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Objective. To explore physical therapists’ experiences with, and the impacts of, a training
program in persogenered practice to support exercise adherengeople with knee
osteoarthritis

Methods. This was ajualitative case study using sestructured interviews, nested within a
clinical trial=Eight Australian physical therapists were interviewed before, and after, training
in personeenered practice for people with knee osteoarthritis. Training involved a 2-day
workshop, skills ‘practicggnd audit oB consultations with patientg(per therapist)and a

final singleday workshop for audit feedback and consolidatg@emistructured interviews
wereaudio+ecorded and transcribed verbatbata were thematically analgd.

Results. Three petrainingthemesarose regarding usual communication style, definitions of
personeenered careand sharingxercise adherencesponsibility. hree themes related to
thetraining €xperiencemerged: learning a new language, challenging conceptions of
practice andputting it into practice. Podtaining 3themes arose regardingew knowledge
deepening understanding of persmmered carechanging beliefs abosharing
responsibilitiesand changed conceptions of role.

Conclusion.Althoughphysical therapist®und training overwhelming initially as they
realized the limitations of their current knowledge and clinical practiesy felt more

confident andableto provide persomenered care tgeople with knee osteoarthritis by the
end of trainingFraining in structured persetenered methodology that provides opportunity
for skills practice with patientasing a restructured consultation framewcak change
physical therapistdeliefs aboutheir roleswhenmanaging patients withsteoarthritisand
positively impact theiclinical practice

<</abs>>

<<hd1>3NTRODUCTION

Clinical guidelines advocate regular, ongoexgrcise as a fundamental component of
osteoarthritiss(@Ajnanagemenl,2). However peoplewith OA find it hard to change
behavios and-adhere texercisesecommendationsver the longterm(3), resulting in loss of
exercise benefité months after treatment has ceat®d People wh OA facea range of
bariiers to exercise participatipmcluding,but not limited tglack of motivation, habit®f
inactivity, and being prescribealrigid exercisgorogramthat lackgpatientinput (4). This
problemnecessitatea persorcenered approach texercise treatmenid optimize long-term

adherence andinical outcomes.
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<<significance&innovations>>

SIGNIFICANCE & INNOVATIONS

e Provision of care that is persaenered may improve longerm exercise adheren
amongpeople with osteoarthritis, yet health professionals, including physical therapis
are often not trained to provide care in this way.

e A training program in structured persoantred practice can change physical therapists’
beliefsw@about their role in managing patients with osteoarthritis, increasing their feelings
of responsibility to assist patient adherence to exercise and othenasefjement
recommendations.

e To facilitate’ changes in clinical practice, training programay wish to conside

including an extended period sXills practice with patients.

Persorcentred care is defined as care that is respectful of individual patient needs
and preferencg®—7), involving an individualied and holistic approach to patient
management(8as well as shared decistaraking, provision of information about the
condition and‘management options, and communication that is focused on patient
empowermen(8—10). Persomentred care can helpatients change their behavior by taking
into accountspersonal preferences and barriers or eadblehang€l1). A number of
systematic reviews ha found that provision of persam@nered care has benefits to the
consultation process (i,elarifying patient concerns and beliefs, communicating treatment
options,andempathy) (12), enhancingatients ability to selfmanage (13), improving health

outcomes (14,15), anidcreasing patient satisfaction with ci@8).

Of all allied\health profegsnals in Australia, general practitioners most frequently refer their
patients with-©A tghysical therapists (16\vho, due totheir training in rehabilitatiorare
bestplaced taassist people with OA to increase exercise and physical activity participation
However,physical therapistsften fail to considepersoneentred practicerincipleswhen
prescribingexercise fgeople with OA(17-19),and instead adojat paternalistic approach
towardmanagementl7). Many physical therapists lack the understanding, skills, and
confidence to incorporate psychological approaches (includingsettalg, motivational
techniques, and communication skills) into routine clinical pra¢tie@0), and atheydo

nottraditionallyreceivecomprehensivérainingin this areathey may be reluctaor
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unwilling to change their behavito become more persamenered (21). Given thait is

ineffective tosimply adviseclinicians to change their clinical practi(@2—24),specific

training in persorceneredcareis necessary25-27).This fact has éen recogniedby the

European League Against Rheumatisvhichhas highlighted the need for trainitggteach
healthcare providers the skills needed to initiate and establish lifestyle changes in people with
OA (28).

Professional training and educatican facilitate themplementation of persocenered care
practiceq29). A Cochrane review showed training programs that promote patekted
care within clinical consultations are effective in transferring patienered skills to health
care providerg12), yetnone of the included studies involved physical therapfstecent
clinical trial(30)'showed thgbthysical therapisteho underwent a setfetermination theory
based communication skills training prograuare able to provide greater psychological
support for patients with chronic low back pain than those who did not receive training.
Physical theraigts who completed taing in cognitive functional therapy (whicintegrates
cognitive, socialjjand psychological factors to treat back) pl@iscribecthanges in their
communication_style and a greatgrderstanding of the role of patient beliefs (31). However,
little is knownabout the experiences of phystbarapists who complete these
biopsychosocial training programs, and what aspects of training they value most.or lea
Therefore, thaim of thisstudy wa to explorehysical therapistexperiences with, and the
impacts of, a training program amethodology that operationadigpersoneenered practice

to support'exercise adherenceaople with kne©A.

<<hd1>>SUBJECTS AND METHODS

<<hd3>>Design. A qualitative longitudinal case study, nested within an ongoing randomized
controlledtrial (RCT) was conducted (327 qualitative approach was chosen to explore
trainingexperienceand impactsResearch design drefinom a constructivist paradigm,

which assumesth&nowledge and understanding are built through experience and
interpretation’of individuals rather than being objectively measured, irrespetthe person
involved (33;34).The Standards for ReportinQualitative Researathecklist ensui

complete and transparent reporting (35).

<<hd3>>Participants. All 8 physical therapistsased in Victoria, Australiayho were
employedo deliver the interventiofor theRCT, participated in thigjualitativestudy.
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Selectioncriteria ncludeda physical therapyualification at leas® years of musculoskeletal
professionakxperienceandcurrent Australiaphysical therapyegistration All participants

provided written informed consent and the Institutiortilds Committeeapproved the study.

<<hd3>>Fraining program. Physical therapistsompleted a training program delivered by
HealthChange Australia (http://www.healthchange.;amnich provides &ealth service
delivery methodology (HealthChange Methodolofpy)personeentred careincluding
promotionof health literacygshared decisiemaking, behavior change, and selénagement
to support adherence to eviderzsed recommendations. HealthChange Methodology
operationalizes.and integraiesychological theogisand principles commonly used the
basis for complex behavial intervention{36—-38), drawing osimilar techniques to those
used in motivational interviewingplutionfocused counseling and cognitive behaaio
therapy. The program combines 3 main proegss facilitate health behaviohange:
formulating a behdoral goal intention, convartg intention into action and maintenance, and
personeentred communicatioprocesse$39). Specificpersoncentredpracticeprinciples
and behavior.change techniques involved in HealthChange Methoduoggscribeth
Table 1<<T1>>The methodologwlsorestructures consultation tasiseeSupplementary
Figure L available on thérthritis Care & Research web site at
http://onlinelibrary.wiley.com/doi/10.1002/acr.23314/abstraxglign with patient
information and decision-making needsjding cliniciango avoid or recognieg and address

potential patient aditence barriers

The training program comprisedritial training days (HealthChangeretraining fart 1),

skills practiceand audit over 3 months, followed by 1 final training day (HealthChange core
training @rt 2).All training days were run by a seniacilitator (CB) in a workshopstyle
format, involvinglecturesyole-playing exercises, group discussions, and video
demonstratiensdDuring the initial training dayphysical therapista/ere provided witla

lecture notesbeoklet andHealthChange miniguidepntaining a series alue cards relating

to principlesandprocessesaught.The first2 training days covere@ key components of
HealthChange ,Methodologpractice principles to guide effective communicatand
knowledge transfer, techniques to identify and address barriers to behavior chdray&Dan

step decision framework to guide consultation decision-making.
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Following the first2 training dayseachphysical therapisivas assigned patientswith knee
OA to practice the processtsught during trainingver a 3-month periodPatients were
provided with a folder that included information to increase knowledge about the ing@orta
of motivation for success with satianagemeng personal selmanagement plan, and
exercisernstruction®hysical therapisteere provided with atgictured consultation
frameworkfusing HealthChange Methodology, embedded within online treatmentfeaatkes.
physical therapist'conducted 2 consultations over the telephovee{? apart) witleach
patient. These calls aimed to commencepiiiteenton a structured strengthening and/or
physical activity program, and then review progress and modify the program/plan as needed.
All calls wereaudiorecordedand reviewed byhietrainingfacilitator, andphysical therapists
selfauditedithein ownalls against a customézl checHist. The final training dayeviewed

key concepts andiscussedudit findingsPhysical therapistaere financially compensated
for the time invested in the training and salfdit activities, as wellsafor participating irthe

semistructured interviews.

<<hd3>>Semi-structured interviews. Interviews were conducted in the wegkior to the
first training,dayandrepeatedfter the final training dayn accordance with a constructivist
paradigm,mterview topics wereesigned to explorghysical therapistdeliefs about their
role managing.patients with OA, as well as tipgirceptions about thetirmining experiences
including a description dheir pre and post-training beliefs and practi¢ese
Supplementary Table 1, available on Aréhritis Care & Research web site at
http://onlinelibrary.wiley.com/doi/10.1002/acr.23314/abstract).

For conveniencand to facilitate participation in the researiclberviews wereconducted over
the telephaneniterviews were conducted by the same investig&dir)( a graduateesearch
student trained in qualitative methodologies, who is not a clinician, analsbattended the
training pregram-with the physical therapjdist was otherwisenknown to them. lierviews
were audierecorded and transcrib@drbatim, and pseudonyms assigned to each physical
therapistor.econfidentiality purposes. Each interview lasted approximately 30 mirAltes.

data were dedentified and stored in digital format on a password-protected university .server

<<hd3>>Data analysis. Analysiswasbased on a thematic approddl). Interview
transcripts were reatirough byan investigatorgJL) soon after transcription, and then were

re-read and codelly placing a short description next to the text to identify topics within the
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data Codes wererganizd into categories with similar or related conceptsconfirm
emerging ideas, categorie®re checked ovemd revised in collaboration witine
investigator BJL), by a qualitative expert who had oontact with participants (CDywho
alsoindependently coded a sample of transcriptgegories were then refineddatleveloped
into themes=and sthemeswhichweresubsequently reviewed and discussed with all
members of the research te@dil). To ensure credibilityand confirmability of the datd&rRSH
read all transeripts prior tiscussion ofhe themes/subthemes that were developed by BJL
and CD.Ta,ensure transferability of our findings, themes andh&uwbes were presented with

exemplary quotes from the interview transcri@tg).

<<hd1>>RESULTS

All physicaltherapistsompleted prgaining and postraining interviewsThe sample
comprised an equal numberrménandwomen(mean + SD ag85 + 8years) who mostly
workedin private health settinggable 2)<x<T2>>Themes and subthemesre developed
from the data according toghasespretraining,the training experience, apastiraining A
clear process.ofichangephysical therapistsonfidence in their ability tpractice in a
personeentred mannewas evident across training phaség(re 1)<<F1>>Before
training,therapistavere able to define persaentred care and believed that their practice
was persoftenered After the first2 training days, thegppeared to recogzsome
limitations of their current knowledge and skilisthis areaand this recognition contributed
to a dropin_confidenceAfter completing theracticephase with patientas well as the final
training day, confidence increased, afichad a greatemnderstanding of how to embed
personeenkredpracticesnto their clinicalpracticeandreportedthatthis understanding had

impacted and changed thesual clinical practice

<<hd3>>Pretraining. <<hd4>>Theme 1: usual communication style. Physical therapists
spoke of thesimportance of delving into patient’s lives in order to undertamd
expectations-oftreatment (Table 3).<<T3*owever this interactiorwas sometimes in the

contextof thetherapistelling the patient what was best for them

<<hd4>>Theme 2: defining person-centered care. Physical therapistdefined persomentred
careasshared decision-making with the patient and tfeamily membersandbr caregivers.
They desched aresponsibility to recogneeach patient as an individual, ahd importance

of promoting patient independence.
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<<hd4>>Theme 3: sharing responsibility. Therapists believed that exercise adherence was
ultimately the patierd responsibility. However, they also acknowledgeairttole in

educaing the patient about the importance of continuing an exercise program. Some also
believed:ithatyas part of prescribing exercises and promoting adherence, they had a

responsibility to understand the jeait’s situation and lifestyle.

<<hd3>>Thetraining experience. <<hd4>>Theme 1. learning a new language. Physical
therapistgeflected on feeling overwhelmed and anxious about the volume of new
terminology. and new ideas presented during the first 2 training days (Tat@ 4> Some
struggled to' understand hahe principles and techniques could be applied during a standard

consultation:

<<hd4>>Theme 2: challenging conceptions of practice. Therapistdelt that the material
presented'during the first 2 training days challenged their conceptichsicdl practice,
pushing them.out of their comfort zone and constraining their usual communication style.
George reflected thatithout training, he would have dictatedatment to the patierfome
felt uncamfortable with the idea of using some of the more spéafitingtechniques, such
as discussingersonal motivators for engagingdarerciseandor evaluatingeadiness to
change behavioSomefelt that someprinciples and techniquésaught during training may

not alwaysoerelevant forall patients, for example patients who selfer to private practice

and are typicallpelf-motivated

<<hd4>>Theme 3: putting it into practice. After having applied the methodology witkal
patientstherapistdelieval the restructured consultation framewornproved their
communicatiorwith the patientTherapistexperienced difficulty withime management
believing thathey did not have enougime to usell of the management strategiand
techniques-effectivelyHowever therapists believed th#te opportunity tgractie using the
principles, techniquesnd restructuredonsultation frameworwas a valuable learning
experienceThefinal training day helped consolidate knowledge and understanding of the

methodology, antherapistdelt confident and prepared.

<<hd3>>Post-training. <<hd4>>Theme 1: defining person-centered care. After training,

therapistslid not change their description of persmmered care, buinstead acknowledged
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a deepeand more complex understandingtofTable 5)<<T5>>Importantly,therapists
described an increased abilityintegrate perseoentred care within their patient

consultaions

<<hd4>>Fheme2: sharing responsibilities. After training, therapistbelieved that they had a
biggerroleto playin supporting their patients to adhere to prescribed exeand@hysical
activity recommendationg hisbelief wasparticularly apparent in relation to creating
strategies or plarn® helppatientsmove forward with theiexercisgprogram andssisting
themto make adecision to take action ambmmence an exercise prograrherapistsoted

they shouldbe less prescriptive witpatients in clinial practice

<<hd4>>Theme3: changed conceptions of role. There was evidence of both acceptarcel
resistanceto incarporating persocenered caremethodologyinto usual clinical practices
after training.Therapistdelieved that the training had positivétypactedther
communication style with patients in the clinic, with many spending more timesdisgu
personal barriers and facilitators to exercise. Some acknowledged that it was difficult to
change their praae habitsandGeorgedid not believe that a persaenered approach
suitedhispersonality or the way he liked to interact with patients, and did not intend to

incorporate it intdis practice.

<<hd1>>D] SCUSSION

Our study exploregbhysical therapistexperiences of training in persoanered practice

and howthese experiencesipact ontheir beliefs about their role managing patients with
chronic diseasétherqualitative studiebave exploedthe impact otognitive behaviaal
therapy trainingprograms omphysical therapistgerceptions of theilinical roles and
behavios. Nielseret al(43)trained physical therapists deliver cognitive behavioral therapy
for people with=OA, involving 34 day workshomnd weekly group tutorials with a
psychologister-3-6 months, followed by biweekly tutorials for the next 18 months while
delivering. the'intervention as part of an RCT. Another study trgphgsical therapist®
deliver ognitive functional herapy, a multidimensional intervention that explores and
manages cognitive, psychologicahd social factorsiithe management of chronic low-back
pain (31),where therapisten average completed 9 workshofséframesot specified) and
received supervised practice delivering the program for at4essstsions of clinical practice.

Both studies reported similar findings to ours, whbsrapistgeportedan increased
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understanding of the role of patient beliefs and appreciation for the theraplearnimea(31),
andwere able to encourage their patients to take a more active role in their rehab{dta}jon

postiraining.

Some @signelementsof our training programveresimilar topreviousphysical therapist
training studiesThe most commoalements theuse of workshops to deliver training
(30,31,43) although theontent andheoretical underpinnings varied, as well as the duration
of the workshops. The most recent Cochrane review evaluating the effectivetrassraf
healthcare professionals in persoanered care concluded that shoetm training programs
(<10 hours.duration) were equally as effective as longer training programs, irofdrengng
positive effects @n consultation procesandlevels ofempathy (12)Our training program
involved approximately 2tours of workshop training, in addition to practice consultations
with 4 patients over 3 monthshis designreflects the breadth of content of HealthChange
Australia training. longer duration of training needed t@dequately teadmerapistgo
restructureconsultations, in addition to behavior change techniques and pmsbred
practice principlesand to allow adequate time for feedback,-selfection and practical
application of skillsSimilar to our study, 2 previodsining programg30,43) involved

expert audit'opatientconsultations, bun contrast to ourdid not involve selfaudit of skills.

In pretraining, therapists described persmnered care ashared decision-making,
recognizing the patient as an individual and promoting independence, consistent with some
elements of persecentred care defined in the literatui#4). However, personenered care
is broader than this and spans 8 different dimensions, includipgatesr preferences and
values; emotional suppogthysical comfat; information, communication, and education;
continuity and transition; coordination of careyofvement of family and friendsind access
to care(45): Afterthe first2 training days, therapistslt overwhelmed as they readid the
limitations efitheir current knowledge and skills. They were anxious about applying a
restructured-consultation framework that required them to deviate from their usual
communication and consultation style. This manifesged l@ss of confidence from
pretraining. ©Ongce providithe opportunity to practice with real patients, therapists then
gained confidence over time. Pasdining, therapistbelieved they had a deeper knowledge

about how to provid care that was persaenered.
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From a pedagogical perspectitleesechanges irtonfidenceeflect the stages of learning
proposed by the edational theorist Vygotsky (46Therapists'descriptions of how they
appreciated opportumsto practice and consolidate learning after initially feeling
overwhelmed illustrates the educational significance of scaffolding prafiesslevelopment
to enablesextension of skills within a supported zone of skills developmenT (63tages of
learning highlighted in our studitso align with other educational approachesiuding
learning through simulation, where learners acquire skills through experience in realistic
situations @f environments (47), ambdels of skill acquisition, where learners supported
through experience, feedback, and deliberate practiceT8)experiences dferapistsn

our study suggest that facilitation and/or encouragement dafedate practice of skills with
real patients is'an important component of training that influences sucagssike and

implementatiorof the new knowledge provided.

Although our study was specifically nested withima&CT to improve outcomes for people
with knee OA, our findings are generalizablatariety of patient populations.
HealthChange.Methodology is designed for people with health conditions who need support
to adhere to treatment and lifestyle recommendations. Tisag,aining program has broad
relevance fophysical therapyracticein musculoskeletal, neurologiand cardiorespiratory
conditions, and-in children and adults alikost physical therapists our study worked in
private practicenusculoskeletadettings, and some felt uncertain whetlléaspect®f the
methodology would be applicablead patients that they usually s€some therapists

believed that principles/techniques focused onihglpatients make a decision to take action
(e.g.,commence an exercise programmgy not beasrelevantin private practiceetting

where many patients are assumed to l@neady made that decision by sedferral for

therapy in the first place. In addition, sonbelievedthatthey would not have enough time to
includeall aspects of thenethodology, in addition to their usual consultation taskihe

typical timerallowed for patiertonsultationsn the private practice getg.

Physical therapists our study believed that the training covered new concepts that had not
previously been taught in their undergraduate training, which probably contributed to their
feelings of being overwhelmed and out of their comfort zone initially. Given tbiab&r 8
physical therapistgraduated in the previodsyears, our findings are probalsievant to
physical therapistgraduating from contemporary university cour§égerapistcommented

on how difficult it was to change tineestablished clinical behavi® and how easywas to
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fall back into old behaviorshen in their familiar clinical practice environment. This
difficulty suggests that specific training in persmamered practice should ideally be
incorporated into physical therapptry-level qualifications, rather than after graduation
when clinical practice habits have form@&this is particularly importangiven the anticipated
changesin thesrole and scope of priyatgsical therapyractice in Australia expected in
coming years (49)An agng population is expected to drive greater demand for chronic and
complex disease;not only for OA but atiabetesnellitus heart disease, obesity,
osteoporosis, and mental health. In addition, a greater focus on wellness will draveddem

health coaching services that focus on personal goal setting amabselfjement.

Our findings have a number of imqpant implications fothe design opersoneentred care
training programs. fAerapists felt overwhelmed by the figstraining days, experiencing
difficulties with the volume of content being delivered, as well as the new terminology and/or
ideas presented hisexperiencesuggests that training programswy benefit by reducing the
amountof new information, at least initially, day extending the number @fitial training

days to allowmoretime to review concept@ndminimize feelings of being overwhelmed.
Ourtherapists were completing the trainingpreparation for aRCT andwereinvested in
learning themethodology, thutheir feelings and experiences miag more positive than other
therapists lesssmotivated to persist with trainfdkey finding was thatherapists highly
valued the 3-monthpractice phase, as well as the follgntraining daythat took place after
the practice phaséoth of which are advocated for training of health care professionals in
healthbehavio changemethods (50). Future training programs should consider including

these element® further allow skill consolidation.

Strengths of our studyincludeevaluaing a training program that is accessible to all
Australianhealtheare organiations and cliniciansutside the research settjiige use of
qualitativermethods to gain a deeper understanding of training experiences and ithanges
beliefs, aswellas our longitudinal desigmcorporating interviews before and after training.
Our study_.also has some limitations. Garall sample coprisedtherapistsvho applied to
deliver carefor.an RCT, were mandated to undergo training, and were reimbursent for the
time. Our findings may not be generalizable to the broader populatpitysical therapists
who may be unwilling to invest time in, and/or pay for, professional development anpers
cenered practiceOnly 1researcher (BJL) codedcanalyed all transcripts, and therefore

data analysis may have been influenced by her own attitudes or perspectives. mpgirt@tte
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overcome this bias, a sample of transcnmisindependently coded by a researcher who had
no contact with the physical therapists. In addittbe,fact that BJL was not a physical
therapist, or any kind of health professiomdéominimized the chances of any personal bias
being introducedParts of our interview guide were directiandthis factwas reflectedn

some of thessubthemes that werealeped We interviewedhysical therapistsnmediately
after training was completand whether benefits of training are sustained beyond thaistime
not clear. Future'studies should involve long-term qualitative explorations of changes
beliefs to ascertain whether positive impacts on climpcattice behavior can be sustained
and also investigateaining impacts on patient outcom&ége plan to quantitatively evaluate
how well our physical therapists implemented perseneredpractice principles and

behavio changeitechniques into patient consultations after-ttey2raining workshop,

based on an“audit of the telephone consultations.

AUTHOR CONTRIBUTIONS

All authors were involved in drafting the article or revising it critically for important
intellectual content, and all auth@pproved the final version to be submitted for publication.
Dr. Hinman"hadfull access to all of the data in the study and takes respongibiiitg f
integrity of the.data and the accuracy of the data analysis.

Study conception and design. Lawford, Delany, BennelBills, Gale,Hinman.
Acquisition of data. Lawford, Delany, Bennell, Hinman.

Analysis and inter pretation of data. Lawford, Delany, BennelBills, Gale,Hinman.

<<hd1>>REFERENCES

<<refl>>

1. Nelson?AE, Allen KD, Golightly YM, Goode AP, Jordan JMsystematic review of
recommendations and guidelines for the management of osteoarthritis: the chroni
osteoarthritis management initiative of the U.S. bone and joint initi@eminArthritis
Rheum.2014;43:701-2.

2. Fransen'MMcConnell S Exercise forosteoarthritis of the kne€ochrandatabae Syst
Rev. 2008;4:CD004376.

3. Marks R.Knee osteoarthritis and exercise adherence: a re@aw.Aging Sci
2012;5:7283.

This article is protected by copyright. All rights reserved



4. Dobson F, Bennell KL, French SD, Nicolson PJ, Klaasman RN, Holden MA, et al.
Barriers and facilitators to exercise participation in people with hip and/or knee
osteoarthritisAm J Phys Med Rehabil 2016;95:372-89.

5. AustralianCommission on Safety and Quality in Health C&®atientcentred care:
improving-quality and safety by focusing carepatients and consume010.URL:
https://www.safetyandquality.gov.au/wp-content/uploads/2012/01/PCCC-
DiscussPaper.pdf.

6. Van RoyenP,Beyer M, Chevallier P, Eilafsanani S, Lionis C, Peremansét,al. The
research agenda for general practice/family siediand primary health care in Europe.
Part 3.'Results: person centred care, comprehensive and holistic appuoadBen Pract
2010;16:1143=9.

7. Epping-Jordan JE, Pruitt SD, Bengoa R, Wagner EH. Improving the quality of health care

for chronic canditionsQual Saf Health Care 20043:299-305.

8. Leplege A, Gzil F, Cammelli M, Fefeve C, Pachoud B, Villedrsorcentredness:
conceptual and historical perspectiviesahl Rehabil 2007;29:1555-65.

9. Scholl 1,.Zill. IM, Harter M, Dirmaier JAn integrative model of patiententeredness: a
systematic review and concept analyBisoS he 2014;9:e107828.

10. Ekman‘l;"Swedberg K, Taft C, Lindseth A, Norberg A, Brink E | eParsorcentered
care: eady.for prime timeEur J Cardiovasc Nurs 2011;128-51.

11.Mead N, BowelP. Patientcentredness: a conceptual framework and review of the
empirical literatureSoc Sci Med 2000;51:1087-110.

12.Dwamena F, HolmeRovner M, Gaulden CM, Jorgenson S, Sadigh G, Sikorskii A, et al.
Interventions for providers to promote a patieantredapproach in clinical consultations.
Cochrane Database Syst Rev 2012;12:CD003267.

13.Rathert.C Wyrwich MD, Boren SA.Patientcentered care and outcomes: a systematic
review.of thelliteratureMed Care Res Re2013;70:351-79.

14.OlssonstEyJdakobsson Ung E, Swedberg K, Ekmé&ifficacy of persorcentred care as
an intervention in controlled triala: systematic reviewl Clin Nurs 201322:456—65.

15. StewartsMA .Effective physiciarmpatient communication and health outcomes: a review.
CMAJ 1995;152:142333.

16. Australian Institute of Health and Welfatdse of health services for arthritis and
osteoporosis. 2010. URL: https://www.aihw.gov.au/reports/arthritis-other-
musculoskeletatonditions/use-ofiealthservicesfor-arthritisand-

osteoporo/contents/tabtd-contents.

This article is protected by copyright. All rights reserved



17.Holden MA, Nicholls EE, Young J, HayM, Foster NEUK-based physical therapists'
attitudes and beliefs regarding exercise and knee osteoarthritis: findings from a mixed
methods study. Arthritis Rheum 2009;61:1521—-

18.Keogh A, Tully MA, Matthews JHurley DA. A review of behaviour change theories and
techniqueswused in group based-sedinagement programmes for chronic low back pain
and arthritisMan Ther 2015;20:727-35.

19. Alexanders JAnderson A, Hendersdd. Musculoskeletal physiotherapists’ usie
psychological interventions: a systematic review of therapists’ perceptions and practice.
Physiotherapy 2015;101:95-102.

20.Mudge'S StrettonC, KayesN. Are physiotherapists comfortable with persmmtred
practice? Amautoethnographic insigbtsabil Rehabil 201436:457—-63.

21. Stevenson KLewisM, HayE. Do physiotherapists’ attitudes towards evidebaeed
practice change as a result of an eviddrereed educational programmeEvalClin
Pract 2004t0.207-17.

22.Butler CC, Rollnick S, Pill R, MaggRapportF, Stott N.Understanding the culture of
prescribing:.gualitative study of general practitioners' and patients’ iertepf
antibioties for sore throat8MJ 1998;317:63742.

23.Andérson P, Kaner E, Wuitzke S, Funk M, Heather N, Wensing M, Attaildesand
managing.alcohol problems in general practice: an interaction analysis based @sfindin
from a WHO collaborative study. Alcohol Alcohol 2004;39:351-6.

24. GrimshawJM, RusselllT. Effect of clinical guidelines on medical practice: a systematic
review of rigorous evaluations. Lancet 199®8.1317-22.

25.Main CJ, GeorgeSZ. Psychologically informed practice for management of low back
pain: future directions in practice and reseaRitys Ther 2011;91:820-

26.Emilson C, Asenlof P, Pettersson S, Bergman S, Sandborgh M, Martin C, et al. Physical
therapists’ assessments, analyses and use of behavior change techniques in initial
consultations' on musculoskeletal pain: direct observations in primary healtBZe.
Musculeskelet Disord 2016;17:316.

27.Sanders T, Fsier NE, Bishop A, Ong BNBiopsychosocial care and the physiotherapy
encounter:physiotherapists’ accounts of back pain consultaBME.Musculoskelet
Disord 2013;14:1.

28.Fernandes L, Hagen KB, Bijlsma JW, Andreassen O, Christensen P, Conaghan PG, et al.
EULAR recommendations for the non-pharmacological core management of hip and knee
osteoarthritisAnn Rheum Dis 2013;72:1125-35.

This article is protected by copyright. All rights reserved



29.Moore L, Britten N, Lydahl D, Naldemirci O, Elam M, Wolf Barriers and facilitators
to the implementation of persaentred care in different healthcare conteRtsand]
Caring Sci2017;31:662—-73.

30.Murray A, Hall AM, Williams GC, McDonough SM, Ntoumanis N, Taylor IM, et al.
Effectof-arsif-determinatiortheory-lasedcommunication lsills trainingprogram on
physiotherapists' psychological support fogit patientswith chronic bw backpain: a
randomized entrolledtrial. Arch Phys MedRehabil 2015;96:809-16.

31.Synnott A, O'Keeffe M, Bunzli S, Dankaerts W, O’Sullivan P, Robinson K, et al.
Physiotherapists report improved understanding of and attitude toward the cognitive,
psychological and social dimensions of chronic low back pain after cognitive functional
therapytraining: a qualitative studyPhysiother 2016;6215-21.

32.Hinman RS Lawdrd BJ, Campbell PK, Briggs AM, Gale J, Bills C, et al. Telephone-
deliveredexerciseadvice and behavior change support hygicaltherapists for people
with kneeosteoarthritisprotocol for theTelecare Randomized Controlled TriBhys
Ther2017;97:524-36.

33. BaxterP;JackS. Qualitative case study methodology: study design and implementation
for novice researcherQual Report 2008;13:544-59.

34. CrabtreeBF,"Miller WL. Doing qualitative researcifhousand Oaks (CApage
Publications; 1999.

35.0'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook D#tandards for reporting
qualitative research: a synthesis of recommendatired Med 201489:1245-51.

36.Bandura A.Social cognitive theory: an agentic perspectienu Rev Psychol
2001;52:126.

37.DeciEL, RyanRM. Self-determination theory: mnacrotheory of human motivation,
development, and health. Can Psychol 20082®:

38.Prochaska J,)Redding C, Evé¢sThe transtheoreticanodel and stages of change. In:
Healthbehaviour and ¢éaltheducation: theoryresearchand pactice 3rd ed. San
Francisece:JosseBass 2008.

39. GaleJ, Skouteri#d. Health coachingfacilitating health behaviour change for chronic
condition*prevention and selftanagementin: Handbook of app#id topics in health
psychology. Hoboken (NJ): WileBtackwell; 2013.

40.MorseJM, Field PA. Qualitative research methods for health professionals. 2nd ed.
Thousand Oaks (CA): Sage Publications; 1995.

This article is protected by copyright. All rights reserved



41.King N, HorrocksC. Interviews in qualitative researchhousand Oaks (CA): Sage
Publications2010.

42.MaysN, PopeC. Rigour and qualitative resear@dMJ 1995;311:109-12.

43.Nielsen M, Keefe FJ, Bennell K, Jull GRhysical therapistielivered cognitive
behavioraltherapy: a qualitative study of physical therajpistseptions and experiences.
Phys Ther 2014;94:197-2009.

44. Australian"Commissioon Safety and Quality in Health CaRatientcentred care:
improving quality and safety through partnetships with patients and consuers.
https://www.safetyandquality.gowAmplementatiortoolkit-resource
portal/resources/additionalinical-handoverresources/acsghs
resources/Patient%20Centred%20Care%20Paper%20FINAL%20WEB%20VERSION.PD
F.

45.Gerteis M, Edgmaibevitan S, Daley J, Delbanco TLhrough thepatient's eyes:
understanding and promoting patieetitered carddoboken (NJ): Jossdyass 1993.

46.VygotskyLS. Thought and languag€ambridge: MIT Pres4986.

47.BradleyP.The history of simulation in medical education and possible future directions.
Med Educ 2006;40:254—-62.

48. Dreyfus'SEThe five-stage model of adult skill acquisition. Bull Sci Tecl$mt
2004;24:177-81.

49. Australian Physiotherapy Association. InPractice 20Rflfreport 2013.URL.:
https://www.physiotherapy.asn.au/DocumentsFolder/APAWCM/Resources/iicBra0
25.pdf.

50.Bellg AJ, Borrelli B, Resnick B, Hecht J, Minicucci DS, Ory M, ete&thancing
treatment fidelity in health behavior change studies: best practicescamihnendations
from the NIH Behavior Change Consortijietter]. Health Psychol 2004;23:443.

<<frefl>>

<<label>>
Figure 1. Conceptual model depicting changes in physical therapists’ confidence in their
ability to praetice in a persecenered manner acrogghases of training and beyond.

<</label>>

This article is protected by copyright. All rights reserved



Table 1. HealthChange methodology per son-centered practice principles and essential behavior

change techniques

Explanation

Persorcentred
practice
principles
Clientcenered, A'practice principle that prompts clinicians to be persenered by balancing

client choice, duty of care with patients' rights to make yulformed, conscious decisions

|®N

dient control about what actions they will take. Encourages respect for autonomy an
choice wherever possible.
Call it as you see A'practice principle that prompts clinicians to engaghonest and open
it (with tact) communication with patients and refrain from engaging in pretense in relation
to patients' readiness to take action. Calls fioiaans to tactfully highlight
contradictions in a person’s befa with regard to readiness.
Fouraspects of A.practice principle that outlinesaspectshat need to be considered when
goal setting setting health and quality of life goals with patients: 1) objeatiinical

targets; 2) behavioral treatment, lifestyle and referral categorishp8tem

behavioral personalized health goals; 4) matwal drivers. Structures goa

setting processes to be systematic and effective.

One thing at a A practice principle that prompts clinicians to engpggents in goal setting a

time, one step _ action planning im manner that ensures goals and actions are realistic,
at a time, manageableandclinically effective over time.

adding up ovet

time
The RICk A practiceprinciple that prompts clinicians tmnsider that in order to take
pinciple action on recommendations, patients need to be Ready, think the actions are

Important enough to do, have the Confidence to do them, and have enough
knowledge about what they are trying to do and why, so that they are more

likely to take and sustain action over time.
First ask, then  A'pragctice principle that prompts clinéis to check patients' existing
offer knowledge and ideas prior to offering information, education, or suggestions.
Used to identify correct understanding, knowledge gapbmisinformatia

and allow tailored provision of information.
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Wait ‘til 8 A practice principle that prompts cliniciansgmvide patients with adequate
thinking time (8 seconds) to formulate responses tetigues that need
consideration.

Invite the client tcA practice principle that prompts clinicians to invite patients to write down

write aspects of a consultation thhey might wish to review later.

Trial anderror ~ A'practice principle that prompts cliniciatssencourage a trial and error

approach to taking action and changing complex befsas@that patients gre

more likely to persevere the face obarriers to action.
Essential behavior
change
techniques

Client first A'technique that provides a formula to construct phrasing to opakt®tine

“firstiask” part of the First ask, then €fer” principle to elicit patient
knowledge
and ideas prior to offering information.

Menu of options A.technique that provides a formula to stmct phrasing to operationadizhe

“then dfer” partof the"First ek, thenoffer” principle to offer information
and
cheicein a persorcenered way.

RICk radar A'technique that prompts cliniciabts consider both verbal and narbal cues
regarding patientseadinessimportance, confidence, and knowledge leve
relating to taking recommended actions and to det®bivalence to taking
action.

Ask RICk A technique that provides instruction on how to effectively inquire about
patients' levels of readinessiportance, confidence, and knowledge (tiea
literacy) when these amot obvious to thelinician.

RICk-focused = Amsextended decisional balance technique that incorporates activelyiagse
decisional building and reinforcingeadinessmportance, confidence, and knowledgge
balance (health literacy) into therocess of inquiring about the pros and cons of 2

Sides of a decision.

Changing A technique that provides clinicians witharhula to construct phrasing to

thinking habits identify everyday thinking barriers that may impact omepéd’ ability to

carry out agreed taskvithin the agreed time frame.

Is

A1%4
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Tracking and Techniques that enable clinicians and patients to track bekand monitor
monitoring outcomes for the purpose of assessing and reinforcing progress. To be

included in action plans.
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Table 2. Physicalrtherapist characteristics (n = 8)

Clinical experience,

Previoustrainingin

Pseudonym  Sex Work setting year s* behavior change
Susan Female Private and public 20 Yest
George Male 4 No
Peter Male 15 Yest
Jill Female 7 No
Meg Female 28 No
Alice Female Private and public 14 Yest
Tom Male 5 No
David Male 17 No

* Mean = SD14 + 8.years.

t Day/weekend courses, no formal assessment.
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Table 3. Pretraining themes, subthemes, and exemplary quotes*

Theme/subtheme Exemplary quote

Usual communication style

1. Delving into"patients’ lives George: “I think it's very important to be able to delve into patient’s lives...if they’re interested aneé the
giving you that back, but I think it's important to talk about other things than just physio arkhtei
because | think, you know, learn about what they do for a job, do they have kids, what do their kids do and,
| suppose, just build conversation and relationships that way, because then | think youdtwildhtithe
patient.”

Alice: “A lot of the time it’s listening, and also finding out what their goals are...are you trying to get back to
work, are you trying to get back to sport...trying to make it all relevant to them.”

David: “I think trying to develop a bit of trust, and | think that comes about by listemitig tperson, and
giving them time and opportunity to talk about what their problems are and how theyirg.feel

2. Understanding.patient expectation:George: “l suppose from a communication style is to be...to be really positive astinek, but also be qui
firm in the way | say things, and almost give them ‘well these are my expectatiansdgou need to dq
this to get better,” so you should very much still be driving the bus for them, and makingstirettare
on track, but at the same time being polite, friendly, being very upbeat.”

Jill: “I think one of the most important factors is making sure they feel involvétki process, involved in the
decision-making as well, and again, as | mentioned before, that understanding of why wenwemtlthe
certain things | think is so important, not just handing over a sheet or piece of papgtdathese,’ it's
an understanding and that communication ‘OK, this is what we’re trying to achievere/lyaur goals?’

Setting goalsvith people and just how we’re going to get there, and this is why you need to be doing
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Defining personzentered care
1. Shared deeisiemaking

2. Recognizing the patient as an

individual

certain
things.”

Tom: “The other key thing is patient expectations, that's really the key thing. If yowar& out what they
want and you can verbalize ‘this is what | think you want’ and get it right, | think theegoag way to
having them on track and develop that rapport and they know that you're actually listenerg &mth
thinking about what they want.”

David: “I'll typically just get the patient to talk about what they’re cogriar, what their goals are, and jus
get them talking openly about what their problems are, and then also try and link that inwtitieino
condition or impairment is affecting their functions, their lifestyle, anddasehat then try and, yeah,

give them the right treatment program and plan for them.”

Jill: “Keeping them involved in the decisianaking process and explaining why we want them to do cer|
things, making sure that the treatment that we’re providing does fit into their lifestyle.”

Susan: “I guess with some people if they’re more functionally limited and they’ve got carers and fami
members then it's also getting input from those people as well.”

Meg: “So it's where we’re working with patients and their families but wattevely encouraging their
participation in sort of shared decision-making.”

Jill: “I guess my interpretation of patienéntered care is treating each client as an individual, even thou
they may have quite a common problem, it is individual to them, and we need spdxfre of what
they’re aiming to get out of treatment.”

Meg: “So giving them lots of options and talking to them about these sorts of things wallgeuseful, but

Yy
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what sorts of things do you think will best fit in with your lifestyle, what sorts of$hito you know you'l
be most likely to continue with.”

Alice: “I guess it's providing care that’'s specific to the person, somgadire you're not kind of giving a
generalist program, and tailoring it to the individual. And modifying it accordingly if they have
exacerbations or difficulties, you change your method accordingly.”

3. Promoting independence David: “So persoftentered care is more about making that patient independent and have the shitls in
where they can manage and cope with their condition or their problem. It's very minghtlgem that
awareness that they need to be-s&haging those problems.”

Peter: “Persoftentered care, | guess, is the ability of a client to actually hayairg active involvement in
their own well-being and therefore progression of their pathology for the better. 8@ngon self
motivation and exercise compliance kind of stuff.”

Sharing responsibility

1. Ultimatelystp.to the patient Susan: “Ultimately even if you put in the program that you've agreed on with the patiesgehss to fit into
their life best and that you’'ve put in some clear sort of goals, and you've motivatechthgouae trying
to get them to have regulppointments or regular contact to help support them, ultimately it's the
patient’s responsibility to do it.”

Jill: “Ultimately it's the patient. | think they’ve really got to want to do it, they’ve really got to be looking
after themselves...wen only do so much as a therapist in helping people along the way.”

2. Therapist responsibility to educate Meg: “You can’t expect them to be responsible for it if they don’t understand how lieda.”

patient Susan: “I'd like to thinkhat ultimately the physio’s got a really important role to help educate the patient to
understand why it's important [to adhere to exercise].”

This article is protected by copyright. All rights reserved



David: “It's a team effort, but it has to work on both sides, and | think certainly if there’s a therapist
prescribing a program, it needs to be aware that they’ve set up those exercises for a particular pur

the reason, and we need to say that to the patient, and explain to them the importance tfendhosen
those exercises for them.”

3. Therapist responsibility to underste Tom: “With the number of exercises or the number of times they do it a week and tlodtisioig, you want

the patient(situation to make sure you have a bit of a discussion with them on what'’s going to be reasonable and'slso v

going to fit into their schedule at the same time.”
Peter: “I think certainly within the [RCT] that [having a physiotherapist toucé Wwéth a patient] can
certainly be really effective and generate againdhent feeling that this physiotherapist actually cares

about their outcome and long term. Therefore their compliance to the exercise pribgnamwill be
better.”

* RCT =randomizd controlled trial

nose and

vha
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Table 4. Thetraining experience themes, subthemes, and exemplary quotes

Themelsubtheme

Exemplary quote

Learning a new language

1. New terminology

2. New ideas

3. Feeling overwhelmed and anxious

Susan: “It was just how it all fitted together that was, | guess, like learning a different langyeegs
initially | found the training a bit bamboozling. There was lots of new terminology and stuff

Alice: “There was a lot of information. And | found it really interesting | had to kind of process all the
information and digest it and put it into practice for it to really make sense.”

Tom: “Conception, | think, was particularly difficult. How to implement it, adhmexact wording and wha
situation calls foexactly what, comes with obviously just experience and trying it out. As a concept,
of the things were fairly understandable.”

Susan: “I guess the training had much more structure and more levels to it treps pehought. | think the
training and the methodology is quite comprehensive and there’s quite a lot to it.”

George: “I just remember it being really informative, my head hurting in the ehd day and, you know,
sometimes whether it's too informative...I dokftow if it's too informative and too much content to
digest, sometimes.”

Alice: “There was a lot, a lot of content and | don’t know, | kind of felt like we jumpewanal a bit. So | king
of went away going ‘wow a whole lot of information, I'm not really sure how to process it.”

Meg: “I found [the first 2 training days] really interesting, very engaging, a dtdwhelming just because
was a lot of, in a way, a different way of doing things, | guess.”

Jill: “Very overwhelming would be my description of it. | went home from that firgtafdraining very

[
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confused and a bit disheartened to be honest because I've never felusedavifien trying to a learn a
new content of any kind.”

David: “I found it was pretty overwhelming to start with, but having the 2 days [ofl itr@iaing] was
definitely beneficial and definitely consolidated some of the ideas and togiasere brought up on the
previous day.”

Challenging coneeptions of practice
1. Out of comfertzone Meg: “It's just a very different way of conducting, | guess you could call it, éntexa as such from what
we’ve been trained to do. So that was in itself a little bit overwhelming, but yoopanvdh it but just
you had to get your head around doing things quite differently.”

Jill: “I was panicking a little bit...I probably spent an extra 2 to @rlqust sitting there with all the resourc
again just trying to get my head around it before that first call [with a pilot patient].”

George: “Say | hadn’'t done the training and you just said, ‘Okay, off you go, call someone ankeeach
exercises over the phone,’ | definitely would have gone about it differently. Thathfarbuld be sort of
dictating to the patient what they needed to do rather than asking if they would like amdidhié whole ¢
it.”

2. Constraining'usual communication Susan: “I felt like it was sort of maybe cramping my normal communication style as a physio where |
style quite confident that | can interact with the patient.”

Meg: “I think it was more a matter éeling that | was going to cover up on all the different steps and tr|
to get that in a smooth fashion rather than sounding really clunky and a conscious sogabiigtiera
different way.”

Alice: “So yeah, just getting my head around the structure of the conversation, ittiféelent how | would

ying

This article is protected by copyright. All rights reserved



normally talk to a patient.”

3. Feeling uncomfortable using some (Susan: “I remember talking particularly about 2 things that made me feel slightiynfortable, but | set m

the techniques

4. Deciding scope aritnits of new

methodology:

Putting it into practice

professional boundaries with things that | wouldn’t usually do. One was talking aboutgpeutieators

in a more personal way...talking about those made me feel a little bit uncaefbeaause that's not the

place to usually go as a physio. When we initially talked about giving dietary advideaadinds of
things, again, | tend to be quite vague about that and try and steer someone in tbe dfrsgtheone |
thought had greater expertise.”

Jill: “I think certainly when we’re talking about that kind of decisional balance tygbaigue* I'm not sure
how comfortable I'd feel using that on someone | may have met for the first tien flace, I'm not
sure.”

George: “I normally really keepy patients in check and accountable for their actions and the patient h
done their exercise, it's like, ‘Well, why?’ Now it's like, oh, well, we’re givihgse patients so much ro
to move. It would be interesting to see if we lose compliance by being too leniendtitoo sure.”

Peter: “The decisional balancing* and all that sort of stuff | think is a littleibkytin my work setting to a

certain degree. And | think it's probably more that | don’t get clients that it's significantly relevant fo

asn’t

r..n

George: “Sometimes | think whether it’s a little bit too recipe focused, I’'m not too sure. | think thak.dtthin

the end of the day she’s [the training facilitator] sort of the guru and you've got therwasid go with

what she says and, absolutely, that's what I'm going to do based on what she’s saying, butroheeagai

a little bit surprisedecause | think that there’s probably multiple recipes you could deliver to getrties

outcome.”
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1. Improved communication

2. Time pressures

Susan: “I think there’s really good structure in the methodology, particularly aroumduwooation. | guess
because the methodology is so detailed, | don’t have those concerns anymore aboutitiediifeyent
types of communicators [in the RCT]. | feel like the methodology and the trainingetivatdone has
given me better skills to deal with lots of different types of communicatoed. déénitely more confiden
about that.”

Alice: “I thought [the training] was really good from that point of view, as famgmaving the verbal
communication, which obviously when it's over the phone, that's the key bit.”

Tom: “I thought [the methodology] was nice in the sense that it had a lot of conceptadhelly probably
didn’t practice, but this put names to it and put a bit more of a system behind it. $habhably my
biggest take from it...that it's a nicer, more formatted way of doing things thatgatentially already
doing, but that’s still good to work on.”

Susan: “You often have a sense of being under time pressure, and | understand thaindpestraore aboul
choosing the things that are going to be of most value to the patient that you work on togie¢néhara
trying to do all the things that you think that you need to do over physio, and some of that isicely d

to
change your mind set about that.”

Peter: “I think the pilot clients were really difficult to fit in, getting across everything that you wantet tg
across in just 2 phone calls and set them up for ateongémonth plan. | f& that was just far too much
fit into the timeframes...whereas when you know you’ve got more phone calls that aps pedrea
longer period of time with that more difficult client, | would be confident of applyioge
methodologies.”

t

iff

) g
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George: “I think time was a big issue...I'm just like here | am standing here gasrig &l taking too long
and then I'm just like [based on feedback from the training facilitator] youwalicjust going to make it
longer. How much asking do you need to do, especially if you've got another patient coming in 2 o
minutes and you've got to get wound up? I'm just thinking maybe it would work more in the public
[practice setting]. It definitely wouldn’t work in the private practice thra at unless, | mean, we have 2
minute appointments, all goes pretty quick. Maybe if | had half an hour, an hour, where | ¢cotdd sta
develop more action plans of patients and get their input.”

3. Value of praetiee with pilot patients Peter: “I think until you go and implement it, it's sort of quite idealistic andle bt tricky to apply in the
real world to a certain degree. So the thought process on how it flows in regardsetondedn actual
interaction with a clienvas certainly tricky to visualize that.”

Jill: “I noticed from that first [pilot] participants to the last [pilot] participants | was a lot smgdtbeuld
flow on from the conversation, get the information | want...so it was definitely woléhelding those
practice clients.”

Meg: “[The pilot patients] have been, well, they continue to be useful, and | thials iteally good to have
that chance to kind of practice the methodology and try and put it into practice and il tbenave
some time to selfeflect on it as well.”

David: “I think to work through how you can deliver the exercises to the patients andrgetritmoard and
getting them compliant and trying to visualize what they’re going through and quizzing ttesy’ aes
going through the program, so that was really useful.”

4. Value of final training day Susan: “I thought [the final training day] was goothihk it was really necessary...I felt | really needed th

last training to understand that grey area a bit better.”

r3
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5. Feeling confident and prepared

Jill: “The way it was set out to have that extra day of training that couplemthshlater was vital. | thought
that that wastte key component that made me a lot more comfortable with being able to do what th
is wanting me to be able to do. And | think without that third day I'd be not as capalslecastd be.”

David: “I think without those training days it'd be a nightmare, it'd be really diffimuivork out what the
expectations are and what we have to try and cover...without the 3 days of trainingHidkrie would
have felt equipped to do that.”

George: “I dofeel confident. To answer your question, | do feel confident. | feel ready to go.”

Meg: “I feel a bit more confident spending a bit more time at that above the line$siegtso that you're
helping them to get to the point where they may be able to do the self-managemenpuodhtesn. | think

I’'m moderately confident but I still think there’s areas where | can conttinogprove. Just | guess

e study

because it's such a departurenfrthe way that we’ve been trained and we’d normally do our assessments

and treatments.”

Tom: “Certainly confident...yeah, I think it's certainly something that I'm corafidet doing, but, as | said

before, with room to improve.”

* HealthChange Methodology technique that involves asking a series of questions grelpagdnt about the advantages and disadvantéges o
performing, and notperforming, a specific action (e.g., completing an exercise program)

T HealthChange-Methodology phrase referring to a patient who has not madeom dedéke action on a behawio
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Table 5. Post-training themes, subthemes, and exemplary quotes

Themelsubtheme Exemplary quote

Defining persorceéntered care
1. Deeper understanding Jill: “I think 1 had not changed but my knowledge probably expanded, | understood the meaning of iten
complex way. So | kind of understood how treatment should be patient-centered, but now | understa
you actually do that.”
Alice: “I think [my understanding of person-centered care has] improved. | probably thauaghtoing
personcenteed care but realized that perhaps | wasn’t. It was still kind of me puslyimgvmagenda, and
I’'m just trying to learn not to do that as much, not to be so prescriptive, which is agbdlle
David: “I think perhaps [my understanding of persamtered care has] became a little bit clearer I'd say. |
like I've got the practical skills now to make what | do more patentered definitely.”
Sharing responsibilities
1. Bigger role ipssupporting adherencDavid: “I guess the training highlighted that to me, that adherence comes down to be# parit's also up
to us as professionals to identify what might be holding the patient back and then trygagdctategies
plans for them to move forward with their program.”
Meg: “I'd say that my responsibility is probably a little bit higher in terms aking sure that | assist the per
as much as possible...not just with giving them the information but trying to assistitiegetting to the
point where they feel ready to utilize that information. Before the training it pyolvabld have been a litt

nd how

feel

bit more about, okay, you know, I'm the physio, I'm giving you all this information, what you do with i

Fis
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your responsibility. But now | think it's a bit more my responsibility also to get thdra tbelow the line.™

Susan: “I feel like after doing the training | understand that the physio can hawh digger role to play [in
helping exercise adherence].”

Jill: “I learnt how careful you've got to be with the way you say things. One or 2 words changsehiieace
can be portrayed very differently to someone else. | think that’s one thing thid hesve to take a step back
and think a little bit more about the way | was saying things to try and get people ortdeastdise]. |
think the other thing is just the fact of how much we just get used to telling geojlis, do this, here’s
your exercises, see ytater, come back...so it certainly made me be a bit more aware of what the patient
wants rather than what | want as a therapist.”

Changed conceptions of role

1. New clinical practices: acceptanceJill: “[The training was] extremely useful fohe study, extremely useful for my general life, extremely use

for clients in the clinics. Yeah, and | found it very worthwhile doing. A part of me wondgrswasn’t
taught some of this earlier in my career.”

Meg: “It's just that it's been eeally positive experience thus far. I've got a lot out of it and not just for the|study
but...it's also something that I've been interested in looking into for a while, so I’'m hopingtinue
incorporating it in my other work as well.”

Alice: “Yes [my practice] has [changed]. Especially regarding exercise prescription, that’'s changed a lot and
how I talk to them about exercises and | guess making it more person-centered for patiems.”

David: “Yeah, definitely [my practice has changed] and I’'m wanting to roll out andrhareof an impact
down the track too. It's been very refreshing and nice to have this method apply to my tmdkimg a

practice for sure.”
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2. New clinical practices: resistance George: “I think there’gotentially other ways to go about it that probably suit my personality better and
that could actually get a better result...I suppose it’s just a lot of trust to go,tiieate@lthChange
Methodology] way is going to be the right way, even though | probably want to conduct an interview |with
this or, yes, | do want to sort of dictate a little bit to my patient...I would say ndifigaktbehavior hasn’t
changed]. I'm just definitely not as patie@ntered.”

Susan: “Part of it's adiut time, so the trade-off is about ticking the boxes of the stuff that you want to do for the
patient because it's your natural way of thinking, that you’re doing a good job versus atptotadd
something in that you think has got value fithi training, and the reality is that they’re not all going to fit in
the same amount of space. | think it takes a much deeper, it's going to take maredtimere depth of
really thinking about how to change my practice, because it's hard to go against so ansuoy geing
things a certain way.”

Tom: “Certainly trying to [change my practice]. It's definitely hard to change lyahits. Once you're in a

familiar environment, you do tend to fall back into old behaviors, but certainly keen to hafleemce.”

* HealthChange Methodology phrase referring to a patient who has made a decisioratbidaken a behavior.
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Confidencein ability to practicein a person-centred manner
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Like learning a new language
New terminology
New ide®
Feeling overwhelmed and anxious

Challenging conceptions of practice
Pushed out of comfort zone
Constraining usual communication style
Feeling uncomfortable using some techniques

Impact on practice

Deeper understanding of how to
embed person-centred care into
practice

Greater responsibility to support
adherence

Spending more time discussing

barriers & facilitators to exercise

Trying to be less prescriptive

Training structure
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