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Abstract 
Person-centred practice (PCP) constitutes an important, individualising approach that 

strives to confront a legacy of healthcare paternalism. The biomedical roots of 

physiotherapy, alongside context-specificity of PCP, hinder realisation of this humanistic 

model, particularly where research is lacking. This thesis explores how PCP is understood 

and experienced by patients and primary contact physiotherapists within emergency 

departments (ED) to address this identified research gap. 

A qualitative systematic review of musculoskeletal physiotherapist and patient views on 

PCP informed subsequent mixed-methods exploration of ED physiotherapists’, and 

qualitative exploration of ED patients’, views of PCP. The systematic reviews’ findings 

underscored the importance of person-centred traits, communication and empowerment 

when treating the unique person, generating novel contributions on how clinically brave 

ED physiotherapists might achieve empowerment through meaningful activity. The 

subsequent mixed-methods exploration of person-centredness among ED 

physiotherapists revealed a cognisance of their struggle between biomedicine and 

person-centredness, where entering a patient’s world helped navigate the challenging line 

between ED attenders’ wants and needs. Finally, a qualitative study exploring perceptions 

on the person-centredness of ED patients who had their care episode managed by a 

primary-contact physiotherapists, recognised the benefits of this ED physiotherapy 

model, through aspects of their connection, competence and time, while illustrating 

patients’ experience of ED physical environment. Novel contributions from the patient 

perspective, here, reflected a cognisance of certain environment limitations to PCP, as 

well as institutional challenges to their personhood, with a suggestion that ED patients 

anticipated a validation of their visit and valued the educational aspects that the 

physiotherapists provided. 

The combined findings produced common threads on the importance of therapists 

holding an empowering attitude toward, and listening, to patients as well as pursuing 

meaningful interaction with them. This shaped specific recommendations, with practical 

application, that are offered to assist ED physiotherapists PCP within the UK and beyond. 
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 Introduction 

1.1 Overview 
This thesis sets out to explain how person-centred practice (PCP) is understood and 

experienced by patients and physiotherapists in the emergency department (ED). To 

achieve this aim, the researcher has chosen to focus specifically on primary contact 

physiotherapists and those individuals with musculoskeletal conditions that they manage 

in ED. Individualised person-centred approaches are important for ensuring that people’s 

preferences, needs and values guide clinical decision-making through care that is 

respectful and responsive towards them (NHSE, 2024b). The wholesale acceptance of 

PCP as a core aspect of quality healthcare, supported by recommendations for health 

policy to enable this (Wolfe, 2001; The King’s Fund, 2013; WHO, 2016), makes the search 

for new knowledge here an important one.  

The Chartered Society of Physiotherapy (CSP) and other international physiotherapy 

governing bodies cite PCP as an essential aspect of members’ practice (American 

Physical Therapy Association, 2018; Chartered Society of Physiotherapy, 2019; 

Physiotherapy Board of New Zealand, 2020). Despite this expectation to deliver on 

person-centredness, there remains a lack of clarity on how this might be operationalised, 

particularly in non-traditional musculoskeletal physiotherapist settings such as ED.  

This chapter commences with an outline of the researcher’s journey in deciding to explore 

this topic. The introduction then advances thought the historical origins and development 

of PCP, which outlines definitional challenges, PCP’s interrelation with other models 

within musculoskeletal physiotherapy, and a consideration of ED physiotherapy and PCP. 

The chapter will then conclude with a summary of the thesis chapters to aid reader 

navigation. 

1.2 The author’s research journey 
Within two years of qualifying as a physiotherapist I had opted to specialise in the 

management of patients with musculoskeletal conditions, as I had found this to be at the 

forefront of my clinical interests. Over the subsequent 16 or so years I gained extensive 

clinical experience in the field of musculoskeletal practice within both National Health 

Service (NHS) and private sectors, and across a diverse range of settings including 

physiotherapy, orthopaedics, and fracture clinic outpatient departments; trauma and 

elective orthopaedic wards; emergency and primary care.  
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All this clinical experience had, it seemed, by default, situated me within a quantitative 

research paradigm; something which became more apparent as I instinctively leant into a 

randomised controlled trial (RCT) protocol for the research module of my professional 

health and social care master’s degree. But this was, after all, a time when I gave little 

thought to researcher positioning or paradigms but just knew that I felt comfortable in the 

safety of such empirical inquiry; that there existed an objective truth that could be 

revealed by careful investigation.  

In applying for my PhD, this research view persisted and was again manifest in my rather 

positivist research proposal to develop and test a smartphone application for back pain 

management in ED. However, this apparent quantitative bent was all about to change 

during the first year of my doctoral studies, when I became cognisant of incongruity 

between the type of questions, i.e., about the human experience, that I was seeking to 

answer and an objectivist view of reality that I had thus far maintained. 

Despite the acquisition of new clinical knowledge and skills, my approach as a 

physiotherapist had, it seemed, always centred around rapport-building, clear 

communication, and meaningful connection with patients – concerning myself more with 

the patients’ subjective world than any objective truth. I believe that this is due, in part, to 

my personality type, but also my belief that such heart-felt connection is equally, if not 

more, important than the technical expertise demanded of the physiotherapist role. I 

reflected that some of most qualified and senior clinical colleagues did not necessarily 

get the outcomes they surely deserved, based on their extensive (and expensive) 

postgraduate training in technical manual therapies, for example. Furthermore, I made 

the anecdotal observation that simple, honest engagement with patients, sometimes 

without definitive treatment, still resulted in satisfactory patient reported outcomes. It 

had become clear to me that non-specific contextual factors might be as important as 

those proposed effects from certain manual techniques.  

My own epiphany here appeared to correspond with the general movement in the 

physiotherapeutic profession away from outdated paternalistic views of our role as the 

expert clinician - holding all the power within the relationship with our patients, to more of 

a therapeutic partner. Under this newer interpretation, the therapist could still be an 

expert, but so too could the patient within their respective fields of assessment and 

management of musculoskeletal conditions and subjective lived experience of this 

condition. 
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Despite the strong historical alignment between musculoskeletal physiotherapy and 

orthopaedic medicine - based on biomedical orthodoxy and outdated attitudes such as 

the ‘clinician always knows best’, my continued attempts to form therapeutic 

relationships with patients meant that, without even knowing it I had, in a philosophical 

sense, already, one foot firmly anchored in the person-centred camp. Yet, person-

centredness’ being all about the subjective and improving “the care of experience of 

individual patients” (Health Foundation, 2016:19) was more aligned with a qualitative 

paradigm; something which remained scary, uncharted territory for me as a potential 

researcher. This is when the penny finally dropped, and I realised the error in my dismissal 

of qualitative research. 

Since moving from musculoskeletal outpatients to ED in 2018, and later adding primary 

care to my work portfolio in 2021, my clinical focus had largely shifted to seeing patients 

at the point of first contact – that is, before, if at all, seeing a hospital doctor or general 

practitioner (GP). The responsibility of managing a caseload of undifferentiated 

musculoskeletal patients without the input of a doctor came with a new level of clinical 

uncertainty that I had not experienced before that is documented in the research 

literature (Ingram et al., 2023). The solution for managing such uncertainty in my case was 

to seek even stronger connections and understanding of my patients’ experience, beliefs, 

and expectations. My rationale here being to avoid missing something important in their 

narrative that might be of consequence to their clinical outcomes. I thus found myself 

beginning to prioritise receipt of the patient’s narrative, employing a more dialectical 

reasoning approach, and viewing the patient as being the expert in their own experience. 

It was a master’s module in health coaching which sparked my first formal awareness and 

interest in PCP. This preceded the gradual shift from secondary to primary patient contact 

where I was experiencing, first-hand, the transformational effects of adopting soft skills in 

communication and person-centred tools such as therapeutic alliance, health coaching 

and ideas, concerns, and expectations (ICE) framework, and making every contact count 

(MECC) among many other person-centred approaches.  

Having run the gauntlet of peer reviewers’ demands to publish my first article: a critical 

review based on my master’s dissertation, I felt that I had taken a big step to becoming the 

researcher-practitioner I had wanted. It was my thirst for doing further research and 

possibly a future career in teaching, coupled with my person-centred epiphany, that 

resulted in my grand ambition: to somehow unite this new researcher mindset, the 

healthcare model of PCP, and my current clinical practice in ED. The guiding vision here 
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was a desire to help myself and my colleagues to deliver PCP within a primary contact ED 

setting, with the principal aim of improving patients’ experience.  

As I move to completion of my five-year, part-time PhD research apprenticeship, I can 

reflect on the benefits of maintaining my first-contact patient case load during the 

research period, as this has allowed me to continually enact, analyse, and reinterpret my 

approach through a widening lens of person-centredness. Furthermore, this has allowed 

me to look inward and to better understand the theoretical underpinnings of my approach 

as a person-centred first-contact physiotherapist. 

I am keen to disseminate my academic output to assist others in development of their 

own more person-centred musculoskeletal practice, but in ED specifically. 

1.3 Background to the study 
1.3.1 History of person-centred practice 

The origins of what we now refer to as PCP can be traced back to the client-centred 

counselling method developed in the mid-twentieth century by psychologist Carl Rogers 

(Rogers, 1951). Contemporary practitioners of a person-centred healthcare approach 

should recognise similarities in non-directive focus on an individual’s experience of 

themselves, in place of an ‘expert’ telling them what to do (Yao and Kabir, 2024). The 

history of PCP development typically acknowledges the formative contributions of Edith 

Balint and her key assertion that each patient be ‘understood as a unique human being’ 

(Balint, 1969:269).  

Some early influential work on PCP in relation to medicine was conducted by Canadian 

researcher Moira Stewart and colleagues, regarding PCP as a holistic concept of six 

interconnecting components: (1) exploring both the disease and the illness experience; (2) 

understanding the whole person; (3) finding common ground regarding management; (4) 

incorporating prevention and health promotion; (5) enhancing the doctor-patient 

relationship; (6) being realistic about personal limitations and issues such as the 

availability of time and resources (Stewart et al., 1995). Ian McWhinney, along with 

Stewart, made significant contributions to the PCP discourse in general medicine through 

development of a Patient-Centred Clinical Method based on the idea of entering a 

patient’s world - to see the illness through their eyes (McWhinney, 1989).  

Formative empirical research by Margaret Gerteis and colleagues, in an acute inpatient 

hospital setting in the US, produced a seven-dimensional model of PCP (Gerteis et al., 
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1993). Gerteis’ work would prove foundational for the Picker institute and its conception 

of the so-called Picker principles of person-centred care (Picker, 2024). 

In the UK, the first major exploration of patient-centredness was in the field of medicine 

and led by Mead and Bower. Their original framework, based on doctor-patient relations, 

presented PCP within five conceptual dimensions: 1) the biopsychosocial perspective; 2) 

patient-as-person; 3) sharing power and responsibility; 4) therapeutic alliance; 5) doctor-

as-person (Mead and Bower, 2000).  

Shortly after the turn of the millennium, PCP was brought to international prominence 

following publication of the Crossing the quality chasm report by the US Institute of 

Medicine (Wolfe, 2001). Underpinned by earlier research (Gerteis et al., 1993), this linked 

PCP to the idea of quality care and generated a particular focus on the potential of PCP for 

addressing the growing number of patients living with long term conditions.  

Many significant contributions to the PCP discourse have subsequently followed, 

including a wide range of reviews and concept analyses (Holmström and Röing, 2010; 

Morgan and Yoder, 2012; Kitson et al., 2013; Scholl et al., 2014; Castro et al., 2016; Pluut, 

2016) that have greatly improved our understanding of person-centredness, but without 

leading us to a single agreed definition (Nolte et al., 2020). Notable among contributions is 

that of McCormack and McCance, including their ‘person-centred nursing framework’ 

(McCormack and McCance, 2006), later revised and updated to a ‘person-centred 

practice framework’ applicable beyond their own nursing profession (McCance and 

McCormack, 2017). It was these same authors who highlighted ‘context’ as one of the 

biggest challenges for overcoming the disconnect between PCP policy and practice 

(McCance and McCormack, 2017; Janerka et al., 2023). 

While acknowledging the challenges of realising PCP in an acute hospital setting, a recent 

meta-narrative review concluded PCP could be successfully implemented within this 

context and, what is more, improve care quality, patient and staff experiences, and care 

efficiencies (Janerka et al., 2023). At the same time as the endorsement and research 

interest in PCP across a range of health specialties grows, UK patient survey data points 

towards a continued deterioration in patient experience (Picker, 2024). The Picker 

Institute, particularly, have been closely involved in the evaluation and improvement of 

NHS patient experience. Their principles of person-centred care, “as a primary motivating 

force – not as a bolt on to an outdated biomedical model” (Picker, 2024:4) are enshrined 

in a manifesto for a person-centred healthcare service that offers a contemporary vision 

of how PCP within the NHS should look: 
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1. Fast access to reliable healthcare advice  
2. Effective treatment by trusted professionals  
3. Continuity of care and smooth transitions 
4. Involvement of and support for family and carers  
5. Clear information, communication, and support for self-care  
6. Involvement in decisions and respect for preferences  
7. Emotional support, empathy, and respect  
8. Attention to physical and environmental needs 

 

1.3.2 Person-centred vs. patient-centred and other synonyms  

While PCP continues to be inconsistently prefixed, i.e., using ‘person’, ‘patient’, and 

‘people’, among other synonyms, the former is preferred by many including the author. 

This is due to its consideration of the whole person and its upholding of personhood, as 

opposed to a narrow focusing on condition that is implied by ‘patient’, or a more 

population-level concern implied by ‘people’ (WHO, 2015). Using person to define PCP 

suitably safeguards an individual’s preferences, wellbeing, and wider social and cultural 

background (Health Foundation, 2016). Another possible semantic difference emerges 

when defining a person-centred goal in terms of living a meaningful life versus the patient-

centred attention on functional wellbeing (Burgers et al., 2021).  

Disambiguation between PCP and ‘personalised care’ is provided through the latter’s 

consideration as a social care model that builds on themes of PCP but with the choice 

and control over the support that is drawn, including health budgets (NHSE, 2024c). 

Whatever prefix is applied, be it person-, patient- or people-, client-, user- etc…. all would 

appear to uphold a Rogerian emphasis on relationships built on empathy, respect, and 

authenticity manifested through an ‘unconditional positive regard’ (Rogers, 1951). The 

terms have thus been considered interchangeably in this thesis as implying the same 

meaning.  

While the lack of universal definition has, itself, been said to pose an implementation 

challenge for PCP (Holmström and Röing, 2010), the research focus appears to have 

shifted from conceptualisation to implementation (Janerka et al., 2023). Some have 

argued that the degree of indeterminacy and vagueness surrounding PCP should not be 

regarded as problematic and defend the idea of multiple accounts of person-centred 

practice that can vary across different contexts and groups (Mitchell et al., 2022). The 

Health Foundation offers a comprehensive and practical description of person-

centredness through its utility to “support people to develop the knowledge, skills, and 

confidence they need to more effectively manage and make informed decisions about 
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their own health and health care. It is coordinated and tailored to the needs of the 

individual. And, crucially, it ensures that people are always treated with dignity, 

compassion and respect” (Health Foundation, 2016:3). 

1.3.3 Biopsychosocial and dialectical models with musculoskeletal person-
centred physiotherapy practice  

In response to perceived inadequacies of the prevailing western medicine’s separation of 

the mind and body; an enduring representation of Cartesian dualism - George Engel’s 

proposal of the need for a new medical model: a challenge for biomedicine (Engel, 1977) 

led to his biopsychosocial (BPS) model ultimately achieving acceptance within the 

physiotherapy profession (Sanders et al., 2013). The BPS perspective embeds patients 

within the world of work, family and social pressures and thus considers, for example, 

barriers such as the cost to the patient in terms of the time required for physiotherapy. 

The BPS perspective alone is, however, said to be insufficient to fully understand a 

patient’s problem and experience of illness (Toombs, 2013). If, as has been suggested, 

the BPS model lacks sufficient theoretical foundations, and is challenging to integrate (in 

terms of constituent -bio, -psycho, and -social) (Stilwell and Harman, 2019), then it is 

even more important that additional steps be taken to ensure care is more person-

centred. BPS and PCP models appear compatible so far as to be able to characterise 

contemporary musculoskeletal physiotherapy in terms generally accepting of the BPS 

model, with an inclination towards being more person-centred, within consultations 

shaped by a predominantly biomedical approach.  

As with a biomedical model of care, clinical reasoning is a fundamental component of 

musculoskeletal practice that traditionally takes a strong hypothetico-deductive bent. 

This differs from narrative reasoning which takes a more phenomenological, and by 

extension, person-centred approach. Narrative reasoning involves ‘the apprehension and 

understanding of patients' “stories”, illness experiences, meaning perspectives, contexts, 

beliefs, and cultures’ (Edwards et al., 2004:322). 

The dialectical model combines and considers both clinical and narrative reasoning 

approaches and is defined as ‘reasoning that moves between those cognitive and 

decision-making processes required to optimally diagnose and manage patient 

presentations of physical disability (hypothetico-deductive) and those required to 

understand and engage with patients' experience of that disability (narrative reasoning)’ 

(Edwards et al., 2004:328). Dialectical reasoning appears compatible with a BPS model, 

and the PCP model that it underpins. As well their rejection of the biomedical model’s 

disease-centred ethic (Fuller, 2017), narrative and person-centred approaches hold in 
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common an emphasis on the importance of entering a patient’s individual world as a 

means to helping them. 

PCPs is included within the educational standards for the International Federation of 

Orthopaedic Manipulative Physical Therapists (Rushton et al., 2016): an influential body 

that represents musculoskeletal specialists worldwide. A model more associated with 

‘softer’ interpersonal skills being accepted by those from more passive, manual therapy 

background, demonstrates PCP’s growing reach. Within the NHS, entire domains are now 

routinely turned over to ‘person-centred approaches’ for example, the First Contact 

Practitioner and Advanced Practitioners in Primary Care: (musculoskeletal) A roadmap to 

practice (HEE, 2021). Considering existing and anticipated musculoskeletal framework 

publications, PCP’s position within NHS England’s vision for accreditation of allied health 

professions appears secure. The expectation for musculoskeletal physiotherapists is, 

thus, not only in delivering PCP, but also evidencing that they are doing this as part of 

professional portfolios.  

There is some specific guidance and recommendations for physiotherapists’ attempting 

to accomplish PCP during the rehabilitation of patients suffering from musculoskeletal 

pain (Miciak et al., 2019; Caneiro et al., 2020; Lin et al., 2020b; Hutting et al., 2022; Jesus 

et al., 2022). Despite this, the unambiguous expectation for musculoskeletal practitioners 

to deliver PCP does not appear to be matched by the academic literature in which specific 

guidance on operationalisation PCP may be inadequate. PCP remains a nascent, yet 

under-researched area within musculoskeletal physiotherapy which is something 

important to address. 

1.3.4 PCP and ED 

Research into PCP has tended to vary across methodological approach, disciplinary 

perspective, clinical setting and patient population (Nolte et al., 2020). Aside of general 

philosophical principles, there appears to be a context-specificity to the clinical setting 

and patient types that will have a significant influence on exactly how PCP is 

operationalised in each situation. Areas such as medicine or nursing, general practice or 

acute hospital care have tended to dominate the extant research literature on PCP. While 

there exist numerous, generally positive, journal articles concerning physiotherapists’ 

work within ED (Gill and Stella, 2013; de Gruchy et al., 2015; Sutton et al., 2015; Barrett 

and Terry, 2018; Ferreira et al., 2018; Davies et al., 2022), publications linking ED to PCP 

are few and limited to review or editorial articles (McConnell et al., 2016; Kennedy, 2017). 

The complete absence of specific literature linking ED physiotherapy with PCP is 
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unsurprising given the relative novelty of this high stakes primary contact role, where a 

focus on delivery of safe and efficient care naturally precedes considerations pertaining to 

philosophy of practice. 

For the purposes of this current research, it was therefore necessary to identify and focus 

on the closest proxy for that cohort of physiotherapists who manage musculoskeletal 

caseloads at the point of first contact within ED: the outpatient musculoskeletal 

physiotherapist. The justification here being that the pre-existing competence and 

confidence in managing musculoskeletal conditions has meant that it is musculoskeletal 

outpatient physiotherapists who move into primary contact physiotherapist ED roles. This 

is also relevant since the outpatient musculoskeletal model is formative to how 

physiotherapists go about assessing and treating patients with musculoskeletal 

conditions in ED. Through their adopting such a similar approach, it is anticipated that 

some of those interactional facilitators and barriers to operationalising PCP in outpatients 

will continue to have relevance within the ED setting. 

The practice environment, relating to the context and culture in which the care is 

delivered, has been shown to impact on delivery of person-centred practice (McCormack 

and McCance, 2010; Killingback et al, 2022). The typical UK ED environment has, for the 

preceding decade or longer, been a challenging one to say the least. A testing sequence of 

political austerity, Brexit, COVID-19 pandemic, and unprecedented levels of industrial 

action on pay and conditions has left the NHS facing an existential crisis. Its workforce, 

with ED departments at the vanguard, has continued to fulfil its role operating at 

maximum capacity for so long as to degrade resilience and its ability to fully serve all 

patient needs. With patients continuing to attend ED in record numbers, the reports of 

excessive waits and poor experiences in ED are not surprising.  

Asking healthcare staff to be more person-centred might seem like the last straw for a 

NHS already at breaking point, yet that is what health policy, and professional standards 

demand. While the challenging working conditions in ED might offer mitigation, this 

cannot be used as an excuse for ED physiotherapists’ failure to (attempt to) deliver on a 

professional requirement for enacting PCP with their patients.  

The stage is thus set for a fascinating exploration of perceptions of PCP among ED 

physiotherapists and their patients as a foundation for understanding and improving the 

ED patient experience.  
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1.4 Outline of the thesis 
The thesis is divided into seven chapters (Figure 1.1). Chapter two describes the 

methodology as well as the rationale for the overall study design, methods of data 

collection and analysis along with the aim, research question and objectives. The 

systematic review of qualitative studies is presented in chapter three. This helped inform 

development of the survey and interview guides for subsequent studies. Chapter four 

presents the clinician-facing study: a mixed-method exploration of PCP among ED 

physiotherapists. This comprised an online survey and in-depth online interviews that 

were interpreted separately before merged analysis using joint display (Skamagki et al., 

2022). The fifth chapter presents the patient-facing study which involved in-depth online 

interviews of ED patients who were managed by a primary contact physiotherapist. The 

sixth chapter brings together in synthesis the different studies with findings discussed in 

context of the extant literature. The seventh chapter is for the conclusion and provides an 

overview of key study findings, implications and recommendations for ED physiotherapy 

practice, as well as future horizons for research in this field. Finally, additional material 

relevant to the thesis is then presented in the appendix. 

 

Figure 1.1 Overview of chapters and content of thesis 
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 Methodology, rationale and study design  

2.1 Introduction 
This chapter will outline the methodology, research design, and research methods 

employed for this broad exploration of person-centred practice (PCP) among UK 

emergency department (ED) physiotherapists from the perspective of those clinicians and 

patients receiving their care.  

The chapter begins with an explanation of what the author understands by terms 

methodology, philosophy and paradigm and why these are relevant to research. This is 

followed by an introduction to the pragmatist’s paradigm, with a discussion on how this 

pertains to the philosophical and methodological approach underpinning the thesis. A 

consideration of methods for respective studies is then followed by a brief discussion on 

ethics and data management, before a summary concludes the chapter. 

2.2 Methodology, philosophy and paradigms 
Where research methods specify the tools or “techniques” for collecting and analysing 

study data, research methodology clarifies the underlying assumptions, principles and 

procedures for that specific inquiry in terms of how we seek out the new research 

knowledge (Schwandt, 2015). Research philosophy describes the development of these 

research assumptions, its knowledge, and nature (Saunders et al., 2007), providing the 

researcher’s thoughts from which new, reliable knowledge can be obtained (Žukauskas et 

al., 2018). The closely related term, research paradigm offers “a basic belief system or 

worldview that guides the investigator, not only in choices of method but in ontologically 

and epistemologically fundamental ways” (Guba and Lincoln, 1994:105). Those 

ontological and epistemological considerations that, alongside methodology, constitute a 

research paradigm are, themselves, defined respectively here as “the philosophical study 

of the nature of existence, being, or reality” and “the study of the nature of knowledge and 

justification” (Schwandt, 2015:89, 108).  

To demonstrate a logical congruence in decision-making, a researcher’s methodological 

choices necessarily relate to the philosophical position that they take. As a clinician, on a 

research journey, without a background in philosophy, attaining such consistency poses 

certain challenges. To facilitate clarity of thought here, the author is assisted by 

considering research philosophy in terms of something possessed by the researcher; 

research paradigm as the philosophical assumptions that they bring to the study; and 
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methodology as the practical application of those philosophical principles to the 

investigation.  

The overarching philosophical lens embraced by the researcher here is that of 

pragmatism, chosen as one of the several commonly used paradigms of research (e.g., 

positivism, interpretivism). The pragmatist’s paradigm, with its semantic allusions to all 

that which is considered practical, was chosen as one that prefers “action to 

philosophising” (Johnson and Onwuegbuzie, 2004:18), and is, thus, not overly burdened 

by the ideological stance taken. Premised, as it is, on using the best available methods to 

investigate real-world problems, pragmatism is not regarded as a methodology so much 

as a philosophy or, perhaps in some sense, even an “anti-philosophy” (Johnson and 

Onwuegbuzie, 2004:18). Before contextualising this thesis within the stated pragmatist 

worldview, the reader is provided with a brief discussion of its origins as a philosophy. 

2.2.1 Pragmatism as a philosophy 

The inspiration for development of pragmatism as a theoretical framing for modern 

research is rooted in a rich American pragmatic philosophical tradition, with Charles 

Sanders Peirce (1839–1914), William James (1842–1910), John Dewey (1859–1952) and 

Richard Rorty (1931–2007) among its notable proponents (Legg and Hookway, 2021). 

While pragmatism may have emerged as a big ‘P’ philosophy in the late 19th century, it was 

more contemporary contributors such as Rorty who established this approach as a wider 

research interest (Kaushik and Walsh, 2019). By directing attention to methodological 

matters, and dodging metaphysical concerns (Patton, 2005), the pragmatic approach 

addresses practical problems in the real world, rather than those related to the nature of 

reality and truth (Morgan, 2007).  

Despite diverse scholarly backgrounds, there appears a shared belief from many 

proponents of scientific pragmatism in democratic contexts of its potential to improve 

society (Gillespie et al., 2024). Johnson and Onwuegbuzie go further here, stating 

pragmatism “takes an explicitly value-oriented approach to research that is derived from 

cultural values; specifically endorses shared values such as democracy, freedom, 

equality, and progress” (Johnson and Onwuegbuzie, 2004:18). In essence, the pragmatic 

philosophy views the world as determined by human actions with people, rather than 

external forces, shaping their experiences through action and intelligence that find 

meaning in consequences (Kaushik and Walsh, 2019). 

It has been suggested that pragmatism’s potential for conducting research has not been 

fully realised due to applications often being limited to a justification for carrying out 
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mixed methods research (Gillespie et al., 2024). Pragmatism, however, attends to a 

broader action-oriented philosophical framework “regardless of whether that research 

uses qualitative, quantitative or mixed methods" (Morgan, 2014:1045). Other early career 

researchers’ attempts to reconcile traditional methodologies under an umbrella of 

‘methodological pragmatism’ highlight the fresh perspective gained from working beyond 

and between the boundaries of traditional and pure methodological approaches (Clarke, 

2021). By regarding the research problem as the most important determiner of research 

design (Giddings and Grant, 2007) pragmatism allows more comprehensive addressing of 

the research question by endorsing the use of disparate methods, (Shaw et al., 2010). 

Researchers must demonstrate a thorough consideration of the implications of this 

philosophy when designing their studies (Shaw et al., 2010) if they are “to find a middle 

ground between philosophical dogmatisms and scepticism and to find a workable 

solution” (Johnson and Onwuegbuzie, 2004:18). 

Pragmatism views philosophical issues of ontology, epistemology and methodology in 

vastly different ways than other common paradigms (Creswell and Plano Clark, 2018). 

Pragmatism, as a big ‘P’ philosophy - adapted as a paradigm, assumes a diverse 

ontological position with all individuals having their own unique interpretations of reality 

(Kivunja and Kuyini, 2017). This assumes an ‘existential reality’ of different layers: some 

objective, some subjective, and some a mixture of the two (Dewey, 1958). A pragmatist’s 

epistemology is a relational one, determined by what a researcher deems appropriate to 

their study (Kivunja and Kuyini, 2017).  

Pragmatism, according to Greene (2008), offers a realist take on the physical world, in 

combination with a constructivist view of the social world, allowing for the qualitative and 

quantitative integrated inquiry. Johnson and Onwuegbuzie (2004:18) similarly contend 

that “knowledge is viewed as being both constructed and based on the reality of the world 

we experience and live in”. Pragmatism is said to avoid the ontological concepts of truth 

and reality by accepting the existence of single or multiple realties (Cresswell and Plano 

Clark, 2011; Kaushik and Walsh, 2019). A pragmatist epistemology does not view 

knowledge as reality (Rorty, 1980) but constructed to manage existence and to take part in 

the world (Goldkuhl, 2012). It is through such interpretations that reality, and the world, 

are considered as more dynamic.  

Having introduced pragmatism, the author now moves to justify his choice of pragmatic 

framework as a “practical and outcome-oriented method of inquiry that is based on 
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action” (Johnson and Onwuegbuzie, 2004:17) to address a research question that 

explores PCP in the novel ED physiotherapeutic context.  

2.2.2 Philosophical assumptions for this thesis 

Having presented pragmatism from philosophical and paradigmatic angles, the reader is 

briefly introduced to the backdrop of the current research project, for the purposes of 

gaining a better understanding of why this philosophical lens matches this context.  

The longstanding and ongoing issues faced by UK emergency departments in terms of the 

mismatch of capacity and demand are well documented (Illman, 2022; The King’s Fund, 

2022; NHSE, 2023). Considering the effects of overcrowding and long waits (The King’s 

Fund, 2022), for example, when frontline NHS services like ED are so stretched then the 

quality of patient experience will naturally suffer (Hillman, 2014; Walsh et al., 2022). With 

no resolution anticipated anytime soon, it falls to clinicians on the ground, such as those 

physiotherapists who interact with ED attenders, to do what they can to improve their 

experience. As a physiotherapist, based in ED, the researcher and his team have an 

orientation towards making every contact count for their patients, manifested through a 

person-centred model of care. Whether this approach is shared by other UK ED 

physiotherapists, how they might define PCP and how their patient experience this are all 

unknowns.  

While ED constitutes a non-traditional workplace for primary contact ED 

physiotherapists, they face an additional existential and philosophical challenge of 

practising in a setting that is steeped in a biomedical culture, that stands in contrast to a 

person-centred approach (Naylor et al., 2024a). Given this realpolitik and uniqueness of 

this challenge, the authors desire to help and improve experience calls for a slightly 

different, more patient-oriented approach to research, taking in the views of patients as 

well as the physiotherapists on PCP. This is important as “although the ED environment 

presents unique challenges, including patient-centeredness can help to create a better 

environment for providers and patients” (Walsh et al., 2022:10).  

As outlined in the previous section, pragmatism’s action orientation (Kaushik and Walsh, 

2019) makes it an appropriate paradigmatic/philosophical approach for research focused 

on ED patient experience of physiotherapy. The current exploration of PCP among ED 

physiotherapists from both physiotherapist and patient perspectives for respective 

inquiries did, however, throw up some paradigmatic challenges.  
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The researcher’s positioning as an ED practitioner, seeking to explore and possibly realise 

changes at the clinical practice level, identified the utility for a mixed methods design. As 

the findings from the systematic review, alongside extant literature on PCP, were used to 

inform this initial primary study design, the researcher’s open-minded and flexible 

approach in answering the overarching research question appeared well-matched to this 

philosophy of pragmatism. Furthermore, use of a mixed methods design within a 

pragmatic framework allowed the researcher to choose the most appropriate methods 

with which to answer the question without needing to commit to any specific 

methodology framework (such as grounded theory or phenomenology, etc.). The 

paradigmatic lens’ enduring focus on what was the best and most practical method to 

answer the research question, eschewing prescriptive and inflexible methodologies such 

as grounded theory, remained a persistent feature that was justifiable by adoption of this 

pragmatist stance. 

The quantity and quality (in terms of person-centredness, specifically) of ED 

physiotherapists for this inquiry was an unknown. The inaccessibility in terms of 

geographical spread, and in terms of barriers to normal clinical access during a global 

pandemic, led the pragmatic decision-making to conduct the initial quantitative survey. 

To understand how ED physiotherapists experienced PCP in their practice, the research 

would also demand the use of qualitative methods, in this case semi-structured in-depth 

online interviews. Collection of quantitative survey data that was followed by, and could 

inform, subsequent qualitative data collection offered several practical benefits 

including: 1) provision of a purposive sampling method; 2) the ability to address the 

complexity of something like person-centredness and physiotherapy in this unique and 

challenging ED arena and; 3) addressing the risk of building a survey, predominantly 

informed by the findings of a systematic review that was itself based on something as 

nebulous and disputed as PCP. Since PCP has many interpretations, any errors brought in 

from the review to the survey might subsequently be amplified if data collection was 

limited to survey data alone. The qualitative interviews that followed therefore allowed 

cross-checking of data sources and thus reduced the risk of errors associated with a 

closed questioned approach alone. 

Given the rich insights gleaned from clinicians from the mixed method inquiry, during 

planning for the subsequent primary study, the researcher realised it would be essential 

that any exploration of PCP must also necessarily capture the voice of the person at the 

centre of PCP’s perspective, namely the ED patient. It followed that the most practical, 

pragmatic thing to do would be a similar use of qualitative semi-structured in-depth online 
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interview methods but this time with ED patients. For methodological consistency, the 

pragmatic paradigmatic assumptions were carried over to the third study, despite it 

lacking a quantitative pairing this time. Here, the researcher could exploit his unfettered 

access to an unlimited sample of the population of ED patients being managed by primary 

contact ED physiotherapist on his doorstep.  

The reflexive thematic analytical methods of Braun and Clarke (2021) that were applied to 

the interview data in the mixed methods and qualitative studies, respectively, are 

considered as relatively theoretically flexible and thus unaligned to any single specific 

methodologically. The pragmatic approach to thematic analysis adopted was consistent 

with the author’s methodological standpoint of pragmatism carried across all studies. 

The researcher felt the need to further justify his continued use of a pragmatic theoretical 

lens for the qualitative data collection methods in the second primary study, with this now 

uncoupled from a mixed method design. While interpretivism may be the most common 

paradigmatic lens of qualitative inquiry, it is not necessarily synonymous with an 

interpretive paradigmatic approach (Goldkuhl, 2012). Foster offers additional support for 

this researcher positioning, by stating that “methodological pragmatism makes no prior 

commitment to the superiority of mixed methods; rather, whether or not to use 

qualitative, quantitative or mixed methods is a matter to be determined purely 

pragmatically, based solely on the needs of the research” (2024:5).  Moreover, it is 

pragmatism’s concern for action and change and the interplay between knowledge and 

action that makes it appropriate for any research approaches that intervene, as opposed 

to merely observing the world, (Goldkuhl, 2012) as this thesis attempts to do. Pragmatism 

also “recognizes the existence and importance of the natural or physical world as well as 

the emergent social and psychological world that includes language, culture, human 

institutions, and subjective thoughts” (Johnson and Onwuegbuzie, 2004:18). 

Pragmatism’s consistency with analytical thematic analytical methods used for the 

qualitative arm of the mixed methods inquiry provided another reason not to change the 

researcher’s philosophical stance. Thus, varying the methodological position away from 

pragmatism for the final study was deemed an unnecessary step to capture and bring 

together these different viewpoints from physiotherapy and patient participant groups 

while maintaining paradigmatic coherence.  

This thesis was, thus, constituted by a multi-study design based on systematic review, 

mixed method - survey and interviews, and qualitative interview methods approaches 
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respectively. In this way the three studies comprising the thesis were planned and 

executed in a flexible fashion through a pragmatic research lens.   

Physiotherapy’s roots in a biomedical model of care, driven by the push for evidence-

based practice, has meant a philosophy underpinned by a positivist paradigm which fails 

to capture “the context, complexity and patient centredness that characterise expertise in 

physiotherapy services” (Shaw et al., 2010:514). As physiotherapy practice does not fit 

into traditional positivist, constructivist or critical paradigms, it has been characterised as 

a multi-paradigmatic science (Parry, 1997). Shaw and colleagues’ contention that 

practice-oriented research should be conducted outside these traditions, and proposal of 

pragmatism as the solution to this issue (Shaw et al., 2010), further support the 

philosophical decision-making in the current research. The use of interviews and thematic 

analysis methods are closely linked with interpretivist tradition, and associated with 

ontological reality that is socially constructed. Yet, Pragmatism’s non-committal to any 

one philosophical system/reality afforded the author the opportunity and freedom to 

choose the approach best serving the aims and purpose. 

2.3 Ethics 
Ethics and health and safety considerations are an important part of any research, with 

special attention required when dealing with human participants. The approval for studies 

that comprise the thesis and was sought from the appropriate respective bodies is now 

outlined. 

For the systematic review no formal ethics approval was required as the study method 

involved synthesising pre-published secondary data. The review did, however, follow best 

practice by drafting and submitting a systematic review protocol (PROSPERO registration 

number: CRD42020170762) that was closely followed and updated upon completion. 

For the mixed method study, the researcher sought and received university research 

ethics board approval (REF FHS327 – see appendix 2). This included submission of this 

study’s patient information sheets, survey and interview questions, consent forms and 

data management plan. Informed consent here was received from all participants prior to 

collecting their data. The first page of the online survey (see appendix 6) required a formal 

consent box to be ticked before proceeding. This was supported by linked patient 

information sheets written in plain English. At the end of the survey was the option to 

participate in follow up interviews by clicking on a link to a second survey. The reason for 

this separation was to ensure division between anonymous main survey data and 
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personally identifiable data on the mini survey. On this additional mini survey (see 

appendix 6) was a limited number of necessary demographic and contact questions to 

allow later contact for arranging the online interview. Those that wished to be interviewed 

were emailed consent forms and the information sheets. When the signed consent forms 

were received, an online interview invitation was sent. The recorded interview data was, 

itself, stored and transcribed from university secure servers, from which point the 

transcript was only identifiable by the participant code – the key for which remained only 

on university secure servers so there was no way to identify the participant’s words. In this 

way participant anonymity was protected, with subsequent indicative quotes associated 

with their interview code, plus age and years of experience, provided in the demographic 

mini survey. 

For the final ED patient-facing study, it was necessary for the researcher to go through a 

challenging and time-consuming process to obtain formal ethical approval for this study. 

This required completion of an extensive ethics application form through the online IRAS 

portal. After the form was approved, the researcher was then required to face an online 

Health Research Authority (HRA) panel before finally receiving formal approval by the 

Yorkshire & The Humber - Leeds East Research Ethics Committee (IRAS Project ID: 

317609; REC reference 22/YH/0260 – see appendix 13). The research was also granted 

sponsorship by Hull University Teaching Hospitals NHS Trust (HUTH) with the Trust’s 

‘capability and capacity’ to conduct the study confirmed prior to commencing data 

collection (R2847).  

Anonymity and confidentiality of patient participants and their data for this study was 

always respected, underpinned by an ethics-approved data protection plan and an 

informed consent process. This time, those patients expressing an interest in being 

interviewed, on their experience of being managed by an ED physiotherapist when this 

was offered at the conclusion of this interaction, were provided with a patient information 

sheet and provided their preferred contact method. The minimal amount of information 

which included preferred name, contact, condition and date was then sent by encrypted 

NHS email, from the ED physiotherapist who treated them, directly to the researcher. 

They were then contacted as soon as possible, but after at least a day, to discuss their 

involvement in the study. Here they were formally screened using the study 

inclusion/exclusion criteria and asked to complete a consent form when they confirmed 

that they had read the information sheet and were happy to be interviewed. A date 

convenient to them was then set for online interview. When conducting the recorded 

interviews, the data was stored and transcribed from university secure servers. After 
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transcription the data was only identifiable by a participant code – the key for which was 

also stored on university secure servers so there was no way to identify the participant’s 

words. In this way participant anonymity was protected, with subsequent indicative 

quotes associated with their interview code, gender, decade of life and condition.  

Health and safety assessments were completed as part of the respective university and 

IRAS ethics applications procedures to ensure any foreseeable risk to anyone’s health 

and safety that might occur because of involvement in the study was addressed. 

2.4 Data management 
For both primary studies, the respective ethic committees required completion of a full 

data management plan as part of their approval processes. The fact that ethical approval 

was granted attests to this being suitably addressed. However, any data that could lead to 

the identification of participants was stored on university secure servers meaning that 

there was no one, at any time, other than the researcher and his supervisory team, who 

could access or identify this data as belonging to individual participants. Completed 

consent forms were assigned a participant code and stored with audio interview data on 

university secure servers. Transcribed audio interviews were anonymous except for this 

code requiring access to the online stored ‘key’ to identify the transcripts. For the survey, 

additional steps were taken to separate the actual survey data from the demographic and 

contact data for those who completed the survey and chose to be interviewed as 

discussed in the ethics.  

2.5 The lens of person-centredness 
Paradigmatic considerations aside, another influence on the current research came from 

its broad focus on perspectives of person-centredness. However, with ongoing 

conceptual debates attempting to determine exactly what constitutes person-

centredness, PCP remains a poorly theorised model (Giusti et al., 2020); lacking in a 

universally agreed definition (Byrne et al., 2020); and has a context-specificity to its 

research (Health Foundation, 2016). The interpretations of this systematic review, 

considered alongside the broader extant literature on PCP, including a concurrently 

developed physiotherapy PCP framework (Killingback et al., 2022b), constituted points 

where PCP influenced the research process. In this manner, PCP constituted an 

overarching lens that specifically informed the survey and interview question-

development for subsequent studies. The person-centred model therefore shaped the 

research design as well as orientated the analysis of the findings and synthesis in the 

discussion thesis. Due to the primary research aspects of this project being spread over 
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separate studies, each has its own section on methodology and researcher positioning. 

The discussion, too, houses an extensive section on researcher reflexivity that considers 

insider/outsider positioning, for example. 

2.6 Summary of methodology chapter 
This chapter has presented the overarching philosophical and methodological approach 

taken for this study. Further depth is provided within the respective study and discussion 

chapters, commencing with the systematic review (study 1) in the following chapter. 

2.7 Aims and research question and research objectives 
The aim of this thesis was to explore PCP in ED from the perspectives of primary contact 

ED physiotherapists and their patients. 

The main research question was: 

How is person-centred practice understood and experienced by patients and 
physiotherapists within the emergency department? 

This overarching PhD research question was operationalised through 

three respective studies:  

1.	Systematic	review	of musculoskeletal physiotherapists and patients views on 

PCP 

2.	Mixed-method exploration of how PCP is understood and interpreted by ED 

physiotherapists  

3.	Qualitative	inquiry	of how	PCP	is	experienced	by	ED	patients	managed by ED 

physiotherapists  

The main objectives of the research were to: 

1. Explore and discover how and to what extent primary contact ED 

physiotherapists understand and interpret PCP. 

2. Explore and discover how ED patients experience primary contact ED 

physiotherapists as being person-centred. 

3. Use the study data to make recommendations on how primary contact ED 

physiotherapists might become more person-centred in their clinical practice. 
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 – The systematic review (study 1) 

3.1 Introduction 
This chapter will present a systematic review of the views of musculoskeletal 

physiotherapists and their patients on person-centred practice (PCP). The review was 

undertaken to gain a better understanding of what is known about PCP within the ED 

physiotherapy proxy setting of musculoskeletal outpatients. The findings and 

interpretations here influenced significantly the studies presented in later chapters.  

The chapter commences by discussing the utility of systematic reviews, which includes 

the reasoning for qualitative metasynthesis as well as the use of a musculoskeletal proxy 

group for this current study. This review is then contextualised by a brief overview of PCP’s 

relevance to contemporary healthcare and musculoskeletal practice, specifically. After 

this will follow the methods, results and discussion sections. The chapter will then 

conclude by presenting the overall aims, research question and objectives for the thesis. 

3.2 Systematic reviews 
Systematic review is a type of research where the findings of multiple related studies are 

synthesised to answer a specific research question. These are conducted in such a way 

as to minimise bias and random errors (Cook et al., 1997). In a similar fashion to their 

primary study counterparts, quantitative systematic reviews can be used for hypothesis 

testing, while qualitative reviews answer more open-ended questions and explore 

concepts or experiences that provide new theory or understandings (Tenny et al., 2024). 

While the quantitative systematic review method is, by now, well-established, the 

qualitative metasynthesis, pioneered by Noblit and Hare (1988), is a more recent 

development that continues to evolve (Seers, 2015). Despite systematic approaches 

being taken, a key difference between quantitative and qualitative systematic reviews 

surrounds the interpretive aspects of the latter, where overlapping or different findings 

can result. The lack of reproducibility that this implies is not, however, regarded as 

weakness. Rigour, here, is maintained through transparency of reporting at all stages of 

the process as well as by the provision of clarity on the reviewer’s stance (Bearman and 

Dawson, 2013). The qualitative systematic review, according to Clark (2016:2) thus: 

“provides a vital means to know and tune into the past conversation in your 
topic area that allows the researcher to position themselves and their work 
substantively, ontologically, theoretically, and methodologically in this land-
scape.” 
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A qualitative systematic, rather than narrative literature review was chosen for this current 

research; a decision based on several reasons including the lack of a universally 

agreement definition of PCP; the context-specificity of PCP; and the dearth of specific 

qualitative evidence linking ED, PCP and physiotherapy. The first two reasons 

necessitated operationalisation of this concept based on a review of the closest evidence 

to this specific setting and way of working. As a previously unexplored field, it was the 

latter reason that necessitated selection of a closest proxy context for ED where at least 

some literature existed. Pre-existing competence and confidence in managing 

musculoskeletal conditions has meant that it is by default, predominantly 

musculoskeletal outpatient physiotherapists who perform this primary contact 

physiotherapist role in ED. It was the musculoskeletal physiotherapy proxy setting, 

therefore, that was selected as constituting the closest available alternative for 

that cohort of physiotherapists who manage musculoskeletal caseload at the point of first 

contact within ED. The specific meta synthesis approach taken followed that described by 

Thomas and Harden (2008), discussed further in the methods section. 

While there are qualitative systematic reviews on PCP, to the best knowledge of the 

researcher there are none exploring the views of on PCP of musculoskeletal 

physiotherapists and their patients. With subjective views at the heart of this enquiry, the 

choice of this topic and research question was, thus: what are the views of 

musculoskeletal physiotherapists and patients on person-centred practice? 

3.3 Background of PCP  
3.3.1 Background of PCP in healthcare generally 

There is a growing interest internationally for healthcare to focus on person-centred 

practice (Miles and Asbridge, 2017; Dickson et al., 2020; PCP-ICoP, 2024). The movement 

towards person-centredness embodies a general philosophical departure from clinician-

centric to a more patient-focused approach with individual patient preferences at the 

heart of any decisions that are made about the care received (Richardson et al., 2001). A 

seemingly inexorable rise in the use of this term is indicative of its broad appeal across a 

wide range of healthcare areas, from health policy to patient advocacy (Department of 

Health, 2000; Wanless, 2002; Darzi, 2008; Department of Health, 2013; Francis, 2013; 

National Voices, 2014; Patient’s Association, 2017). Despite a growing body of evidence 

to support person-centred practice, these findings are mixed and consistent with this 

being an “ambition, but not yet a priority” (Redding and Hutchinson, 2017:5). Person-

centred practice has therefore yet to be established as widespread practice but remains 

strategically important internationally (Edgar et al., 2020).  
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In the United Kingdom (UK), this shift of power to patients should be taken in the context 

of the “patient-centred” visions for change defined in Government reports that include 

High-quality care for all (Darzi, 2008). Furthermore, the importance of patient experience 

in the UK is now enshrined within legislation following publication of The Health and 

Social Care Act (2012). The importance of a hospital’s “patient-centred culture” has also 

emerged in responses to revelations of sub-standard care seen in such critical reports as 

the Mid Staffordshire NHS Foundation Trust Public Inquiry (Francis, 2013). Overall, this 

has led to an increased attention being placed on the patient perspective and patient 

experience; exemplified by the existence of advocacy organisations such as National 

Voices, Healthwatch and entities such as the Patient Experience Library (National Voices, 

2014; Healthwatch, 2019; Patient Experience Library, 2021). 

The formative ‘person-centred nursing framework’ (McCormack and McCance, 2006) was 

recently revised to a broader ‘practice framework’ (McCance and and McCormack, 2017) 

with applications beyond nursing. Despite their obvious utility, it is unclear whether such 

broad scope models are applicable to the particularities of disparate areas of healthcare 

practice (Jesus et al., 2016). While most of the academic research on the implementation 

of person-centred practice has been associated with medicine or nursing, its adoption 

within physiotherapy research has been described as ‘embryonic’ (Dukhu et al., 2018). 

Physiotherapy governing boards internationally are calling for members to adopt a 

person-centred approach (American Physical Therapy Association, 2018; Chartered 

Society of Physiotherapy, 2019; Physiotherapy Board of New Zealand, 2020; 

Physiotherapy Board of Australia, 2021). This expectation is arguably constrained by an 

inadequate evidence base with which to explain exactly how person-centredness might 

be achieved in a variety of different healthcare settings (Dukhu et al., 2018). A disconnect 

between a strong promotion of person-centredness in the literature and the lack of 

interactional data to support whether physiotherapists are willing or able to achieve this 

has also been highlighted (Cowell et al., 2019). 

3.3.2 Background of PCP in musculoskeletal specifically 

Clinical guidelines on the management of musculoskeletal (MSK) conditions consistently 

recommend employment of a person-centred approach (Lin et al., 2020b). However, 

operational differences have been noted between musculoskeletal outpatients and more 

acute medical settings on which some of the existing person-centred practice models are 

based (Cooper et al., 2008). Furthermore, different professional groups and contexts tend 

to focus on different aspects of person-centredness (Gillespie et al., 2004). Since 

physiotherapists manage a range of patient types across different settings, the specificity 
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of context and patient groups under investigation may therefore require models based on 

data from more homogenous cohorts.  

Optimistic expectations that result from such unanimous endorsement of person-centred 

practice appear to gloss over the difficulties faced by clinicians in their attempts to 

integrate these principles into practice (Hutting et al., 2022). It is not unreasonable for 

those less familiar with person-centred practice to anticipate this taking more time to 

deliver when time constraints have been reported as a barrier to adopting psychological, 

over purely biomedical, aspects to their practice (Driver et al., 2017). Furthermore, 

training to support and promote psychosocial aspects of person-centredness, addressing 

the lack of knowledge and role clarity should be a requirement at preregistration level and 

as part of a physiotherapist’s continuous professional development (Alexanders and 

Douglas, 2016; Driver et al., 2017; Driver et al., 2021). If physiotherapy communication is 

poor, then this will constitute a barrier to the cornerstone of person-centred practice (Lin 

et al., 2020a) for which core training will be essential. Patient barriers, on the other hand, 

include low health literacy levels (Altin and Stock, 2016), negative attitudes to recovery 

and inappropriate expectations (Morera-Balaguer et al., 2019) among other factors. A 

dogged pursuit of person-centredness in the face of patient resistance to the ‘activated’ 

roles required by this model i.e., where paternalism is preferred to shared decision-

making, could lead to a ‘person-centred paradox’. 

3.3.3 Previous related reviews and the research ‘gap’ 

A systematic review by O'Keeffe and colleagues reported ‘individualized patient-centered 

care’ as one of four themes that were perceived by musculoskeletal patients’ and 

physical therapists’ to influence patient-therapist interactions (2016). Further research of 

therapists’ awareness and enhancement of interactional factors, such as ‘patient-

centered care’, the authors concluded, had the potential to improve patient interactions 

and treatment outcomes. A systematic review by Wijma et al (2017) took a broad 

approach to understanding what patient-centredness in physiotherapy entailed but 

without focusing on a single clinical specialty. In seeking to build on this previous work 

(O'Keeffe et al., 2016; Wijma et al., 2017) the aim of the current review was to explore 

systematically physiotherapist and patients’ views on person-centred practice within a 

musculoskeletal, rather than general, physiotherapy setting. This is important because 

person-centredness in musculoskeletal remains an under-researched area within 

physiotherapy. 
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3.4 Methods 
3.4.1 Information sources and search strategy 

This review followed a systematic review protocol (PROSPERO registration number: 

CRD42020170762). The PRISMA guidelines (Moher et al., 2009) and “enhancing 

transparency in reporting the synthesis of qualitative research” (ENTREQ) checklist (Tong 

et al., 2012) were used to ensure transparency in reporting and enhance the rigour of this 

review.  

A search was carried out on the following electronic bibliographic databases:  Academic 

Search Premier, CINAHL Complete, MEDLINE, APA PsycINFO, SPORTDiscus. No date 

limits were applied, and the final search was carried out in September 2021. Reference 

lists of eligible studies were hand searched as well as forward citation searching using the 

Web of Science database. A Boolean search strategy was employed (Figure 3.1) to search 

the databases using key concepts and their alternatives (Physiotherap* OR “physical 

therap*” AND Person-cent* OR “person cent*” OR patient-cent* OR “patient cent*”). 

 

Figure 3.1 PIC search strategy. 

3.4.2 Eligibility criteria and study selection 

Studies were included if they involved qualitative methods and were published in an 

English language peer-reviewed academic journal, as defined and indexed by EBSCOhost 

interface (Table 3.1). The views sought were those of the experiences, perspectives, 

attitudes or understanding of qualified musculoskeletal physiotherapists, and their 

patients, on the topic of person-centredness. It was deemed necessary that person-

 
PIC search parameters  
Population: Musculoskeletal physiotherapists and their patients 
Interest: Person-centred (and synonym) approaches to physiotherapy practice 
Context: Musculoskeletal (MSK) physiotherapy outpatient settings 

Databases searched: 
Academic search premier 
CINAHL complete 
MEDLINE 
APA PsycInfo 
SPORTDiscus with Full Text  
Search parameter #1 
Person-cent* or “person cent*” OR patient-cent* or “patient cent*” [select a field]*  
*(default author, subject, keywords, title info, all abstract (or first 150 words if no abstract) 

Search parameter #2 
Physiotherap* or “physical therap*” [All text] 
limits 
Combined search parameter #1 and #2 = 5756 
Limit to English, academic journal, and removed duplications = 3250 
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centredness constituted the key focus of the study aims or findings sections and that this 

was within a predominantly musculoskeletal outpatient-type setting. 

Table 3.1 Inclusion and exclusion criteria. 

 

Papers were initially screened for eligibility by JN using their title and abstract. Full text 

articles were independently screened by JN and CK. Any disagreements on individual 

judgement were resolved by discussion and consensus with the review team. 

Included studies were critically appraised using the Critical Appraisal Skills Programme 

checklist for qualitative research (CASP, 2018). While the value of critical appraisal for 

qualitative research remains a contested area, this is typically used to evaluate whether 

or not a study adequately addresses questions of meaning, process and context in 

relation to the review outcomes (Hannes, 2011). Discrepancies were resolved by 

discussion and consensus among all three researchers (JN; CK; AG). 

3.4.3 Data extraction and synthesis 

A data extraction form was used to extract characteristics of participants, year of 

publication, country, study settings and study design including aims, method, and 

methodology plus any other special features of the studies. The lead reviewer (JN) was 

responsible for data extraction, but this process was checked by the second reviewer 

(CK), with any disagreement on individual judgement being resolved by discussion with 

the third reviewer (AG). 

Qualitative metasynthesis broadly describes the interpretive integration of qualitative 

findings from primary research into an interpretive synthesis of the data (Sandelowski and 

 
 
 
 
 
 
 
 

Inclusion criteria 

• Research involving qualitative methods. 
• English language publications 
• Peer reviewed in academic journals. 
• Patient or qualified physiotherapist views on experience, perspective,  

attitudes or understanding on person-centred practice. 
• Person-centredness constituting the key focus of study aims or findings. 
• Based on the musculoskeletal outpatient model of care. 

Exclusion criteria 

• Studies reporting on views, perspective, attitudes or understanding of non-
qualified physiotherapists, professions other than physiotherapist or patients’ 
family/carers. 

• Home and inpatient-based rehabilitation including care/residential/nursing 
homes. 

• Studies based on non-musculoskeletal adult specialities. 
• Grey literature and systematic reviews 
• Quantitative study design 
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Barroso, 2007). Formative demonstrations of qualitative research synthesis, based on 

ethnographic studies (Noblit et al., 1988), have led its wider application beyond this so-

called meta-ethnography. Such other qualitative metasynthesis approaches include 

meta-study, critical interpretive analysis, meta-narrative and thematic synthesis 

(Holopainen et al., 2020). In keeping with other recent physiotherapy studies (Wijma et al., 

2017; Unger et al., 2019; Holopainen et al., 2020), the synthesis here followed the 

methods of thematic synthesis described by Thomas and Harden (2008).  

The thematic synthesis method itself, in brief, can be summarised by the following steps: 

initial line-by-line coding of text; development of descriptive themes close to the primary 

data, and interpretative development of analytical themes to generate the new 

explanations (Thomas and Harden, 2008). Before thematic synthesis was commenced, 

the data from the findings or results section of eligible studies were imported verbatim 

into QSR International NVivo 12 software program. Data were coded line-by-line in the 

first open coding phase. Once coding of the first study was complete, codes from the next 

study were added to code 'bank' or new code developed as necessary, constituting a start 

to the synthesis (Thomas and Harden, 2008). The second stage of synthesis involved the 

organisation of these 'free codes' into related areas to construct 'descriptive' themes. In 

the third stage, analytical themes were generated. This was where novel interpretations 

based on the individual findings of primary studies occurred. Data were initially coded by 

JN before other members of the review team (CK and AG) independently cross-checked 

sections.  

3.5 Results  
3.5.1 Included articles 

3.5.1.1 Study selection 
The search strategy identified 5756 articles. Figure 3.2 shows the process of study 

selection based on a PRISMA diagram (Moher et al., 2009). A total of nine qualitative 

studies met the inclusion criteria. 
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Figure 3.2 PRISMA diagram for the systematic review. 

3.5.1.2 Quality of included studies 
Study quality was assessed using the CASP qualitative appraisal checklist. The claim that 

the CASP tool has utility for addressing most of the principles and assumptions 

supporting qualitative research (Holopainen et al., 2020) is supported by its use in several 

recent qualitative systematic reviews in physiotherapy (O'Keeffe et al., 2016; Elvén and 

Dean, 2017; Holopainen et al., 2020). All nine studies were deemed to be of very high 

quality. The only consistent shortcoming in five of the included articles (Cooper et al., 

2008; Kidd et al., 2011; Morera-Balaguer et al., 2018; Cowell et al., 2019; Morera-Balaguer 

et al., 2019) was a lack of reporting on researcher reflexivity and/or researcher 

positionality. This is no small matter considering qualitative researchers’ status as an 

instrument of data collection with the consequence that any data, and subsequent 

interpretations, cannot be fully accepted without a disclosure of their interests and 

positioning of ‘self’ within their study (Sutton and Austin, 2015). Reflexivity, too, provides 

an opportunity to evaluate the researcher as an active participant in the process of 

meaning creation (Hertz, 1997) and thus, makes it possible for the reader to legitimise and 

validate what is being reported.  The absence of clarity on these details in some of the 

aforementioned articles may have therefore limited the conclusions drawn by the review. 
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3.5.1.3 Study Characteristics  
A range of qualitative methods/methodological approaches were used (Table 3.2) 

including narrative enquiry (Ahlsen et al., 2020); framework analysis (Cooper et al., 2008); 

conversation analysis (Cowell et al., 2019); interpretive descriptive methodology (Ibsen et 

al., 2019); grounded theory (Kidd et al., 2011); thematic analysis (Meerhoff et al., 2019); 

modified grounded theory (Morera-Balaguer et al., 2018); constant comparison (central to 

grounded theory) (Morera-Balaguer et al., 2019); and interpretive phenomenological 

analysis (Sullivan et al., 2019). Data collection methods included: Semi-structured 

interviews N=5; semi-structured focus groups N=3 and observations N=1. 

Study sample size ranged from 5-31, with a total number of participants across all studies 

of 153 (41 physiotherapists: 25 males and 16 females; and 112 patients: 37 males and 75 

females). Three studies involved data collected from physiotherapists; five studies 

involved data collected from patients and one study included data collection from both 

via observation of a physiotherapist-patient interaction. The geographical spread of 

studies included: UK (Cooper et al., 2008; Cowell et al., 2019; Sullivan et al., 2019) Spain 

(Morera-Balaguer et al., 2018; Morera-Balaguer et al., 2019), Holland (Meerhoff et al., 

2019), Denmark (Ibsen et al., 2019), New Zealand (Kidd et al., 2011) and Norway (Ahlsen 

et al., 2020). 

Table 3.2 Overview of studies included in the systematic review 
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3.5.2 Qualitative synthesis 

Thematic synthesis of the included studies led to development of four themes that 

summarised musculoskeletal physiotherapists and patients views of person-centred 

practice: 1. Treating each patient as a unique person; 2. Importance of communication for 

achieving a therapeutic alliance; 3. Necessary physiotherapist traits for person-

centredness; and 4. Supporting patient empowerment. Themes will be presented with 

direct quotes from the original studies with a representative thematic schema presented 

in Figure 3.3. 

 

Figure 3.3 Schema representing review findings. 

3.5.2.1 Theme 1. Treating each patient as a unique person 
For a musculoskeletal outpatients’ therapeutic approach to be considered as person-

centred, the clinicians and their patients both acknowledged that physiotherapists should 

recognise each patient as a unique person. The importance of treating each patient as a 

unique person was evident by the prevalence of this theme in all but one study (Meerhoff 

et al., 2019). Patient participants appeared to appreciate, or feel entitled to receive, an 

individualised approach. This included choosing a style of care reflective and adjusted for 

their needs (Cooper et al., 2008; Ibsen et al., 2019; Morera-Balaguer et al., 2019). 

Acknowledgment of the uniqueness of patients as people was apparent in the way that 

some therapists sought to understand what was meaningful to their patients. This 

included a focus on aspects of their hobbies, interests or on something enjoyable or 

familiar, rather than simply what the therapist wanted for them (Ahlsen et al., 2020). 

Physiotherapists who practiced in this way saw the potential for reimagining treatment, 

from the perspective of the unique patient in question, by tailoring therapy into something 
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personally meaningful to them. Physiotherapists saw this tailoring as a way to promote 

engagement with treatments by relating this to the real world and being relevant to the 

patient (Sullivan et al., 2019). 

If you can show them something that they can see themselves … and allow 
them to relate it to the real world, it … it gets them on board … they’ve 
already linked that in their mind to having some relevance to … to them 
(Sullivan et al., 2019). 

From the patients’ perspective, the ability to engage meaningfully with a given therapeutic 

approach (e.g., specific exercises for back pain) required a patient’s belief in the 

treatment’s effectiveness for their own unique situation (Cooper et al., 2008; Kidd et al., 

2011). For the approach to achieve a certain level of person-centredness, however also 

required there to be a ‘fit’ of treatment with individual patients’ lifestyles. For example, 

one patient with back pain could not envisage himself doing a particular exercise despite 

acknowledging that the exercise was relevant to his back pain (Cooper et al., 2008). When 

treatment activities were meaningful to the patients, they felt that their needs were being 

addressed as unique people (Cooper et al., 2008). If, for example, the exercises were 

viewed as boring or too easy, and thus not meaningful, then they were more likely to 

disengage (Cooper et al., 2008; Kidd et al., 2011). 

The idea of paying careful attention to individual patient stories diverges from a traditional 

physiotherapist role that prioritises the diagnosis and management of physical 

impairments. Willingness on the part of a physiotherapist to get to know the singular 

patient and tune into their individual needs and interests underlined an important role for 

the co-construction of patient narratives (Ahlsen et al., 2020). In the view of some 

physiotherapists, an approach tailored to the unique patient narrative or perspective 

allowed patients to use their own voice in construction and development of new meanings 

for their concerns (Cowell et al., 2019; Sullivan et al., 2019; Ahlsen et al., 2020). The 

addition of open-text boxes on a patient reported outcome measures was one such 

example that, patients felt, enabled them to provide more details on their individual needs 

and functioning (Ibsen et al., 2019). Patients expressed the desire to receive personalised 

explanations on diagnosis and treatment, with an emphasis on this being in a form of 

clear and easy to follow information to help them develop their understanding of their 

condition (Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et al., 2019). This helped 

them feel like they were being seen as a unique person since the information was tailored 

to their own situation (Cooper et al., 2008; Kidd et al., 2011). Similarly, the use of overly 

technical language was recognised as a barrier to developing individual patient 
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understanding and resulted in patient disengagement (Cooper et al., 2008; Sullivan et al., 

2019). 

You know not everybody knows medical speak (. . .) But, if you have a good 
understanding in layman’s terms. . .Ever since then I’ve a clear understanding 
of what exactly is happening to my back when it goes out, what needs to be 
done, and how to get back on track (Cooper et al., 2008). 

As such, physiotherapists described their attempts to individualise understanding by 

deploying everyday analogies and metaphors (Sullivan et al., 2019; Ahlsen et al., 2020). 

For patients, the quality of the personalised explanations from the physiotherapist was 

helpful in building a trusting relationship with their therapist (Kidd et al., 2011). The 

importance of these individualised explanations was seen by both patients and 

physiotherapists as being part of a process which varies between individual patients and 

can take time, therefore should be ‘layered’, as opposed to delivered all at once (Cooper 

et al., 2008; Kidd et al., 2011; Sullivan et al., 2019). This tailoring of information thus 

ultimately facilitated a stronger patient-therapist collaboration (Morera-Balaguer et al., 

2018; Sullivan et al., 2019). 

3.5.2.2 Theme 2. The importance of communication for achieving therapeutic alliance 
This theme embodies the various aspects of communication relevant for achieving a level 

of person-centred musculoskeletal outpatient practise. Communication was notable in 

four key areas: clarity of communication that addressed expectations, facilitation of an 

open dialogue, listening, and non-verbal communication. 

Firstly, clarity of communication was viewed by some patients as essential in the delivery 

of person-centred practice as it helped address their expectations of what was realistic in 

terms of therapeutic outcomes (Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et 

al., 2018; Morera-Balaguer et al., 2019). Clear therapist communication was valued and 

constituted a source of satisfaction and trust in the therapeutic relationship (Kidd et al., 

2011; Morera-Balaguer et al., 2019; Sullivan et al., 2019). 

She told me what I had, what she was going to do and why, and what we 
expected to achieve, then you know how you are going to progress and you 
see the improvement. The clarity and way she expressed herself 
was important (Morera-Balaguer et al., 2019). 

When patient expectations were not met and they were disappointed with progress there 

was a tendency to blame the therapist for their unclear communication on expected 

improvements or prognosis (Cooper et al., 2008; Morera-Balaguer et al., 2019): 
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I think by the middle or the end of my treatment I would have expected to 
know what was going on, what was wrong with my back. . .Yeah. I think, if it’s 
curable or if it’s not. If it’s just going to be a long-term thing. I would like to 
have found out (Cooper et al., 2008). 

Thus, patient expectations were viewed as a burden by some physiotherapists (Sullivan et 

al., 2019). From the perspective of the therapist, they felt that patients needed to be more 

realistic with their expectation of being ‘fixed’, cautioning the communication of 

misplaced hope to avoid perceptions of their ineffectiveness later (Morera-Balaguer et al., 

2018; Sullivan et al., 2019; Ahlsen et al., 2020). 

Secondly, clinicians and patients acknowledged the utility of open dialogue to achieve a 

mutually developed treatment approach (Ibsen et al., 2019; Sullivan et al., 2019; Ahlsen et 

al., 2020). Patients being offered sufficient time and encouragement to speak about 

‘everything’ was seen as being important for person-centred practice by both patients and 

clinicians alike (Cooper et al., 2008; Ahlsen et al., 2020). Rejoinders such as ‘do you 

think’, for example, were indicative of therapist attempts to reach a deeper understanding 

of patient perceptions and encourage development of their concerns (Cowell et al., 2019). 

Supporting patients to communicate their beliefs and values in narrative form, therefore, 

appeared to enrich physiotherapist-patient relationships, furthering the aim of building 

therapeutic alliance. 

Thirdly, for a musculoskeletal outpatient consultation to be perceived as person-centred, 

both patients and therapists agreed on the importance of a physiotherapist’s listening 

skills (Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et al., 2018; Cowell et al., 

2019; Morera-Balaguer et al., 2019; Sullivan et al., 2019; Ahlsen et al., 2020). Listening 

was linked to maintaining focus on patient concerns (Cowell et al., 2019) with an 

additional emphasis being placed by patients on the therapists not appearing to “judge” 

when hearing a patient’s account (Morera-Balaguer et al., 2019). For the initial stages of 

consultation with a new client, active listening and questioning were of particular 

significance to therapists seeking to interact in a person-centred manner (Sullivan et al., 

2019). 

I don’t know if I did anything in the first assessment … I’d listened to her, I’d 
listened to all the story … I just listened to all of the, the things that were 
going around in her head (Sullivan et al., 2019). 

Finally, the body language of clinicians was a further key aspect of communication central 

to promoting a therapeutic relationship with patients. In some instances, body language 

was deliberately deployed by physiotherapists to engage or relax patients. This included a 
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proactive focus on patient gaze, use of open upper limb gestures or deliberately placing 

notes down as a signifier of their full attention (Cowell et al., 2019; Sullivan et al., 2019). 

Non-verbal continuers backed up with empathic nods were interpreted as an invitation for 

the patient to explain what they mean. Conversely, body language was employed in a less 

person-centred fashion to close a conversation (Cowell et al., 2019). Patients were 

generally aware when therapists were not engaged by interpreting aspects of the 

physiotherapist’s body language. This included a failure to look patients in the eye or 

physiotherapists turning away to focus on something else (Cowell et al., 2019). This 

resulted in patient disengagement and a feeling of belittlement and was damaging to 

therapeutic relationships (Cowell et al., 2019; Morera-Balaguer et al., 2019). 

3.5.2.3 Theme 3. Necessary physiotherapist traits for person-centredness 
This theme reflects the views of patients and physiotherapists regarding key traits 

required by the therapist for musculoskeletal encounters to be perceived as person-

centred. These traits include: a level of technical expertise; emotional intelligence and 

personality; confidence and clinical bravery. 

The first trait required by a physiotherapist for person-centred practice was the 

importance of technical expertise; clinical competence and knowledge (Cooper et al., 

2008; Kidd et al., 2011; Morera-Balaguer et al., 2018; Morera-Balaguer et al., 2019; 

Sullivan et al., 2019). Patient and physiotherapy participants across a range of studies 

hinted towards the therapist being an ‘expert’ trained to know what is best for the patient 

(Cooper et al., 2008; Kidd et al., 2011; Cowell et al., 2019; Morera-Balaguer et al., 2019; 

Sullivan et al., 2019; Ahlsen et al., 2020). 

The second trait which was perceived to be important for person-centred practice in a 

musculoskeletal context was the role of emotional intelligence on behalf of the 

physiotherapist. Aspects of emotional intelligence, namely: self-awareness, self-

regulation, motivation, empathy and social skills, were referenced to some extent by 

patients or therapists, demonstrating the essential relationship between an outpatient 

physiotherapist’s levels of emotional intelligence and the delivery of person-centredness 

(Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et al., 2018; Cowell et al., 2019; 

Morera-Balaguer et al., 2019; Sullivan et al., 2019; Ahlsen et al., 2020). The clear 

expectations from one patient provides their own checklist of therapist attributes for 

person-centredness (Kidd et al., 2011): 

An understanding of the pain, . . . and a feeling that I matter and that I’m a real 
person. . . .And then probably most important is the . . .the knowledge that she 
shares and put[s] into practice and then the encouragement to do the 
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exercises, because what she does is only part of it. You know, there’s 
that thing to get you doing the rest. . . . and . . . part of that encouragement is 
actually the ability . . . [to] answer questions and . . . I think it’s. . .about taking 
the person seriously. . . .it was respecting the questions and being prepared to 
answer them and . . . that gives you, that confidence. . . .it’s ability to 
inspire confidence (Kidd et al., 2011). 

Traits such as niceness or competence alone were not sufficient. There appears a 

complex mixture of idiosyncratic factors, including the physiotherapist’s persona, that 

combine to shape this (Cooper et al., 2008). 

Patients’ perception of negative therapist personality traits, that included abruptness or 

angry faces, led to poor levels of person-centredness. Instances where patients revealed 

a dislike for their therapist unquestionably constituted a barrier to realising person-

centred relationships (Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et al., 2019): 

there are people who, in my own experience, you take a dislike to from the 
very start, and, I know I shouldn’t judge like this, they may be able to 
do miracles but… (Morera-Balaguer et al., 2019). 

Thirdly, for physiotherapy encounters to be person-centred there was an expectation from 

patients that they needed to feel confident in their therapist (Kidd et al., 2011; Morera-

Balaguer et al., 2019). Similarly, therapists perceived their self-confidence to be important 

in supporting patients (Morera-Balaguer et al., 2018; Sullivan et al., 2019).  

The final trait which was perceived to be important from a person-centred perspective 

was the role of clinical bravery. This reflects the fact that, at times, therapists need to be 

willing to step out of their comfort zone, even perhaps, beyond their perception of the 

traditional physiotherapy role, in order to truly achieve person-centredness (Sullivan et 

al., 2019; Ahlsen et al., 2020). Clinical bravery is characterised by a musculoskeletal 

physiotherapist accepting the principle of going where the patient needed to take them, 

even venturing into areas concerning psychological distress or resulting in emotional 

reaction or conflict with patients: 

I learnt that maybe one should risk going, for example, into conversations with 
patients; dare joining the patients in their frustration; not being afraid and stop 
thinking this is not my field of competence, but daring joining the patients in 
these talks, I think that is important (Ahlsen et al., 2020). 

3.5.2.4 Theme 4. Supporting patient empowerment  
This theme reflects the view from some physiotherapists that an attitude of empowerment 

was necessary to practice in a person-centred manner (Ahlsen et al., 2020). When 

attempts to achieve patient empowerment were unsuccessful, or neglected, this had the 
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potential to result in patient disempowerment (Morera-Balaguer et al., 2018; Cowell et al., 

2019). The strong focus on empowerment being evident in only one therapist-facing 

article was itself noteworthy. 

For more complex musculoskeletal patients, empowerment meant negotiating 

acceptable levels of pain tolerance, while building body awareness and patient 

confidence. Comforting patients and proposing alternative ways to move, adjusted to 

their individual tolerance levels, allowed patients to have new experiences, strengthening 

the patient’s sense of self (Ahlsen et al., 2020). For other physiotherapists, empowerment 

centred on patient self-management aimed at helping the patients to help themselves: 

We teach them what they need, give them the insight they need and the 
training experience they need, the confidence. Then, when they are finished 
here, they can continue with the work and I think that is really a lifelong 
perspective (Ahlsen et al., 2020). 

Clinicians’ views regarding opportunities and barriers for achieving patient empowerment 

were present in several studies (Morera-Balaguer et al., 2018; Cowell et al., 2019; Ahlsen 

et al., 2020). A traditional musculoskeletal physiotherapy assessment format constitutes 

a significant barrier hampering patient empowerment. In a possibly typical scenario, a 

therapist turns away to write their notes, signifying that they are moving on with their 

assessment, however, the patient has not yet finished and therefore feels it is necessary, 

appropriate and possible to draw the therapist’s attention back (Cowell et al., 2019). The 

patient’s apparent disregard for the physiotherapy assessment structure, via an active 

demonstration of self-empowerment in this example, highlights the impact that patient 

empowerment can have on therapeutic relationship dynamics. 

Physiotherapists were aware of the importance of empowerment to support patients but 

perceived that some patients preferred to have the therapist lead the management of their 

condition (Morera-Balaguer et al., 2018). Indeed, from the patient perspective, some 

exhibited a dependence on the therapist, preferring to defer decision making to the 

physiotherapist (Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et al., 2019). The 

therapeutic management of a patient in possession of low self-efficacy was deemed to 

require more professional and personal effort (Morera-Balaguer et al., 2018).  

The level of patient self-awareness regarding their current musculoskeletal issues 

emerged as a person-centred practice-relevant concept that was linked to empowerment 

in patient and physiotherapist studies (Meerhoff et al., 2019; Ahlsen et al., 2020). For 

example, patient reported outcome measures were considered by some patients as a 
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useful tool for improving self-awareness and empowerment to manage of their condition 

(Ibsen et al., 2019; Meerhoff et al., 2019). This is because the detailed questions about 

health problems made them more aware of their musculoskeletal health challenges such 

as when pain is actually present on any given week. It also gave them a clearer picture of 

their overall health by empowering patients to understand the nature and severity of their 

own health issues. 

3.6 Discussion 
The aim of this review was to explore the views of musculoskeletal physiotherapists and 

patients on person-centredness. This is important because musculoskeletal outpatient 

physiotherapy may have its own unique barriers to operationalising person-centred 

practice. This review found that in an outpatient musculoskeletal context, 

physiotherapists needed to treat each patient as a unique person, requiring core traits 

and strong communication skills as well as promoting empowerment. These themes are 

commonly reported in the wider literature of person-centred practice (Morgan and Yoder, 

2012; Scholl et al., 2014; Castro et al., 2016; Pluut, 2016; Wijma et al., 2017; Santana et 

al., 2018; Eklund et al., 2019; Byrne et al., 2020). However, what this review adds is that, 

within the well-reported principles of person-centredness, there are some nuanced 

differences which are of relevance specifically in a physiotherapeutic musculoskeletal 

context. 

Firstly, in the current review, empowerment was clearly noted in some studies, but its 

presence was noticeably lacking as a consistent theme across most studies. This lack of 

consistent reporting of empowerment from a musculoskeletal context may therefore be 

suggestive of empowerment being a challenging concept for musculoskeletal 

physiotherapists to master. Empowerment is conceptually evident within person-centred 

models from acute and post-acute settings (Morgan and Yoder, 2012; Scholl et al., 2014). 

Within physiotherapy more generally, empowerment was central to person-centred 

practice, where it was defined by its aims of encouraging patient autonomy, self-

confidence and a personal feeling of responsibility and power (Wijma et al., 2017). One 

proposed link between patient-centredness and empowerment, although not 

physiotherapy-specific, positioned patient-centredness as antecedent, and possibly 

prerequisite, to patient empowerment (Castro et al., 2016). This is important because it 

suggests that patient empowerment may not be possible without physiotherapists 

adopting a person-centred approach. Despite being established as central to person-

centredness within the wider literature, these highlighted issues with empowerment 
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might constitute a specific barrier to operationalising person-centredness in an outpatient 

context. 

One of the reasons that makes empowerment a challenging concept for musculoskeletal 

physiotherapists may relate to adopted models of clinical practice. Despite a 

longstanding acceptance of the biopsychosocial approach, much of physiotherapy 

practice remains firmly underpinned by a biomedical model; one that typically provides 

clinicians with control over an assessment that aims to solve patient problems (Engel, 

1977; Mudge et al., 2014; Fuller, 2017). Focusing on a structured, checklist-style 

approach might tackle physical deficits, but fail to elicit and address the individual patient 

needs, with direct consequences for patient empowerment. If the shift to person-

centredness constitutes a holistic approach beyond biomedical and biopsychosocial 

models, then musculoskeletal outpatient practice’s siloed focus on individual body 

regions may leave it lagging some way behind (Caneiro et al., 2020). One possible way to 

achieve this desired shift might be through adoption of the narrative approach modelled 

by Ahlsen and colleagues (2020) who sought to empower patients. Narrative-based 

practice, like person-centred practice, emerged as a response to the perceived 

shortcomings of the biomedical approach (Zaharias, 2018). A critical area of narrative-

based practice is in the sharing of power between clinician and patient (Low, 2018), 

requiring a willingness on the physiotherapist’s part to get to know their patient and tune 

into their specific needs and interests through hearing their full narrative. More open 

questioning and a mutual search for meaning and sense-making holds the patient’s story 

as central and is therefore more likely to strengthen the physiotherapist-patient 

relationship. A proposal from this review echoes the opinion of others (Greenhalgh and 

Hurwitz, 1999; Charon, 2009; Launer, 2018; Low, 2018; Zaharias, 2018; Ahlsen et al., 

2020) regarding the need to shift to a more narrative approach to consultation, but with 

the aim in this case to facilitate the desired patient empowerment within musculoskeletal 

physiotherapy. 

Secondly, for person-centred practice to occur in a physiotherapeutic musculoskeletal 

context a therapist must be in possession of certain traits. These include a level of 

technical expertise (Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et al., 2018; 

Morera-Balaguer et al., 2019; Sullivan et al., 2019); emotional intelligence and personality 

(Cooper et al., 2008; Kidd et al., 2011; Morera-Balaguer et al., 2018; Cowell et al., 2019; 

Morera-Balaguer et al., 2019; Sullivan et al., 2019; Ahlsen et al., 2020); and self-

confidence (Morera-Balaguer et al., 2018; Sullivan et al., 2019) or the ability to inspire 

confidence (Kidd et al., 2011; Morera-Balaguer et al., 2019). The wider point of there being 
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a need for certain traits is covered in the multi-professional literature on person-

centredness (Scholl et al., 2014; Wijma et al., 2017; Santana et al., 2018; Eklund et al., 

2019; Byrne et al., 2020). These traits were similarly evident in this current study. 

However, a further trait was also noteworthy; the notion of clinical bravery: a previously 

unacknowledged physiotherapy trait holding specific relevance for the delivery of person-

centredness in the outpatient physiotherapy setting. With a definition of clinical bravery in 

the wider literature currently lacking, similarities can be found within general discourse on 

healthcare discussions that are difficult and uncomfortable (Wilcox and Varpio, 2019) 

which often pertain to life-changing diagnoses (Marcus and Mott, 2014). Difficult 

conversations that have gone well reportedly have the potential to affirm relationships, 

build trust and increase hopefulness of the patient (Campbell et al., 2010), albeit in the 

context of discussion on cancer prognosis. One common feature on managing difficult 

conversations, however, is a belief that this constitutes a genuine skill needing to be 

taught and practiced (Svarovsky, 2013) and for which effective communication is central. 

Communication during a typical musculoskeletal assessment is highly therapist-centred 

since the direction and control of conversation is towards physical and biomedical topics, 

often via closed questioning and without regard for patient agenda (Hiller et al., 2015). 

“Brave and risky” forms of physiotherapy practice that emphasises openness, 

vulnerability, and transparency to address power relations have previously been proposed 

(Eisenberg, 2012:445). This means a willingness to follow the conversation where the 

patient needs to take it and reaching beyond the traditional musculoskeletal 

physiotherapist’s remit by moving clinicians out of the comfort zone, for example, 

engaging with a patient’s psychological distress, emotional reaction or conflict (Sullivan 

et al., 2019; Ahlsen et al., 2020). If, as proposed earlier, physiotherapy assessment based 

on a narrative approach can improve patient empowerment, then clinical bravery might 

also be a necessary precondition to achieve the challenging shift from physiotherapist-

fixer to conversational partner (Launer, 2018). 

Finally, as part of the theme of treating each patient as a unique person, the importance of 

pursuing meaningful therapeutic activity for the individual was the third point of 

discussion for this review. This strong representation in most reviewed articles matches 

previous reports that person-centred goal setting must be meaningful and relevant to the 

patient in their own environment, regardless of the setting or perspective (Melin et al., 

2019). Meaningfulness has been defined as deriving “from a person's sense of the 

importance of participating in certain occupations or performing in a particular manner; or 

from the person's estimate of reward in terms of success or pleasure; or perhaps from a 
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threat of bad consequences if the occupation is not engaged in” (Trombly, 1995:963). 

While fundamental to the concomitant occupational therapy profession, meaningful 

activity is not always central for outpatient physiotherapists, whose traditional 

preoccupation is with pain, range of motion or strength improvements; goals which are 

not necessarily shared with their patients (Gardner et al., 2015). However, the results of 

the current review support previous reports that for a physiotherapist to be truly person-

centred, the goals and activities must extend beyond a physiotherapy judgement of their 

health problem and hold some meaning for the individual patient in question (Nicholls 

and Gibson, 2010). 

While previous discussion points share a common focus on a person-centred 

consultation style, this final point considers what comes after the patient story is 

understood and rests on the imperative of constructing a therapeutic intervention that 

resonates with the individual’s lifeworld. In essence, musculoskeletal outpatient 

physiotherapists may need to become more like their occupational therapy colleagues, in 

terms of a focus on both meaning, as well as purpose, during treatment design. 

Therapists’ awareness of what constitutes meaningful therapeutic activity for an 

individual might only result from first embarking on a brave journey with a patient in a 

consultation where no topic is out of bounds through narrative assessment approaches. 

3.6.1 Quality evaluation 

Systematic reviews rely on the quality of individual included studies in such a way that the 

evidence in the review can only be as good, or as free from bias, as the included studies 

(MUSC, 2024) (see earlier section 3.5.1.2 ‘Quality of included studies’). The tool that is 

employed will reflect the study type, which in this case was qualitative data. The quality of 

individual included studies was, thus, judged using a CASP appraisal tool (CASP, 2018). 

The criteria that make up CASP range from the clarity of aims to the value of the research. 

According to CASP appraisal, all included studies were of very high quality, but five lacked 

clear reporting on researcher positionality and/or reflexivity. Quality in the review was also 

enhanced by developing a protocol registered with PROSPERO (registration number: 

CRD42020170762), that was based on ENTREQ checklist (Tong et al., 2007) and 

completion of a PRISMA diagram (Moher et al., 2009). The manuscript version of the 

systematic review successfully passing the peer review process for publication in 

Disability and Rehabilitation added another level of quality assurance.  
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3.6.2 Strengths and limitations 

This study was strengthened by the authors following an a priori PROSPERO protocol and 

ENTREQ guidelines (Tong et al., 2007). A broad international perspective on person-

centredness was achieved by inclusion of nine high quality studies from both 

physiotherapists and their patients from the UK, Spain, Holland, Denmark, Norway, and 

New Zealand.  

Limitations of this review include the synthesis being based on a small number of studies 

and only one review author screened for eligibility of the retrieved records. It is possible 

that some relevant articles might not have made it into the initial screening. Finally, as 

qualitative research can often be found in the grey literature (Tong et al., 2007), the 

exclusion of grey literature, non-peer reviewed publications and non-English language 

publications constitutes a potential limitation for this review.  

3.6.3 Conclusion 

This review offers three novel contributions to the discourse of musculoskeletal 

physiotherapists and patients on person-centred practice. Firstly, the authors proposed a 

shift to more narrative-based assessments to overcome identified shortcomings in 

achieving empowerment.  Secondly, that clinical bravery is a necessary trait relating to 

both the courage of therapists to hold difficult conversations and to go against the 

biomedical orthodoxy to elicit patient narratives. Finally, ensuring treatments constitute a 

meaningful activity reflective of the person’s individual world is an important part of 

treating each patient as a unique person. 

As the traditional physiotherapy landscape shifts in the UK with innovations such as the 

first contact practitioner model in primary care and emergency departments, it is 

important that research keeps pace if we are to understand the respective idiosyncratic 

person-centred requirements and avoid backsliding to the biomedical model. There has, 

therefore, never been a more pressing need for development of physiotherapy-specific 

person-centred frameworks that are able to provide clear, research-based guidance on 

how to operationalise person-centred practice in multifarious settings, including 

musculoskeletal outpatients. 

3.6.4 Updated search 

A systematic search was repeated on 29 April 2024 to ascertain whether any new studies 

had been published since the last search in Sept 2021. The updated search identified 

2,568 papers, reduced to 2032 with duplicates removed. These were screened as per 

methods used for the review, namely on abstract and title revealing ten papers (Cowell et 
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al., 2021; Dnes et al., 2021; Hammond et al., 2022; Rodríguez-Nogueira et al., 2022; 

Unsgaard-Tøndel and Søderstrøm, 2022; De Baets et al., 2023; Kleiner et al., 2023; 

Liddiard et al., 2023; Holmes et al., 2024; Savvoulidou et al., 2024) which underwent full 

text screening. However, none of the papers from the updated systematic search process 

met the inclusion criteria predominantly due to lack of main study focus on PCP, but also 

commonly the lack of musculoskeletal specific focus.  

3.7 Summary of literature review chapter 
This chapter reviewed the existing literature on the views of musculoskeletal 

physiotherapists and their patients on person-centred practice (PCP). This highlighted the 

existence of a small quantity of high-quality primary qualitative research that investigated 

PCP from the perspective of patients and physiotherapists in international 

musculoskeletal outpatient-type settings. Three studies covered the views of 

physiotherapists (Morera-Balaguer et al., 2018; Sullivan et al., 2019; Ahlsen et al., 2020), 

five of patients (Cooper et al., 2008; Kidd et al., 2011; Ibsen et al., 2019; Meerhoff et al., 

2019; Morera-Balaguer et al., 2019), and one of both (Cowell et al., 2019). While some 

significant findings, such as the importance of treating each patient as a unique person, 

appeared more prevalently than others, for example, empowerment, their judgement by 

relevance to the research aims, rather than their frequency, rendered them of equivalent 

standing during analysis. The four themes developed surrounding treating the unique 

person; communication; PCP traits; and empowerment, led to a discussion that offered 

three novel contributions on subject of empowerment, clinical bravery and meaningful 

activity. These new offerings constitute an original contribution to the discourse on 

musculoskeletal physiotherapy PCP with the potential to improve patient experience of 

musculoskeletal physiotherapy. The systematic review in this chapter was published in 

Disability and Rehabilitation to assist with this expectation (Naylor et al., 2023) (see 

publication). The systematic review directly informed development of the survey 

questions for the mixed-method study as well as the interview guides for both subsequent 

studies. 
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 An exploration of person-centredness among 
emergency department physiotherapists: A mixed methods 
study (study 2) 

4.1 Introduction 
This chapter will present a mixed-methods exploration of the views of emergency 

department (ED) physiotherapists on person-centred practice (PCP). This study was 

undertaken to gain insights into how PCP is understood and interpreted by the growing 

number of UK physiotherapists who work at the point of first contact with patients in ED.  

The chapter commences with a brief overview on the importance of PCP to contemporary 

healthcare followed by a discussion on PCP in ED before setting the aims for this study. 

After this follows the methods, results and discussion sections, respectively. The chapter 

is then summarised, which includes a brief introduction to the subsequent patient-facing 

study. 

4.2 Background to the study 
4.2.1 Person-centred practice 

PCP describes an individualised approach to healthcare that ensures people’s 

preferences, needs and values guide clinical decision-making through care that is 

respectful and responsive toward them (NHSE, 2024b). Those in UK healthcare settings 

should be familiar with the concept of person-centredness due to its common use as well 

as its inclusion in documents ranging from key health policy (Health and Social Care Act, 

2012; NHS, 2019) to professional practice frameworks (HEE, 2017; 2021). The deceptively 

intuitive nature of the term, however, lends itself to misapprehension that risks its 

throwaway usage, possibly undervaluing its importance. Irrespective of its fashionable 

status, the prioritisation of a person-centred healthcare model - as one purposively 

tailored to a recipient’s unique healthcare requirements - heralds a significant and timely 

shift away from a tradition of paternalism in healthcare far too important to be 

misunderstood (Karazivan et al., 2015). 

Person-centredness is a multifaceted concept that presents interpretative and 

operational challenges to contemporary healthcare researchers and clinical practitioners 

alike. A host of positive patient outcomes have been attributed to the use of person-

centred approaches, compared to usual care, such as recipient satisfaction, wellbeing, 

and self-management (Rathert et al., 2013; Coulter et al., 2015; Mazurenko et al., 2015). 

Empirical studies measuring its occurrence are challenged by the range of patient types 
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and context-specificity of the person-centred activities under investigation (Health 

Foundation, 2016). The nebulous nature of what it means to be person-centred lends 

itself to different interpretations, reflected by the lack of a universally agreed definition 

(Byrne et al., 2020). 

The keen interest shown by health policymakers in person-centredness is seldom 

matched by explicit guidance of how to do person-centred practice on the shop floor. This 

supports previous notions of it still being an ambition rather than a health priority (Redding 

and Hutchinson, 2017). Clinicians themselves have reported difficulties incorporating 

person-centredness into their patient interactions (Mudge et al., 2014; Dukhu et al., 2018; 

Hall et al., 2018; Hutting et al., 2020). Guidance to support the clinical implementation of 

person-centred practice, including person-centred frameworks, has been developed in 

areas of healthcare, particularly nursing (Mead and Bower, 2000; McCormack and 

McCance, 2006; McCance and McCormack, 2017; Santana et al., 2018). Within the field 

of physiotherapy, interest in person-centred approaches is growing, with publications to 

support implementation with patients suffering from musculoskeletal pain, for example 

(Caneiro et al., 2020; Lin et al., 2020b; Hutting et al., 2022). Those with a rehabilitative 

focus have attempted to conceptualise elements of person-centred practice via models 

and frameworks (Miciak et al., 2019; Jesus et al., 2022), with a more ambitious 

overarching person-centred physiotherapy framework based on the synthesis of all 

existing studies (Killingback et al., 2022b). Due to the apparent context specificity of 

person-centred practice, the utility of any such frameworks, as these authors concede, 

requires empirical testing.  

4.2.2 Physiotherapists in UK emergency departments 

For the last decade we have seen significant growth in the number of physiotherapists 

practising as primary contact clinicians within UK emergency departments (ED). Research 

into ED-based physiotherapy services has provided evidence of improved clinical 

outcomes that include reduced patient waiting times (Taylor et al., 2011; Gill and Stella, 

2013; Bird et al., 2016; Kinsella et al., 2017; Sayer et al., 2017; Steed and Moulson, 2022), 

reduced length of stay (Taylor et al., 2011; Gill and Stella, 2013; Sutton et al., 2015; 

Kinsella et al., 2017; Sayer et al., 2017; Pugh et al., 2020; Cassar et al., 2022), reduced 

referral to specialties (Henderson et al., 2020; Davies et al., 2022), reduced imaging 

(Sutton et al., 2015; Schulz et al., 2016; Pugh et al., 2020; Davies et al., 2022) and positive 

patient experience (Harding et al., 2015; Schulz et al., 2016; Barrett and Terry, 2018). 

There is also data to support ED physiotherapists’ safety (de Gruchy et al., 2015; Sutton et 

al., 2015) alongside acceptance and positive perceptions by other ED staff (Lefmann and 
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Sheppard, 2014; de Gruchy et al., 2015; Fruth and Wiley, 2016; Barrett and Terry, 2018; 

Ferreira et al., 2018; Matifat et al., 2021). 

Healthcare systems often draw from a biomedical model of care (Eisenberg, 2012; 

Rosewilliam, 2016) which matches biological and physical failing in the body with 

appropriate biomedical solutions (Rocca and Anjum, 2020). Management of 

musculoskeletal (MSK) injuries in ED might include, for example, administering 

medication for pain or application of the appropriate cast to immobilise a particular 

fracture. The standardising of such interventions is based on guidance on what is the best 

route or evidence-based approach. Despite a professional shift in healthcare towards 

more person-centred ways of working, the biomedical paradigm is foundational to 

musculoskeletal physiotherapy as well as the working reality in ED. The delivery of 

efficient and effective ED care via standardised processes based on evidence-based 

practice (EBP) may therefore conflict with the individualising, patient preference focus 

that underpins person-centred practice (Engle et al., 2021). 

4.2.3 Study aims 

With the legitimacy of the emergency department physiotherapist role no longer in 

question (Lefmann and Crane, 2016), more nuanced knowledge on how ED 

physiotherapists perceive person-centred practices in such a service-centric and 

biomedical-oriented ‘macrosystem’ (Jesus et al., 2022) remain unexplored terrain. 

Fundamental tensions between standardisation of condition management (EBP) versus 

person-centredness (Engle et al., 2021) aside, the ‘structure’ of ED at a system and 

organisational level might be such that it prioritises ways of working other than person-

centred (Jesus et al., 2022; Kayes, 2023). A mixed methods exploration of person-

centredness among ED physiotherapists was therefore developed to fill this knowledge 

gap and ultimately inform future clinical practice. This study is grounded, and thus further 

justified, by the professional expectation, internationally, for all physiotherapists to enact 

person-centred practices for all their patients (American Physical Therapy Association, 

2018; Chartered Society of Physiotherapy, 2019; Physiotherapy Board of New Zealand, 

2020). New knowledge here is important as it can add to the discourse and growing 

evidence base underpinning person-centred physiotherapy practice, particularly in areas 

of broadening professional scope. Output from the broader research project can be used 

to help the realisation of an already tricky model within the challenging and high-pressure 

arena of the emergency department. The explicit aim of the current research is therefore: 

to explore the views of emergency department physiotherapists on person-centred 
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practice and where they feel that they currently stand on implementing this to fill the 

existing knowledge gap. 

4.3 Methods 
4.3.1 Study design 

The study was the second of a three-phase PhD exploration of person-centredness: the 

first being a qualitative systematic review of musculoskeletal physiotherapist and patient 

views on person-centred practice (Naylor et al., 2023) and the last an ED patient-facing 

qualitative study (Naylor et al., 2024b). The researcher adopted a mixed methods 

approach within a pragmatist paradigm. This paradigm assumes an ‘existential reality’ of 

different layers: some objective, some subjective, and some a mixture of the two (Dewey, 

1958). With its real-world grounding and practical focus, namely, to understand and 

improve emergency department patients’ experience of physiotherapy interaction, the 

study is well matched to this philosophy.  

Predominantly quantitative data were collected using online survey methods. Subsequent 

qualitative interviews were conducted to provide a greater depth of understanding. 

Analyses of qualitative and quantitative components were performed independently with 

a combined interpretation of results within the discussion as per convergent/parallel 

mixed method design (Cresswell and Plano Clark, 2011) (Figure 4.1). The decision to 

conduct the survey first was based on its use as a sampling method and to inform the 

subsequent interviews, in-keeping with a quasi-sequential explanatory design. A 

Consolidated Criteria for Reporting Qualitative Studies (COREQ) checklist was completed 

(see appendix 1) to ensure methodological rigour of the qualitative interview data 

collection methods (Tong et al., 2007). 
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Figure 4.1 Procedural diagram of the convergent mixed method design used for this study. 

4.3.2 Participant recruitment 

Following university ethics board approval (REF FHS327 – see appendix 2), informed 

consent was received from all participants prior to their completion of the survey and 

interviews. A link to the online survey was shared widely on the Twitter social media 

platform, and via targeted emails (see appendix 3) to known emergency department 

physiotherapists to recruit a sample of convenience for the quantitative aspect of the 

study. These communications included a clear outline and rationale for the topic; 

explaining the goals for this doctoral research project alongside the intention to capture 

only those specialist physiotherapists responsible for assessing, diagnosing, and 

managing patients with musculoskeletal injuries at the first point of contact in ED. Survey 

participants and email recipients were encouraged to share the link with other 

appropriate colleagues in-keeping with a snowball sampling approach (Crouse and Lowe, 

2018). At the end of the survey there was an optional link to participate in a follow up 

interview.  

4.3.3 Data collection 

4.3.3.1 Survey 
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A 24-question online survey was developed for this study, with questions based on the 

wider person-centred literature, including work by the authors that would eventually 

constitute development of a framework for person-centred physiotherapy (Killingback et 

al., 2022b). The survey included basic demographic data along with a mixture of open and 

closed questions on person-centred aspects that included: meanings, familiarity, 

interest, and training; as well as barriers, feasibility, importance, and perceived levels of 

person-centredness achieved in ED. A full version of the survey was initially piloted by a 

university academic librarian with extensive JISC online survey experience, as well as and 

an ED physiotherapist prior to launch to test its functionality and content. The pilot data 

generated was assessed and found compatible with the proposed analysis. The only 

issues raised included repetitive nature of content, formatting of grid questions and the 

author being aware of possible chatbot issues, all of which were addressed before 

satisfactory retest by a different academic and physiotherapist respectively. (see full 

survey - appendix 6). 

4.3.3.2 Interviews 
A semi-structured interview guide (see appendix 7) was developed through a 

consideration of the literature on person-centred physiotherapy practice alongside the 

research questions and overarching aim of the study. The survey results also informed the 

‘building’ of interview questions via interviewee responses to specific findings of interest 

(Cresswell and Plano Clark, 2011). The interview process was piloted with identified 

issues addressed. Interviews lasting approximately one hour were conducted by the main 

researcher (JN) via a web-based video platform with audio recording.  

Sample size for interviews was guided by the concept of information power (Malterud et 

al., 2016), with consideration of each of this model’s ‘continuum’ dimensions. The broad 

study aims, and multi-case analysis approach pointed toward requirement for a moderate 

to high sample. Conversely, high sample specificity, use of existing model/theory and high 

quality of interview dialogue was suggestive of lower sample size requirements. The 

author’s relative inexperience as a researcher was offset by his specific clinical 

experience and insight as an ED physiotherapist and from prior publications on the topic 

of person-centred practice. High level communication skills, allowing for rapport building 

with interviewees, and support from an experienced supervision team produced a 

tentative approximation for 10 to 15 interviews. The depth and quality of interview data, 

established from preliminary analysis after several interviews - allowing for generation of 

analytical ideas, suggested a sample of around 10 would be sufficient. A final judgement 
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was made after the eleventh interview that sufficient data was collected for an analysis 

that could deliver on study aims.   

4.3.4 Data analysis 

Analyses of survey and interview data were initially carried out as independent processes 

as per simple parallel/convergent mixed method design (Cresswell and Plano Clark, 2011) 

prior to merged analyses in the discussion via joint display of data sets. 

4.3.4.1 Survey 
Quantitative survey data were presented through descriptive summary statistics by the 

main researcher (JN). Qualitative survey data were thematically coded (JN) and 

‘quantitised’ by frequency of dichotomous response (i.e., response matching a category 

or not) (Nzabonimpa, 2018). ‘Quantitisation’ here allowed for merger and comparison of 

different data sources during explanatory analyses (Sandelowski et al., 2009). 

4.3.4.2 Interviews 
Analysis followed the six stages of reflexive thematic analysis (RTA) of Braun and Clarke 

(2019; 2021) with considerable analytical work completed by the main researcher (JN) 

using verbatim interview transcripts in NVivo QRS. Coding carried out by the main 

researcher (JN) was checked for accuracy by the researcher’s lead supervisor (CK) with 

close involvement of both PhD supervisors (CK, AG) from the generation of initial themes 

through to writing-up phases. An iterative collaborative approach provided different 

perspectives on the data, ensuring interesting analytical aspects were not missed (Braun 

and Clarke, 2021). The research team acknowledged their shared positioning as academic 

physiotherapists who strongly endorsed a person-centred model of care, within a ‘big Q’ 

overarching research philosophy. While the main researcher had the final say, there was 

considerable contribution from the co-authors (CK/AG) with the refinement of themes and 

recursive draft-redrafting of final report.  

A summary of themes was shared with all eleven interview participants via email after the 

research report was drafted. This included an invitation for any comments for 

consideration within a one-month window, after which the manuscript would be 

submitted. No constructive comments were forthcoming with only supportive replies on 

the research returned. 

4.3.4.3 Joint analysis 
The main ‘mixing’ of analysis occurred within the discussion, bringing the survey and 

interview findings together as per a parallel convergent mixed method design (Cresswell 

and Plano Clark, 2011). The joint analysis here followed Skamagki and colleagues’ four-
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step approach to integrating two different data sets, namely: 1) creating joint display, 2) 

linking activity, 3) establishing relationships and 4) interpreting and reporting (2022) (see 

appendix 12) (Figure 4.2) 

 

Figure 4.2 Excerpt of joint display 

4.3.5 Researcher position statement  

The main researcher (JN) is a middle-aged, white, British male senior musculoskeletal 

physiotherapist (BSc; MSc) and doctoral researcher. While introduced to participants 

simply as an ‘ED physiotherapy researcher’ his clinical work in ED (for over a year prior to 

and throughout his PhD) provided an insider view of what it was to be a primary-contact 

ED physiotherapist. Experiencing the job satisfaction and positive impact from working 

with those attending ED was instrumental in the drive to explore the possibility of 

optimising his own person-centred philosophy within this dynamic and challenging 

environment; but also generating some novel research that could support team 

development.   

The first author continued to practice in primary and secondary clinical settings while 

conducting the research. The second and third authors are also physiotherapists by 

background. CK was a community physiotherapist and an experienced qualitative, post-

doctoral researcher who now works in pre-registration physiotherapy training. AG is a lead 

clinical research therapist at a large acute hospital trust and an experienced post-

doctoral researcher with quantitative, qualitative, and mixed-methods expertise.   
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4.4 Results 
4.4.1 Quantitative survey results  

4.4.1.1 Demographics of survey participants 
The online survey was completed by a total of 26 respondents (20 female, six male) who 

were based in an emergency department, or equivalent centre, and managing a caseload 

of patients at the point of first contact (Table 4.1). 

Table 4.1 Proportion and frequency of participant demographics for survey and interviews of UK ED 
physiotherapists 

Demographic data Characteristics Frequency (%) 
  Survey participants Interview participants 
Gender Woman 

Man  
20 (76.9) 
6 (23.1) 

9 (81.8) 
2 (18.2) 

Age (years) 20-30 
31-40 
41-50 
51-60 

5 (19.2) 
14 (58.8) 
5 (19.2) 
2 (7.7) 

2 (18.2) 
7 (63.6) 
2 (18.2) 
- 

Year of experience post-
qualification  

0-5 
6-10 
11-15 
16-20 
21-25 
25+ 

2 (7.7) 
7 (26.9) 
4 (15.4) 
8 (30.8) 
2 (7.7) 
3 (11.5) 

6 (54.5) 
3 (27.3) 
1 (9.1) 
1 (9.1) 
- 
- 

Academic attainment Diploma 
BSc 
MSc 
PhD 

1 (3.8) 
6 (23.1) 
18 69.2) 
1 (3.8) 

- 
- 
- 
- 

NHS region London 
South West 
South East 
Midlands 
East of England 
North West 
North East and Yorkshire 
Wales 
Northern Ireland 

2 (7.7) 
5 (19.2) 
3 (11.5) 
1 (3.8) 
1 (3.8) 
4 (15.4) 
8 (30.8) 
1 (3.8) 
1 (3.8) 

1 (9.1) 
3 (27.3) 
1 (9.1) 
1 (9.1) 
1 (9.1) 
1 (9.1) 
3 (27.3) 
- 
- 

Years working as first 
contact practitioner in an 
emergency department or 
equivalent centre 

0-5 
6-10 
11-15 
16-20 
21+ 

17 (65.4) 
4 (15.4) 
3 (11.5) 
1 (3.8) 
1 (3.8) 

6 (54.5) 
3 (27.3) 
1 (9.1) 
1 (9.1) 
- 

NHS Banding 6 
7 
8 

3 (11.5) 
12 (46.2) 
11 (42.3) 

- 
- 
- 

4.4.1.1.1 Experience and academic attainment 

92% of respondents had over five years clinical experience. The estimated mean length of 

time of clinical experience was 15 years and mean time working in ED was six years. Three 

quarters of respondents had post-graduate qualifications (typically to MSc level). 

4.4.1.1.2 Geography of practice 

The geographic spread captured responses from all the seven English NHS regions (East 

of England, London, Midlands, Northeast and Yorkshire, Northwest, Southeast and 

Southwest), plus one each from Wales and Northern Ireland, with Scotland alone 

unrepresented in this UK data sample.  

4.4.1.2 Non-demographic survey findings 
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All respondents reported being familiar with the concept of person-centred practice. 54% 

reported receiving some related learning as part of pre-registration; 58% for post-

registration training. A vast majority (89%) of participants were at least moderately 

interested in attending further training.  

The most reported aspects of person-centred practice by respondents were shared 

decision making (n=9); considering a patient's beliefs and goals as well as their needs 

(n=9); and putting a central focus on the patient (n=9) (Table 4.2).  

Table 4.2 Frequency of responses from quantitisation of qualitative open question on PCP. 

All respondents felt that person-centred practice was at least moderately possible within 

ED, with 96% also reported themselves to be practising in at least a moderately person-

centred fashion. However, only 65% felt that their non-physiotherapist colleagues were 

working using person-centred principles. 

The most reported barriers to realising person-centred practice in ED were waiting time 

pressures and targets (n=24); timely access to investigation, medicines, specialists, and 

other services (n=7); and holistic clash of participants with biomedical-oriented ED 

service (n=6) (Table 4.3). 

Table 4.3 Frequency of responses from quantitisation of qualitative open question on barriers to 
PCP. 

What potential barriers might make it difficult for a physiotherapist working within an emergency department to 
achieve a threshold of clinical practice that might be reasonably considered as being person-centred? 
Themes 
(Delineated by relative surveyed frequency: high/medium/low) 

Frequency 
count 

No. of 26   
surveyed   (%)          

waiting time pressures and targets 28 24 (92) 
timely access to investigation, medicines, specialists, & other services 10 7 (27) 
holistic clash of participants with biomedical-oriented ED service 9 6 (23) 
patient mindset including unreasonable expectations 9 7 (27) 
volume of patients to see 7 7 (27) 
conventions of ED practice 5 5 (19) 
dependency on the wider ED team 5 3 (12) 
issues with pain management 4 4 (15) 
space and privacy 4 4 (15) 
poor GP referrals 1 1 (4) 

 

Regardless of formal definitions, what do you understand the terms patient or person centredness to mean? 

Themes  
(Delineated by relative surveyed frequency: high/medium/low) 

Frequency 
count 

No. of 26   
surveyed   (%)          

shared decision making 11 9 (35) 

considering a patient's beliefs and goals as well as their needs 10 9 (35) 

putting a central focus on the patient 9 9 (35) 

tailoring-individualising care 8 7 (27) 

holistic-BPS challenge to the biomedical model 7 7 (27) 
providing options for an informed patient choice 5 5 (19) 
involving family or carers 2 2 (8) 
listening 2 2 (8) 
multidisciplinary teamwork 1 1 (4) 
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4.4.2 Qualitative results  

Interviews included physiotherapists from EDs within all English NHS regions, so the 

journey for respective patients will have differed. However, it appeared typical for a 

patient to present at the ED reception before visiting the triage desk for ‘streaming’ to the 

appropriate professional base on competency, be that ED medic, nurse, physiotherapist, 

or advanced clinical practitioner (ACP). In-keeping with the study’s focus on 

musculoskeletal management, physiotherapists here were seeing patients ranging from 

traumatic injuries, such as hip fractures, through to non-traumatic musculoskeletal 

conditions like low back pain. 

Thematic analysis of the qualitative data from 11 interviewed participants (two males; 

nine females, see table 1) led to three overarching themes which were important from the 

perspective of physiotherapists working in emergency departments regarding person-

centred practice: 1) the emergency department patients, 2) the emergency department 

physiotherapists and 3) the emergency department environment (Table 4.4). 

Table 4.4 summary of themes from qualitative interviews 

 

Theme 1 - Emergency department patients  
This theme encompasses the views of UK ED physiotherapist on patients attending the 

emergency department. Four sub-themes are included as part of this overarching theme: 

entering the patient’s world; reasons for ED attendances; patient characteristics, 

attitudes, and expectations; and involving the patient in decision-making. 

ST1.1 – Entering the patient’s world  

To achieve a level of patient interaction beyond a simple screen for pathology and injury, 

ED physiotherapists emphasised the importance of seeing each patient as something 

more than a presenting condition and sought to enter their world. A reductive focus on 

 

 

Theme 1 - Emergency department pa2ents  
ST1.1 - Entering the pa1ent’s world  
ST1.2 – Reasons for ED a=endances 
ST1.3 – Pa1ent characteris1cs, aBtudes, and expecta1ons 
ST1.4 – Involving the pa1ent in decision-making. 

Theme 2 – The emergency department physiotherapist  
ST2.1 – Physiotherapist personality 
ST2.2 – Physiotherapist skills 
ST2.3 – Physiotherapist beliefs about person-centred prac1ce. 

Theme 3 – The emergency department environment 
ST3.1 – The clash between biomedicine and person-centredness 
ST3.2 – Issues of 1me, wai1ng and busyness 
ST3.3 – Physiotherapists working with other ED team members 
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isolated structural problems, according to the participants, would be to neglect the 

myriad biopsychosocial contributing factors that must be considered as part of their 

preferred holistic approach. Therapists therefore appeared to place a value on 

understanding what the problems meant to their patients. An exploration of how this was 

impacting on a person’s life and their ability to cope, for example, being key aspects of 

how they operated in a person-centred way.  

Participants highlighted the risks to person-centredness of allowing patients to feel as 

though they were not being listened to. Assumptions about what was needed from their 

ED visit were often at odds with a patient’s expectations, thus requiring a “listening to 

the ... person’s reason for attendance…. their concerns and expectations and addressing 

both” (Participant #3 - female in 30s with 0-5 years’ experience in ED). Exploration, it 

appears, of individual patient ideas, concerns, and expectations (ICEs), via open 

questions such as “what’s brought you in today?” and “What is it you are expecting me to 

do for you?” (Participant #10 – female in 30s with 6-10 years’ experience in ED) facilitated 

co-construction of the patient narrative so vital to achieving person-centred ED 

physiotherapy practice. 

While accepting the necessity for some closed questioning, when screening for cauda 

equina syndrome for example, the preference of ED physiotherapists for asking open 

questions aligned with their vision of what constituted a person-centred approach. 

I do like open-ended questions, but I like to use a mixed approach and 
sometimes you know a lot of people particularly with MSK issues, your back 
pain patients for sure, do have a lengthy narrative to them.  

     -Participant #10 - female in 30s with 6-10 years in ED 

 

ST1.2 – Reasons for ED attendances 

Participants were cognisant of the manifold reasons that a patient might visit their ED. An 

important facet of person-centredness within this ED context was that participants 

appeared non-judgemental of these reasons, even in clearly ‘non-emergency’ cases. 

Frustration regarding patients appearing to play the system notwithstanding, judging the 

‘correctness’ of a person’s decision to attend was not seen as being part of the ED 

physiotherapist’s role. Showing empathy for the absolute desperation that brought some 

individuals to ED, too, was important. With ED not “somewhere that you necessarily 

choose to go” (Participant #2 – female in 30s with 0-5 years’ experience in ED), the more 
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person-centred thing from participants’ perspective here was to explore the reasons for 

the patient’s attendance. 

It’s like they’ve come because they just can’t take it anymore. So, they’re in a 
bad state anyway. It’s not like ‘oh, I’ve banged my leg. I’m in a really good 
headspace’, A lot of it is ‘I’ve had this back pain for weeks, for months. I’m not 
getting any help’. They’re in a low place; it’s a cry for help sometimes. Or it’s 
an emergency for them. So, being as patient-centred as you can is important 
because they are going to take on that information of what you say, they are 
going to feel listened to. 

-Participant #11 – male in 30s with 6-10 years in ED 

 

Accepting, as well as not judging, a person’s reasons for attending ED too was important 

to person-centred ED practice; particularly due to the perceived culture among medical 

and nursing colleagues that some patients’ attendances constituted a waste the ED 

staff’s time.  

The widely held view that unaddressed patient concerns resulted in a subsequent 

reattendance underpinned the practical, as well as person-centred motivations to ensure 

individual patient needs were met by participating physiotherapists: 

You’re addressing their reason to attend because, if not, invariably, they’ll 
bounce back a few days later. So, I think if you can find out what their worries 
are, or why they are there, you can answer that in the end, I think.  

-Participant #1 – male in 40s with 6-10 years’ experience in ED 

 

ST1.3 – Patient characteristics, attitudes, and expectations 

Aside of the clinical presentation, individual patient characteristics such as the culture, 

generation and level of education were regarded as influencing ED physiotherapists’ 

ability to deliver person-centred practice. Older patients, for example, were linked with 

compliance and respect for medical opinion, whereas younger patients appeared happier 

to make decisions about management. This was related by some participants to patients 

having better health literacy; those with a lower health literacy required more explanation 

and education. Helplessness and high passivity were also clear barriers here. Different 

ethnicities were associated with varying coping strategies and perceived responsiveness 

to person-centred approaches:  
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In certain cultures when you say… ‘what do you think is wrong with you 
today?’ they sort of look at you sometimes as though ‘well that’s why I’ve 
come to see you.’ or will actually say that. But sometimes it can be useful 
asking those questions and other times they just look at you as if you’re 
incompetent. 

-Participant #9 – female in 30s with 0-5 years in ED 

 

ST1.4 – Involving the patient in decision-making. 

Participants were unified in endorsing their patients’ involvement in management 

decisions that forwarded their individual goals. Shared decision making (SDM) is 

considered an essential aspect of ED physiotherapists’ person-centred practice: 

I suppose that the indication that the patient is at the focus of all of the care, 
so they make the decision or they are very much involved in the decision-
making process. And that it’s targeted towards goals that they want to achieve 
really, I suppose rather than goals that we might want to achieve with them.  

-Participant #2 – female in 30s with 0-5 years’ experience in ED 

 

Most participants felt it was good to be able to offer patient choice since patients were 

deemed to be more receptive, and ultimately more empowered having considered (the 

pros and cons of) all options available for their management. Conversely, participants 

acknowledged that some patients want to be told what to do, deferring to a person that 

they consider the professional or expert.  

Participants used phrases such as ‘getting the patient on-board’ or ‘patient buy-in’ to 

indicate the importance of engaging the patient such that they can be more involved in 

their own decision making. This involved seeking to understand the patient, developing a 

rapport, and providing explanations, reassurance and education serving to increase 

patient understanding and acceptance. With patient engagement, in this iteration, still 

contingent on understanding patient needs, this alternative appears both consistent and 

perhaps more in-keeping with what it is to be person-centred. 

I mean they need to be involved, they need to accept it and they need to have 
understood…that’s my job  to help them to understand what they need to do 
to get the best out of their situation...They need to be on board with it 
otherwise the whole thing is a bit of a waste of time really; they’re just going to 
turn up two days later and go through the same thing again with somebody 
else. 
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-Participant #2 – female in 30s with 0-5 years’ experience in ED 

 

Theme 2 – The emergency department physiotherapist  
Three sub-themes encompassing the views of UK ED physiotherapist on themselves 

feature as part of the overarching theme of the emergency department physiotherapist: 

physiotherapist personality; physiotherapist skills; and physiotherapist beliefs about 

person-centred practice. 

ST2.1 – Physiotherapist personality 

Participants discussed certain personality traits that, they proposed, facilitated delivery of 

person-centredness such as empathy, courtesy, and confidence. Most highlighted the 

importance of an empathy that was facilitated by recalling their own experiences as a 

patient or, framed through what they would wish for friends or family. Such empathy here 

related to caring and kindness and was manifested in such simple acts as making a 

patient a cup of tea, thus allowing a patient to see them as a real person. Displaying good 

manners like being respectful and making simple gestures, such as apologising for any 

waits or properly introducing yourself, were other ways through which participants felt 

courtesy facilitated person-centredness.  

you do get frustrated, and you do get tired, and I try to think about the reason 
that people have come here rather than sort of dismissing them as not 
working the system correctly or not understanding the system or just jumping 
the queue or things like that. People are usually there because they really, 
really want help and as a person I try to remember that. 

-Participant #2 – female in 30s with 0-5 years’ experience in ED 

 

ST2.2 – Physiotherapist skills 

In terms of a physiotherapist’s skills, communication, in its broadest sense, was 

consistently highlighted as vital to achieving person-centredness in ED. This required self-

awareness of their own body language, such as an open posture, face-to-face positioning 

at the same level, eye contact and affirmative nods to convey their listening.  

Participants were unanimous in their view that ED physiotherapists required active 

listening skills as this resulted in manifold benefits including enhanced engagement, 

better understanding of the patient, rapport building and not missing subtle clinical 

symptoms. Despite some considering it impractical, most participants supported the 

receipt of an uninterrupted narrative as “important because it sometimes presents you 
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something you weren’t expecting.” (Participant #4 – female in 30s with 0-5 years’ 

experience in ED) and might not have otherwise learnt. Interruption was associated with 

inexperience and, except for certain patients, an uninterrupted open narrative approach, 

even in the maelstrom of ED, was considered more person-centred and more efficient 

than closed questioning: 

what’s also really interesting is when you start looking into kind of time 
efficiency. letting someone speak for a minute they probably tell you more 
than you asking them 12 questions in the following minute. So, I think that 
there is a perception that things need to be short and snappy, and you just 
need to get the important information out. But the reality of it is probably 
giving people the chance to talk is a much better option. 

-Participant #3 – female in 30s with 0-5 years’ experience in ED 

 

A more nuanced slant on communication here relates to an ED physiotherapist’s social 

dexterity, typically attributed by participants to their life experience. Such soft social skills 

reportedly facilitated conversations that open doors into patients’ personal lives. The 

process of getting to know patients equated to a kind of social disarming that humanised 

the therapist, placing the patient at ease and at the centre of the consultation. This 

disarming was underpinned by an ability to convey empathy which reappears as a 

conditional skill that is required by person-centred ED physiotherapists. 

your personality traits and how you communicate; they’re all kind of quite 
instinctive, natural things which, yes, can be developed and improved, but 
ultimately...I’m fairly sociable, I’m happy to talk to people from various walks 
of life; I find people interesting more than things, maybe. 

 -Participant #8 – female in 20s with 0-5 years’ experience in ED 

 

ST2.3 – Physiotherapist beliefs about person-centred practice. 

Participants had strong beliefs about the importance of person-centred practice. There 

was a sense that this approach brought about the best outcomes for patients and that 

there was no excuse for not being person-centred. However, the feeling that growing 

pressures within ED, exacerbated by the pandemic, had brought real challenges to being 

able to practice in a person-centred manner; ED physiotherapy had become more akin to 

a firefight than the idealised care associated with person-centred practice. In facing such 

clinical pressures, and as the patients back up in the waiting room, a creeping 

pragmatism necessarily encroaches on a genuinely best interest focus on patients: 
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I’d like to say that every single person that I work with has the patient in the 
best interest and would be patient centred. And I’m sure, I don’t think that 
you’d work in healthcare if you didn’t. I think the pressures in ED change that a 
little bit and that’s the difficulty. 

-Participant #6 - female in 20s with 0-5 years’ experience in ED 

 

The point was made that person-centredness was about wanting the best outcome for 

patients and again, underpinned by a certain empathy by treating patients as you would 

your own friends or family. However, this wasn’t entirely selfless, since being person-

centred made clinicians feel positive about themselves because they were doing things to 

help people. A certain righteousness also came across from one participant not caring 

what colleagues said about their version of person-centred practice taking too long as she 

knew it was the right thing to do: 

I am like, you know what: I don’t care because I will stand up. I’ll happily put 
my neck on the line…Inside, internally that’s why I’m here and I want to do. 
and it is a balance, it is a fine balance; you can’t spend an hour with every 
patient. 

-Participant #5 – female in 30s with 11-15 years’ experience in ED 

 

Theme 3 – The emergency department environment 
This theme encompasses ED physiotherapists’ views on the challenges of being person-

centred while working as part of an interdisciplinary team within the physical space and 

cultural reality of a UK emergency department. Three sub-themes are included as part of 

this overarching theme: the clash between biomedicine and person-centredness; issues 

of time, waiting and busyness; and physiotherapists working with other ED team 

members. 

ST3.1 – The clash between biomedicine and person-centredness 

The prioritisation of treatment numbers over patient experience more than anything here 

epitomised the existential struggle faced by avowedly person-centred physiotherapists 

working in ED. Additional challenges of sub-optimal physical workspaces, as well as the 

emphasis on checklist screening over a more biopsychosocial focus, present the reality 

through which participants found ED culture and environment poorly disposed to 

delivering person-centred practices.  
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Firstly, according to participants, the physicality of the ED environment was itself poorly 

suited for enacting person-centred practices. The limitations in terms of physical space, 

characterised by awkward doors and linking corridors, meant challenges to 

accommodate numerous patients in cramped and chaotic waiting areas. The lack of 

patient privacy when working behind curtains or in shared rooms was seen as a barrier to 

person-centredness, exemplified by one participant’s explanation that “there is no way 

you are going to get a 100% truthful answer out of a patient on a taboo subject if they’ve 

just got a set of curtains pulled round them” (Participant #10 – female in 30s with 6-10 

years’ experience in ED).  

Secondly, the checklist-type screening expected of, and by, non-physiotherapy 

colleagues drew opprobrium from some participants. This was due in part to a belief that 

this approach resulted in patients being discharged from ED without sufficient insight 

regarding their condition beyond an understanding that no treatment was needed; a 

decidedly non-individualised and non-person-centred approach. 

But I think sometimes we are far too, maybe, drawn into ‘this is my 
assessment and these are the questions I have to ask’, ‘these are the boxes 
that I have to tick’, ‘this is what I need to document’ and maybe people just 
forget. They forget that actually, yes things need to be documented, however, 
I’m allowed to stray from it. there’s nothing to say you can’t stray from that 
program. 

-Participant #10 – female in 30s with 6-10 years’ experience in ED 

 

Thirdly, participants appeared to define their role through an interest in the psychosocial 

aspects of how a patient manages after discharge; a fundamental difference to some of 

their colleagues. There was a sense here that participants felt aspects of a patient’s social 

situation were not always fully considered once medical tasks were completed within the 

ED system. In one participant’s clear delineation, “what they [the patient] want is more 

psychosocial - about how they are managing things and how their symptoms are 

interfering with their life - and what we give them in ED is a biomedical view .... like, you’ve 

broken your leg so therefore this happens… but how does that impact on their life?” 

(Participant #1 – male in 40s with 6-10 years’ experience in ED).  

Participants reacted to the culture clash in ED between the palpably biomedical model of 

care and their preferred holistic person-centred approach in several ways. There was a 

resigned acceptance that physiotherapists lacked influence at the executive level to 
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change how ED operated. Participants also believed that patients expected (and 

deserved) more from the service than remedial care alone.  

This notion of a certain physiotherapist exceptionalism was manifested by participants 

continuing to act as therapists and doing things their own way, despite potential collegial 

disapproval. This included ED physiotherapists disregarding numbers of patients they 

treat and being prepared to take more time with individual patients, even when this placed 

them at odds with colleagues. The burden of fulfilling expected quotas, however, was 

ever-present and meant therapists finding a balance for their own situation while 

maintaining their acceptance as part of the ED team. 

My colleagues don’t like it; they say I’m taking too long, they’ve said that’s not 
the sort of information we need to be providing in the ED, it’s not emergency 
care, this is not a rehab environment and all these sorts of thing and actually 
it’s not understood, I don’t think, that that’s what we’re maybe best at... and 
getting that balance which is tricky. And getting that balance for it to actually 
be person-centred, I don’t think we have achieved that yet 

-Participant #2 – female in 30s with 0-5 years’ experience in ED 

 

ST3.2 – Issues of time, waiting and busyness 

Participants agreed that time was a barrier to person-centredness in ED. However, they 

pushed back against this narrative and justified expending this extra time, as well as 

accepting any breeches incurred, through their belief in delivering quality over quantity. In 

fact, doing everything possible as part of a person-centred consultation was variously 

associated by participants with reduction in admissions, reattendances and complaints. 

This goes some way to explain one participant’s bafflement of an ED manager’s 

suggestion that time was being wasted on patient details when this was, after all, a key 

aspect of person-centredness: highlighting the existence of system and organisational 

level challenges to realising person-centred physiotherapeutic approaches in ED: 

[The senior hospital manager] was like: ‘we needed to overcome the fact that 
so many of our junior doctors wanted to know all about their past medical 
history and they wanted to know all about their drug history and how this other 
condition; how it might relate’ and I was going: ‘this sounds good’ and she was 
like: ‘this just isn’t the right time or place for this’ and I couldn’t actually 
believe that was kind of where she felt there was too much time being taken 
up: people asking questions and trying to find out more. 

-Participant #3 – female in 30s with 0-5 years’ experience in ED 
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Despite being both anticipated and typical, the busyness of ED and a wait of many hours 

for patients was a real challenge. Participants expressed an understandable frustration 

and feeling of being almost disadvantaged when beginning a patient’s care after they had 

already been waiting for so long. This was further compounded by waits for blood results, 

investigations, or specialists which they might then require. More worryingly, several 

participants associated longer waits with patients’ aggression towards them and other 

staff; something that would surely limit an attending physiotherapist’s person-

centredness:  

Even from the patients themselves, you know, that the longer they wait… so 
where I work violence and aggression is a huge issue. Every day I work I will get 
shouted at least once or would be called a pretty awful name. so, I’m very 
aware that the longer the patients are waiting the more aggressive the 
environment’s going to get so that’s another pressure. 

-Participant #9 – female in 30s with 0-5 years’ experience in ED 

 

With one participant reporting regularly starting shifts facing an existing eight-hour 

backlog, a person-centred deficit would appear priced into their ED reality; offering a real 

challenge to fulfilling any aim of delivering person-centred practice. There is clearly a gulf 

between ideals of person-centred ED practice and the reality of waiting up to 12-hours 

before seeing a physiotherapist, simply to be told it was just simple back pain and that 

they should go home. 

ST3.3 – Physiotherapists working with other ED team members 

Working with non-physiotherapy colleagues within ED teams posed unique challenges for 

those physiotherapists aiming to promote and deliver a person-centred experience for 

patients. A patient attending ED typically interacts with multiple health professionals 

creating many points at which patient care is transferred. A poorly communicated 

handover could result in a change to the planned care a patient receives, particularly in 

the situation where somebody misunderstands the original concern. If continuity of care 

is precarious, it follows that continuity of person-centredness will be even more so, 

explaining this participant’s call for clear documentation and handover reflecting person-

centred, as well as clinical, aspects. Poor interprofessional communication also 

reportedly risks frustrating and unnecessary waits, caricaturised by a patient sat in the 

department unsure of what they are waiting for: 

[they might be sent] straight for an x-ray. You’ve not even seen them, but you 
can tell from the assessment clerking what it’s likely to be and that 
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sometimes helps the flow. But then they’ll come back from the x-ray and sit 
back in the waiting room for another hour, not say anything why they went for 
an x-ray or what the outcome was and so things like that happen all the time.  

-Participant #9 – female in 30s with 0-5 years’ experience in ED 

 

A key challenge to person-centredness, according to participants, relates to the 

contrasting approaches that some non-physiotherapy team members adopt. An abrupt or 

poorly handled patient interaction upon entering ED, for example, can undermine person-

centredness before they have even met the physiotherapist. The same is true for 

continuation of care by others after the physiotherapist, where great efforts to fulfil 

person-centred approaches can be swiftly undone. Interactions with any ED team 

member that is not person-centred therefore holds the potential to negate the prior efforts 

of others.   

I feel we need a lot more training for all the staff to have that holistic approach 
because if I as a clinician am giving patient-centred care if the nurse isn’t on 
board and isn’t kind of pushing the same drivers for that individual, then we’re 
not kind of all on the same page.  

-Participant #10 – female in 30s with 6-10 years’ experience in ED 

 

Proposed explanations as to why other non-physiotherapy team members were 

considered less person-centred highlighted their specialised focus or lack of clinical 

interest outside the ED bubble, rendering them insensitive to the wider patient health 

journey.  The lack of training in person-centredness provided for ED staff was also 

defended in the terms of ED’s necessary medical focus on “what the patient needs rather 

than what the patient wants” (Participant #10 – female in 30s with 6-10 years’ experience 

in ED). Other explanations here include desensitisation and the lack of quality time that 

ED treatment nurses can expend on individual patients.     

I think the clinicians who work in ED/A+E as their full-time job I think often get 
desensitised to the trauma that the patients are going through. So, it almost 
becomes quite normalised, and they get…. quite at ease with some quite 
major lifechanging events for some patients and like there is some flippant 
comments  

-Participant #8 – female in 20s with 0-5 years’ experience in ED 
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4.4.3 Results from joint analysis of survey and interview data 

The purpose of this section is to highlight to the reader how joint display was applied in the 

context of this study. This will be done by presenting excerpts of the joint display table 

alongside a narrative summary of the interpretation. For ease of reporting, the 

presentation will follow convergence, complementarity, expansion, and diversion in the 

data set. 

The merged analysis was achieved using the qualitative themes/subthemes as headings 

with cross tabulation of relevant quantitative survey findings and exemplar quotes within 

a joint display (Skamagki et al., 2022). A checklist was employed to ensure all subthemes 

were representing and ultimately cross-analysed with the survey questions allowing for a 

full joint display (see checklist – appendix 9). The resulting mixed interpretations offered a 

general theoretical underpinning for the discussion, but also reinforced the several 

specific analytical points discussed. For example, the initial analytical discussion point 

presenting a struggle between the competing philosophies of biomedicine and person-

centredness: while notably informed by the qualitative theme of a clash between 

biomedicine and person-centredness, this was also influenced by a convergence 

between survey finding on the feasibility of achieving person-centred practice in ED and 

interviewees’ allusions to being able to ‘stray from the program’, ‘take more time’, or 

stand apart from those ‘that aren’t prioritising’ this model. Furthermore, open survey 

responses regarding barriers to person-centred practice revealing both ‘conventions of ED 

practice’ and ‘clash with biomedical environment’ converged with interview participants’ 

reference to ED as ‘not a rehab environment’ and rather a place of ‘boxes that I have to 

tick’ - corresponding to a ‘different healthcare model, basically’. As such, the separate 

data sets were merged, and the interpretations used to support key discussion points for 

the study.   

4.4.3.1 Narrative discussion of the joint display 
While the full joint display is available in the appendix (appendix 8) some meta-inferences 

are now presented in narrative form, according to their linkage ‘type’. 

Convergence in data sets 

Convergence, also referred to as confirmation or concordance, according to Fetters 

(2020), represents an interpretation where two sources of data essentially confirm each 

other. Convergence was by far the most prevalent linkage here. This is to be expected 

considering that the interviews amounted to a deeper dive, based on open questioning, 
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from a survey based on closed questioning (in all but two questions which were, 

themselves, ultimately quantitised) of the same study population. 

Beneath the ‘ED patients’ theme, within the first subtheme ‘entering the patient’s world’ 

(Figure 4.3), convergence was in evidence between the highest quantitised survey 

response about PCP meaning: consideration of patient’s beliefs and goals as well as their 

needs, and exemplar quote: “patients come to see you because they are concerned for 

whatever reason; you need to understand what that reason is in order for you to help 

them” (Participant #2).  

 

Figure 4.3 Joint display excerpt ST1.1 - entering the patient's world 

For the second subtheme ‘ED attendances’ (Figure 4.4), too, being self-aware on how you 

judge and speak about patients, even in their absence, was rated as being of high 

importance (to 93% surveyed) which matched with negative allusions to “the way the 

colleague reflects on that patient once they’ve left, whether they are accusing them of 

being time-wasting or not appropriate for A+E” (Participant #8). The former quote, 

alongside “if you take that time to do it, they actually don’t need to come back. Lots of 

patients…come back a week later are having to see someone else” (Participant #2) also 

converged with survey perceptions about non-physio colleagues, with around a third 

surveyed disagreeing that they (non-physio ED colleagues) strove to be person-centred.  

 



66 

 

Figure 4.4 Joint display excerpt ST1.2 ED attendances 

For the third subtheme ‘patient types’ (Figure 4.5), around a third of participants invoked a 

patient mindset or unreasonable expectations when openly questioned on the barriers to 

person-centredness; an area of convergence with excerpts like, “it’s really not 

realistic…we can’t do what they are expecting” (Participant #9) and “he didn’t want an x-

ray of his knee, but he clearly needed one” (Participant #11).  

 

Figure 4.5 Joint display excerpt ST1.3 patient types 

The final ‘ED patient’ subtheme ‘diagnosis and patient management’ (Figure 4.6), 

converged empowerment and self-management as being (at least moderately) important 

with comments like “that’s my job, it’s to help them to understand what they need to do to 

get the best out of their situation” (Participant #2).  
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Figure 4.6 Joint display excerpt ST1.4 diagnosis and patient management 

Under the ‘ED physiotherapists’ overarching theme, for the first subtheme 

‘physiotherapist personality’ (Figure 4.7), 96% scaled their own PCP as moderate or 

greater, converging with quotes like “I would say from a personality point of view….I like to 

introduce myself to them as well so that they kind of get an understanding that I’m a real 

person; we’re not just robots at the end of the day” (Participant #10).  

 

Figure 4.7 Joint display excerpt ST2.1 physiotherapist personality 

Under the second subtheme ‘physiotherapist skills’ (Figure 4.8), developed interpersonal 

skills were at least very, but mostly extremely important (92%) indicating convergence 

with awareness and ability for “letting someone speak for a minute [and] they probably tell 

you more than you asking them 12 questions in the following minute.” (Participant #3). 

Also, reflexivity being at least moderate importance converges with “…having awareness 

of my own emotions and self allows me to be better at patient-centred care.” (Participant 

#4).  
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Figure 4.8 Joint display excerpt ST2.2 physiotherapist skills 

For the final ‘ED physiotherapist’ subtheme ‘physiotherapist beliefs about PCP’ (Figure 

4.9), philosophy and context of practice were at least moderately important to person-

centredness which converges with “…I don’t care because I will stand up. I’ll happily put 

my neck on the line…Inside, internally that’s why I’m here and I want to do. and it is a 

balance, it is a fine balance; you can’t spend an hour with every patient” (Participant #5).  

 

Figure 4.9 Joint display excerpt ST2.3 physiotherapist beliefs about PCP 

Under the ‘ED environment’ subtheme, ‘issues of time, waiting and busyness’ (Figure 

4.10), all of those surveyed felt the delivery of person-centredness in ED was at least 

moderately possible which converged with “I think to allow, to tell people that it’s alright 

to take time... it’s a different understanding; it’s a different healthcare model basically, 

isn’t it?... we’re looking at trying to reduce these reattendance rates, we’re looking at 

trying to get to the bottom of peoples’ problems and give them the best possible care 

going forward and if you haven’t got full story I suppose.” (Participant #2).  
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Figure 4.10 Joint display excerpt ST3.2 issues of time, waiting and busyness 

For the final example of convergence, in the ‘ED environment’ subtheme, 

‘physiotherapists working with other team members’ (Figure 4.11), coordinated 

healthcare delivery’s being of, at least, moderate importance to PCP demonstrated a 

convergence with, “when the doctors do have [patients with] back pains…they come and 

ask you for your own opinion about that, to give advice on specific patients. So, I do think 

it’s patient-centred” (Participant #6). 

 

Figure 4.11 Joint Display ST3.3 physiotherapists working with other team members 

Complementarity in data sets 

Complementarity is where two sources illustrate different, non-conflicting 

interpretations. This was evident in subtheme 1.1 ‘entering the patient’s world’ (Figure 

4.12) where all surveyed recorded the ‘unique journey of the patient’ as at least 

moderately important, which linked to the rather ambivalent quote “I do like open-ended 

questions, but I like to use a mixed approach and sometimes you know a lot of people 

particularly with musculoskeletal issues, your back pain patients for sure, do have a 
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lengthy narrative to them” (participant #10), suggesting being both for and against this 

narrative approach, depending on the patient.  

 

Figure 4.12 Joint display excerpt ST1.1 entering the patient’s world 

A similar circumspection was present with subtheme 1.3 ‘patient types’ (Figure 4.13), 

where open questioning revealed mid-level linkage (i.e., raised by around a fifth of all 

survey respondents) between person-centredness and providing options for an informed 

choice, yet participant quotes implied that it was more a case of negotiated settlement 

than informed choice, per se, with the following example, “You maybe need to.... guide 

the patient away from what they want into what you…It’s more constrained to say: 

‘actually, this is best care; we need to come closer to this in this environment’. Whereas in 

a different situation, where it is not as poor an outcome, you can maybe come across onto 

their side of the fence a bit more, but ED is a bit more constrained with some of the things I 

think” (participant #1). 

 

Figure 4.13 Joint display excerpt ST1.3 patient types 

In the ED environment subtheme (ST3.1) ‘a clash between biomedicine and PCP’ (Figure 

4.14), complementarity was in play where all those surveyed felt the delivery of ED PCP 

was (at least moderately) possible, yet one participant once again sat on the fence with 

the quote that “my [non-physio] colleagues don’t like it; they say I’m taking too long, 

they’ve said that’s not the sort of information we need to be providing in the ED, it’s not 

emergency care, this is not a rehab environment and all these sorts of things and actually 

it’s not understood, I don’t think, that that’s what we’re maybe best at... and getting that 
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balance which is tricky. And getting that balance for it to actually be person-centred, I 

don’t think we have achieved that yet” (participant #2). 

 

Figure 4.14 Joint display excerpt ST3.1 a clash between biomedicine and PCP 

A final example to complementarity appears on subtheme 3.2 ‘issues of time, waiting and 

busyness’ ED environment (Figure 4.15), where all those surveyed felt the delivery of ED 

PCP was (at least moderately) possible, yet one ED PCP proponent appeared to be 

swimming against the tide when reflecting on an ED manager’s stance that “‘we needed 

to overcome the fact that so many of our junior doctors wanted to know all about their 

PMH and they wanted to know all about their DH and how, this other condition, how it 

might relate’ and I was going ‘this sounds good’ and she was like ‘this just isn’t the right 

time or place for this’ and I couldn’t actually believe that was kind of where she felt there 

was too much time being taken up people asking questions and trying to find out more” 

(participant #3). 
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Figure 4.15 Joint display excerpt ST3.2 issues of time, waiting and busyness 

Expansion in data sets 

Expansion represents a situation of both overlapping and nonoverlapping interpretation 

that effectively makes this a hybrid of confirmation and complementarity (Fetters, 2020). 

This was evident in subtheme ST1.1 ‘entering the patient’s world’ (Figure 4.16) where 

seeing beyond the patient to the person was surveyed as (at least) very important and 

matched a longer qualitative quote that “he wasn’t coping at home; he had a lot of 

psychological yellow flags as well going on that I think hadn’t been addressed on previous 

attendances. I think they had literally, obviously from an A+E point of view, just looked at 

their ‘right, red flags’ you know ‘this is it: pain management, functional, right you’re off, 

you’re out’ and hence this gentleman just keeps bouncing back in and in again. And it just 

took, I think, you know, an extra 15-20 mins to identify those yellow flags all the 

psychosocial issues” (participant #10). This represented an expansive interpretation 

because, aside of the central convergence on the biopsychosocial exploration, this also 

provided new horizons surrounding the consequences of return visits, traded off against 

extra time taken in defiance of expected ED treatment for this kind of patient. 
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Figure 4.16 Joint Display excerpt ST1.1 entering the patient’s world 

Another good example in subtheme 1.2 ‘ED attendances’ (Figure 4.17) was that all of 

those surveyed regarded ‘ongoing self-management’ as at least very important for ED 

PCP, with the following quote not only showing convergence, but also complementarity 

through elaboration that unfulfilled patients will return, as well as proffering the reasons 

why that might be case: “Yeah, we have much better reattendance rates than the other 

clinicians do, strangely enough, and I don’t know whether that’s part of all of this or 

whether it’s because you think, you know, to try to get people involved and you try to get 

people on board and understand why they are doing things and what’s going on with their 

bodies because, yeah, if you take that time to do it they actually don’t need to come back. 

Lots of patients with sort of ankle sprains and stuff come back a week later are having to 

see someone else. How is that happened like that’s just a lack of education the first time 

around.” (participant #2). 

 

Figure 4.17 Joint Display excerpt ST1.2 ED attendances 

Divergence in data sets 

Divergence, also referred to as discordance, denotes conflicting interpretations between 

data sets. In this final category much of the divergence could be explained by the way that 

the data was managed. The researcher used quantitised categories of responses to 

process the open text survey options by providing a percentage of how many of those 
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surveyed invoked that category or not. There was no implication that participants did not 

agree, only that they didn’t allude to this or its synonyms, and patient might have just 

forgotten to raise this point, whereas in closed questions, they are forced to answer this. 

In fact, the management of this small amount of open text with the quantitative data set 

was itself problematic for the researcher, which is why this is highlighted a reflection on 

the decision to include this (see reflexive log – appendix 11).  

Yet, there were some divergences arising from areas other than quantitised open survey 

questions. The finding for subtheme 2.2 ‘physiotherapist skills’ subtheme (Figure 4.18) 

that 8% had no interest in training for PCP and 4% were only slightly interested was 

challenged by an insightful quote on how to achieve just that in ED: “I think the way to do it 

is training and reminding people and regular updates and people just being reminded to 

do it otherwise people get stuck in the box ticking exercise and the efficiency mode. And I 

think efficient mode is good but it I think it loses sight of the patient-centred model” 

(participant #4). When analysing this supposed dissonance more closely, this finding 

represented only 12% as having little or no interest in PCP training which, with such low 

respondence rate, corresponds to only three participants out the 26 surveyed and may 

reflect that fact that some respondent will tend to have outlier views as part of a normal 

data spread. Furthermore, this was offset by the other 89% of those surveyed having 

moderate or greater interest in this, therefore this was perhaps not so divergent as first 

supposed. 

 

Figure 4.18 Joint Display excerpt ST2.2 physiotherapist skills 

A final and interesting divergent interpretation was present for subtheme 2.3 

‘physiotherapist belief about PCP’ (Figure 4.19) where only two thirds agreed that non-

physiotherapy colleagues strived to be person-centred, and a contrary quote that “I’d like 

to say that every single person that I work with has the patient in the best interest and 

would be patient centred. And I’m sure, I don’t think that you’d work in healthcare if you 

didn’t. I think the pressures in ED change that a little bit and that’s the difficulty” 

(participant #6). The overall feeling from the survey and interview data, triangulated with 

the researcher’s own experience from working as an ED physiotherapist for many years, 

suggested interprofessional relations in ED can be highly variable. Furthermore, it is 



75 

possible that the closeness of the broader ED team; how they work together and 

perception of how ‘useful’ the ED physiotherapists are to the team, varies greatly across 

the UK, reflected in the negative (and positive) views captured here. 

 

Figure 4.19 Joint display excerpt ST2.3 physiotherapist beliefs about PCP 

4.5 Discussion  
The aim of this study was to explore the views of emergency department physiotherapists 

on person-centred practices. This knowledge is important due to the professional 

expectation for all physiotherapists to deliver person-centred practices with their patients 

(Chartered Society of Physiotherapy, 2019). 

The qualitative themes were integrated and analysed alongside quantitative survey 

findings as part of the joint display. This led to the generation of three novel contributions 

that further understanding of the person-centred practices of ED physiotherapists which 

are discussed here. 

The first new knowledge here was that ED physiotherapists were mindful of an apparent, 

yet unspoken, struggle between the competing philosophies of biomedicine and person-

centredness. With EDs set up to manage life-threatening medical emergencies (NHS, 

2022), the hierarchical nature of these consultant led units reinforces a positivist-

influenced biomedical model of care. The growing interest in philosophical perspectives 

underpinning physiotherapy practice, on the other hand, reflects a divergence from the 

profession’s own biomedical origins (Nicholls and Holmes, 2012; Mudge et al., 2014). No 

longer pursuing purely structural explanations based on the existence of a single 

diagnostic reality or truth, a greater importance is now being placed by physiotherapy on 

lived experience (Schoenau et al., 2020; Belton et al., 2022); something more aligned with 

a person-centred philosophy. Contemporary physiotherapists, including those in ED, have 

thus tended to adopt a more flexible person-centred attitude to those in receipt of their 
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care: one informed by values that challenge reductive and structural biomedical 

conceptualisations of pain (Trede and Haynes, 2009). The findings of this study highlight 

how physiotherapists working in ED struggle with the apparent schism between 

contemporary physiotherapy philosophy and the presiding biomedical culture of ED. The 

ED physiotherapist is torn between competing demands of personal/professional 

philosophy and the presiding ED culture that prioritises the quantitative over qualitative. A 

struggle epitomised by pervasive feelings that, instead of being a consequence of their 

more holistic approach, the typically lower number of patients treated by physiotherapists 

over their shift were perceived by ED colleagues as them not pulling their weight. In reality, 

this appears to be more of a clash of practice paradigms.  

Part of the biomedical pressures of ED was evident in the way that physiotherapists 

sensed an ever-present and oppressive expectation to work faster to achieve high 

treatment numbers, within an overriding screen and discharge culture. With total ED 

attendances in December 2022 recorded in England at 2,283,000 - the highest since 

collection began (NHSE, 2023) - this goes some way to explaining this attitude. 

Participants, however, appeared more concerned with ED reattendance rates than 

treatment numbers as quality indicators of their effective clinical intervention. 

Effectiveness in this domain is supported by data suggesting musculoskeletal 

physiotherapists in ED can reduce avoidable patient re-attendances (Salt, 2016). Despite 

the perceived risks from rushing patients, participants taking more time to pursue the 

individual’s needs, through their person-centred philosophy, placed them at odds with 

the more pragmatic ‘department-focused’ ethos of the broader ED team. 

Decompartmentalising the person from their whole, with reduction down to their 

biomedical presenting condition in the name of swift processing, was an anathema to the 

person-centred instincts of ED physiotherapists. Despite these pressures, 

physiotherapists contrived to uphold as many person-centred aspects as possible that 

remained within their power. 

The second new knowledge moves deeper into understanding how ED physiotherapists 

actualise person-centred practice within a biomedical domain. It was through holistic 

attitudes here that participants searched beyond presenting conditions to discover what a 

problem means to a given person. At its core, this was about the importance that ED 

physiotherapists placed on entering a patient’s world.  

The importance of establishing meaningful connections with patients is well documented 

in the literature (Miciak et al., 2019; Kinney et al., 2020). However, when seeking to 
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establish such meaningful connection with their patients in ED, physiotherapists 

intentionally drew on the consideration of broader psychosocial drivers including issues 

with loneliness, relationships, or an inability to cope. Acknowledging often-challenging 

personal issues was, according to ED physiotherapists, a means to establish holistic co-

constructed narratives; providing meaningful connection as well as an understanding of 

what the problem means to the person. Additionally, participants were mindful of the 

future re-attendance risk if this important step was missed, exemplifying the long view 

taken by ED physiotherapist in terms of getting to the root of the issue rather than just 

getting someone out of the door.  

If the first discussion point attends to the ‘what’ and ‘why’ of person-centred ED 

physiotherapist paradigms of practice, then this second point speaks to ‘how’ this 

therapeutic alliance could be cultivated by such tools as open questioning, effective 

listening, and minimal interruptions. For example, this idea of ‘entering the patient’s 

world’ to understand the meaning of the problem for the person aligns well with other 

person-centred communication frameworks such as the ‘ICE’ acronym: An approach 

based on establishing patients' ideas, concerns, and expectations (Pendleton et al., 

2003). The assumption that ICE can provide helpful diagnostic clues and deeper insight 

into the reasons for patient encounters (Matthys et al., 2009) only serves to strengthen its 

application in this context. ‘Entering the patient’s world’ echoes broader narrative-based 

practices (Charon, 2009; Low, 2018; Ahlsen et al., 2020) that emerged in response to 

perceived shortcomings of the biomedical approach (Zaharias, 2018). A recent review of 

musculoskeletal physiotherapists and patients’ views on person-centred practice, found 

offering patients sufficient time and encouragement to speak about ‘everything’ was 

considered an important part of person-centred practice by both parties (Naylor et al., 

2023). In contrast to the review’s non-emergency setting, ‘entering the patient’s world’ 

here speaks to a specific application within ED, rendering this new contribution a novelty 

of context rather than concept. 

The rationale for physiotherapists seeking to understand what a problem means to a 

person appeared to stem from a physiotherapist viewpoint that ED is often a last resort for 

many people presenting. This links to the third contribution based on the findings of this 

study of ED physiotherapists.  

The final knowledge here relates to a theoretical line between perceptions about what an 

ED patient needs versus what they want from their visit; or to put it another way, where ED 

clinicians prioritised their focus. While the broader ED team’s priorities clearly fell on the 
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side of clinical necessity, the person-centred physiotherapist considered both sides of 

this line. 

Despite its clear remit for major trauma and medical emergencies (NHS, 2022), certain 

patients continue to make ‘inappropriate’ visits to ED (O’Keeffe et al., 2018). The well-

publicised persistent and worsening pressures faced by emergency services has not, it 

seems, deterred non-emergency attenders (Illman, 2022; The King’s Fund, 2022). With the 

post-pandemic NHS landscape leaving many, often more vulnerable patients, unable to 

secure timely attention elsewhere, many non-emergency decisions to attend ED might 

thus be rendered as technically legitimate.  Considering challenges that affect everyone, 

but particularly the most vulnerable, a person-centred ED physiotherapist might be 

forgiven for wondering ‘if I don’t help them with this problem, then who will?’ for which a 

clear understanding of their world becomes a necessary step to be able to move forward.  

Study participants acknowledged that judgements on appropriateness were being 

routinely made by healthcare professionals within the ED team. Other studies have 

alluded to related judgements by ED clinicians in terms of themes of ‘legitimacy’ (Hillman, 

2014) and patient ‘worthiness’ (Sbaih, 2002; McConnell et al., 2016). Judging worthiness 

was not something regarded by person-centred physiotherapists as appropriate or part of 

their role. 

Shortcomings in other areas of the UK National Health Service, particularly within primary 

and social care, has hampered the natural flow of patients through ED; reflected by 

increased demand at the front door and, particularly, transferring patients to hospital 

wards at the other end. This study’s focus on person-centred interactions of 

physiotherapists with these ‘minor’ musculoskeletal cases evidenced patients having 

their own host of reasons for attending. One contentious reason was unacceptable waits 

to see a GP (Adams, 2022), be it for a subacute conditions or exacerbation of a chronic 

problem. Consequently, ED physiotherapists were effectively seeing patients who 

technically shouldn’t be there but had little other recourse to medical attention. Faced 

with genuine patient desperation, participants conveyed a righteousness in helping those 

patients whose problems were exacerbated by the health service’s shortcomings. It is 

most unfortunate but understandable given service pressures, that perceived 

interprofessional tensions could result from physiotherapists taking longer to unpick 

these complex and now chronic biopsychosocial issues, but such an example reignites 

the clash in ED between biomedicine and person-centredness. The biomedical dichotomy 

of ‘it’s either an emergency or it can be discharged for the GP to sort out’ so antithetical to 
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a person-centred model of care, thus exposes a more fluid and uncertain boundary 

between what a patient wants and what they need from ED.  

4.5.1 Implications for practice  

Despite the encouraging signs that the physiotherapists in this study already subscribe to 

and are enacting person-centredness in ED, this discussion cannot ignore inevitable 

questions about the sustainability of ED physiotherapists’ attempts to realise person-

centredness in the face of such strong practical and cultural headwinds. While arguments 

have been made which range from patients’ rights to professional physiotherapy 

standards and philosophies, the realpolitik ultimately necessitates a rejection by 

clinicians working in ED of any idealised visions of person-centredness. While its delivery 

is clearly not impossible, given the current climate it is challenging to say the least. One 

solution the authors can offer here is a conceptualisation of a specific ED version of 

person-centred practice: one that is dynamically adapted to the presenting case and 

operational limitations. ED physiotherapists’ focus should be to facilitate a dialogue 

based on open questioning and active listening - which is both welcoming and non-

judgemental, but crucially establishes why patients have come; how it is affecting their 

life; what are they worried about; and what they feel needs to happen. Armed with this 

information the physiotherapist will be best placed to offer individualised choices that 

empowered a patient’s self-management, reducing the likelihood of reattendances. While 

in-keeping with, and at the high end of, conceptualisations of a continuum scale of 

person-centredness (Mudge et al., 2014), given the practical situation in ED, a framework 

to support this is currently lacking.  

4.5.2 Quality evaluation 

There is a bewildering array of quality criteria options available for appraising mixed 

methods studies. When considering the constituent studies themselves, there are even 

more quality assessment alternatives that include, for example, the Total Quality 

Framework (Roller and Lavrakas, 2015) and Quality Assessment Checklist for Survey 

Studies in Psychology (Protogerou and Hagger, 2020) for qualitative and quantitative 

arms, respectively. However, since the quality of mixed methods data analysis will 

depend heavily upon how well the data is integrated, it follows that the quality might also 

be judged as an integrated entity, rather than evaluating independently quantitative survey 

and qualitative interviews. In accordance with this rationale, the quality appraisal in this 

study was based on a new proposition for combining quality assessment procedures: the 

‘Core Quality Criteria of Mixed Methods Research’ (Hirose and Creswell, 2023). What now 

follows is a quality assessment of the mixed methods study based on these respective 
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criteria that Hirose and Creswell endorse for “new scholars… as models for their own 

rigorous research” (2023:25). The addition of a completed COREQ checklist (Tong et al., 

2007) was an additional requirement by peer reviewers for the published version of this 

study that also reflected good practice (see appendix 3). 

1. Advance a rationale for using mixed methods methodology 

The exploratory nature of the research question: how is person-centred practice 

understood and interpreted by physiotherapists working in the emergency department? 

demanded the collection of both quantitative and qualitative data sets as either, alone, 

might be insufficient to answer this. Closed survey questions could establish numerical 

insights on the existence and proportionality of certain views or beliefs, from which 

interviews could offer a deeper understanding of why this might be. Even though 

physiotherapists who work in ED are plentiful, due to the advancing practice nature of the 

role being explored, only a very small proportion were anticipated to be managing patients 

at the point of first contact, thus making this a difficult sample to know and reach. Aside of 

the descriptive statistics provided, the initial survey also served as a pragmatic way to 

identify some of this niche group who could be interviewed. There was a significant benefit 

from integration of the data from survey and interview methods that ultimately allowed for 

a much richer and more comprehensive understanding of this novel research area that 

has yet to be investigated. 

2. Write quantitative, qualitative, and mixed methods questions 

To answer this criterion, the author can provide the following to represent the respective 

quantitative, qualitative and mixed methods research questions: 

• How do physiotherapists working in emergency department define and evaluate 

person-centred practice? 

• What are the views and experiences on person-centred practice of 

physiotherapists working in the emergency department? 

• How is person-centred practice understood and interpreted by physiotherapists 

working in the emergency department? 

3. Report separately the quantitative and qualitative data 

Quantitative survey data amounted to closed-ended data from pre-set rating scales. 

There were only two survey questions that allowed for open textual response, yet these 

results were, themselves, quantitised to match the format of the broader numeral data 

set. For the analysis, these qualitative data were reported separately and in tabulated and 

narrative descriptive statistical formats. Qualitative interview data, corresponding to 
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recorded answers to open questions, were transcribed, thematically analysed and 

reported separately as themes. The ways in which the data sets were collected was 

clearly defined and reported. 

4. Name and identify the type of mixed methods design and present a diagram of it 

The flexibility of mixed methods design may be one of its key strengths but given the 

reported existence of at least 15 different typologies (Creswell and Plano Clark, 2018), a 

lack of agreement on names can result in confusion. This study, however, followed a 

convergent mixed methods design, with sequential explanatory features. A clear diagram 

is provided as a visual illustration of how the data sets were timed and connected and at 

what points this occurred (Figure 4.1). The collection of quantitative data was followed-up 

with that of qualitative data to explain survey findings in more detail. 

5. State the use of integration in a joint display 

Since integration of data sets is central to any mixed method design, this merger must be 

made explicit to avoid accusations of summaries being provided in place of any true 

integration. The joint display table and process that was used to integrate data sets here 

(Figure 4.2) (see appendix 8) providing an explicit demonstrating of integration: utilising 

the theme headings as framework with which to link survey findings based on any data 

convergence, complementarity, expansion or divergence (Fetters, 2020). Thus, there was 

clear evidence data integration to fulfil this quality criterion. 

6. Discuss how meta-inferences and value resulted from the integration analysis 

Meta-inferences can be found in the righthand column of the joint display and were based 

on data convergence, complementarity, expansion or divergence (Fetters, 2020). In 

summary, convergence indicated an agreement between two sets of findings; 

complementarity occurred when finding illustrated non-contradictory interpretations; 

Expansion occurred where overlap of findings provided space for further interpretations; 

and divergence occurred when there was an interpretive conflict between data sets 

findings (Fetters, 2020). Many examples of each of these four data relationships are 

presented on the joint display, with the meta-inferences themselves further explained 

within the narrative description of the joint display (see section 4.4.3.1). Fetters’ 

suggestion of possible reanalysis based on finding of discordance (2020) was also 

attempted in this section.  

Taken here together, these six criteria serve to assure the quality of this mixed-methods 

study exploring the views of ED physiotherapists on PCP and where they feel that they 

currently stand on implementing this. 



82 

4.5.3 Limitations  

Survey 

While the number of primary contact physiotherapists practising within UK emergency 

departments was unknown, this survey sample was presumably small, constituting a 

limiting factor to generalisability. Furthermore, the use of percentages to present findings 

with small samples can be problematic (Sandelowski, 2001). However, the mixing of 

methods and subsequent merged analysis here meant that the authors were not relying 

on numbers alone to tell the whole story. The geographic spread captured responses from 

all the seven English NHS regions, plus one each from Wales and Northern Ireland, 

provided a broad picture of UK ED physiotherapists’ practice. The lack of representation 

from Scotland, however, limited the extent to which authors can claim a truly UK-wide 

perspective.  

Interview 

Interviewed participants from only NHS English regions limited the extent to which 

authors can claim a truly UK-wide perspective. Interview participants were likely to 

constitute a more person-centred group of physiotherapists introducing selection bias. 

4.5.4 Conclusion  

This study offers three novel contributions that further our understanding of the person-

centred practices of ED physiotherapists. Firstly, that ED physiotherapists were mindful of 

an apparent, yet unspoken struggle between the competing philosophies of biomedicine 

and person-centredness. Secondly, that ‘entering a patient’s world’ was an acceptable 

route to achieving person-centred practice in ED. Finally, that there exists a difference of 

professional focus in ED for delivering what a patient wants versus their clinical need. 

Given the current context, there has never been a more pressing need for guidance on 

how to operationalise person-centred practice in ED if the profession is to continue its 

progress away from biomedical roots for the benefit of all its patients. Further research 

exploring the patient perspective of ED physiotherapist practices is needed. 

4.6 Summary 
This chapter employed a mixed methods design to explore the views of primary contact 

physiotherapists working in UK EDs on PCP. The interpretation here was that ED 

physiotherapists were mindful of an apparent, yet unspoken struggle between the 

competing philosophies of biomedicine and person-centredness such that entering a 
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patient’s world might help navigate the challenging line between what an ED attender 

wants and the clinical need of their visit.  

The following chapter explores the experiences of emergency department patients on 

being managed by a primary contact physiotherapist, through the lens of person-centred 

practice with the research question: what are the views and experiences of emergency 

department patients who are managed by primary contact physiotherapists on person-

centred practice? 
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 The experiences of patients attending the 
emergency department who were managed by 
physiotherapists: A person-centred perspective (study 3) 

5.1 Introduction  
This chapter will present a study exploring perceptions on person-centredness of 

emergency department (ED) patients who had their care episode managed by a primary-

contact physiotherapist. Considering the unambiguous promotion of person-centredness 

within healthcare, generally, alongside the increasing number of ED patients now 

attended to by first contact physiotherapists, an understanding of how patients perceive 

person-centred practice (PCP) within this unique context becomes important. 

The chapter commences with a brief overview that orientates the reader to the status of 

PCP in contemporary healthcare, followed by a discussion on PCP in ED before setting out 

the aims for this study. After this follows the methods, results and discussion sections, 

respectively. The chapter is then summarised, which includes a brief introduction to the 

subsequent discussion chapter and its attempted synthesis of the data generated. 

5.2 Background for the study 
5.2.1 Person-centred practice research: from challenges to frameworks 

Person-centred practice (PCP) is now an internationally recognised dimension of high-

quality healthcare (Giusti et al., 2020) which requires differing paths depending on the 

country and context in which it occurs (WHO, 2015). Despite the support for international 

and interdisciplinary person-centred care research, typified by the Gothenburg Centre for 

person-centred care (GPCC), the complexity and multifaceted character of PCP has 

created methodological issues - relating to variability of research evidence generated, 

that have hampered data synthesis (Olsson et al., 2013; Ahmad, 2014; Burgers et al., 

2021). The range of patient types and context-specificity of the person-centred activities 

pose a challenge to empirical study design (Health Foundation, 2016) meaning few 

conceptualisations of PCP are grounded in empirical research (Giusti et al., 2020). 

Studies have tended to focus on discrete facets of PCP such as communication (Pinto et 

al., 2012; Altin and Stock, 2016; Hedberg et al., 2022), shared decision making (Altin and 

Stock, 2016; Hedberg et al., 2022), self-management support (Franklin et al., 2021) and 

goal setting (Boa et al., 2018; Cameron et al., 2018) for example. Despite these 

challenges, there is evidence that a PCP approach can deliver positive patient outcomes 

(Rathert et al., 2013) that include satisfaction and wellbeing (Kuipers et al., 2019) cost 

reduction (Pirhonen et al., 2020) among other factors.  
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A fundamental aspect of PCP is its paradigmatic shift away from the paternalistic 

treatment of patients towards a partnership approach that regards the patient as a person 

rather than their presenting condition (Coulter, 2002). Several person-centred models and 

frameworks have been developed to support its realisation in clinical practice (Mead and 

Bower, 2000; McCormack and McCance, 2006; Santana et al., 2018), most notably the 

Person-centred Nursing Framework (McCance and McCormack, 2017). This nursing-

specific guidance has since been updated to a somewhat grander: Person-centred 

Practice Framework, that the authors present as a mid-range theory, applicable to 

broader healthcare systems (McCormack et al., 2021). Within the specific field of 

rehabilitation and physiotherapy also, there has been a development of models and 

frameworks to support person-centred clinical practice (Miciak et al., 2019; Jesus et al., 

2022; Killingback et al., 2022b).  

5.2.2 Establishing ED physiotherapy 

The physiotherapy profession has continued to adapt to the shifting demands placed on 

its workforce; the first contact practitioner (FCP) initiative for musculoskeletal 

physiotherapists in primary care (Mercer and Hensman-Crook, 2022) being a prime 

example. While physiotherapists have long performed a supporting role in the emergency 

department (ED), there has been a recent growth in their managing musculoskeletal 

patients at the point of first contact here, based on evidence that this can reduce: patient 

waiting times (Taylor et al., 2011; Gill and Stella, 2013; Bird et al., 2016; Kinsella et al., 

2017; Sayer et al., 2017; Steed and Moulson, 2022), length of stay (Taylor et al., 2011; Gill 

and Stella, 2013; Sutton et al., 2015; Kinsella et al., 2017; Sayer et al., 2017; Pugh et al., 

2020; Cassar et al., 2022), referral to specialties (Henderson et al., 2020; Davies et al., 

2022) and utilisation of imaging (Sutton et al., 2015; Schulz et al., 2016; Pugh et al., 2020; 

Davies et al., 2022). Other positive research findings here relate to safety (de Gruchy et al., 

2015; Sutton et al., 2015) and approval by staff who work alongside ED physiotherapists 

(Lefmann and Sheppard, 2014; de Gruchy et al., 2015; Fruth and Wiley, 2016; Barrett and 

Terry, 2018; Ferreira et al., 2018; Matifat et al., 2021). 

5.2.3 Identifying the research ‘gap’ and study aims 

The authors of this current research share the widely held view, and UK National Health 

Service (NHS) vision, of the need for a fundamental shift in how we work with patients and 

individuals to deliver more person-centred care (NHS, 2019). Enacting person-centred 

practices for patients is, after all, a professional expectation for all physiotherapists 

(American Physical Therapy Association, 2018; Chartered Society of Physiotherapy, 2019; 

Physiotherapy Board of New Zealand, 2020). While decidedly positive in nature (Harding 
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et al., 2015; Schulz et al., 2016; Barrett and Terry, 2018), the existing data on patient 

experience of ED physiotherapy has yet to consider specific interactional aspects such as 

person-centredness. Therefore, with the growth of this ED physiotherapist role no longer 

in question (Lefmann and Crane, 2016), it is now important to learn about more nuanced 

aspects of how patients are experiencing person-centred physiotherapy practices. 

The explicit research question that this study aims to answer is: what are the experiences 

of emergency department patients who are managed by primary contact physiotherapists 

viewed through a lens of person-centred practice? 

5.3 Methods  
5.3.1 Study Design  

A qualitative exploration of person-centredness among emergency department 

physiotherapists, from the patient perspective, was developed to fill the established 

knowledge gap to inform future clinical practice. New knowledge here is of general import 

to forward the interests of person-centred physiotherapy practice in areas of broadening 

professional scope.  This study employed in-depth semi-structured qualitative interview 

methods within a broader qualitative research paradigm (Kidder and Fine, 1987). Interview 

data collection methods and a pragmatic semantic approach to reflexive thematic 

analytical were adopted (Braun and Clarke, 2021) as consistent with a pragmatist’s 

philosophical lens and thus define the formal methodological paradigm adopted here.  

The qualitative interview method was chosen based on its appropriateness for addressing 

exploratory research questions surrounding the meaning of events for research 

participants (Kelly, 2010). This study incorporated patient and participant involvement 

and engagement to test acceptability and practicality of aspects of this study.  

A Consolidated Criteria for Reporting Qualitative Studies (COREQ) checklist was 

completed (see appendix 12) to ensure methodological rigour of the qualitative interview 

data collection methods (Tong et al., 2007). 

5.3.2 Participant recruitment 

Health Research Authority (HRA) approval was granted on 22 November 2022 following 

review by the Yorkshire & The Humber - Leeds East Research Ethics Committee (IRAS 

Project ID: 317609; REC reference 22/YH/0260 – see appendix 13). The research was also 

granted sponsorship by Hull University Teaching Hospitals NHS Trust (HUTH) with the 

Trust’s ‘capability and capacity’ to conduct the study confirmed prior to commencing 

data collection (R2847). Anonymity and confidentiality of patient participants and their 
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data was always respected, underpinned by an ethics-approved data protection plan and 

an informed consent process. 

A sample of convenience was used to recruit participants. Potential participants were 

initially provided with information about the study via the attending ED physiotherapist. If 

they consented, their details were sent via secure NHS email to the lead researcher who 

then telephoned them to confirm consent and screen with the inclusion/exclusion criteria 

(Table 5.1) prior to setting up the interview.  

Table 5.1 Study inclusion and exclusion criteria 

 

5.3.3 Data collection 

The main researcher (JN) conducted semi-structured interviews as the main data 

collection method to provide a greater depth of understanding of patient experience of 

being treated by a physiotherapist in ED. The interview guide was developed through a 

consideration of the literature on person-centred physiotherapy practice, the overarching 

aim of the study, and the research question (see appendix 17). Recruitment and 

interviews ran concurrently (between the period February 2023 to April 2023). Interviews 

were conducted by the researcher after at least one day, but no longer than two weeks, 

following the ED attendance, to maximise recall of their experience. To interview on site 

the same day would have been unethical and impractical due to COVID protocols. Having 

a minimal one-day gap also gave participants the chance to get their pain under control. 

Interviews were carried out via a web-based video platform or via telephone with audio 

recording; determined by patient preference and/or accessibility. No one else was 

present for the interviews beside the participant and the interviewer. The interviewer was 

introduced to the participants as an ‘ED physiotherapy researcher’.  
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As in the clinician-facing study, sample size for interviews here was guided by the concept 

of information power (Malterud et al., 2016), with consideration of each of this model’s 

‘continuum’ dimensions. The broad study aims, and multi-case analysis approach 

pointed toward requirement for a moderate to high sample. Conversely, high sample 

specificity, use of existing model/theory and high quality of interview dialogue was 

suggestive of lower sample size requirements. The author’s relative inexperience as a 

researcher was offset by his specific clinical experience and insight as an ED 

physiotherapist and from prior publications on the topic of person-centred practice. High 

level communication skills, allowing for rapport building with interviewees, and support 

from an experienced supervision team produced a tentative approximation for 10 to 15 

interviews. The depth and quality of interview data, established from preliminary analysis 

after several interviews - allowing for generation of analytical ideas, suggested a sample of 

around 10 would be sufficient. A final judgement was made after the thirteenth interview 

that sufficient data was collected for an analysis that could deliver on study aims.   

5.3.4 Data analysis 

A pragmatic semantic version of thematic analysis was carried out by the main researcher 

(JN) based on Braun and Clarke’s six stages of reflexive thematic analysis (Braun and 

Clarke, 2019; 2021) from verbatim interview transcripts in NVivo QRS. One PhD research 

supervisor (CK) checked the coding accuracy, while PhD research supervisors (CK, AG) 

were closely involved with initial theme generation and refinement stages right through to 

drafting of a final report. An iterative collaborative approach provided different 

perspectives on the data, capturing interesting analytical aspects that might otherwise 

have been missed (Braun and Clarke, 2021).  

A summary of themes was shared via email with those interview participants who 

consented to receive this to offer a form of member checking. This included an invitation 

for any comments for consideration within a one-month window, after which the 

manuscript would be submitted. No comments were forthcoming. 

5.3.5 Researcher position statement  

The main researcher (JN) is a middle-aged, white, British male senior musculoskeletal 

physiotherapist (BSc; MSc) and doctoral researcher. He introduced himself to 

participants as an ‘ED physiotherapy researcher’ and explained the purposes of the study 

to participants over the telephone during the formal screening and informed consent 

process, prior to meeting for the second and final time at interview.  
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The first author continued to practice in primary and secondary clinical settings while 

conducting the research. The PhD research supervisors are also physiotherapists by 

background. CK was a community physiotherapist and an experienced qualitative, post-

doctoral researcher who now works in pre-registration physiotherapy training. AG is a lead 

clinical research therapist at a large acute hospital trust and an experienced post-

doctoral researcher with quantitative, qualitative, and mixed-methods expertise.   

5.4 Results 
5.4.1 Demographics of survey participants 

A total of 13 participants were interviewed (eight female; five male). In terms of age, five 

participants were in their 30s, three were in their 50s, two in their 60s, and three in their 

70s. The presenting conditions included: low back pain 38% (n=5); suspected cauda 

equina syndrome (CES) 23% (n=3); knee pain 23% (n=3); and hip pain 15% (n=2). 

Participants were treated by five different clinicians (three males; two females) with 

experience of working specifically as a primary contact ED physiotherapist ranging from 

less than a year to over a decade. All interviews were completed within eleven days of 

being seen by an ED physiotherapist. 

5.4.2 Qualitative results  

Thematic analysis of the qualitative data from the 13 participants interviewed led to four 

overarching themes which were important to person-centredness from the perspective of 

patients attending ED whose care was managed by a primary contact physiotherapist: 1) 

patient experience of the emergency department; 2) the importance of connection, 

competence and time; 3) recognising the benefits of being seen by a physiotherapist in 

ED; and 4) patient experience of the ED physical environment. 

Theme 1 – “You shouldn’t be here”: Patient experience of the emergency department. 

This theme encompasses the experiences of participants on their visit to a UK emergency 

department who after initial triage were managed by a physiotherapist. Upon arrival at ED, 

the experience of participants at the streaming desk, including those referred by their GP 

with a letter in hand, often led them to feelings of annoyance or indignancy. Despite 

explaining their reasons for attending ED as not being able to get an appointment with 

their own general practitioner (GP), or even that their GP had sent them to ED as an 

emergency, many participants were still struck by the perceived incivility of the triage 

experience. Participants were especially angered at being told, somewhat ironically, by 

the welcoming nurse that they shouldn’t have come to ED in the first place:  



90 

I went to the desk and the triage nurse said. “What seems to be the problem?” 
I said “I've got a really bad back pain and struggling to move”... And instantly, 
she said, “you shouldn't be here: You should be seeing your GP”. When I 
explained that the GP had said come to A&E her answer was “that's what they 
would say, you should really try and get an appointment with your GP”  

-participant #6, male - 50s; presenting with back pain 

 

This quote illustrates just how precarious and unwelcoming an experience attending ED 

can be. The challenge of the triage process, alongside the requirement to repeat their 

story multiple times to the reception, triage and physiotherapist, ultimately led some 

participants to doubt the legitimacy of their attendance. Others, however, appeared to 

remain in no doubt as to the correctness of their visit.  

This initial negative experience was in sharp contrast to the subsequent positive 

experiences of having their care managed by a physiotherapist; one which led to a sense 

of validation of their attendance. What appeared to be important for participants was that 

the physiotherapist most often affirmed that they had been correct in attending ED for 

their presenting condition. This validation from the physiotherapist seemed to hold 

significant value for participants, akin to a relief that at least someone believed them:  

he said ‘no, they’ve absolutely done the right thing by sending me here’… I felt 
reassured because I did feel a bit of a phoney really for being there  

-participant #2, female - 50s; presenting with possible CES  

 

This was particularly important given that they may have had a very poor experience on 

arrival where they were given the impression that they should not be there.  

Despite surprise at being informed they would be seeing an ED physiotherapist, 

participants seemed to trust that the streaming nurse had allocated them to the best 

person for their presenting problem. With most participants unaware that such primary 

contact physiotherapists even existed, they were naturally unclear of exactly what might 

follow when an ED physiotherapist, as opposed to doctor or nurse practitioner, called 

them in for treatment. This lack of awareness, according to one participant, stemmed 

from participants underestimating the advanced roles that practitioners such as 

physiotherapists carried out in ED. Even during physiotherapy treatment, several 

participants confessed to an expectation that their care would, at some point, be taken 
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over by a doctor or nurse. Given their lack of familiarity of the primary contact ED 

physiotherapist role, it was unsurprising that participants did not anticipate their care 

being wholly managed in this way.  

When I went in, I thought possibly that it might have been a triage. Not 
realising that he was going to be taking full care from start to finish. I was a bit 
like “alright. He’s going to have a quick look. And then I'll be sent back to the 
waiting room and maybe I have to see a doctor.  

-participant #1, female - 30s; presenting with knee pain 

 

Framed by the possibility of waiting up to eight hours to be seen by whichever ED clinician 

was allocated, the significant shorter wait times to see the physiotherapist appealed to 

participants. This led to a sense of satisfaction with some even expressing shear 

amazement at the experience. Whether resulting in shorter wait times than expected or 

not, participants remained alert to their apparent queue position with respect to fellow 

patients, such that being called in early to physiotherapy was perceived as a positive 

outcome.  

The time that I waited, it was just ridiculously short compared to how long you 
would normally have to wait. Yeah, I was just blown away by being seen so 
soon. I think that is important for everybody; I think most people’s experience 
of A&E is the fact that you usually have to wait so long to be seen by 
anybody…. I was very surprised.  

-participant #12, female - 60s; presenting with back pain 

Theme 2 – “They genuinely seemed to take an interest”: having time to connect with the ED 

physiotherapy professional as a person. 

This theme encompasses the views of participants on person-centred aspects of the 

attending UK emergency department physiotherapist and, more specifically, the 

importance of participant connection with the real person behind the professional 

armour. Three sub-themes are included as part of this overarching theme: soft skills that 

honour personhood; clinical competence; and having the time to care and be holistic.  

Subtheme 2.1 - Soft skills that honour personhood. 

Patient views about the importance of physiotherapist personality encompassed a whole 

host of specific positive traits, with a non-exhaustive list that includes being engaging; 

nice; happy; friendly; and open. One participant made it clear that being an expert alone 

was not enough as there also needed to be a personal connection for them to feel 
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comfortable. The personal connection with an ED physiotherapist here was something 

realised through an active rapport-building process. An almost contradictory kind of 

professional informality was clearly appreciated by participants as revealing something of 

a clinician’s true self. This suggests the adoption of more formal expert and patient roles, 

as per the traditional medical model, might serve as a barrier to a more person-centred 

and human level interaction so clearly valued by participants here. 

He was just a really nice guy. You know; just the way he was. He was really 
friendly, really chatty, but obviously professional….he wasn't sort of, you 
know, standoffish, like some doctors can be. I don't like to generalise. But 
yeah, just really comfortable.  

-participant #1, female - 30s; presenting with knee pain 

 

Participants often reported feeling like just another number on the ED production line in 

such a way that challenged their personhood. Patient dignity and privacy were also 

threatened by experiences such as having to change into and wearing gowns in public 

areas and being unable to move off beds or trollies while within the waiting room’s gaze. It 

is notable therefore that patient participants in this study highlighted the deliberate steps 

taken by their ED physiotherapist to uphold their privacy, dignity, and personhood; and 

thus, in doing so facilitated person-centredness. 

There was just a really good level of respect there. Very high level of patient 
care, actually. I think just because you can find yourself feeling like you're not 
a person sometimes when you're in the hospital, you can feel quite a bit like a 
number: you're on the list and they've just got to try and get you through. So 
actually, someone sitting there and saying, you know what, you don't have to 
go and sit out there with no trousers on. In a gown. I'll just let you stay in here 
and I'll take you round, and I'll keep a look out for you when you come back.  

-participant #13, female - 30s; presenting with knee pain 

 

Some more subtle aspects which helped participants feel valued were around simple 

enquiries as to the patient’s physical comfort and the checking and providing of progress 

reports on their ED status. ED physiotherapists’ demonstration of empathy and concern 

for participants left them feeling genuinely cared about as people beyond their presenting 

condition. Therapist empathy, from their perspective, was prerequisite to being 

understood as a person and situated at the centre of their care. 
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Whether due to anxiety about their health or simply a result of being in this stressful 

situation, participants placed value on the physiotherapist being able to put them at ease. 

Assurances that nothing more serious was going on appeared to require more than just 

diagnostic credibility, however. The fact that participant assuagement was a 

consequence of the manner, as much as the content, of physiotherapist communication 

served to reemphasise the significance of highly developed interpersonal skills.   

The bedside manner of it, I just thought was quite relaxing. It made me feel 
definitely at ease and less worried about the fact that I was in hospital. It was 
nice.   

-participant #4, female - 30s; presenting with back pain 

 

High level micro-communication skills such as good eye contact and active listening were 

perceived as important in helping the participants connect with the physiotherapist. Being 

able to share their full narrative without interruption was particularly helpful in making 

participants feel that the physiotherapist was engaged and that their full story was heard.  

He gave you the impression, even when I was talking to him, and I might have 
been talking a lot of rubbish, but he seems to get round it and be able to ask 
you questions in the right time when it was needed. He didn’t interrupt at all; 
he listened until I stopped talking and then answered that question. Then 
asked me questions. He let me finish off.  

-participant #5, female - 70s; presenting with possible CES 

Subtheme 2.2 - Clinical competence 

While the ED physiotherapist personality was clearly an important aspect to their person-

centredness, so too was a perceived professionalism, credibility, and clinical expertise. 

This bar was reached through various interactions with the physiotherapist but required, 

at the very least: a comprehensive history taking; a thorough physical examination; and 

possible investigations that could lead to an acceptable clinical diagnosis. Perceived 

clinical competence and credibility served to reassure participants that the 

physiotherapist knew exactly what they were doing; something of bearing given the fact 

that participants had been sent to see someone other than the doctor that they had 

expected. Many participants acknowledged a physiotherapist’s prerequisite qualifications 

for this ED role, underpinned by their advanced knowledge and specialist skills. Despite 

not expecting to be seen by them, participants concluded that a physiotherapist was the 

best person to see when presenting to ED with musculoskeletal injuries due to their 

clinical competence in this area. 
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it made it more of a comfortable experience knowing that you are seeing 
someone with those qualifications that can talk expertly about that particular 
problem. Physio was definitely the right person for this problem.  

-participant #12, female - 60s; presenting with back pain 

 

Education and explanation of everything by the physiotherapist was evidently key to their 

achieving a successful patient outcome. This might include use of models, radiographic 

images, or the use of simple analogies to further a patient’s understanding of their 

condition. The favouring of layman’s terms over medical jargon really seemed to matter to 

participants here. Emphatic revelation by many that seeing an ED physiotherapist was the 

first time they felt they had truly understood the extent of their presenting problem, and 

what it might mean to their lives, reflected the proximity of clear explanation to person-

centred practice. 

I got into the room, we had a little chat about what he was going to do, and he 
asked, “has anybody explained what happens with osteoarthritis”, which was 
no…Got his little plastic knee joint and explained exactly what was going on 
with my knee. I’ve never experienced that before. And it was a proper eye-
opener. I was like wow! Now I know what’s going on, it was wonderful 
actually.  

-participant #11, male - 60s; presenting with knee pain 

 

Subtheme 2.3 – Having the time to care and be holistic. 

A key person-centred aspect highlighted by most participants was the premium placed on 

their clinical consultation not being rushed. Based on their previous GP or ED visit, many 

participants had apparently come to ED with the expectation of a long build up and a wait 

for hours that finally culminated in a cursory chat followed by hasty discharge. Offering 

enough time to fulfil their perceived needs was clearly essential to an ED physiotherapist 

achieving person-centred practice. An unrestricted chat enabled by the physiotherapist, 

coupled with their providing sufficient time to explain everything, were both considered by 

the patient as time well spent in realising their person-centred aims. 

he can only work off the information I give him and if I'm in a rushed 
environment, I'm not going to get it all out because obviously you're in so 
much pain. You are forgetting half of what you need to say.  

-participant #6, male - 50s; presenting with back pain 
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Having sufficient time was linked with delivery of a holistic approach - recognised by 

participants as another facet of person-centred ED physiotherapist practice. Such holism 

here, according to participants, considers the patient beyond their presenting condition 

and makes allowances for the social context of a patient’s reality. In circumstances where 

friends or family members were present, the acknowledgement and involvement of these 

significant others, such as offering them a voice within the clinical consultation, helped 

support participants in their journey through ED and was appreciated as a person-centred 

thing for ED physiotherapists to do.  

Involving my husband made me feel more confident because most of the time 
I hear, but if, for instance, they turn round when talking to you - I don't always 
catch all that. Well, because my husband was there, on a couple of 
occasions, I’d ask something, and my husband would say he’s already said 
that I hadn’t heard it.  

-participant #5, female - 70s; presenting with possible CES 

 

Patient anxiety at being in an ED environment was commonly compounded by worries 

about their chaperone not knowing what was going on; their waiting or worrying about the 

patient. As trivial as it might sound, even consideration or acknowledgement of a patient’s 

anxiety about their dog being left at home unattended resided within an ED 

physiotherapist’s person-centred holistic approach.  

The physio made my friend welcome as well; she gave her somewhere to sit 
which was nice. This was important because I needed my friend there…I 
thought, that’s nice of her to care; she asked her who she was and 
everything…sometimes they just say, “sit down!” I think if they didn’t do this 
[i.e., consider the thought and feelings of your family members or carers as 
well as yourselves] I think I’d feel as though I was being a nuisance.  

-participant #9, female - 70s; presenting with hip pain 

 

Holism was further demonstrated by physiotherapists concerning themselves with the 

patient’s ability to manage at home and work following discharge from ED. A consultation 

that didn’t directly address patient questions about an appropriate return to work or 

hobby, for example, would fall short of any perceived person-centred threshold:  
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Asking about my interests was important because when people go to the gym 
you might think maybe just a run on a treadmill twice a week or something. 
Whereas I'm properly training, very heavily, all the time, really. So obviously, 
to me, is very important when I have treatment or anything like that, that is 
known because it's very relevant to what I do. 

-participant #2, female - 50s; presenting with possible CES 

 

Theme 3 – “That was the best I felt I'd ever been cared for in hospital”: recognising the benefits of 

being seen by a physiotherapist in ED. 

This theme is characterised by the ringing endorsement of an ED physiotherapy model of 

care, generally regarded by participants as excellent. Being able to get all that they 

needed from the visit left participants reporting being happy to see an ED physiotherapist 

again. Participant reflections upon contrasting experiences of physiotherapist versus 

medical management within ED led to favourable judgements for this alternative model of 

care. Participants cited the more comfortable interactions, having more time and better 

aftercare with a musculoskeletal specialist, rather than medical generalist, as 

justification for this point of view. Their ability to orchestrate the entire patient journey 

through ED, in particular, was a route through which participants experienced the person-

centred ED physiotherapist approaches.  

There’re not really any negatives I could think of because that was the best I 
felt I'd ever been cared for in hospital and I've been there a few times. So, I 
couldn't really have anything negative to say about the physio side of things  

-participant #3, male - 30s; presenting with LBP 

 

Acknowledging the general lack of familiarity with the concept of ED physiotherapists and 

their extended scope for managing imaging and medication, for example, led one 

participant to recommend the need for clearer messaging about the physiotherapist 

presence and what they could offer. Something as simple as posters in the waiting room, 

they felt, could dispel any confusion as to who was triaging and who was treating. 

I think there needs to be posters up saying exactly what they [i.e., ED physios] 
can do within the ED department: they can order your x-rays, give your 
mobility aids. You know, really, push it that if that's who the nurse says, you 
need to see, that's who you need to see. They're going to be able to do 
everything that you need. Possibly quicker than a doctor because they might 
want to call someone else in if it's not what they usually deal with day-to-day.  
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-participant #1, female - 30s; presenting with knee pain 

 

Innovative suggestions by participants included ideas about pre-booked appointments 

with the ED physios, patient receiving follow up telephone calls and a dedicated area for 

those patients streamed to physiotherapist management. Finally, having all ED 

physiotherapist staff able to administer medications was seen as a beneficial 

development.   

Theme 4 – “I don't think anyone thinks of it as nice area”: patient experience of the ED physical 

environment. 

This theme captures how participants experienced being patients within in ED’s physical 

environment. The negative perceptions of this environment by most served as an 

unfortunate, yet inevitable, limitation to the person-centredness of their overall ED 

experience. Responses that emphasised the shortcomings of the waiting areas and 

physiotherapist’s room constituted the most common complaints. A specific criticism 

repeated by participants related to their not being told to wait near to the 

physiotherapist’s room, or not knowing where the physiotherapist room was. This created 

a source of anxiety that they might miss their name being called or the room being too far 

for them to reach without some help. The waiting room itself was regarded by many as too 

small, poorly designed, and uncomfortable, with patients seemingly waiting everywhere. 

The waiting room is tiny…I mean, it's not a nice place, is it? I don't think 
anyone thinks of it as nice area…and I've spent a lot of time in my life sat in it.  

-participant #13, female - 30s; presenting with knee pain 

 

The physiotherapist room was characterised as insufficiently equipped or sized for its 

anticipated function by some, while others rated it adequate; a fact possibly reflecting the 

variable room allocation on different days. The invitation for participants to enter the ED 

physiotherapist’s room, however, seemed to provide an ameliorative contrast to the 

previous setting, which despite its own limitations, constituted a sanctuary effect of sorts. 

When challenged on how the ED physical environment might be improved, some 

participants recommended a separate area for sitting when waiting to see the 

physiotherapist. One participant even recommended a bespoke area for physiotherapist-



98 

managed patients to extricate their patients from those waiting for more medical attention 

and thus maximising their person-centred model of care. 

There could be sections…. you know, different areas and I think that would 
help a lot. …it would put your mind at rest that you’re in that specific area. … if 
there was a physio area and they are going through, you know, roughly, what 
time you are going to be in there. But when you’re stuck with everybody else, 
you haven’t got a clue.  

-participant #10, male - 70s; presenting with back pain 

 

5.5 Discussion  
The aim of this study was to explore the views of emergency department patients on their 

experiences of physiotherapy through the focused lens of person-centred practice. With 

person-centredness central to an international vision of how quality health care should be 

enacted (McCormack et al., 2015; Moore et al., 2017), this knowledge constitutes one 

small but important step forward within this profession-specific setting. The qualitative 

themes led to the generation of four novel contributions that further understanding of the 

person-centred practices of ED physiotherapists from the perspective of their patients 

which are discussed here.  

The first new knowledge surrounding the experience of those attending ED was about 

participants receiving some form of validation of their ED visit by the physiotherapist. This 

‘validation’ was important because, prior to meeting the physiotherapist, the patient 

experiences were, at times, reportedly bordering on uncivil. Incivility describes a specific 

kind of rudeness and disregard for others that violates the norms for mutual respect 

(Andersson and Pearson, 1999; Pearson and Porath, 2005). Incivility has been shown to 

endanger patient safety and wellbeing (Leape et al., 2012; Riskin et al., 2015; Katz et al., 

2019; Johnson et al., 2020).  

The challenges of incivility need to be situated within the context of the practice 

environment. The practice environment, which relates to the context and culture, is 

important as it can impact person-centred practice (McCormack and McCance, 2010; 

Killingback et al., 2022b). The UK healthcare context has been severely challenged 

following periods of austerity, Brexit, COVID-19, and ongoing industrial action (Health 

Foundation, 2023). This has led to hospitals being required to function at near maximum 

capacity with long waiting list backlogs, compounded by chronically insufficient staffing 

levels (UK Parliament Committees, 2022; NHS Providers, 2023; RCSEng, 2023). Thus, it is 
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not surprising that pressured triage staff sometimes struggle to remember to keep the 

person at the centre of their practice. In response to the widening health inequalities 

following COVID-19 (Tonkin, 2022), the Emergency Medicine Public Health Special 

Interest Group recommended broadening the scope of ED to the delivery of public health 

interventions (RCEM, 2021). Based on the perceived level of incivility experienced by 

those attending ED in this study, any change beyond the purely emergency remit does not 

appear to have filtered down to the triage stations of all ED departments. 

A literature review on person-centredness from an ED nursing standpoint offers some 

perspective here with staff reported as focusing more on medical tasks than patient 

wellbeing (McConnell et al., 2016). Ethnographic inquiry into the emotional labour and 

feeling rules of ED provides the analogous notion of ‘legitimacy’ the authors define as a 

patient’s “appropriateness to be in the ED” (Kirk et al., 2021). Here, Kirk and colleagues 

(2021) reported certain patient visits, perceived by ED nurses as inappropriate, challenged 

the healthcare staff’s capacity to feel empathy over resentment about the attendance. 

While tempers of patients and staff are understandably tested by such high-pressure 

health environments, most patients would not expect to fall victim to incivility by clinical 

staff who are there to serve their healthcare needs. The specific manifestation of incivility 

in this study materialised as a summary judgement by triage staff on the appropriateness 

of participants’ visit; an added indignity came from some reporting that they had to 

publicly argue their case with ED triage staff.  

Primary contact physiotherapists in this study were not responsible for the undeniably 

challenging ‘gatekeeper’ role of ED patient triage. Therefore, once past this stage, there 

appears no reason why physiotherapists should not offer some form of explicit validation 

of individual patient attendance. In fact, when patients experienced the triage process as 

an ordeal, such gestures of validation appeared to constitute acts of kindness, offering 

sharp relief in ameliorating a stressful situation. While a conciliatory approach, with 

validation at its heart, was sufficient to turn around negative participant experiences in 

this study, there appeared to be consequences in terms of necessary effort required to 

make this right. This chimes with recent physiotherapy research reporting clinicians 

feeling the need to work harder to make up for the incivility of other staff (Naylor et al., 

2022).  

Given the current healthcare context and positive reaction by participants in this study, a 

seemingly person-centred gesture of validation by physiotherapists of all patients’ 
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attendance in ED might go some way towards rebalancing any unfortunate exposure to 

incivility.  

The second new knowledge relates to an endorsement by ED attenders for the 

educational and explanatory approach adopted by ED physiotherapists in this study. 

Visits to ED are often associated with fear and uncertainty; as primary drivers for 

attendance (Rising et al., 2016). The centrality of uncertainty to the conceptual model of 

fear is such that anxiety can be fuelled through an intolerance of not knowing (Gu et al., 

2020). Carleton’s (2016:31) definition of fear of the unknown includes “an individual’s 

propensity to experience fear caused by the perceived absence of information…”. ED 

attenders presenting in pain without trauma, e.g., low back pain, can conflate pain with 

damage - often catastrophising (Lethem et al., 1983) due, in part, to lack of understanding 

about their present condition. The transformative effect of eliciting understanding appears 

consistent with the empowering intent of delivering person-centred practice, setting 

firmer foundations for any shared decision making to follow (McCance and McCormack, 

2017). 

When lack of information and insight are the problem, it follows that education and 

understanding are the remedy. The current study provides a strong endorsement for the 

educational role that primary contact ED physiotherapists can have on imparting 

understanding and quietening worried minds. This impact is demonstrated in revelatory 

moments that occurred at the point of a patient feeling they finally understood their 

condition. The notion of this being the first time someone had properly explained the 

problem to the patient served as a cathartic experience from which acceptance and 

empowerment could follow; in a sense confirming the idea that the fear of pain can be 

more disabling than the pain itself (Waddell et al., 1993). 

The type of physiotherapist explanation characterised in the current study was one which 

typically included jargon-free anatomy lessons, phrased in lay-language - supported by 

use of models and metaphor. The participants’ idea of an ED physiotherapist being able to 

cover explanation of ‘everything’ was also strongly represented in the data. Thus, the ED 

physiotherapist’s education-supporting role appeared to extend beyond simple 

information provision to something more akin to a navigator for the person’s ongoing 

health journey. Considering the patients’ journey before and beyond ED, resonates with 

the fourth construct of the person-centred physiotherapy framework (Killingback et al., 

2022b). ‘Ongoing unique journey of the person and self-management’, in this model, 
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similarly alludes to moments of patient intersection with healthcare services as 

opportunities to develop self-efficacy to sustain self-management. 

The third new knowledge considers negative patient perceptions about ED’s physical 

environment as barriers to achieving person-centred practice. A study in Australian EDs, 

noted the longer patients waited in ED, the more aware they become of negative aspects 

of the physical environment e.g., wear and tear, poor cleanliness, and unwanted noise; 

the reverse was also reportedly true (Bull et al., 2021). Aside of patients suffering from 

physical pain, aspects of the ED environment such as feeling too cold, being crowded by 

other people, a lack of privacy during clinical interactions and poor amenities had the 

capacity to negatively affect their experience (Bull et al., 2022). In their review of ED 

environmental impacts on patient experience, Rowe and Knox highlighted the three main 

factors of overcrowding and waiting times; privacy; and communication (Rowe and Knox, 

2023) - confirming dominant factors discovered in prior studies (Lin and Lin, 2011; Sonis 

et al., 2018; Viotti et al., 2020). These findings are consistent with the present study in 

terms of participant experiences of crowding and difficulty finding a comfortable space to 

face the long waits; lack of privacy while in gowns and when sharing information within 

earshot of strangers; and a lack of humanised communication between staff and waiting 

patients, respectfully. With no EDs in England having met the NHS operational standard - 

to have admitted, transferred, or discharged 95% of patients within four hours - for over a 

decade (RCEM, 2023), prolonged exposure to such environmental risk factors would 

appear set to continue. 

This current study speaks to a generality of negative ED environmental effects on patient 

experience. This patient experience of the ED environment is not unique and has been 

similarly reported by other authors, including from an international perspective (Bull et al., 

2021; Bull et al., 2022). One obvious barrier to any sudden upturn of UK patients’ 

experience of the ED environment relates to the structural limitations of existing NHS 

hospital sites. Limited government funding on big infrastructure projects (Norris and 

Tetflow, 2023) means that many of the existing tower block constructions are still in use 

dating back to the hospitals building boom of the 1960s (Greengross et al., 1999). It has 

been suggested that the same environmental features of ED that allow for a swift 

response to a patients’ medical needs (i.e., open plan spaces in central ground floor 

positioning and curtains) might also be compromising patient experience (Rowe and Knox, 

2023). With such intractable physical limitations to privacy, for example, the barriers to 

achieving person centred communication of the kind that might lead to therapeutic 

alliance become clear. This is borne out in the patient experience of ED, serving as an 
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unfortunate glass-ceiling to how person-centred the ED environment might be. Those 

responsible for decisions on how the space in ED is configured need to consider this 

physical place through a person-centred lens if things are to improve (Killingback et al., 

2022a). 

The final knowledge here endorses the type of ED physiotherapeutic approach that strives 

to maintain a patient’s personhood. Personhood is a status “bestowed upon one human 

being, by others, in the context of relationship and social being” (Kitwood, 1997:8). Given 

the stressful clinical ED environment (Basu, 2017); under such relentless pressure, 

considerations of personhood and person-centred practice are, understandably, not 

always forefront of the mind. Furthermore, emergency departments are reported as 

having a ‘powerful performance culture’ affecting how staff perform their jobs (Mind, 

2023). Attempts to improve quality in ED have thus tended to be based around structures, 

processes, and outcomes rather than person-centredness, despite the challenges in ED 

reflecting a lack of person-centred practice (Walsh et al., 2022). A philosophical chasm 

remains between biomedical foundations of ED and a person-centred medicine that 

rejects such a disease-centred ethic (Fuller, 2017). 

What is interesting is that in this current study, many participants attended to by ED 

physiotherapists reported the exact opposite in not being made to feel like just another 

number in the ED production line. The experience of being managed by an ED 

physiotherapist, it seems, was in sharp contrast to participants’ experiences during 

previous visits when managed by the medical team. Participants reported the 

physiotherapist approach as better able to maintain their privacy and dignity and, by 

extension, their personhood. They did this in a way that did not leave them feeling like they 

were being check listed: an allusion to the value of individualised care, so central to 

person-centred practice.  

The positive response to ED physiotherapists’ humanised approach here echoes the 

findings of Viotti and colleagues (2020) where patient satisfaction in ED was not 

compromised by a long wait, provided the clinical interactions were consistent with 

higher levels of person-centred-adjacent practices. This demonstration of inverse 

correlation between wait time and satisfaction when less humanised care was delivered 

(Viotti et al., 2020) support the idea of a person-centred push back against biomedicine as 

worthwhile. 

Time must be a consideration as part of clinical workload and patient experience in 

relation to maintaining their personhood. A study of nursing practice presented the 
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original suggestion that person-centred interactions might take on average 10-20 minutes 

longer to deliver (Wolf et al., 2008). It is therefore possible that as an outsider with almost 

peripatetic status within the ED team, physiotherapists in this study had a luxury of time 

not afforded to the rest of the medical team; a clear advantage given the focus on person-

centredness. Given the inherent value clinicians and waiting patients place on time, it is 

unsurprising that person-centredness is considered so fragile a concept in settings like 

ED where time is of the essence (Kennedy, 2017) 

When entering a busy ED environment, seemingly geared up for the swift medical 

processing of an endless procession of patients, a patient’s personhood is clearly on the 

line. Despite all the challenges faced, including the effects of the culture within ED itself, 

delivery of person-centred practices can still be achieved. (McConnell et al., 2016). 

Adopting an ED-specific person-centred approach was, in this study at least, instrumental 

to why ED physiotherapy care was so well-received by participants, albeit with the benefit 

of having time in which to deliver this. 

5.5.1 Quality evaluation  

A lack of consensus regarding how rigour in qualitative research should be defined and 

evaluated is reflected by the wide range of quality criteria used to assess this (Flick, 2018). 

Failure to establish a single approach here may reflect the absence of unifying qualitative 

methodological paradigm (Rolfe, 2006). If we consider quality standards as something 

transcending methodology orientation (Morrow, 2005), the quality framework must reflect 

how well the research was done, regardless of theoretical paradigm (Roller and Lavrakas, 

2015).  

For the current study a Consolidated Criteria for Reporting Qualitative Studies (COREQ) 

checklist was completed (see appendix 12) to ensure methodological rigour of the 

qualitative interview data collection methods (Tong et al., 2007). Quality assessment, 

itself, was judged according to the total quality framework (TQF), which, in sum, calls for a 

completeness and accuracy of data collection – ‘credibility’; completeness and accuracy 

of analysis and interpretations – ‘analysability’; completeness and disclosure of reporting 

in the final document – ‘transparency’; and a demonstrable ability to do something of 

value with the outcomes – ‘usefulness’ (Roller and Lavrakas, 2015). This approach is 

based on the logical principle that better quality data collection will lead to more robust 

and valid data interpretations, which in turn lead to useful outcome from the research. 

Quality considerations in this study will now be discussed in depth beneath these 

framework headings: 



104 

5.5.1.1 Credibility 
Scope 

The target population in the current study was defined as all ED attendees at a single 

hospital research site during the three-month data collection period (February 2023 to 

April 2023) who ultimately had their care predominantly managed by a member of the 

primary contact physiotherapist team. Considering, as the total quality framework does, 

the target population as a list, here this list would include any patient presenting at this 

large type-1 ED with a musculoskeletal-adjacent condition, that had been appropriately 

added to ED physiotherapy ‘stream’. Streaming, itself, occurred after a patient presented 

at the ED reception or having initially arrived by ambulance, was ultimately transferred to 

ED ‘minors’ reception to receive their care. The sampling design was purposive, with the 

members of the physiotherapists team who worked independently each day (seven days a 

week; 375 days a year) being requested to continuously recruit all patients (fulfilling the 

study inclusion criteria) just prior to discharge. Of course, this approach depended heavily 

on the individual physiotherapists’ selection, ability to sell the research to the patients, 

compliance, and the patients’ willingness to be involved in the study – limitations of 

which, including choosing only those interactions that went well, being discussed later 

(see Strengths and limitations). With all those recruited being contacted within days and, 

except for one, being interviewed within a week, the researcher transcribed and analysed 

data between interviews to make a live determination of when sufficient participants had 

been captured. Rejecting quantitative notions of sample size, this was determined based 

on considerations of information power; a contemporary method described in data 

collection section, according to Malterud et al (2016). The access strategy for this sample 

was thus clearly stated. 

Data gathering 

A key quality consideration here, akin to construct validity, is on how well the data 

gathered represents what it claims to measure (Roller and Lavrakas, 2015). The broad 

focus of this study was on person-centredness and, more specifically, person-centred ED 

physiotherapy practice: a rather complex and apparently context-specific construct, that 

not only lacks an agreed definition, but also encompasses many different sub-constructs 

such as shared decision-making, communication etc. Given this nebulous nature, it is 

unsurprising that the research discourse on PCP acknowledges this shortcoming and 

appears to have moved on from seeking universal definition, in lieu of more 

operationalising pursuits.  
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There was the added challenge, here, not present in the clinician study, on how best to 

capture aspects of PCP from patients without inadvertently telling participants what to 

say; since patients, unlike physiotherapists, are less likely to have a clear understanding 

of PCP. Due to the highly abstracted and necessarily non-directional nature of questions, 

the following steps were therefore taken to maximise construct validity before collecting 

interview data,   

1. A prior literature review on PCP generally (background to the study) 

2. A systematic review on musculoskeletal PCP specifically (systematic review) 

3. Co-authoring of person-centred physiotherapy framework (Killingback et al., 

2022b) 

The above steps formed the basis for creation of an interview guide able to capture 

aspects of PCP without inadvertently telling participants what to say. The interviews 

questions were rigorously piloted, adjusted and effectively co-authored with persons who 

had regularly attended ED in the past; those who had attended ED and had their care 

managed by an ED physiotherapist; as well as undergoing a formal PPIE panel review and 

approval. The exploratory nature meant that attributes of the PCP constructs here were 

being defined by this actual research within the novel ED setting. The research question: 

what are the views and experiences of emergency department patients who are managed 

by primary contact physiotherapists on person-centred practice? meant both an indirect 

patient questioning on PCP, but also analysis of responses through the theoretical lens of 

PCP.  

Pre-piloted, online audio data collection, based on a semi-structured in-depth interview 

method, was not only the most convenient, but also best suited for patients, from a wide 

geographical catchment area, who were only recently struggling enough with 

musculoskeletal conditions to feel the need to go to ED – therefore shouldn’t be 

inconvenienced by an unnecessary return to the hospital.  

Sources of bias in the data collection were addressed through rigorous and ethical study 

design but also through researcher reflexivity. The prior study (An exploration of person-

centredness among emergency department physiotherapists: A mixed methods study 

(study 2)) allowing for development of researcher interviewing skills and piloting of 

questions undoubtably enhanced the overall quality here. Consideration of researcher 

positioning, post hoc, and reflective journaling during the interview phase, were used to 

log potential risks for incomplete data collection and suspected bias (see appendix 18). 
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However, no such issues were identified pertaining to incomplete participant data 

provision.  

 Analysability  

Processing  

Verbatim transcripts of recorded audio interviews were typed and checked twice by the 

researcher for any errors, with no missing data identified or additional data transformation 

required. Iterative coding on transcribed data occurred following closely the six-stages of 

thematic analysis (Braun and Clarke, 2021) and data-relevance to the research question, 

namely, patient views on experiencing ED physiotherapy that pertained to PCP (code book 

– appendix 19). Excerpts were checked by primary PhD supervisor for intercoder reliability 

and codes were developed by the main researcher, but with subsequent supervisory team 

agreement. The themes developed were interpreted through analytical discussion by the 

researcher on the new knowledge offered.  

Verification  

Peer debriefing occurred with the PhD researcher’s supervisory team, themselves 

experienced qualitative researchers, as well broader discussions on issues of quality with 

independent researchers during researcher’s annual review, for example. Reflective 

journaling here included entries on interview issues (see appendix 18). Data and method 

triangulation were achieved by considering the findings (see 6.3) from this study alongside 

those of the previous two studies, which used different samples as well as alternative 

quantitative method collection.  

Real time questioning of interviewees answers featured as a real-time member-checking 

of sorts, with paraphrased follow-up questions confirming a patient’s meaning of what 

they had just said. A summary of themes was ultimately shared with those participants 

that consented to this via email, which offered them a chance to respond, however none 

did. Some, including Roller and Lavrakas themselves (2015), challenge the veracity of 

such member-checking, which with patients in this case, particularly, lacking sufficient 

insight to be able to judge relevance of their answers to complex construct like PCP on 

which they were only indirectly questioned.  

5.5.1.2 Transparency 
Reporting 

There was clear reporting of the thematic data, including a discussion contextualising 

finding within the extant literature. Additional relevant documents are appended to 
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support transparency here which allow the reader to adjust applicability and 

transferability to other contexts – in this case other ED sites, nationally and internationally 

(see appendix 18,19). 

5.5.1.3 Usefulness 
The impetus for this overall PhD project was deliver something of usefulness to fellow ED 

physiotherapists to enhance their PCP and improve patient experience. Given the findings 

from this study add new and interesting knowledge and fill an identified research gap on 

how patient experience PCP when managed by an ED physiotherapist, this, in the authors 

opinion, is emphatically achieved. This study was submitted for publication in manuscript 

form in a high impact factor, peer-reviewed journal but also synthesised alongside other 

study data to provide practicable recommendations that can be used by ED 

physiotherapists.  

5.5.2 Strengths and limitations  

The author acknowledges both strengths and limitations to their research. Firstly, there 

was a period between participant recruitment and interviewing which may have 

introduced an element of recall bias. This was, however, offset by the fact that all but one 

interview was completed within a week of the ED attendance.  

Secondly, since patients with the strongest views may be more inclined to contribute, the 

overall excellent experience of ED physiotherapy could reflect a gratitude and feeling of 

obligation for patients to take part. While this could swing both ways if patient wished to 

air their frustrations, it is anticipated that the recruiting physiotherapist would be more 

disposed to target those consultations that went well and vice versa as this reflected their 

performance. While one physiotherapist did feature more highly than others this was 

offset by the fact that five different clinicians with a spread of gender, age, experience in 

the job were represented in the data: a clear strength of the study. 

Finally, another real strength of the study was that it captured people of wide range of 

ages. Despite the sample being representative of the area in which the research was 

conducted, all of those interviewed were white British and thus constituted an ethnically 

non-diverse sample. 

5.5.3  Conclusion  

This study offers four novel contributions that further our understanding of the person-

centred practices of ED physiotherapists from the perspective of their patients. Firstly, 

that those attending ED appeared to place an importance on obtaining some form of 
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validation by the physiotherapist regarding their ED visit. Secondly, that ED attenders 

strongly endorsed the educational and explanatory approach adopted by ED 

physiotherapists in this study. Thirdly, that patient perceptions about ED’s physical 

environment were negative in such a way as to constitute a barrier to achieving person-

centred practice. Finally, that an ED physiotherapeutic approach that strives to maintain a 

patient’s personhood was recognised and appreciated by patients in this study.  

The current situation in the UK is that many patients, reportedly unable to access primary 

care, are presenting at ED; adding pressure to already stretched emergency services. In a 

climate of such unrelenting pressure on staff who work in ED, the patient experience, 

which incorporates person-centred practice, may be compromised. 

This study addresses how ED attenders managed by physiotherapists experience person-

centredness and builds on previous research on the ED physiotherapist perspective of 

person-centred practices. A model or framework to support operationalisation of person-

centredness in ED is currently lacking and should be a target for future research in the 

interest of improving patient experience and delivering on person-centred healthcare 

visions. 

5.6 Summary 
This chapter employed a qualitative research design to explore the views of patients 

attending ED on PCP having had their care managed by a primary contact physiotherapist. 

Interpretation of the findings here indicate that ED patients are cognisant of both 

environment limitations to PCP and institutional challenges of ED to their personhood. 

The implication for ED physiotherapists for realising PCP here were that ED patients 

expected a validation of their visit and that they greatly valued the educational and 

explanatory aspects provided by attending physiotherapists. 

In the following discussion chapter, the attempt is made to summarise and synthesis the 

combined study findings using three, key ‘threads’, pertaining to PCP, interwoven with the 

wider literature. These threads serve as a framing to answer the overarching PhD research 

question: how is person-centred practice understood and experienced by patients and 

physiotherapists within the emergency department?  
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 Discussion  

6.1 Introduction  
The overarching aim of this thesis was to explore PCP in ED to answer the specific 

research question: how is person-centred practice understood and experienced by 

patients and physiotherapists within the emergency department?  

Individualised person-centred approaches are important as they ensure people’s 

preferences, needs, and values guide clinical decision-making through care that is 

respectful and responsive toward them (NHSE, 2024b). PCP is relevant to all 

physiotherapists due to the professional expectation they enact such approaches with 

their patients (American Physical Therapy Association, 2018; Chartered Society of 

Physiotherapy, 2019; Physiotherapy Board of New Zealand, 2020). Further research of 

PCP is said to offer the potential to improve patient interactions and treatment outcomes 

(O'Keeffe et al., 2016). Since, if and how physiotherapists might achieve PCP within an ED 

setting is yet unexplored terrain, this forms the basis for this thesis.  

This overarching PhD research question was operationalised through three respective 

studies:  

1. Systematic review of musculoskeletal physiotherapists and patients views on PCP. 

2. Mixed-method exploration of how PCP is understood and interpreted by ED 

physiotherapists. 

3. Qualitative inquiry of how PCP is experienced by ED patients managed by ED 

physiotherapists. 

6.2 Overview of each study 
6.2.1 Study 1 – Systematic review 

The first study was a qualitative systematic review with the aim of exploring the views of 

musculoskeletal physiotherapists and patients on person-centredness and the specific 

research question: What are the views of musculoskeletal physiotherapists and patients 

on person-centred practice?  

The setting and participants included in this review reflected the absence of literature 

linking ED physiotherapy with PCP. This constituted the closest available proxy for that 

cohort of physiotherapists who manage musculoskeletal caseload at the point of first 

contact within ED. Pre-existing competence and confidence in managing musculoskeletal 
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conditions has meant that it is, by default, predominantly musculoskeletal outpatient 

physiotherapists who perform this primary contact physiotherapist role in ED.  

This research is important as the outpatient musculoskeletal model is so formative in how 

physiotherapists assess and treat musculoskeletal conditions in ED. This may have its 

own unique barriers to operationalising PCP that are also relevant within the ED setting. 

A bibliographic database search (Academic Search Premier, CINAHL Complete, 

MEDLINE, APA PsycINFO, SPORTDiscus) of ‘person-centred’ and its synonyms was 

carried out to identify relevant qualitative research reporting the perspectives of 

musculoskeletal physiotherapists and their patients on person-centredness. The findings 

from relevant primary qualitative studies underwent qualitative metasynthesis following 

the methods described by Thomas and Harden (Thomas and Harden, 2008). 

Thematic synthesis of the nine included qualitative studies resulted in four main themes: 

treating each patient as a unique person; the importance of communication for achieving 

a therapeutic alliance; necessary physiotherapist traits for person-centredness; and 

supporting patient empowerment.  

The key conclusions drawn from the study were that empowerment of patients in 

musculoskeletal physiotherapy contexts might be improved through a more narrative 

approach to assessment, with the novel concept of clinical bravery recognised as a 

specific person-centred physiotherapy trait that might facilitate this. It was also 

concluded that physiotherapists should consider the meaningfulness of any treatment 

activities provided to maximise the person-centredness of their approach for example, 

ensuring that the therapy is sufficiently, but not excessively, challenging and linked to any 

hobbies or interests that makes it resonate with the individual’s world. 

6.2.2 Study 2 – Mixed methods clinician-facing study 

The second study was a mixed methods inquiry with the aim of exploring ED 

physiotherapists’ relationship to PCP to answer the specific question: how is person-

centred practice understood and interpreted by physiotherapists working in the 

emergency department? The growth of the primary contact ED physiotherapist role, 

coupled with the requirement to be person-centred, means that it is important to learn 

more about ED person-centred physiotherapy practices. This mixed method investigation 

was based on the respective quantitative research question: how do physiotherapists 

working in emergency department define and evaluate person-centred practice? and 
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qualitative question: what are the views and experiences on person-centred practice of 

physiotherapists working in the emergency department? 

This study followed a convergent mixed methods design, with sequential explanatory 

features. The data sets from an online survey and semi-structured interviews were 

analysed separately using descriptive statistics and thematic analysis (Braun and Clarke, 

2021) respectively, before merging the analysis in the discussion using a joint display. The 

merged analysis was achieved using the qualitative themes as headings with cross 

tabulation of relevant quantitative survey findings within a joint display (Skamagki et al., 

2022). The resulting mixed interpretations offered a general theoretical underpinning for 

the discussion, but also reinforced specific analytical points. 

A total of 11 in-depth interviews generated three overarching themes: ED patients; ED 

physiotherapists; and ED environment, which were integrated with the data from 26 

quantitative surveys.  

The interpretation here was that ED physiotherapists were mindful of an apparent, yet 

unspoken struggle between the competing philosophies of biomedicine and person-

centredness. These results support entering a patient’s world as a person-centred 

approach to help navigate the challenging line between what an ED attender wants and 

the clinical need of their visit. 

6.2.3 Study 3 – Qualitative patient- facing study  

The aim of the third study was to explore the experiences of emergency department 

patients on being managed by a primary contact physiotherapist, through the lens of 

person-centred practice with the research question: what are the views and experiences 

of emergency department patients who are managed by primary contact physiotherapists 

on person-centred practice? With more patients being managed by ED physiotherapists, it 

is important to learn about the nuanced aspects of how patients are experiencing person-

centred physiotherapy practices within this ED context.  

This study constituted a qualitative exploration of person-centredness among ED 

physiotherapists from the perspective of attending patients, employing semi-structured 

interviews and thematic analysis methods.  

Thematic analysis of 13 interviews resulted in the following four overarching themes: 

patient experience of the ED; the importance of connection, competence, and time; 
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recognising the benefits of being seen by a physiotherapist in ED; and patient experience 

of the ED physical environment.  

The interpretations here included the importance placed on physiotherapists validating 

the ED patient visit; an endorsement of the physiotherapists’ educational and explanatory 

approach; the idea of ED’s physical environment acting as a barrier to achieving person-

centred practice; and the value placed on a physiotherapist approach that strived to 

maintain a patient’s personhood.  

6.3 Synthesising the study findings: visually and narratively 
The figure below (Figure 6.1) summarises the new knowledge generated from each study. 

 

Figure 6.1 Summary of key study findings. 

Brought together, these studies represent a musculoskeletal patient and physiotherapist 

view; an ED physiotherapist view; and ED patient view, respectively.  

The interrelatedness of respective study findings and their contribution to this discussion 

are also pictorially represented below (Figure 6.2). 
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Figure 6.2 Linkage between studies. 

 

Given the large volume of data, and the range of perspectives involved in understanding 

how person-centred practice is understood and experienced by patients and 

physiotherapists within the emergency department, it was important to find a way to 

synthesise the findings. Although the development of a theory or framework was not 

necessarily the goal of the thesis, it seemed prudent to consider how the study findings 

relate to existing frameworks of PCP. 

6.3.1 Consideration of existing person-centred frameworks 

There already exists several person-centred frameworks that can be used to support 

operationalisation of PCP within clinical practice (Mead and Bower, 2000; McCormack 

and McCance, 2006; Santana et al., 2018), the Person-centred Nursing Framework 
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(McCance and McCormack, 2017) most notably among them. While initially put forward 

as guidance that was specific to the nursing profession, the latter framework has since 

been updated and presented as a mid-range theory relevant to a broader healthcare 

audience, including physiotherapy, under the iteration of the Person-centred Practice 

Framework (McCormack et al., 2021). Other models and frameworks have been devised 

that support person-centred clinical practice within rehabilitation and physiotherapy 

(Miciak et al., 2019; Jesus et al., 2022; Killingback et al., 2022b), which constitute a closer 

relation to the current study. 

While there will, of course, be some transferable aspects to these models, none of the 

frameworks were specifically developed within, or to address, an ED environment; 

somewhere with its own unique pressures and challenges for the delivery of PCP. The 

context-specificity of PCP means that any framework would require its applicability to a 

given setting to be empirically tested, but this is something beyond the scope of this PhD 

project.  

Despite not leading to development of an ED PCP framework as such, the exploration of 

person-centred practice within the emergency department is able to provide novel and 

practical insights regarding PCP in ED. These will be presented and discussed through 

three threads, common to all studies (see section 6.4) namely, the importance of 

therapists holding an empowering attitude toward patients; the importance of listening to 

patients; and the importance of pursuing meaningful interaction with patients.  

To better understand how the findings of this thesis linked to existing frameworks, a 

pictographic representation, with supporting narrative, was created to combine and 

position key findings in terms of how a person-centred ED journey might look and feel to 

the patient (Figure 6.3). Additional interpretations, in the form of recommendations for 

those ED physiotherapists seeking to enact PCP, are provided later in this discussion and 

the thesis conclusion chapter. 
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Figure 6.3 Pictorial representation combining all the study findings. 

In this person-centred journey through ED (Figure 6.3), the physiotherapist forms the 

backbone of the person-centred ‘bridge’ that is traversed by patients from left to right, 

starting with a visit to ED and, in this case, immediate triaging to the physiotherapy 

stream. The physiotherapy assessment stage proceeds with validation as the first key 

step of a musculoskeletal assessment followed by an overriding requirement for the 

physiotherapist to enter the patient’s world through open questioning to share their 

unique narrative. Person-centred ED assessment here is underpinned by certain 

necessary physiotherapist traits such as, confidence, personality, strong communication 

and soft skills. This requires a level of empathy and emotional intelligence, but also a 

possible prerequisite ‘clinical bravery’ to venture where the patient needs to go as a 

narrative assessment partner - no matter how uncomfortable it might be for the 

physiotherapist. 

The patient then progresses to the righthand side of the bridge - to the condition 

management stage, for which physiotherapeutic maintenance of a patient’s personhood 

is of fundamental concern. This stage is characterised by individualised approaches 

toward acceptable education and explanation of the patient’s unique situation. It is 

important, here, for the physiotherapist to address directly patient expectations (wants) 

on top of their obvious clinical needs. This can be achieved by co-authoring of a 

management plan based on what could constitute a meaningful activity for them; 

ultimately empowering a person to self-manage. Self-management is something that is of 

benefit to the individual, and the health service through avoidance of unnecessary 

reattendance for the same complaint (Barker et al., 2017; NHSE, 2024a). 
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The pitfalls below the bridge symbolise the key challenges in achieving PCP in ED and 

including incivility of ED staff; intractable environmental factors that limit PCP; and an 

endemic philosophical bend toward biomedical, rather than a person-centred, ED model 

of care. 

The aforementioned three ‘threads’, that were common across all three studies, are now 

discussed. 

6.4 Using the study findings to answer the research questions 
As the three studies were considered in their entirety, and in relation to the overarching 

research question, certain threads pertaining to PCP, that connect the three studies 

became apparent. These threads will now be presented with interrelation to the wider 

literature. These threads serve as a stepping off point used as a framing to answer the 

overarching PhD research question: how is person-centred practice understood and 

experienced by patients and physiotherapists within the emergency department?  

The first thread concerns the importance of therapists holding an empowering attitude 

toward patients; the second, the importance of listening to patients; and finally, the 

importance of pursuing meaningful interaction with patients.  

6.4.1 The importance of empowerment 

In the first study, systematic review of the literature highlighted the view from 

musculoskeletal physiotherapists that an attitude of empowerment was necessary to 

practice in a person-centred manner (Ahlsen et al., 2020; Naylor et al., 2023). 

Empowerment, according to ED physiotherapists in the second study, resulted from 

offering patients choice and consideration of pros and cons of the management options, 

as part of the subtheme ‘involving the patient in decision making’ (Naylor et al., 2024a). 

The empowering outcome of ED physiotherapists’ educational and explanatory approach 

was a consequence of ED attenders achieving an understanding and acceptance of their 

problem in the third study. 

The systematic review (study 1) proposes a novel connection between person-

centredness, empowerment and the utilisation of narrative approaches to 

musculoskeletal assessment. This led to conceptualisation of the novel application of 

clinical bravery in musculoskeletal assessments as a willingness to follow the 

conversation where the patient needs to take it, even out of a physiotherapist’s comfort 

zone (study 1 - see Figure 6.1, point 2). This corresponds to the patient’s ‘‘explanatory 

model’’ - constituting a person’s own narrative conceptualisations of their problem 
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(Melander Wikman and Fältholm, 2006) and thus emphasises the importance of listening 

to find common ground and considering the person behind their presenting condition. The 

inference being that letting the person’s story, with all its contextual richness, co-exist 

and complement the therapist’s clinical perspective, was a positive progression from 

purely structural consideration of their presenting condition. Another important 

consideration here is that PCP, as a means to empower individuals, presumes a 

disempowered individual in the first place that might not be the case (Pulvirenti et al., 

2014). 

Empowerment, and its general outlook for ‘acquiring more control over one's life or 

circumstance’ (OED, 2023), holds a significant place within the extant literature on PCP. 

Person-centredness is, after all, complementary to (Holmström and Röing, 2010), and 

rooted in, the empowerment of patients to manage and improve their own health 

(McCance and McCormack, 2017); something that is achieved by facilitating patient 

contribution to health consultations (May and Mead, 1999). A concept analysis of the term 

‘empowerment’ (Castro et al., 2016), however, established a much broader conceptual 

meaning than just patient participation and person-centredness; going so far as to 

highlight its antecedent, or prerequisite relationship to PCP. The inclusion of 

empowerment as the first of five World Health Organisation strategy recommendations 

for enabling person-centred health services is, itself, noteworthy (WHO, 2016). 

In-keeping with its finding as a main theme in this study’s own review, empowerment 

appears as a subtheme in a prior systematic review on physiotherapy person-centredness 

(Wijma et al., 2017). A more nuanced view from qualitative enquiry of empowerment in 

hospital rehabilitation found patients, unaware of their opportunity to exert an influence, 

‘making their own way’ - in accordance with a ‘self-regulatory model’, while at the same 

time juggling compliance with the demands of the healthcare system (Melander Wikman 

and Fältholm, 2006). In this case, the therapists were fashioned more as basic guides, 

offering support and motivation to facilitate a coping strategy; a characterisation the 

paper’s authors saw more in-keeping with the traditional medical model than PCP or 

empowerment.  

In a more recent qualitative investigation of nurses and physiotherapists’ perceptions of 

PCP across social media communities, there was a particular emphasis placed on 

education to empower, with a key aspect of the physiotherapy role to enable greater 

participation in informed and shared decision making (Ward et al., 2018). Most recently, a 

PCP physiotherapy framework consolidated the importance of empowerment for self-
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management under an overarching physiotherapist-person interactional domain 

(Killingback et al., 2022b). 

Thus, empowerment is not a new finding per se from this thesis based on the wider 

literature, however, with its importance to person-centred healthcare at the global health 

and physiotherapy level well-established, discussion turns to the application of 

empowerment among ED physiotherapist specifically and its centrality to how ED 

physiotherapists operationalise PCP.  

Empowerment, in health contexts, is defined by a relationship between health and power, 

but also by a type of patient, namely, one empowered by the health education programs of 

a given healthcare system (Holmström and Röing, 2010). In the context of ED 

physiotherapy, the latter interpretation would appear most relevant to the patient-facing 

study (study 3), where ED attenders offered a strong endorsement of the educational and 

explanatory approach of their ED physiotherapists (see Figure 6.1, point 8). If health 

education is, as the literature would imply, a central precept of patient empowerment, 

then there is a linking purpose of PCP for developing knowledge, skills and confidence 

needed to manage and make decisions about their health (Health Foundation, 2016). The 

transformative effect of eliciting patient understanding in the third study was thus fittingly 

linked to the empowering intent of delivering PCP.  

Empowerment, embedded in the PCP model, has been likened to a rudimentary form of 

‘health literacy’ - with respect to patients’ capacity to handle basic health information and 

services and as a foundation for making informed decisions (Pulvirenti et al., 2014). 

Having their problems properly explained to them for the first time by an ED 

physiotherapist, as reported in the patient-facing study (study 3), served as a cathartic 

experience from which acceptance and empowerment could follow (see Figure 6.1, point 

8).  

When presented as an end goal, empowerment relates to achieving an ‘expert patient’ 

status: with patients equipped and motivated for engagement in self-management, 

mediated through the sharing of ‘power’ represented by clinical knowledge and support 

(McWilliam, 2009). Self-management is, thus, built on the foundations of empowerment 

as a key dimension of health promotion, facilitating a broader patient control over 

decision-making (Heggdal et al., 2021). It is apt then that empowerment of an ED 

physiotherapy patient was, furthermore, linked with the informed shared decision-making 

that could stem from an understanding of their condition (study 3). Patient empowerment, 

according to the findings of the clinician-facing study (study 2), was considered by 
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participants as being a direct consequence of providing patients with choice, aligning with 

the findings of a particular ED physiotherapy focus on delivering what the patients wants 

as well as their clinical needs (see Figure 6.1, point 6). This included pros and cons of 

management options, with the resultant shared decision-making being key to the ultimate 

achievement of self-management. This ties together notions of PCP, empowerment, and 

self-management. Despite a patient having the right to access health information that can 

form the basis for any future decision-making, it should not, however, be assumed that 

information alone will automatically lead to more empowerment (Melander Wikman and 

Fältholm, 2006).  

While some musculoskeletal physiotherapists (study 1) considered empowerment as 

necessary for PCP (Ahlsen et al., 2020; Naylor et al., 2023), its lacking in other reviewed 

studies was a possible indication of the challenges faced in mastering this concept within 

a musculoskeletal type setting. If the traditional musculoskeletal physiotherapy 

assessment format constitutes a barrier to patient empowerment, then the prevailing 

biomedical philosophy of the ED setting where physiotherapists manage these patients 

(study 2), should, by extension, only deepen the challenge in sustaining an empowering 

attitude, with obvious knock-on constraints for PCP (see Figure 6.1, point 4). 

PCP has come to dominate the contemporary discourse on chronic disease management 

(Bogaert, 2021), particularly through the ideal of patients co-managing their care. This 

offers a seductive solution given the growing challenges faced by modern healthcare 

services, attending to the needs of an ageing population with increasing prevalence of 

multimorbidity and chronic disease. The current reality in the UK is that of an 

overwhelmed health service, with emergency care in particular disarray, with patients 

seemingly unable to access care elsewhere defaulting to an ED visit (Tilley, 2021). NHS 

hospitals have for some time been required to operate at near capacity; a challenge 

compounded by chronically insufficient staffing levels and physical environments 

unconducive to PCP delivery (UK Parliament Committees, 2022; RCSEng, 2023; Rowe and 

Knox, 2023) (study 3 - see Figure 6.1, point 9). With this backdrop, an empowerment ideal 

that places such high expectation on patient education to ensure adherence to self-

management, could be construed as a ‘disguised paternalism’ (Skelton, 1994), violating 

the fundamental basis of PCP. This may be particularly true when the education is 

intended as a means for ensuring adherence based on priorities of the health institution, 

as opposed to that of the individuals it purports to serve (Bogaert, 2021). The importance 

of maintaining a patient’s personhood was aptly highlighted as key finding in the patient-

facing study (study 3 - see Figure 6.1, point 10). For ED patient education to be PCP, it 
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must be individualised to what the person wants to learn rather than some standardised 

clinician’s ‘spiel’ or handout. This again, links with ED study finding on the important 

distinction of ED physiotherapists’ addressing what the patients wants as well as their 

clinical needs (study 2 - see Figure 6.1, point 6).  

Caution must be applied to conflating empowered relationships with empowered 

outcomes, since assumptions regarding power transfer from PCP might miss the fact that 

not all patients will use this power to self-care (Holmström and Röing, 2010). As the 

systematic review (study 1) found, with some patients preferring to have the therapist lead 

the management of their condition (Morera-Balaguer et al., 2018), outcomes may not be 

as predictable as supposed. 

Applying the empowerment findings from ED patients to the earlier interpretation from the 

general hospital literature (Melander Wikman and Fältholm, 2006): a commonly reported 

failure in ED patients’ attempts to cope, in accordance with a suggested ‘self-regulatory 

model’, appeared to precede a reluctant submission to the ED production line, and thus a 

compliance with demands of the healthcare system. This conceptualisation did not 

appear to do justice to what ED physiotherapists were offering in terms of their reported 

holistic person-centredness that far surpassing a basic guidance.  

To summarise, one important way in which person-centred practice is understood and 

experienced by patients and physiotherapists within the emergency department is 

therefore through facilitating patients’ empowerment. Realisation of empowerment in ED 

is a necessary precondition for PCP. This offers the potential to maintain a patient’s 

personhood and avoid surrender to dominant, traditional biomedical attitudes of ED - 

improving self-management of a patient’s condition that, in turn, offers the potential to 

prevent unnecessary reliance on already stretched primary and secondary UK health 

services.  

6.4.2 The importance of listening to patients 

A second notable thread, common across all three studies, and underpinning PCP, was 

the importance of ED physiotherapists listening closely to what their patients had to say. 

Listening was central to the ‘importance of communication for achieving therapeutic 

alliance’ theme of the systematic review (study 1). In study 2 this was formative to both 

‘physiotherapist skills’ and ‘entering the patient’s world’ subthemes. In the clinician-

facing study (study 3) listening was a constituent of the subtheme ‘soft skills that honour 

personhood’. 
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Listening may be inseparable from the term communication, but it holds a key distinction 

in directionality: the person-centred model thus presumes an effective two-way 

communication where listening results in the understanding of another person (King, 

2022). Effective communication in healthcare requires patients to feel that what they are 

conveying is being heard and understood, but also sense a genuine interest in what they 

are saying (Shipley, 2010). Hearing is therefore only one component of a listening process 

that, alone, is insufficient to understand another person’s lived experience (Fredriksson, 

1999). 

Listening, according to Gearhart and Brodie, is a multidimensional construct of affective, 

cognitive, and behavioural processes represented by a listener’s motivation to attend, 

understand, and communicate responses, respectively (2011). However, the human 

tendency to listen with an intent to reply, rather than truly understand what is being said, 

(McKenna et al., 2020) is at odds with a person-centred model of care. This serves to 

underline the significance of more dynamic aspects of listening that will now be 

discussed by weaving the pertinent thesis findings through the extant literature. 

One key finding from the physiotherapist-facing study (study 2) was a cautionary warning 

against assumptions of what a patient needed from their ED visit since these were often at 

odds with a physiotherapist’s expectations. The alternative recommendation was for a 

more explicit questioning and listening of a person’s reasons for attending ED; with the 

ideas, concerns, and expectations (ICE) framework (Matthys et al., 2009) as one person-

centred way to support this end.  

An exploration of factors influencing patient-therapist interaction by physiotherapist 

researcher Mary O’Keeffe and colleagues emphasised listening as part of their first theme 

physical therapist interpersonal and communication skills (O'Keeffe et al., 2016). Here, 

active listening and allowing the patient to tell their story were important for clinicians and 

patients in allowing a bond to develop and for patient to feel they were valued. 

Conversely, an interrupted narrative that prevented a patient’s story from being told was a 

source of unhappiness as the physiotherapist understanding what the patient was saying 

was very important to them (O'Keeffe et al., 2016). The physiotherapist skill subtheme of 

the clinician-facing study (study 2), too, underlined the importance of not interrupting, but 

also the benefits of listening in terms of enhanced engagement, better understanding of 

the patient, rapport building and avoiding missing subtle clinical symptoms. This also 

highlighted a self-awareness of body language with eye contact and affirmative nods to 

emphatically convey their listening. The risks to PCP when a physiotherapist allowed their 
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patient to feel they were not being listening to was also present (in study 2) as an essential 

consideration as part of the entering the patient’s world subtheme. When a patient is led 

to feel that they are not being listened to, this ultimately constitutes a threat to the 

therapeutic alliance so central to PCP.   

Listening has been variously and non-exhaustively categorised as active, dialogic, and 

mindful, with contemporary iterations encompassing additional facets such as empathy, 

emotional involvement and authenticity (King, 2022). The interactional nature of dialogic 

listening, in terms of focus on what is happening between participants, is particularly 

pertinent to person-centredness due to a close association with co-constructive 

narratives for building meaning. Recommendations from the systematic review (study 1) 

proposed a shift to more narrative approaches in musculoskeletal and, by extension, ED 

physiotherapy consultations. With its focus on apprehension and understanding of the 

individual’s unique lived experience, a narrative reasoning approach might therefore be 

considered as a core competency aspect for PCP (Edwards et al., 2004). Through seeking 

their narrative, the patient is permitted to share experiences of their condition along with 

its impact on activities of daily life (Melin et al., 2021) in a way that signals that these are 

important considerations for the listening physiotherapist (Ekman et al., 2011). A search 

beyond a patient’s condition, to understand what the problem meant to them, was a 

finding that was of importance to PCP in ED, that, like not being listened to, constituted a 

part of the entering the patient’s world subtheme (study 2).  

Many of the ED physiotherapists surveyed and interviewed for this project (study 2) 

declared both extensive clinical experience and a commitment to person-centredness 

which, it is probably fair to assume, might include well-developed communication skills. 

The clinician-centric tendencies of inexperienced physiotherapists, such as top-heavy 

focus on symptoms, on the other hand, could make it difficult from them to incorporate 

the patient perspective, meaning narrative reasoning approaches might become more of 

a challenge (Cruz et al., 2012; Cruz et al., 2014). In the example of the ED physiotherapist, 

it is possible that a more novice clinician might advance their cognitive energies 

generating a diagnosis or enacting the optimal management plan, rather than eliciting the 

full narrative.  Despite this potential barrier to enacting PCP, narrative approaches should 

still be endorsed due to a reported utility in helping less experienced physiotherapists 

establish more empathic relationships, which in turn makes them better listeners who 

give more attention to their words and silences (Cruz et al., 2014).  
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A concept analysis of listening from the nursing perspective advanced the idea of listening 

as ‘a deliberate act that requires conscious commitment from the listener’ - requiring 

certain essential characteristics like empathy, silence, non-verbal communication and a 

non-judgemental and accepting approach (Shipley, 2010:125). Considering the mental 

effort required by the listener in freeing themself of prejudices, resisting standard 

response patterns and thinking beyond their own frame of reference, for example, skilful 

listening evidently extends way beyond a simple information gathering process 

(Robertson, 2005). This perhaps explains why advanced communication skills and 

personal engagement are reportedly necessary for person-centred goal setting (Mudge et 

al., 2014).  

Despite its association with high quality healthcare delivery, reinforced by evidence of 

patient dissatisfaction of poor communication experiences (Kagan, 2008), listening does 

not appear to receive the same research or theoretical attention afforded to other 

professional skills (King, 2022). Assumptions about listening might serve to diminish this 

into a routine act that anyone can instinctively perform; something unbefitting of any 

specialist training. Yet, in rehabilitation conversations at least, it is reported that this 

should be regarded as a core skill or advanced competency (King, 2022). Silence is a 

particular tool for listening and trickier to execute than one might suppose (Fredriksson, 

1999). When applying the finding from the systematic review in terms of the petition for 

clinical bravery (study 1): accommodating such a narrative shift beyond traditional 

comfort zones demands the person-centred physiotherapist activate essential 

characteristics such as timely silences. Enabling such clinically brave conversational 

turns, where the patient wishes to take it - into areas of emotional distress for example, 

offers a route for musculoskeletal physiotherapists to achieve person-centredness. A 

failure to listen due to underdeveloped listening skills, however, can only lead to an 

incomplete understanding of the patient’s lived experience. Patients evidently appreciate 

being actively listened to by physiotherapists along with the appearance of interests in 

what they said and an understanding of their problem (O'Keeffe et al., 2016). 

An autoethnographic study on physiotherapy and person-centredness by Mudge and 

colleagues highlighted the utility of mindful listening, emphasising the importance of 

allowing patient sufficient time (2014). In another study of patient-therapist interaction, 

many physiotherapists felt providing sufficient time to listen to patients describe their 

problem was an essential aspect of positive consultations (O'Keeffe et al., 2016). An 

exploration of person-centred physiotherapy goal setting by Melin and colleagues found 

that, while clinical flexibility was underpinned by mindful listening and providing their 
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patients with sufficient time, some physiotherapists might lack the skills or resources, 

particularly time, to be able to involve patients in their care (Melin et al., 2021). The key 

implication here is that it is harder for healthcare professionals to effectively listen while 

under pressure (King, 2022). This has obvious resonance with the caricature of a stressed 

ED physiotherapist, who might continue to mull over appropriateness of how they 

managed the previous patient, while working through the queue of waiting patients ahead 

of them. Within the maelstrom of emergency care, where at any given time the waits to 

see health professionals, such as the physiotherapist, might stretch into hours, the issue 

of time is always a pressing concern. There is the added requirement from ED 

physiotherapists, as rehabilitation specialists, to shift their listening beyond attempts to 

understand and support as they must also facilitate a patient’s behaviour change toward 

achieving rehabilitative goals e.g., stability or strength following ankle injury. Within the 

present person-centred model of healthcare practice, a focused empathic listening to 

people's stories and experiences was a necessary prerequisite to facilitate therapeutic 

outcomes (McKenna et al., 2020).  

While it would appear entirely reasonable for patients to expect that health professionals 

should listen to them, the commonest complaint about patient-healthcare interactions, 

suggesting the opposite, indicates that this is not always the case (Kagan, 2008). A critical 

review of listening in rehabilitation conversations - a topic aligned to the current research 

project, concluded listening, as well as other relational outcomes, to be an essential step 

in achieving mutual engagement, ultimately disposing a person to pursue their goals 

(King, 2022). From the novel associations that King draws between listening and 

engagement here, deliberate adoption of person-centred approaches is made manifest 

through the intent to be an ‘engaged and person-centred listener’. The resulting 

conceptual framework of effective listening in healthcare conversations positioning 

listening as a personal characteristic of style or competency; considers the attributes of 

an engaged and person-centred listener; presents relational and client outcomes all 

within the conceptual relational space (King, 2022).  

The key findings in the patient-facing study regarding the importance of patient validation 

chimes with previous associations that have been made in the literature between listening 

and validation (Rogers, 1980; Langs, 1992; Arnold, 1999; Graybar and Leonard, 2005; 

Clementi, 2006). Experiential listening (Friedman, 2005) is, according to Clementi, an 

empathetic and supportive method to allow validation through clarification that the 

message’s meaning is understood (Clementi, 2006). The validation resulting from an 

active listening process, first described in the therapy setting by Rogers, reportedly held 
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the power to reinforce a person’s worth as a human being, helping to clarify their 

problems (Rogers, 1980) and promoting their validation as a person (Arnold, 1999). 

Listening, too, has been conceptualised as a validation process of both verbal and non-

verbal communication (Langs, 1992) resulting in validation of person’s life experience 

(Graybar and Leonard, 2005).  

While validation was in evidence throughout the active listening process of receiving the 

patient narrative, the emphasis on validation by the ED physiotherapists (study 3) was 

something that occurred much earlier within the ED physiotherapy consultation. Therapist 

attempts to reverse prior negative triage experiences, that were at times bordering on 

uncivil - and redolent of a trial by ordeal in some cases (study 3, participant 5), 

necessitated listening to the grievance before any attempts could be made to assuage a 

patient chastened by their preceding experience. The strength of feeling and ultimate 

appreciation by the patients speaks to a restoration of self-worth or even personhood, 

through a listening consistent with that described by Rogers (Rogers, 1980) and the key 

findings proposed by the patient-facing interviews (study 3), respectively. Beyond this 

initial flurry, gestures of validation would feature throughout the active, dialogical listening 

processes that typified the person-centred ED physiotherapist consultation. 

To summarise, as was the case with empowerment, ensuring that a patient feels they 

have been heard through narrative approaches, something underpinned by clinical 

bravery, in an attempt to enter their world holds the potential to preserve their 

personhood in an environment where their voice can easily be lost from exposure to 

pervasive biomedical attitudes endemic to ED. Achieving a broader understanding of a 

patient’s condition and what aspects of this matters to them, again, offers the potential to 

prevent unnecessary reattendances to primary and secondary UK health services.  

6.4.3 The importance of pursuing meaningful interaction 

The final common thread bridging all three studies, and something seemingly 

preconditional to the realisation of PCP, was the emphasis physiotherapists placed on 

achieving a meaningful interaction with their patients. While there may be some common 

features in what constitutes a meaningful interaction in the literature more generally, 

variation across different contexts is anticipated. The specific framing of meaningful 

interaction within this ED physiotherapeutic context, therefore, is around a therapist’s 

pursuit of a management plan constituted by meaningful activity based on a meaningful 

connection with the ED attender as part of their PCP.  
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That meaningful treatment activities could make patients feel that their needs were being 

addressed as unique people was evident in the systematic review (study 1) through the 

theme ‘treating each patient as a unique person’; with meaningful connection 

represented through the ‘importance of communication for achieving therapeutic 

alliance’ theme. In the second study, ED physiotherapists seeking to establishment 

meaningful connections was evident by their attempts to enter a patient’s world through a 

consideration of broader psychosocial factors during the co-construction of holistic 

patient narratives. In the third study, establishing a meaningful connection with the 

patient featured prominently in what it was to be a person-centred ED physiotherapist, 

evidenced through literal representation in the theme ‘importance of connection, 

competence, and time’ and the subtheme ‘soft skills that honour personhood’ (study 3).  

Humans have an inherent need for engagement in meaningful activities (Cruyt et al., 2023) 

to the point where negative consequences can result when these are felt to be missing 

(Klinger, 2012). Meaning, from an occupational therapy perspective, has been 

characterised as something that “we create for ourselves in our mind that explains 

experiences and, in turn, motivates us and spurs us on to create new experiences” 

(Polatajko, 2013:61). Meaningful activity within this ‘occupational’ context may be 

considered a broad subjective experience with a tendency to the social, encompassing 

aspects such as motivation, purposive action and self-efficacy (Eakman, 2013). A 

metasynthesis on the dimensions of personal meaning from engagement in ‘occupations’ 

confirms the relevance to personal and social identity (Roberts and Bannigan, 2018) and 

justifies the therapeutic use of meaningful activities within occupational therapy (Roberts 

and Bannigan, 2018; Cruyt et al., 2023). Considering its status as a concomitant health 

profession, the findings in occupational therapy are expected to hold a similar relevance 

for physiotherapy. 

Despite its centrality to occupational therapy and, to a lesser extent, physiotherapy 

professional process and outcomes, definitional challenges to meaningful activity 

remain.  Irrespective of definition, it is linked with positive impacts on an individual’s 

health and well-being (Wilcock, 1998) as well as important contributions to meaning in life 

that fulfil some basic psychological needs (Eakman, 2013). Meaningfulness, according to 

social psychologist Roy Baumeister, is underpinned by four specific ‘needs for meaning’, 

namely: purpose; value justification; self-efficacy; and self-worth (Baumeister, 1991). 

Purposiveness, with its orientation towards worthwhile goals that lead to attainment of 

future desired states, aligns neatly with the ED version of meaningful activity, illustrated 

through the following quote: 
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“All that matters (for the sake of making life meaningful) is that the person’s 
current activities derive meaning from the ideas of possible future events, 
states, or outcomes.” (Baumeister, 1991:36) 

Baumeister’s evocation of ‘future states’ here might be important in the case of ED 

attendees. Their insights on the relationship between current health state and any 

meaningful goals set to improve this, align well with, and can be interpreted using the 

Multiple Discrepancies Theory (Michalos, 1985). Realisation of subjective wellbeing, 

according to this theory, is considered a function of the perceived gap between what a 

person has, and what they want to have (among other measurable outcomes) in such a 

way that the perception of greater needs correlates with a reduced happiness and 

satisfaction (Michalos, 1985). Actualisation of PCP in ED remains similarly challenged by 

patient perceptions, and likely frustrations, of not being where they want to be in the 

present moment and moreover, not feeling able to get there at all. A possible implication 

for person-centred ED physiotherapists here, considering its one-shot interactional 

nature, might therefore be the need to frame any of their ‘prescribed’ activities in terms of 

their attainability, as well as their meaningfulness, in such a way as to narrow this 

perceived gap. This overlaps well with an ED patient’s belief that they have it within 

themself to attain the agreed therapeutic goals; something that speaks to Baumeister’s 

second ‘need for meaning’ that is self-efficacy (Baumeister, 1991).  

Of the remaining ‘needs’, the value domain might be contemplated through the tacit 

expectation on patients to at least do something to get better - exercise or medication, for 

example, to uphold the unwritten social contract between themselves and their health 

service that this is the right thing, and what they ought to do.  

While Baumeister’s final domain of self-worth may hold less relevance in the context of 

this current discussion, his general thesis of finding meaning in life through pursuit of 

personal goals, and engagement in rewarding relationships, holds undeniable relevance 

to this discussion on meaningful activity and connection, respectively. The systematic 

review too (study 1 - see Figure 6.1, point 1) found similar linkage between narrative 

meaning and relationships through a mutual search for meaning and sense-making - 

holding the patient’s story as central here was most likely to strengthen the 

physiotherapist-patient relationship. 

Shared decision-making is a person-centred construct relevant to any discussions on 

meaningful activity. While shared decision-making is itself reportedly complex and 

irreducible to a single, universal model, common aspects include actions such as 
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discussing the issue, discussing possible options, and agreeing on a course of action 

(NICE, 2021). Meaningful activity, according to the current research findings on person-

centred ED physiotherapy, was achievable through enacting the shared decision-making 

processes so fundamental to the person-centred model of care. Yet, the frenetic, and 

sometimes, chaotic nature of ED makes this a uniquely challenging environment in which 

to enact shared decision-making processes (Hess et al., 2015).  

Baumeister’s emphasis on the life-balancing effects of having multiple avenues through 

which to fulfil the need for meaning clearly alludes to more disparate aspects of life than a 

narrow focus on ED physiotherapy treatment options. However, this might be tenuously 

applied to a shared decision-making process where meaning arises from choice and 

option speak enacted by the person-centred ED physiotherapist. Ekman’s proposal that 

shared decision making should be built upon the partnership arising from receiving 

patient narratives (Ekman et al., 2011) certainly echoes the findings from both the 

systematic review (see discussion on narrative approaches - study 1) and clinician-facing 

study (see discussion on entering the patient’s world - study 2). 

Any discussion about shared decision-making would be amiss without due consideration 

of the goal setting so central to rehabilitative practices. Getting patients actively involved 

in their care through the setting of their own rehabilitation goals is, after all, an 

acknowledged route to increasing person-centredness (Cameron et al., 2018; Jesus et al., 

2022). Furthermore, a content analysis by Melin and colleagues found that, for both 

patient and physiotherapists across all sites, a person-centred goal-setting approach 

required goals to be meaningful and relevant for the patient (Melin et al., 2021). 

According to the systematic review, physiotherapists’ attempts to understand what was 

meaningful for patients, be it hobbies, interests or simply something enjoyable or familiar, 

underpinned an acknowledgement of their uniqueness as well as the theme treating each 

patient as a unique person (study 1). The importance of rehabilitation goals being 

experienced by patients as personally meaningful, rather than what the physiotherapist 

assumed best for the patient, relates to improving their intrinsic rehabilitative motivation 

(Littooij et al., 2022). Goals based on objective measures important to the 

musculoskeletal physiotherapists, like joint range of motion or power, are reportedly less 

important to patients than those relating to physical activity and work (Gardner et al., 

2015). This supports the idea that clinicians overestimate the extent to which their goal 

setting is person-centred (Cameron et al., 2018). Due to the one-off nature of the ED 

physiotherapy interaction, there will necessarily be a big difference compared with goal 
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setting in outpatients - with ED goals necessarily more ‘proximal’ than those set in a 

typical rehabilitation setting where regular follow-ups can occur. 

At a more existential level, the broader implementation of shared decision-making within 

ED is further challenged by the endemic and pervasive biomedical culture highlighted by 

person-centred ED physiotherapists (see key findings study 2). This is supported by 

research findings of emergency doctors’ perception that patients prefer to be told what is 

best for them (Kanzaria et al., 2015). The systematic review, too, reported some 

physiotherapy patients preferring the therapist’s lead in managing their condition, and 

warned that dogged pursuit of person-centredness in the face of such resistance leads to 

a “person-centred paradox” (study 1).  

Attempts to apply shared decision-making research based on lifesaving ‘every second 

counts’ ED medicine, to support the type of care delivered by ED physiotherapists, here, 

may also be misleading due to its comparatively non-urgent nature. Invoking the ED 

doctor-physiotherapist comparison once again provides an opportunity to emphasise the 

ED physiotherapy philosophy as less biomedically-oriented and more reflective of a 

person-centred outpatient model of care, albeit one transferred to the ED environment. 

A meaningful patient-clinician connection is something that is reported to occur when 

both parties involved feel seen, heard, and appreciated; something bringing them closer - 

along with the feeling that they are in this together (Miciak et al., 2019). Meaningful 

connection is a constituent element of therapeutic alliance - a common feature in 

characterisations of PCP.  

An existing framework (Figure 6.4) for establishing connections in physiotherapy practice 

offers structured guidance of ways to create such meaningful connections, namely: to 

acknowledge the individual; to use the body as a pivot point; and to give-of-self (Miciak et 

al., 2019). These points offer an ideal scaffold on which to graft their relations discovered 

from this exploration of PCP among ED physiotherapists. 
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Figure 6.4 Analytical process framework for establishing connections in physiotherapy practice 
(Miciak et al, 2019). 

The first subcategory of ‘acknowledging the individual’ namely, ‘meeting as an equal’, 

speaks to the very power dynamics that ED physiotherapists acknowledged (study 2), and 

were mindful to resist, while working in an environment seeped in biomedicine and 

‘doctor as expert’ mindset. The second subcategory of ‘validating the patient’s 

experiences’ was manifest in contributions of the patient-facing study (study 3) where the 

incivility of triage nurses demanded a reparatory validation of their visit by the attending 

ED physiotherapist. The third sub-category of the first domain, ‘individualizing the 

treatment approach’ would appear to demonstrate a literal synonymity with the first 

theme of the systematic review (study 1), ‘treating each patient as a unique person’ and 

thus negates the need for elaboration.  

The category, ‘use of body as a pivot point’ is, again, broken down into three subcategories 

(Miciak et al., 2019). The first, ‘clarifying physical problems and solutions’ and the second, 

‘facilitating the patient’s connection to the body’ link with the discussion point from the 

patient-facing study (study 3) where there was a strong endorsement of the education and 

explanatory approaches enacted by ED physiotherapists. The third, ‘using touch to bridge 

a gap’ links with the skilful physical examination and hands-on demonstration of exercise 

that constitutes the ED therapy. Physiotherapy is, after all, a hands-on profession that, 
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despite its acceptance of evidence-informed practice, acknowledges that factors 

improving outcomes may still derive from so-called non-specific positive effects (Hall et 

al 2010). 

The remaining category, ‘giving-of-self’ from Miciak and colleagues (2019) speaks to the 

emotional capital invested within the empathic person-centred consultation. The idea of 

clinical bravery (see study 1), where the physiotherapist allows conversational turns to 

wherever the patient needs, no matter how uncomfortable this may be, attests to the 

physiotherapist’s willingness to give of themselves more than might be anticipated. 

Concomitant empathic active listening to the full patient narrative (study 1), with 

prolonged earnest engagement as part of entering the patient’s world (study 2), must 

come with a cost; having a certain fatiguing effect on the ED physiotherapist, given the 

rapid succession of new patients they are tasked with managing. Also, as discussed in the 

clinician-facing study (study 2), there remains a requirement to navigate the fluid 

boundary between what a patient wants and needs from their visit. This iteration of giving 

of self – one where time is permitted for patient ideas, concerns, and expectations to be 

explored, conflicts with the rapid screening and discharge pressures reportedly felt by 

these person-centred musculoskeletal physiotherapist ducks out water. 

Returning to the previously made point made about non-specific affects in relation to 

‘using touch to bridge a gap’, it is important to remember that the interactive relationship 

between physiotherapist and patient, itself, constitutes an important nonspecific factor - 

fundamental to the therapeutic process (O'Keeffe et al., 2016). Acknowledging and 

emphasising all interactions as unique is one of the foundations of person-centredness, 

through its focus on individualisation.  

In their systematic review of factors influencing the musculoskeletal physiotherapist-

patient relationship, O’Keefe and colleagues reported very similar findings to that of 

musculoskeletal physiotherapists and patients view on PCP (study 1). Here their 

overarching themes included: communication; therapist skills; individualising PCP; and 

organisational and environmental factors – with respective subthemes including: active 

listening, empathy, friendliness, encouragement, confidence and non-verbal 

communication; education, expertise and training; individualisation, taking patient 

preferences into consideration; and time and flexibility (O'Keeffe et al., 2016). One point of 

contrast, according to their review, was the finding that physiotherapists failed to share 

patients’ opinions on the importance of education for achieving interactional quality. In 

the clinician-facing study of the ED project, however, while not constituted as a theme as 
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such, education formed an important aspect of the subtheme involving the patient in 

decision-making (ST1.4), serving to increase patient understanding and acceptance. 

As has been proposed, receipt of patient narrative should form the basis for a strong 

clinical partnership, akin to a therapeutic alliance. From this foundation, understanding 

by both parties about needs and wants can be manifested in person-centred goals that 

can be arrived through meaningful activities. When ED physiotherapists attain a clear 

understanding of what a problem means for an individual and uses this as the basis for 

shared decision about its management, they can overcome strong biomedical 

headwinds, upholding of a person-centred philosophy and thus, the patient’s 

personhood. Allowing for rare exceptions to the rule, assumptions that patient wants to 

be told what to do are best avoided to prevent backsliding to a clinician knows best 

paternalism that might fail to empower the self-management preferable for all. Achieving 

a broader understanding of what constitutes a meaningful approach to managing a 

patient’s condition reduces the likelihood of ‘failure’ – in terms of patient satisfaction and 

unnecessary reattendances to primary and secondary UK health services.  

In summary, the final way in which person-centred practice is understood and 

experienced by patients and physiotherapists within the emergency department is 

therefore through a meaningful interaction constituted by a meaningful connection with, 

and meaningful activity devised by, a person-centred ED physiotherapist.  

6.5 Recommendations  
Those summary points pertaining to an ED physiotherapist’s PCP, arrived at through 

analytic discussion on the threads of empowerment, listening and pursuing meaningful 

interaction, respectively, also form recommendations for future ED physiotherapy 

practice. 

The following summary of considerations are offered to physiotherapists to promote 

patient empowerment within an ED setting:  

• health education is a key part of empowerment, but alone does not fulfil it. 

• an empowering attitude is necessary precondition for person-centredness. 

• an empowered patient does not necessarily equate to empowered outcome. 

• a narrative journey employing clinical bravery is a route to empowerment.  

• Self-management is a product of empowerment, facilitated through informed and 

shared decision-making. 
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The following summary of considerations are offered to physiotherapists to promote how 

to ensure the patient feels listened to during consultation in an ED setting:  

• active listening is an advance skill and a distinct entity from simply hearing.  

• listening is deliberate and requires conscious commitment from the listener. 

• active listening is necessary precondition for person-centredness.  

• active listening is the basis for a narrative journey employing clinical bravery.  

• manifold benefits of listening are undermined by interruptions that constitutes a 

threat to the therapeutic alliance so central to PCP.   

• explicit questioning and listening of a person’s reasons for attending ED is 

recommended, employing the ideas, concerns, and expectations (ICE) framework. 

• active listening can offer validation of person’s life experience. 

The following summary of considerations are offered to ED physiotherapists to ensure 

that any treatments they provide are constructed around meaningful activity for the 

individual patient; achieved through meaningful connections with the ED physiotherapist:  

• Meaningful activities are a necessary aspect to enacting PCP in ED. 

• Meaningful activities should be framed in context of their attainability. 

• Despite challenges posed for ED physiotherapists realising shared decision-

making, meaningful activity can still be achieved through pursuing this approach. 

• Shared decisions are built on partnerships forged by receiving patient narratives. 

• Person-centred goal setting requires goals to be meaningful and relevant. 

• Established a meaningful connection is key to ED physiotherapy PCPs. 

An overview of all recommendations is presented in the table below (Table 6.1). 

Table 6.1 Summary overview of the recommendations 

Empowerment Active Listening Meaningful activities 

requires… is… are… 

Health education processes  An advance skill that is distinct 
from hearing 

A result of meaningful interaction  

An empowering 
physiotherapeutic attitude 

Deliberate & required conscious 
commitment from the listener 

A necessary aspect to ED PCP 

A narrative journey that 
features clinical bravery 

A necessary precondition for PCP Need to be framed in terms of their 
attainability 

Results in…. The basis for a narrative journey 
featuring clinical bravery 

Can be achieved through shared 
decision making 
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Undermined by patient 
interruptions that serve to 
threaten ED physiotherapist PCP 

Based on shared decisions from a 
partnership forged by receipt of a 
patient’s narrative 

self-management facilitated 
by shared decision-making 

Supported by ideas, concerns 
and expectations framework 

Are facilitated by meaningful and 
relevant goal setting  

Attainment of empowered 
patient outcomes, but this 
does not always follow. 

A way to validate a person’s life 
experience 

Based on meaningful connection 
that is key to ED physiotherapeutic 
PCP 

 

6.6 Strengths and limitations  
6.6.1 Strengths 

There were several strengths to the novel exploration of PCP among ED physiotherapists 

from this thesis. The first key strength was its incorporation of three differing PCP 

perspectives, namely, that from the international literature on musculoskeletal 

physiotherapists and their patients; from primary contact ED physiotherapists based in 

the UK; and from patients managed by primary contact ED physiotherapists at a single, 

large ED in the north east and Yorkshire NHS region. This targeting of distinct data sources 

through a research lens that shifted its focus, from broad-international down to focused-

local, provided newly synthesised knowledge to the discourse on PCP.  

Another key strength here derives from the necessary inclusion in the systematic review of 

a proxy musculoskeletal context - due to other physiotherapy systematic reviews on PCP 

(Wijma et al., 2017), nursing-specific reviews on ED PCP (McConnell et al., 2016), and the 

wider extant literature exploring PCP lacking the required focus for the thesis. Aside of its 

application to this niche ED setting and way it was used to inform subsequent studies, 

however, this also offers new insights for those countless physiotherapists, based in 

musculoskeletal outpatient departments, who are seeking to increase their own person-

centredness. 

Within the second study, the integration of data collected by survey and interview 

methods, here, allowed for a more comprehensive understanding of the research 

problem (Ivankova et al., 2006). The data from quantitative (and quantitised) surveys, and 

qualitative ED physiotherapist interviews, were integrated at the reporting level within the 

discussion via a joint display method (Skamagki et al., 2022). The provision of clarity from 

exactly how and when integration took place – i.e., a joint display, supported by a narrative 

description, served to strengthen the so-called analysability quality aspect of inferences 

drawn (Roller and Lavrakas, 2015).  
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An additional strength of the mixed methods approach employed for the second study 

was its canvassing of diverse, national, ED physiotherapist positions on PCP. The 

geographic spread of data was inclusive of that from all seven English NHS regions, Wales 

and Northern Ireland. This provided a broad national snapshot of ED physiotherapists’ 

practice that, apart from a Scottish voice, constituted a truly UK picture. 

A final strength from this thesis came from the patient-facing study and its capturing 

participants with a range of different age, gender and presenting conditions. Furthermore, 

these participants were managed by five different physiotherapists who themselves 

represented a range of ages, genders and years of experiences within the ED 

physiotherapist role. The spread of participant demographics, as well as variation in the 

attending clinician, about whom the interaction was focused, was a strength in this study, 

with the diversity of experience being captured from the chosen study population 

enhancing credibility of findings (Roller and Lavrakas, 2015). 

With a general philosophical shift aware from paternalistic model of care through a 

growing expectation that all clinicians are delivering on PCP, the novelty of a project that 

explores PCP in a challenging and previously unexplored area of the ED physiotherapy 

interaction - to improve future patient experience, is of real value; with this importance 

considered an added study strength, particularly in terms of the research quality aspect of 

potential usefulness (Roller and Lavrakas, 2015). 

6.6.2 Limitations 

There were several limitations to this thesis. Firstly, the choice of setting and participant 

included in its systematic review reflected the absence of any literature linking ED 

physiotherapy with PCP and, thus, constituted the closest available proxy for that cohort 

of physiotherapists who manage musculoskeletal caseload at the point of first contact 

within ED. Pre-existing competence and confidence in managing musculoskeletal 

conditions has meant that it is, by default, predominantly musculoskeletal outpatient 

physiotherapists who perform this primary contact physiotherapist role in ED. However, 

even though it is, generally, those musculoskeletal physiotherapists who treat, what is 

generally, musculoskeletal populations in ED, by having to use this best available proxy, 

the systematic review cannot claim direct representation of ED physiotherapists and 

patients views on PCP. This is due to both a supposed specificity of context for PCP 

(WHO, 2015) as well as the possibility that the ED physiotherapist is from a background 

other the musculoskeletal practice. 
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The number of qualitative studies included in the systematic review, while sufficient for 

producing a useful synthesis, was small enough to warrant consideration as a possible 

limitation. Even though qualitative researchers will judge data by its relevance to the 

research question, as opposed to coding frequency, the lower the number of studies 

included in the synthesis could have had a limiting effect on the breath of such codes and 

themes possibly generated. 

Best efforts were made to disseminate the survey through known ED networks, advanced 

practice and research interest groups, social media, as well as word of mouth, yet the 

challenges in capturing this very specific, and undefined, population of UK first-contact 

ED physiotherapists, and them being willing to complete the survey, were evident from the 

response rate achieved. Despite the number of primary contact physiotherapists 

practising within UK emergency departments being an unknown, there remains the 

possible limitation that the survey sample being small (n=26) limits the generalisability of 

findings. It is fortunate, then, that the survey findings were not used to this end i.e., in the 

fashion of traditional quantitative research. The low response rate here was, offset by the 

survey’s status as the junior partner in qualitative-centric mixed-method approach; its 

utility to enable an integrated analysis in mixed methods joint display; and its ability to 

deliver a sufficient pool of interviewees for the qualitative arm, among other facets. 

Of those 26 ED physiotherapists who completed the survey, a total of 11 were 

subsequently interviewed. Considering the barriers to accessing survey responses, those 

that did complete the survey and went on to interview were more likely to have been 

suggestive to, or at least interested in, a person-centred philosophy. Reversing this 

assumption would infer those with negative views were unlikely to see any value in 

contributing to the study, let alone giving up an hour of their precious time for interviews. 

The overall implication here being that this sampling approach, pragmatic as it was, 

remained vulnerable to capturing positive visions of ED and PCP: a possible source of 

uneven sampling from the spectrum of views on PCP. 

Another limitation to this study surrounds the challenges of discussing a nebulous term 

like PCP with lay persons for whom this was likely unfamiliar. PCP is, after all, a term that 

is widely misunderstood and, lacking universal definition, assumes various synonyms to 

imply the same meaning. The challenge remained to ensure that participants were not 

simply being led to mirror the researcher interpretations of PCP during the interviews. 

Initial ideas to overcome this, including using filmed observational and content analysis of 

the interaction, were halted by uncertainty regarding possible COVID-19 pandemic 
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lockdowns and this placing unnecessary pressure on clinicians already having to adapt to 

the effects of the pandemic in ED. While accepting its imperfections, the ultimate, 

pragmatic solution was to inquire about general positive and negative experiences of ED 

physio experience through the researcher’s analytical lens of PCP, using additional 

prompts. Despite the exact wording of the questions undergoing significant PPIE testing 

and approval prior to selection, the difficultly of asking someone about something as 

poorly understood as PCP, without inadvertently polluting their answers, was still a major 

limitation. 

An additional limitation from the patient-facing study included the use of a single large ED 

site and one that was geographically placed in relatively ethnically non-diverse region. 

While all of those interviewed might have superficially fitted with the White British 

ethnicity grouping, lack of formal demographic data collection on ethnicity here meant 

this could be an assertion only. 

Recall bias was considered a lesser limitation due to the rapid turnaround from ED 

attendance to interview date resulting in only one patient being interviewed a week after 

their attendance. A more significant limitation of the recruitment process was the 

expectation that the ED physiotherapists would be unlikely, or unable, to recruit patients 

who were apparently unsatisfied with their care as this might reflect upon them 

professionally. This effect might be exaggerated by knowing, as they did, that the 

interviewer was also a clinical lead within their ED team who would, effectively, be 

appraising their performance through patient interviews. Conversely, the gratitude of 

patients for the ED physiotherapists attention increased the likelihood that only those 

patients that had something good to say would want to get involved in the study, with the 

possibility that even these participants might be afraid of the future consequence for their 

ED care of saying something bad about their local ED experience. 

6.6.3 Quality assurances 

In the systematic review (study 1), quality of individual, included studies was judged using 

the CASP appraisal tool (CASP, 2018). According to CASP appraisal, all included studies 

were of very high quality. Quality in the review was also enhanced by developing a 

protocol registered with PROSPERO (registration number: CRD42020170762), that was 

based on ENTREQ checklist (Tong et al., 2007) and completion of a PRISMA diagram 

(Moher et al., 2009).  

There exists a bewildering array of quality criteria for appraising mixed methods studies. It 

is the researcher’s belief that if the crux of mixed methods data analysis rests on 
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considerations of how the data is integrated, then the quality too should also be judged as 

an integrated entity, rather than evaluating quantitative survey and qualitative interviews 

individually. The approach used for quality assurance in the clinician-facing study (study 

2) was, thus, based on a contemporary approach for combining quality assessment 

procedures known as the ‘core quality criteria of mixed methods research’ (Hirose and 

Creswell, 2023). Since this is elaborated in studies’ individual chapters (see 4.5.2) what is 

provided here is a table summary of the quality considerations for the clinician-facing 

study, according to this core quality criteria (Table 6.2). 

Table 6.2 Overview of core quality criteria of mixed methods research (from Hirose and Creswell, 
2023) 

 

For the qualitative patient facing study (study 3), quality assessment was judged 

according to the total quality framework (TQF), which as an overview, calls for a 

completeness and accuracy of data collection – ‘credibility’; and of analysis and 

interpretations – ‘analysability’; completeness and disclosure of reporting in the final 

document – ‘transparency’; and an ability to do something of value with the outcomes – 

‘usefulness’ (Roller and Lavrakas, 2015). As with the clinician-facing study, a much 

Core Criteria Response for current study 

1. Advance a ra,onale for 
using mixed methods 
methodology 

Exploratory nature of the research ques,on demands both quan,ta,ve & 
qualita,ve data sets as either alone insufficient to answer this. Integra,ng data 
triangulated from survey & interview methods allowed for richer & more 
comprehensive understanding of novel problem not previously inves,gated. 

2. Write quan,ta,ve, 
qualita,ve, & mixed 
methods ques,ons 

Quan Q - how do physiotherapists working in emergency department define 
and evaluate person-centred prac,ce? 
Qual Q - what are the views and experiences on person-centred prac,ce of 
physiotherapists working in the emergency department? 
MMR Q - how is person-centred prac,ce understood and interpreted by 
physiotherapists working in the emergency department? 

3. Report separately the 
quan,ta,ve & qualita,ve 
data 

Quan,ta,ve (and quan,,zed) survey data were reported separately in 
tabulated and narra,ve descrip,ve sta,s,cal formats. 
Qualita,ve interview data were transcribed, thema,cally analysed and reported 
separately as themes. 

4. Name & iden,fy the 
type of mixed methods 
design & present a 
diagram of it 

This study followed a convergent mixed methods design, with sequen,al 
explanatory features: follow up on quan,ta,ve data with qualita,ve data to 
explain survey findings in more detail. 

5. State the use of 
integra,on in a joint 
display 

A joint display u,lised theme headings as framework with which to 
link/integrate survey findings based on any data convergence, complementarity, 
expansion or divergence 

6. Discuss how meta-
inferences & value 
resulted from the 
integra,on analysis 

Metainferences can be found in the righthand column of the joint display based 
on data convergence, complementarity, expansion or divergence (FeZers, 2020) 
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deeper conversation is provided in the respective section (chapter 5) so instead, here, a 

table (Table 6.3) is provided to summarise responses to these criteria. 

Table 6.3 Summary of quality according to the total quality framework (Roller and Lavrakas, 2015) 

 

6.7 Reflexivity 
When participants agree to take part in any research it is assumed they will, in some way, 

and to a varying extent, be affected by the experience; in other words, this cannot help but 

change the way that they act (Streubert and Carpenter, 2011:22; McCambridge et al., 

2014). While it is also true that the researcher, too, will be affected by their role and 

positioning within the research, the more pressing concern here is on considering the 

effects of their subjectivity on the data that they are collecting (Sutton and Austin, 2015). 

As the author of this thesis, I will now endeavour to explicate my subjectivity within this 

research through consideration of how - who I am, and my chosen approaches to this 

research, might have influenced data collection, and vice versa. 

In qualitative research, the researcher is considered as an instrument of data collection to 

the extent that any data, and subsequent interpretations, cannot be fully accepted 

without a disclosure of their interests and positioning of ‘self’ within a given study (Sutton 

Total quality 
framework 

How addressed in the current study 

Credibility  
 

completeness & 
accuracy of 
data collec)on 

Scope- target popula+on ‘list’ includes all ED a5endees at single hospital site during 
stated period, treated by any primary contact ED physio team member- from which a 
purposive sample & stated access strategy used to obtain a sample size jus+fied through 
informa4on power (Malterud, 2016). 
Data collec4on - PCP was chosen construct as defined by formal literature review MSK 
physio (study 1); general mul+-professional literature review; concurrent co-authored 
framework for PC physio (Killingback et al., 2022). Exploratory nature meant a5ributes 
of the construct defined by the research within the novel ED seRng. Pre-piloted, online 
audio data collec+on using semi-structured in-depth interview method & guide based 
on prior above-men+oned sources, plus extensive PPIE. Bias addressed by reflec+ve 
journals considering e.g., power, rapport, experience as physio-researcher. Also logged 
reflec+on on possible risks for incomplete data collec+ons & suspected bias  

Analysability  
 

completeness & 
accuracy of 
analysis & 
interpreta4ons 

Processing - verba+m transcrip+on & repeated error checking of audio recorded 
interviews by researcher –no missing data or addi+onal data transforma+on. Itera+ve 
coding by thema+c analysis (Braun & Clarke, 2021) as relevant to PCP (see e.g., decisions 
in code book). Excerpt checks for inter-coder reliability. Developed codes to categories 
to themes through agreement with co-researchers. Themes interpreted in analy+cal 
discussion on new knowledge offered. 
verifica4on - engaged in peer debriefings with other researchers (supervisor & 
independent) (reflec+on QA Annual review). Reflexive entry on coding & interview 
issues. Data/methods triangula+on considering data next to that of MMR physio study. 
Member checking: real +me ques+on-answer validity process (with paraphrased follow-
up ques+on confirming par+cipant meaning) and summary of themes shared with all 
par+cipants so chance to respond. 

Transparency 
 

completeness of 
repor)ng  

Repor4ng - clear repor+ng of thema+c data including a discussion that contextualises to 
extant literature. Supported by appended transcripts excerpt, codebook/tree & 
reflec+ve log entries. 

Usefulness 
 

Show that can 
do something 
with outcomes  

Findings from this study add new knowledge and fill a research gap on how ED pa+ents 
experience PCP when managed by ED physio. Study submi5ed for publica+on in high 
impact factor journal and synthesised with other studies to create some 
recommenda+ons for ED physiotherapists on how improve their own PCP.  
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and Austin, 2015). This includes dry demographic details regarding their: age, gender, 

race, class, experience, and so on, but also details of their deeper research philosophy, 

and the stance taken with the research e.g., insider/outsider view. This demonstration of 

self-awareness can be arrived at through a process known as researcher reflexivity that 

offers more insight in terms of how this newly generated knowledge has come to be 

known (Olmos-Vega et al., 2023). It is through reflexivity that the reader is afforded the 

opportunity to evaluate the researcher as an active participant in the process of meaning 

creation (Hertz, 1997). Reflexivity is, thus, an important aspect of qualitative research that 

makes it possible for the reader to legitimise and validate what is being reported.   

Disclosure of my own demographic positioning is that of a middle-aged and middle class, 

white male from the north of England, who has worked as a health professional in both the 

NHS and private sectors since 2016. My professional specialty is that of musculoskeletal 

physiotherapy, and I am a lead therapist in areas of outpatient, ED and primary care. I 

have attained a BSc and MSc in physiotherapy, and this doctoral research thesis is in 

partial submission for a PhD award.  

During interviews in the clinician-facing study (study 2), I introduced myself as an ED 

physiotherapist who was conducting research within a shared specialty in what was a 

presumed common interest for improving ED patient experiences. By doing this I was 

emphatically conveying my status as one of them; someone in possession of the insider’s 

perspective, or emic view (Streubert and Carpenter, 2011:172). I attempted to build 

rapport through what we had in common, as fellow ED physiotherapy professionals, 

reassuring them that this was more of a chat than a quiz, and there were, thus, no ‘wrong’ 

answers. After the necessary clarification that I was “starting the recording now”, the 

online interviews deliberately factored in time for small talk, followed by a softener 

question about how participant came to this ED role. This served to disarm participants’ 

natural unease of going on record such that participants opened-up with the 

apprehension of a this being a recorded interview appearing to quickly fade from view.  

Yet, such conversational style proved a double-edged sword, particularly when 

participants sought my opinion as their peer. When this happened, my attempted 

deflections with comments like “what I think is not the important thing here”, only served 

to bring down the fourth wall of their being the subject of the recording. I had read widely 

and considered recommendations for qualitative interviews from the likes of McGrath and 

colleagues (McGrath et al., 2019), yet my inexperience as an interviewer at this stage, I 

reflected, was just part of my research journey. Since semi-structure, in-depth interviews 
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aligned with my methodological approach of wanting to understand participants’ 

subjective perspectives and this afforded me the chance to probe deeper with follow up 

questions like “why do you think that was?” and “was there anything else that you want to 

tell me about that experience?”. 

I had ample opportunity to kick myself while transcribing the initial interviews for giving 

too much of myself in facilitating the interaction. This speaks to what I understand about 

my own social skills and personal values: prioritising authentic communication; being 

helpful and putting people at ease being of real consequence to me. The reflection that I 

needed to speak less, and more slowly, was confirmed by my supervisor from analysis of 

the pilot and early recordings. While I do not believe that this damaged the data 

collection, I soon realised my words were useless for the analysis, requiring unnecessary 

transcription. I therefore used an iterative approach, based on continual analysis after 

each recording - considering the associated feedback to improve my subsequent 

interviews, but acknowledge that perhaps some of the earlier interviews might have been 

of a lower standard for the reasons discussed. 

By the time I had conducted the patient-facing interviews (study 3) I felt my interview skills 

had improved - with notably less transcribed text of my own words serving as evidence for 

this. It was again vital to loosen tongues and disarm interviewees to get the most out of 

their answers. Despite the close nature of the ED patient-physiotherapeutic partnership, 

there remains a division between participants’ emic-insider views, as those that are living 

with a problem that is typically pain-related, and the physiotherapists’ inability to 

internalise a situation they have not lived. This appeared to bestow upon me, as the 

researcher, an etic-outsider perspective (Streubert and Carpenter, 2011:172), since I was 

coming to them with the intention to learn of their experience, to improve the experiences 

of future ED attendees. On further consideration, this viewpoint might not be quite so 

black and white as, yes, I am a physiotherapy researcher, but I have also been a patient 

who has recently attended the same ED with my own acute injury. While not managed by a 

physiotherapist as such, I did share some insider perspectives of being a patient who 

attended ED. This was inclusive of all the associated worries about what the injury could 

mean for me, my work, and my hobbies. This was in such a way that perhaps the stance 

here might possibly be considered as somewhere between the etic and emic poles.  

With the participants as patients in this third study, the pre-chat and softener questions 

appeared, even more important, and were seemingly employed to good effect. There was, 

however, an inescapable feeling that people were not going to surrender their precious 
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time unless they had something either particularly good or bad to say. Thankfully, it was 

predominantly the former, yet participants were evidently not fazed by making negative 

comments about the ED experience beyond physiotherapy aspects. The influence of a 

possible polarised sample of participants on the data collected was duly considered in 

terms of it being a limitation (see limitations). While not setting out to capture only 

positive comments about the ED physiotherapy experience, it was vital to glean that 

which was characterised as a good interaction to explore in what way this could be 

considered person-centred.  

One consideration from the clinician-facing study (study 2), supported by the survey data, 

is that due to associated medicolegal/professional risk of missing important pathologies 

or injuries, those physiotherapists working in ED tended to be positioned at a senior level. 

The idea of these being highfliers was alluded to by one participant at least and was 

familiar in my own pride from occupying such a role. However, there may be 

consequences for such personal and professional pride that might even extent to 

competitive thoughts of superiority for a given Trust. Furthermore, as a team lead at one of 

the interviewed ED physiotherapy sites, self-aware of my senior status, I tried to target 

physiotherapists with equivalent experience. Despite this, one interviewee was of a lower 

banding such that I was unable to exclude the possibility of power dynamics coming into 

play. It is entirely possible that participants would not wish to reveal the shortcoming of 

their own service to a perceived rival team, for which I was a member, or disclose any 

negative commentary of a service for which I am a lead. While this did not come across in 

the interviews, it is not beyond the realms of possibility that this might have affected the 

data that I collected in terms of less negative comments provided.  

Another way that my position might have affected the data was through the patient-

participants knowledge that I was part of the same team as their attending 

physiotherapists: a necessary disclosure for the recruiting process. This meant that 

participants might think twice before saying anything bad about the team colleagues who 

had treated them. Even though it was made abundantly clear that what they said would 

have no bearing on the future care that they received, deep down, some of the 

participants, particular the older individuals, might fear having their card marked, so 

possibly pulled their punches. I addressed this with repeated assurances regarding their 

anonymity, conveying how none of us are perfect; even framing in terms of any feedback 

as being a gift. 
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For the patient-participants interviews there was the additional challenge to me, as a 

caring and instinctively helpful person, not to revert to my physiotherapist role. Gladly, I 

was able to resist this and maintained the fact that, for the purposes of the interview, I 

was wearing the cap of a researcher as opposed to clinician. When the conversation did 

drift to clinical questions, I politely shifted to “I am going to keep my researcher hat on for 

this, if that’s OK?”. Fortunately, there were no safety issues that would have necessitated 

invocation of my duty of care as a physiotherapist at that hospital, I was, therefore, able to 

remain in the researcher role. 

Chastened by re-listens to earlier recordings, at some point before the end of the clinical-

facing study and the start of the patient-facing study, I had learnt to weaponise the use of 

silence rather than fill the gaps in conversation to make myself comfortable; something 

that I would liken to a game of chicken. Biting my lip and waiting for the interviewee to add 

more, often yielded content I hadn’t considered, making this a key learning point for the 

subsequent interviews. I got better at supressing the desire to put patients at ease, once 

rapport was established of course, with the consequence of participants offering more 

and richer data without prompting.  

Learning from my collection of data through the interview method, I now realise the 

importance of establishing my stance, be it insider or outsider, and sticking to this for 

consistency of reflexivity reporting at the end. Aside of the new skills developed from 

around 24 hours of interviewing in total (24 in-depth interview, lasting around an hour 

each), not to mention the weeks of transcription where my shortcomings were laid bare, 

the experience has had an impact on my way of thinking about how such small gesture by 

health professionals can mean so much to the individual patient. For example, the value 

that an ED patient placed on timely communication from staff that clarified what they 

were waiting for, to manage their expectations. Another way this experience has affected 

me was in my realising the importance of showing kindness to patients that were often 

feeling so vulnerable and who needed a therapeutic ally. This all serves to reinforce the 

key reported finding of how important it is to uphold an ED attender’s personhood in this 

stressful environment.  

6.8 Dissemination  
The findings of this thesis have been disseminated via various platforms (see full 

publications and conferences section) in my attempts to communicate with the broadest 

range of potentially interested parties from physiotherapy academics, musculoskeletal 

rehabilitation professionals to the public. 
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The results from the systematic review (study 1) were published the Disability and 

Rehabilitation journal (Naylor et al., 2023). These findings were also presented at the 

Chartered Society of Physiotherapy (CSP) Annual conference in Birmingham, 1 Nov 2023.  

The results from the clinician-facing study (study 2) were published the Disability and 

Rehabilitation journal (Naylor et al., 2024a). These findings were also presented, in poster 

form, at the Chartered Society of Physiotherapy (CSP) Annual conference in Birmingham, 

1 Nov 2023 and at Hull University Teaching Hospitals (HUTH) research day, 21 April 2023 

at the University of Hull. The former provided an opportunity to share findings about this 

rather niche area of person-centred ED physiotherapy to the wider physiotherapy 

community at their main annual conference, while the latter was more focused on 

disseminating to fellow clinical academics from the local university hospitals. 

The results from the patient facing study (study 3) were published the Disability and 

Rehabilitation journal (Naylor et al., 2024b). An abstract from this study entitled ‘“They 

genuinely seemed to take an interest” - The experiences of patients attending a UK 

emergency department who were managed by a physiotherapist: A person-centred 

perspective’, was submitted for presentation at the 2024 Global Conference on Person-

centred Care in Gothenburg, Sweden with the ambition for dissemination to an 

international audience. Unfortunately, the desired platform presentation was not 

accepted and, considering the cost and time involved, the offer of attending in person to 

instead present a poster was impractical. 

A synthesis of the broader research project entitled, ‘person-centred care in the 

emergency department: a physiotherapist’s perspective’ was drafted and presented at 

Café Scientifique, in Atom Bar, Beverley on 5th September 2023. This constituted the 

author’s attempt to disseminate to public as well as academic and professional 

audiences. 

6.9 Future horizons  
When considering where this field of research might be heading, it is vital to understand 

the history and current trajectory for those would-be ED physiotherapists i.e., 

musculoskeletal specialist physiotherapists. Those who might once have seen out their 

professional careers in outpatients now have much wider opportunities in terms of the 

primary contact enhanced and advance practice roles available to them. Two key recent 

developments in particular: the advanced clinical practitioner (ACP) and first contact 

practitioner (FCP) roles, warrant further discussion due to their potential impact on the ED 
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physiotherapist position and, thus, applicability of the current research within this 

practice context. 

The initiative for UK physiotherapists to move into, and assist with the flow of patients 

within, ED gained traction around a decade ago. Unhindered by issues of safety or 

acceptance by ED patients or clinical teams, these primary ED physiotherapist numbers 

appeared to gradually increase. While this was happening there was also a growth in the 

number of advanced clinical practitioners (ACP) dwarfing that of ED physiotherapists 

such that advanced clinical practitioners now find themselves in great demand across a 

wide range of clinical settings. Given the bespoke credentialing for advanced clinical 

practitioners in specific clinical areas such as that developed and successfully piloted 

between 2015 and 2017 by the Royal College of Emergency Medicine (RCEM), this has led 

to a notable expansion of advanced clinical practitioner in specialist areas like ED.   

An advanced clinical practitioner, according to the multi-professional framework for 

advanced clinical practice in England (HEE, 2017), is someone in possession of a master's 

level, or equivalent, award and who works autonomously across the ‘four pillars’: clinical 

practice; leadership and management; education; and research. As more allied health 

professions (AHP), from physiotherapists to podiatrists, complete advanced clinical 

practitioner curricula in their respective specialist areas, the pool of clinicians able to 

manage medical conditions, on top of their prior credentials, continues to grow. With 

advanced clinical practitioners cheaper to employ than doctors and requiring only a few 

years from enrolment to qualification before being able to manage a much broader 

caseload, the benefits to this roll out are self-evident. In natural selection terms, by 

negating the need for any further ED physiotherapists - with their narrower 

musculoskeletal remits, the era of the advanced clinical practitioner could possibly lead 

to the extinction of ED physiotherapist as we currently know it at least. It is therefore 

unsurprising that many existing ED physiotherapists have and continue to seize the 

opportunity to cross over to advanced clinical practitioner roles in lieu of their limitations 

in the medical aspects of holistic ED patient management.  

Since the advanced ED clinical practitioner piloting was completed in 2017; and more 

specifically, the five years taken to complete this PhD project - this situation has evolved 

rapidly and provides an indication of the current rate of change in this field. The current 

advanced ED clinical practitioner curriculum capabilities incorporate delivery of ‘patient-

centred care including shared decision making’, as well as ‘improving person-centred 
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outcomes for older people including structure, resources and processes’ (RCEM, 2022) 

acknowledging the importance of PCP to this new role, on paper at least. 

In 2019, this author set out to explore how person-centred practice is understood and 

experienced by patients and physiotherapists within the emergency department as part of 

a PhD project to support existing and future ED physiotherapy teams in realising PCP for 

the ultimate benefit of patients. Shortly after commencing this project, however the world 

changed when the COVID-19 pandemic struck. COVID-19 has had a catalysing effect, 

resulting in rapid changes to healthcare delivery, particularly in terms of digital health, 

telehealth, and remote working. While this might not have changed too much in settings 

like ED, that are inherently face-to-face in nature, much is heard in the general media 

about the difficulty in accessing in-person consultations with a GP. The role of PCP in a 

telehealth context is thus something that needs to be explored further. Due to the context 

specificity of PCP, all those key aspects and recommendations that relate to 

empowerment, active listening and meaningful interaction relevant to ED 

physiotherapeutic PCP, would need to be reconsidered within such a different healthcare 

interaction. This would constitute a substantial piece of work but, given the shifting sands 

of patient-clinician interaction, would be something of real importance for the broader 

discourse on PCP. A specific investigation of PCP in physiotherapeutic musculoskeletal 

telehealth consultations is therefore a proposed recommendation that would be a 

trajectory option for the author’s post-doc research. 

As the author moves to completing this thesis in 2024, there have been some further 

changes with musculoskeletal physiotherapy too with the growth in First Contact 

Practitioner (FCP) model of care. Within a few years of the ED physiotherapist initiative 

there began a slow movement of musculoskeletal physiotherapists into primary care. This 

was planned to address the growing challenges of clinical access for patients, under the 

guise of a First Contact Practitioner (FCP) model – with FCP being a term formalised by its 

appearance in the NHSE handbook ‘transforming MSK and orthopaedic services’ in 2017. 

Since musculoskeletal complaints, it is claimed, account for up to 30% of those patients 

seeking to access their GP (Mercer and Hensman-Crook, 2022) it follows that an existing 

cohort of clinicians, highly skilled in the assessment and management of these 

musculoskeletal conditions, should cater for this need, relieving the pressure on GPs.  

Established in 2019, the additional roles reimbursement scheme (ARRS), provided a 

funding structure for primary care networks to recruit FCPs to increase capacity and help 

solve their workforce shortages. An FCP, in contrast to an AP, is regarded as an 
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‘enhanced’ role in light of its fulfilling in entirety only the clinical pillar of advanced 

practice according to the FCP roadmap to practice framework (HEE, 2021). While it is 

difficult to provide accurate figures on FCP numbers, the commitment in the NHS long 

term plan (NHS, 2019) was that by 2024 all adults in England would be able to see a 

musculoskeletal FCP at their GPs without a referral. Based on this unsubstantiated claim, 

and with around 6000 general practices in England, the figure might be estimated as at 

least a few thousand FCPs.  

The published framework guidance to support roll out of the FCP project, the so-called 

‘Roadmap’ (HEE, 2021), outlines explicitly the prerequisite knowledge, skills and 

attributes required for the job. The first of four domains is entitled ‘personalised 

approaches’ with its second ‘capability’ encompassing PCP under the heading of 

‘personalised care’. Such pre-eminence in the FCP framework, as well as the multi-

professional framework for advanced clinical practice in England (HEE, 2017), offers a 

clear indication of PCP’s importance to the respective clinical practices. Furthermore, 

despite accepted implementation delays due to COVID-19, ‘personalised care’ was, in 

April 2021, added to the service specification for the 1200+ primary care networks (PCN) 

in England. While the former frameworks explicitly relate to the PCP of this PhD, the extent 

to which ‘personalised care’ in the latter example refers to the same, or rather the 

personalised payment budgets discussed in the introduction chapter, remains unclear. 

The definitional challenges are ever-present; particularly when the prominent voices like 

the Coalition for Personalised Care (C4PC) itself uses ‘personalised care’ as a term that 

includes all person-centred approaches (C4PC, 2024).  

The movement of musculoskeletal physiotherapists into primary care is of relevance to 

the author as someone who has continued to work as a primary contact physiotherapist in 

both ED and primary care throughout the data collection period. This has provided a good 

position and insider view as to where research into person-centred physiotherapy for 

primary contact interactions might be headed. While most published research on FCP has 

been on audits and patient satisfaction rates, some studies around FCP have covered 

niche areas such as: FCPs dealing with uncertainty (Ingram et al., 2023); factors that 

affected patient awareness and understanding of the role (Goodwin et al., 2020); and how 

patients access FCP appointments (Lamb et al., 2023). To the authors best knowledge 

there has not been to any research that has specifically investigated how physiotherapists 

and their patients experience person-centredness in primary care. Given the 

commitments to PCP within NHS publications and frameworks, as well as this now 

constituting part of professional requirements, the area would appear ripe for a post-
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doctoral project. It is therefore the author’s current intention to pursue this avenue of 

inquiry post-doctorally. It is possible that such a project might take a similar format to that 

of the PhD: commencing with a systematic review of PCP among first contact 

practitioners; survey and in-depth interviews with existing first contact practitioners; and 

in-depth interviews for a patient-facing study. Another interesting option might be to 

conduct an observational study: using video recording to capture the key interactional 

aspects that make up a person-centred consultation. Despite posing significant 

challenges in terms of obtaining NHS research ethics approval, such research would 

promise great benefits to first contact practitioners and the growing number of patients 

they manage in terms of guiding PCP in primary care. 

6.10 Summary 
This chapter began by clarifying the research aims and questions, providing an overview of 

all the included studies and their findings. After consideration of these findings in the 

context of the existing PCP frameworks, it then went on the synthesise them using the 

structure of the following common threads: the importance of therapists holding an 

empowering attitude toward patients; the importance of listening to patients; and finally, 

the importance of pursuing meaningful interaction with patients. This framing was used to 

answer the overarching research question: how is person-centred practice understood 

and experienced by patients and physiotherapists within the emergency department? The 

output here was a series of recommendations presented. This was then followed by 

considerations of strengths; limitations; issues of quality; researcher reflexivity; 

dissemination and future horizons for this research. The next chapter will be the 

conclusion which sets out what needs to change, in terms of healthcare policy, practice 

and education, based on the new knowledge provided by this thesis. 

 



149 

 Conclusion 

The purpose of this thesis was to explore the views of primary contact ED physiotherapists 

and their patients on PCP. This is important due to the wide scale adoption of this model 

as a core aspect of quality healthcare, internationally (Wolfe, 2001; The King’s Fund, 2013; 

WHO, 2016). 

Despite the acknowledged challenges in operationalising PCP, including a supposed 

setting-specificity, the absence of explicit guidance to support ED physiotherapists in 

achieving this constituted a targetable research gap. Previous investigations that have 

focused on specific areas such as nursing (McCormack and McCance, 2006), or 

physiotherapy (Killingback et al., 2022b), or PCP more generally (McCance and 

McCormack, 2017), appeared to lack the necessary context-specificity to actualise this 

challenging healthcare model within ED. This may be particularly true given the frenetic 

nature of clinical practice in ED, corresponding more closely to a biomedical, rather than 

person-centred, philosophy of practice. The current study offers precisely what was found 

to be lacking in the extant literature, namely, research-based guidance to support ED 

physiotherapists’ necessary pursuit of PCP. 

Through its three respective studies, the current exploration reported 10 key interpretive 

findings that were important to ED physiotherapy PCP that include: empowerment 

through narrative approaches; adopting a level of clinical bravery; ensuring any 

treatments are meaningful; acknowledging competing ED philosophies of biomedicine 

and PCP; the importance of entering the person’s world; varying focus between ED 

clinicians over ED patients’ wants and their actuals needs; the importance of validating a 

patients ED visit; the value of ED physiotherapists educational approach; the ED 

environment as a barrier to PCP; and the importance of maintaining personhood in ED. 

These findings were synthesised through respective broad lenses of empowerment, 

listening and meaningful interaction with ED patients. This synthesis led to a series of 

recommendations for future ED physiotherapy practice that are now revisited as per their 

respective threads. For readers who fairly question why such recommendations might not 

apply to any physiotherapy setting, the author - an ED physiotherapist with a 

musculoskeletal background – acknowledges this possibility but reiterates the unique 

challenges faced in attempts to operationalise PCP in such high intensity, biomedical 

arenas. 

Firstly, considerations on empowerment demonstrated that empowered ED patient 

outcomes, such as self-management and improved health intelligence, are underpinned 
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by person-centred aspects of health education and shared decision-making. Narrative 

approaches to consultation, which include clinical bravery, are capable of driving patient 

empowerment as part of a broad empowering person-centred clinical attitude, leading to 

those desirable empowered outcomes. However, not all empowered patients will go on to 

realise empowered outcomes. The bottom line for ED physiotherapists is that to realise 

PCP they must harness an empowering attitude for achieving patient empowerment and, 

despite achieving this goal, empowered patient outcomes such as self-management 

should not be assumed to automatically follow. 

Secondly, this study discovered an important association between active listening and 

PCP for ED physiotherapists: that there were deliberate and cognitive processes involved 

in active listening that are distinct from just hearing which, alone, is insufficient. Important 

PCP constructs shown to apply in the case of ED physiotherapy include therapeutic 

alliance; patient validation; the use of person-centred questioning via the ideas, concerns 

and expectations (ICE) framework; and the use of active listening as prerequisite for a 

narrative journey that features clinical bravery. The key recommendation here is that ED 

physiotherapists need to adopt an active listening approach and recognise the significant 

threat to PCP that results from patient perceptions of the physiotherapists not listening - 

typified by interrupting the patient narrative; something serving to undermine the 

therapeutic alliance that is central to PCP.   

Finally, the recommendations from the discussion on meaningful interaction indicates 

how receipt of the full patient narrative initiates the move toward meaningful activity, and 

that this is affected by aspects including meaningful partnership, ideas of attainability, 

shared decision-making and goal setting. PCP in ED is ultimately achieved through 

management strategies that channel activities meaningful to the individual patient. The 

consequences of missing this target increase the chances of subsequent ED 

reattendance for the same presenting condition. 

The findings and recommendations from this study are important due to what they add to 

the literature on person-centred physiotherapy practices, generally, and ED 

physiotherapy PCP, specifically. This can, in turn, be used to enhance the experience of 

ED patients who have their care managed by the increasing number of primary contact ED 

physiotherapists. Despite some anticipated interest from a readership beyond the ED 

physiotherapy workforce, including the wider ED medical team, perhaps, the main target 

group for these recommendations remains those physiotherapists wishing to enhance 
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their levels of person-centredness in an ED setting where patient personhood can be 

uniquely exposed.   

These study findings can also be framed in terms of physiotherapy theory and 

physiotherapy policy and practice recommendations. By providing the first qualitative 

synthesis on the views of musculoskeletal physiotherapists and their patients on PCP, 

this study offers a formative contribution to the theoretical literature on PCP ED 

physiotherapy. Furthermore, the systematic review’s use of the musculoskeletal 

outpatient model as the basis for the ED physiotherapist’s way of working - the closest 

proxy for ED physiotherapy practice - itself, establishes specific person-centred guidance 

for musculoskeletal physiotherapists more broadly, whether they remain in outpatients or 

move to ED. 

The findings from this thesis can also offer much in the way of physiotherapy policy and 

practice recommendations at local, national and international levels. At the local level, 

namely the researcher’s own NHS Trust, the recommendation is made for developing 

‘PCP workshops’ for all musculoskeletal physiotherapists, with specific additional 

aspects for ED physiotherapy staff. This is anticipated to be of benefit to all new starters 

within the musculoskeletal setting, on top of the few that eventually move on from 

outpatients to ED. Those due to start, or who are already, in ED will be provided with more 

extensive ED-specific PC training elements based on recommendation from this study. To 

ensure compliance, the completion of this PCP training will be linked to performance 

aspects of their role by this featuring as a mandatory aspect within the staff personal 

development plans. 

At a national level, the work of primary contact ED physiotherapists falls under the 

umbrella of ‘advancing practice’, which, in turn, falls under the auspices of NHS England 

workforce, training and education’s Centre for Advancing Clinical Practice (‘the Centre’). 

There has been a recent move here towards ‘credentialing’ to define and capture evidence 

of competency for capabilities in particular areas. As the Centre endorses developed 

credentials and requires these to be delivered by higher education institutions, the author 

must seek to embed the study findings at the level of advanced education provision. It will 

therefore be necessary to ensure incorporation of study findings at the time that a specific 

ED credential, or bolt-on to the existing advanced musculoskeletal practice framework 

(Musculoskeletal Partnership Group, 2022), is created. This will necessitate close 

correspondence with the leading organisations commissioned to develop such content, 

including the Advanced Practice Physiotherapy Network (APPN), the Musculoskeletal 
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Association of Chartered Physiotherapists (MACP) and the Society of Musculoskeletal 

Medicine (SOMM). Success here would ultimately be constituted by the findings exerting 

influence at the national policy level. 

With the call for abstracts to present at the World Physiotherapy Congress in Tokyo, 2025 

opening in June 2024, a submission to present the findings of this study on this 

conference platform will be made as a route to influence practice and policy at the 

international level. 

Further areas for research have been highlighted based on the work of this thesis. There 

was a recommendation from the systematic review on the need for development of 

physiotherapy-specific person-centred frameworks to provide clear, research-based 

guidance on how to operationalise person-centred practice in multifarious 

musculoskeletal-adjacent settings such as ED. Given the rapid and extensive spread of 

traditional musculoskeletal outpatient physiotherapists into first contact physiotherapists 

in primary care, as well as ED, since that call was made, this recommendation becomes 

ever more pertinent. While the aim of this study’s systematic review was not to produce a 

framework, as such, it does provide a firm foundation for further research into 

musculoskeletal PCP in first contact physiotherapists for which research is currently 

lacking. To the author’s best knowledge there has not been to any research specifically 

investigating how physiotherapists and their patients experience person-centredness in 

primary care. Given the commitments to PCP within NHS publications and frameworks 

including the First Contact Practitioner and Advanced Practitioners in Primary Care: 

(musculoskeletal) A roadmap to practice, itself (HEE, 2021), as well as this now 

constituting part of professional requirements (Chartered Society of Physiotherapy, 2019), 

this area would appear ripe for future investigation. A mixed methods survey and in-depth 

interviews on PCP among first contact practitioners, as well as that for a patient-facing 

study, would be a possible approach. An alternative option might be to conduct focus 

groups involving first contact physiotherapists who work in primary care to capture the 

interactive elements between these clinicians at the vanguard of developing 

musculoskeletal practice. 
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Dear xxxx 
  
I am a physiotherapist currently completing a research project as part of my PhD with the 
Faculty of Health Sciences at the University of Hull. The aim of my study is to explore the 
views of Emergency Department Physiotherapists on person-centred practice. This will be 
achieved using an online survey with the option of follow-up interviews. The results may be 
used to develop a guidance/framework to assist in the delivery of person-centred care in the 
emergency department. 
  
I would be extremely grateful if you could disseminate the link to this survey to any first 
contact ED physiotherapists at your Trust. 
 
Please forward this survey link to the physiotherapist. 
https://insert link here once survey ready  
  
If you are not the best point of contact at the hospital, I would be grateful if you would 
forward this email to the appropriate individual. 
 
If you have any queries regarding this project, please do not hesitate to contact me: j.naylor-
2019@hull.ac.uk or my supervisor Dr Clare Killingback: c.killingback@hull.ac.uk  
  

Many thanks, 

John Naylor  

Clinical Lead Physiotherapist 

j.naylor-2019@hull.ac.uk  
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Appendix 9: Checklist linking survey questions to joint display 
(study 2) 

 

 

 

Checklist for all survey questions used in joint display 

Q Survey question 

 

Joint display link 
ST1.1, 1.2, 1.3, 1.4 
ST2.1, 2.2, 2.3 
ST3.1, 3.2, 3.3 

1.  consent  

2.  Establishing familiarity with PCP 

3.  Aware formal definition 

4.  Open text understanding PCP 1.1 1.3 1.4 2.2 3.3 1.2 

5.  Pre-reg training PCP 2.2      

6.  Non-tabulated post-grad training (narrative comment only) 2.2      

7.  Scale own PCP 0-10 2.1      

8.  how interested in training PCP 2.2      

9.  Importance in general PCP to effective PT practice 3.1      

10.  Importance physio aspects  Knowledge proficiency 2.2      

Interpersonal skills 2.2      

reflexivity 1.2 2.2     

11.  Importance patient-physio 

collaborative aspects 

Empowerment and self-mx 1.4      

Co-production/therapeutic relationships 1.4      

See person beyond patient  1.1      

12.  Importance environmental 

aspects 

Physical environment 3.1      

Coordinated HC delivery 3.3      

Philosophy and context practice environ 2.3      

13.  Importance patient journey 

aspects 

Unique journey of patient  1.1 3.3     

Ongoing self-management  1.4 1.2     

14.  PCP possible in ED 3.1 3.2     

15.  Open question barriers PCP in ED 1.3 2.3 3.1 3.2   

16.  Believe other ED PT colleagues try to be PC 2.1 2.3     

17.  Believe other ED non- PT colleagues try to be PC 2.1 2.3 3.3 1.2   

18.  demographics   
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Appendix 11: Reflexive log entry – challenges with open survey question (study 2)  
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Appendix 13: Health Research Authority NHS ethics approval 
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Mr John Naylor 
Clinical lead physiotherapist 
Hull University Teaching Hospitals NHS Trust  
Therapies centre, Hull Royal Infirmary 
Anlaby Road 
Hull, UK 
HU3 2JZ 

 
Email: approvals@hra.nhs.uk 

HCRW.approvals@wales.nhs.uk 

 
28 November 2022 
 
Dear Mr Naylor  
 
 
 
 
Study title: The experiences of patients attending the emergency 

department who were managed by physiotherapists. 
IRAS project ID: 317609  
REC reference: 22/YH/0260  
Sponsor Hull University Teaching Hospitals NHS Trust 
 
I am pleased to confirm that HRA and Health and Care Research Wales (HCRW) Approval 
has been given for the above referenced study, on the basis described in the application form, 
protocol, supporting documentation and any clarifications received. You should not expect to 
receive anything further relating to this application. 
 
Please now work with participating NHS organisations to confirm capacity and capability, in 
line with the instructions provided in the “Information to support study set up” section towards 
the end of this letter. 
 
How should I work with participating NHS/HSC organisations in Northern Ireland and 
Scotland? 
HRA and HCRW Approval does not apply to NHS/HSC organisations within Northern Ireland 
and Scotland. 
 
If you indicated in your IRAS form that you do have participating organisations in either of 
these devolved administrations, the final document set and the study wide governance report 
(including this letter) have been sent to the coordinating centre of each participating nation. 
The relevant national coordinating function/s will contact you as appropriate. 
 

HRA and Health and Care 
Research Wales (HCRW) 

Approval Letter 
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Appendix 16: Participant consent form (study 3) 

 

 

 



XLI 

Appendix 17: Interview guide (study 3) 
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Appendix 18: Reflexive log entry – data collection (study 3)  
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Step 2 – ‘generating initial codes - 257 labels relevant research 


