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Author Response

[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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search also included investigation of
the effectiveness of electrophysical
agents, this might have led to an
assumption that the recommendation
refers to the use of electrophysical
agents. This was not the intent of
the recommendation, and it was an
oversight that we did not clarify the
definition of “physical agents” for
this recommendation.

Bjordal and colleagues question the
statement in the justification section
related to potential for harm to
patients from use of physical agents.
As stated in our earlier response,4 sub-
stituting ineffective or inappropriate
treatment for effective treatments can,
in fact, harm patients by (1) mislead-
ing patients about the value of the
treatment and (2) delaying recovery,
which may lead to poor outcomes or
unnecessary use of more invasive or
more expensive treatments.8,9 Bjordal
and colleagues refer to physical agents
as “harmless substitutes for expensive
and potentially harmful analgesic med-
ication.” We have not seen convincing
evidence pointing toward heat and
cold being an equally effective substi-
tute for analgesics. Additionally, phys-
ical agents are not inexpensive when
taking into consideration the Current
Procedural Terminology (CPT) cod-
ing system and the physical therapist’s
time.

We agree with Bjordal and colleagues
that evidence supports addressing
fear-avoidance behavior with cogni-
tive and movement therapies. APTA’s
first CWR supports the judicious use
of physical agents as an adjunct to cog-
nitive and movement therapies or to
other treatments based on each
patient’s individual situation and the
physical therapist’s clinical judgment.
It is injudicious and indiscriminate use
that is wasteful and inevitably leads to
poorer outcomes.

We disagree with the statement by
Bjordal and colleagues that the litera-
ture search was biased and aimed at
supporting the statement and disre-

garding opposing references. For the
literature review, the Work Group
members and APTA research librarians
discussed and agreed on the literature
search parameters during the planning
stages of the process. The terms and
parameters were further refined at the
beginning of round 3 of the list devel-
opment process when the Work
Group had more information about
the recommendations that were under
consideration. This process is
described in the article.2

The first steps in the development of
APTA’s Choosing Wisely list included
establishing the methodology and
appointing the Work Group. The
Work Group was appointed prior to
the item submission process. These
appointments were not informed by
topics that would later be brought
forth from the membership for
consideration. Work Group members
were selected to be as representative
as possible of the many physical ther-
apist clinical specialties and practice
settings and to possess both clinical
expertise and familiarity with research
and practice in their identified content
areas. We are confident that the Work
Group had the background necessary
to consider all recommendations that
were submitted by members, to
review and interpret the literature,
and to refine the recommendations to
reflect best evidence.

In preparation for the biannual review
and revision of APTA’s Choosing
Wisely list in 2016, we have imple-
mented a process to collect and sum-
marize new evidence related to all of
the recommendations. Although the
first recommendation does not refer to
the use of electrophysical agents,
APTA may consider these types of
interventions in the next iteration of
the Choosing Wisely list. We look for-
ward to a robust discussion during the
process of review and revision of
APTA’s list and welcome input from all
stakeholders.

The importance of Choosing Wisely
comes from its potential to reduce
the use of identified low-value health
care services. This change will
require revision of practice patterns
and patient expectations that have
been shaped and reinforced by habit-
ual overuse. We agree with Bjordal
and colleagues that “our professional
practice and ethos are centered on
the active and movement-centered
approach.” It is this focus on optimi-
zation of movement and conscien-
tious use of evidence that is key to
the recognition of physical thera-
pists as providers of high-value
care.10 Like Bjordal and colleagues,
we embrace the tenets of evidence-
based practice and believe that the
Choosing Wisely initiative is one of
many tools that will support physical
therapists in providing the most
effective care for our patients.

Nancy T. White, Anthony Delitto,
Tara Jo Manal, Sarah Miller

N.T. White, PT, DPT, OCS, Clinical Practice
and Research Department, American Physi-
cal Therapy Association, 1111 N Fairfax St,
Alexandria, VA 22314 (USA). Address all
correspondence to Dr White at:
nancywhite@apta.org.

A. Delitto, PT, PhD, FAPTA, School of Health
and Rehabilitation Sciences, University of
Pittsburgh, Pittsburgh, Pennsylvania.

T.J. Manal, PT, DPT, OCS, SCS, Physical Ther-
apy Department, University of Delaware,
Newark, Delaware.

S. Miller, Clinical Practice and Research
Department, American Physical Therapy
Association.

This letter was posted as a Rapid Response on
January 14, 2015, at ptjournal.apta.org.
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On “Physical therapy informa-
tion: could it reduce hospital
30-day readmissions?” Krep-
pein J, Stewart TD. Phys Ther.
2014;94:1680–1682.

Kreppein and Stewart1 raise a timely
and important issue: the 30-day read-
mission rate among hospitals and the
role that the physical therapist con-
tributes in reducing the readmission
rate. The 30-day readmission rate is a
measure of the unplanned all-cause
patient readmissions to any acute
care hospital within the 30 days after
discharge from a hospital. This mea-
sure was initiated in 2012, and the
Centers for Medicare & Medicaid Ser-
vices (CMS) applies a payment
adjustment (reduction) to hospitals
with excessive readmissions.2

Discharge planning is the process that
facilitates the patient’s transition from
the hospital back to the community,
such as a return to home or a place-
ment in a facility that provides inpa-
tient care and physical therapist ser-
vices. This process is complex,
concerns about patients’ unmet needs
are longstanding,3 and tangible bene-
fits from the discharge planning pro-
cess rarely are evident.4 This is further
complicated by the low mobility and
bed rest that patients experience
when hospitalized and the associated
adverse outcomes after discharge,
such as falls.5 One quarter to one half
of the hospitalized older population
has functional loss during hospitaliza-
tion, and only one third recover to
prehospital levels of functioning after
3 months.6

We agree with Kreppein and Stewart
that physical therapists provide valu-
able input into the discharge disposi-
tion that should be used when gauging
readmission risk. Smith et al7 found
that “Holding all other variables con-
stant, a patient was more likely to be
readmitted when the therapist dis-
charge recommendation was not
implemented and services were lack-
ing compared with patients with a
match” of services and needs.8 This is
a strong endorsement for the value of
the physical therapist’s recommenda-
tions within the process of developing
a discharge plan.

This is no easy task; the physical ther-
apist’s contribution to discharge plan-
ning is based on a dynamic process of
sophisticated clinical decision making
and with a focus on patient safety and
functioning.9–11 Checklists can frame
issues that should be considered in
this process,12,13 but effective clinical
decision making relies on the physical
therapist’s “assessment within the
context of the patients’ functioning
and disability, wants and needs, ability
to participate in care, and life
context.”9(p224)

We agree that, despite evidence
identifying value, the voice of the
physical therapist is too often miss-
ing in the discharge planning pro-
cess. This may be due to barriers to
physical therapists’ contributing to
discharge planning in hospitals.
Anecdotal reports suggest that barri-
ers include staffing reductions that
decrease physical therapist services
among some inpatient populations,
and physical therapist discharge plan
recommendations that are not
accepted or followed by other mem-
bers of the health care team. Our
personal recommendation is that
advocacy by physical therapists prac-
ticing in hospitals is needed to raise
the therapist’s profile in the dis-
charge planning process.

Advocacy, even when supported by
evidence, is a daunting process in
the complex hospital environment.
The American Physical Therapy
Association provides resources
(http://www.apta.org/Hospital
Readmissions), including an audio
course titled The Value of Physical
Therapy in Reducing Avoidable
Hospital Readmissions,14 for thera-
pists who are working to have their
voice appreciated in the discharge
planning process.

Transitions of care can be difficult
for patients, and additional evidence
is needed to inform and to stream-
line the process for achieving opti-
mal outcomes. Additional research is
needed to improve patient manage-
ment and to inform the therapist’s
contributions to a discharge plan-
ning process that effectively reduces
30-day readmission rates.

James M. Smith, Anita Bemis-Dougherty
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This letter was posted as a Rapid Response on
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