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Physiotherapists’ perceptions of patient adherence to prescribed self- management 

strategies: A cross-sectional survey of Australian physiotherapists. 

Abstract  

Purpose: Physiotherapists often prescribe self-management strategies for their patients. 

However, the effectiveness of these strategies in improving patient outcome is related 

to the rate of patient adherence. The aims of this study were to explore 

physiotherapists’ views on the importance and perceived rates of patient adherence to 

physiotherapist prescribed self-management strategies; the perceived importance of 

methods physiotherapists can employ to aid patient adherence and the barriers to 

employing these methods.  

Method: A cross-sectional web-based survey was emailed to 808 physiotherapist 

members of the Australian Physiotherapy Association. To maximise response rates, two 

reminder emails were utilised.  

Results: In total 352 physiotherapists completed the survey (response rate 44%). A 

majority of physiotherapists (89%) believed that patient self-management strategies 

were important in improving patient outcomes; however, the mean perceived rate of 

patient adherence across all strategies was only 67%. Physiotherapists reported that 

there were a number of important methods which can be employed to aid patient 

adherence such as providing patient education and allowing time for patient practice; 

with minimal perceived barriers to employing these methods.  

Conclusions: Results indicate that physiotherapists perceive that patient outcomes can 

be positively impacted by patient adherence to a range of self-management strategies. 

Physiotherapists should be encouraged to implement into their routine clinical practice 

evidence-based methods to aid patient adherence.  

Key words: Patient compliance, self-care, physical therapy, physiotherapy, survey, 

Australia 

 

  



Background 

The World Confederation for Physical Therapy state that physiotherapists are required 

to make recommendations for patient self-management (1). Self-management refers to 

“the ability of the individual, in conjunction with family, community, and healthcare 

professionals, to manage symptoms, treatments, lifestyle changes, and psychosocial, 

cultural, and spiritual consequences of health conditions” p.261 (2). Physiotherapist 

prescribed self-management strategies including exercise can contribute to improved 

patient outcomes (3, 4).  

A review of motor accident insurance data reported that the median number of 

physiotherapy services for whiplash patients was 15 consultations (5). Therefore, 

frequent contact with patients ideally place physiotherapists to initiate and follow-up 

with patients regarding their own role in injury management. It has been suggested that 

physiotherapists should encourage self-management early in the rehabilitative process 

to reduce treatment dependency (5). However, if evidence-based self-management 

strategies are to improve treatment outcomes, patients must adhere to them (6-9). 

Adherence refers to “ the extent to which a person’s behaviour… corresponds with 

agreed recommendations from a healthcare provider” (10).  The impact of poor 

treatment adherence is considered an important issue across a number of healthcare 

disciplines which includes physiotherapy (6). Systematic reviews have suggested that 

only 30-67% of patients were completely adherent to their home physiotherapy 

programmes (8, 11).  

A further systematic review identified a range of factors which may influence adherence 

including: the lack of positive feedback from the therapist;  low patient self-efficacy; 

presence of depression; poor social support or activity and; greater number of perceived 

barriers to adherence (12).  The authors concluded that physiotherapists should be 

concerned about the attitudes, beliefs and barriers facing their patients and act 

collaboratively with them to design realistic treatment plans which are customised to 

patients’ life circumstances (12). Due to the multi-dimensional nature of non-adherence, 

the interventions to improve patient adherence with physiotherapy treatment are likely 

to be broad in spectrum (6). Therefore, physiotherapists should be aware of a wide 

range of interventions which may help to optimise patient adherence (6, 8).   



Self-management strategies prescribed by physiotherapists include advice, exercise, 

knee and elbow braces, taping and orthotics (4, 13-15).  However, there is a paucity of 

research examining physiotherapists’ perceptions of the importance of self-

management strategies in improving patient outcomes and the impact of poor patient 

adherence.  Unless physiotherapists perceive self-management strategies to be an 

important treatment adjunct and consider patient adherence to be an essential 

outcome determinant then the results of adherence research may be of little value 

clinically.  

The aims of this study were to assess physiotherapists’ perceptions regarding the: 

1. Importance of patient adherence to physiotherapist prescribed self-

management strategies in improving patient outcomes;  

2. Rate of patient adherence to a physiotherapist prescribed self-management 

strategy encountered in their practice; 

3. Importance of methods employed to increase patient adherence to a 

physiotherapist prescribed self-management strategy and the;  

4. Barriers to employing methods to aid adherence.  

Methods 

Study Design  

We conducted a cross sectional web-based survey among practising physiotherapist 

members of the Australian Physiotherapy Association (APA). Ethics approval for the 

survey was granted through the University of Newcastle, (Australia), Human Research 

Ethics Committee. 

Participants 

The APA ‘find a physio’ web-link was used to identify potential participants (available at: 

http://www.physiotherapy.asn.au/apawcm/controls/findaphysio.aspx.).  The APA is a 

national, professional organisation representing the interests of physiotherapists within 

Australia which maintains a publically accessible electronic database of physiotherapists. 

Previous national survey research has accessed representative samples of 

physiotherapists via the professional registration databases associated with state-based 

http://www.physiotherapy.asn.au/apawcm/controls/findaphysio.aspx


physiotherapy boards in Australia (16). With the recent move to a single national 

Physiotherapy Board of Australia (PhysioBA), accessing member mailing lists or initiating 

survey delivery through the PhysioBA now breaches privacy regulations. These changing 

administrative processes mean that, alternative approaches to accessing representative 

views of physiotherapists were required in Australia (17). Survey distribution through 

the professional association, APA, was seen as a way forward (18). Eligible 

physiotherapists included any physiotherapist regardless of scope of practice, who were 

located within 150km radius of each Australian state and territory capital city. These 

parameters were chosen to locate the broadest range of listed members, with the 

minimal inputs required by the search engine being postcode, state/territory and radius. 

We selected the post code for the capital city (to make this uniform across all states/ 

territories) and 150km was the furthest radius that was accepted by the search engine. 

Eligible physiotherapists were also required to work clinically more than 15 hours during 

an average week, and who had an adult caseload of 80% or greater.  

Materials 

An electronic survey method was developed for this study based on response rates of 

previous electronic survey studies (14, 19, 20). A survey method was used in preference 

to focus groups or interviews to capture the views of a large nationally representative 

sample of physiotherapists (21, 22).  

The survey questions were identified and developed by a team of health professionals 

experienced in health behaviour research, including survey studies (23-25).   The survey 

was then pilot tested for acceptability and feasibility using an expert panel of health 

behaviour researchers and physiotherapists before the final survey was sent to 

participants. 

The survey included socio- demographic questions and a number of additional questions 

regarding:  

Perceived importance of self-management strategies. Physiotherapists were asked to 

indicate the extent to which they agreed or disagreed with statements about the 

perceived importance of patient self-management strategies (including exercise, self-

taping, removable bracing and advice). Physiotherapists responded using a four point 

Likert scale (strongly agree, agree, disagree, strongly disagree). 



Perceived adherence:  Physiotherapists were asked to consider the last 10 patients to 

whom they prescribed exercise; self-taping; removable bracing; advice. They were then 

asked how many of these 10 patients they believed had adhered to more than 80% of 

this strategy (response options included; 0 to 10; or ‘have never prescribed this 

strategy’). 

Perceived importance of factors that affect adherence: Physiotherapists were provided 

with a list of factors which may affect patient adherence including patient 

characteristics, modifiable and non-modifiable; physiotherapist characteristics; 

characteristics of the self-management strategy; and social factors. Physiotherapists 

were then asked to rank these factors in order of importance (1 as most important and 5 

as least important).  

Perceived importance of methods used to aid patient adherence: Physiotherapists were 

provided with a list of methods to aid patient adherence including patient education, 

individualising the self-management strategy, patient practise, monitoring of adherence, 

social support, professional support and communication. Physiotherapists were then 

asked to rank these factors in order of importance (from 1 most important to 8 least 

important). 

Perceived barriers to employing methods to aid patient adherence: Physiotherapists 

were provided with a list of statements such as “I don’t have enough time to assess 

patient adherence”; “I have limited access to resources such as patient education 

materials”; Physiotherapists were asked to indicate the extent to which they agreed or 

disagreed with these statements using a four point Likert scale (strongly agree, agree, 

disagree, strongly disagree). A four point Likert scale (without a middle ‘neutral’ option) 

was used in preference to a five point scale in order to minimise neutral opinions; this 

technique is sometimes referred to as a ‘forced choice’ scale (26). 

Procedure  

The APA, ‘find a physio’ web-link was used to generate a list of potentially eligible 

physiotherapists that included their practice name, telephone number and e-mail 

address. Physiotherapists were contacted via e-mail to request completion of an online 

survey. The e-mail included a participant information statement with a web-link to the 

survey. Submitting the survey implied informed consent. All responses were 



anonymous.  The invitation e-mail was followed by two blanket reminder emails sent at 

two and four weeks after the initial contact. Participants could request a paper based 

survey if preferred.   

Data analysis  

Data analysis was conducted using the statistical software package, Stata® 14 (USA). 

Descriptive statistics (proportions and means) were calculated for the survey sample 

socio-demographics, and compared to Australian physiotherapy workforce data using 

one sample Pearson’s chi-square tests.  

“Agree” and “Strongly agree” responses to the closed questions of the survey were 

combined and reported as frequencies and percentages with 95% confidence intervals 

(95%CI). 

Rank order data are reported as frequency and percentage (95%CI) of first rank, and the 

mean score of importance (calculated by the overall total number of points awarded per 

item divided by the number of responses). 

Results 

Response rate 

Of the 2261 physiotherapists who met the initial geographical inclusion criteria 1250 

were excluded; 524 physiotherapists had no e-mail address listed; 221 physiotherapists 

were listed more than once due to working at two or more practices; and 505 who only 

had practice/ generic e-mail addresses listed.  Therefore, in total 1011 physiotherapists 

were e-mailed an invitation to complete the survey. Of these, 203 e-mails were returned 

as undeliverable.  Three hundred and fifty four physiotherapists returned surveys of 

which 352 were completed (response rate 44%).  The first two questions of the survey 

were screening questions to exclude those physiotherapists who did not meet the 

study’s inclusion criteria. Twenty-eight physiotherapists were excluded because they did 

not work clinically more than 15 hours per week; and 26 physiotherapists were excluded 

because adult patients did not represent more than 80% of their clinical case load. 

Therefore, 298 completed surveys were included in the data analysis.   

 

 



Physiotherapist sample 

Survey respondents had a similar socio-demographic profile to national physiotherapist 

workforce data collated by the Physiotherapy Board of Australia (27) and Health 

Workforce Australia (28) with respect to gender, domestic physiotherapy qualification 

and distribution of survey respondents from each state and territory (Table 2.1). 

However, compared to national data, a larger percentage of the survey respondents had 

post-graduate qualifications and worked in a metropolitan private practice. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 2.1: Comparison of socio-demographic characteristics of physiotherapist survey 

sample (n=352) to Australian physiotherapy workforce datasets  

 

 Survey 
sample 

Dataset source, date One-sample Pearson 
chi square 

  HWA, 
2012 

PhysioBA, 
2014 

APA, 
2014  

Coefficient p value 

% female 64% 69% 69% 69% 0.004 0.948 

% working > 15 
hrs/week 

92% - - 87% 0.011 0.916 

Mean years 
since 
qualification 

21-30 
years 

- - - - - 

% graduated 
Australia 

82% 85% - 85% 0.028 0.866 

% with post-
graduate 
qualifications 

48% 22% - 25% 0.168 0.681 

% working in 
private practice 

81% 41% 37% 63% 0.770 0.380 

State/territories: 

NSW 

Vic 

Qld 

SA 

WA 

Tas 

NT 

ACT 

Not stated 

 

28% 

20% 

19% 

12% 

13% 

4% 

2% 

2% 

 

29% 

26% 

19% 

8% 

12% 

2% 

1% 

2% 

 

29% 

25% 

15% 

8% 

12% 

2% 

1% 

2% 

4% 

 

- 

 

0.064 

 

1.000 

% metropolitan 95% 80% - 85% 0.160 0.689 



 

NB. The survey data was compared to data collected by the Physiotherapy Board of 

Australia (PhysioBA)(27), however, where this data was unavailable, data was compared 

to Health Workforce Australia (HWA) (28) or in the case of working hours to the 

Australian Physiotherapy Association (APA) (29) data.  

Key: – represents data that was not available from this source. 

 

Perceived importance of patient adherence to physiotherapist prescribed self-

management strategies and the perceived rate of adherence. 

More than 89% (95%CI 83-95%) of physiotherapists strongly agreed or agreed that 

adhering to physiotherapist prescribed self-management strategies was important in 

positively influencing patient outcomes (Table 2.2). Physiotherapists were invited to add 

any additional self-management strategies which they felt also positively impacted on 

treatment outcomes. Responses included self-massage (n=2), postural advice (n=5), 

cognitive-behavioural advice (n=1), walking/ general fitness programs (n=4), follow up 

management (n=1), weight management (n=1), increasing physical activity (n=1), group 

exercise (n=1) and other general well-being programs (n=2). 

The mean perceived rate of patient adherence for exercise programs was 70% (95%CI 

61-79%), self-taping was 64% (95%CI 55-73%), removable braces was 75% (95%CI 67-

83%) and following advice was 58% (95%CI 48-68%). 

 

 

 

 

 

 

 



Table 2.2: Frequency and percentage of physiotherapists who agree or strongly agree 

that treatment outcomes can be positively impacted by patient adherence to a range of 

physiotherapist prescribed self-management strategies (n=298). 

Treatment outcomes can be positively impacted 
by patients adhering to: 

 

Frequency 

(n) 

Percentage 
(95%CI) 

Independent exercise programs  295 99% 

(97-100%) 

Independent self-taping  265 89% 

83-95%) 

Use of removable bracing  283 95% 

(91-99%) 

Verbal or written advice  292 98% 

(95-100%) 

 

Physiotherapists ranked in order of importance, factors which they perceived as 

determining patient adherence to physiotherapist-prescribed self-management 

strategies. Table 2.3 presents the frequency with which each factor was ranked as the 

most important.  Modifiable patient characteristics were endorsed by the largest 

proportion of physiotherapists as the most important, followed by physiotherapist 

characteristics, characteristics of the self-management strategy and social factors 

including family support. Physiotherapists perceived non-modifiable patient 

characteristics to be the least important factor determining patient adherence to 

physiotherapist-prescribed self-management strategies. 

 

 

 

 

 



Table 2.3: Physiotherapists’ (n = 298) perceptions of the most important characteristic 

determining patient adherence to physiotherapist prescribed self-management 

strategies; listed by first rank frequency and percentage; and overall mean rank of 

importance out of 5. 

Characteristics determining patient 
adherence to physiotherapist 
prescribed self-management 
strategies 

Frequency 

(n) 

Percentage  

(95%CI) 

 

Overall 
mean rank 
of 
importance 

Patient characteristics – modifiable: 

including self-motivation, self-
confidence, belief the exercises will 
help, willingness to exercise 

98 33% 

(23-43%) 

 

2.2 

Physiotherapist characteristics: 

Including communication skills, use 
of reminders, time devoted to 
prescribing strategy, monitoring of 
adherence, skill and knowledge of 
physiotherapist 

95 32% 

(23-41%) 

 

2.3 

Characteristics of the self-
management strategy: 

including ease to complete, 
individualised to patient, lack of pain 
when completing, flexibility of 
strategy 

63 21% 

(16-26%) 

 

2.7 

Social factors:  

Including emotional support / 
encouragement from family / 
friends, work place support, 
assistance with household tasks (if 
needed) from family/ friends 

24 8% 

(7-9%) 

 

3.6 

Patient characteristics – non-
modifiable: 

Including age, gender, ethnicity, 
presence of co-morbidities 

18 6% 

(5-7%) 

 

4.1 

 Note: 1 is considered most important and 5 is considered least important. 

 



Perceived importance of methods employed to increase patient adherence to a 

physiotherapist prescribed self-management strategy. 

Physiotherapists ranked in order of importance methods to improve patient adherence 

to physiotherapist-prescribed self-management strategies (Table 2.4).  It was perceived 

that the more important methods included individualising the self-management strategy 

to the patient; providing patient education including clear rationale for the strategy, and 

practising the strategy within the consultation.  

Table 2.4: Physiotherapists’ perceptions (n=298) of the most important method for 

aiding patient adherence to physiotherapist prescribed self-management strategies; 

listed by first rank frequency and percentage; and overall mean rank of importance out 

of 8. 

Methods to aid patient adherence to 
physiotherapist prescribed self-
management strategies 

Frequency 

(n) 

Percentage 

(95%CI) 

Overall 
mean rank 
of 
importance 

Individualising the self-management 
strategy to the patient (e.g. reduction 
in complexity, tailoring to patient 
lifestyle, modification for pain 
response, individually tailored 
information) 

 125 42% 

(30-54%) 

 

2.2 

Providing patient education (either 
printed or verbal) including providing 
clear rationale for the strategy, 
expected outcomes, supportive 
materials or links to additional 
information  

86 29% 

(21-37%) 

 

2.8 

Practising the strategies within the 
consultation including physiotherapist 
demonstration, patient practice and 
feedback, checking the patient 
understands the instructions 

 57 19% 

(15-23%) 

 

3.0 

Physiotherapist communication skills, 
including active listening and being 
more empathetic or persuasive with 
the patient 

 12 4% 

(3-5%) 

 

3.8 

Providing professional support to the 
patient including motivational 
support/counselling, questioning the 

 7 2% 

(1-3%) 

4.8 



patient about barriers to adherence 
and ways to overcome these 

 

Monitoring of patient adherence, 
including use of reminders, follow up 
(face to face or via telephone), use of 
exercise diaries 

 5 2% 

(1-3%) 

 

5.4 

Addressing the general health of the 
patient, including referral to GP or 
Allied Health colleague regarding 
issues which may impact on 
adherence such co-morbidities, 
medication or diet 

 4 1% 

(1-2%) 

 

5.8 

Involvement of the patient’s support 
person, such as including them in the 
consultation, showing them how to 
assist with use of strategy (e.g. 
donning/ doffing brace), exercising 
alongside the patient. 

 2 1% 

(1-2%) 

 

6.4 

Note: 1 is considered most important and 8 is considered least important. 

 

Barriers to employing methods to aid patient adherence.  

Almost all physiotherapists [98% (n = 292; 95%CI 95-100%)] believed that they could 

change their patients’ adherence rate. However, 89% (n=265; 95%CI 83-95%) of 

physiotherapists responded that they believed patient adherence was a problem with 

their patients and that improving patient adherence was relevant to their clinical 

practice (99%- n=295/298; 95%CI 97-100%). 

Physiotherapists reported they had time to assess adherence (83%- n=247; 95%CI 76-

90%); time to use methods to aid adherence (82%- n= 244; 95%CI 74-90%); had 

sufficient knowledge/ skills in assessing patient adherence (84%- n=250; 95%CI 77-91%) 

and; employing methods to aid adherence (92%- n=274; 95%CI 87-97%). All 

physiotherapist respondents had access to patient education material (100%- n=298; 

95%CI 100%) and 87% reported that their patients received continuity of care by the 

same physiotherapist (n=259; 95%CI 80-94%).  

 

 



Discussion 

The principle findings of this national survey provides new evidence  that 

physiotherapists believe that patient self-management strategies are important, that 

the rates of adherence could be improved and that there are a number of methods that 

physiotherapists can employ to positively influence patient adherence.  

Physiotherapists overwhelmingly agreed that exercise, self-taping, removable braces, 

advice and other self-management strategies were important in improving treatment 

outcomes. This view is supported by earlier  research with regard to exercise (3, 4), 

taping (30), removable braces (31) and advice (32).  

Although physiotherapists agreed self-management strategies were important, they also 

reported less than optimal adherence rates. The perceived mean rate of patient 

adherence in this study ranged from 58% for advice to 75% for removable braces. It is 

typical of physiotherapy studies to report adherence rates of approximately 67-73% for 

exercise (7, 8, 33, 34), with varying rates of adherence for other self-management 

strategies including mitten wear in stroke (74%) (35), wearing of heel lifts (38%) (36) and 

splinting regimes (33%) (37). A qualitative study on non-adherence to home 

physiotherapy programs for osteoarthritis reported that there was a high degree of 

concordance between the physiotherapist assessments of adherence with the patient’s 

self-report of adherence (38). This suggests that physiotherapists may have a reasonably 

accurate perception of the likely level of adherence by their patients. Poor patient 

adherence has been linked to poor treatment outcomes (3, 4, 8). Therefore, the 

challenge for physiotherapists, who acknowledge less than optimal rates of patient 

adherence, is to research methods that they can integrate into clinical practice to aid 

adherence. 

Poor adherence may be due to a number of factors. Modifiable patient characteristics 

such as self-confidence and motivation were the most commonly reported factors 

affecting patient adherence in our study. This is supported by a systematic review which 

reported that low patient self-efficacy, depression, anxiety, greater perceived number of 

barriers to adherence and increased pain levels during exercise all had a negative impact 

on patient adherence (12). A qualitative study found that patients with a positive 

attitude towards exercise had greater motivation and adherence; while those who 



perceived the self-management strategy as effective were more likely to continue 

adhering (38).  

Respondents also perceived that physiotherapist characteristics can be an important 

influence on patient adherence.  This is supported by studies which showed that initial 

levels of adherence can relate to the relationship between the patient and 

physiotherapist particularly with regard to high levels of trust and a desire not to let the 

physiotherapist down (38, 39). It has been suggested that communication which 

enhances the physiotherapist-patient relationship is vital for achieving the desired 

treatment outcome (40). Therefore, physiotherapists should review the evidence related 

to best-practice communication skills. 

In addition, other studies have indicated the importance of characteristics of the self-

management strategy in determining adherence. For example, it has been reported that 

the most common reasons for non-adherence to exercise and chest clearance 

techniques was the time taken to complete the strategy (41, 42).  Therefore, it is 

important for physiotherapists to consider the characteristics of the self-management 

strategy when prescribing this to patients to promote adherence. Physiotherapists and 

patients should work collaboratively to evaluate individual considerations, identify 

barriers to adherence and design a patient-specific program that is acceptable and 

feasible (42). 

The survey results indicate that physiotherapists perceive that adherence could be 

improved by patient education including clear rationale for the strategy, expected 

outcomes and supportive materials. This is supported by a study on patients' 

perceptions of self-management of chronic low back pain which reported that the 

provision of education and support may improve patients’ ability to self-manage their 

condition (43).  It was also perceived by a majority of respondents that physiotherapist 

characteristics such as their communication skills, time devoted to patient self-

management and expert knowledge were important determinants of patient adherence. 

Consistent with this, a systematic review on patient-centred communication identified a 

number of communication skills to help clinicians engage better with patients such as 

listening more, asking questions and showing sensitivity to patients’ emotional concerns 

leading to increased patient participation in their care (44). 



One of the most encouraging findings of our study is that the majority of 

physiotherapists do not perceive that a lack of time, limited adherence knowledge, 

inability to discuss adherence, lack of continuity of care or limited resources as barriers 

to implementing methods to aid adherence. Physiotherapists overwhelmingly perceived 

that they could alter their patient’s ability to adhere and that it is relevant to 

physiotherapy practice. However, given that a majority of physiotherapists surveyed 

responded that adherence is a problem with their patients further research is needed to 

investigate whether methods to improve adherence are being implemented, and if so, 

why these are not positively influencing adherence.  

Limitations 

The main limitations of our study relate to sampling methods. We acknowledge that the 

survey distribution method excluded physiotherapists who were not members of the 

APA or with a listed e-mail address. The inclusion criteria may have restricted access to 

physiotherapists working in more rural locations. We were prevented on collecting data 

regarding non-responders due to limitations respecting the anonymity of the survey 

responders. However, we examined sample representativeness by comparing our survey 

sample with Australian workforce data from a range of sources (Table 2.1). The 

generalisability of results may be limited due to the majority of respondents being 

employed in a metropolitan area and almost half having post graduate qualifications.  In 

addition, due to the percentage of APA members working in private practice (Table 2.1) 

the data is slightly skewed towards the perceptions of private physiotherapy 

practitioners (although this was not statistically significant). Although we did not assess 

participants’ scope of practice, given that the majority of the physiotherapists worked in 

private practice, it is likely that a large proportion of the sample worked in  the 

treatment of musculoskeletal injuries, rather than cardio-respiratory or neurological 

conditions. 

Conclusions 

Results suggest physiotherapists perceive that patient outcomes can be positively 

impacted by patient adherence to a range of self-management strategies. However, 

physiotherapists perceive that the rates of patient adherence could be improved. 

Therefore, physiotherapists should be encouraged to assess patient adherence and 

implement evidence-based methods to aid adherence during routine clinical practice. 



This survey provides a good foundation in which future adherence research can be 

developed. 

Implications for physiotherapy practice 

The results of our survey provides new evidence that physiotherapists do consider a 

range of patient self-management strategies as important for improving patient 

treatment outcomes. However, the effectiveness of these strategies are dependent on 

patient adherence. Physiotherapists in our study perceive that patient rates of 

adherence could be improved which adds further support that clinical physiotherapists 

should review and incorporate best-practice adherence research into practice. These 

findings are consistent with a critical review on patient adherence which concluded that 

the assessment of patient adherence should be integrated into routine clinical practice 

(9). Physiotherapists should assess patients for barriers to adherence related to 

modifiable patient characteristics such as motivation and willingness to carry out the 

self-management strategy; as well as those related to the self-management strategy  

itself so that patients can easily incorporate it into their everyday lifestyles.  

Physiotherapists may be able to positively influence patient adherence by using 

methods to aid adherence such as patient education, supportive written material, and 

professional support in addition to the use of good communication skills and 

motivational techniques. If physiotherapists can adopt a collaborative approach with 

their patients to address barriers to adherence, patients may be more able to adhere 

leading to improved patient outcomes.   

Implications for physiotherapy research 

Further research should focus on the extent to which physiotherapists address patient 

adherence to self-management strategies during routine patient consultations, to 

investigate whether there is consistency between the perceptions of physiotherapists as 

reported in our study and what physiotherapists actually do in practice. Research into 

medicine adherence has indicated that patient adherence can be aided by using a frank, 

non-judgemental and open approach to asking about adherence; acknowledging how 

common non-adherence is; exploring barriers and facilitators to adherence; providing 

verbal and written evidence-based information without medical jargon; tailoring 

communication to suit the patient’s preferences for the quantity and style of 

communication; and a patient-centred approach with shared decision making as well as 



recognising that patient’s decisions may ultimately not be in accord with medical 

recommendations (45, 46). Given the positive attitudes towards methods to aid 

adherence demonstrated in this study, there is a need to examine the extent to which 

such methods are effective in physiotherapy practice, and whether or not they are used 

routinely by physiotherapists.  
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