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Background. Integrated models of care are recommended for people with knee osteoar-
thritis (OA). Exercise is integral to management, yet exercise adherence is problematic.
Telephone-based health coaching is an attractive adjunct to physical therapist–prescribed
exercise that may improve adherence. Little is known about the perceptions and interpreta-
tions of physical therapists, telephone coaches, and patients engaged in this model of care.

Objectives. The purpose of this study was to explore how stakeholders (physical thera-
pists, telephone coaches, and patients) experienced, and made sense of, being involved in an
integrated program of physical therapist–supervised exercise and telephone coaching for
people with knee OA.

Design. A cross-sectional qualitative design drawing from symbolic interactionism was
used.

Methods. Semistructured interviews with 10 physical therapists, 4 telephone coaches, and
6 patients with painful knee OA. Interviews were audiorecorded, transcribed, and analyzed
using thematic analysis informed by grounded theory.

Results. Four themes emerged: (1) genuine interest and collaboration, (2) information and
accountability, (3) program structure, and (4) roles and communication in teamwork. Patients
reported they appreciated personalized, genuine interest from therapists and coaches and
were aware of their complementary roles. A collaborative approach, with defined roles and
communication strategies, was identified as important for effectiveness. All participants high-
lighted the importance of sharing information, monitoring, and being accountable to others.
Coaches found the lack of face-to-face contact with patients hampered relationship building.
Therapists and coaches referred to the importance of teamwork in delivering the intervention.

Limitations. The small number of physical therapists and telephone coaches who deliv-
ered the intervention may have been biased toward favorable experiences with the interven-
tion and may not be representative of their respective professions.

Conclusions. Integrated physical therapy and telephone coaching was perceived as ben-
eficial by most stakeholders. Programs should be structured but have some flexibility to give
therapists and coaches some freedom to adjust treatment to individual patient needs as
required. Opportunities for visual communication between telephone coaches and patients
could facilitate relationship building.
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Knee osteoarthritis (OA) is a com-
mon chronic disease, affecting
around 24% of the adult popula-

tion.1 It is a significant cause of knee pain
in older people, often results in physical
disability, and has considerable impact
on quality of life. Knee OA has no cure,
thus clinical guidelines advocate a com-
bination of pharmacological and non-
pharmacological treatment strategies.2

Due to disease chronicity, guidelines rec-
ommend a focus on self-help and patient-
driven treatments rather than on passive
therapies delivered by clinicians. Experts
agree that management of OA should be
personalized and involve shared decision
making,3 taking into account the
patient’s wishes and preferences. An
integrated package of care, rather than
single treatments delivered in isolation
or succession, also is recommended.3

Exercise is recognized as a core compo-
nent of conservative management of
people with OA because of its beneficial
effects on pain and physical function.4

Additionally, exercise and physical activ-
ity may confer broader systemic health
benefits. Physical therapists are a com-
mon provider of tailored exercise pre-
scription for patients with knee OA in
the clinical setting. However, external
funding and service constraints often
influence physical therapist consulta-
tions. Thus, consultations are typically
limited to a small number of visits, usu-
ally over a relatively short time frame and
with little long-term follow-up.5 In addi-
tion, use of motivational strategies and
behavior change techniques that are tai-
lored to meet individual preferences and
that facilitate different people to adhere
to prescribed exercise can be challeng-
ing in a time-limited physical therapy
consultation and difficult for physical
therapists to administer in the absence of
specific training in these techniques.
Research has shown that benefits of
exercise for people with knee OA disap-
pear over time once exercise participa-
tion is stopped.6 Reduced exercise par-
ticipation is particularly likely to occur
once patient contact with the clinician
supervising the exercise program has
ceased. Both patients with OA and health
professionals have identified the need for
better support for self-management to
help people with OA manage their con-

dition more effectively and appropri-
ately.7 Thus, strategies and models of
care that promote patient-centered sup-
port and long-term exercise adherence
are essential components for OA chronic
disease management.8

Adherence to exercise programs often
requires substantial behavior change in
order to accommodate regular exercise
participation into daily life, particularly
for people with chronic musculoskeletal
pain. Telephone contact and reinforce-
ment by another individual (other than
the clinician prescribing exercise) can
facilitate exercise adherence and mainte-
nance.8 Health coaching is increasingly
used for chronic disease prevention and
self-management in the public and pri-
vate health care sectors to improve
adherence to treatment recommenda-
tions and to facilitate health behavior
change. Health coaching involves a per-
son, usually a health professional,
actively assisting an individual with a
chronic disease to change his or her
health behaviors in a collaborative and
individualized manner.9 Health coaching
interventions typically integrate a range
of complementary health behavior
change theories and principles. A sys-
tematic review concluded that there is a
solid evidence base supporting the effi-
cacy of telephone coaching for improv-
ing physical activity levels.10 Thus, the
use of telephone coaching to comple-
ment physical therapy for the treatment
of people with knee OA is an attractive
possibility for improving long-term
adherence to exercise. However there
has been limited research evaluating tele-
phone coaching for people with knee
OA,11–13 including the integration of tele-
phone coaching with physical therapy as
a model of care.

In addition, little is known about how
people involved in delivering or receiv-
ing exercise or telephone coaching inter-
ventions for knee OA experience and
make sense of these interventions. Qual-
itative research examining the views of
patients with chronic heart disease about
health coaching highlights the impor-
tance of the interpersonal relationship
between the health coach and patient.14

Patients with chronic obstructive pulmo-
nary disease found telephone coaching

acceptable and reported that coaching
increased their motivation and assisted
with strategies for making and sustaining
beneficial health changes.15 However,
there are no qualitative studies of the
perspectives of people with knee OA
about telephone coaching. Thus, it is
unclear whether such an intervention
may be a useful adjunct to physical ther-
apy in this patient group. A central prem-
ise of personalized and integrated care is
that each health professional under-
stands how other disciplines within the
team interact with each other and com-
plement their contribution to individual
patient management.16 Despite calls for
integrated and multidisciplinary care of
people with OA,17 there are no qualita-
tive studies examining stakeholders’ per-
spectives, understanding, and beliefs
about the efficacy of combining tele-
phone coaching with physical therapy
for treating patients with knee OA. Such
information will assist in the develop-
ment and modification of novel models
of care for delivering exercise to people
with knee OA.

We conducted a qualitative study along-
side a randomized controlled trial (RCT)
evaluating the efficacy of adding tele-
phone coaching to a physical therapy
program of exercise and physical activity
for people with knee OA.18 The aim of
the qualitative study was to explore how
key stakeholders (physical therapists,
telephone coaches, and patients) experi-
enced, and made sense of, being
involved in delivering or receiving an
integrated physical therapy and tele-
phone coaching intervention.

Method
Design
We conducted a cross-sectional qualita-
tive study drawing from symbolic inter-
actionism. As this research was aimed at
exploring how participants perceived
and made sense of their involvement in
an integrated physical therapy and tele-
phone coaching intervention, a qualita-
tive research design was used, drawing
from the social theory of symbolic inter-
actionism.19,20 Symbolic interactionism
emphasizes the importance of symbols
and the interpretive processes that are
inherent within human interactions. It
provides a theoretical framework for
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interpretive understanding, with special
attention paid to context and purpose of
interactions.21 The essence of symbolic
interactionism is “subjective meaning”
and interpretation,22 and the approach is
based on the premise that people con-
struct perceptions and meanings from
their interactions with others.

Sampling Methods
Three groups of participants were
recruited as key informants from our
large RCT18: (1) patients with knee OA,
(2) physical therapists, and (3) telephone
coaches. Sequential purposive sampling
was used to recruit people with knee OA
who had been allocated to receive both
physical therapy and telephone coaching
in the RCT and had completed the
6-month intervention. We approached 8
patients representing both sexes, a range
of ages, and varying levels of symptom-
atic severity and exercise adherence. All
physical therapists (n�13) and most tele-
phone coaches (n�4/5) who delivered
interventions in the RCT were invited to
participate (one telephone coach
resigned due to health reasons). Physical
therapists and telephone coaches were
approached to participate after the inter-
vention phase of the RCT was finished
for all 168 trial participants.

Participants
All participants provided written
informed consent to participate in the
qualitative study. Selection criteria for
entry into the larger RCT for participants
with knee OA have previously been
described.18 Briefly, these criteria includ-
ed: (1) average knee pain �4 on an
11-point numeric rating scale (0�“no
pain,” 10�“worst pain possible”); (2)
American College of Rheumatology clin-
ical classification criteria for knee OA23

(any 3 of the following criteria: 50 years
or older, stiffness lasting less than 30
minutes, crepitus felt on passive or
active movement of the knee, bony ten-
derness, bony enlargement, or no
warmth to touch); and (3) classification
of “sedentary” or “insufficient physical
activity time” according to the Active
Australia Survey.24 Physical therapists
with at least 2 years of postgraduate mus-
culoskeletal practice experience and
working in private practice in a range of
geographical locations around Mel-

bourne, Australia, were recruited to
deliver physical therapy. Telephone
coaches were recruited from health pro-
fessionals willing to undertake, or who
had completed, a training program by
HealthChange Australia to develop skills
in behavior change support and be
involved in the trial.

Interventions
The protocol for the physical therapy
program and the telephone coaching
intervention has been previously pub-
lished.18 Briefly, physical therapists were
trained in the delivery of a structured
exercise and physical activity program.
The program was delivered over five
30-minute consultations in weeks 1, 3, 7,
12, and 20 of a 6-month period. Struc-
tured exercise comprised 4 to 6 individ-
ualized lower limb exercises (performed
3 times per week) from a standardized
set, including at least 3 knee extensor
strengthening exercises and at least 1 hip
abductor strengthening exercise. The
remaining optional 1 or 2 exercises
could be chosen from other exercises in
the set or could be any exercise of the
physical therapist’s choice to address an
impairment or functional deficit related
to the participant’s knee problem. The
therapist prescribed exercises and dos-
ages based on assessment findings. Ther-
apists also advised participants to
increase their general physical activity
levels.

People with knee OA were provided
with an information booklet explaining
the benefits of exercise and physical
activity for OA, as well as information
about behavior change support pro-
cesses. Telephone coaching calls were
provided 6 to 12 times over the 6-month
period, with calls occurring in weeks 2,
4, 8, 13, 21, and 25, and the remainder at
the discretion of the coach, physical
therapist, and patient. The duration of
telephone calls averaged 28 minutes
(SD�13). The behavior change model
underpinning the telephone coaching
intervention was HealthChange Method-
ology (HealthChange Australia). Health-
Change Methodology operationalizes
and integrates theories and principles
that are commonly used as the basis for
complex behavioral interventions and
that have an impact on health literacy,

readiness, motivation, and self-efficacy to
follow treatment advice.25–27 It is a deci-
sion framework for integrating patient-
centered information exchange and
behavior change principles and pro-
cesses into clinical practice and pro-
grams to improve patient adherence to
clinical recommendations. The model
addresses 3 crucial components of facil-
itating behavior change9: (1) effective
information exchange, (2) assistance to
form behavioral goal intention, and (3)
helping to convert intention into action
and maintenance. The approach draws
on principles and techniques used in
motivational interviewing, solution-
focused counseling, and cognitive-
behavioral therapy.

All health coaches undertook 3 days of
training by HealthChange Australia and
mentored skills practice prior to trial
commencement. An additional day of
training by project research staff familiar-
ized the health coaches with trial proce-
dures and provided basic education on
OA pathology and the role of exercise.
The coaches also were provided a copy
of the same information booklet given to
the patients. Written information
exchange between the telephone
coaches and physical therapists occurred
to facilitate an integrated model of care.
Following each physical therapy and
telephone coaching session, therapists
and coaches were asked to complete an
online form outlining topics discussed
and problems experienced by the partic-
ipant (if any), plus other relevant infor-
mation, such as goals identified, adher-
ence to the exercise program, and other
general physical activity plans. Com-
pleted forms were made accessible via
the Internet using a secure site for shar-
ing information. Coaches and therapists
were asked to read each other’s entries
prior to their session with the patient.

Data Collection and
Management
Data was collected via semistructured
individual interviews. This method
was chosen to allow each participant to
provide rich information from his or
her own perspective and experience.28

Interview questions were designed to
examine how participants understood
specific aspects of the intervention,
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as well as to enable them to describe,
in their own words, their perceptions,
interpretations, and experiences of
being involved (through open
questions).

The same investigator (P.K.C.) con-
ducted (mostly over the telephone) and
transcribed all interviews. Interview top-
ics (Appendix) were developed with ref-
erence to the integrated program goals
and included beliefs about the role of the
telephone coaching component of the
program, perceptions about the interac-
tion of the coaching protocol with the
physical therapy protocol, reflections
about the communication strategies used
between the physical therapist and
telephone coach, and perspectives on
barriers to implementation of an inte-
grated physical therapy and telephone
coaching intervention. Interviews were
audiotaped.

Drawing from the overarching theory of
symbolic interactionism, participants
were encouraged to provide, in their
own words, their experience, percep-
tions, and beliefs about the integration of
physical therapist–delivered exercise,
physical activity advice, and telephone
coaching. The deliberate link between
the research design and interview
method is an example of theoretical
rigor.29 Clear descriptions of data man-
agement and processes of analysis dem-
onstrate procedural and interpretive
rigor. Pseudonyms were assigned to the
participants for confidentiality purposes.
All data were de-identified and stored in
digital format on a password-protected
university server.

Data Analysis
In accordance with the theoretical
stance of symbolic interactionism, the
data were thematically analyzed drawing
from 2 key tenets of grounded the-
ory.30,31 The first involved the systematic
and structured way of engaging with the
data. The second involved an emphasis
on the interplay and constant compari-
son between the data and the analytic
process.32 In analysis guided by
grounded theory, the first step involves
the process of open coding, consisting of
line-by-line analysis of all of the facets
that appear as important or interesting to

the research question.30 The same expe-
rienced qualitative researcher (C.M.D.)
initially read and re-read transcripts to
identify content within the data that
appeared important or interesting to the
research question.30 The next step in the
analytic process involved segmenting
data into descriptive categories, where a
category represented a unit of informa-
tion composed of ideas and instances.30

For example, many patients mentioned
the importance of the coach or the ther-
apist understanding their specific and
individual needs. Based on the theoreti-
cal stance that people construct meaning
from their experience,33 the analytic pro-
cess at this stage involved asking ques-
tions of the data, including: “Why do
patients focus on a need for the coach
and the therapist to understand them?”
and “Under what conditions does this
seem important to them?” The category
of genuine interest was developed to dis-
cuss these findings. A second researcher
(P.K.C.) read the transcripts and con-
firmed these categories.

From this initial data categorization, the
next analytic step, known as axial or the-
oretical coding, encouraged connections
to be made between a category and its
subcategories and involved building ana-
lytic categories that reconceptualized
the initial codes.34 Each of these steps of
analysis also was influenced by an overall
approach of constant comparison where
information from the data is compared
with emerging categories35 and coded
concepts are cross-referenced with the
data as a whole to both expand and
refine the conceptual explanations.36

Discussion between 2 researchers
(C.M.D. and P.K.C.) generated a com-
plete list of categories and themes,
which were subsequently reviewed and
discussed with all members of the
research team to reach consensus about
the coding framework and final themes.
All analytic steps were done using stan-
dard word processing rather than quali-
tative analysis software. Data saturation
was reached in the physical therapist and
patient transcript analysis, as the coding
categories remained stable and no new
categories or themes emerged in the final
transcripts.29 There were fewer tele-
phone coaches interviewed, and data sat-

uration was not as clearly defined in
these transcripts.

Role of the Funding Source
This study was supported by funding
from the National Health & Medical
Research Council (Program Grant
#631717). Dr Hinman is supported by
Australian Research Council Future Fel-
lowship (FT130100175). Dr Bennell is
supported by a National Health & Medi-
cal Research Council Fellowship
(#1058440).

Results
Participant Descriptive Data
We approached 8 patients with knee OA,
and 6 (75%) participated. Reasons for
declining participation included being
too busy (n�1) and family illness (n�1).
Two physical therapists declined to par-
ticipate due to time commitments, and 1
physical therapist failed to respond to
the invitation, leaving 10 physical thera-
pists (77%). All 4 telephone coaches
(100%) agreed to participate. Character-
istics of the patients with knee OA, phys-
ical therapists, and telephone coaches
are provided in Tables 1, 2, and 3,
respectively. The mean age of the
patients with knee OA was 62 years, and
50% (n�3) were female. Average knee
pain and physical function at entry into
the RCT (based on the Western Ontario
and McMaster Universities Osteoarthritis
Index37) indicated mild to moderate OA
symptoms. The physical therapists had
an average of 19 years of clinical experi-
ence, and half were female. The tele-
phone coaches, representing 3 distinct
health care disciplines, were relatively
inexperienced in telephone coaching,
with only 2 telephone coaches (50%)
reporting prior coaching experience.

Summary of Themes
Four main themes emerged from the the-
matic analysis of interview transcripts
across all 3 participant groups. These
themes represent “repeated patterns of
meaning”38 derived from each of the par-
ticipants’ descriptions of their under-
standing and experience of participation
in the integrated intervention. They
were: (1) genuine interest and collabora-
tion, (2) information and accountability,
(3) program structure, and (4) roles and
communication in teamwork (Tab. 4).
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Each of these themes is discussed below
according to how they emerged from
each of the 3 participating groups.

Theme 1: genuine interest and
collaboration. Patients with knee OA
appreciated the personalized and genu-
ine interest from the physical therapist
or health coach and were aware of the
benefits of their complementary roles.
This sense and appreciation of personal-
ized attention was further clarified by
some patients’ negative comments when
the coach or therapist did not seem to

understand or connect with their per-
sonal circumstances (Tab. 4). Both phys-
ical therapists and coaches appreciated
how their participation afforded them
opportunities to collaborate. Physical
therapists noticed the positive impact on
patients of personalized attention from
the telephone coach and from the advice
and education they provided in their
clinical role (Tab. 4).

Theme 2: information and
accountability. All 3 groups of partic-
ipants referred to the importance of giv-

ing and receiving information and of
being monitored and, therefore, account-
able to someone else. The impact of this
feeling of accountability was to increase
their motivation to exercise. Patients
with knee OA described feeling account-
able to their physical therapist and not
wanting to let down the therapist. They
felt a sense of responsibility to meet the
set goals. Similarly, some patients
described a sense of accountability to the
telephone coach because the coach
seemed to genuinely care about their
progress. This sense of accountability
was strongly influenced by whether they
perceived the attention from either the
coach or therapist to be genuine and
tailored to their situation, as described in
the first theme. Coaches recognized the
value of monitoring and encouraging
patients to develop their own under-
standing of the links between exercise
and decreased pain. Physical therapists
commented on the positive impact of
information, education, and structured
monitoring on patients’ adherence to
exercise. Physical therapists reported a
renewed appreciation of the positive
therapeutic impact of giving clear infor-
mation and monitoring progress as a
result of the protocol requirement to
provide explicit and specific monitoring
of patients’ progress and specific educa-
tional advice. For many therapists, their
participation in the trial represented a
form of professional development. Tak-
ing direction from a specific treatment
protocol freed the therapists to notice
and reflect on the impact of the interven-
tions. They discussed how the combina-
tion of exercises and education about OA
worked to empower patients and
improve their motivation and adherence.

Theme 3: program structure. Partic-
ipant groups expressed both positive
and negative perceptions of the defined
structure and program of exercises. The
structured program enabled patients
with knee OA to incorporate the pre-
scribed exercises into their daily sched-
ules. They found the exercises simple to
do and were aware that the physical ther-
apist would follow up on their progress.
However, simplicity and repetition were
expressed as sources of frustration, and
some patients found the exercises either

Table 1.
Characteristics of Patients With Knee Osteoarthritis (n�6)

Pseudonym Age (y) Sex
Knee
Paina

Physical
Functiona

Quality of
Lifeb Distressc

Mary 60 Female 6 26 0.4 20

John 64 Male 4 18 0.7 24

Peter 63 Male 6 34 0.7 14

Sally 63 Female 7 26 0.8 2

Lisa 50 Female 4 27 0.9 2

Tom 69 Male 5 13 0.9 14

X (SD) 62 (6) 5 (1) 24 (7) 0.7 (0.2) 13 (9.1)

a Based on Western Ontario and McMaster Universities Osteoarthritis Index37 scores at baseline
assessment for the randomized controlled trial, where pain scores range from 0 to 20 and function
scores range from 0 to 68, with higher scores indicating worse outcomes.
b Based on Assessment of Quality of Life44 instrument version 2 scores at baseline assessment for the
randomized controlled trial, where scores range from 0 to 20 and function scores range from �0.04 to
1.00, with higher scores indicating better outcomes.
c Based on Depression, Anxiety and Stress45 scale scores at baseline assessment for the randomized
controlled trial, where scores range from 0 to 42, with higher scores indicating greater levels of
distress.

Table 2.
Characteristics of Physical Therapists (n�10)

Pseudonym Age (y) Sex
Clinical

Experience (y)
No. of Participants

Treateda

James 50 Male 28 1

Karen 66 Female 42 3

Nancy 48 Female 20 4

Julie 41 Female 18 3

Paul 58 Male 24 1

Matthew 33 Male 12 7

Emily 25 Female 3 7

Brian 44 Male 22 16

Robert 37 Male 14 9

Sarah 33 Female 10 8

X (SD) 43 (13) 19 (11) 6 (5)

a Number of participants in the integrated physical therapy and telephone coaching arm of the
randomized controlled trial who were treated by each therapist.
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boring or irrelevant to their lifestyle
(Tab. 4).

Similarly, some physical therapists
thought the structure and specified tim-
ing of the exercise program restricted
their capacity to modify exercises and
provide adequate follow-up. However,
most comments by physical therapists
about the exercise regimen were posi-
tive. Being obliged to follow a structured
protocol allowed them to experience a
different OA treatment regimen than
what they typically used in clinical prac-
tice and to observe and learn from the
impact of the defined exercise protocol
on patient progress. Although many
physical therapists commented on the
benefits of an externally imposed treat-
ment structure, the protocol was also a
source of conflict between the thera-
pists’ perception of their usual clinical
role to independently decide appropri-
ate treatment and their role in the
research study to adhere to the standard-
ized treatment protocol (Tab. 4).

Telephone coaches appreciated the
structure provided by the intervention
protocol. Their comments about the
structure of the exercises, and how
patients included them into their daily
routine, resonated closely with patients’
descriptions. However, telephone
coaches found the set protocol of using
only telephone-based communication
and lack of face-to-face contact with their
patients difficult and felt that this proto-
col hampered their ability to establish
their normal rapport and build effective
relationships with their patients (Tab. 4).

Theme 4: roles and communication
in teamwork. Both the physical ther-
apists and the telephone coaches
referred to the importance of teamwork
in delivering the integrated intervention
(Tab. 4). They discussed ideals of team-
work as “sharing a similar philosophy”
(Rachel), “working as a tandem” (Patri-
cia), “having a mutual understanding,”
(Rachel) and “emphasising the same
treatment” (Julie) with “the client as the
central character” (Patricia). Patients did
not explicitly identify the importance of
teamwork, but they did notice and com-
ment if physical therapists and coaches
were markedly different in their thera-
peutic approaches or goals.

Some therapists expressed ambivalence
as to the role of the telephone coach and
queried whether a second professional
was necessary to fulfill the health coach
role (Tab. 4). Some therapists felt that
health coaching was part of their profes-
sional role as physical therapists and,
therefore, part of their usual clinical
practice. However, even where physical
therapists were uncertain about the need
for the health coach, they recognized
that reinforcement of health messages
from another clinician could be valuable.
Coaches also commented on the comple-
mentary, yet overlapping, roles of the
physical therapist and the coach with
respect to goal setting. Some experi-
enced the overlap as a source of conflict
or friction if the clinicians were not
working from the same set of goals. Oth-
ers noticed reluctance from the patients
to talk about physical activity, as the
patients felt that was the physical thera-
pist’s role, not the coach’s role.

Some therapists thought that they could
perform the coach role, whereas others
thought having a separate coach freed
them up to focus on other treatment
aspects (Tab. 4). Almost all coaches and
therapists commented that the necessary
teamwork was less likely to succeed if
communication processes were not
clearly prescribed or if the coach or
physical therapist did not recognize or
support each other’s goals or use the
communication structure in place. All
coaches and therapists recognized that
for integrated care to be effective, com-
munication needed to be collaborative,
patient-centered, and consistent, even
though different views were expressed
about the preferred medium of commu-
nication (including face-to-face, email,
and via the Web-based protocol).

Discussion
Although treatment of people with knee
OA should be delivered as an integrated
package of care,3 physical therapy for
people with knee OA usually occurs in
isolation and with little interaction with
other health care providers. In light of
this fact, and the poor long-term adher-
ence of patients to exercise,39 we pro-
posed a novel model of care that inte-
grates telephone health coaching with
physical therapist–supervised exercise.
This qualitative study explored how par-
ticipants perceived and made sense of
their involvement in delivering or receiv-
ing this package of care.

Genuine interest was highly valued by
patients and by therapists and coaches
who recognized positive effects of close
interest and attention to a patient’s

Table 3.
Characteristics of Telephone Coaches (n�4)

Pseudonym Age (y) Sex
Clinical

Experience (y)

Health
Coaching

Experience (y) Profession

No. of
Participants

Treateda

Nicole 33 Female 11 3 Occupational therapist 13

Laura 39 Female 16 0 Nurse 23

Rachel 36 Female 4 4 Health psychologist 12

Patricia 58 Female 36 0 Nurse 21

X (SD) 42 (11) 17 (14) 2 (2) 17 (6)

a Number of participants in the integrated physical therapy and telephone coaching arm of the randomized controlled trial who were treated by each
therapist.
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Table 4.
Key Themes and Illustrative Quotes

Patients With Knee Osteoarthritis Physical Therapists Telephone Coaches

Theme 1: Genuine interest and collaboration

“The fact that they were genuinely, or seemed genuinely,
interested and were monitoring your progress, you
know what I mean, and you sort of go back to your
health coach, for example, and you feel a little bit
proud that you’ve achieved what you, what’s been set
for you, to achieve, and similarly with the physio
[physical therapist], you know, I’d say ‘I’ve done it’
with a big smile on my face.” (Tom)

“I think it really pushed the treatment model
into a newer type of collaborative model,
which was very interesting. I think that’s the
way to go.” (Matthew)

“I think generally they’ve got a sense that
they felt supported, you know, by the
2 of us, and they had this kind of
relationship, it was a personal kind of
relationship because it was one-on-
one, and we were both kind of batting
for them a bit.” (Patricia)

“I thought, for me, it was beneficial to have both.
Initially, I thought no, one’s enough, I don’t need this
health coach, but I think putting the 2 together, I
think it was beneficial, and it was good. They sort of
complemented each other in different ways. Yeah, like
I said, one was a pure business-type person, and the
other was a very personal person, so they did
complement each other, and it worked for me.” (John)

“My participant, I recall, got a good deal of
benefit from the coaching, if I remember
rightly, so that I think was really good
backup. I guess I think. . .accurate
instruction by the physio [physical
therapist], good materials to take home,
plus the phone coaching, I think is a good
combination.” (Karen)

“I think a lot of people just feel, you
know, they have a bit of a warm and
fuzzy about having the support sort of
thing.” (Rachel)

“It was just hopeless. She rings up for a chat, and I don’t
think she was bossy enough, or clear enough about
‘Now we’re going to have a conversation, and this is
what we have to achieve out of this session.’ It was a
chat.” (Sally)

“Sometimes you have your own delivery
method, and that works for you with a
certain patient cohort but doesn’t work well
for a different group and the way someone
else says it works better, so I can see the
benefits of it (telephone coaching) being
the same person. I can also see times when
it would be better to come from somebody
else.” (Brian)

“With the knee, I suppose I was imagining there’d be
more a hands-on assessment of my knee, and it was
just really ‘How are you going with the exercises?’ ‘Are
you doing them?’ ‘Aren’t you, and how can you do it
so it’s not as painful?’” (Mary)

Theme 2: Information and accountability

“There were techniques for how to motivate yourself to
do the exercises, and that was good, that was very
good, because as I said, knowing that someone’s
assessing you, I suppose, makes you more, made me
more, responsible for doing the exercises.” (Mary)

“A lot of them found the accountability quite
effective because there was someone apart
from the physio [physical therapist],
especially when you start to get the big 8-
week blocks, you know, and you don’t hear
from anyone. When you know the health
coach was there, and the health coach
could have a few extra sessions in between
if there were issues, which made that
helpful as well.” (Emily)

“A lot of them at the end would say that
they had learned, you know, they
hadn’t realized they could have done
all these things, and now they. . .you
know, I thought just that they had
more control over it themselves.”
(Laura)

“I know now it’s going to be for my benefit. I keep on
doing these exercises. . .if I stop, pain comes on again,
and I can’t do any activities.” (Peter)

“I think a big thing is spending that extra time
educating, you can see the difference that it
really does make.” (Emily)

“There were quite a few people who I
think the encouragement really, and
accountability, worked for them, and it
seemed to help them stick to the
exercise and the activity longer, and
those were the people that had that
‘aha’ moment that it really works,
yeah, but that’s what drives the long-
term change it does, it does start
something with encouragement and
support and that sort of thing, and
they all see for themselves or proving
to themselves that ‘Hey, this really
works, and I’m feeling much better,
I’m able to do more, and I’m stronger,’
so that’s the realization that’s going to
help them to reinitiate those changes
in the long term.” (Rachel)

(Continued)
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Table 4.
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Patients With Knee Osteoarthritis Physical Therapists Telephone Coaches

“The most important thing is listening to the physio
[physical therapist] and doing the exercises because he
motivated me to do the exercises. It was for my
benefit, right, so he kept on pushing me, ‘You have to
do it, gradual buildup, don’t go at once, start slowly,
work yourself up through the stage,’ and that advice
motivated me to do it.” (Peter)

“I liked the whole emphasis on the education
so the patient going away with the pack of
information that they can either choose to
read or not to read, but you’re going
through some of it with them, and I
thought the education was a good
emphasis because it’s really empowering
the client and letting them know that
they’re not just a helpless person that this
arthritis has come to, there’s things that
they can do, so I thought that was really
powerful.” (Nancy)

“I had some really great conversations
with people where they were really
noticing changes, and their pain was
better managed, and they were
enjoying walking or getting a bit of
exercise that they hadn’t previously
done, for whatever reason.” (Patricia)

“I was a bit skeptical at first and when the exercises came
I thought ‘hang on, this has got nothing to do with
the knee as far as I understand’ being ignorant, you
know. Now I sort of feel that ‘hang on, yeah there is a
difference’ because the work has paid off, the pain is
different pain and I feel that I can do things easier now
than I could a while back so I think there’s been a
benefit.” (John)

“I quite liked how there was, the handout and
then you know, the exercises and the follow
up was 2 weeks and then so on so I found
that quite helpful in terms of treating my
other patients as well and because I also did
see how effective it was for the majority of
the participants coming through, it was a
good a good testimony to say to other
clients.” (Emily)

“Part of it was an education role as well,
giving them some information and
education that was a component of it
as well, yeah, so encouraging,
mentoring, educating, things like
that.” (Patricia)

Theme 3: Program structure (positive perceptions)

“They (the exercises) were good because you could just
work your way up, you know, and make them harder.
They weren’t so difficult that you couldn’t do them
and you didn’t want to do them.” (Lisa)

“I like the goal setting sheet because that gets
them involved, and I like the questionnaires
pretreatment and the comparisons.”
(Matthew)

“So one guy, I think, was doing his
exercises when he was eating his
breakfast, so every day he would eat
his breakfast sitting at the table, so
he’d be able to do his knee extensions
under the table at that point in time.”
(Nicole)

“It’s part of life, it’s what I do. I get up in the morning, I
have a cup of coffee, I take my blood pressure
medication, then I go and do my exercises, and then I
come back and have breakfast, and that’s just become
a routine, which in a way is no different from people
going to the gym 3 times a week or doing anything
else, so it’s my way of doing things. And I don’t have
to leave home!” (Peter)

“Easy and beautiful pictures, and I never had a
patient come back doing them wrong
because they were so well explained.”
(Emily)

“We had fairly good guidelines of what
to talk to them about, yeah, and
certainly the first call was quite like you
knew exactly what you wanted to ask
and what to discuss, and then it sort of
could diverge a little bit after that.”
(Laura)

“The exercises, I thought, were good. There
was a good range, a good selection could
ramp them up, take them down, whatever
was needed.” (Nancy)

Theme 3: Program structure (negative perceptions)

“Yeah, it probably is just a bit boring.” (Lisa) “The range or diversity (of exercises) that you
could choose from was probably limited,
compared to what I might normally choose
from, and I understand that has to be
because you’re trying to control the effect,
and so I understand how the trial
formatted, it needs to be that way, and so
certainly not suggesting it should change,
but you do feel a bit corralled into the
choice.” (James)

“Working on the telephone’s different. It
poses different challenges because I
think a lot of the coaching. . .the
relationship you have with a client is so
powerful and setting up a therapeutic
relationship over the telephone, where
you can’t see them, you don’t have a
face, you don’t have any of the body
language, you purely have words and
sort of picking up on someone’s tone
of voice, so that was definitely a
challenge.” (Nicole)

(Continued)
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Table 4.
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“It was boring. Every day, every other day, when you do
the same thing, it’s very hard to get motivated, it was
a bit boring. Some of the exercises were OK, but some
of the exercises. . .just thought of throwing in the
towel virtually, but then I thought the pain versus this,
and then it will balance everything out.” (Peter)

“I think the first session should have been
longer than the 20 minutes. The first
session definitely should have been longer
in terms of explanation and in terms of
expectations. . . . I think that definitely
should have been.” (Julie)

“Look, at times, I found it difficult
actually speaking on the phone
without seeing, physically seeing the
person. Being able to see their facial
expressions. . .and just the audio,
sometimes technically it was a bit
tricky with the audio, so it took a lot of
setting up for me just getting the
whole technical thing happening, and
that was a bit of a nightmare prior to
the whole thing starting. It was very
stressful.” (Patricia)

“Maybe an extra appointment would have
been helpful, but I understand that it’s the
enhanced primary care with the 5 sessions
of physio [physical therapy], but patients
would say ‘Oh yeah, I didn’t do the
exercises,’ and I think maybe if there was a
bit more ‘Well, I know I’ve got an
appointment with the physio [physical
therapist] in another month, so I’ll keep up
the exercises,’ possibly that might have
been one thing to change.” (Nancy)

Theme 4: Roles and communication in teamwork (roles)

“I think, for me, it was 2 separate. The physio [physical
therapist] was concentrating and getting me better
virtually, and there’s she (the coach) asking how I am
managing, and, in a way, yet it goes hand in glove.”
(Peter)

“I actually found it hard stratifying what they
were actually coaching them about or what
we could be enforcing in our physiotherapy
sessions. I think that was a bit of
deterrence. I think that we could have
worked better as a team if I was clear about
what the health coaches emphasized and I
could re-emphasize it.” (Julie)

“I think that if a system like this is going
to work where there’s a health
coaching element, then I think
everyone needs to be on board with
what I like to call the health coaching
philosophy, if you like, it’s a very
patient-centered philosophy.” (Rachel)

“One was giving me pain, the other was trying to make
it easier for me.” (John)

“I can’t recall, but I do remember feeling like I
like the idea of a backup. I thought it was
good that he (the participant) is not seeing
me for 3 or 4 weeks, he can talk to the
coach in the meantime, and that’s a really
good thing for him to have access to.”
(Paul)

“I think it would be much more effective
if they collaborated together definitely,
because the client’s going to see the
physio [physical therapist], and then
the coach is working with the client, so
the 3 of them. . .the relationships
between the 3 of them.” (Patricia)

“The coaching was very pleasant, very nice conversations
in the evening. The physio [physical therapist] was
possibly a bit business-minded or a bit focused on the
work.” (John)

“Oh, absolutely, because we’re on the same
team, I mean I still heard back from the
client about how things were going, yeah
definitely, because we’re all part of a team,
and if we’re working with the client, and
you know the rest of us to try and achieve
common goals, so I guess the more
communication, the better.” (Nancy)

“I did notice once that in the mixed
notes from the physio [physical
therapist], they were sort of talking
about the previous exercise goals or
whatever, and perhaps it’s not what
that person wanted to work on, or was
going to work on, so that’s where
working as a team and having a
mutual understanding and sort of
agreeing how to tackle the client
would be really beneficial.” (Rachel)

(Continued)
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“Yeah, the roles were separate, and my physio [physical
therapist] never suggested that he was communicating
with the health coach, and I’m not sure, did he or
not?” (Tom)

“I think the coach was better at, you know,
more tuned into that side of things than I
was initially, so it was really good to get
that feedback from that different
perspective.” (Paul)

“You know different health professionals
have their roles, and that you talk to
the physio [physical therapist] about
your physical stuff, and you talk to the
dietitian about your food stuff, and you
talk to the health coach about, you
know, your exercises or whatever,
they’re quite specific things that
they’re able to discuss, which isn’t
necessarily the case, but it was quite
hard to sort of communicate with him
(the participant) that, you know, you
can actually talk to me as well about
how you’re going with your exercises,
and you can actually talk to me about,
talk through the changes that you’re
making at the moment.” (Nicole)

“Actually I did notice that some people, I
think 1 or 2, kind of in their mind
seemed to keep it quite separate. They
didn’t mention anything that the
physio [physical therapist] had done or
said.” (Rachel)

Theme 4: Roles and communication in teamwork (communication)

“I don’t think they communicated. I don’t think the
physio [physical therapist] and the coach knew what
they were each doing.” (Sally)

“Personally, I think that even if they (health
coach) emailed us directly, I think that
would be the best form of communication,
given time and stuff like that. And it’s more
about just highlighting what they
emphasize, and so that we can emphasize
the same treatment. I think that would be
the best way to do in the future.” (Julie)

“I felt we were working quite closely
together actually, and the fact that we
had that communication, you know,
via the computer setup. I’d be able to
read their notes, and they could read
my notes. I thought that really worked
well, and I would always read their
notes before I got on the phone to the
client, and often we would talk about,
the client would talk about, the physio
[physical therapy] session and what the
physio [physical therapist] had said,
etc, and I really had that sense of
feedback that we’re working as a
tandem kind of team, you know, with
the client as the central character.”
(Patricia)

“The forms were from memory, so you could
write minimal or write more, so I think they
fitted the bill. You could certainly let the
coach know exactly where that person was
at and any issues that you thought needed
to be addressed.” (Nancy)

“I think in an ideal world it would be a
situation where you’ve got those
clinicians operating from one place,
could be a clinic or something like
that, where you have the physio
[physical therapist] and the health
coaching team, and they’re known to
have to work together as a team, and
they might even discuss, have a weekly
meeting or some discussion about, the
client case or whatever so that
everything is really tightly knitted, and
the client knows that as well, because
then I think it will have a much
stronger power.” (Rachel)

(Continued)
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needs. Patients noticed if care delivered
by clinicians did not appear genuine or
individually centered. Although tele-
phone coaches were specifically trained
in patient-centered behavior change sup-
port principles and techniques, the par-
ticipating physical therapists were not.
This lack of specific training may explain
the “business-type” approach of a physi-
cal therapist noted by one patient. Phys-
ical therapists may benefit from specific
training in behavior change support in
order to maximize their treatment effec-
tiveness, which is likely to benefit all of

their patients and not just those with
knee OA.

Our study showed how giving informa-
tion to patients to increases their under-
standing of knee OA increases their moti-
vation to be accountable and adherent to
exercise, consistent with previous
research.7 This finding highlights the cru-
cial role that both physical therapists and
telephone coaches play in educating
patients about OA and the benefits of
exercise and physical therapy. All health
care professionals involved in exercise

prescription for people with knee OA
should dedicate consultation time
toward educating patients according to
their level of knowledge, understanding,
and individual needs in order to maxi-
mize exercise adherence. Participants
also recognized the importance of pro-
gram structure in assisting them to
exercise, consistent with previous
research.40 Program structure assisted
patients to develop behaviors that could
be absorbed into their daily routines.
However, some program flexibility is
important to ensure a tailored approach,

Table 4.
Continued

Patients With Knee Osteoarthritis Physical Therapists Telephone Coaches

“Then, it’s just an email, I never talked to
anybody, I never even know who the coach
is, so it is also a bit impersonal. I just knew
it wasn’t a physio [physical therapist], so I
just typed in my answer, that’s all.” (Karen)

“I think that can happen where there was
a couple of times when the goals
written by the physio [physical
therapist] were quite detailed, so I
actually wrote them down and
reflected that to the patients, and I
said, ‘Oh, I see from such and such’s
notes that you still have to work on
this and this and this,’ and there was
kind of almost a lack of recognition
with the goals.” (Rachel)

“I suppose as we are now, voice to voice,
always works best. Do a lot more in a lot
shorter time and cover a lot of different
things, but I guess, if given time constraints
and everyone’s busy life, then an email is
probably next best. That sort of online. . .I
guess you’d probably want to know that
both of you were monitoring it, say every
day, because if you needed to know
something fairly quickly before the next
session, you could get that feedback or be
able to discuss that online in a timely way.”
(Paul)

“Some of the physios [physical therapists]
were really good and filled in that
communication form so that it was
actually helpful, and that felt more of a
team approach.” (Laura)

“I didn’t feel like I got communication from
the health coach about what they talked
about necessarily in the same way that, like,
I’d completed the form to say to the health
coach what I’d done, but I didn’t really get
the communication back again from the
health coach.” (Sarah)

“We had the spreadsheet, but not the
actual conversations on the phone with
them (the physical therapists) or being
able to contact them some other
way. . . . I think that affects well for me
it affected motivation at times because
it’s just sort of, because it was such a
long project.” (Nicole)

“I guess I found the spreadsheet fairly
impersonal when it came to dealing
with an individual, and, you know, I’d
go back and kind of read over the little
columns of notes, and for me it didn’t
mean a lot, so I guess I’m probably
someone who’s used to working in
teams, going into working with video
face to face, talking to dietitians face to
face, so having a spreadsheet was a
different way of working that I
probably didn’t find that personal.”
(Nicole)
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to prevent boredom with exercise, and
to allow therapists and coaches to mon-
itor their patients as often as needed to
promote individual adherence.

For patients and coaches, lack of face-to-
face communication sometimes ham-
pered relationship development. Health
coaching was delivered by telephone,
and additional efforts to personalize the
coach-patient relationship may be
needed. These findings may be relevant
to any telephone-delivered health ser-
vice. Potential strategies may include use
of video chat software or more simple
approaches (eg, an introductory letter
about, and photograph of, each stake-
holder). Our coaches were relatively
inexperienced. More experienced health
coaches may be more comfortable with
the telephone as a communication
medium. Thus, future programs may
want to recruit only experienced tele-
phone coaches to deliver health coach-
ing interventions.

Teamwork was a predominant theme
that emerged as important for our inte-
grated intervention. Physical therapists
and health coaches must be willing to
merge their professional roles. Commu-
nication between health professionals is
integral in this complex multidisciplinary
model of care. It is likely that these find-
ings would be equally applicable to other
integrated multidisciplinary models of
care. Clear and agreed-upon strategies
for communication are required, and
these strategies must be valued and uti-
lized by both parties. Clinicians may
need to negotiate individual communica-
tion strategies to maximize effectiveness.

Participant experiences were consistent
with the team development stages pro-
posed by Tuckman.41 The first stage is
forming, where individuals orient them-
selves to the task and test boundaries for
interpersonal and task behaviors. Physi-
cal therapists identified constraint (pro-
tocol rigidity) in this stage, and coaches
reflected forming by focusing on goals
and role boundaries. The second stage is
storming, represented by intergroup
conflict. Patient experiences resonated
most strongly with this stage. Patients
expressed both negative and positive
responses about being monitored by cli-

nicians. Norming (stage 3) involves an
acceptance of team member roles and
increased understanding of how to effec-
tively work together. Some physical ther-
apists described the positive impact of
the integrated program on patient prog-
ress. Coaches reported subtle shifts in
patients’ attention, such as noting an
increased interest by patients in positive
lifestyle changes. Patients recognized the
impact of exercises on functional capac-
ity. Performing is the fourth and most
functional stage. Health coaches and
physical therapists’ views were most
strongly aligned in this stage. All clini-
cians emphasized the need for collabora-
tion and teamwork to ensure the best
patient outcomes.

Our study has a number of limitations. It
was nested within an RCT that involved
only a small number of physical thera-
pists and telephone coaches to deliver
the intervention, who may not be repre-
sentative of their respective professions
and may have been biased toward favor-
able experiences with the intervention.
Data saturation was not achieved with
health coaches, and further relevant
information about the experiences of the
telephone coaches may be gained in
larger samples. Our participants with
knee OA all volunteered for the RCT and
may have held inherent beliefs about
exercise, physical therapy, and health
coaching. They may not be representa-
tive of the wider population of people
with knee OA. In a qualitative project
such as this, researchers necessarily
shape and interpret the data, and the
small number of participants limits the
generalizability.42 Our intervention can-
not be generalized beyond the protocol
in the RCT, and application in “real-
world” settings may result in different
stakeholder perceptions and experi-
ences. However, inclusion of all 3 groups
of stakeholders in our study is a strength,
and the detailed published protocol for
our intervention18 allows for replication
in clinical practice.

Our study was conducted within the Aus-
tralian health system. While the broad
themes are likely to be applicable to sim-
ilar health systems, it is unclear if our
findings are generalizable to other coun-
tries. The limitations in terms of general-

izability are offset by the recognized
functions of qualitative research to pro-
vide insights into practice and not just a
description or measurement of prac-
tice.43 These insights provide opportuni-
ties to make sense of behaviors that are
hard to measure and a conceptual frame-
work to guide further research.

Future research should investigate how
best to integrate physical therapist–
supervised exercise management with
psychologically informed health coach-
ing. This research may require face-to-
face visits with health coaches to maxi-
mize program effectiveness and
acceptability. Research also is needed to
determine how to best develop and sup-
port the necessary teamwork for effec-
tive delivery of integrated care. Physical
therapy and health coaching services
that are physically co-located may allow
more successful implementation of such
a model of care. Although it is possible
that training physical therapists to fulfill
the role of health coach may warrant
investigation, our data suggest that the
contribution by a separate health coach
to the “team” maximizes effectiveness.

In conclusion, integrated physical thera-
pist–supervised exercise and telephone-
delivered health coaching were per-
ceived as beneficial for management of
knee OA by most stakeholders. A collab-
orative approach, with clearly defined
roles and effective communication prac-
tices, was integral for program effective-
ness. Future programs should
be structured but also allow some
flexibility to ensure treatment is
tailored to individual patient needs and
to allow therapists and coaches some
freedom to adjust treatment as needed.
Opportunities for visual communication
(eg, video conferencing) between tele-
phone coaches and patients could be
explored to facilitate further relationship
building.
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effect of osteoarthritis definition on prev-
alence and incidence estimates: a system-
atic review. Osteoarthritis Cartilage.
2011;19:1270–1285.

2 Nelson AE, Allen KD, Golightly YM, et al. A
systematic review of recommendations
and guidelines for the management of
osteoarthritis: the Chronic Osteoarthritis
Management Initiative of the US Bone and
Joint Initiative. Semin Arthritis Rheum.
2014;43:701–712.

3 Fernandes L, Hagen KB, Bijlsma JW, et al;
European League Against Rheumatism
(EULAR). EULAR recommendations for the
non-pharmacological core management of
hip and knee osteoarthritis. Ann Rheum
Dis. 2013;72:1125–1135.

4 Uthman OA, van der Windt DA, Jordan JL,
et al. Exercise for lower limb osteoarthri-
tis: systematic review incorporating trial
sequential analysis and network meta-anal-
ysis. BMJ. 2013;347:f5555.

5 Holden MA, Nicholls EE, Hay EM, Foster
NE. Physical therapists’ use of therapeutic
exercise for patients with clinical knee
osteoarthritis in the United kingdom: in
line with current recommendations? Phys
Ther. 2008;88:1109–1121.

6 van Baar ME, Dekker J, Oostendorp RA,
et al. Effectiveness of exercise in patients
with osteoarthritis of the hip or knee: nine
months’ follow-up. Ann Rheum Dis. 2001;
60:1123–1130.

7 Mann C, Gooberman-Hill R. Health care
provision for osteoarthritis: concordance
between what patients would like and
what health professionals think they
should have. Arthritis Care Res (Hobo-
ken). 2011;63:963–972.

8 Roddy E, Zhang W, Doherty M, et al.
Evidence-based recommendations for the
role of exercise in the management of
osteoarthritis of the hip or knee: the
MOVE consensus. Rheumatology. 2005;
44:67–73.

9 Gale J, Skouteris H. Health coaching: facil-
itating health behaviour change for
chronic condition prevention and self-
management. In: Caltabiano M, Ric-
ciardelli L, eds. Handbook of Applied Top-
ics in Health Psychology. Brisbane,
Australia: Wiley-Blackwell Publishers;
2013:15–18.

10 Eakin EG, Lawler SP, Vandelanotte C,
Owen N. Telephone interventions for
physical activity and dietary behavior
change: a systematic review. Am J Prev
Med. 2007;32:419–434.

11 Allen KD, Oddone EZ, Coffman CJ, et al.
Telephone-based self-management of
osteoarthritis: a randomized trial. Ann
Intern Med. 2010;153:570–579.

12 Maisiak R, Austin J, Heck L. Health out-
comes of two telephone interventions for
patients with rheumatoid arthritis or
osteoarthritis. Arthritis Rheum. 1996;39:
1391–1399.

13 Rene J, Weinberger M, Mazzuca SA, et al.
Reduction of joint pain in patients with
knee osteoarthritis who have received
monthly telephone calls from lay person-
nel and whose medical treatment regi-
mens have remained stable. Arthritis
Rheum. 1992;35:511–515.

14 Shaw R, Gillies M, Barber J, et al. Pre-
exercise screening and health coaching in
CHD secondary prevention: a qualitative
study of the patient experience. Health
Educ Res. 2012;27:424–436.

15 Walters JA, Cameron-Tucker H, Courtney-
Pratt H, et al. Supporting health behaviour
change in chronic obstructive pulmonary
disease with telephone health-mentoring:
insights from a qualitative study. BMC
Fam Pract. 2012;13:55.

16 Brand CA, Ackerman IN, Tropea
J. Chronic disease management: improv-
ing care for people with osteoarthritis.
Best Pract Res Clin Rheumatol. 2014;28:
119–142.

17 Brand CA, Hunter D, Hinman RS, et al.
Improving care for people with osteoar-
thritis of the hip and knee: how has
national policy for osteoarthritis been
translated into service models in Australia?
Int J Rheum Dis. 2011;14:181–190.

18 Bennell KL, Egerton T, Bills C, et al. Addi-
tion of telephone coaching to a
physiotherapist-delivered physical activity
program in people with knee osteoarthri-
tis: a randomised controlled trial protocol.
BMC Musculoskelet Disord. 2012;13:246.

19 Flick U. An Introduction to Qualitative
Research. London, United Kingdom: Sage
Publications; 2006.

20 Blumer H. Symbolic Interactionism: Per-
spective and Method. Berkeley, CA: Uni-
versity of California Press; 1969.

21 Patton M. Qualitative Research and Eval-
uation Methods. 3rd ed. Thousand Oaks,
CA: Sage Publications; 2002.

22 Liamputtong P. Qualitative Research
Methods. Melbourne, Victoria, Australia:
Oxford University Press; 2009.

23 Altman R, Asch E, Bloch D, et al; Diagnos-
tic and Therapeutic Criteria Committee of
the American Rheumatism Association.
Development of criteria for the classifica-
tion and reporting of osteoarthritis: classi-
fication of osteoarthritis of the knee.
Arthritis Rheum. 1986;29:1039–1049.

24 The Active Australia Survey: A Guide and
Manual for Implementation, Analysis
and Reporting. Canberra, Australia: Aus-
tralian Institute of Health and Welfare;
2003.

25 Bandura A. Social cognitive theory: an
agentic perspective. Annu Rev Psychol.
2001;52:1–26.

26 Deci EL, Ryan RM. Self-determination the-
ory: a macro theory of human motivation,
development, and health. Can Psychol.
2008;49:182–185.

27 Prochaska JO, Redding CA, Evers KE. The
Transtheoretical Model and stages of
change. In: Glanz K, Rimer BK, Viswanath
K, eds. Health Behaviour and Health
Education: Theory, Research, and Prac-
tice. 4th ed. San Francisco, CA: Jossey-
Bass; 2008:97–121.

28 Taylor M. Interviewing. In: Holloway I, ed.
Qualitative Research in Health Care.
Maidenhead, Berkshire, United Kingdom:
Open University Press; 2005:87–106.

29 Rice P, Ezzy D. Qualitative Research
Methods: A Health Focus. Oxford, United
Kingdom: Oxford University Press; 1999.

30 Strauss A, Corbin J. Basics of Qualitative
Research. Techniques and Procedures for
Developing Grounded Theory. 2nd ed.
Newbury Park, CA: Sage Publishers; 1998.

31 Tuckett AG. Applying thematic analysis
theory to practice: a researcher’s exeperi-
ence. Contemp Nurse. 2005;19:75–87.

32 Strauss A. Qualitative Analysis for Social
Scientists. Cambridge, MA: Cambridge
University Press; 1987.

33 Charmaz K. Grounded Theory Methods in
Social Justice Research. In: Denzin N, Lin-
coln Y, eds. London, United Kingdom:
Sage Publications; 2011:359–380.

34 Charmaz K. Grounded theory: objectivist
and constructivist methods. In: Denzin N,
Lincoln Y, eds. Handbook of Qualitative
Research. 2nd ed. Thousand Oaks, CA:
Sage Publications; 2000:509–537.

35 Cresswell J. Qualitative Enquiry and
Research Design: Choosing Among Five
Traditions. Thousand Oaks, CA: Sage Pub-
lications; 1998.

36 Mellion L, Tovin M. Grounded theory: a
qualitative research methodology for phys-
ical therapy. Physiother Theory Pract.
2002;18:109–120.

37 Bellamy N, Buchanan WW, Goldsmith CH,
et al. Validation study of WOMAC: a health
status instrument for measuring clinically
important patient relevant outcomes to
antirheumatic drug therapy in patients
with osteoarthritis of the hip or knee.
J Rheumatol. 1988;15:1833–1840.

38 Braun V, Clarke V. Using thematic analysis
in psychology. Qual Res Psychol. 2006;3:
77–101.

Knee Osteoarthritis and Promoting Exercise Adherence

April 2016 Volume 96 Number 4 Physical Therapy f 491



39 Bennell KL, Dobson F, Hinman RS. Exer-
cise in osteoarthritis: moving from pre-
scription to adherence. Best Pract Res
Clin Rheumatol. 2014;28:93–117.

40 Thorstensson C, Roos E, Petersson I,
Arvidsson B. How do middle-aged patients
conceive exercise as a form of treatment
for knee osteoarthritis? Disabil Rehabil.
2006;28:51–59.

41 Tuckman B. Developmental sequence in
small groups. Psychol Bull. 1965;63:834–
899.

42 Shepard KF, Jensen GM, Schmoll BJ, et al.
Alternative approaches to research in
physical therapy: positivism and phenom-
enology. Phys Ther. 1993;73:88–97.

43 Morse J, Field P. Qualitative Research
Methods for Health Professionals. 2nd ed.
Thousand Oaks, CA: Sage Publications;
1995.

44 Whitfield K, Buchbinder R, Segal L,
Osborne RH. Parsimonious and efficient
assessment of health-related quality of life
in osteoarthritis research: validation of the
Assessment of Quality of Life (AQoL)
instrument. Health Qual Life Outcomes.
2006;4:19.

45 Lovibond. Manual for the Depression
Anxiety Stress Scales. Sydney, Australia:
Psychology Foundation; 1995.

Appendix.
Semistructured Interview Topics

Patients with knee osteoarthritis:

1. Can you tell me about your participation in the research trial?

2. What have been the main outcomes/impact for you?

3. What did the telephone coaching involve?

4. What did/didn’t you like about the telephone coaching?

5. Do you believe it has been useful for you?

6. What did you like/dislike about your health coach?

7. Did the coaching help you do your exercises or do more physical activity in general?

8. Do you feel the same about doing your exercises since receiving the coaching?

9. Did the coaching change the way you feel about or approach your physical therapist?

10. When you think about the telephone coaching and the exercises given to you by the physical therapist, what stands out as the most
influential/helpful thing?

11. Do you have confidence in your physical therapist’s knowledge and skills?

12. Do you have confidence in your telephone coach’s knowledge and skills?

13. What would you recommend to other people with knee osteoarthritis? Telephone coaching? Physical therapy? Combination?

Physical therapists:

1. Can you tell me about your participation and the overall impact of being involved in this trial?

2. As you know, there was a telephone coach contacting the patient. What did you think about that intervention? Do you think it was useful?

3. What do you think the coaching was aiming to achieve?

4. Did the fact that the participant was receiving health coaching influence your interaction or relationship with him or her?

5. Would you add telephone coaching to your own physical therapy treatment that you deliver in clinical practice?

6. Do you think there are some barriers to using telephone coaching?

7. If there was health coaching available to all participants, would you implement it?

8. What do you believe the participants gained from the combined health coaching and physical therapy treatment?

9. We also are interested in how you communicated with the telephone coach. Did it feel like you were working together?

10. Do you think that some form of collaboration is necessary between the physical therapist and a telephone coach, or do you think it can work with
you both separately working with the patient?

11. What sort of things did you discuss/write about to the telephone coach?

12. Would you have preferred an alternate way of communicating?

13. Do you have any other comments about being involved in this trial and using the exercises or telephone coaching?

(Continued)
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Appendix.
Continued

Telephone coaches:

1. What was your role in providing telephone coaching to these people?

2. Did you enjoy doing this role? Was it what you expected?

3. What were you trying to achieve with your telephone coaching?

4. Were you working with the physical therapist or separate from him or her?

5. What worked well in your telephone coaching?

6. What didn’t work so well?

7. Do you think it would be easy to add telephone coaching to standard physical therapist practice?

8. What do you think the combination of telephone coaching and physical therapy achieved?

9. Can you comment on the communication between yourself and the physical therapists?

10. Do you think that some form of collaboration is necessary between the physical therapist and a telephone coach, or do you think it can work with
you both separately working with the patient?

11. What sort of things did you discuss/write about to the physical therapist?

12. Would you have preferred an alternative way of communicating?

13. Do you have any other comments about being involved in this trial and/or telephone coaching?
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