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Background. Physical therapists working in acute care hospitals require unique skills to
adapt to the challenging environment and short patient length of stay. Previous literature has
reported burnout of clinicians and difficulty with staff retention; however, no systematic
reviews have investigated qualitative literature in the area.

Purpose. The purpose of this study was to investigate the experiences of physical thera-
pists working in acute hospitals.

Data Sources. Six databases (MEDLINE, CINAHL Plus, EMBASE, AMED, PsycINFO, and
Sociological Abstracts) were searched up to and including September 30, 2015, using relevant
terms.

Study Selection. Studies in English were selected if they included physical therapists
working in an acute hospital setting, used qualitative methods, and contained themes or
descriptive data relating to physical therapists’ experiences.

Data Extraction and Data Synthesis. Data extraction included the study authors
and year, settings, participant characteristics, aims, and methods. Key themes, explanatory
models/theories, and implications for policy and practice were extracted, and quality assess-
ment was conducted. Thematic analysis was used to conduct qualitative synthesis.

Results. Eight articles were included. Overall, study quality was high. Four main themes
were identified describing factors that influence physical therapists’ experience and clinical
decision making: environmental/contextual factors, communication/relationships, the physi-
cal therapist as a person, and professional identity/role.

Limitations. Qualitative synthesis may be difficult to replicate. The majority of articles
were from North America and Australia, limiting transferability of the findings.

Conclusions. The identified factors, which interact to influence the experiences of acute
care physical therapists, should be considered by therapists and their managers to optimize the
physical therapy role in acute care. Potential strategies include promotion of interprofessional
and collegial relationships, clear delineation of the physical therapy role, multidisciplinary
team member education, additional support staff, and innovative models of care to address
funding and staff shortages.
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Health services provided in acute
care hospitals are typically inten-
sive, of short duration, and spe-

cialized.1–3 Physical therapists working
in acute care hospitals possess a unique
set of knowledge and skills that adapt to
these characteristics.2 For example,
physical therapists are required to have
in-depth knowledge of multiple body sys-
tems across a person’s life span in order
to accommodate for the variable mix of
patients who are admitted to acute
care.1,3,4 Moreover, patients in this set-
ting often have a complex range of med-
ical conditions, thus requiring multidisci-
plinary care.1,3 Physical therapists,
therefore, must show proficiency in
reading medical charts, identifying con-
traindications to physical therapy, and
communicating with various health care
professionals.1 Additionally, when deliv-
ering client-centered services, the physi-
cal therapist must assess the benefits of
the physical therapy intervention against
the potential risks it poses to the
patient’s medical condition.1 The struc-
ture and activities of the physical therapy
role in acute care internationally have
many similarities across health systems in
the United States,1,3,5,6 the United King-
dom and Europe,7–9 Canada,10,11 South
Africa,12,13 South America (particularly
Brazil),14,15 India,16 Singapore,17 Hong
Kong,18 Japan,19 and Australia and New
Zealand,20–22 with ongoing evolution of
the role across Asia.23–25

However, there may be perceptions of
low desirability to start or remain work-
ing in acute care among physical thera-
pists,3 who may be more attracted to
work in the private sector than the pub-
lic sector due to higher flexibility in
working conditions and higher annual
remuneration.26 A 1993 survey of 188
acute care physical therapists reported
that only 7% of respondents felt that
experienced physical therapists were
“frequently attracted to work in the
acute setting.”3 Furthermore, the study
illustrated that a notably smaller propor-
tion (17%) of novice physical therapists
(with 0–3 years of experience) reported
that they would seek their next job in an
acute care setting compared with highly
experienced physical therapists (40%).3

It also has been reported that hospital
physical therapists have a turnover rate
of 20%, which is one of the highest rates
in the allied health professional work-
force.26 High turnover and vacancy rates
cause significant financial losses associ-
ated with recruitment, loss of productiv-
ity due to orientation time, and burnout
of the remaining physical therapy
staff.3,4,26 Burnout and moral distress27

are significant issues for physical thera-
pists and their managers worldwide,28–35

and recent data suggest that burnout,
along with a lack of career progression,
contributes to professional attrition.3,36

Data also suggest that physical therapists
with intermediate levels of experience
frequently move to other occupations.26

In order to address this problem, acute
care physical therapy departments have
trialed different strategies, such as offer-
ing new graduates a higher salary, com-
mencement bonuses, and more annual
leave26 and the introduction of tools to
reduce inappropriate referrals and work-
load.37 However, before concrete strate-
gies such as these are implemented, it is
worth understanding the factors identi-
fied in existing research that affect the
experiences of physical therapists in
acute care practice. This knowledge, in
turn, may directly influence strategies
selected to improve attractiveness and
retention of physical therapists in the
acute hospital environment.

There is a clear research gap in synthesis
of studies investigating the experiences
of physical therapists working in acute
care, and conducting a systematic review
may identify whether additional studies
are necessary. Existing studies may
inform understanding of the opportuni-
ties and challenges faced by physical
therapists, specifically in the context of
perceived desirability of the acute care
setting as a workplace; factors contribut-
ing to burnout; and strategies to both
attract physical therapists to and retain
them in acute care. However, to our
knowledge, no systematic reviews have
explored physical therapists’ experi-
ences of working in acute care. A system-
atic review of qualitative studies was
chosen, as the in-depth nature of
qualitative research may better capture
the complexity of experiences as a phe-

nomenon. The review was conducted
and reported according to the Pre-
ferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA)
guidelines.38

Experience, in this review, was defined
as an interpretation of an event or envi-
ronment that one personally encounters.
Acute care was defined as a hospital set-
ting where short-term specialized patient
care is given to restore and maintain
health. These settings included emer-
gency departments; intensive care units;
high-dependency units; and periopera-
tive, maternity, pediatric, hospital phar-
macy, and day surgery wards.39

The aims were to investigate the experi-
ences of physical therapists working in
the acute hospital setting. The review
findings will inform the potential for
managers and staff to positively influence
physical therapist experiences.

Method
Eligibility Criteria
The inclusion and exclusion criteria are
presented in Table 1.

Information Sources
Searches were conducted across 6 data-
bases: MEDLINE via Ovid, CINAHL Plus
via EBSCOhost, EMBASE via Elsevier,
AMED via Ovid, PsycINFO via Ovid, and
Sociological Abstracts via ProQuest.

Searches and Study Selection
Searches were conducted with the key
words “experience,” “physical therap*,”
“acute hospital*,” and “qualitative”
(Appendixes 1 and 2), and sources were
searched up to and including September
30, 2015. Database thesauruses were
searched to find existing MeSH or
EMTREE terms for key words. Synonyms
and Boolean operators were added to
enhance the sensitivity of the search.
Two reviewers (with a third reviewer for
adjudication as required), working inde-
pendently, screened titles and abstracts
and identified potentially relevant full-
text articles for review. Included articles’
reference lists also were hand searched,
and full-text articles were sought where
there was insufficient information in the
title or abstract.
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Data Collection Process and
Data Items
Data extracted included the study
authors and year, the aim of the study,
the qualitative method used, data collec-
tion methods, participant characteristics,
and study settings. Either direct partici-
pant quotes or author text were
extracted where appropriate to support
the themes synthesized in this review,
and quotes are denoted accordingly. Key
themes, any explanatory models or the-
ories developed, and implications for
policy and practice were also extracted
where available.

Quality Assessment Within and
Across Studies
Researchers have debated the validity
and usefulness of utilizing a quality
assessment tool in qualitative studies due
to their variable and subjective nature.40

However, previous work has developed
a summary framework for appraising
qualitative studies by synthesis of exist-
ing checklists and elimination of nones-
sential criteria.41 We adapted this frame-
work into a tool to assess the quality of
the included articles (Appendix 3).41

Synthesis of Results
Thematic analysis was used to extract
relevant concepts and interpretations
from each included article. Any theoret-
ical models developed from the findings
of a research study were also analyzed.
Where possible, common themes of
physical therapists’ experiences across
the included studies were identified and
categorized, with particular focus on any
differences in concepts and interpreta-
tions of articles. Reasons for these differ-
ences were then investigated by consid-
ering the different contexts in which
each research study was conducted, lim-
itations of the study as identified by the
study, and the quality of the qualitative
research. A single researcher (B.L.)
completed a detailed reading of the find-
ings of all identified outcomes in each
article. Similar outcomes were grouped
together as a descriptive theme. A sec-
ond researcher (M.B.) read the findings
of the included studies and indepen-
dently clustered key findings into
themes. These themes were compared
with the previously identified themes;
gaps were identified and incorporated
into the thematic analysis. A systematic

review protocol for this review was not
prospectively registered or published, as
this was a systematic review of qualita-
tive studies rather than quantitative
studies.

Results
Three hundred eighty-seven articles
were identified. After removing dupli-
cates, the abstracts of 213 articles were
screened. Twenty-seven articles were
assessed for eligibility, and subsequently
8 studies (total physical therapist sample
size, N�81) were included in the review
(Figure). An example search strategy
(MEDLINE) is included (Appendix 2).
The characteristics of included studies
are presented in Table 2. The most com-
mon method utilized was face-to-face
interviews, with grounded theory the
most frequently used analysis approach.

Quality assessment scores were high,
ranging from 81% to 94% (see Tab. 2; full
details of quality scoring are presented in
the eAppendix, available at ptjournal.
apta.org). To further ensure rigor of the
review, studies that scored the lowest
were checked against the other studies.
We found that the lowest scoring studies
reported themes similar to those in other
studies, but also offered new insights.
Given the low variability between critical
appraisal scores, findings in each study
were given equal weighting. The most
poorly described methodological aspects
were: justification of sampling method
and explanation of the method used to
ensure participants were treated fairly
and equally.

Table 3 presents the setting in which the
research was conducted to identify dif-
ferences in context, as well as sample
size and experience of physical thera-
pists. Studies were conducted in urban
hospitals where the setting was
specified. All studies used purposive
sampling for participant selection. The
number of participants varied from 2 to
18 physical therapists, with the majority
having less than 5 years of clinical expe-
rience. Where sex was specified, the
physical therapy participants were
mainly women.

Four studies investigated factors influ-
encing clinical decision making by acute

Table 1.
Study Eligibility Criteria

Variable Inclusion Exclusion

Type of participant Full-time or part-time acute care
physical therapists with any
years of experience employed by
a hospital

Studies where physical therapists
are collectively grouped with
other health care staff

Type of setting Acute hospital setting
No geographic restrictions

Types of studies Any year of publication
English, unless full text is translated
Qualitative studies, including

grounded theory, ethnography,
phenomenology, case study,
and narrative analysis

Comments, editorials, letters,
literature reviews

Types of outcome
data

Themes or descriptive data that
relate to experiences of physical
therapists working in the acute
hospital setting. For example,
this can include perceived
support and acceptance within
the acute care team, stress,
satisfaction, and
autonomy/decision making.

Qualitative data where the
primary phenomenon of
interest is not the experience of
the physical therapist regarding
his or her work in acute care
but rather describes:

(1) Clinical practice in patient care
(2) Skill learning/training of novice

physical therapists in acute
care

(3) Teaching in the acute setting
(4) Determinants of a physical

therapist’s competence
(5) Experience of the patient-

physical therapist relationship
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care physical therapists. Two studies
explored differences between novice
and experienced physical therapists’ per-
ceptions of clinical decision making. One
study investigated experiences after
major hospital restructuring, and another
study explored experiences of emer-
gency physical therapists. Table 4 pres-
ents the themes and interpretations pres-
ent in the results, analysis, and discussion
sections of the research reports.

Qualitative Analysis and
Synthesis
Four key themes were identified: the
influence of the environment/context,
communication/relationships, the physi-
cal therapist as a person, and profes-
sional identity/role of the physical thera-
pist (Tab. 5). Frequently, outcomes in
individual articles overlapped 2 common
themes.

Influence of the environment/
context. Environmental and contex-
tual factors that cannot be controlled by
physical therapists can alter clinical deci-

sion making, priority setting, and other
aspects of physical therapist practice in
acute care settings. These factors also
can affect physical therapists emotion-
ally. A relevant aspect of such environ-
mental/contextual factors is the nature
of acute care:

The length of stay in the hospital was
short. This affected the physiothera-
pists’ clinical reasoning and decision
making. Quick assessments and treat-
ment interventions were chosen over
those based on evidence [author text].
(Holdar et al,42 2013, page 224)

Physical therapists also must make their
clinical decisions within the boundaries
of the organizational structure, such as
equipment provision, hospital regula-
tions, nature and culture of the depart-
ment, funding, and, in the United States,
the patient’s insurance coverage:

The pressure on cardiac [rehabilitation]
was high, and it was not possible to let
the patients continue organized [reha-
bilitation] in accordance with the rec-

ommendations of the National Board of
Health and Welfare (Sweden). In this
care, the physiotherapists had knowl-
edge of relevant evidence but did not
use it because of the economical
framework [author text]. (Holdar
et al,42 2013, page 224)

Other than influences on clinical deci-
sion making, physical therapists’ emo-
tions may also be affected by workload
increases stemming from changes in hos-
pital operations:

The source of the therapists’ stress
seemed to originate from the increasing
number of patients, lack of support
staff, and documentation demands
[author text]. (Blau et al,43 2002, page
652)

However, there was a sense that the
environments were highly dynamic;
Smith and colleagues proposed that
physical therapists may be able to alter
some aspects of the external environ-
ment to suit their practice:

On other occasions, [physiotherapists]
were able to limit and manipulate con-
textual factors (such as the actual timing
of pain medication delivery) in order to
achieve optimal decision and treatment
outcomes [author text]. (Smith et al,44

2007, page 265)

Communication/relationships. Com-
munication between physical therapists
and various health care team members is
an integral part of acute care practice
and occurs multiple times throughout
the day. Physical therapists communi-
cate to gather more information for deci-
sion making and to inform others of
patient status and progress:

[Physiotherapists] formulated questions
to gain relevant information from
patients and members of the health care
team and provided information to them
[author text]. (Masley et al,2 2011, page
915)

They also communicate to present their
recommendations about a patient to the
team:

Therapists seemed to seek either valida-
tion of or agreement with their dis-
charge decisions, depending on their

Figure.
Flowchart of the search process based on the PRISMA format.
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years of experience in the acute hospi-
tal setting [author text]. (Jette et al,45

2003, page 232)

More generally, Blau and colleagues
reported that having strong relationships
with colleagues is a positive and impor-
tant aspect of a physical therapist’s work-
ing environment:

Participant 4 expressed: “I love 90%
of the people I work with, and they’re
my best friends, and that’s what keeps
me hanging on to this job [participant
quote].” (Blau et al,43 2002, page 665)

Physical therapist as a person. Phys-
ical therapists’ knowledge base can influ-
ence the clinical decisions they make.
This knowledge base can come from var-
ious sources, such as knowledge and
skills gained from education, direct
observation of physical therapist prac-
tice, research-based knowledge, and clin-
ical work experience. Physical therapists
use their knowledge base, combined
with patient data, to clinically reason and
find solutions to physical therapy–
related problems:

The physiotherapists related how they
searched for scientific studies not only
to support their clinical decisions but
also so that they could argue for a cer-
tain method of treatment in discussions,
primarily with physicians [author text].
(Holdar et al,42 2013, page 225)

The choice of intervention also is depen-
dent on the physical therapist’s person-
ality and physical and psychological sta-
tus. Such factors could lead to the
physical therapist picking an interven-
tion that is less demanding for him or

Table 2.
Study Characteristics

Study Study Intention
Country of

Origin Qualitative Method Data Collection Methods

Quality
Assessment
Score (%)

Blau et al43 (2002) Investigate experiences of
physical therapists working
in a hospital setting that has
undergone organizational
restructuring

Northeastern
United States

Phenomenological
using thematic analysis

Interviews

Face-to-face

94

Holdar et al42 (2013) Identify factors that
influence a physical
therapist’s clinical decision
making in acute care

Sweden Phenomenography
approach

Nonparticipant observations
and semistructured
interviews

Face-to-face

94

Jette et al45 (2003) Identify factors influencing
physical therapists’ and
occupational therapists’
decision making regarding
patient discharge in
acute care

Northeastern
United States

Grounded theory using
constant comparative
analysis

3 rounds of unstructured
and semistructured
interviews for each
participant

Face-to-face

88

Lefmann and
Sheppard48 (2014)

Investigate physical
therapists’ experiences
working in the emergency
department, including
medical and nursing staffs’
perceptions of their
contribution in the
emergency department

Australia Interpretative
framework

Semistructured interviews

Face-to-face

94

Masley et al2 (2011) Investigate experiences of
physical therapists working
in acute care

Northeastern
United States

Grounded theory using
constant comparative
process

Semistructured interviews

Face-to-face or via
telephone

88

Miller et al47 (2005) Investigate experiences of
novice physical therapists
working in acute care

Southwestern
Ontario,
United States

Grounded theory
analysis

Semistructured interviews
and focus groups

Face-to-face

81

Smith et al44 (2007) Identify factors that
influence a cardiorespiratory
physical therapist’s clinical
decision making in acute
care

Australia Hermeneutics Participant observations and
2 rounds of semistructured
interviews for each
participant

Face-to-face

81

Smith et al46 (2010) Identify differences in clinical
decision making between
more experienced and less
experienced
cardiorespiratory physical
therapists in acute care

Australia Hermeneutics Participant observations and
2 rounds of semistructured
interviews for each
participant

Face-to-face

94
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Table 4.
Outcomes–Key Themesa

Study
Key Themes Emerging

From Analysis

Any Explanatory
Models/Theories

Developed Identified Implications for Policy/Practice

Blau et al43

(2002)
- Loss of control
- Stress
- Disheartenment
- Discontentment
- Finding the “silver lining”

Hospitals undergoing structural changes should:
- Consider “emphasizing components” of the environment

that bring “joy and satisfaction”

Holdar et al42

(2013)
- Contextual circumstances
- Communication to collect information
- Acquired knowledge
- PT as a person
- Patient as a person
- Negotiating strategies to choose intervention

Model of a PT’s clinical
decision-making
process

Supervisors and staff in managerial positions should:
- Create a practice environment structure that is open and

encourages evidence-based practice
- Form support groups between physical therapy staff to

encourage information sharing

Jette et al45

(2003)
- Biopsychosocial factors of the patient
- PTs’ experience
- Sharing of opinions
- Health care regulations

Model of discharge
decision making

Educators of physical therapy may:
- Consider their role in providing “sufficient background

through curriculum” on the discharge planning process
Supervisors and staff in managerial positions should:
- Consider the need for senior clinicians to teach novice

therapists in the discharge planning process
Institutional operations may:
- “Infer the importance of structuring care delivery to

facilitate interdisciplinary opinion sharing by involving
PTs and occupational therapists in discharge decisions”

Lefmann and
Sheppard48

(2014)

- Clinical skills of PTs
- Balancing professional autonomy with

collaboration
- Preserving the professional “self”

Institutional operations may:
- Provide further support to PTs within the ED
PTs may like to “think more deeply about how nursing

and medical professions interpret their place” in the ED

Masley et al2

(2011)
Core constructs:
- Collection and analysis of medical information
- Application of specialized physical therapy

knowledge
- Communication to gain information
- Communication to provide information
Encompassing constructs:
- Continual dynamic assessment
- Professional responsibility
- Complex environment
- Decision making for patient care

Theoretical model for
clinical reasoning

Educators of physical therapy may:
- Use this as a reference to discover the types of

information that are fundamental for PT students in
preparing them for the acute care environment

Miller et al47

(2005)
- Learning
- Emotions
- Time management
- Organizational socialization
- Professional socialization

“Adapting to the role of
a physical therapist in
an acute care
hospital” model

Supervisors and staff in managerial positions should:
- Use this as a guide to develop strategies that will attract

and retain novice PTs in the acute care setting
- Implement a formal mentoring or buddy program for

new graduates to have the opportunity to ask queries
and gain support

Educators may:
- Consider restructuring the curriculum to “better prepare”

novice PTs for practice in acute care

Smith et al44

(2007)
- Factors related to the nature of the decision

itself
- Factors related to the context in which the

decision occurred
- Factors related to the PTs themselves

“Model of factors
influencing
cardiorespiratory
physical therapy
decision making”

PTs should:
- Use this to “critically evaluate their decision making and

reflect upon factors that might influence this decision
making”

Educators may:
- Re-evaluate whether students are learning reflective

practice in their curriculum, a skill very much necessary
when working in a complex environment such as acute
care

Smith et al46

(2010)
- An individual practice model
- Refined approaches to clinical decision making
- Working in a context
- Social and emotional capability

The transition from
novice to experienced
practice lies along a
continuum that
involves the identified
4 dimensions

Supervisors and staff in managerial positions should:
- Develop programs that assist novice PTs in understanding

practice that reflects a higher experienced approach, as
“deliberate activities are required to develop advanced
levels of practice”

a PT�physical therapist, ED�emergency department.
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her, but may not be the best option for
the patient:

Some of the physiotherapists men-
tioned that their physical and psycho-
logical status affected their clinical rea-
soning. . . . One informant described
how personal matters could make it
more difficult to carry through an inter-
vention. (Holdar et al,42 2013, page 226)

Furthermore, the novice physical thera-
pist approach to clinical practice was
notably different compared with the
approach of a more experienced
clinician:

More experienced physiotherapists
made decisions with a practical cer-
tainty that was underpinned by higher
levels of self-confidence about their
practice and decision-making ability
[author text]. (Smith et al,46 2010, page
98)

Less experienced physical therapists felt
less confident and more uncertain about
their decisions, and they were more
likely to seek validation from other
health care practitioners. They also were
likely to feel overwhelmed by both their
workload and the emotional aspects of

their job, such as dealing with a dying
patient:

At night, you go home and keep think-
ing “What am I doing?” and “Am I doing
it right?” [participant quote]. (Miller
et al,47 2005, page 148)

Professional identity/role of physical
therapist. Physical therapists enjoy
the nature of their profession and are
satisfied with being able to deliver high-
quality care to patients. They believe the
latter is an integral part of their profes-
sional duty and demonstrate this by a
willingness to advocate for the patient’s

Table 5.
Grouping of Study Outcomes Into Common Themesa

Study
Environmental/

Contextual Factors
Communication/

Relationships
Physical Therapist as a

Person
Professional Identity/

Role of PT Experience

Blau et al43

(2002)
- Loss of control
- Stress
- Disheartenment
- Discontentment

- Finding the “silver
lining”

- Finding the “silver
lining”

Holdar et al42

(2013)
- Contextual circumstances - Communication to

collect information
- Patient as a person
- Negotiating strategies

to choose
intervention

- Acquired knowledge
- PT as a person

Jette et al45

(2003)
- Health care regulations - Sharing of opinions

- Biopsychosocial
factors of the patient

- Therapists’ experience - Sharing of opinions

Lefmann and
Sheppard48

(2014)

- Balancing professional
autonomy with
collaboration

- Clinical skills of PTs - Preserving the
professional “self”

Masley et al2

(2011)
- Complex environment
- Continual dynamic

assessment

- Communication to
gain information

- Communication to
provide information

- Collection and
analysis of medical
information

- Application of
specialized physical
therapy knowledge

- Professional responsibility

Miller et al47

(2005)
- Professional socialization - Learning

- Emotions
- Time management
- Organization
- Socialization

Smith et al44

(2007)
- Factors related to the

context in which the
decision occurred

- Factors related to the
nature of the decision
itself

- Factors related to the
PTs themselves

- Factors related to the
PTs themselves

Smith et al46

(2010)
- An individual

practice model
- Refined approaches

to clinical decision
making

- Working in a context
- Social and emotional

capability

a PT�physical therapist.
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best interests and by participating in
ongoing professional development:

Participants noted their obligation to
uphold professional standards by con-
sistently using current knowledge and
theory in their care of patients and
by creating written, evidence-based
standards of care for physical therapy
staff to reference [author text]. (Masley
et al,2 2011, page 916)

Different settings appeared to have a
variety of approaches to working across
disciplines. These approaches ranged
from a sense of interprofessional team-
work,45 where there was real collabora-
tion across disciplines, to effective
multidisciplinary communication2 to
conflicts over scope of practice.48

For example, health care team members
can sometimes underestimate the scope
of practice of physical therapists and mis-
understand how physical therapists can
benefit certain patients:

We heard participants express concern
about sometimes improper utilization of
physical therapy in the hospital: “I feel
like we can be inappropriately used as a
walking service” [participant quote].
(Masley et al,2 2011, page 912)

Therefore, physical therapists feel that it
is their professional responsibility to
advocate their role to others and be pro-
active toward gaining access to patients
who they think might benefit from phys-
ical therapy:

Fulfilling this responsibility [of ensuring
the right patients received physiother-
apy care] took the form of educating
new residents and nurses about when
and why to consult a physical therapist.
[author text]. (Masley et al,2 2011, page
916)

Intertwined with physical therapists’
professional identities, was their relation-
ship with the patient and the patient’s
family. They were concerned with
patient safety, and their decision-making
was strongly influenced by their under-
standing of the patients’ context and
what the patients themselves brought to
their treatment:

The physiotherapists considered the
patients to also be responsible for their

treatment. They mentioned how the
patients’ participation in their treatment
affected their decisions [author text].
(Holdar et al,42 2013, page 226)

Overall, physical therapists enjoy their
line of work. They find that they have the
ability to deliver high-quality care to
patients. These 2 factors, alongside hav-
ing positive relationships with col-
leagues, are identified by Blau and col-
leagues as the “silver lining” that allowed
physical therapists to remain in acute
care work despite many negative percep-
tions of their changing workplace:

Although the majority of feelings asso-
ciated with change in this setting were
negative, the physical therapists valued
their profession and their colleagues
and took pride in providing excellent
patient care [author text]. (Blau et al,43

2002, page 656)

Discussion
Strong relationships between physical
therapists and their colleagues contrib-
ute to positive feelings about the work-
place. The impact of peer relationships
on physical therapists’ contentment may
be due to the collaborative nature of the
acute care setting. In particular, Blau
et al43 highlighted that high-quality care,
strong interprofessional relationships,
and the impact of collegial relationships
facilitated physical therapists to work in
acute care despite many negative per-
ceptions. Similar findings are reported in
acute care nurses, where higher job
satisfaction was associated with “profes-
sional pride,” development of friend-
ships and interprofessional cohesive-
ness, and “making a difference to the
patients.”49(p810) Acute care physical
therapists remain in this setting because
of the opportunity for multidisciplinary
teamwork, which is seen to be
rewarding.36

Environmental factors that cannot be
controlled by physical therapists may fre-
quently cause negative emotions. Oper-
ational demands, such as increases in
workload and documentation, staff
shortages, and limited support staff avail-
ability, may lead to feelings of stress and
being overwhelmed. Hospital regula-
tions, funding limits, and the culture
within a health care team also act as

boundaries limiting physical therapists’
decisions. Physical therapists may have
to compromise and modify treatment
plans to account for the realities of the
external environment (ie, staff/equip-
ment availability, organizational/proce-
dural priorities). This possibility suggests
that physical therapists are acutely aware
of the barriers that limit their clinical
decision making.50 However job dissatis-
faction may result when physical thera-
pists feel constrained from maintaining
desired standards of care. Lopopolo51

found that where environmental
changes reduce professional autonomy,
physical therapists may become discon-
tented and less committed to their job
and organization. The review findings
were supported by previous studies,
where health care professionals
acknowledged difficulties working in
acute hospitals due to the presence of
overarching rules, defined cultures, lack
of funding, and staff shortages.3,36 In par-
ticular, the lack of professional auton-
omy for physical therapists is clearly a
significant issue that warrants further
investigation.19,22,52

Investigating the understanding of the
physical therapy role by other health
professionals in acute care (ie, medical
and nursing) may be important in under-
standing role credibility and accep-
tance53 and the concomitant autonomy
(or lack thereof) that physical therapists
experience in acute care. The lack of
awareness of the scope of physical ther-
apy may be affected by it being amalgam-
ated into the generic “allied health”
sector, particularly where physical ther-
apists are managed by staff who are not
directly aligned with the profession.36 It
is possible that increased awareness of
the critical role of physical therapy
within the health care team may lead to
mutual respect, better interdisciplinary
communication and teamwork, in-
creased understanding by patients and
their families regarding the importance
of physical therapy, and ultimately better
patient care. Future studies should focus
on clarifying health professionals’ per-
ceptions of the physical therapy role to
further address enablers and barriers to
improving its acceptance.

Physical Therapists in Acute Hospital Setting

September 2016 Volume 96 Number 9 Physical Therapy f 1325



Physical therapists’ experiences in acute
care also were influenced by their years
of clinical experience. Novice physical
therapists felt less confident about their
decision making compared with their
more experienced counterparts and
have a less defined sense of professional
identity as they struggle to determine or
discern their own role within the team,
as well as the roles of other profession-
als. The accompanying self-doubt leads
to an increased dependence on more
experienced peers to agree with their
decisions about treatment. As novice
physical therapists have fewer past clin-
ical experiences to assist them in
approaching multifaceted decisions,
they tend to rely on “textbook”
approaches and standard workplace pro-
cedures. In contrast, more experienced
therapists tend to be more creative in
“manipulating” and making use of their
environment to treat patients with com-
plex conditions. These differences affect
novice therapists’ capabilities to cope in
acute care. The transition from novice to
experienced practice lies partly in the
motivation of the clinician to learn and to
undertake reflective practice. Reflective
practice, which is the ability for a prac-
titioner to notice how he or she is acting
or thinking and then intentionally alter
how he or she subsequently acts,54 is a
part of health professional practice and
professional practice development.55 It
seems reasonable to suggest that, in gen-
eral, novice physical therapists require
more reflective practice than their expe-
rienced colleagues, yet may lack the
skills to do so. Additionally, reflective
practice, like all forms of self-evaluation,
takes time,56 which was in very short
supply in some clinical settings. Potential
strategies to mitigate the negative effects
of this transition in the profession
include scheduling short but regular
time away from the clinical environment,
with directed opportunities for novice
physical therapists to set and review
learning goals, thereby encouraging and
scaffolding reflective practice. Another
possibility is to clearly outline expecta-
tions for specific tasks, which may assist
novice therapists in understanding the
job roles required of them, thereby
removing the fear of the unknown.
Recent examples of documents outlining
such expectations include vocational

checklists for specific interventions57

and the development of minimum clini-
cal standards of practice to facilitate
training and practice expectations.22

Implications
Supervisors and hospital managerial staff
may use these findings to improve the
desirability of acute care positions,
reduce burnout, and attract and retain
staff. Although there may be aspects of
the environment that are difficult for
physical therapists to manipulate (ie,
overarching regulatory or insurance
requirements), external advocacy by pro-
fessional bodies for physical therapists
working in acute care is essential, along
with internal advocacy by physical ther-
apy leaders in acute care hospitals. Con-
tinued development of the evidence base
to demonstrate the effectiveness and
cost-effectiveness of the role also is
essential, particularly in the context of
patient outcomes and organizational pri-
orities, such as length of stay and other
quality indicators, in acute care hospi-
tals.58 Employment of additional support
staff, such as allied health assistants, may
help support the physical therapy work-
force in managing workload demands
and staff shortages.59,60 Innovative solu-
tions, such as new models of care61,62

and other interventions to understand
and address culture change, may be
important to consider,50 especially as
funding and workload pressures are
likely to continue to increase in the
future.3,59,63 Physical therapist managers
and staff also may need to take more
responsibility for internal workload
management, such as introducing better
triage, prioritization, and referral
tools37,64,65 and minimizing documenta-
tion requirements and unnecessary meet-
ings, to allow physical therapists more
time for direct patient care. Increased
engagement with the health care team
also is important—for example, negotiat-
ing with medical and nursing staff to
ensure that pain and other medications
and other care interventions are deliv-
ered in a timely fashion to facilitate phys-
ical therapy intervention. Requiring
these types of skills as part of practice
standards may positively influence their
development.22

Managers must understand the positive
influence of strong and collegial inter-
professional relationships43 and social
support28 on staff experiences, particu-
larly as many physical therapy depart-
ments may be physically and profession-
ally siloed in acute care. Strategies to
encourage integration of physical thera-
pists within their ward environment and
team, such as attending journal club
meetings, ward meetings, and social
events, may be beneficial. Development
of physical therapists as individuals also
appears to be important. Strategies such
as providing training programs to help
staff cope with stress or to develop and
improve communication and negotiation
skills may be beneficial,52 along with
access to professional development and
research.66

Clinical and professional supervision are
recent innovations to physical therapy
departments,29,67 although until their
efficacy has been clearly established,68

caution should be exercised in wide-
spread implementation. Early monitoring
for burnout and intervention also may be
important in retaining staff. For novice
physical therapists, a buddy or formal
mentoring program, along with clearer
expectations of job roles and perfor-
mance standards, could be implemented
to better support them in their transition
to experienced clinical practitioner.57

However, for effective use, care must be
taken to ensure that novice physical ther-
apists understand that senior mentors are
a source of support, rather than assessors
of performance.69 This review did not
identify any substantive comparisons in
experiences between novice and senior
or expert physical therapists, and such
comparisons may be valuable in under-
standing retention and staff development
in acute care. Moreover, the scope of the
review did not allow for investigation of
interventions designed to support or
improve the experiences of physical
therapists in acute care; therefore, the
potential strategies suggested above
require robust evaluation of their effec-
tiveness prior to recommending wide-
spread implementation.

Better definition of the scope of practice
and role of physical therapy across the
spectrum of practice in acute care, such
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as recently developed in critical care,22

may assist in clarifying the role for both
physical therapists and other multidisci-
plinary team members. Such role defini-
tion and clarification may help minimize
conflicts over scope of practice. Further
development of extended scope or
advanced practice roles may clarify roles
and provide a platform for advocacy and
continued development of professional
credibility, which may aid professional
autonomy.22,53,70 However, preserving
scope and autonomy may increasingly be
difficult as emphasis shifts to transdisci-
plinary roles71 in the setting of con-
strained funding and resources.3,29,43

Future studies could explore perspec-
tives and understanding of the acute
physical therapy role of other health care
professionals working in this setting and
the experiences of physical therapists
working in other clinical settings. Com-
parisons could be made with the findings
of this review to determine distinctive
characteristics associated with each
multidisciplinary team member or phys-
ical therapy setting (for example, muscu-
loskeletal inpatients versus the intensive
care unit). Interprofessional and interdis-
ciplinary training and education72 may
be a useful method of developing inter-
professional cultural competence73 in
the acute care setting to assist in devel-
oping such understanding. Perceptions
of undergraduate students’ experiences
working in acute care also could be
explored, particularly in countries such
as Australia, where most clinical place-
ments occur in the acute care setting.74

Similarities and differences between stu-
dent and novice physical therapist expe-
riences could be compared to explore
how beliefs and attitudes about acute
care develop. Future interventional stud-
ies testing strategies such as those sug-
gested previously to improve the experi-
ences of physical therapists working in
acute care also should be conducted.

Limitations
Qualitative synthesis uses interpretative
methods to analyze findings, which
makes it necessarily subjective; there-
fore, reproducibility of findings cannot
be ensured.75 Moreover, the process of
grouping common themes from different
studies may decontextualize the find-

ings.76 Hence, data extraction tables
include participant and setting character-
istics so that readers themselves may
interpret the context. In addition, a sec-
ond reviewer verified themes to improve
the validity of findings.

The total sample size of physical thera-
pists represented by the included studies
was small at 81 participants. Although,
from a qualitative research perspective,
this may be a sufficient sample, given
that the total estimated full-time staffing
in tertiary acute hospitals in Australia
alone is at least 1,500,77 care should be
taken in considering the implications of
the qualitative synthesis for local envi-
ronments. Five of the 8 studies reported
data saturation, a condition whereby fur-
ther data collection would not alter the
analysis. However, achieving data satura-
tion within a qualitative synthesis of qual-
itative findings is not as readily ascer-
tained, as this implies that “no new
findings would emerge in subsequent
results sections.”78 Although there was a
significant overlap of themes from the
included studies, there was a sense that
further studies in alternative contexts
might yield additional perspectives.

The review findings may not be transfer-
able to all health systems. Physical ther-
apist practice varies among different
countries, as each is suited to “meet the
needs of a specific country’s citizens”
and its political environment.79 For
example, physical therapy referral in crit-
ical care in the United States is frequently
physician-initiated in comparison with
automatic routine referral for all patients,
which exists in many intensive care units
in Australia.21 The term “acute care” also
encompasses many wards that differ sig-
nificantly in terms of operations and reg-
ulations. For example, the average length
of stay reported in acute care for 15 dif-
ferent countries varies between 4.5 and
12.0 days.80 However, in the United
States, Australia, and Canada, the average
length of stay of patients in the emer-
gency department is less than 10
hours.81–84 Thus, this review’s findings
may not be transferable across all wards.

In conclusion, this systematic review
identified 4 key themes associated with
physical therapists’ experiences of work-

ing in the acute hospital setting: environ-
mental factors, communication, the
physical therapist as a person, and pro-
fessional identity. Environmental factors
in the acute care setting can affect the
decision making, reasoning, and emo-
tions of physical therapists. Physical ther-
apists must be able to communicate
effectively with their patients and work
colleagues. Furthermore, physical thera-
pists feel that they need to identify their
role to other health professionals to min-
imize unnecessary or artificial con-
straints to be able to treat all patients
who may benefit. Investigations of the
perspectives, understanding, and experi-
ences of the physical therapy role should
be considered in future studies.
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Appendix 1.
Search Termsa

Experience* Physical therap* Acute hospital* Qualitative*

Perspective* Physical therap* Acute care Interview*

Perception* Allied health (Acute adj2 care) Focus group*

Belief* Acute setting* Questionnaire*

Attitude* Acute health care Observation*

View* A A Acute healthcare A Survey*

Mindset N N Physical therap* department N Grounded theory

D D Physiotherap* department D Phenomeno*

Physical therap* division Ethnograph*

Physiotherap* division Narrative*

Thematic analysis

Fieldwork*

Field stud*

a Terms in each column were combined with OR. *�truncation; adjn�terms are near each other by n number.

Appendix 2.
Example of Search Strategy (MEDLINE via Ovid, 1946 to May 2014)

Searches Results

1 Experience$.ti,ab. OR Perspective$.ti,ab. OR Perception$.ti,ab. OR Belief$.ti,ab.
OR Attitude$.ti,ab. OR View$.ti,ab. OR Mindset.ti,ab.

1,343,317

2 exp Physical Therapists/ OR Physical Therap$.ti,ab. OR Physiotherap$.ti,ab. OR
Allied health.ti,ab.

31,810

3 exp Physical Therapy Department, Hospital/ OR Physical Therap$
Department.ti,ab. OR Physiotherap$ Department.ti,ab. OR Physical Therap$
Division.ti,ab. OR Physiotherap$ Division.ti,ab. OR Acute care.ti,ab. OR
(Acute adj2 care).ti,ab. OR Acute hospital$.ti,ab. OR Acute setting$.ti,ab. OR
Acute health care.ti,ab. OR Acute healthcare.ti,ab.

20,883

4 exp Qualitative Research/ OR Qualitative$.ti,ab. OR Interview$.ti,ab. OR Focus
group$.ti,ab. OR Questionnaire$.ti,ab. OR Observation$.ti,ab. OR Survey$
.ti,ab. OR Grounded Theory.ti,ab. OR Phenomeno$.ti,ab. OR
Ethnograph$.ti,ab. OR Narrative$.ti,ab. OR Thematic analysis.ti,ab. OR
Fieldwork$.ti,ab. OR Field stud$.ti,ab.

1,611,541

5 1 AND 2 AND 3 AND 4 88
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Appendix 3.
Quality Assessment Toola

Criterion
No. Explanation of Criterion Decision Rule

Score
(Y�1,
N�0,
NA�-) Justification

Location in Text
(Page,

Paragraph)

Scope and purpose

1 Research question and aims are
clear and justifiable

Clarity of focus of the research question and aims
are demonstrated. There is an explicit purpose to
the research (such as descriptive/explanatory
intent, theory building, hypothesis testing).

2 Contextualization The link between research and existing
knowledge from literature review is
demonstrated.

Study design

3 Study design/method is
consistent with research intent

Rationale is given for the use of the chosen
qualitative design (eg, ethnography, grounded
theory, phenomenology).

4 Data collection strategy is
apparent and appropriate

Data collection methods are appropriate for the
type of data required and for the specific
qualitative method.

Sample and sampling strategy

5 Sample and sampling method
are described

A description of how sampling is undertaken is
clear and replicable.

6 Sample and sampling method
are justified

Justification for the sampling method is given
and matches the study intent.

7 Research participants are fairly
dealt with

Evidence that participants are all treated equally
and can express their opinions without
obstructions. Relationship between the researcher
and participants during fieldwork is discussed.

Analysis

8 Analytic approach is
appropriate

Approach is made explicit (eg, thematic
distillation, constant comparative method,
grounded theory). There is evidence that data
reached saturation or a discussion/rationale if it
did not.

9 Analysis is checked to be
accurate

There is evidence that meanings and context of
the data are retained during analysis. This is
either through having more than one researcher
or participants involved in the analytical stages.

Interpretation

10 Context is described and taken
account of in interpretation

Social/physical and interpersonal contexts of data
collection are described. There is evidence that
the researcher spent time “dwelling with the
data” by interrogating it for
competing/alternative explanations of
phenomena.

11 Audit trail is clear and evident Sufficient discussion of research processes such
that others can follow the “decision trail.”

12 Interpretation is clearly
supported by data

Extensive use of field notes entries/verbatim
interview quotes in discussion of findings. There
is clear exposition of how interpretation led to
conclusions.

(Continued)
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Appendix 3.
Continued

Criterion
No. Explanation of Criterion Decision Rule

Score
(Y�1,
N�0,
NA�-) Justification

Location in Text
(Page,

Paragraph)

Reflexivity

13 Researcher reflexivity is
demonstrated

Evidence of the researcher’s self-awareness in his
or her influence on stages of the research
process. If problems arose, there is discussion of
how these issues were dealt with.

Ethical dimensions

14 Demonstration of sensitivity to
ethical concerns

Ethical committee approval was granted. There is
discussion of how autonomy, consent,
confidentiality, and anonymity are managed.

Relevance and transferability

15 Relevance and transferability
are evident

Study provides new insights and increases
understanding. Significance of results for current
policy and practice is outlined, and further
directions for investigation are discussed.

16 Limitations and weaknesses Limitations/weaknesses in the study design are
clearly outlined.

a Adapted from Walsh and Downe,41 2006. Y�yes, N�no, NA�not applicable.
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