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Preface



Michael A. Pagliarulo


Our profession continues to evolve to meet the needs of society. Two examples of this are the revisions to the new Vision Statement of the American Physical Therapy Association and the Guide to Physical Therapist Practice 3.0. These documents and their predecessors have significantly influenced the three primary areas of the profession of physical therapy: practice, education, and research. Moreover, the ongoing changes in the legal and regulatory arenas, such as the Affordable Care Act, have also impacted the profession and practice of physical therapy. The current edition reflects these and other changes.


All contributors reviewed and revised their respective chapter in order to keep the content contemporary. This included updates to the information, references, photos, tables, and graphic material. We are pleased to publish the photos in full color, which more accurately displays the body area and therapist/patient interaction. Although content has been updated, the original purpose to serve as an introductory text remains the same. Part I addresses the Profession of physical therapy, and Part II provides an overview of primary practice areas with a consistent approach: General Description; Common Conditions; Principles of Examination; Principles of Evaluation, Diagnosis, and Prognosis; Principles of Intervention; and a Case Study to serve as an example of the application of the principles to that practice area. The comprehensive and current References and Additional Resources provide the opportunity to seek the advanced knowledge in the subject area.


It is now nearly 20 years since the first edition of this text was published. The success we have experienced across these 2 decades attests to the quality of the content and expertise of the contributors. I am pleased to maintain this level of quality in the 5th edition to describe the current status of the profession and practice of physical therapy.









Acknowledgments



This text would not be possible without the efforts of the contributors to each chapter and personnel at Elsevier. Although personnel changes occur with each edition, including this one, the quality of the product remains outstanding, and for this, I am sincerely grateful.


In some cases, a contributor has moved from co-author to primary or sole author. Katy Eichinger now serves as the primary author for the Neuromuscular chapter and Cynthia Zablotny joins her as a co-author. Both have rich academic and clinical backgrounds in the area and provided an extensive update to the chapter. Karen Nolan (Pediatrics) and Teresa Hoppenrath (Older Adult) are now sole authors for their respective chapters. Having recently moved back to full-time clinical positions from academe, they ensure their chapters describe contemporary practice.


Changes have also occurred with the personnel at Elsevier. Christie Hart and Kathy Falk were instrumental in initiating the development of the current edition. Brian Loehr joined this project in 2014 and provided timely and excellent service in managing the content, revisions, and questions from contributors. This was welcomed given the extent of updates and number of contributors. Umarani Natarajan was helpful in the final stages of editing.


I continue to extend my gratitude to the students and faculty who use this text and provide helpful feedback. My commitment to this profession has not diminished over my 45 years of service, and I am thankful to have this opportunity to provide this learning material to students entering the discipline.


Michael A. Pagliarulo


July 2015








Part I


Profession













1





The Profession of Physical Therapy


Definition and Development



Michael A. Pagliarulo





Physical therapy is knowledge. Physical therapy is clinical science. Physical therapy is the reasoned application of science to warm and needing human beings. Or it is nothing.1


Helen J. Hislop
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Learning Objectives


After reading this chapter, the reader will be able to:


1. Define physical therapy.


2. Describe the characteristics of a profession.


3. Describe a brief history of the profession of physical therapy in the United States and the major factors that influenced its growth and development.


4. Identify issues that continue to impact the profession.
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Guide to Physical Therapist Practice 3.0
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The profession of physical therapy continues to evolve to meet the needs of society. Although it has received substantial publicity, confusion remains regarding its unique characteristics. For example, how does physical therapy differ from occupational or chiropractic therapy? This chapter's first purpose, then, must be to present and define this profession.


To define physical therapy thoroughly, it is also important to present a brief history of its development. A review of the past will demonstrate how the profession has responded to societal needs and gained recognition as an essential component of the rehabilitation team. It will also link some current trends and practices with past events.




Definition


Part of the confusion regarding the definition of physical therapy results from the variety of legal definitions seen from state to state. Each state has the right to define the profession of physical therapy and regulate its practice. Such definitions are commonly included in legislation known as practice acts, which pertain to specific professions (practice acts are further described in Chapter 5).


To limit the variety of definitions, the Board of Directors of the American Physical Therapy Association (APTA) created the Physical Therapist Scope of Practice (Box 1-1),2 which was originally titled Model Definition of Physical Therapy for State Practice Acts. This definition identifies several activities inherent in the practice of physical therapy. It uses language and terminology based on the Guide to Physical Therapist Practice 3.0 (the Guide),3 a pivotal document describing the approach of the physical therapist (PT) to patient care. One of the fundamental concepts of the Guide is the five elements of the patient/client management model, and these are incorporated into the definition. (These are briefly described here. For more details on the elements of the model see Chapter 2.) First and foremost, physical therapy begins with an examination to determine the nature and status of the condition. An evaluation is then conducted to interpret the findings and establish a diagnosis and prognosis that includes a plan of care. Interventions are then administered and modified in accordance with the patient's responses. Interventions focus on musculoskeletal, neuromuscular, cardiovascular and pulmonary, and integumentary disorders. The definition of physical therapy also reflects the areas of prevention, and the promotion of health, wellness, and fitness, all of which occur across the life span. Other important activities in the role of the PT include consultation, education, and research. These may be separate from, but ultimately contribute to, effective practice.



Box 1-1


Guidelines: Physical Therapist Scope of Practice


Physical therapy, which is limited to the care and services provided by or under the direction and supervision of a physical therapist, includes:


1. Examining (history, systems review, and test and measures) individuals with impairments, functional limitations, and disability or other health-related conditions in order to determine a diagnosis, prognosis, and intervention; tests and measures may include the following:


■ Aerobic capacity/endurance.


■ Anthropometric characteristics.


■ Arousal, attention, and cognition.


■ Assistive and adaptive devices.


■ Circulation (arterial, venous, and lymphatic).


■ Cranial and peripheral nerve integrity.


■ Environmental, home, and work (job/school/play) barriers.


■ Ergonomics and body mechanics.


■ Gait, locomotion, and balance.


■ Integumentary integrity.


■ Joint integrity and mobility.


■ Motor function (motor control and learning).


■ Muscle performance (including strength, power, and endurance).


■ Neuromotor development and sensory integration.


■ Orthotic, protective, and supportive devices.


■ Pain.


■ Posture.


■ Prosthetic requirements.


■ Range of motion (including muscle length).


■ Reflex integrity.


■ Self-care and home management (including activities of daily living and instrumental activities of daily living).


■ Sensory integrity.


■ Ventilation, and respiration/gas exchange.


■ Work (job/school/play), community, leisure integration or reintegration (including instrumental activities of daily living).


2. Alleviating impairment and functional limitation by designing, implementing, and modifying therapeutic interventions that include, but are not limited to:


■ Coordination, communication, and documentation.


■ Patient/client-related instruction.


■ Therapeutic exercise.


■ Functional training in self-care and home management (including activities of daily living and instrumental activities of daily living).


■ Functional training in work (job/school/play) and community and leisure integration or reintegration activities (including instrumental activities of daily living, work hardening, and work conditioning).


■ Manual therapy techniques (including mobilization/manipulation).


■ Prescription, application, and, as appropriate, fabrication of devices and equipment (assistive, adaptive, orthotic, protective, supportive, and prosthetic).


■ Airway clearance techniques.


■ Integumentary repair and protection techniques.


■ Electrotherapeutic modalities.


■ Physical agents and mechanical modalities.


■ Dry needling.


3. Preventing injury, impairment, functional limitation, and disability, including the promotion and maintenance of health, wellness, fitness, and quality of life in all age populations.


4. Engaging in consultation, education, and research.


From Guidelines: Physical Therapist Scope of Practice, BOD G03-01-09-29. Board of Directors Standards, Positions, Guidelines, Policies, and Procedures. Alexandria, VA, American Physical Therapy Association, 2009.




Traditionally, PTs have provided care to patients—individuals who have disorders that require interventions to improve their function. Client is the term used to refer to an individual who seeks the services of a PT to maintain health or a business that hires a PT for consultation.3 The latter area of involvement has become more significant in the recent development of the profession.


In addition to identifying the activities of a PT, the definition states that physical therapy is “provided by or under the direction and supervision of a physical therapist.” This qualification is further stipulated in a section of another policy (adopted by the House of Delegates, the highest policy-making body of the APTA) specifying that PTs and physical therapist assistants (PTAs) working under the direction of a PT are the only individuals who provide physical therapy (Box 1-2; see Chapter 3 for a comprehensive description of the background and role of the PTA.).4



Box 1-2


Provision of Physical Therapy Interventions and Related Tasks


Physical therapists are the only professionals who provide physical therapy interventions. Physical therapist assistants are the only individuals who provide selected physical therapy interventions under the direction and at least general supervision of the physical therapist.


From Provision of Physical Therapy Interventions and Related Tasks, HOD P06-00-17-28. House of Delegates Standards, Policies, Positions, and Guidelines. Alexandria, VA, American Physical Therapy Association, 2009.






Physical Therapy as a Profession


The definition of physical therapy provides a broad description of the scope of practice of physical therapy. A companion document addresses physical therapy as a profession (Box 1-3).5 This position was adopted by the House of Delegates of the APTA in 1983 and was subsequently revised to incorporate Guide language. Although the position states, “Physical therapy is a health profession…,” it does not offer a spectrum of characteristic evidence to support this statement. Perhaps one reason is the difficulty in conclusively defining a profession.



Box 1-3


Position on Physical Therapy as a Health Profession


Physical therapy is a health profession whose primary purpose is the promotion of optimal health and function. This purpose is accomplished through the application of scientific principles to the processes of examination, evaluation, diagnosis, prognosis, and intervention to prevent or remediate impairments, functional limitations, and disabilities as related to movement and health.


Physical therapy encompasses areas of specialized competence and includes the development of new principles and applications to meet existing and emerging health needs. Other professional activities that serve the purpose of physical therapy are research, education, consultation, and administration.


From Physical Therapy as a Health Profession, HOD P06-99-19-23. House of Delegates Standards, Policies, Positions, and Guidelines. Alexandria, VA, American Physical Therapy Association, 2009.




Swisher and Page6 presented a comprehensive review of the variety of descriptions of a profession. They addressed definitions based on a description of characteristics, stages of evolution, or power, but they focused on three qualities commonly held in high regard: autonomy, ethical standards, and accountability. Distinct applications of these qualities were made to physical therapy.


Moore7 also included autonomy in a description of a profession and positioned it at the peak of a hierarchy of characteristics (Figure 1-1). This description is particularly applicable to physical therapy. The first characteristic, a lifetime commitment requiring an individual's dedication to the profession, is formidable yet admirable. PTs and PTAs do not commonly leave this profession. The second characteristic, a representative organization, provides standards, regulations, structure, and a vehicle for communication. In physical therapy, this characteristic is fulfilled by the APTA. The third characteristic, specialized education, ensures competency to practice. For example, standards for the accreditation of physical therapist education programs (effective January 1, 2016) stipulate that the institution awards the Doctor of Physical Therapy (DPT) degree and standards for accreditation of PTA education programs stipulate that the institution awards the associate degree.8,9 The fourth characteristic, service to clients, is obvious in physical therapy and provides a direct benefit to society. In this context, the term patients would also apply. The final feature, autonomy of judgment, applies regardless of whether the therapist practices in a jurisdiction where a physician's referral is required by law. Independent and accurate judgment is inherent in every evaluation, plan of care, and discharge plan conducted by the PT. This last criterion is frequently used to distinguish a professional from a technician (an individual who requires supervision).

[image: f01-01-9780323328357]
Figure 1-1 Hierarchy of the criteria to define a profession.





As a profession, physical therapy is guided by the criteria listed in Figure 1-1. Such was not always the case, and evolution of the profession has entailed significant change and varying degrees of recognition from other professions. The next section provides a brief overview of the history of physical therapy, particularly as it developed in the United States.




Historical Development


Examining the origin and development of the profession and practice of physical therapy in the United States will serve to explain some of the current characteristics and conditions. It will also demonstrate how certain positions have changed over time. The reader is referred to the resources at the end of this chapter for more detailed historical accounts.




Origins of Physical Therapy


Granger10 described how physical measures were used in ancient civilizations to relieve pain and improve function. Massage was used by the Chinese in 3000 BC, described by Hippocrates in 460 BC, modified by the Romans, and accepted as a scientific procedure in the early 1800s. Techniques of muscle reeducation developed from this evolution. Hydrotherapy was practiced by the Greeks and Romans through the use of baths and river worship. The development of electrotherapy began in the 1600s with the introduction of electricity and electrical devices.


More modern techniques of physical therapy were practiced extensively in Europe, particularly England and France, before being used in the United States. It took the outbreak of polio epidemics and World War I to bring these techniques to the United States.




Impact of World War I and Polio


It is unfortunate that the impetus to develop physical therapy in this country was the response to widespread suffering; at the same time, such an origin demonstrates the direct humanitarian motivation that serves as the foundation of physical therapy. First came the epidemics of polio (poliomyelitis or infantile paralysis) in 1894, 1914, and 1916, which left tens of thousands of children paralyzed and in need of “physical therapy.” Then at the outbreak of World War I, the Surgeon General of the United States sent a group of physicians to England and France to learn about physical therapy techniques for the better management of those wounded in war. As a result, the Division of Special Hospitals and Physical Reconstruction was created in 1917.11 This division was responsible for training and managing reconstruction aides (exclusively women) who would provide physical reconstruction to those injured in war. These women were the forerunners of the profession and practice of physical therapy in the United States (Figure 1-2).

[image: f01-02-9780323328357]
Figure 1-2 Reconstruction aides treating soldiers wounded in World War I at Fort Sam Houston, Texas, in 1919. (From American Physical Therapy Association: Historical Photograph Packet.)






During this period, polio epidemics were occurring in Vermont. A statewide program known as the Vermont Plan was developed to study the cause and effects of the disease. Under this plan, health care teams conducted field visits to provide care for children with polio.12 These teams consisted of orthopaedic surgeons, public health nurses, physiotherapists (commonly known as physicians’ assistants), brace makers, and stenographers. The physiotherapists became involved in taking accurate measurements to determine muscle strength and providing therapy through exercise and massage (Figures 1-3 and 1-4).

[image: f01-03-9780323328357]
Figure 1-3 Physical therapists and physicians working together to evaluate and treat children at a polio clinic in New England in 1916. (From American Physical Therapy Association: Historical Photograph Packet.)





[image: f01-04-9780323328357]
Figure 1-4 Aquatic therapy was very effective for individuals who had polio. (From American Physical Therapy Association: Historical Photograph Packet.)








Post-World War I Period


Even after the war, the need for physical therapy continued. Attention shifted from preserving a fighting force to maintaining a working force. Humanitarian interests and the labor requirements of an industrial society resulted in a focus on “crippled children.”13 As the reconstruction aides moved into civilian facilities to address these needs, their titles and practices were plagued by confusion and ambiguity. The time had come to establish a clear identity through a national organization.


The origin of the first national organization representing “physical therapeutics” is traced to a meeting suggested by a military physician. This meeting, on January 15, 1921, at Keen’s Chop House in New York City, was attended by 30 reconstruction aides and five physicians. Accomplishments of the first meeting included creation of a national organization, the American Women’s Physical Therapeutic Association, and election of the first president, Mary McMillan.14 According to the first constitution, the organization was established to maintain high standards and provide a mechanism for sharing information (Box 1-4).



Box 1-4


Founding Objectives of the American Women's Physical Therapeutic Association


1. To establish and maintain a professional and scientific standard for those engaged in the profession of physical therapeutics.


2. To increase efficiency among its members by encouraging them in advanced study.


3. To disseminate information by the distribution of medical literature and articles of professional interest.


4. To make available efficiently trained women to the medical profession.


5. To sustain social fellowship and intercourse on grounds of mutual interest.


Data from Beard G: Foundations for growth: A review of the first forty years in terms of education, practice, and research. Phys Ther Rev 41:843–861, 1961.




Mary McMillan was the overwhelming choice for president (Figure 1-5). Trained in England, she is credited with becoming the first “physical therapist” in the United States.12 As a reconstruction aide she was stationed at Walter Reed General Hospital in Washington, DC, where she was appointed head reconstruction aide in 1918. Later, while at Reed College in Portland, Oregon, she participated in the largest (over 200 students) of seven emergency training programs for reconstruction aides.

[image: f01-05-9780323328357]
Figure 1-5 Mary McMillan was elected in 1921 as the founding president of the American Women’s Physical Therapeutic Association (precursor to the American Physical Therapy Association). (From American Physical Therapy Association: Historical Photograph Packet.)






Under the leadership of Miss McMillan, the new organization took immediate action. Two membership categories were established: charter members (reconstruction aides), and active members who “shall be graduates of recognized schools of physiotherapy or physical education, who have had training and experience in massage and therapeutic exercise, with some knowledge of either electrotherapy or hydrotherapy.”15 An official journal, P.T. Review, was established and first published in 1921. Annual meetings were initiated in conjunction with annual meetings of the American Medical Association (AMA) to capitalize on their programs and gain recognition. The name of the organization was changed in 1922 to the American Physiotherapy Association (APA). Two men were admitted in 1923. In 1926, the journal was retitled Physiotherapy Review. To honor the pioneering work of Mary McMillan, the organization eventually created in her name a lectureship (presented as a major opening event at the Annual Conference) and student scholarship programs that continue today.


Two issues involving physicians took decades to resolve. The first pertained to identity. Physicians perceived these practitioners to be technicians or aides and suggested that this distinction be reflected in their title. Members of the APA believed that they had a more professional status and objected to that reference. This issue was not settled until the 1940s, when physicians established physical medicine as a medical specialty. These physicians were known as physiatrists, and the term physical therapist (without adding technician or aide) became acceptable thereafter.13


The second issue was more substantive and involved education requirements. No standard educational program existed for a physiotherapist; therefore, the APA developed a suggested curriculum and published it in 1928. This was a 9-month program (1200 total clock hours). Entrance requirements included graduation from a school of physical education or nursing.14 In contrast, most of the students in the 14 training programs for reconstruction aides were physical education teachers or graduates of physical education schools. A committee of the APA visited all institutions offering educational programs for physiotherapists and published a list of 11 approved programs in 1930.


The action by the APA did not fully resolve the issue of education requirements. Greater recognition of education programs and standards was required, so the APA sought assistance from the AMA in 1933. Consequently, the Council on Medical Education and Hospitals of the AMA inspected 35 schools of physiotherapy. Based on this inspection, as well as input from the APA and other related organizations, the AMA adopted the Essentials of an Acceptable School for Physical Therapy Technicians in 1936. Entrance requirements and length of program remained essentially unchanged; however, the curriculum was stated in detail, and other characteristics were stipulated (institutional affiliation, faculty, resources, and clinical facilities). Thirteen schools were approved by the AMA in 1936.14





Impact of World War II and Polio


Once again, national and global tragedies combined to expand the need for physical therapy, and, as before, the profession responded. To meet the demands of the war, eight emergency 6-month courses were authorized to be offered among the 15 approved full-length programs in physical therapy. These shortened courses were discontinued in 1946 when war-related demands for services dropped.


Unfortunately, polio continued to create a need for therapy. In response to repeated epidemics, the National Foundation for Infantile Paralysis (often referred to as “the Foundation”) was established in 1938 for research, education, and patient services.11 PTs continued to provide vital services for children affected by polio.


The Foundation was a source of substantial support for the profession and practice of physical therapy. Catherine Worthingham, a past president of the APA, accepted the position of Director of Professional Education on the staff of the Foundation in 1944. In the same year, the first national office of the APA was established in New York City and the first executive director was hired. Both these actions were made possible by a grant from the Foundation. Also in 1944, a permanent headquarters and staff for the APA enabled the organization to create the House of Delegates to serve as a policy-making body. Other grants from the Foundation provided scholarships to recruit and retain physical therapy students and faculty, funds to hire a consultant to recruit and assign PTs for emergency work relating to polio, and financial support for training in techniques fostered by Sister Elizabeth Kenny for individuals with polio (early application of moist heat to permit mobilization and prevent contractures).




Post-World War II Period


The U.S. Army recognized the need to retain PTs in an organized unit to provide service to military personnel. As a result, the Women's Medical Specialist Corps was established in 1947. It consisted of PTs, occupational therapists, and dietitians. A PT, Emma Vogel, became the first chief of the Corps and was accorded the rank of colonel.11 In 1955, the Corps became the Army Medical Specialist Corps to allow men and women to serve with commissions in the military.14


A major breakthrough in the treatment of polio occurred during this period with the introduction of gamma globulin and the Salk vaccine. Finally, the disease could be controlled. PTs played prominent roles during field trials of these medications, which began in 1951.


Name clarification continued as the term physiatrist became recognized as the title given to physicians who practiced physical medicine. Physical therapists (PTs) could now practice physical therapy. This role clarification was reflected in the new name for the national organization, the American Physical Therapy Association, in 1947 and a new title for the journal, Physical Therapy, in 1962. It was also demonstrated in the title of the new Essentials, which extensively revised the original document of 1936. The new title, Essentials of an Acceptable School of Physical Therapy, no longer referred to technicians. This document was adopted by the AMA in 1955 and was used to approve new and existing educational programs for over 20 years. The new Essentials established minimum curricular standards, including a program length of 12 months.


(NOTE: As the need and interest in unique areas of practice, education, and research continued to develop over the decades, new entities within the APTA were created. These are identified in appropriate time periods that follow, but described in more detail in Chapter 4.)




1960s through 1980s


The three-decade period of the 1960s through the 1980s was characterized by growth and recognition in education, practice, and research. Societal issues of this period included an aging population, health promotion, and disease prevention. Federal legislation funded health care for a variety of populations, which increased the demand for physical therapy. The profession responded with several actions.


First, the APTA adopted policy statements in the 1960s to clarify the preparation and use of PTAs and aides. These positions were necessary to meet the growing demand for services.


The headquarters of the APTA was relocated to Washington, DC, in 1971 to increase political involvement. Executive operations were further strengthened when two adjacent office buildings were purchased in nearby Alexandria, Virginia, in 1983.


New education programs were developed in an attempt to keep pace with the demand; curricular evolution was inherent as health care in general expanded. This period opened with an APTA policy in 1960 declaring the baccalaureate degree to be the minimum educational requirement for a PT. By the late 1970s, it became clear that a postbaccalaureate degree would be necessary to master the knowledge and skills required for competent practice. Consequently, a critical policy adopted by the APTA in 1979 (amended in 1980) stated that new and existing programs in physical therapy must award a postbaccalaureate degree by December 31, 1990. This requirement had a major impact on curricular development.


This period also saw an evolution in the historical link between the AMA and the APTA (formerly APA) regarding approval (accreditation) of educational programs. The APTA became more actively involved in the accreditation process. In 1974 it adopted the Essentials of an Accredited Educational Program for the Physical Therapist, which represented a dramatic departure from the prescriptions in the 1955 Essentials.13 In 1977, the Commission on Accreditation in Education (a body separate from, but administratively supported by, the APTA) became recognized by the U.S. Office of Education and Council on Postsecondary Education as an accrediting agency. Standards for Accreditation of Physical Therapy Educational Programs was adopted by the APTA in 1979. In 1983, after contesting the value of the AMA in the accreditation process, the Commission on Accreditation in Education became the sole agency for accrediting education programs for PTs and PTAs. This recognition marked the maturity of the profession.


Increased demand for services and educational requirements resulted in advances in practice opportunities. The profession lobbied aggressively at the state level for direct access: the right to conduct patient examinations and interventions without a physician’s referral. The patient was the ultimate beneficiary: health care costs were reduced (no required physician visit), and physical therapy could begin sooner. In 1957, Nebraska became the first state to have direct access. The second state to enact legislation for direct access was California in 1968. Legislation proliferated through the 1980s, and by the end of the decade, direct access was legal in 24 states.


Advances in practice fostered new opportunities to demonstrate excellence. The American Board of Physical Therapy Specialties was created by the APTA in 1978. This provided a mechanism for PTs to become certified and recognized as clinical specialists in certain practice areas.


The need for research to substantiate physical therapy interventions became essential. This was particularly true as insurance providers began to challenge the cost of health care. The Foundation for Physical Therapy was initiated in 1979 to promote and support research in physical therapy.




1990s


During the 1990s, skyrocketing costs of health care resulted in significant cost control measures in the private and government sectors. New methods of financing and reimbursing health care, created by the proliferation of managed care and the Balanced Budget Act of 1997, had a direct impact on the delivery of health care services, including physical therapy. Costs were controlled by limitation of the type, number, and reimbursement amounts for services. The circumstances of PTs and PTAs deteriorated as job availability and salaries plateaued and then declined in some facilities. This unfavorable situation was compounded by the continued proliferation of education programs. One study predicted a surplus of PTs by the end of the decade.16 Unemployment suddenly became a real issue.


Practice issues had a domino effect on education. With a tight job market, applications to PT and PTA education programs dropped. In fact, many of the programs for PTAs closed voluntarily because of limited enrollment. Eventually, the APTA established a position recommending against the development of new education programs.


The shift to postbaccalaureate education gave rise to several national conferences, which resulted in documents that described the values and preferences in PT and PTA education programs. A Normative Model of Physical Therapist Professional Level Education: Version 2004 was originally developed in 1994-95 to provide guidance to these programs.17 Similar activities for PTA education programs resulted in a parallel document for these programs first published in 1999 and revised in 2007.18


Although the need for clinical research had been known for decades, the controls imposed by third-party payers were a direct call for research that would justify physical therapy services. First published in 1995, the Guide to Physical Therapist Practice provided a comprehensive and detailed description of physical therapy services, but research was needed to substantiate these services. A Clinical Research Agenda for Physical Therapy was established to identify areas where research was needed and feasible. Programs offered by the Foundation for Physical Therapy to fund research were expanded. The developing concept of evidence-based practice (practice based on proof) was promoted through the new Hooked on Evidence program.19 (See Chapter 2 for additional description of evidence-based practice.) This provided a user-friendly database of current literature pertinent to the practice of physical therapy. APTA members were able to review journal articles and submit a critical analysis to the database for use by clinicians. New accreditation criteria for PT education programs increased the expectation regarding faculty scholarship. These new opportunities and expectations created by external and internal forces combined to promote further research activities in the profession.


Through the course of this period, the APTA took a strong leadership role in addressing the issues. Extensive lobbying and rallying of public sentiment resulted in legislation that protected patients’ rights in managed care organizations and lifted a major funding cap in the Medicare program for physical therapy services. Several task forces were established to consider the role and governance rights of PTAs. Final reports were instrumental in new policies and positions that clarified their clinical role, education level, continuing education opportunities, recognition of advance proficiencies, and governance rights. In 1998 a separate deliberative body for PTAs, the Representative Body of the National Assembly, was approved. The decade closed with a bright outlook for improvements in the future.




Twenty-First Century


The twenty-first century opened with an evolutionary action by the APTA House of Delegates when, in the year 2000, it adopted the APTA Vision Statement for Physical Therapy 2020 (Box 1-5; see Box 7-1 for the shortened version, the Vision Sentence).20 Commonly cited as Vision 2020, it has become a beacon for the profession and has provided a distinct direction for current and future action. Its six key components address the areas of practice, education, and research: (1) autonomous practice, (2) direct access, (3) practitioner of choice, (4) Doctor of Physical Therapy (DPT), (5) evidence-based practice, and (6) professionalism. It soon became the source for follow-up action by the Board of Directors and House of Delegates to further define these elements and establish goals and actions to achieve them. Some examples of these actions follow.



Box 1-5


American Physical Therapy Association (APTA) Vision Statement for Physical Therapy 2020


■ Physical therapy, by 2020, will be provided by physical therapists who are doctors of physical therapy and who may be board-certified specialists. Consumers will have direct access to physical therapists in all environments for patient/client management, prevention, and wellness services. Physical therapists will be practitioners of choice in patients'/clients' health networks and will hold all privileges of autonomous practice. Physical therapists may be assisted by physical therapist assistants who are educated and licensed to provide physical therapist–directed and –supervised components of interventions.


■ Guided by integrity, lifelong learning, and a commitment to comprehensive and accessible health programs for all people, physical therapists and physical therapist assistants will render evidence-based services throughout the continuum of care and improve quality of life for the society. They will provide culturally sensitive care distinguished by trust, respect, and an appreciation for individual differences.


■ While fully availing themselves of new technologies, as well as basic and clinical research, physical therapists will continue to provide direct patient/client care. They will maintain active responsibility for the growth of the physical therapy profession and the health of the people it serves.


From American Physical Therapy Association (APTA): APTA Vision Sentence for Physical Therapy 2020 and APTA Vision Statement for Physical Therapy 2020, HOD P06-00-24-35, House of Delegates Policies, Positions, and Guidelines, Alexandria, VA, 2009, APTA.




In 2003, the APTA Board of Directors issued a position listing and describing the elements of autonomous practice. This was subsequently updated and adopted by the House of Delegates (Box 1-6).21 This position indicates that PTs have the capability to exercise professional judgment to practice under direct access within their scope of practice and refer patients and clients to other health care professionals when necessary. These attributes reiterate the importance of autonomy of judgment as one of the highest, if not the highest, characteristic of a profession.



Box 1-6


Autonomous Physical Therapist Practice


Physical therapists have the responsibility to practice autonomously in all settings, practice environments, and employment relationships. Autonomous physical therapist practice is characterized by:


■ Independent, self-determined professional judgment within one's scope of practice, consistent with the profession's codes and standards and in the patient's/client's best interest.


■ Responsibility and acceptance of risk for all aspects of the physical therapist patient/client management.


■ Ability to refer to and collaborate with health care providers and others to enhance the physical therapist patient/client management.


■ Recognition of circumstances that necessitate a request for consultation and initiation of such consultation when in the best interest of the patient/client.


■ Clinical decision making that is independent of external financial considerations.


■ Physical therapist governance and control of physical therapy practice in all settings.


From American Physical Therapy Association (APTA): Autonomous physical therapist practice: definitions and privileges, BOD P03-03-12-28, Board of Directors Standards, Positions, Guidelines, Policies, and Procedures, Alexandria, VA, 2009, APTA.




In the same year the Board of Directors approved another document related to the Vision Statement, “Professionalism in Physical Therapy: Core Values,” developed by a consensus conference method (Table 1-1).22 The purpose of identifying and describing these core values was to assist the transition to a doctoring profession by articulating what a PT practitioner would do in her or his daily practice to demonstrate professional behavior. This document has focused greater attention on professional behaviors and how to teach and emulate them.




Table 1-1


Core Values of Professionalism in Physical Therapy



	Core Value
	Definition




	Accountability
	Accountability is active acceptance of the responsibility for the diverse roles, obligations, and actions of the physical therapist, including self-regulation and other behaviors that positively influence patient/client outcomes, the profession, and health needs of society



	Altruism
	Altruism is the primary regard for or devotion to the interest of patients/clients, thus assuming the fiduciary responsibility of placing the needs of the patient/client ahead of the physical therapist's self-interest



	Compassion/caring
	Compassion is the desire to identify with or sense something of another's experience; a precursor of caring
Caring is the concern, empathy, and consideration for the needs and values of others



	Excellence
	Excellence is physical therapy practice that consistently uses current knowledge and theory while understanding personal limits, integrates judgment and the patient/client perspective, embraces advancement, challenges mediocrity, and works toward development of new knowledge



	Integrity
	Integrity is steadfast adherence to high ethical principles or professional standards



	Professional duty
	Professional duty is the commitment to meeting one's obligations to provide effective physical therapy services to individual patients/clients, to serve the profession, and to positively influence the health of society



	Social responsibility
	Social responsibility is the promotion of a mutual trust between the profession and the large public that necessitates responding to societal needs for health and wellness






From Professionalism in physical therapy: core values. BOD P05-04-02-03. American Physical Therapy Association.21




Continued lobbying efforts were successful in advancing direct access legislation. Evidence became available to demonstrate the fiscal and human benefits of this practice delivery model. One study concluded the total paid claims for physician-referred physical therapy were 2.2 times higher than paid claims to PTs practicing in direct access states.23 Direct access finally became legal in all 50 states and the District of Columbia in 2014.24


Perhaps the most dramatic impact generated by Vision 2020 was in PT education programs. No one predicted the rapid pace of transition to the DPT degree created by the opening sentence. The first class of PTs with the designation “DPT” graduated in 1996 from Creighton University in Omaha, Nebraska, but by 2010 nearly all professional-level PT education programs were at the doctoral level. One of the reasons for this rapid transition was that most of the existing PT education programs already far exceeded the minimal curricular requirements for the master's degree, which was the common degree awarded. Another was that this was a professional doctorate (e.g., MD, JD), which requires advanced education and practice in the profession, unlike the academic doctorate (e.g., PhD, EdD), which requires extensive research to generate new knowledge.


As the doctoral degree rapidly became the entrance degree for graduates into the profession, these new professionals began to seek advanced education and training to maintain their sense of a “doctoring” profession. The American Board of Physical Therapy Residency and Fellowship Education was created by the Board of Directors to review and accredit postprofessional residency and fellowship programs in physical therapy.25 These have become increasingly popular as new graduates seek to continue their education and training as they enter the profession. With the growth and development of education for PTs, leaders in physical therapy education decided it was imperative to establish a stronger voice and role. The American Council of Academic Physical Therapy (ACAPT) was created as a council under the Board of Directors of the APTA in 2010 to promote the highest standards of excellence in physical therapist education, including clinical and postprofessional education, and subsequently became a component of the APTA by action of the House of Delegates in 2013.26


This period also experienced further analysis and evolution of organizational structure of the APTA as it affected the PTA. In 2005, after an extensive review of the limited effectiveness of the Representative Body of the National Assembly, the APTA House of Delegates replaced it with the PTA Caucus, which had its first meeting in 2006. This entity consisted of representatives from all the chapters of the APTA and provided nonvoting delegates to the House of Delegates. Other mechanisms for direct input from the PTA community to the Board of Directors, such as the Advisory Panel of Physical Therapist Assistants, were also approved. These and other related changes that pertain to PTAs, such as consideration of the baccalaureate degree, are further described in Chapter 3.


Research was further promoted when the Hooked on Evidence program was open to nonmembers of the APTA. This was limited to article searches. Additional resources for article searches were established in the Open Door program, which subsequently became known as Article Search.27 This program permits APTA members to search several prominent databases in the medical literature and access thousands of publications.


As this period continued, leaders within the profession began to question whether the expectations of Vision 2020 were either met or should be updated. After considerable work by a designated task force and discussion by the House of Delegates, the latter body adopted a new Vision Statement for the Physical Therapy Profession in 2013 (Box 1-7).28 A companion document, Guiding Principles to Achieve the Vision,29 was also adopted and described how the profession and society would appear once the vision was achieved. The principles addressed Identity, Quality, Collaboration, Value, Innovation, Consumer-centricity, Access/Equity, and Advocacy. The Guide to Physical Therapist Practice was revised and updated to become a more internal document. The document was originally directed to policy makers to inform them about the description of physical therapy. Other resources now provide this information; therefore, the current version is directed to PTs and PTAs.



Box 1-7


Vision Statement for Physical Therapy


Transforming society by optimizing movement to improve the human experience.


Vision Statement for Physical Therapy and Guiding Principles to Achieve the Vision. Reprinted from http://www.apta.org, with permission of the American Physical Therapy Association, Copyright © 2015 American Physical Therapy Association.




Although the first decade of the new century opened with a limited job market for PTs and PTAs, the outlook changed dramatically for the better. Employment projections for these two groups over the period from 2012 to 2022 are excellent: 36% for PTs and 41% for PTAs.30 This presents an excellent future for the profession.


Issues continue to impact the profession and are under review and consideration by the APTA. These include permanent removal of the Medicare cap on reimbursement for outpatient rehabilitation services (combines physical therapy and speech-language pathology), whether there should be service extenders besides PTAs, the possibility of moving the degree requirement for the PTA to the baccalaureate level, and the identification and implementation of best practice in clinical education. The profession continues to “move forward” (APTA's branding campaign) as the needs of society evolve.





Summary


Physical therapy is a profession that enjoys a proud heritage. From the reconstruction aides of World War I to the autonomous practitioners of today, PTs continue to provide services to reduce pain, improve function, and maintain health. As a preamble to the remainder of the text, this chapter provided a definition of physical therapy and the qualities that characterize it as a profession, particularly autonomy of judgment. The history of the profession was traced from its origins in World War I. The influence of poliomyelitis and world wars, relationships with the AMA, development of the APTA, and recognition as a profession were described. In the decades after World War II, growth and development were paramount features of the profession until managed care and other forces for cost control in health care took hold in the 1990s. The millennium ended with a tight job market that had an unfavorable impact on education programs. The twenty-first century opened with Vision 2020, which set new goals and instigated follow-up action. The job market improved, and this helped lead to the rapid establishment of DPT and residency programs. Research was further promoted by the Hooked on Evidence program and higher expectations of faculty. The rights of PTAs within the profession continued to evolve. A new Vision Statement and Guiding Principles focused on the needs of society and how physical therapy can improve that experience. The profession was on the move to achieve the principles of the new Vision Statement.
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Review Questions


1. How does the APTA’s definition of physical therapy differ from its philosophical statement?


2. Explain the differences between the practice and the profession of physical therapy, and identify the documents that describe each.


3. Define profession, and apply its five characteristics to physical therapy. Is physical therapy a profession?


4. How did polio and World Wars I and II affect the origin and evolution of physical therapy in the United States?


5. Describe how the relationship between the AMA and what was eventually to become the APTA changed from the 1920s through the 1980s.


6. What impact has Vision 2020 had on the profession of physical therapy? How does the new Vision Statement differ from Vision 2020?


7. How has the education of physical therapists evolved since the turn of the century?
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Roles and Characteristics of Physical Therapists



Michael A. Pagliarulo





All physical therapists, regardless of title or position, function in multiple capacities, shifting from one to another as the situation demands. For example, the clinician serves as a teacher, a supervisor, a negotiator, a clinician researcher, an advocate, and a business administrator. Physical therapists in other positions not only share those functions but may assume additional ones as well.


Geneva R. Johnson
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Learning Objectives


After reading this chapter, the reader will be able to:


1. Describe the roles of the physical therapist in primary, secondary, and tertiary care.


2. Describe the roles of the physical therapist in prevention and health promotion.


3. Describe the components of the patient/client management model.


4. Describe general features of tests and measures and interventions used in physical therapy.


5. Describe other professional roles of the physical therapist in the areas of consultation, education, critical inquiry, and administration.


6. List and describe the demographic characteristics of physical therapists.
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In the past two decades, the demand for physical therapists (PTs) and physical therapist assistants (PTAs) and the recognition and reimbursement for services they provide have evolved dramatically. This transformation has resulted from several trends and outside influences, including the aging population, federal legislation entitling children in public schools to health care, a burgeoning interest in personal fitness, and actions taken by insurance companies and the government to contain the rising cost of health care. PTs and PTAs have had to adapt to these rapid and extensive changes, which at times have been frustrating to comprehend and accommodate. A Putnam Investments advertisement aptly summarizes these sentiments: “You think you understand the situation, but what you don't understand is that the situation just changed.”1


The profession of physical therapy has succeeded and will continue to succeed. We have followed several of the ground rules proposed by Price Pritchett, including becoming quick-change artists, accepting ambiguity, and holding ourselves accountable for our individual actions.1 To provide a framework for understanding the profession in the context of change, this chapter examines the diverse and shifting roles of PTs, the breadth of services provided, and the variety of employment settings where these services exist. Recent demographic data and information on employment activities and conditions are presented. More specific descriptions of the clinical functions performed by PTs and PTAs in the delivery of services are presented in Part 2 of this text. This chapter focuses on the roles and characteristics of the PT; those for the PTA are covered in Chapter 3.




Roles in the Provision of Physical Therapy


The primary role of a PT involves direct patient care. Although PTs engage in many other activities and in some cases no longer participate in clinical practice, patient care remains the predominant employment activity. For this reason, the Standards of Practice for Physical Therapy is perhaps the foremost core document approved by the House of Delegates of the American Physical Therapy Association (APTA) and serves as a foundation to the delivery of physical therapy. As noted in the preamble to the document, “These standards are the profession's statement of conditions and performances that are essential for provision of high-quality professional service to society, and provide a foundation for the assessment of physical therapist practice.”2 The sections of the Standards are as follows:


I. Ethical/Legal Considerations.


II. Administration of the Physical Therapy Service.


III. Patient/Client Management.


IV. Education.


V. Research.


VI. Community Responsibility.


Each section provides performance statements for excellence in clinical practice. Note that these areas include those that contribute to high-quality patient care, such as administration of the service and application of research findings.


A second document fundamental to the description of patient care, is the Guide to Physical Therapist Practice 3.0 (the Guide).3 This was revised in 2014 to focus more on the interests of physical therapists and physical therapist assistants, rather than outside parties, such as policy makers, as it did in its original form. It serves as a reference for most of the material that follows in this chapter.




Concepts that Inform Physical Therapist Practice


The Guide lists and describes four concepts that are essential to the practice of physical therapy.3 The first is the International Classification of Functioning, Disability and Health (ICF) and the Biopsychosocial Model. The ICF is a standardized method to classify health used by the World Health Organization. By its very nature, it focuses on ability rather than disability. It includes both a description of the components of functioning as well as the environment, which could alter the degree of performance (see Figure 12-3 and Table 12-1). The Biopsychosocial model adds the concept of biological, psychological, and social domains, which likewise impact the degree of performance.


Evidence-based practice is the second concept fundamental to the practice of physical therapy. In this approach to health care the therapist combines (1) the best available evidence, (2) clinical expertise of the provider, and (3) the values and circumstances of the patient/client. This ensures that the therapist uses well-documented and supported contemporary practice within the context of the patient/client. Several tools are available to access published literature and other relative information, such as clinical practice guidelines, through PTNow.4 This electronic resource through APTA was designed and implemented for the convenience and needs of PTs and PTAs in the clinical environment.


The third basic concept in the delivery of physical therapy is Professional Values and Guiding Documents. Professional Values were identified and described following the adoption of Vision 2020 to clearly delineate practice expectations in the area of professionalism (see Table 1-1 for a description of these core values). The Code of Ethics for the Physical Therapist also provides practice expectations based upon values through eight principles (see Box 5-2 for the Code of Ethics). Another guiding document is the Standards of Practice for Physical Therapists, which address not only clinical practice, but the overall service delivery environment as described earlier in this chapter.


Quality Assessment is the final generic concept regarding physical therapist practice. This measures the effectiveness of the service and considers the structure, processes, and outcomes. These measures are done systematically and continuously.




Primary, Secondary, and Tertiary Care


Individuals who seek health care, such as physical therapy, may move through multiple levels of providers as they enter the system and may eventually reach a specialist. The first level of care, primary care, is defined as the level of health care delivered by a member of the health care system who is responsible for the majority of the health needs of the individual.3 This level of care usually, but not always, is provided by the first health care provider in contact with the recipient. Family and community members may also provide care at this level. Secondary care is provided by clinicians on a referral basis—that is, after the individual has received care at the primary level. In tertiary care the service is provided by specialists, commonly in facilities that focus on particular health conditions. These services may also be provided on a referral basis.


PTs are engaged in practice at all three levels of care. Physical therapy is most often delivered by referral as secondary or tertiary care. Tertiary care may be provided in a highly specialized unit, such as a burn care center. The entry point for an individual seeking physical therapy services, however, is shifting to primary care. This is described as direct access. As Burch states, the phrase direct access is preferred to practice without referral, which implies no regard or interest in the critical services provided by practitioners in other disciplines.5 Direct access is now legal for physical therapists in all 50 states and the District of Columbia. Individuals may obtain physical therapy services without having to obtain a referral from another health care provider. In this role, the PT serves as a gatekeeper for further health care services.




Team Approach


Regardless of the level of care provided, the PT works in collaboration with other health care professionals, including physicians, nurses, occupational therapists, dentists, social workers, speech-language pathologists, and orthotists/prosthetists. As people seek the services of other health care professionals, PTs collaborate with such practitioners as podiatrists, chiropractors, massage therapists, acupuncturists, and osteopaths. In addition, the therapist may communicate with other individuals, such as educators and insurers, for the ultimate benefit of the patient/client.


This collaborative approach has not only been promoted in practice, but in education as well under the umbrella term of interprofessionalism. The APTA supports this approach through action taken by the House of Delegates when it endorsed the four Interprofessional Education Collaborative (IPEC) Core Competency.6 These competencies address values, roles, communication, and teamwork in both education and practice.





Prevention and Health Promotion


Fortunately, the general public has become more aware of healthy lifestyle habits and is engaging in activities and behavior that promote healthy living. By preventing or limiting dysfunction, individuals have more positive work and recreation experiences. In addition, the need for and cost of health care are reduced.


PTs, by virtue of their extensive education in normal body structure and function, are well qualified to provide services that prevent or limit dysfunction. These services may be categorized as screening or prevention activities.3 In screening, the PT determines whether further services are needed from a PT or other health care professional. A common example is posture analysis of schoolchildren to determine whether scoliosis may be present. In prevention activities the PT provides services designed to prevent, limit, or reduce pain and dysfunction. These prevention activities are classified as primary (avoids the dysfunction), secondary (decreases the duration), or tertiary (limits the degree of disability). Business and health care industries have been cooperating to provide programs that will prevent injury and disease and thereby reduce health care costs while increasing productivity. PTs are directly involved in health promotion and wellness activities, both as consultants for establishment of programs and as providers of health care on site or in a health-related facility. The PT may conduct a functional capacity evaluation, which consists of an analysis of the ability to perform in the work environment, activities of daily living, or leisure activities.7 The therapist may then design a work hardening/conditioning program. This is a treatment program designed to improve the individual's motor, skeletal, and cardiopulmonary systems as they relate to specific tasks. The goal is to return the individual to work.




Patient/Client Management Model


The Guide3 has been instrumental in defining and describing what PTs do as clinicians. These activities have been summarized in the patient/client management model (Figure 2-1). This model reflects the process of gathering information, analyzing the findings, designing a plan of care, and implementing that plan to result in optimal outcomes for the patient/client. Each phase of the model is described below.

[image: f02-01-9780323328357]
Figure 2-1 The patient/client management model describes the sequence of events by which physical therapists perform the process of examination and intervention for individuals who receive care. (Modified from Guide to Physical Therapist Practice 3.0. American Physical Therapy Association. http://guidetoptpractice.apta.org/. Accessed September 29, 2014.)








Examination


The first component of the patient/client management model, examination, is the process of gathering information about the past and current status of the patient/client. It begins with a history to describe the past and current nature of the condition or health status of the patient/client. The type of information gathered is comprehensive and includes not only medical and surgical history, but several other areas, such as social and employment histories, functional status, status of major body systems, and living environment. Sources for this information include the patient/client, caregivers, other health professionals, and medical records. A systems review is then conducted to obtain general information about the anatomic and physiologic status of the musculoskeletal, neuromuscular, cardiovascular/pulmonary, and integumentary systems, as well as the communication and cognitive abilities of the patient/client. In the final component of the examination, tests and measures, the therapist selects and performs specific procedures to quantify the physical and functional status of the patient/client. A list of these tests and measures as presented in the Guide appears in Table 2-1, and some examples are shown in Figure 2-2, A-E. Note that these activities involve observation, manual techniques, simple and complex equipment, and environmental analysis.




Table 2-1


Tests and Measures Used in a Physical Therapy Examination



	Test or Measure
	Description




	Aerobic Capacity/Endurance
	Ability to use the body’s O2 uptake and delivery system



	Anthropometric Characteristics
	Body dimensions and fat composition



	Assistive Technology
	Equipment used to improve function



	Balance
	Ability to maintain the body in equilibrium



	Circulation (Arterial, Venous, Lymphatic)
	Analysis of blood and lymph movement to determine adequacy of cardiovascular pump, circulation, oxygen delivery, and lymphatic drainage



	Community, Social, and Civic Life
	Ability to engage in social activity outside of the home



	Cranial and Peripheral Nerve Integrity
	Assessment of sensory and motor functions of cranial and peripheral nerves



	Education Life
	Abilities in schools and other education settings



	Environmental Factors
	Facilitators or barriers in person’s physical, social, and attitudinal environment



	Gait
	Manner in which a person walks



	Integumentary Integrity
	Health of the skin



	Joint Integrity and Mobility
	Assessment of joint structure and passive movement



	Mental Functions
	Global (such as consciousness) and specific (such as memory) functions of the brain



	Mobility (Including Locomotion)
	Ability to change body positions or location



	Motor Function
	Control of voluntary movement



	Muscle Performance (Including Strength, Power, Endurance, and Length)
	Capacity of a muscle or group of muscles to generate force



	Neuromotor Development and Sensory Processing
	Evolution of movement skills and integration of information from the environment



	Pain
	Analysis of cause, intensity, quality, and frequency of pain



	Posture
	Analysis of body alignment and positioning



	Range of Motion
	Amount of active and passive movement at a joint



	Reflex Integrity
	Analysis of the neural pathway of the reflex to determine the performance of the neuromuscular system



	Self-care and Domestic Life
	Analysis of activities necessary for independent living at home



	Sensory Integrity
	Assessment of peripheral and central sensory processing, including awareness of movement, position, and object recognition



	Skeletal Integrity
	Analysis of the bony structures of the body



	Ventilation and Respiration
	Assessment of movement of air into and out of the lungs and exchange of gases to perform activities of daily living and exercises



	Work Life
	Analyses to determine whether the patient/client can assume or resume a role in work settings






Data from Guide to Physical Therapist Practice 3.0, American Physical Therapy Association. http://guidetoptpractice.apta.org/. Accessed September 29, 2014.
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Figure 2-2 Some components of the physical therapy examination that follow a history of the condition. A, Observation to determine the overall status of the condition. B, Manual muscle test; requires specific positioning and direction of resistance. C, Passive range of motion to determine amount of joint movement. D, Tests and measures may include the use of technical equipment. Here the therapist measures the conduction velocity of certain nerves. E, Physical therapists can conduct cardiovascular and fitness tests with a stationary bicycle. (Courtesy Dewey Neild.)






Along this process of data gathering, the therapist decides whether to: (1) retain the patient/client, (2) refer to other health care providers, (3) consult with other health care providers for advice, or (4) co-manage the patient/client with other providers. If the decision is not to refer to other providers, then the therapists proceed to the other phases of the patient/client management model.




Evaluation


The evaluation is a clinical judgment based upon the findings from the history, systems review, and tests and measures. This step is integrally linked to establishing a diagnosis, prognosis, and plan of care. Throughout the episode of care, evaluation continues to determine whether any adjustments are necessary to these determinations.




Diagnosis


Evaluation is essential to establish a diagnosis, the next component of the model. The diagnosis is a categorization of the findings from the examination through a defined process. Unlike a medical diagnosis determined by a physician, the PT establishes a diagnostic label that focuses on the impact that the condition has on function, particularly at the level of the whole person. The diagnosis by the PT is established in accordance with the law promulgated by the appropriate entity and the policy adopted by the House of Delegates of the APTA (Box 2-1).8 This policy recognizes the professional and autonomous judgment of the PT and stipulates the responsibility for referral to other practitioners when warranted.



Box 2-1


Diagnosis by Physical Therapists


■ Physical therapists shall establish a diagnosis for each patient/client.


■ Prior to making a patient/client management decision, physical therapists shall utilize the diagnostic process in order to establish a diagnosis for the specific conditions in need of the physical therapist’s attention.


■ A diagnosis is a label encompassing a cluster of signs and symptoms commonly associated with a disorder or syndrome or category of impairments in body structures and function, activity limitations, or participation restrictions. It is the decision reached as a result of the diagnostic process, which is the evaluation of information obtained from the patient/client examination. The purpose of the diagnosis is to guide the physical therapist in determining the most appropriate intervention strategy for each patient/client. In the event the diagnostic process does not yield an identifiable cluster, disorder, syndrome, or category, intervention may be directed toward the alleviation of symptoms and remediation of impairments in body structures and function, activity limitations, or participation restrictions.


■ The physical therapist’s responsibility in the diagnostic process is to organize and interpret all relevant information collected. The diagnostic process includes obtaining relevant history, performing systems review, and selecting and administering specific tests and measures.


■ When indicated, physical therapists order appropriate tests, including but not limited to imaging and other studies, that are performed and interpreted by other health professionals. Physical therapists may also perform or interpret selected imaging or other studies.


■ In performing the diagnostic process, physical therapists may need to obtain additional information (including diagnostic labels) from other health professionals. In addition, as the diagnostic process continues, physical therapists may identify findings that should be shared with other health professionals, including referral sources, to ensure optimal patient/client care. When the patient/client is referred with a previously established diagnosis, the physical therapist should determine that the clinical findings are consistent with that diagnosis. If the diagnostic process reveals findings that are outside the scope of the physical therapist's knowledge, experience, or expertise, the physical therapist should then refer the patient/client to an appropriate practitioner.


Reprinted from Diagnosis by Physical Therapists, HOD P06-08-06-07, House of Delegates Standards, Policies, Positions, and Guidelines. Alexandria, VA, American Physical Therapy Association, 2009. Reprinted from http://www.apta.org, with permission of the American Physical Therapy Association, Copyright © 2015 American Physical Therapy Association.






Prognosis


Attention now shifts to the future to establish a prognosis, or a prediction of the level of improvement in function and time necessary to reach that level. The PT must incorporate the attitude and motivation of the patient/client in order to establish a prognosis that is realistic relevant to the unique characteristics of the individual.


At this point, the PT designs a plan of care that consists of the goals, outcomes, and interventions (including the duration and frequency). It is based upon the findings of the examination, and the determination of the diagnosis and prognosis. The plan incorporates the input of the patient/client, and may include consultation with others involved with the care of the individual. Goals are the intended level of function expected at the conclusion of the episode of care. They must be written in terms that are measureable, oriented to function, and time sensitive. Only after these data-gathering and analysis activities have been completed can interventions begin.




Intervention


Intervention occurs when the PT and PTA conduct procedures with the patient/client to achieve the desired outcomes. An intervention universal to all individuals under the care of the PT is patient or client instruction. This information, education, and training address the condition, current and expected functions, plan of care, and ongoing care. Family members and caregivers may be included in this interaction. The remaining interventions are more classical in that they involve direct therapeutic interaction of the PT or PTA with the patient/client. Categories of interventions are listed alphabetically in Table 2-2. Figure 2-3, A-F, illustrates some examples of these interventions, which include manual techniques (high touch) and equipment (high tech). At this point, a PTA would be involved in a substantial component of the care as delegated by the PT. This may include instruction in the community and home settings (Figure 2-4, A-C). Further descriptions of procedural interventions can be found in each chapter of Part II of this text.




Table 2-2


List of Intervention Categories Used in Physical Therapy



	Intervention
	Description




	Airway Clearance Techniques
	Activities to create or maintain clear airways



	Assistive Technology: Prescription, Application, and, as Appropriate, Fabrication or Modification
	Selection (or fabrication), fit, and training in the use of devices and equipment to improve function, prevent further impairments, and reduce pain



	Biophysical Agents
	Use of thermal, acoustic, electrical, or radiant energy, and mechanical equipment to decrease pain and swelling, and improve skin condition, joint movement, and neuromuscular performance



	Functional Training in Self-care and in Domestic, Education, Work, Community, Social, and Civic Life
	Activities to improve function in home, education, work, and community environments



	Integumentary Repair and Protective Techniques
	Activities to improve wound healing and scar management



	Manual Therapy Techniques
	Skilled hand techniques on soft tissues and joints to increase motion and reduce pain



	Motor Function Training
	Planned physical movements, postures, or activities



	Therapeutic Exercise
	Planned physical movements or activities to improve physical function and health status






Data from Guide to Physical Therapist Practice 3.0. American Physical Therapy Association. http://guidetoptpractice.apta.org/content/1/SEC31.body. Accessed September 29, 2014.
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Figure 2-3 Examples of interventions used in physical therapy. A, Posture correction with exercises and instruction. B, Myofascial release techniques in the temporomandibular joint region. C, Hot packs to provide superficial heat. D, Ice massage to decrease pain and swelling. E, Postural drainage to remove fluid from specific parts of the lungs. F, Ambulation training with the use of a walker. (Photo B courtesy Emily Maletz; all others courtesy Dewey Neild.)
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Figure 2-4 Interventions may also involve activities in the community and home environments. A and B, The patient is instructed in how to negotiate doors without and with automated opening mechanisms. C, The patient is instructed in the use of a rolling walker in the home environment. (Photo C courtesy Emily Maletz; all others courtesy Dewey Neild.)









Outcomes


Outcomes are the result of the interventions and entire plan of care. Data are collected and analyzed to create reports to improve service.


Throughout the course of the patient/client management model, the PT may periodically conduct reexaminations to determine the effect of the plan of care. If goals and outcomes are not being achieved, the plan, goals, and outcomes may be modified or the patient/client may be referred to other practitioners for services.




Coordination, Communication, and Documentation


A consistent exchange of information is essential to ensure that all personnel involved in care of the patient/client are well informed about his or her status. Interactions and the status of the patient/client must be documented and communicated with other members of the health care team in order to coordinate the services. Permanent records provide a baseline for future reference. They must be clear, concise, and accurate. Documentation is required by certain federal and state regulations and all insurance carriers. Fortunately, the APTA has constructed a set of guidelines—Physical Therapy Documentation for Patient/Client Management9—to assist PTs in this area.


Written communication can follow many formats. Documentation regarding evaluation and treatment can be written as a narrative. This design allows maximum flexibility, but is unstructured. Standardized forms are frequently used as an efficient method of recording information. They are helpful, but the structure of the form may not apply to the particular patient/client situation.


The SOAP note combines the best attributes of the narrative and standardized form. It is taken from the problem-oriented medical record system introduced by Weed in 1969.10 The SOAP note is structured yet adaptable and is widely used among health care practitioners. The four components are S for subjective (what the patient/client, or family member describes), O for objective (what the PT observes or measures), A for assessment (clinical judgment based on examination; includes goals), and P for plan (plan of care). The abbreviations provide an effective and efficient method for outlining and documenting patient information.


Computer technology has influenced documentation in health care and has been incorporated into several commercially available systems to create an electronic health record.11 Some systems simply provide terminals for writing narratives, whereas others use handheld units to record information. This approach to documentation has become common in health care and provides an efficient means to access longitudinal information on the patient/client. It has been shown to reduce waste, errors, and unnecessary variation and utilization in practice, thereby reducing costs of health care. Moreover, payers are converting to this method of data entry and are requiring this for submission of insurance claims by providers.


Ultimately, physical therapy services will be concluded for each episode of care, defined as care provided for a specific condition over a set period of time.2 This occurs when (1) goals or outcomes have been achieved, (2) the individual is no longer able to continue, or (3) the therapist believes that further intervention will not improve the status of the individual. In any case, the PT must plan for the conclusion of services and document reasons, status of the patient/client at that time, and any follow-up care that may be necessary.








Other Professional Roles



Consultation



PTs frequently provide consultation, that is, expert opinion or advice, at the request of the patient/client, another health care provider, an organization, business, school, or government agency. The purpose is to make recommendations concerning the current or proposed physical therapy for the patient/client or for services requested by the entity. Examples of the latter include court testimony, architectural recommendations, and suggestions for health care policies.




Education


PTs and PTAs are continually providing education to a variety of audiences, because instruction is an inherent part of patient care activity in physical therapy. Patients and sometimes family members are taught exercises or techniques to enhance function. Such instruction requires knowledge and skills that must be conveyed by the PT or PTA.


Instruction also occurs in the clinical facility when students are supervised during internships. Demonstration, supervision, and feedback are important for practicing and perfecting skills.


PTs and PTAs are involved in academic education. They may teach in a formal academic setting or a continuing education program.




Critical Inquiry


Critical inquiry in physical therapy is essential for the viability of the profession. This is the application of scientific principles to interpret professional literature, conduct research, and assess outcomes and new concepts. PTs and PTAs must be healthy skeptics and constantly ask, “Why?” They must be able to respond when practitioners and those who pay for their services question them about the choice and efficacy of their interventions. Practice must be based on sound evidence that comes from well-designed research (evidence-based practice). Figure 2-5 is an example of a motion analysis lab to conduct research on the movement of body components. Sound practice is an inherent responsibility of every PT and PTA and is based on the selection of appropriate interventions, complete documentation, and outcomes assessment.

[image: f02-05-9780323328357]
Figure 2-5 Research is essential to demonstrate efficacy of physical therapy interventions.







Administration


PTs and PTAs may move into a variety of administrative positions. Generally, the promotion ladder in clinical facilities involves more administrative responsibilities at the expense of patient care activities. An individual could also leave the patient care environment and assume an executive position within a health care or related organization. Administrative responsibilities include planning, communicating, delegating, managing, directing, supervising, budgeting, and evaluating. These activities are particularly important when the PT is an owner or partner in an independent practice.





Characteristics of Physical Therapists


Demographic information on PTs is presented here; comparable information for PTAs is included in Chapter 3. These data are taken from annual surveys conducted by the APTA based on a sample of members.12






Demographics



Gender



Women continue to predominate in the profession of physical therapy. In 2013, they accounted for 70% of the PTs who were members of the APTA.




Age


The mean age of the respondents in 2013 was 44 years. A modest and progressive increase in this figure has been noted (39 years in 2000); however, the members of the profession remain relatively young.





Education


The highest earned academic degree of PT members is displayed in Figure 2-6. This represents a continual and significant shift toward the Doctor of Physical Therapy (DPT) degree in comparison with past data. For example, in 2005, 30.5% of the respondents in a membership survey held a bachelor's degree, 45.9% held a master's degree, and only 15.2% held the DPT (either entry-level or postprofessional) as the highest earned degree. In 2013, these figures were 19%, 27.8%, and 44.4%, respectively. This reflects the proliferation of DPT degree programs and requirement for programmatic accreditation by December 31, 2015.

[image: f02-06-9780323328357]
Figure 2-6 Highest earned degree achieved by physical therapists who are members of the American Physical Therapy Association. (Data from Physical Therapist Demographic Information. http://www.apta.org/WorkforceData/. Accessed September 9, 2014.)









Employment Facility


A review of Figure 2-7 reveals that the highest percentage of respondents, 33%, are employed in a private office. The distribution of these employment settings has remained essentially unchanged since 2010. Regardless of the type of employment facility, the vast majority of respondents, 81.1%, held full-time positions (salaried, hourly, or self-employed).

[image: f02-07-9780323328357]
Figure 2-7 Distribution of physical therapists who are members of the American Physical Therapy Association by facility of employment. (Data from Physical Therapist Demographic Information. http://www.apta.org/WorkforceData/. Accessed September 9, 2014.)









Summary


The roles and activities of PTs continue to evolve to meet the changing needs of society and new requirements in the payment systems for services. Despite these changes, diversity and opportunity remain widespread in physical therapy. Direct patient/client care continues to be the primary activity of PTs. Such care involves examination, evaluation, diagnosis, prognosis, intervention, and outcomes as outlined in the patient/client management model. PTs also provide services to prevent pain and dysfunction and promote health. Other roles include consultation, education, critical inquiry, and administration. Regardless of the area of activity, PTs collaborate with other health care providers as part of an interprofessional team.


In terms of demographics, the majority of PTs continue to be female and relatively young. The DPT degree now predominates as the highest earned degree. The most common employment facility is a private office.


The characteristics described here indicate that the profession continues to evolve and succeed. Such attributes contribute to the popularity of the profession and the enthusiasm of many individuals for pursuing a career as a PT or PTA.
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Review Questions


1. Why is the phrase direct access preferred over practice without referral?


2. You go to a PT for treatment of an injury sustained while skiing. Describe what you should expect at the first meeting before intervention begins.


3. Describe the steps in an initial examination.


4. What is included in a plan of care?


5. Discuss how you would decide which documentation format might best suit a PT’s needs in any given situation. Show the advantages and disadvantages of each.


6. What is the difference between patient-centered and client-centered consultation?
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The Physical Therapist Assistant
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The development of the physical therapist assistant expanded the quantity and quality of patient care. Getting physical therapy services to people in need was always the underlying goal…. With that goal still in mind today, it continues to be important for the profession to encourage further growth of the physical therapist assistant.
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