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The purpose of this study was to dezlelop a conceptzral framework and a data- 
collection tool to hegin a systenuitic analysis of the work of the physical therapist. 
The primary method of data collection was nonparticipant ohseruation ofphysical 
therapist-patient treatment se~sions. A team of two researchers perj4onned each of 

Who is the master physical therapy develop into a master clinician? 
clinician? What distinguishes a master These questions formed the basis 
clinician from a novice? Why do some for our exploration into the work of 
physical therapists seem more suc- physical therapists. 
cessful than others? How do  suc- 
cessful master clinicians learn and The notion of looking at the wisdom 
accumulate knowledge? How can we of the practitioner as a source for 
most efficiently help the novice understand~ng the complexities of 
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skilled performance is not new.' We 
know that professionals learn and 
develop knowledge through practice 
and that experience is a requisite for 
expertise but is not the only factor 
that contributes to expert pra~tice.~,3 
Henner states 

Expertise develops when the clinician 
tests and ref nes propositions, hypothe- 
ses, and principle-based expectations 
in actual practice situations. . . . Not all 
knowledge embedded in expertise can 
be captured in theoretical propositions, 
or with analytic strategies that depend 
on identifying all the elements that go 
into the decision. However, the interac- 
tions, expectations, meanings and out- 
comes o f  expert practice can be 
described, and aspects of clinical 
know-how can be  captured by inter- 
pretive descriptions o f  actual 
practice,,%( l'l'3,'f ) 
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Several investigators have examined 
the basis of professional competence. 
Henner conducted a study of nurses 
working in actual patient care situa- 
tions ancl developed a model of 
expertise in clinical practice.' She dis- 
covered that formal rules had limits in 
actual clinical situations; that is, rules 
about technique or procedure that 
are applied rigidly without some 
understanding of the situation may be 
harmful. She investigated what Schon2 
would call the "indeterminate zones 
of practice," that is, those areas of 
practice that are characterized by 
uniqueness or uncertainty or that 
involve a conflict of values. Elbus and 
others1-6 have been investigating the 
practical knowledge embedded in the 
practice of teaching. They emphasize 
that teachers' practical knowledge, 
gained through experience, is at the 
heart of professional practice. 
Kesearch'ers studying the individual 
characteristics of experts and novices 
in a variety of fields have demon- 
strated that differences between expert 
knowledge and novice knowledge are 
related to the individual's ability to 
combine knowledge with experience, 
to be able to know what is important, 
and to recognize and appreciate the 
significance of critical cues.'9 

Payton,Io in a descriptive study analyz- 
ing the clinical reasoning process of 
10 expen: physical therapy clinicians, 
found that these therapists used a pro- 
cess similar to the clinical reasoning 
process clescribed for physicians.9 
That is, these expert therapists began 
formulating preliminary hypotheses 
early in the patient interview process 
as they gathered data. At present, we 
have little understanding of why some 
physical therapists with extensive 
technical knowledge and experience 
go on to become master practitioners 
while oth~ers remain mediocre. What 
cognitive and behavioral processes do 
therapist$, use? Could knowing these 
processes help guide us in our selec- 
tion of potential students, or could we 
design learning experiences that 
would help develop similar processes 
in novices? 

We still have much to learn about 
professional practice, particularly 

investigations conducted within the 
natural practice environment. The 
wealth of knowledge embedded in 
the clinical actions of physical therapy 
practitioners is currently poorly 
understood. In order to learn more 
about who the master clinician is and 
how he or she develops, we began to 
systematically observe and record 
what clinicians do. The purposes of 
this investigation were 1) to develop 
and test an observational instrument 
that could be used to systematically 
observe physical therapist-patient 
interactions and 2) to develop an ini- 
tial conceptual framework that could 
be used to guide further studies of 
the work of physical therapy 
clinicians. 

Method-Research Design 

Conceptual Framework 

A preliminary conceptual framework 
for the study of physical therapy prac- 
tice was developed from a review of 
the literature and analysis of data col- 
lected during pilot observations. The 
Figure provides a graphic representa- 
tion of the conceptual framework. 
The first level of the framework rep- 
resents the components of the physi- 
cal therapy practice environment, 
including characteristics of the thera- 
pist, patient, and organizational set- 
tings that we anticipate may have a 
potential effect on patient outcome. 
Physical therapist professional charac- 
teristics include age, gender, sociocul- 
tural background, level of experience, 
educational preparation, professional 
orientation such as skill or interest in 
clinical specialty areas, personal traits 
including values and the ability to 
care, expectations for therapy, and 
expectations for the course of the 
patient's disease. Client characteristics 
include age, gender, sociocultural 
background, education, expectations 
for physical therapy, and expectations 
regarding the course of illness or dis- 
ability. Organizational factors include 
type of setting, payment system, geo- 
graphic location, other personnel 
involved in the patient's care includ- 
ing physician specialists and support 
personnel, and time constraints. At the 
second level of the conceptual frame- 

work are the tools used by the physi- 
cal therapist including communication 
techniques, manual techniques, and 
modalities. At Level I11 is the dynamic 
therapeutic intervention, or "black 
box" or filter, that all of the identified 
Level I and Level I1 factors are filtered 
through. At the end of this fi ltration 
process is the patient outcome. We 
call the therapeutic intervention the 
black box because we know so little 
about what happens between thera- 
pist and patient. The focus of our 
observations and instrument develop- 
ment was to begin to look at this 
black box and explore what actually 
happens during the time the patient is 
in the physical therapy clinical setting. 
We were particularly interested in 
determining whether experienced 
clinicians and less experienced clini- 
cians used different therapeutic 
interventions. 

Participants and Setting 

A purposive sample was used. In 
order to limit numerous variables in 
this study, we elected to study thera- 
pists and patients in outpatient set- 
tings and observe only patients with 
musculoskeletal problems. We first 
selected therapists on the basis of 
experience as a practicing physical 
therapist. Years of experience is one 
criterion that may distinguish a master 
clinician from a novice. However, in 
this study, we did not attempt to fully 
define a master clinician. At this initial 
level of investigation, our observations 
were of highly experienced and less 
experienced clinicians working with 
similar patient populations. These 
therapists were selected so that a vari- 
ety of orthopedic outpatient settings 
were represented. Although we 
wanted to generally control for type 
of patient sample and setting, we did 
not want to constrict either the patient 
diagnosis or  setting so exclusively that 
problems of external validity would 
confound the usefulness of our find- 
ings. Thus, we sought an identified, 
but broadly representative, sample of 
orthopedic outpatient settings. Our 
therapist sample contained 8 physical 
therapists--2 with less than 2 years of 
experience, 3 with 3 to 7 years of 
experience, and 3 with more than 13 
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Figure. Graphic representation of conceptual framework for studying the physical therapy practice environment. 

cl 

E 
W 

years of experience. The four outpa- 
tient settings were an outpatient 
department of a large hospital, two 
physical therapist-owned private prac- 
tices, and a sports medicine center. 
One of the therapists with less than 2 
years of experience worked in a 
sports medicine facility; the other 
therapist was employed in a hospital 
outpatient department. One of the 
therapists with 3 to 7 years of experi- 
ence was employed in a private prac- 
tice setting; the other 2 therapists 
were employed in a hospital outpa- 
tient setting. All therapists in the most 
experienced group worked in private 
practice settings. 

cl 

Data Collection 

PATIENT OUTCOME 

For this stage of our research, the 
therapeutic intervention, or  the black 
box, was our primary focus. We 
defined the therapeutic intervention 
as a single treatment session, thereby 
eliminating evaluation sessions as well 
as any longitudinal analysis. All 
patients and therapists observed 
signed informed consent forms for 
human subjects as approved by Tem- 
ple University's Institutional Review 
Board. 

We collected data through nonpartici- 
pant observation, recording of field 
notes, and audiotaping of each treat- 
ment session. Two researchers simul- 
taneously collected data on each 

patient at each site. The field notes 
included the following demographic 
data for each therapist: age, gender, 
sociocultural background, level of 
experience, and educational degrees. 
We recorded each patient's age, gen- 
der, sociocultural background, diag- 
nosis, and number of previous physi- 
cal therapy treatments. The field notes 
also included a rough sketch of the 
physical environment and a record of 
nonverbal activities including eye and 
hand contact between the therapist 
and the patient. 

Initially, all three researchers 
observed two pilot treatment sessions 
to practice data-collection skills and to 
generate preliminary coding catego- 
ries. The preliminary coding catego- 

Physical Therapyflolume 70, Number 5Nay 1990 



Table 1. Coding Categories and Fxamples for Observations of the Physical 
Therapi~t 

Coding Category Example 

Seeks Information (SI) 

Rewards/Encourages (R) (praising 
and reassuring, not educating, 
patient) 

Simple Commands or Comments 
Related t'o Mechanics of Treat- 
ment Procedures (MP) 

Instruction to Patient on How to Do 
an Activity (I) 

Explanation (E) (statement that 
informs or explains why to a 
patient) 

Social Interchange (SO) (exchange 
unrelated or peripherally related 
to treatment, humor) 

Miscellanec~us (M) (information not 
directed to patient or scheduling 
appointments) 

"Have you been doing the exercises?" 
"Is the pain the same as before?" 

"That is excellent! Much better!" 
"You are moving better than last week!" 

"Stand up and let me check your back." 
"Let me know if that gets too hot." 
"I think five repetitions is enough." 
"Relax and I'll be right back to increase the 

weights." 

"After you get into position, relax and lift 
your heel and leg so your knee is 
straight." 

"See if you can hold it longer and slowly 
stretch rather than bounce.'' 

"You have a minor muscle pull that is caus- 
ing the pain." 

"You are more flexible in that direction 
because your joint is looser." 

"You eventually want to get your heel all the 
way down." 

"Did you have a good time on Saturday?" 
"You came in feeling great and leave feeling 

lousy. How's that for therapy!'' (laughter) 

"Tell the next patient to wait." 
"I can't find the extension cord." 
"When can you come in next week?" - 

Table 2. Coding Categories and Examples for Observations of the Patient 

Coding Category Example 

Seeks lnforrnation (SI) 

Rewards Physical Therapist (R) 

Reports Status or Responds to 
Physical Therapist (US) 

Social Interchange (SO) 

Miscellaneous (M) 

"Why does that feel so tight?" 
"Is it all right to swim?" 

"Thank you." 
"You have very gentle hands." 

"That exercise is very hard to do." 
"I'm feeling the heat right now." 
"I can go pretty much the whole day 

without feeling any pain." 

"I have a friend help massage my 
legs." 

"Dr Johnson is a good family friend." 
"Do you like working here?" 

"I'm not sure where I put my car 
keys." 

"Thursday afternoon is a good time for 
me to come in again." 

ries for the therapists were 1) Seek5 
Information, 2) RewardsIEncourdges, 
3) Educates, 4) Instructy, 5) Social 
Interchange, and 6) Miscellaneous. 
'The preliminary coding categories we 
generated for the patients were the 
following: 1) Repony Status or 
Responds to Physical Therapist, 
2) Seeks Information, 3) Rewards 
Physical Therapist, 4) Social Inter- 
change, and 5) Miscellaneous. These 
coding categories were then used in 
coding the pilot observations. After 
detailed analysis of the pilot data by 
the three researchers, the coding cate- 
gories were revised and continued 
undergoing some revision into the 
initial phases of data collection and 
analysis. The coding categories for the 
patients remained the same. The 
revised coding categories for the ther- 
apists, however, underwent these 
changes: 1) A category was created 
that represented the simple com- 
mands given by the therapist or com- 
menty related to the mechanics of the 
treatment procedures; 2) the category 
Instructs was clarified by changing it 
to Instruction to Patient on How to 
Do an Activity; and 3) the category 
Educates way redefined as Explana- 
tion to include therapist statements 
that inform or explain why to a 
patient, relieving the coder of the 
responsibility of making a judgment 
about whether a statement pertained 
to education or to another coding 
category. The finalized coding catego- 
ries and examples of how the coding 
categories are applied to therapist- 
patient verbal interchanges are shown 
in Tables 1 and 2. Each time either 
the therapist or patient spoke way 
considered one response block. Each 
response block therefore contained 
one or more sentences. The codng 
categories were applied to the re- 
sponse block, not to the individual 
sentences. Table 3 gives some exam- 
ples of coding categories applied to 
response blocky. We then observed, 
in pairs, 19 treatment sessions involv- 
ing eight physical therapists in four 
different settings. 

Data Analysis 

Each audiotape was transcribed by 
one of the researchers who had per- 
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formed the data collection. The tran- 
scription included 110th the verbatim 
data from the audiotape and the non- 
verbal and environmental data 
recorded in the researcher's field 
notes. This integrated transcription 
was then coded by all three research- 
ers, the two researchers who had 
done the observation, and the third 
researcher not present at the obsem- 
tion. We applied a coding system as 
advocated by Strauss.11 The first step 
of analysis is open coding, where 
field notes are carefully scrutinized 
and the data are analyzed minutely. In 
this study, all transcribed data were 
exhaustively coded using an open 
coding procedure and the coding cat- 
egories shown in Tables 1 and 2. The 
mean percentage of agreement for 
coding among the three researchers 
was established at 89%. A Kappa (K) 
coeficient for overall agreement sta- 
tistics was also calculated to correct 
for chance agreement.I2 The Kappa 
value across all ratings for the three 
researchers was .75. An external 
coder, who is an expert in therapist- 
patient communications, assessed the 
reliability of the coding scheme. We 
found 85% agreement between sam- 
ples coded by the external coder, 
who was not involved in the research, - 
Table 3. Examples of Coding Cate- 
gories Applied to Response Block 

Coding 
Category Response Block 

SIa "Does it hurt when I push 
here?" 

SI "Does that hurt? How 
about that? When I lift 
your leg out this way, 
does it still hurt? How 
about when I do this?" 

"Now bend all the way to 
your left. That's right. 
Good! Did that feel dif- 
ferent than forward or 
backward bending?" 

"Seeks Information, 

"imple Commands o r  Comments Related to 
Mechanics of Treatment Procedures. 

CRewards/Encourages. 

and the researchers. The Kappa value 
for overall agreement when using the 
outside coder was .69. 

Next, five categories, or themes, were 
generated from analysis of our coded 
data and field note observations. The 
five themes were 1) therapist alloca- 
tion of treatment time, 2) the types 
and uses of information gathered 
from the patient, 3) impact of the 
therapeutic environment on the thera- 
peutic intervention, 4) degree of 
responsive therapeutic interaction, 
and 5) therapist integration of non- 
therapeutic interaction with therapeu- 
tic interaction. These themes 
appeared to be different dimensions 
within the organizational setting and 
were the therapeutic intervention that 
distinguished between the type of 
work performed by the less experi- 
enced therapist and that performed 
by the more experienced therapist. 

Results and Discussion 

Field data, researcher interpretations, 
and support from the literature are 
integrated here in a discussion of the 
study's two purposes: 1) development 
of an instrument for systematic obser- 
vation of physical therapist-patient 
interactions and 2) development of an 
initial conceptual framework to 
describe the work of the physical 
therapist. As previously stated, we 
were particularly interested in deter- 
mining how the work of the experi- 
enced clinician differs from the work 
of the less experienced clinician. As 
the data from therapists with 3 to 7 
years of experience did not contrast 
sharply with the data of either the 
novice or the experienced clinician, 
we focused our analysis on the 
decided differences between the most 
experienced and least experienced 
therapists. 

Observational Instrument 

We developed seven coding catego- 
ries for physical therapist statements 
and five coding categories for patient 
statements. These coding categories 
emerged from our data collection and 
analysis. Our categories are similar to 
categories identified in a recent 

review article on patient-physician 
commu~lication by Roter et a1.l:' These 
authors found that a number of inves- 
tigations had examined physician- 
patient communication with little 
agreement on the basic definition for 
the coding categories or  communica- 
tion variables. They used a meta- 
analysis to review 80 manuscripts 
published from 1962 to 1986 and 
through a process of consensual vali- 
dation identified six broad categories 
of communication process variables. 
These categories are information giv- 
ing, information seeking, social con- 
versation, positive talk, negative talk, 
and partnership building. All catego- 
ries except partnership building refer 
to both physician and patient. For the 
patient, in fomtion gizang pertains to 
volunteering information (eg, symp- 
toms), responding to the physician's 
comments, or answering the physi- 
cian's questions. For the physician, 
information giving includes giving 
information, instructions, or sugges- 
tions or answering questions. Infor- 
mation seeking refers to the patient's 
questions about the medical interven- 
tion and to the physician's requests 
for patient information. Social conver- 
sation for both patient and physician 
includes all casual conversation (eg, 
greetings, social remarks). Positive 
talk refers to behavior that reflects 
agreement, approval, support, reassur- 
ance, or attention. Negative talk is 
defined as behavior that demonstrates 
disagreement, tension, or antagonism. 
Partnership building is defined as the 
physician asking for the patient's sug- 
gestions, opinions, or ideas; making 
interpretations for the patient; and 
reflecting or acknowledging the 
patient's statements. Table 4 demon- 
strates the similarity between our cod- 
ing categories and those generated by 
Roter et One noticeable differ- 
ence between their categories and 
our therapist categories is the distinct 
categories we use that pertain to 
instructing and teaching the patient 
(Tabs. 1, 2). 

We also found that the researchers 
who had actually collected the data 
had higher reliability (89% agree- 
ment; K = .75) in applying the coding 
categories than the external coder 

Physical TherapyNolume 70, Number 5/May 1990 



Table 4. Compurison of Coding Categories with Communication bocess Varhhles 

Physical Therapist 
Coding Categories 

Patient Coding Cornrnunlcation 
Categories Process Variables12 

Seeks lnformat~on 

Social Interchange 

Rewards/Encourages 

Simple Commands or Comments 
Related to Mechanics of 
Treatment Procedures 

Instruction to Patient on How to 
Do an Activity 

Explanation 

Seeks Information Information Seeking 

Social Interchange Social Conversation 

Rewards Physical Positive Talk 
Therapist 

. . . Information Giving 
(patient responses) 

. . .  Partnership Building 

. . . Negative Talk 

(85% agreement; K = .69). We 
attribute {:his discrepancy, in part, to 
researcher knowledge of the actual 
treatment milieu and to the use of 
voice inflections, which influences the 
use of the coding categories. Different 
tones of voice can convey different 
meanings. For example, a therapist 
might say, "That's it," in a calm, 
information-giving tone of voice to 
tell the patient that he or she had cor- 
rectly performed a procedure. This 
observation would be coded MP (Sim- 
ple Commands or Comments Related 
to Mechanics of Treatment 
Procedures). Alternatively, the thera- 
pist migh~t say excitedly, "That's it!" to 
reward a patient for a difficult maneu- 
ver. This observation would be coded 
R (Kewartls/Encourages). It would be 
difficult for any external coder to 
interpret the intent of such a phrase 
from the .printed material alone. 

We also believe that to obtain a more 
complete understanding of nonverbal 
communi~cations such as touch, pos- 
ture, and eye contact, which are an 
integral part of the therapeutic inter- 
vention, we may need to obtain vid- 
eotape recordings. Perry looked at 
nonverbal communication between 
therapist and patient in a practice 
setting.14 Although she found that 
nonverbal communication was used 
to establish and maintain an emotion- 
ally supportive treatment setting or to 
clarify or explain treatment instruc- 

tion, therapists and patients were 
aware of such nonverbal behavior 
only 50% of the time. Videotaping 
would allow the patterns of visual, 
verbal, and manual communication to 
be analyzed more thoroughly, provid- 
ing that such data can be collected in 
an unobtrusive manner. 

Conceptual Framework 

We selected our sample of therapists 
to represent a diverse group in terms 
of years of experience in the field. 
Our intent was to collect data in an 
actual practice setting in order to pro- 
vide us with a better understanding of 
the characteristics of different thera- 
pists who represent a wide range of 
experience. Because our data analysis 
demonstrated that 12 years or more 
of experience did indeed differentiate 
highly skilled from less skilled (less 
than two years' experience) therapists, 
we will use the terms "novice" and 
"experienced clinician" throughout 
this section. 

Five themes emerged from our analy- 
sis of the data. These themes are ten- 
tative and represent a small part of 
the conceptual framework we pro- 
posed (Figure). For example, two 
themes-allocation of treatment time 
and impact of the therapeutic envi- 
ronment-are part of the organiza- 
tional factors that influence the thera- 
peutic intervention. The other three 

theme\+types and uses of informa- 
tion gathered from the patient, degree 
of responsive therapeutic interaction, 
and therapist integration of nonthera- 
peutic interaction with therapeutic 
interaction-pertain to patient- 
physical therapist interactions that 
occur during the therapeutic interven- 
tion. All five themes will continue to 
be refined as research in this area 
continues and our understanding of 
the work of the physical therapist 
evolves. This discussion will focus on 
the examples from our data that sup- 
port these five themes and represent 
what we consider possible dimen- 
sions of the practice environment and 
therapeutic intervention that may dif- 
ferentiate experienced clinicians from 
novices. 

Allocation of treatment time. We 
observed that therapists vary in how 
they allocate treatment time, that is, in 
how much time is spent in direct con- 
tact with the patient and in how this 
contact time is used. For example, we 
noticed that our more experienced 
therapists spent an "intense dose of 
time" with each patient in hands-on 
care, seelung information and evaluat- 
ing and educating the patient. These 
therapists appeared to manage their 
time so that less time was spent going 
from one patient to another. When 
we look across our sample of eight 
therapists and compare total treat- 
ment time to time spent in direct 
patient contact, we see that our highly 
experienced group used more of the 
total treatment time in direct patient 
contact (Tab. 5). A second observation 
was that the therapists differed in how 
they used direct patient time. The fol- 
lowing excerpts from the transcripts 
provide an example of how a less 
experienced therapist (novice)-patient 
dialogue differed from a more experi- 
enced therapist-patient dialogue. Dur- 
ing each dialogue, the same activity- 
application of ultrasound-was 
occurring. 

Novice: 

Physical therapist (IT): "Is it getting 
warm yet?" 

Patient (X): "Not yet." 
(Long period of silence.) 
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PT: "FIave you been walking?" 
X: "I did yesterday." 
PT: "Were you sore?" 
X: "Not too bad." 
(Long period of silence.) 
PT: "Does it hurt in your shoulder?" 
X: "That is the spot right there. I can 

feel it every time you move over it." 
(Long period of silence.) 
PT: "E-Iow much time have you been 

leaving the collar om" 
(Site I, PT-A, X-40, p 1.) 

morning." 
PT: "How early?" 
X: "I have to go to school at 11:30. 

Probably 9 AM." 
PT: "I can give you an 830. Too early?" 
X: "Why don't you wait until I get off 

the table, then I can Itx~k at the 
schedule." 

PT: "If you wait, by that time, other 
people will have taken them." 

(Site I, PT-A, X-26, p 1.) 

Experienced therapist: 

strating more social interchange and 
giving the patient more information 
or explanation as to why something 
was happening. What is not evident in 
these frequency data is how therapists 
used the information gathered from 
the patient. Reviewing our field notes 
and transcripts, we found that experi- 
enced therapists consistently built 
their questions on the patient's 
responses, as demonstrated in these 
examples: 

Experienced therapist: 

PT: "Now I'm going to get started here 
(with the ultrasound), and then grad- 
ually I'm going to have you bring 
that right knee up to your chest, but 
gradually. Now I'm going to do  this 
with a little stretch. Did you do  a lot 
of walking this morning?" 

X: "Yes. I usually walk in the morning, 
about three blocks." 

PT: "Ilow did you feel?" 
X: "OK when I first put my leg out. 
Ini tially, gettlng up in the morning; 
that is when it pulls. When I walk to 
the bus, it eases." 
PT: "I-Iow is it during the course of the 

day?" 
X: "It is better during the day but 

worse at night." 
(Site 111, FT-A, X-35, p 1.) 

Impact of therapeutic environ- 
ment A second theme, also part of 
organizational factors in the conceptual 
framework, is the impact of the thera- 
peutic environment on the treatment 
session. Again, the more experienced 
therapists were observed to handle 
interruptions and tasks outside of 
direct treatment eficiently without dis- 
rupting the treatment session. These 
excerpts from the transcripts were typ- 
ical of the differences we observed. 

Novice: 

(Middle of a treatment session; the 
patient is lying prone on the table; 
the therapist is applying electrical 
stimulation.) 

PT: "Do you feel anything?" 
X: "Yes, but with the other machine, I 

felt more." 
PT: "Yes, that other one seems to work 

better. Are you comfortable? I'm 
going to get your appointments for 
next week." 

X: "You can give it to me early in the 

(Patient requests progress note from 
physical therapist at beginning of 
session.) 

PT: "When you go out, give that to the 
secretary. You don't want me to 
send it? You want to pick it up?" 

X: "Yes. That way, I will get it." 
PT: "All right, so you want a progress 

note. Now, first of all, tell me what 
has been going on. It looks much 
better." 

(At end of treatment.) 
PT: "All right. I want you to take that 

letter and give it to the secretary and 
have her remind me what I am sup- 
posed to do with it. All right? We 

will get those papers organized." 
(Site 11, PT-A, X-46, p 2.) 

Inexperienced therapists, like inexpe- 
rienced teachers, appear to have con- 
cerns about "survival issues."l5 For 
example, developing teachers are 
concerned about class control and 
following the rules. The novices we 
observed reacted quickly to most 
environmental stimuli such as inter- 
com interruptions and patient sched- 
uling tasks, often losing focus on 
direct patient care activities. They, too, 
may be more concerned than more 
experienced therapists about survival 
issues and feel they are unable to 
exert control over their environment. 

Types and use of information 
gathered. Additional differences 
were noted between the experienced 
therapists and the less experienced 
therapists in the kind of information 
they gathered from the patient. We 
found that the frequency data from 
the therapists' coding categories did 
vary across therapists, with the less 
experienced therapists seeking more 
information from the patient and the 
more experienced therapists demon- 

Experienced therapist: 

IT: "What has happened with the 
knee?" 

X: "Well, I started out pretty well." 
PT: "What is 'pretty well?' " 
X: "I did the whole routine every day 

for about four or  five days." 
(Site 111, PT-B, X-48, p 1.) 

Experienced therapist: 

PT: "Do you live on the first floor or 
second floor?" 

X: "The first floor. I'm very careful o f  
going up stairs." 

PT: "Is there a railing on the steps? Do 
you use it?" 

X: "Yes. I put both hands on the railing 
to come down." 

(Site 11, PT-A, X-86, p 2.) 

This type of information gathering is 
in contrast to that of the less experi- 
enced therapists, who tended to ask 
questions in a perfunctory manner 
or focused more on  mechanical 
procedures. 

Novice: 

IT: "How are you feeling today? Any 
changes in your symptoms?" 

X: "It has been acting up." 
PT: "Feeling any better with traction?" 
X: "I had traction before." 
PT: "You made the full 15 minutes, 

right? Any problems with that?" 
(Site 11, FT-H, X-48, p 1.) 

Novice: 

PT: "You were the same after Friday?" 
X: "Yes." 
(Therapist brings in hot pack.) 
PT: "IIas anything changed since you 

first came into therapy?" 
X: "I don't think so. The pain is not 
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Table 5. Conpari<otz o f  Total Treatment Sesion Time with TherapM-Patient Direct 
Contact Titne ( in Minutesy' 

Therapist-Patlent 
Total Treatment Direct Contact 
Session Time Tlme 
- - 

Therapist Group X s X s 

High experience 
(n = 3,b  7'C) 

Moderate experience 
(n = 3,b tiC) 37 8 12 2 

Low experience 
(n = 2,b GC) 

"All number:; rounded to closest integer 

'Number o f  1.reatn1ent sessions. 

stable, and the pain on the right leg 
has been all the way down." 

PT: "All right. If that gets too hot, let 
me know." (Places hot pack on 
patient's back.) 

(Site I, PT-C, X - 4 8 ,  p 1.) 

Degree of responsive therapeutic 
interaction. The theme of responsive 
therapeutic: interaction between the 
therapist and the patient emerged 
from a car~eful examination of the ver- 
bal and nonverbal transcript data. We 
found in our transcripts of the highly 
experienced therapists multiple exam- 
ples of these therapists integrating 
verbal enc13uragement and tactile cues 
(eg, guiding the patient through a 
motion or exercise while providing 
verbal enc~~uragement). Two of our 
three experienced therapists never 
took their hands off the patient from 
the beginning to the end of the treat- 
ment session. Their hands appeared 
to be a constant source of communi- 
cation to the patient as well as used 
for therapeutic intervention. The less 
experienced therapists had a much 
more mechanical approach to 
patients. The following excerpts are 
an example of the two approaches: 

Experiencttd therapist: 

(Therapist is performing a hold-relax 
technique with the patient.) 

FT: "Now push and relax . . . trust me 
. . . ancl relax (externally rotating the 

shoulder) and push and relax and 
push back toward me . . . (in soft 
voice) back toward me. Now up and 
out and relax.. . ." 

(Now working with patient on extrem- 
ity testing and rehabilitation system.) 

FT: "Ready, and now 1 up, 2 up, 3 up, 
4 up, and 5 up. Come on, push and 
rest. Flow does that feel? . . . OK, 
ready? 1 up . . . 6 up, come on bring 
it on home, now good!" 

(Site 11, PT-A, X - 4 8 ,  p 3 . )  

Novice: 

(Therapist is standing away from 
patient while instructing patient in 
exercise technique.) 

FT: "Now just go straight up and down 
and then g o  right in a circle and 
then left.. . . How much weight d o  
you have on that? Four pounds?" 

X: "That's not too much?" 
FT: "No. Now side to side . . . then try 

circles." 
X :  "It is harder to go that way." 
FT: (Ignoring patient's 1 s t  comment.) 

Let's have you go 10 times in one  
direction and 10 in the other. Then 
10 up and down. Then I'll be  back 
to increase the weight." (Therapist 
leaves treatment area.) 

(Site I, FT-C, X - 5 7 ,  p 2.) 

Integration of therapeutic and 
social interaction. As we discussed 
previously, the experienced therapists 
were more likely than the less experi- 
enced therapists to engage in social 
interaction, yet, at the same time, 

these therapists were fully involved in 
carrying out their treatment. Our tran- 
scripts are full of representations of 
the effortless integration of therapeu- 
tic and social interaction that occurred 
during the treatment session. These 
experienced therapists appeared to 
"enter the lives" of their patients, elic- 
iting and giving information about the 
present disability within the context of 
each patient's life style. The example 
in Table 6 provides a comparison of 
experienced and less experienced 
therapists' coded field notes relative 
to this theme. 

Throughout our discussion of the five 
themes, we have differentiated 
between experienced therapists and 
less experienced therapists (or nov- 
ices). We are not implying that mere 
experience correlates with expertise. 
However, in our sample, the behav- 
iors and interactions of the experi- 
enced therapists were distinctly dif- 
ferent from those of the rest of the 
group. The confounding nature of 
experience and expertise will con- 
tinue to be a problem in studying the 
work of the physical therapist, as it 
currently is in studying the work of 
teachers." To understand the interac- 
tion between these two variables, we 
must study how experience changes 
therapists without turning them into 
experts. 

What we did find in our experienced 
group of therapists appears to be con- 
sistent with mastery characteristics in 
other fields. Benner found that inex- 
perienced nurses were rule-bound in 
their approach to practice, whereas 
master clinicians intuitively grasp 
important cues and respond 
competently.4 Elstein et a1 found that 
expert physicians were good at clarify- 
ing their data and understanding 
exactly what the patient was saying.9 
Tammivaara and Yarbrough, in sum- 
marizing the results of interviews with 
experienced physical therapy clini- 
cians, describe competent physical 
therapists as those who listen well, 
detect confusion, seek clarification, 
and know when one is being 
understood.16 Similarly, we observed 
that the inexperienced therapists in 
our study were much more proce- 
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Table 6. Example o f  No~jice and Eqerienced l'@sicul Therapist Coded Field Notes Demonstrating Integration o f  Therapeutic and 
Social Interaction 

Novlce Experienced Physlcal Therapist 

Coding 
Category Dialogue 

Coding 
Category Dialogue 

PTb: "Do you get ultrasound?" (patient 
positioned prone with towel over 
head) 

Xd: "Yes." 

PT:"Are you sore along here?" (PT 
running fingers over occiput) 

X: "He [physician] said to continue 
w~th the treatments. It has improved a 
lot. I can tell." 

PT: "How about sleeping?" 

X: "I can stay off of my stomach. It is 
pretty good." 

PT: "Are you using a pillow?" (PT puts 
ultrasound gel on) "This is cold." 

X: "It feels like a knot back there." 

PT: "Llhm." 

X: "It needs a lot of stretching." 

PT: "How are the exercises going that 
I gave you?" 

(PT is stretching patient's foot) PT: 
"Relax. . . . How is your arch?" 
"What has the plastic surgeon said?" 
(PT palpates patient's arch) 

"You definitely do not have light touch 
there." 

X: "When you touch it, I can't feel it." 

PT: "Any plans for the weekend?" 

X: "Tomorrow we go to the football 
game. My little brother came." 

PT: "Oh, that is great." (PT now doing 
ultrasound slowly). "Has he seen you 
since the accident?'' 

X: "He came down before I was in a 
cast. He pictured me in a cast 
forever." 

PT: "Did you tell Bill I told you not to 
walk." 
X: "Yes." 

PT: "The swelling is down." 

"Seeks Information. 

"Physical therapist 

'Explanation. 

f~ocial  interchange 

'Reports Status o r  Responds to Physical Therapist. RMiscellaneous. 

"Parient. "~inlple Commands or  Comments Related to Mechanic5 of Treatment Procedures. 

dural and mechanical in their interac- 
tions with patients, whereas the expe- 
rienced therapists were more 
responsive, listened intently, and built 
on what the patient said. 

Directions for Future Research 

There is much to be learned about 
physical therapy practice and the evo- 
lution from novice to master clinician. 
Our study focused on the develop- 
ment of an initial conceptual frame- 
work and one tool necessary to begin 
to look at physical therapist-patient 
interactions. We investigated one 
dimension, that is, observable interac- 
tions in one type of patient care set- 
ting. In the future, we will need to 
learn much more about the character- 
istics and actions of experienced clini- 
cians in a variety of patient care set- 

tings. We will need to get "inside the 
heads" of experts, as Paytonlo did, to 
fully understand their wisdom and 
how that wisdom is applied to real 
practice settings. Other professions 
are looking at models of expertise.4." 
What are the stages of development 
for physical therapy expertise? We will 
need longitudinal studies to help 
uncover the process of change from 
novice to master clinician or the rea- 
sons for the lack of change. Data from 
patients will be necessary in exploring 
patient satisfaction and outcome. Like 
many other professional fields," we 
also know very little about the role of 
entry-level education in the acquisi- 
tion of knowledge that would lead to 
clinical expertise in physical therapy. 
We anticipate that our original con- 
ceptual model will be altered many 

times as we gain in our knowledge of 
the work of the physical therapist. 

Conclusion 

The purpose of this study was to 
develop a framework and themes that 
could be used in investigating the 
practice of physical therapy. Our 
observational instrument for coding 
therapist-patient interactions and our 
conceptual framework can now be 
used in future research. The analysis 
of data, coupled with findings from 
other studies, suggest that 
experienced clinicians possess 
attributes that are different from those 
of novices. We currently lack under- 
standing of the development of physi- 
cal therapy expertise. Continued 
research in this area is crucial to the 
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improvement of physical therapy 
practice and professional education. 
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