
not severe or imminent. In such
cases, such as a quarrelsome
coworker, a combination of mindful-
ness and confrontation (approach)
may be most adaptive. If the severity
of a threat is falsely appraised or
exaggerated, minimizing a sympa-
thetic and neuroendocrine response
is critical to prevent fear-based mem-
ory formation, future recurrences,
and chronic stress.

Overall, we agree that mindfulness
and confrontation are not mutually
exclusive and that they may be used in
conjunction with one another. How-
ever, the most effective or efficient
techniques are likely to depend on an
individual’s ability to handle acute
stress and the exact nature of the stres-
sor (exaggerated perception of threat,
a real threat that is imminent and
severe, or a real threat that does not
require immediate attention).

Kara E. Hannibal, Mark D. Bishop

K.E. Hannibal, PT, DPT, Rehabilitation Sci-
ence Doctoral Program, University of Florida,
PO Box 100154, Gainesville, FL 32610-0154
(USA). Address all correspondence to Dr
Hannibal at: hannibal@ufl.edu.

M.D. Bishop, PT, PhD, Department of Physical
Therapy, University of Florida, Gainesville.

This letter was posted as a Rapid Response on
December 22, 2014, at ptjournal.apta.org.
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We have read “The American Physi-
cal Therapy Association’s Top
Five Choosing Wisely Recommenda-
tions”1 (CWR) with interest. The arti-
cle will probably have great impact
as an official white paper originating
from APTA, and it joins a national
initiative aimed at reducing health
care costs across professions. This is
an important and timely initiative,
and it is welcomed.

The first of the 5 specific recommen-
dations is to limit the use of “passive”
physical agents (PAs) because: “A
carefully designed active treatment
plan has a greater impact on pain,
mobility, function, and quality of
life.”

Within our profession, other inter-
ventions such as massage, manipula-
tion, and mobilization also are “pas-
sive” modalities (cf, exercise), but
they are very seldom labeled as such.
Similarly, analgesic medications,
injections, and surgery also are “pas-
sive” treatments. All of these non–
physical therapy-related interven-
tions come with higher risk than
physical agents or even manual ther-
apies. Physical agents can provide
safe, low-cost management as an
alternative to analgesic medications
or more invasive procedures, such as
injections or surgery. Some physical
agents also can be provided to the
patient for home use as part of a
self-management plan.

Additionally, this recommendation is
not based on the best available evi-
dence. It is important to remember
that the framework for CWR
demands identification of certain
tests or treatments commonly used
“in the absence of evidence demon-
strating benefit.” The ABIM Founda-
tion even strengthens the evidence
criterion to say that: “there is strong
evidence that demonstrates that the
service offers no benefit to most
patients.”1

The first CWR states, “Don’t use pas-
sive physical agents except when
necessary to facilitate participation
in an active treatment program”; this
statement is backed by the following
description and 5 references: “There
is limited evidence for use of passive
physical agents to obtain clinically
important outcomes for musculo-
skeletal conditions. A carefully
designed active treatment plan has a
greater impact on pain, mobility,
function, and quality of life.
Although there is some evidence of
short-term pain relief for certain
physical agents, the addition of pas-
sive physical agents should be sup-
ported by evidence and used to facil-
itate an active treatment program.”
This requires careful consideration
from 2 perspectives to assess the sci-
entific evidence behind the CWR
statement.

Do the Cited References Contain
“Strong Evidence of No Benefit”
From Electrophysical Agents
(EPAs)?

The only reference provided in the
article containing any evidence of no
benefit or benefit is a small (n�20),
low-quality, unblinded chronic low
back pain trial2 with high risk of bias
(4/10 quality criteria in the PEDro
database of trials). Such a poor-
quality score makes it impossible for
this study to generate strong evi-
dence of no benefit. Notwithstand-
ing the low internal validity of the
study, we might add that the PA
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interventions in this trial are largely
administered with insufficient treat-
ment times (5 minutes) for electrical
stimulation3 and shortwave therapy
(10 minutes)4 and inappropriate
laser wavelength (��632 nm).5

The second reference is a systematic
review on patellofemoral pain syn-
drome (PFPS),6 which concluded:
“None of the therapeutic modalities
reviewed has sound scientific justifi-
cation for the treatment of PFPS
when used alone.” However, this
statement is largely due to the fact
that only one7 of the 12 included
studies was actually designed to
investigate the effect of electrophysi-
cal agents (EPAs) alone over pla-
cebo. Consequently, this systematic
review does not provide strong evi-
dence for no benefit of PA; indeed,
some of the included studies failed to
show effects when PAs were added
to an exercise program.

The third reference is a nonrandom-
ized retrospective analysis of physi-
cal therapist treatment of acute low
back pain, which has a high risk of
bias and may be a classical case of
confounding by indication.8 Conse-
quently, this study does not have the
scientific quality needed to provide
“strong evidence of no benefit”
of PA.

The last 2 references do not add any
evidence, as they refer to an over-
view of existing guidelines in pri-
mary care and a multidisciplinary
guideline for chronic pain manage-
ment, respectively. In other words,
the evidence cited in support of this
recommendation is not strong for
“no benefit,” but rather the evidence
is at best weak and conflicting.

Is There Evidence That Out-
comes Are Improved When Pas-
sive Modalities Are Used Selec-
tively and in Conjunction With an
Active Treatment Program?

This means that active treatments are
always best, and, if considering PAs,

then this should only be done as an
adjunct to the active program: it is
assumed that the effectiveness of
active treatments are self-evident and
that any effectiveness of PAs is when
used as adjuncts (although “adding”
treatments would seem at odds with
central tenets of the CWR initiative).

Let us consider low back pain as an
example again, but this time for
patients with acute conditions. Exer-
cise therapy is the most common
component in an active treatment
program; however, a Cochrane
review on exercise therapy con-
cluded that in acute low back pain,
exercise was “as effective as no
treatment.”9

The next question we should ask is if
there is any (strong or other) evi-
dence for effects of EPAs in acute
low back pain. There are, in fact,
several high-quality PA trials
(method scores: 7/10 to 10/10)
in the PEDro database that have
found significant pain-relieving
effects from heat therapy,10,11 trans-
cutaneous electrical nerve stimula-
tion (TENS),12 and low-level laser
therapy.13 Evidence for, or against,
improved outcomes in acute low
back pain when adding exercises to
EPA treatment is, in contrast, weak.
None of the trials investigated the
added benefit of exercise therapy
except one study that showed that
adding exercises did not improve
short-term outcome for heat ther-
apy.11 In a broader perspective,
there are studies of acceptable qual-
ity that have shown better short-term
pain relief when adding low-level
laser therapy to an active exercise
regimen in knee osteoarthritis,14

Achilles tendinopathy,15 tennis
elbow,16 and shoulder tendinopa-
thy.17 Also, there are meta-analyses
showing that TENS alone reduces
postoperative pain intensity and
analgesic consumption by 35%.18,19

Consequently, strong evidence of no
effect from PAs has not been pro-

vided, and thus the evidence under-
pinning the first CWR lacks scientific
credibility.

The CWR states, “Don’t use passive
physical agents except when neces-
sary to facilitate participation in an
active treatment program.” The jus-
tification for this recommendation
states, “There is emerging evidence
that passive physical agents can
harm patients by communicating to
them that passive, instead of active,
management strategies are advisable,
thus exacerbating fears and anxiety
that many patients have about being
physically active when in pain,
which can prolong recovery,
increase costs, and increase the risk
of exposure to invasive and costly
interventions such as injections or
surgery.”

This statement has not been substan-
tiated by scientific evidence from a
sufficient number of randomized
controlled trials (RCTs). None of the
cited references directly addressed
harm for the use of physical agents,
addressed that use of physical agents
increased fear and anxiety, or
addressed that there was an
increased cost or increased risk for
use of invasive interventions. Only 2
of references 9–15 are RCTs or sys-
tematic reviews of RCTs, and none
of them addresses the issues in the
statement. Two retrospective obser-
vational studies are cited, but they
have no causal power and may be
confounded by indication and a
number of other factors. We also
question the lack of differentiation in
the statement, which implies that
the recommendation applies for any
condition, acute or chronic, regard-
less of general or specific and local-
ized pathology. And shall patients
where immobilization is required be
denied EPA treatment? The dozens
of Cochrane reviews completed on
EPA RCTs do not provide any such
evidence, except one Cochrane
review that explicitly states there is
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moderate evidence that TENS did not
change use of medical services or
work status.20 Scattered evidence
from Cochrane suggests that EPAs are
virtually harmless and can give short-
term,21 intermediate-term,22 or long-
term effects and fewer relapses.23

What Should We Learn?

Two points emerge from detailed
consideration of this CWR recom-
mendation.

The Delphi process used here appar-
ently did not apply a robust system-
atic approach to assessing evidence;
therefore, there is no guarantee that
statements are founded on best avail-
able evidence. The literature refer-
ences apparently indicate a biased,
superficial, and selective search,
aimed only at supporting the state-
ment, and disregarding opposing
references. Systematic literature
searches could have been per-
formed, and the prevalent method-
ological shortcomings in selected
references should have been
addressed. In addition, balancing the
working panel to include experts on
the literature on “passive” physical
agents would have helped, particu-
larly as 2 of the initial 9 statements
included EPA use.

In the PEDro database, there are cur-
rently 3,207 randomized controlled
EPA trials, and 57% of these trials were
published after 2004. Even we in the
World Confederation of Physical Ther-
apy (WCPT) specialist subgroup Inter-
national Society of Electrophysical
Agents in Physical Therapy have a
hard time keeping track of all the new
EPA studies being published. Our
main research goal at the moment is to
develop EPAs further to become
evidence-based, harmless substitutes
for expensive and potentially harmful
analgesic medication, and not substi-
tutes for active treatments, as the
panel seems to imply.

As physical therapists, our profes-
sional practice and ethos are cen-

tered on the active and movement-
centered approach; and as PA
researchers, we frequently recom-
mend the combination with active
treatments, but not because PAs can-
not be used alone or because the
scientific support for active treat-
ments is always superior. On the
contrary, the scientific literature on
PAs gives evidence of dose-specific,
short-term effects, which, in early
parts of the rehabilitation process,
may be even better than active treat-
ments. Should we then refrain from
treatment with PAs? If physical inac-
tivity, fear-avoidance behavior, or
kinesiophobia is a problem, our
evidence-based approach would be
to address that with cognitive or
movement therapies, and not by
denying the patient potentially effec-
tive pain relief from PAs. There has
been a long, and probably justified,
decline in use and popularity for PAs
among physical therapists in West-
ern societies. However, we are now
at a point where we should let sci-
entific evidence—and not biased
preconceptions—guide the way.
There remains a moral imperative for
us all to apply evidence-based prac-
tice: “conscientious, judicious use of
the best available evidence.”

Jan M. Bjordal, Oscar Ronzio,
G. David Baxter, Kathleen A. Sluka

J.M. Bjordal, PT, PhD, President, Interna-
tional Society for Electrophysical Agents in
Physical Therapy (a subgroup of the World
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O. Ronzio, Vice-President, International Soci-
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Therapy; and Microelectrolisis Percutanea,
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G.D. Baxter, University of Otago, Dunedin,
New Zealand.

K.A. Sluka, PT, PhD, FAPTA, Department of
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This letter was posted as a Rapid Response on
January 14, 2015, at ptjournal.apta.org.
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[Editor’s note: Both the letter to the
editor by Bjordal and colleagues
and the response by White and col-
leagues are commenting on the
author manuscript version of the
article that was published ahead of
print September 15, 2014.]

We thank Bjordal and colleagues1 for
their interest in our ProfessionWatch
article, “The American Physical Ther-
apy Association’s Top Five Choosing
Wisely Recommendations” (CWR).2

We welcome the dialogue generated
by the publication of these recom-

mendations and are pleased to have
the opportunity to clarify several
aspects of the article.

In an earlier letter, Belanger and col-
leagues3 also questioned the use of
the words “passive” and “active” in
APTA’s first CWR: “Don’t use passive
physical agents except when neces-
sary to facilitate participation in an
active treatment program.”2 We
refer readers to our response to
those comments.4 We reiterate here
that the specific recommendation in
question was developed not because
of the passive nature of the interven-
tion, but because of lack of evidence
of the intervention’s value as a stand-
alone treatment for many conditions.
We appreciate that the phrase
“active treatment program” may be
misinterpreted because of the multi-
ple meanings assigned to its use.
However, a focus on whether the
“active” aspect of treatment refers
to the patient/client, the physical
therapist, or the goal of the treat-
ment distracts readers from the point
of the recommendation, which is
that physical agents should not
be used except when necessary to
facilitate the achievement of func-
tional goals directed toward optimiz-
ing movement.

Although the wording of the first rec-
ommendation is not inaccurate, we
recognize that the use of the words
“passive” and “active” in the recom-
mendation has resulted in some mis-
understanding, and we will consider
modifying this wording at the next
opportunity for revision.

The American Board of Internal Medi-
cine (ABIM) Foundation guidelines for
list development state that “There
should be generally accepted evi-
dence to support each recommenda-
tion.”5 The phrase “there is strong evi-
dence that demonstrates that the
service offers no benefit to most
patients” was paraphrased in our arti-
cle and did not accurately reflect the
intent of the ABIM Foundation guide-

lines. We regret any confusion this
may have caused. The 5 ABIM Foun-
dation guidelines for list development
include the following: (1) organiza-
tions can determine the methodology
for creating their lists; (2) each item
should be within the purview and con-
trol of the organization’s members; (3)
practices should be used frequently
and carry a significant cost; (4) there
should be generally accepted evi-
dence to support each recommenda-
tion; and (5) the process should be
thoroughly documented and publicly
available upon request.5 The Work
Group followed the ABIM Foundation
guidelines5 and operating principles
for clinician organizations’ participa-
tion in the Choosing Wisely cam-
paign6 in developing the recommen-
dations, and they, along with APTA
members who participated in the pro-
cess and APTA’s Board of Directors,
agreed that all 5 of APTA’s Choosing
Wisely recommendations met the
ABIM Foundation guidelines.

Bjordal and colleagues comment that
the first recommendation has not
been adequately substantiated by evi-
dence. Table 5 in our article includes
11 key citations to support the recom-
mendation.2 The article was written as
a ProfessionWatch report and not as a
systematic review (SR); therefore, we
did not include a citation for each of
the more than 500 articles that were
reviewed during the CWR develop-
ment process. The complete citation
list reviewed by the Work Group will
be posted on APTA’s website at
http://integrity.apta.org. More than
150 of these citations are on physical
agents and include many RCTs, SRs,
and clinical practice guidelines.

The CWR in question refers to the use
of physical agents as defined by the
Guide to Physical Therapist Practice,
second edition,7 and includes (1) cryo-
therapy, (2) hydrotherapy, (3) sound
agents, and (4) thermotherapy.4,7

Because many of the articles and
reviews retrieved during the literature
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