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In its recent history, the physical
therapy profession embarked on
at least 2 attempts to create a

research agenda. The first attempt
occurred in December 1993 when a
panel of researchers representing
different clinical foci and levels of
expertise was convened to develop
an agenda. This effort was not as
successful as hoped because the
panel could not reach consensus on
an agenda that would benefit the
profession as a whole. The conclu-
sion was reached that all research-
ers’ programs of research were
important; thus, no decisions were
made to prescribe a program of
research for the profession.

Despite this unremarkable outcome,
the profession initiated a second
attempt to create an agenda. Begin-
ning in 1998, a call was placed to
presidents of all components (ie,
chapters and sections) of the Ameri-
can Physical Therapy Association
(APTA), academic administrators of
physical therapist education pro-
grams, and members of the Section
on Research asking for nominations
of individuals to participate in the
development of a Clinical Research
Agenda. Ultimately, 48 nominated
individuals were selected.

Two meetings were held, one in the
fall and the second in the winter of
1998. Additionally, an Editorial Advi-
sory Panel (EAP) met between the 2
meetings. The EAP, as its name
implies, edited the output from the
first meeting and presented it for dis-
cussion during the second meeting.
Subsequent to the second confer-
ence and a second round of editing

by the EAP, the 128 research ques-
tions comprising the draft agenda
were sent to a sample of APTA mem-
bership for final review. Subsequent
to the second review and the results
of an algorithm to determine which
items would be maintained, 72 ques-
tions were incorporated into the
final agenda. Ultimately, the Clinical
Research Agenda was published in
Physical Therapy1 so that it could be
widely disseminated to the commu-
nity of scientists and physical thera-
pist clinicians.

Generation of a
New Research Agenda
The original Clinical Research
Agenda served an admirable and
pragmatic purpose. It was shared
with a number of funding agencies,
including the Foundation for Physi-
cal Therapy and various institutes
and centers at the National Institutes
of Health. The Clinical Research
Agenda also likely spurred junior
investigators to design studies to an-
swer those questions that were
included. In all candor, there was
never any formal evaluation of the
Clinical Research Agenda. However,
over time, the original Clinical
Research Agenda became less rele-
vant as science substantially changed
and expanded during the 10-year
period subsequent to its adoption. The
revision is a result of the rapid changes
in health care, and especially the reha-
bilitation environment, during the
period of time subsequent to the cre-
ation of the Clinical Research Agenda.

Using a model developed by Eisen-
berg,2 those who developed the pre-
vious Clinical Research Agenda

attempted to disregard the debates
existing at that time that dealt with
definitions of clinical and health ser-
vices research. Rather, the agenda
was developed to address the contin-
uum covering basic science to policy
research. Despite this attempt to be
sufficiently broad, a number of col-
leagues perceived that the Clinical
Research Agenda, as published, did
not recognize certain areas of sci-
ence, and this criticism served as an
additional incentive to revise the
agenda.

In part as a response to this criticism,
the new agenda will be referred to as
the Research Agenda. The term “clin-
ical” will not be incorporated into its
title. This decision serves 2 pur-
poses. On a fairly superficial level,
renaming the agenda avoids creating
any confusion between it and the
previous agenda. Perhaps more
important, though, is the clear mes-
sage that the revised Research
Agenda emphasizes a more compre-
hensive perspective of physical ther-
apy research than the manner in
which the Clinical Research Agenda
was perceived.

The new agenda represents an
attempt to be much more specific
in its aims than the original agenda.
One purpose of the Research
Agenda is to make it broad enough
so that all areas of research along
the continuum developed by Eisen-
berg2 are clearly included in the
agenda. A second purpose is to
ensure that the Research Agenda is
disseminated among junior investi-
gators to aid in the development of
lines of research and, hopefully,
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enhance the career trajectories of
these individuals to guide current
and future researchers. A third pur-
pose is to develop a list of research
issues that can be shared with a
large number of potential funders,
not simply those who are inter-
ested in clinical research.

One additional characteristic of the
new Research Agenda should be
emphasized. The items of the
agenda use language congruent
with the International Classifica-
tion of Functioning, Disability
and Health (ICF),3 acknowledging
the potential advantages of such a
unified and standard language and
framework for the description of
health and health-related states.
However, the ICF is not used to the
exclusion of other models of health
and disability that may provide
advances in knowledge for current
and future work. The Research
Agenda acknowledges that physical
therapy researchers may investi-
gate domains across the range
included in the ICF (ie, body struc-
tures and function, activities and par-
ticipation), as well as the contribution
of contextual factors (ie, personal and
environmental factors) to health con-
ditions across these domains.

It must be stated that, although the
Research Agenda recognizes the ICF
and could potentially spur research
internationally, it was designed to
enhance research conducted by
physical therapists in the United
States. Clearly, some of the items

contained in the Research Agenda
may be appropriate for international
researchers; however, the audience
that was more important to the
developers of the Research Agenda
was physical therapist researchers in
the United States.

Subsequent to the decision to create
the Research Agenda, the best
approach to development was
assessed. The primary goal of any
approach would be the assurance
that the process for development
would be as inclusive as possible.
Other disciplines and professions
have used a variety of strategies to
develop a research agenda. These
strategies varied substantially in the
degree of inclusiveness. The sim-
plest technique for creating an
agenda was using a manuscript in a
professional journal citing the need
for a research agenda.4,5 This
approach unveils an agenda quickly,
but it does not meet the criterion of
being inclusive.

The most frequently used strategy
was to conduct a conference or
workshop comprising experts in a
particular area of study.6–12 The
number of conference participants
varied from 20 to 150 individuals
deemed experts in a particular field.
Although convening a requisite num-
ber of experts is an improvement on
one individual issuing a “call” for a
research agenda, organizing a confer-
ence, regardless of its size, does not
necessarily ensure that all perspectives
and interest areas of a profession are
met. In fact, as reported, APTA used
this strategy previously. Feedback
indicated that conference partici-
pants did not represent as broad a
range of perspectives as was hoped.

Although a conference or workshop
was the strategy adopted most often,
other methods for agenda develop-
ment were used as well. Task forces
or content experts were convened

as a way to generate the items that
would comprise an agenda. Although
the work of the task forces differed
across organizations, the burden for
producing an agenda fell to a rela-
tively small group of people. Some of
these task forces or content experts
relied on input from larger groups of
individuals; others provided all input
to agenda development.13–15

Finally, a modified Delphi technique
has been used to develop research
agendas. The number of participants
varied greatly between the 2 pro-
fessions that used this technique to
generate opinion. One of the data col-
lection efforts encompassed 18 indi-
viduals,17 while the second effort col-
lected data from 80 respondents.18

Process for the
Development of
the Research Agenda
Any of these methods for deciding
on topics to be included in the
Research Agenda could have been
selected. However, previous experi-
ence1 pointed out that soliciting
information from the largest number
of participants would be optimal. To
this end, a unique data collection
strategy was initiated that began
with content generation through
APTA sections, conferring significant
responsibility on the APTA sections
in the generation of content. The
essential reason for initiating the pro-
cess through sections was to be
inclusive of the broad range of clin-
ical content expertise across the pro-
fession and to avoid the perceived
lack of breadth of the original Clini-
cal Research Agenda. Furthermore,
this process represented a unique
opportunity for APTA components
and its national headquarters to col-
laborate on a project deemed to be
important by the membership.

The first phase of the process was a
presentation to all section presidents
outlining the goal of the initiative and
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soliciting their assistance. Through the
president, each section was asked to
provide items believed to be impor-
tant to its clinical or professional
area. No instructions were provided
to the sections concerning how
potential items were to be submit-
ted. Sections were asked to include
only those items that would corre-
spond to those issues or conditions,
and the means of addressing them,
that were most essential to their
respective areas. Methods for gener-
ating items varied greatly among the
sections. Typically, smaller sections
provided a shorter list of items gen-
erated by the president or with the
assistance of a small group of
members.

Larger sections used more complex
methods for generating items. Typi-
cally, these methods created smaller
groups of respective section mem-
bers charged with the task of gener-
ating items. In some instances, these
smaller subgroups acted as their
own panel of experts and generated

a list of items. In the case of other
sections, the small group developed
potential items, circulated the items
among section membership, and con-
structed a final list based on feed-
back received. In the case of one
section, a 3-step process was cre-
ated. A number of subgroups drafted
a list of items, feedback was invited
among the entire membership through
an online survey, changes were made
to the initial list, a forum was held at
APTA’s Combined Sections Meeting
for any interested section members,
and a final list of items was devel-
oped in response to feedback
obtained at the forum.

Subsequent to submission of items
from the specialty sections, a
6-person Consultant Group was
appointed by the APTA Board of
Directors and asked to complete 2
tasks: (1) review feedback (items)
submitted from the sections and (2)
devise a conceptual framework to
organize items that would be consis-
tent and minimize redundancy.

The Consultant Group was selected
to represent each of the content
areas along the rehabilitation
research continuum. Thus, members
included basic scientists as well as
health services researchers. They
also represented the age continuum
of patients treated by physical thera-
pists. To reiterate, these group mem-
bers were selected so that expertise
across all areas of the Research
Agenda was available when items
were included. Subsequently, a rep-
resentative from APTA’s Section on
Women’s Health was added to the
group to ensure that issues relevant to
that section were included in the
Research Agenda.

The Consultant Group began by mod-
ifying the original continuum repre-
senting all aspects of rehabilitation
research that guided the develop-
ment of the Research Agenda.
Although the model continued to
represent a continuum centered on
the patient, communities, and the
population, the various areas com-

Figure 1.
Current model of continuum for rehabilitation research.
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prising the Research Agenda were
expanded. Two research categories
were added: “Epidemiology” and “Mea-
surement Development and Valida-
tion.” Also, the names of 2 other areas
were changed: “Policy” was added to
the category “Health Services
Research,” and “Professional Develop-
ment” was added to the category
“Education.” The inclusion of new
areas and the revision of existing areas
made the Research Agenda even
broader than it was originally con-
ceived. Figure 1 presents the model as
it currently exists.

Sections submitted 353 items for
consideration for inclusion into the
Research Agenda. The Consultant
Group combined similar items and
placed them within the revised cat-
egories of the expanded model. This
strategy allowed research topics to
be phrased more generically, rather
than being specific to a particular
clinical area. Stating an item generi-
cally should provide the incentive
for researchers from a number of dif-
ferent foci to address the issue.

Consider, for example, the item
phrased, “Determine the effective-
ness and efficacy of interventions
provided by physical therapists
across relevant domains.” This
extremely broad item enables an
individual researcher to determine
which physical therapy interven-
tions are to be provided to patients
across many different types of con-
ditions and across the life span. In
addition, the outcomes of the inter-
vention can be chosen, as appropri-
ate, to represent the relevant
domains of functioning and disability
in the ICF model (ie, body structures
and function, activities and partici-
pation). The following examples,
representing different patient condi-
tions, illustrate how items from the
Research Agenda can be adapted for
use by researchers whose lines of

research are within various clinical
areas.

Orthopedics: Evaluate the interac-
tive effects of physical therapy inter-
ventions with other medical/surgical/
biobehavioral interventions on clinical
outcomes and cost-effectiveness among
patients with low back pain.

Pediatrics: Examine the efficacy or
effectiveness of strengthening on
spasticity, gait, and participation in
school activities in children with
movement disorders. Examine the
role of the family as it relates to the
effectiveness of physical therapy
intervention. The 2 items high-
lighted as representing pediatrics
contain added importance, as they

illustrate how the Research Agenda
has attempted to incorporate ele-
ments of the ICF. The 2 items cited
represent the domains of body/struc-
ture/function and environmental
factors.

Women’s health: Evaluate the
effectiveness of pelvic-floor exer-
cises compared with or in conjunc-
tion with medical/surgical/biobehav-
ioral interventions on clinical
outcomes for women with mixed
urinary incontinence.

Oncology: Determine the effective-
ness of manual lymphatic drainage
compared with exercise in the man-
agement of cancer-related lymphedema.

Presentation to Section Presidents

Submission of Items

Convene Consultant Group

Items Edited

Final Draft of Research Agenda Created

Items Submitted to Section Presidents
and Section on Research Members

for Review

Consultant Group Review
Final Research Agenda Created

Figure 2.
Process for creation of the Revised Research Agenda for Physical Therapy.
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The draft of the Research Agenda, as
created by the Consultant Group, then
was sent to each of the section presi-
dents and all members of the Section
on Research for a final review. Section
presidents were provided the oppor-
tunity of the final review, as they had
been the group responsible for sub-
mitting items. The Section on
Research was included in the review
process because its membership com-
prises the individuals who will be pri-
marily affected by the publication of
the Research Agenda. Feedback was
incorporated, changes were made to
the final draft, and the Research
Agenda was created.

Prior to the inclusion of those items
comprising the Research Agenda,
some important points need to be
made. First, it may not be apparent
to readers where diagnostic accu-
racy research is located within the
Research Agenda. It was the inten-
tion of developers of the Research
Agenda that these items be included
within the section titled “Measure-
ment Development and Validation.”

Furthermore, and of extreme impor-
tance, is the fact that research
designs are intentionally not speci-
fied in the Research Agenda. The
developers of the Research Agenda
believed that decisions about design
issues were beyond the scope of
their task. Therefore, decisions
about the value of randomized con-
trolled trials as opposed to case con-
trol studies or qualitative analyses as
opposed to quantitative analyses
were left to the discretion of individ-
ual researchers. The Research
Agenda was devised to delineate
important items, not to provide
advice on the design of an individu-
al’s or a group’s methods.

Finally, the developers of the
Research Agenda intentionally did
not assess the importance or impact
of any of the items included in the

Agenda. A decision was made during
the first meeting of the Consultant
Group that citation of the impor-
tance or perhaps some ranking of
the items was not warranted. It was
decided that the individual
researcher was better equipped to
assess importance. The proof of a
researcher’s decision would likely be
determined by the decision by a
funding agency to support a particu-
lar study. Rather, the Consultant
Group believed that it was not their
purview to decide the importance of
one study in comparison with
another. What was seen as more
important was the provision of a
number of items that potentially
could result in the creation of knowl-
edge and an expansion of the scien-
tific base of the profession.

Discussion
Although never formally evaluated,
based on the visibility it received
among various public and private
funding agencies, the original Clini-
cal Research Agenda seemed to have
value. However, substantial changes
have occurred in rehabilitation in
the 10 years subsequent to the devel-
opment of the Clinical Research
Agenda. The new Research Agenda
reflects those changes and expands
the scope of rehabilitation research.
Based on input from all sections of
APTA, the Research Agenda is a
document that has the potential to
encourage programs of research
among junior investigators and
increase awareness of physical ther-
apist scientists among funding agen-
cies. Unlike the previous Clinical
Research Agenda, an evaluation of
the current Research Agenda will be
undertaken to assess whether it has
met its potential.

The process for the creation of the
Research Agenda is described in Fig-
ure 2. The items comprising the
Research Agenda are presented in
the Appendix.
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Appendix.
Revised Research Agenda for Physical Therapy

Basic Science Research
1. Identify how genetic, anatomical, biomechanical, physiological, or environmental factors contribute to exces-

sive stress, injury, or abnormal development of body tissues and systems.

2. Determine if modifiable genetic, anatomical, biomechanical, physiological, or environmental factors can
decrease risk of excessive stress, injury, or abnormal development of body tissues and systems.

3. Examine the effects of physical therapy interventions that are provided independently or in combination on
cellular structural properties and physiological responses of healthy, injured, or diseased body tissues.

4. Investigate the factors that modify the response to physical therapy intervention and positive tissue adaptation
(eg, genetic, functional, structural, psychosocial, and physiological factors).

5. Determine the optimal dose of physical therapy interventions (frequency, duration, intensity) to achieve optimal
cellular and physiological adaptation/response of body tissues and systems.

6. Examine skill acquisition and motor development in individuals with movement disorders.

7. Examine the relationship between biomarkers and impairments in body structure and function, limitations in activity,
and restrictions in participation. (Biomarkers are any tools used to identify and quantify biologic responses).

8. Define the role for physical therapy in the maturation and modeling of genetically engineered tissues.

9. Determine the mechanisms by which physical therapy interventions modify disease and age-related or injury-
induced changes in normal cellular structure and function using appropriate human and animal models.

10. Develop new physical therapy interventions to promote tissue growth and adaptation.

(Continued)
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Appendix.
Continued

Clinical Research
1. Determine the relationships among levels of functioning and disability, health conditions, and contextual factors

for conditions commonly managed by physical therapists (eg, International Classification of Functioning,
Disability and Health).

2. Develop and evaluate models of health and disability to guide the investigation, prevention, and treatment of
health conditions relevant to physical therapy.

3. Identify factors that predict the risks of, or protection from, health conditions (injury, disorders, and disease).

4. Examine the impact of health promotion interventions that include the involvement of physical therapists on
activity and participation of individuals with movement disorders.

5. Evaluate or develop effective interventions to prevent or reduce the risk of disability associated with common
health conditions.

6. Determine the effects of interventions provided by physical therapists to address secondary prevention in
patients/clients with chronic diseases (eg, diabetes, obesity, arthritis, neurological, other disorders).

7. Determine the physical therapist’s role and impact in contemporary delivery models on prevention of diseases
and their secondary side effects.

8. Identify technologies to assist physical therapists in developing prevention approaches that optimize outcome.

9. Develop and evaluate effective patient/client classification methods to optimize clinical decision making for
physical therapist management of patients/clients.

10. Identify criteria for progression in levels of care, activity, or participation of the patient/client.

11. Identify thresholds for adequate physical function to optimize outcomes and prevent injury.

12. Identify contextual factors (eg, personal and environmental) that affect prognosis.

13. Identify technologies to assist physical therapists in determining patient/client classification.

14. Determine predictors of recovery from adverse effects associated with medical or surgical treatment.

15. Determine the effectiveness and efficacy of interventions provided by physical therapists across relevant
domains of health.

16. Determine interactions among interventions provided by physical therapists.

17. Determine the effectiveness and efficacy of interventions provided by physical therapists delivered in combi-
nation with other interventions (eg, medical, surgical, or biobehavioral interventions).

18. Determine the effects of frequency, duration, intensity, and timing of interventions provided by the physical
therapist.

19. Develop and test the effectiveness of physical therapist interventions for primary and secondary conditions or
disability.

20. Develop and test the effectiveness of physical therapist interventions to optimize treatment outcomes for
specific subgroups of patients/clients.

21. Develop and test the effectiveness of decision support tools to facilitate evidence-based physical therapist
decision making.

22. Develop and test the effectiveness of methods to improve patient/client adherence to the plan of care and
self-management.

(Continued)
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Appendix.
Continued

Education/Professional Development
1. Evaluate the effect of physical therapist postprofessional specialty training on clinical decision making and

patient/client outcomes.

2. Determine the best methods to foster career development and leadership in physical therapy.

3. Determine the optimal criteria for board certification.

4. Evaluate the effect of clinical education models on clinical outcomes, passing rates on the National Physical
Therapy Examination, and employment settings after graduation.

5. Determine the impact of professional-level physical therapist education on professional behaviors.

6. Assess the effectiveness of models of professional education on clinical performance.

7. Determine the relationship between student cultural competency and clinical decision making.

8. Evaluate the effectiveness of different methods used to improve cultural competence.

9. Develop and evaluate the most effective methods for facilitating physical therapist acquisition and use of
available information resources for evidence-based practice.

10. Evaluate the skills needed by practitioners to provide optimal patient/client care, patient/client advocacy, and
cost-effective care.

Epidemiology
1. Examine the incidence, prevalence, and natural course of health conditions (disorders, diseases, and injuries)

commonly managed by physical therapists.

2. Examine the incidence, prevalence, and natural course of impairments of body functions and structure, activity
limitations, and participation restrictions associated with health conditions commonly managed by physical
therapists.

3. Investigate the effects of contextual factors (eg, personal and environmental) on the effectiveness of interven-
tions provided by physical therapists.

Health Services Research/Policy
1. Perform economic evaluation of specific physical therapy interventions.

2. Evaluate the effect of physical therapy service delivery models on economic and patient/client outcomes and
consumer choice.

3. Determine the relationship between documentation and payment.

4. Evaluate the comparative cost and/or cost-effectiveness of specific physical therapy interventions compared
with or in combination with other interventions.

5. Investigate factors that influence patient/client choices when selecting a health care provider or making
treatment decisions.

6. Develop and evaluate new methods for incorporating patient/client values and expectations into the decision-
making process.

7. Evaluate the effectiveness of shared clinical decision-making schemes between the patient/client and therapist
on clinical outcomes and costs.

(Continued)
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Appendix.
Continued

8. Establish the extent to which physical therapists deliver services in accordance with recommended guidelines
for specific conditions and its impact on outcomes.

9. Determine disparities in the access to and provision of physical therapy and their impact on outcomes.

10. Examine the interaction among access, culture, and health literacy on physical therapy outcomes.

11. Examine the cultural competence of physical therapists and physical therapist assistants and its impact on
intervention.

12. Develop innovative medical informatics applications for physical therapy and assess their impact on clinical
decision making.

13. Investigate the influence of health policies on practice patterns and outcomes.

14. Evaluate methods to enhance adherence to recommended practice guidelines.

15. Assess the impact of continuity of physical therapy services on outcomes.

16. Describe patterns of physical therapy use and identify factors that contribute to variation in utilization.

Workforce
1. Examine the effects of staffing patterns on the outcomes of physical therapy.

2. Assess productivity of physical therapists in various settings and identify factors (eg, use of extenders, mandates)
that contribute to variations in productivity.

3. Identify and test the best methods to assess past, current, and future demand and unmet needs for physical
therapy.

4. Identify the demand for services among populations underserved by physical therapists.

5. Determine factors that contribute to the attractiveness of practicing in various settings and geographic regions.

6. Determine factors that contribute to the retention of physical therapists across various settings and geographic
regions.

7. Determine the effectiveness of recruitment and retention initiatives in reducing the gap between supply and
demand in various practice settings.

8. Identify variables that influence the decision of whether or not to enter the physical therapy profession.

9. Assess the impact of expanded scope of practice on supply and demand.

10. Investigate the relationship between the distribution of physical therapists and population health outcomes.

11. Examine the effects of workforce issues on career pathways (eg, participation in residency, fellowship, research
training).

12. Examine the effects of participation in extended clinical training experiences on workforce.

Measurement Development and Validation
1. Develop or adapt measures of effectiveness and impact of physical therapy at the community level.

2. Develop new tools or refine existing tools to measure the impact of physical therapy on activity, participation,
and quality of life.

(Continued)
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Continued

3. Provide evidence to guide selection and interpretation of measurement tools for specific purposes, conditions,
and populations.

4. Develop and test a minimum set of measures to evaluate the process and clinical outcomes for specific
conditions and populations.

5. Develop reliable and valid measures of cultural competence of physical therapy providers and students.

6. Determine how contemporary technology (eg, ultrasound, gene array, magnetic resonance) can be used to
measure the effects of injury/disease and physical therapy intervention on body structure and function.

7. Determine optimal measurement methods to enhance clinical decision making for specific conditions and
populations.

Invited Commentary Carolee J. Winstein

The revised Research Agenda for
physical therapy1 represents an
important step toward the develop-
ment of a strong foundation for our
practice. Goldstein and colleagues
should be commended for their
efforts toward this important goal.
The revised Research Agenda has
changed significantly from the previ-
ous version2 in 3 important ways:
(1) As implied by the name change, it
is expanded to include more than
what would typically be included as
“clinical research,” most notably with
the inclusion of the basic research and
epidemiology categories; (2) it
includes a conceptual framework that
covers the range of rehabilitation
research; and (3) because of the
generic nature of the items, they can
easily be adapted by researchers
within any of the specialty areas of
physical therapy, including research.
Although these changes represent a
tremendous improvement, I feel this
new version is lacking in several criti-
cal ways. My commentary is organized
around these concerns.

A Missed Opportunity to
Articulate a Bold Vision of
Research for the Profession
First, I am troubled by the fact that
there is no clear statement about the

purpose of having a Research
Agenda for the profession. In the
abstract, the authors state that the
Research Agenda emphasizes the
comprehensive nature of rehabilita-
tion research that potentially can
enhance practice—however, this is
really not a purpose. In the article,
the authors do state that one pur-
pose of the revised Research Agenda
was to make it broad enough so that
all areas along the continuum devel-
oped by Eisenberg were included.
There was no rationale provided for
why the Eisenberg conceptual
model was chosen in the first place,
and, as such, this argument seems a
bit forced, if not circular. A second
purpose was to make sure the
agenda is disseminated. The third
purpose was to be able to share it
with a broad range of funders, not
just those interested in clinical
research. I do not see these neces-
sarily as purposes for developing a
research agenda, but more as guide-
lines for the scope of an agenda, in
part related to its intended use.
Indeed, in the next paragraph, the
authors refer to these aims as “char-
acteristics” of the Research Agenda
and not “purposes.” The authors
convey confusion about the purpose
for the agenda: Is it meant to define

areas of rehabilitation research for
the profession, as suggested by the
title, or is it to provide guidance to
the budding physical therapy
researcher, as suggested in the arti-
cle? While perseverating on the need
to provide guidance to junior inves-
tigators “trying to establish a pro-
gram of research,” in my view, the
authors missed an opportunity to
articulate a powerful vision of the
possibilities for research to shore up
the practice of physical therapy in
general.

I challenge the authors to be bolder
in their vision and less timid, as
implied by the cautious tone that
permeates the article. After all,
sound clinical practice rests on a
foundation that includes research
and education. A powerful and bold
vision of the possibilities for
research for the profession would be
welcome and not limited to only
those in the United States. The state-
ment about providing guidance for
physical therapist researchers in the
United States seems counterproduc-
tive to others outside of the United
States who continue to look to us for
leadership in physical therapy
research.
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