain if their parents had severe pain at some point in
their lives. Another factor that can influence pain is
culture. Cross-cultural differences exist in many
aspects of illness prevalence and healthcare usage
(Main & Parker 2000). Although a large number
of studies conducted on cultural differences in
response to pain (e.g., back pain) exist (see Main &
Parker 2000), little research has been carried out on
cultural influences on the perception or experience
of pain (Bates et al 1993). Bernstein & Pachter (1993)
suggested that practitioners should be familiar with
the health beliefs and practices common to cultural
groups they work with, and accommodate such
cultural issues within acceptable medical practice.

CONDITIONING OF PAIN BEHAVIORS

Pain behaviors can be conditioned in several
ways. In basic psychological terms, respondent

conditioning is defined as a learned association
between a neutral stimulus and a reflexive response
as a result of frequent co-occurrences. For example,
when a person with osteoarthritis of the knee expe-
riences an increase in nociceptive input they may
grimace and adopt an antalgic posture. It may be
that, for an individual, walking does not normally
produce pain, but if that individual expects intense
pain as they weight bear in walking they may emit
learned responses such as limping, grimacing, and
protecting the joint. In this case, the pain behavior
that was previously produced only by actual pain in
the knee is now being produced by walking.

Environment factors can also influence pain
behavior. For example, if a person with lumbar
spine pain receives sympathetic attention when
they indicate signs of pain, a particular pattern of
behavior is more likely to develop. In this case
of operant conditioning, the pain behavior is not
only a result of the nociceptive input, but is also a
behavior that is being operantly maintained.

EXPERIENCE OF PAIN

DESCRIPTIONS OF PAIN

Melzack & Dennis (1980) suggested that, tempo-
rally, three different forms of pain can be distin-
guished, and that each of these is associated with
distinct affective states (Craig 1994). These forms of
pain are phasic, acute, and chronic. In addition,
Crue (1983) described subacute pain and recurrent
acute pain. Pain is not always an immediate conse-
quence of injury or illness, and a large proportion of
people report that pain emerges some time after the
injury itself (Wall 1979).

Phasic pain
Phasic pain is of very short duration and suggests
that injury has had an immediate impact (Craig
1994). Phasic pain often involves reactions such as
reflexive withdrawal from the stimulus, non-verbal
and expressive behaviors that are recognizable as
pain to onlookers, and protective movements (Craig
et al 1992). This initial reaction to the stimulus is
subject to modulation dependent on the biological,
physical, and social context in which it occurs.

Acute pain
Acute pain is caused by tissue damage and com-
prises a phasic state as well as a continued tonic
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state that persists until healing takes place (Craig
1994). Such pain is usually self-limited. That is,
when the condition that produces the pain resolves
(including blocking of the input by analgesic
agents), the pain will be eliminated. Acute pain is
most often associated with a well-defined cause
(Elton 1995). Elton (1995) suggested that from a bio-
chemical perspective, acute pain is similar to an
anxiety state, in that excessive sympathetic nervous
system activity occurs, and feelings of anxiety and
fear develop. Weisenberg (1999) reported that the
contradictory findings of the relationship between
pain and anxiety may be accounted for by inconsis-
tencies in definitions of pain between studies, a
variable response bias due to people’s willingness
to complain of pain when anxious, and the moder-
ating role that attention has on both pain and anxi-
ety (Crombez et al 1998). Another complex factor
that healthcare practitioners face when dealing with
pain is that of causality. What needs to be consid-
ered with each individual is whether pain levels are
leading to anxiety, whether high levels of anxiety
are influencing pain, or whether both of these direc-
tional relationships are occurring. Physical and
manual therapists should recognize that anxiety can
be linked to both acute and chronic pain.

Chronic pain
A distinguishing factor in chronic pain is that the
tonic component that begins after the phasic com-
ponent is over can persist long after actual healing
of the injury or illness. Chronic pain can be summa-
rized as constant, persisting long after the initial
injury, and comprising physical, social, and psycho-
logical components. A variety of definitions of
chronic pain have been reported. For example, the
American Medical Association (1988) described
chronic pain as a syndrome in which pain has per-
sisted beyond the normal time of healing, while the
IASP (1986) has referred to chronic pain as one that
is constant or recurring in nature, and that has
endured for longer than 3 months. Despite the vari-
ety of definitions reported in the literature, chronic
pain involves a prolonged time course, with an
increasing likelihood of anxiety, depression, and
social dysfunction as pain continues (Craig 1994). It
is these psychosocial aspects of pain that physical
and manual therapists should be giving more atten-
tion to, and integrating into their treatment and
rehabilitation programs.

Healthcare practitioners often face the difficulty
of deciding when acute pain becomes chronic. This

distinction is often required for third-party insurers
or compensation bodies, and is increasingly being
required for medico-legal purposes. Equally as
important, is the ability to make this distinction for
the purpose of adopting effective approaches to
helping people manage their pain. Although the
term “chronic pain” suggests a temporal difference
to acute pain, other features are important in distin-
guishing the two. Loeser (1996) reported that acute
pain can lead to dorsal horn CNS changes that last
longer than the nociceptive input from the periph-
ery. The affective responses to perceived noxious
stimuli may be related to individual genetics, mood,
interpretation of the meaning of pain, and past pain
experiences (Shipton 1999). Although it is difficult
to clearly delineate acute from chronic, Thienhaus &
Cole (1998) suggested that a telling sign that a pain
problem is chronic is a letter of referral from one
health practitioner to another that starts with an
apology.

A particular aspect of chronic pain that is of
relevance to physical and manual therapists is
depressed mood or even clinical depression.
Symptoms of depression in people with chronic
pain range from minor (e.g., “feeling down”) to
a major depressive episode. Symptoms such as
depressed mood, difficulties in concentration,
appetite changes, sleep disturbances, and loss of
interest in usual activities are common with chronic
pain (Sullivan et al 1995). Despite the large number
of attempts that have been made to explain the
causal relationship between depression and pain,
no definitive model is evident. Biomedical theories,
psychodynamic theories, and theories based on past
experiences have all been suggested. For example,
Eich et al (1990) suggested that pain increases
unpleasant affect, and through this pathway, pro-
motes access to memories and thoughts of previous
unpleasant events. The negative cognitions gener-
ated intensify the negative affect and perpetu-
ate pain. Biomedical theories have suggested that
depression and pain share common biological sys-
tems (Magni 1987). From a psychodynamic perspec-
tive, patients with chronic pain and those who are
depressed both have an inability to modulate
or express intense unacceptable feelings (Beutler
et al 1986).

Subacute pain
Subacute pain refers to pain that is evident regularly
but not on a constant basis (e.g., daily pain over
several weeks) (Crue 1983). From the perspective
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of etiology and nociceptive mechanisms, subacute
pain is similar to acute pain. According to Thienhaus
& Cole (1998), once subacute pain has been present
for greater than 6 months, the likelihood of com-
plete relief is small. They also advocate that
subacute pain responds better to the types of man-
agement approaches used for chronic pain rather
than those used in acute pain.

Recurrent acute pain
Recurrent acute pain has been defined as the acute
exacerbation of peripheral tissue pathology result-
ing from an underlying chronic pathology (e.g.,
headache, degenerative disk disease) (Crue 1983).
Recurrent acute pain refers to discrete acute
episodes that return over time. Whereas a good
example of subacute pain would be daily pain for
several weeks, several time-limited pain episodes
over months or years could be described as recur-
rent acute pain (Thienhaus & Cole 1998).

The predominant reason for distinguishing
between the various types of pain described above
is to allow the practitioner to implement the man-
agement approach best suited to the quality and
quantity of pain.

CLASSIFICATION OF PAIN

Classifying pain is complex, mostly due to the sub-
jective nature of pain and the variety of physical
and psychological presentations that are possible.
Without an accepted and commonly used method
of classifying pain, communication between practi-
tioners is made difficult and open to misinterpreta-
tion. The IASP (1986) developed a pain classification
system that has been of particular use for both
research and clinical purposes. This system classi-
fies pain by topography, organ system, and under-
lying pathology. More specifically, a five-axis
coding scheme is used to describe various elements
of pain.

● Axis I indicates the region of the pain
(e.g., lumbar spine, upper limbs).

● Axis II indicates the organ system involved
(e.g., nervous system, musculoskeletal system and
connective tissue).

● Axis III indicates the temporal characteristics
and pattern of occurrence of the pain (e.g., single
episode of limited duration, continuous or nearly
continuous and non-fluctuating).

● Axis IV pertains to the patient’s statement of
pain intensity and duration since onset (e.g., mild
with a duration of 1 month or less; medium with a
duration of 1 month or less).

● Axis V indicates the presumed etiology
(e.g., inflammatory, trauma, burns, operation).

Axes III and IV are further divided into ten
detailed gradations of severity (assigned numeri-
cal codes), easily allowing pretreatment to post-
treatment comparisons.

By using the IASP classification for chronic pain,
the physical and manual therapist can record
important information on the definition, anatomical
location, main features, associated symptoms, labo-
ratory findings, usual course, and potential compli-
cations for the majority of pain problems. The
system also summarizes information on the physi-
cal and social disabilities, pathology, diagnostic cri-
teria, and differential diagnoses for chronic pain
conditions. Despite the IASP system providing
rich information, it is currently not in wide use
(Thienhaus & Cole 1998). As the IASP system is
based on inclusion rather than exclusion criteria, it
probably has further potential to be used more
widely. After all, pain syndromes are diagnosed by
signs and symptoms that are present, as opposed to
those that are not present. Further information on
the IASP pain classification system can be found
in the original source (IASP 1986).

PAIN THRESHOLDS AND TOLERANCE

Pain threshold has generally been defined as the
point at which a person first reports pain. This point
of pain is usually related to the way in which
people experience pain. More specifically, however,
Melzack & Wall (1996) reported several threshold
points to pain, and suggested that distinguishing
between them for clinical purposes is essential. The
thresholds to pain are sensation threshold, pain per-
ception threshold (lower threshold), pain percep-
tion threshold, pain tolerance (upper threshold),
and encouraged pain tolerance (see Box 11.1).

Research has repeatedly shown that the majority
of people (with normal central and peripheral nerv-
ous systems) have a uniform sensation threshold to
recognize different stimuli (Charman 1994, Large et
al 2002). That is, as stimulus intensity increases, the
majority of people will indicate that they initially
perceive sensation at a common baseline level. It is
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the pain perception and pain tolerance thresholds
that differ between people (Charman 1994, Large et
al 2002). These can vary with mood and motivation,
and across and within individuals.

There are a number of factors such as attention,
depression, anxiety, past experiences with pain, age,
coping skills, and social reinforcement that can
influence an individual’s perception of and toler-
ance to pain (Feuerstein & Beattie 1995, Harsha
1998, McCaffery & Pasero 1999, Melzack & Wall
1996). Despite some research indicating that
increasing age is related to decreased tolerance to a
variety of potentially painful stimuli (e.g., Jensen et
al 1992), Harkins et al (1994) reviewed the literature
and suggested that age does not significantly influ-
ence the sensory-discriminative dimension of pain
experience in healthy older people. They do point
out, however, that older people with health prob-
lems may experience pain in different ways than
their younger counterparts.

Anxiety is another factor suggested to be related
to pain. For example, Choinière et al (1989) found
that in patients with burns, the more anxious they
were, the more pain they reported. Further, support
for the relationship between anxiety and pain
comes from Cipher & Fernandez’s (1997) work with
chronic pain. Harsha (1998) has also reported that
depression lowers pain tolerance, thereby increas-
ing pain perception. This is important clinically
when one considers that the experience of pain over

a prolonged period of time can manifest in depres-
sion, which in turn can lower pain tolerance, setting
up a pain–depression cycle.

A particular population that physical and man-
ual therapists often work with is athletes and those
who participate in sport and physical activity (see
Chapter 16). Some evidence exists that athletes have
higher levels of pain tolerance than non-athletes
(Tajet-Foxell & Rose 1995), and that differences in
pain tolerance exist between participants in differ-
ent sports (Egan 1988). Two general explanations for
higher pain thresholds in athletes than non-athletes
have been suggested. First, the exposure of ath-
letes to physical training and increased fitness
results in higher levels of circulating endogenous
opioids, a factor in reducing pain perception. The
second explanation relates to psychological factors.
Athletes, as part of their training and performance,
explore boundaries in relation to extreme physical
activity and pain experience, giving a perception of
control over the pain–physical activity interface
(Tajet-Foxell & Rose 1995).

Given the variety of factors that can potentially
influence pain, practitioners should be acutely
aware of how to implement interventions that
respect individual differences in pain tolerance, and
work around those differences to target both the
pathology itself, and the individual’s interpretation
of the painful event.

ASSESSMENT OF PAIN

The assessment of pain is something that is not
often performed well in the physical and manual
therapies. McCaffery & Pasero (1999) have sug-
gested that the failure of practitioners to ask their
patients about their pain is probably one of the more
common causes of unrelieved pain. Research has
shown that when healthcare practitioners do not
assess pain or obtain pain ratings from their patients
they are more likely to underestimate pain, particu-
larly when it is in the moderate to severe range
(Larue et al 1997, Zalon 1993). A common miscon-
ception regarding pain is that the best judge of pain
existence and severity is the healthcare practitioner.
As individuals experience pain in different ways,
assessment of pain is central to understanding pain
from the patient’s perspective, and to show treat-
ment effectiveness.

The literature contains a variety of pain assess-
ment methods, and it is up to the healthcare
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Box 11.1 Definitions of the various 
thresholds to pain (Melzack & Wall 1996)

Sensation threshold (or lower threshold)
The lowest stimulus value at which a sensation is
reported

Pain perception threshold
The lowest stimulus at which a person reports that
the stimulation feels painful

Pain tolerance (upper threshold)
The lowest stimulus level at which a person
withdraws from the painful stimulus

Encouraged pain tolerance
The level at which the person withdraws from the
stimulus after encouragement to tolerate higher
levels of stimulation



practitioner to establish the most relevant method
for a given case. Making pain tangible through the
use of assessment tools ensures that pain is under-
stood as important information that can facilitate
rehabilitation (Taylor & Taylor 1998).

Physical and manual therapists predominantly
use patients’ subjective interpretations of their pain
to gauge or measure changes brought about by
intervention and rehabilitation programs (McDowell
& Newell 1996). For a pain assessment method to be
suitable, the method used must have clinical utility,
be valid, reliable, and responsive (Sim & Arnell
1993, Strong et al 2002a). By clinical utility, I mean
that the pain assessment method must be suitable
for both the client and the clinical environment in
which it is being used. Often, this approach means
that it should be relatively quick to administer and
provide information that is useful to the practitioner
in deciding the most relevant form of intervention.
Validity refers to the ability of an instrument to
measure what it purports to measure, thereby
allowing meaningful information to be gained from
the data. Reliability relates to the extent to which
an instrument yields the same measurement on
repeated uses, either by different practitioners
(interobserver reliability) or by the same practi-
tioner (intra-observer reliability). Responsiveness
refers to the capability of detecting relatively small
but clinically important gradations of change.

TYPES OF PAIN MEASURES

There are three types of pain measures: self-report
measures, observational measures, and physiologi-
cal measures. Self-report measures are most often
used in clinical settings because they fit with the
definition of pain as a subjective phenomenon.
These measures include pain scales, pain question-
naires, pain drawings, and pain diaries, and are all
completed by the patient themselves, and thus,
have limited use in certain populations (e.g., young
children, people with impaired communication
skills).

Observational measures involve direct observa-
tion of a patient’s behavior and activity perform-
ance by a healthcare practitioner or someone else
known to the patient. Although such measures take
considerable time, they do relate to functional status
of the individual and can provide important infor-
mation to the practitioner regarding suitability of
certain rehabilitation approaches. Observational

approaches have been shown to be more accurate
for acute pain conditions. In chronic pain, many
behaviors have become habitual and may not repre-
sent dysfunction directly resulting from the painful
stimuli.

Physiological measures include heart rate, pulse,
blood pressure, and muscle tension. Although such
measures are useful, their clinical utility for physical
and manual therapists is somewhat limited, and
there are a variety of other factors than can influence
such measures.

In this section I will focus predominantly on self-
report measures of pain because they are used most
commonly in clinical settings.

MEASUREMENT OF PAIN

A variety of measurements can be used to assess the
degree and quality of pain during rehabilitation.
Some examples include numerical rating scales
(NRS), verbal rating scales (VRS), pain drawings
(Ransford et al 1976), visual analogue scales (VAS;
Huskisson 1983), the McGill Pain Questionnaire
(MPQ; Melzack 1975), and the Short-form McGill
Pain Questionnaire (SF-MPQ; Melzack 1987). A large
number of scales can also be used to measure
responses to pain and the impact of pain. It is not
the intent of this chapter to review each of these
measures in detail, but some of the more commonly
used tools and their applications in the clinical
environment will be highlighted.

Rating scales
VRSs are some of the more commonly used and
extensively reviewed measures of pain (Bolton &
Wilkinson 1998, Sim & Waterfield 1997). VRSs usu-
ally consist of a series of verbal descriptors of pain
ordered from least to most intense (e.g., no pain,
mild, moderate, severe) (Jensen & Karoly 1991).
These scales are scored by allocating a value of zero
to the least intense descriptor, a value of 1 to the next
intense descriptor word, and so forth (Figure 11.4).
Despite their ease of use, however, VRSs lack
responsiveness (Sim & Waterfield 1997).

NRSs are commonly used and comprise a series
of numbers (e.g., 0 to 10 or 0 to 100) anchored by
words such as “no pain” and “extreme pain.”
Patients choose the number that best reflects their
intensity of pain (Figure 11.5). Although these scales
are simple, clear, and efficient, and therefore easy to
use in clinical settings, they lack validity, as they
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represent only a single pain element (e.g., intensity)
(Smith 1999). Adequate reliability has been demon-
strated for both VRSs and NRSs (Melzack & Katz
1999), and Strong et al (1991) found that practition-
ers preferred the use of NRSs (along with VASs)
over several other measures, when assessing
patients with chronic pain. Responses given on
measures like the VRS and NRS do not reflect the
complexity of the pain experience as well as multi-
dimensional pain measures might. McCaffery &
Pasero (1999) have provided translations of NRSs in
a variety of languages that can be reproduced for
use in clinical practice. The languages include
Chinese, French, German, Greek, Hebrew, Italian,
Pakistani, Russian, and Vietnamese, among others.

The VAS most commonly takes the form of a
10 cm horizontal or vertical line that is anchored at
each end with terms representing the minimum
score (e.g., “no pain”) and the maximum score
(e.g., “worst ever pain”) (Figure 11.6). Patients can
rate their pain by placing a vertical mark on the
10-cm line that corresponds to the level of pain
intensity they are experiencing. The VAS is scored
by measuring the distance in millimeters between
this mark and the left-hand end of the scale (in the
case of a horizontal VAS). Strong et al (2002a) sug-
gested that the horizontal scale is preferred in clini-
cal practice. Although the reliability of the VAS has
been shown to be high when repeatedly used on the
same individual (Bowsher 1994, Collins et al 1997),
it measures only a single aspect of pain (e.g., inten-
sity) (Sim & Waterfield 1997). The responsiveness

of VASs is high due to the ability to mark a large
number of points to reflect pain intensity.

VASs are commonly used due to their brevity of
administration and scoring, minimal intrusiveness,
and simplicity (Melzack & Katz 1999, Price et al
1983). VASs can also be used to measure other
aspects of pain. For example, patients could be
asked to rate the unpleasantness of the pain experi-
ence by using a VAS with anchors of “not bad at all”
to “the most unpleasant feeling imaginable” (Price
et al 1987).

Pain drawings
Pain drawings are a simple method by which
patients can indicate on an outline drawing of the
body (front and back) the location and type of pain
they are experiencing (e.g., dull, sharp, aching).
Although researchers have developed scoring
systems based on the total body area in pain
(e.g., Margolis et al 1986, 1988) they have not been
widely used or investigated. Despite poor reliabil-
ity, pain drawings do provide useful information on
location and distribution of pain that can be used
during rehabilitation sessions.

McGill Pain Questionnaire
The MPQ (Melzack 1975) is a multidimensional
measure that includes a numerical intensity scale, a
pain drawing, and a set of descriptor words. The
MPQ is probably one of the most widely used meas-
ures of pain, and can provide valuable information
on the sensory, affective, and evaluative dimensions
of the pain experience. It has been shown to readily
discriminate among different pain problems
(Reading 1984). The MPQ (Figure 11.7) contains
20 groups of adjectives (ranging from two to six
adjectives in each group) divided into four dimen-
sions: sensory, affective, evaluative, and miscella-
neous. Patients are instructed to choose one word
in each category to describe their present pain.
Quantitative scores (pain rating indices) can be
obtained for each of the four dimensions, as well as
an overall or total pain score. The MPQ also con-
tains a pain drawing to record spatial distribution
of the pain and words that describe the temporal
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No pain

Mild pain

Moderate pain

Severe pain

Figure 11.4 A verbal rating scale. The patient is instructed to
mark the verbal description that best represents their pain

0

No pain Pain as bad
as it could be

21 3 54 6 87 9 10

Figure 11.5 A numerical rating scale. The patient is instructed
to mark the numbered vertical line as appropriate

No pain Pain as bad
as it could be10cm

Figure 11.6 A horizontal visual analogue scale for pain
intensity
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Patient’s name

PRI: S
(1–10) (11–15) (16) (17–20) (1–20)

A

BRIEF
MOMENTARY
TRANSIENT

E = EXTERNAL

 I = INTERNAL

COMMENTS:

RHYTHMIC
PERIODIC
INTERMITTENT

CONTINUOUS
STEADY
CONSTANT

__
__
__

FLICKERING
QUIVERING
PULSING
THROBBING
BEATING
POUNDING

__
__
__
__
__
__

__
__
__

__
__
__

E M PRI(T) PPI

Date Time am/pm

McGill Pain Questionnaire

1 TIRING
EXHAUSTING

__
__

11

SICKENING
SUFFOCATING

__
__

12

JUMPING
FLASHING
SHOOTING

__
__
__

2

PRICKING
BORING
DRILLING
STABBING
LANCINATING

__
__
__
__
__

3

SHARP
CUTTING
LACERATING

__
__
__

4

PINCHING
PRESSING
GNAWING
CRAMPING
CRUSHING

__
__
__
__
__

5

TUGGING
PULLING
WRENCHING

__
__
__

6

HOT
BURNING
SCALDING
SEARING

__
__
__
__

7

TINGLING
ITCHY
SMARTING
STINGING

__
__
__
__

8

DULL
SORE
HURTING
ACHING
HEAVY

__
__
__
__
__

9

TENDER
TAUT
RASPING
SPLITTING

__
__
__
__

10

FEARFUL
FRIGHTFUL
TERRIFYING

PUNISHING
GRUELLING
CRUEL
VICIOUS
KILLING

__
__
__

13

__
__
__
__
__

14

WRETCHED
BLINDING

__
__

15

ANNOYING
TROUBLESOME
MISERABLE
INTENSE
UNBEARABLE

__
__
__
__
__

16

SPREADING
RADIATING
PENETRATING
PIERCING

__
__
__
__

17

TIGHT
NUMB
DRAWING
SQUEEZING
TEARING

__
__
__
__
__

18

COOL
COLD
FREEZING

__
__
__

19

NAGGING
NAUSEATING
AGONIZING
DREADFUL
TORTURING

__
__
__
__
__

20

       PPI
NO PAIN
MILD
DISCOMFORTING
DISTRESSING
HORRIBLE
EXCRUCIATING

__
__
__
__
__
__

0
1
2
3
4
5

Figure 11.7 McGill Pain Questionnaire. The descriptors fall into four major groups: sensory, 1–10; affective, 11–15; evaluative, 16; and
miscellaneous, 17–20. The rank value for each descriptor is based on its position in the word set. The sum of the rank values is the pain
rating index (PRI). The present pain intensity (PPI) is based on a scale of 0–5 (reprinted from Pain, 1, Melzack R, The McGill Pain
Questionnaire: Major properties and scoring methods, p 227–299, Copyright (1975), with permission of International Society for the
Study of Pain)



properties of the pain. The MPQ also includes a
present pain intensity (PPI) scale that measures
the pain intensity at the time of completion of the
questionnaire.

The MPQ is a widely used tool in both research
and clinical settings and has been translated into
several languages. It has good clinical utility in
identifying the many qualitative features of a per-
son’s pain. The reliability and validity of the MPQ
are well established (see Melzack & Katz 1999). In
relation to clinical utility, the MPQ usually takes up
to 10 minutes to administer (Melzack 1987). Hence,
many people have sought a shortened version for
more regular use.

Short-form McGill Pain Questionnaire
The SF-MPQ (Melzack 1987) (Figure 11.8) incorpo-
rates elements of the MPQ but allows for a quick
and simple gathering of pain data. The SF-MPQ has
three components: a descriptive component, the
PPI, and a VAS. The descriptive component con-
tains 15 descriptors (11 sensory and four affective)
that patients rate on an intensity scale (0 = none,
1 = mild, 2 = moderate, and 3 = severe). The PPI is
the same as that used in the MPQ (see above),
and the VAS is anchored by the terms “no pain” and
“worst possible pain.” The PPI and VAS are
included to provide indices of overall pain inten-
sity. The SF-MPQ has been shown to be highly cor-
related with the sensory, affective, and total pain
rating indice scores of the MPQ (Melzack 1987),
and is highly sensitive to clinical changes brought
about by various therapies (Melzack & Katz 1999).
High content validity has also been demonstrated
for the SF-MPQ (Melzack & Katz 1992). Using a
VAS in this questionnaire has been shown to
enhance the test–retest reliability beyond that of the
MPQ (Bowsher 1994).

Measuring responses to pain
An individual’s response to pain depends on
several factors including psychological states and
traits, previous experience with pain, and cultural
practices. Therefore, when evaluating pain it is
often necessary to assess attitudes to pain, coping
strategies, pain beliefs, and pain self-efficacy.
Although this chapter does not contain a review of a
large number of questionnaires that can assess com-
ponents of pain responses, Strong et al (2002a) sum-
marized many measures (Table 11.1). Readers can
source further details on each questionnaire from
the original references.

MANAGEMENT OF PAIN

Management of most forms of pain is complex and
usually comprises several forms of therapy or
interventions being used concurrently. Often, com-
binations of physical and manual therapies, phar-
macological treatment, and cognitive behavioral
interventions are used. Given that each pain experi-
ence can be influenced by a variety of factors, it is
important to focus more broadly than just the pre-
senting signs and symptoms. Consideration of the
impact of pain on the individual and all aspects of
their lives is integral to successful rehabilitation and
pain management.

This section will outline some guiding principles
of approaches to managing pain. Specific chap-
ters of this book cover particular psychological
approaches that can be used for pain management
and readers will be referred to those chapters where
appropriate. Readers are also referred to Weiner
(1998a, 1998b) for a more detailed account of pain
management.

PHYSICAL AND MANUAL REHABILITATION
THERAPIES

Although it is not the intent of this chapter to cover
specific physical and manual therapy techniques
that can be used to manage pain, it is important to
note that the amount of time spent on such interven-
tions allows the integration of more psychological
approaches into overall management strategies.
Many patients who consult physical and manual
therapists do so because of a pain complaint. For
example, rarely does a patient present complaining
of poor gait biomechanics, but rather, they will pres-
ent with knee and back pain that, upon assessment,
is linked to poor biomechanical sequencing of their
gait. The physical therapist will probably attend to
both the presenting pain, and the underlying cause
of that pain, as well as the broader impact that the
pain can have on their lives.

The typical modalities that physical and manual
therapists use in managing pain include electro-
physical agents (e.g., transcutaneous electrical
nerve stimulation, a variety of thermal agents,
several electrical modalities), manual techniques
(e.g., joint mobilization and manipulation, soft
tissue massage), exercise, and interventions that
change movement patterns thought to provoke pain
(for a general review of these approaches to
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Patient’s name

THROBBING

SHOOTING

STABBING

SHARP

CRAMPING

GNAWING

HOT-BURNING

ACHING

HEAVY

TENDER

SPLITTING

TIRING-EXHAUSTING

SICKENING

FEARFUL

PUNISHING-CRUEL

Date

Short-form McGill Pain Questionnaire
Ronald Melzack

NO PAIN
MILD
DISCOMFORTING
DISTRESSING
HORRIBLE
EXCRUCIATING

PPI
_____
_____
_____
_____
_____
_____

0
1
2
3
4
5

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

0) _____

NONE

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

1) _____

MILD

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

2) _____

MODERATE

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

3) _____

SEVERE

No pain Worst possible pain

Figure 11.8 The Short-form McGill Pain Questionnaire. Descriptors 1–11 represent the sensory dimension of pain experience and
12–15 represent the affective dimension. Each descriptor is ranked on an intensity scale of 0 = none, 1 = mild, 2 = moderate, 3 = severe.
The present pain intensity (PPI) of the standard long-form McGill Pain Quesionnaire and the visual analogue scale are also included to
provide overall pain intensity scores (reprinted from Pain, 30, Melzack R, The Short-form McGill Pain Questionnaire, p 191–197,
Copyright (1987), with permission of International Society for the Study of Pain)



pain management see Weiner (1998a, 1998b) ). What
is important in relation to these approaches, is that
psychological techniques can be taught and used
with patients while these more physical techniques
are being used. For example, if a patient is receiving
some form of heat or electrical treatment, time
would be well spent on relaxation techniques to

reduce pain or imagery to distract the person from
painful stimuli.

Manual therapy techniques (e.g., joint mobiliza-
tion and soft tissue massage) are often used by
healthcare practitioners. Some of these techniques,
despite best intentions of practitioners, are uncom-
fortable or even painful when being administered.
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Table 11.1 Commonly used evaluations for pain responses (adapted from Strong et al 2002a with permission from
Churchill Livingstone)

Assessment Style Psychometric status Utility

Fear-avoidance beliefs Self-report 16 items on a Only the initial study so far, To measure fear-avoidance 
questionnaire single page however this showed good beliefs about work and physical 
(Waddell et al 1993) reliability, and a relatively activity, specifically for patients 

stable 2-factor structure with low back pain

Movement and pain Ten items on a 10-point Correlations between 7 of Assesses self-efficacy 
predictions scale (MAPPS) rating scale with sequential the self-efficacy responses expectations, pain response 
(Council et al 1988) drawings of particular and actual movements expectancies and the reason for 

movements not completing the movement

Survey of Pain Attitudes – Self-report (57 items) Internal consistency, Assesses seven beliefs which 
Revised (SOPA-R) 5-point Likert scale discriminant validity, may affect long-term 
(Jensen & Karoly 1991) construct validity, and factor adjustment to chronic pain

structure are all adequate Is of most value for chronic low 
back pain

The Guage Self-report 27 items on a Has shown good internal Assesses the person’s 
(Gage et al 1994) 1–10-point Likert scale consistency and test– confidence in their ability to do 

retest reliability a range of basic activities at 
Convergent validity home, without help
supported

Illness Behaviour Seven scales to assess abnormal 
Questionnaire (Pilowsky & illness behavior in chronic pain 
Spence 1983) and other conditions where the 

patient’s response may appear 
discrepant to the physical 
pathology. This is widely used

Coping Strategies Self-report To determine the use of 
Questionnaire cognitive and behavioral coping 
(Robinson et al 1997) strategies used to deal with pain

This is widely used

Pain Beliefs and Self-report Some debate about whether This tool has some usage, but 
Perceptions Inventory Has 16 items it has 3 or 4 valid subscales not as broadly as the SOPA-R
(Williams & Thorn 1989)

Pain Self-Efficacy Self-report on a 10-item Internal consistency and Developed specifically for 
Questionnaire (PSEQ) questionnaire, using a test-retest reliability chronic pain
(Nicholas 1994) 7-point scale acceptable To rate confidence in 

Support for construct and performing activities despite 
concurrent validity pain



This pain can potentially cause reflex muscle con-
traction that contributes to further pain from the
techniques. It stands to reason, that cognitive skills
such as relaxation, imagery, and dissociation could
be used to reduce the pain during these facets of
rehabilitation.

Exercise is commonly used in the physical and
manual therapies and plays an important role in
the management of long-term or chronic pain
(Carabelli et al 1998). Aside from the evidence avail-
able for the physical benefits of exercise in patients
with pain (e.g., muscle strength, muscle endurance,
flexibility, changes in body composition), exercise
is important in improving several psychological
aspects of pain. For example, Bahrke & Morgan
(1978) suggested that exercise distracts people from
stressful stimuli (e.g., pain). Another suggestion
indicates that people assess their self-efficacy in
physical activities by using levels of fatigue, fitness,
and pain. Therefore, as fitness increases through
exercise, feelings of pain and fatigue will reduce,
and self-efficacy should be increased resulting in
a further desire to continue exercise (Petruzzello
et al 1991).

Another important area of pain management is
the use of pharmacological agents. To improve the
effectiveness of this form of therapy, patients need to
be adherent to medication regimes. Chapter 4 out-
lines the various psychological factors that can
influence adherence to health and rehabilitation pro-
cedures, many of which can be applied to the use of
pharmacological therapy. These include self-efficacy
and self-motivation, and should be considered by
healthcare practitioners when establishing the most
comprehensive approach to pain management.

COGNITIVE BEHAVIORAL THERAPIES

Physical and manual therapists (in addition to
many other healthcare practitioners) are becoming
increasingly aware of psychosocial factors that
influence injury and illness, and are enhancing their
management skills by adding a psychological
dimension (see Chapter 1). Due to their work, phys-
ical and manual therapists are in ideal situations to
provide some form of basic psychological assistance
to aid the rehabilitation process (Kolt 2000, Ninedek
& Kolt 2000). Given that pain, and particularly
chronic pain, has psychosocial elements, knowl-
edge of managing pain from a cognitive behavioral
perspective may be useful. I am not suggesting that

physical and manual therapists perform the work of
psychologists, because such factors would clearly
be crossing professional and ethical boundaries.
Rather, physical and manual therapists should be
integrating basic cognitive behavioral skills into
their approaches to treatment and rehabilitation,
and be able to recognize more significant issues
that need to be referred to a psychologist for
management.

Psychological approaches to pain management
focus predominantly around cognitive behavioral
techniques (CBTs) (see Chapter 8). CBTs are tech-
niques that address patients’ cognitions (thought
processes) and behaviors. Techniques often used
include those aimed at reducing pain, those that
change a patient’s focus on their pain, and those
that teach people how to cope with pain. I strongly
emphasize the education of patients about their
pain and injury or illness. As physical and manual
therapists, that is something we do well, but should
be further enhanced using cognitive behavioral
principles.

Turk & Okifuji (1999) suggested that the cogni-
tive behavioral approach to pain management is
based around the following five assumptions.

1. People are active processors of information
and not passive reactors.

2. Thoughts can influence mood, affect physio-
logical processes, can serve as an impetus for behav-
ior, and can have a variety of social consequences.
The converse can also occur: that is, mood, physio-
logical changes, environmental factors, and behavior
can influence cognitive processes.

3. Behavior is reciprocally determined by both
the individual, and environmental factors.

4. Individuals have the ability to learn more
adaptive ways of thinking, feeling, and behaving.

5. Individuals should be active and collaborative
in changing their maladaptive thoughts, feelings,
and behaviors.

There are a number of common features in differ-
ent psychological approaches used in managing
pain (Turk & Holzman 1986). The features are:

● encouraging the patient to reconceptualize their
pain

● instilling optimism
● individualizing the treatment to the patient and

their needs
● encouraging the patient to play an active role

(and take some responsibility) in the treatment
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● encouraging patients to actively participate in the
intervention

● encouraging self-efficacy in the patient
● having the patient acknowledge their successes in

the rehabilitation.

These are all approaches that physical and man-
ual therapists are taught and that can be integrated
with the other more physical techniques that they
use in practice.

A brief summary of some CBTs and other psy-
chological techniques that can be useful in the man-
agement of pain follows. More detailed information
on the use of these techniques can be found
in Chapter 8 (Cognitive and behavioral interven-
tions), Chapter 9 (Relaxation techniques), and
Chapter 10 (Imagery). As suggested above, the
management of pain usually works best with
several forms of therapy being used concurrently.

Pain reconceptualization
Reconceptualizing pain from being vague, undiffer-
entiated, and overwhelming to being addressable,
manageable, and controlled is an important feature
of cognitive behavioral approaches. Education of the
patient on the basis and causes of pain, and the treat-
ment and rehabilitation program is an important part
of reconceptualization. Reconceptualization encour-
ages a change in perception of pain (from one that is
predominantly sensory) to a more broader view with
cognitive, affective, and socio-environmental factors
considered as contributors to the experience of pain
(Turk & Okifuji 1999). This approach can provide
patients with better control over aspects of their lives,
even if the pain itself is not eradicated.

Relaxation
A large number of relaxation techniques have been
reported in the literature (see Chapter 9). One
approach is to use relaxation techniques that target
muscular relaxation (e.g., progressive relaxation,
Jacobson 1938). This is based on the premise that
pain can elicit muscle tension, that in turn, restricts
blood flow and further increases pain (Cousins &
Phillips 1985). Progressive relaxation involves sys-
tematically relaxing major skeletal muscle groups
by firstly recognizing the muscle tension that is
present (by contracting the muscles), and then by
relaxing that muscle group. As the individual
becomes more familiar with the technique, they can
simply relax muscle groups from whatever condi-
tion it is in at rest, rather than having to contract

muscle groups first. This point is important given
the divided opinion on the value of muscle contrac-
tion before relaxation (Lucic et al 1991, O’Bannon et
al 1987, Payne 2000). When working with people
with pain, it is important to monitor that the level of
muscle contraction used in the exercise does not
aggravate symptoms of pain (both at the time of the
exercise and later).

Benson’s relaxation response (Benson 1975) is
another commonly used technique. This technique
is based on the suggestion that there are four com-
mon elements underlying the elicitation of a relax-
ation response: a quiet environment, which allows
for the reduction of external distractions; adopting a
comfortable position to reduce undue muscular ten-
sion; having an object to dwell on, such as the repe-
tition of a word; and adopting a passive attitude
that includes emptying all other thoughts from the
mind, and allowing distracting thoughts that do
return to pass by while returning to a highly
focused state. The relaxation response involves a
focus on breathing, repetition of a word in time with
breathing, and in more recent adaptations, imagery
that focuses on an object that moves in time with
the person’s breathing (Kolt & McConville 2000).
Wallace et al (1971) suggested that the relaxation
response works by reducing the sympathetic
nervous system activity that can accentuate pain.
Aspects of this relaxation technique can act as dis-
tractions, drawing focus away from the pain and
onto the more pleasant feeling of relaxation. The
technique also provides a greater sense of control
over pain and a reduction in the negative emotions
associated with the pain and injury (Taylor &
Taylor 1998).

For a more detailed account of similar relaxation
techniques refer to Chapter 9 and Payne (2000).

Imagery
A variety of types of imagery have been used
in healthcare (see Chapter 10), and specifically in
pain management. Imagery of pleasant situations,
guided by either a practitioner or by the patient,
is an internal dissociative strategy that has been
shown to be effective in reducing pain in medical
and sport settings (Whitmarsh & Alderman 1993).
Imagery generally involves a patient imagining
themselves in a relaxing environment (i.e., one that
has a relaxing meaning to that person), and focusing
on how it feels to be in that environment. This form
of imagery encourages the distracting of the patient
from pain. A number of types of imagery have also
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been developed and used for pain management
(Ievleva & Orlick 1999) where patients imagine the
pain being washed away or see “cool” colors sooth-
ing and reducing any inflammation and pain that
may be present. Ievleva & Orlick (1999) presented
some examples including imagining cool blue
colors running through the painful area, imagining
the pain exiting the body, and imagining a cold ice
pack over the painful area. For a more detailed
account of imagery techniques refer to Chapter 10.

Association and dissociation
Association involves having patients focus their
attention on their pain. As strange as this sounds
(given the variety of distraction methods used in
pain management), Taylor & Taylor (1998) sug-
gested that such techniques allow patients to use
their pain to learn the extent to which they can push
themselves in rehabilitation. Heil (1993) suggested
that association methods can increase perceptions
of control over pain, heighten body awareness, and
encourage a sense of emotional detachment. This
emotional detachment can, in turn, act to separate
the sensory aspects of pain from its physical
presentation.

Dissociative strategies have also been recom-
mended in pain management. Such strategies
involve directing a patient’s attention away from
the pain to make it more manageable (Fisher 1999).
A variety of distraction methods can be used includ-
ing exercise, relaxation techniques, or listening to
music. Fisher (1999) suggested that dissociation
strategies are more effective for increasing pain

threshold than are associative strategies. An obvi-
ous clinical implication of this strategy is to prepare
patients for painful aspects of treatment.

Self-efficacy
Improving self-efficacy is another method com-
monly used in pain management. Self-efficacy
refers to the conviction that one has about being
able to successfully execute the behavior required to
produce a certain outcome (Bandura 1977). For
example, for a person with pain from osteoarthritis
of the knee, self-efficacy would relate to their belief
that they can do something about the pain. The
encouragement of higher levels of self-efficacy
by the physical and manual therapist should be
an underlying aspect of all communications with
patients during treatment and rehabilitation.

SUMMARY

Managing pain is complex. Pain is a subjective expe-
rience, and two people with the same presenting
injury or illness could experience and report pain in
vastly different ways. An understanding of the
mechanisms of pain and how pain can influence
rehabilitation and other areas of people’s lives is
integral to effective rehabilitation. The pain manage-
ment techniques outlined in this chapter have their
place in the clinic and at home. The strong message
in the extensive pain management literature is that
to be effective, pain management should combine
both physical and psychosocial techniques.
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INTRODUCTION

Saying goodbye is not a moment, it’s a process. It’s an
echo down canyon walls and into the depths of caves,
magically vibrating the air for years to come and
coming back to us in waves, often when we least
expect it.

(Chance 1987, p 21)

The ultimate goal of therapy is to restore individu-
als to autonomous functioning. Termination of
treatment, the gateway to autonomous function-
ing, is a critical, yet often neglected, phase in ther-
apy (Kramer 1990, Weddington & Cavenar 1979). It
involves the process of ending a relationship, the
breaking of a bond between a client and therapist
in which intimate details of the client’s physical
and psychological functioning may have been
shared. Care and attention is warranted when end-
ing therapeutic relationships that have fostered
any degree of attachment. The management of
termination is especially important if therapy has
been long term, involved elements of psychologi-
cal counseling, or if the client has difficulty ending
relationships. This chapter focuses upon the end or
“termination phase” of treatment in the physical
therapies, describes the process of structuring a
good ending, and provides guidelines for navigat-
ing the complex web of feelings that can emerge
in termination for both client and therapist. The
overall aim of the chapter is to describe best prac-
tices for terminating therapeutic relationships
(e.g., between physical therapist and client) in the
most salubrious manner. In this chapter, the term
therapy refers to the wide variety of physical
therapies covered in this book.

Chapter 12

Terminating the therapeutic
relationship
Lynda M. Mainwaring
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TREATMENT AND DISCHARGE PLANNING 
(THE PROCESS)

The process of any therapy involves a beginning,
middle, and end phase. Well before treatment ends,
therapists or treatment teams establish plans for
discharging clients from care. These are thoughtful
exercises that integrate physical, psychological, and
social considerations for future management of
cases. The therapist focuses upon planning the
details of discharging the client, bringing treatment
into the termination phase, and working toward the
final session that terminates treatment. Once plans
are outlined, they are discussed with clients for their
input. This facilitates client participation in treat-
ment/discharge and ensures that therapeutic rela-
tionships do not end abruptly. The transition from
the middle phase of treatment to the termination
phase prepares the client for the end of treatment
and the end of a partnership. During the termina-
tion phase a client comes face to face with the reality
that the supportive relationship developed through
consultation will end soon. Figure 12.1 identifies the
process of therapy with an emphasis on the process
of termination, which will be described in the
sections to follow.

TREATMENT GOALS AND EXPECTATIONS:
THE BEGINNING OF A GOOD ENDING

A good ending to therapy starts with a good begin-
ning. The foundation upon which the entire therapy
process and the gateway to autonomous function-
ing are built is the beginning of treatment. From the
outset, clear goals and expectations need to be
established. Once the initial intake has identified
the presenting problem, the treatment team or treat-
ing therapist, prepares a treatment plan and dis-
cusses it with the client. Treatment goals are most
effective when established in conjunction with the
client (Bassett & Petrie 1999, Cott & Finch 1990,
Gilbourne & Taylor 1998, Wiese & Weiss 1987).
Open communication about the goals and process
of therapy provides direction and helps to create a
trusting relationship. Not only does this help build
rapport, but removes the uncertainty associated
with the initiation of therapy by informing the client
of the anticipated course and direction of treatment.
Uncertainty can be distressing for clients and the
more informed they are about the injury or illness,
the course of treatment, and the expected outcome,
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Intake

Treatment phase

Assess
discharge
readiness

Discharge and termination plan

Termination phase

Termination

• Problem formulation
• Diagnosis

Treatment plan
• Treatment goals
• Termination guidelines
• Predetermined timeframe
• Estimated length of treatment

• Rapport building
• Goal setting
• Treatment process
• Working through issues

• Identify progress and achievements
• Step-down and termination goals
• Determine termination date
• Follow-up scheduled as needed

• Recapitulate accomplishments
• Step-down protocols
• Awareness of transference and
  countertransference
• Work through concerns/conflicts
• Countdown to termination

• Wrap up
• Validate relationship
• Leave door open
• Identify follow-up date as
  needed

Figure 12.1 Components of the termination process in therapy



the better they can learn to adjust and cope with their
current circumstances. Unambiguous goals provide
benchmarks for progress, the pinnacle of which is
termination. Clear goals create positive expecta-
tions about goal attainment. Information about
what to expect from treatment and its estimated
time course sets the stage for future discussions
about bringing treatment to an end. Negative end-
ings typically start prior to the termination phase of
therapy; they do not suddenly occur but originate in
the early or mid-phase of therapy (Kramer 1990).

DISCHARGE PLANNING

Discharge planning is initiated once the therapist,
client, or treatment team decides that the client
is approaching termination – the time that reg-
ular treatment sessions are no longer needed.
Typically, treatment goals are within reach, or the
client is clearly not benefiting from treatment such
that an alternate form of treatment or termination is
appropriate. Often, clients recognize that it is time to
modify the treatment schedule, and they themselves
raise the topic with their therapists. Regardless of
who broaches this topic first, client input into dis-
charge planning is an important part of a successful
termination. In a multidisciplinary setting, the treat-
ment team meets and discusses the client’s progress
or future management needs. A plan is outlined and
discussed with the client by the person responsible
for the case. Independent practitioners would assess
the client’s status, progress, and future needs to
determine the course of the discharge plan, which is
then discussed with the client. Clients involved in
lengthy rehabilitation programs have usually estab-
lished therapeutic and supportive relationships with
their therapists. Often therapists provide psycholog-
ical support and are recognized by their clients as
critical social support providers during rehabilita-
tion (Mainwaring 1999, Udry 1996). It is important,
especially for long-term cases, to gradually adjust
the treatment schedule so that an abrupt ending
is avoided. Gradual tapering of treatment ses-
sions serves an important psychological step-down
function in the termination process.

Step-down goals
An integral component of the discharge plan and
the termination phase is the timeline that explicates
target goals, dates, and a tapered schedule of
treatment. This information provides both the client

and the therapist with clear directions of the course
of treatment and a firm but flexible end date. Setting
target dates for reducing and ending treatment pro-
vides clients with additional markers for success.
For example, a specified date, along with an observ-
able increase in range of motion (ROM), resumption
of activities of daily living (ADLs), less time in treat-
ment, and increased time for independent function-
ing helps the move toward termination in a positive
manner. Figure 12.2 presents an example of a termi-
nation goals worksheet that a therapist and client
can prepare together. Such worksheets offer thera-
pists an opportunity to chart target goals, dates, cri-
teria, and potential concerns. The timeline provides
the client with hope about moving forward, reach-
ing a new level in the recovery process, and gaining
resumption of normal ADLs. The identification of
a termination date makes the upcoming ending
“more real” (Firestein 2001) and may stimulate
affective reactions such as grief, sorrow, depend-
ency, and insecurity that can lead to treatment
relapse (Firestein 2001, Teyber 2000). The therapist
must always be alert to new emerging problems,
an exacerbation of symptoms, or a regression of
progress. Step-down goals establish a gradual pro-
gression towards the end of treatment that provides
an opportunity for the client to feel comfortable with
ending the therapeutic relationship. This tapering
may also include adjustments to treatment protocols
or interactions. The client may spend time working
independently on specific tasks in the clinic and
applying a particular modality on their own. This
behavior helps promote client confidence and inde-
pendent execution of rehabilitation exercises that
assist with the progression toward termination.
Tapering and modifying goals allow therapists to
assess client reactions to the upcoming termination.

Discharge and termination goals
The discharge plan confirms or modifies the out-
come goals mutually agreed upon in the treatment
plan at the commencement of therapy. The goals
may be physical, psychological, social, or any com-
bination thereof. These goals address the desired
outcome, the number of scheduled visits prior to the
last treatment session, the nature of follow-up visits,
maintenance exercises, and routines to be followed
after discharge. In keeping with the recommenda-
tions from the goal setting literature (see Chapter 8),
goals for the termination phase of treatment
should also be specific, measurable, attainable,
realistic, time-targeted, evaluated, and recorded
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Date initiated:
Client:
Therapist:
Physical diagnosis:
Surgery date:

April 15th
D.M. – Elite athlete
J.J.
ACL tear
February 15th (reconstruction)

Goals/concerns Target
date

Criteria Concerns

Discuss termination
(client concerned)

April 15th Full range of
motion
8/10 strength

Pain
Nightmares

Reduce appointments
(3–4 sessions/week)

April 20th Full range of
motion
Good strength
Adherence to gym
exercises

(2 sessions/week) June 30th Sufficient
motivation to
comply with home
and gym exercise
protocol

Modify treatment
     Increase
     independence
     Increase home
     exercises
     Consult
     psychologist
     Provide relaxation
     tape

May 1st Assess fear of re-
injury
Motivation and 
adherence

Fear
Hesitation
with dynamic
movements

Strength assessment May 15th 8/10 muscle
tone/mass
8/10 thigh
circumference

Watch over-
exertion
Hesitation

Pivot and stop June 15th Strength and
mobility

Return to full activity
(resume contact
sports)

July 1st Strength and
function
No nightmares

Termination July 15th Full function and
strength
Full pivot and stop
8/10 confidence

Follow-up
(3-month if warranted)

Sept 30th

Figure 12.2 Example of a terminations goals worksheet



(SMARTER), to be the most effective. Both short-
term and long-term outcome goals can be estab-
lished as well as process-oriented goals. For
example, a client who has undergone anterior 
cruciate ligament reconstruction may be told that
increased strength, as measured by muscle tone and
number of completed front lunges, is necessary
prior to reducing rehabilitation sessions (termina-
tion phase outcome goal), and that full stopping,
starting, and pivoting capabilities are necessary
before rehabilitation is over (termination goal). The
therapist can also set process-oriented goals such as
suggesting that the client focus on the movement
quality of flexion and extension exercises, or that
visual or kinesthetic imagery is added to the exer-
cise protocol. Communication of such information
provides the client with direction, assists in estimat-
ing his or her progress, and offers clear information
on when termination of treatment, and thus recov-
ery, is likely to occur. As with all goals, there needs
to be sufficient flexibility to accommodate individ-
ual variation in progress.

Setting termination goals can create both anxiety
and hopeful anticipation. End of rehabilitation, for
some, means the resumption of normal ADLs.
Adhering to therapy can be an intrusive and frus-
trating event that clients are only too happy to end.
Many look toward the end of therapy with great
anticipation and relief. For others, raising the
prospect of termination can evoke myriad negative
emotions. In moving treatment into the termination
phase, the therapist needs to be aware that the
client’s physical and psychological readiness for
discharge may be at conflict. When discussing
termination goals, it is a good idea to observe and
record a client’s response. Like treatment goals, dis-
charge and termination goals should be clear and
obtainable. In order to set obtainable termination
goals that address both the physical and psycho-
social domains of functioning, therapists need to be
aware of the kinds of psychological events that war-
rant special attention and have the knowledge to
address them. For example, if a client is intensely
self-conscious of a disfigurement from a severe burn
injury, the therapist will want to make a referral to a
psychologist or psychiatrist prior to termination.
Alternatively, in consultation with a psychologist,
the therapist can proceed in one of two ways:

● set step-down goals that incorporate a systematic
desensitization program to alleviate the cosmetic,
or social anxiety prior to discharge, or

● conclude that this particular client would benefit
from having her feelings validated and then pro-
vide her with practical strategies to manage the
feelings along with any adaptive devices that she
may need.

WHEN SHOULD THE RELATIONSHIP
BE TERMINATED?

“Try as we may to find the optimal moment for ter-
mination, there is always something arbitrary about
every ending” (Bergmann 1988, p 137). There is
never a perfect recipe for termination of any thera-
peutic relationship. Whether explicit or implicit,
therapists usually have their own guidelines to help
them decide when to terminate treatment. For treat-
ment that involves strictly short-term physical or
manual therapy, therapists are guided by the inter-
play of their professional training and experience,
and the client’s response to treatment. Nevertheless,
the treatment is conducted within the context of an
interpersonal relationship and requires attention to
psychosocial issues. Many professional therapy
associations such as the American Physical Therapy
Association explicitly state that the psychological
well-being of clients falls within the purview of
physical therapy (American Physical Therapy
Association 1995). For psychologically focused ther-
apy, or manual therapy where psychological sup-
port is an integral component, therapists are best
guided by client-centered therapeutic objectives
that are based on mutual agreement and involve
more than the restoration of anatomical structure
and function.

The therapist’s training and experience informs
decisions about the course of treatment and what
needs to be accomplished. Therapists’ objectives for
treatment and termination may be quite different
from those of their clients. Consequently, the thera-
pist and the client need to work together in a mutu-
ally respectful way to gain a consensus of treatment
direction and goals. In the event that clients believe
that the therapist’s objectives for termination are
unreasonable, or not in line with their own, they
probably will not agree or comply with the plan.
Therefore, it is important to understand the client’s
perspective on treatment and work toward a
mutually manageable schedule for ending therapy
favorably.

The client may have specific objectives for
therapy depending on the nature of the presenting
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problem and the client’s history of injury and treat-
ment. In such cases, treatment and termination
goals need to be negotiated by reference to the
client’s perspective (not necessarily in agreement
with their perspective, but in consideration of it). If
the client’s needs are ignored, adherence to treat-
ment will be affected no matter how scientific and
evidenced-based the treatment plan is. Termination
may then be unsettled for both the client and the
therapist.

Termination criteria
It is difficult for therapists to establish strict termi-
nation criteria for ending therapy because of the
large number of variables that need to be consid-
ered. All clients and their respective circumstances
differ so that the criteria for terminating therapy
with one client naturally differ to those from
another. Even so, there are some commonalities
across therapists and clients with respect to deci-
sions about ending treatment. Kramer (1990) exam-
ined therapist and client criteria for termination in
psychotherapy. He identified similar criteria for ter-
mination used by therapists and clients. Over 50%
of therapists reported using “global improvement”
as a termination indicator; that is, they judged
their clients to be “doing much better,” “greatly
improved in all areas,” or “handling life well”
(p 50). The second most frequently used criteria by
therapists were “specific intrapsychic or internal
improvement factors . . . and specific external or
observable improvement factors” (Kramer 1990,
p 50). These relate to factors such as improved self-
esteem or resolution of internal conflict, and the
resumption of work or ability to engage in a healthy
relationship. Other criteria included the assessment
of the cost/benefit ratio: the therapist or the client
independently assessed whether the resources
(time, effort, and money) spent on therapy were
beneficial. Interestingly, only a small percentage of
therapists identified a reduction in the presenting
problem as instrumental in terminating decisions.

Client decisions about termination have been
reported to focus primarily on global improvement
factors (e.g., feeling better) that were sometimes
gauged by “specific external or internal factors”
(Kramer 1990). The other main criterion was some
form of cost/benefit analysis: would treatment con-
tinue to make a difference, and can I afford it rela-
tive to my financial resources or the emotional
investment? A few clients registered dissatisfaction
with treatment or the therapist, and a few stated

financial cost alone (regardless of a cost/benefit
analysis) motivated them to end psychotherapy.

In order for both the therapist and the client to
proceed with a clear picture of how the therapy pro-
gresses and ends, objective, clear, realistic, and
mutually agreed upon termination criteria should be
established at the beginning of treatment (Kramer
1990). Once in the termination phase, “the single
most important guideline for negotiating a success-
ful termination is to unambiguously acknowledge
the reality of the ending” (Teyber 2000, p 297).
Experienced practitioners usually gauge readiness
to end therapy by reference to criteria in one or more
of four general categories: symptom relief, intuition,
improved physical and behavioral functioning,
or improved psychological functioning.
Symptom relief Therapists, especially those who
work within a therapeutic framework that is struc-
tured, short-term, and goal-oriented, may decide to
terminate the therapeutic relationship based on res-
olution of symptoms. Therapists may observe, or
clients may communicate, that their symptoms
have resolved, reduced, or are more manageable.
For longer-term therapy that addresses more
involved psychological issues, several authors in
the psychoanalytic literature agree that symptom
relief can be a clear sign that termination is
approaching (Epstein 1980, Siporin 1975).

Generally, new symptoms do not arise in the
termination phase. However, an exacerbation of
symptoms can occur in cases in which there are
underlying conflicts about leaving therapy. For
example, if a client recognizes that ending treatment
means losing insurance benefits and returning to a
job that he dislikes or in which he was injured,
he may experience a recurrence of psychological
symptoms (e.g., elevated anxiety) he experienced at
postinjury and during the early phase of treatment.
Therapists should not automatically presume that
this is a case of malingering. In traumatic injuries,
there is often anxiety about returning to the site
where the injury occurred or to surroundings that
have similar sights, sounds, or odors to the accident
site. Similarly, the anniversary of the trauma usually
evokes symptom exacerbation or resurgence. For
traumatic injuries, discharge plans need to address
the timing of termination and the context to
which the client is returning. Symptom exacerba-
tion can also be triggered by dependency and
separation anxiety that are related to unresolved
conflicts about losing a relationship (see Chapter 6
for a discussion of transference reactions). In such a
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case, therapists may have to proceed slowly and
deliberately with the termination process and be
mindful of clients’ potential threats of self-harm.
This is especially true for certain personalities (see
later section in this chapter on Strategic planning for
terminations with vulnerable individuals).
Practitioner intuition Most experienced therapists
have developed an array of cues, signs, judgments,
and evidence-based information that gives them
knowledge of when therapy is approaching termi-
nation. Often this is a tacit knowledge that trans-
lates into what may be called intuition: practitioner
intuition is often used when terminating therapy
(Kramer 1990). These intuitions about the psycho-
logical readiness of a client to end therapy are diffi-
cult to explicate into a set of objective criteria, but
nevertheless may play a key role in decisions about
termination (Firestein 2001, Kramer 1990, Levenson
1976). The therapist has a sense, or impression, that
therapy is progressing toward dissolution and in
the upcoming sessions endeavors to test this postu-
late by looking for cues and signs of readiness to
end treatment. For neophyte therapists, not know-
ing when to end treatment can be unsettling, and
can feel like trying to find an unfamiliar object in
the dark. However, experience, a reflective attitude
toward the process of therapy, and good super-
vision will shed light on the appropriate timing
for initiating the discharge and termination phase.
Improved physical and behavioral functioning In phys-
ical and manual therapy, the primary objective is
to restore physical functioning, and so, observable
and measurable signs of such improvement are
indicators that therapy will be ending soon. With
the increased emphasis on client-centered, holis-
tic treatment, however, the psychosocial realm of
functioning cannot be ignored. Some clients may
progress through treatment without any need for
psychosocial issues to be addressed, and thus, ter-
mination can be guided by physical rehabilitation
protocol guidelines for a particular condition.
Others will benefit from a therapeutic relationship
that integrates psychosocial goals with the physical
outcome goals. Assessing readiness for termination
involves more than identifying physical markers for
recovery. Client behaviors can be clear markers
for psychosocial progress in that behaviors are
observable and measurable. For example, a client is
making small, yet slower than expected gains in
muscle strength following reconstructive hand
surgery; the therapist notices that the client has
recently begun to interact with other clients, smiles

more readily when asked how he is feeling, and has
rejoined a social activity club one night a week.
These signs are indicators that the client is starting
to feel more at ease with himself and others, as well
as the observed optimism about his future and
readiness to return to work options. His slow physi-
cal progress was influenced by his initial psycholog-
ical state, and the behavioral indicators are signs
that the client’s psychological state is improving,
and gains in physical functioning, and perhaps
strength, will follow.
Improved psychological functioning When clients
feel better about themselves, can cope with stressful
situations more effectively, or show and experience
improved intrapsychic or internal improvements
(e.g., improved self-esteem, reduced anxiety), along
with the necessary physical improvements, they are
ready to move into the termination phase. Clients
such as that described in the section above may
be showing improved emotional functioning and
increased energy levels such that home exercises
will most likely be carried out. Physical and manual
therapists know that they can move clients into the
next phase of treatment when reports of change
or functioning across sources converge and are
consistent:

1. clients themselves report feeling better
2. therapist observations reveal improved behav-

ioral and psychosocial functioning such that
the client can withstand daily hassles and cope
better than at the beginning of treatment

3. indirect or direct reports from clients’ signifi-
cant others about observed positive changes in
behavior.

Caution is necessary when using improved psy-
chological functioning as a guideline for termina-
tion. First, physical and manual therapists should
not be making or communicating a psychiatric
diagnosis. If a psychiatric diagnosis has been made
by a psychologist or psychiatrist, physical or man-
ual therapy may be provided in light of that infor-
mation, but does not necessarily continue until the
psychiatric condition is resolved. The psychiatric
disorder may remain despite improved psycho-
logical functioning. Second, as clients experience
increased psychological functioning, it is important
not to confuse treatment goals with larger life goals
or therapist goals. For example, trying to help a
client overcome longstanding lifestyle difficulties
such as alcoholism should not be one of the
therapist’s goals for treatment. Within the limits of
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physical and manual therapy, and psychotherapy
itself for that matter, realistic goals commensurate
with client goals, need to be established. If a thera-
pist believes that a particular client needs to change
what amounts to a personality characteristic, then
the therapist needs to assess whether this goal is
realistic, reasonable, and within the therapist’s pro-
fessional competence, and contained in the contract
of therapy. Furthermore, in such a case the therapist
needs to assess his or her own issues of counter-
transference (refer to Chapter 6). When therapists’
criteria for termination become detached from
the clients’, ending therapy can present great
difficulties for the client and the therapist.

FOLLOW-UP

Follow-up sessions are determined during the ter-
mination phase and are planned according to indi-
vidual needs. Some clients may require a 3-, 4-, 6-,
or 12-month follow-up depending on the nature of
the issues to be addressed. In some cases, follow-
up may not be necessary or manageable. For
example, no follow-up is necessary if there are no
concerns with the client’s psychological and physi-
cal functioning during the termination phase or
during the last session. For complex or long-term
cases, however, follow-up sessions may provide
comfort and reassurance to clients who have diffi-
culty with ending relationships or for those who
would benefit from further assistance that may be
deemed necessary at follow-up. Regardless of
whether a formal follow-up session is scheduled or
not, it is usually prudent to let clients know that
they can contact you in the future should they have
concerns.

TERMINATION

The last session of therapy is typically a blend of
positive feelings and sadness about the end of a
working relationship for both client and therapist.
All the treatment goals have been accomplished
and the last session is the concrete step to
autonomous functioning; it provides the opportu-
nity to recapitulate what has been accomplished,
what remains to be addressed, and it allows an
interchange of feelings about the relationship com-
ing to a close. Any difficulties anticipated with ter-
mination have already been addressed, but may

need revisiting as the parties exchange goodbyes. It
is appropriate for therapists to express feelings
about the relationship ending because this self-
disclosure validates clients’ feelings related to the
bond that has been established between the two.
Termination issues and affective reactions such as
grief and sorrow may extend beyond the last ses-
sion for the client (Firestein 2001). Depending on
the length and intensity of treatment, and the cop-
ing style of the client, the grief reaction will vary.
The last session may be the end of personal contact
between the therapist and client, but it is not the
end of the therapist’s professional responsibilities
toward their clients. The same ethical, practical,
and legal standards apply to former clients as cur-
rent ones even though the file has been closed.
Once the file has been closed, it is securely archived
for the period of time as required by law. This time
may vary among jurisdictions.

TERMINATING THE RELATIONSHIP

A trusting and respectful practitioner–client rela-
tionship is the most important quality of the thera-
peutic enterprise. Within this relationship the client
moves towards the ultimate goal of therapy, which
is termination and autonomous functioning. To
accomplish this goal the client and the therapist
need to be in psychological contact whereby empa-
thy, tolerance, respect, and honesty are expressed by
the therapist. The success of effective psychother-
apy, for example, greatly depends on the strength
and integrity of the client–therapist relation-
ship (see Chapter 5). The greater the compliance
with treatment, the better the functional outcome
(Di Fabio et al 1995). Many client-centered psy-
chotherapists follow the tradition of Carl Rogers
who believed that the essence of therapeutic change
is the relationship itself (Kramer 1990). Similarly,
there is ample evidence that the medical prac-
titioner–patient relationship is instrumental in
patient compliance and satisfaction (Ross & Duff
1982) and clients adhere better to services that
satisfy emotional needs rather than medical needs
(Eisenberg et al 1993). In any context, having estab-
lished an intimate working relationship, the practi-
tioner is responsible for ensuring the relationship
ends salubriously. Figure 12.3 provides a checklist
of issues to address in the termination phase that
will facilitate an optimal termination for the client
regardless of who initiates it.
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1.   Discuss the ending of therapy in advance

2.   Set a specific date to end treatment

3.   Review treatment goals and progress

4.   Express therapist's feelings of pleasure with client's progress and
      interactions

5.   Invite client to discuss feelings about termination

6.   Invite client to express feelings about therapist related to termination

7.   Identify therapist's own defensive or countertransference reactions

8.   Validate client's feelings and experience especially about loss or
      previous difficulties with relationship endings

9.   Watch for relapse or exacerbation of symptoms

10.  Watch for anniversary of trauma or termination triggered conflicts

11.  Discuss the meaning of the relationship for the therapist

12.  Periodically reinforce the timeframe remaining in treatment

13.  Examine termination themes of abandonment, betrayal, resentment,
       anger, rejection, grief, loss, and responsibility for self

14.  Distinguish between client goals and therapist goals

15.  Maintain empathy

16.  Be mindful of and observe termination cues

17.  Respect and encourage the client's autonomy

18.  Accept the limitations (what can be changed and what
       cannot)

19.  Avoid encouraging the cultivation of a different kind of relationship
       after termination

20.  Say goodbye and leave the door open for follow-up if necessary

Termination objective Status

Figure 12.3 Termination phase checklist



CONSENSUAL TERMINATION: BILATERAL
NATURAL ENDINGS

A natural ending to treatment emerges when the
therapist and client agree that the client’s work, as
identified in the treatment plan, is complete. Goals
have been attained, activities have been resumed or
modified, or the predetermined timeframe has run
its course. Regardless, there is a mutual sense that it
is time to terminate the client–therapist relation-
ship. Often, therapists are at the stage of wondering
what the next step should be when the client begins
questioning or hinting about termination. In
essence, for natural endings, both client and thera-
pist sense, at about the same time, that the ending of
therapy is close (Kramer 1978). In such cases, short-
term termination phases of about 2 weeks are
appropriate (Teyber 2000). In natural endings, the
therapist must give the client permission to leave,
review treatment achievements, set a definite date
for therapy to end, and probe the client’s reactions
about ending treatment. Even in natural endings,
conflicts may be triggered by the anticipation of
ending this important relationship. A primary goal
in natural endings is to affirm the clients’ poten-
tially mixed feelings about ending the relationship.
That is, the therapist can praise the client’s achieve-
ments and progress made toward independence
and autonomous functioning, but acknowledge the
importance of the relationship and the sadness
likely associated with ending the relationship. It is
also important for the client to know that the
therapist will be available should the client need
assistance in the future.

CLIENT-INITIATED TERMINATION: UNILATERAL
UNNATURAL ENDINGS

Unilateral client-initiated endings to treatment can
be termed “unnatural” and precipitated by different
reasons: a perceived lack of progress; frustration
with the treatment, therapist conflict, time commit-
ment for therapy; beliefs that sufficient recovery has
been made and a return to normal activity is a prior-
ity; or external demands are creating such stress that
the client needs to address them (e.g., financial con-
cerns). The therapist may have an idea that treat-
ment is not progressing smoothly, but is often
caught off guard and will want to evaluate his or her
own countertransference reactions to the client’s
announcement that treatment is over. There is a

greater likelihood of negative transference or
countertransference reactions to occur in unnatural
endings. If therapeutic work remains to be done,
therapists need to assess their motivation for this
opinion and invite clients to discuss their reasons
for wanting to terminate treatment prematurely. If
clients could harm themselves by not continuing,
therapists should provide their opinion and docu-
ment that they have done so (see later section in this
chapter on Professional responsibility relating to
the termination of the therapeutic relationship). The
therapist can offer to continue, or find alternative
avenues for treatment if the client is dissatisfied
with the therapist. Once the topic of termination is
mentioned, however, clients have usually made up
their minds to end treatment if they have not quit
already; forcing them to stay is not productive, nor
in line with codes of ethics. For example, the code of
ethics for the British Association of Occupational
Therapists specifically states that the autonomy and
choice of the client must be respected (College of
Occupational Therapists 2000). Nevertheless, it is
always a good idea to indicate that clients can
return if they so wish.

THERAPIST-INITIATED TERMINATION

Endings initiated by the therapist may arise in the
following four instances:

1. the therapeutic objectives have been reached and
termination is imminent

2. the student therapist has graduated or finished
her term

3. the therapist becomes impaired for intraper-
sonal, interpersonal, grief, or medical reasons

4. a referral to another professional is required 
in order to address certain therapeutic issues
beyond the therapist’s competence.

In all but the first instance, which will depend on
the client’s perspective, termination is imposed by
external circumstances and leads to an unnatural
ending. Therapy may be in different phases when
unnatural termination looms; some clients may
have already made substantial therapeutic gains
whereas others may have only begun to scratch the
surface of the problem. Regardless, adequate provi-
sion for continuity of care/referral is indicated. If
not handled sensitively, this unnatural ending of
one relationship may negatively influence those to
follow, or dissuade clients from trusting a therapist
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again. It is critical that the therapist and client work
through the complex issues arising from any unnat-
ural or externally imposed ending. Clients need
time to work through their feelings of anger, frustra-
tion, abandonment, disappointment, betrayal, and
loss associated with interrupted therapy and rela-
tionship endings. Sufficient advance notice of the
termination date is always necessary so that client
concerns, frustrations, defenses, and transference
distortions can be addressed adequately. The
success of moving through this phase depends on
“therapists’ ability to remain nondefensive and
tolerate clients’ protests – rather than feel guilty,
become defensive, and make ineffective attempts
to talk clients out of their feelings” (Teyber 2000,
p 300). In the case of student therapists, the limits of
their own availability, and level of responsibility
and contact information of their supervisor should
be established from the outset of therapy and
emphasized again during the termination phase.
Following the checklist in Figure 12.3 enables thera-
pists to assist clients through the feelings that may
be experienced during the termination process. It
may not be easy for the therapist to take the time
to work through these issues when his own life
stressors are overwhelming and perhaps the reason
for the unilateral termination, albeit, working
through these issues with the client is necessary and
the therapist’s responsibility.

As mentioned previously, there is greater likeli-
hood of client transference reactions and therapist
countertransference reactions occurring in unnatu-
ral endings, especially when they are therapist initi-
ated (Kirk-Sanchez & Roach 2001, Kramer 1990).
For example, the unexpected ending could bring
back difficult memories and feelings for either the
client, the therapist, or both, about an important
relationship that ended abruptly. That previous
experience may not have allowed the necessary
preparation for ending relationships to evolve such
as coming to terms with why the relationship is dis-
solving. If such transference reactions are evoked, it
is critical for therapists to help clients navigate
through these painful feelings, and it is their profes-
sional responsibility to do so. Manual and physical
therapists need to exercise judgment about how
they can facilitate an optimal ending that is within
their realm of competence and is appropriate to the
situation. It is important to always be mindful of
the numerous and complex issues that can arise
in the process of terminating therapy, especially
prematurely.

FUNDER-INITIATED TERMINATION

With increased third party payer involvement (e.g.,
clinic, hospital, insurer, employer), the potential for
interrupted service because of payment withhold-
ing is heightened. Here, professionals must be clear
about their professional obligations, and insure that
the client understands the nature of the engagement
and the limits of confidentiality. Once a treatment
plan has been approved by a third party insurer, for
example, funds are usually forwarded to the service
provider; however, there are many cases in which
treatment is not approved beyond a set number of
sessions. To avoid an interruption of service for the
client, or payment for the therapist, the practitioner
needs to present a written rationale for continued
treatment well before the treatment time has
elapsed. Should there be a delay or withdrawal of
continued funding, the therapist needs to discuss
the situation with the client in order to establish a
course of action: this may involve an appeal to the
funding source for continued financing of treatment
based on client need, seeking alternative funding or
arranging payment with the client, initiating a refer-
ral or termination of treatment based on appro-
priateness, or continuing treatment on a pro bono
basis. The involvement of insurance agencies or
worker’s compensation boards introduces another
layer of potential stress and conflict for the client,
especially if the client has financial concerns or the
agency is creating barriers to continued treat-
ment by withholding funds. Often, clients will find
comfort in discussing these stressors with their
therapists.

PROFESSIONAL RESPONSIBILITIES 
RELATING TO THE TERMINATION OF THE 
THERAPEUTIC RELATIONSHIP

CONFIDENTIALITY AND REGULATORY
OBLIGATIONS

The starting point of the professional’s obligation
to maintain confidentiality over the confidences
reposed in the therapist by the client or discovered
in a therapeutic setting is simple – nothing is to be
disclosed.

There are three exceptions to the general rule:

1. disclosure may be made to a third party with the
consent of the client
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2. disclosure may be made when warranted to
avoid death or grievous bodily harm to the client
or third party at risk of the client

3. disclosure must be made when compelled
by law.

Consent to disclosure may be either expressed or
implied. The expressed consent for disclosure is
usually given with written authority of the client. If
the healthcare professional has doubts concerning
whether the consent of the client is informed, they
should make no disclosure until that doubt is
resolved.

The client may be under a practical compulsion
to consent to the disclosure of confidential informa-
tion by the practitioner to a third party. The third
party may be an insurer or funding agency with the
right to know, arising either under a contract with
the client or by operation of law. The professional
may be concerned with determining whether the
degree of compulsion effectively spoils or lessens
the consent of the client. The professional may also
be concerned in determining whether the disclosure
may be made without harm to the client. That situa-
tion may require the professional to engage in a bal-
ancing of interests: if more harm would befall the
client in not making than in making disclosure, then
the professional may elect not to disclose when a
client has been “forced” to consent. Great care is
required here, because by not honoring the direc-
tion of the client to disclose, the professional runs
the risk of being exposed to a legal suit initiated
by the client or facing disciplinary complaint.

Consent to disclosure may be implied, where, for
example, the professional has been engaged by a
third party (e.g., an insurer) to assess the insured. By
submitting to the assessment in such circumstances,
it is implied that the professional may communicate
the assessment to the insurer. Here, however, the
concern is with the underlying therapeutic relation-
ship. Yet, implied consent arises because the
funding depends on disclosure. Unless an implied
consent to disclosure is plain from the circum-
stances, the healthcare practitioner should insist on
the expressed written consent of the client.

Disclosure without the consent of the client may be
warranted and so, legally permissible. Where a client
is at risk of death or grievous bodily harm, the profes-
sional is warranted in making limited disclosure to
the competent authority to obviate the risk. Such
instances include the potential for suicide or when
the client is unconscious or unable to communicate.

Similarly, where a third party is at risk of death or
grievous bodily harm at the hands of the client, the
practitioner is warranted (and indeed may be under
a civil as well as ethical duty to warn) in mak-
ing limited disclosure to the third party or the
competent authority to avoid the harm.

Disclosure without the consent of the client may
be compelled by statute, court order, or lawful
investigative demand. In those cases, the protection
of the interests of the client generally lies with the
courts and the due process of law. Even here, how-
ever, the practitioner may be required to exercise his
or her professional judgment having regard to the
best interests of the client. For example, the profes-
sional or manual therapist may be called upon to
testify and make disclosure carrying the risk of
harm to the client. The practitioner may be both
legally and ethically duty bound to raise objection
before the court to answering questions that could
bring psychological harm to the client. It is open for
the court to exercise its discretion and not cite the
practitioner for contempt for a failure to answer
where the potential harm to the client vastly out-
weighs the benefits to be served by the disclosure.

The duty of confidentiality, although it springs
from the professional relationship, survives its ter-
mination. It also survives the death of the client. In
some areas, there is a belief that the executor,
administrator, or other legal personal representative
of the former client has the lawful authority to con-
sent to wholesale disclosure of confidential infor-
mation by the professional. There is reason to doubt
that, particularly where that office is related to the
administration of an estate or property. Even where
the client has been committed to the care of a
guardian, the test for disclosure should be by refer-
ence to what is warranted rather than by reference
to consent. In such cases, any consent of the client is
wholly illusory.

Again, obligations of confidentiality survive ter-
mination of therapeutic relationships. Even though
the relationship has ended, the therapist or service
provider has ethical and legal obligations related
to client information. Often in the course of the
termination phase, questions arise about the clients’
records. For example, in hospital settings clients may
want to know how they can access their files for
insurance, litigation, or medical purposes. Clients
may also want to know how to access information if
their current therapist is no longer in that setting
or if they initiate therapy with another service
provider. Typically, in a hospital or clinic setting,
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laws and policies are in place for file storage and
access. For independent practitioners, file retention,
storage and accessibility need to comply with pro-
fessional ethics, standards, and local laws. The thera-
pist must maintain appropriate confidentiality in
storing, accessing, transferring, and disposing of
records.

CONTRACTUAL OBLIGATIONS

From the outset, the terms of agreement with
the client or third party need to be established. The
nature of the relationship with each party, the prob-
able use of information or reports, and the limits of
confidentiality all need to be addressed. This tactic
keeps all parties adequately informed and pre-
cludes difficulties at termination. All relevant par-
ties are informed that termination is approaching or
has occurred. Any letters, contracts, terms of agree-
ment, treatment plans, and their acknowledgments
or approval, should be kept in the client file. If any
difficulties arise at termination from a third party, or
litigation is initiated post-termination, the client’s
file houses important documentation.

It would be a mistake to equate the termination
of the therapeutic relationship with the discharge of
the underlying professional services contract. The
professional services contract, both by reference to
the expressed as well as implied terms, may subsist
well beyond the termination of the therapeutic rela-
tionship. There may be on-going obligations relat-
ing to a host of matters of which records retention
and access, and provision for payment are but lim-
ited examples. There may be a host of other contrac-
tual matters that survive the termination of the
supply of professional services.

It is often the case that the individual being
treated is neither the retaining nor paying party, and
it would not be strictly correct to characterize that
person as the “client” in those circumstances. In
other settings, the client is the retaining party and
looks to the insurer, employer, or other funding
agency for reimbursement of the professional serv-
ice fees incurred. In those cases, the professional
service provider looks to the client for payment in
the event of any controversy with the funding
agency. In other settings (e.g., National Health
schemes), the client may be the retaining party, and
the prevailing statutory regime requires the practi-
tioner to look to a designated funding agency
for the payment of professional fees without the

possibility of recourse against the patient in the
event of non-payment. In this case, the concern is
with the contractual obligations relating to the ter-
mination of the therapeutic relationship. The con-
tract may make express provision for services to be
performed over a fixed period or number of ses-
sions without regard to therapeutic result. The con-
tract may be open-ended, in which case, ordinarily,
the professional services cannot be terminated
by the practitioner without reasonable prior notice
of termination. What is reasonable varies with
the facts of the particular case and the terms of the
specific contract in question.

It seems to be generally accepted as an implied
term of all contracts that each party is required to per-
form in good faith. A serious failure to do so may jus-
tify the other in treating the contract as terminated by
the breach of the defaulting party. In some cases, the
conduct may be so egregious that there is no reason-
able doubt that one party has stepped entirely out-
side of the contract and the acceptance of termination
is warranted. In other cases, it may be the culmina-
tion of a series of events warranting termination. In
those cases, however, determining when a culminat-
ing event occurred may be very difficult.

Eventually all contracts come to an end whether
by performance, breach, or an agreement to end
(what common-law lawyers refer to as “accord and
satisfaction”). Recognizing from the beginning that
there will be an end, practitioners should make
explicit provision for termination of the therapeutic
relationship upon the happening of stated events or
the achievement of objectively ascertainable results.
Admittedly, this may be the counsel of perfection
that cannot be safely realized in all cases, and partic-
ularly, when the client is unable to bring those mat-
ters within his or her mental grasp at the time of
contracting. Ethical and legal norms will determine
when those contractual provisions may be safely
relied on by the practitioner in terminating the
therapeutic relationship.

Legal obligations
Legal issues related to termination of therapeutic
relationships concern professional malpractice: the
failure of the professional to exercise the requisite
degree of skill, care, judgment, and diligence
measured by professional community standards,
resulting in compensable physical (including psy-
chological) harm to the patient. The potential for
liability springs from the existence of the profes-
sional relationship. The termination of professional
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services does not by necessity terminate the profes-
sional relationship. Indeed, the abrupt or inept
termination of professional services may amount to
malpractice.

FIDUCIARY OBLIGATIONS

The practitioner–client relationship is unique, sanc-
tioned by law, and involves a special trust between
client and practitioner. The client and society repose
trust in, and reliance on, the practitioner to do what
is best for the client. The practitioner is obligated to
protect the relationship and maintain appropriate
professional boundaries. The nature of the relation-
ship is such that the client is vulnerable to an
exploitive relationship with, and the improper
influences of, the therapist or former therapist, if
therapy has terminated. If the therapist is impaired,
as discussed previously, he or she may not act in the
client’s best interest and may actually harm the
client. For example, the therapist may decide that
referrals are down this month and scheduling ter-
mination for clients will be postponed. Such a deci-
sion clearly involves countertransference issues in
that the therapist’s needs interfere with what is best
for the client. Another more obvious example is in
the case where a sexual relationship between client
and therapist is initiated shortly after termination.
This transgression is a blatant abuse of client trust
and contravenes most, if not all, professional stan-
dards of practice. Even though treatment has ended,
the professional relationship, which is imbued with
power imbalances, leaves the client vulnerable.
Rules for professional conduct and ethical guide-
lines for practitioners are developed by reference to
the inherent power imbalance in practitioner–client
relations and emphasize the need for respecting the
fiduciary obligations.

ETHICAL OBLIGATIONS

Rangell (1980) suggested that there are two possible
errors that psychoanalysts can make when encoun-
tering clients accidentally post termination:

1. they may maintain an analytic attitude at inap-
propriate times and places

2. they conduct themselves with “premature and
excessive” displays of intimacy that may precipi-
tate anxiety or difficulty for the client.

Following termination, it is critical for the thera-
pists to maintain their ethical obligations especially
as they relate to avoiding dual or multiple relation-
ships with clients. Kagel & Giebelhausen (1994)
suggested that dual relationships are those where a
boundary violation has, or may occur. When a ther-
apist engages in a different type of relationship, or
second role, with a client so that the client is now
also the therapist’s business associate, friend, stu-
dent, or romantic partner, there has been a bound-
ary violation that will probably change the nature of
the therapeutic relationship and render the client
vulnerable. The client is vulnerable because the
professionals’ ability to be objective or effective in
performing their functions as therapists, may be
impaired.

Ethical codes vary with respect to the length of
time that is required to elapse between the termina-
tion of a therapeutic relationship and the beginning
of an intimate relationship, between therapist and
client. Many major professional associations stipu-
late that sexual contact less than 2 years after termi-
nation of a professional relationship is unethical.
Others, however, maintain that a sexual relation-
ship before or after termination is never ethical.

STRATEGIC PLANNING FOR TERMINATION WITH
VULNERABLE INDIVIDUALS

Many individuals treated for physical conditions
bring psychological experiences or characteristics to
treatment that may put them at risk for a tumul-
tuous termination. Individuals with personality
disorders or those with histories of early, intense,
repeated, or prolonged psychic trauma are espe-
cially challenging to treat; special attention is
always warranted when it comes to ending treat-
ment with such cases. When the safety of the thera-
peutic relationship is in question for these clients,
many may feel abandoned and rejected again.

Ideally, with psychological trauma (such that can
come from motor vehicle accidents, traumatic work
injuries, assault cases, clients with histories of
abuse) the physical and manual therapist collabo-
rates with the client’s psychologist to manage the
physical and psychological recovery process. When
such individuals are not receiving psychological
support, and a psychiatric referral is not available
nor accepted by the client, physical and manual
therapists need to be cognizant of the potential
difficulties that can arise with termination, the
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associated triggers and issues, as well as how to
manage these situations. This section will briefly
address some of the issues and management strate-
gies that are particularly relevant to termination
with vulnerable clients (refer to Chapter 7 for a thor-
ough examination of recognizing psychopathology).

For the sake of efficiency, three general categories
of issues are identified:

● adjustment and affective-related difficulties
● personality and behavioral vulnerabilities
● suicide.

Clients may present with adjustment or affective
reactions that influence treatment, bring personality
characteristics and behaviors to the therapeutic rela-
tionship that adversely influence therapy, or the
threat of suicide develops or is present during
the treatment. The seriousness of suicide and its
unique challenge for therapists warrants a sepa-
rate classification and discussion even though it
could be subsumed under either of the other two
categories.

Adjustment and affective-related difficulties that
have an influence on treatment and its ending
include anxiety, depression, inability to cope with
life stress or chronic pain, and post-traumatic stress.
In all these cases, the reality of termination may
exacerbate symptoms, undo some of the positive
changes that have occurred throughout treatment,
and create new concerns for the client. As men-
tioned in the section on termination guidelines,
for the clients who have experienced psychic
trauma, the anniversary of the traumatic event (and
the weeks leading up to that date) is usually signifi-
cant; typically, termination dates should not coin-
cide with that time period. Similarly, the prospect of
termination for clients with post-traumatic stress
symptoms may trigger a resurgence of stress symp-
toms such as insomnia, nightmares, cognitive dys-
function, anxiety, or depression, and this may be
especially true if the client is now faced with resum-
ing activity directly related to the traumatic event.
Astute clinicians recognize the link between the
affective reaction and the prospect of termination,
validate clients’ feelings, provide support, and may
help the clients work through some of these issues.
Should the clinician have concerns about the inten-
sity of any particular reaction, a consultation with a
psychologist or psychiatrist is prudent. In multi-
disciplinary clinic or hospital settings such con-
sultations are readily available. For independent
practitioners it is useful to establish a network of

psychologists and psychiatrists with whom these
issues can be discussed. Student therapists should
always bring such concerns to the attention of their
supervisors.

Anxiety may also be a factor in cases other than
those associated with post-traumatic stress. For
example, the athlete who is physically ready to
return to competition may not be psychologically
ready (e.g., she may consciously or unconsciously
fear re-injury). Often athletes do not work with a
sport psychology consultant or a psychologist to
address this issue; if the client is aware of this feel-
ing and shares it with anyone, it will probably be the
physical therapist. Again, the therapist may want to
suggest that the client discuss this with someone
who has expertise in sport psychology or the
therapist alone may want to consult with that
professional. Intense fear of re-injury may actually
increase the athlete’s chances of being re-injured
during the course of play due to psychological con-
flict. Physical therapists can help athletes under-
stand that such conflict and fear may be part of a
normal reaction to injury and that assistance is
available to help them address these issues. The role
of the sport physiotherapist in managing stress-
related issues can be important (Kolt & Kirkby 1996,
Ninedek & Kolt 2000).

In certain cases, fear of re-injury may not be a fac-
tor and overzealousness to resume sports or ADLs
puts the client at risk for future injury (athletes often
have difficulty with the perceived slow progress of
rehabilitation). The therapist will have recognized
this prior to termination and probably was chal-
lenged to hold the client back from doing too much
throughout treatment. This type of client behavior
can be significant in repetitive strain, or cumulative
trauma injuries. In such cases, therapists need to
emphasize the importance of pacing throughout the
termination phase and beyond. Often the client’s
personality and the work demands are such that
these kinds of behaviors are difficult to modify.
Follow-up sessions may be particularly important
here, not so much for physical follow-up, but for
behavioral checks on activity intensity. For example,
this is especially true for clients who have lost
the function of their dominant hand and have re-
entered the work force in a position that demands
repetitive use of their once non-preferred, and now
preferred hand.

Behaviors and personality qualities are extremely
difficult to change and the latter, depending on
one’s theory of psychology, perhaps impossible to
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change. Consequently, certain behaviors and
personalities can be particularly challenging for
therapists as termination approaches. For example,
dependent clients may not feel secure or ready
enough to leave the protection of therapy. In reality,
they may never feel ready and behave in ways to
maintain the therapeutic alliance. It is especially
important for therapists to provide empathic
positive regard, acknowledge the importance and
meaning of the relationship, be clear and direct
about an ending date, and provide sufficient time
to implement very gradual step-down goals. With
dependent clients, it is recommended that the thera-
pist be contacted should they require additional
assistance with specific issues. Specific guidelines
may be warranted so that therapists are not con-
tacted in regards to requests that are more appro-
priate for psychological services than physical or
manual therapy. Some clients who seek out medical
treatment may be unaware that the problem is of a
psychological nature. Usually such clients can be
identified by their extensive medical records and a
litany of unnecessary procedures. These clients are
likely to resist termination, and the most effective
way to manage these clients is to be direct and clear,
using clinical opinions and decisions as supportive
evidence. As in all cases, sufficient time for clients to
become familiar with the idea that treatment will be
ending is also important at this stage.

Clients who have been exposed to early life
trauma, especially physical or sexual abuse, may
have developed personality and behavioral pat-
terns that make relationship endings particularly
painful. With the most sensitive and cautious thera-
pist, the client’s feelings of abandonment, rejection
and worthlessness may surface as transference reac-
tions (refer to Chapter 6). The client may become
angry with the therapist or put up protective
defenses and flee from therapy. Careful responses
by the therapist can help the client adjust. For exam-
ple, upon the termination date being set, the client
voices “Well, I may as well leave now!” The thera-
pist recognizing the transference reaction replies,
“You could end treatment now if that is what you
wish to do, but it would be nice to gradually wind
down our sessions and get used to not seeing each
other every week. So, should you change your
mind, give me a call, I will be here next week”.
The therapist has acknowledged and respected the
client’s autonomy, communicated that the relation-
ship is important to the therapist, and suggested a
way to make the ending of this relationship easier to

handle. Therapists need to be ever mindful of
potential transference and countertransference
reactions when treating clients who are known to
have histories of abuse.

Cases that involve suicidal ideation or threats of
suicide are always difficult. Suicide gestures may
emerge during the course of termination when
clients realize that their main source of social sup-
port (the therapist) will no longer be available. Such
clients may have certain personality profiles, or
have experienced physical or emotional abuse, or
experience some level of depression. Individuals
who are particularly vulnerable are those who fear
abandonment and rejection, have few social sup-
ports, and who view termination as abandonment
and rejection by the therapist (i.e., client’s transfer-
ence reaction). Regardless of the precipitating fac-
tors, all threats and concerns of suicide need to be taken
seriously. At the very least these reactions are expres-
sions of intense helpless feelings and at the worst,
signs that a suicide attempt is imminent. It is
beyond the scope of this chapter to go into detail
about the management of suicidal clients; all practi-
tioners and clients should have guidelines available
to them for managing suicidal clients (see Chapter 12
of Kramer 1978). It is legally and ethically required
that the therapist act in the best interest of the client
and take all reasonable steps to preserve life.

SUMMARY

This chapter has described a component in the ther-
apeutic enterprise that is often neglected, the termi-
nation phase. It is a critical part of therapy that can
consolidate therapeutic achievements, or if mis-
handled, undo many accomplishments. A number
of key issues for ending the process of termina-
tion in the most salubrious manner have been
addressed. Three primary issues were covered: the
importance of establishing mutually agreed upon
termination goals in the beginning phase of treat-
ment; the benefit of preparing a client-centered dis-
charge and termination plan with step-down and
termination goals; and guidelines for terminating
relationships were identified in a checklist for ther-
apists. As well, ways that a client–therapist rela-
tionship could end, and the potential for complex
emotional issues to emerge for either or both the
client and therapist have been discussed. Further
professional responsibilities and issues related to
termination (e.g., confidentiality and regulatory
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obligations, fiduciary, and legal obligations) have
been covered. Management strategies that are par-
ticularly important when terminating vulnerable
clients are also highlighted.

Terminating therapeutic relationships is a
complex process, especially the longer and more
psychologically involved the relationship and

treatment has been. The therapist needs to guide
this process with the client’s best interests and
vulnerabilities in mind. While acknowledging and
respecting the unique responsibilities of physical
and manual therapists, this chapter has offered
some recommendations for terminating therapeutic
relationships in the most positive way.
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INTRODUCTION

Traumatic brain injury (TBI) and stroke are among
the most frequent reasons for admission to rehabili-
tation facilities. Given the common primary organ
system involved (i.e., the brain), the rehabilitation of
these two populations certainly necessitates the
input and involvement of psychology. This chapter
will examine the various key aspects of relevance to
physical and manual therapists treating individuals
and families who are faced with these forms of
neurologic compromise.

Chapter 13

Traumatic brain injury and stroke
Joseph H. Ricker
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PHYSICAL AND MEDICAL CONSIDERATIONS

OVERVIEW OF BRAIN INJURY
PATHOPHYSIOLOGY

Defining traumatic brain injury
For the present chapter, the definition of traumatic
brain injury (TBI) to be used will be that of the
Traumatic Brain Injury Model Systems National
Database (Harrison-Felix et al 1996). Harrison-Felix
et al (1996) defined TBI as “Damage to brain
tissue caused by an external mechanical force, as
evidenced by loss of consciousness due to brain
trauma, post-traumatic amnesia, skull fracture, or
objective neurological findings that can reasonably
be attributed to TBI on physical examination or
mental status examination” (p 1).

Epidemiology of traumatic brain injury
TBI has become one of the primary diagnostic enti-
ties in medical rehabilitation throughout the world.
In Australia, there is a high incidence of TBI: at 322
head injuries per 100 000 of population annually, it
exceeds studies (with comparable methodologies)
in communities in the United States and Europe
(Hillier et al 1997). In the United States, estimates of
the occurrence of traumatic brain injury range from
100 to 392 per 100 000 (Centers for Disease Control
1997, Kraus & McArthur 1998), with the most typi-
cally cited statistic of 200 per 100 000 of the US pop-
ulation. A recent analysis of data from the United
States, The Netherlands, and the United Kingdom
(Murray et al 1999) demonstrated similarities in
incidence of brain injury, but with some variability
in admissions and treatment that might reflect
differences in policy and pathways for care.

TBI is associated with a variety of demographic
and etiologic variables. The peak age ranges for
TBI are between 15 and 24, and then again at
over 75 years (Centers for Disease Control 1997).
Approximately two to three times as many men
compared to women sustain traumatic brain injury.
Although it has generally been accepted that there
is significantly greater incidence of TBI in ethnic
minority populations (Cooper et al 1983, Whitman
et al 1984), concerns have been raised about the
accuracy of such data due to inconsistent hospital
reporting procedures (Kraus & McArthur 1998).
Lower socioeconomic status has been, however, a
more consistent risk factor in the incidence of TBI.
The primary etiologies for traumatic brain injury

include motor vehicle accidents, physical assault,
other accidents (e.g., falls), and injuries related to
recreation or sports.

Of increased relevance to psychologists and
other rehabilitation practitioners is the consistent
observation that many individuals who experience
a TBI are not representative of the general popula-
tion (Rosenthal & Ricker 2000). The prevalence
of positive blood alcohol levels in people with TBI
following motor vehicle accidents and violence is
clearly a risk factor (Kraus et al 1989). In addition, a
disproportionate number of individuals that have
TBI also have a significant pre-injury history of
criminal prosecution (e.g., 19.5% of 327 consecutive
TBI admissions reported by Kreutzer et al 1996a), or
other significant problems with the legal system
(e.g., 50% of the sample in Thomsen 1987).

Types of brain injury
It is clearly not the role of the rehabilitation psychol-
ogist, neuropsychologist, or other rehabilitation
practitioners, to determine the nature of the under-
lying neuropathology following known or putative
brain injury. There are no neuropsychological tests
or patterns that are specific to any particular neu-
ropathology following TBI. Instead, psychologists
and other rehabilitation professionals might
integrate neuroanatomic concerns and hypotheses
when formulating cognitive, emotional, and func-
tional status after brain injury. Thus, it is important
for psychologists that work with survivors of TBI to
have a basic understanding of the potential neuro-
biological substrates of brain injury. The principal
neuropathological sequelae of TBI can be grossly
distinguished as anatomic or biochemical. Such a
distinction might not be useful clinically, as
anatomic and biochemical changes covary and, of
course, interact.

The brain is suspended within the skull, essen-
tially floating in cerebrospinal fluid, and is sur-
rounded by three layers of meninges. Thus, it is
generally well protected from normal mechanical
forces. Mechanical trauma to the head may, however,
cause the brain to become injured through penetra-
tion (e.g., gunshot wound) or through mechanical
deceleration (e.g., from the head striking a resilient
surface at a high speed). Penetrating injuries often
result in prominent neurologic effects that are consis-
tent with their anatomic focus, but there may also be
widespread effects in other brain regions. In mechan-
ical deceleration events (e.g., from a fall or motor
vehicle accident), the physical forces to which the
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brain could be subjected might cause structural
injury to the brain itself in the absence of significant
injury to the skull or dura.

A head in motion that experiences a sudden stop
may result in the brain coming into abrupt contact
with one or more internal surfaces of the skull, usu-
ally in the anterior aspects of the brain (i.e., frontal
lobes and poles of the temporal lobes). Primary con-
tusion injuries in the posterior portions of the brain
are unusual in deceleration events, given the rela-
tive smoothness of those interior regions of the skull
case. In addition to primary contusions, the brain
can move within the skull, which may result in
twisting of ascending and descending axonal
pathways. Commissural fibers (e.g., the corpus
callosum) and other fiber tracts (e.g., the fornices)
may also become stretched or torn as the result of
differential deceleration of the brain within the
skull case. This widespread potential disruption
of axonal fibers is usually referred to as “diffuse
axonal injury” (DAI), and is hypothesized to under-
lie many of the chronic neurocognitive and neuro-
behavioral consequences of brain injury. Earlier
conceptualizations of DAI assumed that axonal
injuries were immediate and were solely the out-
come of direct mechanical tearing or shearing
forces that immediately disconnected shear axons.
Contemporary histopathological investigations
have established, however, that the permanent
neuropathology of DAI occurs many hours to days
following the event as the result of progressive
biochemical cascades (Novack et al 1996).

Presentation and natural history
In general, loss of consciousness is a typical finding
following significant TBI. Exceptions may occur in
instances of very focal injuries, and loss of con-
sciousness does not always occur in the presence
of a primarily penetrating injury. Formal “coma”
(defined as absence of eye opening, no following of
commands, and no understandable speech; also
defined by a Glasgow Coma Scale score of 8 or less)
does not need to be present for a diagnosis of TBI,
but the depth and length of loss of consciousness
is a generally accepted indicator of brain injury
severity, particularly in cases of suspected diffuse
cerebral injury (Rosenthal & Ricker 2000).

Approximately 20% of individuals who survive
an initially severe TBI remain unresponsive at
30 days postinjury (Braakman et al 1988). The term
“coma” is used frequently, but is often misused
when unresponsiveness lasts longer than 1 month.

The correct descriptor for individuals who have
spontaneous sleep–wake cycles but no apparent
level of conscious awareness is “persistent vegeta-
tive state” (PVS). In PVS, individuals appear to
maintain relatively normal sleep–“wake” patterns
(Giacino et al 2002). This can be particularly trou-
bling for families, who observe that the patient
“appears” awake but does not interact in any
meaningful manner.

Upon emergence from unconsciousness, most
individuals with TBI experience some degree of
post-traumatic amnesia (PTA). PTA refers to the
time period after brain trauma during which a con-
scious individual demonstrates disorientation to
time and other aspects of consciousness. It has been
suggested that length of PTA is a very useful clinical
indicator of outcome when used in combination
with immediate injury severity variables (Levin et
al 1982). Although PTA is useful when properly
measured and tracked regularly during the course
of recovery (e.g., using the Galveston Orientation
and Amnesia Test; Levin et al 1979), retrospective
estimates of PTA by patients or clinicians are
unreliable in the absence of formal documentation
(Gronwall & Wrightson 1981). Furthermore, many
factors that are independent of the primary brain
injury may either exacerbate PTA, or interfere with
formal assessment of PTA. Such factors include
alcohol or other substances, pain, metabolic disrup-
tion, emotional trauma or shock, or even the
retelling of the event, with inaccuracies in “recollec-
tion” that accumulate over time and then become
incorporated in the individual’s account of the
event.

Medical management and traumatic brain injury
recovery
In addition to the primary brain injury itself, it is
important for rehabilitation clinicians to be aware
that there are many medical problems that fre-
quently co-occur. Comorbid complications can
exacerbate the primary brain injury, and may also
interfere with goal attainment in the rehabilitation
process. Such factors include intracranial edema,
cardiac and respiratory injuries (which develop
from co-occurring chest injuries or from post-
traumatic hypertension), infection, metabolic dis-
orders (particularly if the liver or pancreas is also
injured), and seizure (Whyte et al 1998). For addi-
tional reviews of medical aspects of TBI, the reader
is referred to Hammond & McDeavitt (1999) and
Zafonte et al (1999).
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Even a brain injury that is described initially as
severe does not invariably result in total and perma-
nent disability. Of note, is the degree of variability in
outcome that may occur. For example, a brain injury
that is classified initially as severe may result in a
variety of outcomes, from death to surprisingly
good recovery. Prolonged impairments in con-
sciousness are common following severe TBI.
Approximately 30–50% of individuals who sustain
an initially severe TBI die within the first hours to
weeks after their injury. Of those that do not expire,
approximately 20% remain in an unresponsive state
30 days postinjury (Braakman et al 1988). The initial
recovery process may be prolonged, and individu-
als might not be able to tolerate extensive psycho-
metric assessment or higher-level rehabilitation
interventions (e.g., cognitive rehabilitation) during
their initial rehabilitation hospitalization.

People that are classified as having a moderate
TBI often demonstrate a great deal of variability in
their presentation. As an example, individuals that
sustain relatively mild brain injuries (in terms of
Glasgow Coma Scale score) but that also have focal
lesions or discrete penetrating injuries are typically
classified as having sustained moderate TBI, but
such individuals typically have good recovery rela-
tive to individuals who are diagnosed with a mod-
erate TBI resulting from diffuse injury throughout
the brain (Williams et al 1990).

Mild head trauma has been of growing interest,
as well as controversy. The increased attention paid
to mild head trauma has been fueled, at least in part,
by increased research, increased numbers of out-
patient brain injury rehabilitation programs, and
increased personal injury litigation in some areas.
From a prospective and empirical viewpoint, the
literature suggests that the usual course following
mild head impact is that of complete or nearly com-
plete recovery (Binder 1997). There is, however, a
small percentage of individuals with symptoms
that persist well beyond what clinical and scientific
research would predict relative to initial injury sta-
tus. In a meta-analytic review, Binder et al (1997)
found that little of the neurobehavioral symptoms
reported following mild head impact could be
directly attributed to brain damage. Yet, there
appears to be a minority of individuals who con-
tinue to report symptoms and disability for many
months or years following mild head trauma.
Cullum & Thompson (1997) provided an insight-
ful review of the literature, and concluded that
there are many factors that must be taken into

consideration when interpreting persisting emo-
tional, functional, and cognitive symptoms after
mild head impact.

OVERVIEW OF STROKE PATHOPHYSIOLOGY

Defining stroke
Stroke usually refers to the sudden onset of lateral-
ized or focal neurologic signs (Sacco 2000). It is usu-
ally applied to situations of cerebrovascular origin,
although there are other less frequent etiologies for
stroke-like presentations (e.g., some types of focal
tumors).

Epidemiology of stroke
Stroke is typically the most frequent single cause of
admissions to rehabilitation units, and is the leading
cause of disability in many countries (Mayo 1993).
Although acute stroke invariably results in some
form of cognitive or motor impairment, at least one
third of individuals that experience a stroke will
sustain permanent reduction or loss of some aspect
of cognition or mobility (Stineman et al 1997). These
impairments are frequently associated with signifi-
cant difficulty in returning to competitive employ-
ment, increased need for assistance in the home,
and reduced participation in community activities
(Wolf 1990). Although nearly 80% of stroke sur-
vivors recover a great deal of motor function, only
half achieve sufficient recovery to reintegrate within
the community without significant assistance
(Friedman 1990). The inability to achieve even lim-
ited community participation has a high social and
economic impact, and the importance of facilitating
recovery of even simple motor functions cannot be
overestimated (Duncan et al 1997).

Types of stroke
There are two distinct types of stroke: ischemic and
hemorrhagic. Ischemic stroke occurs when there is a
partial or full reduction of blood flow to a particular
brain region. The initial effects of ischemic stroke
are a function of reduced oxygen and glucose to the
affected region. Such effects may be transient if
blood flow is restored relatively soon. Long-term
effects, however, are a function of actual tissue
death, and may not be reversible. Recovery of func-
tion may occur if other brain regions take over the
primary function (Pizzamiglio et al 2001). Ischemic
strokes can be caused by multiple factors, but
are most frequently the outcome of longstanding
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vascular disease (e.g., hypertension, atherosclero-
sis). Acute embolic events can occur, however, usu-
ally as the result of recent intracardial infection,
which sometimes occurs after cardiac surgery, or
following some types of invasive dental surgery.

Hemorrhagic stroke occurs when there is actual
bleeding into tissue or into extracerebral intracra-
nial space. The initial effects can be multifaceted
and may result from decreased or depleted flow to
proximal or distal brain regions, increased intracra-
nial pressure, decreased cerebral perfusion pres-
sure, or biochemical changes caused by the effects of
intraparenchymal blood on glia and neural mem-
branes. Hemorrhagic stroke is often considered a
more critical acute event, as blood loss or increased
intracranial pressure may result in coma or death.
Hemorrhagic stroke has a variety of causes. It is
most frequently the result of rupture in a pre-
existing aneurysm, but sudden increases in blood
pressure may also herald the occurrence of hemor-
rhagic stroke (Mayer et al 2000).

Cerebrovascular distributions and stroke
presentation
Strokes can arise from the middle, anterior, or poste-
rior cerebral arteries.
Middle cerebral artery strokes The middle cere-
bral artery (MCA) is a branch of the internal carotid
artery, and is responsible for the perfusion of 75% of
the brain. Thus, disruption of blood flow in this
artery or its branches can be functionally devastat-
ing. Specific deficits can include impairment in
speech, motor function, spatial processing, and sev-
eral aspects of cognition. Given the magnitude of
perfusion by the MCA, there is the possibility
of death if there is sufficient edema resulting
in anatomical shift and compression of brain
structures (Sacco 2000).
Anterior cerebral artery strokes The anterior cere-
bral artery (ACA) and its branches perfuse the ante-
rior brain structures such as the prefrontal cortex
and anterior cingulate cortex. The ACA system also
perfuses basal forebrain structures and anterior
aspects of the hippocampus. Thus, stroke that
affects the ACA system is most likely to dramati-
cally impact on primarily cognitive functions (e.g.,
new learning, planning, and problem-solving).
Posterior cerebral artery strokes The posterior cere-
bral artery (PCA) and its branches perfuse the struc-
tures that mediate many basic brain functions,
including some aspects of sensorimotor functioning
(e.g., some thalamic regions, and the cerebellum).

Branches of the PCA also perfuse the posterior hip-
pocampus, thus making PCA strokes potentially
devastating with reference to cognitive functions
such as memory.

Medical management and stroke recovery
Acute medical management of stroke involves the
identification of its nature (e.g., hemorrhagic,
ischemic), stabilization of the acute medical condi-
tion, and in some cases the deployment of pharma-
cological or neurosurgical interventions to prevent
further cerebral compromise (in the case of tissue
plasminogen activator) or death (in the case of
intracranial bleeds or herniation). Postacute med-
ical procedures involve ensuring medical stabiliza-
tion and determining discharge disposition. In
some settings, early rehabilitation procedures are
implemented before transfer to a specialized reha-
bilitation unit or facility. In others settings, rehabili-
tation services are provided within the context of a
more general medical or neurological unit.

The mechanisms leading to functional improve-
ment after stroke are not well understood. Cognitive
recovery is certainly more likely if perfusion returns
to brain regions that mediate activities such as
learning, problem-solving, and language use. When
brain regions that mediate these activities become
permanently compromised (e.g., from tissue necro-
sis that may result from ischemia) mechanisms of
brain reorganization might be suggested.

Neurofunctional recovery from stroke is complex
(Ricker in press). Using speech-language recovery
as an exemplar, one can state that some degree of
recovery is expected following stroke, irrespective
of treatment. Recovery of speech and language are
mediated by either recruitment of homologous
contralesional cortex, or by reorganization of non-
language cortex (Cappa 1998). Recent studies of
speech-language recovery have suggested that a
better outcome was more likely in the presence of
greater amounts of intact perilesional tissue, rather
than actual recruitment of contralesional homolo-
gous resources (Warburton et al 1999). Several stud-
ies (Heiss et al 1997, 1999, Karbe et al 1998) provide
strong evidence indicating that left perisylvian
regions of cortex are quite necessary for adequate
recovery of language, with homologous right hemi-
sphere regions contributing to recovery only when
left hemisphere regions are irrevocably compro-
mised. If left perisylvian regions are unaffected,
there is a fairly close relationship between increas-
ing metabolic activity and functional improvement
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(Ohyama et al 1996, Warburton et al 1999, Zahn
et al 1999). If these same left hemisphere regions
remain chronically compromised, recovery does
then appear to be related to increased metabolic
activity in the right hemisphere (Calvert et al 2000).
Activation of homologous “language” cortex in the
right hemisphere is certainly the result of the lesion
that caused the stroke, but this is not necessarily
evidence for “reorganization” or the emergence of
novel functioning in these regions (Herholz & Heiss
2000, Pizzamiglio et al 2001). Given the fact that lan-
guage recovery is virtually never complete, it has
been proposed that the right hemisphere activation
in language tasks may actually represent a mal-
adaptive process that is responsible for the persist-
ence of residual deficits rather than for the amount
of recovery realized (Belin et al 1996). Similar mod-
els have been proposed for visuospatial recovery
(Pantano et al 1992, Pizzamiglio et al 1998).

PSYCHOLOGICAL CONSIDERATIONS IN 
BRAIN INJURY AND STROKE 
REHABILITATION

Psychological practice in neurological rehabilitation
settings involves the application of psychological
principles and procedures (i.e., standardized test-
ing, measurement, structured observation, behav-
ioral intervention, psychotherapy) in the evaluation
and treatment of people with neurological and/or
orthopedic compromise. Neuropsychological
services can provide both a unique and necessary
component to the evaluation and rehabilitative
treatment of the multitude of potential cognitive
and emotional compromises following stroke, trau-
matic brain injury, brain tumor, and other types of
central neurologic dysfunction (Ricker 2003).

Traditional medical tests and examinations pro-
vide information on gross anatomic structure and
physiology. Because of its psychometric and com-
prehensive nature, a detailed neuropsychological
evaluation can assist in identifying and quantifying
the potential functional effects of central neurologi-
cal dysfunction. Such deficits include impairments
in attention, language, memory, spatial skills, prob-
lem-solving, psychomotor abilities, and emotional
functioning (Caplan & Moelter 2000). This informa-
tion is critical in the context of medical rehabili-
tation because, more often than not, the primary
diagnosis (e.g., stroke or brain injury) is already
known. The unique contribution comes with

providing information that will help an individ-
ual regain as much independent functioning as
possible.

TRAUMATIC BRAIN INJURY AND
PSYCHOLOGICAL FUNCTIONING

Given the variety of etiologies and the often diffuse
nature of brain dysfunction following a given TBI, it
is difficult to predict the specific neuropsychologi-
cal sequelae for a given individual. In general, the
following types of cognitive impairments are often
observed following TBI: deficits in arousal, atten-
tion, and capacity for new learning; problems in
initiating, maintaining, organizing, or engaging in
goal-directed behavior; reduced abilities in self-
monitoring and awareness of deficits; impaired
language and/or communication; visuoperceptual
deficits; and agitation, aggression, disinhibition,
and depression (Rosenthal & Ricker 2000). The
nature, severity, and chronicity of these deficits are
highly variable between individuals, and depend-
ent on the interaction between a variety of factors
including the nature of the brain dysfunction, time
since injury, pre-injury neuropsychological and psy-
chological status, family support, and receptivity of
the physical, psychological, and social environ-
ments. A challenge for psychologists in TBI rehabili-
tation is to select those measures that are both
sensitive and specific to the effects of TBI and show
the strongest predictive relationship with acute and
long-term outcome.

Neuropsychological assessment
In the context of rehabilitation, neuropsychological
assessment can provide a wealth of information to
the treating team, patient, and family. It is important
to recognize that formal neuropsychological assess-
ment in a rehabilitation setting is rarely purely diag-
nostic (i.e., TBI or non-TBI). Typically, the diagnosis
is already established. Rather, neuropsychological
assessment can assess the level of disability, assist
in formulating realistic rehabilitation goals, assess
changes in status, and assist in making realistic dis-
charge plans (Ricker 2003). The information gained
from such assessment is useful for the entire
rehabilitation team.

The formal assessment may derive from a fixed
battery of tests, or it may derive from tests that
are selected based on the patient’s working diag-
nosis and symptoms. The most widely used
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formal battery of neuropsychological tests is the
Halstead-Reitan Neuropsychological Test Battery
(HRNTB; Reitan & Wolfson 1993) (see Box 13.1),
although the majority of psychologists by no means
use this battery in its complete form. Given its
length and heavy reliance on sensorimotor func-
tioning, however, the HRNTB may not be the most
appropriate battery for TBI inpatients in the
rehabilitation setting.

In the US, the National Institute on Disability and
Rehabilitation Research (NIDRR) Traumatic Brain
Injury Model Systems of Care (Ragnarsson et al
1993) has also established a “fixed” battery of neuro-
psychological tests, but it has been specifically
designed for use during both inpatient and outpa-
tient TBI rehabilitation. This battery (see Box 13.2)
includes: the Galveston Orientation and Amnesia
Test (Levin et al 1979); Symbol Digit Modalities Test
(Smith 1991); the Token Test (Benton et al 1994);
Wechsler Memory Scale – Revised Logical Memory
I & II (Wechsler 1987); WAIS-R Digit Span and
Block Design (Wechsler 1981); Grooved Pegboard
(Matthews & Klove 1964); Visual Form Discri-
mination Test (Benton et al 1983); Controlled Oral
Word Association Test (Benton et al 1994); Rey
Auditory Verbal Learning Test (Rey 1964); Trail
Making Test (Army Individual Test Battery 1941);
and the Wisconsin Card Sorting Test (Grant & Berg
1948). Some psychometrically based assessment
tools may also have limitations with the TBI popula-
tion (Martin et al 2000). Of note, however, is that in
spite of clinical lore suggesting that maximal recov-
ery and improvement is achieved within the first
1 to 2 years after injury, prospective research
from the NIDRR TBI Model Systems project has
demonstrated improvements in neuropsychological

functioning at 1-year follow-up, and over the course
of up to at least 8 years, with the greatest improve-
ment noted in the domains of attention, concentra-
tion, and verbal learning (Millis et al 2001).

Emotional and behavioral functioning
Emotional dysfunction following TBI is common,
and is the result of both direct (i.e., neurophysi-
ological) and indirect (i.e., psychosocial) causes.
Emotional dysfunction is a broad construct and its
manifestations may occur in many ways.

Acutely, agitation is often reported, but the term
“agitation” actually has very specific meaning in the
TBI literature, and the term is often incorrectly
applied to several forms of undesired behavior
(Bogner et al 2001). The generally accepted defini-
tion of “agitation” is a phenomenon that occurs
within the context of PTA. Thus, patients who
exhibit outbursts, non-compliance, or anger, but are
not in PTA, cannot be truly classified as “agitated”
in the formal sense.

Blunting of affect is common after TBI, and is
noted particularly in the early phases of recovery.
This is often accompanied by unawareness of
deficit, which is commonly considered to be a hall-
mark feature of moderate and severe TBI. Impaired
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Box 13.1 The Halstead-Reitan 
Neuropsychological Test Battery (Reitan & 
Wolfson 1993)

Box 13.2 The National Institute on Disability 
and Rehabilitation Research (NIDRR) 
Traumatic Brain Injury Model Systems of Care 
Neuropsychological Test Battery (Ragnarsson 
et al 1993)

Galveston Orientation and Amnesia Test (Levin et al
1979)
Symbol Digit Modalities Test (Smith 1991)
Token Test (Benton et al 1994)
Wechsler Memory Scale – Revised Logical Memory
I & II (Wechsler 1987)
WAIS-R Digit Span and Block Design (Wechsler
1981)
Grooved Pegboard (Mathews & Klove 1964)
Visual Form Discrimination Test (Benton et al 1983)
Controlled Oral Word Association Test (Benton et al
1994)
Rey Auditory Verbal Learning Test (Rey 1964)
Trail Making Test (Army Individual Test Battery
1941)
Wisconsin Card Sorting Test (Grant & Berg 1948)



awareness after TBI is most likely a function of
impaired cognition rather than being a specific cog-
nitive deficit in and of itself (Trudel et al 1998).
Improvement in self-awareness is critical for func-
tional gains, but improvement in self-awareness
alone is not a guarantee of recovery (Malec &
Moessner 2000).

As recovery from the initial neuromedical impact
of TBI progresses, emotional status may evolve into
a more formal clinical depression. Such depression
shares many features with major depression encoun-
tered in non-neurological populations, and may
possess many similar neurophysiological sub-
strates. Whether TBI per se (as opposed to depres-
sion that emerges from TBI) results in an increased
incidence of suicidality is somewhat controversial.
It is clear, however, that approximately 3–4% of
individuals who survive an initial brain injury later
commit suicide (Teasdale & Engberg 2001).

Sexual functioning
The combination of neurological, pharmacological,
physical (e.g., fractures in TBI; hemiplegia or spastic-
ity in stroke and TBI), cognitive, psychological,
behavioral, and social sequelae following TBI result
in a variety of social disabilities, including the chal-
lenges of re-establishing meaningful social relation-
ships, particularly those involving intimacy and
sexuality. It is often the case that self-image is signi-
ficantly impaired following TBI, even in cases where
changes in physical appearance or movement may
be minor (Zasler 1995). Inaccurately perceiving and
expressing emotion, as well as physical limitations,
can pose obstacles for individuals attempting to
engage in sexual behavior. On a more basic level,
feelings of unattractiveness and awareness of one’s
disability may impede the capacity to establish
satisfying intimate relationships. Sexual education,
assertiveness training, and couples counseling are
some of the techniques that are useful in assisting
the person with TBI to re-establish their identity as a
“sexual being” (Griffith & Lemberg 1993).

Clinicians in rehabilitation typically make the
presumption that all individuals in rehabilitation
programs are heterosexual, often without having
directly inquired as to the individual’s affectional
orientation. Such presumably benign neglect of
matters relevant to affectional orientation might
contribute to poor progress or distrust of the reha-
bilitation team and may indirectly or directly con-
tribute to depression, decreased self-esteem, and
decreased self-confidence (Mapou 1990). Although

rehabilitation considerations per se certainly should
be informed by evidence-based assessment inter-
vention, it remains imperative for rehabilitation cli-
nicians to consider all forms of couples and familial
relationships, and to educate themselves about –
and remain open to – the diversity of affectional ori-
entations and identifications such as lesbian, gay,
bisexual, and trangendered, all of which present
among individuals and families in the context of
neurological rehabilitation.

STROKE AND PSYCHOLOGICAL FUNCTIONING

Neuropsychological functioning may be variably
impaired following stroke. Although it is certainly
the case that some individuals who experience a
stroke may have minimal cognitive or communi-
cation impairment, most individuals sustain a
cerebrovascular event will demonstrate at least
short-term effects that are of relevance to neuro-
psychological functional status.

Neuropsychological assessment
A detailed review of each type of potential neuro-
psychological deficit is beyond the scope of this
chapter. Rather, it is important for clinicians to real-
ize that many (if not most) “classical” neurocogni-
tive phenomena might occur in individuals that
have sustained a cerebrovascular event. A compre-
hensive review of the neurocognitive sequelae of
stroke of particular relevance to rehabilitation may
be found in Caplan & Moelter (2000).

Given the typically lateralized nature of stroke,
discrepancies in psychomotor functioning are
frequently identified. Such impairments are most
frequently manifested through aphasia, hemiplegia,
and apraxia. Because the MCA provides blood flow
to 75% of each cerebral hemisphere, including those
territories that mediate the comprehension and pro-
duction of speech and language, speech-language
impairments are common. The MCA also perfuses
the parietal lobes, as well as the geniculostriate pro-
jections, thus it should not be surprising that visuo-
spatial impairments are not uncommon following
stroke. Memory impairment may follow stroke
because of direct involvement of medial temporal
lobe structures, but is more frequently the result
of compromise in brain structures that mediate
the processing of information during registra-
tion and thus prior to consolidation (Ricker et al
1994). Nonetheless both focal and generalized
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cerebrovascular compromises may result in impair-
ments that cause impaired retrieval in new informa-
tion. Executive control deficits may also follow from
stroke. These may result from direct frontal lobe
compromise, or may be related to the more diffuse
status of cerebral compromise (Kramer et al 2002).

Brief assessment may be quite predictive of out-
come. For example, Stewart et al (2002) demon-
strated that the Wechsler Abbreviated Scale of
Intelligence (WASI; Psychological Corporation 1999)
and the Hopkins Verbal Learning Test – Revised
(HVLT-R; Brandt & Benedict 1998) were predictive
of cognitive discharge scores on the Functional
Independence Measure (FIM; Hamilton et al 1987)
and need for supervision upon discharge. The Mini-
Mental State Examination (Folstein et al 1975),
although often criticized for its relative simplicity,
has also been demonstrated to be predictive of
functional status at discharge (Zwecker et al 2002).

Emotional and behavioral functioning
The prevalence of poststroke depression in acute
and rehabilitation settings has been estimated to be
40–50% (Robinson 1998). On discharge, a third of
patients present symptoms of depression, while a
year after the stroke the figure rises to 67% (Carod-
Artal et al 2002). The risk factors most consistently
associated with poststroke depression are a previ-
ous history of depression, previous psychiatric his-
tory, language impairment, functional impairment,
and returning to live at home alone (Ouimet et al
2001). Risk factors not associated with poststroke
depression are dementia and cognitive impairment.
Controversial risk factors are age, socio-economic
status, prior social distress, dependency in regard to
activities of daily living, and gender (Ouimet et al
2001). Depression may be an important mediator
in treatment effectiveness. Depression following
stroke can impede recovery and rehabilitation and
is associated with higher mortality. Randomized tri-
als show that antidepressants, especially selective
serotonin uptake inhibitors, are effective in the
treatment of this condition. Despite the evidence
available, a large number of patients remain under-
treated. Early identification and treatment can
reduce the functional impairment and mortality
related to poststroke depression (Gupta et al 2002).
In cases of significant language or cognitive impair-
ment the meaningful completion of traditional
instruments such as the Beck Depression Inventory
(Beck 1996) or the Center for Epidemiological
Studies – Depression Scale (CES-D) (Radloff 1977) is

precluded. The use of mood assessment instru-
ments that do not require reading (e.g., the Visual
Analog Mood Scales; Stern 1997) can be used in
these cases.

The presence of fatigue is also a significant prob-
lem following stroke, but it is difficult to study psy-
chometrically. A survey of 88 people with acute
stroke found that 68% of the sample complained of
fatigue compared to 40% of an age-matched control
group (Ingles et al 1999). Many (40%) of the patients
in this study also reported that fatigue was the
worst symptom of their illness. In another study,
van der Werf et al (2001) reported similar findings
with 51% of their sample reporting fatigue com-
pared to 16% in the control group. Interestingly, the
prevalence of depression was similar in both groups
(i.e., 20% and 16%, respectively). Although fatigue
may be a feature of depression, depression and
fatigue may represent separate constructs. Hence, it
may be important to consider both conditions in the
assessment of individuals with stroke.

Several functional neuroimaging studies have
implicated the involvement of various limbic, pre-
frontal, striatal, and thalamic structures in distur-
bances of mood (Drevets 2000). These structures
have also been implicated in neuropsychological
and neuroimaging studies of mood following stroke
(Ricker in press). For example, it has been demon-
strated that after ischemic stroke, individuals that
present with depression have decreased blood flow
in the frontal lobes and striatum (Mayberg et al
1988, Starkstein et al 1996). Temporal lobe structures
have also, but less commonly, been implicated in
some aspects of poststroke depression (Grasso et al
1994). Disruptions of serotonin-rich regions of the
brain are also implicated by positron emission
tomography (PET) studies of poststroke depression
(Mayberg et al 1988).

Although the existence of hemispheric theories
of depression might suggest that poststroke depres-
sion differs from major depression in general, this
may not be the case. Nicholl et al (2002) showed that
poststroke depression does not differ qualitatively
from general depression and that general theories
and thus treatments for depression may be valid
within the stroke population.

True agitation following stroke is an unusual
phenomenon, although emergent agitated behav-
ior over the early course of recovery may occur
(Schreiner & Morimoto 2002). Behavioral decreases
are more common following stroke. Motor impair-
ment is an obvious contributor to behavioral
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suppression, but there are additional factors includ-
ing fatigue and depression (Jongsma & Rusin 2001).
Behavioral compliance with therapies and self-care
are of great importance following stroke. This also
becomes particularly critical after discharge, when
there is likely to be an increased need to either
eliminate behaviors (e.g., smoking) or increase
behaviors (e.g., exercise) that will impact on the
individual’s risk for having another stroke.

Social functioning
Given that acute and early rehabilitation concerns
in stroke focus on medical stabilization, restoration
or enhancement of functional abilities, and dis-
charge planning, there has not been much written
on the topic of social functioning in the early recov-
ery phase of stroke. Following discharge, however,
resumption of prestroke social roles and interests
may be compromised. For example, Mackenzie &
Chang (2002) demonstrated that social support,
functional ability, psychological, and physical
symptoms at 2 weeks poststroke explained almost
half of the variance in functional impact at 3 months
after stroke. In another study (O’Connell et al 2001),
the absence of organized ongoing psychosocial and
rehabilitative support was found to be predictive of
poorer outcome.

Sexual functioning
By its very nature, stroke may cause sexual dysfunc-
tion in women and men through alterations in sen-
sory and/or motor abilities. Medications that are
used in the prevention or treatment of stroke (e.g.,
antihypertensives) may also interfere with sexual
functioning. In a recent survey of a cohort of stroke
survivors (Cheung 2002), investigators demon-
strated a poststroke decrease in libido, coital
frequency, sexual arousal, orgasm, and sexual satis-
faction. As was previously stated in the context
of TBI, it is critical that rehabilitation clinicians
consider the wide variety of potential significant
relationships that can present within the stroke
population.

PSYCHOLOGICAL INTERVENTIONS IN BRAIN
INJURY AND STROKE

In the acute setting, the primary focus of care is
medical stabilization, and often in sustaining life.
Psychologists and other rehabilitation practitioners
can, however, play an important role at this stage in

recovery. Psychologists often employ early assess-
ment instruments such as the Galveston Orientation
and Amnesia Test (GOAT; Levin et al 1979) and the
Coma-Near-Coma Scale (Rappaport et al 1992).
These tools can assist other healthcare professionals
(e.g., physical therapists) in making realistic early
treatment plans. Psychologists also may provide
support and education for families during the
acute phase of brain injury and stroke recovery.
Psychologists may contribute significantly to
rehabilitation on inpatient rehabilitation units. For
example, it has been demonstrated that the intensity
of psychological services is actually the greatest
predictor of successful multidisciplinary inpatient
rehabilitation outcome, even after controlling for
factors such as age, admission status, and length of
stay (Heinemann 1995).

BEHAVIORAL APPROACHES

Patients who sustain brain injury or stroke often
have behavioral disturbances. Although some
aspects of their behavior may be related to “non-
behavioral” factors (e.g., biologically mediated agi-
tation), many other issues may be at least partially
addressed through the application of behavior
modification approaches. It must be noted, how-
ever, that traditional approaches to behavior modi-
fication are based heavily upon learning theory, and
learning is typically impaired among individuals
with cerebral dysfunction. Thus, successful behav-
ior management with many rehabilitation popula-
tions may need to focus more on stimulus control
(i.e., environmental factors) than operant learning
(i.e., recalling relationships between behaviors and
their consequences). Environmental management
and stimulus control techniques are often effec-
tive, and do not involve complicated contracting or
excessive commitment of staff resources. For exam-
ple, room doors designating certain types of rooms
or functions can be painted in distinctive colors.
Temporary signage can also be utilized for specific
individuals’ needs (e.g., “This is Mary’s Room”).
Traditional behavioral management approaches
may be applied, but cognitive compromise can limit
the success of outcomes (Turnbull 1988). Several
useful manuals have been published which detail
the application of behavior management techniques
with neurological rehabilitation populations (Jacobs
1993, Matthies et al 1997). For further details on
behavioral interventions refer to Chapter 8.
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GROUP APPROACHES

Groups may help individuals with processing the
emotional impact of their experience, and in pro-
moting psychological and social adjustment within
the context of their changed cognitive and physical
circumstances (Barton et al 2002). It has also been
demonstrated that group program interventions
and home visits together contribute to increases in
confidence in knowledge and the use of active
coping strategies (van den Heuvel et al 2002). In the
van den Heuvel et al (2002) study, the amount of
social support remained stable in the intervention
groups, whereas it decreased in the no-treatment
control group.

PSYCHOTHERAPEUTIC APPROACHES

As indicated earlier in this chapter, an evaluation to
assess for the cognitive and emotional impact of
brain trauma is often an important early step in the
rehabilitation process. When the neurocognitive
sequelae result in significantly decreased self-
awareness, the types of psychological supports and
interventions typically offered to patients and their
families may need to be modified. As described by
Ricker (2003), traditional insight-oriented therapy
approaches may be hampered by the presence of
cognitive deficits in the patient’s presentation. Such
approaches generally depend upon the patient’s
ability to understand, at least on a basic level, their
recent experience and their current situation, to use
abilities such as insight and awareness to monitor
their own reaction and communicate their reaction
to others, and to use abstraction to think about how
their current situation may affect their future.
Indeed, the patient’s ability to monitor and commu-
nicate about their internal states is key to many psy-
chotherapeutic approaches to grief and adjustment
counseling. As a result, intervention strategies that
rely heavily on external stimulus control strategies
and family participation may be most useful in
many cases of significant brain injury or illness
(Matthies et al 1997).

Emotional symptoms and adjustment reactions
in the patient with cerebral compromise can take
different courses. As indicated earlier, a patient
with significant brain injury may present initially
with emotional symptoms secondary to brain
trauma itself, and only later, as they recover some
degree of self-awareness, present with emotional

symptoms secondary to a sense of loss. As a result,
treatment approaches for emotional symptoms in
these patients will often differ at various times
in the process of their recovery. The patient who
presents acutely with emotional and behavioral
symptoms of brain trauma, may benefit from a
quiet, structured, and consistent environment.
Individuals who have recovered some level of self-
awareness and begin to verbalize feelings of loss
may increasingly benefit from more traditional
psychotherapeutic approaches.

Another issue related to the psychological treat-
ment of the brain-injured patient is that patients
must deal with loss regarding not only cognitive
functions, but also psychosocial functions. The
patient’s physical trauma and immediate cognitive
losses are often the initial focus of grief for both
the patient and family. As the patient is encouraged
to become increasingly independent of the rehabil-
itation unit and in the community after discharge,
the presence of emotional and personality changes
may become increasingly apparent. Intervention
aimed at assisting the patient and family to cope
with loss must attend not only to the objective loss
of cognitive function, but also to reports that the
patient has somehow “changed” with reference to
personality or role within the family.

FAMILY THERAPY

Psychologists and other rehabilitation practitioners
working in neurological rehabilitation are often
asked to provide education and support to TBI
survivors and their families. Survivors of TBI and
stroke may become more dependent upon family
members, and this perceived level of burden may
not decrease even as time passes (Rosenthal &
Ricker 2000). Patient and family education may
occur through a variety of approaches, ranging
from formal interdisciplinary family conferences
and educational groups, to supportive counsel-
ing and formal family therapy (Ricker 2003).

Most research on the impact of neurological com-
promise on the family has dealt with psychosocial
effects over the long term, but early effects are also
critical. While the severity of stroke is of impor-
tance, the individual’s perception of the disease and
its potential impact on future activities, in conjunc-
tion with the spouses’ own coping capacity, is of
great significance in the perception of quality
of daily life (Forsberg-Warleby et al 2002).
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COGNITIVE REHABILITATION

The implementation of behavioral or learning-
based procedures to improve cognitive functioning
has a long history (see Boake 1991), but systematic
studies are of far more recent origin. It is arguably
one of the more controversial areas within TBI
rehabilitation (Bergquist & Malec 1997, Sohlberg
& Mateer 1989), although recent reviews (e.g.,
Cicerone et al 2000) have presented evidence-based
support for certain cognitive rehabilitation inter-
ventions in specific situations. The term “cognitive
rehabilitation” is broad, and typically encompasses
endeavors including cognitive retraining, cognitive
remediation, and compensatory strategy training.
Cognitive rehabilitation is often divided into two
major approaches: restorative and compensatory.
Restorative approaches focus on intervening at the
level of areas of impaired cognitive functioning,
while compensatory approaches are focused on
functional goals and are designed to teach the indi-
vidual how to reach goals using residual abilities
and relative strengths.

Direct retraining techniques are based primarily
on practice, with the assumption that practicing vari-
ous cognitive tasks will result in general improve-
ments in cognition. Examples include having
individual’s memorize lists or generate solutions to
hypothetical problems. Although patients generally
show improvement on tasks that they are required to
practice, there is insufficient evidence to support gen-
eralization to real-world tasks or functional domains
apart from the specific target areas. Potential excep-
tions to this are process-specific training approaches
that derive from direct training, but specific skills are
targeted for improvement. Some skills that have been
shown to be positively impacted by intervention
include visual scanning, attention and concentration,
and spatial organization (Cicerone et al 2000).

The most common approaches to compensatory
device training involve the use of cognitive memory
“orthoses” such as planners, tape recorders, or cal-
endars. Although their functional effectiveness is
fairly well established, there is little evidence that
the use of such devices results in a meaningful
improvement in the underlying core cognitive abili-
ties (Parente & Stapleton 1997). Such orthoses can
prove useful during rehabilitation to assist with
adherence. In addition, the efficacy and benefit of
personal organization and time management prod-
ucts are hardly limited to individuals with acquired
cerebral impairment.

Although cognitive rehabilitation is often applied
as a specific intervention for impairments, some cen-
ters have taken a more programmatic approach. In
such programs, cognitive rehabilitation is seen as a
process that occurs within the context of a therapeu-
tic milieu (i.e., treatment is seen as “holistic”) rather
than in the context of specific time-delimited ses-
sions. The results of many programmatic approaches
are generally in a positive direction, but improve-
ment has been difficult to attribute solely to specific
cognitive interventions (Rosenthal & Ricker 2000).

REMOTE SERVICE DELIVERY

In recent years, attention has been directed toward
the provision of rehabilitation services remotely (i.e.,
“telerehabilitation”). Telerehabilitation is the applica-
tion of telecommunication technology to provide
distance support, assessment, and intervention to
individuals with disabilities, and is a subcomponent
of the broader area of telemedicine (Burns et al 1998).
Although telecommunications is by no means a new
industry, recent developments in telecommunication
and its related technology are leading to advances in
postacute and rehabilitative care. Using a telephone
or cable modem hookup, along with either a personal
computer or piece of dedicated-use remote hard-
ware, physicians and other clinicians could presum-
ably provide ongoing, real-time care to patients at
either remote clinics or in their own homes (Palsbo &
Bauer 2000). Telerehabilitation may hold particular
promise for individuals who live in remote or under-
served areas. Among consumers with brain injury or
stroke, there have been several positive investiga-
tions, including providing telephone intervention
with family caregivers of stroke survivors following
traditional rehabilitation (Grant et al 2002), tele-
conferencing-based psychotherapy and behavioral
training with individuals who have sustained trau-
matic brain injury (Schopp et al 2000), and examining
computer and internet utilization among people
with traumatic brain injury (Ricker et al 2002).

INTEGRATED MANAGEMENT APPROACHES

INTEGRATING THE TREATMENT TEAM

In medical rehabilitation, much of the assessment
and treatment planning process is multidiscipli-
nary. Findings from evaluations are increasingly
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described in terms of uniform functional status rat-
ings (e.g., the FIM; Hamilton et al 1987), with treat-
ment and discharge plans being formulated with a
treatment team model (e.g., team rounds or chart
rounds). Effective communication between the
rehabilitation team, the patient, and the family facil-
itates optimal care and provides the stroke survivor
with the opportunity to reach his or her maximal
functional potential (Zorowitz et al 2002).

Within the context of a rehabilitation medicine
setting, psychologists may typically be viewed
as the primary “mental health” professionals. This
may represent a different relationship when com-
pared to psychiatric settings. In such settings, the
psychiatrist is more likely to be seen as the senior
mental health professional, and other professionals
(e.g., social workers) may be seen as equivalent to
psychologists.

For neuropsychologists, however, there may be a
different phenomenon in the rehabilitation setting
of having to work closely with individuals from
other health professions (e.g., physical therapists,
speech-language pathologists, and occupational
therapists) that also assess domains of functioning
such as memory, language, problem-solving, motor
skills, etc. (Ricker 2003). Furthermore, in some set-
tings, psychologists (along with other professionals,
such as speech-language therapists and occupa-
tional therapists) provide services focused upon
ameliorating acquired cognitive problems. Services
may also be provided to assist patients with learn-
ing new strategies to compensate for acquired cog-
nitive impairments. Such cognitive rehabilitation
approaches, although in wide use, vary greatly
from facility to facility, and have only recently been
subject to more rigorous empirical research. There
are certainly procedures that have demonstrated
effectiveness in well-controlled, well-designed,
and suitably monitored programs (e.g., Attention
Process Training, Sohlberg & Mateer 1989), but it is
incorrect to assume that anything that is done under
the broad rubric of cognitive rehabilitation is
thereby also effective (Ricker 1998). In addition,
many activities and procedures that are conducted
within the context of rehabilitation may not be
uniquely “rehabilitative” in the most literal sense.
For example, training someone to use a personal
calendar or planner may certainly increase his or
her time management skills and adherence to reha-
bilitation tasks, but this is not cognitive rehabilita-
tion per se. When considering a referral for such
services (regardless of the discipline that offers the

service), it is important to consider the empirical
basis for the intervention, the likely improvement in
function arising from the passage of time alone (i.e.,
spontaneous recovery), the rationale for the inter-
vention (e.g., retraining versus teaching compensa-
tory strategies), the effects of practice, and the
qualifications and experience of the provider.

Although all rehabilitation specialties represent
different disciplines and approaches to assessment
and intervention, it is critical that clinicians from all
fields make every effort to approach cases from the
same perspective, both conceptually and practi-
cally. That is, it may cause unwarranted confusion
and conflict if one discipline views a patient from a
strict test score-based or numeric “cut-off” perspec-
tive, while another discipline views the same
patient in the context of the patient’s education, life
experience, effort, personal goals, and values. As
important as it is for all disciplines to know their
professional limits, it is equally important for refer-
ral source, professional colleagues, and interdisci-
plinary teams also to recognize these limits. For
example, to a colleague or payer source not familiar
with the differences, an occupational therapy or
speech-language evaluation of higher cognitive
functions and a neuropsychological evaluation
might appear very similar. It is critical that each dis-
cipline educates consumers as to the unique contri-
butions of their discipline’s approach to assessment
and intervention.

This should hold for not only cognitive therapies,
but also physical therapies and non-cognitive
aspects of occupational therapies. It is imperative
that physical and occupational therapists make use
of the psychologist in order to examine ways in
which patients’ compliance with treatment can be
enhanced (see Chapter 4). There may be problems
or situations which initially appear to be purely
physical in their focus, but upon closer examination
psychological issues might be responsible for medi-
ating or maintaining aspects of non-compliance
with therapies. For example, a patient might make
fewer gains in physical therapy than would be pre-
dicted based on injury status, and initial examina-
tion might suggest that the individual is giving less
than full physical effort during treatment sessions
and attributes their own behavior to pain or fatigue.
Upon closer examination and consultation between
the physical therapist and the psychologist, how-
ever, it might be determined that the patient is fear-
ful of returning home in a “changed” status, and is
either intentionally or unintentionally not putting
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forth full effort in order to delay their return home.
This is but one example of a situation in which a
psychologist might assist another therapist in
enhancing participation in therapy (and hopefully
subsequent participation in the community after
discharge).

As most rehabilitation psychologists are typically
trained as clinical, health, or counseling psycholo-
gists, they are uniquely qualified to formally assess
emotional states and to intervene using applied
principles of psychology. This is not to say that
other rehabilitation professionals have no input into
such issues, as their observations may be of great
utility in assisting with the formulation of a hypoth-
esis regarding a patient’s status, treatment, or out-
come. It is within the scope of practice for other
rehabilitation professionals to train and counsel
patients, family members, educators, employers,
and other rehabilitation professionals in adaptive
strategies for managing cognitive-communication
disorders. Other rehabilitation professionals must
also integrate behavior modification treatment
techniques (see Chapter 8) as appropriate for the
management of associated problems, such as self-
abusive and combative behaviors and agitation.
Ultimately, the use of behavioral techniques and
strategies should be viewed not as a psychological
intervention, but rather as a way in which all team
members might maximally increase each patient’s
participation in rehabilitation. Furthermore, thera-
pists should not hesitate to request the assistance of
a psychologist in facilitating this participation. In
some settings, this might occur through direct refer-
ral from individual therapists. In other settings,
such a referral might have to be requested as a
formal order through the attending physician.

INPATIENT MANAGEMENT

Interdisciplinary team dynamics must be consid-
ered (Kreutzer & Sander, 1997), and psychologists
can help to facilitate adaptive professional relations
among team members and across disciplines. In an
inpatient rehabilitation setting, the efficient provi-
sion of clinical services is critical. This is an impor-
tant issue not only for patient care (patients and
families, having already gone through an acute care
hospitalization, do not want an unnecessarily long
rehabilitation stay), but also for third party payers.
For example, in the US, within inpatient rehabilita-
tion, neuropsychologists commonly encounter the

requirement of the “3-hour rule” with most third
party payment providers. Essentially, this is a policy
of the Health Care Finance Administration (HCFA),
stating that if a patient is in an inpatient rehabili-
tation facility, they must receive 1 hour each of
physical therapy, occupational therapy, and/or
speech-language therapy each day. As no aspect of
psychological or neuropsychological services is
included in this 3-hour provision, psychologists
find themselves competing with other disciplines
(and outside consultants) for patient time and
access, even though the psychologists might not be
reimbursed for these services. In such an environ-
ment, it is recommended that team members adopt
a patient-centered approach. In other words, the
focus is on the needs of the patient, not on “which
discipline does what.” Thus, it should be seen as
appropriate for a physical therapist to request a
psychologist’s assistance in increasing a patient’s
participation in gait training. Although the psychol-
ogists may know little or nothing about the mechan-
ics or restoration of gait, he or she brings a wealth of
information on analyzing what triggers or inhibits
behavior, and can design strategies to increase
desired activity while decreasing that which is
not desired.

Extensive neuropsychological testing in the acute
care setting immediately following the onset or
exacerbation of cerebral impairment may be of min-
imal or no benefit given the possibility of delirium,
post-traumatic amnesia, psychological shock, agita-
tion, anxiety, transient aphasic presentations, signif-
icant motoric compromise, or other injuries (Ricker
2003). Brief focused testing (to be followed-up later
with a more comprehensive neuropsychological
evaluation) can, however, be of benefit in identify-
ing and quantifying residual impairments, as well
as in making appropriate recommendations. This is
critical for effective rehabilitation programming
given the need to determine the individual’s func-
tional capacities that are available for compensatory
strategies, as well as those areas that may need to
be targeted for improvement. Neuropsychological
testing can help in formulating plans for commu-
nity reintegration following cerebral compromise,
such as return to work or school. Such testing is also
useful in identifying and quantifying areas of
improvement, which may be required for certain
aspects of reintegration after brain impairment
(e.g., re-establishing legal independence following
appointment of a guardian). Documentation of
improvement is likely to be of comfort to individu-
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als (and to the families of these individuals) who
have sustained central neurological dysfunction.
Formal assessment is also useful when formulating
individual behavioral management plans, given
the fact that such plans rely heavily on an indi-
vidual’s ability to learn and follow directions.
Neuropsychological assessment can also, in some
instances, be utilized as an index of efficacy for
some types of treatment, such as interventions
designed to improve or compensate for cognitive
impairments (sometimes referred to as cogni-
tive rehabilitation, remediation, or retraining).
Neuropsychological testing may also be used to
index changes following certain medical interven-
tions (e.g., pharmacotherapy).

Documentation within a medical rehabilitation
context is likely to differ from a traditional
neuropsychiatric setting. Given the treatment and
ongoing assessment orientation of most accredited
rehabilitation programs, reports are likely to be
briefer, more frequent, and functionally based with
recommendations for treatment (rather than simply
listing a series of impaired test scores). In addition,
greater emphasis may be placed on daily assess-
ment reports and treatment notes. Given the inter-
active and multidisciplinary nature of medical
rehabilitation, it is critical that the psychologist has
excellent consultative and interactive skills. This is
of particular importance when the psychologist
is interacting with disciplines more physical in
nature, as the potential contributions of a psycholo-
gist to the enhancement of factors such as balance or
gait might not be directly apparent.

Even as an outside consultant to a rehabilitation
team, a psychologist can provide an informative
perspective. This may be especially true in the con-
text of a rehabilitation setting that is accustomed to
patients without prominent cognitive impairment
(e.g., a spinal cord injury or orthopedic setting). In
terms of assessment, many events that can lead to
other medical rehabilitation conditions (e.g., spinal
cord injury, complicated fractures) may also result
in traumatic brain injury (e.g., motor vehicle acci-
dents, assaults, and falls). Although moderate and
severe TBI are not likely to be “overlooked” clinically,
co-existing mild or mild-to-moderate TBI may be
missed upon initial examination of the SCI patient in
the acute trauma setting (Ricker & Regan 1999).

Treating the individual with cognitive compro-
mise may pose special challenges for rehabilitation
professionals accustomed to working primarily
with individuals who have sustained non-brain

injuries or illnesses. Although the acute rehabilitation
process for any individual can be stressful to the pri-
mary consumer (i.e., the patient), family, and team
members, the rehabilitation process for someone
with multiple conditions (e.g., a SCI and brain
injury) is multiply compounded. For example,
many aspects of medical rehabilitation involve edu-
cating patients about self-care procedures (e.g.,
medication regimen training, bowel training, blad-
der management, transfers). The team’s approach to
education and training may have to be modified for
the patient who presents with significant cognitive
symptoms. Such patients may exhibit multiple
difficulties in advancing through the rehabilitation
program, including difficulties retaining new infor-
mation over time, sequencing information during
multistep tasks, making judgments about safety,
problem solving in novel situations, and initiating
self-care behavior. Thus, psychologists can have a
favorable impact on patient care by assisting in the
modification of the actual treatment program. For
instance, the team may need to emphasize caregiver
training more heavily than patient training, at least
initially. Training may also need to be approached
using simple and concrete communication. The
individual with cognitive inefficiencies may become
“overloaded” with new information more easily
than non-brain-compromised persons.

Even in the context of an injury or illness that
clearly involves the brain, rehabilitation teams may
still require significant input from the neuropsy-
chologist. Cerebral compromise is, by any defini-
tion, a potentially catastrophic and life-changing
event. Immediately after the injury, medical practi-
tioners and family are often most concerned with
the patient’s acute medical condition and chances of
survival. Once survival appears likely, individuals
and family often become more aware of and
focused on issues of functional loss. A grieving
process often begins during the acute medical
stage and continues through the rehabilitation
process and beyond (Hainsworth 1998). In brain
injury and stroke, emotional adjustment may take a
somewhat different course as compared to rehabili-
tation populations that experience non-brain-based
impairments. Accurate assessment of emotional
functioning requires that the patient demonstrates
some degree of insight and awareness regarding
their recent experiences and their emotional func-
tioning. Unfortunately, individuals that sustain TBI
and stroke often experience deficits in these areas.
Thus, individuals might be truly unaware of their

Traumatic brain injury and stroke 197



situation and may lack many common symptoms of
grief and readjustment. Indeed, these individuals
may report little or no emotional reaction or changes
in functioning. This type of presentation may be mis-
interpreted by staff as representing a purely “psy-
chological” process such as denial. As individuals
recover from their acute event and self-awareness
improves, they may develop “delayed” emotional
symptoms or behavior problems that were not pres-
ent or apparent more proximal to the onset of their
injury or stroke. Thus, it is important for psycholo-
gists to assist team members in differentiating what
problems are “really” psychological in origin, and
which might be more primarily physiological.

In contrast to the individual who initially pres-
ents with a lack of emotional symptoms, some
individuals will alternatively present with notable
emotional symptoms and personality change. They
may exhibit a variety of symptoms including
increased irritability, impatience, agitation, and
fatigue, as well as decreased frustration tolerance
and motivation (Matthies et al 1997). These symp-
toms may be misinterpreted by staff as either mal-
adaptive psychological reactions to catastrophic
injury or simply as the presentation of a “non-
compliant” patient. Staff who are either unaware of
the presence of brain trauma in the patient, or that
are not accustomed to working with individuals
that have cerebral involvement, may become easily
frustrated with the level of attention, encourage-
ment, and structure required by these patients in
combination with their apparent non-compliance
with aspects of the rehabilitation program. Behavioral
approaches with patients and staff can often help in
these situations.

Thus, an accurate understanding of the patient’s
initial presentation in inpatient rehabilitation,
including an understanding of the extent to which
brain trauma has occurred, can greatly assist staff in
understanding aspects of the patient’s emotional
presentation and in addressing issues related to the
course of adjustment. This understanding will also
assist team members in interpreting and monitoring
their own emotional responses to the situation.

PHARMACOLOGICAL ADJUNCTS TO
BEHAVIORAL MANAGEMENT

Although psychologists and most other reha-
bilitation practitioners do not directly prescribe
medications or directly recommend specific psy-

chopharmacological regimens for patients, it is
important to have familiarity with the drugs that
are currently used in the treatment and manage-
ment of TBI. A comprehensive review of psy-
chopharmacological treatment following brain
injury can be found in Zafonte et al (1999).

Psychostimulants such as methylphenidate (best
known under the brandname of Ritalin), amanta-
dine, and bromocriptine are used with TBI and
stroke patients. This drug may be of particular use
in increasing the tonic (i.e., general) arousal of indi-
viduals with neurologic compromise, and may also
assist in increasing speech initiation in individuals
with aphasia (Zafonte et al 1999).

Antiseizure medications are, of course, used as
seizure prophylaxis or to control a known seizure
disorder. They are also used in some TBI patients to
manage agitation, regardless of whether the cause is
seizure-related. Antiseizure medications are also
gaining popular use in the non-TBI populations
as well as a primary or adjunctive treatment for
mood disorders (e.g., bipolar disorder, American
Association of Neurological Surgeons 2000).

Antipsychotic medications are often used to
decrease agitated behavior in non-TBI populations.
Their use in the TBI population has been historically
controversial given assumptions about the effects of
antipsychotics on post-TBI neurobehavioral symp-
toms and negative impact on the rehabilitation
process. Much of the caution derives from animal
studies (and limited human data). Of note, however,
are potential beneficial uses of the newer generation
of atypical antipsychotics. Since these agents have
different mechanisms of action as well as different
neurotransmitter targets, concerns about exacerba-
tion of agitation might be fewer (Elovic et al 2003).

OUTPATIENT MANAGEMENT

Given the nature of training and practice of clinical
neuropsychology (i.e., typically lengthy batteries of
psychometric tests), neuropsychologists involved in
rehabilitation may find it easier to practice “tradi-
tional” battery-based neuropsychology in an outpa-
tient setting. Of note, however, is the fact that such
batteries and approaches were developed irrespec-
tively of known or suspected diagnosis, and were
not developed within the context of the needs of
contemporary medical rehabilitation. In fact, batter-
ies that are heavily dependent upon sensori-
motor input and output functions may be of little
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incremental utility with many neurorehabilitation
populations (Rosenthal & Ricker 2000). In addition,
it is important to note that normative databases are
rarely equivalent, and are virtually never identical.
For example, one group used to norm one particular
test may differ dramatically and in clinically mean-
ingful ways from the normative group used for
another test. In clinical psychology and neuropsy-
chology, an excellent example is the Wechsler Adult
Intelligence Scale – Revised (WAIS-R). The WAIS-R
and the WAIS-III are well standardized in the sense
of having large normative databases across age
ranges (Ricker 2003). Beyond the Wechsler scales,
however, there are no additional cognitive test data
obtained from the original standardization sample.
Otherwise stated, there are data as to how the stan-
dardization sample performs on the WAIS-R or
WAIS-III, but no data widely available addressing
how these individuals perform in other cognitive
domains or on other neuropsychological tests.
Clinically, however, psychologists routinely use the
WAIS-R/III IQ scores as a “baseline” for compari-
son, and then proceed to compare additional tests
to these scores as if all scores were comparable.
Furthermore, as the population ages and the num-
ber of individuals who experience some period of
disability in their lives increases, it will be critical to
develop tests and normative data that take normal
aging into account. Having said this, however, it
should be noted that most practicing neuropsychol-
ogists do not utilize a rigid fixed-battery approach
(Sweet et al 2000).

Psychologists can certainly provide useful infor-
mation to patients, families, and to other pro-
fessionals. First, clinical neuropsychologists can
provide neuropsychometric assessment. This refers
to the use of various tests and measures designed to
allow for inferences about brain–behavior relation-
ships. This type of data can provide information
about a client’s cognitive functioning and psychoso-
cial issues. A formal neuropsychological evaluation
can provide patients and healthcare providers with
estimates of a client’s abilities across many areas of
neurocognitive functioning including attention,
language, memory, visuospatial abilities, planning,
problem-solving, and emotional status.
Comprehensive neuropsychological evaluations
may also allow for predictions to be made regarding
a client’s cognitive capacity to return to work, and
about the client’s motivation to do so. Clinical neu-
ropsychologists can also assist in estimating a
client’s actual pre-injury or pre-illness level of func-

tioning or adaptation. Because most clinical neu-
ropsychologists are trained not only in
brain–behavior relationships but also in clinical,
health, or counseling psychology, they are also able
to take into account factors other than a primary
brain injury that may contribute to abnormal neu-
ropsychological test findings. Such factors can
include emotional disruption, age, premorbid psy-
chiatric history, substance abuse, learning disability,
decreased motivation, or even secondary gain.

Although many clinical neuropsychologists
focus primarily or exclusively on neuropsychomet-
ric assessment, many provide direct intervention in
the form of behavior management, client education,
psychotherapy, or guidance in vocational pursuits.
Community reintegration may be cognitively diffi-
cult and emotionally stressful for clients, and short-
term psychological interventions can be quite
useful in facilitating adaptive functioning.

Within the context of outpatient rehabilitation, a
major focus of psychological practice for the major-
ity of adults is vocational reintegration. Clinical
neuropsychologists may provide consultation to
vocational counselors, employers, and state voca-
tional rehabilitation services (referred to as job
commissions in some areas). This is particu-
larly important in light of the Americans With
Disabilities Act (1990), which, among many things,
emphasizes accommodations that can assist indi-
viduals with successful return to work. Clinical
neuropsychologists can be of great utility in assist-
ing institutions and organizations in fulfilling the
spirit and letter of this legislation.

OUTPATIENT PROGRAMMING

Perhaps the most pervasive forms of postacute
rehabilitation are outpatient therapy and day treat-
ment. Outpatient therapy can consist of a single
or combination of therapies (e.g., physical ther-
apy, occupational therapy, speech-language therapy,
psychotherapy) that an individual may receive at
a rehabilitation center or specialized neurological
rehabilitation program. In all but the mildest of
cases, a period of outpatient therapy is recom-
mended after inpatient rehabilitation to assist indi-
viduals in reaching their highest level of physical
and psychological functioning. This is often accom-
panied by periodic medical monitoring, usually
by a physiatrist, and follow-up psychological
or neuropsychological evaluation after 6 months or
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longer to assess the level of recovery and residual
impairments. Day treatment is a form of outpatient
treatment in which a full array of treatment serv-
ices is provided to individuals who often attend
3–5 days per week for 4–6 hours per day. The
duration of day treatment programs is generally
3–6 months. These programs, which in the US
are often accredited by the Commission for the
Accreditation of Rehabilitation Facilities (CARF) as
“community-integrated programs,” provide the
standard array of rehabilitation services with ongo-
ing medical supervision, cognitive rehabilitation,
case management, vocational rehabilitation services,
and individual, family, and group psychotherapy.
Many of these programs are psychologist-led or
managed and are termed “holistic” or “neuropsycho-
logical rehabilitation” programs and have produced
very positive outcomes (see Malec & Basford 1996).

Transitional living programs are designed for
higher functioning individuals who are ready to
learn independent living skills in a community set-
ting. Often, such individuals have completed an
extensive therapy program and are medically stable.
Usually, transitional living programs are located in
single or multi-family dwellings in the community,
staffed by counselors or therapists who may be affili-
ated with a brain injury rehabilitation program. Due
to a variety of cognitive and/or behavioral problems,
residents in a transitional living program need some
training to develop or regain skills in community
mobility, shopping, managing personal finance,
job-seeking, use of leisure time, and developing
appropriate interpersonal relationships.

For individuals with chronic, severe behavior
problems, a neurobehavioral residential treatment
program is often a desired placement. This type
of program may be hospital-based with a focus on a
high degree of structure, systematic use of behavioral
management, physical management, and/or psy-
chopharmacology. Individuals who exhibit severe
disinhibition, agitation (beyond the acute phase of
recovery), and antisocial behavior (including the
threat of potential harm to self or others) are likely
candidates to receive treatment in these settings.

PSYCHOSOCIAL MANAGEMENT

Family reintegration
Families are often characterized as the “second vic-
tim” of TBI or stroke. The typically sudden onset
of the event, and its residual sequelae, creates

difficulties in acceptance and coping. The family is a
critical component of successful community integra-
tion (Perlesz et al 1999). Individuals often return to
their family, which then assumes the role of caregiver.
This can pose a considerable burden on the family,
who are unaccustomed to their new roles and experi-
ence a great deal of “burden” which may even
increase over the years after TBI or stroke (Brooks
et al 1986). For example, a person with a TBI returns
to a spouse, who may quite accurately perceive their
partner as a significantly different person or even as a
“child.” This can create tremendous stress on the
caregiving spouse, and in some cases, parent–child
relationships. As Serio et al (1995) found in their
study of family needs following brain injury, the need
for emotional support is most frequently “unmet,”
in comparison to needs for medical information,
professional support, and instrumental support.

Vocational reintegration
Given that the majority of stroke survivors are older
individuals, including many retirees, return to work
is not as pressing an issue as it is in the TBI popula-
tion. For many survivors of brain injury, the process
of re-entering competitive employment is one of the
greatest obstacles and likely factors contributing to
a sense of quality of life. Despite the catastrophic
nature of TBI, many survivors have sufficiently
recovered basic physical and cognitive skills within
6–12 months postinjury to begin the process of voca-
tional rehabilitation. The first step is usually a refer-
ral from the rehabilitation facility to a vocational
rehabilitation agency. In the US, many state voca-
tional rehabilitation agency offices have counselors
that specialize in TBI. After establishing eligibility
for services, an individualized written rehabilita-
tion plan may be established, consisting of a variety
of elements:

● comprehensive extended evaluation, which may
include up-to-date medical, neuropsychological,
and vocational interest/aptitude examinations

● referral to a specialized brain injury rehabilitation
program which has a vocational rehabilita-
tion component

● contact with pre-injury employer and attempts to
assist the client to return to pre-injury employ-
ment in the same or, more typically, reduced job

● referral to a supported employment program,
which may be administered by the state agency or
by a vocational rehabilitation company or brain
injury rehabilitation program.
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The supported employment model, which is
known as a “place-train” model is one in which
clients are placed in a competitive work setting with
a job coach, who works alongside the employee
until the employee no longer needs the cueing
or guidance which has been provided. Initially
developed with the psychiatric population, it has
appeared to be an effective model for the brain
injury population as well (Wehman et al 1989). For
some individuals, the level of residual deficit is
so severe that return to work is not feasible. In
these cases, the client is referred to the Disability
Determination Service in the US situation for evalu-
ation of eligibility for long-term disability payments
through the social security system. Similar systems
also exist in other countries.

Academic reintegration
For children or young adults that experience brain
injury, an important goal is resumption of school or
academic activities. In the past decade, the US fed-
eral and state education agencies have recognized
traumatic brain injury as a distinct entity. Using the
US as an example, children and adolescents that
experience any disabling neurological condition are
eligible to receive special education services under
the Individuals with Disabilities Education Act
(Americans With Disabilities Act 1990), which was
initially enacted in 1990 and revised in 1997. In
some rehabilitation programs, educational tutoring
is initiated during the inpatient hospitalization.
When discharge approaches, the rehabilitation team
(frequently the psychologist or social worker) often
works directly with the individual’s local school
district to develop a transition plan to enable a per-
son to re-establish an educational program. An indi-
vidualized educational plan is developed, which
may include homebound tutoring, part-time sched-
ule, use of compensatory strategies or devices,
modified curriculum, assistive technology, special
transportation and similar services. This plan is
subject to review on a yearly basis, or more often
as needed. For young adults, many universities
around the world offer services for students with
disabilities.

Substance abuse
A major risk factor for successful community reinte-
gration following TBI is the use and abuse of alcohol
and/or drugs. A recent study from the TBI Model
Systems examined cross-sectional data for up to
4 years postinjury (Kreutzer et al 1996b). The

investigators found that those who used alcohol
excessively prior to the injury remained heavy
drinkers at follow-up several years postinjury.
Other investigators have identified substance abuse
as a major impediment to participation in sup-
ported employment programs and job retention
(Sale et al 1991). A recent study demonstrated the
effectiveness of a community-based model, termed
the “TBI Network,” in increasing the productivity
and decreasing the level of substance use in individ-
uals who sustained severe traumatic brain injury
(Bogner et al 1997). Although many rehabilitation
psychologists do not have advanced training in
substance abuse treatment, it is important to 
utilize screening measures, such as the Michigan
Alcoholism Screening Test (MAST, Pokorney et al
1972) or the Ewing questionnaire (usually referred
to as the “CAGE,” representing the “Cutting
down,” “Annoyance,” “Guilt,” and “Eye-Opener”
items of the question list, Ewing 1984) to correctly
identify those who used substances excessively and
may be likely to abuse substances following dis-
charge into the community. It is also important for
the rehabilitation psychologist to identify, educate
and/or refer to community providers who can treat
substance abuse problems in persons with TBI. The
technique of motivational interviewing during the
inpatient stay has been shown to be of some utility
in reducing later drinking behavior among individ-
uals with TBI that have a history of alcohol abuse
(Bombardier & Rimmele 1999). Rehabilitation prac-
titioners other than psychologists can play an
important role in identifying symptoms of the
abuse of alcohol and other drugs.

SUMMARY

This chapter has provided a brief overview of the
nature of TBI and stroke, and their cognitive,
neurobehavioral, and psychosocial consequences.
Descriptions have been provided to understand the
multiple roles of psychologists and other rehabili-
tation practitioners in assessing and managing
impairments and issues encountered in the rehabil-
itation process, both for the survivor and signifi-
cant others. Brain injury and stroke have become
core programs in many, if not most, rehabilita-
tion programs. Psychologists have been instrumen-
tal in establishing innovations in clinical practice
and in engaging in critical research to establish
the validity of new techniques of assessment
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(e.g., neuropsychological assessment) and rehabili-
tation treatment (e.g., cognitive rehabilitation).
In addition, psychologists have been actively
involved in treatment efficacy research, which has
become of increased relevance in the era of health-
care reform and, in the US and many other coun-
tries, managed care. It has also been the case that
psychologists have been at the forefront in model
systems of care, and also in the policy and legisla-
tive arena in developing standards of care.

Even with greater external constraints being
placed on rehabilitation practice, there may be
greater numbers of patients that are referred for
services. Recent publications suggest the effective-
ness of some physical (e.g., constraint induced
therapy; van der Lee et al 1999) and cognitive
(Cicerone et al 2000) interventions. As empirical
support grows for medical rehabilitation, third
party payers may be more inclined to approve
longer stays or to approve referral to compre-
hensive rehabilitation services in the first place.
A recent National Institute of Health Consensus
Conference (held in 1998) also heavily emphasized
the beneficial role that psychologists and neuropsy-
chologists can play in the assessment and rehabili-
tation of survivors of neurologic injury. Such
influential support will benefit the “front-line”
clinical practitioner.

Recent research suggests that rehabilitation serv-
ices can have the greatest impact on functional out-
comes when they are implemented early. The effect
of this is that patients are admitted to rehabilitation
settings much earlier than in previous years. Thus,
the nature of the neuropsychological services that
can – and should – be provided is likely to become
increasingly different. The provision of multi-hour

standardized testing batteries is more likely to be
reserved as an outpatient service, with cognitive
screening and behavioral management being the
focus of inpatient rehabilitation.

As with all practice environments for psycholo-
gists, the medical rehabilitation setting poses many
challenges, but also offers many rewards. The
capacity for neuropsychologists to interact directly
and regularly with multiple healthcare profession-
als is, although not unique, almost a cardinal feature
of rehabilitation neuropsychology. As advances
have occurred in acute medical interventions (e.g.,
improvements in managing acute intracranial
pressure in brain injury, or early pharmacological
interventions following stroke), rehabilitation
psychology has seen an increase in the number
of patients, but has also had to look for ways to
continue to make contributions in the face of a very
different healthcare reimbursement market. A large
percentage of one’s patients will demonstrate
improvement and make meaningful reintegration
into their communities. The information that the
neuropsychologist can communicate, and the inter-
ventions that psychologists provide, contribute
positively to the process of rehabilitation, and ulti-
mately to the functional outcome of patients and
their families.
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INTRODUCTION

Spinal cord injury (SCI), fortunately, is a rare event.
When it does occur, however, SCI can have a devas-
tating impact on the individual who is paralyzed, as
well as their family members and friends. We do not
currently have the ability to greatly undo the dam-
age that is done neurologically and functionally
when SCI occurs, although recent research has been
more encouraging in that regard (e.g., Stover 1995).
Thus, for the present, SCI effectively means perma-
nent paralysis, the extent of which varies depending
on the location and the degree of neurological dam-
age. As could be expected, the impact of such an
injury to a person’s emotional, behavioral, and
social functioning can be substantial. Accordingly,
psychologists for many years have been providers
of clinical services to people who receive this
kind of injury.

In this chapter we have assumed that the reader
has little familiarity with SCI or the role of the psy-
chologist in the management of such conditions. In
this chapter we describe the basic medical outcomes
of SCI, the secondary complications that can occur
across that individual’s subsequent lifetime, and the
role of the psychologist in evaluating and facilitat-
ing coping and adjustment, a lifetime process.

WHAT IS SPINAL CORD INJURY?

Spinal cord injuries are the result of significant
trauma to the central nervous system. Often the
injuries are complex, and the functional outcomes
vary considerably due to unpredictable factors such
as the amount of hemorrhage or swelling within the
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spinal canal. Most SCIs are caused by blunt trauma
to the spinal cord.

Initially a thorough neurological assessment
is conducted using the International Standards
for Neurological and Functional Classification of
Spinal Cord Injury (Bonica 1990). The neurological
level of injury is determined by examining the sen-
sory and motor levels of impairment. People with
tetraplegia experience loss of feeling and/or move-
ment throughout the body including the hands
and/or arms. In people with paraplegia, arm and
hand function are preserved with motor and sen-
sory functions diminished or absent at or below the
level of injury.

EPIDEMIOLOGY

In the United States the incidence of SCI is roughly
40 cases per million population, indicating that
there are approximately 10 000 new cases of SCI per
year (DeVivo 2003). Incidence rates in other
countries are consistently lower than in the United
States. The rate outside the United States is around
20 new cases per million population annually
(DeVivo 2003). Based on information derived from
the SCI Model Systems national database, risk fac-
tors for SCI in the US include age, gender, and eth-
nicity. The highest incidence rates are in males and
people in their late teens through early thirties.
African Americans represent 20% of the SCI popula-
tion even though they only form 12% of the general
population (Go et al 1995).

Automobile accidents account for more than 30%
of SCIs. In the US, falls (22%), gunshot wounds
(17%), diving injuries (almost 5%), and motorcycle
crashes (almost 5%) are also common causes of SCI.
Causes of SCI vary considerably by race. Among
whites, automobile accidents remain the major
cause of SCI (DeVivo 2003). Among African
Americans, the major cause of SCI is gunshot
wounds. Motor vehicle accidents frequently result
in tetraplegia whereas acts of violence usually
result in paraplegia (DeVivo 1997). As a result, over-
all costs for treatment of people injured via motor
vehicle accidents are much higher than for people
who are injured via violent acts (DeVivo 1997).

More than half of all people who incur SCI had
never been married at the time of injury. One-third
of those injured were married when injured. Being
unmarried at the time of injury is predictive of
never marrying, as more than a third of those over

the age of 15 when injured had not married two
decades after SCI (DeVivo 2003). Individuals with
SCI are more likely to marry if they are college edu-
cated, had been married before, had paraplegia, and
are independent in activities of daily life (DeVivo
2003). Over 60% of people with SCI were employed
at the time of injury. However, the figure drops sub-
stantially when examining people post-SCI as only
27% become gainfully employed (DeVivo 2003).
Life expectancy after SCI depends on age at injury.
For a 30-year-old individual with tetraplegia, life
expectancy is approximately 60% of normal; for a
50-year-old person life expectancy is close to 48%
that of normal (DeVivo 1997).

MEDICAL MANAGEMENT

In this section, medical management of conditions
secondary to or concomitant with SCI will be
described. In particular, those complications that
may be related to psychological factors or amenable
to psychological interventions will be the focus.
These will include concomitant traumatic brain
injury (TBI), cardiovascular and respiratory condi-
tions, endocrine and metabolic disturbances,
gastrointestinal and urinary conditions, pressure
ulcers, and spasticity. Also, the impact of aging
and the areas of sexual functioning, fertility, and
pregnancy will be discussed.

CONCOMITANT TRAUMATIC BRAIN INJURY

As noted above, SCIs are frequently the result of
blunt insults to the body caused by rapid decelera-
tion (e.g., motor vehicle accidents and falls). An
injury of sufficient severity to cause damage to the
spinal cord itself is likely to produce concomitant or
co-occurring injuries, such as TBI (Trieschmann
1992). Recently, it has been noted that people who
sustain an SCI may also sustain mild head injuries;
a fact not detected in the past (Trieschmann 1992).
Studies indicate that between 40% and 60% of peo-
ple with traumatic SCIs experience mild to moder-
ate cognitive dysfunction when assessed soon after
their injuries (Roth et al 1989). It is often difficult, if
not impossible, to be certain that deficits typically
measured by neuropsychological tests are in fact
the result of a TBI. Pre-existing learning disability,
prior TBI, depression and anxiety, and cognition-
impairing medications can all influence test
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performance early on (Roth et al 1989). The presence
of a substantial period of retrograde and antero-
grade amnesia raises the suspicion of a TBI, partic-
ularly if loss of consciousness and/or impaired
cognition is well documented by emergency tech-
nicians (Roth et al 1989).

People with SCI may experience poor attention
and concentration, memory disturbances, persist-
ent headaches, and decreased problem-solving abil-
ity (Richards et al 1988). Cognitive problems may
impose on the person’s recovery because SCI reha-
bilitation requires intensive learning of new med-
ical and self-care regimens (Richards et al 1991).
However, in a longitudinal study of SCI and con-
comitant TBI, Richards et al (1988) found that many
cognitive deficits observed at 7 weeks after SCI
were resolved within 1 year. When deficits are
noted, neuropsychological assessments provide an
ideal opportunity to individualize treatment proto-
cols that utilize cognitive strengths rather than
weaknesses. In addition, careful education of family
members and frequent follow-up of persons with a
high suspicion of concomitant SCI and TBI are in
order.

CARDIOVASCULAR CONSIDERATIONS

Cardiovascular functions are disturbed after SCI pri-
marily due to autonomic nervous system complica-
tions (Campagnolo & Merli 2002, Sabharwal 2003).
Immediately postinjury, cardiovascular sequelae are
related directly to the neurological insult; however,
indirect cardiovascular complications may occur
later as a result of a sedentary lifestyle and loss of
mobility (Campagnolo & Merli 2002).

Autonomic dysreflexia, hypotension, brady-
cardia, cardiac arrest, impaired thermoregulation,
and orthostatic hypotension are among the promi-
nent cardiovascular concerns that are monitored
early in the rehabilitation course (Campagnolo &
Merli 2002). Severe complications, however, can
happen with people experiencing autonomic dys-
reflexia. Autonomic dysreflexia is a reflex response
that is characterized by rapid and potentially life-
threatening increases in blood pressure. Between
48% and 85% of people with SCI at the thoracic
level of T6 or above experience complications
from autonomic dysreflexia (Campagnolo & Merli
2002). Symptoms of autonomic dysreflexia can
include anxiety, papillary dilation, flushing, and
bladder sphincter contraction, all of which need to

be closely observed (Campagnolo & Merli 2002).
Guidelines for the clinical management of auto-
nomic dysreflexia have been published by the
Consortium for Spinal Cord Medicine (1997).

Indirect or secondary cardiovascular complica-
tions are linked to lifestyle changes that coincide
with SCI. Deconditioning syndromes result from
reduced exercise capacity. As a result, individuals
with SCI are at risk for developing cardiovascular
diseases earlier than their able-bodied counterparts
(Campagnolo & Merli 2002). Thromboembolic dis-
orders related to stasis and increased platelet aggre-
gation have been reported to occur in 47% to 100%
of people with acute SCI (Campagnolo & Merli
2002). Cigarette smoking, lipid abnormalities, 
obesity, and diabetes contribute independently to
the risk of developing cardiovascular disease.
Psychological factors such as chronic life stress,
social isolation, and depression are significant car-
diovascular disease risk factors (Sabharwal 2003).
Psychological interventions such as relaxation train-
ing (see Chapter 9) or smoking cessation interven-
tions may be warranted in a subset of people with
SCI to help prevent cardiovascular complications.
However, there are no published intervention/
outcome studies to aid the rehabilitation psycholo-
gist in this area.

RESPIRATORY CONSIDERATIONS

Respiratory complications are the leading cause of
mortality in people with paraplegia and tetraplegia
(Peterson & Kirshblum 2002). Approximately 67%
of people with acute SCI develop respiratory condi-
tions during the initial hospitalization (Jackson &
Groomes 1994). Because complications from respi-
ratory disorders have been found to increase the
length of initial hospitalization by as long as 27 days
(Tator et al 1993), such complications need to
be monitored carefully. Respiratory complications
post-SCI include atelectasis, pneumonia, pleural
effusion, and aspiration (Peterson & Kirshblum
2002). People with SCI should also be assessed for
sleep apnea, which can lead to respiratory and cog-
nitive compromise (DeVivo et al 1993). Although
older individuals are at significantly greater risk for
respiratory problems than their younger counter-
parts (Ragnarsson et al 1995), young people with
SCI should still be monitored carefully. Due to loss
of muscle control, increases in respiratory conges-
tion, and decreased lung capacity, people with SCI
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need to develop compensatory skills while in the
acute rehabilitation environment. Education should
focus on promoting and protecting respiratory
health. During initial inpatient rehabilitation,
emphasis should be on weight control, smoking ces-
sation, and correct wheelchair posture. Many of
these risk factors are preventable through lifestyle
changes and may be addressed by the psychologist
using behavioral or cognitive behavioral interven-
tions both individually or in groups. Again, how-
ever, there are no published studies to guide the
rehabilitation psychologist in this area.

ENDOCRINE AND METABOLIC CONSIDERATIONS

SCI impacts on the endocrine system resulting in a
wide range of metabolic disorders. Disorders of the
thyroid, pituitary, calcium metabolism, and lipid
absorption can have a profound effect on the quality
of life of people with SCI. Initially, weight loss
occurs as a result of muscle atrophy (Ragnarsson et
al 1995), insulin production (Bauman & Spungen
2000), and water diuresis that can persist for weeks
to months (Staas et al 1998). Due to permanent alter-
ations in the basic metabolic rate and energy output,
obesity usually develops at a later point in time.
Obesity is a threat to the longevity of people with
SCI (Ragnarsson et al 1995) and increases the risk of
developing diabetes, pressure ulcers, problems in
self-care, and restrictions in mobility.

Chen et al (2002) conducted a pilot weight man-
agement study on four white males with SCI. The
SCI EatRight program consists of 12 weekly classes
covering exercise, nutrition, stress reduction, and
behavior modification with documented success in
the general population. In the initial pilot study, SCI
participants lost on average 3 kg while in the pro-
gram. In a follow-up study on 11 people with SCI,
similar findings were found. On average, partici-
pants lost 10 pounds and reduced their blood
cholesterol levels by 13.7 mg/dl. Clearly, goals of
rehabilitation should address the implementation
of active exercise programs whenever appropriate.
Such programs can involve a variety of rehabilitation
practitioners.

A further complication of SCI is altered bone and
calcium metabolism. Calcium, which is generally
reduced in the bone structures in the paralyzed
areas of the body, can result in hypercalciuria or
high levels of calcium in the urine. In general, how-
ever, reduction of calcium intake does not appear to

reduce the amount of calcium in the urine (Bauman
& Spungen 2000). Loss of bone mass requires
increased effort by the kidney (Bauman & Spungen
2000), which can result in hypercalcemia. In addi-
tion, osteoporosis is frequently observed in this
population due to the lack of weight bearing. Bone
mineral depletion occurs over time, with bone min-
eral loss of 20% to 50% found in women (Garland
et al 2001).

GASTROINTESTINAL AND URINARY
CONSIDERATIONS

Voluntary bowel and bladder control are disrupted
or lost with SCI depending on the level and extent
of injury. Research by Glickman & Kamm (1996)
indicated that 95% of people with SCI in their
sample required at least one therapeutic method in
order to defecate. Half of their participants were
dependent on others for toileting, and 49% took
more than 30 minutes to complete their bowel pro-
gram. Of note, was that depression was correlated
positively with time taken for bowel management.
As people with SCI may not experience the need to
defecate, they risk becoming constipated or inconti-
nent. Krogh et al (1997) reported that 75% of people
with SCI experience fecal incontinence and 80%
experience constipation.

Urinary tract infections are the most commonly
reported secondary condition in SCI (Cardenas et al
1995). Data collected by the US Model Systems pro-
gram revealed that urinary tract infections were
found in just over 80% of their sample (Cardenas et
al 1995). People with SCI may not perceive the
typical signs and symptoms of urinary tract infec-
tions such as pain or urgency, however, they may
experience new-onset urinary incontinence, fever,
flushing, lower-extremity spasms, and autonomic
dysreflexia (Cardenas et al 1995). Untreated urinary
tract infections may lead to chronic renal dys-
function and ultimately kidney failure or death
(Cardenas et al 1995).

Management should focus on prevention of
gastrointestinal and genitourinary complications.
Therapeutic goals include the implementation of
bowel and bladder programs. The bowel program
usually consists of routinizing evacuation of the
bowel at a time that is appropriate for each individ-
ual. Intermittent catheterization is usually recom-
mended for urinary control and has been found to be
superior to chronic indwelling Foley catheterization
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(Weld et al 2000). Dietary changes often consist of
increasing the consumption of fiber, grains, fruit,
and vegetables. Caffeine and spicy or fatty foods
may cause diarrhea in some individuals and, if so,
should be avoided. Fluid intake, particularly water,
is important to both proper bowel and bladder func-
tion. With the dramatic lifestyle changes that the
individual with SCI has to incorporate, compliance
with medical regimens may become problematic.
The psychologist or the physical therapist may
address compliance within group sessions as well as
in individual behavior therapy (Trieschmann 1988).

PRESSURE ULCERS

Pressure ulcers are localized areas of cellular necrosis
usually located between a prominent bone and the
bed or wheelchair (Donovan et al 1993). Pressure
ulcers are thought to be preventable, but continue to
affect up to 66% of people hospitalized for SCI (Priebe
et al 2003). Behavioral risk factors for pressure ulcers
include smoking, alcohol use, and low average cogni-
tive functioning (Priebe et al 2003). Pressure sore
prevention education is needed throughout reha-
bilitation. Management consists of turning regimens,
skin assessment and care, and pressure relief at
appropriate intervals. The success of such programs,
however, is based on adherence to the new regimen.

SPASTICITY

Increased muscle tone or spasticity often accompa-
nies SCI. Spasticity is associated with uncontrolled
limb movements that may result in chronic pain,
fractures, and joint dislocations (Nance 2003). On the
positive side, spasticity can be beneficial in retaining
muscle tone and assisting with transfers. Maynard et
al (1990) found that up to 78% of people with SCI
required treatment for spasticity within the first year
postinjury. In another study, 41% of individuals with
SCI reported that spasticity resulted in restricted
daily activities or pain (Levi et al 1995). Spasticity
may be treated with an array of oral and intrathecal
medications (e.g., valium, baclofen). Compliance
with range-of-motion exercises to reduce the inci-
dence of spasticity may be addressed with behavior
modification. There have been some clinical reports
of improvements in spasticity from relaxation train-
ing and hypnosis (Baer 1960) although there is very
limited research in this area.

AGING

With advances in medical science and rehabil-
itation, the life expectancy of people with SCI
is increasing. Cross-sectional studies have indi-
cated that, with aging, people with SCI experience
increased pain, bowel and urinary complications,
pressure ulcers, nursing care admissions, and med-
ical costs (see Weitzenkamp et al 2001 for review).
Studies also demonstrate decreased independence
in self-care, decreased mobility, and decreased par-
ticipation in social roles. In contrast with these find-
ings, aging has been positively associated with
improved life satisfaction in some people with SCI
(see Weitzenkamp et al 2001 for review).

People with SCI face multiple injury-related chal-
lenges (e.g., wear and tear from transfers and
wheelchair use) in addition to the normal effects
of aging that everyone experiences. Thus, normal
aging and duration of disability offer unique contri-
butions to our understanding of long-term health
outcomes following SCI (Pentland et al 1995).
Pentland et al (1995) found that, in men, aging was
significantly related to increased fatigue, decreased
physical activity due to pain, and greater satisfac-
tion with life. Duration of disability measures indi-
cated that the longer people lived with SCI, the
more physical symptoms and illnesses they experi-
enced, and they perceived themselves to be less
secure financially. In this study of males only, aging
and duration of disability interacted to compound
the negative effects of financial security.

A study of females with SCI found that aging
women often feel isolated and believe that their key
concerns are not addressed effectively by healthcare
providers (Pentland et al 2002). Studies such as
these reiterate the need for people with SCI to be fol-
lowed longitudinally by multidisciplinary teams in
order to prevent psychosocial and medical compli-
cations that may occur with aging. Early identifica-
tion, education, and intervention may minimize
or eliminate age-related difficulties (Charlifue &
Lammertse 2003).

SEXUAL FUNCTIONING, PREGNANCY, AND
FERTILITY

SCI may affect sexual functioning both physiologi-
cally and psychologically. The physical aspects of
sexual functioning are directly related to the injury.
Individuals with incomplete injuries and upper
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motor neuron injuries have a better prognosis than
do people with lower motor neuron injuries (Elliott
2003). Having a concomitant TBI may further
increase sexual dysfunction or produce inappropri-
ate sexual responses (Elliott 2003). Nevertheless, all
people retain the ability to function sexually in
some way. Returning to an active sex life can be
related to perceptions of self-esteem and body
image, all of which can be addressed within the
multidisciplinary team.

Women with SCI may return to enjoying an
active sex life in time. Menses may cease temporar-
ily, only returning to normal after several months,
but the need for birth control does not decrease
(Ducharme et al 1993). The choice of birth control
needs to be considered carefully as each method
may present complications. Condoms and spermi-
cide have been found to be consistently effective
with the fewest complications. Of course, this
method requires partner cooperation. Regarding
sexual responsiveness, vaginal lubrication and
vasocongestion occur both psychogenically and via
reflex so that many women are not impaired sexu-
ally even when they lose sensation (Harrison et al
1995). Jackson (2003) reported that 54% of SCI
women experienced orgasm and an additional 30%
were able to have extragenital pleasure similar to
orgasms. Women with SCI are able to become preg-
nant and carry a healthy baby to full term. Some
difficulties in pregnancy, however, are noted (e.g.,
autonomic dysreflexia and spasticity). Frequently
a cesarean section will be recommended even
though uterine contractions are not typically
impaired.

As stated earlier, males represent 80% of the
SCI population and hence more is known about
their sexual functioning (Elliott 2003). Men can be
assured that sexual function and pleasure may
be enjoyed again with some variations. Research
suggests that between 54% and 87% of men are able
to experience erections (Crooks & Baur 2002). Men
may experience psychogenic erections, which are
stimulated through afferent stimuli in the brain.
Reflex erections are mediated by an arc in the sacral
spinal column (S2–S4). Men with SCI above T6
should be able to experience reflex erections. Men
with SCI in the sacral region may experience psy-
chogenic erections. However, in both cases men
may have difficulty maintaining erections and often
fail to ejaculate. Further, semen quality is dimin-
ished as concentration of sperm and sperm motility
decline (Elliott 2003). These problems may be

addressed with any number of new technologies
and drug treatments, such as Viagra.

Psychologically, sexual dysfunction may have a
profound impact on the individual in the wake of an
acute SCI. Rehabilitation programs should address
sexual functioning early in rehabilitation so that the
individual may feel comfortable enough to raise
questions. Body image changes need to be addressed
openly. People with SCI should be encouraged to
expand their sexual repertoire and focus on non-
coital expression of sexuality. Inclusion of the sexual
partner in the education process is important as per-
ceived partner satisfaction and relationship quality
are significantly related to sexual satisfaction in
men with SCI (Phelps et al 2001). Clinicians can play
a significant part in facilitating resumption of sexual
roles (Burns & Jackson 2001).

PSYCHOLOGICAL CONSIDERATIONS

SCI is most often the result of trauma leaving the
individual with no opportunity to “prepare” for
such an event, as might be the case with some pro-
gressive neurological or other chronic diseases.
Therefore, onset of SCI may be accompanied by
substantial emotional and behavioral responses,
some of which require clinical intervention. We
have reviewed how SCI affects physical mobility
and, therefore, independence and access to employ-
ment, recreation, and work activities. People who
receive an SCI, in addition, face both physical and
social barriers when trying to reintegrate into soci-
ety. People with SCI might also have some of their
own internal attitudinal barriers to overcome.
The early adjustment and coping literature for
SCI emphasizes a “stage of adjustment model”
(Buckelew et al 1991). Such stage theories may pro-
vide a convenient framework for understanding
what can happen in the adjustment process, but
recent research fails to support their validity
(Buckelew et al 1991). That is, there is no evidence
for a necessary or invariable sequence of adjustment
steps that one “should” go through, and that indi-
vidual differences in coping with SCI are at least as
evident as commonalities. In this section, we will
focus on the common emotional and behavioral
responses to SCI that occur or may occur in the cop-
ing and adjustment process and describe interven-
tions that have been used by psychologists in that
process. Such responses include depression and sui-
cide, anxiety and post-traumatic stress disorders,
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substance abuse, stress appraisal and coping,
and pain. Cognitive behavioral interventions are
described when they are relevant to each section
with a more complete explanation of cognitive and
behavioral interventions afterward.

DEPRESSION AND SUICIDE

Assessment of depression is challenging in people
with SCI as a number of the symptoms of a major
depression overlap with physical consequences of
SCI. According to the Diagnostic and Statistical
Manual – IV (American Psychiatric Association
1994), major depression is characterized by the
experience of five or more of the following symp-
toms for a period of at least two weeks:

● depressed mood most of the day
● markedly diminished interest in pleasurable

activities
● significant weight loss or decrease in appetite
● insomnia or hypersomnia
● psychomotor agitation or retardation
● fatigue or loss of energy
● feelings of worthlessness or excessive guilt
● diminished ability to think or concentrate.

Therefore, unless an individual was experiencing
depression prior to the SCI, it is problematic to be
diagnosed with clinical depression early in the
acute phase of treatment. Adjustment reactions with
depressed mood are more likely to be observed
during this period than a clinical depression. The
diagnosis of “adjustment disorder with depressed
mood” is assigned when the development of emo-
tional or behavioral symptoms are a response to an
identifiable stressor and occur within 3 months of
the onset of the stressor (American Psychiatric
Association 1994).

Over time, the vast majority of people with SCI
will experience some symptoms of distress, such as
tearfulness, irritability, and grief that may last for
years. However, diagnosable major depression
is found in only 20–45% of people with SCI.
Depression scores are highest when people with
SCI enter the initial phases of rehabilitation
(Kennedy & Rogers 2000). For example, as people
move from the bed to the wheelchair, they may
become aware of the challenges that they are facing
in rehabilitation. Typically depressive symptoms
resolve within 3 months postdischarge (Richards
1986), but this is not always the case. In some people

with SCI (up to 30%), depression remains constant
as much as 2 years later (Hancock et al 1993).

Depression has been linked to several poor out-
comes, including long-term health consequences.
Depressed people with SCI need more medical
assistance, spend more hours in bed, and enjoy
fewer hours out of the house than do non-
depressed people with SCI (Tate et al 1994). Suicide
rates are two to six times higher in people with SCI
than in the able-bodied community (Charlifue &
Gerhart 1991).

Individual differences are found among people
with SCI with regard to the development of depres-
sion. People with SCI and low educational levels
(i.e., high school or less) tend to experience depres-
sion more frequently than do people with higher
education levels (Scivoletto et al 1997). Females
with SCI are more likely to become depressed than
are males with SCI (Tate et al 1994). Older individu-
als experience depression more frequently than do
younger individuals (Krause et al 2000). Persons of
minority status are at higher risk for depression
than are other people with SCI (Krause et al 2000).
Of note, however, is that people with tetraplegia are
no more likely to be depressed than those with
paraplegia (Hancock et al 1993).

Scivoletto et al (1997) suggested that depression
may be related to obstacles in social role fulfillment
and reduction of autonomy. Indeed, rates of divorce
for both pre-existing and post-SCI marriages are
higher in people with SCI than in the general popu-
lation (DeVivo et al 1995). Vocational and other
social roles are affected too (Buckelew et al 1991).
For example, alterations in financial security, mate-
rial assets, and meaningful social roles decrease per-
ceptions of quality of life (Duggan & Dijkers 2001).
Participation in sporting activities has improved life
quality and maintained role function while reduc-
ing medical complications (Stiens et al 2002).
Hanson et al (2001) found that SCI athletes scored
significantly higher on physical independence,
mobility, occupational status, and social integration
as compared to non-athletes with SCI.

As stated earlier, rates of suicide in the SCI popu-
lation are two to six times higher than in the general
population (DeVivo et al 1995). Approximately half
of people with SCI express suicidal thoughts.
A recent Danish study (Hartkopp et al 1998) using
data from 888 individuals revealed that the suicide
rate among individuals with SCI was five times
higher than expected in the general population,
with suicide rates being higher for women than for
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men. Hartkopp et al (1998) also found that the
suicide rate doubled from the 1970s to the 1990s.
Additionally, people who were marginally disabled
were twice as likely to commit suicide as the people
with functionally complete tetraplegia. It is impor-
tant to recognize that suicide rates may be underes-
timated as some accidental deaths or drug-related
deaths may be socially acceptable forms of suicide.
Rehabilitation providers are in a prime position to
assess suicidality. Fichtenbaum & Kirshblum (2002)
provide a good review of assessing suicidality. They
suggest that suicidality assessments should include
questions about suicidal ideation, plan, intent,
current access to lethal means, any possible prior
attempt(s), and comorbid alcohol or drug use.
Questions that are useful in assessing suicidal
ideation include: “Is life still worth living?,” “Do
you feel like going to sleep forever?,” and “Are you
having thoughts of hurting yourself?” If the patient
answers in the affirmative to any questions about
suicidal ideation, the suicidal plan should be dis-
cussed. A question such as “How would you com-
mit suicide?” would be appropriate as a follow-up
to assess the suicidal plan. Intent to commit suicide
may be assessed with a question like “Do you think
that you would really harm yourself?,” or “What is
there in your life preventing you from harming
yourself?” Follow-up questions should address the
availability of the means to commit suicide, such as
does the person have access to a gun or lethal doses
of medications. Thus, in this way, suicidality may
be assessed in a stepwise fashion. When suicidal
ideation is noted, a more thorough suicide assess-
ment and appropriate referral and/or treatment by a
psychologist are warranted (see suicide assessment
above).

ANXIETY AND POST-TRAUMATIC STRESS
DISORDERS

Additional psychological consequences of SCI
may include the anxiety disorders such as general-
ized anxiety disorder, adjustment disorder with
anxiety, acute stress disorder, and post-traumatic
stress disorder (PTSD). Anxiety disorders have
not been as thoroughly investigated as depres-
sion, and as such, their prevalence and inci-
dence are not well delineated (Richards et al
2000). Anxiety disorders are often comorbid
with depressive disorders, making the diagnosis
difficult at best.

Hancock et al (1993) found that anxiety levels
were higher in people with SCI as compared to their
control group. Approximately 25% of the SCI group
experienced anxiety whereas only 5% of the control
group was anxious. Furthermore, anxiety levels
remained elevated in the same group as long as
2 years later (Craig et al 1994).

The Diagnostic and Statistical Manual – IV
(American Psychiatric Association 1994) character-
izes PTSD as resulting when a person has been
exposed to a traumatic event and responded with
intense fear, helplessness, or horror. Also charac-
teristic of PTSD is that the traumatic event may be
re-experienced through dreams or flashbacks, per-
sistent avoidance of associated stimuli or gener-
alized feelings of numbness, and symptoms of
increased arousal (e.g., hypervigilance, exaggerated
startle response, and sleep difficulties) (American
Psychiatric Association 1994). Traumatic SCIs are
typically the result of automobile accidents, vio-
lence, sports, and falls. Suddenly the injured indi-
vidual must immediately address extreme physical
and psychological consequences. PTSD symptoms
are more likely to occur when there is a sudden
event that is dangerous, uncontrollable, and unpre-
dictable (Yule et al 1999). Thus, the very nature
of traumatic SCIs places people at risk for develop-
ing PTSD.

PTSD occurs at a higher rate in people with
SCI than it does in the general population. Approxi-
mately 14% of people with SCI experience trauma-
related distress 6 months post-SCI (Kennedy &
Evans 2001). Prior experience with trauma also
increases the risk of having PTSD post-SCI (Radnitz
et al 2000). Radnitz et al (2000) found that veterans
with experience in direct combat were more likely to
experience PTSD and had more severe symptoms
following SCI than did non-combat veterans.
Furthermore, all of the non-combat veterans recov-
ered from their PTSD whereas only 26% of those
people with war combat experience recovered.

SUBSTANCE ABUSE

It has been estimated that between 17% and 62% of
people sustaining SCIs were intoxicated and more
than 30% of individuals with traumatic SCIs
were using illegal drugs at the time of injury
(Kolakowsky-Hayner et al 1999). In a study of pre-
injury substance abuse among people with SCI and
TBI, 96% of the SCI participants reported pre-injury
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alcohol use, with 57% of them being heavy drinkers
(Kolakowsky-Hayner et al 2002). Within the trau-
matic brain injury group, 81% of the participants
reported pre-injury alcohol use and 42% were heavy
drinkers. Given that 8–10% of the general popula-
tion is estimated to abuse alcohol (Tate 1993), the
percentages for the people with traumatic SCI and
TBI are significant and clinically relevant.

After SCI, 73% of people return to drinking alco-
hol within 18 months of initial hospitalization
(Heinemann et al 1990). Negative outcomes have
been associated with substance use post-SCI. In the
extreme, alcohol use after SCI has been found to be a
leading cause of death (Smith 1990). Less severe,
negative outcomes include poor rehabilitation out-
comes (Tate 1993), depression, lower life satisfac-
tion, spending less time in productive activities
(Smith 1990), and development of preventable com-
plications such as pressure ulcers (Yarkony &
Heineman 1995).

STRESS APPRAISAL AND COPING

Stress refers to any event where the internal or
external demands tax or exceed the adaptive
resources of an individual and jeopardize well-
being (Lazarus 1966). This definition accounts for
the uniqueness with which we all interpret events
as well as the individual differences that exist in our
adaptive resources. As such, no two people will
experience an event in the same way – every event
is filtered through this cognitive appraisal process.
Nevertheless, most people who acquire SCIs may be
classified as experiencing significant events for
which they were psychologically unprepared
(i.e., stress). Indeed, following SCI many events
may be stressful. Significant adjustment is likely to
be required from the injured individual and the
environment.

Coping entails efforts to master the condition
that is stressful, often requiring a novel response
from the individual. Coping responses can be
divided into two main categories: problem-focused
coping and emotion-focused coping (Lazarus 1966).
Problem-focused coping includes efforts to improve
the situation by taking action to change things
(Lazarus 1966). For example, in the rehabilitation
setting, when a person with SCI complies with treat-
ment regimens and engages in discourse with the
treatment team they are actively involved with
the problem and, therefore, using problem-focused

coping. Problem-focused coping is particularly use-
ful in situations when the person’s efforts can
actually modify the stressor. On the other hand,
emotion-focused coping involves strategies that are
utilized to relieve the emotional impact of stress
(Lazarus 1966). These actions are designed, not to
change the situation, but to make the person feel
better about the event. Examples include prayer,
talking about fears, joking, distancing, relaxation,
and distraction. Thus, when a person with a com-
plete SCI states that they will walk out of the
hospital, they are using emotion-focused coping
strategies to distance themselves from their fears
about being paralyzed for life. Emotion-focused
coping strategies are very useful in addressing
aspects of stressors that are fixed or unchangeable.
In people with SCI, problem-focused strategies can
be most effective with situations that can change
(e.g., learning bladder and bowel programs),
whereas, emotion-focused approaches can be most
effective in dealing with the feelings that arise from
suddenly needing to learn bladder and bowel pro-
grams or situations that are more out of that indi-
vidual’s control (e.g., responses of other people).

Gerhart et al (1999) conducted a longitudinal
study on 187 people with SCI who acquired injuries
prior to 1971. Perceived stress was assessed at three
points in time along with psychological measures of
severity of disability, depression, life satisfaction,
and well-being to assess coping and adjustment.
Medical variables such as injury severity, pressure
ulcers, urinary tract infections, pain, and fatigue
were also measured. No relationship with stress
was found for medical variables including injury
severity, pain, and fatigue. Strong relationships
were found between stress and ratings on psycho-
logical variables. High stress was directly related to
poor psychological outcomes and depressive symp-
toms, and poor perceptions of well-being and low
levels of life satisfaction were predictive of future
stress experiences.

Hope and denial are also coping strategies that
have been examined in people with SCI. Hope has
been defined as a cognitive process in which people
are focused on goals and the necessary planning to
meet those goals (Snyder et al 1999). Pursuing goals
should produce positive emotions, and experienc-
ing barriers to goals may produce negative feelings.
Initially after injury, people with SCI are likely to
experience many barriers to goals and associated
negative feelings. However, over time, new goals
accompanied by positive feelings can develop.
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Hope has been associated with positive psychologi-
cal adjustment. For example, people who are high in
hope feel invigorated and think positively about
achieving goals (Snyder et al 1999), and they also
feel good about themselves. Indeed, Elliott et al
(1991) found that in people recovering from SCI,
higher hope was related to less depression and
better coping skills.

Denial is a normal coping mechanism that peo-
ple use when facing an overwhelming situation
(Fichtenbaum & Kirshblum 2002). In the short term,
such as the weeks and months following SCI, denial
offers people emotional detachment from the effects
of trauma. This detachment allows for people
to adjust in a slower, more gradual pace so as to
decrease levels of arousal and anxiety that could
significantly impair rehabilitation progress. Over
time, as arousal in response to the trauma decreases,
people will gradually confront the trauma and its
consequences. Elliott & Richards (1999) found that
denial was consistently associated with less dis-
tress, hostility, and perceived handicap during
the first year after injury in 40 people with SCI.
However, when denial becomes a long-term strat-
egy of avoidance, negative outcomes including
loneliness and increased medical complications
may ensue (Elliott & Richards 1999).

Use of social support, a form of coping, has been
associated with adjustment in people with SCI.
Social support or lack thereof can influence both
the physical and psychological outcomes of SCI
(Trieschmann 1988). Social support affects individu-
als in two ways. First, social support can have a
direct, beneficial impact on health. For example,
a person with SCI may be more disposed to attend
therapy sessions if a family member attends as well.
Second, social support can buffer or protect us from
the negative effect of serious health problems. For
example, post-SCI visits from family and friends
may help prevent serious depressive symptoms.
Chan et al (2000) conducted a cross-sectional study
on 66 people with SCI and found that the group at
risk for developing psychological problems had low
perceived social support.

PAIN

Pain has been defined as an unpleasant sensory
and emotional experience associated with actual or
potential tissue damage, or described in terms
of such damage (Bonica 1990). This definition is

particularly useful because it acknowledges that
both physical and psychological factors play a role
in the experience of pain. As such, pain is a subjec-
tive experience that is difficult to measure because
we must rely exclusively on self-report. For people
with SCI, pain assessment is complicated by the fact
that pain may be experienced in areas of the
body that are not sensitive to normal stimuli such as
pin pricks.

Estimates of the prevalence of pain after SCI are
reported to be between 18% and 96% (Putzke et al
2002) with up to 30% of people experiencing severe
pain (Bryce & Ragnarsson 2003). The largest propor-
tion of these patients (96%) experience acute pain
while in rehabilitation (New et al 1997), but many
go on to experience chronic pain. In one study, 58%
of people experienced the onset of SCI-related pain
within the first year after the injury (Stormer et al
1997). Post-SCI pain is difficult to classify because
some of the origins of pain remain unexplained. As
there have been approximately 30 classification
schemes for SCI pain it can be challenging to
draw conclusions across studies. Recently, Bryce &
Ragnarsson (2003) proposed a systematic taxonomy
for post-SCI pain that organizes pain into three lev-
els (see Figure 14.1). The first level divides pain into
two broad types: nociceptive and neuropathic. The
second level is a division of pain into broad systems:
under nociceptive is musculoskeletal and visceral,
and under neuropathic is pain at level, below

WORKING WITH SPECIFIC CLIENT POPULATIONS216

Figure 14.1 Bryce/Ragnarsson Classification of Pain after SCI.
The figure summarizes the basic elements of the
Bryce/Ragnarsson Classification of Pain after SCI (Bryce &
Ragnarsson 2003). The first column classifies pain (i.e., above
level, at level, or below level) according to neurological level of
SCI. The second column classifies pain as nociceptive or
neuropathic. The third column further classifies pain into
subtypes of either nociceptive or neuropathic pain types



level, and above level. The third level classifies pain
into specific structures or pathology.

Nociceptive pain occurs in the muscles, bones, or
abdomen. Often this pain is described as aching,
cramping, dull, and constant. This type of pain may
be caused by long-term overuse in a part of the
body, such as may be observed in the shoulder when
people use manual wheelchairs. Muscle spasm pain
also would fall under the category of nociceptive
pain. Nociceptive pain is usually located above the
level of injury, but can be present below the level of
injury in those with sensory sparing.

In contrast, neuropathic pain is caused by disrup-
tion of the central nervous system or damage to
peripheral nerves. Abnormal sensations such as
hyperalgesia and allodynia may be experienced.
People generally describe neuropathic pain as burn-
ing, sharp, tingling, and/or electric. This pain is
usually experienced at or below the level of injury.
Neuropathic pain is the most common type of
chronic pain reported by persons with SCI and it
can be refractory to standard treatment. Accurate
management of pain for people with SCI depends
on recognizing that pain is not a singular construct
and more than one type of pain may be experienced
simultaneously. Treatment requires an understand-
ing of the range of therapeutic options as well as fac-
tors that influence pain perception (Ragnarsson
1997). A multidisciplinary approach to pain man-
agement is the best option for long-term improve-
ment for the person with SCI.

Pain assessment is crucial to understanding the
pain experience as well as treating painful condi-
tions. Behavioral assessments of pain used in other
chronic pain populations, such as observing pain
behaviors (e.g., grimacing, limping, reduced activ-
ity) may not be effective with this population due to
physical function limitations. One of the simplest
ways to obtain information about pain is to ask the
individual to rate pain intensity on a numerical rat-
ing scale (see Chapter 11). The individual is asked to
rate their pain on a scale of 0 being no pain to 10
being the worst pain imaginable (Figure 14.2). This
measure of pain has been found to be sensitive to

day-to-day fluctuations in pain as well as changes
related to treatment. When using this rating scale,
people should be asked to rate each of their pain
sites separately if they have multiple painful areas
in order to obtain a full picture of the pain. It is also
useful to obtain ratings of the worst and least pain
experienced over the course of the past week.

Another instrument, the McGill Pain Question-
naire (Melzack & Katz 1992) is a well-established
measure for evaluating pain. It consists of a check-
list of 102 pain adjectives (e.g., burning, searing,
dull, aching) ranked in terms of severity that are
then organized into 20 categories (Figure 14.3).
People select at most one from each category allow-
ing for classification of the pain experience into
three primary dimensions: evaluative/cognitive,
affective, and sensory. The McGill Pain Question-
naire also contains an outline of the body to indicate
pain locations. This measure has been used effec-
tively in SCI populations revealing that people with
SCI less frequently select affective components of
pain and more frequently endorse sensory compo-
nents when compared with people having other
painful conditions (Turner et al 2001). Based on this
finding, researchers suggest that people with SCI
perceive their pain as less bothersome than other
medical problems they are facing.

Pain perception may be altered by cognitive fac-
tors and coping strategies as described by cognitive
behavioral theories. Cognitive behavioral theories
as described by Turner et al (2002) and Radnitz
(2002) hold that thoughts or interpretations about
pain are directly related to personal adjustment.
Cognitive behavioral theories regarding pain are
based on Beck’s (1967) cognitive behavioral theories
as well as the rational emotive therapy of Ellis
(1970). Turner et al (2002) define catastrophizing as
the phenomenon of expecting or worrying about
severe negative consequences from an event, even
when it is of minor importance. Catastrophizing
about the painful condition is one way for a person
to think about his or her pain (e.g., I feel that I can’t
stand this pain anymore), such that they demon-
strate an exaggerated negative view of the pain or
painful stimulus. In a study of 174 community resi-
dents with SCI, Turner et al (2002) found that cata-
strophizing was significantly and positively related
to pain ratings, psychological distress, and pain-
related disability. Cognitive behavioral theories also
hold that thought processes such as catastrophizing
can be restructured in such a way as to bring about
improved well-being (Turner et al 2002). That is,
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Figure 14.2 A numerical rating scale. The patient is instructed
to mark the numbered vertical line as appropriate
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Patient’s name

PRI: S
(1–10) (11–15) (16) (17–20) (1–20)

A

BRIEF
MOMENTARY
TRANSIENT

E = EXTERNAL

 I = INTERNAL

COMMENTS:

RHYTHMIC
PERIODIC
INTERMITTENT

CONTINUOUS
STEADY
CONSTANT

__
__
__

FLICKERING
QUIVERING
PULSING
THROBBING
BEATING
POUNDING

__
__
__
__
__
__

__
__
__

__
__
__

E M PRI(T) PPI

Date Time am/pm

McGill Pain Questionnaire

1 TIRING
EXHAUSTING

__
__

11

SICKENING
SUFFOCATING

__
__

12

JUMPING
FLASHING
SHOOTING

__
__
__

2

PRICKING
BORING
DRILLING
STABBING
LANCINATING

__
__
__
__
__

3

SHARP
CUTTING
LACERATING

__
__
__

4

PINCHING
PRESSING
GNAWING
CRAMPING
CRUSHING

__
__
__
__
__

5

TUGGING
PULLING
WRENCHING

__
__
__

6

HOT
BURNING
SCALDING
SEARING

__
__
__
__

7

TINGLING
ITCHY
SMARTING
STINGING

__
__
__
__

8

DULL
SORE
HURTING
ACHING
HEAVY

__
__
__
__
__

9

TENDER
TAUT
RASPING
SPLITTING

__
__
__
__

10

FEARFUL
FRIGHTFUL
TERRIFYING

PUNISHING
GRUELLING
CRUEL
VICIOUS
KILLING

__
__
__

13

__
__
__
__
__

14

WRETCHED
BLINDING

__
__

15

ANNOYING
TROUBLESOME
MISERABLE
INTENSE
UNBEARABLE

__
__
__
__
__

16

SPREADING
RADIATING
PENETRATING
PIERCING

__
__
__
__

17

TIGHT
NUMB
DRAWING
SQUEEZING
TEARING

__
__
__
__
__

18

COOL
COLD
FREEZING

__
__
__

19

NAGGING
NAUSEATING
AGONIZING
DREADFUL
TORTURING

__
__
__
__
__

20

       PPI
NO PAIN
MILD
DISCOMFORTING
DISTRESSING
HORRIBLE
EXCRUCIATING

__
__
__
__
__
__

0
1
2
3
4
5

Figure 14.3 McGill Pain Questionnaire. The descriptors fall into four major groups: sensory, 1–10; affective, 11–15; evaluative, 16; and
miscellaneous, 17–20. The rank value for each descriptor is based on its position in the word set. The sum of the rank values is the pain
rating index (PRI). The present pain intensity (PPI) is based on a scale of 0–5 (reproduced from Pain, 1, Melzack R, The McGill Pain
Questionnaire: Major properties and scoring methods, pp 227–299, Copyright (1975), with permission of International Society for the
Study of Pain)



people can be taught strategies for reinterpreting
the painful stimulus, which may enhance psycho-
logical functioning. Cognitive behavioral therapy
(CBT) is based on the theory that positive thoughts,
feelings, and attitudes can be acquired through
skills training and practice. CBT skills may be taught
to individuals or in groups and may include
diverting attention or distraction, relaxation (see
Chapter 9), reframing the painful experience
(see Chapter 3), positive affirmation, increasing
activity, humor, and prayer. Outcome studies using
CBT for treating chronic pain in the SCI population
are lacking. For a further discussion of pain and
pain management see Chapter 11.

PSYCHOLOGICAL INTERVENTIONS

The effectiveness of CBT for people with disabili-
ties has been well described in the literature
(Radnitz 2002). CBT is based on the assumption that
thoughts or cognitions are directly related to behav-
iors and emotions. These cognitions may be identi-
fied and altered particularly when they are no longer
adaptive (cognitive distortions), and changes in
thinking can then produce changes in feelings and
behaviors. Central to CBT is identifying the particu-
lar cognitive distortions each individual uses. Six
categories of cognitive distortions (Box 14.1) are
prominent in people with SCI (Radnitz 2002). The
first is an overly negative view of the world and
other people in their environment, which people
may describe as thinking that others are being
insensitive to their needs. Second, cognitive distor-
tions evolve around the person’s sense of self-
worth. For example, people with SCI may come to
believe mistakenly that they are less capable of

being workers, spouses, or parents. Third, people
with SCI may have distorted perceptions that lead
them to anticipate poor social interactions or feel
rejected. This feeling is often confirmed by reduced
social contact resulting from role changes. Fourth,
beliefs about hopelessness may develop as people
begin to feel barriers to personal goals. As a result of
despair, depression and anxiety may surface. Fifth,
cognitive distortions about having a sense of entitle-
ment emerge. People experiencing these distortions
may begin to expect that other people should
always extend themselves on their behalf rather
than maintaining independence. Sixth, people
with SCI may begin to feel overly vulnerable to life
events, leading to impairments in functioning and
counterproductive behaviors. CBT is used to chal-
lenge cognitive distortions through skill build-
ing, hypothesis testing, reframing, exposure, and
thought stopping among others. These interven-
tions are effective in people with chronic pain,
disabling diseases, and mood disorders.

Problem-solving therapy is one type of cognitive
behavioral therapy used to improve coping skills in
family caregivers. One model of problem solving
has been described by Elliott and colleagues (Elliott
& Shewchuk 2000, Kurylo et al 2001). The compo-
nents of this approach include five elements of a
continuous process:

● general orientation to problem solving (i.e.,
admitting that a problem exists)

● problem definition including articulating the
characteristics of the problem,

● generating alternatives such as brain-storming
about the situation

● decision-making and implementation or select-
ing a solution and trying it out

● verification (i.e., reviewing the outcome).

This approach can be taught individually, in
groups, or via the telephone. For a further discus-
sion of CBT refer to Chapter 8.

QUALITY OF LIFE AND LIFE SATISFACTION

To date, no “gold standard” exists for quality of life
measurement (Freeman et al 1995). For some people
a good quality of life means enjoying close relation-
ships with family and friends (requires subjective
assessment). For others, a good quality of life
encompasses having fast cars and beachfront homes
(requires objective assessment). No matter how
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Box 14.1 Categories of cognitive distortions 
in people with SCI (adapted from Radnitz 
2002)

An overly negative view of the world
A distorted sense of self-worth
Anticipation of poor social interactions and feelings
of rejection
Belief of hopelessness
An increased sense of entitlement
Feelings of vulnerability to life events



quality of life is defined, most people would agree
that a traumatic SCI can represent a dramatic
challenge to quality of life (Dijkers 1997).

In general, quality of life can be broken into four
or five major domains: psychological, physical,
environmental/economic, social, and, for some,
spirituality. After SCI, all of these domains are likely
to be vulnerable to alteration. We do not fully
understand how SCI impacts life quality domains.
Nor do we fully understand how subjective percep-
tions of these domains vary over time for people
with SCI (Dijkers 1997). One thing that has been
known, however, is that the average person with
SCI experiences a lower quality of life than people
without SCI or other disabling condition (Dijkers
1997). Life satisfaction has also been found to be
somewhat lower in the SCI population when com-
pared to the general population (Fuhrer et al 1992).
In a study of 100 men and 40 women with SCI,
Fuhrer et al (1992) found lowest life satisfaction
scores in the financial, employment, and sex life
domains and highest satisfaction ratings in family
relationships, spiritual life, and activities of daily
living. SCI participants reporting greater levels of
social support as compared to participants with
less social support also rated higher levels of life
satisfaction.

INTEGRATED MANAGEMENT APPROACHES 
IN SPINAL CORD INJURY

A half century ago the medical system was the
predominant mechanism for rehabilitation. Today,
however, the prevailing model is an integrated
system of multidisciplinary healthcare profession-
als (Stover 1995). Comprehensive rehabilitation
requires a collaborative team approach capitalizing
on the various skills of physicians, physical and
occupational therapists, nurses, psychologists,
social workers, and many other healthcare disci-
plines. Clinical psychologists bring additional skills
to the team including assessment, behavioral inter-
ventions, and psychological counseling thereby
extending the treatment options available for
people with SCI (Judd & Brown 1988). Recently,
the American Psychological Association Practice
Directorate (1998) published guidelines for prac-
ticing psychology in hospital settings and other
types of facilities that provide healthcare with
the expressed goal of promoting more effective
integration of psychologists within the medical

environment. This book is an excellent resource for
psychologists and medical teams wishing to utilize
the services of psychologists.

Gans (1987) indicated that facilitating staff–patient
interactions is one of the important roles of the
psychologist in rehabilitation. Non-mental health
professionals such as physical and occupational
therapists are the likely initial contacts for provid-
ing emotional support for the individual and their
family members. However, as a general rule, these
professionals have received little formal training
in addressing psychological issues. The Team
Attended Psychological Interview (TAPI; Gans
1987) is one type of psychiatric consultation–liaison
process used to help staff members deal with psy-
chological/behavioral issues as well as providing
support for the staff members. In other words, edu-
cation about psychological factors is provided to the
staff members and the person with SCI simultane-
ously. The team is responsible for identifying
patients who will benefit from such consultation.
TAPIs may be requested to assist with behaviors
such as manipulation, anger, and sexual provoca-
tion, to assess psychological strengths, management
of unreasonable demands regarding medications,
and to address “splitting” in which people uncon-
sciously attempt to divide the treatment team. This
approach has been successful in enhancing the
awareness of the treatment team to psychologi-
cal issues as well as providing a much-needed
psychological service to the individual.

SUMMARY

Spinal cord injury can be a devastating event.
Severely curtailed physical independence, lack of
access to the environment, and psychological reac-
tions to these changes are among the consequences
of SCI. The ability to move around freely, take
care of one’s bodily physical needs, and the capacity
to gain free and ready access to the social, work,
and recreational environment can be severely
limited. Accompanying emotional and behavioral
responses in the acute rehabilitation setting and
across the lifespan of these individuals represent
important areas for clinical evaluation and interven-
tion by psychologists working in rehabilitation
settings. All of a psychologist’s skills can be incor-
porated into rehabilitation. Assessment skills are
needed across the diversity of issues encountered
from affective disturbance to personality issues,
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behavioral adjustment, coping effectiveness, and
pre-employment evaluation to name a few. Treat-
ment skills can be utilized, including individual,
group, family, marital, and sexuality interventions.
Certainly, the consultation role is critical as well,
both for helping other team members understand
how the individual’s psychological status can affect
their response to rehabilitation interventions, and
how staff can best work with such individuals.
Psychologists also have a rich opportunity to engage
with their medical and physical therapy colleagues
in evaluating and intervening with behavioral
analysis and interventions aimed at eliminating and
ameliorating secondary conditions, which can have
a devastatingly negative impact on quality of life.

We remain hopeful about recent advances in
spinal cord injury “cure” research. Hope is impor-
tant for patients and families as well as staff

working with these individuals. However, until
functionally significant improvements in nerve
regeneration can be achieved, there is much that
psychology can do to contribute to the well-being of
people who receive SCIs. Further, there is abundant
evidence that most of these individuals can over-
come the obstacles that they face to achieve a
satisfying and meaningful quality of life.
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INTRODUCTION

Cardiorespiratory conditions are the primary leading
causes of mortality and morbidity among adults
(Murray & Lopez 1996, National Heart Lung and
Blood Institute 2002). Individuals with cardiovascu-
lar and pulmonary diseases experience significant
functional impairments that consequently compro-
mise their health-related quality of life and psycho-
social functioning. Multifactorial rehabilitative care
of cardiac and pulmonary patients is designed to
optimize patient independent functioning through
reduction and control of symptoms arising from
underlying disease. Behavioral management of
nutrition and exercise, smoking cessation, patient
education, and psychosocial support are central com-
ponents of cardiorespiratory rehabilitation. This
chapter will provide an overview of the pathophysi-
ology underlying cardiac and pulmonary conditions.
We will also present a discussion of the integrative
behavioral applications in multifactorial rehabilita-
tion and relevant psychosocial outcome variables.
We will conclude with a discussion of patient non-
adherence, a common problem in the management of
chronic illness, and the strategies providers can
employ to facilitate lifestyle behavior change.

PHYSICAL AND MEDICAL CONSIDERATIONS

CARDIOVASCULAR DISEASES

Definition and pathophysiology
Cardiovascular disease (CVD), which includes coro-
nary heart disease (CHD), hypertension, and stroke,
is the leading cause of death in industrialized
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nations (Murray & Lopez 1996). In 1999, almost
900 000 deaths in the United States of America (US)
were attributable to cerebrovascular (stroke) or
heart diseases (National Heart Lung and Blood
Institute 2002). Coronary heart disease is the most
common form of CVD and accounts for over 520 000
deaths each year in the US (National Heart Lung
and Blood Institute 2002). Clinical manifestations
of CHD include stable angina pectoris, unstable
angina (chest pain), acute myocardial infarction
or MI (heart attack), and sudden cardiac death.
Atherosclerosis, the primary disease process under-
lying cardiovascular disease (National Heart Lung
and Blood Institute 1998, Porth 1998), is character-
ized by the formation of plaque lesions within blood
vessels such as those supplying oxygen and nutri-
ents to the cardiac muscle. Ischemia, or decreased
blood supply to an organ, can occur when a vessel
supporting an organ is significantly occluded such
that the oxygen supply available is insufficient to
meet the demands of the tissues. Irreversible tissue
damage (necrosis) and death can occur depending
on the severity and location of the ischemic event.

The exact cause(s) underlying the initiation of
atherosclerosis remains a topic of active investiga-
tion. It is thought that injury to the endothelial layer
lining the vessel is the initiating event that leads to
atherosclerosis (Massberg et al 2003, Porth 1998,
Samra et al 2002). This area of injury attracts mono-
cytes (immune cells), platelets (clotting factors),
cholesterol, and other blood components to come
into contact with and stimulate the proliferation of
smooth muscle cells and connective and scar tissue
within the vessel wall. The physical injuries that ini-
tiate the formation of atherosclerotic plaques are
hypothesized to result from contact with oxidative
or injurious agents (i.e., immune factors or toxic
particles from smoking), or mechanical stress such
as those associated with hypertension (Dhalla et al
2000, Luscher 1994, Porth 1998). When modifiable
risk factors persist (e.g., smoking, untreated hyper-
tension), there is less time for the lesion to heal and
the atherosclerotic process will progress.

Scope of impact on public health
Cardiovascular diseases are common and are asso-
ciated with significant mortality. According to
the National Health Interview Survey, diseases
of the heart accounted for 709 894 deaths in the year
2000 among US adults (Minino & Smith 2001). In
1999, heart disease ranked as the number one
cause of death for Caucasians, African Americans,

Hispanic, Asian Americans/Pacific Islanders, and
Native Americans, respectively (National Heart
Lung and Blood Institute 2002). However, data from
the National Center of Health Statistics show that
since 1970 there has been a 51% decrease in mortal-
ity attributable to CVD, suggesting improvement in
the modes of care, surveillance, and prevention to
address this public health problem.

Despite declines in CHD, various forms of CVD
are still common. National estimates in the US sug-
gest that 61.8 million adults have at least one con-
dition classified under CVD (e.g., hypertension,
angina pectoris, coronary heart disease, stroke, heart
failure) (National Heart Lung and Blood Institute
2002). In addition to being the primary cause of
death, CVD is associated with significant morbidity.
Accounting for US$199.5 billion spent in healthcare
expenditure in 2002, these conditions together out-
ranked all other major chronic diseases in total direct
costs for hospital care, physician visits, prescription
drugs, home healthcare, and nursing home care
(National Heart Lung and Blood Institute 2002).

CHRONIC OBSTRUCTIVE PULMONARY DISEASE

Definition and pathophysiology
Chronic obstructive pulmonary disease (COPD) is a
set of chronic, irreversible, and progressive respira-
tory disorders accompanied by substantial mortal-
ity, healthcare costs, disability, and loss of quality of
life (Mannino et al 2002). COPD is characterized by
persistent obstructive airflow. The three main types
of COPD are emphysema, chronic bronchitis, and
asthma, and these result in significant shortness of
breath or dyspnea and have varying etiologies.

Until recently, the diagnosis of emphysema was
anatomical and typically made only at the time of
autopsy. However, newer techniques in radiology,
such as high resolution computed tomography
(HRCT) scanning, have made it possible to separate
emphysema from chronic bronchitis in living peo-
ple. Emphysema is caused by the loss of elastic
recoil of the lung parenchyma, resulting in over-
inflation of the lung. These changes are typically
associated with destruction of the alveolar walls.
Emphysema is a chronic condition that develops
over many years and is characterized by symptoms
of progressive shortness of breath upon exertion.
The disease process is largely irreversible, and
results in considerable disability for affected
individuals, with high morbidity and mortality.
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The consequences of chronic bronchitis are simi-
lar to those of emphysema. However, chronic bron-
chitis is defined as the presence of a chronic cough
and sputum production that lasts at least 3 months
in two consecutive years (American Thoracic
Society 1987), resulting in chronic inflammation of
the bronchi. In some patients, the airways become
obstructed, making breathing difficult.

Asthma is a condition associated with a
reversible airway narrowing that may occur in
response to stimuli such as infection, allergy, cold
air, or cigarette smoke. The narrowing of airways
may be caused by a spasm of smooth muscles,
inflammation, or the oversecretion of mucus.
Chronic asthma occurs when the narrowing persists
over the course of time. Often, chronic asthma
and bronchitis co-exist, resulting in a diagnosis of
“asthmatic bronchitis”.

Scope of impact on public health
Chronic obstructive lung diseases collectively have
become important causes for public health concern
for at least four reasons:

1. they are a major cause of death
2. they affect a large number of persons
3. incidence is increasing
4. they have a major impact upon activities of daily

living (Crystal 1987).

Because COPD is insidious with a long latency
period before clinical recognition, official statistics
underestimate morbidity and mortality. Data from
the third National Health and Nutrition Examination
Survey suggested that many cases of obstructive
lung disease (i.e., low lung function) remain
undiagnosed (Mannino et al 2000, Petty 2000).

COPD-related mortality and morbidity are sub-
stantial and alarming. Accounting for 124 181
deaths in 1999, COPD is the fourth leading cause
of death in the US in individuals over the age of 55,
and has an age-adjusted death rate of 45.8 deaths
per 100 000 persons (National Center for Health
Statistics 1999). In addition, during the 1996
National Health Interview Survey, it was estimated
that chronic bronchitis and emphysema affect
14.2 million and 1.8 million Americans, respectively
(National Center for Health Statistics 1999). The
2002 surveillance report from the Centers of Disease
Control documented an increasing trend in morbid-
ity and mortality of COPD from 1971 to 2000
(Mannino et al 2002). In 2000, there were 10.5 mil-
lion adults over the age of 24 with self-reported

emphysema or chronic bronchitis, affecting 60 per
1000 US adults. While COPD prevalence and death
rates are consistently higher among men than
women, for the first time in 2000, there were
more women dying of COPD than men (59 936 vs.
59 118). These changes likely reflect a shift in
tobacco use patterns by men and women beginning
in the 1960s and 1970s.

MULTIFACTORIAL REHABILITATION
OF CARDIORESPIRATORY CONDITIONS

Comprehensive cardiac or pulmonary rehabilita-
tion programs have been developed to provide a
multidisciplinary therapeutic program tailored to
the needs of the individual patient (American
Association of Cardiovascular and Pulmonary
Rehabilitation 1998, American College of Chest
Physicians/American Association of Cardiovascular
and Pulmonary Rehabilitation 1997, Cardiac
Rehabilitation Guideline Panel 1995, Hodgkin et al
1993). The primary goal of rehabilitation programs
for cardiorespiratory conditions is to limit the physi-
ological and psychological effects of illness, and to
optimize patient independent functioning. This goal
is achieved by helping patients and significant others
learn more about the disease, treatment options, and
coping strategies. Patients are encouraged to become
actively involved in self-care, more independent in
daily activities, and less dependent on health profes-
sionals and expensive medical resources. In the case
of cardiac disease, treatment goals also include mod-
ification of cardiac risk factors through secondary
preventive measures involving lifestyle behavior
change and medication management. These meas-
ures have been shown to reduce the likelihood of
sudden death or re-infarction, and reversal of the
atherosclerotic process. Successful programs can
help patients to become better educated and more
involved in their own care. In addition, such pro-
grams can result in reduced symptoms, improved
exercise tolerance, fewer hospitalizations and physi-
cian visits, and more gainful employment.

SCIENTIFIC EVIDENCE ON CARDIORESPIRATORY
REHABILITATION

Empirical evidence supports the value of multifac-
torial rehabilitative care in the treatment of cardio-
respiratory conditions. Evidence-based clinical
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guidelines for cardiac rehabilitation were derived
based on a critical review of 334 studies (Cardiac
Rehabilitation Guideline Panel 1995). The scientific
panel found that cardiac rehabilitation results in
substantial functional and psychological benefits
and decreased mortality. Improvements in exercise
tolerance and reductions in symptoms of angina as
a result of exercise training were found for both men
and women with CHD and heart failure. In two
meta-analyses of 21 randomized controlled trials
comparing cardiac rehabilitation patients with con-
trol patients, a 25% relative reduction in mortality at
3-year follow-up was observed for patients partici-
pating in cardiac rehabilitation (O’Connor et al
1989, Oldridge et al 1988). Favorable mortality out-
comes were greater in those studies implementing a
comprehensive cardiac rehabilitation program (26%
reduction in mortality) in contrast to those using
exercise as a sole intervention (15% reduction in
mortality). Several randomized controlled trials
using exercise only and multifactorial programs
support that participation in cardiac rehabilitation
is associated with improvements in social adjust-
ment and functioning, health-related quality of life,
and psychological functioning (depression, anxiety)
(Bar et al 1992, Gulanick 1991, Newton et al 1991,
Oldridge et al 1991, Ott et al 1983, Stern et al 1983,
Taylor et al 1986).

A growing literature also testifies to the benefits
and importance of pulmonary rehabilitation pro-
grams (Bach 1996, Fishman 1996, Hodgkin et al
1993). A recent evidence-based document sup-
ports the scientific foundation of these programs
(American College of Chest Physicians/American
Association of Cardiovascular and Pulmonary
Rehabilitation 1997). The American College of Chest
Physicians/American Association of Cardiovascular
and Pulmonary Rehabilitation joint panel con-
cluded that pulmonary rehabilitation is associated
with improvements in several important physical
and psychological domains of health and function-
ing. In particular, pulmonary rehabilitation, includ-
ing supervised exercise training, was shown in
randomized controlled trials to result in significant
improvements in patient-reported overall func-
tional capabilities, performance of a submaximal
task involving muscles of ambulation, and health-
related quality of life, as well as reductions in dysp-
nea and healthcare utilization (Berry et al 1996,
Goldstein et al 1994, Lake et al 1990, Reardon et al
1994, Ries et al 1995, Simpson et al 1992, Strijbos
et al 1996, Weiner et al 1992, Wijkstra et al 1994).

Present empirical evidence regarding the psy-
chosocial benefits of pulmonary rehabilitation are
limited and not as consistent. While observational
studies show that participation in pulmonary reha-
bilitation is associated with reductions in anxiety
and depression (Emery et al 1991, Ojanen et al 1993),
only one of three randomized controlled trials
reported this effect (Dekhuijzen et al 1990).
Randomized controlled trials of specific behavioral
and psychosocial interventions (e.g., progressive
muscle relaxation, stress management, dyspnea
management) do not appear to be sufficient as
single therapeutic modalities (Blake et al 1990,
Renfroe 1988, Sassi-Dambron et al 1995). However,
there is a need for further well-controlled studies
utilizing validated measures of psychological
and behavioral functioning to either support or
refute the role of such interventions in enhancing
psychosocial and behavioral outcomes.

Cardiorespiratory rehabilitation programs typi-
cally consist of several component areas requiring
involvement of multiple health and psychosocial
disciplines. The following section will describe
each of the components of a typical multifactorial
rehabilitation program.

Components of cardiorespiratory rehabilitation
Cardiorespiratory rehabilitation integrates expertise
from various healthcare disciplines into a compre-
hensive, cohesive program tailored to the needs of
each patient. Box 15.1 outlines content areas for both
cardiac and pulmonary rehabilitation programs.
Exercise Exercise training is an integral component
of both cardiac and pulmonary rehabilitation pro-
grams. Evidence-based guidelines for both cardiac
and pulmonary rehabilitation indicate that exercise
training consistently improves measures of exer-
cise tolerance and functional capacity (American
College of Chest Physicians/American Association
of Cardiovascular and Pulmonary Rehabilitation
1997, Cardiac Rehabilitation Guideline Panel 1995).

Exercise endurance training in patients with and
without previous MI is associated with improve-
ments in exercise capacity and several physiological
factors related to favorable prognosis. Regular
physical activity is particularly important in modifi-
cation or cardiac risk profiles for patients with heart
disease (e.g., higher caloric expenditure, weight
loss, lipid management). Studies also document
antidepressive and anxiolytic effects of exercise
(Camacho et al 1991, Coats et al 1992, Curfman 1993,
Siscovick et al 1984, Taylor et al 1986).
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Exercise intolerance due to significant breath-
lessness upon exertion is the primary functional
limitation among patients with COPD. Physical
reconditioning through exercise training during
rehabilitation reduces exercise intolerance through
a number of mechanisms. Progressive, successful
experiences in managing symptoms of breathless-
ness during exercise decrease feelings of anxiety
and panic as patients gain a sense of mastery over
their symptoms (Toshima et al 1992b). Ries et al
(1995) observed a significant increase in self-efficacy
for walking among pulmonary patients as a result
of participation in supervised exercise training.
Other mechanisms by which physical recondition-
ing improves exercise tolerance can include:

1. increase in the strength and endurance of inspi-
ratory muscles

2. improved mechanical skill (decrease in oxygen
cost and ventilatory requirements for a given
workload)

3. improved ventilatory pattern (larger tidal vol-
ume, lower respiratory rate) during exercise
(O’Donnell 2001).

In the context of cardiorespiratory rehabilitation,
exercise training is accompanied by psychosocial
support and a variety of psychoeducational topics
relevant to medical patients and their caregivers.
The following section presents a discussion of these
issues.

Education Patient education is integral to engage-
ment of the patient in his/her own medical care. In
addition to normal and disease physiology, didactic
sessions typically consist of topics such as symptom
management and hygiene, proper use of medica-
tions and equipment, lifestyle modification of diet
and smoking, and activities of daily living. These
areas will be discussed below.
Management of dyspnea An important component
of education in rehabilitation is instructing patients
how to manage their symptoms. Dyspnea, or short-
ness of breath, is the primary source of functional
limitation among patients with COPD, and is also
experienced by patients with cardiac disease.
Dyspnea management techniques, as applied in
pulmonary rehabilitation, typically consist of train-
ing in breathing techniques, self-awareness of
symptoms, chest physical therapy, and proper
bronchial hygiene and use of respiratory modalities.

In breathing retraining, patients with COPD are
instructed on how to control and relieve breathless-
ness and panic through diaphragmatic and pursed-
lip breathing. Diaphragmatic breathing is a maneuver
in which the patient coordinates abdominal
wall expansion with inspiration while purse-lip
breathing is applied during the exhalation phase.
Together, these techniques improve the ventilatory
pattern (slowing the rate of respiration and increas-
ing tidal volume), prevent dynamic airway com-
pression, improve synchrony of abdominal and
thoracic respiratory muscles, and improve gas
exchange (Faling 1993, Rochester & Goldberg 1980).

Training in chest physical therapy and bronchial
hygiene techniques ensures that patients know
how to control secretions and optimize air flow.
Clearance of excess secretions is important in COPD
as retained mucus can potentiate the onset of a
respiratory infection. Chest physical therapy
techniques can alleviate symptoms during an exac-
erbation or aid as routine preventive measures for
patients with excess mucus production (Ries 1996).

Teaching patients how to monitor changes in
their symptoms is helpful for both patients and
caregivers. Healthcare providers can devise a plan
with patients which will help them know how to
recognize the early signs of a respiratory infection,
what self-care actions need to be taken, and when to
consult with a nurse or doctor. The goals of symp-
tom awareness training are to facilitate problem-
solving by the patient, enhance patient self-efficacy
in management of their symptoms, and increase
patient familiarity with their own symptomatology.
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Box 15.1 Program content areas of cardiac 
and pulmonary rehabilitation programs

Common to cardiac and pulmonary rehabilitation
Structured exercise training
Psychosocial support
Stress management and relaxation training
Smoking cessation
Use of medications
Activities of daily living

Specific to cardiac rehabilitation
Nutrition
Weight and blood pressure control

Specific to pulmonary rehabilitation
Oxygen use
Breathing retraining
Bronchial hygiene



Medication and equipment use When initiating treat-
ment, patients must often follow a complex regimen
of self-care involving use of medications and equip-
ment. Patients with cardiorespiratory disease must
often set up dosing schedules for various medica-
tions to control or prevent symptoms. In managing
this pharmacological regimen, it is helpful for
health practitioners to work with the patient in
drafting a written set of instructions listing the med-
ication name, dosage, and time of dosage. Patients
can keep this list on-hand which can easily be
shown to other healthcare providers the patient
may interact with during a routine medical or
urgent care visit.

In addition to medication regimens, patients
with pulmonary disease often use a variety of
respiratory modalities and equipment to facilitate
breathing. These can include oxygen delivery sys-
tems and aerosol therapy devices. Patients should
be sufficiently educated on the proper use and
maintenance of any equipment. Healthcare practi-
tioners can also work with patients in selecting the
best equipment to fit their lifestyle.

Given the complexity of treatment, open com-
munication between providers and patients can
greatly enhance the outcomes of treatment.
Ongoing feedback from patients can assist the
providers in troubleshooting difficulties patients
may be experiencing, which in turn, can allow the
providers to problem-solve, provide information
to clarify, and to modify treatment regimen as
necessary.
Smoking Smoking is the most important modifi-
able risk factor in the development and progression
of CVD and COPD. Specifically, smoking can fur-
ther hasten the atherosclerotic process (Os et al
2003, Tracy et al 1997) and lung function decline
(Buist 1997).

Cessation of smoking interrupts the progression
of lung decline in pulmonary patients and athero-
sclerosis in cardiac patients, and thereby improves
survival. In COPD, while cessation of smoking does
not reverse lung damage, it does alter the rate of
decline in lung function such that ex-smokers
decline at rates comparable to non-smokers once
they stop smoking (Anthonisen et al 1994, Buist
1997). Cessation of smoking can also remove further
exposure to allergens and pollutants that can trigger
bronchial reactivity and inflammation. However,
data suggest that the benefits of smoking cessation
occur early in the course of COPD (Kanner 1996)
and most patients have quit smoking by the

time they develop more advanced disease and
participate in pulmonary rehabilitation programs
(American College of Chest Physicians/American
Association of Cardiovascular and Pulmonary
Rehabilitation 1997). Most programs do not provide
smoking cessation as a component of pulmonary
rehabilitation such that patients who continue to
smoke should be referred to additional behavior-
based resources to aid in smoking cessation.

Among cardiac patients, smoking cessation
greatly reduces risk for morbidity and mortality.
After a MI, smoking cessation can reduce the
expected risk of death by as much as 40–60%
(Wilhelmsen 1988), and reduce symptoms of angina
(Deanfield et al 1984). Education, behavioral inter-
ventions incorporating relapse prevention and
stress management, nicotine replacement therapies,
and individual as well as group-based counseling
can augment success of smoking cessation.
Nutrition Dietary modification and counseling are
particularly important in rehabilitation and second-
ary prevention of cardiac disease. Lipid manage-
ment can be achieved through dietary interventions
in addition to medical therapies. A dietician as part
of the rehabilitation program can facilitate dietary
modification and resulting weight loss and lipid
management by instructing patients how to moni-
tor daily food intake, plan and prepare meals,
and read food labels. Food monitoring can assist
patients in increasing awareness of and targeting
problematic dietary patterns (e.g., large portions of
snack foods and red meats, fast food dining, food
preparations that add excess saturated fats and
calories). Information derived from food monitor-
ing sheets can then be used to formulate specific
dietary goals (e.g., consume at least three servings
of fish per week, replace at least three snacks or
dessert foods with fruit). Meal planning in conjunc-
tion with reading food labels during grocery shop-
ping allows patients to make healthier decisions
about meals ahead of time and increase availability
of healthier foods in the home. Furthermore,
patients can learn alternative ways of food prepara-
tion to limit addition of excess calories and fats (e.g.,
baking or grilling vs. frying). These dietary prac-
tices can subsequently reduce hypertension as well
as risk for certain types of cancers, diabetes, and
osteoporosis (Hu et al 1997, Kohlmeier et al 1997,
Kushi et al 1995).
Activities of daily living In the context of a rehabilita-
tion program, patients typically receive instruction
on how to minimize the impact of disease and
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symptoms on daily activities and one’s lifestyle.
As symptoms become more frequent and intense,
patients often abandon activities of leisure, work,
and daily living due to increasing discomfort or
concern regarding their symptoms. However, reha-
bilitation instructors can teach patients specific
skills that allow them to resume these activities in
ways that minimize or circumvent physical discom-
fort, thereby limiting their disability from their
symptoms and enhancing independent function-
ing. Techniques such as pacing of activities and
energy conservation, and use of adaptive equip-
ment, can greatly facilitate independent function-
ing and performance of daily activities. Cognitive
strategies targeting unrealistic expectations (e.g.,
need to perform activity at premorbid levels of
functioning) can also be identified and addressed
during group sessions. Time management can pre-
vent rushing and accompanying breathlessness by
helping the patient prioritize and schedule tasks in
such a way as to allow for more time for completion
or travel between places. Instruction in panic con-
trol and relaxation techniques enables the patient to
manage and curb the progression of acute, dis-
tressing symptoms such as breathlessness. Patient
training should also include discussion focusing on
specific activities that are abandoned due to pres-
ence or concern regarding symptoms (e.g., travel,
work, sexual activities). Problem-solving strategies
can be employed to identify ways in which the
patient can still engage in these activities while
avoiding overexertion. Overall, patients can exer-
cise these skills to live more independently despite
their physical limitations.

PSYCHOLOGICAL CONSIDERATIONS

Psychological and psychosocial support focuses on
facilitating patient and family adjustment to the
physical and psychological implications of the dis-
ease process. Patients may have difficulty coping
with a growing sense of vulnerability to the
impending changes in health and the resulting
impact on one’s social roles. Furthermore, patients
may experience helplessness, frustration, hostility,
and anxiety in response to feeling incapable of per-
forming usual activities or asserting control over
their health status. The following section provides
a detailed discussion of common psychological and
behavioral considerations in cardiorespiratory
disorders.

COMMON PSYCHOLOGICAL AND BEHAVIORAL
ISSUES IN CARDIORESPIRATORY DISEASES

The psychological impact of the chronic and debili-
tating nature of cardiorespiratory diseases on the
patient and surrounding social systems are substan-
tial. Patients with chronic illness often experience
loss of independence and control over health and
resulting life changes. It is common for patients
with cardiac and chronic lung diseases to worry
about worsening of symptoms and recurrence of
pulmonary exacerbation or MI. The chronicity
of symptoms inevitably compromises the patient’s
ability to perform occupational and social roles,
leading to marked emotional distress for both the
patient and family members. Patients and family
members also must often face the burden of making
major, difficult lifestyle changes as healthcare pro-
fessionals issue complex recommendations for
increased regimentation of lifestyle (i.e., compliance
with medications, diet, and exercise). It becomes
readily apparent that the physical consequences of
chronic diseases have extensive psychological and
social implications for the patient and family mem-
bers. Physical and manual therapists not only have
the responsibility of providing effective treatment
to manage the underlying disease process, but must
also deliver care in such a manner that demon-
strates understanding of the physical and emotional
facets of the disease and the nature of patient
disability.

The following sections will discuss important
psychosocial aspects of cardiorespiratory diseases
and their relationship to treatment outcomes.

Health-related quality of life
Health-related quality of life (HRQOL) is now
recognized as an important outcome in studies of
medical care. HRQOL is conceptualized as a multi-
dimensional construct encompassing physical,
mental, social, and role functioning as well as
symptoms and health perceptions (Bergner et al
1981, Ware 1995). While health status can be
measured objectively using physiological measures
(e.g., exercise performance, pulmonary function
tests), subjective measures of HRQOL take into
account an individual’s expectations and beliefs
about health, optimum functioning, and ability to
cope (Testa & Simonson 1996). The degree to which
one perceives important domains of functioning
are impacted by physical status will determine
one’s HRQOL such that two individuals with
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similar physiological measures can have two
different ratings of HRQOL.

HRQOL is an important outcome among chronic
illness, such as cardiac and respiratory disorders,
as the clinical manifestations of disease (e.g., breath-
lessness, chest pain) inevitably impact on one’s
social, occupational, and emotional roles, and
capacity to live independently over extended
periods of time. As discussed earlier in this chapter,
cardiorespiratory rehabilitation and secondary pre-
vention measures can improve objective measures
of functioning such as exercise performance.
However, in the case of COPD, while physiological
assessments of lung function do not improve
with rehabilitation, measures of HRQOL do (Ries
et al 1995), indicating that interventions such as
rehabilitation can limit the effects of disability and
symptoms from illness on important domains of
functioning.

HRQOL can be either disease-specific, focusing
on the particular symptoms experienced during ill-
ness or general, representing overall functioning. In
research of COPD and other respiratory diseases,
disease-specific HRQOL measures emphasize dysp-
nea as this is the primary clinical manifestation
and functional limitation in lung disease (Eakin
et al 1993). A dyspnea measure developed by our
research group at the University of California, San
Diego pulmonary rehabilitation program is the
UCSD Shortness of Breath Questionnaire (SOBQ).
The SOBQ is a 24-item measure listing 21 activities
of daily living and requires the participant to rate
his/her level of dyspnea while doing each of the
activities. As well, three items require the partici-
pant to rate how shortness of breath, fear of “hurt-
ing myself” or overexertion, and fear of shortness of
breath limit him/her in daily life. Scores on the
SOBQ have been shown to correlate with exercise
tolerance, disease severity, depression, and Borg
scale ratings of dyspnea following a 6-minute
walk (Eakin et al 1998). The Chronic Respiratory
Questionnaire (CRQ) developed by Guyatt et al
(1987) is another instrument used to measure
HRQOL in respiratory diseases and measures four
domains of functioning: dyspnea, fatigue, emo-
tional function, and perception of mastery over
illness.

Global or generic measures of HRQOL are assess-
ments that can be used for both medical and non-
medical populations, and measure dimensions of
health that have been determined to be important to
people in general. The Sickness Impact Profile (SIP)

(Bergner et al 1981), RAND Health Status Measure
(Stewart et al 1978), and Quality of Well-Being Scale
(QWB) (Kaplan et al 1993) have been used to
assess HRQOL within cardiac (Goss et al 2002, Ott
et al 1983) and respiratory populations (Johnson et al
2000, Kaplan et al 1984b, Low & Gutman 2003,
Moorer et al 2001, Orenstein et al 1989).

The QWB is a general health status index and a
utility-weighted measure that classifies patients
according to observed levels of functioning of
mobility, physical activity, and social activity. In
addition to classification according to observable
function, individuals are also classified by their
chief symptom or problem. Symptoms or problems
may be severe (e.g., serious chest pain) or minor
(e.g., taking medications or a prescribed diet for
health reasons). Preferences or values are used to
map function states and symptoms onto a “quality
continuum ranging between 0.0 (for death) and 1.0
(for optimum function)” yielding an overall score.
The quality-adjusted life year (QALY) is defined as
the equivalent of a completely well year of life or a
year of life free of any symptoms, problems, or
health-related disabilities. The QWB is particularly
useful in quantifying cost utility as it accounts for
both HRQOL and mortality outcomes over time,
making it an ideal tool for comparing treatment
interventions and health policies (Kaplan &
Anderson 1996).

Given the importance of HRQOL to patients as
well as developers of interventions, measurement
of HRQOL (disease-specific and general) should
be integrated into program evaluation and pre- to
post-rehabilitation measurements to ensure that
the treatment (i.e., rehabilitation) is efficacious in
improving overall functioning.

Depression
Depression is a common problem among patients
with chronic medical conditions. It has been esti-
mated that 20–30% of cardiac patients (Carney et al
1987, Forrester et al 1992) and about 40% of COPD
patients (Isoaho et al 1995, Light et al 1985,
McSweeny et al 1982, Yohannes et al 2000) experi-
ence symptoms of depression. There is also evi-
dence suggesting that depressed COPD patients
who present for emergency treatment of a respira-
tory exacerbation are more likely to be admitted for
hospitalization or relapse within a month as com-
pared to non-depressed patients (Dahlen & Janson
2002). It is often difficult to determine the presence
of an independent psychiatric problem such as
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depression in the context of a debilitating chronic
disease when considering the multitude of negative
physical, social, and emotional consequents of such
diseases and treatment on various domains of
functioning. Patients may feel overwhelmed by
the implications of their diagnosis and treatment.
Patients who have poor coping strategies, have
minimal social support, or lack the resources to
obtain treatment may frequently experience feel-
ings of hopelessness regarding the prognosis of
their condition or their ability to change the course
of their illness.

A possible explanation for the prevalence of
depression among patients with cardiorespira-
tory disease is that depression is a psychological
response to the limitation of activities that is com-
mon in these conditions. In COPD, the gradually
deteriorating course of disease often results in
numerous lifestyle changes, including the loss of
many activities. In CVD, as in COPD, many patients
find that they have to change or give up their jobs.
As a result of disability, patients are no longer able
to obtain the reinforcers that make daily life enjoy-
able. Ries et al (1995), however, found that although
patients who participate in rehabilitation improve
on functional outcomes, these benefits were not
accompanied by improvements in depression.
Further analyses specific to the rehabilitation
condition showed that significant improvements in
VO2 max were made by rehabilitation patients who
were initially depressed compared to those with
minimal or no depression (Toshima et al 1992a).
That is, the rehabilitation program was particularly
useful for patients who were initially depressed.
Similar findings exist supporting improvements in
measures of depression as a result of exercise partic-
ipation among cardiac patients (Newton et al 1991,
Taylor et al 1986).

The measurement of depression for patients with
COPD is difficult because most assessments are
based on the general population. For example,
items on the Center for Epidemiological Studies for
Depression (CES-D) scale and other depression
measures assess decreased sleep, poor appetite,
decreased energy, and so on. These are often
symptomatic experiences of lung disease. It is not
uncommon for patients with COPD to have trouble
sleeping or decreased energy because of dysp-
nea. Further, many patients with COPD report
decreased appetite because of the discomfort associ-
ated with a full stomach pressing on the diaphragm.
Therefore, scores on depression measures may not

accurately reflect the level of clinical depression
in patients experiencing chronic diseases such as
COPD. Currently, there are no data available con-
cerning disease-appropriate depression-associated
variables, so it is impossible to determine how
many patients who report depression-like symp-
toms actually have a major affective disorder.

Given the high prevalence of depression in car-
diorespiratory patients, assessment of depression
should be a standard procedure in the assessment
protocol. There is growing evidence from prospec-
tive studies documenting that depression can affect
post-MI prognosis. Post-MI depression is associated
with higher rates of infarction and rehospitalization
(Frasure-Smith et al 1993, 1995). Furthermore,
depressed patients, as clinically diagnosed using
validated measures, had at least a 4-fold increase in
mortality following an acute MI even after control-
ling for left ventricular dysfunction, tobacco use, or
history of MI. While underlying biochemical mech-
anisms for this are not clear, severe levels of depres-
sion may interfere with the patient’s ability to
adhere to complex medical regimens. Difficulty in
concentrating, fatigue, and lack of motivation may
also make it difficult for patients to benefit from
cardiorespiratory rehabilitation programs. In a
meta-analysis of 12 studies of various medical pop-
ulations, DiMatteo et al (2002) found that, compared
to non-depressed patients, depressed patients were
three times more likely to be non-compliant with
medical treatment recommendations (DiMatteo et
al 2000). In the case of severe depression, it may be
necessary to refer the patient to a mental health
professional prior to initiating rehabilitation.

Anxiety and negative physiological states
Anxiety is a common symptom among patients
with cardiac (Moser & Dracup 1996) and pul-
monary conditions (Karajgi et al 1990, Yellowlees et
al 1987), and is often associated with concerns about
underlying disease states (e.g., heart attack, inabil-
ity to breathe). Physiological states of increased
heart rate and breathlessness can trigger feelings
of anxiety, which, in turn, can exacerbate the
physiological symptoms.

Patients with COPD experience severe dyspnea
or shortness of breath. Dyspnea, the primary
clinical manifestation in COPD, is the subjective
sensation of labored or difficulty in breathing, and
represents a complex interplay of physiological
and psychological mechanisms. This sensation is
often accompanied by fear and anxiety, and usually
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perceived as life-threatening. Dyspnea or breath-
lessness is usually experienced during exertion. The
subjective distress caused by dyspnea can lead to a
fear of future attacks of breathlessness and subse-
quent avoidance of activities and situations that
trigger breathlessness. Consequently, individuals
with COPD, in efforts to minimize dyspnea, begin
to limit or avoid activities that involve exertion.
Losses in musculoskeletal and cardiorespiratory
functioning that accompany physical decondition-
ing from an increasingly sedentary lifestyle further
compound the consequences of COPD (impaired
maximum ventilation and gas exchange capabili-
ties). This cycle eventually leads to further breath-
lessness, leaving the patient even more debilitated
and furthering the course of deterioration and
loss of independent functioning. This series of
events characterizes the anxiety–dyspnea cycle
(see Figure 15.1) that leads to progressive debilita-
tion among patients with COPD.

Given the associations between anxiety, dyspnea,
and functional capacity among patients with COPD
as posited by this model, we evaluated the efficacy
of a dypsnea management program consisting of
training in progressive muscle relaxation, breathing
exercises, pacing, self-talk, and panic control in
reducing anxiety and improving other psychologi-
cal and functional outcomes (Sassi-Dambron et al
1995). Eighty-nine patients with COPD were ran-
domly assigned to either 6 weeks of treatment or to
a general health education program. Following the
6-week intervention, although there was a signifi-
cant group difference at 6-month follow-up on a
dyspnea index (Mahler & Wells 1988), there were no
other differences observed on measures of anxiety,

depression, or health-related quality of life. The
results of this study suggest that management of
dyspnea alone is not enough to produce significant
changes in anxiety or other psychological and func-
tional outcomes for patients with COPD. As a result
of this experience, we believe that behavioral com-
ponents such as exercise are integral to the design of
any program (Sassi-Dambron et al 1995).

In a randomized controlled trial, Emery et al
(1998) compared a combined program of exer-
cise, stress management, and education (EXESM) to
stress management and education only (ESM) and
also to wait list control condition (WL). Their find-
ings showed that only participants in the EXESM
sustained improvements in anxiety and exercise
performance. These results are consistent with the
belief that while psychosocial interventions can
be designed to target anxiety and dyspnea, exercise
training plays an important role in reducing anxiety
and enhancing exercise capacity.

Among cardiac patients, anxiety is especially
salient as the warning signs of a heart attack closely
resemble those symptoms which also occur in the
context of severe anxiety (e.g., chest discomfort or
pain, discomfort in areas of the upper body, short-
ness of breath, cold sweat, and lightheadedness or
feeling faint). Cardiac patients with a history of MI
are conditioned to watch for any of these warning
signs that may precede a heart attack in order that
they may get timely help.

While hypervigilance to signs of a heart attack can
be life-saving for cardiac patients when there is an
underlying disease-related process responsible for
the symptoms, this chronic state of hyperarousal
may also be detrimental for the patient’s emotional
and physical health. The primary clinical implication
for healthcare providers is that comprehensive diag-
nostic tests using electrocardiography (ECG) should
be performed to determine the presence of cardiac
abnormalities. This information should then be
clearly discussed with the patient in addition to
guidelines describing the steps the patient should
take to respond to these warning signs and differenti-
ate between anxiety symptoms and a life-threatening
emergency.

Another second implication is that both cardiac
and pulmonary patients will benefit greatly from
techniques that allow them to reduce and alleviate
symptoms of anxiety. Behavioral interventions are
important in decreasing symptoms of anxiety and
dyspnea. Strategies that include diaphragmatic
breathing, imagery (see Chapter 10), and muscle
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relaxation techniques (see Chapter 9) can displace
the physical and psychological manifestations
of anxiety (muscle tension, excessive worry or
fear, shallow breathing) and can restore normal
heart rate and respiratory patterns. Furthermore,
instructing patients on how to distinguish symp-
toms of dyspnea, angina, and accompanying
anxiety from clinically significant warning signs
warranting immediate medical treatment is crucial
in helping patients cope with fluctuations in their
physical symptoms. Healthcare practitioners can
work with patients in formulating a plan to respond
to these symptoms (e.g., initiate relaxation and
breathing techniques and if pain or discomfort
persists, contact a medical professional).

Self-efficacy
One model that has been widely used and investi-
gated in the study of exercise participation is
Bandura’s (1986) social cognitive theory which
posits that individuals regulate their own behavior
by setting goals, monitoring their own progress
toward these goals, and actively intervening to
make their social and physical environments sup-
portive of these goals. Self-efficacy is hypothesized
to be an important determinant of behavior, includ-
ing actual attempts and persistence of behavior
before giving up. The four influences on self-
efficacy are personal experience of mastery or fail-
ure, vicarious experience, verbal persuasion, and
physiological state. Among these four influences,
personal experience of mastery is considered the
most important. Interventions based on social cog-
nitive theory have emphasized the use of feedback,
goal-setting, and monitoring techniques that allow
the individual to define the target behavior(s) and
quantify his/her performance and mastery of spe-
cific tasks, which in turn increases his/her sense of
self-efficacy. It is widely recognized that behavior
and self-efficacy reciprocally influence one another
such that increases in self-efficacy also lead to
increased likelihood of performance of the target
behavior.

In the context of pulmonary rehabilitation of
COPD, self-efficacy for exercise performance has
been traditionally operationalized as one’s per-
ceived ability to perform walking given increasing
levels of duration (e.g., walk one block in approxi-
mately 5 minutes, walk two blocks in approx-
imately 10 minutes . . . walk 3 miles in 90 minutes)
and/or intensity (e.g., maximum treadmill speed
and grade for which patient had confidence he/she

can walk for 5 minutes). Increases in self-efficacy
have been observed with exercise training (Celli
1995, Gormley et al 1993, Kaplan et al 1984a, Scherer
& Schmieder 1997, Scherer et al 1998, Toshima et al
1990). As well, self-efficacy expectation for exercise
performance was found to be an important predic-
tor of 5-year survival (Kaplan et al 1994) and was
related to increases in maximum exercise perform-
ance (Gormley et al 1993) and exercise endurance
(Toshima et al 1992b).

Many authors have cited the relationship
between dyspnea and behavioral avoidance of exer-
tion in patients with COPD. Toshima et al (1992b)
suggested that individuals with COPD, as a result
of years of debilitation and increased breathlessness
upon exertion, learn to focus on negative physiolog-
ical reactions to exertion, and rely on these signals to
terminate, continue, or avoid participation in a
given activity. However, with successful mastery of
breathlessness during activities involving exertion
(e.g., supervised exercise sessions during rehabilita-
tion), patients receive feedback about their perform-
ance and learn to shift their focus onto the positive
aspects of their physical capabilities (e.g., increased
endurance and stamina) and away from distress-
ing physiological states (e.g., dyspnea or muscle
fatigue). These experiences consequently increase
one’s expectations of self-efficacy for performing
physical activity despite sensations of dyspnea.

There is also evidence that self-efficacy plays
a role in cardiac risk profile modification and
functional outcomes among cardiac patients. In a
population-based study of individuals diag-
nosed with newly documented heart disease (the
Groningen Longitudinal Aging Study), higher pre-
morbid levels of self-efficacy were associated with
less functional decline 8 weeks after diagnosis of
congestive heart failure after controlling for age,
gender, and disease severity (Kempen et al 2000).

Carlson et al (2000, 2001) compared a modified
cardiac rehabilitation protocol (MP) to a traditional
clinic-based cardiac rehabilitation protocol in
enhancing self-efficacy, actual performance of inde-
pendent exercise, and physiological outcomes at
6-month follow-up. Based on principles from
Bandura’s self-efficacy theory the modified protocol
was designed to promote independent exercise
behavior through ongoing weekly education/sup-
port groups focusing on overcoming barriers to
behavioral change with accompanying reductions
in facility-based exercise sessions. Their findings
indicated that while physiological outcomes were
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not different between conditions, patients in the MP
condition had significantly higher levels of self-
efficacy for independent exercise over 3 months and
higher rates of independent exercise over 6 months
(Carlson et al 2000). Furthermore, self-efficacy was
the only significant predictor of independent exer-
cise at 3 and 6 months (Carlson et al 2001). These
findings provide additional support for the rela-
tionship between performance of health behaviors
and self-efficacy. It is apparent that future behav-
ioral interventions that promote improvements in
self-efficacy can facilitate long-term maintenance of
behavior change.

Patient non-adherence
Most medical encounters result in a physician or
other healthcare professional advising a patient to
follow a specific regimen. For example, patients are
instructed to take medication on a specific schedule,
to exercise, or to engage in a type of self-care rou-
tine. Non-adherence occurs when this advice is not
followed by the patient. It is widely believed that
many patients fail to attain the optimal benefits
from therapy as a result of non-adherence. Most
authors agree that patient non-adherence is a com-
mon problem with non-adherence rates ranging
between 15% and 93% depending on patient popu-
lation and definition of non-adherence (Becker
1985, Becker & Maiman 1980). Studies that have
examined non-adherence by disease state have con-
sistently shown that chronically ill individuals com-
ply less than those with acute illnesses (Sackett
1979, Sackett & Snow 1979). A recent meta-analysis
of 63 studies examining the relationship between
adherence and medical outcomes found that 26%
more patients experience a favorable treatment out-
come if they adhere versus do not adhere (DiMatteo
et al 2002). DiMatteo et al (2002) also found that the
association between adherence and outcome is
higher in studies of chronic conditions than acute,
and those involving behavioral rather than
medication-based regimens. As cardiorespiratory
disorders are both chronic and employ several
behavioral practices as part of the treatment regi-
men, adherence to treatment is particularly salient
to outcomes of treatment.

Non-adherence is a common problem in behav-
iorally based treatment programs for chronic dis-
ease. A recent meta-analysis by Cooper et al (2002)
found that cardiac patients who failed to attend car-
diac rehabilitation were more likely to be older,
to have lower income/greater financial hardship,

to deny the severity of their illness, are less likely to
believe they can influence its outcome, or to per-
ceive that their physician recommends cardiac reha-
bilitation. In a study of 91 patients with obstructive
lung disease, Young et al (1999b) reported that
patients who refused or failed to complete a pul-
monary rehabilitation program were more likely to
be widowed/divorced/unmarried, to live alone,
to reside in rented accommodations, to be currently
smokers, to be dissatisfied with disease-specific
social support, and to be less compliant with inhaled
corticosteroid therapy. It is clear that non-adherence
is related to a host of physical, psychological, and
socio-economic factors.

In considering the problem of non-adherence, it
is important to recognize that many factors influ-
ence adherence behavior. Some regimens are easy to
follow, such as taking only one pill per day. Other
treatments may be more complex if, for instance,
they involve side effects or frequent dosing sched-
ules (for medications) or lifestyle changes that can
be time-consuming (e.g., exercise) or painful (e.g.,
regular monitoring blood glucose levels). Although
most physicians believe that their patients satisfac-
torily comply with prescribed treatments, the evi-
dence does not support these beliefs. Physicians
typically overestimate the extent to which their
patients comply and overstate the extent to which
the patient behaviors correspond with their orders
(Norell 1981).

Lifestyle behavioral changes underlie the treat-
ment of chronic conditions such as cardiac and
pulmonary diseases. As previously described, reha-
bilitative care involves patient education geared
towards making key lifestyle changes including ces-
sation of smoking, modification of dietary intake,
adoption of regular exercise, proper use of med-
ications and/or oxygen, and use of techniques to
manage dyspnea and/or stress. Adoption and
maintenance of these behaviors within and beyond
rehabilitation are expected to limit patient disability
from underlying disease processes and attenuate
declines in functioning.

With respect to cardiovascular diseases, patient
adherence to these behavioral measures has even
been shown to reverse disease as indicated by
important biomarkers of coronary artery disease
(CAD) as well as improve measures of self-reported
physical and psychological symptoms. In the
Lifestyle Heart Trial (Ornish et al 1990), 48 patients
with CAD were randomized to either a 1-year
lifestyle change program (targeting areas of diet,
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inactivity, smoking, and stress) or routine medical
care. The lifestyle change program resulted in
substantial increases in exercise participation and
use of stress management techniques, a signifi-
cant reduction in angina and coronary stenoses,
decreases in anger and hostility, and increases in
feelings of well-being. Meanwhile, patients in the
control condition experienced almost a two-fold
increase in frequency of angina and almost a
50% increase in level of coronary stenoses. Findings
from this trial are particularly important in that
it demonstrated that for some patients with
CAD, regression of coronary atherosclerosis can be
achieved by a comprehensive lifestyle manage-
ment program without the use of lipid-lowering
medications.

Despite well-established support for lifestyle
modification in improving health and psychological
outcomes, lifelong behavioral patterns are difficult
to change. Education is not sufficient in initiating
and maintaining lifestyle behavior changes. The
presence of salient negative health consequences
may initially motivate changes in behavior, but
maintenance is not guaranteed. Individuals must
continue and maintain participation in the behavior
to obtain the concurrent benefits in physical and
psychological health. Healthcare practitioners can
apply the following behavioral strategies to enable
patients to modify their risk factors through adop-
tion and maintenance of changes in lifestyle health
habits.
Facilitating behavior change Patients with cardio-
respiratory disorders develop their symptoms as a
result of lifelong patterns of poor health practices.
Smoking, poor nutrition, and physical inactivity
have been shown to hasten the development of
heart disease. It is also well-recognized that individ-
uals who smoke greatly increase their risk for devel-
oping and dying from COPD (Doll 1999, Doll
et al 1994, Lam et al 1997). Given the importance
of behavioral patterns in the development of
cardiorespiratory disorders, measures to curb or
reverse disease progression must involve modifica-
tions of these unhealthy lifestyle habits.

Rehabilitation succeeds in improving patient
well-being and physical functioning through
behavioral change. For an older adult with cardiac
or pulmonary disease, adopting and maintaining
changes in numerous domains of health behavior
such as nutrition, tobacco use, and exercise, in addi-
tion to taking medications, can be difficult if not
overwhelming. Some patients may succeed in

adopting one or more behavioral changes during
rehabilitative care, but may find it difficult to sus-
tain these changes without the structured environ-
ment of a clinic and ongoing support from peers
and staff. Patients with cardiorespiratory disease
may also face a host of physical, psychosocial, and
practical obstacles that interfere with efforts to
change health behaviors. These obstacles may
include perceived lack of social support, lack of
adequate information to perform behavior change,
poor self-efficacy for performing target behaviors,
low valuation of benefits of making changes, lim-
ited financial resources, and perceived lack of fit-
ness or poor health status (Woodard & Berry 2001).

There is evidence suggesting that the patient–
provider relationship can impact on patient compli-
ance and outcomes of treatment (Hall et al 1988,
Sherbourne et al 1992, Stewart 1995). Fostering a
professional relationship that invites open commu-
nication from patients and their families can allow
providers to identify obstacles to treatment and
problem-solve with patients and family members
when encountering barriers to adherence. Patients
and family members should also be encouraged to
ask questions regarding concerns about treatment
and possible side effects as these can potentially
impact on adherence. In developing an individual-
ized program of self-care, healthcare professionals
must perform comprehensive testing measures to
quantify the patient’s physical strengths and limita-
tions. Similarly, providers must also assess patients’
notions and expectations about the benefits of com-
plying with recommendations and ensure that these
expectations about the treatment are reasonable.
With the goal of collaboration with patients and
their family members, healthcare professionals can
enlist several behavioral strategies to improve
patient adherence to a lifestyle behavioral manage-
ment program.
Providing rationale for behavior change Healthcare
providers must assist the patient to understand why
he/she is being instructed to engage in new behav-
iors. The health belief model (Rosenstock 1974)
postulates that an individual’s health behavior is
primarily influenced by two cognitive factors:

1. the degree to which the individual perceives a
personal health threat

2. the perception that a particular health practice
will be effective in reducing that health threat.

A patient will be less likely to follow through
with the recommended measures if he/she does not
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perceive a threat and/or does not believe that
engaging in the health behavior(s) will be beneficial.

Using information and terminology understand-
able to the patient, a rationale for a new behavior
can be presented by:

● defining a direct association between the patient’s
current health practices and health risk

● identifying expected benefits for the patient as a
result of participating in new health practices.

For example, a patient who is a current smoker
receives laboratory findings regarding elevated
blood lipids, hypertension, and moderate obstruc-
tion in expiratory airflow. In communicating labora-
tory results to the patient, providers can relate the
presence of a health threat by discussing patient
results in comparison to healthy/normal values
expected for the patient’s age and gender. Providers
can address specific poor health practices (e.g.,
smoking) in this context by highlighting the role
of the unwanted health behavior (i.e., smoking) in
increasing the risk for development and progres-
sion of his/her cardiorespiratory disease (i.e., smok-
ing induces the heart to work harder, hastens the
decline of lung function, promotes constriction of
blood vessels that leads to hypertension, increases
rate of blockage of arteries, and negatively impacts
blood cholesterol levels). In addition, providers can
emphasize how adoption of the new health practice
(i.e., cessation of smoking) can lower the risk for or
reverse disease progression as monitored by physi-
ological measures) and lead to less breathlessness
and angina.
Enhancing personal motivation for behavior change
The transtheoretical model (TTM) postulated by
Prochaska & DiClemente (1983) provides a concep-
tual framework with which to understand how
individuals change behavior. This model describes
the process of behavior change as a series of steps,
moving through precontemplation (no intention
to change), contemplation (seriously thinking about
change), preparation (intention to change in the
near future), action (modifying behavior) and main-
tenance (continuing a healthy lifestyle practice).
Incorporating a theory based on decision-making
(Janis & Mann 1977), TTM predicts that individuals
who perceive more positive aspects of change as
compared to negative aspects of change will be
more likely to transition through stages of change,
moving closer to action and maintenance. Similarly,
the TTM posits that individuals who are at the pre-
contemplation and contemplation stages have more

negatives than positives while those at later stages
have more positives than negatives. The goal is then
to facilitate identification of valuable benefit by the
patient while also acknowledging the presence of
negative aspects of change.

Patients with COPD frequently limit or abandon
activities they value as a result of shortness of
breath and accompanying decreased tolerance for
physical exertion. These activities can include work,
household chores, sexual activities, interacting with
others, participating in sports, and performing
errands. Exercise has been identified in a large num-
ber of scientific investigations (Benzo et al 2000,
Emery et al 1991, Ries et al 1995, Young et al 1999a)
as important in improving health-related quality of
life, exercise tolerance, and breathlessness, which
can consequently help patients resume valuable
and pleasurable activities. While exercise can bring
about acute shortness of breath, a primary obstacle
in performing regular exercise, practitioners can
work with patients to meet goals focused on previ-
ously abandoned activities. Patients who recognize
personally significant reasons for exercising despite
initial discomfort (e.g., being able to play with
grandchildren, travel, return to golf) will be more
likely to change their behaviors and maintain these
changes.

Ambivalence is a feeling frequently encountered
by individuals in the precontemplation and con-
templation stages of change. While the posi-
tive aspects of change can be easily identifiable
(e.g., reduced likelihood of an invasive, high-risk
surgical procedure in the immediate future), the
individual may feel reluctant about changing due to
the amount of effort such change will require of
them (e.g., exercising five times a week, eating more
fresh fruits and vegetables, giving up sweets and
high-fat foods).

Motivational interviewing as developed by
Miller & Rollnick (1991) is a directive, client cen-
tered counseling approach to assist the client in
exploring and resolving ambivalence about behav-
ior change. The primary assumption of this approach
is that the patient is inherently responsible for
changing his/her behavior. Using techniques of
reflection of patient’s statements and feedback, the
goal is to create a dissonance between the patient’s
current behavior and important personal goals.
Enabling the patient to state personal concerns
about his/her behavior and how it impacts on
his/her health status is crucial in getting the patient
to assume responsibility for the presence of a
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problem and their ability to resolve it. In addition to
expressing empathy and highlighting the disso-
nance between the patient’s goals and current
behaviors, the provider should guard against argu-
mentation. When met with resistance, the provider
can help the patient discuss his/her concerns
underlying the resistance and simply acknowledge
the patient’s personal responsibility and freedom of
choice (Miller 1995). Providing the patient with a
menu of options also supports the patient’s sense of
personal freedom of choice in that he/she has made
the decision about the course of action to take.
Defining the target behavior Before patients can
perform a new health behavior, they must clearly
understand what is expected of them. Communi-
cating the treatment recommendations in as clear
and simple a manner as possible can assist patients’
understanding of what they need to do. After
receiving recommendations verbally from the clini-
cian, patients should be asked to repeat back the
specific steps they should be doing to comply with
treatment to confirm their understanding of the rec-
ommendations. Additionally, verbal instructions
should be supplemented with written information
detailing a plan of action, with specific instructions
on what the patient should do. This prevents
patients forgetting instructions and also avoids the
miscommunication that can occur when patients
are given general instructions they do not know
how to follow. Like a prescription, the target behav-
ior or plan of action should be written out clearly for
the patient to take home so that he/she can use it as
a prompt to engage in the necessary behaviors and
refer to it when he/she needs clarification. A written
plan is also useful for family members as well as
other providers involved in patient care in facil-
itating collaboration towards common goals and
minimizing confusion about what is being recom-
mended as part of the patient’s treatment.
Setting concrete and attainable goals Goal setting
can greatly facilitate lifestyle behavior change. In
defining the targeted behavior, it is helpful to
employ concrete terms in describing patient goals
for performing the behavior. For instance, stating a
general goal of “exercising more” is often not suffi-
cient. Patients may not know what to do and how
much they should be doing. A more specific manner
of restating this goal would be to “walk for 15 min-
utes twice a day for at least 5 days of the week.”
Framing the goal in specific, concrete terms will
easily inform the patient and the provider that the
goal was attained.

In addition to being specific, goals should also
be tailored to the patient as much as possible.
Typically, when cardiorespiratory patients begin
rehabilitation, they may often feel overwhelmed
with new information or feel initially compelled or
enthusiastic to make drastic lifestyle changes imme-
diately. Providers may also have high expectations
for their patients in instituting these lifestyle
changes simultaneously within a short period of
time. However, if expectations are initially set too
high, patients may be unable to begin or sustain
new behaviors. Being overwhelmed by a goal that
seems impossible may make it difficult for some
people to take any steps toward that goal. Patients
can also easily become discouraged and frustrated
about their abilities to make changes. In looking at
failed attempts at making behavioral changes,
patient self-efficacy becomes compromised. With
poor sense of self-efficacy, patients will be less
likely to undertake future efforts at changing
their lifestyles (Bandura 1986). Providers may also
become frustrated with the patient, attributing the
patient’s non-adherence to patient resistance or lack
of motivation or will power.

Healthcare practitioners should interview patients
and determine a realistic place to start given various
factors that might affect performance of new behav-
ior. When initiating a new and complex behavior
(e.g., an exercise program) it can be helpful to break
the behavior into small, realistic, and attainable
goals. If a patient cannot sustain prolonged activity
beyond 30 minutes, the provider can recommend
that the patient starts with doing two bouts of con-
tinued activity such as walking for at least 5 minutes
each time. Patients can then be encouraged to
increase duration as they become more comfortable.
Others may find it difficult to perform an activity on
a daily basis. Setting small, attainable goals allows
the person to gain confidence (increase self-efficacy)
and have a number of experiences with success,
thus making it more likely that he/she will continue
to work toward the larger goal.
Promoting self-monitoring behaviors Patients in
rehabilitative care find it easier to practice new
behaviors under the close supervision of clinical
staff and with support from peers. However, many
find it difficult to maintain behavioral changes after
completion of rehabilitation when they must assume
greater responsibility for performing these new
behaviors. Self-regulation becomes a key issue and
can determine whether the patient will be able to
integrate these new behaviors into their daily
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lifestyle. Self-monitoring of new behaviors pro-
motes self-regulation and can enhance long-term
maintenance of behavioral changes.

Self-monitoring serves two regulatory functions:

1. confirms attainment of specific goals and
2. instills accountability for performing behaviors.

In conjunction with goal setting, patients can
monitor their specific habits and compare their
actual behaviors to the targeted behavior. They can
then determine if they have consistently succeeded
in meeting their goals, thereby enhancing self-
efficacy, or whether they need to modify their goals
to become more attainable (e.g., break up long bouts
of exercise into shorter bouts). Self-monitoring
of behavior also promotes feelings of accountability
to oneself, thereby increasing the likelihood of
performing the desired behavior and discouraging
relapse into old behavioral patterns. There is evi-
dence supporting that when used on an ongoing
basis self-monitoring can enhance compliance and
facilitate weight-loss outcomes (O’Neil 2001).
Evaluating obstacles Non-adherence to treatment
recommendations is often easily linked to obstacles
in performing the targeted behaviors. In formulat-
ing an action plan for behavioral change, providers
should inquire if patients can foresee obstacles that
will interfere with adherence. Patients may not be
able to maintain a dosing schedule for a medication
if one dose must be taken in the middle of the
night when they are asleep. A patient with limited
financial resources may not be able to join a gym.
Another patient with arthritis of the knee may
not be able to walk for long periods of time. Some
patients referred to rehabilitation may be just tran-
sitioning from acute care units. Others may feel
apprehensive as they have never had any pre-
morbid experience with the new targeted behavior.
Non-adherence under these conditions provides the
provider with an opportunity to problem solve with
patients and circumvent these obstacles.

Plans for behavior change should take into
account current personal, physical, and environ-
mental promoters and limitations specific to each
patient to ensure attainment of goals. Types of
recommended activities should be ones that the
patient can enjoy or has had previous experience
with. However, patients should be cautioned to
not overdo it nor expect that they can perform the
same activity with similar vigor, ease, or endurance
relative to premorbid functioning. Pragmatic fac-
tors can also pose challenges in making lifestyle

changes. Does the patient have the financial (e.g.,
join a gym, own a treadmill) or proximal resources
(e.g., nearby park) to perform the behavior?
Providing patients with several options to meet
goals can ensure success such that if one activity
is not possible (e.g., cannot walk in inclement
weather), there is an alternative behavior that can be
performed to meet the targeted goal for exercise
(e.g., walk around an indoor mall). Designing an
individually tailored program by selecting activities
and options that are realistic given the patient’s
circumstances and abilities can greatly optimize
patient adoption of and long-term adherence to new
behavioral patterns.
Formulating a plan to handle lapses to old behaviors
Occasional lapses are normal and expected when
changing one’s lifestyle. Patients may forego doing
any physical activity on some days for reasons such
as fatigue, more significant shortness of breath, or
travel. Other patients may deviate from daily dietary
plans during the holidays or when entertaining
guests. Relapse is defined as “a breakdown or failure
in a person’s attempt to change a particular habit pat-
tern” (Marlatt & George 1998). Frequent lapses may
signal a relapse when the patient has returned to old
behaviors and has ceased to take any steps in adher-
ing to behavioral recommendations for treatment.

Relapse prevention is based on Bandura’s (1986)
social learning theory and combines behavioral and
cognitive techniques to help prevent or intervene in
the relapse process after one has begun implement-
ing the new behavior(s) (Marlatt & George 1998).
Lapse and relapse are anticipated in the process of
change. These instances are frequently followed by
reductions in perception of self-efficacy and feelings
of self-blame and guilt for transgressing an absolute
rule (e.g., exercising everyday). The patient’s reac-
tion to this transgression is called an “abstinence
violation effect.” The individual consequently feels
helpless and often passively succumbs to the viola-
tion which is perceived as irreparable (Marlatt &
George 1998). The goal of relapse prevention is to
increase one’s awareness of environmental, cogni-
tive, and affective antecedents that comprise a high-
risk situation (conducive to lapse) in order to learn
and practice coping skills necessary to prevent or
limit the duration of future relapses.

It is important to discuss these lapses or relapses
with patients to:

1. determine the event or obstacle that initiated the
lapse(s)
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2. assist the person in coming up with solutions
to address the obstacle if it is a recurring one
(e.g., modify time of walking if it often conflicts
with work schedule)

3. help the person deal with the negative emotions
and thoughts that arise with slips (e.g., disap-
pointment, uncertainty about one’s abilities).

Lapses can undermine future efforts at making
behavioral changes when the patients begin to
question their abilities to ultimately succeed. Others
may give up efforts completely. It is helpful for
providers to remind the patient that lapses can and
do occur and that the most important behavior they
can do is simply to resume their plan of action fol-
lowing the lapse. Providers and patients can work
together to address frequent lapses or prevent full
relapse by revisiting the action plan and specific
goals. Together they can determine if breaking
down goals further into smaller steps will assist
patients in gaining mastery over their behaviors
and work towards the overall goal of changing
health habits.

Patients can easily slip back into formerly seden-
tary behaviors following hospitalization or treat-
ment for a reinfarction or pulmonary exacerbation.
Rehabilitative care following recovery may be
necessary to help transition patients back into
independent functioning. Providers can work with
patients in coming up with a safe plan to resume
physical activity and help increase their sense of
self-efficacy for performing physical tasks. These
efforts can prove to be valuable in preventing future
deconditioning for patients.
Engaging social support systems Social support has
positive and functional purposes when it reinforces
behaviors that are compatible with optimal health
outcomes. Significant others in the support environ-
ment can encourage adherence to the medical
regimen and the adoption of appropriate health
behaviors. For example, family members can model
health behaviors for the patient. If at least one per-
son in the patient’s immediate support system is
making the same lifestyle changes concurrently,
outcomes may be enhanced through mutual encour-
agement, mutual modeling, and a reduction in the
perceived difficulty of making lifestyle changes
(Burke et al 2002).

Social support can also have negative functional
effects on health outcomes when members of the
support system reinforce behaviors that are incom-
patible with desired health outcomes. Family

members who do not understand the rationale or
know the specific details of behavioral recommen-
dations may inadvertently interfere with the
patient’s ability to carry out these recommenda-
tions. For example, patients with COPD need to
comply with regimens that are often difficult,
painful, or burdensome. A caring and empathetic
support-giver may reinforce comfortable but non-
adherent behaviors. A spouse may feel that exercise
is “harmful” to the patient, thereby discouraging
the activity. This is most likely to occur when the
support-giver believes that any suffering should be
avoided. For these reasons, it is important that
providers communicate well with family members
who participate in the patient’s care.

For patients with poorer health, caregivers can be
particularly instrumental in facilitating behavior
change as they are usually charged with prepar-
ing meals, scheduling and coordinating medical
appointments, and overseeing the patient’s daily
schedule and activities. Ensuring that caregivers are
fully aware of appropriate prescriptions for exercise
will ease their concerns that physical activity might
“harm” the patient. In addition, providers can also
educate caregivers on healthier food selection and
preparation that will allow the patient to meet the
dietary requirements of their treatment. In these situ-
ations, caregivers play a pivotal role in modifying the
patient’s environment to promote lifestyle changes.

INTEGRATED MANAGEMENT APPROACHES

Integrated management approaches to chronic dis-
ease are characterized by practices designed to
address the patient’s presenting physical condition
while recognizing the importance of psychological
sequelae of disease and treatment. Given the impact
of diagnosis and treatment of cardiorespiratory dis-
ease on social, emotional, and occupational func-
tioning, emotional reactions that include anger,
sadness, helplessness, guilt, and anxiety are com-
mon. However, despite the presence of these reac-
tions, both patients and providers may not readily
perceive the patient–provider relationship as a
forum for discussion of concerns about loss of
health and independence. Patients may see the
provider in an authoritative role who merely pro-
vides information and whose recommendations
they must follow. Likewise, providers’ perceptions
of patients may be limited to the physical and
clinical manifestations of disease.
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Providers can be more integrative in their
approach to patient care by asking questions, elicit-
ing patient feedback and concerns about their
condition and treatment, and validating emotional
reactions experienced by the patient. Questions
about how symptoms and treatment are impacting
on the patient’s ability to work, maintain social
roles, and perform activities of daily living can help
the provider obtain a sense of the patient’s HRQOL
and overall functioning. Open-ended and follow-
up questions are particularly helpful in getting the
patient to elaborate on concerns and difficulties in
adjustment. Reflective statements commenting on,
or questions regarding how the patient might be
feeling (e.g., during review of laboratory results or
discussion of treatment procedures), can help the
provider explore how well the patient is adjusting
emotionally to his/her condition and engage the
patient in discussing his/her difficulties. Based on
the information gathered, providers can determine
if the patient might benefit from psychoeducational
or support groups where they can further interact
with others with the same physical condition.

SUMMARY

Cardiorespiratory disorders are prevalent, chronic,
and often debilitating conditions that impact on
physical, social, emotional, and occupational
domains of patient functioning. Declines in physical
health lead to inevitable changes in lifestyle and
decreased levels of independence, with subsequent
negative emotional responses that limit one’s ability

to effectively cope with the symptoms of disease
and comply with treatment recommendations.

Multifactorial rehabilitation programs comprised
of various disciplines and targeting various areas of
physical, behavioral, and psychosocial functioning
can greatly enhance patient adjustment to cardio-
respiratory disorders. These programs typically
include individual assessment, supervised exercise
training, psychosocial support, and patient educa-
tion focusing on lifestyle modification, proper use of
medication and equipment related to treatment,
stress management and relaxation, and adjustments
to activities of daily living. With the ultimate goal of
restoring the patient’s optimum level of independ-
ent functioning despite limitations placed by symp-
toms and disease, multifactorial rehabilitation has
been empirically validated as a standard therapeutic
modality for both cardiac and respiratory patients.

Behavioral change is central to the secondary
prevention of cardiorespiratory disorders. Lifestyle
behavioral modification in areas of nutrition,
tobacco use, and physical activity is well recognized
in modifying risk factors for disease progression
and maintaining optimal health. However, non-
adherence is a widespread obstacle in the effective
treatment of cardiac and pulmonary disease. Long-
term maintenance of behavior change is either poor
or not adequately quantified in the context of
chronic diseases such as diabetes, heart disease, or
COPD. Behavioral strategies incorporating goal-
setting, relapse prevention, self-efficacy theory, self-
monitoring, and open communication between
patient and provider can enhance adoption and
long-term maintenance of lifestyle modification.
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INTRODUCTION

People of all ages are now being encouraged to par-
ticipate in greater amounts of sport, exercise, and
physical activity. Despite the many health bene-
fits of this increased participation, exposure to
these activities has potential for physical injury.
Rehabilitation of people injured through sport,
exercise, and physical activity is costly in terms of
the loss of activity and work participation time,
interventions to reduce injury vulnerability, the risk
of significant long-term injury, and the associated
reduced quality of life.

A growing literature has addressed sport-
specific injury epidemiology across several countries
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(e.g., Finch et al 1998, Uitenbroek 1996, Weaver et al
1999). The varying methodologies used in such epi-
demiological research, however, make it difficult to
compare injury incidence, prevalence, and costs
across studies, let alone countries. An area of injury
that those in the physical and manual therapies are
only beginning to see is that associated with people
participating in health-enhancing physical activity.
Although encouraging people to walk 30 minutes
per day on most, if not all, days of the week to sat-
isfy the physical activity and health criteria of the
US Surgeon General (United States Department of
Health and Human Services 1996) appears quite
simple, it often exposes people to levels of physical
activity that they are unaccustomed to, and can
result in musculoskeletal injury.

Injury associated with sport, exercise, and physi-
cal activity can have a psychological impact in
addition to the obvious physical and performance
effects. The predominant focus on musculoskeletal
injury rehabilitation in the past has been on return-
ing individuals to their pre-injury level of func-
tioning by focusing on the physical problems.
Several authors have more recently highlighted the
need to manage athletes and physical activity par-
ticipants more holistically, with a greater emphasis
on the psychological consequences of injury and
rehabilitation (Brewer 2001, Francis et al 2000, Kolt
2000, Ninedek & Kolt 2000).

This chapter will address the psychological
antecedents to injury, the psychological responses
to injury, and the psychological factors that can
influence rehabilitation from sport, exercise, and
physical activity injury. Also, several psychological
approaches that can be incorporated into rehabilita-
tion programs by physical and manual therapists
will be outlined.

PSYCHOSOCIAL VARIABLES AND 
THE ONSET OF INJURY

The influence of psychosocial variables on injury
vulnerability and resiliency has been the focus of a
growing body of literature over the past 30 years.
The variables that have been examined include
anxiety, stress, locus of control, self-confidence,
mood states, motivation, attention, coping mecha-
nisms, and personality (Kirkby 1995, Williams &
Andersen 1998).

The variables investigated early in this area
included components of personality (e.g., Brown

1971, Govern & Koppenhaver 1965), and the stress
resulting from major or significant life events (e.g.,
Bramwell et al 1975). Although this early work sug-
gested that athletes’ injuries were linked to factors
such as life stress and fear of competition, the litera-
ture offered no explanations for such relationships.

STRESS–INJURY MODEL

Andersen & Williams (1988) developed a model of
stress and injury that brought together many of the
theoretical components suggested in the literature.
Andersen & Williams (1988) posited that several psy-
chological variables may influence the occurrence of
injury through a link with stress and a resulting
“stress response.” Drawing on information from the
large number of studies over the late 1980s and 1990s,
the stress–injury model was revised (Williams &
Andersen 1998). This model is shown in Figure 16.1.

The stress–injury model is based around the
stress response and the three broad categories of
variables hypothesized to influence this response:
personality, history of stressors, and coping
resources. The stress response (as seen in the central
portion of the model) involves the interaction of the
cognitive and physiological elements of stressful
events. The impact of a stressful event or situation
will be shaped by the individual’s appraisal of the
magnitude of the stressor, the coping processes
used by the individual, and the perceptions of
the resources that individuals have to manage the
stressful event. That is, if an individual appraises
the demands of a particular situation as outweigh-
ing the resources (e.g., the required coping resources
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exceed the available coping resources of an individ-
ual), the stress response will increase.

In the stress–injury model, the cognitive appraisal
of demands and resources is bidirectionally related
to both physiological and attentional responses
(Williams & Andersen 1998). An example of a phys-
iological response to stress is generalized mus-
cle tension. The effects of this muscle tension can
include reduced flexibility and altered motor coor-
dination, thereby increasing the risk of musculo-
skeletal injury. Stress can also result in attentional
changes (Thompson & Morris 1994) including
peripheral vision narrowing (Williams & Andersen
1997). Such changes to one’s visual field can result
in a failure to extract important cues from the
periphery and, thereby, increase the risk of injury
in some activities (Andersen & Williams 1988).
Distraction is also viewed as a response to stress
that can increase the likelihood of injury (Andersen
& Williams 1988).

The three categories of variables (personality fac-
tors, history of stressors, coping resources) that can
influence the stress response (Williams & Andersen
1998) can act either on their own or, more typically,
in some complex combination. That is, the variables
can have a moderating influence on each other and
the resulting stress response. Substantial evidence
exists to support Andersen & Williams’ (1988) sug-
gestion that an individual’s history of stressors (e.g.,
major life events, daily hassles, previous injury) can
have a significant influence on the stress response
and on injury risk. A large majority of empirical
studies investigating the association between life
stress and injury in sport has found a positive rela-
tionship (e.g., Andersen & Williams 1999, Kolt &
Kirkby 1996, Petrie 1993a, 1993b, Thompson &
Morris 1994).

Daily hassles are another form of stressors
suggested in the stress–injury model to influence
the stress response (Williams & Andersen 1998).
Despite the early failure of studies to show a link
between daily hassles and injury (e.g., Blackwell &
McCullagh 1990), Fawkner et al’s (1999) prospective
study showed that athletes were more likely to
incur an injury if they had experienced significant
increases in daily hassles during the week of, and
week prior to, their injury.

Previous injury is a further category of stressor
thought by Andersen & Williams (1988) to affect
future injury. For example, if an athlete returns to
sport when physically, but not psychologically, pre-
pared, they could be worried about their ability to

perform, still have concerns about their level of
recovery, and be worried about their lack of sport-
specific training over the rehabilitation period. Such
negative self-evaluations could distract the athlete
from important aspects of safe participation in their
sport. Further, as Williams & Andersen (1998) sug-
gested, fear of re-injury can be a substantial stressor,
and thus, can increase injury risk. There is, however,
mixed support for this component of the model
(Hanson et al 1992, Lysens et al 1984).

Personality (e.g., competitive trait anxiety, locus
of control) is the second category of variables sug-
gested to influence the stress response. Positive
associations have been found between injury and
variables such as locus of control (Kerr & Minden
1988, Kolt & Kirkby 1996), and trait anxiety (Kerr &
Minden 1988, Petrie 1993b). Other personality fac-
tors linked to injury in sport include negative states
of mind, tough mindedness, defensive pessimism,
and state anxiety (see Williams & Andersen 1998).

In the stress–injury model, an individual’s cop-
ing resources are also thought to influence the stress
response. Such resources include social support,
stress management skills, general coping behaviors
(e.g. sleep habits, nutrition), and other psychologi-
cal coping skills. Williams & Andersen (1998)
presented a great deal of evidence indicating that
coping resources are related to injury outcome, or at
least moderate the effects of life stress on vulnerabil-
ity to injury. For example, low levels of social
support have been shown to influence stress
responsivity and injury vulnerability (Andersen &
Williams 1999).

INTERVENTIONS TO REDUCE INJURY 
VULNERABILITY

Given the extensive literature suggesting that vari-
ables such as stress can increase the risk of injury, it
is logical to believe that interventions aimed at
reducing stress levels, or teaching people to cope
better with stress, might decrease the risk of injury.
Research in this area, however, is limited: only
six published empirical studies have taken this
approach (Davis 1991, Kerr & Goss 1996, Kolt &
Hume 2003, May & Brown 1989, Perna et al 2003,
Schomer 1990). May & Brown (1989) reported that a
program of imagery, attention control, and other
mental practice skills resulted in a reduced rate of
injury, increased confidence, and enhanced self-
control in US Olympic alpine skiers at the Calgary
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Olympic Games. Schomer (1990) taught marathon
runners how to use attentional strategies (i.e., asso-
ciative thought processes) over a 5-week period and
found that heavy training could be facilitated with-
out injury. The findings of both of these studies,
however, should be viewed with caution as neither
incorporated a control group or used statistical
comparisons to examine changes.

Four more recent studies examined the effects of
stress management programs on injury prevention
in athletes (Davis 1991, Kerr & Goss 1996, Kolt &
Hume 2003, Perna et al 2003). Davis (1991) used a
program of sport skill imagery and progressive
muscular relaxation with college-level swimmers
and football players and reported a 52% and 33%
reduction in injuries, respectively. In a later study,
Kerr & Goss (1996) investigated the effects of a
16-session stress management program on national-
and international-level Canadian gymnasts over
an 8-month period. The intervention program
included a range of stress management skills such
as relaxation exercises, imagery, thought stopping,
and evaluating and changing thought processes.
Compared to a matched control group, gymnasts in
the stress management group reported significantly
lower levels of negative athletic stress from the mid-
part of the season to the peak of the season. In rela-
tion to injury, no statistically significant difference
between the two groups was found. Andersen &
Stoové (1998), in critiquing the Kerr & Goss paper,
suggested that Kerr & Goss probably showed a
clinically significant effect in injury reduction
from their stress management intervention despite
statistical significance not being met.

Two more recent studies have looked at stress
management and injury in athletes (Kolt & Hume
2003, Perna et al 2003). Kolt & Hume (2003) investi-
gated the effects of a 12-session stress management
program on injury in competitive gymnasts. They
found that gymnasts in the stress management
group and control group did not differ significantly
in stress scores after the intervention. Those in the
stress management group, however, missed or
modified 43% fewer hours of training due to injury
compared to those in the control group. It could be
that the intervention, although not reducing stress,
taught the gymnasts how to cope better with stress
and injury, and hence resulted in less time missed
from training. The best evidence to date for using
stress management techniques to reduce risk of
injury comes from Perna et al (2003). Perna et al
(2003) found, through a randomized controlled

trial, that a cognitive behavioral stress management
program contributed to reductions in the number of
injury and illness days for competitive collegiate
rowers when compared to a control group.

Despite the mixed support for the role of psycho-
logical interventions to reduce the risk of injury in
sport, physical and manual therapists are in an ideal
environment to discuss such issues with sport, exer-
cise, and physical activity participants. Physical and
manual therapists often identify issues related to
stress and coping abilities brought up by their
clients. Identifying such matters during rehabilita-
tion may provide an opportunity to teach people
ways of coping with stressful events, reaching
goals, and identifying and overcoming barriers. The
techniques commonly recommended for such pur-
poses include relaxation techniques (see Chapter 9),
imagery (see Chapter 10), the teaching of coping
mechanisms, social support, and the use of more
positive self-talk. Some of these techniques will be
described later in this chapter.

PSYCHOLOGICAL RESPONSES TO INJURY

When injured or ill, people display a range of psy-
chological responses. In the context of sport, exer-
cise, and physical activity, the meaning of such
activities to individuals can influence the quality
and extent of such psychological responses. These
responses range from those that can improve the
chance for more effective and speedy rehabilitation
(productive responses) to those that hinder effective
rehabilitation and return to pre-injury activity
(unproductive responses). It is necessary for those
involved in the physical and manual therapies to
have an understanding of both the productive and
unproductive responses that people can display,
and to consider these carefully in planning and
implementing rehabilitation programs. Psychological
responses that people display in relation to injury can
be categorized as cognitive, emotional, or behavioral.

COGNITIVE RESPONSES TO ACTIVITY-RELATED
INJURY

Many of the responses athletes experience when
injured are cognitively based. For example, when a
professional basketball player sustains a significant
knee injury, some common thoughts could be “Will I
ever make it back onto the court?,” “Are my playing
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days over?,” and “How will I ever continue without
my basketball income?” At the other end of the
physical activity participation spectrum, when a
70-year-old person who has only recently increased
their physical activity levels with a 20-minute walk
each day sustains an ankle sprain, they may ask
themselves “Will I ever be able to get back to this
walking routine again?” or comment to themselves,
“I will never be able to maintain my new fitness lev-
els so important for my heart condition now that my
ankle is sprained.” More specifically, the many cog-
nitive responses and factors that have been linked
with injury include increases in negative thoughts
and self-talk, and changes in self-esteem and self-
confidence. Self-esteem is the cognitive factor that
has been most extensively researched in relation
to injury in sport. Although some studies have
shown that global self-esteem is not influenced by
injury (Brewer & Petrie 1995, Smith et al 1993), others
have reported decreases in global self-esteem after
injury (Leddy et al 1994) or differences according
to injury status (i.e., injured or non-injured) (Leddy
et al 1994, McGowan et al 1994). When considering
self-esteem that is domain-specific (i.e., self-esteem
for particular sports activities), Leddy et al (1994)
found evidence that injured athletes report lower
levels than their non-injured counterparts.

Several other cognitive responses have also been
demonstrated to be linked to injury. For example,
Quinn & Fallon (1999) reported that, for athletes
with significant injuries, sport self-confidence
was high at the commencement of rehabilitation,
decreased throughout rehabilitation, and then
increased again in the latter phase of rehabilitation.
The same group of athletes reported constant high
levels of self-confidence in adhering to their rehabil-
itation programs.

Cognitive responses to injury often present as
irrational and unrealistic beliefs, negative thought
processes, and unwarranted worry about problems
beyond the control of the individual. For example, a
tennis player might present to a physical therapist
with a relatively minor sprain on the medial collat-
eral ligament of the knee. Within the examination,
they may indicate that this injury is “the worst thing
that has happened to them” (irrational belief)
and that they feel they will “never be able to play
tennis again” (negative thought process). In this
case, the meaning of the injury to that person has
been exaggerated and catastrophized. Another
response to this injury could be worrying about how
a competitor will see this injury as an opportunity

to gain better rankings than the injured individual
(unwarranted worry about problems beyond the
control of the individual). These thoughts and
beliefs can influence emotions and, subsequently,
self-esteem and confidence. The tendency of injured
athletes to worry about things outside of their con-
trol can have the effect of taking their focus away
from rehabilitation activities that they can control.

EMOTIONAL RESPONSES TO ACTIVITY-RELATED
INJURY

Depression, anger, fear, frustration, and confusion
are common emotional responses to injury, particu-
larly in the early phases of rehabilitation (Bianco
et al 1999, Chan & Crossman 1988, Shelley &
Sherman 1996, Smith et al 1990a, Udry et al 1997,
Weiss & Troxel 1986). Although many of these emo-
tional responses to injury are considered normal,
and do not reach clinical levels, Brewer et al (2002a)
summarized the literature and indicated that up to
24% of injured athletes do experience clinically
meaningful levels of psychological distress. At the
extreme of the continuum, some injured athletes
with severe depression consider attempting suicide
(Smith & Milliner 1994).

Most research indicates that negative emotions
decrease and positive emotions increase as rehabili-
tation and recovery progress (Dawes & Roach 1997,
Macchi & Crossman 1996, Miller 1998, Quinn &
Fallon 1999). Some studies have shown, however,
that as rehabilitation is ending and return to sport or
activity is approaching, emotions related to fear of
re-injury increase (Bianco et al 1999, Johnston &
Carroll 1998). Such increases in fear have been found
particularly with long-term rehabilitation from
reconstructive knee surgery (Morrey et al 1999). In
the Morrey et al (1999) study, athletes showed high
negative and low positive mood states around the
time of the surgery, more positive and less negative
mood during the first few weeks post-surgery, and
then more negative and less positive mood as they
were about to return to sporting activity.

BEHAVIORAL RESPONSES TO ACTIVITY-RELATED
INJURY

Behavioral responses to injury in sport and exer-
cise often stem from the cognitive and emo-
tional responses that people experience. The main
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behavioral responses to injury of importance and
relevance to physical and manual therapists relate
to rehabilitation adherence (see later in this chapter)
and the use of coping mechanisms throughout reha-
bilitation. People who participate in sport, exercise,
and physical activity use a range of coping behav-
iors including social support, avoidance, distrac-
tion, and isolation. For example, Gould et al (1997)
reported that skiers with major injuries that pre-
cluded further participation for that competitive
season used social support, distraction, avoiding
others and isolating oneself, and “driving through”
(e.g., working hard towards rehabilitation goals) to
cope with their injuries. In another study (Udry
1997), athletes recovering from knee surgery most
commonly used instrumental coping behaviors (i.e.,
those aimed at dealing directly with a stressor). It
has been suggested (Gould et al 1997, Smith et al
1990b) that athletes tend to prefer active coping
strategies (i.e., coping behaviors that are dependent
on their own input) rather than passive strategies
(i.e., behaviors that are reliant on others).

Most physical and manual therapists would have
experienced cases of malingering. Malingering, as a
behavioral response to injury, can be displayed in
a variety of ways including exaggerating injury
symptoms and prolonging return to sport through
various methods. Rotella et al (1999) described
malingering as an adjustment to negative circum-
stances that requires an external incentive for
being injured. Athletes who repeatedly display
malingering behavior may do so for fear of re-
injury on return to sport or for the attention that
they may otherwise not receive (Rotella et al 1999).
Other common reasons for malingering include
poor performance, personal realizations of limited
ability, an escape from the pressure of sport, and a
way of rationalizing a change of status in their
sport.

POSITIVE RESPONSES TO INJURY

Although a common practice of physical and man-
ual therapists is to focus on the negative responses
to injury and plan rehabilitation programs around
such responses, on many occasions positive emo-
tional benefits emerge from sport and exercise
injuries. For example, Udry (1997) found that 95%
of injured athletes they interviewed reported posi-
tive consequences of their injuries: these included
personal growth consequences, psychologically

based performance enhancements, and physical–
technical development opportunities. More specifi-
cally, some athletes indicated that they became
“mentally tougher” and learned more about their
own psychological limitations; some indicated that
they learned to be more empathetic toward other
injured athletes, and some took the opportunity to
develop skills and interests outside of their sports.
Another positive response reported was that injury
provided athletes with time to spend time on other
physical and technical aspects of their sports that
were not contraindicated during the rehabilitation
program.

To gain maximum benefit from rehabilitation,
physical and manual therapists should attempt to
highlight the positive consequences of injury as a
way of minimizing the impact of the negative con-
sequences. Udry (1999) suggested five recommen-
dations for facilitating positive consequences from
athletic injuries:

1. Recognize that deriving positive conse-
quences takes effort – injured athletes need to work
on deriving positive consequences rather than
simply assuming a passive role.

2. Recognize the different problem-solving
strategies that can be used – these include convert-
ing negative situations into positive situations (or at
least less negative) and encouraging athletes to
voluntarily relinquish problematic roles.

3. Recognize that reframing may not occur
immediately – athletes may require considerable
time to counterbalance the negative aspects of their
injuries.

4. Avoid secondary victimization – ensure that
those who come into contact with injured athletes
(e.g., families, coaches, team members) do not trivi-
alize or minimize the experiences of the injured
athlete.

5. Acknowledge that positive consequences may
extend beyond the individual athlete – individuals
whose lives are related to the injured athlete must
often also work to counterbalance the negative
impact of injury.

PSYCHOLOGICAL ASPECTS OF INJURY 
REHABILITATION

Recent research has focused on the impact of psy-
chological variables on the way people respond to
injury and the rehabilitation process that follows.
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THEORETICAL EXPLANATIONS OF
PSYCHOLOGICAL FACTORS IN INJURY
REHABILITATION

Theoretical models can be used to explain and sum-
marize the psychological reactions athletes and
exercise participants experience when injured,
and their impact on rehabilitation. It is useful for
physical and manual therapists to consider the
range of responses shown by a client and to be able
to place those responses in a coherent model. This
process allows the therapist to interpret why many
reactions are occurring and how these reactions
may influence the rehabilitation process. The two
types of models commonly used to explain injury as
a result of sport, exercise, and physical activity, are
psychological models and the biopsychosocial
model.

Psychological models
A range of psychological models has been sug-
gested in the literature as an explanation of injury
and rehabilitation in sport, exercise, and physical
activity. In particular, the grief response model
and cognitive appraisal models have been widely
adopted.
Grief response model Kubler-Ross’ (1969) grief
response model has been used to explain responses
to injury in sport. Although this model was initially
developed to explain significant loss (e.g., death of a
family member), it has been applied to sport injury
rehabilitation based on suggestions that such
injuries involve a loss of an aspect of the self
(Gordon et al 1991, Macchi & Crossman 1996).The
original model is based on the premise that indi-
viduals typically progress through five stages of
grieving: denial, anger, bargaining, depression,
and acceptance. Each “stage” of the grief response
model is characterized by particular moods and
behaviors that athletes may move through during
the recovery and rehabilitation period. For example,
an injured exercise participant may initially show
denial of the injury, possibly rejecting the diagnosis
and refusing to abide by the activity restrictions
placed on them by the physical or manual therapist.
After this stage, the exercise participant may experi-
ence anger, possibly towards someone considered
responsible for the injury. On some occasions, the
physical or manual therapists can be the focus of
anger, as may be perceived as being responsible for
the diagnosis. The next stage in the grief response
model involves the exercise participant entering a

bargaining stage. This stage could involve bargain-
ing with the physical or manual therapist over
when they can return to their usual exercise regime.
The fourth stage of the grief response model is
symptoms of depression, often occurring when peo-
ple comprehend the extent of their injuries and the
actual limitations it may put on them. The final
stage involves acceptance of the extent and implica-
tions of the injury. Table 16.1 shows examples of
some typical thought processes and their correspon-
ding behaviors at each stage of the grief response
model in the case of an exercise-related injury.

Stage models such as the grief response model
have received some level of criticism, in that ath-
letes do not usually progress through the injury and
rehabilitation period in a structured and staged
manner (Brewer 1994). In reality, progression
through rehabilitation varies considerably and can
be influenced by both personal and situational
factors (Brewer 1994, Wiese-Bjornstal et al 1998).
Theoretical explanations that consider individual
differences, whilst also recognizing some staged
responses to grief, have been developed.
Cognitive appraisal models Cognitive appraisal
models are based around stress, coping, and emo-
tional responsivity theories. In sport, exercise, and
physical activity, several theories have been devel-
oped (e.g., Gordon 1986, Weiss & Troxel 1986). In
one example, Weiss & Troxel (1986) suggested that
an individual’s experience of stress emanating from
an injury is a function of more general thoughts
they may have about stressful situations. That is, a
stressful situation such as an injury is cognitively
appraised in relation to the situational and personal
resources that the person developed to deal with
the situation, as well as the possible outcomes of
the injury. Then, an emotional response (consisting
of both psychological and attentional components)
follows the appraisal. Stemming from the emotional
responses are the behavioral consequences.

A more comprehensive cognitive appraisal
model is that proposed by Wiese-Bjornstal et al
(1998), the Integrated Model of Psychological
Response to the Sport Injury and Rehabilitation
Process (Figure 16.2). This model suggests that an
athlete’s response to a sport-related injury is influ-
enced by pre-injury variables such as history of
stressors, coping resources, personality, and preven-
tative interventions, as well as postinjury variables.
During the postinjury phase, it is proposed that an
individual’s cognitive appraisal of the injury influ-
ences the behavioral responses they have (e.g., use
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of social support, use of psychological skills, reha-
bilitation adherence), their emotional responses
(e.g., depressed mood, frustration, fear of the
unknown), and the physical and psychosocial
recovery outcomes. In this model, both personal
(e.g., injury history, pain tolerance, coping skills)
and situational factors (e.g., type of sport, coach
influences, rehabilitation environment) can affect
the cognitive interpretation and appraisal of the
injury.

To date, not much research has addressed the
interactional aspects of cognitive appraisal models,
although some aspects of such models have gained
strong support (see review by Brewer 2001).
Nevertheless, models such as Wiese-Bjornstal et al’s
(1998) provide a strong framework from which to
explain the psychological responses to injury in
sport, exercise, and physical activity.

Biopsychosocial model
A recent model of sport injury rehabilitation
and its outcomes was developed by Brewer et al
(2002a). The Biopsychosocial Model of Sport Injury
Rehabilitation combines elements of medical and
psychological approaches to sport injury rehabilita-
tion (Figure 16.3). The components of the model are
injury, sociodemographic factors, biological factors,

psychological factors, social/contextual factors,
intermediate biopsychological outcomes, and sport
injury rehabilitation outcomes. In this model, both
the characteristics of injury (e.g., type, course, sever-
ity, location, history) and sociodemographic factors
(e.g., age, gender, race/ethnicity, socio-economic
status) are suggested to influence the biological,
psychological, and social/contextual factors. In
turn, biological, psychological, and social/contex-
tual factors affect the intermediate biopsychological
outcomes (e.g., range of motion, strength, joint lax-
ity, pain, endurance, recovery rate), and hence,
rehabilitation outcomes (e.g., quality of life, readi-
ness to return to activity, functional performance).

The strength of the biopsychosocial model
(Brewer et al 2002a) is its relevance and applicabil-
ity to the physical and manual therapies; it pro-
poses links between medically focused models and
psychological models.

ADHERENCE TO INJURY REHABILITATION

Adherence has been defined in many ways, but
most comprehensively as “active, voluntary collab-
orative involvement of the client in a mutually
acceptable course of behavior to produce a desired
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Table 16.1 Examples of typical thoughts and corresponding behaviors during each stage of the grief response 
model as it relates to exercise-based injury

Stage Thoughts Corresponding behaviors

1. Denial “I can continue on my walking program despite my Continues on walking program of 30 minutes per 
knee injury. It’s not going to stop me” day despite the knee injury

2. Anger “Why did my trainer make me increase from Leaves physical therapy rehabilitation session before 
3 to 5 days per week of walking” “Just my luck to get the end in an angry state
injured when I was finally seeing some fitness and
weight loss results from it”

3. Bargaining “If I do more knee exercise than I’ve been asked to do Failure to follow the advice of the physical therapist 
at home, maybe I can begin back on my power walking regarding rehabilitation exercise and return to 
a week earlier than the physical therapist said I could. walking activity
He really doesn’t know what I am going through”

4. Depression “This exercise program is no good. I’m not getting Lack of motivation
anywhere with it. Why should I even bother going Lethargy
to rehabilitation any more” Withdrawal from rehabilitation involvement

5. Acceptance “I can now see why the physical therapist was giving Positive self-talk
me those rehabilitation exercises. I really should Showing commitment to the rehabilitation program
continue to follow the instructions” Adhering to rehabilitation advice
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Response to sport injury and rehabilitation process

Sport injury

Stress response

History of
stressors

Personality

Preinjury factors

Coping
resources

Intervention

Situational factors

Cognitive appraisal
•  Goal adjustment
•  Rate of perceived recovery
•  Self-perceptions
•  Belief and attributions
•  Sense of loss or relief
•  Cognitive coping

Recovery outcomes
•  Psychosocial
•  Physical

•  Injury
       •  History
       •  Severity
       •  Type
       •  Perceived cause
       •  Recovery status
•  Individual differences
       •  Psychological
              •  personality
              •  self-perceptions
              •  self-motivation
              •  motivational orientation
              •  pain tolerance
              •  athletic identity
              •  coping skills
              •  psychological skills
              •  history of stressors
              •  mood states
       •  Demographic
              •  gender
              •  age
              •  ethnicity
              •  socioeconomic status
              •  prior sport experience
       •  Physical
              •  use of ergogenic aids
              •  physical health status
              •  disordered eating

•  Sport
       •  Type
       •  Level of competition
       •  Time in season
       •  Playing status
       •  Practice vs game
       •  Scholarship status
•  Social
       •  Teammate influences
       •  Coach influences
       •  Family dynamics
       •  Sports medicine team influences
       •  Social support provision
       •  Sport/ethic philosophy
•  Environmental
       •  Rehabilitation environment
       •  Accessibility to rehabilitation

Personal factors

Behavioral response
•  Adherence to rehabilitation
•  Use of PST strategies
•  Use/disuse of social support
•  Risk-taking behaviors
•  Effort and intensity
•  Malingering
•  Behavioral coping

Emotional response
•  Fear of unknown
•  Tension, anger, depression
•  Frustration, boredom
•  Positive attitude/outlook
•  Grief
•  Emotional coping

Figure 16.2 Integrated model of psychological response to the sport injury and rehabilitation process (reproduced by permission from
Wiese-Bjornstal et al 1998, http://www.tandf.co.uk)



preventative or therapeutic result” (Meichenbaum
& Turk 1987, p 20). Due to the breadth of the physi-
cal and manual therapies, many components of
rehabilitation programs require adherence by
clients. These include attendance at rehabilitation
appointments, completion of home-based and
clinic-based rehabilitation exercises, adherence to
advice given by physical and manual therapists
(e.g., activity restriction), cryotherapy usage, and
adherence to advice given and changes made
to rehabilitation programs during clinic appoint-
ments. Studies of rehabilitation adherence in sport
injury settings show a range of adherence from
40–91% (Almekinders & Almekinders 1994, Daly et
al 1995, Laubach et al 1996, Taylor & May 1996).

Chapter 4 includes a detailed discussion of reha-
bilitation adherence including measurement issues
and theoretical explanations. Although focused on
adherence to rehabilitation for a variety of condi-
tions seen by physical and manual therapists, the
information in Chapter 4 can readily be applied to
rehabilitation adherence for injuries from sport,
exercise, and physical activity. Much of the litera-
ture on rehabilitation adherence stemmed from
research on sport injury. The current chapter will,
therefore, focus more on the psychological factors
that can influence rehabilitation adherence and
methods that can be used to enhance adherence.

The underlying assumption in most sport
injury and musculoskeletal injury research is that
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Sport injury rehabilitation outcomes
•  Functional performance
•  Quality of life
•  Treatment satisfaction
•  Readiness to return to sport

Psychological factors
•  Personality
•  Cognition
•  Affect
•  Behavior

Intermediate
biopsychological
outcomes
•  Range of motion
•  Strength
•  Joint laxity
•  Pain
•  Endurance
•  Rate of recovery

Social/contextual factors
•  Social network
•  Life stress
•  Situational charateristics
•  Rehabilitation environment

Biological factors
•  Endocrine •  Sleep
•  Metabolism •  Circulation
•  Neurochemistry •  Respiration
•  Tissue repair •  Immune
•  Nutrition     functioning

Characteristics
of the injury
•  Type
•  Course
•  Severity
•  Location
•  History

Sociodemographic
factors
•  Age
•  Gender
•  Race/ethnicity
•  Socioeconomic
    status

Figure 16.3 The biopsychosocial model of sport injury rehabilitation (reproduced from Brewer et al 2001b by permission of Fitness
Information Technology)



adherence to rehabilitation activities is in some way
related to rehabilitation outcome. Empirical sup-
port for this relationship is, in most cases, limited.
Only a few studies have concluded that higher lev-
els of adherence were related to a better sport injury
rehabilitation outcome (e.g., Brewer et al 2000a,
Derscheid & Feiring 1987, Kolt & McEvoy 2003,
O’Reilly et al 1999, Schoo 2002, Treacy et al 1997).
See Chapter 4 for more detail on the adherence–
outcome relationship.

MEASUREMENT OF REHABILITATION
ADHERENCE

A range of adherence measures have been devel-
oped for, and used in, sport injury rehabilitation.
These measures address attendance at clinic-based
rehabilitation sessions, client behavior during clinic
sessions, and adherence to home-based components
of rehabilitation.

Attendance at rehabilitation
Attendance at rehabilitation sessions is the most
commonly used measure of adherence in most mus-
culoskeletal rehabilitation programs (e.g., Brewer et
al 2000a, Daly et al 1995, Fields et al 1995, Kolt &
McEvoy 2003). Attendance is most commonly cal-
culated as a ratio of rehabilitation sessions attended
to sessions scheduled. This measure has been criti-
cized on the basis that it only captures one aspect of
rehabilitation (i.e., attendance) and does not tap
what people do during their clinic-based rehabilita-
tion sessions (Brewer 1998, Spetch & Kolt 2001). It is
suggested that attendance measures be used in
combination with other adherence measures that
capture further aspects of rehabilitation behaviors.

Adherence to clinic-based rehabilitation
Measuring the behaviors of clients during clinic-
based rehabilitation sessions is important to phys-
ical and manual therapists, and assists them in
implementing aspects of the program. The Sport
Injury Rehabilitation Adherence Scale (SIRAS,
Brewer et al 2000b) can be used to rate the intensity
with which participants complete rehabilitation
exercises, the frequency of following practitioner
instructions and advice, and the receptivity to
changes in the rehabilitation program during that
day’s appointment (see Chapter 4, and specifically
Figure 4.1 for a further description). The SIRAS has
been used extensively in sport and exercise injury

rehabilitation, and has sound psychometric proper-
ties (Brewer et al 2000b, 2002b, Kolt et al 2001).

Another instrument that can be used to measure
clinic-based rehabilitation behavior is the Sports
Medicine Observation Code (SMOC, Crossman &
Roch 1991). The SMOC involves systematic coding
of behaviors displayed in rehabilitation into 13
categories (e.g., active rehabilitation, waiting, non-
activity). These categories are grouped into produc-
tive behaviors (i.e., those behaviors that have a
high probability of facilitating rehabilitation from
injury), unproductive behaviors (i.e., those behav-
iors that have little or no potential of facilitating
rehabilitation from injury), and concurrent behav-
iors (i.e., those behaviors that have a moderate
potential of facilitating the rehabilitation process).
The SMOC may be useful in measuring adherence,
and its productive behaviors score has been shown
to correlate significantly with SIRAS scores (Kolt et
al 2001). In terms of utility, the SMOC is quite labor
intensive and, therefore, is not often used in clinical
settings.

Adherence to home-based rehabilitation
Equally important to behaviors carried out by
clients in the clinic, are the rehabilitation behaviors
they carry out at home. Measurement of non-
clinic-based adherence usually involves self-
reporting and has been criticized for that reason
(Dunbar-Jacob et al 1993, Meichenbaum & Turk
1987). Self-reports, often carried out retrospectively,
can be distorted, biased, and inaccurate. Typical
methods used include single retrospective reports
of adherence over the course of home-based rehabil-
itation or the completion of daily logs or diaries. As
discussed by Brewer in Chapter 4, a number of
objective methods of assessing home exercise com-
pletion include the use of accelerometers to detect
movement (Schlenk et al 2000), a motion sensor
embedded in an ankle exerciser (Belanger & Noel
1991), and an electronic counting device attached to
a splint for individuals after tendon surgery (Dobbe
et al 1999).

PSYCHOLOGICAL FACTORS RELATED
TO REHABILITATION ADHERENCE

A variety of personal, situational, and cognitive and
emotional factors can influence rehabilitation
adherence (Brewer 2001). Personal factors that have
been shown to have positive associations with sport
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injury rehabilitation adherence include health locus
of control (Murphy et al 1999), pain tolerance
(Byerly et al 1994, Fields et al 1995, Fisher et al
1988), self-motivation (Brewer et al 2000a, Duda
et al 1989, Fields et al 1995, Fisher et al 1988), tough-
mindedness (Wittig & Schurr 1994), and task
involvement (Duda et al 1989).

Evidence exists for a number of situational vari-
ables being positively related to sport injury reha-
bilitation adherence. For example, a higher belief in
the efficacy of the treatment has been linked to
higher levels of adherence (Duda et al 1989, Taylor
& May 1996). The importance or value of the reha-
bilitation to the athlete (Taylor & May 1996), the
convenience of the rehabilitation appointment
scheduling (Fields et al 1995, Fisher et al 1988), the
social support for rehabilitation (Byerly et al 1994,
Duda et al 1989, Finnie 1999), the perceived injury
severity (Taylor & May 1996), the comfort of the
clinical environment (Fields et al 1995, Fisher et al
1988), and perceived exertion during rehabilitation
(Fisher et al 1988) all have demonstrated positive
associations with rehabilitation adherence.

Adherence levels can also be influenced by the
variety of cognitive and emotional responses people
have to injury in sport, exercise, and physical activ-
ity. For example, Daly et al (1995) reported that
those athletes with a higher coping ability for their
injuries tended to adhere better to post-surgical
knee rehabilitation programs. Further, Taylor &
May (1996) found that athletes with high rehabilita-
tion self-efficacy were more likely to adhere to reha-
bilitation programs than their counterparts with
lower self-efficacy in relation to rehabilitation.
Lampton et al (1993) reported that, compared to ath-
letes who attributed their recovery to factors that
were outside of their control, those who attributed
their recovery to stable and personally controllable
factors adhered to higher levels.

METHODS TO ENHANCE REHABILITATION
ADHERENCE IN ATHLETES, EXERCISERS, AND
PHYSICAL ACTIVITY PARTICIPANTS

Several strategies have been outlined in Chapter 4
to enhance rehabilitation adherence in a range of
musculoskeletal and other medical conditions. This
section will discuss the methods that are directly
related to rehabilitation of injuries associated with
sport, exercise, and physical activity. The main
methods used to enhance rehabilitation adherence

include education, communication and rapport
building, social support, goal setting, treatment
efficacy and tailoring, threats and scare tactics, and
athlete responsibility.

Education
Physical and manual therapists, compared to other
healthcare practitioners, tend to spend longer
periods of time with their clients. Given these
longer periods, physical and manual therapists
often dedicate time to educating their clients about
their injuries, the rationale behind treatment
approaches and injury management, and in estab-
lishing realistic expectations. Despite these efforts,
however, one study showed that 77% of injured ath-
letes interviewed misunderstood some aspect of
their rehabilitation, and only 14% were given any
written instructions (Webborn et al 1997). In another
study, Schneiders et al (1998) found that clients who
were given written exercise instructions adhered to
77% of their home exercise program compared to
38% for those who received exercises via verbal
instructions alone. The Schneiders et al (1998) study
demonstrates the importance of supplementing
education regarding exercises with written material.

Communication and rapport building
A standard in probably all physical and manual
therapy training programs is the message that prac-
titioners should try to establish rapport with their
clients, and communicate in ways suited to the indi-
vidual. This ideal, however, cannot solely be taught
from textbooks, but must be developed through
experience. A number of investigators have indi-
cated that athletes who perceive that medical pro-
fessionals are genuinely interested in their health
and well-being, and are aware of the psychological
manifestations relating to their injuries, may be
more highly motivated to adhere to rehabilitation
programs (Byerly et al 1994, Duda et al 1989, Ford &
Gordon 1993). Little research, however, has specifi-
cally examined the relationship between adher-
ence and practitioner–client communication and
rapport.

Social support
Providing social support through injury support
groups and peer modeling has been recommended
for sport injury rehabilitation (Wiese et al 1991).
Peer modeling involves linking a currently injured
individual with an athlete who has undergone suc-
cessful rehabilitation and returned to pre-injury
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functioning (preferably from a similar injury).
Given the difficulty of setting up such links in some
clinical settings (particularly after discharge of
clients), it is often possible to use a person who is
still in rehabilitation but at a more advanced stage.
Setting up appointment times that coincide is one
method of introducing peer modeling. Modeling
has been shown to improve adherence to postsurgi-
cal knee rehabilitation (Flint 1991).

Injury support groups are sometimes used for
people undergoing long periods of rehabilitation,
where a possibility exists for the development of
negative and malproductive psychological manifes-
tations. These groups are useful in providing a
forum for clients to discuss their injuries and reha-
bilitation. Injury support groups can also assist in
motivating injured athletes (Weiss & Troxel 1986).

Goal setting and attainment
Goal setting in rehabilitation is commonplace (see
Chapter 8). Research has focused on goal setting
as a strategy to enhance adherence (Penpraze &
Mutrie 1999, Scherzer et al 2001). Setting specific
rehabilitation goals has been shown to result in
greater time spent doing rehabilitation exercises
and a greater knowledge of the rehabilitation
program in injured people at a sports injury clinic
(Penpraze & Mutrie 1999). In a more recent study,
Scherzer et al (2001) found that goal setting was
positively associated with home exercise comple-
tion in people undergoing rehabilitation following
anterior cruciate ligament surgical reconstruction.

Three important elements should be considered
when using goal setting. First, the practitioner and
client should establish challenging (yet realistic
and positive) goals in a collaborative manner. These
goals should be recorded and measurable (Wiese &
Weiss 1987). Second, to encourage a sense of control
by the client, strategies for achieving goals should
be negotiated between the practitioner and client.
Finally, the agreed goals should be closely moni-
tored and evaluated throughout rehabilitation, and
modified if and when necessary.

Treatment efficacy and tailoring of rehabilitation
programs
Perception of the efficacy of the rehabilitation pro-
gram is important to a client’s belief that they will
be able to achieve the rehabilitation goals. This often
involves tailoring of rehabilitation programs to
the needs of individual clients. Duda et al (1989)
suggested that perceived treatment efficacy has

an important impact on rehabilitation adherence
behaviors. Therefore, in building a sense of treat-
ment efficacy in clients, physical and manual thera-
pists should ensure that athletes are capable of
performing the assigned rehabilitation tasks and
identifying the context of their rehabilitation as
meaningful and worthwhile to the individual. Of
note, is that Sluijs et al (1993) found that complex
rehabilitation programs (i.e., those that contain
skills beyond the abilities of the client) resulted in
lower levels of adherence.

Athlete responsibility
Fisher et al (1993) reported that athletes like to feel
responsible for their own rehabilitation, and this
sense of control over rehabilitation can increase
commitment and adherence to the behaviors
required for a successful outcome. This concept
has been supported by Laubach et al (1996) who
reported a positive relationship between personal
control and rehabilitation adherence in athletes
following knee surgery. Physical and manual thera-
pists could, therefore, use approaches to rehabilita-
tion that encourage some level of independence for
clients, and provide them with a better sense of
control over rehabilitation activities.

Threats and scare tactics
A further method that can be used to improve
rehabilitation adherence (albeit only with suitable
clients) is to increase an athlete’s perception of
injury severity and susceptibility to poor rehabilita-
tion, re-injury, or more serious debilitation (Taylor &
May 1996). Clearly, care must be taken when using
methods such as these, as threats or ultimatums can
harm rapport with clients (Fisher et al 1993).

PSYCHOLOGICAL INTERVENTIONS

COGNITIVE BEHAVIORAL INTERVENTIONS FOR
INJURED ATHLETES

Chapter 8 is dedicated to cognitive and behavioral
interventions that have utility in rehabilitation.
Many of the techniques outlined in that chapter
have obvious application to injuries associated with
sport, exercise, and physical activity. The current
chapter will not, therefore, provide a detailed
account of the large number of cognitive behavioral
techniques that can be used with injured athletes
during rehabilitation, but rather, focus on a smaller
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number of techniques that can be of direct use to
physical and manual therapists during rehabilita-
tion. These techniques include relaxation, cognitive
rehearsal, goal setting, social support, and cogni-
tive restructuring. For further information on cog-
nitive behavioral interventions refer to Chapter 8
and other specific references (e.g., Heil 1993, Kolt
2000, Pargman 1999, Ray & Wiese-Bjornstal 1999,
Taylor & Taylor 1997).

Relaxation techniques
A large number of relaxation techniques are used in
healthcare. Depending on their focus, relaxation
techniques achieve their goals by different means.
For example, injury can lead to pain and a sense of
stress, which in turn, can elicit muscle tension. Such
muscle tension can restrict blood flow and hence,
increase pain (Cousins & Phillips 1985). In this case,
it would be logical to implement a relaxation tech-
nique that directly targets muscle and aims to
reduce muscle tension. Alternately, if it was estab-
lished that muscle tension in an individual was
being caused by cognitive stress, techniques that tar-
get the cognitive aspects of relaxation could be used.

An important model in explaining relaxation is
the multiprocess theory (Davidson & Schwartz
1976). Davidson & Schwartz (1976) suggested three
effects of relaxation: somatic, cognitive, and atten-
tional. The somatic response to relaxation refers to
effects on physiological parameters (e.g., heart rate,
muscle tension). The cognitive effects apply to men-
tal activity. The attentional component relates to a
continuum from active, self-regulating behavior
(e.g., breathing control) to passive awareness of a
pre-existing behavior without any overt attempt
to modify it (e.g., observing your breathing). The
multiprocess theory includes a “specific-effects”
hypothesis. That is, relaxation techniques have dif-
ferent effects depending on the relative cognitive
and somatic components involved in each. For
example, a technique that predominantly focuses
on somatic functioning (e.g., progressive relaxation,
Jacobson 1938) is likely to influence somatic
outcomes, whereas a technique that focuses pre-
dominantly on cognitive functions (e.g., Benson’s
relaxation response, Benson 1975) is more likely to
affect cognitive aspects of stress.

A common form of muscular (somatic) relax-
ation is progressive relaxation (Jacobson 1938).
Progressive relaxation (see Chapter 9 for further
detail and scripts) involves a systematic relaxation of
major skeletal muscle groups by firstly recognizing

the muscle tension present (often achieved by con-
tracting the muscles), and then by relaxing those
muscle groups. It has been suggested that the
role of muscle contraction before relaxation allows
clients to recognize the feeling of muscle tension, so
that they can then learn the sensations of a relaxed
muscle. With technique familiarity, the individual
can simply relax muscle groups from whatever con-
dition they are at rest, without having to contract
the muscle group first. Divided opinion exists
regarding the usefulness of muscle contraction
before relaxation (Lucic et al 1991, O’Bannon et al
1987, Payne 2000). Physical and manual therapists
must be careful when using progressive relaxation
on clients with pain, and monitor carefully the level
of muscle contraction used in the exercise, so that
pain symptoms are not aggravated. Progressive
relaxation has been shown to have a variety of bene-
fits including reducing somatic anxiety (e.g., Kolt et
al 2002, Maynard et al 1995, Weinstein & Smith
1992), rheumatic pain (Stenstrom et al 1996), and
muscle tension (e.g., Jacobson 1938, Lehrer 1982)

Benson’s relaxation response (Benson 1975) is
another common form of relaxation used in rehabil-
itation. The relaxation response is based on four
principles:

1. a quiet environment, which allows for the
reduction of external distractions

2. adopting a comfortable position to reduce undue
muscular tension

3. an object to dwell on, such as the repetition of a
word (e.g., “relax”)

4. a passive attitude that allows emptying all other
thoughts from one’s mind, and letting distract-
ing thoughts that do return pass on while
returning to a focused state.

In summary, the relaxation response evolved
from transcendental meditation, and involves a
focus on breathing and repetition of a word in time
with the individual’s breathing. In more recent
adaptations, there has been the use of imagery on an
object that moves in time with the client’s breathing
(Kolt & McConville 2000).

The relaxation response works mainly on the
premise that distracting or drawing focus away from
stressors associated with injury, allows the person to
focus on more relevant activities for the rehabilita-
tion process. Taylor & Taylor (1998) suggested that
the relaxation response provides a greater sense of
control over pain, and a reduction in the negative
emotions associated with pain and injury.
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What is obvious from the literature is the lack of
an evidence base for the wide variety of relaxation
techniques used in health care. Clearly this is an
area for future research. For a more detailed account
of relaxation techniques refer to Chapter 8 and
Payne (2000).

Cognitive rehearsal
Cognitive rehearsal refers to the broad range of
skills such as imagery, mental rehearsal, visualiza-
tion, and mental practice. Chapter 10 describes a
range of imagery-based skills used across health-
care. Cognitive rehearsal techniques relate to prac-
ticing a skill in one’s mind that mimics real
experience. Cognitive rehearsal relies on the ability
to feel a movement, see a movement, and bring in
other senses in rehearsing an activity without actu-
ally carrying out the physical skill (i.e., re-creation
of an activity in one’s mind).

Athletes most commonly use cognitive rehearsal
to practice skills and techniques, focus on relevant
cues for performance, and enhance learning and
performance (Vealey & Greenleaf 2001), as well as a
method to enhance self-confidence (McKenzie &
Howe 1997) and decrease anxiety (Savoy 1997).
Only recently, however, has cognitive rehearsal
been used in rehabilitation (see Chapter 10 and
Graham 1995). Some possible practical applications
of cognitive rehearsal as part of physical and
manual therapy regimes include techniques to help
maintain a positive outlook, to control stress, to
encourage positive self-talk, and to encourage self-
efficacy regarding the rehabilitation process (Shaffer
& Wiese-Bjornstal 1999). Cognitive rehearsal may
also be used during rehabilitation to cope with
pain and maintain physical skill levels in the
absence of physical practice (Hall 2001, Richardson
& Latuda 1995).

Physical and manual therapists, as well as other
healthcare professionals, have begun to use forms
of imagery (or cognitive rehearsal) to assist their
clients in managing pain (Whitmarsh & Alderman
1993). General forms of imagery involve imagining
oneself in a relaxing environment (i.e., an environ-
ment that has a relaxing meaning for the individ-
ual), and focusing on the feeling of being in that
environment. The aim of this type of imagery is to
distract the individual from the sensation of pain or
from other stressors associated with the injury.
From clinical experience, the more complex the
scene to be imaged or rehearsed, and the more
detail the client is asked to attend to (e.g., using

tactile and auditory senses, as well as visual), the
more likely they are to be distracted from their pain
or other stressors.

Some investigators have developed specific
types of imagery for different aspects of rehabilita-
tion. For example, Ievleva & Orlick (1999) described
pain management imagery, where clients imagine
the pain being washed away or see cool blue colors
running through the painful area to reduce the pain
and inflammation. Despite the many suggestions
for practical use of imagery in rehabilitation, and
the increasing practice in this field, specific research
is needed to establish the effectiveness of such
interventions.

Goal setting
Goal setting has been described in general in
Chapter 8 and some principles have been covered
earlier in this chapter in relation to enhancing
rehabilitation adherence. The use of goal setting in
rehabilitation is not dissimilar from goal setting for
other activities. That is, it is important when setting
goals to identify the attributes the client has to con-
tribute to the goals, identify any possible obstacles
to achieving the goals, secure a commitment from
the client to work towards the goals, develop an
action plan, provide feedback on goal attainment,
evaluate goal attainment, and reinforce achieve-
ment of goals. Rehabilitation providers are fortu-
nate in that many people involved in sport, exercise,
or physical activity are accustomed to setting goals
and working towards them as part of their physical
activity regime. This experience can assist the goal-
setting process in rehabilitation. Danish et al (1993)
suggested that teaching goal setting is a means of
encouraging athletes to take greater responsibility
for their return to activity following injury. As dis-
cussed earlier in this chapter, goal setting has been
shown to be an effective strategy to enhance adher-
ence to rehabilitation activities (Penpraze & Mutrie
1999, Scherzer et al 2001).

Social support
Social support in injury rehabilitation has been
widely investigated (Brewer 2001). Udry (1996)
referred to social support in the rehabilitation con-
text as the quantity, quality, and type of interactions
that athletes have with other people. A variety of
forms of social support exist, including listening
support, emotional support, emotional challenge,
task appreciation, task challenge, reality confirma-
tion, material assistance, and personal assistance
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(Richman et al 1993). Physical and manual thera-
pists, because of their work, spend long periods of
time with clients during rehabilitation. Some clients
see this relationship as providing an important form
of social support during their recovery and return to
physical activity. In a review of the literature, how-
ever, Brewer (2001) reported that injured athletes
perceive family members and team-mates as better
social support providers than medical professionals
and coaches. In one study, Johnston & Carroll (1998)
found that the need for different levels of social sup-
port changes throughout rehabilitation; the need for
emotional support decreases as rehabilitation pro-
gresses and then increases as the athlete returns to
sport participation.

Cognitive restructuring
During rehabilitation it is not unusual for people to
experience negative or irrational thoughts regard-
ing their injuries, subsequent rehabilitation, and
return to sporting or physical activity. The process
of cognitive restructuring involves reframing or
changing negative and irrational thoughts into
more positive, rational thoughts. Physical and man-
ual therapists often play a role in identifying nega-
tive attitudes that people are experiencing towards
their injuries and rehabilitation. Often, through
informal discussions during treatment, they have
the ability to encourage clients to reframe their
thoughts in a more positive way that may be bene-
ficial to rehabilitation and return to full function.
Ievleva & Orlick (1991) reported that injured ath-
letes who healed at a slow rate compared to those
who healed faster were more likely to use self-talk
that was positive and encouraging.

INTEGRATED MANAGEMENT APPROACHES 
TO REHABILITATION OF INJURIES FROM 
SPORT, EXERCISE, AND PHYSICAL ACTIVITY

Approaches to healthcare have begun to focus more
on interdisciplinary practice in recent times, rather
than discrete field of care delivered by separate
disciplines. In encouraging physical and manual
therapists to be more aware of the psychological
aspects of injury and rehabilitation, I am suggesting
that they integrate basic cognitive behavioral
approaches into their existing management strate-
gies. Of course, physical and manual therapists are
not expected to act as qualified psychologists, but
having an understanding of how psychological

issues can inflence injury and the rehabilitation
process is valuable in being able to design and
implement the most effective rehabilitation pro-
grams. For several reasons, physical and manual
therapists are in ideal positions to provide some
form of psychological assistance to people injured
through sport, exercise, or physical activity (Francis
et al 2000, Gordon et al 1998, Kolt 2000, Ninedek &
Kolt 2000, Pearson & Jones 1992). First, physical and
manual therapists are closely involved with injured
athletes during rehabilitation and tend to spend
longer periods of time with them than many other
health professionals. Given this relationship, clients
may be more likely to raise psychological issues
with them. The second reason is that with the use of
touch as part of many physical and manual therapy
techniques, people are more likely to disclose psy-
chosocial matters (Nathan 1999). Dealing with such
matters at the time may be beneficial, especially if
these issues are affecting the recovery and rehabili-
tation progress. Third, due to the many possible
psychological reactions to injury, it appears logical
that such issues are discussed concurrently with the
physical aspects of rehabilitation. The final reason
relates to perceptions held by athletes. Pearson &
Jones (1992) found that the injured athletes they
studied reported that physical therapists are ideally
positioned to provide them with basic psychologi-
cal and counseling support.

Despite the strong arguments for physical and
manual therapists to integrate basic psychological
approaches into their work, their ability and will-
ingness to do so needs to be established. In two
recent surveys (Francis et al 2000, Ninedek & Kolt
2000), physical therapists reported that using posi-
tive and sincere communication, having knowledge
about setting realistic goals, understanding stress,
anxiety, and motivation, being able to encourage
positive self-thoughts and self-confidence, and
being able to reduce symptoms of depression were
important skills for them to have when working
with people injured through sport and exercise.
Similar findings have been reported for other physi-
cal and manual therapy disciplines (e.g., athletic
trainers, Wiese et al 1991).

Only a limited amount of literature has assessed
the ability of physical and manual therapists to deal
with basic psychological issues as they relate to
rehabilitation. In an early study (Gordon et al 1991),
physical therapists suggested that they were limited
in their ability to deal with psychosocial aspects
of the recovery process and suggested further

WORKING WITH SPECIFIC CLIENT POPULATIONS262



practical training in appropriate skills. In a more
recent study, Potter et al (2003) reported that physi-
cal therapists found it difficult to manage both
behavioral problems in their clients and client
expectations during rehabilitation. Interestingly, the
Potter et al (2003) study also identified differences
between more experienced and less experienced
physical therapists. For example, the more experi-
enced physical therapists specifically distinguished
between clients with diagnosed psychological
problems and clients with psychosocial concerns,
whereas their less experienced counterparts did not.

There appears to be adequate justification for
physical and manual therapists to play a greater
role in managing some of the basic psychological
consequences of sport, exercise, and physical activ-
ity injuries. A clear need exists, however, for more
standardized and advanced psychological train-
ing for physical therapists. Where more severe
psychological difficulties are encountered, clients
should be referred to other relevant professionals
(e.g., sport and exercise psychologists, clinical
psychologists, health psychologists, psychiatrists)
for specialized intervention.

SUMMARY

Research on psychological aspects of injury and
rehabilitation is growing, especially in the area of
sport, exercise, and physical activity. By using the
models and theoretical explanations developed for
the psychology of injury and rehabilitation, physi-
cal and manual therapists now have a framework in
which to integrate psychological and physical care.
More recently, clinical and theoretical research has
focused on adherence to rehabilitation, with many
suggestions on methods that may be appropriate to
enhance adherence. One area that requires further
research is the effectiveness of cognitive behavioral
techniques as part of rehabilitation. To date, much
of the evidence for this practice has been based on
anecdotal evidence.

For physical and manual therapists to include
basic psychological and behavioral techniques into
their rehabilitation practices, they must ensure that
they are appropriately trained in the use of such
skills, and are able to recognize when more serious
pathology presents that requires referral to special-
ized professionals.
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INTRODUCTION

The arthritides are chronic, progressive diseases, for
which the causes are mostly unknown, and cures
remain elusive. All forms of arthritis and connective
tissue diseases (over 100 diseases) are grouped
together as the arthritides. Arthritis is generally
characterized by pain and joint damage, and may be
accompanied by organ and system degradation.
Connective tissue diseases are similarly painful
and destructive, but damage soft tissue (e.g., skin,
ligament, muscle) rather than joint structures.
Consistent features of arthritides include pain and
stiffness (impairment) and reduced function (dis-
ability). People with arthritis may experience both
the general psychological consequences of chronic
illness, pain, and disability, and psychological
issues specific to the condition.

The Arthritis Foundation of the USA reported
that osteoarthritis (OA), the most common form of
arthritis, is a universal problem directly affecting
approximately 1% of adults (Klippel 1997). This
broad-based statistic (incidence in adults) is some-
what misleading because the incidence of OA
increases with age, and varies according to body
site. Incidence is an estimate of the number of new
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cases of a disease at a point in time (i.e., the percentage
of the population that are developing OA at a partic-
ular point in time). In a large-scale population study
in the USA, Oliveria et al (1995) reported the inci-
dence of OA in the hand, when standardized for age
and sex, as 100 per 100 000 person years. Put simply
0.1% of the population developed new cases of OA
in the hand every year. From the same study, inci-
dence estimates for OA varied from 0.08% for the
hip to 0.24% for the knee. Incidence increased with
age, and at ages over 50 years this increase was
more pronounced in women than men, such that at
70 years or older, new cases of knee OA among
women peaked at 1% per year.

Because OA is a chronic and progressive condi-
tion, measures of lifetime prevalence (i.e, the per-
centage of the population that have ever had OA in
their lifetime) provide a picture of the burden of OA
in the community. The nature of this disease, and
indeed the majority of arthritides, is such that if a
person has developed OA at some time in the past,
that person will have OA now. In the Framingham
Study, a population-based study in Britain, the
prevalence of symptomatic OA of the knee was esti-
mated at 9.5% of elderly adults (Felson et al 1987).
Peyron & Altman (1992) demonstrated that the
prevalence of OA varies between racial groups.
Their epidemiological investigation identified that
in British Caucasians aged over 35 years, 70% of
women and 69% of men displayed diagnostic fea-
tures of OA, while in Alaskan Eskimos aged over
40 years, the same features were identified in only
24% of women and 22% of men.

Rheumatoid arthritis (RA) has a worldwide
distribution and involves people of all ethnic
groups. Depending upon the stringency of the
diagnostic criteria used in population-based stud-
ies, lifetime prevalence estimates vary between
0.3% and 1.5% of the North American adult popula-
tion (Klippel 1997). Regardless of the precise epi-
demiology, there is consensus that arthritides are a
significant international health problem with con-
siderable impact on the quality of human life (Lorig
& Fries 2000).

PHYSICAL AND MEDICAL CONSIDERATIONS

CLASSIFICATION OF THE ARTHRITIDES

The diversity of the arthritides necessitates some
classification of diseases to simplify this area of

medical practice. Arthritides may be primary (idio-
pathic, of unknown cause), or secondary to another
disease process. For example, primary OA is even-
tual, age-related “wearing out” of the weightbear-
ing synovial joints of almost everyone who lives
long enough. An example of secondary OA is that
which occurs in the synovial joints of people with
hemophilia following hemarthroses (Flores &
Hochberg 1998). Arthritides may be classified as
monoarthritic or localized (one or very few types of
joints), polyarthritic or generalized (three or more
types of joints), or systemic (multiple organs or sys-
tems). Classification of arthritides based on the radi-
ographic appearance of joints has limitations, and is
not always clinically useful. Arthritides may be fur-
ther classified according to the pathophysiological
mechanisms active in each disease. These mecha-
nisms, however, are not always well understood,
and a single disease may fit more than one classifi-
cation. An overview and comparison of several of
the arthritides is shown in Table 17.1.

In pathophysiological classifications, RA is iden-
tified as an inflammatory arthritide because it
involves a prostaglandin-mediated inflammatory
process, and thereby produces joints that are red,
hot, swollen, painful, and dysfunctional (Ferrari et
al 1996). Some inflammatory arthritides, including
RA, are concomitantly classed as autoimmune
diseases, in which the immune system fails to differ-
entiate self from non-self tissue and mounts an
inflammatory response to its own articular tissues
(Shephard & Shek 1997). In other arthritides
(e.g., Lyme disease, reactive enteropathic arthritis,
Reiter’s arthritis) the inflammatory process is
triggered by an infection or infestation (Yu &
Kuipers 2003).

OA is usually categorized as a degenerative
arthritide, which occurs when abnormal physical
forces (e.g., macrotrauma or repeated microtrauma)
damage articular cartilage. Although the precise
mechanism of inflammation is unclear, a moderate
inflammatory process follows cartilage damage in
OA. It is likely that the by-products of cartilage
breakdown stimulate synovitis (Ferrari et al 1996).
Radiographically, osteoarthritis is demonstrated by
loss of functional joint space, sclerosis and osteo-
phytic outgrowths at joint margins, roughened
articular cartilage, and subchondral cyst formation
(Yochum & Rowe 1996). OA in the hands produces
characteristic nodal formation; Heberden’s nodes at
the distal interphalangeal joints and Bouchard’s
nodes at the proximal interphalangeal joints.
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Table 17.1 Comparison of types of arthritides

Arthritide Gender ratio Age1 Location Distribution Current understanding of 
pathophysiology

Ankylosing 1F:10M 15–30 Sacroiliac joint, thoracic Polyarticular Inflammatory, autoimmune
spondylitis and lumbar spine, 

ascending with progression

Diffuse idiopathic Men > women 50+ Spine, enthuses Polyarticular Degenerative
skeletal hyperotosis 
(DISH)

Enteropathic Women > men 15–30 Lumbar spine, hips, Polyarticular Inflammatory, secondary to
sacroiliac joints gastroenteritis

Erosive osteoarthritis Women > men 40–50 Distal end proximal Polyarticular Inflammatory, inflammatory 
interphalangeal joint, mediators unknown
small joints of hands 
and feet

Gout 1F:20M 40–50 Metacarpophalangeal Monoarticular Metabolic, crystal deposition 
joints, metatarsophalangeal disease
joints, great toe, thumb

Jaccoud’s 1F:1M Variable Small joints of hands Polyarticular Inflammatory, secondary to 
and feet Streptococcal infection

Lupus (discoid form) Women > men 15–35 Localized Inflammatory, inflammatory 
connective mediators unknown
tissue disease

Systemic lupus Women > men 15–35 Hands, face, lungs, Systemic Inflammatory, autoimmune
erythematosis soft tissues connective 

tissue disease

Lyme disease Polyarticular Inflammatory, secondary to
infection with Borrelia
burgdorferi (bacterium)

Neuropathic Varies as per Varies Asymmetrical distribution Polyarticular Degenerative, secondary to 
disease as per in joints of affected limb/s loss of afferent neurology

disease

Osteoarthritis Women > men 40+ Asymmetrical distribution Monoarticular Degenerative, secondary to 
in weightbearing joints joint trauma

Osteoarthritis Women > men 40+ Weightbearing joints, Polyarticular Degenerative, age related joint 
hips, knees function loss

Pseudogout 1F:1M 30–60 Knees, toes Monoarticular Metabolic, crystal deposition 
disease

Reiter’s 1F:50M 15–30 Spine, lower limbs Polyarticular Inflammatory, secondary to
urinary tract infection

Rheumatoid 3F:1M 20–30 Metacarpophalangeal, Polyarticular Inflammatory, autoimmune
proximal interphalangeal 
joints, bilateral, 
symmetrical distribution 
in small joints of hands

Continued



A less common form of osteoarthritis demon-
strates erosions of the articulating surfaces in the
small joints of the hands, and thus is classed as
distinctly inflammatory. This type, known as
erosive OA, is typified by the absence of Heberden’s
and Bouchard’s nodes, and may render the inter-
phalangeal joints unstable (Flores & Hochberg
1998).

Table 17.1 highlights that arthritides are not, as
frequently assumed, exclusively diseases of the eld-
erly. The symptoms of many arthritides (e.g., joint
pain, muscle pain, weight loss) commence in ado-
lescence or early adulthood, and continue through
life. Some arthritides are progressively destructive,
worsening with increasing age (e.g., OA, RA). In
other types, symptoms are somewhat static but per-
sistent (e.g., postinfectious arthropathies such as
Lyme disease, Ross River fever, or Reiter’s syn-
drome). Regardless of the type, extent, or location of
arthritis, the resultant pain, tissue atrophy, and tis-
sue damage may reduce health-related quality of
life (HRQOL) and contribute to the development
of disability (Centers for Disease Control and
Prevention 2000). Social and psychological sequelae
may include social withdrawal, loss and grief,
anxiety, depression, and reduced well-being.

DIAGNOSES AND DIAGNOSTIC CRITERIA

Rheumatology is a complex and specialist area of
medical practice. Most people with arthritis experi-
ence a gradual onset of symptoms, although acute
onset of symptoms can occur. Typically, at early
stages of arthritis symptoms may be vague, radi-
ographs and serology negative, and the diagnosis
unclear. The diagnostic dilemma of early arthritic

disease may give way to two equally unfortunate
scenarios: people with early arthritic symptoms
may be told that they have a range of innocu-
ous musculoskeletal conditions (e.g., bursitis, ten-
donitis, metatarsalgia), or they may be subject to
extensive, but often pointless, tests to investigate
for arthritis. As arthritides progress, the clinical
markers listed above (symptom picture, radiogra-
phy, serology) become clearer and the diagnosis
apparent.

The American College of Rheumatology (ACR)
and American Rheumatism Association, in conjunc-
tion with other experts in the field, developed
explicit diagnostic criteria for most arthritides
(Ferrari et al 1996). ACR criteria for the diagnosis of
RA are presented in Table 17.2.

ACR criteria for the diagnosis and classification
of OA differ between body regions. The criteria for

WORKING WITH SPECIFIC CLIENT POPULATIONS272

Table 17.2 ACR criteria for rheumatoid arthritis 
(Arnett et al 1988)

1. Morning stiffness lasting longer than 1 hour
2. Arthritis in at least three types of joints
3. Arthritis of the hand joints
4. Symmetrical distribution of arthritis
5. Rheumatoid nodules
6. Rheumatoid factor
7. Joint erosions on radiographs of wrist and hand

Must have at least four items for diagnosis of RA.
Items 1–4 must be present for at least 6 weeks, because polyarthritis
of shorter duration may not be due to rheumatoid arthritis, and may
resolve spontaneously without a diagnosis.

Table 17.1 Comparison of types of arthritides — cont’d

Arthritide Gender ratio Age1 Location Distribution Current understanding of 
pathophysiology

Rheumatoid 3F:1M 20–30 Bilateral, symmetrical Systemic Inflammatory, autoimmune
distribution in small connective 
joints of hands tissue disease

Scleroderma Women > men 20–50 Small joints of hands Systemic Inflammatory, autoimmune
and feet, lungs, gut, connective 
soft tissues tissue disease

1Age is typical age in years at onset of symptoms.



the diagnosis of OA of the knee are presented in
Table 17.3.

To assist non-rheumatologists in the diagnosis
of arthritis, Ferrari et al (1996) developed a diag-
nostic algorithm for use in conjunction with ACR
criteria (see Figure 17.1). This stringent approach to
diagnosis gives the primary contact practitioner
confidence in diagnosis and prevents established
arthritic disease from being overlooked. ACR crite-
ria provide consistency in diagnosis adequate for
participant selection into clinical trials.

MEDICAL MANAGEMENT OF ARTHRITIDES

The pathogeneses of arthritic diseases are not well
understood (Ferrari et al 1996, Simon 2000), and
although some disease-modifying drug therapies
might slow disease progression, no cures have
been discovered or developed to date. Typically,
outpatient (non-hospitalized) medical care for
people with arthritides comprises an array of med-
ications, usually provided under the care of a
rheumatologist (Kavanaugh 1999, Klippel 1997,
Simon 2000). Commonly used pharmaceutical
agents can be grouped into four classes, each with a
different therapeutic purpose:

● analgesics, to reduce or limit pain (Simon 1999)

● non-steroidal anti-inflammatory drugs (NSAIDs)
to reduce inflammation in joints and surrounding
soft tissue

● corticosteroids, used to reduce severe inflamma-
tion (Simon 1999)

● disease-modifying antirheumatic drugs (DMARDs),
to slow the course of the disease by preventing
joint and tissue damage (Kavanaugh 1999). The
aims of drug therapy in arthritis are to reduce
symptoms and simultaneously prevent, limit, or
control, joint damage. Combinations of drugs
may be required to achieve these dual aims.
Several generations of each drug type are now
available. Individuals with arthritis may trial
different drug regimes before settling upon the
combination that is most effective for them.

If drug therapy is inadequate to control joint
destruction then surgical procedures may be used
to repair, reconstruct, or replace a damaged joint.
Joint debridement, resurfacing, and cartilage grafts
are used to repair articulating joint surfaces.
Osteotomies, stabilization procedures, and resec-
tion arthroplasties (partial joint replacements) are
used to realign joints, to improve stability, or maxi-
mize congruency between joint surfaces. Joint
replacement arthroplasty is used in people with
arthritis when a particular joint has become so
extensively damaged as to prevent normal function.
Total joint replacement is an established surgical
procedure for the hip, knee, elbow, shoulder, and
interphalangeal joints of the hands, and exper-
imental procedures for other joints are under
development (Knutson 1998).

Decisions about surgery are of considerable
importance for people with arthritis. In a recent sur-
vey of 1024 Norwegian adults with RA, Heiberg &
Kvien (2002) asked participants to identify the areas
of their own health in which they would most like
to see improvement. Hand and finger function
(44.6%), walking and bending (33.3%), and mobility
(23.9%) were rated as the three priorities immedi-
ately behind pain (68.6%). Joint surgeries are under-
taken for the express purpose of improving health
in these priority areas, but typically require general
anesthesia for the surgery, and weeks to months of
rehabilitation to gain anticipated function. Both the
extent of most arthritides, and the risk of com-
plications from major surgery increase with age
(Knutson 1998). People with arthritis will often seek
the advice of physical or manual therapists about
when to proceed with joint surgery.
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Table 17.3 ACR criteria for osteoarthritis of the knee 
(Flores & Hochberg 1998)

Clinical1

1. Knee pain for most days of prior month
2. Crepitus on active joint motion
3. Morning stiffness < 30 minutes duration
4. Age > 38 years
5. Bony enlargement of the knee on examination

Clinical, laboratory, and radiographic2

1. Knee pain for most days of prior month
2. Osteophytes at joint margins (X-ray spurs)
3. Synovial fluid typical of OA (laboratory)
4. Age > 40 years
5. Morning stiffness < 30 minutes
6. Crepitus on active joint motion

1OA present if items 1–4, or 1, 2, 5, or items 1, 5, are present.
Sensitivity is 89% and specificity is 88%.
2OA present if items 1, 2, or items 1, 3, 5, 6, or items 1, 4, 5, 6, are
present. Sensitivity is 94%, and specificity is 88%.



ALLIED MEDICAL, COMPLEMENTARY, AND
ALTERNATIVE THERAPIES

Allied medical, complementary, and alternative
therapies are often used by people with arthritis
(Ramsey et al 2001, Rao et al 1999), and may some-
times be recommended by rheumatologists and
other medical personnel (Klippel 1997). Not all
complementary and alternative therapies used by
people with arthritis are physical or manual thera-
pies (e.g., herbal supplements). Neither will all
physical and manual therapists see themselves as
alternative or complementary, but for the purposes
of organization in this chapter, physical and manual

therapies of all disciplines will be grouped under
this heading.

Physical and manual therapies may be divided
into two types: active therapies, in which the client
takes a driving role, and passive therapies, in which
the therapy cannot proceed unless driven by a ther-
apist. This division requires an understanding of
how therapy is delivered, and is important from a
psychological perspective (Mitchell & Cormack
1998). Some physical therapies used by people with
arthritis do not fit neatly into the active/passive
subdivisions (e.g., wax therapy, exercise in a group,
portable transcutaneous electrical nerve stimula-
tion). These therapies may be active if investigated,
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THE ALGORITHM

  Diffuse pain
• Chronic pain syndromes
• Polymyalgia rheumatica
• Malignancy

JOINT PAIN AND/OR STIFFNESS

LOCALIZED PAIN NEAR OR AT JOINT

  NO JOINT SWELLING
• Osteoarthritis
• Tendinitis/Bursitis
• Systemic lupus erythematosus

OBJECTIVE JOINT SWELLING

  Mono-articular
• Brief episode(s) (days)
   • Palindromic arthritis
   • Crystal arthropathy
   • Septic arthritis
• Chronic or prolonged episodes
   • Crystal arthropathy
   • Spondyloarthropathy

  Polyarticular
• Rheumatoid arthritis
• Systemic lupus erythematosus
• Spondyloarthropathy
• Crystal arthropathy
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Figure 17.1 Diagnostic algorithm to use in conjunction with American College of Rheumatology criteria for the diagnosis of RA
(reproduced from Ferrari et al 1996 with permission of BIOS Scientific Publishers Ltd)



sought out, and administered by the client, or some-
what passive if adopted exclusively on the rec-
ommendation of a therapist. A broad distinction
between physical and manual therapies is that
most physical therapies, other than the use of elec-
trophysical agents, are active, and most manual
therapies are passive.

Active therapies include exercise and movement
programs. Arthritis associations the world over
recommend exercise and movement as a self-
management strategy for arthritis. Lorig & Fries
(2000) have recommended many exercise programs
for arthritis management, including aerobic exer-
cise (land-based, water-based, and chair-based),
bicycling, flexibility and strengthening exercises for
use in the home, and weight training. Movement-
based programs recommended for use by people
with arthritides include various forms of Tai chi and
Qigong (Lam & Horstman 2002).

The evidence for exercise programs as specific
therapy for arthritis is somewhat lacking, but the
positive effects of exercise on general health and
physical function are well documented. Clearly,
people who do resistance training become stronger
(Maurer et al 1999), people who do aerobic exercise
on a regular basis improve their cardiorespiratory
capacity. People with arthritis are not exempt from
these training-related gains of exercise. Philbin et al
(1995) demonstrated that even in elderly people
with very advanced and severe OA, regular tailored
training programs led to improvements in cardio-
vascular fitness and muscle strength without exac-
erbation of arthritic symptoms.

Van den Ende et al (1998, 2002) completed a sys-
tematic review of the evidence for dynamic exercise
in treating rheumatoid arthritis and concluded that
dynamic exercise at 60% of maximal heart rate for
20 minutes, twice per week, for at least 6 weeks, was
effective in increasing aerobic capacity and muscle
strength in people with RA. Furthermore, this level
of training produced no detrimental effects on RA
progression. The evidence was inadequate for Van
den Ende et al (1998, 2002) to comment on whether
such exercise programs had any detrimental effects
on joint stability or radiological markers of RA
progression, or produced any improvements in
functional ability. The paradoxical outcome possi-
ble from this review is that people with RA who
undertake regular, dynamic exercise may become
physically fitter, but not necessarily more able.

Further evidence of the efficacy of exercise came
from Thomas et al (2002) who demonstrated, in a

clinical trial of 786 people aged over 45 years with
self-reported knee pain, that home-based exercise
was consistently better than no exercise in control-
ling pain over 6-, 12-, and 18-month follow-up.

Passive manual therapies used in arthritis man-
agement include manipulative physical therapy
(physiotherapy), osteopathy, chiropractic, massage,
and craniosacral therapy. There is a dearth of evi-
dence as to whether these manual therapies influ-
ence arthritis progression or symptoms, but they are
widely used by people with arthritis (Lorig & Fries
2000). In Ramsey et al’s (2001) analysis of the use
of alternative therapies by 124 older adults (aged
55–75 years) with OA, the most commonly used
therapies were massage therapy (57%) and chiro-
practic manipulation (20.7%).

Very few studies provide evidence of efficacy of
manual therapies in the treatment of arthritides.
Hallas et al (1997) investigated rats with artificially
induced OA in the hind limb and found that rats
treated with a combination of manual therapy and
exercise improved in a range of physical markers,
including joint swelling and stride length. Although
these findings are not automatically applicable to
the human situation, they suggest that manual ther-
apy and exercise may be useful to redress some of
the pathophysiological changes induced by articular
cartilage destruction.

Many manual therapists consult with people
who have arthritic diseases, receive referrals from
rheumatologists, and consider the arthritic diseases
to be within their field of practice. Professional asso-
ciations representing manual therapists promote
manual therapies to people with arthritic pain,
sometimes making claims of efficacy in the absence
of evidence of the same from clinical trials. Because
“the absence of evidence does not equal evidence of
absence,” professional associations argue that when
clinical trials are conducted it is likely they will
demonstrate the efficacy of manual therapy in
arthritis management. Clients rarely use published
clinical trails as a yardstick by which to evaluate
therapy. Anecdotal evidence from years of contin-
ued client use suggests that some improvements
in HRQOL may be derived from alternative and
complementary therapies.

Astin (1998) compared three explanations of why
Americans use complementary and alternative
medicines:

● dissatisfaction with conventional treatment
● a need to control their own health care
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● agreement with the philosophy and ideas of alter-
native therapies.

He found that the most common reason people
sought alternative healthcare was philosophical
congruence. These therapies appeal ideologically to
clients. Astin’s results, interpreted alongside Rao et
al’s (1999) and Ramsey et al’s (2001) reports that
manual therapies (chiropractic, osteopathy, mas-
sage) are among the alternative therapies most com-
monly sought by people with arthritis, indicate that
it is likely that clients will continue to seek manual
therapies for arthritis care regardless of the paucity
of research demonstrating efficacy or effectiveness.

PSYCHOLOGICAL CONSIDERATIONS

Arthritic disease correlates to a variable extent with
several psychological constructs and markers of
psychological dysfunction. Well-documented asso-
ciations have been found between physical function
and depression (Katz & Yelin 1995), and depres-
sion and bodily pain (Dexter & Hayes 1998) in peo-
ple with arthritis. Furthermore, satisfaction with self
and abilities (Katz & Neugebauer 2001), self-efficacy
(Brekke et al 2001a), internal health locus of control
(Norman et al 1998), and positive social support
(Riemsma et al 2000) go some way to buffering the
negative psychological correlates of arthritic disease.

In most studies of the association between
psychological and physical variables in arthritic
disease, a temporal relationship has not been estab-
lished, and so causality cannot be demonstrated. Put
simply, we know that depression and pain are linked
in rheumatoid arthritis. What we don’t know is which
causes the other, or even if the relationship is strictly
causal. Clinically, sorting out these “chicken and egg”
quandaries matters very little (Dexter & Hayes 1998).
It is important, however, that physical and manual
therapists do not overlook the psychological aspects
of arthritic disease. A person with arthritis, who con-
comitantly is depressed, will be inadequately served
by a physical or manual therapist who skirts around
(or fails to recognize) depressive symptoms.

PSYCHOLOGICAL CONSTRUCTS IMPORTANT
IN ARTHRITIS CARE

Several psychological constructs are of relevance to
the management of people with arthritides. Among

these are locus of control, self-efficacy, dependence,
depression, and anxiety.

Locus of control
Health locus of control (HLC) is one of the most
widely researched constructs in health psychology
(Norman et al 1998). Studies of HLC are driven by,
and investigate the assumption that, people who
believe they have control over their own health
are more likely to engage in health-promoting
behaviors and consciously avoid health-damaging
behaviors. The Multidimensional Health Locus of
Control Scale (Wallston et al 1978) can be used to
measure beliefs about health control along three
dimensions, that is, the extent to which individuals
believe that their health:

● results from their own actions (internal locus of
control)

● is under the control of other powerful people
such as doctors and other clinicians (powerful
others locus of control)

● is due to fate (chance locus of control).

Norman et al (1998) applied this measure to a
stratified sample of 11 632 people representative of
the general population of Wales (UK). Their results
indicated that each of the HLC dimensions corre-
lated with health behavior. A strong belief that
health was under one’s own control was signi-
ficantly correlated with engagement in a greater
number of positive health behaviors. As well, a neg-
ative correlation was found between chance HLC
and health-promoting behaviors. Applying this
finding to the arthritides, clients who demonstrate
chance locus of control over illness would not be
expected to regularly engage in positive health
behavior such as an arthritis self-management pro-
gram. They may commence such a program, but
discontinue it within a few weeks, explaining this
behavior with a statement such as “The program
wasn’t helping me.”

Self-efficacy
Self-efficacy refers to an individual’s perceived abil-
ity to do things for him- or herself. People with high
self-efficacy feel able to effect their own recovery
through action, deliberate rest, and engagement in
positive health behaviors. Self-efficacy has been
shown to be negatively correlated with the severity
of pain (Brekke et al 2001b, Lefebvre et al 1999), and
clients with high self-efficacy display fewer pain
behaviors than those with low self-efficacy (Lorig
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1998). Because of the close relationship between
self-efficacy and physical symptoms (e.g., pain)
improvement in self-efficacy should be an explicit
goal of physical therapy programs for people with
arthritis (Rejeski et al 1998).

Dependence
Manual therapies are considered passive because
they are practitioner-driven. Clients attend, and
often pay for treatment, but are not responsible for
developing, planning, or conducting the therapy.
Manual therapies draw criticism that they may rein-
force behavior patterns of dependency and learned
helplessness in clients (Mitchell & Cormack 1998).
This criticism is particularly valid when working
with clients who, because they experience chronic
illness, seek therapy over many years.

Not all people who seek manual therapy display
dependent behaviors. Ideally, the client reports con-
sistent improvement over the course of therapy, and
ceases to receive manual therapy when they and the
therapist agree that satisfactory gains have been
made. Mitchell & Cormack (1998) argued that
the client who becomes dependent on a manual
therapist may either:

● not acknowledge gains in functional ability to
avoid discharge from care, or

● resist discharge from care claiming inability to
cope with symptoms without the therapist.

Furthermore, dependent clients may experience
exacerbation of symptoms or declining functional
ability if the therapy is curtailed (i.e., therapist or
client moves, relationship ceases). Manual thera-
pists need to be aware of the hallmarks of depend-
ency and conduct therapy in a manner that does not
cultivate dependency.

Stages of change
Prochaska and DiClemente (1983) developed a
Transtheoretical Model of Change to explain the
stages a person moves through to change health
behaviors. The stages of change, in chronological
order, are:

● precontemplation
● contemplation
● preparation
● action
● maintenance.

This model has been used as the basis for
developing interventions to effect health behavior

change, both ceasing health-damaging behaviors
(e.g., smoking, heroin addiction) and commencing
health-promoting behaviors (e.g., regular exercise).
Prochaska & DiClemente (1998) have since devel-
oped a series of Stage of Change questionnaires to
identify the stage of change a client is in at a point in
time with regard to a given health behavior.

Kerns & Rosenberg (2000) identified that client-
driven (active) therapies may fail to engage a por-
tion of the targeted population, and are associated
with high drop-out and relapse rates. They found
that in a group of people with chronic pain, the Pain
Stages of Change questionnaire could be used to
discriminate between those who would complete a
course of client-driven treatment, and those who
would not. Further, Kerns & Rosenberg (2000)
suggested that increased commitment to self-
management for chronic pain might improve the
probability of therapeutic success.

In another study, Keefe et al (2000) specifically
applied the Transtheoretical Model of Change to
people with RA and OA, and reported that 55% of
respondents identified themselves in the precon-
templation and contemplation stages of change.
People in these early stages of change are unlikely to
participate in client-driven therapies for arthritis.
For example, these clients are likely to respond to an
invitation to join an arthritis exercise class with
comments such as “That’s not something I have
thought about before” or “I’ll consider it and let you
know.” Information gathering and deliberation
need to occur before these clients will be prepared
to undertake the life change of commencing a
client-driven therapy.

An example of applying the Transtheoretical
Model of Change to the promotion of positive
health behaviors for arthritic care is shown in
Figure 17.2.

LIFE EVENTS, DISEASE ONSET, DIAGNOSIS, AND
PSYCHOLOGICAL HEALTH

Allowing for differences in personality type and
coping strategies, arthritides are stressful for people
because of the life changes associated with all stages
of an arthritic disease (Dekkers et al 2001). The
course of an arthritic disease may extend 30 years or
more, dominating long periods of peoples’ lives.
Over that time, clients experience symptoms, seek a
diagnosis, receive a diagnosis, accept and disclose
that diagnosis to others, seek assistance for pain and
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declining function, and progressively adapt activi-
ties to accommodate these changes.

Life events, both major events (e.g., death of a
loved one, marriage, divorce) and daily hassles
(e.g., arguments, losing things), affect psychological
and physical health, but interrelationships between
these variables are far from clear cut (Dohrenwend

et al 1984). Diagnosis with a serious or chronic
illness is usually considered a major life event. The
process of managing a chronic illness (e.g., appoint-
ments with health practitioners, medication regimes)
may contribute to daily hassles. In one study, Dekkers
et al (2001) investigated the relationships between
major life events, daily hassles, psychological
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Pre-contemplation
Has not thought about the health behavior (e.g., Arthritis Self-
Management Program – ASMP) specifically. May not even be aware that
Arthritis Self-Management Programs are available. Therapist can
mention ASMP specifically to encourage progress to the next stage of
change.

Contemplation
Is thinking about the ASMP. Begins to ask questions like: "Do you know
about..." or "I really must look into...". Therapist can provide useful
information about ASMP to encourage progress to the next stage of
change.

Preparation
Gathers useful information about the ASMP. Finds out course time,
location, cost, etc. May discuss ASMP with trusted friends or therapist to
seek support for progress to the next stage of change.

Action

Enrolls in and commences ASMP. Clients who commence an ASMP at
this stage are likely to complete it.

Maintenance

Completes ASMP, and continues with learned health-promoting
behaviors on a regular basis.

Process is repeated for any new health-promoting behaviors.

Figure 17.2 Application of the
transtheoretical model of change to positive
health behaviors for arthritic care (modified
from Prochaska & DiClemente 1983)



well-being, and biological markers of disease activ-
ity in 54 people with a recent diagnosis of RA. They
found that major life events and daily hassles were
significantly correlated and that major life events
and daily hassles were correlated with psychologi-
cal distress but not with disease activity.

Arthritides may be acute, subacute, or chronic
in onset. Acute arthritides are easily identified
and diagnosed according to ACR criteria, but
often carry a poor prognosis. Acute-onset rheu-
matic disease can have a major impact on an
individual as they may be required to cease work-
ing, be confined to bed, and commence major drug
therapy in the period of a few days. People with
acute-onset arthritis can experience considerable
distress associated with these rapidly ensuing major
life changes.

Alternatively, the onset of arthritis may be
slow, commencing with arthralgia ( joint pain) or
stiffness. Chronic-onset arthritis is a diagnostic
dilemma, because the symptoms and signs may be
non-specific, and serology and radiographic imag-
ing are often negative (Ferrari et al 1996). Stringent
adherence to the ACR criteria is not without
problems. Harrison et al (1998) studied a cohort
of people in rural England with inflammatory
polyarticular arthritis and concluded that the
ACR criteria do not well identify those people
with early arthritis who will go on to develop RA.
There is consensus among rheumatologists that
the ACR criteria allow diagnostic certainty, but
adherence to these criteria forces clients to wait until
their clinical signs are obvious before diagnoses are
confirmed.

Prognostically, chronic-onset arthritis is better
than any other presentation because joint damage
occurs later in the disease, and sometimes may be
prevented. Clients with chronic-onset arthritides
have time to adapt to this major life event, however,
they may complain that it took a long time for a
diagnosis to be found. The uncertainty of the “wait-
ing game” can have negative psychological conse-
quences, including self-doubt (e.g., “maybe it’s all
in my head”) and fear of the unknown (e.g., “what if
it’s. . .”), which may lead to catastrophizing, blam-
ing of health practitioners, or avoidance of health
practitioners (a form of denial). The process of con-
tinuing to seek a diagnosis may exacerbate daily
hassles.

Given the conclusions of Dekkers et al (2001) that
major life events and daily hassles were linked to
psychological stress, it is in the interest of clients’

psychological well-being that arthritic diagnoses
should be made accurately, and as early in the dis-
ease course as possible, regardless of the nature of
symptom onset. The ACR criteria for the diagnosis
of RA were last reviewed in 1987 (Arnett et al 1988),
and Visser et al (2002) recently suggested that a
review of these criteria be undertaken in light of
new investigative techniques for arthritis.

DMARDs are expensive drugs, with consider-
able side effects. In the late 1980s people with arthri-
tides were no better served by early diagnosis than
by waiting until their symptoms fulfilled the ACR
criteria because DMARDs were prescribed only
for those clients with advanced joint destruction.
DMARDs were reserved as “second-line” therapy
because of the expense and side effects (e.g., liver
toxicity) of their use, and because the understand-
ing at that time was that erosion and joint damage
were long term consequences of synovitis, inflam-
mation, and swelling. Current understanding is that
joint damage occurs far earlier than previously
believed. Joint erosions in RA may occur within the
first year (Van der Heijde 1995), and early instiga-
tion of drug therapy considerably improves long-
term outcomes (Symmons et al 1998). Three recent
independent clinical trials have demonstrated that
treatment with DMARDs early in the course of
RA is superior to delaying DMARDs for as little as
8–12 months (Egmose et al 1995, Tsakonas et al 2000,
Van der Heide et al 1996). In the current climate,
clients with RA are likely to be prescribed powerful
pharmacological agents with many side effects soon
after diagnosis, and consequently are likely to expe-
rience rapid life changes, and psychoemotional
distress associated with these changes.

PAIN

Pain is a highly subjective phenomenon, and may
produce emotional as well as physical responses
(Kugelmann 2000). There is no single type of arthritic
pain. Pain is a feature of all types of arthritic disease,
but is not a consistent marker of any one physio-
logical or pathological process (Klippel 1997).
Kugelmann (2000) conducted a qualitative
investigation of pain, and demonstrated that
the experience of pain differed little according to
cause, making it pointless to differentiate between
biological and psychological pain.

Heiberg & Kvien (2002) surveyed 1024
Norwegians with RA. These participants reported
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that pain was their highest priority for health
improvement. The preference for pain as the most
desired area of health improvement was consistent
across all subgroups. It follows that pain is probably
the central feature of reduced quality of life for peo-
ple with arthritis. Ironically, one-third of those par-
ticipants with a preference for improvement in pain
were not using analgesic medication. Reasons for
this finding were not explored within the study, but
many medications used in arthritis management
have substantial side effects. For example, NSAIDs
are prescribed to reduce inflammation and reduce
pain within joints, but are associated with the
development of upper gastrointestinal tract toxicity
(e.g., nausea, ulcer formation, and upper gut
hemorrhage) (Hogan et al 1994, Smalley et al 1996).
Furthermore, dyspepsia is a symptom that decreases
quality of life for people with arthritis (Parr et al
1989). In using NSAIDs to control pain, it is possible
that people with arthritis might improve one aspect
of HRQOL and sacrifice another.

Pain is related to several areas of psychological
health. For example, pain is consistently posi-
tively correlated with depression in people with
arthritis (Salaffi et al 1991, Wolfe & Hawley 1993),
and in some studies the strength of this correlation
is such that depression may more accurately
predict pain variability than objective disease
measures (e.g., radiographic signs, painful joint
count, erythrocyte sedimentation rate) (Dexter &
Hayes 1998).

Although the type and stage of arthritis may
influence the nature of pain (e.g., people with RA
experience episodic “flares” of symptoms, in which
painful joints become tender, hot, and red), the vast
majority of people with arthritic diseases experi-
ence chronic pain as well as episodes of acute pain,
and in due course, may adopt pain behaviors
associated with chronic pain states.

Pain behavior
Avoidance of pain is a primitive human response.
Retraction from a painful stimulus is a reflex that is
preserved even partly into unconsciousness. In
arthritic disease, pain can be chronic but variable,
and may be aggravated by a range of activities.
A particularly common pain behavior of people
with arthritic disease is to avoid those activities that
aggravate pain. Initially, this pain behavior seems
logical and reasonable, but avoidance of an activity
may worsen arthritis over the long term despite the
short-term benefit of reduced pain.

Despite evidence that regular, low-impact exer-
cise (e.g., walking, water aerobics, tai chi) is of long-
term benefit for pain (Maurer et al 1999, Thomas
et al 2002), many people with arthritis experience
increased joint pain when attempting activities that
mechanically stress joints (Lorig & Fries 2000).
When daily activities aggravate pain, negative self-
talk and reluctance to exercise may follow. For
example, people with arthritis may comment that
“It hurts just putting on my sports shoes, how will
I ever manage to go for a walk?”, or “I can’t turn
door handles or taps without pain. I couldn’t possi-
bly use a hand-held weight for exercises.” The para-
dox in this pain behavior is that lack of physical
activity leads to further physical deterioration such
as reduced muscle strength and cardiovascular fit-
ness. Furthermore, avoidance of an activity may not
resolve pain entirely.

In one approach to modifying pain behavior
Multon et al (2001) tested the effect of stress man-
agement training on pain behaviors in 131 people
with RA. Although participants in the intervention
group reported reduced pain and reduced stress,
their pain behaviors (e.g., grimacing, active rubbing
of muscles, sighing) did not alter significantly from
the non-intervention or attention control groups.
Multon et al (2001) suggested that these pain behav-
iors are not necessarily a direct response to pain, but
a more complex pattern of behaviors, a product of
disease activity, age, and disease duration.

Refer to Chapter 11 for a more detailed descrip-
tion of pain and pain behavior.

THE SICK ROLE: JOINT PROTECTION AS A CASE
STUDY

Adoption of the sick role is a psychobehavioral part
of the illness process. At its simplest level, adop-
tion of the sick role occurs when a person with an
acute viral infection takes to bed for a couple of
days. The behavior (bedrest) is an illness behavior. It
marks the person as “sick,” but it also affords recov-
ery. The sick role is not so simple in chronic illness.

Adoption of the sick role in arthritic disease is
much more complicated because illness behavior
does not necessarily promote recovery. Regardless
of illness behavior, people with arthritic diseases are
likely to remain sick. Strategic use of illness behav-
ior may prevent deterioration, but it will not reverse
the disease process. Poorly used illness behavior
may exacerbate arthritic disease. It is important that
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people with arthritides understand the sick role and
adopt it wisely.

Consider joint protection as an illness behavior
widely promoted for people with arthritis. In a joint
protection program the sick role is used for the pur-
pose of preventing joint damage. Joint protection
comprises avoiding joint movements that are partic-
ularly painful, mechanically stressful on joints, and
render joints vulnerable to injury (Klippel 1997).
Gait aids (e.g., walking sticks) and orthotic devices
such as splints may be used to prevent loading of
joints. These highly visible items label the client
as “sick.”

Joint protection is an intuitively logical therapy. If
a joint can be protected from mechanical stress, and
thereby from inflammation, that joint is unlikely to
deteriorate. Hammond et al (1999) conducted a
cross-over trial comparing two programs of joint
protection education in 35 people with RA. Results
indicated that adherence to joint protection strate-
gies was greater following one educational strategy
rather than the other, but no significant physical
or psychological improvements were identified at
any point post-intervention. Measures of pain, func-
tional disability, grip strength, self-efficacy, and
helplessness did not change significantly from the
pre-intervention state. If joint protection does not
improve physical or psychological well-being, why
is it taught?

When the sick role is publicly visible, as is often
the case in joint protection, a variety of reactions
may follow. Some clients abhor the idea of being
seen as sick, reject the sick role outright, deny any
benefits the sick role may offer, and continue to
engage in activities that may worsen their health.
For example, people may turn down the opportu-
nity to use a disabled parking permit and aggra-
vate their condition by having to walk greater
distances than necessary for activities of daily living
(e.g., shopping for food). Persistence with health-
damaging behaviors is not a likely explanation of
Hammond et al’s (1999) findings, because they
measured adherence to joint protection and found it
to be increased when strong educational strategies
were employed.

As part of a joint protection program, a person
who enjoyed running, but had osteoarthritis in the
knees, would be discouraged from jogging on land,
and encouraged to participate in activities that load
less mechanical force on the joints (e.g., jogging in
water, swimming, cycling). If acceptable alternative
exercise could not be found, the client might refrain

from exercise altogether, and detraining effects
(i.e., reduced aerobic capacity, reduced endurance,
decreased muscle strength, muscle atrophy) could
follow. Although the client could be said to have
“protected” his or her joints, the net value of this
type of joint protection is highly questionable.

Some people enjoy the “benefits” of a visible sick
role (e.g., use of a walking stick may result in prefer-
ential treatment in shopping queues). Adoption of
the sick role is not usually a deliberate manipulation
to seek benefit. Rather, when secondary gain arises
from the sick role the client’s motivation to adopt
the sick role becomes blurred. A client with pain and
swelling in her small finger joints, who happens not
to enjoy her job as a word processor due to inter-
personal conflict in her workplace, experiences
considerable secondary gain (e.g., avoiding the
interpersonal conflict) when she takes time off work
for her pain. Similarly, family, friends, and con-
cerned loved ones, may leap to the assistance of a
person with arthritic disease, taking on unpleasant
duties usually done by that person. This behavior
affords secondary gain to the sick role and decreases
the likelihood of relinquishing that role (Gatchel &
Turk 1999).

It is beholden upon therapists who prescribe joint
protection strategies to do so in a way that mini-
mizes the deleterious effects of the sick role. Try to
use joint protection as a way of continuing with
activities of daily living. For example, say: “Use this
brace/stick/orthosis when you walk/run/play
sport” rather than “Don’t run, it’s bad for your
knees.”

DEPRESSION

Depression is common among people with arthri-
tides. Depression rates in people with OA and
RA do not differ substantially from those in other
chronic disease populations, but more people with
arthritis are depressed than in the general popula-
tion (Hawley & Wolfe 1993).

Pain and depression are positively correlated in
arthritic disease (Salaffi et al 1991, Wolfe & Hawley
1993). It is unclear whether arthritis contributes to
depression, or depression to arthritis, or both. There
is overlap between the symptoms associated with
arthritides and symptoms of depression (e.g., fatigue,
insomnia, weight loss) (American Psychiatric
Association 1994). Bodily pain is an inherent feature
of arthritis, but is also a symptom of psychological
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pain in people without arthritis (Kugelmann 2000).
Regardless of whether the client is a depressed per-
son who has arthritis, or a person with arthritis who
becomes depressed, the symptom pictures interplay
(Wolfe & Hawley 1993).

Depression following a diagnosis of arthritis
often appears exogenous, that is external to the
physiology of the individual, arising as a psycho-
logical consequence of physical and social loss.
However, the pathophysiology of the arthritides is
poorly understood, and there is room to question
whether associated depression may be endogenous
(Scammell & Brown 1998), possibly a response to
some unidentified chemical mediator. This endoge-
nous theory of depression in people with arthritis
may help explain why depression is so common in
this client group, and why depression does not
always resolve in those people who regain physical
function (Dexter & Hayes 1998). If depression is an
inherent feature of arthritis, as Scammell & Brown
(1998) suggested, then appropriate treatment of
arthritis necessitates management of depression. It
would be grossly inadequate, and possibly unethi-
cal, to offer therapy only to ameliorate joint pain.

If depression in arthritis is endogenous, then
depression should be a clinical feature, to a greater
or lesser extent, in all clients with arthritis. The
counter to this argument is evidence that not every-
one with arthritides appears depressed (Dexter &
Hayes 1998). Advice to therapists at this time is to be
aware of the signs and symptoms of depression
and to establish appropriate referral networks to
facilitate screening and diagnosis where necessary.

Antidepressant medications are sometimes used
in the management of depression with arthritides,
particularly when depressive symptoms include
disturbed sleep patterns. Adequate sleep is vital
for pain control in arthritis (Lorig & Fries 2000).
Conversely, poor sleep patterns can fuel a down-
ward spiral of pain, causing fatigue and reduced
function, which leads to altered levels of daily activ-
ity, and thus to further disturbance of sleep patterns.
Antidepressant drugs may help break into this
cycle, and even clients who do not recognize their
own depression may be willing to use low-dose
antidepressants to rectify sleep patterns (Ferrari et
al 1996).

It is important to identify and manage depression
in people with arthritis, because depression may
aggravate pain, compromise activities of daily
living, and promote social withdrawal (Dexter &
Hayes 1998). Put simply, depression can exacerbate

many of the negative consequences of arthritis.
Clients have a far greater chance of success in man-
aging their arthritis if they are not concomitantly
depressed (Dexter & Hayes 1998).

ANXIETY

Conceptually, anxiety and depression differ, but
clinically, there is much symptom overlap between
these conditions (American Psychiatric Association
1994). Much of the time anxiety and depression
occur together (Dexter & Hayes 1998). Anxiety is to
be expected in people with arthritis as they worry
about their future health, well-being, and function
(Lorig & Fries 2000). One example of an anxiolytic
event for people with RA has been reported to be
worries over intra-articular corticosteroid injections
and first hospital admissions (Edwards et al 2001).

There is little evidence that mild anxiety exacer-
bates arthritis, except if concurrent depression
aggravates pain. In fact the astute clinician may use
mild anxiety associated with the contemplation
stage of change to motivate the client to manage
their disease responsibly in order to shore up some
certainty for the future (Prochaska & DiClemente
1998). For example, a client who is worried (mildly
anxious) about future lung function in systemic
sclerosis (scleroderma) may be encouraged to stop
cigarette smoking. That said, tapping into health-
related anxiety to motivate clients to change should
be used with some caution, because of recent evi-
dence that the process of thinking about personal
health risks may increase anxiety and the need for
reassurance (Lister et al 2002).

Moderate to severe anxiety may compromise the
care of a person with arthritic disease by limiting
appropriate engagement with the processes of man-
agement. The person who is worried about side
effects of medication may either not take medication
as prescribed, or identify side effects in themselves,
whether or not such side effects are actually present
(hypochondriasis). Because of the potentially stifling
nature of moderate to severe anxiety, it needs to be
identified and treated, possibly via anxiolytic med-
ication, as part of the overall management of arthritis.

LOSS AND GRIEF

General losses associated with arthritides include
loss of bodily function and body image, loss of
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social role, and loss of social support. These losses
are experienced psychologically as any significant
loss, and produce grief responses. Grief may
comprise shock, displays of emotion, depression,
physical symptoms of distress, guilt, hostility,
resentment, and an inability to continue usual activ-
ities. Because these losses may be protracted, grief
may be experienced over a prolonged period.

Individuals also experience specific and unique
losses. For example, in a case I have managed, Jean,
a retired music teacher and accomplished musician,
struggled to come to terms with the loss of the dex-
terous hand function required to play piano. When
Jean moved from her own home into a serviced
room in an aged care center, she sold or gave away
most of her furniture. Because she was not ready to
admit the loss of her ability to play music, Jean did
not dispose of her piano, but negotiated with the
aged care center to house her piano in the dining
and function room of the center. Jean cannot play
the piano anymore, but the piano stands in the func-
tion room as a reminder of her previous abilities.

LOSS OF BODILY FUNCTION

Over the long term, all arthritides reduce body func-
tion, and produce impairment (Lorig & Fries 2000).
Physical impairments consistent in arthritis are loss
of joint range of motion and loss of muscle strength.
Persistence of these impairments leads to reduced
capacity for activity and exercise, which produces
further impairments such as loss of cardiovascular
endurance and loss of bone density. Loss of bodily
function in arthritis can be delayed by early and
judicious drug therapy (Symmons et al 1998), but it
cannot be prevented altogether. Even people with
mild or static forms of arthritis will eventually face
issues associated with loss of bodily function, even
if it occurs as a result of the interaction of mild
arthritis with the frailty of old age (Philbin 1995).

As an example of the impact of arthritis on bodily
function, and hence other capacities, Turner et al
(2002) interviewed 12 ex-professional football (soc-
cer) players about their experiences of developing
OA. Of the 12 participants, five had retired early,
from all paid employment, not just football, due to
OA. Recurrent themes emerging from these inter-
views were of physical impairment producing loss
of bodily function and negative social consequences
including reduced work capacity, lowered income,
and loss of both self-image and self-worth.

LOSS OF SOCIAL ROLE

Social role is partly determined by physical function
and work capacity (Turner et al 2002) and allows
people to identify their place in society, and to con-
tribute to the structure and life of the community.
Because social roles attract status, people may draw
self-esteem from them.

People with arthritis often experience a decline in
social roles because the damage to their joints,
weakness and atrophy of their muscles, and fatigue
and lack of endurance that characterize arthritis
prevents them from participating in the physical
tasks required in such roles. Social rules which may
diminish in this way range from manual-based
employment to caring for family members. Loss of
social roles may occur slowly, with a gradual real-
ization that the person with arthritis is simply “not
keeping up” with everyone else. One of Turner
et al’s (2002, p 293) ex-footballers described his
gradual loss of work-related social role thus: “I have
got an FA coaching badge, which has got me work
over in Norway, Iceland and South Africa, and
I coached a few clubs here [UK]. But nobody wants
you with a bad limp. You know it is embarrassing.
Like if you are a coach you’ve got to demonstrate.
You don’t want to be stood there with a walking
stick. So in 1992, I had to really call it a day.”

People with arthritis, like almost everyone else,
are reluctant to reduce involvement in social roles
they enjoy, and so they may try to prevent these
losses by modifying the way they perform physical
tasks. This strategy is successful in many situations,
and clinicians are well placed to assist clients in
adapting activities (Lorig & Fries 2000).

Barlow et al (2001) assessed the effectiveness of
the Into Work Personal Development (IWPD) pro-
gram with people with arthritis (all types). The
IWPD program is aimed at preventing work disabil-
ity by reducing the internal and external barriers
to employment presented by disease. In this study,
79 people with arthritis were divided (not random-
ized) into intervention and control groups, and
assessed pre- and post-delivery of the program via
self-report questionnaires and in-depth interviews.
Participants in the IWPD program demonstrated
significant decreases in measures of anxiety, depres-
sion, negative mood, and improvements in positive
mood, satisfaction with life, and self-esteem. A glar-
ing omission in Barlow et al’s study, however, is that
they failed to measure how many participants actu-
ally entered work of any kind. Furthermore, not all
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of the post-intervention gains were maintained at
6-month follow-up. Removing perceived barriers to
employment for people with arthritis is only part of
the issue. Physical capacity to do work must also be
addressed if people with arthritis are to be in gainful
employment.

ECONOMIC LOSS

Due to the diversity and far-reaching effects of
arthritides, broad-based estimates of the public
health impact of arthritic diseases are difficult to
ascertain. Economic costs of arthritis are both direct
(i.e., money spent on medical care) and indirect
(e.g., wages lost through reduced capacity for paid
work). Yelin & Callahan (1995) reported that
the economic impact of all forms of arthritis on
the economy in the United States of America during
1992 was $US15.2 billion in direct medical costs and
$US49.6 billion in indirect costs.

Arthritis seriously impairs work ability and leads
to reduced individual and household incomes.
Meenan et al (1981) found that people with RA had
a 50% decline in earnings over a 9-year period,
accounting for an average 37% reduction in family
income.

Lapsley et al (2001) conducted an investigation
to determine the “out of pocket” expenses associ-
ated with living with OA. Because the study was
conducted in Sydney, Australia, all costs were
reported in Australian dollars. Women spent signif-
icantly more than men on arthritis care, a mean of
$537.15 per annum compared with $258.31, and
higher expenditure was also related to more
advanced disease. Most of the additional expendi-
ture by women was on prescription and non-
prescription medications and “private services.” It
is reasonable, in the Australian healthcare context,
to assume that “private services” were allied health
services such as physiotherapy or osteopathy, that
are not covered under the Australian govern-
ment universal free access medical scheme (i.e.,
Medicare). Lapsley et al’s (2001) data are consistent
with general data on the use of health services in
Australia; that women use both public and private
health services to a greater extent than men.
Against the backdrop of the Australian healthcare
system that provides heavily subsidized health
services and a pharmaceutical benefits scheme,
Lapsley et al’s findings emphasize the personal
cost of OA.

LOSS OF SOCIAL SUPPORT

Social roles offer social support. Employed people
have the social role of employees, and by meeting
other people in the workplace are afforded the
social support of colleagues. People who are unable
to maintain a social role may experience reduced
social support. Rarely are communities so generous
as to support those who do not contribute to the life
of the community, so a corollary of social with-
drawal is loss of social support. Drawing again on
the Lapsley et al (2001) study, 33% of women identi-
fied reduced opportunities for sporting and out-
door activities as a mode by which OA affected
family and other close relationships.

Social support may be positive if it provides affir-
mation or timely assistance, or problematic if it is
neither desired nor needed, or if the support offered
does not match the client’s needs. Riemsma et al
(2000) demonstrated, in a study of 229 people with
RA, that positive social support counters feelings of
depression, but problematic social support corre-
lates positively with depression. Problematic and
positive social support also interact with each other,
such that “the negative aspects of problematic
support may be partly diminished by positive
support” (p 221).

When people with arthritis become socially dis-
abled, they may seek social support from a small
circle of family members and intimate friends.
Sometimes professional carers and clinicians are
recruited into this social network, but the burden of
social support is primarily borne by those who live
with the individual. Burnout and illness are com-
mon amongst those who care for chronically ill
people with arthritis (Pollard 2000).

It is unreasonable to expect all an individual’s
social and emotional needs to be satisfied by a single
relationship. Unfortunately, many people with
arthritis behave in precisely this fashion when they
become housebound. To protect the health of carers,
and to provide adequate positive social support for
themselves, people with arthritis are encouraged to
keep up whatever social roles they can, for as long as
they can, and if socially disabled, to seek social sup-
port from more than one person (Lorig & Fries 2000).

LOSS OF BODY IMAGE

It is intuitively logical that potentially disfiguring
arthritides might influence clients’ body image, but
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this topic has received little coverage in published
literature. Since 1987, six English language studies
on the effects of arthritides on body image have
been published in peer-reviewed medical literature,
and four of these studies focused only on female
participants. It appears that researchers and practi-
tioners alike tend to overlook the negative effects
of arthritides on body image, especially for male
clients. For example, Lorig & Fries (2000) discussed
many of the feelings that clients with arthritis
report, but did not mention distress specifically
over body image. In Turner et al’s (2002) study, one
participant reported feelings of embarrassment, but
none spoke specifically of body image.

Body image is linked to arthritic disease profile,
and also to age and self-esteem, but the relation-
ships between these variables are unclear. People
with RA very rarely describe themselves as “attrac-
tive” (Skevington et al 1987). Attractiveness tends to
be included in the self-concept of people with high
self-esteem, and is therefore unlikely in people who
are in pain or chronically ill.

The studies that have looked at body image in the
arthritides report interesting and relevant findings.
For example, Cornwell & Schmitt (1990) compared
the perceived health status, self-esteem, and body
image of women with RA or systemic lupus erythe-
matosis (SLE) with healthy controls. They found
that perceived health status was significantly
related to self-esteem, but not to body image.
Further, women with SLE had lower mean body
image scores than women in the other two groups.
A client with SLE typically develops a red, butterfly-
shaped facial rash (across cheeks and nose), and
may develop photosensitive rashes on the face
and arms. These highly visible signs of arthritic dis-
ease present a considerable affront to even the most
robust body image. According to Cornwell &
Schmitt (1990), a woman with SLE may see herself
as quite healthy yet have poor body image, while
conversely, a woman with RA may see herself as
sick but have positive body image.

In another study, Hider et al (2002) investigated
men and women with ankylosing spondylitis (AS).
They found that, unlike healthy adults, those with
AS did not report a positive effect on body image
from engagement in regular exercise. Packham &
Hall (2002) conducted a long-term follow-up of
246 adults with juvenile idiopathic arthritis (JIA) of
28.3 years average duration. JIA had a detrimental
effect on body image in 50.7% of participants, and
negatively affected intimate relationships in 28.2%.

It could be that JIA has a greater influence on body
image than other arthritides because it develops
in childhood and persists through adolescence.
In a further study, Vamos et al (1990) surveyed
80 women with RA and found that body image (par-
ticularly negative feelings about the hands) was
a significant predictor of these women seeking
RA-related surgery. It can be seen, therefore, that
practitioners should carefully consider the range of
effects on body image that the arthritides can have
during treatment and rehabilitation.

PSYCHOLOGICAL INTERVENTIONS

Physical and manual therapists are ideally placed to
encourage clients to see things in a different light.
Discussion with clients often occurs during treat-
ment sessions. The physical or manual therapy
provides both the setting for the discussion, and
adequate distraction if the discussion becomes too
confronting at any stage (Kolt 2000). Therapists’ lan-
guage, and behavior towards clients can be used to
reinforce the consideration of psychological issues.

Take for example, a client who has experienced
some loss (e.g., inability to continue with a favorite
activity) due to arthritic disease. Progress can be
made through the loss associated with arthritis if
the client is able to consciously distinguish the loss
from self-image and self-worth. The therapist can
engage the client in discussion about the sources
from which the client draws self-image and self-
worth, and encourage the client to shape self-esteem
in new and appropriate ways. As the therapist
treats the client with respect, this behavior reinforces
the message that clients are valuable in and of
themselves.

Physical and manual therapists are in a powerful
position to influence uptake or rejection of the sick
role. As discussed earlier, the sick role is to be
encouraged in so far as it prevents progression of
disease and protects against further joint damage,
however, the sick role should be discouraged when
its adoption would allow disease progression or the
development of comorbidities. A delicate balance
between simultaneously adopting and rejecting the
sick role is required, so that the sick role might
be used to promote health rather than undermine it.

Relationship and discussion are not always ade-
quate to bring about psychological change in clients.
Explicit psychological interventions demonstrated
to be effective in arthritis care include relaxation,
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electromyographic (EMG) biofeedback, counseling,
and cognitive behavioral therapy (Astin et al 2002).
Specifically, these interventions impacted positively
on pain, functional disability, psychological status,
coping, and self-efficacy (Astin et al 2002). An
important trend emerging from Astin et al’s work
was that psychological interventions appeared to be
more effective in clients who had shorter illness
duration. If needed, physical or manual therapists
may recommend direct psychological interventions
for clients by referral to an appropriately qualified
practitioner (e.g., psychologist).

A more specific account of psychological inter-
ventions can be found in Chapter 8 (Cognitive and
behavioral interventions), Chapter 9 (Relaxation
techniques), Chapter 10 (Imagery), and Chapter 11
(Pain and its management).

INTEGRATED MANAGEMENT STRATEGIES

No therapies clearly and consistently arrest the nat-
ural course of arthritic diseases (Ferrari et al 1996).
Usually, people with the arthritides experience
chronic, incurable, progressive illnesses, and must
adapt their lives and daily activities accordingly
(Lorig & Fries 2000). Improvements in quality of life
and functional ability are usually the main goals
of treatment. Kavanaugh (1999) suggested that
improvement in quality of life is a key goal of ther-
apy for people with RA. Simon (1999, p 26) argued
the same case for people with OA, and summa-
rized the ethos of current care approaches: “Given
that most patients must learn to live with a dis-
ease that may significantly alter their earning poten-
tial, basic function, and lifestyle, it is important to
develop a treatment system that views the patient
as a whole, using methods enlisting the patient’s
enthusiasm for therapy and allowing them to
participate in their own care.”

PSYCHOLOGICAL INTERVENTION IN MANUAL
THERAPIES

Many physical and manual therapies have been
inadequately researched, and because of the physi-
cal contact component of these therapies, they do
not fit well into the double-blind clinical trial model
of efficacy research (Chambless & Hollon 1998).
This issue makes it difficult to determine the
“effective ingredients” in the therapeutic encounter.

The therapist–client relationship may be one of
the prime therapeutic aspects of treatment (Mitchell
& Cormack 1998, Petitpas et al 1999) and for clients
with arthritic disease, who experience loss of social
support, this aspect of therapy is likely to be partic-
ularly important. For people not ready (i.e., not
in the appropriate stage of change) to adopt self-
management approaches, practitioner-driven man-
ual therapies may offer rational, but largely untested,
approaches to pain management. Physical and man-
ual therapists are well advised to employ passive
therapies judiciously. The purpose of physical and
manual therapy in arthritis care is at least partly as a
vehicle of communication with the client, to encour-
age the client to move towards self-management of
chronic illness.

CARE CONTRACT

A care contract is a simple agreement between the
client and the therapist that covers the goals of
therapy, an estimate of when those goals will be
achieved, and a process for measuring whether the
goals are achieved. It is possible to maintain a verbal
care contract, but written contracts are less likely to
be neglected. Because a care contract is a mutual
agreement, the goals of therapy are at least partly
set by the client.

A mutually agreed care contract can be used in
passive therapies to enlist the client’s enthusiasm,
allow client participation in care, and encourage
progress towards self-management. The care con-
tract is not a new idea, but it is a particularly useful
one for clients with chronic illnesses who are at risk
of becoming dependent upon their therapists. It is
also a useful disciplinary strategy for therapists,
who have vested financial interest in not discharg-
ing clients from care (Mitchell & Cormack 1998).
Various forms of care contract are regularly used
in institutional settings (e.g., hospitals) and are
required by third parties (e.g., workers’ compensa-
tion bodies) to determine how many treatment ses-
sions will be paid for. The use of care contracts in
private physical and manual therapy practice is
somewhat lax.

Hammond et al’s (1999) study of joint protection
programs demonstrated that an educational pro-
gram comprised of goal-setting, contracts, and
other educational reinforcements resulted in con-
siderably greater use of joint protection than an
“ordinary” program. This increase in use occurred
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in people who gleaned no physical or psychological
benefits from joint protection (e.g., reduced pain).
Clearly, care contracts are powerful tools for moti-
vating client behavior, and therapists are well
advised to use contracts to encourage behaviors
that are demonstrated to be beneficial (e.g., a
graduated strength training program).

PHYSICAL ACTIVITY AS PSYCHOLOGICAL
THERAPY

The relationship between exercise (physical activ-
ity) and health, in both clinical and non-clinical pop-
ulations, has been widely researched and well
documented (Paluska & Schwenk 2000). Physical
activity is associated with improvement in key
markers of psychological well-being and HRQOL,
including mood, self-perception, health perception,
and self-efficacy (Rejeski et al 1998), as well as anxi-
ety, depression, and subjective well-being (Morgan
1997). The exact processes by which exercise pro-
motes changes in psychological well-being and
HRQOL are uncertain, but the value of exercise for
enhancing both mental and physical health is well
supported by research.

Physical inactivity leads to substantial negative
effects on health, including muscle weakness, atro-
phy, and fatigue. Leading a sedentary life may
compound the loss of quality of life associated
with chronic illness. Inactivity is well correlated with
depressed mood, reduced sociability, and a decline
in well-being (Morgan 1997).

In summary, exercise is of benefit for people with
arthritis. Exercise improves muscle strength, lessens
pain, and reduces joint stiffness (Maurer et al 1999).
Further, exercise in a group or with an individual
therapist may also offer important social support.

ARTHRITIS SELF-MANAGEMENT PROGRAM

One approach to self-management in arthritis is the
Arthritis Self-Management Program (ASMP) devel-
oped in 1979 by Kate Lorig at Stanford University in
the US which has been widely adopted internation-
ally (Australia, New Zealand, Denmark, Canada,
South Africa, Iceland, Finland, Norway, Hong
Kong, UK, Lithuania, Czech Republic, and The
Netherlands) (Lorig & Fries 2000). The ASMP is typ-
ically conducted for small groups (tutorial classes of
between ten and 20 participants) in 2-hour weekly

sessions for 6 weeks. Participation in regular gentle
exercise (e.g., hydrotherapy/warm-water exercise,
tai chi, low-impact land-based aerobics, seated aero-
bics/exercise in a chair), without altering typical
drug therapy, education about arthritis, and cogni-
tive behavioral therapy, are the mainstays of this
program. The ASMP includes direct psychological
intervention. Participants are instructed in the
nature and transmission of pain, and made aware of
pain behaviors, illness behaviors, and the sick role.
Participants are encouraged to take responsibility
for their own illness behaviors (i.e., move to a more
internal HLC) and to make deliberate and consid-
ered choices about when and how they will adopt
the sick role (i.e., self-efficacy).

Clinical trials investigating the medium- (4 months)
and long-term (12 months) outcomes of the ASMP
in the UK (Barlow et al 1998) and US (Lorig &
Holman 1989, Lorig et al 1981, 1989, 1993) have con-
sistently shown that people with arthritis derive
substantial and prolonged benefits in their per-
ceived ability to manage arthritis, reduction in pain,
and improved psychological well-being (Barlow et
al 1998). Preliminary data from a similar study cur-
rently underway in Australia (G McColl, unpub-
lished work, 2001) add weight to the suggestion that
the ASMP is useful across cultural boundaries.
Local Arthritis Foundations will usually hold
details of ASMPs available for your clients.

A caution is necessary at this juncture. The ASMP
is an active, client-driven, therapy. Only people near
the end of preparation, or in the action or mainte-
nance stages of change with regard to this health-
promoting behavior, are likely to complete the
program or derive benefits from it (Keefe et al 2000,
Kerns & Rosenberg 2000). Furthermore, not complet-
ing the ASMP may contribute to clients’ feelings of
incompetence or failure. Therapists should listen care-
fully to clients for indications of their stage of change
(see Figure 17.2), and reserve deliberate promotion of
the ASMP for those clients ready to proceed.

MULTIDISCIPLINARY CARE

Given the diversity within the arthritides and the
absence of any certain cure, solo manual and physi-
cal therapists are likely to find the management of
people with arthritis beyond their scope. Physical
and manual therapists are well advised to develop a
network of colleagues with diverse skills to con-
tribute to the management of people with arthritis.
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Multidisciplinary health care teams usually have
one leader – the primary care practitioner – and
other practitioners who contribute to specific areas
of healthcare as required. Physical or manual thera-
pists might lead healthcare teams, but more likely
team leaders are family physicians (general practi-
tioners) and rheumatologists. Bidaut-Russell et al
(2002) investigated the relationship between patient
satisfaction with healthcare and the type of 
practitioner (general practitioner versus specialist
rheumatologist) delivering that care in 86 adults
with RA. They found that patients’ overall satisfac-
tion with healthcare delivery was unaffected by
practitioner type.

In a study of clinical outcomes in people with RA,
Yelin et al (1998) found that patients of rheumatolo-
gists were less likely to progress in disability
compared with patients of general practitioners.

Given the potential effects of anxiety and depres-
sion on people with arthritis, links with psychol-
ogists and mental health practitioners may be
particularly useful. People with arthritis may
require either specific psychological counseling or
medication for anxiety or depression. If depressive
symptoms are severe (e.g., delusions, suicidal ten-
dencies, etc.) in people with arthritis, referral to an
appropriately qualified practitioner is necessary
(Dexter & Hayes 1998).

Given the considerable evidence in favor of exer-
cise as a psychological as well as physical therapy, a
multidisciplinary care team might include someone
to prescribe appropriate exercises. In addition to the
skills of professionals such as physical therapists in
this area, other practitioners that go by a variety of
names (e.g., exercise leader, athletic trainer, coach,
personal trainer, rehabilitation officer), can be of use
in this area of healthcare.

Weighing the evidence together, satisfactory
healthcare teams may be led by either specialist or
generalist practitioners. Involvement of a rheuma-
tologist at some level in any healthcare team may be
necessary to provide the best-quality physical care
over the long term. Healthcare teams comprised of
practitioners from many disciplines may be better

able to cover all the aspects of healthcare delivery
that are important to patients.

SUMMARY

The effects of arthritis are complex and largely inter-
dependent. Pain may produce physical disability,
which in turn can produce social disability and
changes in HRQOL. Joint and muscle disuse result-
ing from physical disability produces muscle atro-
phy, bone density loss, and may lead to further pain.

People with arthritis should be encouraged to
manage their own illness and take responsibility for
their own care in the long term. Both physical and
manual therapies may be appropriate for people
with arthritis, depending upon their readiness to
adopt self-management strategies.

ASMPs, based on Lorig’s work, are offered
through arthritis foundations in many countries
around the world. These programs have been well
evaluated, and shown to improve both physical and
psychological well-being in people with arthritis.
Furthermore, these programs appear to reduce the
direct healthcare costs associated with arthritis care
(Lorig et al 1993). ASMPs are of greatest use to
people in the action and maintenance stages of
change (Kerns & Rosenberg 2000).

Therapists can use consultations as a vehicle for
communication with clients, and to assist them in
the transition from practitioner-driven to client-
driven care, from the early to later stages of change.
Practitioners of the passive (usually manual) thera-
pies are advised to use deliberate tactics such as
mutually agreed care contracts to prevent client
dependence.
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INTRODUCTION

Physical and manual therapists will often see a
patient who presents with an idiosyncratic range of
diffuse symptoms such as aches and pains in vari-
ous joints and muscles, bad headaches, and feelings
of weakness and fatigue. Your clinical assessment
suggests that there is no particular biomedical
explanation for the symptoms, however, as a physi-
cal therapist, you feel it is important to provide
symptomatic relief. You try a number of different
treatment techniques. The effect on the symptoms is
minimal and consultations frequently run over the
allotted time. Despite these facts the patient keeps
coming back demanding further treatment or inves-
tigation. You are convinced that neither of these will
be particularly beneficial, but in order to appease
the patient you either refer on or continue with
some form of treatment.

Clinical situations such as this are often extremely
frustrating both for the patient and the therapist. The
patient is clearly experiencing a number of symp-
toms that are extremely distressing to them. The ther-
apist may feel that the lack of biomedical findings
should reassure the patient, whereas the patient often
believes that the actual cause of the disorder has yet
to be discovered. The patient is left feeling misunder-
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stood, while the therapist feels that disproportion-
ately heavy demands have been made on him for
what appears to be largely medically unexplained
symptoms.

The frustration engendered by these patients is
due in part to certain underlying attitudes inherent in
the practice of Western medicine. Engel & Charles
(2000) argued that in our current Western practice,
medicine is seen as the reserve of patients whose
symptoms are the consequences of clearly defined
pathology. Psychiatry, on the other hand, is viewed
for patients whose symptoms are not biologically
based. Where does that leave patients who present
with somatic complaints in whom medical investiga-
tions fail to reveal medical pathology? These patients
are frequently viewed as the “undeserving sick,” the
“worried well,” or people who are “merely mad”
rather than “really ill” (Engel & Charles 2000). It is
often implied that these patients are “putting on” or
“imagining” their symptoms (Stone et al 2002). These
attitudes are maintained by many of the education
programs for health professionals, where little infor-
mation is provided on the etiology and treatment of
medically unexplained symptoms. Consequently,
many health professionals feel they lack the training
or knowledge to deal with these patients.

There is a growing recognition that the attitudes
described above are changing. It is becoming increas-
ingly difficult to divide disorders into physical versus
psychological, as there now exists a substantial body
of research supporting the role of biological factors in
explaining psychological disorders, and psychologi-
cal factors in explaining the level of disability afforded
by medical disorders (Engel & Charles 2000). Recent
surveys also suggest that a substantial proportion of
patients present to healthcare professionals with med-
ically unexplained symptoms. A World Health
Organization study found that medically unex-
plained symptoms were common in all the cultures
and countries studied (Gureje et al 1997). These
patients made up around 20% of primary care atten-
dees and half remained disabled a year after presenta-
tion. The problem is even more extensive in tertiary
care, with as many as 50% of new referrals to outpa-
tient specialist clinics presenting with medically unex-
plained symptoms (Gureje et al 1997, Nimnuan et al
2001a). The cost and impact of these conditions is
immense (Lloyd & Pender 1992). There are direct costs
associated with increased utilization of healthcare
resources and indirect costs related to sick days and
cessation or reduction in employment. There are also
tremendous personal costs in disability and suffering.

The increasing recognition of the clinical and pub-
lic health importance of the problem is reflected in the
sharp rise in research publications in this area over
the past couple of decades. The British Medical Journal
published an ABC series in 2002 focusing exclusively
on disorders that are medically unexplained.
Whereas these patients are often given the message
that health professionals cannot explain their symp-
toms, there is in fact a large body of recent literature
which helps to provide a coherent understanding of
these conditions and how best to manage them.

This chapter will begin by providing an overview
of the key functional somatic syndromes (FSS).
A biopsychosocial model of the etiology of these
syndromes is presented. This is followed by a dis-
cussion of the medical and psychological factors
that should be taken into account when treating
patients with FSS. The final section deals with treat-
ment issues. The treatment of these conditions is
primarily focused on the reduction of disability
through modification of behavior and environ-
mental contingencies rather than on removing
underlying organic pathology.

FUNCTIONAL SOMATIC SYMPTOMS AND 
SYNDROMES

TERMINOLOGY AND CLASSIFICATION
OF FUNCTIONAL SOMATIC SYNDROMES

Several terms are used in the literature to describe the
problem of somatic symptoms that cannot ade-
quately be explained by organic findings. These
include medically unexplained symptoms, somatiza-
tion, subjective health complaints, abnormal illness
behavior, and functional symptoms. The latter term is
preferred, as it assumes a disturbance in bodily func-
tioning rather than a psychological etiology. When
patients’ functional symptoms are severe enough to
significantly interfere with their daily functioning,
they may be diagnosed with a FSS (Manu 1998).

A number of different FSS have been described.
In fact most specialist areas of medicine have a FSS
associated with them. The names of the most
commonly occurring syndromes in each area of
specialty and a summary of their key features are
presented in Table 18.1. Some of the syndromes,
such as chronic fatigue syndrome (CFS) (Fukuda et
al 1994), fibromyalgia (Wolfe et al 1990), and irrita-
ble bowel syndrome (IBS) (Thompson et al 1999),
have well-researched, published diagnostic criteria.
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These diagnoses are based on a specified symptom
profile together with the exclusion of certain
medical or psychiatric conditions that may be con-
tributing to the symptoms. Conditions such as non-
specific chronic low back pain rely on the clinical
decision that the extent of the pain, and disability

afforded by the pain, cannot adequately be
explained by any organic findings (van Tulder et al
2002). Patients with back pain caused by pathologi-
cal entities such as vertebral disorders, neoplasms,
osteoporosis, rheumatoid arthritis or fractures
usually would not be considered to have a FSS.
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Table 18.1 Functional somatic syndromes and their key characteristic symptoms

Syndromes by specialty Key characteristic symptoms

Infectious diseases/endocrinology
Chronic fatigue syndrome Disabling and persistent fatigue

Impairment in memory and concentration
Muscle and joint pain, headaches, sore throat

Rheumatology
Fibromyalgia Persistent musculoskeletal aches, pains, and stiffness in specified multiple sites

Orthopedics
Non-specific chronic low back pain Persistent pain in the lower back which cannot be adequately explained by an initial 

injury or musculoskeletal changes

Gastroenterology
Irritable bowel syndrome Abdominal pain that is relieved by defecation and is associated with a change in

frequency/consistency of stool
Experiencing bloating, urgency, or strain, feeling incomplete after finishing a bowel 
movement

Dentistry
Temporomandibular joint dysfunction Pain in the face, jaw, or mouth

Limitation of jaw movement, pain aggravated by chewing or moving jaw, clicking 
or popping noises in the jaw on opening or closing

Neurology
Tension headache Headache or neck pain

Pain is aggravated by stress, gets worse as day progresses

Cardiology
Non-cardiac chest pain Chest pain, which occurs at rest and is not associated with exertion

Pain usually lasts longer than 20 minutes

Respiratory medicine
Hyperventilation Breathing more than normal

Associated with two or more of the following: feeling dizzy or faint, heart 
pounding, numbness or tingling, trembling

Gynecology
Premenstrual syndrome Irritability, mood swings, anxiety, food cravings, increased appetite, fatigue, breast 

tenderness, and abdominal bloating
Symptoms appear just before the period and disappear soon afterwards

Chronic pelvic pain Pain in the lower abdomen which is not specifically related to the menstrual cycle and
has a duration of at least 6 months

Allergy
Multiple chemical sensitivity Adverse reactions to multiple chemically unrelated substances, at lower levels of 

exposure than commonly tolerated



The diagnosis of other conditions such as hyper-
ventilation syndrome is more controversial, with
some researchers insisting it should be diagnosed
using physiological tests of hyperventilation, while
others suggest a specified symptom profile is more
valid (Spinhoven et al 1993, Vansteenkiste et al
1991). At the extreme end of the spectrum are ill-
nesses such as multiple chemical sensitivities, which
are not recognized as legitimate syndromes by the
international medical organizations despite the fact
that the diagnosis is popular with patients and with
some healthcare professionals, particularly those
who practice alternative medicine (Terr 1998).

FSS are by definition chronic conditions. All the
definitions except premenstrual syndrome require
that patients must have experienced the symptoms
for at least 3 months, with some illnesses such as
CFS, tension headache, and chronic pelvic pain
having a cut-off of 6 months (Manu 1998, Nimnuan
et al 2001a).

Most of the studies on FSS focus on a particular
condition. However, there appears to be substantial
overlap in the presentations of these illnesses.
A recent review of the case definitions of these
disorders found that eight definitions contained
headache as a core symptom, while six con-
tained fatigue and abdominal distention (Wessely et
al 1999). Patients with one FSS frequently meet
diagnostic criteria for others (Aaron & Buchwald
2001, Nimnuan et al 2001b). Some authors have sug-
gested that the diagnosis patients receive depends
largely on the specialist they are referred to (Shorter
1995, Wessely et al 1999). For example, if a patient
seems to be most troubled by fatigue they will be
referred to an infectious diseases specialist who
may diagnose a postviral CFS. If the same patient is
referred to a rheumatologist, they may be more
likely to focus on asking questions about painful
symptoms or tender points, and the patient could
be diagnosed with fibromyalgia. There are certainly
some patients who only meet criteria for one disor-
der, but the overlap is substantial enough to suggest
that similar casual factors may be associated with all
the FSS (Barsky & Borus 1999).

CAUSAL FACTORS

The cause of FSS has been the subject of significant
debate over the past decade. This debate has been
anchored by three major postulates: that FSS are an
atypical presentation of psychiatric disorders such as

anxiety and depression; that FSS represent underly-
ing psychic distress which presents in a somatic fash-
ion; and that FSS are biological disorders reflected
in subtle changes to the central nervous, neuro-
endocrine, and/or immune systems (Manu 1998).
These postulates all assume a dualistic stance (i.e.,
FSS are either psychological or biological in origin).
However, there is growing acceptance that these
dualistic stances are unhelpful both in explaining the
disorder to the patient and in formulating appropri-
ate management strategies (Mayou & Farmer 2002).

Strong evidence now exists to suggest that bio-
logical, psychological, and social causes all need to
be taken into consideration in understanding the
etiology of FSS. It is also useful to understand how
each of these causes can operate and interact as
predisposing, precipitating, and perpetuating fac-
tors (Mayou & Farmer 2002, Surawy et al 1995).
Table 18.2 provides a summary of possible causal fac-
tors and how these may interact in precipitating and
perpetuating a FSS. For example, predisposed people
may be highly achievement orientated, basing their
self-esteem and the respect from others on their abili-
ties to live up to certain high standards. When these
people are faced with precipitating factors that affect
their ability to perform, such as a combination of
excessive stress and an acute biological illness or
injury, their initial reaction is to press on and keep
coping. This behavior leads to the experience of
ongoing symptoms that may be more closely related
to pushing too hard than to the initial insult or injury.
However, in making sense of the situation, patients
attribute the ongoing symptoms to biological factors.
This protects their self-esteem by avoiding the sug-
gestion that their inability to cope might be a sign of
personal weakness. The common response to a phys-
ical illness is rest. However, reduced activity conflicts
with achievement orientation and may result in
bursts of activity in an attempt to meet expectations.
These periodic bursts of activity inevitably exacer-
bate symptoms and result in failure, which further
reinforces the belief that they have a serious illness.
As time goes by, efforts to meet previous standards of
achievement are abandoned and patients become
increasingly preoccupied with their symptoms and
illness. They become fearful of overactivity as this
appears to make symptoms worse. This results
in chronic disability and the belief that one has an
ongoing incurable illness which is eventually
diagnosed as one of the FSS.

The interactional model described above has the
potential to accommodate both the differences and

WORKING WITH SPECIFIC CLIENT POPULATIONS296



the overlap between the conditions. The factors that
precipitate the disorders may be different. It may be a
viral or bacterial infection, an adverse reaction to a
particular substance, a musculoskeletal overuse pat-
tern, or a specific injury. Patients may also have differ-
ent predisposing factors such as a genetic propensity
for a particular disorder, an achievement-orientated
personality, high levels of social desirability, and/or
high levels of stress. However, the necessary common
features of these disorders appear to be the perpetuat-
ing factors. In the following sections a more detailed
explanation of how the psychosocial perpetuating
factors interact with the biological factors in con-
tributing to the symptoms and disability experienced
by patients with FSS is provided.

MEDICAL AND PHYSICAL CONSIDERATIONS

DIAGNOSIS AND ASSESSMENT

There is no specific medical test for FSS. Diagnoses
are essentially based on exclusion. In order to be
diagnosed with a FSS, patients need to meet specific
symptom criteria, and the presence of psychiatric or
medical conditions that could explain the symp-
toms need to be ruled out. For example, patients
who present with CFS-like symptoms would need
to have thyroid problems, possible malignancies,
and sleep apnea ruled out. Patients presenting with

IBS symptoms would need to be assessed for bowel
cancer, Crohn’s disease, ulcerative colitis, and pep-
tic or duodenal ulcers. Therefore, when a patient is
referred to a physical therapist for treatment they
need to ensure that all the appropriate steps have
been taken to exclude physical disease before
commencing treatment (Sharpe et al 1992b).

At the same time, overinvestigation can have
negative effects, particularly if it is solely to reassure
the patient (Barsky & Borus 1999). Negative find-
ings from diagnostic tests often heighten rather than
assuage patients’ anxieties (Lucock et al 1997,
Weber & Kapoor 1996). Extensive medical testing
has been shown to have a number of iatrogenic con-
sequences such as confirming patients’ convictions
that their illnesses have an “as yet to be discovered”
biomedical cause, inappropriate prescription of
medications whose side effects cause further symp-
toms, and misdiagnoses (Kouyanou et al 1997).
Therefore, once a FSS diagnosis is confirmed and
the therapist feels that appropriate investigations
have been made it is important not to refer patients
for further testing unless specifically indicated.

SHOULD WE DIAGNOSE FSS AT ALL?

Having briefly discussed methods of diagnosing
FSS, it is worth noting that there is a compelling
argument in the literature against diagnosing
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Table 18.2 The interaction of possible causal factors in functional somatic syndromes

Causes Predisposing factors Precipitating factors Perpetuating factors

Biological Genetics Viral or bacterial illness Effects of immobility
Sensitized CNS reactivity Injury Lack of fitness

Allergic reaction Disrupted circadian rhythms
CNS arousal and sensitivity
Excessive bracing or altered movement patterns

Psychological History of psychiatric Prolonged stress Interpreting ongoing symptoms as signs of 
disorder Negative life events biological disease or trauma
Childhood trauma Focusing on symptoms
Achievement-orientated Fear that activity will worsen symptoms
personality Catastrophizing about the negative effects of 

symptoms/exertion

Social Parental expectations Dissatisfaction with work Oversolicitious care
to achieve Employers’/doctors’ Litigation processes
Society’s antipathy responses to time off work Support groups
towards psychiatry
Illness role models



patients with a particular FSS. This is based on the
reality that many of the disorders overlap and the
possibility that labeling patients with a particular
disorder might have negative consequences
(Hadler 1993, Shorter 1995). Telling people that
they have a chronic disabling syndrome might
encourage patients to take a passive role in their
recovery, and in so doing, increase their level of dis-
ability. However, a recent prospective study
showed that the label of fibromyalgia did not
adversely affect the clinical outcome of patients
with chronic widespread pain (White et al 2002). In
fact, patients’ satisfaction with their health
improved and their major symptoms lessened over
time. This finding is consistent with CFS patients’
reports that receiving a diagnosis was a great relief
as it legitimized their suffering and provided them
with something concrete to tackle (Ax et al 1997,
Broom & Woodward 1996, Deale & Wessely 2001).
Most of these patients had experienced lengthy
delays, disputes, or confusion over their diagnosis,
which only served to heighten their distress (Ax et
al 1997, Broom & Woodward 1996, Deale & Wessely
2001).

Taken together, the above suggestions contest the
skepticism of certain authors and practitioners, and
suggest that a diagnosis of a FSS has positive rather
than negative effects. A diagnosis of a FSS can help
patients make sense of their illness and symptoms
(Moss-Morris & Wrapson 2003). However, it is
important to use the diagnosis in a constructive
manner. Many patients will carry a number of mis-
conceptions about the negative consequences of
their diagnosis, and these need to be explored so
that any unhelpful ideas can be corrected. Patients
should also be advised that the popular literature
on FSS contains a large amount of inaccurate and
unhelpful information such as “the best thing to do
is to rest and wait until your symptoms go away.”
A number of unproven alternative remedies are
also promoted on the internet. Web sites from
patient support groups and advertisers such as
www.Odisease.com and www.cfs-news.org offer
solutions such as “magnetic relaxation pads,” the
“chi machine,” and “Gold’s remedies.” They make
dramatic claims about breakthrough discoveries of
single causal mechanisms, such as mercury poison-
ing (www.fibromyalgiacure.com). Presenting a
coherent account of the illness that clearly explains
the interactions between multiple biopsychosocial
factors can help to combat some of these simplistic
and inaccurate accounts.

BIOLOGICAL OR “FUNCTIONAL” CHANGES

In explaining the model of the illness to patients it
is important to include the possible biological
mechanisms. These help to validate the patient’s
symptom experience and avoid giving the impres-
sion that you believe the symptoms are “purely
psychological” or even worse “imaginary.” It
should be stressed to patients that just because bio-
medical investigations are typically negative does
not mean that the illness has no biological basis.
A number of potentially relevant physiological or
functional abnormalities have been identified in
many of the FSS such as sleep disturbance, altered
responses to sensory stimuli, and immune and
neuroendocrine abnormalities (Mayer 1999, Moss-
Morris & Petrie 2000a, Richards & Cleare 2000).
Exactly what causes these disturbances is unclear.
While some argue that they are primary distur-
bances, it is likely that many of these changes are
related to the behavioral changes that occur when
patients become ill (Bortz 1984). In other words, they
form part of the perpetuating cycle summarized in
Table 18.2. Patients become less active, have altered
daily routines, poor sleep/wake cycles, and height-
ened anxiety. Taken together, these factors can impact
on the cardiorespiratory, musculoskeletal, central
nervous, neuroendocrine, and immune systems.

The role of deconditioning and disuse
Because patients often become inactive during the
course of FSS, they are likely to experience decon-
ditioning, have limited cardiorespiratory func-
tion, reduced muscle strength and flexibility, and
reduced exercise tolerance. Relatively short periods
of bedrest even in healthy individuals can cause
orthostatic intolerance, reduced oxygen uptake,
reduced heart volume and cardiac output, and
decreased aerobic capacity (see review by Powell
2001). These changes can result in symptoms
such as dizziness, nausea, fainting, headache, and
fatigue. Such symptoms are common to many of the
FSS suggesting that inactivity or deconditioning
plays an important role in contributing to the
ongoing experience of symptoms in FSS.

Other symptoms may be related to the fact that
disuse results in loss of muscle tone and bulk, lead-
ing to decreased muscle strength particularly in the
weight-bearing muscles of the trunk and the loco-
motive muscles of the leg (Convertino 1986). These
changes can result in aching muscles, and feelings
of weakness and fatigue in the muscles, all of which
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are commonly reported by patients with FSS.
Patients also describe particular discomfort follow-
ing exercise, which further reinforces their view that
exercise is bad for them. They may be experiencing
delayed-onset muscle soreness which is a well-
documented postexercise pain following unaccus-
tomed exercise (Edwards et al 1993).

The role of the sleep/wake cycle
Most patients with FSS report that they have good
and bad days with regards to their symptoms.
Consequently, their levels of activity change from day
to day depending on how they are feeling. On a bad
day they may decide to spend more time in bed or
nap during the day, while on a good day they may be
more active. This lack of daily routine has been shown
to disrupt patients’ circadian rhythms (Williams et al
1996). People who have experienced jetlag after inter-
national travel or a change in shift work hours will be
familiar with the symptoms of disturbed circadian
rhythms, namely tiredness, impaired concentration,
and impaired intellectual functioning.

Disruptions to circadian rhythms are often asso-
ciated with sleep disturbances (Moss-Morris &
Petrie 2000b). Sleep disturbances are common in
patients with CFS and fibromyalgia and may also
play a role in the development of the symptoms.
When compared to controls, these patients have
higher levels of disruptions to their sleep during the
night and significantly less sleep efficiency (Fischler
et al 1997, Whelton et al 1992). Alteration in sleep
architecture may also contribute to symptoms.
Polysomnographic studies have shown that the
presence of prominent alpha intrusions in the brain
waves during non-REM sleep are related to the clas-
sic symptoms of fibromyalgia and CFS including
chronic tiredness, unrefreshing sleep, and mus-
culoskeletal discomfort (Macfarlane et al 1996,
Whelton et al 1992).

The role of central nervous system alterations
There is evidence that patients with FSS have
heightened levels of arousal and sensitized central
nervous system responses (Ursin & Erikson 2001).
These alterations may be related to genetic pre-
dispositions, a past history of traumatic events,
recent stressors, and/or fearful beliefs associated
with the illness itself (McEwan 1998, Ursin &
Erikson 2001). Many patients report that the onset of
their symptoms coincided with a particularly stress-
ful time in their lives (Mayer 1999). There is also a
high correlation between a history of physical, sex-

ual, or verbal abuse and the development of a FSS
(Barsky & Borus 1999). All these factors can activate
the body’s physiological stress response. In the
short term these responses are adaptive and protec-
tive, however, in the long term they can have a more
damaging effect (McEwan 1998).

The effects of long-term arousal may have both a
direct and indirect effect on symptoms. Sympathetic
nervous system activity gets the body ready for
flight or fight. This directly produces a number of
bodily sensations related to increased heart rate,
dilated pupils, sweating, muscle tension, alterations
to gut motility, and increased respiration. These sen-
sations can be experienced as heart palpitations,
hyperventilation or shortness of breath, stomach
upsets, and altered vision, which are often inter-
preted by patients as symptoms or signs of illness
(Salkovskis 1992).

Indirect effects on symptoms may occur through
the increase in skeletal muscle tone which may set the
stage for hyperactive muscle contraction and the pos-
sibility of persistence of contraction following con-
scious muscle activation. Such changes may result in
chronic muscle spasm and pain. Flor et al (1992)
showed that discussing stressful events with chronic
pain patients produces elevated EMG activity local-
ized to the site of the presenting pain problem.

Chronic nervous system activation may also alter
the central nervous system mechanisms concerned
with antinocioceptive responses to sensory stimula-
tion (Mayer 1999). This can result in a hypersen-
sitive response to what would otherwise be a
non-noxious stimulus. Brain mechanisms involved
with the regulation of attention may determine the
site of the hypersensitivity. For example, patients
with fibromyalgia have a significantly lower thresh-
old and tolerance to pain and noise stimuli when
compared to patients with rheumatoid arthritis
and healthy controls (McDermid et al 1996), while
patients with IBS show a hypersensitivity to visceral
sensations (Naliboff et al 1998). Patients with IBS
and fibromyalgia symptoms show both visceral and
somatic sensitivities (Mayer 1999).

In summary, the symptoms experienced by
patients can be explained, in part, by a number
of physiological changes. These changes may be
related to predisposing factors such as a past history
of stress, or it may be that precipitating events such
as a bad virus or injury set off a cycle of autonomic
system responses. However, it is likely that many of
the changes are related to altered behavioral pat-
terns and increased anxiety that are consequences of
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the illness itself. As a result, changing some of these
behaviors may have a direct effect on physiology
and symptoms. In the following section some of the
other psychological factors involved in FSS that
should be taken into account when treating patients
are outlined.

PSYCHOLOGICAL CONSIDERATIONS

PSYCHIATRIC ASSESSMENT

The importance of ruling out the presence of med-
ical disease before diagnosing patients with a FSS
has already been discussed. It is equally important
to ensure that patients have been assessed for the
presence of psychiatric disorders. Some disorders,
such as psychotic disorders, eating disorders, or
substance abuse problems may rule out a diagnosis
of a FSS (Fukuda et al 1994). Other disorders such as
anxiety, depression, and somatization disorder
are highly prevalent in FSS and are accepted as
comorbid conditions rather than exclusionary
factors (Barsky & Borus 1999, Manu 1998). These
conditions are more common in FSS than in other
chronic conditions with similar symptoms such as
rheumatoid arthritis and inflammatory bowel dis-
ease (Barsky & Borus 1999).

Identifying comorbid psychiatric problems is
important for three main reasons. First, comorbid-
ity is associated with higher levels of disability and
somatic symptoms (Kroenke et al 1994, Russo et al
1994). Second, depression in particular, is related
to a poor response to certain psychological treat-
ments for FSS such as cognitive and behavioral
therapy (Bentall et al 2002, Blanchard et al 1992).
Third, it may be important to refer patients to a
mental health specialist for additional treatment.
There is good evidence to suggest that some
patients respond well to psychotropic medication
(Raine et al 2002). Medication can be used in con-
junction with other treatments. At the same time, it
is important that patients are reassured that the
presence of a psychiatric diagnosis does not call
into question the legitimacy of their FSS. It can be
explained that the psychiatric disorder is not so
much a cause of their FSS, but rather an amplifier
of the symptoms that can hinder recovery (Barsky
& Borus 1999). In this way physical and manual
therapists can still offer treatment while encourag-
ing patients to seek additional help for their
psychiatric problem.

THE ROLE OF PATIENTS’ ILLNESS AND
SYMPTOM BELIEFS

Whereas psychiatric disorders may be relevant to
some patients, as discussed earlier the role of
patients’ illness beliefs is pertinent to all patients
with FSS. One of the defining features of this patient
group is the way in which they interpret symptoms.
Studies that have compared patients with FSS to
matched groups with identified medical or psychi-
atric pathology have found that the functional
groups consistently report a significantly higher
number of somatic symptoms (Gomborone et al
1995, McGowan et al 1998, Moss-Morris & Petrie
2001, Robbins & Kirmayer 1990). This suggests that
the physiological changes discussed in the previous
section cannot fully account for the symptoms expe-
rienced. One of the reasons FSS patients appear to
experience such a wide range of symptoms is their
preference for attributing common everyday symp-
toms, such as headaches or heart palpitations, to
biological factors, rather than to psychological or
environmental factors (Butler et al 2001, Dendy et al
2001, Robbins & Kirmayer 1991, Stone et al 2002).
This attribution is also reflected in their tendency to
view the causes of their FSS as largely physical
(Gomborone et al 1995, McGowan et al 1998, Moss-
Morris & Petrie 2001). The most popular causal
beliefs in chronic headache sufferers include hered-
ity factors, menopause or menstrual problems, and
overactive lifestyles (Kraaimaat & Van Schevikhoven
1988). Patients with temporomandibular disorders
attribute their conditions to injury, dental work,
inherent structural problems, and teeth grinding/
clenching (Garro et al 1994), while CFS patients
attribute their condition to a virus, immune dys-
function, pollution or environmental chemicals,
diet, overwork, and stress (Moss-Morris & Petrie
2001). Thus, in making sense of their symptoms
patients may reflect back to possible precipitants of
the condition. However, as discussed earlier in this
chapter, the ongoing symptoms may be more
closely associated with the perpetuating factors.

Two other interrelated factors appear to be impor-
tant in maintaining the degree of symptom experi-
ence in FSS. Patients have a tendency to
overexaggerate or catastrophize about the possible
consequences of experiencing somatic symptoms
(Moss-Morris & Petrie 1997), and tend to be more
hypervigilant to symptoms. The belief or fear that
patients have a serious physical illness may lead them
to focus undue attention on somatic information,
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which in turn may result in a misinterpretation of the
symptoms (Naliboff et al 1998). Continually misinter-
preting symptoms as signs of illness helps to maintain
the chronicity of the condition. Indeed, attributing a
wide range of symptoms to the illness, catastrophiz-
ing about symptoms, and focusing undue attention
on symptoms are all strongly related to ongoing dis-
ability in FSS (Moss-Morris & Wrapson 2003).

ILLNESS BELIEFS AND BEHAVIORAL CHANGE

Not only are patients’ illness beliefs significant
in directly determining disability, but they guide
the way in which patients choose to manage their
symptoms. Many patients with FSS believe that the
best way to control their symptoms is to limit activ-
ity levels and exposure to stress (Kraaimaat & Van
Schevikhoven 1988, Mello-Goldner & Jackson 1999,
Moss-Morris & Petrie 2001, Ray et al 1997). The role
of fear in this process, particularly in the develop-
ment of chronic pain, has received substantial atten-
tion from researchers. Vlaeyen (1995b) proposed
that when in pain, people avoid doing those activi-
ties that they think may cause further pain or
discomfort. While such avoidance may assist in pre-
venting exacerbation of symptoms during the early
stages of recuperation, the long-term effects of
behavioral avoidance have been shown to be nega-
tive across a number of syndromes (Moss-Morris &
Petrie 2001, Philips & Jahanshahi 1986, Ray et al
1997, Sharpe et al 1992a, Vlaeyen et al 1995b). Of
particular clinical relevance is the finding that
changes in avoidance behaviors and beliefs are
strong predictors of improvement following psy-
chological therapy for FSS, while changes in beliefs
about the causes of the illness are not (Deale et al
1998, van Dulman et al 1996). This suggests that it is
possible to alter patients’ fears and beliefs about the
negative consequences of limiting activity without
challenging their original beliefs about the cause of
the illness. This may help to engage patients by
acknowledging that their causal beliefs are precipi-
tators of the illness but that ongoing avoidance may
be contributing to the perpetuation of the problem.

PERSONALITY FACTORS

In understanding patients’ illness beliefs and behav-
iors, it is also important to understand personality
and social factors that help to shape and maintain

these beliefs. At the beginning of this chapter we dis-
cussed how an achievement orientation and high per-
sonal expectations may predispose people to
developing a FSS. These personality features may be a
product of underlying assumptions that form part of
a person’s self-concept. Such assumptions might
include an underlying belief that in order to be accept-
able to others and oneself one needs to achieve at high
levels. There is some evidence to support this idea.
Retrospective reports from CFS patients and their
spouses suggest that prior to their illness the patients
were hard-driving individuals (Van Houdenhove et
al 2001). There is also evidence that CFS patients tend
to interpret mistakes as equivalent to failure and to
believe that failure would mean losing the respect of
others (White & Schweitzer 2000), while chronic facial
pain patients have an unrealistically high expectation
of themselves and a strong sense of obligation to
others (Schwartz & Gramling 1997). For these people,
integrating their self-concept into a situation where
their ability to perform or to help others is threatened,
such as an acute illness during a time of stress, is
clearly going to pose difficulties. If they attribute their
inability to cope to something about themselves this
may lead to a perception of failure, self-criticism, and
a lowering of self-esteem. One way to protect this
from happening is to attribute the symptoms to an
external cause. This has the positive effect of protect-
ing the person from feeling they are in any way
responsible for failing to live up to expectations. Once
again this is important to take into account when
treating patients. It reinforces the idea of not being
overchallenging of patients’ original causal beliefs.
These beliefs may be important in maintaining
patients’ self-esteem.

SOCIAL FACTORS

There are a number of social factors that may help to
maintain patients’ illness beliefs and consequent
behaviors. FSS patient support groups represent a
strong political movement sanctioning the organic
nature of the condition. The findings from biologi-
cal studies are overemphasized and patients are
often encouraged to rest rather than engage in activ-
ity. Active lobbying against psychological research
or interventions is not uncommon and may include
anonymous denunciations and allegations sent to
funding bodies and medical journals (Wessely 1997).

The family also plays an important role, as ill-
ness perceptions are not restricted to the person
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experiencing the illness. The patient’s spouse, family,
or friends have perceptions that influence the way
they respond to the patient. For instance, partners
who are very solicitous may encourage the patient to
accommodate to their illness by taking on the roles
the patient feels they can no longer perform. Indeed,
CFS patients who report greater satisfaction in rela-
tionships also report higher levels of fatigue and
lower levels of activity (Schmaling & DiClementi
1995). Thus, supportive partners may unintentionally
collude with patients in maintaining their disability.

In summary FSS patients’ tendency to make
physical attributions for symptoms may set off a
cycle of responses, which leads to the ongoing
symptoms. These include both the belief that rest is
an effective way of controlling the symptoms and a
fear that overexertion may have negative conse-
quences. Behavioral avoidance of overexertion
results. These factors, in combination with a ten-
dency to focus on bodily symptoms and to catastro-
phize about the consequences of symptoms, leads to
the development of a strong illness identity, and the
beliefs that one has a chronic serious illness. Social
and personality factors may maintain these
beliefs and behaviors, which are associated with
ongoing disability in these conditions. In the
remainder of this chapter how different treatment
methods can break this cycle of responses and lead
to symptom reduction and improved quality of life
for patients with FSS will be discussed.

PSYCHOLOGICAL INTERVENTIONS

There are few effective medical interventions for
FSS. Consequently psychological interventions are
often the treatment of choice. These treatments
focus on reducing symptoms and disability rather
than providing a cure. There are four main
approaches. Cognitive therapy focuses on modify-
ing patients’ maladaptive beliefs about their
symptoms and encourages associated behavioral
changes. The focus is on helping patients to make
the link between thoughts, feelings, behaviors, and
symptoms. Behavioral or operant therapies focus
on changing behavior through rewarding “healthy”
behaviors so that they occur more frequently and
withdrawing attention from “illness” behaviors so
that they occur less frequently. The focus is on grad-
ually increasing physical exercise, social, and work-
related activities. Respondent treatments are aimed
at direct modification of the physiological system

(e.g., decreasing muscle tension by the use of relax-
ation and biofeedback techniques; van Tulder et al
2002). These three therapies focus on modifying
either the cognitive or behavioral processes involved
in the perpetuation of FSS, or both. The final form
of therapy, interpersonal therapy, focuses on resolv-
ing difficulties in interpersonal relationships that
underlie or exacerbate somatic symptoms. The
focus is on areas of conflict such as unresolved grief,
role transitions, and relationship discord.

UTILIZING PSYCHOLOGICAL METHODS IN
EXERCISE PROGRAMS

Exercise programs for FSS based on operant meth-
ods of behavior change are frequently implemented
by physical therapists. Such programs also appear
to be a particularly effective method of treating FSS.
Consequently we have made these the focus of the
remainder of this chapter. At the end of this section
we also provide a brief overview of the effectiveness
of respondent, cognitive, and interpersonal therapy.
The former is often used by physical therapists, but
the latter two methods usually require specialist
psychological training in these areas.

General considerations when designing exercise
programs for FSS patients
Exercise may not be the treatment of choice for
many patients with FSS and a number of factors
may create difficulties in engaging these patients in
active forms of physical therapy. We have already
seen that FSS patients often hold strong beliefs
about the cause of their illness. As a result they may
reject treatment that is incongruent with these ill-
ness beliefs. For example, CFS patients commonly
attribute the cause of their illness to a virus or to
environmental factors such as chemical toxicity. It
may be difficult to encourage such patients to
undertake an exercise program when this treatment
does not appear to directly treat the perceived cause
of their condition. They may also resist treatment
because they feel it important to have a specific
diagnosis before embarking on treatment that in
effect seems to be merely treating symptoms rather
than the condition itself.

A further consideration is that many FSS
patients believe that rest is an essential part of their
treatment program (Ray et al 1997, Wigers et al
1996). Exercise, therefore, is often perceived as
harmful rather than beneficial. In one study,
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patients were asked before they were randomized
into treatment groups how effective they expected
each intervention to be. Eighty-two percent
expected stress management treatment to improve
their condition, while only 50% thought they
would improve from aerobic exercise. Indeed, 30%
of participants believed that aerobic exercise
would make them worse (Wigers et al 1996).
Patients may also prefer to undertake passive
treatments aimed at alleviating discomfort such as
transcutaneous electrical neuromuscular stimula-
tion, hot-packs, or acupuncture, where they per-
ceive little risk of adverse consequences. In the
Wigers et al (1996) study, when participants were
asked how they would feel if they were allocated
to the standard medical care group, 70% of partici-
pants responded favorably.

Getting the patient on-side
The initial challenge for the physical therapist,
then, is to present a model of the patient’s illness
that makes sense to the patient according to their
own illness beliefs. Incorporating the factors dis-
cussed in the sections on physical and psychologi-
cal considerations can help engage patients in
seeing the need to change their behavior. The initial
approach should focus on the physiological
changes and de-emphasize the psychological fac-
tors. If the patient believes their illness started with
a factor such as a virus this can be incorporated into
the description as a precipitating factor. The behav-
ioral changes which may be perpetuating the con-
dition can be presented as natural responses to
having a chronic illness, to avoid blame or the sug-
gestion that the patients have done the wrong
thing. However, it can be emphasized that these
changes are reversible and that by working
together these changes can occur in a carefully con-
trolled environment. It is also worth noting that not
all the behavioral factors may be important. For
example, if your history-taking uncovers that the
patient sleeps well but tends to be very inactive,
your explanation would focus on deconditioning
and disuse rather than alterations to circadian
rhythms. Patients will often more readily accept
explanations that involve psychosocial factors if
the therapist acknowledges the genuineness of
their symptoms first (Mayou & Farmer 2002).
Exercise can then be suggested as one way of
increasing the patient’s fitness and, in turn, increas-
ing the patient’s ability to cope with the stresses
and strains of everyday life (Peters et al 2002).

Use of operant methods in exercise trials
The use of graded exercise, reinforcement of appro-
priate behavior, and activity-contingent pain man-
agement form the backbone of an operant method
of illness behavior change (Fordyce 1976). This sec-
tion will start with a brief description of these ingre-
dients. A description of a specific exercise program
conducted according to operant principles of behav-
ior change is outlined in Lindström et al (1992).
Graded exercise Due to the limited tolerance to
exercise or activity that many FSS patients have, it is
clearly unrealistic for these patients to suddenly
undertake unaccustomed exertion without experi-
encing adverse consequences. It is recommended,
therefore, that an exercise program commences at a
level below that which a patient can comfortably
achieve, and builds up the duration and intensity of
exercise over a period of time so that the patient’s
success in reaching one level encourages an increase
in performance to the next level.

As patients’ symptomatology varies widely even
across the same FSS, exercise programs are gener-
ally tailored to the individual’s physical capacity. To
establish a baseline, the patient is asked to perform
specific exercises until pain or discomfort pre-
vents them from continuing. During the program,
patients increase their participation in each exercise
at a rate established by the patient and physical
therapist (Fulcher & White 1998). Expectations are
kept realistic so that there is a high probability of the
set goals being reached.
Reinforcement One of the underlying principles of
behavior modification is that the consequences
of behavior determine its future occurrence. For
example, if when a person performs an action it is
followed by a pleasant consequence (positive rein-
forcement), they are likely to perform the same
action in the future. In exercise trials the physical
therapist offers encouragement to the patient and
praise when a set quota of exercise is achieved or
when functional gains are made. Feedback of per-
formance can also be provided by patients checking
their pulse rate at regular intervals with portable
pulse monitors to ensure they are exercising at the
prescribed intensity. In a study conducted by Peters
et al (2002), at the end of some exercise sessions
patients were able to view a graphic display on a
laptop computer of their individual pulse readings.
Assignments such as keeping a diary of prescribed
exercises undertaken at home provide a useful
record for the physical therapist and can also be
used as a means of reinforcement. Targets for future
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sessions are often based on the activity levels
recorded in homework diaries.
Activity-contingent symptom management When
the patient starts the program they are used to their
symptoms or discomfort telling them when to rest.
In an operant treatment program, however, the
patient is encouraged to keep to the targets set and
to rest only once the quota is met. The quota is
always set in collaboration with the patient. A stan-
dard rule is that they should never do more on a
“good” day or less on a “bad” day. If they have
a particularly bad day, patients can be encouraged
to perform at the same level as the day before
and forgo increasing their daily target. The use of
biofeedback, such as heart rate monitors, can also be
useful here (Fulcher & White 1998). Patients can
be given a set heart rate to achieve. They can be reas-
sured that this level of intensity is safe and to use the
heart rate monitor as the measure of intensity rather
than their symptoms. Reinforcement from the phys-
ical therapist is given when the patient performs the
quota agreed. It is important not to be punitive
when targets are not met, but rather to explore with
the patient the reasons for not meeting these. New
goals can then be set accordingly.

TREATMENT TRIALS OF EXERCISE THERAPY 
IN FSS

In this section the evidence for the effectiveness of
exercise as a behavioral therapy in FSS will be
reviewed. From a clinical point of view it is impor-
tant to look at the evidence base in order to determine
how to use exercise therapy in an optimal manner.
Research in this area has tended to target some FSS
more than others. There are many studies investigat-
ing the effect of exercise on patients with fibromyal-
gia (see review by Busch et al 2002); in contrast,
research into other FSS has relied on medically ori-
ented or multifaceted interventions. For example,
treatment for premenstrual syndrome has tradition-
ally relied on pharmacological interventions and
interventions for non-cardiac chest pain patients
have favored cognitive behavioral therapy (CBT).

We have reviewed the key exercise trials con-
ducted in this area (only studies with a minimum of
20 participants in each condition at the commence-
ment of the program). Specifically, we looked at
chronic fatigue syndrome, fibromyalgia, and chronic
low back pain, as these are the FSS most commonly
treated with an operant-behavioral approach (see

Table 18.3). One study also involved patients with a
range of FSS diagnoses (Peters et al 2002). Of the 18
trials reviewed (Burckhardt et al 1994, Frost et al
1995, Fulcher & White 1997, Jentoft et al 2001, Kole-
Snijders et al 1999, McCain et al 1988, Mannerkorpi et
al 2000, Martin et al 1996, Peters et al 2002, Powell et
al 2001, Ramsay et al 2000, Reilly et al 1989, Richards
& Scott 2002, Turner & Clancy 1988, Turner et al 1990,
van Santen et al 2002, Wearden et al 1998, Wigers et al
1996), six compared a behavioral physical therapy
program with an alternative form of exercise, relax-
ation, or biofeedback, eight with normal medical
care, one with a pharmaceutical intervention, six
with other types of treatment such as education or
cognitive behavioral treatment, and three with a sim-
ilar type of physical therapy but in a different form or
setting (i.e. pool-based versus land-based aerobic
exercise, supervised versus unsupervised programs).
Some studies had a number of intervention groups.

Exercise programs ranged from 6 weeks to
6 months in length, and generally consisted of super-
vised group or individual sessions comprising a total
of 1 or 2 hours per week. A few programs comprised
an unsupervised self-managed program at home
according to specific instructions. A program might
incorporate a range of exercise including aerobic,
flexibility and balance, muscle strengthening, and
relaxation exercises (van Santen et al 2002), or con-
sist entirely of aerobic exercise with patients using
treadmills and exercise bicycles (Richards & Scott
2002). There was little standardization among
programs as to the type, intensity, duration, and
frequency of exercise.

In the 18 studies identified above, clinical exami-
nation or medical assessment was used to measure
physiological fitness and, in the case of patients
with fibromyalgia, the number of tender points.
Measurements of other variables were obtained by
the participants completing questionnaires at each
assessment point and thus reflected their subjective
perceptions of their symptoms and disability.
A brief summary of the outcomes in the interven-
tion groups is given in Table 18.3. Due to the wide
variety of variables used across studies, where pos-
sible we have categorized variables into four main
areas: physical function (e.g., cardiovascular fit-
ness, strength, walking time), physical symptoms
(e.g., number of tender points, pain, fatigue), dis-
ability (e.g., health perception, interference of FSS
on life, self-efficacy), and emotional state (e.g., anx-
iety, depression). As the patient’s perception of
improvement following treatment seemed to war-
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rant particular recognition, this variable is identi-
fied separately.

On the whole, exercise therapy appears to have
positive outcomes for FSS patients. Most exercise
groups improved on one or more variables in each
category but the variable(s) on which there were pos-
itive outcomes varied across studies. A key outcome
measure in four of the studies was the amount of
improvement the patient felt they had experienced
following treatment compared to baseline. In one
study 55% of CFS patients who completed their
graded aerobic exercise program considered them-
selves to be “much” or “very much” better at the
completion of the program compared to 27% of
the control group who undertook a relaxation pro-
gram (Fulcher & White 1997). This study excluded
patients with comorbid depression and anxiety.
A study which included a broader range of patients
with fibromyalgia found that after treatment, 35% of
the exercise group rated themselves as “very much
better” or “much better” compared with 18% of the
relaxation arm (Richards & Scott 2002).

Larger differences were reported in studies that
did a completer rather than an intention to treat
analysis. A study on fibromyalgia found that 75% of
the exercise group rated themselves as “better” or
“much better” compared to 12% who received stan-
dard medical care (Wigers et al 1996). A CFS study
conducted in Liverpool had a particularly impres-
sive treatment effect with 84% of the patients in the
exercise group reporting that they felt “very much
better” or “much better” compared with 12% of
control patients (Powell et al 2001).

Maximizing the treatment effect
One of the reasons for the large treatment effect in
the Powell et al (2001) study could be the inclusion
of a comprehensive education package with the
exercise program. The package included a detailed
physiological model to explain the symptoms expe-
rienced by patients and to motivate for the need to
exercise. Patients were also given advice on chal-
lenging negative or fearful thoughts about exercise
and symptoms as well as advice about managing
stress and anxiety.

The education package appears to have been
effective in altering patients’ illness beliefs. Powell et
al (2001) found that 81% of the intervention groups
believed their condition was caused by a persistent
virus before treatment with only 15% relating it to
deconditioning. At 12-month follow-up only 23%
maintained the belief that their condition was

related to a virus and 81% now believed it was
related to physical deconditioning. Eighty-two per-
cent reported avoidance of physical activity prior to
treatment compared to 6% following treatment.
These findings suggest that incorporating simple
cognitive strategies within an exercise intervention
may be an effective way of altering maladaptive
beliefs and maximizing the treatment effect.

The inclusion of simple education packages
may also help change patients’ self-efficacy beliefs
(beliefs in their ability to carry out certain func-
tions). Burckhardt et al (1994) found that self-
efficacy for physical functioning improved in both a
group that undertook an exercise and education
intervention and a group that received the educa-
tion component only.

One question that has yet to be answered defini-
tively is whether an increase in fitness is necessary
for a positive outcome for patients. A number of
studies found that aerobic exercise resulted in
greater improvement in physical status than non-
aerobic exercise (Fulcher & White 1997, McCain et
al 1988, Mannerkorpi et al 2000, Martin et al 1996).
However, objective improvements often occurred
in only one out of several measures, while self-
reported improvements occurred over a number of
measures. Two studies found no difference in phys-
ical fitness before and after the exercise program,
but found that patients did improve on a number of
self-report measures (Moss-Morris et al submitted,
Peters et al 2002). Furthermore, Fulcher & White
(1997) found that self-reported improvement fol-
lowing exercise was unrelated to improvements in
physical fitness. These results suggest that subjec-
tive improvement may be relatively independent of
improvement in cardiovascular fitness. Rather, the
psychological processes such as reducing the fear
of exercise and symptom focusing may be more
important in reducing disability and symptoms.
Support for this idea comes from a CFS study
where patients in the graded exercise group
reported a substantial decrease in the tendency to
focus on symptoms (Moss-Morris et al submitted).
This change in symptom focusing was highly corre-
lated with positive changes in disability and
fatigue.

As one of the factors responsible for maintaining
a preoccupation with symptoms is the attention
significant others and family members bestow
on the patient, it may also be important to involve
the patient’s immediate family in the treatment
process where possible. In one study an important
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component of the graded exercise program was
the “partner group instruction program” which
taught patients’ spouses to recognize the difference
between pain behavior and health behavior, and
to respond more to health behaviors than pain
behaviors (Vlaeyen et al 1995a).

Although increased fitness does not appear to be
paramount in improvement, encouraging partici-
pants to keep to the duration and intensity of
their planned program is an important element. In
one program the exercise intensity was left up to the
participants, allowing them to stop when they felt
too tired or were experiencing too much pain
(van Santen et al 2002). No improvements on any
outcomes were found. This supports the con-
cept of activity-contingent rather than symptom-
contingent exercise programs.

A recent study investigated predictors of response
to exercise treatment in CFS (Bentall et al 2002). The
extent of symptoms and the chronicity of the illness
were unrelated to treatment response, suggesting
that all ambulatory patients can potentially benefit
from exercise therapy regardless of the severity of
their condition. However, poor treatment response
was predicted by membership of a self-help group,
receipt of a sickness benefit, and concurrent emo-
tional difficulties. These findings suggest that
patients should be screened for psychological disor-
ders before engaging in exercise treatment. These
patients may benefit from psychotropic medications
or other forms of therapy such as cognitive or inter-
personal therapy. Membership of a support group
may reinforce the belief that exercise is harmful as
many of these groups advise against exercise as a
form of therapy. Liaising with local support groups
may help to combat some of these negative effects.

Compliance and retention
One of the problems with exercise treatment is that
there is often a high dropout rate. On the whole the
retention rates in the exercise trials reviewed were
good with most studies reporting retention rates
upwards of 75%. One study which retained only
60% of participants in the exercise group reported
that patients dropped out because of “lack of effi-
cacy by their own assessment,” lack of time, and ill-
ness (unrelated to the treatment) (Martin et al 1996).
This provides further support for including specific
information in the program regarding self-efficacy.
There is little known about motivating factors in
program compliance but the social dimension
in group exercise sessions was considered by

patients in one trial to be one of the most positive
aspects of treatment (Wigers et al 1996), suggesting
that group treatment may suit some patients better
than individual therapy. Working with patients on
incorporating exercise into their daily schedule may
also improve retention.

Whereas retention rates were generally good
across studies, attendance at all the sessions and
adherence to the protocol posed greater difficulties.
As expected, attendance is generally related to better
outcome. Peters et al (2002) found that attendance at
exercise sessions was related to a reduction in health
care use in the 6 months following an aerobic exer-
cise program. In another study there was a strong
relationship between the number of sessions com-
pleted and a reduction in pain (Reilly et al 1989).

Adherence to treatment was reported in a few
studies and tended to be rather low. Adherence did
not appear to be related to type of intervention.
Peters et al (2002) found that only 34% of partici-
pants attended at least 15 out of 20 sessions with
53% attending at least ten sessions. There was no
difference in attendance between the exercise group
and relaxation group. Richards & Scott (2002) found
that only 53% of all participants attended over one-
third of the 24 exercise sessions.

How do we improve adherence to exercise treat-
ment? It seems likely that a supervised program
that closely monitors and encourages patients’
activities would result in greater rates of adherence
than an unsupervised program. However, Powell
et al (2001) compared three different “dosages”
(defined in terms of therapist contact time and fol-
low-up telephone contacts) of an educational inter-
vention where patients were given physiological
explanations of their symptoms and were encour-
aged to undertake home-based graded exercise pro-
grams. The minimum intervention group received
only two individual treatment sessions plus two
follow-up telephone calls. The maximum group
received nine face-to-face sessions over a 4-month
period. The improvement rates in all three groups
were equivalent and significantly greater than a
control group. This trial had particularly high reten-
tion rates. This suggests that the important ingredi-
ents for adherence may be engaging the patients
in the process of exercise and validating their
symptoms.

Another study specifically investigated the effect
of supervision by designing the same fitness pro-
gram for two groups of chronic low back pain
patients but assigning a trainer to work with and
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monitor the patients in the experimental group
(Reilly et al 1989). The control group attended a
health club. The experimental group on average
attended 95% of sessions compared to 33% in
the control group. The experimental group also
reported a significantly greater reduction in symp-
toms. In this study there were clearly beneficial
effects of increased exposure to the physical thera-
pist. It may be, however, that the rationale for the
treatment was not strong enough to maintain
the patients in the low-supervision group.

A number of programs have given patients
advice at the end of the training program on contin-
uing to exercise at an appropriate level taking into
account their individual circumstances and access
to exercise resources. In one study, at treatment
completion all participants in aerobic exercise and
stress management training intended to continue
with their training although most of the exercise
group intended reducing from three to two sessions
per week (Wigers et al 1996). Despite these inten-
tions, only one-fifth of the exercise group members
were doing aerobic exercise at follow-up 4 years
later while nearly half the stress management train-
ing group were still practicing relaxation regularly.
However, three out of the four exercise group con-
tinuers no longer fulfilled the American College of
Rheumatology (ACR) criteria for fibromyalgia com-
pared to one member of the stress management
training group. In another study, although there
were no improvements in any of the outcome meas-
ures, the majority of the exercise group patients con-
tinued training weekly with the same trainer but at
their own expense for several years after the treat-
ment program ended (van Santen et al 2002). The
authors concluded that the participants valued
the opportunity of sharing experiences with each
other and the invigorating environment provided
by the instructor.

In summary, the evidence suggests that coher-
ently laid out exercise programs with a clear ration-
ale and a good educational component are effective
in increasing adherence and improving outcome.
Programs that incorporate simple cognitive ele-
ments may also enhance the efficacy of the pro-
grams. If finances allow, one-on-one supervision
can also be an effective way of improving compli-
ance and outcome. More work needs to be done
on helping patients to maintain their exercise
programs after treatment has been completed.
Including a social element in the ongoing exercise
may act as a reinforcer for continuation.

LIMITATIONS TO CURRENT RESEARCH

One of the difficulties in interpreting the results
from exercise studies is that there is a lack of consis-
tency of program design across studies, making it
difficult to draw conclusions regarding the efficacy
of any particular component or components of each
exercise program. Although most exercise groups
improved on one or more variables in each cate-
gory, the variable(s) on which there were positive
outcomes varied across studies.

Whereas exercise appears to be an effective
intervention for FSS patients, and may compare
favorably to other interventions such as CBT, it
should be remembered that many of the exercise tri-
als have excluded patients with comorbid psychi-
atric disorders or have included these patients once
they have received appropriate treatment for the
psychiatric disorder. CBT on the other hand is gen-
erally used to treat all of the patient’s symptoms
and disorders and therefore those patients with
a more severe disability may be more likely to
undergo CBT than exercise therapy (Reid et al 2000).
It is therefore difficult to make a direct comparison
between the effectiveness of different therapies.

More work needs to be done on looking at
responders versus non-responders to treatment.
Predictors of the mechanisms of change during
exercise programs should also be explored further
in order to maximize the treatment effect. Little
is also known about the necessary intensity,
frequency, and duration of a program to ensure
optimum treatment outcomes. At this stage it is
also unclear as to whether a group or individual
approach is more effective. Research suggests com-
pliance is an important factor in a positive outcome
yet we still know little about the respective contri-
butions that grading of exercise, feedback and con-
tingent reinforcement, and addressing illness and
symptom beliefs make to the treatment outcome.

GRADED EXPOSURE THERAPY

A promising new form of exercise therapy has
recently been developed around the concept of fear-
avoidance (Vlaeyen et al 2001). As was mentioned
earlier in this chapter, when people have ongoing
pain or symptoms they often start to avoid activity
for fear of exacerbating their pain or causing injury
to the site of the pain. For these patients, graded
exposure therapy, a form of treatment that gradu-
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ally exposes people to the specific movements and
activities that give rise to their fears, and allows
them to confront their fears without adverse
consequences, may be warranted.

“Graded exposure therapy” has long been used
with phobic patients but in a recent single subjects
design study it was used to treat four chronic low
back pain patients who reported substantial fear of
movement (Vlaeyen et al 2001). Patients were asked
to imagine performing various physical activities
and movements from daily life and to rate them
according to the extent they felt the movement
would be harmful to their back. A hierarchy of fear
stimuli was then established starting off with activi-
ties that arouse little fear at the bottom of the hierar-
chy, working up to activities that the patient was
convinced would do them irreparable harm. The
patient was then asked to perform tasks at the very
bottom of the hierarchy and to engage in these activi-
ties as much as possible until their anxiety levels with
respect to these tasks decreased. A gradual progres-
sion onto tasks further up the hierarchy was then
undertaken. A comparison of graded exposure and
graded exercise in reducing pain-related fears in the
Vlaeyen et al (2001) study found that improvements
in pain-related fear only occurred during the graded
exposure treatment, suggesting that this may be a
useful pretreatment for some patients prior to a more
mainstream exercise program.

RESPONDENT THERAPY

The most common forms of respondent therapy
are electromyographic (EMG) biofeedback, and
applied and progressive relaxation techniques.
Biofeedback is a widely used therapy for treating
many stress-related problems. In biofeedback a
bodily function is monitored and information is fed
back to a patient to facilitate improved control of the
physiological process. EMG feedback is intended to
enhance relaxation and is commonly used in the
treatment of FSS. In a typical treatment a patient is
hooked up to an EMG device and its recordings of
the patient’s muscle tension are transformed into an
auditory signal or digital readings. The physical
therapist teaches the patient to alternately tighten
and relax different groups of muscles and to recog-
nize changes in muscle tension by the signals or
readings from the biofeedback equipment.

The evidence base for the effectiveness of
biofeedback and relaxation techniques is unclear.

A recent review of behavioral treatments for chronic
low back pain concluded that these forms of respon-
dent therapy were equivalent in effectiveness to
cognitive therapy and CBT (van Tulder et al 2002).
However, all the reviewed studies were rated as low
quality making it difficult to draw firm conclusions.
A high-quality study comparing CBT with relax-
ation for CFS patients found CBT to be significantly
more effective in reducing fatigue and disability
than relaxation (Deale et al 1997).

INTEGRATED MANAGEMENT APPROACHES

The most common integrated approach to treatment
for FSS is CBT. The advantage of CBT is that it not
only addresses patients’ inappropriate beliefs and
behaviors but it also involves teaching the patient
strategies for managing symptoms. Therapists in
most CBT treatment trials are mental health special-
ists, either psychologists or psychiatrists. However,
in clinical settings CBT approaches often require
input from a number of different therapists. A psy-
chiatrist or psychologist may teach patients how to
take control over their pain and how to manage their
anxiety and mood, while a physical therapist may be
required to encourage a graded increase in activ-
ity/exercise and also to teach relaxation techniques.

A recent review of controlled clinical trials of CBT
as a treatment for FSS found that patients’ physical
symptoms were most responsive to treatment
(Kroenke & Swindle 2000). Symptoms in patients
treated with CBT improved more than in control
subjects in 71% of the studies reviewed and a trend
towards improvement was evident in a further 11%.
The positive effects for functional improvement
were more modest, with CBT-related improvements
in 47% of the studies and a further 28% showing a
trend. Almost all of the studies reviewed main-
tained their improvement at 12-month follow-up.
For six of the studies there was a “sleeper” effect,
whereby patients continued to improve during
the follow-up period. Both individual and group
formats of CBT appear to be equally effective.

An interesting finding in the Kroenke & Swindle
(2000) study was that only 38% of the CBT studies
reviewed showed a positive effect for psychological
distress (Kroenke & Swindle 2000). Consequently,
symptom reduction itself is not solely dependent on
improvements in mood. However, these findings
may mean that additional treatments should be used
to treat mood disorder or high levels of distress in
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these patients. Psychotropic medication has been
shown to be an effective treatment in a number of FSS
including fibromyalgia, IBS, premenstrual syn-
drome, and tension headache (O’Malley et al 1999,
Raine et al 2002). However, they appear to be ineffec-
tive in CFS (Raine et al 2002). Few studies have inves-
tigated more psychodynamic forms of therapy such
as interpersonal therapy, although there is evidence
that this is an effective form of therapy for patients
with IBS (Raine et al 2002). It is possible that interper-
sonal therapy may be more effective in addressing
dysphoria in patients with FSS.

SUMMARY

Patients with FSS have a variety of somatic symp-
toms that cannot be explained by observable bio-
medical pathology. A biopsychosocial model that
incorporates predisposing, precipitating, and per-
petuating factors has been proposed to explain the
occurrence and maintenance of FSS. There are few
effective medical interventions for FSS and psycho-
logical interventions, aimed at reducing symptoms
and disability rather than providing a cure, are often
the treatment of choice. One of these approaches,

operant-behavioral therapy, uses a number of
strategies to encourage “healthy” behaviors as
opposed to “illness behaviors.” Although many
patients believe rest is the most effective form of
treatment, operant therapy usually includes an
exercise component to encourage increased activity.
The challenge that faces physical and manual thera-
pists, therefore, is to present a model of the patient’s
illness and the benefits of the proposed treatment
that fits in with the patient’s own illness beliefs.

A review of exercise trials used with FSS patients
suggests that physical therapy is a valuable treat-
ment addition to the range of available psychologi-
cal interventions that include cognitive therapy
and interpersonal therapy. Nevertheless, the
empirical literature leaves many questions unan-
swered. We know little about what treatment com-
ponents contribute most to the effectiveness of an
exercise program, and whether physical therapy is
a sufficient treatment on its own or whether it is
more useful as an integral part of other treatment
regimes. What is needed now are more studies that
can tell us who is likely to benefit from exercise pro-
grams, how programs should be designed to
ensure they do benefit, and how to maintain those
benefits once they occur.
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INTRODUCTION

This chapter will be similar to Chapter 7 in that it
will be another primer on psychopathology. This
time, however, the focus will be on Axis II of the
Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV-TR, 4th edition, Text Revision)
(American Psychiatric Association 2000). All of Axis
II will be covered with the exception of mental retar-
dation. The complete list of disorders on Axis II can
be found in Box 19.1. As in Chapter 7, there will be
no review of theory and research into physical and
manual therapists working with people with per-
sonality disorders. Such a literature is virtually non-
existent. Rather, the goals of this chapter are to
describe all the personality disorders in the DSM-
IV-TR, and the behaviors those individuals might
manifest in a physical or manual therapy setting.
People with personality disorders have behaviors
and perceptions that are difficult to change, and
most are resistant to the idea of entering formal psy-
chological treatment. There will be, however, a few
words about referral in most sections and at the end
of the chapter.

GENERAL PERSONALITY DISORDERS

Before discussing specific disorders of personality,
it is important to examine what it is that psycholo-
gists and psychiatrists mean when they use the
word “personality.” That answer is going to vary
depending on what school of psychology or psychi-
atry one embraces. At one extreme, Freudians will
talk about personality structures (id, ego, superego)
and fixations at various psychosexual stages (oral,
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anal, phallic, genital), and some general Freudian
formulations will be present in some of the sections
below. At the other end, radical behaviorists will
deny any internal construct of personality and talk
about overt behavior and the history of reinforce-
ment as constituting what we believe to be person-
ality. For the purposes of this chapter, personality
will be considered the sum of those consistent pat-
terns of thinking, feeling, behaving, and desiring
that are unique (at least in the patterning) to each
individual. It is when these patterns, or traits,
become rigid and inflexible, and begin to cause
some personal distress, impair social functioning, or
are at odds with social norms that a personality dis-
order may be suspected. Personality disorders show
up in two or more of the following areas:

● thinking (e.g., consistent, but irrational or delu-
sional processes)

● emotions (e.g., radical swings in affect)
● interactions with others (e.g., aggression, exploita-

tion of others)
● impulsivity (e.g., acting out, substance use).

The dysfunctional patterns found in those with
personality disorders are long term and may be
present as early as childhood, but certainly appear
by late adolescence or early adulthood.

The DSM-IV-TR (American Psychiatric Asso-
ciation 2000) groups the personality disorders into
three clusters:

● Cluster A personality disorders show odd or
eccentric features (paranoid, schizoid, schizo-
typal)

● Cluster B personality disorders show emotional
or dramatic features (antisocial, borderline,
histrionic, narcissistic)

● Cluster C personality disorders show fear or
anxiety-like features (avoidant, dependent,
obsessive-compulsive).

These groupings may be useful from a heuristic
point of view, but they are not mutually exclusive
(e.g., people with paranoid personality disorders
may experience considerable anxiety). Also, people
may have features of more than one personality
disorder that cross clusters (e.g., individuals meet-
ing diagnostic criteria for both schizotypal and
histrionic disorders).

An essential feature of personality disorders is
that they are longstanding patterns, and not the
result of some recent stressor or trauma. Another
feature of many personality disorders is that indi-
viduals often “don’t see a problem” with them-
selves, and if there is a problem with how they see
the world and behave, they believe it lies within
others, not themselves. Such a viewpoint makes
successful referral a difficult, if not impossible, task.

This chapter will cover the personality disorders
by cluster, followed by some suggestions for refer-
ral. Finally, a case study of a client with a person-
ality disorder seeking treatment in a physical
and manual therapy clinic will be presented and
discussed.

CLUSTER A PERSONALITY DISORDERS

The following Cluster A personality disorders will
be discussed: schizoid personality disorders, schizo-
typal personality disorders, and paranoid personal-
ity disorders.

SCHIZOID PERSONALITY DISORDER

There is much confusion in the media (television,
movies), and in popular conception, about the
terms “schizo” and “schizophrenia.” Because
“schizo,” from which we get the word “schism,”
means to split or separate, many people mistakenly
believe that schizophrenia means “split (or multi-
ple) personality.” People with schizophrenia do not
have more than one personality within them; the
“splitting” has more to do with thoughts being
separated from emotion, and thoughts themselves
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Box 19.1 Diagnostic and Statistical Manual 
of Mental Disorders Axis II Disorders

● Paranoid personality disorder
● Schizoid personality disorder
● Schizotypal personality disorder
● Antisocial personality disorder
● Borderline personality disorder
● Histrionic personality disorder
● Narcissistic personality disorder
● Avoidant personality disorder
● Dependent personality disorder
● Obsessive-compulsive personality disorder
● Personality disorders not otherwise specified
● Mental retardation



being fragmented and disorganized. It is more like
one personality breaking into pieces. Schizoid per-
sonality disorder also has much to do with splitting
and separating, but it occurs not so much in the
intrapsychic world as in the social realm.

People with schizoid personality disorder are
“split” away from intimate, or even casual and
friendly, human interaction. They generally avoid
most social interaction, and this pattern of being “a
loner” usually begins to manifest by late ado-
lescence or early adulthood. Most people have
encountered a person with this disorder. In social
situations, this person is the one sitting away from
others, the one who shows little emotion or interest
when one tries to engage in conversation, and the
one who may prefer the computer and computer
games to talking with anyone.

People with schizoid personality disorder seem
to have low hedonic tone and do not appear to
derive pleasure from many activities. They usually
have little interest in sex or other sensory experi-
ences that many people enjoy. Because intimacy and
social contact are not important, and even shunned
by these individuals, they are not usually sensitive
to what others think or say about them. They often
appear detached and aloof. In terms of employ-
ment, positions that involve a minimum of interper-
sonal contact, and allow the individual to work in
relative isolation, are ideal. As more companies and
work organizations allow for working at a dis-
tance and “telecommuting” through computers and
email, people with this disorder may be finding
more jobs that suit their personal needs.

In the physical and manual therapies, a person
with schizoid personality disorder may seem quite
flat emotionally as they go through treatment. They
will most likely not express any good feelings from
interventions that most others enjoy (e.g., massage).
They will be difficult to engage in conversations,
and may even become irritated if a physical or man-
ual therapist keeps probing for personal informa-
tion. These individuals are the ones who go through
therapy cool, distant, and aloof, and for the physical
or manual therapist who enjoys human contact,
these people can be quite frustrating. The major
danger from the therapists’ view is that in response
to the coldness of such clients, they too become dis-
tant and aloof, further depersonalizing the therapy
situation.

As mentioned above, many people with person-
ality disorders do not perceive that anything is
wrong, so making a referral would most often be

met with a blank stare or a response such as “I don’t
see how that would be of any use.” I guess the
advice to physical and manual therapists who
encounter people with schizoid personality disor-
ders is to remain as pleasant as possible, do not keep
probing about their personal lives, and let them be.
The problem with treating these people is that sym-
pathetic and sensitive therapists often want to reach
out and connect with these individuals because
they seem so alone and detached. Such reaching out
will most likely be met with greater detachment.
That response may make the therapist try even
harder to connect, and further alienate the person.
The best advice is probably to offer competent care
and leave them alone.

SCHIZOTYPAL PERSONALITY DISORDER

Schizotypal personality disorder is another
“schizo” disorder, and in this case the schizotypal
personality has features of schizoid personality dis-
orders, plus there are generally milder features of
some symptoms of schizophrenia. Schizotypal
individuals, like schizoid persons, are socially
detached and often become uncomfortable in social
situations. A feature that distinguishes these indi-
viduals from schizoid types is that they are often
overtly and distinctly “odd” (by usual Western cul-
tural standards). Their dress may be eccentric or
unkempt or both. They may communicate a
“specialness” to others in that they have magical
powers or extrasensory perceptions. They often
have “ideas of reference” where some normal event
(e.g., raining on one’s birthday) has some special
personal meaning.

People with schizotypal personality disorders
also often experience psychotic-like symptoms (e.g.,
hearing voices, paranoid delusions, loose thought
patterns and associations), but these features are
not as extreme or as long lasting as they are with
schizophrenia. This disorder is relatively common
(approximately 3% of the population), and physical
and manual therapists will certainly come into con-
tact with such persons. Schizotypal symptoms
(e.g., social withdrawal, weird thoughts, odd fan-
tasies, lack of close similar-age friends) may begin
to appear in childhood and early adolescence. In
therapy, they may tell tales of being able to read the
therapist’s mind, or of how they have special
powers to heal themselves, or how they are inti-
mately involved in the paranormal.
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Referral may be an option for these individuals,
but not necessarily for the personality disorder.
Unlike the schizoid pattern, people with schizo-
typal personalities often experience anxiety (espe-
cially in social situations), depression, and even
brief psychotic episodes. These experiences are dis-
tressing, and they may seek help because of them. If
a physical and manual therapist suspects that a
client has a schizotypal personality disorder, then
probing gently for stories about anxiety, depression,
or odd distressing experiences (e.g., brief psychotic
episodes) may help the client talk about problems,
and prepare the client to be receptive to a referral to
a mental health specialist for those symptoms.

As part of the rapport-building process, physical
and manual therapists should not try to contradict
the claims of special powers, extrasensory percep-
tion, and so forth, but rather engage the person
in talking about their experiences. Often the stories
they will tell will be quite interesting, if a bit vague
and hard to follow at times.

PARANOID PERSONALITY DISORDER

Individuals with paranoid personality disorders are
profoundly distrustful of others and suspect that
people are out to exploit them or hurt them in some
way. There is, of course, no objective evidence that
any harm is coming their way. These individuals
harbor grudges for imagined betrayals or injuries
from others. For example, if someone had to break a
lunch date, the person with the paranoid personal-
ity would read all sorts of meaning into that event
and consider it a major betrayal of friendship.
Individuals with this disorder have difficulty hold-
ing on to friends because of their suspicions and
irrational thinking. Early symptoms of paranoid
personality disorder are similar to schizotypal
features (e.g., social withdrawal, hypersensitivity,
strange thoughts and fantasies) and may appear in
childhood or early adolescence. This disorder is also
more common in males.

If partnered, people with paranoid personalities
may be suspicious of the partner’s faithfulness, sus-
pect that the partner has been cheating on them, and
try to control all aspects of the relationship. They
may psychologically badger their partners with
demands to know where they have been, who they
were with, and what they have been doing.

Paranoid individuals do not have a tendency
to disclose information to others because that

information could be used against them. If a physi-
cal or manual therapist begins to make lots of casual
inquiries about how things are going in their lives,
people with paranoid personality disorder may
begin to become suspicious and more withdrawn.
Further questioning by the therapist will probably
only increase the suspicions and paranoia. Even a
simple intake interview about past medical condi-
tions could be an occasion for stimulating the
person’s paranoid world view.

A referral to a mental health professional will
most likely be met with extreme resistance, and
could easily backfire on the physical or manual
therapist in that the client would suspect that
the therapist was out to have them locked up or
committed to an institution. So in most cases, refer-
ral is often counterproductive to the working rela-
tionship between the therapist and the client who is
paranoid. It is probably best for physical and man-
ual therapists to just listen and acknowledge stories
of betrayal, suspicions, and unfaithfulness, if they
arise in conversation during treatment. They often
will not, because disclosing information to others
gives them too much power to use against one. But
if stories do emerge of a paranoid flavor, then it
would be wise not to contradict or challenge them.
Such a response may stimulate a paranoid reaction
and the physical or manual therapist may become
part of the world that is against the client.

CLUSTER B PERSONALITY DISORDERS

The following Cluster B personality disorders will
be discussed: narcissistic personality disorder, bor-
derline personality disorder, histrionic personality
disorder, and antisocial personality disorder.

NARCISSISTIC PERSONALITY DISORDER

Individuals with narcissistic personality disorder
are entranced with the image they have of them-
selves. They believe themselves to be special, wor-
thy of great admiration, and bound for great success
in life. They also have a strong sense of entitlement
(e.g., good things should come their way automati-
cally) and are often exploitative of others. People
with this disorder are so wrapped up in themselves
and the (often fragile) image they have of them-
selves that they lack empathy and cannot see the
world from another’s viewpoint. They are often
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arrogant and envious of the success of others. In the
case study example in Chapter 7 on transference
and countertransference, the character Evelyn has
some features of narcissistic personality disorder
(e.g., imperious manner, wanting only the best
physical therapist, dismissive of others “beneath”
her), but does not fit enough criteria for a true
diagnosis.

Most of us have come across this “conceited”
type. The “friends” they have are mainly there to
admire the individual and serve to bolster the
already inflated ego. The “state” of the person with
a narcissistic personality disorder is that at the core
they know (at some level) they are empty and fatu-
ous. Their self-esteem is usually extremely fragile,
and their responses to criticism are exaggerated.
The successful, competent, lovable, charming,
desirable, deserving image they have built is often
in response to an upbringing filled with psychologi-
cal abuse, being told they were not worthy and not
lovable, with possibly even experiences of public
humiliation. In defensive response to that psycho-
logical abuse, individuals with this disorder may
have built up fantasy worlds where everyone loved
them, and they were great successes.

When seeking services in the healthcare profes-
sions (or any other professions), people with narcis-
sistic personality disorder often demand having
“the best in the business” as their physicians or ther-
apists. If the therapist does not meet their expecta-
tions, they can be quite dismissive. Not meeting
expectations is a common problem for people with
this disorder. They believe their situations and their
needs are special, and cannot be understood and
appreciated by just anybody. Only other really spe-
cial, intelligent, and gifted others can understand
what they are going through. Such a world view, of
course, is going to come up against reality often,
especially in some medical fields. The person with
this disorder, when seeking medical treatment, is
looking for status (the best in the business), but
is also looking for an ally in their world view of their
own uniqueness and specialness. If such a person
does not find that ally and admirer, the individual
may cease treatment, disparage the practitioner,
and go on to try and find another high status
professional who will join the “fan club.”

Narcissistic personality disorder may not be
obvious when people first meet. These individuals,
especially if rather intelligent, can be extremely
charming, and even complimentary and attentive to
others. Their compliments and attention, however,

are often hollow and insincere. They know how to
get people on their side, and can use social graces
to good effect. They can use their charm to get what
they need, and that charm can be used as a tool to
accomplish a series of sexual conquests.

For practitioners in the physical and manual
therapies, experiences with such individuals may
initially be “charming,” but as time and treatment
go by, the person begins to manifest entitlement and
self-absorption. So what is a physical and manual
therapist to do? Contradicting the person’s world
view (e.g., “Well, this condition is really quite
common, and it’s just like 100 other cases I have
treated”) will not endear them to the therapist.
Referral to a mental health professional will invari-
ably be met with incredulity, expressions of
disappointment in the professional, and often ter-
mination (by the client) of treatment. So that is
really not an option in most cases. Possibly the best
course of action is to listen to their stories of future
success and specialness, and nod one’s head. The
physical therapist may not become an active ally of
the client, but if the client perceives that the thera-
pist is at least sympathetic, then the likelihood of
remaining in therapy is increased. There are dan-
gers here also for the physical or manual therapist,
especially those with hero worship tendencies and
weak ego boundaries. Some people with narcissistic
personality disorders can be quite seductive, and a
therapist with personal problems could easily be
ensnared in an exploitative web.

BORDERLINE PERSONALITY DISORDER

The individual with a borderline personality dis-
order is on a behavioral, emotional, and cognitive
rollercoaster. Their instability and ups and downs
cross many areas of their lives including inter-
personal relationships, how they view themselves,
their emotional reactions to situations, and their
problems controling impulses. One of the major,
and often all-pervasive, features of borderline
personality disorder is the fear of abandonment. If
this fear is triggered strongly enough, depression,
self-mutilation, and even suicide may eventuate.
Abandonment anxiety can happen in response to
something as simple as having to change an
appointment with a therapist to later in the week. If
a person with a borderline personality disorder was
scheduled for six sessions with a physical or manual
therapist, then it would be quite common for the
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fifth (and especially the sixth) session to be one
where the client seems to have regressed, or gotten
worse. The sixth and final session would trigger
abandonment anxiety, and getting worse would be
a way to extend treatment and avoid that anxiety.

People with borderline disorders have tenden-
cies to have stormy interpersonal relationships.
They often fall in love hard, even after only one or
two meetings with the other person. The process
usually involves the projection of an idealized lover
onto the person, and then falling in love with that
projection. Inevitably, the other person cannot live
up to that image, and disappointment sets in; the
borderline person may then begin to disparage
the now deficient ex-lover. This falling in and out of
love rapidly and dramatically is a common feature.
Physical and manual therapists who have clients
with borderline personality disorders are likely to
hear such stories of turbulent relationships. And
herein lies a danger for therapists. People with bor-
derline personality disorders often have difficulty
interpreting social signals. Professional interest and
courtesy from a therapist may be interpreted as
romantic interest. Couple this misinterpretation of
social encounters with the therapist touching the
client’s body (as a normal part of treatment), and
there is the potential for serious client–therapist
relationship problems. It is quite common for clients
with borderline personalities to “fall in love” with
their therapists, and the process of rejecting that
“love” can be painful, embarrassing, and may even
involve legal issues. A client with a borderline per-
sonality, romantically rejected by a therapist, may,
in revenge for the rejection, accuse the therapist of
inappropriate sexual behavior.

People with borderline personality disorders
have mercurial self-images. Sometimes they see
themselves as “bad” people while other times they
may see themselves as quite virtuous. They may
change plans for their futures often and may shift
(or at least experiment) with other sexual orienta-
tions. In terms of body image, borderline personal-
ity disorder is not an uncommon comorbidity with
eating disorders (see Chapter 7).

Impulsivity is often a central feature of border-
line personalities. Substance abuse, irresponsible
spending, engaging in dangerous thrill seeking
(e.g., reckless driving), and so forth are common
and self-destructive patterns for these people. Self-
mutilation and suicidal gestures and attempts are
also common. Such actions are likely to occur when
imagined or real abandonment looms closely. For

the physical and manual therapist, especially
towards the end of the course of treatment, any ref-
erence to hopelessness (e.g., “it seems all so point-
less,” “I really don’t see much future”) should be
taken seriously, and questions should be asked
about intentions to self-harm. One way to approach
this problem will be illustrated in the case study
example at the end of this chapter.

The person with borderline personality disorder
may have a history of abuse (physical, sexual, psy-
chological) or may have lost a parent early in life
through death or separation. Clients with this disor-
der will probably be some of the most challenging
physical and manual therapists will face in their
careers.

HISTRIONIC PERSONALITY DISORDER

People with histrionic personality disorders have
features in common with borderline and narcissistic
disorders, but the central features of abandonment
anxiety, self-destructiveness, and grandiosity are
not present. What people with this disorder do
have in common with those other disorders is
extreme emotional lability and a craving of atten-
tion. The person with a histrionic personality needs
to be the center of attention. They tend to be flam-
boyant and are often the life of the party. The classic
stereotype of the opera “Diva” fits this personality
disorder well. They are often effusive, flirtatious,
and dramatic, and can be quite entertaining and a
lot of fun. But their demands to be in the spotlight
all the time become, after a time, irritating and
alienating.

Their behavior with physical and manual thera-
pists may involve flirting, the telling of dramatic
stories, displays of affection (e.g., hugs before or
after treatment), and even the bringing of gifts.
A central concern of people with histrionic person-
alities is how they look. They often dress in a
provocative manner or in other ways that draw
attention to them. They may spend an inordinate
amount of money on clothes and makeup. In
females with this disorder, stereotypic feminine
traits may be exaggerated, and in males, stereotypic
“macho” behaviors and posturing may be present.

These individuals have difficulties with sexual
and other intimate relationships. They are often emo-
tional manipulators and dependent on their roman-
tic partners. They often have elaborate romantic
fantasies, and the physical and manual therapist

WORKING WITH SPECIFIC CLIENT POPULATIONS326



may become the object of such fantasies. Rejection by
others may result in suicidal ideation or gestures as a
means of gaining more attention and manipulating
others.

After a while physical and manual therapists
may become frustrated and irritated at clients with
this disorder. If the therapist becomes reserved and
more distant, the person with a histrionic personal-
ity may escalate that attention seeking behavior,
often leading to further withdrawal by the thera-
pist, and thus begins a cycle of mutual alienation
and risk of leaving treatment. Patience and good
humor, although difficult to display, may help keep
the client in therapy.

ANTISOCIAL PERSONALITY DISORDER

People with antisocial personality disorder can
present in a variety of ways. The main feature of this
disorder is a violation of the rights of others with no
shame or guilt attached. In Freudian terms, these
individuals seem to lack a superego or moral con-
science, and are mainly interested in the gratifica-
tion of their own desires regardless of whether they
hurt others or not. This disorder often begins in
childhood or early adolescence. Many playground
bullies develop into people with this disorder.

Some people with antisocial personality disorder
have considerable problems with impulse control,
and often those impulses can be violent. They may
engage in physical violence if their desires are
thwarted, especially if substance use (e.g., alcohol)
is involved. They are often in conflict with social
norms, and may have histories of arrest and incar-
ceration. Some people with this disorder find niches
in society where their aggressive and violent behav-
iors are actually rewarded (e.g., in violent sports
such as American football).

Individuals with this disorder who are in the
higher ranges of intelligence may be able to manip-
ulate and intimidate others for gratification in
different ways than violence. The heartless, but
charming and seductive “con man” is a good exam-
ple of an intelligent antisocial personality. Prisons
are filled with people with this disorder. As with
most personality disorders, these individuals do not
learn well, and keep repeating patterns of destruc-
tive behavior.

It is unlikely that a physical or manual therapist
would be the victim of a violent outburst from a
client with this disorder. More likely, a client of the

“con man” variety might use his charm and seduc-
tive skills (the “he” was intentional because this
disorder appears much more common in males) to
seduce a therapist, make requests for psychoactive
drugs, or try to engage a therapist in a “really excit-
ing business adventure” (ultimately a con). Red
flags should begin to fly when a therapist begins to
feel “charmed” by a client’s compliments and atten-
tion. That charm is a first step in getting a therapist
to comply with the client’s manipulations.

Many people with antisocial personality disor-
ders have been abused physically, psychologically,
or sexually in childhood. They have learned that the
world is an awful place, full of pain, and in order to
survive, they have to look out for number one, and
take what they can get. Referral is not usually an
option, because these individuals do not see a prob-
lem. The major warning to physical and manual
therapists is to watch that one does not get caught up
in their charm, or ensnared in their manipulations.

CLUSTER C PERSONALITY DISORDERS

The following Cluster C personality disorders will
be discussed: obsessive-compulsive personality dis-
order, avoidant personality disorder, and depend-
ent personality disorder.

OBSESSIVE-COMPULSIVE PERSONALITY
DISORDER

The main distinction between obsessive-compulsive
personality disorder and obsessive-compulsive anxi-
ety disorder (see Chapter 7) is the absence of clini-
cal obsessions (e.g., intrusive, repetitive thoughts)
and compulsions (e.g., excessive handwashing).
Individuals with this disorder are perfectionistic,
extremely orderly, and require a huge measure of
control. They are often sticklers for rules and proce-
dures. In Freudian terms, they have anal-retentive
personalities. They are inflexible, up-tight, and
often miserly. Their perfectionism and attention to
detail often work against them in that nothing is
ever good enough, and projects they engage in often
do not come to completion because they have to be
reworked over and over again. Their “tightness”
often extends to issues of morality, and they
are often quite rigid when it comes to ethics and cor-
rect behavior. They are often overly dedicated to
work, and may not engage in many leisure time
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activities. In group settings, or when involved
in group tasks, theirs is the only way that they want
the group to pursue. They have difficulty trusting
others to complete work, and often take on huge tasks
rather than delegate parts of those tasks to others.

People with obsessive-compulsive personality
disorder may also be high achievers in the realms of
business and sport. These two realms actually may
reinforce their personality traits, and high success in
these areas often requires a good measure of single-
mindedness. Interviews with elite sportspeople
often reveal obsessive-compulsive tendencies and
perfectionism. Their perfectionism, however, is also
a source of distress, and they may seek some coun-
seling and advice on how better to handle their time
and commitments. Referral for psychological assis-
tance may be an option for physical and manual
therapists to make for some of these individuals. An
initial referral for learning time management skills
may be the most palatable, and once in counseling
or psychotherapy, other issues of control may be
addressed.

In physical and manual therapy, these individu-
als may be difficult clients. Their attention to detail
and perfectionism may lead to frustration in their
progress or in their completing home exercises.
They will often want to know the specific course of
treatment, and the markers of progress, in detail. If
the time course of treatment does not go to sched-
ule, then they may experience substantial frustra-
tion. Also, if they prescribe to the principle “more is
better” then the possibility of overdoing rehabilita-
tion exercises increases. That overdoing it will often
lead to setbacks in therapy and further frustration.
The physical or manual therapist can use these
clients’ desires for order and concern for rules in
carefully laying out treatment plans with strong
emphasis on doing the treatments at home (e.g.,
stretching, cryotherapy) in a very precise and con-
trolled manner, with nothing over and above the
“rules.” On the positive side, these individuals will
usually be good and compliant clients, wanting
to get through therapy in the most orderly and
efficient manner.

AVOIDANT PERSONALITY DISORDER

Most people have met individuals who retreat
from social situations, seem awkward when inter-
acting with others, and generally steer clear of
social encounters. These people are often labeled

“painfully shy,” and many may fit the diagnostic
criteria for avoidant personality disorder. These
individuals feel inferior to others, avoid social inter-
actions, and are hypersensitive to what others think
of them. Unlike the schizoid type, these individuals
want human contact, but they have inordinate fears
of rejection and disapproval. They have trouble
making intimate connections with others and are
afraid to disclose their feelings and risk ridicule.
Their hypersensitivity leads them to exaggerate
what might be slight disapproval from others into
global condemnation, and their low self-esteem is
all-pervasive.

People with avoidant personalities often do have
strong desires for affection and human contact, but
their behaviors and sensitivities almost ensure that
they will not achieve these desired interactions.
They often behave in awkward ways that con-
firm that they are inadequate and inferior (at least in
their perceptions).

Physical and manual therapists, when engaging
people who are obviously extremely shy and anx-
ious, need to be careful of how they communicate in
order not to stimulate the client’s fears of negative
evaluation. Constant reassurance that they are
doing well in therapy may be helpful, and when a
client does not seem to be progressing, the blame
should not be directly focused on them. For exam-
ple, if a client has not been completing home exer-
cises, instead of saying “You really need to be more
attentive to those exercises and get them done”
an alternative might be “Oh, I am sorry, I probably
put too much on your plate. Let’s go back and see if
we can adjust those exercises so you’ll have time to
get them done.” That approach keeps negative eval-
uation at bay, and may help the person with an
avoidant personality feel more comfortable and less
inferior to a therapist. As the name of the disorder
implies, these people do a lot of avoiding. If the
therapy environment has a considerable evaluative
atmosphere, then the client may end up avoid-
ing the clinic altogether. These individuals desire
human contact, and with these clients, maybe more
than others, the therapeutic trait of the practitioner
having unconditional positive regard will go a long
way to helping them successfully complete their
courses of treatment.

Referral for psychological intervention may be a
possibility, but must be handled with utmost sensi-
tivity and only after a strong alliance has been
formed. The suggestion that one see a mental health
professional could easily be interpreted as serious
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criticism and further evidence that one is inferior.
The suggestion should sound something like the
following: “You know, you are doing so well here in
rehab. I am really pleased with how things are
going. I did notice that at times you seem a bit shy,
and may be a little uncomfortable in some social sit-
uations, like here in the clinic at times. I have a good
friend and colleague and he (she) is an expert at
helping people who are shy get more comfortable
around others. If you would like, we could have
him (her) come in and have a chat with us.” This
soft and gentle, hand-holding approach would
likely be more successful than a more direct referral
to a psychologist.

DEPENDENT PERSONALITY DISORDER

The person with a dependent personality disorder
has an extremely strong need to be taken care of, to
be protected, and to submit to others. These people
cling desperately to others and can feel like a bur-
den to family and friends. Their helpless behaviors
stem from feelings of being unable to get along
without the aid of others, and are aimed at getting
people to do things for them and make decisions.
They are generally quite passive, and will even
agree to do things that they know are not in their
best interests in order not to offend those they are
dependent upon. They can easily become victims of
unscrupulous others, such as those with antisocial
personality disorders. They may even go so far as to
tolerate psychological or physical abuse as long as
they can remain dependent on the abuser. They may
have fears of becoming competent and independ-
ent, because that could mean abandonment by
those on whom they depend. They are convinced
that they cannot function alone, and the fear of
abandonment is all-pervasive. They have little
confidence in their skills and positive traits, and
will often refer to themselves in disparaging ways
(e.g., “I am not smart, I am stupid”).

People with dependent personality disorder are
at substantial risk of anxiety and mood disorders,
and some predisposing factors may include loss of a
loved one early in life or a long childhood illness
where they were dependent for extended periods of
time. This disorder is one of the more common per-
sonality disorders found in the mental health field
and may be more common in females than males,
but some research says it is relatively common in
both genders.

For the physical and manual therapist, clients
with this disorder will, at least in the beginning, be
compliant and motivated. These clients usually will
do anything the therapist asks and be conscientious
with home exercises and put out considerable effort
during time in the clinic or office. They will want
to please the therapist, and may show signs of
dependence early (e.g., asking for more time, calling
between appointments to ask questions). Similar to
borderline personality disorder, these clients have a
strong fear of abandonment, and may regress when
therapy is coming to a close in order to keep contact
with the therapist. If the client is in an exploitative
or abusive relationship, their connection to the ther-
apist may become particularly strong, because the
therapist may represent the idealized and fanta-
sized benevolent dominant other that the client
desires over the current abusive one. The major
problem a physical or manual therapist may face
with such a client is the termination of services. The
client is likely to cling and not want to let go.
Probably the best course of action, if circumstances,
insurance payments, and so forth will allow is to
slowly wean the dependent client away from the
therapist, moving the client from weekly to fort-
nightly to monthly appointments over the course of
several months.

A FINAL WORD ON PERSONALITY DISORDERS

The above descriptions of people with personality
disorders are based on the diagnostic criteria in
the DSM-IV-TR (American Psychiatric Association
2000), and they represent the “pure” types. In reality,
such pure types may actually be relatively rare.
Often it is the case that people with personality dis-
orders manifest symptoms and patterns of behavior
and thought that cross different disorders and differ-
ent clusters of disorders. So these descriptions are
meant to be rough guidelines for practitioners. In the
real world things are not so simple and clear cut.

REFERRAL FOR FORMAL PSYCHOLOGICAL 
ASSISTANCE

As noted above, for several personality disorders, a
referral to a mental health professional will be met
with substantial resistance, and it is not the job of
the physical and manual therapist to make sure all
clients with psychopathology get treatment. One of
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the problems is that physical and manual therapists
are in the helping professions, and they want to
help. With more and more emphasis on holistic
approaches and team treatment of clients, therapists
may desire to get problematic clients, such as those
with personality disorders, into psychotherapy. For
many, it just is not going to work.

For those where a referral may work (avoidant,
dependent personality disorders), the process needs
to be sensitive. I have found over the years that
instead of referring “out” to some other helping
professional a good first move with many clients is
to refer “in.” That is, bring the new psychologist (or
nutritionist) into the physical or manual therapy
session, introduce them to the client, and all three
parties start talking.

In working with clients in the physical and man-
ual therapies, the following scenario is quite com-
mon. Therapy is progressing well. The therapist
and client have had several sessions together, and
the client has become quite comfortable with the
therapist to the point of revealing some serious anx-
ieties, or an eating disorder, or a growing social pho-
bia. It has taken several weeks or months for the
client to get comfortable enough, and to get up
enough nerve to talk about a worrisome personal
concern. To say at this point “That stuff is beyond
my area of expertise, here’s the address and tele-
phone number of a psychologist” is not an optimal
way to proceed. It has a rejecting flavor to it, some-
thing to be devoutly avoided. Something more
along the lines of what was said in the section with
the avoidant personality would be a lot more
salubrious.

Physical and manual therapists need to cultivate a
referral circle of experts in a variety of fields, not just
psychology, and not just names from the phone book,
but real contacts that they know personally. Being
able to say “I have a great colleague who I know well,
and she is . . .” will help instil confidence in the refer-
ral for the client, and for a referral to be successful,
the client needs to be secure in the process.

A CASE EXAMPLE

A case study example will now be presented to
illustrate the impact that a personality disorder can
have on the rehabilitation process. This case exam-
ple demonstrates the dialogue between a physical
therapist and a client with intermittent commentary
on and analysis of that dialogue.

Thomas (a physical therapist) has been work-
ing with Rebecca for some months. Rebecca was
involved in a motor vehicle accident and had sus-
tained serious damage to her shoulder that required
surgery. Her scars from the surgery were quite visi-
ble. She had progressed well in rehabilitation and
was getting near completion. Thomas had noticed
that her moods were erratic, one day she would be
cheerful and effusive, and the next appointment she
would be moody and even angry. Thomas was not
well-trained in personality disorders, but he knew
something was a bit strange about Rebecca.
Following is the dialogue from the beginning of the
session.

Thomas (T): So how are you doing today?
Rebecca (R): Crappy, why do you ask?
T: I was just concerned about how you were getting

along.
R: What do you care?
T: I care for you and want you to get better.
R: So you think of me between sessions? Are you sure

I am not “out of sight, out of mind”?
T: Of course I think about you, I am concerned about

all my clients.
R: So I am not special, just another body to work on?
T: Rebecca, all my clients get my full attention, and I

want them all to get better, you know that.

Thomas cannot win here. Rebecca is wanting to
hear that she is a special person in his world, and
that he cares for her more than others. She throws
such mean comments towards him in an effort to
elicit what she wants to hear, but he does not
respond as she would like. A little later she says:

R: It is all so worthless.
T: What is worthless?
R: Coming here, rehab, working with you.
T: Why do you believe that?
R: Well look at me! Look at these scars! I’ll never be

able to wear a sleeveless dress, and when guys
get a look at these scars, they will head for the
hills.

T: (trying to be helpful) Well, some guys might find
them interesting, and they could make for great
conversation starters.

R: Yeah, right (dismissively). “Let’s talk to the cut-up
chick.”

T: They are not that bad.
R: Well, would you date someone who was all sliced

up like me?
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T: Rebecca, I am a physical therapist. I see this sort of
thing all the time, of course I would.

R: Well would you go out with me then?
T: You know I can’t do that professionally.

Thomas is trying to be helpful, but is floundering
a bit, and actually falling into Rebecca’s borderline
trap of confirming that he would reject her. His
rejection triggers her abandonment anxiety, and
escalates her dysphoria.

R: I just don’t see any point any more.
T: What do you mean?
R: What’s the use of going on? I am damaged goods.

It would be better if it was just all over.

Often, direct threats of suicide are not made, but
rather vague statements such as the above allude to
suicidal ideation. Fortunately, Thomas has had
some background in working with clients who start
to manifest self-destructive thoughts and gently
confronts her about what she is saying.

T: Rebecca, when you say things like that you start to
make me anxious. It is like you don’t feel life is
worth living.

R: Well it isn’t! Just look at me!

An acronym for assessing suicide risk is PAL: P is
for do they have a plan, A is for their ready availabil-
ity to carry out the plan, and L is for the lethality of
the plan (see Cogan 2000 for more information
about working with a suicidal client). Thomas
is worried and moves into a concerned suicide
assessment mode.

T: Now you have me really worried, have you made
any plans for doing harm to yourself.

R: What do you mean? Like killing myself?
T: Yes, have you had those ideas, and have you

thought about how you might do it.
R: Hell, I have those thoughts twice a day.
T: And when those thoughts come, what do you think

about? How would you do it?
R: Well, I could take a truckload of Tylenol.

That response has just answered all three of the
PAL questions. Yes, she does have a plan, a drug
overdose. The availability of the materials needed
for the plan is in any grocery store or pharmacy. The
lethality of the plan is not extremely high, but an
overdose of Tylenol could easily cause serious liver
damage. Her risk of a suicide attempt seems fairly
high, but given that she has a borderline personality

disorder, her talk may be more to gain attention.
Thomas, however, cannot take the risk of considering
her thoughts as merely attention seeking.

T: Now you have me really scared. I don’t want to lose
you, and I am really worried about what you will do
when you leave here today.

R: So you do care about me?
T: Of course I do.
R: You would miss me if I was gone?
T: Yes, Rebecca, I would hate to lose a client.
R: So I am just another client, poor you if you lost a

client, bad for your reputation.

Rebecca is weaving borderline traps for Thomas,
and this sort of interchange is not going to be help-
ful. Her pattern of response to Thomas is one of
seeking reassurance that she is loved and special,
coupled with aggressiveness when she gets infor-
mation that she is, in her mind, “just another client”.
Thomas needs to switch gears.

T: I don’t care about my reputation; I care about you,
and right now I am really concerned about your
welfare. You have to promise me something.

R: What is that?
T: You have to promise me that you will not do any-

thing to harm yourself between now and our next
appointment.

R: I don’t know if I can promise that.
T: Then I am going to have to do everything I can to

get that promise before you leave here. This is just
too serious to just let go. What if I say that between
now and our next appointment, if you feel like
harming yourself, that you will call me, and we will
talk. Can you give me that promise?

R: Maybe.
T: I can’t take a maybe, I need a yes.
R: OK, alright, yes, I won’t do anything, and I’ll call.
T: Thanks so much. I feel a lot better, but this is not

over. I really want you to talk to a friend and col-
league of mine about your thoughts. I could call her
now, if you would like.

R: What? You mean a shrink? I don’t want to see a
shrink by myself.

T: Not to worry, I will not leave you. I will see her with
you and we three can talk. Will that be OK?

R: I guess so.
T: Should I call now, or should we wait until Thursday

for you next appointment?
R: Let’s wait.
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T: And you will keep your promise.
R: Yes, yes.
T: Good, that’s a great relief.

Thomas has done a good job in an extremely dif-
ficult situation, even though he has played into
Rebecca’s borderline world view (i.e., she is special;
she can call him anytime; he will be thinking about
her a lot). But in this case, his actions are aimed at
preserving life, and so using her pathology to keep
her from harm seems justified. He has gained a
promise of no action of harm and has set the stage
for a referral for further treatment. Such a case is
taxing and exhausting for physical and manual
therapists and illustrates how important it is to have
some training in how to work with difficult clients
at risk. Physical and manual therapists are often not
trained for dealing with borderline or suicidal
clients, and I hope in the future such training
(e.g., readings on suicide, class discussions, role
plays) will become a part of standard curricula.

SUMMARY

This chapter serves as a primer for physical and
manual therapists to help them recognize another
class of psychopathologies, the Axis II disorders in
the DSM-IV-TR (American Psychiatric Association
2000). Personality disorders are characterized by
inflexible, long-lasting, and generally maladaptive
patterns of thinking, feeling, perceiving, and behav-
ing that are often at odds with social norms and may

cause some level of distress. Many people with per-
sonality disorders do not recognize (as is the case
with many anxiety disorders) that there is a prob-
lem, and are resistant to referral to mental health
practitioners.

Personality disorders have been grouped into
three clusters: those with strange or odd features
(schizoid, schizotypal, paranoid), those with dra-
matic or fluxuating features (antisocial, borderline,
histrionic, narcissistic), and those with anxiety-
like features (avoidant, dependent, obsessive-
compulsive). The disorders in this chapter were
presented by cluster. These clusters, however, are
primarily a convenience, and there is probably a lot
of overlap between disorders with some people
manifesting features of two or three disorders at the
same time.

Each section described the features of the person-
ality disorder in general terms. Then there was a part
of each section that contained descriptions of how a
person with that personality disorder might behave
in a physical or manual therapy setting. Each section
then addressed the possibility of referral, and if
referral was possible, how one might go about it.

The chapter concluded with some comments
about referral and a case example of a therapist
working with a client with a borderline personality
disorder who was reporting suicidal ideation.
People with personality disorders make interesting
clients, but are often challenging, frustrating, and
demanding. Learning how to work with such people
will have substantial benefits for both practitioners
and the clients they serve.
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INTRODUCTION

Although the concept of terminal illness is not at
all new to medicine, the management approaches
used to deal with patients and families facing life-
ending illness have evolved under the concept and
specialty of palliative medicine. As an example,
traditionally medical oncology and palliative care
have been considered two distinct and separate
disciplines, but more recently, the former encom-
passes care that ranges from primary prevention
to terminal phases (Maltoni & Amadori 2001).
Well-managed terminal care may be described as
rehabilitation of the dying; it has comfort as its
primary objective, and requires the healthcare
professional to support the patient in the face
of decreased physical health and function
(Twycross 1981).

Terminal care for patients is multifaceted, and
necessitates the intervention of a multidisciplinary
team (Robertson 2002). In this chapter, the role of
those in the physical therapies and other health
professionals, will be explored within the context
of life-ending illness. The chapter will describe
the physical and medical considerations that are
encountered in terminal illness, including pain and
symptom control, and comfort care principles.
Major psychological considerations will be out-
lined, exploring therapist–patient relationships, the
emotional aspects of terminal illness, and the psy-
chology of the dying process. Lastly, integrated
management approaches to terminal care will be
described, emphasizing patients and families,
hospice care and concept, and specific location of
care issues.
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PHYSICAL AND MEDICAL CONSIDERATIONS

PHYSICAL ASPECTS OF TERMINAL ILLNESS

The physical decline of the patient in terminal ill-
ness is almost inevitable and embraces many differ-
ent aspects of the patient’s function (Leahy 2000). In
addition to weight loss, strength decrease, change
in cosmetic appearance, and loss of function, physi-
cal symptoms may occur which can appreciably
affect the patient’s suffering. Pain occurs in approxi-
mately 66% of patients with terminal illness.
Nausea, vomiting, and constipation occur in 50% of
patients, and respiratory symptoms (mainly dysp-
nea) occur in a further 30–40% (Driscoll 1987). The
fatigue, weight loss, and anorexia that ensue can be
perplexing to both patient and therapist alike.
Although many people think of cancer as synony-
mous with terminal illness, there are many other
medical conditions (e.g., kidney failure, progressive
heart disease, progressive neurological disorders)
that can be classified as terminal. Each disease will
manifest in different physical changes that accom-
pany the dying process. However, the major physi-
cal characteristics of terminal illness (cachexia,
decreased strength and function, and cosmetic loss
of appearance and body image) may be common to
many if not most terminal illnesses. If the physical
aspects of terminal illness, and the physical symp-
toms that occur concomitantly to the dying process
are not relieved, the possibility of alleviating
psychological, social, and spiritual experiences,
improving quality of life, or completing any life
closure that may be possible, becomes difficult
(Paolini 2001).

Cancer as a disease entity is frequently used as an
example of where terminal care is paramount, since
the majority of people with cancer are not cured of
their disease, and terminal care and its encompass-
ing issues need to be administered and evaluated.
Management for people with cancer, and their fami-
lies, extends throughout their illness, and includes
the care provided at the end of life (McCahill et al
2001). Although major reform is largely needed to
improve relief of pain and other symptoms in can-
cer care, major educational efforts are required to
ensure that rehabilitation professionals can respond
to this need.

In some cultures, notably American, the domi-
nant value on orientation and self-reliance, physical
ability, and individualism places a very high pre-
mium on the self-determination and control of one’s

own destiny (Pacquino 2001). However, this value is
not always consistent with the dominant cultural
views of the particular sick or dying individual, and
might not be at all congruous with the physical
decline of the patient. When the patient accepts the
physical deterioration of his/her body, whatever be
the cause, and moves toward the acceptance and
inevitability of ensuing terminality, there will be a
move toward things ahead rather than behind.
Particularly if the family/significant others desire
that the patient struggle on against these physical
changes, the discrepancy between the patient’s
wishes and the expectations of those in the environ-
ment can be the source of great grief and turmoil.
The well-trained therapist should acknowledge this
common phenomenon when it transpires, and offer
assistance in guiding the patient and family toward
a mutual understanding beneficial to both the
patient and family.

Family members may react more strongly than
the patient to the physical changes encountered,
such as weight loss and appearance change, and the
clinician should be cognizant of this fact and be
supportive where necessary. It might help to think
of the patient as someone’s intimate family member,
the latter individual often not being able to think or
act clearly or appropriately in the face of the signifi-
cance of these physical changes. Death has a differ-
ent meaning for everyone and this impacts greatly
on how people communicate with each other as
they deal with it together (McQuellon & Cowan
2000). The physical changes of impending death
propel a patient into a psychological state referred
to as “mortal time,” and terminal illness is a power-
ful force that can lead a patient to this period.
Typically, one encounters anxiety, pain, nausea and
vomiting, and respiratory symptoms in the patient
with terminal illness (Driscoll 1987). The therapist’s
relationship with a patient can have the effect of
increasing coping, understanding, and acceptance
of the physical changes that accompany dying. This
relationship can very well enrich the meaning of life
for patients and caregivers alike (McQuellon &
Cowan 2000).

PAIN AND SYMPTOM CONTROL

Appropriate and successful management of the
common symptoms of the terminally ill is tanta-
mount to good care (Ross & Alexander 2001).
Although uncontrolled pain is usually the patient’s
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greatest fear, many physical symptoms other than
pain can contribute to suffering at the end of life.
Fatigue, anorexia, weight loss, nausea and vomit-
ing, constipation, dyspnea, and site-specific symp-
toms can all occur in terminal illness, and need the
attention of the appropriate professional to allevi-
ate. Management involving a diagnostic evaluation
of the cause of each symptom is paramount, so that
skilled intervention by the appropriate professional
can commence. Unfortunately, little is known of the
pathophysiology of some of these terminal symp-
toms, especially fatigue (Ross & Alexander 2001).
Education of both patient and family is the founda-
tion of treatment.

Pain
As dying progresses, symptoms may accumulate
which are progressively more difficult to manage,
and may become refractory to standard medical
intervention (Wein 2000). The literature on pain con-
trol is extensive (see Chapter 11), and there are
specific protocols for alleviating the pain associated
with terminal illness (Ross & Alexander 2001,
Stevens et al 1994, Wein 2000). The therapist, in
treating the patient, should be aware that in addi-
tion to pain and other physical symptoms, there
may be agitated delirium, and existential or psycho-
logical distress. Terminal sedation (i.e., opioid or
other drug induced somnolence employed to com-
pletely relieve the abject symptoms of death) is
argued by some to hasten death, and therefore
is a type of physician-assisted suicide (Wein 2000).
Although a moral distinction can be made between
the intention of relieving symptoms and unin-
tended consequences, this double effect must be
kept in mind in the pharmacological control of pain
and other terminal symptomatology. Sedation,
therefore, can be viewed as a risk-laden, but at
times, necessary procedure. Regarding pain control,
special populations such as children should be eval-
uated carefully (Stevens et al 1994). Differences
occur in cancer-related pain between children and
adults; the assessment of pain in the preverbal child
is generally inadequate. The clinician can use gentle
palpation, pointing to a painful body part, and ask-
ing simple “yes” or “no” questions to enhance pain
evaluation in a very young child who cannot ade-
quately verbalize his or her discomfort (Stevens et al
1994). Localizing signs are not as prominent in chil-
dren. A multidisciplinary approach is recommended,
and sedation may produce tolerance, constipation, and
involuntary movements as side effects.

Nausea, vomiting, and dyspnea
The causes of nausea and vomiting in the terminal
patient are complex, but these symptoms can usu-
ally be controlled with the proper and scheduled
use of antiemetic pharmaceutical agents. The symp-
tom of dyspnea, occurring in from one-third to one-
half of terminal patients, can be frightening to both
patient and family, and has received recent attention
in the literature (Bruera et al 2000a, Jennings et al
2001, Webb et al 2000). Dyspnea is a devastating
symptom in patients with advanced cancer, and the
intensity of its manifestation is correlated with
lung involvement, fatigue, and anxiety (Bruera et al
2000a). Jennings et al (2001) found that non-
nebulized (i.e., oral or parenteral) medications
designed to relax the patient and control dyspnea
had a significant positive effect. Webb et al (2000)
emphasized that accurate assessment and manage-
ment of dyspnea are essential in the provision of
increased quality of life for patients. In addition
to inhalants, oxygen therapy, positioning, and
steroids, other therapies should be considered, such
as relaxation (see Chapter 9), guided imagery
(see Chapter 10), and controlled breathing (Webb
et al 2000).

Dehydration and nutrition
Dehydration can be a painful and uncomfortable
occurrence for the dying patient. Hydration via
intravenous fluids can relieve stress and aid comfort
in the patients’ final days (McCauley 2001). In addi-
tion, adequate support mechanisms should be
employed. The anorexia that is so pervasive in can-
cer and other terminal illnesses can be particularly
distressing, perhaps even more so to the family than
patient (Hughes & Neal 2000). Food refusal can be a
source of conflict between the patient and care-
givers. Anthropologists have examined the role of
food in human societies extensively, but the knowl-
edge gained is not often utilized in healthcare
practice, and there is little work regarding social
transactions between dying people and their care-
givers regarding food (Hughes & Neal 2000). Since a
good deal of the patient–caregiver interaction is
in the institutional setting, studies which explore
the organizational processes to maximize food
intake as it relates to autonomy and comfort are
recommended.

Other symptoms
Other problems in the terminally ill include malig-
nant bowel obstruction and malignant cutaneous
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wounds. Malignant bowel obstruction is common
in terminal colorectal and gynecological cancer, and
patients may experience distressing symptoms that
can be difficult to manage (William & Bailey 2001).
Little has been written regarding the patient’s per-
ceptions and quality of life with this event. It is well
to remember that the meaning of being unable to
eat may be more significant to the patient than
the nutritional/biological loss of food, and that the
bowel obstruction may mark a transition to social
disengagement and disrupted identity (William &
Bailey 2001). Malignant cutaneous wounds can be
seen in the terminally ill patient; the presence of a
fungating, painful wound, whatever the cause, is
a constant visible reminder of their disease (Schiech
2002). Patients may have to cope with bleeding,
exudates, odor, and infection, and the care is chal-
lenging. Physical therapists and other health profes-
sionals trained in wound care management will
find the care of these patients rewarding, as such
management enables the patient to maintain or
even improve quality of life.

Spinal cord compression, once a relatively uncom-
mon result of cancer spreading to the epidural
space, is more common now, as a result of better
treatment of patients with lung, breast, and prostate
cancer (Hicks et al 1993). Although this complica-
tion has been studied extensively from a medical
and surgical perspective, its exact relation to hos-
pice or terminal care is less well documented. The
outcomes are related to the performance status
prior to the complication; survival is shorter for
those non-ambulatory after treatment, and those
patients who remain non-ambulatory will require
intensive palliative care. Motor paralysis at the end
of life is an added stressor for the patient and the
effects can be overwhelming (Hicks et al 1993).

Lung cancer presents some special issues in
symptom control, as this disease, with its frequent
aggressive nature, widespread metastatic potential,
and distressing symptomatology, can rapidly lead
to a debilitated status (Brescia 2001). Bony mes-
tatases are frequent, leading to fractures and immo-
bility, further compromising function and control.
Decision making for this condition requires priori-
tizing values much beyond medical knowledge
alone, and there may be guilt and anger on the part
of the patient and family respectively since a
potentially controllable behavior (e.g., smoking) is
causative in the majority of cases. End of life issues
may become more important sooner than in other
cancer diagnoses (Brescia 2001).

Physical and occupational therapy can be uti-
lized to ease symptoms in the terminally ill patient.
Soft tissue massage, for example, has been found
successful in managing symptoms in patients
with cancer (Briggs 1997, 2000, Smith et al 2002).
Phototherapy was used in one study of terminal ill-
ness, as there is a clear link between mood and
symptomatology and light exposure (Cohen et al
1994). The mobility of terminally ill patients may
be seriously reduced, resulting in little exposure
to direct sunlight. Phototherapy can be used in
terminally ill patients to alleviate the depression
and heightened physical symptomatology that
may occur. Hypnosis is a neglected and available
resource for patients with terminal illness, and may
well be part of the misconceptions of psychiatric
care in terminal patients (Douglas 1999). Hypnosis
has been shown to assist in relaxation, help insom-
nia, and aid pain relief, and is an affirmed com-
plementary or alternative therapy for terminally
ill patients (Douglas 1997, Genuis 1995, Katz
et al 1987).

In summary, a wide variety of techniques can be
used to control pain and other symptoms in the ter-
minally ill. The therapist should offer skills to allevi-
ate the distressing symptoms that make the dying
process difficult for the patient and family, and
should work collaboratively with the other mem-
bers of the multidisciplinary team for this purpose.

COMFORT CARE OF THE TERMINALLY ILL

Individuals react to terminal illness or imminent
death in various ways, depending upon their
lifestyles, previous experience, and the disease
itself. Generally, personality structures and ways of
coping do not change much in the face of terminal
illness (Teno 1999), and the clinician can expect
patients to react to the environment much as they
did prior to becoming terminally ill. Nonetheless,
comfort care of the terminally ill has risen to the
forefront with increased awareness of the physical
and psychosocial variables that affect and accom-
pany the process.

McDonnell et al (2002) studied 263 nurses and
found that 70% of them felt that managing comfort
care of the dying is an integral part of hospital care.
However, only 8% of the sample felt that the hospi-
tal setting was the ideal environment for the dying
patient. Barriers to optimum comfort care reported
were lack of education and training in comfort care,
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work pressures, and lack of support. Despite this,
palliative care education is of better quality com-
pared to 20 years ago (Field & Wee 2002). Over this
period, there has been an increase in training related
to the management of symptoms of the terminally
ill, and in comfort care that reflects the establish-
ment of palliative care as a specialty.

There is a pervasive belief that terminally ill
people receive a great deal of healthcare. A recent
Canadian study (Wilson & Truman 2002) found that
hospital use varied, but was low, and that the last hos-
pital stay for the patient was only infrequently
resource intensive. In the Wilson & Truman (2002)
study, age, gender, and illness did not distinguish use
of institutional resources in the dying process.

Measuring the quality of comfort care in the ter-
minally ill is difficult. There is a lack of valid and
reliable measurement tools, and existing quality of
care measures do not attend to the changes in prior-
ities and dimensions that acquire new significance
in the terminally ill (Teno 1999). It is clear that devel-
opment of measurement tools should utilize both
patient and family perspective to assess the quality
of care rendered to the terminally ill.

Interesting issues arise in comfort care, and the
question of resuscitation is one that deserves some
thought. Hinkka et al (2001) studied the issue of the
clinician performing cardiopulmonary resuscitation
(CPR) in the unexpected death of a young terminal
cancer patient. Although this is a very specific hypo-
thetical situation, those in favor of CPR were found
to be younger physicians with no or little experience
in terminal care, and valued life to a much greater
extent. The findings of the Hinkka et al (2001) study
of course are not generalizable to the larger popula-
tion of all physicians attending terminally ill indi-
viduals, but they do underscore the need for
advanced directive and enhanced communication
with the patient and family.

Comfort care of the dying is multidimensional,
and necessitates a mature and integrated approach
to ensure that all patients’ needs are met in a timely
and appropriate manner. Physical therapists and
other healthcare workers can do much to alleviate
the suffering of these individuals. Focused training
on this manner of care, however, is lacking some-
what in professional curricula. Comfort care encom-
passes appropriate positioning of the patient,
maintenance of range of motion, massage where
indicated, meticulous hygiene, and attention to fun-
gating wounds if present. At this time, gentle reas-
surance to the family, and just the mere presence of a

trusted healthcare worker (one who has devel-
oped and maintained a good relationship with the
patient) can mean the difference between a “good
death” and one that occurs in isolation.

Patients deserve access to optimal care at the end
of life. Clinicians that have a longstanding relation-
ship with the patient throughout the course of ter-
minal illness, who are responsive to the patient’s
wishes, and who exhibit sensitive empathetic com-
munication can be paramount in comprehensive
and quality end of life care (Asco 1998). There are
several obstacles that can hinder delivery of high-
quality end of life care, but they are not insurmount-
able. Healthcare workers committing themselves to
informing colleagues and the public about these sig-
nificant barriers to optimal comfort care in terminal
illness is an important first step.

PSYCHOLOGICAL CONSIDERATIONS

THERAPIST–PATIENT RELATIONSHIPS

The relationship between the patient and physical,
occupational, or other therapist is crucial to the
delivery of optimal terminal care. It is important to
recognize when and where to intervene with the
patient exhibiting one of many emotional and psy-
chological aspects of terminal illness. The ability to
identify physical waypoints along the continuum
of illness may give end-stage patients and their
families opportunities for goal reframing and
psychological incorporation (Doyle-Brown 2000).

The transitional phase refers to the period
between active participation in activities of daily
living and the bedbound status, and is character-
ized by anorexia, increased sleep, weakness, and
confusion, and may be a period of heightened
anxiety for families. It is at this point that the
therapist–patient relationship becomes increasingly
important. To identify these behaviors as part of a
definable and finite phase allows the healthcare
worker to educate the family and relieve any undue
anxiety. Understanding this transitional phase may
prevent unnecessary placement outside the home
for terminal care, especially prematurely.

It is during the transitional time that the patient
may need special assessment and intervention, as
the passage toward a bedbound status can be modi-
fied or delayed; at the least the family can be
prepared for the event. Openness on the part of
the therapist is extremely important. The dying
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experience is ultimately a complex one, and one that
the caregiver cannot fully understand (Boston et al
2001). It is apparent that empathy is an important
therapeutic skill that requires vulnerability and per-
sonal risk within the patient–caregiver relationship.

Competence in end of life care requires skill in
communication, decision-making, and building
relationships (VonGunten et al 2000). Steps that a
therapist should consider are to establish an appro-
priate environment, establish what the patient
knows and expects, determine how information is
to be handled, respond to emotions, establish goals,
and set an overall management plan that incorpo-
rates both physical and psychosocial components.
This process can be used for goal setting, resolving
conflict, and in guiding the patient through the last
hours of living. One study found that occupational
therapists needed to discover and respond to their
own inner needs in delivering appropriate and
effective terminal care (Dawson 1993). The occupa-
tional therapist should not feel conflicted in sup-
porting the dual statuses of living and dying in
patients with terminal illness; the occupational ther-
apists were found to be holistic, addressing phys-
ical, social, emotional, and spiritual aspects of
care (Rahman 2000). Also, experiential education-
simulation teaching using patient scenarios can be a
successful model for increasing student comfort in
responding to difficult clinical communication tasks
during their training (Rosenbaum & Kreiter 2002).
This approach can be applied to the therapist in
training.

Cultures will differ greatly in how terminal ill-
ness and its ramifications are approached with a
patient. One study (Bruera et al 2002b) compared
physicians in Europe, South America, and Canada
on attitudes to terminal care. South American physi-
cians were more likely to support beneficence and
justice compared to autonomy, while the Canadian
physicians felt the opposite. More research is
needed regarding attitudes and beliefs on the part
of healthcare workers, and the effect of these con-
cepts on terminal care and the therapist–patient
relationship.

The relationship between therapist and patient
is close and often involves physical touch, and
patients may feel comfortable in communicating
with their therapist regarding end of life issues
(Dawson 1993). Therapists should develop and fos-
ter their communication and care skills as they
apply to the terminal patient. Since death is a uni-
versal experience, all therapists need to tap their

own emotional resources and reserves, and be
ready to apply their attributes successfully to the
patient.

EMOTIONAL ASPECTS OF TERMINAL ILLNESS

The reality of a terminal diagnosis can be over-
whelming to a patient and family. Many factors
interact in a patient’s will to live. A recent study
found anxiety, dyspnea, nausea, colon cancer, and
having no religion to cause variance in the will to
live or lack thereof (Tataryn & Chochinov 2002).
As mentioned previously, patients will tend to
keep with their premorbid personality and coping
strategies during the course of the terminal illness.
McCarthy et al (2000), in studying patients with
lung and colon cancer at terminal stages, found that
there was more pain and confusion as death
approached, but that patients were only moderately
depressed and anxious during the last 3 days of life.
The authors of this study highlighted opportunities
to improve the quality of life at the end of life
in patients dying of cancer. Such opportunities
included careful evaluation and discernment
regarding symptoms, comprehensive attention and
treatment of psychosocial distress, and sustained
contact with families of the patient.

A study by Fernsler et al (1999) found that the
demands of colorectal cancer and the associated
stress were perceived to be greater in men, younger
patients, and those who reported a decrease in
activity or metastatic disease. A greater degree of
psychosocial and spiritual well-being may help to
mitigate the demands of such illness in the terminal
stages, and therapists can foster efforts to facilitate
the acquisition of such well-being as appropriate.
Throughout terminal illness, and particularly at end
stage, therapists need to respect the uncertainty that
the patient feels regarding the possible course
that the illness may take or length of life that can be
expected (Penson 2000). Hope is part of the emo-
tional response to dying, and can be fostered and
supported during the palliative phase, paying
attention to the potential problems that may arise
from false or unrealistic hope. Perhaps specific
emphasis is needed on capturing the intangible,
inner experience of hope, and to validate the strate-
gies that develop/maintain hope in patients and
families (Herth & Cutcliffe 2002).

At the terminal stages of life, there may be multi-
faceted suffering, as the uncontrolled deterioration
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of one’s body can be significant (Finucane 2002).
Nearly all patients want companionship in the face
of death (Penson 2000, Robertson 2002). The choice
between certain death, even if comfortable and dig-
nified, and hope, is a difficult and painful choice
that patients may have to make. Certainly a gentle,
unhurried healthcare worker who can act with
soothing advocacy and humility can be of great
assistance to the patient (Finucane 2002).

Terminally ill patients usually experience the five
stages of grief first described by Kubler-Ross in her
pioneering work on death and dying (Forman
1998). They are denial, anger, bargaining, depres-
sion, and acceptance. Not all patients go sequen-
tially through the five stages. Often people pass
back and forth through the stages, and not all
patients will exhibit all stages. Denial can be
healthy and even beneficial, preventing psychologi-
cal health from unnecessary or premature deteriora-
tion. Connor (1992) examined the effects of a
psychosocial intervention on denial-related coping
ability in the terminally ill, and found that it pre-
serves relationships important to the patient. Some
patients may benefit from intervention only after
developing additional adaptive coping strategies.

The skilled therapist will recognize that there
is a vast array of emotional responses to a life-
threatening illness, and that patients will progress
toward acceptance at different rates, or not at all. It
is inappropriate for a therapist to force patients to
come to grips with their dying in a manner that the
therapist thinks they should. The emotional aspects
of the actual terminal stages of illness can also vary
tremendously among patients. Clinicians should
listen carefully and support the patient through
his/her emotional reactions without being judg-
mental. The clinician who examines his/her own
feelings and beliefs regarding terminal illness will
be better equipped to respond to the needs of the
patient.

Special populations, such as the mentally ill, and
children and adolescents, sometimes need addi-
tional support and care in approaching terminal ill-
ness. In adolescents who are terminally ill, the
therapist should understand that many of the com-
pletion tasks usually associated with aging are sud-
denly thrust to the forefront in this population, and
the illness may catapult the younger terminal
patient into more mature stages of life for which
they may be unprepared (Rancour 2002). It is
indeed no small task to “complete the gestalt of
one’s life tapestry,” so to speak, especially when

young (Rancour 2002). The medical profession has
an obligation to decrease the impact of loss in the
adolescent with terminal illness, and prepare
the family to facilitate the adolescent’s mastery of
adaptive tasks posed by terminal illness and death
(Christ et al 2002). Therapist training programs
are only beginning to approach these extremely
delicate matters.

PSYCHOLOGY OF THE DYING PROCESS

Psychological aspects of the dying process are com-
plex and broad. Psychological reactions are gener-
ally closely tied to the emotional aspects of terminal
illness, but many factors may be contributory.
Despite multiple efforts, researchers still struggle to
identify outcome measures that adequately assess
patients’ and families’ exact experience in dying
(Steinhauser et al 2002). To improve care, health
workers should assess the quality of these experi-
ences and interventions.

It is important to note that during the dying
process the patient is experiencing multiple losses:
job, function, role in the family, daily routines, etc.
There is loss of what might have occurred, loss of a
career in its prime, or loss of the ability to see ones’
children grow and mature. There may be the inabil-
ity of the patient to see many of his/her life goals
come to fruition. Since lifestyles vary considerably,
these are only examples of the losses that a patient
will have to endure. The therapist needs to be cog-
nizant of these multiple losses, and at the same time
give the patient some tangible goals toward which
to work. In this respect, therapists with their
emphasis on practical, basic functioning and mobil-
ity, can often play a significant role in the patient’s
care. Assistance can be offered to the patient in real-
izing some of these basic goals, and the rewards of
such intervention can be substantial. The creative
therapist can constantly summon a repertoire of
interventions that can be applicable, and therefore
useful in the terminally ill. In this way, some of the
more painful losses can be attenuated.

Four major areas of ethics apply to the dying
patient: general ethical principles, patient decision-
making, conflict of interests, and management of
risks associated with terminal care (Smith 1997).
Each clinician should be aware of these ethical con-
cepts, and allow the patient laterality in choosing
therapist intervention. The right of a patient to make
decisions regarding his or her care is paramount,
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and should be respected at all times. The dying
process can take on many different ramifications.
For example, for terminally ill people still active
within the community, an altered body image can
pose significant problems (Price 2000). The patient
may be unsure how to present a positive image to
others, and lay people may be equally unsure how
to react to the changed appearance. Although it is
likely to remain a difficult matter to facilitate, the
patient usually eventually learns to manage such
social encounters.

Much has been written of the depression that
accompanies terminal illness. Some degree of
depression is expected in most patients during the
course of their illness (Craig & Abeloff 1974, Lander
et al 2000, Valente et al 1994). Depression remains a
considerable source of suffering among older dying
patients (Lander et al 2000), and is often overlooked.
Major depression occurs in approximately 25% of
patients dying from cancer (Valente et al 1994).
However, fewer than half of patients suffering from
depression are offered treatment. Clinicians should
detect the subtle signs of depression, offer cognitive
strategies during management, and detect and
evaluate the risk of suicide, if present. A higher
incidence of depression has been correlated with
advanced disease (Craig & Abeloff 1974), and there
is a greater incidence in those with lower Karnofsky
scores. Karnofsky severity ratings are ratings by the
clinician of the patient’s overall functioning level
(Box 20.1). Scores of 0 represent minimal function-
ing (death) while scores of 100 represent unim-
paired functioning (The Measurement Group 2003).
Therapists and others should keep in mind that
mood disorders may be due to electrolyte distur-
bances, endocrinopathies, or nutritional imbal-
ances. In approaching the patient, it is advisable to
remind the patient of the legitimization of the diffi-
culty of the situation (i.e., advanced cancer) and
of the right to be upset to reduce the fear of
being judged weak or inappropriate (Greenstein &
Breitbart 2000).

The psychology of dying can impact on many
areas of life (Greenstein & Breitbart 2000). Life’s
meanings, including responsibility towards others,
creativity, transcendence, and ascertaining one’s
values and priorities are all examples. Patients usu-
ally want to have goals on which to focus, and feel
part of a larger whole. These goals are generated by
a sense of temporal continuity of one’s life despite
the disruption of serious illness. Greisinger et al
(1997) studied 120 terminally ill cancer patients, and

found that their concerns included existential, spiri-
tual, familial, physical, and emotional domains.
Unfortunately many of these domains were not the
focus of their care as the disease was assessed and
treated. Therapists should endeavor to create an
atmosphere where the patient feels comfortable
exploring the quality of life issues within each of the
domains.

Yedida and MacGregor (2001) recently con-
ducted serial in-depth interviews with 30 patients
confronting the prospects of dying, and found that
their feelings about dying were grounded in their
frames of reference, enabling them to give meaning
and consistency to other major events in their lives.
Healthcare workers should be aware of patient’s
thoughts regarding death in order to understand
their preferences for care and responses to treat-
ment recommendations. It is also true that the end
of life can offer opportunities for personal growth
and the deepening of relationships (Block 2001).
Optimal end of life care requires willingness
to address families, the patient’s psychological
integrity, and meaning. This enhanced understand-
ing of the common psychological concerns of
patients can improve care but also allow the
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Box 20.1 Karnofsky Performance Scale

100 Able to work, normal, no complaints, no
evidence of disease

90 Able to work, able to carry on normal activity,
minor symptoms

80 Able to work, normal activity with effort, some
symptoms

70 Independent, not able to work, cares for self,
unable to carry on normal activity

60 Disabled, dependent, requires occasional
assistance, cares for most needs

50 Moderately disabled, dependent, requires
considerable assistance and frequent care

40 Severely disabled, dependent, requires special
care and assistance

30 Severely disabled, hospitalized, death not
imminent

20 Very sick, active supportive treatment needed
10 Moribund, fatal processes are rapidly

progressing

Accessed from The Measurement Group 2003.



caregiver to develop a sense of satisfaction and
meaning in caring for the dying (Block 2001).

Chochinov et al (2002) developed a model of dig-
nity in the terminally ill. Three categories emerged
from their study: illness-related concerns, a dignity-
conserving repertoire, and social dignity inventory.
The patients’ concept of their own dignity was a dif-
ficult item to comprehend, but the model offers a
way of understanding how patients face advancing
terminal illness. Rarely are the biomedical, clinical,
and psychosocial data considered simultaneously
as influences on cancer patients’ outcomes. One
group found that the psychosocial milieu made an
independent contribution to survival time estima-
tion (Clipp et al 2001) underscoring the importance
of psychological variables in terminal illness.

Some patients with terminal illness will desire an
early death, and this is usually associated with
depression (Tiernan et al 2002). Better recognition
of depression might improve the lives of people
with terminal illness, and possibly decrease the
desire for early death. Some terminal illnesses carry
their own particular psychological ramifications.
Pancreatic cancer, for example, is usually diagnosed
in late stages and often secondary to severe pain
(Alter 1996). There is a higher incidence of depres-
sion in patients with pancreatic cancer than other
forms of cancer, and palliative considerations are
central. An aggressive evaluation and treatment of
pain, mood, and emotional symptoms is necessary
in this subpopulation of terminally ill individuals
(Alter 1996).

Finally, the risk of suicide in the terminally ill
needs to be addressed by clinicians caring for the
patient. Cancer of the brain and central nervous
system, AIDS, and multiple sclerosis are associated
with an increased risk of suicide (Kleepsies et al
2000). Depression and suicide ideation are under-
treated, and there is currently great concern in the
United States regarding the ethics of physician
assisted suicide. An aspect of this issue might be
the apparent acceptance on the part of some psy-
chologists and others, of assisted suicide under
certain conditions. Filiberti et al (2001) studied a
small sample of patients, interviewing family and
staff after a suicide. They reported that patients
tended to exhibit concern for loss of autonomy and
independence, depression, physical impairments,
fear of suffering, and a fear of being a burden on
others. Interestingly, 60% of patients showed
aggressiveness toward the family during the
terminal illness.

Therapists and other clinicians involved with the
patient need to recognize that despite all preventa-
tive efforts, some terminally ill patients will succeed
in killing themselves. In these cases, tender and
sustained support of surviving family members is
crucial. A nonjudgmental approach is best, putting
aside any personal feelings about suicide, and view-
ing the patient and family within their framework
is necessary to afford complete closure for all
concerned.

PSYCHOLOGICAL INTERVENTIONS

PSYCHOSOCIAL SUPPORT

Offering psychosocial support to the terminally ill
individual is a task that many therapists will be
called upon to do at some time in their career. The
skills necessary for this to transpire are not exten-
sive, sometimes a good listener is all that is needed
to calm and comfort the patient. However, there are
many impediments to being present and actively
listening to people in difficult times (Stevens &
Katsekas 1999). There are many suggestions on how
to “be” with patients in a terminal illness. The thera-
pist should eliminate external intrusions, and facili-
tate the creation of a therapeutic milieu so that
the patient can feel comfortable in sharing their
thoughts and fears (Stevens & Katsekas 1999). Just
listening to the patient, and often just simply being
present, can be comforting.

The experience of a terminal illness is something
that we can only fully imagine if it faces us directly.
Responses to the patient along the lines of “I
know how you feel” generally should be avoided.
Although well meant, statements such as these can
be upsetting to the patient because it is obvious that
one does not really know how a dying person feels.
Psychosocial support can be offered in a variety of
ways and in a variety of settings, and there is no one
manner of intervention or location where the sup-
port can be proven to be superlative. There are prob-
lems in isolating the effect of one intervention
from the changing dimensions of the environment
surrounding the progress of terminal illness
(Maddocks 2002). Often the clinician is more adept
at studying the disease than understanding the
patient.

During psychosocial support, the physician in
particular may often censor information given to
patients, which is a well intentioned but misguided
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assumption about human behavior (Fallowfield et
al 2002). Desiring to shield patients from reality can
cause problems, creating an increased state of fear,
anxiety, and confusion (Fallowfield et al 2002). This
may also have the effect of denying patients and the
family opportunities to re-organize and re-adapt
their lives toward attainment of more achievable
goals. This ripple effect may spread into many areas
of the patients’ lives, and limited time should not be
wasted in supporting denial, for example, when it is
destructive. Making the distinction of when and
where to intervene and offer support and counsel-
ing is an art and is learned through practice and
experience.

All healthcare workers can participate in the psy-
chosocial care of the terminal patient. Physical ther-
apists often spend more time with their patients
than other healthcare workers, by nature of their
evaluation and treatment procedures (Briggs 2000).
The skilled therapist can capitalize on this fact, and
recognize that the patient may feel more comfort-
able with him or her than some of the other staff.
Gently listening to the patient’s concerns during the
therapy session can be helpful to both patient and
therapist, as goals can be re-evaluated and reformu-
lated as necessary. This will also give the therapist
insight and knowledge concerning the patient’s
reaction to the terminal illness. Open lines of com-
munication in these situations help considerably. At
the time of death, families will vary in their ability
to receive emotional support and/or information,
and the therapist should look for an abnormal
grief response. Sustained, uncontrollable weeping,
refusal to plan or participate in a memorial service,
and public hostility between family members are
examples. Each grief reaction will be personal, and
in some cases, private. At all times the wishes of the
patient’s family should be respected.

PSYCHIATRIC CARE IN TERMINAL PATIENTS

There are many myths concerning psychiatric care
in terminally ill patients. It should be remembered
that many patients and families consider psychi-
atric intervention as a sign of weakness in the face of
a universal experience (death). Since major depres-
sion, among other symptoms, may be neglected in
the terminally ill, many patients face increased
isolation and anxiety as the disease progresses.
Although psychiatric illness may be present in the
patient prior to the diagnosis of a terminal illness,

this can usually be ascertained, and psychiatric care,
if ongoing prior to the illness, will likely continue. It
is the patient who presents with psychiatric symp-
toms after the terminal illness diagnosis who some-
times requires difficult management decisions.

Many symptoms of terminal illness can be
controlled with specific diagnosis and treatment.
Delirium in the terminally ill cancer patient can
have a variety of causes, and its multiple dimen-
sions make definition, measurement, and assess-
ment difficult (Brown & Degner 2001). Use of a
delirium assessment instrument that involves
all caregivers would be important so that early
detection can be implemented. Often the cause is
metabolic, and can be reversed with immediate
treatment (Brown & Degner 2001). Some of the more
common causes of delirium in cancer patients
are cerebral metastases, pharmacological agents
(e.g., opiates or sedatives), cranial irradiation, organ
failure, and paraneoplastic syndromes (Lawler et al
2000). In about half of patients, the delirium can be
reversed. Reversible causes of delerium include
dehydration, renal function, infections, metabolic
causes, drug withdrawal, psychoactive medica-
tions, and accumulation of opioid metabolites
(Lawler et al 2000). It should be noted that delirium
in its full floridity can be particularly distressing for
families, especially in terminal stages. Families
want their loved ones conscious and communica-
tive as long as possible, and that goal should be
facilitated if at all possible.

Derogatis et al (1983) studied the prevalence of
psychiatric disorders among cancer patients, and
found that 53% of a sample of 215 patients were
adjusting “normally” to the stress of cancer, and
47% had some type of psychiatric disorder. Of the
latter group, two-thirds had reactive or situational
anxiety and depression, 13% a major depression, 8%
organic medical disorder, 7% personality disorder,
and 4% a pre-existing anxiety disorder (Derogatis et
al 1983). In these patients, a higher incidence of
mixed anxiety and depressive symptoms than anxi-
ety alone was seen. Depression can be manifest as a
range of presentations including despair, agitation,
irritability, anorexia, fatigue, weight loss, and sleep
disorders. All these symptoms can be addressed by
competent psychiatric care and intervention.

Lloyd-Williams (2001) advocated psychiatric
intervention when necessary, and reported that for
25% of patients in a palliative care ward, depression
was a major problem. There are misconceptions that
erroneously report a low mood as being a normal
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facet of terminal illness. It may be difficult to distin-
guish between appropriate sadness over the end of
one’s life, and treatable depressive illness, and the
tools to assess depression may not be applicable to
the palliative care population. There is a strong role
for both cognitive therapies and medication in seri-
ous depression (Lloyd-Williams 2000). Up to 80%
of both psychological and psychiatric morbidity
in patients with cancer goes unrecognized and
untreated. Therefore, the ability of healthcare work-
ers to recognize the existence of such symptoms
is paramount to successful care of patients with
terminal illness.

In summary, the psychiatric care of the patient
with terminal illness is an important area for contin-
ued research. It is important to be able to discern
which psychiatric symptomatology is treatable. For
example, personality disorders are an example
where behavioral modification can be attempted,
but not much change in the patient is to be expected
(Derogatis et al 1983). Supportive care in patients
with pre-existing, refractory psychiatric syndromes
is tantamount to effective overall patient care. When
more clinicians are able to distinguish between
appropriate sadness and clinical depression in
terminal illness, appropriate care can be ordered
and administered. Patients and families who are ret-
icent to psychiatric intervention and/or stigmata
associated with psychiatric disorders should be
appropriately educated.

SUPPORT SYSTEMS FOR CAREGIVERS

With an increasing literature on burnout in the
health profession, many caregivers now recognize
their limitations as they render care to the termi-
nally ill. Gribich et al (2001) documented the
emotional experiences and coping strategies of care-
givers from diagnosis of terminal illness through
caring to bereavement. They found strong positive
emotions of caregivers regarding the opportunity
given them to express their love through care of
dying individuals. However, there was a lack
of emotional support from other healthcare profes-
sionals, particularly during the bereavement phase
(after the patient’s death), when perhaps the need
for support is greatest (Gribich et al 2001). All thera-
pists have experienced the sadness, sometimes
intensely, over the death of a special patient,
and this grief should be recognized as normal and
healthy.

Individuals involved in the death of a patient
often rate the death as “good” or “bad” (Kristjansen
et al 2001). Many factors are assessed when deter-
mining the success or failure of a caregiver or staff.
There may be feelings of failure, unmet expecta-
tions, and feelings of regret. Many caregivers will
have specific expectations of themselves, and that
they believe others hold for them, in assisting
patients in the terminal phases of their illness (Jones
1999). It is important to note that the emotional
issues of the patient and family can saturate the
healthcare giver, and that the emotional trauma of
others can be assimilated into physical symptoms.
Caregivers can benefit from making some sense
of their experiences and integrate them into a
meaningful life continuum (Jones 1999).

Predeath depressive symptomatology, overall
health, setting of the death, and age and gender of
the patient have all been shown to be predictors
of postdeath depression and feelings of sadness
(Kurtz et al 1997). Optimism, effective social sup-
port, and staff support are all predictors of good
recovery from such depression. Healthcare workers
are advised to keep a strong social support system
ongoing, and separate their personal and profes-
sional lives through compartmentalization (Kurtz
et al 1997). Staff support group meetings have been
reported as beneficial for caregivers. Healthcare
workers should build and nurture a strong personal
life and pursue activities outside of their profes-
sional occupation. Keeping in touch periodically
with family caregivers after the death of the patient
can also help the healthcare worker assimilate the
death experience of the patient.

PSYCHOLOGICAL INVOLVEMENT

The use of psychological skills in terminal illness is
not as extensive as it possibly could be. A skilled
and experienced psychologist with training in pal-
liative care can be invaluable in the care of the termi-
nal patient. Involvement can be of many types:
psychoeducational, behavioral, cognitive behav-
ioral, or group interventions (Fawzy et al 1995).
Clinicians can choose which method would be most
appropriate for the individual patient. Relaxation
techniques (see Chapter 9), guided imagery (see
Chapter 10), and hypnotherapy are often used. It
has been found that adjuvant psychological therapy
is better at reducing anxiety than supportive
counseling alone (Stedeford 1979). It must not be
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forgotten that physical and manual therapists can
incorporate basic psychological skills (e.g., cog-
nitive behavioral techniques) into the physical
management of their patients.

The clinician may be reluctant to bring in the
services of a psychologist in the care of the termi-
nally ill patient for a variety of reasons, including
lack of patient desire, fear of upsetting the family,
and lack of availability (Stedeford 1979). One of the
major obstacles in effectively managing terminal ill-
ness is getting the patient to relax enough to accept
the intervention, without feeling weak or stigma-
tized. Many patients will feel a lack of control over
the experience, and there may be self anger in their
perceived inability to cope with the demands of the
illness. This barrier can be broken through gentle
education, and psychological intervention can be
used throughout the disease continuum.

A range of psychological strategies should be
employed, and with careful assessment and eval-
uation, a successful method of intervention can
be found for any particular patient. Therapists
working with the terminally ill should familiarize
themselves with basic knowledge of psychological
skills, not so much to become competent psycholo-
gists, but rather to be able to recognize when
psychological intervention can be of value in the ter-
minally ill. As with all interventions, psychological
management in the dying patient must be indi-
vidualized, and patient confidentiality respected.
Therapists may witness significant changes from
such interventions, and a taciturn, uncooperative and
depressed patient may become much more affable
and reachable when relieved of the distressing bur-
den placed on him by the event of a terminal illness.

INTEGRATED MANAGEMENT APPROACHES

PATIENTS AND FAMILIES IN TERMINAL ILLNESS

Each terminally ill patient is someone’s mother or
father, sister or brother, or friend. Some families are
enmeshed (high cohesion) and demand excessive
amounts of time from the healthcare team, and find
it difficult to follow simple medical directions
(Andershead & Ternestedt 2001). Family members
may show anger, fear, powerlessness, survivor
guilt, and confusion as they attempt to care for the
patient (Hockley 2000). At times, family members
give all the care and attention to the patient to the
point of exhaustion. It is both appropriate and

necessary to assess the impact of terminal illness
and its treatment on the lives of the family.

Not all families are supportive throughout the
course of a terminal illness. Especially toward
the end, anticipatory grief and emotional with-
drawal from the dying patient, occurring more
commonly than thought, can create confusion and
concern in the patient (Patterson & Dorfman 2002).
Some family structures may be unable to tolerate
the influence of external forces, and others with
severe dysfunction isolate and protect themselves
from the outside world with rigid outer boundaries.
These latter families may be inaccessible for any
assistance in caring for their dying family member.
A nonjudgmental approach is always best, recog-
nizing that there will be a continuum of family
participation and integration during the course
of terminal illness.

Strange et al (2002) reported that end of life care
is an intense, exhausting, and singular experience,
and its setting is a world apart from everyday life.
Family members need to take cognitive as well as
physical breaks from the situation, but often respite
means staying engaged in living life with the dying
family member. A significant proportion of families
will not be knowledgeable concerning options at
the end of life, and any advanced care planning
should be preceded by education (Silveira et al
2000). Carter & Chang (2000) studied 51 family care-
givers who rendered care for a terminally ill patient,
and found that 95% had severe sleep problems, and
more than 50% had depressive symptoms at a level
that would suggest risk for clinical depression.

There are complex dynamics surrounding a
patient and family during terminal illness (Hockley
2000). Aspects of communication, openness within
the family, and factors that enable the family to
function under the stress of a loved one’s terminal
illness are all integrative. The healthcare worker
should piece together the family dynamics as best
as possible, thereby gaining knowledge that can be
helpful in care. The manner in which staff interact
with the patient and relatives will influence the rela-
tives’ possibilities for involvement, and facilitate an
appropriate death (Andershead & Ternestedt 2001).

Patterson & Dorfman (2002) studied family sup-
port, conducting interviews before and after death,
and found that not only did the primary caregiver
in the family offer the most care, but also at times
needed the most support from others. The experi-
ence was positive for most of the sample with
emotional support described as being good, the
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frequency of assistance appropriate, and the fami-
lies growing closer throughout the experience.
Patterson & Dorfman (2002) reported less agree-
ment regarding family communication during the
process. For the special case of a dying child, Steele
(2000) found that relationships with healthcare
workers, availability of information, the gender of
the child, and communication between parents
were all important factors in assuring optimal
terminal care in children.

The common thread through much of the above
literature is the importance of good communication
within the family and patient, family and staff, and
staff and patient. Care of the terminally ill, regard-
less of setting, can be strenuous, exhausting, and tax
the family beyond its capacity. Signs of poor coping
should be identified and the therapist working
closely with families of terminally ill patients must
respect the importance of those families to their
patients. Far too many people die alone and efforts
to prevent this unfortunate occurrence should
always be implemented where possible. Finally,
family support immediately after death is of
the utmost importance, and when possible, the
therapist involved with the patient should be
in attendance for this purpose.

HOSPICE CONCEPT AND CARE

Early efforts to develop hospice care were the result
of a reaction to and against the impersonalization of
dying. The concepts of hospice are simple: pain
relief and symptom control are paramount;
psychological, spiritual, and physical pain are all
addressed; patients and families are the unit of care;
bereavement care is important; and it is provided
regardless of the ability of the patient or family to
pay for the service. The evidence base for the dis-
tinct possibility of dying with symptom control,
psychosocial support, the attention of caregivers,
and spiritual attention, is mounting (Abrahm
& Hansen-Flaschen 2002, Crawley et al 2002,
Dupee 1982).

Hospice care is physician directed, multidiscipli-
nary, and can occur in a variety of settings (Dupee
1982). Such care is designed to meet the emotional
and physical needs of patients, and the primary
goal is to maintain the highest quality of life attain-
able for as long as possible. It is thought by one
author (Dupee 1982), that the increased enthusiasm
for the hospice concept reflects deficiencies in other

care of terminally ill patients. The concept of “pre-
hospice” (i.e., preparing a patient for entry into a
formal hospice program) is new and exciting. This
would involve careful patient selection, and intro-
duction of the hospice concept to both patient and
family. At this stage the healthcare worker may dis-
cover that the patient may not be psychologically
ready to make the transition to hospice care. There
is evidence that suggests that hospice programs are
still underutilized, especially for some classes of
patients (e.g., patients without insurance, those in
rural areas). Abrahm & Hansen-Flaschen (2002)
studied hospice care for advanced lung disease
patients and found that the unpredictability of
death from lung disease (noncancer) was a factor in
this underutilization.

In using a hospice service, the differences in
beliefs, values, and traditional healthcare practices
are all of particular relevance at the end of life
(Crawley et al 2002). Care in a hospice can be com-
plicated by the fact that even in this specialized
center designed to care for the terminally ill, the
healthcare worker and patient/family may not
have a shared understanding of the meaning of ill-
ness/death. Therapists should be sensitive to cul-
tural differences, and develop skills to work with
patients from diverse backgrounds. Attention to
this enables the clinician to provide comprehensive,
compassionate and effective palliative care.

Healthcare workers who experience loss will
often find the event painful and emotionally
charged, but it can provide opportunity for growth
and healing (Zerber & Steinberg 2000). In the hos-
pice setting, staying open to feelings promotes a
greater connection to our patients and their fami-
lies. On a practical side, Briggs (2000) described sev-
eral practice patterns for physical therapists in the
hospice setting. “Rehab light” is a concept where
more gradual therapy is offered and adjusted as
strength/motor function improves. Rehabilitation
“in reverse” adjusts to the decline in the patient
(Briggs 2000). Skilled maintenance is used when a
patient needs help to stand or ambulate on an inter-
mittent basis. Lastly, “supportive care,” with all its
implications, is another pattern of practice. A peace-
ful death at home, surrounded by a loving family
who were able to assist in many aspects of care,
completes this process.

In the hospice setting, patients differ markedly in
their level of disease acceptance, expectations for
the future, and in dimensions of life that are mean-
ingful to them (Cheville 2000). During hospice care,

Terminal illness 345



the role of rehabilitation at the end of life remains
somewhat unclear, but the rehabilitation process
can attenuate cancer’s assaults on functional
autonomy.

Gentle range of motion, massage, positioning,
problem solving, and bed mobility can all be
employed to maintain maximum function despite
increasing loss (Briggs 1997). The hospice therapist
gives the patient permission and support in letting
go of the life-long functions of walking and getting
out of bed. At this time, the supportive care is as
important as the medical care.

Hospice, which started as an alternative for those
during the dying process, now provides compre-
hensive palliative and supportive care in patient
oriented settings (Milch 2000). Challenges of hos-
pice care go beyond the philosophic, and include
the organizational, demographic, and pragmatic
difficulties of providing care in various settings.
Hospice is a concept, not a location. Whether the
care is delivered in a free-standing hospice, a pallia-
tive care unit, in a general hospital, or at home, the
hospice concept remains the same. Pain control and
relief of symptoms are the most important facets,
and comfort care procedures that are instituted are
appropriate to the individual. As the concept of a
good death in the presence of family and trusted
caregivers takes hold, more patients will be seeking
hospice services and will choose to end their lives in
such settings.

THE PALLIATIVE CARE UNIT

The primary goal of palliative care is to improve the
quality of life in people with a terminal illness
(Cohen et al 2001). Separate palliative care units are
now being started in general or specialized hospi-
tals, and the goals are simple: allowing the disease
to progress and the patient to end their life in a spe-
cialized setting designed to heighten the attention
to symptom control and comfort care (Cohen et al
2001). Units tend to be quieter and less busy than
general hospital wards, and the staff receive special
training in supporting the palliative care concept.
Cohen et al (2001) were the first to demonstrate that
the palliative care unit can be instrumental in
improving existential well-being, in addition to
psychological and physical well-being.

The palliative care unit, or if one is not available,
the general hospital ward, can do much for the
dying patient. Although shortcomings in end of life

care in hospitals are endemic (Cohen et al 2001), dis-
tressing symptoms can be relieved, and communi-
cation with patients and families can be clear.
A general hospital can increase the number and
timeliness of referrals to a formal hospice. Although
dying well in the United States in particular may
not yet be the standard of care, the barriers of staff
shortage, lack of knowledge, and lack of hospice
or palliative settings can be overcome (Campbell
2002). Ideally, patients not expected to survive
a critical illness will experience compassionate
and comprehensive care that is both family- and
patient-focused, all directed to allow them to die
well (Pantilat 2002)

Many therapeutic interventions may still be
employed in the palliative unit setting. One
example of such an intervention is music therapy
(Hartley 2001, Mramor 2001). The three phases
of the music therapy process in terminal illness
(engagement, relationship building, and actively
dying) can be carried out in the palliative care set-
ting, and assist a patient during this difficult time.
Music enables one to achieve what may not be
achievable in other ways (Hartley 2001). The gen-
eral use of physical therapy in palliative care has
several benefits. These relate to social relationships,
spirituality, outlook on mortality, meaningful physi-
cal activity, and possibly spirituality (McKey &
Sparling 2000).

In summary, the palliative care unit in the general
hospital can do much to allow the patient to die
with dignity, and efforts of these units should be
directed toward that purpose. As in other settings,
the multidisciplinary team is utilized, and skilled
intervention offered and given when requested and
appropriate. Research is needed to determine the
success of palliative care units, a relatively new
concept in the milieu surrounding terminal care.

CARE FOR THE TERMINALLY ILL AT HOME

In 1983, approximately 76–80% of patients died in
medical institutions, 10–14% died in hospices, and
only 5–10% of patients died at home (McCusker
1983). These figures have not changed much over
the past few decades, with about 20% dying in hos-
pice programs, and about 12–15% at home (Smith
1997). Home care can offer a rich and compelling
opportunity to learn about the patient’s and fam-
ily’s experience with terminal illness, the impact on
culture and environment, and have a broad and
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humanizing effect on staff who tend to people at
home (Billings et al 2001). Academic medical centers
and hospice/home health agencies should work
together and collaborate to develop effective pro-
grams that allow the patient to die at home.

It is unclear, however, whether people with ter-
minal illnesses living in their own homes have
access to the services that they need (Beaver et al
2000). Lay caregivers (e.g., the family) may not
always receive all the information and support that
they need in order to be effective caregivers. In
home care, the caregiver may have no formal train-
ing and has to learn all aspects of providing for all
needs of the patient (Thielmann 2000). The needs of
such caregivers fall into three categories: physical
needs of the patient, community resources, and the
patient’s illness. Further research is needed to
build comprehensive educational programs that
maximize the role of caregivers.

In Canada, there is increased fiscal pressure for
patients to be cared for at home during terminal ill-
ness (Dudgeon & Kristjanson 1995). However, the
health problems of spouses, responsibilities of family
members, and the mere physical, financial, and psy-
chological strain of providing care at home can make
it difficult to honor a terminally ill person’s desire to
die at home. There is a pressing need to examine
more closely the type and intensity of services needed
to support patients and their families in the final
stages of terminal illness. If a patient and the family
request death at home, intensive efforts should be
directed toward this goal (Smeenk et al 1998).

Advanced care planning can be done in the home
setting, and should be a part of patient management
(Ratner et al 2001). Even with the best management,
requests to return to the hospital to die may be
made by patients and their families who initially
wanted to die at home. The reasons for changes in
their decision may vary from those that are obvious
and practical (e.g., medical emergency) to those
which are irrational and unconscious (e.g., sudden
fear of the patient’s impending death) (McCusker
1983). It is unkind to force a family to have the

patient die at home when they are not prepared, or
even if they change their mind at a later stage.
Likewise, when a family member communicates to
the therapist or other clinician that they cannot per-
form some or all of the necessary home care, this
must be respected, as there are always reasons for
such refusals to render care.

Healthcare professionals in the home setting
will find extensive opportunities for care giving,
personal growth, and satisfaction in the task of
assisting a patient in dying in familiar, comforting,
settings. Efforts that make this possible should be
facilitated and promoted where possible. Many
families report intense satisfaction that they cared
for their loved one at home, and that they did all
they could to make the last days of the patient
meaningful. In this way, staff that support this con-
cept will also know that they contributed to the
patient’s requests.

SUMMARY

This chapter described the physical and medical
considerations of terminal illness, and addressed
pain and symptom control, as well as comfort care.
The psychological and social ramifications of termi-
nal illness were explored, and the psychology of the
dying process was outlined. Various psychological
interventions were discussed, with the emphasis
on intense psychosocial support throughout the
terminal illness. Lastly, integrated management
approaches, which included the all-important role
of the family in terminal care, were summarized in
the context of location of terminal care (i.e., hospice,
palliative care unit, and the home setting).

Although rehabilitation may seem paradoxical or
unwarranted in terminal care, this is hardly the
case. The therapist who has the strength of character
to face his/her own mortality, and is secure in
beliefs, attitudes, and knowledge of terminal illness,
can offer a rich and appreciated form of specialized
care to the dying.
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238–9
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rationale, providing, 237–8
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obstructive pulmonary
disease (COPD)
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obstacles, evaluating, 240
prevention of old behaviors,

240–1
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225–31
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on, 227
quality of life, 232
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secretions, clearance of, 229
sedentary lifestyle, 234
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Circadian rhythms, 299
Classical conditioning, 95–6
Client, meaning, 4
Client–practitioner relationships, 57–70

acceptance, 61
attending skills, 64–7
communication see
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core conditions, 61–2
empathy, 61–2
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rehabilitation, 47–8
skill acquisition suggestions, 67–8
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gate control pain theory, 144
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coping, 27, 28–9, 30
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self-perception, 31
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CBT (cognitive behavioral
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Cognitive behavioral management
principles, 101–4
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Cognitive behavioral management
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attentional control training, 105–6
continuum method, 107–8
decatastrophizing, 105
experiments, behavioral, 104
goal setting, 106
graded task assignment, 106
historical data, reappraisal, 104
imagery modification, 107
pain management, 156–8
pie charts, using, 106–7
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evaluation of thoughts, 105
role play/reverse role play, 107
survey method, 104–5

Cognitive control, meaning, 31
Cognitive interventions

cognitive behavioral management
principles, 101–4
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management strategies, 104–8
theoretical basis, 96–8
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responses to injury/illness, 
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Collaborative empiricism,
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Coma, 185
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Rehabilitation Facilities (CARF),
200

Communication, body–mind, 128
Communication (practitioner/client)

interaction models, 59
non-verbal, 62–4
problematic, when, 47
and rehabilitation, 47–8
rehabilitation adherence, 258
and working relationships, 60
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Complementary therapies, arthritis,

274–6
Compulsions, 83
Concreteness, meaning, 66
Conditioned response, 96
Confidentiality requirements,

termination of therapy, 173–5
Constructive feedback, 59
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machine, 41
Continuum method, cognitive

behavioral management
strategies, 107–8

Control, locus of
health, 13–14, 15, 30–1, 276
meaning, 11
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Conversion disorder, 86
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disease) see Chronic obstructive
pulmonary disease (COPD)

Coping behaviors
adaptive/maladaptive, 14
approach coping, 26

emotional, 33
avoidance coping, 26
cognitive appraisal, and responses,

27, 28–9, 30
common, in medical situations, 28–9
control, locus of, 31
denial, 215, 216
dispositional style, 26
hope, 215, 216
spinal cord injury (SCI), 215–16
and stress models, 12–13, 23–4
variety of, 21

Core conditions, client–practitioner
relationships, 61–2

Coronary artery disease (CAD), 236
Coronary heart disease (CHD), 225, 226
Counseling statements, 59
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meaning, 59

CPM (continuous passive motion)
machine, 41

CPR (cardiopulmonary resuscitation),
337
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to injury/illness, 22

CRQ (Chronic Respiratory
Questionnaire), 232

CVD (cardiovascular disease), 225, 226,
230, 233

Cyclothymia, mood disorder, 85, 86

D

DAI (diffuse axonal injury), 185
Decatastrophizing, cognitive

behavioral strategies, 104–5
Decisional control, meaning, 31
Dehydration, terminal illness, 335
Denial, 215, 216
Dependent personality disorder, 329
Depression

arthritic diseases, 281–2
bulimia, 89
cardiovascular conditions, 232–3
and cognitive interventions, 96
as “common cold” of mental health,

85, 92
emotional responses to

injury/illness, 32, 33, 253
and prevention of injury/illness,

16–17
spinal cord injuries, 213–14
stroke, following, 191
terminal illness, 341
see also Suicide
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81, 82, 84, 87, 89, 91
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spinal cord injuries, 213, 214
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termination goals, 165, 166, 167
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antirheumatic drugs), 273, 279

Drawings
imagery (brain-storming), 136
pain, 151

Drug regimes
antidepressants, 282
arthritic diseases, 273, 279

cardiorespiratory rehabilitation, 230
pain management, 156
traumatic brain injury/strokes, 198

DSM-IV-TR (Diagnostic and Statistical
Manual of Mental Disorders) see
Diagnostic and Statistical
Manual of Mental Disorders
(DSM-IV-TR)

Dying process, psychology of, 339–41
Dyspnea (shortness of breath), 226,

229, 233–4
terminal illness, 335

Dysthymic disorder, 85–6
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Early death, 9, 341
Eating disorders, 87–9

anorexia nervosa, 88–9
bulimia nervosa, 88, 89
case example, 89–91
referral network, 5

EatRight program (SCI), 210
ECG (electrocardiography), 234
Economic loss, 284
Education

cardiorespiratory rehabilitation,
229–31

current psychological, 5
sports-injury rehabilitation, 258

Egyptians, Ancient, 126
EMG (electromyographic) feedback, 315
Emotional approach coping, 33–4
Emotional disclosure, 35
Emotional responses to injury/illness

fear/anxiety, 32–3
grief, 34
kinesiophobia, 33
mood states, 32
regulation strategies, 33–4
somatic complaints, 33

Empathizing statements, 59
Empathy 61–2, 66–7
Emphysema, 226, 227
Endocrine system, spinal cord injuries,

210
ESM (stress management and

education), 234
Europeans, East and West, 15
Evidence

cardiorespiratory rehabilitation,
227–31

psychological care, 6–7
Ewing questionnaire, 201
Exercise programs

activity-contingent symptom
management, 304

arthritis, 275, 287
cardiorespiratory rehabilitation,

228–9
chronic fatigue syndrome (CFS), 

94, 312
functional somatic syndromes

(FSSs), 302–15
treatment trials, 304–14, 305–11

getting patient on-side, 303
graded exercise, 303
operant methods, 303–4
pain management, 156
reinforcement, 303–4
treatment trials (FSS), 304–14,

305–11
compliance and retention,

313–14
treatment effect, maximizing,

312–3
Exercise-related injuries see Sports

injuries; Sports-injury
rehabilitation

EXESM (exercise, stress management,
and education), 234

Experiments, behavioral, 104

F

Faith, religious, 31–2
Family therapy, brain injury/strokes,

193
Fear 32–3, 134
Fear-avoidance concept, 314
Feedback, constructive, 59
Fibromyalgia, 298, 299, 312
FIM (Functional Independence

Measure), 191
Finger tendon surgery, rehabilitation, 41
Flashbacks, 84
Flotation, 132
Folk medicine, 126
Footwear, therapeutic, 41
FSSs (functional somatic syndromes)

see Functional somatic
syndromes (FSSs)

Functional Independence Measure
(FIM), 191

Functional somatic syndromes (FSSs),
293–319

assessment, 297
behavioral change, and illness

beliefs, 301
biological/”functional” changes,

298–9
causal factors, 296–7
central nervous system alterations,

role, 299–300
classification, 294–6, 295
deconditioning/disuse, role, 298–9

arguments against, 297–8
and assessment, 297

exercise programs, 302–14
treatment trials, 304–14, 305–11

graded exposure therapy, 314–15
integrated management

approaches, 315–16
interventions, psychological,

302–15, 305–11
medical and physical

considerations, 297–300
personality factors, 301
psychiatric assessment, 300
psychological considerations, 300–2
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research limitations, 314
respondent therapy, 315
sleep/wake cycle, 299
social factors, 301–2
symptom beliefs, and illness, 300–1
symptoms, 295
terminology, 294–6
see also Somatoform disorders

Functioning, improved
termination of therapy, 169–70

G

Galveston Orientation and Amnesia
Test (GOAT), 185, 189, 192

Gastrointestinal/urinary functions,
spinal cord injuries, 210–11

Gate control pain theory, 143–4, 145
Generalized anxiety disorder, 84–5
Genuineness, meaning, 61
Glasgow Coma Scale, 185, 186
Glove anesthesia, 86
Goal orientations, responses to

injury/illness, 26
Goal setting

cardiovascular conditions, 239
cognitive behavioral strategies, 106
holistic management models, 4
rehabilitation, adherence to, 46
rehabilitation, sports, 259
sports-related injuries, 261

GOAT (Galveston Orientation and
Amnesia Test), 185, 189, 192

Graded exposure therapy, functional
somatic syndromes (FSSs),
314–15

Graded task assignment, 106
Greeks, Ancient, 126
Grief, 34, 282–3

response model, 253, 254
Groningen Longitudinal Ageing Study,

235
Grooved Pegboard Test, 189
Guided imagery, 112, 136–7

H

Halstead-Reitan Neuropsychological
Test Battery (HRNTB), 189

Hassle Scale, 11
Hassles, 10–11, 249, 279
HCFA (Health Care Finance

Administration), 196
Health belief model (HBM), 14

rehabilitation, 42
Health Care Finance Administration

(HCFA), 196
Health locus of control (HLC), 13–14,

15, 30–1, 276
Health-related quality of life (HRQOL)

see HRQOL (health-related
quality of life)

Helplessness theory, 15

Hemorrhagic strokes, 186, 187
High resolution computed

tomography (HRCT) scanning,
226

Histrionic personality disorder, 326–7
HLC (health locus of control), 13–14,

15, 30–1, 276
Holistic management models, 4–5
Home care, terminal illness, 346–7
Home exercise regimes, rehabilitation,

41, 46, 48
Home practice, relaxation, 113
Homework, cognitive behavioral

management principles, 103
Hope, 215, 216
Hopkins Verbal Learning 

Test – Revised, 191
Hospice concept, terminal illness, 345–6
HRCT (high resolution computed

tomography) scanning, 226
HRNTB (Halstead-Reitan

Neuropsychological Test
Battery), 189

HRQOL (health-related quality of life)
arthritic diseases, 272, 275, 288
cardiovascular disease, 231–2, 242

Hyperventilation, 119, 296
Hypnogogic images, 126
Hypnosis, 127
Hypnotherapy, 126
Hypochondriasis, 33, 87
Hysteria, and somatic complaints, 33, 86

I

IASP (International Association for the
Study of Pain), 142, 147, 148

IBS (irritable bowel syndrome), 297
Identity, and psychological responses

to injury/illness, 27
Illness cognition/attributions, 31
Illness and injury, psychological

antecedents, 9–19
behavior, healthy/unhealthy,

psychosocial factors
affecting, 13–15

cardiovascular conditions,
psychological symptoms,
16–17, 231–41

intervention strategies, 16
onset, psychosocial factors

influencing, 10–13
prevention, 15–16
recommendations for healthcare

practitioners, 17
stress-based model of risk, 11–13
see also Sport-related injuries

Illness and injury, psychological
responses, 21–38

behavioral, 34–6
and cognitive appraisal, 27–32
emotional, 32–4
pre-existing factors influencing, 24–7
psychosocial, 22–4
see also Sport-related injuries

Imagery
assessment criteria, 130–1
body–mind communication, 128
brain-storming, 135–6
cognitive interventions, 97
contemporary applications, 129–36
dramatization of scenes, 136
guided script, 136–7
healing script, 137
health implications, 129–30
imagination, exercising, 133
imaginative medicine see

Imaginative medicine
initial difficulties, 134–5
interpreting, 135–6
meaning, 136
medical diagnosis, in, 130
mental rehearsal of activities, 129
modification, cognitive–behavioral

strategies, 107
pain management, 157–8
performance anxiety, 133
physiological effects, 128
practical use, 133–5
preparations, 134
psychological and physiological

functions, 128–9
recording of images, 135
regular practice, 133–4
rehabilitation, 132–3
relaxation techniques, with, 112
Simonton method, 130
stroke injury, 132–3
treatment, 131–2
understanding, 135

Imagination, exercising, 133
Imaginative medicine

ancient world, 126
body–mind communication, 128
contemporary understanding,

127–9
history, 4, 126–7
mesmerism, influence, 126–7, 138
psychotherapy, 127
Renaissance, 126
thinking, 127–8
in twentieth century, 127
unconscious mind, 127
see also Imagery

Incubatio, 126
Injuries

causes, 9, 10
mood states, 12
preventable, 9, 15
stress-based model, 11–13
unintentional, 9
see also Illness and injury,

psychological antecedents;
Illness and injury,
psychological responses;
Spinal cord injuries (SCIs);
Sports injuries; Sports-injury
rehabilitation; Traumatic
brain injuries (TBIs)

Inpatient management, brain
injury/strokes, 196–8
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Integrated management approaches
arthritic diseases, 286–8
cardiovascular conditions, 241–2
functional somatic syndromes

(FSSs), 315–16
spinal cord injuries, 220–1
sports injuries, 262–3
terminal illness, 344–7
traumatic brain injury (TBI),

194–201
Integrated Model of Psychological

Response to the Sport Injury and
Rehabilitation Process, 253

International Association for the Study
of Pain (IASP), 142, 147, 148

International Standards for
Neurological and Functional
Classification of Spinal Cord
Injury, 208

Interview, clinical, 98–9
Interviewing, motivational, 238–9
Into Work Personal Development

(IWPD) program, 283
Intrusive thoughts, worries

distinguished, 97
Intuition, termination of therapy, 169
Irritable bowel syndrome (IBS), 297
Ischemia, defined, 226
Ischemic strokes, 186–7
IWPD (Into Work Personal

Development) program, 283

K

Karnofsky severity ratings, terminal
illness, 340

Kinesics, non-verbal communication,
62

Kinesiophobia, 33

L

Life change units, Social Readjustment
Rating Scale (SRRS), 10

Lifestyle Heart Trial, 236–7
Listening, empathetic, 66–7
Locus of control see Control, locus of
Lung cancer, 336
Lupus, 285

M

McGill Pain Questionnaire (MPQ), 151,
152, 153

Short-form (SF-MPQ), 150, 153, 
154

spinal cord injuries, 217, 218
Major depressive disorder, 85
Major life events, and illness, 10, 279
Malingering behavior, 35–6, 252
Management models, holistic, 4–5
Manic depressive disorder, 85
Manual therapies, arthritic diseases, 286

MAST (Michigan Alcoholism
Screening Test), 201

MCA (middle cerebral artery) strokes,
187, 190

ME see Chronic fatigue syndrome
(CFS)

Medical charts, reading, 64
Medical problems, and psychological

problems, management, 93–4
Medications see Drug regimes
Meninges, 184
Mentoring relationships, 68
Mesmerism, 126–7, 138
Methylphenidate, 198
Michigan Alcoholism Screening Test

(MAST), 201
Micro-stressors, 10
Middle cerebral artery (MCA) strokes,

187, 190
Mini-Mental State Examination, 

191
Minnesota Multiphasic Personality

Inventory-2 (MMPI-2), 33
Minor life events, and illness, 10–11,

279
MMPI-2 (Minnesota Multiphasic

Personality Inventory-2), 33
Modified cardiac rehabilitation

protocol (MP), 235
Modulation, and nociception, 142
Mood disorders

bipolar, 85
and cognitive interventions, 97
cyclothymia, 85, 86
dysthymic, 85–6
major depressive, 85
manic depressive, 85

Mood states, 32
injury occurrence, 12

Motivational interviewing, 238–9
Mourning, 34
MPQ see McGill Pain Questionnaire

(MPQ)
Multidimensional Health Locus of

Control Scale, 276
Muscle memory, 132
Muscular dystrophy, rehabilitation, 41
Myocardial infarction, risk-reduction

program, 17

N

Narcissistic personality disorder
(NPD), 5–6, 324–5

National Center of Health Statistics
(US), 226

National Health Interview Survey
(1996), 226, 227

National Institute on Disability and
Rehabilitation Research
(NIDRR)

Traumatic Brain Injury Model
Systems of Care, 189

Nausea and vomiting, terminal illness,
335

Necrosis (irreversible tissue damage),
226

Netherlands, traumatic brain injury
(TBI) incidence, 184

Neuro-linguistic programming, 66
Neurotic triad scores, 33
NIDRR (National Institute on

Disability and Rehabilitation
Research)

Traumatic Brain Injury Model
Systems of Care, 189

Nociceptors, 142–3, 144
Non-verbal communication, 62–4

client’s cues, reading, 63
kinesics, 62
medical charts, reading, 64
paralanguage, 62
proxemics, 62
research, 63
therapist, 63
verbal compared, 62–3

Norman, P, 276
NPD (narcissistic personality

disorder), 5–6, 324–5
NRSs (numerical rating scales), 150,

151
NSAIDs (non-steroidal anti-

inflammatory drugs), 273, 280
Numerical rating scales (NRSs), 150,

151
Nutrition, 230, 335

O

OA (osteoarthritis) see Osteoarthritis
(OA)

Obesity, and spinal cord injuries (SCIs),
210

Obsessive-compulsive disorders
(OCD), 83–4, 327–8

Occupational therapy, 336
Open questions, 64–5, 66
Operant conditioning principles, 96
Optimism, 14, 30
Orthoses, 194
Osteoarthritis (OA), 269–70, 272, 273,

275
case study, 6
depression, 281
pain management, 146
Transtheoretical Model of Change,

277
Outpatient management, brain

injury/strokes, 198–9
Outpatient programming, brain

injury/strokes, 199–200

P

Pace before you lead, 66
Pain, 141–61

acute, 146–7
and anxiety, 25
arthritic diseases, 279–80
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assessment, 149–53
association/dissociation, 158
Axis coding system, 148
causes, 145–6
chronic, 25, 28, 33, 147
classification, 148
cognitive behavioral therapies,

156–8
conditioning of behaviors, 146
definitions/mechanisms, 142–3, 216
descriptions, 146–8
drawings, 151
environmental factors, 146
experience of, 146–9
gate control theory, 143–4, 145
imagery, 157–8
McGill Questionnaire, 151, 152, 153

Short-form (SF-MPQ), 150, 153,
154

spinal cord injuries, 218
management, 153–8
measurement, 150–3

rating scales, 150–1
parallel processing model of

distress, 144–5
phasic, 146
reconceptualization, 157
recurrent acute, 148
rehabilitation therapies, 153, 155–6
relaxation, 112, 157
self-efficacy, 158
spinal cord injuries, 216–17, 219

McGill Pain Questionnaire, 218
stress, 146
subacute, 147–8
terminal illness, 334–6
theory/explanations, 143–6
thresholds/tolerance, 148–9

Palliative care unit, terminal illness,
346

Panic attacks, 82–3
Paralanguage, non-verbal

communication, 62
Parallel processing model, pain

distress, 144–5
Paranoid personality disorder, 324
Paraphrasing, 66–7
Paraplegia, 209
Passive therapies, 274
Patient, meaning, 4, 60
Patients, problematic, 5–6
PCA (posterior cerebral artery) strokes,

187
Perception, 48, 142–3
Performance anxiety, imagery, use of,

133
Persistent vegetative state (PVS), 185
Personal investment theory,

rehabilitation, 42–4
Personality

dispositional tendencies, 24–6
functional somatic syndromes

(FSSs), 301
stress response, 249
stress-based model of injury risk,

11–12

Personality disorders
case example, 330–2
Cluster A, 322–4
Cluster B, 5–6, 324–7
Cluster C, 83–4, 327–9
general, 321–22
psychological assistance, referral

for, 329–30
Pessimism, 15, 30, 32
PET (positron emission tomography),

191
Phasic pain, 146
Phobias, 82–3
Phototherapy, 336
Physical activity, as therapy, 287
Physiotherapy

adherence to rehabilitation, 46
client–practitioner interaction

models, 59
holistic approaches, 60
listening skills, 68
non-verbal behavior, 63
time with clients, 61

Pie charts, 106–7
Place–train model, 201
Placebo effect, 121
PMT (protection motivation theory),

14, 42
Polymodal nociceptors, 143
Positron emission tomography (PET),

191
Post-traumatic amnesia (PTA), 185, 189
Post-traumatic stress (PTSD), 33, 84,

214
Posterior cerebral artery (PCA) strokes,

187
PPI (present pain intensity) scale, 153
Practitioner–client relationships see

client–practitioner relationships
Present pain intensity (PPI) scale, 153
Pressure ulcers, 211
Primary prevention, 15
Process model (client–practitioner

collaboration), 58
Progressive relaxation training (PRT)

description, 115
history and development, 114–15
integration into care, practical

example, 116–17
pain management, 157
rationale for use, 115–16
respondent therapy, 315
sports injuries, 260

Projection, defense mechanism of, 74
Protection motivation theory, 14, 42

behaviors, healthy/unhealthy,
factors affecting, 14

Proxemics, non-verbal
communication, 62

PRT see Progressive relaxation training
(PRT)

Psychiatric assessment, functional
somatic syndromes (FSSs), 300

Psychiatric care, terminal illness, 342–3
Psychiatry, medicine distinguished,

294

Psychology, use of, 3–8
current psychological education, 5
evidence for psychological care, 

6–7
holistic management models, 

4–5
integrating of psychological theory

and application, 6
patients, problematic, 5–6
referral network, 5
terminology, 4

Psychoneuroimmunology
body–mind communication, 128
imagery, understanding of

functions, 138
imaginative medicine, 127
psychopathologies, 25

Psychopathology, 81–92
adjustment disorders, 87
anxiety, 82–5
Axis I disorders (Diagnostic and

Statistical Manual of Mental
Disorders), 81, 82, 84, 87, 89,
91

case study, 89–91
defined, 82
eating disorders, 87–9
humanistic theories, 82
mood disorders, 85–6
responses to injury/illness, 25
somatoform disorders, 86–7

Psychosocial management, brain
injury/strokes

academic reintegration, 201
family reintegration, 200
substance abuse, 201
vocational reintegration, 200–1

Psychosocial responses to
injury/illness

biopsychosocial approach, 22, 254,
256

cognitive behavioral models, 22–3
crisis theory, 22
stress process models, and coping

theory, 23–4
Psychotherapy, 4, 127
Psychotherapy model

(client–practitioner interaction),
59

PTA (post-traumatic amnesia), 
185, 189

PTSD (post-traumatic stress disorder),
33, 84, 214

PVS (persistent vegetative state), 185

Q

QALY (quality-adjusted life year), 232
Qigong, 275
Quality of life, 219–20, 231–2
Quality of Well-Being Scale (QWB), 232
Quality-adjusted life year (QALY), 232
Questioning

open and closed questions, 64–6
using to evaluate thoughts, 105
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Questionnaires
Chronic Respiratory Questionnaire

(CRQ), 232
Ewing questionnaire, 201
McGill Pain Questionnaire (MPQ),

151, 152, 153
self-report measures, 98
Short-form McGill Pain

Questionnaire (SF-MPQ),
150, 153, 154

Shortness of Breath Questionnaire
(SOBQ), 232

substance abuse, 201
QWB (Quality of Well-Being Scale), 232

R

RA (rheumatoid arthritis) see
Rheumatoid arthritis (RA)

RAND Health Status Measure, 232
RCTs (randomized clinical trials), 6–7

cardiorespiratory rehabilitation,
228, 234

functional somatic syndrome, 
305-11

Real relationship, psychotherapy
client–practitioner interaction
model, 59

Referral network, 5
Reflection of feelings, 67
Rehab light, 345
Rehabilitation, 39–53

adherence to, 39–42
adherence-outcome

relationship, 44–5
defined, 254–5
enhancement, 45–7
measurement, 40–2
multimodal approach, 46–7
sports injury rehabilitation, 254,

255, 256–9
theoretical explanations, 42–4

cardiovascular conditions see
Cardiovascular rehabilitation

case example (psychopathology),
89–91

client–practitioner relationship, 47–8
cognitive appraisal models, 43–4
cognitive (brain injury/strokes), 194
health belief model, 42
imagery, 132–3
measurement of adherence, clinic-

based and non-clinic based,
40–2

pain management, 153, 155–6
perceptions, 48
personal investment theory, 42–4
protection motivation theory, 42
readiness to return, 48–9
relaxation techniques, 113
retrospective self-reports, 40–1
social physique anxiety, 83
sports injury see Sports injury

rehabilitation
stroke injury, 188–92

Reinforcement, positive/negative, 96
Relaxation, as multiprocess theory, 260
Relaxation Response, 114, 157, 260

sports-related injuries, 260
Relaxation techniques

autogenic training, 120–2, 123
breathing, 117–20
choice of technique, 112
contradictions/precautions, 122–3
effectiveness, 111–12
group, 113
with guided imagery, 112
pain management, 112, 157
preparing client for, 112–13
progressive relaxation training

(PRT) see Progressive
relaxation training (PRT)

rehabilitation, 113
release-only, 122
sports-related injuries, 260–1

Relaxation through recall, 115
Religious beliefs, 31–2
Remote service delivery, brain

injury/strokes, 194
Renaissance, imaginative medicine,

126
Research

functional somatic syndromes
(FSSs), limitations relating to,
314

healthy/unhealthy, psychosocial
factors affecting behaviors,
14–15

non-verbal communication, 63
Resilience, 31
Respiratory system, spinal cord

injuries, 209–10
Respondent therapy, functional

somatic syndromes (FSSs), 315
Responses to injury/illness, 21–38

anxiety sensitivity, 26
behavioral, 34–6

sports-related injuries, 251–2
biopsychosocial approach, 22
and challenges of illness, 94
cognitive, sports-related injuries,

250–1
cognitive appraisal, 27–32
cognitive behavioral models, 22–3
cognitive-developmental level, 26
crisis theory, 22
dispositional styles, 24–6
emotional, 32–4

sports-related injuries, 251
goal orientations/motives, 26
personality, and dispositional

styles, 24–6
positive, sports-related, 252
pre-existing factors, 24–7
psychopathology, existing, 25
psychosocial, 22–4
sociocultural factors, 26–7
sports-related, 250–2
thoughts, 94

REST (restricted environmental
stimulation therapy), 132

Resuscitation, 337
Rey Auditory Verbal Learning Test, 

189
Rheumatoid arthritis (RA), 270, 272,

273, 274
anxiety, 282
body image, loss of, 285
depression, 281
rehabilitation, 41–2, 46
Transtheoretical Model of Change,

277
Rheumatology see Arthritic diseases
Ritalin, 198
Role play/reverse role play, 107
ROM (range of motion), 165

S

SARRS (Social Athletic Readjustment
Rating Scale), 12

Schizo, 322, 323
Schizoid personality disorder, 322–3
Schizophrenia, 322
Schizotypal personality disorder,

323–4
SCI Model Systems national database,

208
SCIs (spinal cord injuries) see Spinal

cord injuries (SCIs)
Secondary prevention, 15
Self-efficacy

arthritic diseases, 276–7
cardiovascular rehabilitation, 229,

235–6
pain, 158
responses to injury/illness, 31

Self-perceptions, 31
Self-reports, retrospective, 40–1
Sexual functioning, spinal cord

injuries, 211–12
SF-MPQ (Short-form McGill Pain

Questionnaire), 150, 153, 154
Shamans, 126
Shortness of Breath Questionnaire

(SOBQ), 232
Sick role, 58, 87 280–1
Sickness Impact Profile (SIP), 232
Simonton method, 127, 130, 131, 135
SIP (Sickness Impact Profile), 232
SIRAS (Sport Injury Rehabilitation

Adherence Scale), 40, 41, 257
SLE (systemic lupus erythematosis),

285
Sleep/wake cycle, 299
SMOC (Sports Medicine Observation

Code), 40, 257
Smoking, cardiorespiratory

rehabilitation, 230
SOBQ (Shortness of Breath

Questionnaire), 232
Social anxiety disorders, 83
Social Athletic Readjustment Rating

Scale (SARRS), 12
Social learning theory, 96
Social physique anxiety, 83
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Social Readjustment Rating Scale
(SRRS), 10

Social role, loss of, 283–4
Social support

cardiovascular conditions, 241
health, 35
loss of (arthritis), 284
responses to injury/illness, 31, 35
sports-related injuries, 261–2

rehabilitation, 258–9
Social-support-seeking behavior, 34–5
Somatic complaints, responses to

injury/illness, 33
Somatization disorder, 86
Somatoform disorders

conversion, 86
hypochondriasis, 33, 87
hysteria, 33, 86
somatization, 86
see also Functional Somatic

Syndromes (FSSs)
Spasticity, spinal cord injuries, 211
Spinal cord injuries (SCIs)

ageing, 211
anxiety, 214
cancer, 336
cardiovascular functions, 209
definitions, 207–8
depression, 213–14
endocrine system, 210
epidemiology, 208
gastrointestinal/urinary functions,

210–11
integrated management

approaches, 220–1
interventions, psychological, 219
medical management, 208–12
metabolic considerations, 210
pain, 143, 216–17, 219

McGill Pain Questionnaire, 218
post-traumatic stress disorder, 214
prevention, 16
psychological considerations, 212–13
quality of life/life satisfaction, 219–20
respiratory considerations, 209–10
sexual functioning, 211–12
spasticity, 211
stress appraisal, and coping, 215–16
substance abuse, 214–15
suicide, 213–14
traumatic brain injury (TBI), 208–9
ulcers, 211

Splitting, 322, 323
Sport Injury Rehabilitation Adherence

Scale (SIRAS), 40, 41, 257
Sports injuries, 247–67

cognitive behavioral interventions,
259–62

cognitive rehearsal, 261
cognitive restructuring, 262
control, locus of (gymnasts), 11
goal setting, 261
integrated management

approaches, 262–3
interventions, psychological,

259–63

mood states, 32
onset, psychosocial variables, 248–9
pain tolerance, 149
prevention, 16
psychological responses, 250–2
rehabilitation see Sports-injury

rehabilitation
relaxation techniques, 260–1
social support, 261–2
stress-injury model, 248–9
trait anxiety, 12
vulnerability to injury, preventative

interventions, 249–50
see also SIRAS (Sport Injury

Rehabilitation Adherence
Scale); SMOC (Sports
Medicine Observation Code);
Sports-injury rehabilitation

Sports Medicine Observation Code
(SMOC), 40, 257

Sports-injury rehabilitation, 252–4
adherence, 254, 255, 256–9

measurement, 257
methods to enhance, 258–9
psychological factors related to,

257–8
see also Rehabilitation:

adherence
athlete responsibility, 259
attendance, 257
biopsychosocial models, 254, 256
clinic-based, 257
cognitive appraisal models, 43, 253–4
cognitive rehearsal, 261
communication, 258
education, 258
goal setting, 259
grief response model, 253
home-based, 257
psychological models, 43, 253–4
readiness to return, 48–9
social support, 258–9
tailoring of programs, 259
threats/scare tactics, 259
treatment efficacy, 259
see also Rehabilitation

SRRS (Social Readjustment Rating
Scale), 10

Stage of adjustment model, spinal cord
injury (SCI), 212

Step-down goals, discharge planning,
165, 167

Stress
arthritic diseases, 279
immune system, depression of, 130
major and minor life events, 10–11
pain, 146
spinal cord injuries (SCIs), 215–16

Stress process models, and coping
theory, 23–4

Stress response, 248, 249
Stress-based model of injury risk

coping resources, 12–13
history of stressors, 12
personality, 11–12
sports injuries, 248–9

Strokes
agitation following, 191–2
behavioral approaches, 192–3
cerebrovascular distributions, and

stroke presentation, 187
cognitive rehabilitation, 194
defining, 186
emotional/behavioral functioning,

191–2
epidemiology, 186
family therapy, 193
group approaches, 193
imagery, 132–3
inpatient management, 196–8
integrated management

approaches, 194–201
interventions, psychological, 192–4
medical management, 187–8
medications, 198
neuropsychological assessment,

190–1
outpatient management, 198–9
outpatient programming, 199–200
pathophysiology, 186–8
psychological functioning, 190–2
psychosocial management, 200–1
psychotherapeutic approaches, 193
recovery, 187–8
rehabilitation, psychological

considerations, 188–92
remote service delivery, 194
sexual functioning, 192
social functioning, 192
treatment team, integrating, 194–6
types, 186–7
see also Traumatic brain injury (TBI)

Substance abuse, conditions associated
with

borderline personality disorder,
325–6

bulimia, 89
spinal cord injuries, 214–15
traumatic brain injury (TBI), 201

Suicide
spinal cord injuries (SCIs), 213–14
terminal illness, 341
see also Depression

Summarization, 67
Supervisory relationships, 68
Survey method, cognitive behavioral

strategies, 104–5
Sweden, hospitalization, reasons for, 9
Symbol Digit Modalities Test, 189
Sympathetic nervous system, 84
Sympathy, empathy contrasted, 61
Symptom relief, termination of

therapy, 168–9
Systemic lupus erythematosis (SLE),

285

T

Tai Chi, 275
TAPI (Team Attended Psychological

Interview), 220
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TBI Network, 201
TBI (traumatic brain injury) see

Traumatic brain injury (TBI)
Team Attended Psychological

Interview (TAPI), 220
Telerehabilitation, 194
Tense/relax technique see Progressive

relaxation training (PRT)
Tentative language, use of, 66
Terminal illness, 333–50

cancer, 334, 335–6
caregivers, support for, 343
comfort care, 336–7
dehydration, and nutrition, 335
dying process, psychology of,

339–41
emotional aspects, 338–9
family care, 344–5
home, caring for at, 346–7
hospice concept, 345–6
hospital use, 336–7
integrated management, 344–7
interventions, psychological, 341–4
nausea and vomiting, 335
pain and symptom control, 334–6
palliative care unit, 346
physical aspects, 334
psychiatric care, 342–3
psychological considerations, 337–41
psychological involvement, 343–4
psychosocial support, 341–2
resuscitation, 337
therapist–patient relationships,

337–8
Termination of therapeutic

relationship, 163–79
checklist, 171
client-initiated, unilateral unnatural

endings, 172
consensual, bilateral natural

endings, 172
criteria for, 168–70
discharge planning, 165, 167
follow-up, 170
funder-initiated, 173
goals, termination, 165, 166, 167
professional responsibilities

relating to, 173–8
confidentiality, and regulatory

obligations, 173–5
contractual obligations, 175–6
ethical obligations, 176
fiduciary obligations, 176
legal obligations, 175–6
strategic planning, vulnerable

individuals, 176–8
termination goals, and discharge

planning, 165, 166, 167
therapist-initiated, 172–3
timing of, 167–70
treatment goals, and expectations,

164–5
Tertiary prevention, 15
Tetraplegia, 209
Therapist–patient relationships see

Client–practitioner relationships

Thoughts
alternative, 105
grief response, 253, 254
illnesses, of, 94
imaginative thinking, 127–8
intrusive, 97
questioning, using to promote

evaluation of, 105
in schizoid personality disorder,

322–3
see also CBT (cognitive behavioral

therapy)
Token Test, 189
Touching, importance of, 63
Traditional Chinese medicine (TCM),

126
Trail Making Test, 189
Trait anxiety, 12
Transcendental meditation, 260
Transduction, and nociception, 142
Transference, 71–80

case study, 71–4
beginning of relationship, 72–3
evolving relationship, 73
leaving each other, 73–4
physical and manual therapies,

transference/countertrans-
ference in, 76–7

process of transferring, 75
countertransference, 76–7

erotic, 77–9
process of transferring, 74

erotic, 77–9
gifts, 77
meaning, 59
process of transferring, 74–6

Transference configuration,
physiotherapy–client
relationships, 59

Transmission, and nociception, 142
Transtheoretical Model of Change, 238,

277, 278
Traumatic brain injuries (TBIs), 183–6

age ranges, 184
agitation, 189
behavioral approaches, 192–3
cognitive rehabilitation, 194
defining, 184
emotional/behavioral functioning,

189–90
epidemiology, 184
family therapy, 193
group approaches, 193
inpatient management, 196–8
integrated management

approaches, 194–201
interventions, psychological, 

192–4
medications, 198
natural history, 185
neuropsychological assessment,

188–9
outpatient management, 198–9
outpatient programming, 199–200
prevention, 16, 185
psychological functioning, 188–90

psychosocial management, 200–1
psychotherapeutic approaches, 

193
recovery, and medical

management, 185–6
remote service delivery, 194
risk factors, 184
sexual functioning, 190
spinal cord injuries, 208–9
treatment team, integrating, 194–6
types, 184–5
see also Strokes

Traumatic Brain Injury Model Systems
National Database, 184, 201

Treatment
discharge planning, 164–70
goals and expectation, 164–5
imagery, 131–2

U

Ulcers, spinal cord injuries, 211
Unconditioned stimulus, 95, 96
Unconscious mind, and imaginative

medicine, 127
Unimodal nociceptors, 143
United Kingdom

cancer treatment programs, 131–2
traumatic brain injury (TBI)

incidence, 184
United States of America

American Medical Association, 
147

American Physical Therapy
Association, 167

Americans With Disabilities Act
(1990), 199, 201

Arthritis Foundation, 269
brain injury/strokes, 184, 189, 199,

201
cardiovascular diseases, 226, 227,

228
complementary/alternative

medicine, use, 275–6
Diagnostic and Statistical Manual of

Mental Disorders (DSM-IV-
TR), 81, 82, 84, 87, 89, 91, 213

Disability Determination Service,
201

rheumatology, 272–3, 274
Urinary tract infections, and spinal

cord injuries (SCIs), 196, 208,
210–11

V

Verbal communication, 62–3
see also Non-verbal communication

Verbal rating scales (VRSs), 150, 151
Visual analogue scales (VASs), 150,

151, 153
Visual Form Discrimination Test, 189
Vlaeyen, J W S, 313, 314, 315
VRSs (verbal rating scales), 150, 151
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WAIS-R Digit Span and Block Design,
189

Wechsler Abbreviated Scale of
Intelligence, 191

Wechsler Adult Intelligence Scale –
Revised (WAIS-R), 199

Wechsler Memory Scale – Revised
Logical Memory I and II, 189

Why questions, 65
Wisconsin Card Sorting Test, 189
WL (wait list control condition), 234
Working alliances (practitioner–client

relationships)
attending skills, 64–7
basis for importance, 58–61

building, 62–7
interaction models, 59
look, see and feel reminders, 62
non-verbal communication, 62–4
primary function, 57
see also Client–practitioner

relationships
Worries, intrusive thoughts

distinguished, 97

SUBJECT INDEX 369


	Cover
	Psychology in the Physical and Manual Therapies
	ISBN          9780443073526
	Copyright
	Contributors
	Foreword
	Preface
	Acknowledgments

	Section 1: Injury, illness, and rehabilitation: psychological principles
	Chapter 1 - Using psychology in the physical and manual therapies
	Chapter 2 - Psychological antecedents to injury and illness
	Chapter 3 - Psychological responses to injury and illness
	Chapter 4 - Psychological aspects of rehabilitation

	Section 2: Psychological care in the physical and manual therapies: an integrated approach
	Chapter 5 - Practitioner–client relationships: building working alliances
	Chapter 6 - Transference and counter transference
	Chapter 7 - Recognizing psychopathology
	Chapter 8 - Cognitive and behavioral interventions
	Chapter 9 - Relaxation techniques
	Chapter 10 - Imagery
	Chapter 11 - Pain and its management
	Chapter 12 - Terminating the therapeutic relationship

	Section 3: Working with specific client populations
	Chapter 13 - Traumatic brain injury and stroke
	Chapter 14 - Spinal cord injuries
	Chapter 15 - Cardiovascular and respiratory conditions
	Chapter 16 - Injury from sport, exercise, and physical activity
	Chapter 17 - Arthritides
	Chapter 18 - Functional somatic syndromes
	Chapter 19 - Personality disorders
	Chapter 20 - Terminal illness

	Author index
	Subject index



