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Mr President, McMillan lectur-
ers of prior years, Board of
Directors, fellow physical

therapists, family, and friends, I want
to thank you for this opportunity to
share with you today my vision for
the next evolution in the physical
therapy profession (Figure).

I would like to start off with a ques-
tion for you. What is the first thing
that comes into your mind when I
say the word evolution? I imagine
your response is most likely Darwin,
survival of the fittest, or maybe even
Esmeralda. Esmeralda, you may ask?
Esmeralda is the giant turtle that
lives on Bird Island in the Indian
Ocean and is estimated by experts to
be more than 170 years old. Clearly,
Esmeralda’s long life is evidence of
her adaptation to her environment.

Webster defines evolution as “the
gradual development of something
into a more complex or better form”
over time.1 It is true that evolution
can lead to the extinction of some
forms of nature or even products
and services, as illustrated by the
fate of the dinosaurs, the 8-track
tape player, and elevator operators.
Today, however, I hope to present a
more positive tone in a discussion of
the evolution of the physical therapy
profession in this new health care
environment and the role of physical
therapists, the physical therapy edu-
cation program, and the professional
organization in assisting the profes-
sion in its adaptation.

The phrase survival of the fittest was
actually coined by Herbert Spencer2

after reading Darwin’s text, On the
Origin of Species.3 The term fittest
was further explained by Darwin to
mean better adapted for the immedi-
ate environment. We are seeing and
will continue to see changes in our
immediate health care environment,
and those changes will require that
we adapt, as a profession and as pro-
fessionals. Our adaptations will help
us to ensure not only that we survive
as a profession, but also that we
maintain our focus on the very rea-
son we are all here today, to deliver
quality care to the patient. The evo-
lution of our profession in recent
decades can be described as signifi-
cant, and the pace of change is
expected to increase in the next
decade. Today, I want to describe
my vision for the profession, as we
face a health care environment with
both challenges and opportunities.
But as Henry Ford said, “Vision with-
out execution is just hallucination.”4

I know it will take many talented
individuals to develop and imple-
ment a plan to address this vision,
but we must start the process now
and not wait for someone or some
agency to hand us its plan for
our future. Although planning for
change and the implementation of
new and revised processes are diffi-

cult tasks, they are nevertheless
essential.

Today, I would like to address 3
questions:

1. What changes are occurring or
are expected to occur over the
next decade in the health care
environment?

2. How can physical therapists and
the physical therapy profession
adapt to this new health care
environment?

3. What changes must be made in
our educational system and our
professional association in prepa-
ration for the next evolution in
the physical therapy profession?

Now, for the first question.

What Changes Are
Occurring or Are Expected
to Occur Over the Next
Decade in the Health Care
Environment?
Researchers, consultants, think
tanks, and policy-making groups
expect the health care environment
to change in significant ways in the
next decade.5–7 For example:

• Health care reform will emphasize
the overall health and well-being
of the patient population, with a
focus on preventive care to main-
tain ongoing good health. Care will
be customized to each patient’s
individual needs.

• Key metrics in assessing the quality
of health care delivery will focus
more intently on clinical outcomes,
functionality, patient satisfaction,
and value.

• Payment systems will require a
focus on the value delivered from
treatment. Payment systems will
no longer reimburse for services
for which no proof of efficacy is
reported. Value-based payments

Figure.
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will demand transparency in out-
come reports.

• As health records are increasingly
uploaded to electronic databases,
treatment information will be avail-
able to all caregivers and providers
in the system.

• Health care decisions will be based
on scientific evidence. Each indi-
vidual treatment will be monitored
for its effectiveness based on fac-
tors such as patient characteristics,
the timing of treatment, and data
on past treatment approaches. The
efficacy of specific treatments will
be constantly updated with feed-
back to monitor the effectiveness
or value of treatment.

• Innovation and improvement in
quality of services will be rewarded
and serve as the bases for the dis-
tribution of resources.

• Patients will have easy access to
clinical knowledge and resources
for their care and will have the ulti-
mate control in the system, not the
clinician and not the institution.

• Consumers will demand value, sim-
plicity in navigation to get informa-
tion, and trust in their health care
providers.

Now, to the second question.

How Can Physical
Therapists and the Physical
Therapy Profession Adapt
to This New Health Care
Environment?
To prepare for this lecture, I
reviewed, with the help of a gradu-
ate student, the manuscripts of ear-
lier McMillan lecturers. I found it
quite interesting to see how previous
speakers over the years had identi-
fied the shifts and changes in the
profession—or the profession’s evo-
lution. Speakers addressed the his-
tory and identity of our profession,
as well as issues of education and
the expansion of knowledge; the
integration of education, practice,

and research; and the patient focus
of our profession.

I spoke with many other individuals,
including members of my mentor
group who meet monthly and cham-
pion the profession over and above
the political/administrative process.
In addition, I have had conversa-
tions with clinical physical thera-
pists, therapists who work mainly in
administrative roles in various areas
of the United States, physical thera-
pists and other professionals who
work in the health policy area, and
faculty members of doctor of physi-
cal therapy (DPT) programs. I have
visited several times with American
Physical Therapy Association (APTA)
administrative staff, read articles
from thought leaders in the health
care world, and listened to many
Technology, Entertainment, and
Design (TED) sessions and many
Harvard Business Review podcasts.

Today, the question being asked
across all health care segments and
among all providers is: How can
practitioners best anticipate and
adapt to the new health care envi-
ronment while preserving optimal
patient care? My objective in all of
my conversations and readings has
been to gather insights into how our
profession will change in the next
10 years and how we could best
prepare for the changes that are to
come, rather than just reacting to the
changes after they occur.

I am convinced that, by drawing on
the unique characteristics that phys-
ical therapists have developed over
generations through the patient-
therapist relationship, we not only
can adapt efficiently to the coming
changes but also can serve to lead
the transition of the rest of the health
care industry by example. I will
describe the steps we can take to
reach this goal in a moment. But first:

I invite you to take a moment to
imagine you are a volunteer in a uni-
versity experiment. Your fellow stu-
dents have blindfolded you and are
driving you in a car, destination
unknown. They drive for 2 full
hours. At the end of that period, they
remove your blindfold and tell you
to drive to Cincinnati, Ohio. Now,
what would your first question in
this situation be? Of course, it would
be, where am I? Now I am not saying
we have been blindfolded as a pro-
fession over the years. Certainly not!
But as we face the future like that
newly assigned driver, we need to
first assess where we have been and
where we are right now, to be able
to effectively get to where we want
to go. So, let’s take a look back.

Each of us has a different history that
has led us to this profession. As a
McMillan lecturer, I have been asked
to include a few historical markers
that, in some way, helped prepare
me for my professional life. I’ll offer
2 brief stories.

As a high school sophomore in
1957, the olden days, according to
my 5 grandsons, I began working in
an aide position at St. Vincent’s Hos-
pital in Staten Island with my brother
Art, who was 10 years older.

I worked 3 or 4 hours for 2 evenings
and again on Saturday mornings.
Art would finish his teaching in the
New York University (NYU) Physical
Therapy Education Program, run to
the subway through Greenwich Vil-
lage, take the ferry to Staten Island,
and then drive from the ferry car
park to St. Vincent’s Hospital. Our 4
treatment areas were along the hall-
way leading to the convent, and the
patients received Art’s skilled inter-
vention 3 times a week. I started
with a salary of $1.00/hour, and I
received a 25-cent raise per hour
after 2 years. There were no clinical
prediction rules, no guidelines,
no Cochrane Institute, and no
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corporate-owned practices. Working
on a shoestring, against many odds,
one thing was clear to us: The
patient was our sole focus.

A few years later—actually, a year
after I graduated from the NYU Phys-
ical Therapy Education Program,
while working in the US Public
Health Service Hospital in Baltimore,
Maryland—I was assigned the care
of a seaman who worked in a ship’s
galley serving food and performing
general cleanup activities. This par-
ticular patient case helped me to
understand what it meant to focus
on the whole patient.

The seaman had been diagnosed
with sarcoma of the thumb of his
dominant hand, and surgery was per-
formed to amputate the thumb.
When I first met with him after the
surgery, I knew I needed to prepare
him to return to work in the ship’s
galley. I also knew that 85% of his
hand function depended on a pre-
hensile thumb and believed that
he would need the thumb to return
to work. Finding that prosthetic
thumbs were not available, I enlisted
the assistance of the hospital’s dental
department. The dentists cast both
my thumb in the prehensile position
and the hand of my patient without a
thumb. Long story short, following a
course of physical therapy interven-
tion to restore the function of his
dominant hand, the seaman returned
to work with his prosthetic thumb
attached to his hand with Velcro
bands. About 9 months later, the sea-
man stopped for a visit—with no
thumb. I, of course, asked him about
the thumb, and he replied that he
had “thrown it overboard.” He
explained that he had received many
complaints from his fellow seamen
when they found his prosthetic
thumb in the dishes he served them.
Needless to say, he had learned how
to function in his job without an
opposing thumb on his dominant
hand.8

Now as a young practitioner, I saw a
man who had lost his thumb, and set
about making a new thumb, instead
of considering alternatives to assist
him in regaining function without
a replacement thumb. Although the
patient had indeed been my focus
from the beginning, this experience
helped me to see the importance of
looking beyond the pathology and
obvious impairment—to interact
with all aspects of the patient and
understand the patient’s environ-
ment and his individual expectations
for the services received.

So, my vision for the physical ther-
apy profession in this next decade
begins with an emphasis on a thor-
ough, encompassing patient focus—
and the ongoing importance of the
patient-therapist interaction. Physi-
cal therapists have long created a
unique oasis, so to speak, in the
health care industry—teaming with
the patient to assist in the healing
process. The ability to combine the
best of science with the art of a
healer is ultimately what we are
about as a profession. In this new
health care environment that
appears focused on data and costs,
physical therapists will make their
biggest contribution as the caring
individuals working by the patient’s
side in one-to-one teamwork.

Let’s take a look at the steps we must
take to make this happen. I have
been fortunate to have had opportu-
nities in my 47 years in the profes-
sion to work in the clinic, serve in
the US Public Health Service, teach
in several different physical therapy
education programs in the United
States, serve as a visiting professor
in the Netherlands, develop educa-
tional programs in clinical electrodi-
agnosis, participate in nationally and
internationally based research proj-
ects, work in the workers’ compen-
sation insurance industry, and serve
on the board of directors of APTA
and on several APTA committees.

Based on what I have learned from
these experiences, I conclude that,
to adapt to the new health care envi-
ronment, the profession has 4 impor-
tant practical tasks to accomplish:
(1) delineate value, (2) collect data,
(3) understand the role of costs in
care delivery, and (4) understand the
concept of entrepreneurship.

Task #1: Delineate Value
The first task is to delineate the
value of physical therapy interven-
tion to the patient, third-party pay-
ers, other health care providers, and
health care policy makers.

The evolution in the health care
environment certainly reflects the
emphasis on value. Value is a key
metric for assessing the quality of
health care delivery.9 Value deliv-
ered is the focus in payment systems
and the distribution of resources.
Consumers are expected to increas-
ingly demand value from their health
care providers. But how do we
assess value? The value of an item,
in general, is the worth, the price,
or the merit that is attached to that
item, and we all know that value is in
the eye of the beholder. And the def-
inition of value varies throughout the
health care system.

Patients assess the value of the
health care delivered by matching
their outcomes to their expecta-
tions. What outcomes do patients
expect in terms of function, effort,
and time to reach their goals? A
mother of a young soccer player
presents herself to her physical ther-
apist with the complaint of low back
pain and announces that she is able
to sit for only 5 minutes at a time for
her son’s games. Open communica-
tion lines between the therapist and
the patient allow the therapist to dis-
cover that the patient’s goal is to
be able to sit for an entire 60-minute
game. The patient assesses the value
of physical therapy by her ability to
reach that goal.
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Third-party payers, other health care
providers, and health care policy
makers assess the value of physical
therapy on the basis of their under-
standing of the relationship of the
services delivered by the therapist
to the outcomes received by the
patient from those services. But
there are difficulties inherent in this
definition.

Currently, many third-party payers
believe that all services billed with
the Physical Medicine and Rehabili-
tation CPT 97000 code are services
delivered by a physical therapist.
Physical therapists currently are
encouraged to make third-party pay-
ers aware that this is not the case
by documenting care provided by a
physical therapist, using APTA docu-
mentation guidelines. This practice
is crucial to defining our professional
position in the health care arena.
The APTA Guide to Physical Thera-
pist Practice states that physical ther-
apy is the “purposeful and skilled
interaction of the physical therapist
with the patient. . .using various
physical therapy techniques to pro-
vide changes in the condition that
are consistent with the diagnosis
and prognosis.”10 Our profession
must guard against being considered
a commodity, a service that can be
bought and sold for commercial
advantage, and we must be careful
not to delegate our responsibility in
the skilled intervention portion of
our profession to physical therapy
aides, athletic trainers, exercise
physiologists, massage technicians,
and others.

The Accountable Care Organization
(ACO) and the Patient-Centered
Medical Home (PCMH) are teams
of health care professionals that will
play significant roles in health care
delivery in the future. I challenge
you to ask key questions about the
status of physical therapists within
these systems. Where does the
skilled intervention by the physical

therapist fit into the financial equa-
tion for comprehensive care in an
ACO or PCMH arrangement? How
can therapists demonstrate their clin-
ical effectiveness and clinical effi-
ciency? How will therapists be able
to justify the level of reimbursement
related to the rehabilitative part of
the patient’s healing process? How
is the contribution of skilled inter-
vention by a physical therapist doc-
umented in a multidisciplinary care
model—for example, for a patient
with Alzheimer disease?

Although it might be expected that,
in this era in which health care dol-
lars are being redistributed, health
care professionals might attempt to
elevate the importance of their spe-
cific contribution to the overall well-
being of the patient, it is hoped that
the opposite might happen. That is,
the availability of electronic records
to all health care providers in the
system might remove the silo effect
in health care delivery and lead to
more unity in the development and
measurement of treatment goals
across the professions. At the same
time, the value of physical therapist
services would become transparent
to other health care providers—and
their value self-evident.

Task #2: Collect Data
The second task we need to accom-
plish is to emphasize the importance
of collecting data—including data
relevant to clinical, functional, and
patient satisfaction outcomes—
which serve as a basis for informa-
tion provided to third-party payers
and health care policy makers.

As W. Edwards Deming said, “In
God we trust; all others must bring
data.”11 Data are essential to today’s
delivery of health care. I offer an
example of one way in which a
health care group has been able,
through a systematic approach to
clinical data mining, to evaluate and
treat the individual with chronic

obstructive pulmonary disease
(COPD). Data collected by this
group showed that individuals with
COPD who received the skilled
intervention of a physical therapist
showed significant improvement in
the functions of daily life—up to a
certain point, with the point deter-
mined by the extent of the disease
and the finite ability of oxygen trans-
fer. The data also showed that the
critical clinical point at which these
individuals were able to function
at their maximum level occurred
within a predicted time frame. After
a period of time, if left untreated, the
patients showed a decrease in their
functional abilities to the point
where their condition required
hospital-based inpatient care.

This health care group developed a
technique to predict the likely future
date in which this decline would
begin for a patient—and the extent
of the clinical exacerbation. The
group supplied data to the insurance
provider to show how a physical
therapist’s short, but effective,
skilled intervention would assist in
the patient’s recovery to his or her
former functional level. On the basis
of the data provided, the insurance
carrier reimbursed the tune-up inter-
vention by a physical therapist. This
is an example of a model of care in
which the physical therapist drives
the value equation and provides rel-
evant data to the third-party payers
to justify additional care. The insur-
ance company pays for the tune-up
because it is less expensive than an
inpatient stay, and the patient’s qual-
ity of life is maintained.

Task #3: Understand the Role
of Costs in Care Delivery
Our third task as a profession is to
develop an understanding of the role
of costs in the delivery of physical
therapy services as a foundation for
establishing cost-effective and cost-
efficient practices.
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In the discussion of costs related to
physical therapist services, we must
be careful to define whether we
are considering the therapist’s cost
in providing the service or the
patient’s and third-party’s cost in
purchasing the service. Given that
patients are able to make choices
among health care providers and
treatment programs, and find infor-
mation on the Internet or through
other sources relevant to their con-
dition and outcome measures for var-
ious health care providers, and given
that patients may well be provided
with a limited health care bank
account, it follows that the patient,
as well as others, will increasingly
consider the cost of health care ser-
vice alternatives. Patients will com-
pare outcomes across treatment pro-
grams, and the cost of care related
to the episode of care will be known
before the intervention strategy
begins. If satisfaction with both the
care process and the outcomes are
equal, the cost of health care ser-
vices to the patient becomes a decid-
ing factor.

A cost-effective treatment interven-
tion produces acceptable results
economically from the patient’s
viewpoint. To assess the cost-
effectiveness of an intervention, the
researcher must evaluate the costs
borne by the patient or third-party
in relation to the clinical, functional,
or patient satisfaction outcomes fol-
lowing intervention. On the other
hand, the cost-efficiency of an inter-
vention is evaluated by exploring
the relationship between the costs of
resources placed into the process
by the health care provider and the
same clinical, functional, or patient
satisfaction outcomes. That means
that evaluations of cost-effectiveness
and cost-efficiency require an analy-
sis of the costs of inputs into the
delivery of the physical therapist ser-
vices, the components of the physi-
cal therapy intervention process,
and the measures of clinical, func-

tional, and patient satisfaction out-
comes, as well as the cost of the
services to patients and third-party
payers.12

If we are going to survive in this
new health care environment, we
must run our clinics as businesses.
People in business can be both pro-
fessional and financially successful.
We need to be prepared to go from
the current insurance reimburse-
ment model to a flat rate for episodes
of care. Accountable Care Organiza-
tions are headed in the direction of
forcing that model on us. We need to
understand the cost of resources put
into effective treatment programs
for specific patient conditions and
be prepared to negotiate, supported
by data. Otherwise, we are in danger
of accepting a payment that under-
values our services.

Task #4: Understand the Concept
of Entrepreneurship
The fourth task ahead is to develop
an understanding of the concept of
entrepreneurship in order to pro-
mote innovation.

When we identify someone as an
entrepreneur, we most likely think
of that person as one skilled in man-
agement techniques, willing to take
some risks, and able to bring people
together to explore new ideas, new
products, or new services. Some-
times, that innovation is based on
introducing new materials or new
skills, but other times innovation
comes from marketing existing com-
petencies. An entrepreneur is a per-
son who looks for new ways to
increase income by finding a new
niche in an existing practice and
thereby expanding its outreach to
new clients—or by offering addi-
tional services to its existing cli-
ents.13 Henry Ford, a proven entre-
preneur, said of his experience
developing the Model T automobile,
“If I had asked people what they

wanted, they would have said faster
horses.”4

How can physical therapists apply
this somewhat uncomfortable con-
cept of “selling” services to our
patients to compete in the current
health care environment? I think
Steve Jobs had the right idea when
he said, “It’s really hard to design
products by focus groups. A lot of
times, people don’t know what they
want until you show it to them.”14

An innovative service to consider
is that of the physical therapist as a
life-coach. Individuals would seek
advice from their physical therapists
throughout their life spans—in cases
of good health, as well as injury
and illness. The life-coach therapist
becomes one of the first health care
providers consulted when an indi-
vidual needs care at any age, because
the individual understands the value
of physical therapy—and the physi-
cal therapist–patient relationship.

I believe we must try on several
fronts to increase innovations such
as this, fully realizing that some will
bear fruit, while others will not. As
Sir Ken Robinson said in a 2007 TED
talk, “If you’re not prepared to be
wrong, you’ll never come up with
anything original.”15 If we are overly
concerned about making a mistake
or moving in the wrong direction
on some of our strategic innova-
tions, we risk the possibility of
remaining stagnant with little hope
for advancement.

Now, let’s move on to the third and
final question I’m asking today.
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What Changes Must Be
Made in Our Educational
System and Our
Professional Association in
Preparation for the Next
Evolution in the Physical
Therapy Profession?
Let’s first look at our educational
system. To address this question, we
need to look not only at the aca-
demic programs of physical therapy
but also at the processing of criteria
by the Commission on Accredita-
tion in Physical Therapy Education
(CAPTE).

The future of our profession lies
with the students who will graduate
from our academic programs now
and in the upcoming years. Our DPT
academic programs need to ensure
that these students are prepared
at graduation to adapt to the new
health care environment. To that
end, physical therapist professional
education must increase its emphasis
on 3 areas that will most benefit our
graduates in their future careers.

The first area is the development
of communication skills, including
communication with the patient,
communication with the caregiver,
communication with other health
care professionals, and communica-
tion with the third-party payer.
We need to continually reinforce
that patients, knowledgeable and
informed, manifest unique physical,
mental, and social characteristics
that affect treatment outcomes. The
importance of communicating with
the patient, as well as the impor-
tance of observing unique patient
and caregiver behaviors, cannot be
overemphasized in the management
of patient care.16

Learning to communicate with the
nurse case manager, the medical
director of the insurance company,
and the case adjuster also has proven
helpful in the planning of each treat-

ment intervention and the assess-
ment of the value of physical thera-
pist services in reimbursement
decisions.

We need to keep in mind that third-
party payers are not physical thera-
pists. How do we, as a profession,
educate third-party payers about our
professional abilities and our role in
the healing process, if their value
metrics are focused on the bottom
line?

I realize, of course, that communica-
tion comes in many forms, and cer-
tainly this decade will see a growth
in the availability of health care infor-
mation through electronic means.
Information concerning the patient’s
diagnosis, the availability of alterna-
tive treatments, and data relative to
outcomes, identified by each clinic
and individual provider and risk-
adjusted for the patient’s comorbidi-
ties, are expected to be available to
health care stakeholders in the near
future. To play a vital role in this new
environment, we must have effec-
tive systems in place to collect reli-
able clinical data and to monitor sub-
sequent modifications to that data.
The format of the data must allow for
easy access by patients, health care
providers, and third-party payers.

Recently, a group, of which I am a
member, conducted an informal sur-
vey in which several physical thera-
pist professional audiences were
asked if they were happy with
their electronic record system. The
response was overwhelmingly nega-
tive. To make changes in the system,
physical therapists must be able
to communicate their needs to infor-
mation technology specialists, thus
ensuring that the design of the elec-
tronic health record and outcome
databases systems are user-friendly
to the health care provider. The
administrative burden placed on the
physical therapy clinic to maintain

electronic health records must be
reduced.

A second area for increased empha-
sis in education is the development
of practical research skills with con-
sideration given to the costs associ-
ated with the delivery of physical
therapist services. We need to con-
tinue to afford our students opportu-
nities to conduct practical research
based on clinical experiences, in
addition to the library and web-based
research that already are a part of
their course requirements. Opportu-
nities to discuss and work with fac-
ulty in clinical areas in which the
faculty are engaged is another way of
showing the importance of research
skills to our students. Finally, encour-
aging students to present their
research in institutional research
fairs and in regional and national
conferences stresses the importance
of practice-based results and their
value to patients, health care pro-
fessionals, third-party payers, and
health care policy makers.

Emphasis on cost-effectiveness and
cost-efficiency in the new health
care environment demands that our
graduates understand at least the
basic principles of cost analysis. This
will allow them to contribute to
research studies exploring the rela-
tionships of clinical, functional, and
satisfaction outcomes to both the
costs of resources put into physical
therapist services and the costs
borne by patients and third-party
payers for those services.

Third and finally, I believe there
should be more emphasis on foster-
ing entrepreneurship and innova-
tion in patient care, teaching stu-
dents to think outside of the box
and adapt quickly to the changes in
the health care environment that
they will encounter throughout their
careers in physical therapy. Our
DPT programs do an excellent job
of preparing students for a position
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in physical therapy as the position
now exists, but not for the position
of the future. We need to encourage
broader and more creative thinking
and problem solving, teaching our
students to think about the most effi-
cient ways to deliver patient care
and how to build on their competen-
cies. Students need to learn that
effort put into generating new ideas
creates not only desired outcomes
but also more opportunities for
expanding their business.

Certainly, our courses present many
ideas for solving problems that ther-
apists have encountered in the past.
Our students would benefit, how-
ever, from becoming involved in
activities in the community outside
of the classroom in which opportu-
nities are given to them to solve
existing problems through creative
and critical thought processes. Out-
side speakers with real-life experi-
ence and faculty from other depart-
ments in our institutions could be
invited to address the areas of inno-
vation and entrepreneurship in the
health care professions. We need to
provide the foundation for our stu-
dents to become lifelong learners,
never forgetting to point out that
there are times that they will fail.
Failure is part of the learning pro-
cess—or, as Henry Ford said, “Fail-
ure is simply an opportunity to begin
again, this time more intelligently.”4

Of course, the current academic
physical therapy curriculum is already
extensive. What areas might we con-
sider for less emphasis to balance
those areas in which the emphasis
is increased? Two immediately come
to mind.

First, I suggest we give thought to
reducing the time spent in courses
teaching impairment ratings such
as range of motion (ROM) measure-
ment and manual muscle testing.
The health care professional has
moved away from the evaluation of

impairments to the measurement
and reporting of a patient’s func-
tional status. Range of motion and
manual muscle testing measures are
not particularly reliable and are irrel-
evant to the more important mea-
sure of the patient’s ability to func-
tion in his or her environment.
Research studies by colleagues in
2006, which included the review of
300 workers’ compensation cases,
found less than 10% of the case doc-
umentation reported an actual ROM
value to show improvement from
the initial ROM measurement.17 That
is, most studies reported simply
that ROM was improved. The same
researchers in documentation rela-
tive to manual muscle testing found
similar results.17 Although insurance
companies may request ROM and
manual muscle testing measure-
ments, many physical therapists
have bypassed these evaluation met-
rics for the more important metrics
of functional change.

The second area in which emphasis
should be reduced in our academic
programs is the use of passive
modalities. Successful outcomes are
related to the therapist’s skilled inter-
vention to maximize the patient’s
functional outcome, not to the type
and amount of modalities used.
Recently, Paul Beattie, Kevin Basile,
and I conducted a study, supported
by APTA, in which we examined the
reporting of Physical Medicine and
Rehabilitation (97000 CPT) codes
across specific clinic types.18 We
found that physician-owned physical
therapy groups had a higher ratio
of the use of passive modalities to
therapeutic exercise than private
practice physical therapy groups.
There is little evidence that modali-
ties are helpful in most conditions,
with their use more likely related
to the clinic in which treatments are
received.18

CAPTE must, of course, support all
changes in the academic curriculum

of DPT programs. CAPTE is nation-
ally recognized by the US Depart-
ment of Education and the Council
for Higher Education Accreditation
as the accrediting agency for entry-
level physical therapist programs
and is well-respected by state licens-
ing boards. CAPTE currently accred-
its more than 500 physical therapist
and physical therapist assistant edu-
cation programs in the United States
and is supported by 31 members with
various backgrounds, in addition to
250 volunteers trained to conduct
on-site program reviews. At each of
its semiannual meetings, it reviews
approximately one third of the edu-
cation programs in the United States.

A strong recommendation by
CAPTE, in the form of white papers
or position papers, supporting the
use of functional measures, not
impairments measures, in the docu-
mentation of patient progress and
discouraging the wide use of passive
modalities, could serve as the basis
not only for change in the educa-
tional criteria for physical therapy
education programs but also for dis-
cussion among therapists working
in the areas of health policy, insur-
ance companies, medical directors
of third-party payers, nurse case
managers, and adjusters.

Many individuals have contributed
incalculable hours to the develop-
ment of criteria that are used as stan-
dards in the accreditation process. It
takes more than a few years for a
criterion that is submitted to CAPTE
for review to become part of the
accreditation handbook and subse-
quently enacted in the educational
process. The handbook serves as
the foundation for the academic and
clinical components of the DPT pro-
grams. Given the fast pace of change
in the health care environment, I
question whether the process to
develop and review criteria is struc-
tured to allow for the introduction
and consideration of relevant criteria
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in a timely fashion. For instance, is
adequate time allotted in the CAPTE
semiannual meetings for discussion
of any changes anticipated in the
health care landscape and how these
changes might affect CAPTE criteria?
Given the sometimes overwhelming
task of DPT programs to support
more than 70 clinically based crite-
ria, some with multiple parts, in an
accreditation review, has consider-
ation been given to prioritizing crite-
ria and eliminating outdated criteria
when new criteria are added to pre-
vent criterion “creep”? And finally,
could physical therapy education
programs be granted some freedom
in curriculum development to
explore new ideas, such as the addi-
tion of entrepreneurship and innova-
tion courses?

Now, let’s consider the changes our
association needs to make to pre-
pare for the next evolution of the
profession. The APTA 2013 Strategic
Plan identifies its purpose as “to
improve the health and quality of
life of individuals in society by
advancing physical therapy prac-
tices.”19 Recognizing the changes
in the health care landscape, APTA
has set goals in the areas of effec-
tiveness of care, patient- and client-
centered care across the life span,
professional growth and develop-
ment, and value and accountability
and has defined objectives to achieve
these goals.19 The Association is cer-
tainly forward-looking.

What I would like to address, how-
ever, is how membership in the pro-
fessional association could become
relevant to all physical therapists or
how it can support all physical ther-
apists in the profession’s evolution.
Currently, 70% of physical therapists
in the United States are not members
of our national professional associa-
tion. An important question to
address is: What value do physical
therapists attach currently to the
benefits of APTA membership rela-

tive to the cost of membership? And
taking that a step further: Can we
expect that an increase in the rele-
vancy of the Association’s product/
service to physical therapists would
result in increased membership? If
we answer “yes” to that second ques-
tion, the natural question that fol-
lows is: What actions must we take
to increase the benefits of APTA
membership to today’s physical
therapists?

Let us assume that physical thera-
pists make the membership decision
based on a cost-benefit ratio. That is,
they weigh the benefits of member-
ship against the cost of that member-
ship. Lowering the cost of or increas-
ing the benefits from membership
are 2 ways that we could change
the cost-benefit ratio to appear
more favorable to non-APTA mem-
ber physical therapists.

The cost of membership and the
strain on members’ budgets of the
annual lump sum payment have
been considered, and members are
allowed to make quarterly payments
of their annual dues. Perhaps a pro-
vision needs to be made for a tiered
membership, as exists in other pro-
fessional organizations, in which
membership dues are based on the
role, industry, or work status of the
individual—with associate, nonvot-
ing memberships also available.

Maybe it is even more important,
however, that we step back and
think of ways to increase the bene-
fits provided by APTA to its mem-
bers. A starting point would be the
gathering of ideas from a diverse
group of physical therapists, both
APTA members and nonmembers.
What supportive activities would
they value from their professional
organization? What areas of profes-
sional practice enhancement are
possible through different initiatives
at the association level? Some ideas I
have gathered in conversations with

other physical therapists include the
following suggestions.

First, let’s use technology to deliver
clinical and administrative informa-
tion to APTA members on the basis
of each member’s interest. Provide
digital information summaries and
updates that members can read in a
few seconds with a link to more
in-depth information. A daily type of
message board, tailored to the inter-
est of the member, could be devel-
oped to include clinical information,
as well as information about APTA
programs and events, and delivered
through social media channels. Chal-
lenge members to submit their clin-
ical and management ideas to share
with others. Include ideas from
APTA to members for increasing
the value of their practices and for
extending their businesses by build-
ing on their unique competencies.
Consider developing forums for
community-powered problem solv-
ing.20 Let the Association serve as an
active source of knowledge for the
lifetime learner, once he or she has
graduated from the DPT program.

Give members something they can-
not get elsewhere. Do you remem-
ber when mobile phones were solely
mobile phones? They were used to
make and receive calls with the
bonus of a voicemail component.
Fast forward to 2007 and the intro-
duction of the iPhone with a touch
screen, the ability to receive and
send e-mail, make Internet connec-
tions, and download applications
such as maps, games, etc. Soon
iPhones were associated with cam-
eras, music, and Siri, the voice-based
personal assistant. Steve Jobs intro-
duced a phone that no one knew
they needed until the product was
created. And now, a recent survey
has shown that close to one half
of all iPhone users would rather
give up their toothbrush for a week
than give up their iPhone. In other
words, the iPhone concept changed
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customers—the customers did not
create the iPhone. APTA needs to
change its customers.

In a similar fashion, the Association
needs to discover what it is that will
make members want to belong, what
it is that they can get only from APTA
membership. How can APTA change
our customers (members) into the
customers we want them to be?

Second, the Association needs to
encourage more clinically oriented
physical therapists to present their
ideas in a TED-like talk—a presenta-
tion that is 18 minutes or less in
which the speaker introduces a new
idea to an audience. TED talks could
be part of every APTA Board of
Directors (BOD) meeting, with BOD
members invited to present ideas
that they think are innovative and
creative in a nonthreatening, infor-
mal environment. A time could
be scheduled in each mid-winter and
annual meeting for TED-like presen-
tations, thus providing an opportu-
nity for conference attendees to
hear from those who would be
reluctant to plan a 50-minute formal
presentation. Video recording of pre-
sentations and podcasting also pro-
vide opportunities for others to hear
presentations at their leisure, as well
as opportunities for presenters who
are averse to public speaking.

Lastly, the Association must be pre-
pared for change. Some predict that
the Patient Protection and Afford-
able Care Act will lead to a consoli-
dation of health care and the even-
tual movement of virtually all health
care professionals to a salary-driven
position. It is estimated that in this
decade, 80% of medical doctors will
hold a salaried position, most likely
in a large health care facility.21 We
already see this movement to some
extent in the physical therapy pro-
fession in certain areas of our
country where 100% of all physical

therapy services are provided by a
specific health care entity.

If this prediction becomes reality,
APTA will be offered both challenges
and opportunities. Will it play a
major role in the collective bargain-
ing for physical therapists employed
by large health care systems? Should
APTA offer a form of corporate mem-
bership for all therapists employed
by one health care corporation? How
will the flavor of APTA’s services
change, if the large majority of ther-
apists are employed by corporate
practices? These are important issues
to address, and planning for the
anticipated change is required right
now. Our leaders must position
themselves in front of the pack—
guiding change. We cannot delay
and find ourselves surrounded by
threats to our well-being and unable
to survive.

In conclusion, today’s physical
therapists, as well as the physical
therapy education programs and the
professional association, must adapt
quickly to match the logarithmic
increase in the rate of health care
evolution. As I suggested earlier, this
will include acting with certainty
along multiple fronts. We need the
thought leaders who are willing to
take measured but decisive steps
forward—to, in fact, move forward!
We need to encourage our clinicians,
our education program leaders in
both DPT institutions and CAPTE,
and our association directors to
accept the challenges and the oppor-
tunities that await our profession. To
compete and survive in the current
and future health care industry, we
must be ready to adapt to a new
health care environment.

And as I have outlined today, we as
physical therapists are uniquely qual-
ified to do so. We can begin today
to help lead the health care industry
into a future where an increasingly
sophisticated technological and

financial delivery system still pre-
serves, at its very core, the patient-
practitioner relationship.

I suppose if I were asked to state in
one sentence my vision for the phys-
ical therapy profession, I would say:
I envision a profession that is truly
valued as an integral component of
the health care system now and well
into the future. If allowed 2 sen-
tences, I would add that my vision
includes a profession that is well sup-
ported by education programs and a
professional association that contin-
ually and consistently challenge ther-
apists to engage in critical thinking
and creative problem solving.

Lao-tzu is quoted as saying, “If you
do not change direction, you may
end up where you are heading.”22

The question then becomes: Are
we headed in the right direction—
where we truly want to go? We can-
not stand at this fork in the road,
fearful of where each new path
will lead us. As Abraham Lincoln
warned, “You cannot escape the
responsibility of tomorrow by evad-
ing it today.”23

We need to be ready for the next
evolution in physical therapy. We
need to be prepared to meet the
challenges of the future. With the
right focus, I believe we can move
forward together.
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