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	Therapeutic technique 
	Description 
	Example of how you could use it, it’s importance and benefits within your role.  
	Examples of the challenges or drawbacks to using this method within your role 

	Active listening 

	Active listening is a key counselling skill that means being fully present with the speaker so you can grasp both what they are saying and how they feel. It is essential for creating trust and forming a strong therapeutic relationship.
	By using non-verbal engagement, sitting at eye level, maintaining gentle eye contact, and nodding this signals that you are fully engaged, also asking open-ended questions “Can you describe what you’re feeling when you try this move?” encourages a more descriptive answer.    Reflecting and paraphrasing patient’s concerns for example “So, what I’m hearing is that you’re worried about falling again”, shows you’ve understood and highlighted their fear.  These examples allow patients to become less defensive and feel they are being listened too.  It also helps therapists gather accurate information for better treatment.

	Active listening can be hard because it takes a lot of time in busy clinics with high caseloads. It can also be mentally and emotionally tiring when having to focus on sensitive information.     Environmental Distractions: Noisy, interruption-prone clinical settings e.g., ringing phones, equipment noise, other staff make it difficult to maintain the focus needed for effective active listening.  Personal assumptions and biases e.g., viewing a patient as "non-compliant" can cloud judgment and prevent the practitioner from fully hearing and understanding the patient’s perspective.

	Motivational interviewing 

	In healthcare, motivational interviewing (MI) is a way of talking with patients that focuses on working together and respecting the patient’s point of view. It is used to help patients find their own motivation and commitment to changing their health behaviours. 

Instead of mainly giving direct advice, MI helps patients explore and talk through their own reasons for wanting to change.

	Using motivational interviewing (MI) shifts the Assistant Practitioner – patient relationship from an expert telling the patient what to do to a collaborative partnership, which improves treatment follow-through and clinical outcomes, reduces burnout by placing responsibility for change on the patient, strengthens the therapeutic alliance through tools like OARS (Open-ended questions, Affirmations, Reflections, Summaries)  and promotes patient autonomy by encouraging them to take ownership of their recovery and long-term health.
According to Tse, Vong and Tang (2013) we can determine that for physiotherapists, MI seems most effective when it follows its core principles, and is used at suitable points in active treatment, targets near‑term behaviour and psychological changes that support later functional gains and is delivered by well‑trained clinicians in settings with enough time for patient contact.
	Motivational Interviewing (MI) can be hard for Assistant Practitioners and other healthcare providers because it goes against their natural urge to quickly give advice, takes time and practice to learn, requires extra mental effort and a shift from an expert role to a more equal partnership, which can be difficult to use in busy workplaces with limited time and support, and may not work as well for patients who are not ready to change or who need more structured, directive help.

	Goal setting 

	According to Stevens et al., (2017) Goal setting is the process of talking about, planning, and recording the desired outcomes for a patient or client. It might be as straightforward as a brief discussion between a physiotherapist or physical therapist and a patient during a treatment session, or it may be more detailed and formal, involving a multidisciplinary team and the patient in a structured meeting.

	Goal setting is a key part of effective rehabilitation because it helps make therapy patient‑centred and easy to measure.  For example:  "The patient will improve postural control by performing sit‑to‑stand transfers with minimal assistance in 2 out of 3 attempts within 4 weeks to increase independence in daily activities."  Clear goals guide treatment toward specific outcomes, help the whole rehabilitation team work together, and make it possible to judge whether interventions are successful.

Setting goals has several benefits: it increases motivation by giving patients short‑term targets such as walking 100 feet that create small wins during long recoveries; it supports teamwork by giving therapists, patients, and families a shared direction; and it promotes safety and independence by focusing on functional tasks, like moving safely from bed to wheelchair, that directly improve quality of life.
	Although goal setting is central to patient‑centred care, Physiotherapy Assistants (PTAs) often face barriers that reduce its effectiveness and affect motivation for both staff and patients.

A key problem is a difference in focus.  Patients usually want broad, long‑term goals like “getting back to normal,” while PTAs tend to set short‑term, clinical goals such as improving a joint’s range of motion, which may feel less meaningful to patients.

There are also time and resource pressures. PTAs are expected to provide a lot of “hands‑on” care, which leaves little time for in‑depth goal‑setting conversations.  Heavy paperwork and electronic systems that are hard to use or don’t clearly support goal tracking can further limit good goal documentation.

Unrealistic expectations can cause frustration. Patients may start with very ambitious goals, and when these are not reached, both patients and PTAs can feel disappointed and less motivated.

Some patients have limited capacity to take part, due to cognitive problems, communication difficulties, or unstable health. Cultural beliefs may also lead some patients to see the clinician as the decision‑maker, making them less likely to suggest their own goals.

Finally, team and role issues can get in the way. Different professionals for example, doctors and therapists may give mixed messages, making it hard for PTAs to work with one clear, agreed‑upon set of goals.

	Compassion focused approaches
	Compassion Focused Therapy (CFT) is a type of therapy that helps people develop more kindness and understanding toward themselves.  It combines ideas from cognitive‑behavioural therapy (CBT), mindfulness, and compassionate mind training to help people understand the emotional and psychological reasons behind their difficulties and respond to themselves in a gentler way.

Developed by Professor Paul Gilbert, CFT is based on research in evolutionary psychology, neuroscience, and attachment theory.  It is especially useful for people who struggle with strong self‑criticism, shame, anxiety, depression, or trauma.  By building self‑compassion, CFT helps individuals manage their emotions better and reduce their distress, so they feel more supported and understood. Gilbert and Bailey (2000)

	A compassion‑focused approach helps Physiotherapy Assistants (PAs) respond to patients’ fears and emotions, not just their physical problems. Instead of seeing a patient as “difficult” when they avoid exercise, the PA recognises that their brain may be in a threat response (for example, fear of pain or falling) and responds with empathy and reassurance, using calm, warm language and body posture.

PAs help patients move from harsh self‑criticism e.g., “I am useless” to more understanding thoughts e.g., “My body is recovering, and it takes time”, and may use supportive phrases like, “It sounds like you had a tough week. Let’s see what we can do together today.” When pain feels overwhelming, they can offer brief calming strategies, such as breathing exercises or soothing imagery, while giving full attention and really listening to the patient’s concerns.

This approach is important because many patients struggle to progress due to fear, anxiety, and low motivation, rather than physical limits alone. Compassionate care builds trust and psychological safety, encourages patients to share their worries, and supports better engagement with treatment. For patients, this can mean better rehabilitation, less anxiety, and more confidence. For PAs, it can reduce burnout, increase job satisfaction, and improve resilience in a demanding work environment.
	Compassion‑focused work can be demanding for Assistant Practitioners (APs).  Constantly supporting patients in pain or distress can lead to emotional overload and compassion fatigue, especially when APs strongly share in patients’ experiences and find it hard to switch off.

This approach also takes time for listening and building trust, which can clash with busy clinics, high caseloads, and strict productivity targets.  APs may feel pushed to focus on physical tasks instead of emotional support, leading to guilt and a sense of not doing enough.

Being highly compassionate can make professional boundaries harder to keep and working with demanding or unresponsive patients can leave APs feeling frustrated and worn out. Many APs also receive little training or supervision in handling the emotional side of care, so they may feel isolated.

Finally, workplace cultures that do not value compassion can make this way of working even harder, and if compassion is not balanced, APs may under‑challenge patients, which can slow rehabilitation progress.

	Emotional intelligence

	Emotional intelligence therapy is the key skill that allows professionals to notice, understand, and manage emotions in themselves, their patients, and their colleagues so they can improve care, safety, and teamwork. It relies on strong self‑awareness, empathy, and stress management to handle emotionally demanding situations, build better relationships with patients, and reduce burnout.

	Emotional intelligence helps Assistant Practitioners manage the emotional side of pain by creating a safe, low-stress environment, build the trust patients need to follow their exercise programmes, and work effectively within the multidisciplinary team by clearly and professionally communicating patients’ setbacks and successes to the supervising Physiotherapist.
	While emotional intelligence is valuable in care, it also carries risks: high empathy and constant exposure to patients’ pain can lead to compassion fatigue, burnout, and reduced stress tolerance; blurred boundaries and heightened sensitivity can make it harder to stay professional, resist manipulation, or give unpopular feedback; and time pressure, heavy workloads, poor supervision, and stressful environments can limit the use of EI and even impair the problem‑solving needed for safe, effective practice. Research has highlighted challenges in developing skills, especially for practitioners with less experience. 

Monaco et al., (2022) found that younger physiotherapists had greater difficulty managing the relational and emotional aspects of their work because they had fewer years of practice.

	Shared engagement

 
	Shared engagement in healthcare, is a collaborative process in which healthcare professionals and patients work together to make treatment choices, moving away from traditional medical paternalism toward a partnership that values both clinical expertise and the patient’s own experience.
	Shared engagement is the “glue” of rehabilitation, because it humanises care by focusing on a person with goals rather than just a weak limb, improves safety by encouraging patients to speak up if something feels wrong, and supports long‑term success by giving patients the motivation to continue their exercises after they leave the clinic.
	Shared engagement is challenging for Assistant Practitioners because they must balance collaboration with patients while staying within their legal scope of practice, keep communication consistent with the Physiotherapist to avoid mixed messages, work against power dynamics where patients may see them as “just the assistant” or become overly attached, find enough time for meaningful conversations despite heavy workloads and documentation demands, and manage the emotional strain of negotiating with patients who may resist parts of their rehabilitation plan.
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