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Adherence in physiotherapy
• Achieving optimal outcomes dependent on clients supplementing
face to face therapy with recommended self-management strategies
(e.g. Jack et al., 2010)

• But, rates of non-adherence are as high as 70% (McLean et al., 2010; Beinart
et al., 2013; Peek et al., 2016)

• No matter how good physiotherapy treatments are deemed to be,
they are unlikely to be effective in this context

Old news?
• Proliferation of literature since the 1990s

• Exploring predictors of adherence
• Developing and testing a range of adherence-promoting strategies

• Yet, the pattern remains the same….
• Why?

Some possible explanations?
#1 Strategies most routinely used in
practice are not necessarily fit for purpose

#2 Integration of alternate approaches into
practice has been difficult

#3 It is possible we are looking at the
problem the wrong way

#1 Strategies routinely used in practice are
not necessarily fit for purpose
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…. yet education and prescription remain the
dominant strategies
….our responsibility is to set a
programme for them and to
educate them on why they’re
doing those bits and pieces
we’ve given to them and an
idea of how often they need to
be doing them so quite clear
prescription and then from
there my expectation is that
they commit to that.

…the education side is really
important so I remember
when I was a junior physio I
would’ve just given the
exercises and said this will help
you, whereas now you kind of
need to make that link.

I think a really key thing is them buying into the
concept of what they actually have to do and so a
big part of that I believe is education so I think
like our role is really educating them on that the
fact that this is actually a long term problem…
I think from a physio perspective I
think educating the patient in terms
of the path of physiology of the
condition so they understand what
can be done, what their options are,
and kind of the likely outcome in the
end - so I think education is kind of
your number one.

I: How do you think a patient would describe self-management?
P: Depends how much education they’ve had.

Consistent with the evidence e.g.
• Education about the benefits of exercise the most common
adherence strategy used by physiotherapists in knee OA (Nicholson et al.,
2016)

• 97% provide ‘verbal or written instruction for exercise’ and
‘information about condition or diagnosis’ always or very often
(Forbes et al., 2017)

Looking back at the level of complexity….
Marks & Allegrante, 2005

Osteoarthritis

Jack et al., 2010

Physiotherapy
outpatient clinics

Beinart et al., 2013

Chronic low back
pain

Picorelli et al., 2014

Older adults

Essery et al., 2015

Home-based
physical therapy

Self-efficacy
Social support
Sense of progress
Lack of positive response from therapist
Low patient self-efficacy
Presence of depression
Poor social support
Greater number of perceived barriers
Health locus of control
Supervision
Motivational strategies
Health status
Physical ability
Cognitive ability
Depression
Supervision
Intention to engage in HBPT
Self-motivation
Self-efficacy
Previous adherence to exercise-related behaviours
Social support

….our responsibility is to set a
programme for them and to
educate them on why they’re
doing those bits and pieces
we’ve given to them and an
idea of how often they need to
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I: How do you think a patient would describe self-management?
P: Depends how much education they’ve had.

#2 Integration of alternate approaches
into practice has been difficult

A combination of person-centred practice and
behavioural strategies may optimise adherence
(McLean et al., 2010)….

But…
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#3 It is possible we are looking at the
problem the wrong way

‘Adherence’ – a borrowed concept
• Came into use as an alternative to compliance in the context of
medication use

• Compliance: The extent to which the patients behaviour matches the
prescribers recommendations
• Adherence: The extent to which the patients behaviour matches agreed
recommendations from the prescriber

(Horne et al., 2005)

• In reality, adherence and compliance used interchangeably and
synonymously (Bissonnette, 2008)
• … and leads to a primary focus on patient behaviour.

Engagement and outcome increasingly
understood to be co-constructed

A tripartite efficacy perspective?
Confidence in ones own ability
“I can do this”

Selfefficacy
Confidence in therapists ability
“I have a great therapist”

Otherefficacy

Lent & Lopez (2002); Jackson et al. (2012)

Relationinferred
efficacy

Appraisal re: how confident the
therapist is in their ability
“I think my therapist really
believes in me”

“I think the therapist and their listening and their flexibility in being
able to work with me… if I wasn’t quite feeling there or involved, they
had the ability to change it. And that I understood what was required
of me in what they were saying. And caring. They have a lot of energy
and positive feedback and that spurred me on. This isn’t bad at all. I
can do this. If they’re positive in their energy and the material they
give me, and it’s not the same thing every day […] so I think it’s, the
therapists’ attitude and skills that helped me through and persist.”
(Person w SCI)

Some questions….
• Are the strategies most routinely adopted in practice really fit
for purpose?
• Is adherence a helpful concept?
• Or, does it:
• focus our attention on patient behaviour?
• limit our potential to critically reflect on ones own role?

• Is a more fundamental shift in practice necessary?
• What is the role of a physiotherapist in:

• Creating the context for a motivated and engaged client?
• Building client skill and capability to optimise outcome?
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The psychosocial context
“The implant’s quite heavy and I’m just a
bit worried [..] you don’t know that you
are being realistically self- protective, or
just unnecessarily cautious […] I wish I
could pick up a badminton racket and just
see what it feels like […] to get my
confidence back.” (Person w cancer)

“I couldn’t even turn over in bed

and the idea of that was devastating
for me, but I didn’t feel like doing
anything about it. So a lot of those
exercises involved sitting me on the
side of the bed and just sitting up –
strengthening my trunk – I hadn’t
visualised the need for that. I didn’t
understand what had happened or
why I couldn’t do things.”
(Person w stroke)

“It’s like having a tin can
with holes punched in it, no
matter how much water
you pour into it, it is still
pouring out. So even if you
pour heaps more water in,
it will still pour out, you will
never get anywhere.”
(Person w MS)

“They want you to feel your pain and embrace
your pain etc., etc. I spend my whole life learning
how to deal with my pain and live with it as best I
can. I do not want to embrace it. It is not my
friend!” (Person w chronic pain)
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2. Laying the foundations
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‘Connectivity’ central to engagement
“It’s a relationship really and
creating that trust, and the
feeling valued as a person, that
your point of view is important
and that the person [therapist]
wants to work with you to
achieve what you need to do”
(Person w stroke)

What matters most in the therapeutic
relationship?
Show me
you know
how

Connect
with me as a
person

Do the
right thing
by me
Be my
professional

Value me
and my
contribution

“I think you’ve got to trust
that they know what they’re
doing, that they care about
what they are doing, that
they are going to do it to the
best of their ability, that
they’ve got your best
interest at heart”

“She tends to make you believe in
yourself a lot more than you
normally would”

3. Building the bridge
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Understanding behaviour and behaviour
change
• We all have good intentions – some of mine…
• I’m going to exercise more
• I’m going to manage my work-life balance better

• BUT often a gap between what we intend to do, and what we
actually do
• Behaviour change involves at least two key processes
• Motivational – establishing the intention to change
• Volitional – translating intentions into action

Intention-behaviour continuity
• Core assumption of many early behaviour change theories
• Hall et al. (2008) argue this assumption only holds when:

• the behaviour in question is discrete rather than repetitive
• the behaviour is fully under the control of the individual
• the costs and benefits of the behaviour occur at the same point in time
allowing for equal temporal weighting

So….
• Behaviour change involves at least two key processes
• Motivational – establishing the intention to change
• Volitional – translating intentions into action

• Different strategies may be necessary depending on where the
person is at

A tailored approach is necessary…..
Motivation
Intention

Volition
Behaviour

e.g.
Checking importance
Decisional balance

Discussing
barriers/facilitators

Checking confidence

Implementation intentions
‘If-then’ plans
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Embedding into practice
“I think it’s had a big impact. I can see with my patients […] I have
noticed a big change and when people come back in […] they
actually are getting better.”
“[…] It’s kind of exciting. It’s nice to think, the biggest thing for me
is to make a difference for people, that’s the satisfaction I get
from my job and that’s why we do it […] all those little things like
being able to incorporate that and actually be working to
something that that patient actually wants, feels like I am helping
them. It feels satisfying to me.”
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Some final words
• While what we do is important, who we are and how we work
with our clients may be critical
• Relying only on disciplinary skills and technical competence is
rarely sufficient
• A shift to Co-creating health legitimises the value of other core
skills and processes

• E.g. therapeutic relationship, engagement, behavioural strategies, selfmanagement support

• More explicit emphasis on these core skills has the potential to
optimise the impact of physiotherapy
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