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Abstract 

Background: Body communication (traditionally known as non-verbal 

communication) is intrinsic to physiotherapy practice, and particularly in the private practice 

environment where drivers such as economics and consumerism can influence the pace, and 

by association, quality of body communication. Existing literature has focused primarily on 

verbal communication, with little attention given to body communication and in particular, 

consideration of how body communication influences and co-constructs the patient-

physiotherapist interaction. 

Aim: The aim of this qualitative study was to explore the key role and impact of body 

communication in private practice physiotherapy in New Zealand, focusing specifically on 

the interaction between patient and physiotherapist.  

Methodology and methods: Interpretive Description informed by social 

constructionism was employed to frame this qualitative study exploring the role and impact 

of body communication in private practice physiotherapy in New Zealand. Two 

patient/physiotherapist dyads were recruited to the study. Sessions were observed and video-

recorded and field notes were taken. Post-session video-stimulated recall, semi-structured 

interviews were undertaken and analysed for themes. Video-recorded data was analysed 

using part process analysis and thematic analysis.  

Findings: Two themes were constructed. The first theme, atmospheres matter 

described how the physiotherapists’ body communication played a key role in creating 

clinical atmospheres that shaped the relationship between patient and physiotherapist. The 

second theme, tailoring physiotherapy practices, highlighted how body communication was a 

medium through which physiotherapists tailored physiotherapy practices. The 

physiotherapist’s skill at tailoring their practices to each patient’s unique needs and 
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expectations was crucial in engaging patients in therapy and building the therapeutic 

relationship.  

Discussion: Body communication played a crucial role in patient-physiotherapist 

interactions and significantly influenced the therapeutic process. Specifically, body 

communication mediated physiotherapy. That is, body communication could assist both the 

patient and physiotherapist to overcome challenging situations, or it could have potentiating 

effects, making conditions more positive (or negative). Consequently, increased awareness of 

body communication and the importance of its use will improve both the patient-

physiotherapist relationship and treatment outcomes making it an important skill for 

physiotherapists to develop.   

Conclusions: The findings provided detailed and nuanced accounts highlighting how 

sensitive and responsive body communication supported physiotherapists to implement a 

more person-centred approach to communication and enhance therapy outcomes.  
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Chapter One: Introduction 

This thesis explores body communication in private practice physiotherapy. Within 

this thesis, I argue that body communication is central to physiotherapy practice and will 

present an Interpretive Descriptive study that examines this concept. I aim to develop a 

detailed and nuanced understanding of the role of body communication and how it impacts 

physiotherapy practice.   

Within this chapter, I first provide an overview of physiotherapy within the New 

Zealand healthcare context and the private practice setting. I then introduce models of 

healthcare practice that inform the profession and have shaped physiotherapists’ 

communication with patients. Next, I discuss my rationale for undertaking this study and 

introduce the research question and key terminology used. Lastly, I provide an overview of 

the thesis. 

Physiotherapy in New Zealand 

Physiotherapy is a frequent form of healthcare provided in the New Zealand 

healthcare sector, with services delivered within a publicly funded District Health Board 

(DHB) structure as well as in private practices located in urban and rural community settings 

(Physiotherapy Board of New Zealand, 2018). In 2018, of the total of 5,133 physiotherapists 

registered in New Zealand, 58% worked in private practice (Physiotherapy Board of New 

Zealand, 2018). In New Zealand, the profession requires a minimum university qualification 

of four years and registration with the Physiotherapy Board of New Zealand. Physiotherapy 

education includes in-depth training in assessment, diagnosis, and treatment of injuries and 

medical conditions and consists of a minimum of 1,000 hours of supervised clinical 

experience. The physiotherapy practice thresholds, which describe the threshold of 

competence for registration as a physiotherapist in New Zealand (Physiotherapy Board of 
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Australia and Physiotherapy Board of New Zealand, 2015), state that physiotherapists are 

required to consistently integrate and apply core biomedical knowledge of pathology, 

anatomy and physiology relevant to human health and function as well as skills, attitudes, and 

values independently and efficiently to a standard outlined by the Physiotherapy Board. As 

communicators, physiotherapists are expected to use ‘clear, accurate, sensitive and effective 

communication to support the development of trust and rapport’ in professional relationships 

with patients and to adapt their communication as appropriate to the situation or context 

(Physiotherapy Board of Australia and Physiotherapy Board of New Zealand, 2015, p. 18).  

Private practice is the context for this research. As mentioned, private practice is the 

main practice setting for physiotherapists in New Zealand. Private practice physiotherapy 

has a long history in New Zealand, with services being offered principally in the area of 

musculoskeletal care (Reid, 2013). Musculoskeletal physiotherapists assess, diagnose, and 

manage disorders of the musculoskeletal system, namely, muscles, bones, joints, nerves, 

tendons, ligaments, cartilage, and spinal discs (Magee, Zachazewski, & Quillen, 2007). 

Physiotherapists use a variety of physiotherapeutic interventions such as exercise, 

movement, education, and a wide range of other ‘hands-on’ techniques, such as massage, 

manipulation, and therapeutic handling, to address impairments and activity limitations in 

individuals with musculoskeletal conditions (Jull et al., 2015; Sedgley, 2013). In recent 

years, the proportion of physiotherapists working in private practice has increased 

compared to those working in DHB settings (Physiotherapy Board of New Zealand, 2018), 

presumably due to the potential for physiotherapists to earn higher wages in the private 

sector (Taylor, 2008).  

The Accident Compensation Corporation (ACC) has been a key driver in the growth 

of private practices in New Zealand (Laslett, 2009; Reid & Larmer, 2007; Taylor, 2008). The 

ACC is a no-fault compensation system that provides funding for all injuries resulting from 
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accidents and removes accident victims’ right to seek legal resolutions (Anderson & Bowyer, 

2012). The ACC scheme enables physiotherapists to act as autonomous practitioners to assess 

and treat patients through direct access without referral from physicians or other healthcare 

providers. Presently, most physiotherapy practices, within the musculoskeletal field, derive 

70–80% of their funding from the ACC (Reid & Larmer, 2007). The other 20–30% of 

funding comes from private fee-paying patients. In both ACC and privately funded 

treatments, physiotherapists are often remunerated according to the number of patients they 

see daily. This funding structure creates a financial incentive for treating as many patients as 

possible in a limited time frame (Glasgow, 2019). From my experience working as a private 

practice physiotherapist, I am aware that session times range from 15 to 30 minutes with an 

average treatment time of 20 minutes. Within this time frame, physiotherapists need to obtain 

a verbal history, perform testing and deliver treatment (Delany, 2007). It is recognised that 

time-pressure can challenge how physiotherapists communicate with patients (Praestegaard 

& Gard, 2011) and can have detrimental effects upon treatment outcomes, including patient 

satisfaction and retention (Dugdale, Epstein, & Pantilat, 1999), meaning that it is important to 

consider communication within the private practice context specifically.  

Models of Health Care Practice  

In recent years, the idea of the patient being at the centre of his or her healthcare 

decisions has developed and gained momentum, and it is now widely considered the 

benchmark for health care globally (Epstein & Street, 2011). Person-centred care calls for 

care that is ‘respectful of and responsive to individual patient preferences, needs, and values, 

and ensures that patient values guide all clinical decisions’ (Corrigan, 2005, p. 6). The 

attributes of person-centred care go well beyond knowing the patient’s physical problem and 

how this impacts treatment (Millenson, 2006) and requires knowing the patient as a person 

including their psychosocial context and engaging the patient as an active participant in his or 
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her own care (Epstein, Fiscella, Lesser, & Stange, 2010). These attributes are critical to 

providing tailored care that is attuned to the needs of the individual patient (Epstein et al., 

2010). In physiotherapy, Cooper, Smith, and Hancock (2008) identified that for patients 

receiving physiotherapy for treatment of chronic low back pain, person-centred care helped 

physiotherapists understand and respond to their patients’ needs more effectively. Person-

centred care is required by the New Zealand Physiotherapy Practice Guidelines 

(Physiotherapy Board of New Zealand, 2018) and has been described as a ‘moral philosophy’ 

for healthcare professionals to ensure effective healthcare (Epstein et al., 2005, p. 1517). 

 Person-centred care contrasts with the biomedical model, which has traditionally 

guided patient care. The biomedical model is characterised by a reductionist approach that 

focuses solely on the biological reasons for a particular disease and considers psychosocial  

influences as a separate and unrelated set of problems (Wade & Halligan, 2017). Inherent to 

the practice of biomedicine is prioritising the expert professional knowledge of the clinician 

over the patient’s perspectives (Epstein et al., 2010). The biomedical model, which remains 

influential in healthcare contexts, is also embedded in how physiotherapists think about and 

view healthcare and is still central to physiotherapy’s theoretical and practical approach 

(Nicholls & Gibson, 2010). For example, physiotherapists tend to view exercising their 

technical skills and clinical expertise as the most legitimate way to spend their time (Mudge, 

Stretton, & Kayes, 2014), as demonstrated by the weight given to evidence from randomized 

controlled trials or systematic reviews (Herbert, Jamtvedt, Hagen, Mead, & Chalmers, 2011) 

and the time devoted to mastering technical skills in physiotherapy training (Heaney, Green, 

Rostron, & Walker, 2012). Less interest and importance are given to the relational aspects of 

care, including communication skills (Mudge et al., 2014; Reynolds, 1996). The lack of 

interest and importance placed on communication in physiotherapy is surprising given that 
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physiotherapists spend most of their time interacting with patients, which means that strong 

communication skills are vital (Parry, 2005). 

My Journey to the Research Area  

Despite the importance of communication to physiotherapy, as mentioned, 

physiotherapy training has tended to focus on the technical aspects of care, including hands-

on interventions and exercise prescription (Henderson, 2011; Parry, 2005). When I graduated 

as a physiotherapist in 2003, I believed that physiotherapy was solely a technical field. At this 

time, I had very little knowledge or interest in improving my communication skills. In 2009, I 

completed a Post-Graduate Diploma of Manipulative Physiotherapy, a clinically-based 

qualification devoted almost entirely to learning technical skills, physiology and anatomy, 

and obtaining quantifiable outcomes. This postgraduate study improved my clinical reasoning 

and technical skills, but there still seemed to be something missing in my practice. I observed 

less qualified colleagues carrying out the same treatments that I provided, but their patients 

appeared to experience better results and were more satisfied with the care they received, 

evident as they returned for several follow up appointments. However, I still felt that I could 

obtain better patient outcomes by building my technical expertise. Despite adding a Graduate 

Certificate in Sports Physiotherapy to my resume in 2014, I experienced a growing 

dissatisfaction with private practice and felt something was lacking as I was failing to achieve 

improved outcomes for my patients. On reflection, I recognised that communication with 

patients was a vital medium through which the patient could be engaged and empowered to 

take an active role in their recovery and thereby optimise treatment outcomes.  

I first developed an interest in body communication after one specific treatment 

session. I was performing a joint mobilisation technique on a patient with neck pain, focusing 

on the technical aspects of movement, including my direction of force and the speed of 
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movement. I felt that my technique was good, but I noticed a subtle physical resistance from 

the patient. However, believing I was the expert, I focused on completing the technique, 

ignoring the patient’s bodily reaction to my treatment. Following treatment, I asked the 

patient to schedule another appointment in one week, which he did. The following week, I 

noted he had cancelled his follow-up appointment. I contacted him to find out how things 

were going. He reported feeling pummelled and prodded during our last treatment and 

subsequently feeling a lot worse. He did not want to have the same experience again and 

understandably cancelled his follow-up appointment. 

In retrospect, I delivered my care at an objective and biomedical level, with little 

attention to the patient’s experience or contribution to treatment. This encounter highlighted 

to me that treatment was not something that a physiotherapist does to the patient, but 

something that is co-constructed with the patient and treatment could be a form of 

communication between the patient and physiotherapist. The patient’s bodily reactions to my 

treatment conveyed subtle yet vital information about his condition and his responses to my 

treatment. By ignoring his body communication, I compromised my ability to understand my 

patient’s condition fully and provide tailored care, leaving him unsatisfied and unwilling to 

return for follow-up treatment. This made me wonder if I could enhance my interactions with 

patients, and subsequently, their outcomes, by being more aware of body communication. 

However, when I began exploring the existing literature around body communication in 

physiotherapy, there was limited research to guide me on how to develop my skills. I 

wondered why this aspect of communication had been seldom explored when it had the 

potential to enhance interaction between patient and physiotherapist and, by extension, 

physiotherapy care and practice.  

Thus, my interest and influence on the research topic derive from my clinical 

experience and formal education, as well as my current physiotherapy role, where I am often 
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supporting junior physiotherapists in developing their practice. This thesis details the formal 

exploration that followed my initial reflections about body communication.  

Researcher’s Assumptions 

While my previous experience has been fundamental in shaping my research process 

and indeed provides part of the ‘scaffold’ for an Interpretive Description study (Thorne, 

Stephens, & Truant, 2016), these experiences can bring assumptions. As the researcher in this 

qualitative study, I must state the assumptions from which I undertook this study and 

analysed the data. This is termed ‘positioning’ the researcher and is a component of 

‘reflexivity’ (Finlay, 2003). Describing my assumptions provides readers with an 

understanding of how my own experience might have influenced the research process. 

Positioning promotes transparency and encourages a trustworthy and ethical process (Corlett 

& Mavin, 2017). My assumptions were made explicit in a pre-assumptions interview carried 

out on 11 January 2018 with an experienced healthcare researcher. As an experienced 

musculoskeletal physiotherapist, I had particular assumptions about what constituted ‘good’ 

communication. I started with an assumption (based on my private practice experience and 

understanding of the literature) that communication should be person-centred—that is, 

communication should be closely congruent with and responsive to patients’ needs, 

preferences, and expectations. By making this assumption explicit and discussing it with my 

supervisors, I was able to reduce the potential for this assumption to influence my data 

collection (this is detailed further in my Discussion chapter). 

Focus and Significance of the Study 

The study explores body communication in physiotherapy private practice through 

examination of in-depth and nuanced accounts of what occurs during patient–physiotherapist 

interactions to address the following research question: 
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What are the role and impact of body communication in a New Zealand private 

practice physiotherapy setting? 

By exploring the complexities of body communication both in practice and through a review 

of the literature, I hope to help other physiotherapists to develop their skills and language to 

reflect on body communication in their practices. I anticipate that patients will benefit from 

physiotherapists’ greater knowledge of body communication by receiving treatment more 

tailored to their unique needs. Furthermore, this study will contribute to the understanding of 

patient–physiotherapist communication within the New Zealand context but will arguably 

have clinical applications more broadly within healthcare. 

Terminology  

Despite a paucity of literature investigating this topic, different terms have been used; 

for clarity, the following key terms will be used in this research:  

Body communication: This study will use the term body communication to denote 

communication achieved by means other than words. Body communication includes touch, 

proxemics, facial expression and eye contact, body movement, gesture, posture, the prosody 

of voice (rhythm and intonation) and the use of time and space (Hargreaves, 1982; Silverman, 

Kurtz, & Draper, 2016). Proxemics involves aspects of personal distance and the 

environment, such 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 (Petitpas & Cornelius, 2004). Proxemics has particular significance in 

physiotherapy in that many treatments are carried out by the therapist in proximity to the 

patient.  

Body communication was used instead of non-verbal communication because the 

term non-verbal has a negative implication, namely that non-verbal lacks a quality possessed 
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by the verbal – that it is somehow subordinate to verbal communication (Thornquist, 1991). 

Because of the key role body communication plays in enabling physiotherapists to carry out 

their work (Ek, 1991; Mattsson, Wikman, Dahlgren, & Mattsson, 2000; Nicholls & Gibson, 

2010), I have chosen to use the more positive and descriptive term.  

Patient: When referring to individuals that receive physiotherapy care, 

physiotherapists and researchers often use the terms ‘patient’ and ‘client’ (Deber, 

Kraetschmer, Urowitz, & Sharpe, 2005). There is debate about the appropriate term to 

describe those who seek health services (Hiller, 2017). The term patient comes from the Latin 

word meaning ‘to suffer’. Moreover, the term patient is closely related to the word ‘passive’. 

Hence, some therapists and theorists avoid this term as it can portray the sick person as a 

passive recipient of the therapist’s treatment (Leder & Krucoff, 2008). However, the term 

client has undertones of a business contract where a person in need pays a professional 

person for services (Deber et al., 2005). Throughout this thesis, I have opted to use the term 

patient because research has shown that seekers of healthcare generally prefer this term over 

other alternatives (Deber et al., 2005).  

Thesis structure 

Chapter One has introduced the topic of body communication and the background to 

this study. 

Chapter Two, the Literature Review, presents and critically considers the existing 

research relating to body communication in physiotherapy practice. It will highlight the 

limitations of these studies and provide a more comprehensive rationale for exploring the 

above research question. 

Chapter Three, Methodology and Methods, will introduce Interpretive Description, 

the qualitative methodology used for this research. It will detail the research methods, 
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including the participant recruitment, data collection, and data analysis phases of the study, 

and will specify how rigor and ethical standards were maintained. 

Chapter Four, the Findings, presents two themes and associated subthemes 

constructed from the data. These themes encapsulate the key roles and impact of body 

communication in private practice physiotherapy encounters. 

Chapter Five, the Discussion, first discusses three key findings within the context of 

relevant literature and then considers implications for clinical practice. The study’s 

limitations, recommendations for future research, and conclusions will then be presented. 
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Chapter Two: Literature Review 

This chapter provides an overview of the literature exploring communication in 

physiotherapy. First, healthcare communication models are summarised to demonstrate why 

body communication is essential to consider in physiotherapy. This overview is followed by a  

systematic review and qualitative synthesis of the limited body of literature that has examined 

body communication in physiotherapy practice. Finally, the core gaps in knowledge about 

body communication in physiotherapy settings are identified, and their significance is 

justified. 

Communication Models in Healthcare 

Communication is an integral part of any healthcare practice (Street, Makoul, Arora, 

& Epstein, 2009; Vermeir et al., 2015). The process of communication is not a passive one-

way transfer of information from one person to another, but an active, co-construction of 

meaning between people (Gergen, 1985). Effective communication is fundamental to 

building a therapeutic patient–clinician relationship (Ha & Longnecker, 2010) and crucial for 

clinicians to master in practice to optimise efficiency and effectiveness of care (Mauksch, 

Dugdale, Dodson, & Epstein, 2008). In physiotherapy, systematic reviews demonstrate that 

effective communication can reduce pain and disability and enhance patient satisfaction 

(Hall, Ferreira, Maher, Latimer, & Ferreira, 2010; Klaber Moffett & Richardson, 1997; 

O'Keeffe et al., 2016; Oliveira et al., 2012). However, what constitutes ‘effective’ 

communication is not clearly established. Some have argued that a person-centred approach 

should provide the guiding framework for how physiotherapists communicate with their 

patients (Hiller et al., 2015; Pinto et al., 2012; Sanders, Foster, Bishop, & Ong, 2013). The 

argument for this approach reflects a growing emphasis on person-centred care more broadly 

in healthcare (Ekman et al., 2011; Roter et al., 1997), as discussed in Chapter One. 
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Within a person-centred approach, clinicians use communication to demonstrate 

respect for and inclusion of the patient’s perspective on his or her illness (Hiller et al., 2015; 

Zoffmann, Harder, & Kirkevold, 2008). Features of person-centred communication include 

sharing information, decision-making, power, responsibility and responding to the physical 

and emotional aspects of the person’s experience (Bensing, Visser, & Saan, 2001; Mead & 

Bower, 2000). Implementing person-centred communication therefore means that clinicians 

use communicative strategies to elicit and incorporate their patients’ perspectives to shape 

and inform their encounters (Ekman et al., 2011; Hiller et al., 2015). Specific communicative 

strategies may include using non-directive and open-ended questions (Epstein & Street, 2011; 

Mead & Bower, 2000), and taking time to listen and promote the patient’s engagement in 

therapy (Dugdale et al., 1999). Physiotherapists need to work collaboratively with patients 

over numerous sessions, continually reassessing them and adjusting their treatment to ensure 

successful clinical outcomes (Besley, Kayes, & McPherson, 2011), which highlights the need 

for physiotherapists to have well-developed person-centred communication skills. 

Clinician-centred communication is the traditional communication model for 

healthcare consultations (McCollum & Pincus, 2009; Murad, Chatterley, & Guirguis, 2014) 

and aligns with the biomedical model (Roter et al., 1997; Wade & Halligan, 2004). Clinician-

centred communication may see that clinicians focus on the biological determinants, causes, 

and explanations for the presenting condition with less consideration of the patient’s 

emotions, experiences, and context (Hiller & Delany, 2018). Communicative features of a 

clinician-centred model may include specific, structured, closed, and direct questions from 

the practitioner (Roter et al., 1997) and a focus on verbal communication (Hydén & Peolsson, 

2002). A characteristic of clinician-centred communication is an imbalance of power between 

the clinician and patient, where the clinician controls the interaction, determining what is 

discussed, known, and done (Bright, Cummins, Waterworth, Gibson, & Larmer, 2019). 
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Communication Practices in Physiotherapy 

Although person-centred physiotherapy practices exist, communication in 

physiotherapy encounters is predominantly clinician-centred (Hiller et al., 2015; Nicholls & 

Gibson, 2010; Stenner, Palmer, & Hammond, 2019; Thornquist, 2006). For example, 

research has demonstrated physiotherapists control goal-setting (Parry, 2004), talk 

significantly more than their patients (Gallois et al., 1979; Perry, 1975; Roberts & Bucksey, 

2007), and pay little attention to psychosocial aspects of their patients’ conditions (Reunanen, 

Talvitie, Järvikoski, Pyöriä, & Härkäpää, 2016; Thing, 2005). Some research suggests there 

may be a mismatch between the dominant models of communication in physiotherapy 

practice and the needs, expectations, and preferences of patients. For example, Josephson, 

Woodward-Kron, Delany, and Hiller (2015) suggested that patients engaged with 

physiotherapists from a clinical and relational perspective, but physiotherapists engaged 

purely from a clinical perspective, focusing on task-based physiotherapy work, and were 

more comfortable with using technical language that was congruent with progress and the 

achievement of clinical outcomes. 

While physiotherapists acknowledge the need to address the ‘whole’ person when 

communicating with patients (Wijma, van Wilgen, Meeus, & Nijs, 2016), as outlined above, 

they still tend to focus on physical factors and neglect psychosocial factors, possibly because 

they are well-trained and confident to deal with the objective and rational but feel ill-

equipped to handle the subjective and emotional (Greenfield, Keough, Lynn, Little, & 

Portela, 2010). In volume-driven, fee-for-service private practice clinics, where time may be 

limited, as mentioned in Chapter One, physiotherapists may perceive that they do not have 

time to seek the patient’s perspective, finding it more comfortable to adopt a clinician-centred 

approach where they can control the conversational agenda (Praestegaard & Gard, 2011). 

Moreover, although physiotherapy practice guidelines require person-centred communication 
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(Physiotherapy Board of New Zealand, 2018), there is relatively little understanding of what 

constitutes person-centred communication in physiotherapy (Sanders, Foster, Bishop, & Ong, 

2013).  

Neglecting person-centred communication can have unintended consequences for 

physiotherapists and their patients. For example, if clinicians dominate consultations, this can 

lead to disjointed communication and a failure to understand the patient’s expressed needs, 

preferences, and concerns (Judson, Detsky, & Press, 2013). Furthermore, patients feel 

disengaged from therapy when physiotherapists neglect the psychosocial aspects of injury 

(Thing, 2005) but experience physiotherapy as more meaningful when physiotherapists 

attend to these aspects during rehabilitation (Crepeau, 2016). Moreover, physiotherapists who 

failed to actively listen to patients with chronic low back pain and communicate about the 

psychosocial aspects of their condition left patients feeling angry and frustrated with their 

rehabilitation (Slade, Molloy, & Keating, 2009). Ramsden (1968) warned of the 

consequences of neglecting a person-centred approach long ago when he expressed, ‘Failure 

to cope with the patients’ emotional needs may not only mean that we are doing half a job but 

may also undermine the physical aspects of treatment’ (Ramsden, 1968, p 1168.). With more 

patients attending physiotherapy with complex, chronic musculoskeletal pain, the need for 

physiotherapists to attend to the psychosocial dimensions of a person’s condition alongside 

the physical is underscored by numerous studies showing the interconnectedness of these 

dimensions in patients with these conditions (Bergbom, Boersma, Overmeer, & Linton, 2011; 

Linton, 2000; Nicholas, Linton, Watson, Main, & Group, 2011; O'Sullivan, Caneiro, 

O'Keeffe, & O'Sullivan, 2016; Shaw, Campbell, Nelson, Main, & Linton, 2013).  
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Body Communication in Physiotherapy Practice 

Several authors have highlighted the intrinsic relationship between physiotherapy and 

the body as a communicative medium (Ek, 1991; Engelsrud, Nordtug, & Øien, 2018; 

Mattsson et al., 2000; Nicholls & Gibson, 2010). Body communication comprises a 

significant part of patient–physiotherapist interactions (Perry, 1975; Roberts & Bucksey, 

2007), and it is through and with the body that our treatments are often delivered (Ek, 1991; 

Mattsson et al., 2000; Nicholls & Gibson, 2010). Because of its physical nature, body 

communication may be even more important in a physiotherapy session than it might be in 

some other kinds of face-to-face interaction. For example, gestures and gaze play an essential 

role in expressing feedback on the performance of exercises, and body positioning and 

therapeutic touch are critical in carrying out hands-on techniques (Ek, 1991). Furthermore, 

body communication may provide a means for physiotherapists to understand the patient’s 

emotional experience of injury (Crepeau, 2016) and enable them to convey empathy and 

understanding (Grzybowski, Stewart, & Weston, 1992). Body communication may therefore 

support physiotherapists in communicating in a more person-centred manner, as it can help 

create an emotionally supportive treatment environment. Body communication may be 

particularly crucial for physiotherapists working in private practice, as verbal communication 

is often compressed due to time limitations and the fast pace of therapy (Fenety, Harman, 

Hoens, & Bassett, 2009), meaning that patients and physiotherapists may communicate key 

information bodily.  

Despite the importance of body communication in a profession whose fundamental 

objectives are achieved through and with the body, as I will demonstrate in the review below, 

there has been limited empirical interest in body communication as a basis for, or aspect of, 

communication. Most of the available literature has arisen indirectly from studies focused on 

verbal communication, and the information that does exist lacks the detail to enable 
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meaningful practical application. The lack of information on body communication may be 

related to the difficulties in studying this concept. For example, based on recall of body 

communication during patient–physiotherapist interactions, Perry (1975) found that 

physiotherapists were only aware of their non-verbal behaviour 50% of the time. Body 

communication would therefore seem to be a crucial area of physiotherapy practice that 

demands attention to make this tacit knowledge explicit and to support clinicians in becoming 

more aware and reflective (Ajjawi & Higgs, 2012). More knowledge about body 

communication may enable physiotherapists to promote greater patient engagement and, by 

association, successful outcomes and consumer experiences.  

A Qualitative Synthesis Examining Body Communication in 

Patient-Physiotherapist Interactions  

To ensure my research was grounded within the existing knowledge of body 

communication in physiotherapy practice, I undertook a qualitative synthesis of the literature, 

utilising the principles of systematic review. The specific aim of the review was to develop 

detailed knowledge of the core components and functions of body communication and to 

identify areas for future research.  

Method 

Inclusion/exclusion criteria. Preliminary scoping of the literature identified few 

papers investigating body communication in private practice settings. The search was 

therefore expanded to incorporate all physiotherapy settings (including neurological, 

cardiorespiratory, psychiatric, inpatient, and outpatient and community settings). Qualitative 

research was included in the review if it met any of the following criteria: 
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1. The study contained descriptions of body communication between patients and 

physiotherapists in the form of quotations from the original data (Major & Savin-

Baden, 2010). 

2. The study discussed the role of body communication in physiotherapy practice based 

on interviews or observational studies. 

3. The study contained descriptions of body communication from the perspective of 

either the patient or the physiotherapist in the form of quotations from the original 

data. 

Qualitative research was excluded from the review if: 

1. The study was a commentary or opinion piece (to ensure the review was based on 

empirical evidence). 

2. The study was published in any language other than English. 

3. The study included interaction within groups of people, simulated interactions, or 

interactions with family or relatives of the patient. 

4. The study described a participant’s body communication but did not contain a direct 

reference to body communication in the analysis section, i.e., body communication 

was not a direct and significant finding of the research. 

5. The study only explored body movement from a performative perspective (not a 

communicative perspective). 

6. The study was conducted in a paediatric population. 

Any qualitative design was included, such as phenomenology, grounded theory, or 

ethnography. Data collection approaches included were observational, interview, or focus 

group studies. Given the cumulative nature and the relative stability of communication 



MEDIATING PHYSIOTHERAPY 

18 

 

behaviours, no limits were set regarding how long ago evidence was published (Parry & 

Land, 2013). I assessed retrieved titles and abstracts against the inclusion criteria. My 

primary supervisor (FB) reviewed any studies that remained unclear in terms of their 

eligibility for inclusion.  

 Search strategy. The services of a librarian were sought to assist with formulating 

search terms (Briner, 2012). Preliminary scoping of the literature revealed that touch was a 

key component of communication during patient–physiotherapist interaction. Hence, this was 

included as a search term. The search strategy was tailored to each database. The search 

terms were: 

“physical therap*” OR physiotherap* 

AND within five words of 

communicat* OR interact* OR “non-verbal” OR “nonverbal” OR “bod* 

communicat*” OR touch*. 

These terms were searched for in the title, abstract, and keyword fields. For the OVID 

databases, I combined the medical subject heading (MeSH) keywords touch OR “tactual 

perception” OR “cutaneous sense” OR “physical contact” OR communication OR “or 

nonverbal communication” OR “interpersonal communication” OR “communication skills” 

OR “emotional content” OR interaction OR social interaction OR social behavior OR 

interpersonal interaction OR physical contact AND physiotherapy or “physical therapy.” 

The databases utilised were EBSCO Health Databases (including the Cumulative 

Index to Nursing and Allied Health Literature, MEDLINE, and the Psychology and 

Behavioral Sciences Collection); OVID databases (including OVID Medline and 

PsychINFO), Web of Science, and SCOPUS. Additionally, I searched for publications from 

sources including the Critical Physio Network website and ResearchGate and emailed 
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prominent researchers in the field to ensure I did not miss relevant research. Once I had 

identified papers from these sources, citation searching was used (Parry and Land, 2013). 

Citation searching involved scrutinizing the reference lists and searching for potentially 

relevant papers amongst citations of these using the Google Scholar database. The literature 

search of relevant studies was first performed in June 2017, and a search update was 

conducted in November 2019. Electronic database search results were downloaded to the 

online reference management software Endnote, which allowed checking for and removal of 

duplicates and maintenance of different folders for initial searches, and for included and 

excluded papers. 

Figure 1 illustrates the search and screening process. The search retrieved 6,266 

references after duplicates were removed. Titles and abstracts were screened for relevance, 

with 166 potentially meeting the inclusion criteria for this review. The full text of these 

studies was retrieved and read; 30 studies met the inclusion criteria. The main reasons for 

exclusion were that: 

 Articles did not include analysis of body communication within their results 

(n=88);  

 Body communication was not within a patient–physiotherapist interaction 

(n=23), i.e., it was another healthcare interaction; or  

 Articles were reviews or commentaries (n=9).  

Articles selected for retrieval were appraised using the Critical Appraisal Skills 

Programme (CASP) qualitative research checklist (Critical Skills Appraisal Programme, 

2010). 



MEDIATING PHYSIOTHERAPY 

20 

 

 

Figure 1. Study selection flow diagram 
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Data synthesis. The articles selected revealed that literature about body 

communication was fragmented and buried within studies that focused on verbal 

communication. A qualitative synthesis was undertaken as a way of integrating the existing 

information (Major & Savin-Baden, 2010). The synthesis aimed to explore and interpret 

themes related to body communication between patients and physiotherapists, as identified in 

qualitative studies. Following Popay et al. (2006), the qualitative synthesis was conducted in 

several stages. Following the selection of studies, data extraction, and study quality appraisal, 

relevant quotes and extracts were identified and tabulated using NVivo11, a qualitative data 

analysis computer software package (QSR International, Melbourne). Mind maps were used 

to help reduce, change, and focus the synthesis (Arai et al., 2007). This review was ongoing 

throughout the data collection, data analysis, and writing phases of the study. The key data 

extracted from each study is described in Table 1.  
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Table 1. Summary of key information extracted from each study 

Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Bjorbækmo and 

Mengshoel (2016) 

Phenomenology To explore the 

meaning and 

significance of 

touch in 

physiotherapy 

practice 

Private 

musculoskeletal 

settings in 

Norway 

Nine patients with 

chronic neck pain 

and nine 

physiotherapists 

(no indication 

about age or years 

of clinical 

experience) 

16 observations 

and interviews 

Through touch 

physiotherapists 

and patients 

communicate to 

create 

understanding and 

perform therapy.  

 

8/9 

Only focused 

on the first 

encounter 

 

Not video-

recorded 

Buhl and Pallesen 

(2015) 

Phenomenology To explore the 

experiences of 

physiotherapists 

in early 

rehabilitation who 

face challenges in 

facilitating and 

promoting 

participation of 

the severe 

acquired brain 

injury patient 

Intensive care 

settings in 

Denmark 

One 

physiotherapist of 

six years’ 

experience 

Five semi-

structured 

interviews and a 

focus-group 

interview 

Body 

communication 

(through gestures 

and facial 

expressions for 

example) was 

crucial to the 

patient’s ability to 

participate in the 

encounter  

8/9 

Insufficient 

details on 

ethical 

procedures 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Chowdhury and 

Bjorbækmo 

(2017) 

Phenomenology To examine one 

physiotherapy 

encounter, 

focusing on the 

lived experience 

of the 

physiotherapist 

collaborating with 

his patient 

throughout the 

first session 

 

Private 

musculoskeletal 

clinics in Norway 

One male 

physiotherapist 

(the first author) 

and his female 

patient  

Observation of 

patient-therapist 

interaction 

Physiotherapists 

need to have an 

awareness of 

often subtle 

nonverbal cues 

from the patient. 

Highlights the 

importance of 

flexibility and 

responsiveness in 

practice 

8/9 

Insufficient 

detail of ethical 

procedures  

Crepeau (2016) Narrative 

traditions using 

recollection and 

writing to explore 

her own 

rehabilitation 

experience 

To illuminate the 

importance of 

patient care and 

explicate the 

impact of 

attention on my 

recovery 

Outpatient 

musculoskeletal 

clinic in America 

The author drew 

on her own 

recollections and 

writing to explore 

her rehabilitation 

experience 

The paper uses 

vignettes to 

illustrate attention 

in patient-

practitioner 

interaction 

The study details 

aspects of body 

communication 

which convey the 

physiotherapist’s 

attention as well 

as the impact of 

attention and 

inattention  

 

9/9 

Body 

communication 

not video-

recorded 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Ekerholt and 

Bergland (2004) 

Grounded theory To elucidate 

patients’ 

experiences of the 

examination of 

the body given in 

Norwegian 

Psychomotor 

Physiotherapy 

(NPMP) 

Outpatient 

psychiatric 

hospital in 

Norway 

10 patients, age 

range from 41 and 

65 years (nine 

females, one 

male) 

Semi-structured 

interviews 

Described that 

body 

communication 

often occurred 

between the 

patient and 

physiotherapist’s 

bodies 

Understanding of 

the patient’s 

bodily symptoms 

occurred 

collaboratively 

 

8/9 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered  

 

Ekerholt and 

Bergland (2006) 

Grounded theory  To elucidate 

patients’ 

experiences of the 

massage given in 

a body therapy in 

NPMP 

 

 

Outpatient 

psychiatric 

hospital in 

Norway 

10 patients, age 

range from 41 and 

65 years (nine 

females, one 

male) (note: same 

characteristics as 

for Ekerholt and 

Bergland (2004)) 

Semi-structured 

interviews 

Massage places 

emphasis on the 

body as a source 

of information 

and enables the 

possibility for 

mutual 

understanding 

8/9 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Ekerholt and 

Bergland (2008) 

Grounded theory To elucidate 

patients’ 

experiences of 

breathing during 

therapeutic 

processes in 

NPMP 

Outpatient 

psychiatric 

hospital in 

Norway 

10 patients, age 

range from 41 and 

65 years (nine 

females, one 

male) (note: same 

characteristics as 

for Ekerholt and 

Bergland (2004)) 

Semi-structured 

interviews 

 Body 

communication 

(through 

breathing) was 

important to the 

patient’s 

understanding of 

their problems 

and ways to 

improve 

 

8/9 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered 

Eriksson, 

Ekenberg, and 

Melander-

Wikman (2012) 

No statement on 

philosophical 

tradition or 

methodology 

 

To describe 

physiotherapist’s 

experiences of 

shoulder 

palpation 

 

 

Outpatient and 

inpatient care 

services at a 

hospital in 

Sweden 

Seven 

physiotherapists, 

age range 37 to 

66; included mix 

of females and 

males, range 

clinical practice 

experience 7 – 35 

years 

Focus group 

interviews 

 

 

Touch confirms 

the patient’s 

experience and 

connects patients 

and 

physiotherapists  

 

 

8/9 

Ethical 

procedures 

unclear 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Fenety et al. 

(2009) 

No statement on 

philosophical 

tradition or 

methodology 

 

To explore 

physiotherapists’ 

informed consent 

practices in the 

treatment of 

clients with low 

back pain 

 

Musculoskeletal 

outpatient settings 

in Canada 

44 

physiotherapists; 

36 females; 8 

males, range 

clinical practice 

experience 0.5–38 

years 

 

 

Focus group 

interviews 

The patient’s 

posture, 

movements and 

facial expression 

implied consent 

or its withdrawal. 

Authors referred 

to this process as 

‘embodied 

consent’ 

6/9 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered 

 

Insufficient 

detail of ethical 

procedures 

 

Insufficient 

detail of 

research design 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Gyllensten, Gard, 

Salford, and 

Ekdahl (1999) 

Qualitative case 

study with cross 

case analysis 

To investigate 

what factors 

experts in 

psychiatric 

physiotherapy 

believed to be 

important in the 

interaction 

between the 

patient and the 

physiotherapist 

 

Psychiatric 

physiotherapists 

in multiple 

settings including 

community care 

practice and 

primary care in 

Sweden 

11 psychiatric 

physiotherapists, 

two males and 

nine females, age 

range 31 to 61, 

average of 19 

years (range 6–40 

years) of clinical 

practice 

experience and 

had worked in 

psychiatric 

physiotherapy for 

an average of 16 

years (range 6–28 

years) 

 

Audio-taped 

Interviews 

By using body 

communication, 

the 

physiotherapist 

can make the 

client feel secure 

and reinforce the 

therapeutic 

relationship 

 

6/9 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered. 

 

Insufficient 

detail of ethical 

procedures 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Harman, Bassett, 

Fenety, and 

Hoens (2011) 

No statement on 

philosophical 

tradition or 

methodology 

 

To explore, 

patient education 

provided by 

physiotherapists 

in private practice 

who treat injured 

workers with 

subacute low back 

pain 

 

 

Private 

musculoskeletal 

practices in 

Canada 

 

44 

physiotherapists, 

36 females, eight 

males, average of 

17.5 years’ 

experience 

(range: 0.5–38 

years)  

 

Focus group 

interviews 

Physiotherapists 

described using 

tactile 

information to 

extend their 

understanding of 

their patients’ 

conditions as well 

as to provide 

reassurance  

7/9 

Insufficient 

detail of 

research design 

Helm, Kinfu, 

Kline, and 

Zappile (1997) 

No statement on 

philosophical 

tradition or 

methodology 

 

The factors 

influencing 

physiotherapist’s 

acquisition of 

touching style  

Various inpatient 

acute and 

rehabilitation 

settings in 

America 

40 

physiotherapists: 

12 working in 

hospital settings, 

10 working in 

private practice, 

five in nursing 

home, three in 

home health care 

and one each in 

both a school and 

university 

Phone interview Physiotherapists 

described attuning 

to patient’s body 

communication to 

adjust their 

therapeutic 

approach 

 

7/9 

Insufficient 

detail of 

research design 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Hiller et al. 

(2015) 

Ethnography and 

grounded theory 

How patients and 

physiotherapists 

interact in private 

practice; how the 

research findings 

related to 

healthcare 

interaction 

approaches 

Private practice 

settings in 

Melbourne, 

Australia 

Nine 

physiotherapists, 

five females, four 

males with a 

mean of 12 years’ 

clinical practice 

experience; range 

1.5-28 years 

Field notes and 

audio-recordings 

of observations 

and interviews. 

Physiotherapists 

incorporated 

adaptive 

communication 

such as eye 

contact, body 

language, and 

touch into their 

interactions with 

patients. Were 

responsive to 

individual patient 

characteristics 

and functioned to 

build rapport 

 

8/9 

Body 

communication 

not video-

recorded 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Houston-

McMillan (1988) 

 

 

 

 

 

 

 

Personal narrative To explicate the 

authors subjective 

experience of 

physiotherapy 

during her time as 

a patient in 

intensive care unit 

(ICU) 

Inpatient hospital 

setting in South 

Africa 

The author drew 

on her own 

experiences in 

ICU following a 

serious accident 

Personal narrative The importance of 

physical closeness 

including eye 

contact, touch, 

tone of voice in 

conveying 

acceptance of a 

physically 

damaged patient 

This was also 

important in 

conveying 

equality in the 

relationship 

between patient 

and 

physiotherapist 

 

7/9 

Insufficient 

detail of 

research design 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Jamarim, da 

Silva, de Abreu 

Lima, Siqueira, 

and Campos 

(2019) 

Exploratory case 

study 

To explore the 

types of touch and 

their meaning for 

physiotherapists 

working in 

hospital settings 

Outpatient 

hospital settings 

in Brazil 

16 

physiotherapists 

(no indication 

about age, 

experience or 

gender) 

Observations and 

semi-structured 

interviews  

Touch is mostly 

understood by 

physiotherapists 

in a mechanistic 

way with little 

acknowledgement 

of the humanistic 

aspects of touch  

8/9 

Insufficient 

detail of ethical 

procedures 

 

Jensen, Shepard, 

and Hack (1990) 

Ethnography To develop a 

conceptual 

framework and a 

data collection 

tool to begin a 

systematic 

analysis of the 

work of the 

physiotherapist 

 

Four different 

adult out-patient 

orthopedic 

settings in 

America 

 

Eight 

physiotherapists, 

representing three 

levels of 

experience: 

(novice to expert) 

Two 

physiotherapists 

with <two years 

of experience, 

three with three to 

seven years’ 

experience and 

three with > 13 

years’ experience 

Audio-taped, non-

participant 

observation 

 

Experienced 

physiotherapist’s 

hands were a 

source of 

communication 

with the patient 

and used for 

therapeutic 

intervention 

 

 

6/9 

Body 

communication 

not video-

recorded 

 

Findings fall 

short of the 

depth of detail 

needed for 

clinical 

application 



MEDIATING PHYSIOTHERAPY 

32 

 

Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Laurendeau 

(2018) 

Auto-ethnography To explore the 

researcher’s 

experience of 

undergoing 

physiotherapy 

treatment for a 

chronic knee 

injury 

A private 

musculoskeletal 

clinic in Canada 

The researcher 

drew on his lived 

experiences of 

undergoing 

physiotherapy 

treatment for a 

chronic knee 

injury 

Personal narrative Expertise is 

conveyed strongly 

through body 

communication  

 

8/9 

Body 

communication 

not video-

recorded 

Miciak, Mayan, 

Brown, Joyce, 

and Gross (2018) 

Interpretive 

Description 

To identify the 

various ways that 

physiotherapists 

establish 

meaningful 

connections with 

their patients 

Private practice 

clinics in 

Edmonton, 

Alberta, Canada 

11 

physiotherapists 

and seven patients 

(no indication 

about age, 

experience or 

gender) 

 

Semi-structured 

interviews 

Body 

communication 

could connect 

patients and 

physiotherapists 

by way of 

creating a sense 

of equality  

8/9 

Body 

communication 

not video-

recorded  

 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Martin and 

Sahlström (2010) 

Longitudinal case 

study using 

conversational 

analysis 

To address how 

learning is 

constituted and 

can be studied as 

a phenomenon in 

interaction and to 

discuss how 

teaching and 

learning are 

related 

 

Orthopedic 

outpatient settings 

in Sweden 

(unclear from 

description) 

Longitudinally 

followed one case 

(one patient and 

one 

physiotherapist) 

across an entire 

shoulder 

treatment, 

amounting to 22 

encounters, male 

physiotherapist: 

25 years’ 

experience. Male 

patient aged 57 

years 

Video-recorded 

observations 

The patient’s 

body 

communication 

provided 

information 

which influenced 

the treatment 

7/9 

Insufficient 

detail of 

research design 

 

Findings lack 

the detail 

required for 

application to 

actual practice 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Normann, 

Sorgaard, 

Salvesen, and 

Moe (2013) 

Phenomenology To investigate 

how persons with 

multiple sclerosis 

(PwMS) perceive 

movement during 

single sessions of 

physiotherapy  

Outpatient 

hospital 

rehabilitation in 

Norway 

12 PwMS: 32-81 

years old. Nine 

females and three 

males 

 

Phenomenological 

hermeneutic 

content analysis. 

Interviews 

supplemented by 

video-recorded 

observation 

Physical 

communication 

occurs between 

the 

physiotherapist’s 

hands and the 

patient’s body. 

This gives the 

clinician access to 

information that 

would not be 

otherwise 

available through 

verbal 

communication 

alone 

 

 

8/9 

Inadequate 

details on 

ethical 

procedures 

Single sessions 

only 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Øien, Steihaug, 

Iversen, and 

Råheim (2011) 

Phenomenology  To describe 

communicative 

patterns about 

change in 

demanding 

physiotherapy 

treatment 

situations 

Psychiatric out-

patient clinic in 

Norway  

 

Physiotherapist 

participants: five 

females and one 

male Age range 

from 44 to 68 

years, clinical 

experience: 20–47 

years 

Patient 

participants: Ten 

female and two 

male patients 

between 22 and 

47 years old, 

average age 36 

Semi-structured 

Interviews, video-

recorded 

treatment 

sessions,  

Patients’ personal 

reflective notes, 

audio-recorded 

focus group 

interview 

 

Inattention to the 

patient’s body 

communication 

may compromise 

the therapeutic 

relationship 

 

Patient’s rely on 

the 

physiotherapist’s 

sensitivity to their 

body 

communication to 

help understand 

their problem  

9/9 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Potter, Gordon, 

and Hamer 

(2003b) 

No statement on 

philosophical 

tradition or 

methodology 

 

To identify the 

qualities of a 

‘good’ 

physiotherapist 

and to ascertain 

the characteristics 

of good and bad 

experiences in 

private practice 

physiotherapy 

from the patients’ 

perspective 

Private 

musculoskeletal 

clinics in 

Australia  

26 patients (no 

further details 

available) 

 

 

Interviews Active listening, 

body language 

builds trust, 

demonstrates 

empathy 

 

 

6/9 

Insufficient 

detail of 

research design 

 

Reunanen et al., 

(2016) 

Discourse 

analysis informed 

by social 

constructionism 

To investigate the 

interaction 

between the client 

and the 

physiotherapist in 

stroke 

rehabilitation 

sessions 

Two 

physiotherapy 

sessions were 

videoed in the 

hospital, three in 

the rehabilitation 

centre and three 

in the health 

centres in Finland 

 

Five female and 

three male clients 

with stroke, aged 

between 41 and 

86 years  

Video-recorded 

encounter by 

participating 

physiotherapist 

 

Documents an 

episode of the 

physiotherapist 

responding to 

patient’s 

nonverbal 

expression of 

frustration (theme 

was ‘neglecting 

emotional talk’ 

6/9 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered 

 



MEDIATING PHYSIOTHERAPY 

37 

 

Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Roger et al. 

(2002) 

Naturalistic case 

study design with 

a cross-case 

analysis. 

To determine how 

physiotherapist’s 

use touch in 

inpatient acute 

and rehabilitation 

settings 

Inpatient, acute 

care and 

rehabilitation 

settings in 

Pennsylvania, 

United States of 

America 

15 experienced 

physiotherapists, 

clinical 

experience ranged 

from 3.5 years to 

21 years  

 

Video-recorded 

treatment sessions 

Audio-recorded 

interview with 

physiotherapists 

 

The most 

common types of 

touch used by 

physiotherapists 

included assistive 

touch, touch to 

provide 

information, 

caring touch, 

touch to provide a 

therapeutic 

intervention, and 

touch used to 

perceive 

information 

 

7/9 

Findings not 

grounded in the 

data, as data 

collection based 

on a priori 

categories of 

touch 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Rutberg, 

Kostenius, and 

Öhrling (2013) 

Phenomenology To explore the 

lived experience 

of physical 

therapy of persons 

with migraine 

 

Outpatient 

musculoskeletal 

settings in 

Sweden 

11 patients, nine 

women and two 

men, age range 20 

to 69  

Interviews and 

video-recorded 

observation of 

single 

physiotherapy 

sessions 

Touch is security 

Touch establishes 

relationships 

 

8/9 

Inadequate 

details on 

ethical 

procedures 

 

Body 

communication 

not video 

recorded 

Schoeb and Hiller 

(2018) 

Ethno-

methodology and 

ethnography 

To examine how 

physiotherapists 

and their patients 

communicate 

during episodes of 

documentation 

Private 

musculoskeletal 

practices and 

hospital-based 

outpatient clinics 

in Switzerland 

and Australia  

113 patient– 

physiotherapist 

interactions: 61 

patients being 

treated by 19 

physiotherapists 

in a Swiss 

context, and 52 

patients treated by 

eight 

physiotherapists 

in Australia were 

observed 

Participant 

observation, 

video-recordings, 

audio-recordings 

and field notes  

During 

documentation 

physiotherapist’s 

made minimal eye 

contact with 

patients and there 

were frequent 

pauses in 

conversation  

7/9 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Sze-Mun Lee, 

Sullivan, and 

Lansbury (2006) 

No statement on 

philosophical 

tradition or 

methodology 

 

To explicate the 

strategies used by 

physiotherapists 

to communicate 

with clients who 

have limited 

English 

proficiency 

Three hospitals in 

New South 

Wales, Australia.  

Five 

physiotherapists, 

clinical 

experience range 

1 to 22 years 

 

Audio-recorded 

Interviews and 

observations  

Physiotherapists 

frequently used 

body 

communication in 

the form of 

demonstrations, 

gestures, facial 

expressions and 

other visual cues  

7/9 

Insufficient 

detail to allow 

for application 

to clinical 

practice. 

 

The 

relationship 

between 

researcher and 

participants was 

not adequately 

considered 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Thing (2005) Phenomenology What are women 

experiences of 

their injury? 

How do 

physiotherapist’s 

understanding of 

the body structure 

and influence 

their interaction 

with patients 

during exercise in 

the rehabilitation 

process? 

 

 

 

Outpatient, 

musculoskeletal 

settings in 

Copenhagen, 

Denmark 

 

17 female 

handball players, 

age range 19 to 38  

200, 1 hour 

observations and 

field notes and 

interviews with 

patients  

Rehabilitation of 

movement in 

rehabilitation is 

structured 

biomedically, 

Aspects of body 

communication 

included facial 

expressions, 

silence, gaze, tone 

of voice, nodding 

 

 

7/9 

Focused more 

on the socially 

and 

professionally 

constructed 

basis of 

interaction 

rather than 

explicitly 

attending to the 

details of body 

communication 
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Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Thornquist (1991) Descriptive 

content analysis 

informed by 

phenomenology 

How do 

physiotherapists 

relate to their 

patients through 

body 

communication 

during first 

encounters? 

Outpatient 

orthopedic, 

psychiatric and 

community 

settings in 

Norway 

Three groups of 

physiotherapists: 

manual and 

psychiatric 

clinicians and 

community 

physiotherapists 

(no indication 

about clinical 

experience)  

 

 

Video-recorded 

observation 

Body 

communication 

was used by 

physiotherapists 

to convey the 

availability and 

engagement of the 

physiotherapist. 

For example, eye 

contact and body 

positioning 

6/9 

Inadequate 

detail of 

research 

procedures.  

 

Researcher did 

not account for 

the impact of 

their 

assumptions on 

data collection 

or analysis  

 



MEDIATING PHYSIOTHERAPY 

42 

 

Reference Methodology Purpose/aim Setting(s) Participants Methods Key 

interpretation(s) 

related to body 

communication 

Study quality 

(CASP scores 

and key 

weaknesses) 

Vaughan‐Graham 

and Cott (2016) 

Interpretive 

Description 

To explicate the 

clinical reasoning 

process of Bobath 

instructors  

Private practice, 

acute care,  

in‐patient 

rehabilitation, 

out‐patient 

rehabilitation and 

home care 

settings in 

Australia, Spain, 

Italy and 

Portugal.  

22 Bobath 

instructors, 

clinical 

experience range: 

12 to 40 years  

Stimulated recall 

using video‐

recorded 

treatment sessions 

and in‐depth 

interviews 

Physiotherapists 

described how 

they used the 

information  

from their hands 

and body to add 

another 

dimension to their 

clinical reasoning  

8/9 

Inadequate 

details on 

ethical 

procedures 
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Findings 

The synthesis identified 30 qualitative studies investigating communication and 

interaction in physiotherapy. The studies were conducted in a range of settings and employed 

various qualitative methods and approaches. The most commonly adopted methodologies 

included phenomenology (n=7), ethnography (n=5), grounded theory (n=3), qualitative 

content synthesis (n=3), conversational analysis (n=2) and interpretive description (n=2). Six 

studies did not state the philosophical tradition or methodology. The countries that undertook 

most of the research included Norway (n=8), Australia (n=4), America (n=4), Sweden (n=3), 

Canada (n=4), Finland (n=2), France (n=1), South Africa (n=1) and Brazil (n=1). The most 

frequent settings were private practice (n=13), musculoskeletal outpatient (n=7), 

acute/inpatient hospital (n=7) and psychiatric outpatient (n=6); in three studies, the setting 

was unclear. Key data collection methods included: participant observation/interview/video-

recorded sessions (n=12), observation/interview (n=10), semi-structured interviews (n=5), 

focus groups (n=5), personal narrative (n=3) and stimulated recall of treatment sessions 

(n=1). Body communication was the focus of only one study (Thornquist, 1991), but was 

often a key finding in studies focused on other areas of physiotherapy practice. From these 

studies, a synthesis of inter-related themes was made which identified that body 

communication was a critical component of the therapeutic interaction and played a crucial 

role in the therapeutic relationship.  

Several studies highlighted the crucial role of body communication in conveying the 

physiotherapist's attention. Attention was important to patients as it could give the impression 

that physiotherapists were taking an interest in their problems (Crepeau, 2016; Thornquist, 

1991) and demonstrated to patients that their problems would be taken seriously (Ekerholt & 

Bergland, 2004, 2006, 2008). Attention could also lead to patients feeling confirmed, listened 

to, and understood by their physiotherapists (Eriksson, Ekenberg, & Melander-Wikman, 
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2012; Houston-McMillan, 1988) and impacted patient satisfaction and recovery (Crepeau, 

2016; Gyllensten, Gard, Hansson, & Ekdahl, 2000; Potter et al., 2003b). 

Physiotherapists conveyed attention in several ways. Thornquist’s (1991) 

ethnographic study of first patient-physiotherapist encounters is worthy of special 

consideration as she paid particular attention to how physiotherapists related to their patients 

through body communication. Her findings were primarily drawn from video-recorded 

observations from three groups of physiotherapists (orthopaedic, psychiatric and community) 

in Norway. The filming started when the physiotherapist greeted the patient and ended when 

the patient left the room. Thornquist found that much of the interaction between patient and 

physiotherapist occurred through body communication, whether through touch or physical 

proximity, body movement or eye contact and it was crucial to a successful therapeutic 

process. She described how physiotherapists conveyed attention by turning their bodies to 

look directly at patients as they spoke, positioning themselves close to and level with their 

patient and by leaning forwards during dialogues with the patient. Thornquist’s study might 

be considered foundational as she provides rare insights into the role of body communication 

in physiotherapy practice. However, Thornquist was present during interactions, and in her 

discussion, she failed to explain the impact this observation may have had on the 

communication between the patient and physiotherapist. It is therefore hard to know if her 

results reflect the typical practice of physiotherapists or whether the physiotherapists altered 

their behaviour in response to being observed (McCambridge, Witton, & Elbourne, 2014).  

Another important aspect of attention illustrated in several studies was whether the 

physiotherapist was perceived by patients to be present (Ekerholt, 2011; Ekerholt & 

Bergland, 2004, 2006; Gard, Gyllensten, Salford, & Ekdahl, 2000; Miciak et al., 2018a). To 

be present, the physiotherapist had to convey that they had time for patients. A 

physiotherapist who appeared unhurried, calm and friendly could give the impression of 
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having time for patients (Ekerholt, 2011; Ekerholt & Bergland, 2006; Gyllensten et al., 1999). 

For example, a patient interviewed by Ekerholt (2011) described how one physiotherapist 

signalled they had time through maintaining eye contact, sitting quietly and not interrupting 

the patient as they spoke. These behaviours conveyed that the physiotherapist was present in-

the-moment.  

Some physiotherapists were particularly skilled at conveying attention despite 

simultaneous demands. For example, Jensen et al. (1990), in their qualitative grounded theory 

study comparing expert and novice clinicians within private practices in America, observed 

that expert physiotherapists used gaze regularly to assess and monitor a group of patients, 

which gave each patient the feeling that the physiotherapist was attentive. Similarly, 

Thornquist (1991) observed that experienced physiotherapists were able to attend to both 

documentation and the patient by sitting with their bodies turned towards their patients as 

they wrote and by looking directly at the patient when they spoke. Physiotherapists adjusted 

the physical environment to maximise their ability to attend to patients (Crepeau, 2016; 

Jensen et al., 1990; Miciak et al., 2018a). For instance, Crepeau (2016) observed how a 

physiotherapist was able to convey attention to multiple patients at once by using a 

horseshoe-shaped table. However, conveying attention was not always evident in the 

physiotherapist's behaviour. This inattention was ascribed mainly to novice physiotherapists, 

as observed by Jensen et al. (1990) who found that less experienced clinicians were much 

more intent on clinical tasks than being attentive to their patients.  

Through attention, awareness and sensitivity, physiotherapists made it possible for the 

patient to convey key information through the body (Bjorbækmo & Mengshoel, 2016; Buhl 

& Pallesen, 2015; Gyllensten et al., 1999; Harman et al., 2011; Pallesen & Buhl, 2017; Sze-

Mun Lee et al., 2006). This information was particularly valuable when verbal 

communication was challenging. For instance, in patients with severe traumatic brain injury 
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in intensive care who were unable to speak, a physiotherapist described holding eye-contact 

and waiting calmly for patients to react to pick up subtle signs of patient participation such as 

gestures and facial expressions (Buhl & Pallesen, 2015). Body communication, in this case, 

enhanced the patient's tacit voice and enabled them to participate in rehabilitation actively. 

Body communication also functioned as a form of ‘embodied consent’ (Fenety et al., 2009, p. 

657). For example, physiotherapists working in Canadian private practice settings described 

using the patient’s bodily responses (i.e., movements and facial expressions) to an 

intervention as a sign of ongoing treatment consent. During interviews, physiotherapists 

argued that body communication was essential in the busy private practice setting because 

they did not have time to stop treatment and obtain verbal consent for every change in an 

intervention that occurred. Body communication also provided a way for patients to 

communicate the emotional aspects of injury that were often difficult, if not impossible, to 

verbalise (Crepeau, 2016; Edwards, Jones, Carr, Braunack-Mayer, & Jensen, 2004; 

Gyllensten et al., 1999). For instance, Crepeau’s (2016) personal account of her recovery 

from surgery described how her physiotherapist identified that she was upset through her 

slow movements and slouched body posture. Body communication thus enabled patients to 

express their unspoken needs, concerns and emotions and physiotherapists to develop a 

greater understanding of their patients than using words alone. 

Body communication also enabled physiotherapists to adjust their approach (Buhl & 

Pallesen, 2015; Ekerholt & Bergland, 2004, 2006, 2008; Gyllensten et al., 1999; Øien et al., 

2011; Pallesen, Lund, Jensen, & Roenn-Smidt, 2017; Thornquist, 1991). Several 

phenomenological studies exploring how patients and physiotherapists interacted during 

sessions involving psychiatric physiotherapy in Norway described how physiotherapists 

adjusted their approach through body communication (Ekerholt & Bergland, 2004, 2006, 

2008; Normann et al., 2013; Øien et al., 2011). Ekerholt and Bergland, who published several 
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papers (2004, 2006, 2008) all derived from the same dataset, explored patients’ experience 

with physiotherapy regarding the initial assessment, therapeutic massage and exercises. 

Although not explicit in the patient accounts, the authors suggested that during a massage or 

when teaching exercises, the physiotherapist adjusted their touch as well as the difficulty of 

movements based on the response observed in the patient’s breathing. Patients highlighted 

that the physiotherapist's adjustments increased their awareness and understanding of their 

body reactions and contributed to their knowledge of their problem and ways to improve. 

These findings suggest that body communication played a crucial role in co-constructing 

physiotherapy interaction. However, within these studies, the descriptions of the co-

constructed process relied solely on the patient’s or the researcher’s accounts, ignoring the 

way that both patient and physiotherapist contributed to the communication and the 

understandings that emerged.  

Inattention to body communication could be problematic. For example, 

physiotherapists who missed or were unaware of patient body communication had difficulties 

adjusting treatment to their patients and were at risk of alienating them from rehabilitation 

(Crepeau, 2016; Reunanen et al., 2016; Talvitie & Reunanen, 2002; Thing, 2005; Thornquist, 

1991). In a study of patient-physiotherapist interactions in private musculoskeletal settings in 

Denmark (Thing, 2005), a patient expressed their distress during an episode of exercise, 

pointing out through her slouched posture and subdued tone of voice, that her current 

physical capacity was insufficient for the task. However, the physiotherapist failed to read 

these subtle cues and inappropriately pitched the task at a level that was too challenging. Not 

responding to body communication and adjusting tasks appropriately, in this example, 

increased the patient’s frustration and worry, and resulted in the patient becoming disengaged 

from therapy. Similarly, Talvitie and Reunanen (2002) found that physiotherapists who did 

not read and respond to patient body communication often dominated interactions through 
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their verbal communication by giving instructions, rarely discussing the purpose or goal of 

exercises, and assuming patients agreed with their interpretations of patients’ verbal 

communication. This dominant and one-way interaction pattern meant that some patients 

reported failing to find meaning in therapy and stopped attending. Similarly, several 

researchers observed that breaks in the relationship between patient and physiotherapist were 

largely related to the physiotherapist not being sensitive to the patient’s body communication 

(Crepeau, 2016; Øien et al., 2011; Reunanen et al., 2016). These studies indicate that body 

communication was essential to keep patients engaged in therapy.  

Numerous researches suggest that body communication played an essential role in 

building the therapeutic relationship (Bjorbækmo & Mengshoel, 2016; Crepeau, 2016; 

Lisbeth Eriksson et al., 2012; Hiller et al., 2015; Houston-McMillan, 1988; Jamarim et al., 

2019; Normann et al., 2013; Rutberg et al., 2013; Thornquist, 1991). For example, several 

studies demonstrated that physiotherapists could establish rapport and convey caring and 

understanding through therapeutic touch in a way that transcended words (Bjorbækmo & 

Mengshoel, 2016; L. Eriksson et al., 2012; Houston-McMillan, 1988; Normann et al., 2013; 

Rutberg et al., 2013). Therapeutic touch was also crucial for the patient’s perception of the 

physiotherapist’s skill and competence and the development of the patient’s trust in the 

physiotherapist (Hiller et al., 2015; Laurendeau, 2018; Rutberg et al., 2013). However, 

beyond stating that body communication was important, authors provide little evidence for 

how body communication influenced the therapeutic relationship, suggesting that this is an 

area requiring further attention.  

Summary 

This qualitative synthesis reviewed the literature on what is known about body 

communication in physiotherapy practice. These studies indicated that through body 

communication, physiotherapists conveyed attention and interest in encounters (Crepeau, 
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2016; Thornquist, 1991), and enabled patients to communicate in situations where verbal 

expression was challenging (Bjorbækmo & Mengshoel, 2016; Buhl & Pallesen, 2015; 

Gyllensten et al., 1999; Harman et al., 2011; Pallesen & Buhl, 2017; Sze-Mun Lee et al., 

2006). Body communication also played a crucial role in co-constructing physiotherapy 

interactions, allowing both patient and physiotherapist to contribute to therapy and the 

understandings that emerged (Ekerholt & Bergland, 2004, 2006, 2008; Normann et al., 2013; 

Øien et al., 2011). Body communication could also help build the therapeutic relationship 

between patient and physiotherapist (Bjorbækmo & Mengshoel, 2016; Crepeau, 2016; 

Lisbeth Eriksson et al., 2012; Hiller et al., 2015; Houston-McMillan, 1988; Jamarim et al., 

2019; Normann et al., 2013; Rutberg et al., 2013; Thornquist, 1991). Inattention to body 

communication could be problematic, as it could prevent the physiotherapist from fully 

understanding the patient's needs and concerns and result in patient disengagement or 

dissatisfaction (Crepeau, 2016; Reunanen et al., 2016; Talvitie & Reunanen, 2002; Thing, 

2005; Thornquist, 1991). Together, the findings of this qualitative synthesis suggest that 

sensitive and responsive body communication enabled physiotherapists to communicate in a 

more person-centred way.  

Limitations and Knowledge Gaps 

 This qualitative synthesis highlighted many limitations and knowledge gaps in the 

literature. First, most of the included studies were not specifically designed to examine body 

communication per se. For example, many explored patient-physiotherapist interactions, and 

so body communication was simply discussed as an area of interest in that context. The one 

study that attended specifically to body communication (Thornquist, 1991) yielded valuable 

insights, suggesting that a specific focus on body communication in future work would be 

likely to generate further details about its role in physiotherapy practice.  



MEDIATING PHYSIOTHERAPY 

50 

 

Second, most studies were conducted in Nordic countries, or in psychiatric settings 

where physiotherapy scholars have contributed heavily to examining and developing 

frameworks for understanding the role of the body in physiotherapy (Engelsrud et al., 2018). 

This may have led to a greater awareness among physiotherapists involved in these studies of 

the importance of body communication in patient-physiotherapist interaction (Engelsrud et 

al., 2018; Larsson & Gard, 2006). While physiotherapy practice is similar across the globe, 

each country has its own nuances related to its population or practice. Generalisability must, 

therefore, be viewed in relation to the specific context of a study. This highlights the 

importance of generating New Zealand-specific findings.  

Third, many studies did not acknowledge or explain the influence of the researcher’s 

presence on the patient-physiotherapist interaction. As mentioned, this makes it difficult to 

determine if results reflected the typical practice of physiotherapists, or if the physiotherapists 

altered their behaviour in response to being observed. Fourth, although research on patient-

physiotherapist interaction frequently noted body communication occurring, few researchers 

video-recorded their observations, which made it difficult, if not impossible, to document the 

subtleties and complexities of body communication (Martin & Sahlström, 2010). The absence 

of video-recorded observations also presented issues for analysis, as researchers were unable 

to fully review data. This seems to have resulted in data that is often too general and lacks the 

descriptive depth required for meaningful clinical application.  

Fifth, most studies of body communication between patient and physiotherapist rely 

on phenomenological frameworks. Because phenomenological analysis holds subjective 

experience as its primary object of analysis, it does not provide a sufficient account of the 

contingent and co-constructed nature of communication (Gergen, 1999). It would be 

beneficial to employ research methodologies that allow for improved understanding of the 

co-constructed nature of body communication. Furthermore, because existing studies focus 
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on researcher accounts or the perspectives of the physiotherapist or patient, but rarely both, 

how body communication occurs and what it gives rise to remain unclear.  

Lastly, while previous studies have suggested that body communication is vital to 

building the therapeutic relationship, they have given very little information about how it 

does so. The majority have focused on first encounters between physiotherapists and patients, 

ignoring the shifts in interactions and relationships over time. A longitudinal study mapping 

the evolution of relationships over the long term would provide valuable information about 

how body communication influenced the therapeutic relationship.  

Summary: Chapter Two 

This chapter outlined the current literature regarding body communication in 

physiotherapy practice. It is clear that body communication could have both positive and 

negative consequences for patients in physiotherapy encounters. The chapter first 

summarised healthcare communication models, demonstrating why it is vital to consider 

body communication in physiotherapy practice. It suggested that body communication 

supported physiotherapists in adopting a more person-centred manner. This overview was 

followed by a systematic review and qualitative synthesis of the available literature 

examining body communication in physiotherapy practice. This review supported the 

assertions made in Chapter One that sensitive and responsive body communication facilitated 

a person-centred approach to communication. Specifically, body communication played a key 

role in conveying the physiotherapist’s attention and co-constructing the physiotherapy 

interaction, and contributed to building the therapeutic relationship. Conversely, inattention 

to body communication could prevent the physiotherapist from fully understanding the 

patient's needs and concerns and result in patient disengagement/consumer dissatisfaction. 
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Collectively, the research indicates that body communication is crucial to physiotherapy 

practice.  

The review also illuminated limitations and knowledge gaps in the current research. 

Notably, most previous research did not explicitly attend to body communication and lacked 

the detail and specificity offered by studies that did. Furthermore, most studies were 

conducted in Nordic settings, and it is unclear whether their results can be applied to private 

practices in New Zealand. Chapter Three describes the methodology employed in this study 

to investigate the role and impact of body communication in private physiotherapy practice in 

New Zealand.  
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Chapter Three: Methodology 

One impetus for undertaking this research was to generate useful and practical insight 

for clinicians to reflect on and consider within their practice with the ultimate objective of 

improving patient and physiotherapist experiences and outcomes. In my review of the 

literature, I identified a need for more detailed and nuanced descriptions of body 

communication during patient-physiotherapist interactions. This applied focus informed my 

methodological decisions throughout the research process; this chapter details the 

methodological approach subsequently adopted.  

This study uses an Interpretive Description methodology (Thorne, 2016; Thorne, 

Kirkham, & MacDonald-Emes, 1997). Interpretive Description was developed by Thorne et 

al. (1997) as a research methodology to develop a better understanding of complex 

phenomena within nursing and generate knowledge relevant for application to practice (Hunt, 

2009). While initially used in nursing, it has since been used in many practice areas including 

speech-language therapy (Bright, McCann, & Kayes, 2019), humanitarian work (Hunt, 2009) 

as well as in physiotherapy (Miciak, Mayan, Brown, Joyce, & Gross, 2018b; Vaughan-

Graham & Cott, 2016). It recognizes that there are many realities, and data are constructed 

through a researcher’s interpretation of the data rather than as something that ‘emerges’ out 

of the findings (Thorne, Kirkham, & O'Flynn-Magee, 2004). Furthermore, Interpretive 

Description acknowledges the researcher’s theoretical and practical foreknowledge of the 

phenomenon under study. This foreknowledge serves as the ‘scaffold’ of the study and 

informs the research design but is intended to be challenged throughout the study (Thorne, 

2016). Throughout the research journey, my scaffold developed as my knowledge expanded 

and my thinking evolved shaped by self-reflection, the literature review and research 

supervision.  
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Interpretive Description does not propose a specific theoretical framework (Thorne et 

al., 1997). However, a theoretical framework is useful in qualitative research as it helps to 

deconstruct initial assumptions and scaffold investigations (Mengshoel, 2012). I drew on a 

social constructionist perspective (Berger & Luckmann, 1967), to extend my preliminary 

scaffold and advance my initial descriptive claims towards more abstract interpretations of 

body communication (Thorne et al., 1997). I chose this approach because of the 

epistemological assumption of multiple realities and co-constructed knowledge that 

underpinned both social constructionism and Interpretive Description (Gergen, 2006). 

Drawing on social constructionism, I viewed communication as an active, joint construction 

between people, such as patients and physiotherapists, that is context-bound in the sense that 

it must be viewed in relation to the participants, to the researchers’ theoretical and practical 

pre-understandings, and to the research settings (Gergen, 1985). Therefore in this study, my 

exploration and construction of knowledge were based on a range of factors that could 

potentially influence physiotherapists’ and patients’ body communication (Gergen, 2006).  

Design 

The data for this study was from two participant dyads. Each dyad included one 

patient and one physiotherapist. For dyad A, I observed all six scheduled treatment sessions. 

For dyad B, I observed three of four scheduled treatment sessions.  

Participant Sampling and Recruitment  

Purposive sampling was used to select participants that could assist me to answer my 

research question (Carpenter & Suto, 2008). Interpretive Description as a methodology often 

involves small numbers of participants (Thorne et al., 2004). This is because few instances 

may allow closer scrutiny and thereby provide insights about details and nuances that are 

usually overlooked but potentially vital (Thornquist, 2012). An in-depth study of one dyad 
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was thus, initially proposed. However, after data collection began with the first dyad, it 

became obvious that the number of treatments would be limited to no more than four sessions 

and it was felt that one dyad would not provide enough data for a detailed analysis of body 

communication. Therefore, a decision was made to recruit another dyad, bringing the total 

number of dyads to two.  

Physiotherapists with a minimum of five years’ experience were recruited. This was 

based on the findings of other qualitative studies which showed that physiotherapists with 

five or more years’ experience were more comfortable with their work and could more 

readily reflect on their communication than less experienced physiotherapists (Gard et al., 

2000; Gyllensten et al., 2000; Jensen et al., 1990). Furthermore, several studies have shown 

that with more experience, physiotherapists improve their ability to read body 

communication; they also demonstrate more frequent use of body communication (Helm et 

al., 1997; Jensen et al., 1990). I therefore expected that physiotherapists with five years of 

clinical experience would be best equipped to provide access to the phenomenon under 

review. The principal recruitment criteria for prospective physiotherapist participants were 

clinicians with five or more years post-qualifying experience and holding an annual 

practicing certificate. The principal recruitment criteria for prospective patient participants 

were people who were over 18-years of age, presenting with musculoskeletal pain, and able 

to communicate in English. Patient participants were excluded if they were seeking treatment 

for a chronic or a rare condition or were only expected to have one-to-two treatment sessions. 

The diagnosis itself was of minor importance. Lastly, because this research wanted to 

consider how relationships develop over time; patients previously treated by the 

physiotherapist participant were excluded.  

Participant recruitment had four stages. The first stage was to contact managers of 

private practices via email and ask if they could distribute information about the study to all 
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eligible physiotherapists. These Auckland-based private practices were identified through the 

researcher’s personal and professional networks. The second stage, following verbal consent 

of the practice manager, was to visit the physiotherapy practice to outline the research to 

potential physiotherapist participants and to gain their informed consent to participate in 

video-recorded observations and a post-session interview. Once the physiotherapist consented 

to participate, the third stage involved recruitment of patient participants. When the 

prospective patient booked their first appointment with one of the physiotherapists who had 

already been recruited, an administrative staff member asked if they would consider 

participating in the study. If the patient’s response was affirmative, the administrative staff 

member gave the patient verbal information about the study. If the patient was interested in 

participating, the administrative staff member sought consent from the patient to provide their 

contact details to the researcher (CG). I then called the patient to discuss the research and sent 

an information sheet via email. If the patient verbally agreed at this point, I met the patient 

before the first treatment to obtain written informed consent.  

I initially sought to recruit physiotherapists working in Accident Compensation 

Corporation (ACC) accredited musculoskeletal clinics and patients receiving treatment for an 

ACC-related claim. I sought these characteristics because ACC is a central part of private 

practice physiotherapy in New Zealand, producing a unique time-pressured context which I 

felt would challenge body communication between patient and physiotherapist, something I 

identified in my pre-assumptions interview. However, despite months of attempting to recruit 

practices to participate in this research, recruitment was difficult. The practices I contacted 

either did not return my emails or declined participation, mostly stating that they were too 

busy to incorporate research into their daily practices. I therefore broadened the inclusion 

criteria to include physiotherapists working in non-ACC accredited practices as well as 
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patients who were not receiving treatment for an ACC-related claim. The participants thus 

became a purposive convenience sample (Etikan, Musa, & Alkassim, 2016).  

Data Collection 

Data was collected from two private outpatient, musculoskeletal physiotherapy 

practices in metropolitan Auckland, New Zealand: Practice A and Practice B. As discussed in 

Chapter 1: Introduction, this setting was chosen because there are several factors unique to 

the private practice setting in New Zealand that act to highlight and challenge body 

communication in the clinical interaction.  

Data was collected through various approaches, including video-recorded 

observations, field notes, brief semi-structured interviews, and video-stimulated recall 

interviews, consistent with the Interpretive Description approach which supports multiple 

approaches to data collection to provide rich and nuanced accounts of the phenomenon under 

investigation (Thorne, 2016). I used video-recorded participant observation as my primary 

data source. The combination of video recordings and observations complemented each other 

as the video recordings captured the course of events and the observations made it possible to 

capture the context. Together, the data comprised nine 40 to 60-minute video-recorded 

treatment sessions, eight video-stimulated recall interviews and six brief (less than 10 

minutes) semi-structured interviews. A summary of the data collected is presented in Table 1: 

Table 2. Summary of the data collected  
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Video-recording. Video-recording was used for several reasons. First, 

communication is a complex process and it is difficult for an observer to capture all the 

details in a real-life setting (Martin & Sahlström, 2010), especially when there are multiple 

components occuring simultaneously. The permanent record of video-recorded data permitted 

me to capture the communication accurately and repeatedly review and reflect on body 

communication patterns in a variety of ways, e.g., at different speeds, magnification and time 

periods. This allowed me to analyse the more subtle aspects of body communication as well 

as interaction dynamics as they evolved throughout treatment that would not have been 

possible with any other forms of data collection. Second, because physiotherapists’ actions 

are frequently based on tacit knowledge and are therefore difficult to verbalise (Ajjawi & 

Higgs, 2012), and body communication often occurs unconsciously (Perry, 1975), video-

recording was considered the ideal tool for documenting what actually happened rather than 

the impressions and self-reports of individuals (Heath, Hindmarsh, & Luff, 2010). Lastly, 

video-recording could be made available to my supervisors for scrutiny which assisted the 

checking of the validity and rigour of my analyses, allowing my supervisors to extend or 

challenge my analyses (Jordan & Henderson, 1995).  

The purpose of the video-recording and observation was to capture body 

communication occurring during the patient-physiotherapist interaction. At site A, I opted to 

use a hand-held camera for two reasons: (1) the treatment room was small, and the tripod 

became an obstacle as the physiotherapist moved around during the treatment and (2) a hand-

held camera enabled me to move quickly to capture the physiotherapist’s movement from the 

treatment room to the gym. One shortcoming of using the hand-held camera was it prohibited 

me from taking field notes. At practice B, a tripod-mounted Sony camera (model HXR-

NX70P) was positioned discreetly in the corner of the treatment room to optimise my view of 

both the patient and the physiotherapist. I sat behind the camera, taking notes during 
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recording. Several times during these sessions I adjusted the camera position to ensure that 

both the patient and physiotherapist were still visible even when they moved or changed 

position. Unfortunately, due to the risk of capturing other people sitting in the waiting area, 

video-recording could not start when the physiotherapist collected the patient from the 

waiting area, however I was able to observe this initial interaction (documented in field 

notes). Therefore, the camera was switched on at the earliest possible moment: this was when 

the physiotherapist entered the treatment room with the patient. 

The video-recording of dyad A took place over the entirety of the treatment journey 

i.e. from initial assessment through to discharge. In dyad B, the video-recording started from 

the first treatment but finished one session before treatment completion due time constraints 

related to my own full time work. During the sessions, I adopted a ‘passive participant’ role 

(Spradley, 2016, p 59.) in which I was overtly present and observing but not actively 

participating. I asked the patient and the physiotherapist to pay as little attention as possible 

to me as I sat in the corner of the treatment room taking observation notes. I did not initiate 

communication but I responded, in a limited but socially appropriate way, to communication 

from participants (Davidson, Howe, Worrall, Hickson, & Togher, 2008). To achieve good 

quality observations and video-recordings, I made practical considerations (Heath et al., 

2010). For example, I endeavored to obtain an optimal angle to view the interaction between 

patient and physiotherapist, and I maintained proper backlighting for the camera.  

Video-recording, as a data collection method, requires careful consideration because 

the video camera and the video-recording may influence the quality of the collected data 

(Latvala, Vuokila‐Oikkonen, & Janhonen, 2000). The essential limitations are mechanical 

problems and the influence of video-recording on behaviour (Latvala et al., 2000). 

Mechanical limitations are common and certain to arise if the researcher is not an expert in 

using the video camera. To offset potential for mechanical issues, I became familiar with the 
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equipment and processes prior to video-recording. Prior to video-recording the actual 

sessions, I familiarised myself with the clinic environment where the filming would take 

place. All equipment was also set up and tested well ahead of time, to ensure the quality of 

the video-recording was satisfactory.  

One of the concerns about capturing video-recorded data is observer effects (also 

referred to as the Hawthorne Effect), defined as a ‘research participant’s altered behaviour in 

response to being observed’ (Paradis & Sutkin, 2017, p 32). Several strategies were 

implemented to minimize video-recording disturbance of the natural setting. For example, to 

reduce participant reaction to the video camera and myself, I reached an agreement about the 

camera location with participants. The observed interactions were disturbed as little as 

possible by being quiet, avoiding eye contact with the participants and moving slowly when 

the position needed to be changed. Some influence on participant behaviour was still 

anticipated even when adopting the strategies above. Therefore, after the first and third 

sessions, a short, semi-structured interview was conducted with the physiotherapist and the 

patient to assess the perceived effect of myself and the video camera during interactions 

(Roberts & Bucksey, 2007). These brief, semi-structured interviews revealed that 

participants, although slightly aware of my presence and the camera during the first recorded 

sessions, became much less so in subsequent sessions. All participants stated that they had 

very little awareness of being video-recorded. One of the physiotherapists mentioned that he 

was used to having his practice observed by students and other health professionals and 

therefore found being video-recorded quite natural and generally ignored the camera. 

Furthermore, this physiotherapist was always observed to intently focus on the patient during 

the therapeutic encounter and not once spoke to me or orientated himself towards the camera 

during the sessions. One of the patient participants mentioned that knowing the research was 
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about body communication perhaps made her a little more conscious about the 

physiotherapist’s nonverbal behaviour, but she did not change her behaviour as a result.  

Video-stimulated recall interviews. A limitation of video-recorded observations is 

the risk of misinterpretation by the observer (Roger et al., 2002). Therefore, interviews were 

also conducted to explore participants' motivations and intentions behind their actions. 

Interviews were undertaken using video-stimulated recall (VSR) (Gass & Mackey, 2000). A 

VSR interview involves showing research participants a video-recording of their behaviour 

(in this study, focusing on body communication during patient–physiotherapist interaction) to 

support their recall and interpretation following the event, for example, in a post-treatment 

interview (Paskins, Sanders, Croft, & Hassell, 2017). Because physiotherapists may see more 

than 20 patients daily, and patients can forget 40% to 80% of information from a medical 

consultation immediately (Kessels, 2003), VSR may facilitate participants’ perceptions of the 

treatment and recall of body communication by providing a ‘stimulus’ of the consultation 

(Paskins et al., 2017). I also considered that VSR might allow me to capture richer and more 

nuanced data as it may encourage participants to express what was important to them and to 

reveal more emotional or reflective responses to the observed behaviour (Paskins et al., 

2017).  

To support recall, I met individually with each participant to review the recorded 

encounter on a laptop computer and undertook the VSR interview within three days of the 

video-recording (Lyle, 2003). VSR interviews were completed in person in a location of the 

participant’s choice. The VSR interviews took place after the second and final treatment 

sessions. If VSR could not occur within three days, the interview was cancelled (Mackey & 

Gass, 2015). From different studies (Schepens, Aelterman, & Van Keer, 2007), it was clear 

that a VSR interview of a one-hour patient-physiotherapist interaction could be very time-

consuming. Hence, each VSR interview was restricted to no more than a ten-minute segment 
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of video-recorded interaction. The selected samples included for example, the opening 

moments of the clinical encounter and the first occurrence of therapeutic touch. Other chosen 

excerpts included extracts of activities that appeared challenging, as well as extracts of 

treatment that seemingly went well. Each VSR interview was between 60 and 90 minutes. 

Due to the time-consuming nature of these interviews, the number was limited to two 

interviews per participant (eight in total). Indicative questions for stimulated recall interviews 

are included in Appendix A.  

The patient and physiotherapist watched the video-recorded segment in its entirety. 

The video was then replayed. Before playback, I showed participants how to stop the 

recording to comment on their recollections of the encounter, including their body 

communication and the other persons. I also paused the video at events I wished to explore in 

more detail (Gass & Mackey, 2000). Examples of questions I asked the participants included: 

What are your reactions to what you just saw? What are your thoughts when you look at this? 

What was happening there? I did this to gain detailed and nuanced knowledge of body 

communication. I also asked participants to comment on how they experienced different 

aspects of the other person’s body communication when they watched it on the video. With 

written consent, the VSR interviews were audio-recorded using a Sony digital audio recorder 

(ICD-BX140) and supplementary field notes were written. The audio device was subtly 

positioned so as not to detract from the intimacy of the conversation. To obtain rich and 

nuanced interpretations of the interviews, audio-recordings were listened to numerous times 

to capture elements of talk such as speed, intonation, timing and emphasis.  

Follow up interviews. Six, brief semi-structured interviews (no more than 10 

minutes) were conducted with each participant to further construct the understanding of, and 

meaning in, body communication from their perspectives. Interviews occurred immediately 

after the first and third encounters at Practice A and after the first session at Practice B and 
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focused on whether participants had any further recollections based on their interactions and 

VSR interviews. After the first session, participants were also asked about the influence of 

myself and the video camera on the interaction. All interviews were audio-recorded.  

Other data. Other material included field notes completed during observations and 

before and after interviews, as well as a reflective journal that continued throughout the 

research. Field notes commented on contextual aspects of the interview and observations 

such as the environment, participant-researcher rapport, and interview quality (Patton, 2002). 

The field notes were not analyzed in the traditional sense but facilitated data analysis by 

capturing what it was like to be present during the observations as well as highlighting 

relevant aspects from the interview data that were not apparent from the transcripts (Mayan, 

2016). The reflective journal captured my thoughts regarding different aspects of the research 

including difficulties with participant recruitment and meetings with other healthcare 

professions and researchers as well as negative themes, preliminary interpretations and 

thinking that could contribute to the development of my findings (Mayan, 2016). 

Data Analysis 

Data arising from VSR interviews were transcribed verbatim according to a modified 

version of the Jefferson convention (Atkinson & Heritage, 1984) and combined with data 

from field notes and video-recorded treatment sessions. I intended to review and transcribe 

each piece of audio data; however, due to time constraints, the help of a transcriptionist was 

also sought. Before commencing data analysis, all data were imported into NVivo11 to help 

organise and code across all data sources and assist with the analysis. Drawing on 

Interpretive Description, data collection and analysis were concurrent with preliminary 

themes influencing the selection of sequences for subsequent VSR interviews. As a result, 

data collection and analysis informed each other repeatedly (Thorne et al., 2004). 

Furthermore, the analysis was iterative, involving many returns to each data source.  
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Interpretive Description does not have its own analytic strategy. Ultimately, 

researchers using Interpretive Description must choose an analytic strategy that is congruent 

with the research question and data collection strategies being used (Thorne, 2016). 

Accordingly, the Part Process Analysis (PPA) method was used to analyse video-recorded 

data (Steihaug & Malterud, 2003). This analysis was primarily descriptive. To move beyond 

a purely descriptive account, I used thematic analysis as an adjunct to the PPA (Braun & 

Clarke, 2006). All other data were analysed using principles of thematic analysis. These 

analytic strategies are outlined below.  

Part Process Analysis. The PPA is a useful method for micro-analysing short 

sequences of patient-provider interaction generally and body communication specifically 

(Steihaug & Malterud, 2003). Furthermore, the method captures how interaction develops 

and how the participants change during the interaction process (Lövlie, 1981; Steihaug & 

Malterud, 2003). In PPA, the part process refers to an interaction sequence as a unit for 

analysis (Steihaug & Malterud, 2003). The analysis method comprises three analytical levels 

in the chosen part process (Lövlie, 1981). The first level is a description of the theme or topic 

that is communicated verbally. Level two is an analysis of the body communication 

connected to the theme - what types of experience are expressed about the topic? What types 

of feelings are communicated by the participants (based on the pitch of voice, tone, mimicry, 

body posture or movements)? The third level is the comprehension of the relationship 

between patient and physiotherapist. After applying these three levels of analysis, I 

interpreted what the part process was about based on a combination of verbal and body 

communication.  

Each video-recorded treatment session was uploaded to proprietary video data 

management software and watched in its entirety to get a view of the whole. With my 

attention directed at the interaction between patient and physiotherapist, I reviewed each 
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video-recorded treatment session many times and looked for sequences where body 

communication highlighted the reciprocal and co-constructed nature of the interaction. I also 

looked for sequences where the interaction was seemingly challenging, not necessarily to 

contrast my positive findings but to challenge them. Additionally, I sought sequences that 

captured how body communication changed and evolved over time. Based on this process, I 

selected 31 part processes. Segments selected for the final analysis were taken from different 

phases of the treatment session, including the beginning of the treatment session, the 

initiation of treatment (exercise and hands-on therapy), and the closure phase. Each part 

process was then transcribed, according to the analysis method described by Lövlie (1981). 

After analysing several part processes, I felt that my interpretation did not move beyond a 

mere description of the data, so I decided to combine PPA with thematic analysis (described 

below) to provide a more abstract form of interpretation.  

Thematic Analysis. A thematic analysis provides a robust, systematic framework for 

analysis while offering theoretical flexibility for a wide variety of qualitative data (Terry, 

Hayfield, Clarke, & Braun, 2017). The analysis focused on both semantic and latent features 

of the data. The analysis started with familiarisation of the transcribed part processes and 

interview data through reading and re-reading. This data was then transferred into NVivo 11 

to facilitate a systematic coding approach by adding the established codes as ‘nodes’ and 

matching the coded text to the nodes. This allowed me to sort, group and find connections 

between codes. Once all the transcripts were coded, my coding framework was reviewed. 

Some codes were combined to create broader categories and I used the word frequency query 

tool to help identify additional codes in the data that I may have otherwise missed. Table 3 

provides examples of the initial coding process.  
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Table 3. Examples of initial coding  

 

Next, I extracted codes into a list. From this list, I constructed different potential 

themes. The next step started when I constructed an initial version of a thematic map by 

linking the relevant data to the themes. After revisiting and reflecting on the identified 

themes, I made alterations to the thematic map to better connect the themes to the overall data 

(examples of initial and subsequent evolved thematic maps are provided in Appendix B and 

C). As I reflected on possible themes, it became apparent that the use of PPA, which looks at 

communication from a micro-level perspective, made seeing broad themes across the data set 

difficult (this challenge is discussed in more detail in Limitations of the Research section).  

Although the written report is the final phase of thematic analysis, the writing and re-

writing stage was also an essential part of the analytic process (Bazeley, 2009). Through 

writing up my findings, I was prompted to return to the data with additional questions to be 

answered and broadened my reading to other healthcare fields such as nursing and medicine 

to extend my analysis (Bazeley, 2009). To challenge my interpretation of the data, I 

submitted excerpts of my writings to my supervisors who explored and challenged my 

findings/processes and assumptions. The final phase of the thematic analysis started when the 

findings of my study were reviewed for differences and similarities with the existing 
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literature and related to the research question to form the basis for my discussion (Chapter 

Five). 

Ethical Considerations 

This research was granted ethical approval on the 11th of December 2017 by the 

Auckland University of Technology Ethics Committee (AUTEC), ethics reference number 

17/417 (see Appendix D). Three key ethical considerations were considered particularly 

important: ensuring confidentiality, achieving informed consent, and valuing the risk of harm. 

Ethical principles applied to this study are discussed below.  

Voluntary participation. Informed consent involves providing information to 

participants about the research, including risks and benefits, and ensuring they have made a 

voluntary decision to participate (Kaiser, 2009). All participants were over 18 years and were 

able to communicate in English such that informed consent could be achieved. A plain 

language participant information sheet detailed in Appendix E provided contact details for the 

researcher, the purpose of the study, the length of the interviews and the focus of the 

research. I met with potential participants, and they were given time to read the plain 

language information as well as ask any questions about the research. They were made fully 

aware that they could withdraw their participation from the research at any point should they 

wish to do so. Written informed consent was obtained for all participants at the start of the 

study (Appendices G and H) and verbally confirmed periodically. One concern regarding 

obtaining patient consent was that the patient might feel coerced to participate because their 

treating physiotherapist was a participant. To ensure participants did not feel coerced, 

administrative staff from the private practices were used to recruit.  

Ensuring confidentiality. Confidentiality was maintained for all participants 

throughout the research. To ensure confidentiality, I did not share information from one 
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participant to another, I gave pseudonyms to all participants, and video files and transcripts 

were stored on a password-controlled computer (Liamputtong, 2009). When transcribing 

video data and text from the recorded interviews, I omitted all identifiable information that 

was given by the participants, such as the names of people and places, to reduce the risk of 

deductive disclosure (Kaiser, 2009). I also changed or removed any information that could be 

linked to a specific clinic or physiotherapist and I obtained a signed confidentiality agreement 

from the transcriptionist, covering agreement not to disclose, retain or copy information 

(Appendix I). Personal participant information such as consent forms were kept separate from 

data, and both were stored in a secure location and a password-controlled computer. A secure 

document destruction service will be used to destroy hard copies of the data after 10 years, 

and computer files will be deleted. Before data collection, I informed the participants that the 

data collected would be anonymised and handled in such a manner that no one outside of the 

research staff could identify any of the participants. I also informed participants that when 

presenting the findings, I would use quotes from the interviews and vignettes from 

observations but that this material would not be connected to any particular person.  

Valuing the risk of harm. To ensure the protection of participants, I considered 

issues related to the researcher-participant power relationship, the vulnerability of 

participants and the use of video-recording. As an experienced clinician, I considered the 

issue of the potential inequality of power between myself and the physiotherapist participant. 

One of the physiotherapist participants, knowing that I was a physiotherapist with some 

experience, expressed feeling nervous that his practice was being scrutinised by an 

experienced practitioner. I reassured him that my observations and interviewing were not an 

evaluation of his performance but instead an opportunity for me to learn from his experiences 

and perspectives. Since a qualitative research interview is not an open dialogue between 

equal partners, it was vital for me to make every effort to minimise the risk of harm 
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(Brinkmann & Kvale, 2015). To make the participants feel comfortable, I maintained a 

friendly and open demeanour, and I was vigilant to instances when the participants appeared 

upset. Fortunately, this situation never occurred during the research.  

During VSR interviews and video-recording of interactions, I was aware that some 

participants might have seen and disclosed aspects they had not intended. This might have 

caused distress, embarrassment, undue worry, or loss of self-esteem (Minichiello, Aroni, 

Timewell, & Alexander, 1990). To counter possible adverse emotional reactions arising from 

interviews and video-recording, I advised participants that:  

They did not have to answer questions they did not wish to answer.  

They could ask for the video recording to be stopped at any time or decline its 

subsequent inclusion.  

They could view the video recording before its use.  

I reminded patient participants that they could request the video-recording to be 

paused during disrobing or covering to maintain dignity. The possibility of patients being 

video-recorded in a state of undress was also made explicit in the consent process. I reassured 

participants that all data was only available to the primary researcher and research 

supervisors who are experienced health professionals, and confidentiality would always be 

maintained.  

It was also recognised that the presence of a researcher might impact on the 

interactions between the patient and physiotherapist. This might have been particularly 

problematic if a patient was struggling to engage in treatment. I re-iterated that data 

collection could pause or stop at any point and that both participants could withdraw from the 

study at any time. Similarly, if it appeared that the researcher's presence had a negative 

impact, I would have electively withdrawn from that encounter and discussed the 
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appropriateness of on-going participation with both participants at a later time. Fortunately, 

this situation did not occur.  

Summary: Chapter Three 

This chapter detailed the research methodology and the methods selected and 

supporting rationale. Additionally, ethical principles were considered and highlighted where 

appropriate, as relevant to this study. The following chapter will explore the findings that 

subsequently were constructed. 
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Chapter Four: Findings 

The findings provide detailed and nuanced accounts of body communication in 

patient-physiotherapist interactions within the private practice setting. Before presenting the 

research findings, I will briefly describe the characteristics of the patient and physiotherapist 

participants and describe the clinical environments to assist the reader’s understanding of the 

private practice context in which this research was carried out. This chapter concludes by 

summarising the main findings and discussing the relationship between themes. 

Participant Characteristics  

Two patient-physiotherapist dyads participated in the study – two patients and two 

physiotherapists. All participants were given pseudonyms. For brevity, the findings will refer 

to the patient participants as ‘patient’ and physiotherapist participants as ‘physiotherapist’. 

The two male physiotherapists, Simon and Robert (pseudonyms), were owners of and worked 

at two separate practices and had 17 and 20 years of practice experience respectively. Simon 

had a master’s degree in musculoskeletal physiotherapy. The two patient participants, Kate 

and Sharon, received treatment from Simon and Robert, respectively. Kate attended 

physiotherapy for treatment of low back pain and received ACC funding for this treatment. 

Sharon attended physiotherapy for treatment of temporo-mandibular joint pain. This 

treatment was self-funded. Additional details about the participants are provided in Appendix 

J. 

Describing the Clinical Setting  

The research occurred in two private outpatient, musculoskeletal physiotherapy 

practices in metropolitan Auckland, New Zealand: Practice A and Practice B. Practice A was 

owned and operated by Simon. Located in a central, coastal suburb in Auckland, Practice A 
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had a waiting area and gym space that opened directly onto two small treatment rooms. 

Throughout the gym and waiting area the walls contained anatomical posters and there was 

standard physiotherapy equipment throughout this space. The physiotherapy treatment room 

included a plinth with a single pillow and towels, two chairs for patients, a swivel chair for 

the physiotherapist, a desk with a filing cabinet, academic degrees hanging above the desk, 

two small shelving units with physiotherapy equipment and a carpeted floor. Air-conditioning 

maintained the room temperature at a constant warm level, appropriate for patients likely to 

require partial undress. There were also numerous items within this space which were less 

clinical including a television, artwork of the local area, a fridge containing bottled water and 

kitchenette and family photos on the wall and the physiotherapist’s desk. I observed Simon 

interacting with patient Kate over six sessions. Simon typically organized appointments 

himself because the practice did not employ administration staff. The duration of each 

observed session between Simon and Kate was 60 minutes.  

Practice B was owned and operated by Robert. Practice B was in an industrial suburb 

in Auckland. A receptionist greeted and invited patients to sit in a waiting area upon arrival. 

The waiting area gave way to a sizeable open-floor space that contained a gym area and two 

large treatment rooms that were separated from the gym by curtains. Practice B had a 

contemporary atmosphere: there was a lounge-like waiting area with comfortable designer-

inspired leather seats, design magazines, chilled water and a coffee machine that patients 

could freely access. In the hallway leading to the gym area, there was a small table with 

flowers in a vase. The clinic space was relatively new and decorated in complementary, 

relaxing colors with soft lighting and furnished in a way more akin to a home than a 

physiotherapy clinic. A stereo system played soft jazz music throughout the clinic. During 

treatment sessions, the gym usually had at least two patients exercising at any one time, either 

independently or while being supervised by another staff member. In the treatment room, 
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there was a designer mirror with an antique motif frame, a classical acoustic guitar on a stand 

in the corner and a large white, business desk. More traditional clinical features included an 

adjustable treatment plinth, a desk, three chairs, a mirror and two large shelving units 

containing strapping tapes, massage creams, physiotherapy textbooks and rehabilitation 

equipment. A sizable wall-mounted heater kept the treatment room at a comfortable 

temperature. On the far wall, a modesty gown hung and close by a smaller chair had two 

towels folded on it. The treatment plinth was covered by an electric blanket to keep the 

patient warm. I observed Robert interacting with patient Sharon over three of their four 

treatment sessions together. An administrator typically booked these appointments. Each 

session between Robert and Sharon was 45 minutes.  

Overview of Findings 

The findings present two key themes and associated subthemes constructed through 

analysis: atmospheres matter and tailoring physiotherapy practices. Theme one, atmospheres 

matter, explores the role body communication played in creating different clinical 

atmospheres and how, in turn, these atmospheres created different possibilities for the 

relationship between patient and physiotherapist. These atmospheres were shaped by the 

physiotherapist’s management of time and space, which are explored as subthemes. Theme 

two, tailoring physiotherapy practices, explores the role body communication played in 

adjusting physiotherapy practices to the individual needs and expectations of each patient. 

Adjustments were technical or relational in nature. Technical adjustments were conveyed 

through the physiotherapist’s skilful application of task-based physiotherapy work including 

hands-on techniques, exercise demonstrations, objective assessments, observations and 

interviews. Relational adjustments occurred through the physiotherapist’s responsiveness to 

the psychosocial aspects of the patient’s condition, aspects which were often interwoven with 

the physical nature of the patient’s condition. Together, these themes encapsulated the key 
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role and impact of body communication in private practice encounters. While the two themes 

are presented separately as though they were mutually exclusive, in reality, there was a 

significant overlap between them. Figure 2 attempts to illustrate the overlap between themes 

and subthemes.  

 

Figure 2. The overlapping themes and subthemes 

 

Theme One: Atmospheres Matter 

Body communication was crucial in creating the clinical atmosphere. In this study, the 

clinical atmosphere was understood as the mood or tone within the clinic and was largely set 

by the physiotherapist. The role of body communication in creating the clinical atmosphere 

was evident in two interacting and interwoven elements, the physiotherapist’s management of 

time and space. The clinical atmospheres, and the elements of time and space, were essential 

for how patients and physiotherapists related to each other and the roles they assumed during 
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therapy. Although interwoven, for clarity, time and space are presented individually as 

subthemes and associated dimensions and explored in relation to how they shaped the clinical 

atmosphere, as demonstrated in Figure 3. Each dimension has been considered separately to 

highlight the richness and nuances in the data and to illustrate how body communication 

could contribute to producing particular atmospheres.

 

Figure 3. Overview of theme One 

 

Subtheme one: Managing time  

How physiotherapists managed time was a critical element in creating the clinical 

atmosphere. Managing time referred not only to what was done but to how things were done 

within a specific timeframe.  

Managing time to create a slow tempo of care. Body communication was an 

important medium for physiotherapists to communicate that they had time available for 

patients. When conveying that they had time, physiotherapists established a slow tempo of 

care, which created opportunities to get to know the patient as a person and invite and 

welcome them into the clinic. This helped set the tone and structure for the working 
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relationship between patient and physiotherapist. The physiotherapist’s ability to convey that 

they had time for patients was particularly important when patients attended their first 

consultation, where unfamiliarity could be a barrier to establishing the therapeutic 

relationship. For example, by paying close attention to Kate’s body communication, Simon 

recognised in a VSR interview that the clinic was an unfamiliar atmosphere for her, saying: 

‘She looks a little bit guarded, most people are because it’s a new environment to be in, I’m 

trying to help her relax’ (Physiotherapist Simon, VSR interview one). He responded to Kate’s 

unfamiliarity through his actions of greeting her upon arrival with a handshake, eye contact 

and warm facial expression, and moving with an unhurried pace as he escorted her into the 

treatment room. Through his actions, Simon implicitly communicated that there was time for 

interaction. He invested time to accommodate what he perceived could be a vulnerable 

situation of coming to therapy. This contributed to an atmosphere in which Kate felt at ease 

with the clinic space and situation, as she explains: ‘Initially, it was a bit of a strange place to 

be but within a matter of seconds that dissolved because of how he is’ (Patient Kate, VSR 

interview one). Thus, through body communication, physiotherapists could create a 

therapeutic atmosphere that helped patients overcome their initial fears and apprehension 

about therapy. 

Another way in which body communication conveyed time availability was through 

attentive listening. Simon made a conscious decision to allocate and prioritise time to listen to 

patients and invite them to share their beliefs and expectations about treatment, as he 

explains: ‘Some other physios would get straight into it … I’m thinking what their 

expectations are … we do something a little bit different here … I just set the groundwork’ 

(Physiotherapist Simon, VSR interview one). An example of attentive listening was captured 

in this field note: ‘He attends to Kate’s story with a steady and softly orientated gaze, 

comfortably leaning forward in his chair and nodding without interrupting to encourage her 
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to continue her story’ (Field note, observation one: Simon and Kate). Attentive listening 

created a relaxed atmosphere that removed time-pressures from Kate and invited her to tell 

her story and for Simon to get to know her as a person. When Kate sensed this relaxed 

atmosphere, she responded by becoming more actively involved in the therapeutic process, as 

she tells:  

He makes me feel not so on edge about things, without it being, you know, 

we’ve got a certain amount of time, we’ve got to focus, we’ve got to get all 

this done, you know? I feel relaxed and able to ask him more … without 

feeling apprehensive about it (Patient Kate, VSR interview one). 

Therefore, attentive listening could transmit messages about the availability of time and 

create opportunities to engage the patient in therapy as well as overcome barriers to 

engagement.  

Conveying a sense of time was also evident in the flow of the therapeutic process. For 

example, in the initial treatment session, when Kate required more time to complete physical 

testing due to her painful and limited movements, Simon took the time to ensure his physical 

demonstration was slow and deliberate. This comfortably paced approach created an 

opportunity for Kate to learn, process and apply the task at a comfortable tempo. However, 

the pace of therapy changed over treatment sessions as the situation and patient’s needs 

demanded, suggesting time management was also flexible and responsive. For instance, in 

later sessions, the tempo of therapy switched, and the therapeutic work started swiftly upon 

Kate’s arrival at the clinic, with Simon quickly moving into focused physical demonstrations 

and physical activity. The tempo of therapy mirrored Kate’s improving condition but also, 

her familiarity with the routine and Simon himself:  

…he just carries on with it and does what he needs to do and I’ve also 

gotten used to the routine, you know, I come in and we talk about it and we 

do the exercises and he does work on my back and things like that so I think 

it’s all just a matter of time. It’s become like clockwork as well and the 
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entire time he’s really professional, he’s really good, he keeps things kind 

of moving along (Patient Kate, VSR interview three). 

Thus, time was managed differently in later sessions as the earlier investment of time to 

promote patient engagement and build relationships resulted in familiarity both with each 

other and the therapeutic process. In Simon’s case, the initial investment of time allowed him 

to later adjust the pace of therapy as appropriate, allowing treatment to proceed more quickly, 

or in Kate’s words, ‘like clockwork’. 

During interviews, Simon emphasized he valued having ‘sufficient’ time, 

commenting that by intentionally scheduling longer appointments, he was able to convey that 

he had time to spend with his patients instead of ‘running from room to room’ 

(Physiotherapist Simon, VSR interview two). However, it became evident in interviews and 

observations that conveying time involved more than longer appointments; it included the 

physiotherapist’s ability to create the impression of time. Creating the impression of time 

occurred when the physiotherapist communicated a sense of presence. This field note 

captures Simon’s ability to convey presence through his gaze and body positioning: 

He’s not focused on anything else apart from the patient on the bike. He’s 

not looking at his watch or the clock on the wall or staring off into space; he 

keeps looking to the patient and orientates his body towards her. He appears 

100% focused on the patient at that moment. (Field note, observation two: 

Simon and Kate). 

Furthermore, by not watching the clock, Simon tacitly communicated that his complete 

attention was on Kate and the task at hand. Kate elaborated on the way Simon’s body 

expressed a sense of meaningful presence:  

He turns his whole body to you versus when you’re sitting at a desk it’s 

very easy to continue writing, and so he kind of opens that up when he turns 

and communicates with you straight on… I know he’s only got a certain 
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amount of time, but you never feel like it’s rushed (Patient Kate, VSR 

interview two).  

The physiotherapist’s ability to filter out unnecessary distractions and maintain focus 

solely on the patient also created the impression of time. For example, despite my presence 

and a camera within a confined treatment space, Simon always kept his attention focused on 

Kate, demonstrated through his constant eye contact. The impression of time could also be 

conveyed quickly and co-occurred with other physiotherapy work as illustrated in Simon’s 

quote: ‘I was writing my notes, but I tried to look up as soon as my sentence is done, I try to 

look up again and get that eye contact once more so that she knows my focus is on her’ 

(Physiotherapist Simon: VSR interview one). Because attentive actions were often brief and 

coincided with other tasks, they did not take time away from the session, ensuring 

physiotherapists could maintain the pace of therapy while keeping patients involved.  

 In summary, this section has shown how body communication enabled 

physiotherapists to convey having time for patients. This was important as it contributed to an 

atmosphere that fostered patient engagement in therapy and set the foundation for the 

therapeutic relationship. The physiotherapist’s ability to communicate time not only involved 

the actual time allocated for the session but included how physiotherapists managed the time 

available in the session. The initial investment of time to promote patient engagement and 

build relationships enabled physiotherapists to adjust the way they managed time in later 

sessions to suit the patient’s needs and the situation at hand. The next section discusses how 

time, when handled differently, could create a fast tempo of care which also had implications 

for the patient’s engagement and participation in therapy.  

Managing time to create a fast tempo of care. When physiotherapists perceived or 

experienced time pressure, they managed time by increasing the tempo of care. When they 

needed to work quickly, physiotherapists conveyed through body communication that their 
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focus was on the patient’s impairment and diagnosis rather than their emotions, experiences, 

and context. This communication style could result in a more one-sided, physiotherapist-

dominated interaction where the patient was primarily treated as an object of care rather than 

a person actively involved in his or her own care.  

A fast tempo of care was particularly evident when physiotherapists felt time 

pressure. Time pressure was almost instantly conveyed through the physiotherapist’s body 

communication, as this field note illustrates:  

Robert is running 15 minutes late, and his fast movement reflects his 

lateness. Upon collecting Sharon in the waiting area, he quickly ushers her 

towards the treatment room and walks ahead, entering the treatment room 

and seating himself first (Field note, observation one: Robert and Sharon). 

The appointment started with a delay, but Robert simply and quickly established the tempo 

and tone of the therapy session through his walking pace to the treatment room. Robert also 

controlled the length and content of his conversation with Sharon, which may have reflected 

the delay at the start of the appointment. This was accomplished through body and verbal 

communication. In this extract from the first encounter, Robert was sitting at his desk with 

his whole body orientated towards his computer as he gazed at Sharon’s medical records. 

Robert maintained his gaze and body orientation throughout the interactional sequence only 

briefly looking up or gesturing to signal for Sharon to speak. 

Robert: After reading the referral from Sharon’s doctor on his computer, he 

quickly announces: ‘Ok, so jaw. So, when did it start to bother you?’  

Sharon: Looks towards Robert, who keeps looking at the computer: 

‘Probably somewhere between two and three years ago’. 

Robert: ‘About two years ago, did you say?’ Briefly looking up from the 

computer, he gestures towards Sharon, signaling for her to speak.  

Sharon: ‘Yes… ah…’ 
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Robert: Almost before Sharon completes her answer, Robert quickly 

returns his gaze to his computer screen. He then asks briskly and matter-of-

factly: ‘Any particular reason?’  

Sharon: ‘I have no idea. It just started clicking’.  

(Observation one: Robert and Sharon) 

In this extract, Robert used body communication to obtain short responses from Sharon to 

quickly gather clinical information. For example, by briefly gazing at Sharon and promptly 

returning his gaze to his computer, Robert communicated which information he deemed more 

relevant and kept Sharon’s responses brief. Robert’s interaction style, although efficient, 

resulted in him dominating the conversation and focusing on Sharon’s impairments while 

Sharon mainly took the role of a passive responder. However, there were subtle shifts in the 

tone and tempo of the therapy. This was observed when Robert encouraged Sharon’s 

participation by leaning forwards, making eye contact, and using gestures to help her 

elaborate on her responses, reiterating the point made earlier that time management can be 

flexible and responsive, yet in this example, was still determined by the physiotherapist rather 

than the patient.  

Another way that physiotherapists managed time pressure was by quickly and 

objectively performing task-based physiotherapy work with minimal communication and 

interaction between themselves and patients. For example, Robert used precise touch and 

handling to swiftly diagnose Sharon’s physical problem, remaining silent and closing his eyes 

to minimise distractions. Robert describes his approach saying:  

the purpose of closing my eyes is to get ‘in tune’ with my tactile sensation; 

I find that if I keep my eyes open, I can’t do it, yeah… I have to concentrate 

on what I am doing (Physiotherapist Robert, VSR interview two). 

However, by placing the focus on performing therapy efficiently, there were fewer 

opportunities to invite patients to participate in their own care. As a result, the physiotherapist 
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was positioned as an active performer and the patient as more or less a passive recipient of 

care. For example, during the hands-on assessment, despite being close to Sharon, Robert did 

not explicitly interact with her or adjust his handling in response to her pained facial 

expression, which was observed and documented in the field notes. Sharon reflected upon 

this moment during therapy in an interview:  

Sharon: It’s interesting here that he has his eyes shut while he’s treating me, 

I’m guessing that’s just for concentration, um, as to where he’s putting 

pressure, um, but by doing that I suppose it means he’s not gauging my 

facial reaction if I’m in pain, which I think is quite interesting.  

Clinton: Interesting how?  

Sharon: It’s caring about the patient but differently, I suppose by doing one 

thing and intensely concentrating on what you’re doing, it compromises 

your ability to see the impact on the person directly.  

(Patient Sharon, VSR interview one) 

Sharon’s comment regarding caring about the patient but in a different way seems to suggest 

that Robert was focused on treating her physical impairment and fixing her rather than 

inviting her to play an active role in therapy.  

Robert recognized that time pressures influenced his body communication, but 

viewed these constraints as inevitable and outside his control:  

I never read the notes before patients; there's no time for that. It can look 

like, that I'm not paying attention to her, that I’m just looking at something 

else not relating to her condition …but that is something I cannot change 

and even if the patient does feel a bit …what's the word, um, put off by that 

action, well, what can I say? (Physiotherapist Robert, VSR interview one).  

In addition to Robert’s feelings that he did not have enough time to give Sharon his undivided 

attention, time pressure seemed to reflect the greater value he placed on performing task-

based physiotherapy work over establishing a relationship with his patient. Time is money in 
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private practice, which Robert reflects in his focus on providing hands-on treatment: ‘To be 

brutally honest, we are trying to earn money’ (Physiotherapist Robert, VSR interview two). 

Observations supported this idea as Robert invested significantly less time listening and 

getting to know Sharon and more time performing hands-on treatment. As such, time seemed 

to hinder communication more in this example because of the greater value that Robert 

placed on conducting therapy over establishing a relationship with his patient.  

Sharon appeared to accept that time spent performing therapy was a significant part of 

the way that Robert worked. The time Robert allocated to doing therapy did not appear to 

negatively influence the outcome of treatment nor Sharon’s participation in the physiotherapy 

regime as she attended all her scheduled appointments, demonstrated adherence with her 

exercises, and her symptoms improved. This would suggest that a fast tempo of care was not 

inconsistent with Sharon’s expectations of therapy. However, expectations could change over 

time as highlighted in this comment from an interview with Sharon:  

I came in with a hope that there’d probably be more discussion of how the 

previous weeks had been before going into treatment, in case that 

discussion influenced the type of treatment that could take place… It gave 

this feeling that he already had a notion in his head of what he needed to do 

and maybe wouldn’t adapt to anything that I was going to say because I 

wouldn’t have a chance at the beginning to explain what had been 

happening in the week if there had been anything major. [He was] kind of 

in a rush to do the treatment rather than discuss my condition… Kind of 

like treat the patient and get them out the door kind of thing…. (Patient 

Sharon, VSR interview two). 

Thus, regardless of the quantity of time patients received from the physiotherapist, if needs 

and expectations were not met, patients could perceive time as insufficient. Consequently, 

there appears to be a need for physiotherapists to be flexible and responsive with their time 

management to accommodate the patient’s changing needs and expectations. 



MEDIATING PHYSIOTHERAPY 

84 

 

A fast tempo of care illustrates how, using body communication, time can be made 

more efficient when physiotherapists prioritise a more clinical, impairment-driven approach. 

Although this fast tempo of care limits opportunities to get to know patients as individuals 

and decreases the active roles that patients have in therapy, this approach is not necessarily 

problematic unless it deviates from the patient’s needs and expectations of care. However, a 

fast tempo of care tends to make physiotherapists less sensitive to the patient’s subtle bids 

(usually nonverbal) to be more involved in the therapeutic process. This highlights a need for 

physiotherapists to use body communication responsively to adjust their time management to 

suit the needs and expectations of the patient.  

Managing time: a summary. Despite the fixed duration of the session, 

physiotherapists managed time differently. Through body communication, time could be 

made slower and more personal, creating an atmosphere that invoked a sense of inclusion, 

safety and holistic care. Body communication could also make time faster and more efficient, 

creating an atmosphere that was more formal and clinical. Patients responded to these 

different tempos through varying levels of engagement with therapy.  

Subtheme two: managing space 

 Space was the second dimension which contributed to the clinical atmosphere. Space 

referred not just to the physical environment in which therapy took place, but crucially, how 

patients and physiotherapists produced particular kinds of interpersonal spaces through their 

body communication within the clinic space. Space was not fixed but continuously produced 

and negotiated through body communication in ways that shaped the patient’s participation in 

therapy. 

Creating a shared space. The way physiotherapists worked in the space between 

themselves and patients could create a shared space, within which the patient’s participation 
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in therapy was fostered. A clear example of this was taken from a field note detailing Simon 

observing Kate perform an exercise: ‘After demonstrating the exercise to Kate, Simon 

positions himself at a slight distance from her and is quiet as he observes her perform the 

exercise’ (Field note, Observation two: Simon and Kate). Although Simon was at a distance, 

his constant eye contact communicated his attention and active involvement. By giving Kate 

space but demonstrating his engagement, Simon achieved a balance between encouraging 

Kate to take the lead in her rehabilitation, on the one hand, and guiding Kate and directing the 

therapy process. This had the effect of enabling Kate to engage in a mutual interaction and a 

shared activity. In this example, there was a sense that Kate and Simon not only occupied the 

same physical space but by providing just the right amount of distance and closeness, Simon 

invited Kate to move from a purely professional space to a more personal one. Thus, shared 

space emerged relationally between the patient and physiotherapist.  

Physiotherapists being on a similar level to patients also achieved a sense of shared 

space. Being on a similar level could be geographical or metaphorical and communicated a 

sense of respect and mutuality where the physiotherapist was not above, better or different to 

the patient. Geographic examples included physiotherapists performing exercises alongside 

patients as opposed to in front of them and according to Kate being ‘…very much on the 

ground doing things…’ (Patient Kate, VSR interview two). Additional geographical 

examples included being on a similar physical level. Most often, physiotherapists did this by 

sitting down and maintaining eye contact with patients. Kate was aware of Simon’s efforts to 

get on her level and commented on this during an interview: ‘…He gets down to my level…I 

don’t know what I would have thought about it if he was standing up and leaning on or 

standing there watching me, would have been completely different’ (Patient Kate, VSR 

interview two). Physiotherapists described using chairs of the same height and reducing the 

physical space between themselves and patients which also seemed to convey a sense of 
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being on the same level, as Simon describes: ‘I’m trying to make her feel comfortable, I’m 

nice and close, I’m a bit lower than her, I’m not talking down to her’ (Physiotherapist Simon, 

VSR interview two). Although Simon adjusted seating so he could be close to Kate, he did 

this in a way that communicated an awareness of the power differential relating to his expert 

status and role by sitting corner to corner with her, rather than across the desk from her.  

Being on a similar level was also achieved when physiotherapists were sensitive with 

their use of touch and used body communication from the patient to guide how they used 

touch in individual circumstances. For example, Robert described the importance of 

respectfully approaching patients and positioning before initiating touch: ‘I am careful of 

approaching them, bit slowly…like I wouldn’t go like whack face to face, so I step, I tend to 

be slightly off, offset, slightly below, slightly away not right bang there’ (Physiotherapist 

Robert, VSR interview two). Being on a similar level also was symbolic of the 

physiotherapist’s ability to work at a level that was matched to the physical capacity of the 

patient. This was evident when Simon moved slowly alongside Kate and helped her navigate 

an unfamiliar exercise and in Robert’s careful physical demonstration which reflected 

Sharon’s difficulty with a particular exercise. Patients seemed to respond to this balancing of 

power through engaging in therapy, reinforcing the earlier claim that shared space was 

achieved relationally. 

In summary, creating a shared space has illustrated how, through body 

communication, physiotherapists could not only communicate their recognition of the power 

differential but were able to take steps to minimise this imbalance. This contributed to a space 

that was inviting and personal, creating a shared and collaborative atmosphere. This space 

reduced the physical and metaphorical barriers to communication and facilitated the patient’s 

engagement in therapy. Alternatively, as the next section explores, physiotherapists could 
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construct space in a way that emphasised the professional nature of the interaction, which 

made it challenging for patients to engage in therapy. 

Creating a professional space. The way physiotherapists worked within the space 

between themselves and patients could contribute to a more professional space. When 

physiotherapists worked in this way, there was a sense that although the patient and 

physiotherapist co-existed in physical space, there was no sense of mutuality or shared space. 

A professional space could, therefore, inadvertently function as an exclusionary space in 

which the patient’s participation in therapy was restricted.  

Close, highly vigilant observation of the patient’s impairments during physical 

examination led to physiotherapists controlling the therapy space and how patients worked 

within this space, thereby limiting the patient’s ability to participate in therapy. For example, 

when Robert observed Sharon’s movements in front of the mirror, he often stood 

immediately behind her, leaning his body forward towards her. While leaning in, Robert 

commented on and corrected Sharon’s performance using verbal instruction, physical 

demonstration, and precise physical guidance through touch. Although Robert’s control of 

this process ensured he achieved his professional aims, his scrutiny of Sharon’s performance 

prevented her from making mistakes and thus did not let her evaluate her performance and 

learn from her errors. It was partly in Sharon’s response to Robert’s actions that this control 

was evident. For instance, she was observed to remain silent, as though she was complying 

with his instruction (Observation two, Robert and Sharon). Physiotherapists’ control of space 

was also apparent when they spoke to patients from an elevated position (i.e., looking down 

at the patient as they were reclined on their back), or in front of them. In these instances, 

space was not created reciprocally since physiotherapists determined the positioning. Because 

patients were unable to regulate the distance between themselves and physiotherapists, except 

to turn away, an asymmetrical interaction seemed to arise. Thus, although the physiotherapist 
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could be physically present and close to the patient, this proximity was not in itself sufficient 

for the patient and physiotherapist to truly share space and collaborate in therapy. 

Body communication could also convey the value that physiotherapists placed on 

profession-specific knowledge rather than the patient’s subjective experience. This 

accentuated the power differential between patient and physiotherapist, with physiotherapists 

as sole expert decision-makers, responsible for defining the patients’ problems. This was 

evident in the extract below which shows how Simon used observation, body positioning, 

proximity and a goniometer (a technical instrument which measures joint angles of the body) 

to quantify Kate’s movement problem:  

Kate is standing facing the treatment plinth with her hands placed on the 

side of the plinth. Simon moves close to place the goniometer against the 

right side of her body, axis at the hip. One hand holds one plastic arm 

against Kate’s waist; the other holds the other arm against her upper thigh. 

Simon squats so that he is level with the axis of the goniometer. He asks her 

to bend forward as he closely follows the movement of her trunk with the 

goniometer arm and his gaze. He observes Kate stop abruptly and checks 

with her – “got pain there?” “Yep”, she replies. Simon turns his back to 

make a note of the angle defined by the goniometer and compares this 

measurement with the previous session. He tells Kate: “You’re about the 

same.” Kate sound surprised and disappointed in her vocal intonation: “Oh, 

really?!” She slowly lowers her head and appears pensive and withdrawn 

from the interaction. (Observation two: Simon and Kate). 

In this extract, Simon’s close monitoring of Kate’s movement communicated that his 

professional knowledge and expertise was more valuable than Kate’s personal experience of 

movement as if the objective evidence superseded Kate’s experience. The value Simon 

placed on his professional knowledge and expertise was also evident during interviews as he 

prioritized objective observations in his clinical reasoning but not Kate’s body 
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communication. He was aware of this and discussed this in his VSR interview as he watched 

Kate’s bodily response to testing:  

I could tell by her body language that she was a little bit disappointed…but 

for me clinically, I can’t expect that after sticking some tape on her she 

would have been able to go that far forward so I’ve blocked that, I was 

happier that she could be a little bit straighter (Physiotherapist Simon, VSR 

interview one). 

Thus, through body communication, physiotherapists could prioritise their professional 

knowledge over patients’ knowledge and experience of their condition, reinforcing their 

dominant position within the clinical space while inadvertently positioning patients as objects 

of assessment. This could result in the patient’s problem becoming decontextualized in that 

their impairments were considered in isolation from the rest of their bodies and their personal 

and social context.  

The way physiotherapists used and arranged objects within the clinic space could 

function as a barrier to communication and reinforce the physiotherapist’s control of space. 

For example, Robert sat behind a large business desk in front of and at a distance from 

Sharon. Robert’s side of the desk was dominated with numerous items including a large 

business telephone, computer, files and stationery items, whereas Sharon’s side of the desk 

was empty. The desk, items and spatial arrangement not only reinforced an impression of 

control but seemed to communicate a physical and metaphorical barrier to involving the 

patient in therapy. This was evident when Robert began the subjective interview by directing 

his gaze more toward the computer than Sharon. A physiotherapist’s attention towards 

computers or clinical notes also bolstered their position of expert through their use and 

control of information about the patient. In some instances, objective information was seen to 

be valued over the patient’s subjective experience. By way of example, by turning to face the 

computer while posing questions seemingly designed for Sharon, Robert’s actions conveyed 
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the computer as the source of most valuable information, rather than Sharon’s perspective. 

Later in the subjective interview, Robert interrupted Sharon mid-sentence and quickly 

returned his gaze towards the computer. Robert’s swift orientation to the computer just as he 

sought to establish the facts of Sharon’s case reinforced that he considered the computer as a 

more reliable and authoritative communicator than Sharon herself. Thus, the location of 

objects within the treatment space and how physiotherapists communicated with these objects 

(i.e., computers) could serve as both a physical and metaphorical barrier to involving the 

patient in therapy.  

In summary, this section has examined how through body communication, 

physiotherapists could construct space as shared and collaborative, inviting communication 

and patient engagement in therapy or as a purely professional space where the physiotherapist 

conveyed control and dominance of space, thereby creating a barrier to the patient’s 

involvement in therapy.  

Summary of theme one: atmospheres matter 

Theme one, atmospheres matter, identified that the clinical atmosphere was 

constituted by two interacting and interwoven dimensions: the physiotherapist’s management 

of time and space. These dimensions markedly shaped and informed the atmosphere of care. 

Together, these dimensions contributed to producing either a slow tempo of care and shared 

space where patient and physiotherapist interacted on a more equitable, participatory basis or 

a fast tempo of care and more professional space, characterized by a one-way, unidirectional, 

unidimensional approach where the physiotherapist dominated the interaction and the patient 

was positioned passively. Therefore, atmospheres mattered because they created different 

opportunities for patients to participate in their own care and shaped the relationship between 

patient and physiotherapist. While this section focused on the overarching atmosphere 
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between patient and physiotherapist, in practice, not only could there be a blurring of 

atmospheres to some extent, but atmospheres were fluid and often shifted both within and 

between sessions. The intention with the analysis was not to promote one atmosphere as good 

or bad. Whether the atmosphere was good or bad appeared related to the patient’s values, 

preferences, and expectations of care. This suggested that physiotherapists needed to tailor 

the clinic atmosphere and their use of time and space to meet specific patient needs and 

expectations. The role and impact of body communication in tailoring physiotherapy 

practices is explored in theme two.  

Theme Two: Tailoring Physiotherapy Practices 

Through body communication, physiotherapists tailored what they did and how they 

worked to fit patient’s individual needs. Because patients’ needs constantly shifted over time, 

tailoring was an on-going process which involved physiotherapists continuously adjusting 

their approach to the patient’s needs in the moment and over time. Adjustments could be 

technical or relational in nature. This study identified that technical and relational aspects of 

care were important and valued forms of physiotherapy practice for patients and 

physiotherapists alike. The physiotherapists’ skill at tailoring technical care is reflected in the 

first subtheme: tailoring technical expertise to fit the individual. The physiotherapists’ skill at 

balancing the technical and relational aspects of care is explored in the second subtheme: 

balancing technical and relational care. This section will show how body communication 

was key to the process of tailoring physiotherapy practices. 

Subtheme one: tailoring technical expertise to fit the individual 

Technical care was prominent in the practice of both physiotherapists in this research 

and was viewed as an important and expected part of physiotherapy care by patients. 

Although patients expected and valued technical care, they also felt that it was essential that 
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physiotherapists demonstrated that they were tailoring their technical work to fit the patient’s 

individual needs, as Sharon describes: 

There is an expectation that you are going in there, you are going to receive 

expert treatment, and it’s going to resolve or at least help your problem. But 

I think there is also an expectation as a patient that when you come to 

physiotherapy that your physiotherapist is an expert in terms of their ability 

to read body language because their job is really to manipulate your body… 

(Patient Sharon, VSR interview two). 

The value Sharon placed on technically tailored work was also evident during her final 

interview, where she emphasized the importance of Robert providing specifically tailored 

exercise that utilized technical touch:  

The biggest thing was demonstrating to me the exercises I should be doing, 

showing me physically how to do them, very hands-on… It was especially 

helpful him coming over and showing me exactly how I should move my 

mouth exactly and showing me exactly where I should be putting my hands 

to feel the jaw joint (Patient Sharon, VSR interview two). 

As Sharon’s comments suggest, while the physiotherapist’s technical work was important, 

how they did it was critical.  

Physiotherapists tailored their technical work in a number of ways. Providing 

individualized exercise prescription, physical demonstration, and making micro-adjustments 

during hands-on intervention were aspects of technically tailored care observed during 

interactions. One commonly observed aspect of tailoring technical care was the ability of the 

physiotherapist to work at the level of the patient by adjusting the pace of treatment, as 

introduced in theme one, managing time (refer to page 76). As an example, Simon changed 

the pace of his physical demonstration by slowing his movements to mirror Kate’s painful 

and restricted movements and the difficulty she was having with this task. Similarly, Robert 

adjusted the complexity of exercise and his instructions to accommodate Kate’s specific 
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learning needs. Robert’s based his adjustments on the reaction he observed in Sharon’s 

uneasy facial expression, as he explains: ‘There's a moment there where there's a little 

nervous smile and she really wasn't getting it. This indicates to me that she's not quite sure if 

she's doing it correctly or not, so therefore the continuation of trials’ (Physiotherapist Robert, 

VSR interview two). 

Physiotherapists also tailored their technical care through fine-tuning therapeutic 

touch based on reading the patient’s body communication. For example, Robert was often 

seen to adjust his touch during hands-on intervention by making small changes to the 

pressure and movement of his hands in terms of direction, speed and range. According to 

Robert, these adjustments occurred in response to sensing Sharon’s muscular tension and 

changes to her breathing and observing facial expressions, saying: ‘I look for the obvious 

markers like whether they’re tense under my hands or what their breathing or facial 

expression is…’ (Physiotherapist Robert, VSR interview two). In the example provided from 

the observation above, the communication between Sharon and Robert was through Sharon’s 

bodily reactions to Robert’s touch. Robert seemed to recognise this and alluded to the value 

of a patient’s body as a medium of communication with the physiotherapist: ‘Because I 

sensed she was twitching, but she didn’t tell me, and that often happens with patient, it’s not, 

I don’t think it is their nature to tell me straight away, so I have to pick it up’ (Physiotherapist 

Robert, VSR interview two). Based on this, the assessment and treatment process could be 

more than just technical skill and viewed as a ‘physical conversation’ between patient and 

physiotherapist in which the patient’s body communication informed ongoing adjustments in 

care. 

Technically tailored touch was also a medium through which physiotherapists 

demonstrated to patients that they understood their bodies. This responsive touch was vital 

for meeting patients’ expectations of physiotherapy care and gaining patient’s confidence and 
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trust. For example, Robert recognised that conveying sensitivity to Sharon’s bodily responses 

through touch was an important part of communicating technical expertise, which he 

considered vital in gaining patient trust:  

There is a difference in the quality of touching and patients can sense that, 

that through touch, this therapist is in with me here, paying attention to 

what my body is doing. When the quality of the touching is more in tune 

with what the patient is feeling… What will the patient perceive as about 

that? Well… the physio knows what he is doing…and it’s through the 

hands-on therapy that she gains trust in me and only when she gains 

confidence, will she be on the ball with what I am saying… 

(Physiotherapist Robert, VSR interview two). 

Sharon agreed that tailoring treatment in response to her body communication was a critical 

part of a physiotherapist’s ability to convey technical expertise:  

To feel what’s wrong and with that comes the understanding that they 

understand physical responses … there is an expectation that they should be 

able to tell automatically from the way that you physically respond to 

something, what’s going on … because that’s their level of study or 

expertise (Patient Sharon, VSR interview two).  

While physiotherapists communicated expertise through technically tailored care, 

patients were conscious that their own bodies communicated information to the 

physiotherapist. This was alluded to in Kate’s reflection on Simon’s hands-on treatment: ‘He 

knew exactly where he pushed and what reaction that caused and instantly, he knew that 

wasn’t right’ (Patient Kate, VSR interview three). Kate’s reflection reinforces that the body 

could be a valuable form of communication between patient and physiotherapist.  

Physiotherapists saw the need to tailor technical work as constant and ongoing. For 

example, Simon highlighted the necessity of being there the ‘whole time’ to adjust to the 

patient’s responses:  
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She relaxed and then when I went over a few pain areas the whole 

paraspinal muscles got tight again, I could see it and then I could feel it, I 

could see out the corner of my eye it is happening a little higher up and then 

I could feel it... So, I’m looking at how she reacts to the treatment the whole 

time. I’m changing how I’m treating with my hands as to how I feel her 

muscles react (Physiotherapist Simon, VSR interview two). 

Through constant attention, physiotherapists received a continuous flow of body 

communication from patients that allowed them to make immediate and continuous 

modifications to their therapeutic approach and to accommodate the patient’s needs. Body 

communication ensured that therapy proceeded without ‘interrupting the flow’ 

(Physiotherapist Simon, VSR interview two) or relying on verbal communication, as Robert 

explains: ‘…The patient can’t give me a running commentary every second on what’s he or 

she is feeling and a lot of it depends on how I perceive what the patient is feeling…’ 

(Physiotherapist Robert, VSR interview two). The physiotherapist’s constant attention was 

thus a prerequisite to tailoring technical care and the efficient accomplishment of the session. 

In summary, technical care was not merely about what physiotherapists did, but how 

they did it. How physiotherapists performed technical care was facilitated and conveyed 

through body communication. This nuanced, responsive technical care was necessary for 

gaining patient trust and confidence, engaging patients in physiotherapy, addressing the 

patient’s needs and ensuring the therapeutic process stayed focused. In the next subtheme, 

how body communication enabled physiotherapists to balance the technical and relational 

aspects of care is explored.  

Subtheme two: balancing technical and relational care 

Body communication was crucial in providing technically tailored care that met the 

patient’s immediate physical needs and helped engage them in therapy. However, it was 

evident from interviews and observations that technical care alone was not always sufficient 
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to meet the patient’s needs and fully engage them in therapy. In these instances, 

physiotherapists needed to tailor their approach to provide technical and relational care. 

Through body communication, physiotherapists could not only integrate technical and 

relational care into their practices but provide the right blend of these components. During an 

interview, Robert recognised the importance of attending to the psychosocial and physical 

aspects of the patient’s condition, rather than focusing on the physical elements in isolation:  

It’s not just about impairment; it’s about how they handle it, how they 

function as a human being and participate. So, being able to provide that 

care, nonverbal communication is an important aspect and an important 

skill to be able to cultivate (Physiotherapist Robert, VSR interview two). 

Kate also felt that in her situation, physiotherapy needed to be tailored to respond to her 

needs as a person, including the emotional impact of her injury:  

For me, it’s debilitating because every day I was working out and I changed 

my lifestyle so much. So, everything just came to a standstill, so there’s 

been a lot of frustration about it... So, it’s little things that he keeps in mind 

and he takes the time to fuss about them, you know? Otherwise, people 

don’t care; doctors and professionals don’t really care, do they? They do 

what needs to be done. (Patient Kate, VSR interview two) 

Kate’s quote highlights a distinction between being cared for in a technically competent 

manner and being cared for as a person and indicated Kate’s expectation that Simon balanced 

between technical and relational care.  

A crucial part of responding to the patient’s psychosocial needs was recognising the 

emotional component of a patient’s body communication. This recognition was particularly 

crucial because patients seldom explicitly expressed their emotions verbally as Robert 

acknowledged during an interview:  

… some patients will not voice their concerns, right? They’ll come and 

they’re sore and they’re unhappy, but they don’t voice it, right? Either that 



MEDIATING PHYSIOTHERAPY 

97 

 

or they don’t turn up for the next appointment… It’s our duty to, I mean if 

you’re providing good care, it’s our duty to be able to recognise that 

(Physiotherapist Robert, VSR interview three). 

In VSR interviews one and two, Simon provided detailed examples of sensing and 

interpreting Kate’s body communication including posture, facial expressions, vocal 

intonation and bodily tension to gain knowledge about her psychosocial needs and context:  

She seems quite rigid, and she has her hands braced. I don’t know because 

of the epidural pain; she never wants to lean back against the chair. So, the 

whole time I get a vibe from her that she is always in this protection phase.  

There are a few facial expressions that I can sense that she is in pain, 

putting on a bit of a brave face as well, whether that’s just the way she is. 

She does boot camp a lot, so, there’ll be goals, she’s a busy mum but she 

hasn’t taken on that ‘poor me’ persona. She seems to be putting on that 

she’s strong. I get that impression from looking at her. But she’s guarded at 

the same time because of the physical pain, so I’m reading into that picture 

of just how she sits, how she talks to me.  

In these examples, Kate’s body communication not only provided valuable information about 

her physical impairment but also highlighted to Simon that her injury had an emotional 

impact. By using verbal and body communication, Simon developed a deeper and more 

nuanced understanding of her needs than verbal communication alone. Body communication, 

therefore, allowed Simon to obtain a broader understanding of Kate and the context and 

impact of her injury. A more holistic picture of the patient where their physical and 

psychosocial needs were recognised was facilitated by the physiotherapist creating time and 

space, as introduced in theme one, atmospheres matter. 

When physiotherapists addressed the technical and relational aspects of care, they did 

this in an integrated way, addressing both together. Through body communication, Simon 

simultaneously performed both technical and relational care and provided the ‘right’ blend of 
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these elements. One example of this was seen when Simon demonstrated an exercise to Kate. 

In this example, technical care was evident in Simon’s precise, efficient and confident 

physical instruction which emphasized to Kate the expected performance and ‘correct’ way 

of moving. However, by using a soft voice and warm facial expression to deliver his 

instruction, Simon integrated precise physical demonstration with a sense of caring and 

acknowledgement that moving the correct way was difficult. Simon was also sensitive to 

Kate’s anxiety during this unfamiliar task from her facial expressions and empathized with 

her vulnerable situation by moving closer and putting his hands up to convey the message 

that she was safe. This empathetic action transformed a potentially insecure environment into 

a safe space where therapy could be effectively delivered. It served to put Kate at ease and 

therefore allowed Simon to engage her more fully in the therapeutic process. Simon’s 

responsive actions not only attended to Kate’s need for emotional security, but 

simultaneously ensured that treatment occurred proficiently, and thus also conveyed technical 

care. Therefore, technical and relational care as found in this study were interdependent.  

The physiotherapist’s ability to demonstrate an understanding of the patient’s 

psychosocial needs rather than solely focusing on the physical aspects was perceived to bring 

the patient and physiotherapist affectively closer and fostered the sense of working 

collaboratively. This quote from Kate’s final interview is illustrative of this sense of working 

collaboratively:  

So, it’s just the little things that he incorporates that makes you feel that the 

care level’s high and that’s just important, important to me as a person as 

well to make me feel like he’s feeling my pain, he wants to help me, you 

know get me back to where I was and things like that (Patient Kate, VSR 

interview three). 

Simon used his technical expertise to address Kate’s physical needs and his relational skills to 

engage her more actively in the therapeutic process enabling her to become a partner in her 
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rehabilitation. When there was a sense of collaboration, the physiotherapist seemed to take on 

the role of working with the patient on their journey to recovery, rather than doing therapy to 

the patient. This idea was in line with observations and a sense of shared space as discussed 

on page 84, where Simon worked alongside Kate, facilitating therapy through a process of 

observing, providing visual and physical feedback and constantly tailoring his approach. This 

sense of collaboration also empowered Kate to take more control of her situation, as she 

explains below:  

I feel like I’m serious about it for the first time in my life, and I’ve got 

someone who’s just as serious about it to make sure I’m back on the right 

track…I would typically be that person that would be like, ‘let’s make this 

easy…’ I want to make sure I learn, and I do it right and I work on my core 

and leave here with the right lessons and principles …for the first time in 

my life it's top of the list (Patient Kate, VSR interview two). 

The examples provided in this section also illustrate that although technical care was 

prominent in physiotherapist’s practice, body communication could mediate this technical 

work which could otherwise run the risk of being impersonal and mechanical. Kate’s quote 

from interviews supports the mediating role of body communication: 

Like even things that we had in our first session, so he’s going through it 

and making lots of notes, but at the same time I don’t feel like he is, you 

know sometimes you feel some medical experts just carry on with their 

notes, but he is constantly, listening to what I am saying, picking up on that, 

jotting things down at the same time (Patient Kate, VSR interview two). 

Observations confirmed Kate’s comment. For example, as Simon wrote notes, he sat with his 

body turned towards her, leaned forward in his chair, and regularly confirmed her experience 

through eye contact, nodding and tone of voice. Simon also described explicitly attending to 

the relational aspects of care during this technical task: ‘I learn not to be writing down the 

whole time, to face to observe how they’re feeling, which way they’re leaning, their facial 
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expression’ (Physiotherapist Simon, VSR interview one). Thus, through body 

communication, the physiotherapist mediated what could otherwise be very impersonal 

technical work, making it more responsive to the person and the context. 

The way physiotherapists integrated and balanced technical and relational care 

appeared to develop throughout therapy as the patient and physiotherapist got to know each 

other and their relationship developed. The following extract illustrates how both Kate and 

Simon seemed to be attuned to each other and were able to notice subtle changes in each 

other’s body communication during the performance of an exercise. This attunement allowed 

them to regulate the pace of exercise by continually adjusting their movements to one 

another. In this excerpt, Simon performs an exercise together with Kate, skillfully controlling 

the speed of the physical demonstration by providing a slow tempo and rhythm to the 

movement as Kate follows. Kate, at first, carefully mirrors Simon’s movement but quickly 

develops her own rhythm which Simon then synchronizes to. Simon’s gaze and positioning 

were dynamic and responsive to the situation. For example, as Kate momentarily loses 

balance, Simon immediately slows his movements and conveys concern for her by gaining 

eye contact to check she is comfortable. As they continue together, Simon’s movement 

hastens as he appears to sense Kate’s growing confidence and eagerness to progress. This 

demonstrates a dynamic interplay involving highly-attuned, moment-to-moment sensory-

guided adjustments involving both Simon and Kate. Although there was silence between 

them, they both highly engaged in therapy in terms of body communication. Although this 

‘physical conversation’ occurred without words, it appeared that Kate felt understood by 

Simon. As she put it, there was ‘no need to say much; he knew straight away’ (Patient Kate, 

VSR interview three). Thus, through being attuned continuously to each other over time, the 

patient and physiotherapist were able to seamlessly integrate multiple, complex technical and 
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relational strategies into their interaction. This attunement created a smoothness or flow to 

therapy that was not as evident in earlier sessions.  

In summary, balancing technical and relational care occurred through body 

communication. This balanced, integrated approach promoted a strong professional 

collaboration, where the patient felt empowered to take a more active role in their recovery. 

In this way, integrating technical and relational care allowed physiotherapists to engage 

patients in the therapeutic process more fully and was therefore seen as a core element of 

professional physiotherapy practice.  

Summary of Findings 

The purpose of this research was to explore the role and impact of body 

communication within a physiotherapy private practice setting in New Zealand. Two themes 

were constructed from data analysis. The first theme, atmospheres matter, described how the 

physiotherapist’s body communication played a crucial role in creating different clinical 

atmospheres through the management of time and space. Together, these interacting and 

interwoven dimensions of time and space influenced and shaped the relationship between 

patient and physiotherapist. The second theme, tailoring physiotherapy practices, highlighted 

how body communication was the medium through which physiotherapists tailored 

physiotherapy practices. In the first subtheme, tailoring technical expertise to fit the 

individual, the physiotherapists’ skill at adjusting technical care was essential for gaining and 

maintaining patient trust and confidence, meeting the patient’s physical needs and engaging 

patients in physiotherapy. The second subtheme, balancing technical and relational care, 

illustrated how physiotherapists used body communication to provide a balanced approach 

that attended to the patient’s physical and psychosocial needs. The physiotherapist’s skill at 

balancing the technical and relational aspects of care led to a sense of collaboration between 
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patient and physiotherapist, empowering the patient to become more active in their recovery. 

Together, these themes highlighted the central role body communication played in patient-

physiotherapist interactions and how body communication significantly influenced the 

therapeutic process. The next chapter explores several key ideas arising from these themes 

and interprets the relevance of these findings within the context of current literature and 

thinking.  
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Chapter Five: Discussion 

This chapter discusses three key findings generated from the data and examines them 

in light of current theory and evidence. Both themes clearly showed that body communication 

mediated physiotherapy. That is, body communication could assist both the patient and 

physiotherapist to overcome challenging situations, or it could have potentiating effects, 

making conditions more positive (or negative). Three key aspects of physiotherapy mediated 

by body communication were: relationships, practices and the impact of time. Implications 

for clinical practice and research are considered in each discussion point and are summarised 

towards the end of the chapter. The final section presents the study’s limitations, proposes 

future research and concludes.  

Mediating Relationships 

The therapeutic relationship has been defined as ‘a trusting connection and rapport 

established between therapist and patient through collaboration, communication, therapist 

empathy, and mutual understanding and respect’ (Cole and McLean, 2003, p. 44). In 

physiotherapy, the therapeutic relationship is central to successful treatment outcomes. For 

example, research demonstrates a positive association between stronger therapeutic 

relationships and patient satisfaction (Hush, Cameron, & Mackey, 2011), adherence to 

treatment (Schonberger, Humle, Zeeman, & Teasdale, 2006) and multiple clinical outcomes 

(Ferreira et al., 2013; Hall et al., 2010; Klaber Moffett & Richardson, 1997; Stenmar & 

Nordholm, 1994). From the perspective of physiotherapists working in private practice, 

developing a therapeutic relationship is crucial to recruit and keep a patient in their practice 

(Praestegaard, Gard, & Glasdam, 2013). Furthermore, with an increasing number of patients 

with chronic, complex and co-morbid musculoskeletal conditions now attending private 



MEDIATING PHYSIOTHERAPY 

104 

 

practices, the need for sustained rehabilitation and working closely with patients has 

increased (Reid & Larmer, 2007; Trede & Flowers, 2014).  

However, a challenge facing physiotherapists in establishing the therapeutic 

relationship is that the very nature of their relationship with patients is imbalanced (Miciak et 

al., 2018b; Williams & Harrison, 1999). In a commentary exploring the power balance in 

physiotherapy interactions, Williams and Harrison (1999) identified that the imbalance within 

this relationship might come from the clinical environment, the patient’s perception of the 

physiotherapist’s professional status, and patients being reliant on the physiotherapist to 

provide care and services they need. Overcoming these barriers and establishing the 

therapeutic relationship is, therefore, crucial to ensure a good therapeutic outcome, a satisfied 

patient and consumer, repeat business and by extension, a stable income. 

Transcending the clinical atmosphere 

This study demonstrated that body communication mediated the power imbalance 

between physiotherapists and patients. This helped to develop more equitable interactions. 

Body communication was particularly salient when patients first attended physiotherapy, 

where their unfamiliarity with the clinical environment could be a barrier to building the 

therapeutic relationship. Harrison and Williams (2000) explained that patients attending 

physiotherapy for the first time are often confronted by a foreign clinical environment 

containing unfamiliar sights, sounds and smells and potentially intimidating clinical items. In 

private practice, this environment may include visible displays of exercise and physiotherapy 

equipment, use of images that privilege fit and able bodies, and open gym areas with other 

patients exercising (Praestegaard et al., 2013; Setchell, Watson, Jones, & Gard, 2015). 

Although familiar territory for the physiotherapist, patients might feel uncomfortable when 

first entering this environment (Setchell, Watson, Jones, and Gard, 2016) particularly if they 
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are injured or less able-bodied (Dahl-Michelsen, 2014; Setchell, 2017). It is also well 

established that the opening moments of a healthcare encounter contribute significantly to the 

outcome of the interaction and the relationship that develops between patient and therapist 

(Consedine, Standen, & Niven, 2016). According to Praestegaard and Gard (2011), the first 

encounter is when ‘you either win or lose your patient’ (p. 5) with some patients choosing to 

end their clinical relationship based on their initial impressions of the clinical environment 

(Lavik, Frøysa, Brattebø, McLeod, & Moltu, 2018). These studies stress the importance of 

physiotherapists being aware of the potential discomfort of patients and creating a positive 

therapeutic atmosphere from the very first meeting to facilitate the establishment of a 

therapeutic relationship. 

The present study showed that body communication mediated the unfamiliarity of the 

foreign, clinical environment. To elaborate, in theme one, atmospheres matter, Simon 

through his actions almost instantly created a relaxed atmosphere which helped Kate to 

overcome her initial fears and concerns about the clinical environment and feel more 

comfortable within this environment. This intentional use of body communication was also 

described by Miciak et al. (2018a), whose study examined how physiotherapists established 

connections with patients in Canadian private practice settings. Participants in that study also 

described using body communication to connect with patients by making the patient feel 

more comfortable, such as when a physiotherapist described his way of greeting a patient: 

‘When you meet someone for the first time, typically you say hi. You offer a hand. You make 

eye contact. You might smile’ (p. 6). This intentional way of communicating responds to the 

patient’s needs of therapy, with patients emphasizing that getting to know the physiotherapist 

as an empathetic person from the very first meeting was vital to establishing the therapeutic 

relationship (Ekerholt & Bergland, 2004). Although my findings complement these studies, 

my research adds to this literature by identifying the almost immediate effect body 
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communication had on mediating the foreign, clinical environment. This knowledge is 

important for physiotherapists, particularly those working in private practice where time may 

be limited, and physiotherapists need to establish rapport with patients quickly. 

Negotiating the ‘dance’ of therapy 

This study showed that therapeutic touch was an important medium through which 

physiotherapists developed the therapeutic relationship. Numerous studies confirm the 

potential for touch to build the therapeutic relationship (Bjorbækmo & Mengshoel, 2016; 

Ekerholt & Bergland, 2006; Hiller et al., 2015; Roger et al., 2002; Rutberg et al., 2013). 

However, several authors note the importance of physiotherapists being aware of the risk of 

power imbalance during therapeutic touch (Ekerholt & Bergland, 2004; Eriksson et al., 2012; 

Hiller, 2017; Rutberg et al., 2013), highlighting the need for physiotherapists to use touch 

sensitively (Rutberg et al., 2013). The physiotherapists in the current study demonstrated 

awareness of the potential for power imbalance before initiating therapeutic touch. For 

example, Robert demonstrated his awareness of the power differential when he described his 

approach of moving slowly into the patient’s personal space and positioning himself slightly 

offset rather than immediately above the patient. Robert based his approach on his sense of 

the patient’s comfort level. These findings support several studies exploring physiotherapists’ 

use of therapeutic touch in acute inpatient care and rehabilitation settings (Eriksson et al., 

2012; Gyllensten et al., 2000; Helm et al., 1997; Roger et al., 2002) and private practice 

settings (Bjorbækmo & Mengshoel, 2016; Eriksson et al., 2012; Hiller et al., 2015; Rutberg et 

al., 2013), in which physiotherapists’ perception of a patient’s personal space and comfort 

was an important consideration before initiating touch.  

During hands-on interventions, physiotherapists fine-tuned their therapeutic touch in 

response to the bodily reactions of patients. For example, Robert adjusted his touch by 
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making small changes to the pressure and movement of his hands in terms of direction, speed 

and range based on observing the patient’s bodily tension and trouble with relaxing. This 

responsive touch resonates with social constructionist ideas, in particular, Anderson and 

Goolishian’s (1992, p. 28) ‘not-knowing’ stance where the therapist does not dominate the 

patient with expert knowledge so much as he or she is led by and learns from the patient’s 

own knowledge and experience of his or her own body and condition. Applying these 

findings to the current study, because the patient’s body communication informed the 

physiotherapists’ adjustments, therapy was co-created and negotiated through interaction with 

the patient: a coordinated ‘dance’ between patient and physiotherapist in the therapeutic 

relationship. Such a view depicts therapy as something that emerges from and is shaped by 

interaction: doing with the patient rather than doing to the patient. Body communication 

could, therefore, balance the power differential and help establish more equitable interactions 

by enabling physiotherapists to co-construct therapy with patients. This is congruent with one 

of the core components of person-centred care described as the co-creation of care between 

patients and their health professionals (Ekman et al., 2011). 

Similar to this description of a sense of mutuality between patient and physiotherapist, 

other physiotherapy studies describe a form of partnership during therapeutic touch 

(Bjorbækmo & Mengshoel, 2016; Ekerholt & Bergland, 2006; Roger et al., 2002; Rutberg et 

al., 2013). For example, Bjorbækmo and Mengshoel’s (2016) phenomenological study, which 

explored the significance and meaning of touch within a single treatment session in private 

practice in Norway, describes therapeutic touch as an essential medium through which 

responsive adjustments occur. During the hands-on intervention observed in the research, 

physiotherapists often adjusted their touch by changing the position or pressure of their 

hands. According to the authors, these responsive adjustments facilitated understanding 

between the patient and physiotherapist. Together with my research, these findings indicate 
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the critical role touch plays in developing the therapeutic relationship.  

Touch is a crucial way in which physiotherapists demonstrate technical expertise. 

Several studies confirm that a physiotherapist’s technical expertise is a vital element in 

establishing and maintaining an effective therapeutic relationship (Besley, Kayes, & 

McPherson, 2011; Ekerholt & Bergland, 2004; Hellem, Bruusgaard, & Bergland, 2012; 

Rutberg, Kostenius, & Öhrling, 2013). In the subtheme managing time, Robert used close 

positioning, precise touch and quick hand movements to swiftly diagnose Sharon’s 

impairment with minimal verbal communication with Sharon, skilfully controlling the 

technical task and conveying efficiency, authority and expertise. The importance of technical 

expertise in helping to build the therapeutic relationship is similar to findings from both 

osteopathy and physiotherapy studies: patient trust in the therapist was related to how the 

therapist used touch to identify the painful location with little input from the patient (Lee-

Treweek, 2002; Rutberg et al., 2013). For example, in an interview study exploring the 

patient’s experience of physiotherapy for migraine, Rutberg et al (2013) quoted one 

participant explaining how the physiotherapist’s skillful touch engendered their trust in the 

physiotherapist: ‘... it’s quite amazing too, he [my physiotherapist] feels ... just by feeling, 

that there is the right spot … I could almost be unconscious and still be there, I totally trust 

him’ (p 1617). Although these accounts convey a sense that treatment was an act done to the 

patient by the physiotherapist rather than something co-created and negotiated with the 

patient, doing to the patient may be an important part of the therapeutic process and is 

consistent with research showing that some patients’ prefer clinicians to be the sole expert   

(Fadyl, McPherson, & Kayes, 2011; Slade et al., 2009). This suggests that physiotherapists 

need to adopt a flexible and responsive therapeutic touch that moves between doing to and 

doing with the patient in order to meet patients’ diverse relational needs (Lawton, Conroy, 

Sage & Haddock, 2019).  
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Mediating the Impact of Time 

Time, in particular how physiotherapists managed time, was closely entwined with 

body communication. This section first explores the importance of time within the context of 

private practices in New Zealand and the impact of time constraints on the communication 

between the patient and physiotherapist before discussing how body communication might be 

used to mediate time challenges. 

Time restrictions are widely recognised as a barrier to optimal communication across 

many health care contexts (Thorne et al., 2010). For example, a survey of allied health 

professionals working in a variety of hospital settings in England, including 2,793 

physiotherapists, showed that 60 percent felt that they did not have sufficient time to 

communicate well with patients (Jackson, Mannix, & Daly, 2001). In the subtheme managing 

time, Robert also recognized that time restrictions negatively influenced his communication 

with patients, viewing these constraints as unavoidable. Other physiotherapists working in 

private practice express similar concerns (Altamimi, 2015; Potter et al., 2003b; Praestegaard 

& Gard, 2011). For example, one physiotherapist working privately in Denmark said this 

about time pressures:  

I know this is bad for both the dialogue with the one patient and the 

treatment effect of the patient. But what can I do? I have to earn money. It 

is also a business, not just a beneficial charity (Praestegaard et al., 2013, p. 

100). 

In New Zealand, most physiotherapists working in private practice are paid as 

contractors based on how many patients they see daily (Reid & Larmer, 2007). As mentioned 

in the introduction in the first chapter, this funding structure provides a financial incentive to 

treat as many patients as possible in a short time (Glasgow, 2019). Thus, in the current 

private practice environment in New Zealand, physiotherapists may experience considerable 
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time pressures because they are trying to see more patients to ensure a sound profit. These 

considerations are likely to both challenge and impact on how physiotherapists communicate 

and engage patients in the therapeutic process (Praestegaard et al., 2013).  

Patients are impacted by time constraints placed on physiotherapists. For example, an 

impression of a lack of time can be interpreted by patients as the physiotherapist's disinterest 

in them (Crepeau, 2016; Harrison & Williams, 2000; Potter et al., 2003b). Similarly, in the 

subtheme managing time, Sharon identified that she occasionally felt that the fast pace of 

therapy conveyed a message that Robert was focused on his own agenda. When patients 

perceive their physiotherapist rushing, it can also have a detrimental effect on patient 

satisfaction and whether they return for follow-up treatment (Crepeau, 2016; Miciak et al., 

2018a). Communicating effectively within time constraints is congruent with the New 

Zealand physiotherapy practice thresholds (outlined in Chapter One), which state that 

physiotherapists should use appropriate strategies to manage their workload and resources to 

provide safe and effective physiotherapy (Physiotherapy Board of Australia & Physiotherapy 

Board of New Zealand, 2015).  

A physiotherapist in the current study demonstrated several communicative strategies 

that could be used to mediate the impact of time pressures. For example, in theme one, 

atmospheres matter, how the physiotherapist managed time as opposed to the length of time 

in the consultation was crucial in communicating that they had time for the patient. Through 

body communication, the physiotherapist created the impression of time. Despite the clear 

importance of communicating effectively within time constraints, few researchers have 

attended to time explicitly, thereby providing little or no practical information for clinicians 

who are looking for guidance on how to communicate effectively within time constraints. 

Miciak et al. (2018b) found that patients attending private practices in America distinguished 

between ‘busy’ and ‘rushed’ physiotherapists based on whether or not they perceived that the 
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physiotherapist was present in their body communication. In other words, a physiotherapist 

could be busy but could still convey having time for patients by communicating that he or she 

was present. Similarly, in a study comparing the communication of expert and novice 

clinicians within private practices in America, Jensen, Shepard, Gwyer and Hack (1992) 

observed that expert physiotherapists with between 13 and 23 years’ experience often 

supervised multiple patients simultaneously yet were still able to communicate their 

individualised attention to patients. This mirrors observations of a physiotherapist’s 

nonverbal behaviour in the current study: Simon conveyed his presence and awareness to the 

patient through quickly gaining eye contact while simultaneously performing other tasks. The 

findings in my study are consistent with but also extend beyond the limited literature on 

communication in time-restricted contexts by providing explicit details of how 

physiotherapists communicated having time for patients despite time pressures (see managing 

time to create a slow tempo of care on page 78), which may support clinicians to reflect on 

their actions and identify strategies for conveying a sense of time.  

In the current research, when physiotherapists remained attentive and continuously 

adjusted their therapeutic approach in response to patient body communication, treatment 

became a form of physical dialogue between the patient and physiotherapist. A physical 

dialogue during treatment is consistent with the findings of several phenomenological studies 

of psychiatric physiotherapy in Norway, where physiotherapists used the patient’s breathing 

during massage and exercise to guide the intensity of therapy (Ekerholt & Bergland, 2004, 

2006, 2008; Øien et al., 2011). In the current study, this physical dialogue enabled the 

physiotherapist to provide time efficient care that did not rely on verbal communication. The 

ability to communicate without relying on verbal communication is vital for private practice 

physiotherapists because therapy is fast paced and techniques and methods often change 

multiple times during a treatment session (Poulis, 2007). To stop and obtain verbal consent 
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for every change that may occur during therapy could increase time pressure on 

physiotherapists (Delany, Edwards, Jensen, & Skinner, 2010). In the current study, because 

body communication was not a separate part of communication and was seamlessly 

integrated into therapy, it enabled physiotherapists to continue treatment without 

interruptions and thereby ensured time efficiency. This finding is consistent with the process 

of embodied consent whereby physiotherapists use the patient’s bodily responses to an 

intervention as a sign of on-going treatment consent (Fenety et al., 2009) and supports the 

thought expressed by Fenety et al. (2009) that body communication is critical in time 

restricted encounters where time for verbal communication may be compressed. 

Mediating Practices 

Physiotherapy practice involves technical and relational care (Mudge et al., 2014). 

Technical care includes objective, physical assessments, hands-on techniques, movement 

demonstrations and exercise prescription (Barradell, Peseta, & Barrie, 2018); it is thus crucial 

to clinical reasoning and contributes to a successful clinical outcome (Crepeau, 2016). 

Consequently, much of physiotherapy practice essentially involves technical care (Mudge et 

al., 2014). Relational care includes attending to the patient’s broader social, personal and 

emotional needs (Dahl-Michelsen, 2015). A physiotherapist’s ability to carry out technical 

care in a way that integrates relational care is a crucial skill towards making technical care 

responsive and relevant to the needs and values of the individual patient (Sim, Smith, & 

French, 2004). Despite the clear importance of an integrated approach that combines 

technical and relational care, technical care alone dominates physiotherapy practice (Nicholls 

& Holmes, 2012). This section discusses the role of body communication in mediating 

physiotherapy practices and how it is essential in supporting physiotherapists to integrate 

technical and relational care in their practices.  
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 Although technical care can often be routine and impersonal, this study shows that it 

could also include dynamic, flexible and responsive aspects (i.e. relational care). While 

technical care was always a common element in the practices of physiotherapists, body 

communication had a subtle mediating effect. For example, in the subtheme, balancing 

technical and relational care on page 97, I described how technical care was strongly 

conveyed through Simon’s precise, efficient and confident physical instruction, which 

communicated to Kate the expected performance and ‘correct’ way of moving. However, 

relational care was subtly present in Simon’s soft voice and warm facial expression, which 

complemented his technical instructions and communicated a sense of caring and 

acknowledgement that moving the correct way was difficult. Thus, body communication 

mediated what could otherwise be routine and impersonal technical work, making it more 

responsive to the person and the context. These findings concur with ‘expert’ communication 

in physiotherapy, described as communication that is dynamic, sensitive and responsive to 

the patient’s physical and psychosocial needs, rather than focusing on the physical aspects in 

isolation (Bright, Kayes, McPherson, & Worrall, 2018; Jensen et al., 1990). My findings are 

also consistent with available literature confirming that both technical and relational care 

shape patients’ views of what constitutes a ‘good’ physiotherapist or ‘good’ physiotherapy 

practice (Ekerholt & Bergland, 2004; Potter et al., 2003b) and that some patients may 

consider relational care more important when evaluating successful treatment outcomes 

(Cooper et al., 2008; Kidd, Bond, & Bell, 2011). Critically, these studies indicate that optimal 

therapeutic outcomes might not occur without relational care, suggesting that 

physiotherapists need to integrate and flexibly apply both technical and relational care in their 

practices.  

Somewhat similar to my findings that physiotherapists carried out both technical and 

relational care, researchers have noted physiotherapists utilising these aspects in their 



MEDIATING PHYSIOTHERAPY 

114 

 

practices (Ekerholt & Bergland, 2004; Hiller et al., 2015; Thornquist, 1992). For example, in 

a study of patient-physiotherapist interactions in Australian private practices, Hiller et al. 

(2015) observed that although physiotherapists’ verbal communication was often technically-

oriented, it was frequently tempered by body communication including touch, for example, a 

pat on the back or a rub on the shoulder to convey interest, care and attention. Hiller et al.’s 

(2015) findings concur with Thornquist’s (1992) contention that physiotherapists adopt two 

different perspectives when interacting with patients: biomedical and holistic. Thornquist 

(1992) observed that although physiotherapists often ignored a patient’s body communication 

in the professional context, choosing to prioritise their own technical, profession-specific 

knowledge over the patient’s knowledge, they nevertheless, used body communication to 

convey care for the patient as a person in their general interaction. While these two studies 

show that physiotherapy practice includes technical and relational care, the descriptions 

suggest that physiotherapists carried out each separately. This unintegrated approach may 

reflect the dominant biomedical model of physiotherapy practice (Mudge et al., 2014; 

Nicholls & Gibson, 2010), which maintains a distinction between the technical and the 

relational skills of the physiotherapist (Dahl-Michelsen, 2015; Nicholls & Holmes, 2012; 

Trede & Flowers, 2014).  

In contrast to the literature described above, my study demonstrated that 

physiotherapists integrated technical and relational care. This integrated approach was 

evident in the example provided above, where Simon’s instruction delivered crucial technical 

information to Kate as well as communicating care and empathy. The differences between 

my findings and the current literature may reflect the dominant practice philosophy 

demonstrated more clearly by Simon which took a holistic approach, considering the broader 

psychosocial aspects of physiotherapy care. The idea that a broader view of health may be a 

prerequisite to integrating technical and relational care is supported by interviews with 
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‘holistic’ physiotherapists working in Scandinavia (Gyllensten et al., 1999; Stenmar & 

Nordholm, 1994). For example, Gyllensten et al. (1999) found that holistic physiotherapists 

in psychiatric care felt free to act intuitively in response to the actual situation and to patients 

as a whole rather than being restricted by a focus on treatment techniques. It may also reflect 

the experience of the physiotherapist. Greenfield et al. (2010) found that although 

physiotherapists in their first year of clinical practice recognised the need to include relational 

care in their technical practices, they struggled to carry out treatments in a way that expressed 

empathy and responsiveness to the patients’ needs. This suggests that physiotherapists may 

lack the knowledge of how to integrate technical and relational care and indicates a need for 

this knowledge and related skills to be included in professional undergraduate training.  

Physiotherapists are in a unique position to integrate technical and relational care. 

Technical care provides physiotherapists with the permission they need to be in close 

physical proximity with the patient (Nicholls & Holmes, 2012), which is a component of 

sensitive and responsive relational care. However, as mentioned above, current research 

suggests that physiotherapists lack the knowledge and skills to integrate technical and 

relational care. The literature on expert practice suggests that skilled physiotherapists can 

perform technical care in a way that also conveys relational care, using touch to communicate 

and provide therapeutic intervention (Jensen, Gwyer, Shepard, & Hack, 2000). My study 

extends current knowledge of this integration by providing detailed exemplars of how 

physiotherapists integrated technical care and relational care. The difficulty in making the 

details of this process explicit is compounded by the fact that many physiotherapist’s actions 

are intuitive and are therefore hard to communicate (Ajjawi & Higgs, 2012). In my study, the 

use of observation methods, combined with in-depth VSR interviews, helped physiotherapists 

to be more aware of and reflect on their practices. This demonstrates how using different data 
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collection methods can provide new insights into practice that will support clinicians to 

integrate these two aspects of care.  

As another way to help make this tacit, implicit knowledge more accessible to 

clinicians, here, I draw on the idea of a ‘bridge’ as a metaphor to illustrate how body 

communication could ‘connect’ technical and relational care. By way of illustration, during 

the subjective interview, how Simon listened to Kate’s story with a steady and softly 

orientated gaze, comfortably leaning forward in his chair and nodding without interrupting 

not only allowed him to gather crucial clinical information (technical care) but also provided 

him with the opportunity to get to know Kate as a person (relational care). This metaphor 

offers a simple way for physiotherapists and in fact, any health professional to use body 

communication in a more intentional way to support the integration of technical and 

relational care in clinical practice. My research also demonstrated that the physical 

environment could influence the integration of technical and relational care. For instance, in 

theme one, creating a professional space, as Robert carried out the subjective interview, his 

attention to the computer acted as a physical and metaphorical barrier to gaining a more 

holistic understanding of Sharon. Clinicians should, therefore, be mindful of the physical 

environment, including how they arrange and use particular objects such as tables, chairs and 

computers when performing technical care as these objects can either facilitate or inhibit the 

ability to integrate technical and relational care.  

Implications for Practice and Education  

This research contributes to the literature on the integral role of body communication 

in physiotherapy practice and provides concrete indications of how physiotherapists may be 

able to implement a more person-centred approach to communication. Its findings should 

impact practice, leading to improved quality of care.  
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While researchers have highlighted the role of body communication in developing 

therapeutic relationships (Gard, 2005; Øien, Råheim, Iversen, & Steihaug, 2009; Skjaerven, 

Kristoffersen, & Gard, 2008; Thornquist, 1991), few have identified how body 

communication achieves these relationships. The current research not only demonstrated that 

body communication supports therapeutic relationships, but it also showed how body 

communication supports these relationships: it mediates the power balance between 

physiotherapists and patients. These findings suggest that physiotherapists may need to adopt 

a flexible approach to managing the power balance, moving between doing therapy to the 

patient and doing therapy with the patient, to meet the patient’s diverse and changing 

relationship needs. A flexible approach may allow physiotherapists to form more effective 

and enduring therapeutic relationships with their patients.  

In addition, this study illustrated the role that body communication plays in 

countering the negative impacts of time pressure. Studies highlight the detrimental effect of 

time pressure on the effectiveness of clinical encounters (Caldeira & Timmins, 2015; 

Dugdale et al., 1999; Thorne, Hislop, Stajduhar, & Oglov, 2009). The study’s findings may 

have implications for physiotherapists and owners of private practices as creating the 

impression of time may allow clinicians to maximize short interactions with a sense of 

presence and ensure that patients do not feel rushed. This is an essential skill for 

physiotherapists as it ensures patient satisfaction, repeat business and more stable revenue for 

the clinic and, by extension, the therapist. Body communication also enabled physiotherapists 

to use time efficiently. For example, if they were able to adjust their therapeutic approach 

without stopping, physiotherapists maintained the pace of therapy, allowing them to keep 

shorter appointments, increase patient numbers/day and by association income, while still 

providing optimal patient care. Physiotherapists often struggle to meet their employers’ 

expectation to make money whilst balancing optimal patient care, contributing to some 
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physiotherapists leaving the profession (Davies, Edgar, & Debenham, 2016). Being able to 

mediate the impacts of time pressure may increase physiotherapist’s satisfaction with their 

work and professional longevity.  

In this study, body communication also helped physiotherapists integrate technical 

and relational care into their practices, enabling them to transform potentially routine and 

impersonal professional work into dynamic, flexible and responsive care. These findings may 

have significant implications for physiotherapists. There has been a call for physiotherapists 

to be ‘able to use their skills for care, not only cure’ (Nicholls & Holmes, 2012, p 462). This 

corresponds with a growing concern about the profession’s capacity to respond to the needs 

and preferences of modern healthcare consumers, who have been moving away from 

traditional practices and report wanting something from more than just technically competent 

clinicians (Nicholls, 2017). In the current competitive health care market, patients have more 

opportunities to explore alternatives to orthodox physiotherapy practice (Gibson, Nicholls, 

Synne Groven, & Setchell, 2018). Using body communication to complete technical work in 

a way that conveys relational care may help physiotherapists address the changing needs and 

preferences of modern healthcare consumers, encouraging patients to continue to attend 

physiotherapy and, by extension, ensuring the profession remains a valued and viable 

healthcare provider in a competitive healthcare market.  

Body communication is a crucial part of physiotherapy practice and therefore teachers 

of communication in both undergraduate and postgraduate physiotherapy education need to 

consider training physiotherapists in sensitive and responsive body communication. In the 

current study, the use of VSR interviews allowed physiotherapists to observe body 

communication and helped them become more aware of and critically reflect on the 

interactive behaviours that were used during patient encounters. Therefore, using VSR and 

reflection on a video recorded physiotherapist-patient interaction may be one way to teach 
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body communication. Furthermore, physiotherapists should reflect on and self-monitor their 

body communication, the information transmitted by their bodies, and the effects of this 

communication on the patient (Hall, Murphy, & Mast, 2006). This suggestion is in line with 

research recommending that clinicians should reflect on their communication and the way 

they use therapeutic touch (Gyllensten et al., 1999; Potter, Gordon, & Hamer, 2003a; Roberts 

& Bucksey, 2007). Critical self-reflection and awareness of body communication would be a 

valuable strategy for physiotherapists to facilitate more intentional use of body 

communication in practice.  

Limitations of the Research 

While this research significantly contributes to the literature on body communication 

in physiotherapy private practice, some limitations must be acknowledged. First, this study 

closely examined two physiotherapists, each of whom interacted with only one patient. Each 

physiotherapist had a different style. Therefore, the findings may be read as if two 

dichotomies – one of an engaged, relational clinician and one of a less engaged, impairment-

focused clinician – were presented. This was not the target argument, but with only two 

clinicians working with one patient, the perception of this dichotomy was a risk.  

Additionally, my communicative practice was more aligned with the interaction of 

one of the physiotherapists. Therefore, it was difficult not to foreground this and promote the 

communicative practice of one physiotherapist over the other. This increased the risk of 

presenting two dichotomies. However, the possibility of this bias was made explicit during a 

pre-assumptions interview and discussed with my supervisors to reduce its potential influence 

on the data collection and analysis processes. Keeping a research journal throughout the 

research process also encouraged my awareness of any pre-assumptions and prevented their 

imposition on the participants.  
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Furthermore, the research lacked representation from female physiotherapists and 

male patients despite attempts to recruit a mix of male and female physiotherapists and 

patients. Body communication has been shown to differ as a function of the gender of the 

clinician (Hall et al., 2006). For example, female physiotherapists engage in more affiliative 

body communication than male physiotherapists and male physiotherapists’ body 

communication tends to be more directly related to task-orientated activities (Gallois et al., 

1979). Although gender was not a focus in my study, gender may have influenced the 

physiotherapists’ behaviours during the interaction and therefore, the patients’ and vice versa. 

A larger sample with a different mix of patients and physiotherapists may have generated 

different data and themes and is worthy of future exploration.  

The demands of my full-time work also influenced the data sought from the settings 

to a certain extent. For example, I was able to observe and video-record all six of the 

scheduled appointments between Simon and Kate, but only three of the scheduled four 

between Robert and Sharon. Thus, I may not have been able to fully capture how the 

relationship between Robert and Sharon evolved and how their body communication may 

have changed throughout therapy. Furthermore, the participants in my study originated from 

a geographically constricted area, which I considered a limitation to the transferability of 

these results to patients participating in different settings and particularly patients and 

physiotherapists from different cultures who may have very different body communication 

behaviours and be used to different patient-physiotherapist relationships (Silverman and 

Kinnersley, 2010).  

The data analysis approach may have also influenced the findings. For example, as I 

struggled to make sense of the data and develop overarching themes, it became apparent that 

the use of PPA, which looks at communication from a micro-level perspective, was a barrier 

to seeing broad themes across the data set. During the data analysis, collaborative discussions 
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with my supervisors and a researcher experienced in the use of thematic analysis helped me 

to step back from the data and adopt a broader view. However, I recognise that a different 

approach to data analysis may have yielded different themes. Lastly, I am aware that a social 

constructionist perspective is only one perspective from which to make an interpretation and 

other interpretations are always possible. I recognise that viewing the data through a different 

lens may yield different interpretations, again worthy of future research consideration.  

Future Research 

During the development and refinement of findings, several questions arose which 

may provide directions for future research. For example, while my research described how 

physiotherapists were able to make instant and continuous adjustments to their approach by 

reading patient body communication, my study did not capture how physiotherapists learn to 

read and interpret body communication. In the literature, physiotherapists describe this ability 

as an intuitive or perceptive skill that evolves with training and clinical experience (Gardner 

& Williams, 2015; Helm et al., 1997; Hiller, 2017; Roger et al., 2002). However, these 

studies provide little guidance for students or novice clinicians who are looking to read and 

interpret body communication when first starting clinical practice. How do we teach students 

to read and interpret body communication? Moreover, how can a physiotherapist’s skill at 

reading body communication be assessed? If this skill can be assessed, what is the best way 

to do so? This study also suggests that body communication can be an intentional form of 

communication that physiotherapists can use to create particular effects, for example, 

mediating a clinical environment or mediating time pressures. What needs to be present in a 

physiotherapist’s thinking for them to use body communication intentionally? My study 

suggested a holistic approach that considered the broader personal, social and emotional 

aspects of physiotherapy care might be a prerequisite to using body communication 

intentionally, but much more work is needed to flesh out the specific elements.  
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To deepen understandings of the role of body communication, how this form of 

communication evolves could be investigated through a longitudinal multiple case study 

design with cross-case synthesis. Body communication could be compared within and over 

multiple treatment courses consisting of physiotherapists working with different patients to 

explore how they manage and adjust their ways of working. Given the crucial role of body 

communication in facilitating the therapeutic relationship, how this communicative medium 

might support clinicians to establish and maintain more enduring therapeutic relationships 

could also be explored in patients with more long-term needs.  

Conclusion 

This master’s research started with a desire to learn more about body communication 

to improve my ability to interact with patients. To answer this question, I needed to gather in-

depth and nuanced accounts of body communication during patient-physiotherapist 

interactions in a New Zealand private practice setting. A review of the literature (Chapter 

Two) and an empirical qualitative study involving patient-physiotherapist interactions in 

private practice (Chapter Four) concluded that body communication played a crucial role in 

physiotherapy and significantly shaped practice. Specifically, my findings concluded that 

through body communication, physiotherapists created the clinical atmosphere that shaped 

the relationship between themselves and their patients. Physiotherapists can draw on these 

findings to develop their awareness about the possible impact of body communication on 

their interaction and relationship with patients. Body communication also enabled 

physiotherapists to tailor what they did and how they worked to fit the patient’s unique needs 

and preferences. This nuanced, responsive care was necessary for fully engaging patients in 

physiotherapy, building the therapeutic relationship, and ensuring consumer satisfaction. 

These findings clearly show that sensitive and responsive body communication can support 
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physiotherapists to implement a more person-centred approach to care and enhance the 

quality of treatment. 

Furthermore, both themes demonstrated that body communication mediated 

physiotherapy. By increasing a physiotherapist’s knowledge and awareness of body 

communication, they may be able to use body communication intentionally to create 

particular effects, for example, mediating a clinical environment, or mediating time-

pressures. The ability to mediate physiotherapy may enable clinicians to manage the 

complexities and demands of professional practice more effectively and improve 

physiotherapists’ own satisfaction with the care they provide.  
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Appendix A 

Indicative questions for stimulated recall sessions 
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Appendix B 

Thematic development- early mind map and analytic memo 

 

 

 

 

 

 

 

 

 

 

 



MEDIATING PHYSIOTHERAPY 

153 

 

Appendix C 

Thematic development- late mind map and analytic memo 
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Appendix E 

Patient participant information sheet 
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Appendix F  

Physiotherapist participant information sheet  
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Appendix G 

Patient consent form 
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Appendix H 

Physiotherapist consent form 
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Appendix I 

Confidentiality agreement 
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Appendix J  

Physiotherapist characteristics 

 

 

 

 

 

 

 

 

 

 

 

Characteristic Simon Robert 

Years of experience in private 

practice  

20 17 

Post-graduate qualification (field 

of physiotherapy) 

Master of Health Practice-

Musculoskeletal 

N/A 

Number of sessions observed 

with the patient 

6/6 3/4 

Characteristic Kate Sharon 

Age in years 

 

39 20 

Reason for seeking treatment Lower back pain Temporomandibular joint pain 

Funding source for treatment Accident Compensation 

Corporation (ACC) 

Self-funded 

Number of sessions observed with 

the physiotherapist 

6/6 (Simon) 3/4 (Robert) 


