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Purpose: Musculoskeletal (MSK) conditions are complex, affecting individuals across the UK. While physiotherapists (PTs) have 
increasingly adopted person-centred approaches, there remains a lack of clear implementation of behaviour change counselling in 
practice. Motivational Interviewing (MI), applied extensively in areas like substance misuse and education, has not been widely 
applied and researched in MSK physiotherapy. The purpose of this study was to develop and pilot an adapted MI training curriculum 
for PTs working with patients with MSK conditions (pwMSK), with a view to future refinement.
Patients and Methods: This small single cohort pilot feasibility study co-created a 3.5-day MI curriculum which was utilised to 
train PTs without former MI experience. Eligible PTs worked in an NHS health board and held a caseload of pwMSK. Pre and post MI 
training, the MI Treatment Integrity 4.2.1. Tool was used as an outcome measure, alongside the Client Evaluation of MI, and 
Treatment Self-Regulation Questionnaires and Perceived Competence Scale, to evaluate implementation and impact in MSK 
physiotherapy. Threshold for feasibility was ten PTs screened, nine PTs recruited, 100% attendance at training, ≤20% drop out rate 
(DOR) for recorded consultation and 80% response rate (RR) to the post-training survey.
Results: Pre-MI training, PTs were not MI-proficient yet were eager to learn. Delivering quality MI training was feasible, with 16 PTs 
screened and a convenience sample of nine recruited across three months in two sites. There was 100% attendance at the 3.5-day training, 
and 11% DOR for each post-training recorded consultation timepoint. At the final timepoint, one PT demonstrated full MI MITI 
proficiency, three PTs demonstrated MITI proficiency in three out of four subcomponents, one PT demonstrated proficiency in two 
subcomponents, one PT demonstrated proficiency in one subcomponent and one PT achieved improvement in technical skills below 
proficiency threshold. There was 100% RR to the post-training survey with 100% PTs rating improved confidence in MI adherence.
Conclusion: A context-specific MI curriculum is feasible and improves PTs adherence to MI principles when working in the context 
of MSK care. This study had a small single cohort design, and a larger-scale cluster pre-post randomised controlled trial is 
recommended to establish the impact of MI training on patient health. Training should include reflective practice, focus on relational 
elements of MI and be tailored to clinical contexts. Long-term implementation strategies and patient involvement are essential for 
future research and practice.
Keywords: feasibility, pilot, training, patient-centered, communication

Introduction
Musculoskeletal (MSK) conditions are painful, limit mobility and dexterity and often result in a reduction of people’s 
ability to work and participate in societal activities. MSK conditions have been linked to living with overweight and 
inactivity with increased prevalence of obesity in deprived areas accounting for 50% of extra risk for knee osteoarthritis.1 

Roughly a third of the UK population live with an MSK condition with 9.5 million reporting lower back pain, between 
18.4 and 28 million people reporting chronic pain, and 10 million people with a probable diagnosis of osteoarthritis in 
any given year.1
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Contemporary MSK care therefore requires approaches that reach beyond symptom management to support patients 
in sustaining behaviour change (BC) relating to physical activity, exercise adherence, pain self-management, and broader 
lifestyle factors. With a large portion of patients with MSK condition/s (pwMSK) requiring a complex, multi-faceted 
approach to care, physiotherapists (PTs) are well placed to positively impact outcomes for pwMSK by meeting the 
physical, psychological, social, cultural, work, education and value-driven needs of the individual patient guiding and 
supporting good health and wellbeing and BC.2–5

Despite the increased emphasis on person-centred, empathic, compassionate communication skills and BC in MSK 
care, there remains a persistent gap between recommended practice informed by MSK evidence-based guidelines and 
what is enacted in routine MSK physiotherapy, particularly in relation to the intention of facilitating pwMSK motivation 
and sustained engagement.6–13 BC is difficult, with numerous theories and techniques or approaches, some of which are 
utilised in MSK physiotherapy. One BC approach is Motivational Interviewing (MI), which has, to some extent, been 
found to facilitate BC in healthcare contexts for physical activity, diet14–16 pain17–19 and rehabilitation.20–26 MI uses 
a compassionate, empathic way of being with patients, that allows space for the multiple factors that may influence 
adherence within MSK care and moves towards change by empowering patients through affirming their strengths and 
eliciting verbal conversation about change and growth “change talk” (CT).27,28

Nevertheless, some studies have substantial methodological limitations that limit the strength and generalisability of the 
findings, with inconsistent reporting of MI fidelity. The effectiveness of MI in practice, may be affected by the extent to 
which PTs receive training and acquire and sustain skill in MI with long-term fidelity to the approach.20 The lack of 
enactment of MI practice in research is no different from enactment of other MSK and BC approaches, in which assessment 
of the fidelity to the approach is often overlooked.29 Often MI practice is under described and becomes diluted, fidelity often 
not being assessed or if assessed, not showing fidelity to MI.30 MI approaches specific to MSK physiotherapy have not been 
well researched and may be impacted by poor training quality and lack of fidelity by PTs in delivering MI.31–35

Background
Supporting BC is a fundamental yet challenging aspect of musculoskeletal (MSK) physiotherapy. Patients are commonly 
required to adopt and sustain behaviours such as exercise, pacing, activity modification, and self-management, often in the 
context of persistent pain and complex psychosocial influences.36,37 A range of BC theories and approaches have been applied 
within MSK care, including the Capability, Opportunity, Motivation (COM-B) model, the Theory of Planned Behaviour, Social 
Cognitive Theory, and Self-Determination Theory.38,39 While these frameworks offer useful explanatory perspectives, their 
translation into consistent, practical communication strategies within routine physiotherapy consultations remains limited.7,8

Empirical research suggests that physiotherapists value person-centred care and recognise the importance of ther
apeutic alliance.10,11 Nevertheless, observational and self-report studies indicate that physiotherapists frequently rely on 
a narrow range of BC techniques and often struggle to operationalise empathic, collaborative communication in 
practice.7,13 This highlights an implementation gap between theoretical intent and enacted clinical behaviour.

MI is defined as “a particular way of talking with people about change and growth to strengthen their own motivation to 
change.”28 MI integrates relational elements—such as empathy, collaboration, compassion, and autonomy support—with 
technical communication skills including open questions, reflections, affirmations, and summaries.28 Conceptually, MI 
aligns closely with Self-Determination Theory through its emphasis on autonomy, competence, and relatedness, while 
remaining a pragmatic, practice-based communication approach rather than a prescriptive, theory-driven intervention.40,41

MI has demonstrated effectiveness in supporting behaviour change across healthcare contexts, including physical 
activity promotion, chronic disease self-management, and rehabilitation.20,21 Nevertheless, outcomes are strongly 
influenced by training quality and MI fidelity. Poorly specified training, limited skill development, and lack of fidelity 
assessment often result in diluted or non-MI-consistent practice.30,42

Within MSK physiotherapy, MI research remains limited by generic training models, poor reporting of training 
processes, and infrequent use of validated fidelity measures. Notably, no published study has evaluated an MSK- 
physiotherapy specific MI training curriculum with formal fidelity assessment using the MI Treatment Integrity 
9MITI) 4.2.1 tool.42 Establishing, feasibility, fidelity and acceptability of such training is therefore a necessary step 
before progressing to large-scale effectiveness trials.43
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Aims and Objectives
To date, no published study has evaluated a musculoskeletal physiotherapy–specific motivational interviewing training 
curriculum that includes fidelity assessment using the MITI 4.2.1. Therefore, the aims of this study were not to focus on 
effectiveness, but to develop and undertake preliminary pilot feasibility testing of the implementation of adapted MI 
training for physiotherapists working with pwMSK.31 A pilot feasibility study (PFS) design was taken, aiming to inform 
decisions on both whether and how to design future efficacy and effectiveness trials. Focusing pilot feasibility studies on 
a domain of feasibility, generates new knowledge to inform the design of a future trial.44 Consequently, this work 
primarily focusses on the adaptation of an MI training curricula and secondarily on its feasibility in delivery (quality 
training), practice (fidelity) and its acceptability by both PTs and pwMSK.

The objectives were to evaluate MI-adherent physiotherapist practice in MSK physiotherapy using the MITI 4.2.1 
tool and investigate the efficacy of MI training using the Client Evaluation of Motivational Interviewing (CEMI), 
Treatment Self-Regulation Questionnaire (TSRQ) and Perceived Competence Scale (PCS) pre and post MI training by 
pwMSK.

Materials and Methods
Study Design
Reporting of this study was guided by the CONSORT 2010 checklist of information and the TIDieR.29,43 Collaborator 
feedback contributed key areas for consideration in the study protocol development and elicited information that 
informed the MI training curriculum.45–50 (See Tables 1–4 in the Supplementary Materials). This study was a single- 
cohort prospective sequential PFS, training PTs in MI to support pwMSK.

Sample Size Calculations
A pre-study sample size of n=9 was determined by the availability of MSK PTs accessible in relevant NHS departments 
across North Wales (n=60). In addition, the time and financial resources required to generate and transcribe the MITI 
4.2.1 was a limiting factor. 16 PTs volunteered to participate in the current study, excluded volunteers (n =5) were 
provided with the details of the researcher to access training later, n=2 having left the health board. As this was a PFS, 
there was no need to calculate a sample size sufficient to demonstrate effectiveness. Generalisability of findings was less 
of a concern in this PFS, as the small sample size utilised did not lend itself to parametric statistical analysis; the focus 
was on feasibility, fidelity and the observation of overall trends in the data.44

Sample Recruitment and Eligibility
PTs working with pwMSK were contacted via MSK physiotherapist team meetings and a snowballing recruitment 
approach using Email across departments (at the largest health organisation for the population of Wales) using 
convenience sampling.51 A participant information sheet, consent form and data management form aided PTs in their 
decision to volunteer. A convenience sample of pwMSK were recruited through accessing usual care by their 
physiotherapist and consented to the participate in the proposed study at each data collection time point. Patients differed 
pre and post MI training and were selected and approached by their PTs at random.

PTs were considered eligible if they had an on-going clinical caseload of pwMSK, worked in a local health board site 
in North Wales, were supported with time to record patient consultations and possibly attend for interview with the 
researcher (qualitative data reported separately) and consented to the study in which they would receive MI training, 
committing to implement the MI techniques into clinical practice. PTs were excluded if they were not currently working 
with or would not be working with an ongoing caseload of pwMSK on a regular basis, they were unable to commit to 
undertaking the MI training or had already had an introduction to MI training.

PTs volunteered to participate by reading the information sheet and data management form, seeking agreement of 
participation from their line manager, then returning their signed informed consent form and the patients informed 
consent form for a recording.
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Patient participants were eligible for inclusion if they were pwMSK on a participating PTs caseload at the time of the 
study and consented to their usual consultation being recorded.

MI Training Curriculum and MI Trainer Fidelity
PTs received 3.5 days MI training (summary of key MI curriculum contents can be found in Supplementary Material 8) 
developed from the MINT training manual (https://motivationalinterviewing.org/) modified by the findings from colla
borator group meetings and pre-MI training data (Supplementary Materials Tables 1–4 and qualitative interview data 
reported separately). Three days of the training took place after time point one, and a half days training took place 
between time points two and three (see Figure 1). The TIDieR checklist was used to ensure clear reporting of MI training 
curriculum.29,51 The MI trainer in this study was a MINT member and physiotherapist, with a background working with 

Figure 1 Procedures. 
Abbreviations: Key: *Q, Questionnaires ie, demographics; CEMI, The Client Evaluation of Motivational Interviewing; TSRQ, The Treatment Self-Regulation Questionnaire; 
PCS, The Perceived Competence Scale; TP1, Timepoint One; TP2, Timepoint Two.
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pwMSK. The post training survey based upon the MI Trainer Assessment (MITA)51 included feedback on MI trainer 
fidelity (see Supplementary Materials Table 5).

Data Collection
Physiotherapist and patient participant procedures including training, interviews (reported separately), questionnaires and 
consultation recordings are outlined in Figure 1. Consent forms and information sheets were collated in either paper 
format or online via Qualtrics. Demographic data was collected from PTs, due to the small sample size, some information 
has been omitted to maintain participant confidentiality.

Outcome Measures
Physiotherapist fidelity to MI was measured by evaluating physiotherapist participant proficiency from a conversation 
from the submitted patient-therapist recording using the MITI 4.2.1 tool.42 Detail on the tool and process can be found in 
the Supplementary Material (Supplementary Material 7).

The Client Evaluation of Motivational Interviewing (CEMI) was provided to patient participants for self- 
administration and evaluates the quality of MI delivered to patient participants who rated the degree to which the 
physiotherapist exhibited specific MI related behaviours.52,53 Internal reliability of the CEMI is good to excellent 0.91 for 
the technical factor and 0.89 for the relationship factor and content and face validity was provided by MI experts with 
fidelity assessment experience. The Treatment Self-Regulation Questionnaire (TSRQ) enabled evaluation of the auton
omy aspect of the self-determination theory (SDT) related elements of MI and conclude that analyses across four sites 
that utilized the TSRQ to measure self-regulation for behaviour change in smoking, diet and exercise (all of which can be 
linked to MSK care), have provided reasonable evidence for the validity and reliability of this measure and for its 
consistency across studies that consider a variety of health behaviours.

The choice of the Perceived Competence Scale (PCS) enabled evaluation of patient competence. The alpha reliability for 
the perceived competence items is approximately 0.90 and the PCS has been used in several health-related studies. In a study 
of diabetic patients, perceived competence was predicted by the degree to which the patients experienced the health-care 
climate in their Diabetes Treatment Centre to be autonomy supportive, and perceived competence at carrying out the treatment 
regimen in turn predicted patients’ glucose control (ie, HbA1c) It is theoretically important to differentiate perceived 
autonomy (assessed with the TSRQ) from perceived competence (assessed with the PCS) (Supplementary Material 6).

The relatedness element was evaluated through the CEMI, and relational elements of the MITI 4.2.1.40,41,52,53 A post- 
training physiotherapist training feedback survey was created based on themes discussed in a study by Norris et al54 and 
on MINT member contributions on the MINT online forum. This survey evaluated MI training fidelity and was also used 
to further refine a future MI training curriculum (available upon request). The timings of quantitative outcome measure
ments are outlined in Table 1.

Data Analysis
Descriptive statistics were generated on demographic information for participants, MITI proficiency scores and on survey 
results. Mean MITI behaviour count frequencies were counted, along with Mean and Standard Deviation of MI Global 
Scores (Cultivating Change Talk, Softening Sustain Talk, Partnership and Empathy), Behavioural Frequencies, MITI 
total and summary scores, recommended basic proficiency values for MI proficiency (fair or good for proficiency), CEMI 

Table 1 Outcome Measurements

Timescale Outcome Measure

Pre-initial MI-training CEMI, TSRQ, PCS

1 week post initial MI training MITI 4.2.1, CEMI, TSRQ, PCS

After the half-day follow up MI training Post training physiotherapist survey

3-4 months post initial MI training MITI 4.2.1, CEMI, TSRQ, PCS
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scores and TSRQ and PCS scores.20,28,36,52 Post training survey data indicated the MI trainer’s fidelity to MI. Mean 
differences were generated for physiotherapist confidence scores pre and post training.

Results
Participant flow is outlined in Figure 2.

Figure 2 Participant Flow.
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Physiotherapist and Patient Demographic Data
Seven physiotherapists were male and two were female. Six physiotherapists studied at MSc level, and more than 50% had 
worked in MSK care for over six years (range three months to 16 years). Three participants were recruited from North West 
Wales (NWW), six from North East Wales (NEW), and no participants were recruited from North Central Wales. One 
physiotherapist (R6) did not submit a recorded consultation for coding at TP3, and another (R7) at TP’s 2 and 3. The quantitative 
patient demographics are presented in Figure 3. There were no mean differences in type of presenting MSK condition in patients 
across timepoints. Data presented in this section relates to the nine physiotherapists who submitted recordings that were scored 
using the MITI 4.2.1 at Time Point One (Table 2).

Measures of Feasibility, MI Fidelity and Acceptability
All criteria were met or could be met with minor adjustments for future trials, data relating to physiotherapist and patient 
feasibility criterion can be found in Table 3. MI fidelity, acceptability and implementation data was gained; this can be 
found in Table 4.

Figure 3 Patient demographics for those patients completing the CEMI, TSRQ and PCS with MSK symptoms according to areas of the body across time points one, two and three.

Table 2 Participant Demographic Data

Respondent (R1) Qualification Held Post  
BSc Hons

Time Spent Working  
in MSK Care

Location/Setting Within  
LHB Available Upon Request

R1 MSc pre-registration 8 years NWWa

R2 MSc 12 years NWWa

R3 MSc 7 years NEWb

R4 No further qualification held 3 months NEWb

R5 No further qualification held 2 years NEWb

R6 No further qualification held 16 years NEWb

R7 MSc pre-registration 9 years NEWb

R8 MSc 6 years NWWa

R9 MSc 15 years NEWb

Notes: aNorth West Wales bNorth East Wales
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Table 3 Physiotherapist and Patient Feasibility Criterion Data

Criterion Achieved Proceed Proceed with Amendments

Physiotherapists

Eligibility 10, 3 per site 16 screened, 9 recruited across 2 sites Yes Strategies to identify more eligible 

participants, particularly in North 
Central Wales.

Recruitment 3 per month across 3 sites 1 
month to reconfirm across 3 sites

5 in month 1. 2 in month 2 and 2 in 
month 3 across 2 sites. 9 reconfirmed 

over month 1 across 2 sites

Yes Strategies to increase recruitment rate.

Adherence 100% attendance at MI training 100% (9) PTs attended the 3.5-day 

training

Yes

100% submission of recorded 

consultation at each TP

88% (8) PTs submitted a recording at 

TP2 over 1 week. 78% (7) PTs 

submitted at TP3 over 2 weeks

Yes Strategies to increase eligibility and 

recruitment rates will ensure greater 

submissions. Continue with emails to 
physiotherapists as reminders.

80% RR post MI training survey 100% response rate to the post- 
training survey

Yes

Dropouts ≤20% 0% drop out at MI training phase. 11% 
drop out at TP2 recorded consultation 

(one PT). 11% drop out at TP3 

recorded consultation (one PT)

Yes Consider equality, diversity and 
inclusion

Patients

Recruitment 35 at each TP (45 gained at TP1 

over 2 weeks)

38 at TP2 over 3 weeks. 33 at TP3 

over 2 weeks. Most patients utilised 
paper consent forms (n=5 utilised 

online form over entire time)

Yes Strategies to increase recruitment rate 

at TP3. Continue with emails to 
physiotherapists as reminders – 

consideration of the resource required 

if numbers were to increase. 
Consideration is required for the 

numbers and tracking of pwMSK, if the 

same pwMSK volunteered pre and post 
MI training in future study.

Adherence 100% submission of 
questionnaires (5 per PT)

100% recruited patients submitted 
questionnaires. Most patients utilised 

paper questionnaire submission (n=5 

utilised online form)

Yes If greater numbers of physiotherapists 
were recruited in a future trial, 

consideration is required for the 

resource to support manual in-person 
collection of data.

Table 4 Measures of MI Fidelity and Acceptability

Criterion 
Degree to which the MI training was delivered as intended (Post training PT survey) 

80% or greater physiotherapist MI fidelity score (MITI 4.2.1)

MI fidelity and 
acceptability

4 out of 7 PTs were 100% satisfied with all trainer elements. 

2 out of 7 were 88% satisfied with all trainer elements and 1 out of 7 was 96% satisfied with all trainer elements. 
All PTs were between 71% and 91% percent satisfied with the extent to which the training aims were met. 

100% of PT’s rated improved confidence in their MI-adherence. 

(See section “Post training physiotherapist survey” for more detail). 
87% of PTs (7 out of 8 PTs) demonstrated some MI MITI proficiency at TP2. 86% of PTs (6 out of 7 PTs) 

demonstrated some MI MITI proficiency at TP3 (See section “MITI proficiency scores” for further detail).
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Physiotherapist Data
MITI Proficiency Scores
Physiotherapist MITI proficiency scores are presented in Table 5 and Table 6. At the final timepoint, timepoint three 
(TP3), one physiotherapist achieved full proficiency in all four areas of proficiency, three physiotherapists achieved 
proficiency in three out of four subcomponents, one physiotherapist achieved proficiency in two subcomponents, one 
physiotherapist achieved proficiency in one subcomponent and one physiotherapist did not achieve subcomponent 
proficiency, achieving an improvement in technical skills below the subcomponent proficiency threshold.

Proficiency thresholds are based on expert consensus and should be used in combination with other data to arrive at 
how well or poorly a physiotherapist is using MI.42 This additional data comes in the form of the following qualitative 
interviews of PTs (reported separately).

As Figure 4 shows, differences were found in mean MITI global scores. At TP3, global ratings remained at a moderate 
level (moderate level for global scores is deemed as 3 out of 5, with low being 1 out of 5 and high being 5 out of 5).

As Figure 5 shows, average relational global (RG) and Technical Global (TG) MITI scores changed across time
points. At TP2 “fair” relational proficiency was achieved but not at TP3. At TP3 “fair” TG proficiency was achieved 
(Fair’ proficiency for RG is achieved at 3.5 and for TG is achieved at 3).

As Figure 6 shows, out of the MITI behaviour counts, the reduction in questions asked improved, followed by the use 
of persuade with permission, and increase in percentage of complex reflective statements (%CR). At TP2 “fair” 
proficiency for %CR was achieved (40% is deemed ‘fair) and at TP3 “good” proficiency was achieved (50% is deemed 
“good”). At TP1 no PTs demonstrated “fair” or “good” proficiency in the ratio of reflective statements to questions (fair’ 
proficiency is 1:1 and “good” proficiency is 2:1), at TP2 this increased to two PTs and then to four PTs at TP3 at “fair” 
proficiency.

Patient Data
Over the period of the study the author contacted three pwMSK to clarify their missing questionnaire data, subsequently 
the questionnaires were completed. The individual patients providing data at each time point differed. As Figure 7 shows, 
there were limited differences across time points for CEMI, TSRQAR, TSRQC, and PCS scores. Across the three time- 
points, physiotherapists submitted a greater number of questionnaire data from patients with chronic symptoms.

Table 5 Physiotherapist MITI 4.2.1 Proficiency Sub Scores Over Time

Respondent 
(R)

Relational Global Score  
(3.5 Required for Proficiency)

Technical Global Score  
(3 Required for proficIency)

% of Complex Reflections  
(40% Required for Proficiency)

R:Q

Pre-MI 
Training

1 Week 
Post 
Training

3-4 
Months 
Post 
Training

Pre-MI 
Training

1 Week 
Post 
Training

3-4 
Months 
Post 
Training

Pre-MI 
Training

1 Week 
Post 
Training

3-4 
Months 
Post 
Training

Pre-MI 
Training

1 Week 
Post 
Training

3-4 
Months 
Post 
Training

R1 1 3.5 4 1 3.5 4 0 66 100 0.2:1 1.5:1 1.2:1

R2 1 5 3.5 1 3 2.5 14 66 73 0.4:1 1.3:1 1.2:1

R3 2 2 2 1 1.5 2 20 25 72 0.2:1 0.3:1 1.1:1

R4 3 3.5 4 1.5 2 4 25 27 36 0.8:1 0.6:1 1:1

R5 2.5 4.5 4 1 4 4 37 50 77 0.3:1 0.9:1 0.5:1

R6 4 3 X 3.5 2 X 61 46 X 0.6:1 0.5:1 X

R7 2 X X 1 X X 20 X X 0.1:1 X X

R8 1 3 1.5 1.5 2.5 2 16 50 0 0.2:1 0.4:1 0

R9 1 3.5 3.5 1 2.5 3.5 0 20 33 0.2:1 0.4:1 0.5:1

Mean 2 3.5 3.2 1.3 2.6 3.1 25.1 44 56 0.3:1 0.7:1 0.9:1

Notes: Key: R:Q = Reflection to question ratio. 1:1 required for fair proficiency and 2:1 required for good proficiency. X = no submission/data.
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Post Training Physiotherapist Survey
Upon completion of the training, seven PTs responded to the post training survey. The survey comprised both qualitative 
and quantitative elements (See Supplementary Material 5 for qualitative results). Figure 8 outlines the quantitative survey 
results on the MI fidelity of the MI trainer. Figure 9 outlines the average physiotherapist ratings of whether the MI 
training aims were met.

Physiotherapist Confidence Scores
As Figure 10 shows, there was an improvement in physiotherapists’ confidence in the ability to recognise ambivalence in 
clinical practice. There was an improvement in physiotherapist confidence in the ability to use the spirit of MI in clinical 
practice and in physiotherapists’ confidence in the ability to use core skills of MI in clinical practice.

Table 6 Physiotherapist MITI 4.2.1 Proficiency Scores

MI Proficiency as Scored by the MITI 4.2.1

Respondent (R) Pre-MI Training 1 Week Post Training 3-4 Months Post Training

R1 N RG and TG F 
%CR N 
R:Q F

RG G and TG G 
%CR N 
R:Q F

R2 N RG G TG N 
%CR G 
R:Q F

RG F TG N 
%CR G 
R:Q F

R3 N RG and TG N 
%CR N R:Q N

RG N and TG N 
%CR N 
R:Q F

R4 N RG F TG N 
%CR G 
R:Q N

RG G and TG G 
%CR G 
R:Q F

R5 N RG and TG G 
%CR G 
R:Q N

RG G and TG G 
%CR G 
R:Q N

R6 F-G, N for R:Q RG and TG N 
%CR F 
R:Q N

X

R7 N X X

R8 N RG and TG N 
%CR G 
R:Q N

RG N and TG N 
%CR N 
R:Q N

R9 N RG F TG N 
%CR N 
R:Q N

RG F and TG F 
%CR N 
R:Q N

Mean N RG F 
TG N 
%CR F 
R:Q N

RG N and TG F 
%CR G 
R:Q N

Notes: Key: N = not competent, F = fair G = good, TG = Technical global, RG = Relational global, R:Q = Reflection to 
question ratio: 1:1 required for fair proficiency and 2:1 required for good proficiency, %CR = percentage of complex 
reflections X = no submission/data.
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Discussion
The purpose of this study was to develop and undertake preliminary feasibility testing of an adapted MI curriculum for 
PTs working with pwMSK. There is a need for practical patient centered communication approaches in MSK phy
siotherapy that can support behaviour change and sustained engagement.6–13 This study contributes to addressing this 
need, by co-producing and piloting a context-specific MI curriculum, demonstrating that delivery, uptake and early 
implementation are feasible within real-world clinical settings.

Feasibility, Impact and Acceptability
All feasibility criteria were met or could be adapted to support progression to a larger scale study.

Figure 4 Average global MITI ratings over the study period.

Figure 5 Average MITI RG and TG scores over the study period.
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The study demonstrated early implementation success with most PTs showing measurable improvements in MI- 
adherent behaviours and reporting increased confidence in applying MI in practice. Improvements were most evident in 
technical MI skills including increased use of complex reflections, reduced questioning, and improved ratios of 
reflections to questions. PTs demonstrated a more reflective, patient-centred consultation approach.28,42

Although only one PT achieved full MITI 4.2.1 proficiency, five others achieved MI adherent practice across 
subcomponents, suggesting that behavior change can occur without full mastery. This echoes findings from other studies, 
that recommend post workshop coaching and feedback for sustained MI practice.20,55

Figure 6 Average MITI behaviour counts over the study period. 
Abbreviations: Key: PW, persuade with permission; Q, Question; % CR, percentage of complex reflections.

Figure 7 Average patient outcome scores across timepoints. 
Abbreviations: CEMI, Client Evaluation of Motivational Interviewing; TSRQAR, Treatment Self-Regulation Questionnaire Autonomous Regulation; TSRQCR, Treatment 
Self-Regulation Questionnaire Controlled Regulation; PCS, Perceived Competence Scale.
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A key contribution of this work is the demonstration that training was not only feasible but acceptable and valued by 
PTs, with high satisfaction and perceived relevance to their pwMSK consultations. PTs described the training as 
supporting shift in mindset rather than simply adding techniques, emphasizing awareness of collaborative agenda setting 
and reflective practice.40,41

These findings are aligned with broader MSK literature highlighting the importance of therapeutic alliance, empathy, 
and shared decision-making in improving patient experience and engagement.10–12

Figure 8 Average physiotherapist participant satisfaction ratings of training content/trainer fidelity post training. Key: 0= poor satisfaction 5 = excellent satisfaction. Survey 
questions: 1. Training content (usefulness, relevance, appropriateness, accurate up-to-date information, value, quality) 2. Trainers’ responsiveness to questions and concerns, 
providing feedback where relevant 3. Trainers’ skills (sharing information, instructing clearly, facilitating, using multimedia, time management, group interaction, setting 
agenda) 4. Trainer’s style (gestures, movement, voice tone/volume, pacing, demonstrating, enthusiasm/humour, telling a story) 5. Modelling of MI (engagement, empathy, using 
the resources of the group, interactive, supportive/collaborative learning environment, rolls with discord, emphasising autonomy, acting as a guide).

Figure 9 Average physiotherapist participant ratings of whether the training aims were met. Key: 0= training aims not at all met 5 = training aims completely met. 1. 
Discover MI method/style 2. Experience the application of the spirit of MI 3. Develop the technical skills of MI (OARS) 4. Explore the use of MI in clinical practice, how to 
continue to learn MI in clinical practice 5. Achieving proficiency (MITI) 6. Practising responding to patient discord/sustain talk 7. Learning fundamental language cues (CT/ 
discord) that allow continued feedback and learning.
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Interpreting Patient Outcomes
In contrast to improvements in PTs MI-adherent behaviour and confidence, pwMSK self-evaluation of the receipt of MI 
and self-efficacy pre and post training (CEMI, TSRQ and PCS scores) remained unchanged across timepoints. Firstly, it 
was not feasible for pwMSK to flow through each of the three timepoints, reflecting the real-world clinical environment. 
Secondly, variability in PTs proficiency levels may have limited the consistency of MI delivery.

Importantly, findings from this study highlight that improvements in physiotherapist communication do not necessa
rily translate directly into short-term measurable patient outcomes, particularly in complex MSK populations. Patient 
change is influenced by multiple interacting factors including broader biopsychosocial contexts.2–5,36,37 As such, these 
results should not be interpreted as a lack of effect, but rather as reinforcing the need for appropriately powered trials 
with longitudinal follow-up.21,25

Training, Fidelity and Implementation Considerations
While high-quality three-and-a-half day MI training was delivered, achieving sustained proficiency remains challenging. 
This study supports existing evidence that initial training alone is insufficient, and that ongoing supervision, coaching, 
and reflective practice are essential for maintaining fidelity.55

PTs in this study demonstrated openness to learning and a willingness to engage in reflective practice, a key facilitator 
of implementation.20 The co-produced nature of the curriculum, collaborator involvement, and tailoring to MSK contexts 
represent important strengths that may enhance real-world applicability.30,42

However, several implementation challenges were identified. Time pressures, competing clinical demands, and 
ingrained practitioner habits may limit the consistent application of MI. Additionally, the complexity of integrating 
relational and technical MI components into routine consultations should not be underestimated. These findings highlight 
that MI should be viewed not as a discrete technique, but as an evolving clinical skillset requiring sustained support.28

Figure 10 Physiotherapist confidence pre and post MI training.
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Limitations
Several methodological limitations should be considered. The small convenience sample limits generalisability, and 
selection bias may have occurred, as participating PTs were likely motivated to develop their communication practice. 
Patient samples differed across timepoints, limiting interpretation of outcome measures.

Figure 11 Key curriculum adaptations.
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There are also potential sources of bias, including the Hawthorne effect from recorded consultations and the 
possibility of social desirability in PT responses. Additionally, MI fidelity coding was resource-intensive and not blinded, 
introducing the potential for observer bias.42

While these limitations are inherent to pilot feasibility work, they are balanced by the study’s strengths, including its 
mixed-methods design, use of validated fidelity measures, and grounding in real-world clinical practice.43

Implications for Research and Practice
Taken together, these findings suggest that MI training for PTs in MSK care is feasible, acceptable, and capable of 
improving clinician behaviour, with promising implications for enhancing therapeutic engagement. However, effective
ness cannot be assumed, and future research should focus on larger cluster randomised controlled trials (RCT), 
longitudinal pwMSK outcomes, sustained MI-fidelity through supervision and feedback and matched patient- 
physiotherapist data.

Strategies to improve recruitment rate of patients submitting questionnaires at TP3 could be utilised. Increased 
frequency of requests and reminders with improved resources for practice engagement, including supervisors, managers 
and participant colleagues during the study timeline, might facilitate collective ownership. To ensure better spread of 
participants across sites, the recruitment period could be extended to focus on purposive sampling. From a practice 
perspective, MI training should prioritise relational elements, reflective practice and ongoing learning, contextual 
tailoring to MSK care and co-creation with physiotherapists and pwMSK.

Conclusion
Improvements in MI-adherent practice represent feasibility and implementation outcomes only; patient benefit remains 
untested and requires evaluation in a fully powered trial. Findings from this study indicate that it is feasible to proceed 
with a larger scale pre-post cluster RCT to evaluate the effectiveness of MI with pwMSK using the MI training curricula 
informed by the adaptations and feasibility adjustments and enhancements such as a co-ordinator at each site, blinded 
coders, continued MI supervision post training, comparative individual patient data pre and post MI training and 
prolonged follow-up beyond three months. A pwMSK and physiotherapist co-created adapted MI training curriculum 
can feasibly enable MI adherent practice in MSK physiotherapy and be utilized in a future RCT (curriculum available 
upon request, with key adaptations highlighted in Figure 11 and Supplementary Material 8).

The findings from this study echo previous findings, that participants accessing quality MI training, can produce 
measurable improvements in MI-adherent behavior.20,54 Not only should the content of the adapted curricula be 
considered but the methods through which it was created. Caution should be exercised when considering the use of 
the MI training curricula, as rigid following of a training manual is not recommended, rather it should be utilised as 
a guide and reminder while exercising creativity, flexibility and co-creation of an environment with the participants. MI 
training should be viewed as a foundation for ongoing practice development rather than a complete intervention, 
requiring sustained investment in education, supervision and evaluation to achieve patient-level impact.
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