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ABSTRACT

In the field of physical therapy, many aspects are important in developing and
executing a successful plan for improving the health of a patient. The relationship
between the physical therapist and patient is among the most important of these aspects.
This paper offers a deeper sociological look at the relationship between a physical
therapist and patient based on four areas, which seem pertinent to this relationship: (1)
understanding the roles of the individuals involved; (2) compliance of the patient to
prescribed regimens; (3) motivating the patients; and (4) effective communication. This
study offers an analysis of the contribution of these four areas to improving the
relationship between a physical therapist and patient. This study is based on data
gathered through observations made during volunteer work and a supervised sociological
internship within several physical therapy settings and is expanded with in-depth
interviews of four physical therapists. The analysis provides a presentation of evidence
as to how the relationship between the physical therapist and patient can be enhanced by
understanding and applying several sociological concepts and theories.

♦
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INTRODUCTION AND LITERATURE REVIEW
The relationship between the physical therapist and patient is very important for
developing and executing a successful plan for improving the health of the patient. In
this study, I have focused on four specific areas, which seem critical in developing this
effective relationship. These include: (1) understanding the expectations and roles of
both the physical therapist and the patient; (2) maintaining a high level of compliance of
the patients; (3) increasing motivation of the patients; and foremost, (4) effective
communication with the patient (Parsons 1951; Sluijs 1993; Shangold 1998; Cohen-Cole
1991).
Through participant observation, I studied the relationship between the physical
therapist and the patient.
(1) The first area I examined is the difference in roles played by the individuals
involved. From Parsons’ (1951) concept of the sick role, norms and values of the patient
and everyone involved in their care, are defined by patterned expectations inherent in the
relationship. Because the roles, norms, and values of the therapist and patients are so
reliant upon each other, no single element can stand independent of the others (Parsons
1951).

In addition to assuming their professional role, it is important for physical

therapists to be role models for the patients they treat. As a role model, the therapist can
lead by example (Shangold 1998:35). By doing what they teach, and by demonstrating
their confidence in what they teach, the therapist instills credibility to the relationship,
which will have positive effects in the health outcome of the patient (Shangold 1998:35).
In particular, the depth of this relationship can be looked at more closely by
understanding the roles and expectations of the therapist and the patient.

2

(2) Compliance is the second area examined in this study.

Emmy Sluijs

(1993:772) indicates that there are more than 200 factors that may lead to patient
noncompliance. Several of these factors include: the beliefs and attitudes of the patient
(Ferguson 1979:101-105; Heiby 1986:135-152); certain characteristics of illness, such as
how serious the patient perceives the illness to be (Spelman 1980); the characteristics of
the prescribed regimen, such as the complexity or convenience of the regimen (Spelman
1980; Dolan-Mullen et al., 1985:753-781); and the role of the health care provider
(Blackwell 1978:45-49; Haynes et al., 1987:155-166; Sackett 1979:286-294).

The

physical therapist plays an essential role in the compliance of the patient (Sluijs
1993:771). One factor in compliance is prolonged supervision of the patient. If patients
are being monitored closely and given feedback, they are more likely to comply with
their regimen than someone who is not being monitored (Dunbar, Marshall, Hovell,
1979:174-190).

Secondly, when giving instructions, if the therapist does not

communicate clearly or does not explain the reasons for the instructions, noncompliance
may result (Jette 1982:447-453; Svarstad 1976:220-238). Third, if the therapist does not
incorporate the ideas and perceptions of the patient into the prescribed regimen,
noncompliance is more likely to result (Lazare, Eisenthal, Frank, Stoeckle 1987:413432). Finally, if the therapist and the patient have a close relationship the likelihood of
compliance and patient satisfaction increases (Stone 1979:35-59).
(3) The third area examined is motivating patients to follow prescribed
rehabilitation programs. Patient motivation is a task that implies much more than just
prescribing the plan to follow. The physical therapist is a role model, an educator, a
coach and an advisor who is aware of the patients’ schedules, goals, values and
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limitations (Shangold 1998:35). In motivating patients, it is necessary for the therapist to
consider the patient with whom they are dealing. Such factors as knowledge, attitudes,
intentions, expected benefits, beliefs about personal control of health and fitness,
perceived barriers to rehabilitation and self-efficacy are all associated with the motivation
of the patient and, if understood by the physical therapist, could lead to a more positive
health outcome (Dishman 1994:79).
The behavior modification model is useful in understanding motivation for
patients. The goal of the behavior modification model is to capture the individual’s
attention and motivate them to rationalize the rehabilitation program itself.

The

challenge is to motivate them to complete their rehabilitation by making them realize the
relevance of the program and to decrease the barriers they perceive (Dishman 1994:82).
An important aspect of motivating the patient is to teach by example. By doing what
they teach themselves, therapists reaffirm their belief that the program is worthwhile and
thus give the situation credibility (Shangold 1998:35). A recent study has shown that
giving the patient a written prescription for the exercises within the program increases the
likelihood that the patient will be motivated to follow the exercises (Swinburn 1996:13).
Giving patients goals to strive for and unique exercise programs to follow is helpful in
motivating them to achieve their goals and see the benefits of their program (Shangold
1998:36).
Persistence is a key factor in keeping patients motivated.

If the therapist is

persistent in learning about the patients’ lives and understanding how each of thenpatients’ situations and emotions affect their attitudes and abilities to exercise and follow
their regimens, many benefits can be seen (Shangold 1998:36).
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The relationship is

enhanced if the therapist is persistent in following the patients’ progress and
acknowledging positive results, giving encouragement to them during setbacks and
finding solutions to problems or questions they encounter throughout the process
(Shangold 1998:36).
(4) The final area examined is the effectiveness of the communication between
the therapist and the patient. Several studies have shown that the more efficient the
health professional’s communication skills are, the greater the patient satisfaction (Ong,
et al. 1995: 903-918). Studies have also shown that more effective communication and
increased patient involvement is significantly related to improved health outcomes
(Stewart 1995).

This communication begins in the initial patient interview by the

therapist. Dr. Cohen-Cole has developed a model that divides the initial physicianpatient relationship into three functions: gathering data; building rapport and responding
to emotions; and educating patients about their illnesses (Southern Medical Journal
1994:10). Dr. Cohen-Cole emphasizes the importance of encouraging the patients to talk,
using nonverbal cues (such as sitting at the same level as the patient and maintaining
direct eye contact) and restating what the patient discloses in order to reaffirm the
physician’s understanding and to promote further disclosure by the patient (Cohen-Cole
1991).

Health professionals and patients have different views regarding what is

important for good and effective communication, including differences in the quality of
the interaction between the physician and patient, patient compliance, patient education
and the eventual health outcomes (Sanchez-Menegay, Stalder 1994; Laine, et al. 1996;
Roter, et al. 1997). These differences in views need to be addressed and resolved in order
for effective communication to result (Sanchez-Menegay, et al 1997).
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Assumptions

made by the health professional can also be harmful to effective communication (Kee
1996:958). In studies by Seligman and Pratt (1957) and reiterated by several others, it
was shown that doctors significantly overestimate the level of patient understanding.
These studies found that the amount of explanation given to patients was directly related
to how the physician perceived the patient to understand the situation.

The less the

physician felt the patient understood, the less information the patient would be given
(Kee 1996:960). By understanding the faults of poor communication we can rebuild and
enhance the therapist-patient communication and therefore the overall relationships as
well (Kee 1996:960).

*
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RESEARCH ISSUES
This study has originated out of my studies in sociology and my experiences as a
volunteer and intern in several physical therapy settings. Being a Sociology major and
planning to enter the field of physical therapy, it is important to understand the
association between the two. Explaining the importance of the social interactions and
social issues that are present in the physical therapy profession seem apparent, but in
what ways will studying sociology make me a better physical therapist? I wanted to
explore this question specifically as it is applied to the physical therapist-patient
relationship.

In doing so, this paper attempts to ascertain the ways in which

understanding and applying sociological concepts and theories can help to increase the
success of a physical therapist-patient relationship.
To study the relationship between physical therapists and their patients, I have
explored four specific areas that appear to be important in establishing an effective
therapist-patient relationship. I have taken my observations and the result of interviews
with several physical therapists, and integrated these with an extensive literature review
and an understanding of the basic sociological theories present, in order to answer the
following questions.
First, what are the differing roles that the physical therapist and patient play?
Second, what is the level of patient compliance and what are some ways to
enhance and maintain this level?
Third, how important is motivating the patients and what are some ways to
accomplish this task?
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Finally, how necessary is effective communication within the physical therapist
patient relationship?
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THEORETICAL BACKGROUND
*

In considering the four elements to this study, several theories must first be
understood. It is important to realize that the following are not the only theories that may
apply to the material, but that they do fit the situations very well and will be the focus of
my comparisons and applications.

L. J. Henderson refers to the physician-patient

relationship as a social system (Henderson 1937). Expectations and the effects of their
social roles on each other influence both physical therapist and patient. The theories to
be discussed are based on the physical therapist/doctor-patient relationship being a social
system.

Understanding certain sociological concepts and theories is pertinent to

developing a successful physical therapist-patient relationship.

SICK ROLE
Role theory states that society’s structure is executed based on roles we develop
and recognize, according to presumed statuses within our society (Bloom, Summey
1976:21). The concept of the sick role, developed by Talcott Parsons (1951), applied role
theory to illness within our society. Parsons defined the "sick role" as a form of social
deviance, in part separated from other forms of deviance, such that the sick people are not
responsible for their condition as they "can't help it" (Parsons 1951).

Because of the

possibility for secondary gains, illness is legitimately regarded as deviant behavior
(Cockerham 1995:151).

Although illness may result from motivated exposure to

infection or injury, the sick role is based on the assumption that being sick is not a
deliberate or knowing act of the sick person (Parsons 1951).
The sick role deals directly with the physician-patient relationship and their work
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together to restore the health of the sick person. Parsons defined the sick person as taking
on the “sick role” and the physician as taking on the “professional role” in the
relationship (Parsons 1951). The sick role is then established through four expectations
of the sick person: (1) realizing that it is undesirable to be sick and wanting to get well;
(2) seeking competent help and following the guidelines set before them; (3) being
exempt from normal social responsibilities, depending on the severity of the sickness; (4)
being not responsible for their condition. These sick persons cannot be held accountable
for their sickness, but must work to regain their health (Parsons 1951).
Parsons also defines “Professional role” with four expectations: (1) acting for the
welfare of the patient; (2) being guided by the rules of professional behavior; (3) applying
a high degree of acquired skill and knowledge to the problems of the illness; (4) being
objective and emotionally detached from the patient (Parsons 1951).
In the late 1950’s and early 1960’s, the sick role model was challenged by many
(Bloom, Summey 1976:31). There appear to be two significant faults inherent to the sick
role theory. First, the theory is limited to only the physician and patient and is mainly
seen from the physician point of view. Second, sick role theory has a limited application
to certain illnesses (Freidson 1970). Rather than placing the sick role in reference to the
physician and patient only, Samuel L. Bloom incorporated studies by Spiegal (1954),
Kluckhohn (1950), and Bales (1950) to conclude that the relationship is affected by other
factors. Some of the factors he included were the physician, the medical profession itself,
the physician's reference group, the patient, the patient’s family, and the reference group
of the patient (Bloom, Summey 1978:30). Elliot Freidson further expanded Parsons’
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work to include all of the health care workers involved in the patient's care (Bloom,
Summey 1978:29).
•

The sick role model is not applicable to many conditions which society considers
to be examples of sickness (Freidson 1970).

Elliot Freidson was aware of the

deficiencies of Parsons’ model, especially in that it did not apply to chronic illness
(Bloom and Summey 1976:31). The sick role is more appropriate for acute, impermanent
impairments, and physical conditions, all of which are believed to be eventually curable
with medical help (Freidson 1970). The sick role is not applicable to chronic problems,
conditions resulting in physical or mental disabilities or to conditions that cannot be
treated effectively (Freidson 1970). The sick role is also geared more toward middleclass patients and variations between different people and social groups.

However,

Parsons’ sick role can be used as a “working” model for most illness situations. From the
basic frame this theory provides, this theory could be useful in making sociological
comparisons and analysis (Cockerham 1995:159-165).

SYMBOLIC INTERACTIONISM
According to symbolic interactionism, social interaction is the continuous process
of presenting and interpreting symbols through thinking about what another person is
trying to communicate through the use of the symbols (Stockard 1997:109). This is a
broad definition, as the concept of symbolic interaction is based on a general similarity in
the works of several theorists and their differing views on society’s group interactions
*

(Blumer 1969:1). Symbolic interaction is based on the work of George Herbert Mead,
who approached individuals as creative, thinking organisms who can choose their
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behavior, rather than just being influenced by society’s processes (Hewitt 1976:42).
Symbolic interactions assume that behavior is based on symbolic meanings that are
♦

shared, communicated, and manipulated by interacting human beings in a social situation
(Mead 1934:66-7). Based on the work of Mead, Herbert Blumer developed three simple
premises that symbolic interaction rests upon: (1) “.. .human beings act toward things on
the basis of the meanings that the things have for them.” (2) “...the meanings of such
things are derived from, or arise out of, the social interaction that one has with one’s
fellows.” (3) “...these meanings are handled in, and modified through, an interpretive
process used by the person in dealing with the things he encounters” (Blumer 1969:2).
William I. Thomas added to the symbolic interaction paradigm by his introduction
of “Definition of the Situation”, in particular referring to crises situations (Volkart 1951).
His precept is based on two points: (1) the same crises will not produce the same effect
uniformly in all people.

(2) adjustment to and control of a crises situation will be

determined by an individual’s ability to compare their present situations to similar
experiences in their past and, based on those past experiences, revise their judgement and
actions (Volkart 1951). Based on these two points, people’s perception of a situation and
the way that they choose to deal with that situation, will be the ultimate determinate of
the outcome of that situation (Mechanic 1978:293). The number of coping behaviors a
person has is a crucial element in understanding the different ways that people will deal
with a stressful situation (Graham and Reeder 1972:63-107).

♦

EXCHANGE THEORY
Exchange theory, as envisioned by George Homans, portrays society's actions as
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an exchange by rational individuals. These individuals will decide to execute, or not
execute, an action based on consideration of the rewards and costs involved (Homans
1961:59). This theory is based on the rational acting model which assumes that human
behavior is guided by a logical, objective, thought process. The rewards and costs to be
considered are not only material goods such as a job or money, but are also non-material
goods such as pain, self esteem and respect. Exchange can be analyzed in terms of
motives of the individuals involved in the exchange, but then must be looked at in terms
of social process (Blau 1987:85). The basic idea and concepts from this paradigm can be
applied to give new meaning to everyday interactions (Blau 1987:100).

ANOMIE
Emile Durkheim (1966) described anomie as a circumstance or condition in
which the norms do not fit the situation. Durkheim stated that “anomie depends not on
how individuals are attached to society, but on how it (society) regulates them (the
individuals).” Anomie is often associated with sudden or dramatic change. In this sense,
it has been referred to as the "suffering from the pains of transition" (Richter 1960:201).
The individual experiencing anomie usually expresses this through feelings of anxiety
and frustration (LaCapra 1972:159-60). Durkheim (1966:324) described anomie as being
underdisciplined, underintellectual and overemotive. Although he concentrated most of
his studies on anomie as it pertains to suicide, he and others such as Robert Merton
(1937) and Kai Erikson (1966), expanded on anomie to apply it to many areas of society.

<
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METHODS
Between 1996 and 1998,1 completed an extensive study of four different physical
therapy settings, recording four hundred hours of observation with six different
therapists. Much of this time was part of a supervised internship in sociology. The data
gathered from this study is based on journals kept for each day of observation, recording
specific interactions and how they related to sociological concepts or theories.
Furthermore, the data is based on the results from four face-to-face interviews and finally
the analysis of an extensive literature review.
The first observational setting was a hospital rehabilitation unit. In this unit, I
acted as a participant observer of three therapists who treat general medical rehabilitation,
post surgical patients, orthopedic and neurological injuries, some wound care, and a
range of patients from pediatrics to geriatrics. In this setting, I observed for thirteen
months and a total of one hundred and ten hours. The second observational setting was
with a school district physical therapist. In this setting, I acted as a complete observer
and followed her work with children up to the age of eighteen, all of whom were
handicapped either from complications at birth or due to some trauma early in their life. I
observed twenty hours with this therapist over a span of four months. The third and
fourth settings were private clinics. In the first of these clinics I acted as a participant
observer for one hundred and forty-five hours, working with a wide variety of patients,
much like the hospital (with the exception of wound care). Finally, in the other private
clinic, I acted as a participant observer and worked primarily with post-surgical patients
and sports rehabilitation. In this clinic, I observed one hundred and twenty-five hours.
The observation done in the clinics was completed over a seven-month time period.
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Along with the observation hours, I was also able to interview four of the six
therapists, all of whom have been given pseudonyms. Janna graduated from St. Louis
University in 1987, has worked in both home health and private clinics, and is presently
working in a hospital rehabilitation unit. Kris has been a physical therapist for 20 years,
as she graduated from Columbia University in 1975. The first two years, she spent in a
home health and filling in for other therapists. For the past 18 years, she has worked with
pediatric patients in the school system (grades k-12). Tom graduated from the University
of Montana in 1992, worked for private physical therapy clinics for four years and then
opened up his own private clinic in 1996. Paul graduated from Columbia University in
1980, worked for five years in a hospital, and has run his own clinic for fourteen years.
The interviews, conducted over a two-week period, were face to face with open-ended
questions that lasted an average of thirty-five minutes. The environment in which the
interviews were conducted, and the questions used, were kept as similar as possible in
each instance as a means to avoid influencing how the questions were answered or
introducing bias of any kind.
The data compiled seems to strongly support earlier findings of the literature
cited. A limited amount of literature was available dealing directly with the physical
therapist-patient relationship, so I applied the information available for physicians to the
therapist. In doing so, it must be recognized that some problems are incurred. The
foremost problem is the difference in the status between the physician and the therapist.
Not only do physicians have to refer the patients to therapists, but the physicians are also
seen as a higher status from the standpoint of society as well.
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Several other limitations to this study exist and must be accounted for. First, I
observed and interviewed a relatively small sample of therapists. Second, the number of
settings in which I observed was limited as well. Another limitation is that both the
therapists and the different settings were nonrandom. Finally, it must be recognized that
my presence may have altered the action of the patients or the therapists. With these
limitations in mind, we must be cautious in reviewing the results of this study.
Again, it must be noted that the names of the therapists and the characteristics of
the individual patients have been changed to insure as much confidentiality as possible.
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ANALYSIS
PHYSICAL THERAPIST AND PATIENT ROLES
My observations have confirmed that by understanding the social roles that the
physical therapists and their patients follow and expect of each other, the relationship
between the two can be greatly enhanced. By fulfilling these roles and keeping the
interaction as similar as possible to what is expected, surprises can be eliminated and the
basis for an inherent trust and comfort is established. That trust and comfort is the first
stage in the beginning of a successful physical therapist-patient relationship.
Similar to the findings of Parsons in developing the sick role theory, I have found
that expected roles can be associated with both the patient and the physical therapist. In
most cases, the patient takes on the role of the “sick” person, as they seek help from the
“professional” therapist. The patients seem to fit the role Parsons described very well.
The need for the patients to see a physical therapist usually shows that their physical
performance is being inhibited in some way, to the point that they need assistance to
restore whatever loss they have. Through the observations I have made and the interviews
conducted, I have found that physical therapy does in fact fall into Parsons’ sick role
concept fairly well for all of the settings except for the school system therapy program.
The school system patients fell more into the categories of patients that Freidson (1970)
showed to be unsuited for the sick role theory. The main reason for this is that the
majority of the patients I observed within the schools had chronic rather than acute
problems.
In accordance with Parsons’ sick role model, most of the patients I observed,
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depending on the severity of their ailments, were exempt to some degree from their
normal responsibilities. However, this was followed with much pressure from society, as
it was seen as a type of deviance.

Most of this pressure came from the insurance

companies which impart treatment caps that, in many cases, seriously limit necessary
treatment for the patient. The most obvious type of pressure from society was with the
patients who were receiving workman’s compensation. In one case, a 57 year old man,
who stocked shelves in a grocery store and worked as a waiter in a restaurant, had fallen
and broken his humerus and was placed on workman’s compensation.

Instead of

allowing him time to heal correctly, he was pressured by his physician and the
restaurant’s insurance company to return to work after three weeks, whereas the
minimum recommended time would have been closer to six weeks. The physician and
insurance company felt that he was delaying his recovery to reap benefits from the
workman’s compensation. They felt this was a type of social deviance because he was
not following the first part of Parsons’ concept of sick role stating that a person must
realize that it is undesirable to be sick and must want to get well (Parsons 1951).
Eventually, with several recommendations from the therapist to keep him out of work
longer, he returned to work after six weeks, but had to deal with unnecessary pain as a
result. Seemingly, many cases of people collecting workman’s compensation are in fact
a form of social deviance; however, this case, as with many others, was treated
unreasonably as a result of a change in a person’s ability to complete his expected role.
By playing roles other than the “professional”, the physical therapist can
significantly add to the relationship with their patient. Three of the four therapists agreed
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that the therapist must act as experts or authority figures in the relationship.

Janna

expressed this by saying:
You must be able to be decisive and show your patients that you are an
expert in what you do. You must show that you know what you are doing
and that you believe in what you are doing to develop any type of
professional relationship at all.
Three of the therapists added that the therapist takes on the role of a motivator and
counselor as well. Three of the four therapists stated that they were not very good at
motivating their patients, and that if they could develop this skill, it would be beneficial
to their practice.
Although the therapists stressed that they were not counselors, all of the therapists
were asked for advice on matters other than the physical challenge for which they were
seeking help. I noticed that the more a patient trusted the therapist and the closer the
relationship was, the more open the patients were in disclosing information and asking
for advice. In one particular instance, a patient became so comfortable with talking to the
therapist that he began to fabricate injuries and pain just to be able to keep returning for
therapy and someone who would listen to him. In this case, the therapist recognized this
problem and had to release the patient. The physical therapists were solicited for medical
advice as well. Janna, Paul and Tom all had patients that explicitly stated they would not
consider their doctor’s recommendations until they spoke to their physical therapist. This
was especially true in receiving advice for surgeries or injections.

One patient was

absolutely against receiving any injection for her lower back when her physician brought
it up. When she explained this to Paul she was almost to the point of tears because of her
strong feelings against this procedure.

However, after Paul gave her an extensive
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explanation of the procedure and a confident recommendation, the individual underwent
the treatment and her symptoms were relieved as a result.
*

Shared or common roles of the therapist and patient can improve the relationship
between the therapist and patient as well. Cooperatively, the patient and therapist must
take on the role of partners in their rehabilitation. Janna stated that “By treating the
situation as a partnership, the information from both the patient and therapist can be
combined and the most effective treatment regimen can be devised for each individual”.
All of the therapists indicated that a sense of partnership with the patient was very
beneficial for the development of the relationship.

COMPLIANCE TO PRESCRIBED REGIMENS
In attempting to maximize the relationship between the therapist and patient,
compliance is a crucial element to making the relationship successful. If the patient does
not comply with the prescribed plan, the chances for a successful rehabilitation
significantly drop. The therapists I observed all reported that they had incidences of
noncompliance with their patients. Noncompliance was found to be more prevalent in
the clinical and hospital settings than within the school system physical therapy program.
In the school system, Kris estimated the compliance rates with her pediatric patients to be
extremely high; whereas, the therapists working in the clinics and the hospital reported a
lower level of compliance. Kris commented that “...kids are different, kids don’t have as
much power to resist what you want them to do, especially at school, like an adult does.”
The other therapists stated that their compliance rates were average to above average with
estimations of compliance ranging from 30% to 75%.
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Paul’s compliance level seemed to be reflected by Thomas’ symbolic
interactionist concept of “Definition of the Situation’’ (Volkart 1951). In explaining his
compliance level, Paul stated:
Compliant patients generally are compliant because their reason for
recovering is important to them. Personality also plays a part, but
generally, the personality and attitude associated with non-compliant
patients are attributed to how they handle anything in their life.
This statement reaffirms that the same crisis will not produce the same effect in
everybody. This is evident in the way people handle pain. One situation involved a
young girl who had severely broken her ankle. Because she could not handle the pain
well and because she would not put herself through some pain to get better, she would
not do her home exercises and eventually refused to return to therapy.

This was a

decision that could prove to be seriously harmful to her in the long run. Based on this
example, it seems evident that if therapists could determine how a patient will handle the
different situations and are able to give the attention and treatment according to this
determination, an improved relationship and plan may result in improved compliance
rates.
The second part to Thomas’ “Definition of the Situation” is relevant as people
often base their rehabilitation on what they saw a family member or friend go through.
This was especially evident in people who underwent knee (ACL) surgery. Many of the
patients would tell stories about people they knew who had the surgery years ago, who
still had problems and were left with a large scar as well.

Entering a situation as

traumatic as a surgery with this type of perception could not only affect the compliance,
but also the trust and overall relationship with their therapist. By realizing that these
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concerns are present and educating the patient to make them as comfortable and
confident about the procedure could help them to an easier recovery.
•

Two of the therapists felt that their relationship was definitely affected by
noncompliance, while two of them said the relationship was not. The two that said the
relationship was unaffected, stated that if the patients were not complying, they usually
have a valid reason, and that they then have to adjust what they are doing to try and
increase the level of compliance.
In my observations, I noticed that patients were sometimes labeled, usually on the
basis of their type of injury or by their situations, namely workman’s compensation. If
the patient was in therapy for workman’s compensation, it was often presumed that the
level of compliance would be less than other patients. This label was not generally aimed
toward the individuals, but was based on the common perception society has attributed to
these patients, and the former experiences the therapists had with individuals receiving
this benefit. As in the earlier example of the 57-year old man who had broken his arm,
sometimes society’s labels can be very harmful for patients. Back and fibromyalgia
patients were often given similar stigmatization, based on prior experiences.
B.F. Skinner presented a behavior modification model that assumes that stimuli
and feedback can influence behavior.

While the stimulus triggers the behavior, the

feedback reinforces this behavior. In order for the behavior to be repeated, the stimuli
and the feedback must both be present (Skinner 1951). This model was used to gain
compliance with several individuals. One case in particular involved a young boy who
was very easily distracted and generally difficult to keep on track for his rehabilitation.
In order to get him to work hard and concentrate on his program, each day he was given a
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grade based on the therapist’s perception of his behavior and the work he did. When the
boy was able to get so many “A-days” in a row, he was rewarded with a pizza. This
method worked well to get the boy to comply with his exercise regimen.

MOTIVATION
Many observations relate directly to the use of Rational Choice Theory to
motivate patients to follow prescribed regimens. Two of the therapists interviewed said
that their main method for motivating patients was to give them the facts about their
rehabilitation. First, the therapist explains to the patient what the rehabilitation program
would consist of and educates them about the importance of the program, based on the
desired results of the therapy. The therapist explains exactly what they want to get out of
the treatment and how that would improve the patient’s health. This process gives the
patient the understanding of the “benefits” involved with the treatment.

Then, the

therapist gives the patient the other side of the story and tells them the “costs” involved
with the treatment. These may include pain, time, readjusting their daily schedules, and
sacrifices they will have to make to complete their rehabilitation. Based on the education
the patients receive from this presentation, the patient has the choice to continue with the
program or not. The therapists brought home the reality of noncompliance by giving the
patient a straightforward explanation of the negative outcomes that could possibly result.
One therapist said that he used this technique to dramatically emphasize the
consequences of not doing the program, and usually the patients will take their
rehabilitation more seriously.
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Three of the four therapists interviewed stressed the importance of seeing
progress as motivation for their patients. “You must get any kind of results to show the
•

patient their progress” stated Tom, “Seeing results will get them excited about what they
are doing.” In one case, a 13-year-old girl had been troubled with knee pain for as long
ago as she could remember. After seeing numerous doctors and physical therapists, and
after finding no solution, she was unsatisfied and stopped seeing them.

Her pain

persisted until she began to see one of the therapists that I observed. The therapist was
successful in that he was able to calm her down enough to show her some progress with
what they were doing. From the moment she noticed the pain decreasing and the results
beginning to show, her rehabilitation took off and she was able to do all that she wanted
to do, with minimal or no pain. By showing the girl progress, the therapist was able to
show her a shift back to what she knew to be the norm. Previously, she was in a state in
which the norms did not fit her situation. Because her pain limited the activities of this
girl, society was in fact regulating her and the result was anomie. I found that two
approaches were useful in relieving this state of anomie and motivating the patient to a
successful rehabilitation: (1) redefining what the individual perceives to be hard work and
pain; and (2) limiting the number of exercises given for the patients’ home programs; and
(3) educating the patient and people around them.
Tom explained that there is a need to redefine hard work and pain. If the patients
can believe that they are hard workers and that the pain is not as bad as they think, then
that is when the real progress can be made. If the therapist can label the patient so that
•

they believe that they fall into these categories, the benefits can be numerous. If patients
can then begin to think in this manner, they can break any barriers that have previously
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been laid before them. An example of someone pushing through these barriers is the case
above in which the other doctors and therapists had convinced the girl that she would
®

have chronic knee pain. By getting her to believe that she would get better and that her
pain was not as bad as it could be, she was able to overcome the pain and the
rehabilitation was successful.
Limiting the number of exercises given to the patients was a common way to
motivate patients. By giving them fewer exercises to do, therapists allowed the patients
to concentrate on what they needed to focus on the most. For example, Janna said:
If we limit the number of exercises we give our patients, they will be more
likely to follow through with their program and they’ll see some benefits,
which usually motivate them to continue with the exercises.
All of the therapists included this as a major point. I found that if a therapist gives a
person too many exercises to follow, the patient would most likely lose interest or not
have the time to do them. If that happens, the exercises may be rushed through and done
incorrectly, or not done at all. In that case, giving a home program could be more
harmful than it is beneficial. To avoid this, the therapists said that they are careful to
base their programs on each individual patient.

Limiting the number of exercises

exemplifies how exchange theory can be used to relieve the patient’s state of anomie and
to motivate the patient throughout the time of treatment.
In observing with Kris, I found that one way she motivated the children she
treated in the school system, was to get their classmates and teachers involved. By giving
lectures and educating the classmates and teachers, she was able to get their support and
encouragement, reducing the likelihood that the child would be outcast from their peers
or society. By making her patients a part of the class and community, she was able to

♦

return different aspects of their life to the norm. Being a part of the norm motivated these
patients to push their rehabilitation. Several times when Kris would have the child out in
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the halls working with them, either teachers or students passing by would give some type
of positive reinforcement to them and the change in motivation could be seen instantly.
*

One premature child practiced her walking with a walker every morning and, each time
someone (especially classmates) would encourage her or even just acknowledge her, she
would smile and increase her effort.
If a physical therapist could use the basis of such concepts as rational choice and
anomie, they could use that knowledge to motivate patients to get the most out of their
rehabilitation.

COMMUNICATION
To effectively communicate with patients, the therapist is required to understand
many aspects of the patient’s life.

The therapists interviewed felt that it was very

important to understand such aspects as the patient’s priorities, perceptions of their
difficulty, expectations of the therapist and what they expect for results from the
treatment, and any difficulties that think they may encountered. By doing this, a program
can be devised that incorporates both the expectations of the patient and the therapist,
allowing them to build a partnership for rehabilitation. Due to the physical problem,
patients have to make many changes in their normal routine. Some of these changes
include having their daily schedule altered due to doctor’s appointments, going to
physical therapy, taking time off of work, and not being able to do all that they were
previously able to do. These changes have a great impact on the patient, both physically

£
w

and mentally. Paul said, “I don’t think that there is anything that goes on to a person
physically, that doesn’t affect them emotionally.” Paul later went on to explain that by
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understanding how the patient is mentally handling the problem, the physical therapist is
better able to find a more effective approach to the physical treatment of the patient.
My observations seem to reflect the model laid out by Dr. Cohen-Cole (1991),
particularly the necessity and benefit of building rapport and responding to patient
emotions and the importance of educating the patients and others about the disease or
injury.

In developing effective communication, Tom said that the most important

element for him was to initially find something in common with the patient, so that they
could see each other on an equal level. By bringing the relationship to this level, a
comfortable trust is formed and a strong rapport can develop from there. Having trust
seems to allow for a more open and extensive exchange of information throughout the
relationship.

Among the therapists I interviewed, trust was mentioned as the most

important element of a therapist-patient relationship. The therapists all felt that if the
patients did not trust them or the program that they were given, the program would not
work for the patient, and the patient would not work for them. During the observation, I
noticed the importance of trust when talking to four different patients who had transferred
from another therapist to work with one of the therapists that I was observing. They
explained to me that they did not trust either the type of treatment they were receiving
from the other therapist, or they didn’t feel that they were making enough progress. Trust
was evident in the fact that many times the patients would not accept the advice of the
doctors before they consulted with the therapist, especially when the decision included
surgery or some medical procedure.
An example of the importance of trust for effective communication within the
relationship was evident in a case observed in which an individual was recovering from
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being badly burned. Along with going to therapy at the clinic I observed in, she was also
seeing doctors and therapists in the city that initially treated her for the bums. While she
was recovering from her injury in the other city, the therapists and doctors there did not
treat her very well and her trust of them was lost. As a result, whenever she had to go see
these people, she would not communicate her feelings or problems to them or do
anything that these doctors would tell her. On the other hand, because the therapists that
I was observing did gain her trust, the communication was much more open and the
patient would do just about anything that he said, usually without question.
Symbolic Interaction appears to play a key factor in the communication between
the therapist and patient. I found that various symbols, particularly verbal and nonverbal
cues, are important in the relationship. These cues act as a type of feedback for the
patient and help keep the patient on the same level of understanding as the therapist.
These cues give the therapist an idea of the level the patient is on as well. By watching
the cues from the patients, the therapist can understand if the patient is in pain or
confused. Cues were used in all of the situations that I observed and the therapists agreed
that they were used to keep the lines of communication with the patients clear.
Herbert Blumer (1969:2) based symbolic interaction on the premise that
“...people will act toward things on the basis of the meanings that the things have for
them.” By finding something the patient would like to be able to return to doing, such as
walking or jogging, the therapists were able to use those ideas to communicate the
importance of the treatments. Finding what the patients wanted to achieve, allowed the
therapists to get feedback from the patients as well, because both were working toward a
common goal important to both.
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The therapists all mentioned that listening to the patients was a major element in
the relationship as well. All of them mentioned active listening as a necessary factor in
the communication in order to keep everyone on the same page. Kris expressed the
importance of listening not only with her “therapy head,” but also with her heart. Paul
added that “listening to the patient is very important rather than just passing them off as
patient number 287 for the year, and assuming that you know what their problem is and
what will help them.”
Communication is an essential property that seems to dictate how the therapy will
proceed. Dr. Cohen-Cole’s model and such sociological concepts as symbolic interaction
allow for the communication to be enhanced and thus the relationship to be benefited.
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CONCLUSION
The purpose of this study was to answer the question: In what ways can
understanding and applying sociological concepts and theories help to increase the
success of a physical therapist-patient relationship.

The information taken from this

study and point of view may help the physical therapist to understand what the
relationship is inherently based upon, and ways to further develop this relationship.
Although this is a limited study, the information gained has revealed several findings and
observations, which could prove useful for helping physical therapists develop effective
relationships with patients, and vice-versa.
The major finding of this study is that the physical therapist-patient relationship
can be improved based on a sociological perspective of the development of four areas
addressed: the roles of the therapist and patient, the compliance of the patient to treatment
plans, the motivation of the patient, and the communication between the therapist and the
patient. In defining the roles of individuals involved, the sick role and other inherent
roles were evident.

Compliance was examined through Thomas’ “Definition of the

Situation”, labeling and behavior modification.

Motivating patients was looked at

through rational choice theory, reality therapy and anomie. Finally, communication was
explored through Dr. Cohen-Cole’s model and symbolic interaction.
These areas are all important in developing the relationship; however, all of the
therapists interviewed agree that each separate element is only a part of the relationship
and of the treatment. They agree that in order to develop the relationship to it’s optimal
level, the plan must be approached in a holistic manner, involving biological,
psychological and sociological aspects of the patient. If the treatment is administered and
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the relationship is developed with this in mind, they all feel that a successful and effective
relationship will result.
•

In developing a holistic relationship and treatment, these

elements should be included along with other elements, not included in this study.
In further studying the application of sociological concepts to the physical
therapist-patient relationship, a larger sample of therapists, more therapy settings with
greater amounts of diversity within them, and a quantitative study to support the
qualitative data gathered would be beneficial. This study is important for the profession
of physical therapy and also for the patients of therapists because it does give some
observations and insight that may help to further enhance the relationship.

Through

developing areas of role definition, compliance, motivation and communication, the
ultimate goal to return the patient to their previous state (if not an improved state than
when they began the therapy) can be accomplished. This will result in more satisfaction
for both the patient and the physical therapist.

*
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