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Critical analysis (or the ability to recognize taken-for-granted assumptions and their effects) is
a skill that requires teaching and practice. The purpose of this article is to introduce a
framework for critically analyzing assumptions within physical therapy and illustrate its utility
through application to 2 examples: a physical therapy clinic logo and an outcome measure for
health-related quality of life (HRQOL). This 7-step framework for critical analysis was created
for a pilot project to develop reflexivity among senior physical therapist students and further
developed through an iterative process of reflecting on its utility for advancing the field of
physical therapy. The 7-step framework is an iterative process involving a cascade of 7 steps:
(1) name the specific aspect of practice being analyzed, (2) identify the intended purposes of
this aspect of practice, (3) uncover the assumptions that support these intended purposes, (4)
identify who benefits, (5) identify who is disadvantaged, (6) link these specific ideas to
society-level patterns, and (7) conceive of alternatives that mitigate actual or potential harms.
It is emphasized that being theoretically critical does not equate to being negative. Rather, the
word “critical” is used in the sense of thinking deeply and carefully about the intended and
unintended consequences of actions (including common professional practices, ways of
speaking, and visual representations) in order to reflect on and mature the field of physical
therapy. The purpose of critical analysis is to invite and promote dialogue that assists physical
therapist clinicians, researchers, and students to arrive at new insights about the impacts of
their day-to-day actions.
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Physical therapy is full of paradoxes.
Physical therapists seek to reduce
people’s impairments while simul-

taneously celebrating disability as diver-
sity.1 Because of broader economic
trends, physical therapist services are
increasingly privatized, yet, as a profes-
sion, we are committed to reducing
health inequities related to wealth.2

Physical therapists abhor racism,2,3 yet
we find ourselves in a position whereby
the profession struggles with lack of eth-
nic diversity.4,5

Just as physical therapists hone their
manual skills to assess and manage phys-
ical complaints, so they also need to
hone their skills in critical analysis to be
able to analyze these paradoxes and iden-
tify ways to mitigate unintended harms.
By critical analysis, we are referring to
the process of identifying and question-
ing assumptions that underpin core con-
cepts in an effort to promote more
equitable and effective care.6–9 This
approach is explicitly interested in
power, privilege, and wider social-
political contexts. The aim is to make it
easier to see taken-for-granted “truths”
that shape society (and, in turn, health
care practices) and to invite alternative
ways of understanding these phenom-
ena.10 Critical approaches are emancipa-
tory in their aims, whereby new ways of
seeing give rise to novel and more pro-
gressive action to promote equity.

The term “critical,” as we are using it
here, comes from the philosophical
school of thought known as “critical the-
ory,” most often associated with the
Frankfurt School founded in the 1930s.11

The philosophers who developed critical
theory focused on understanding what
they saw to be a fundamental truth about
society: that the things that people take
for granted as “good” and “true” (which
are built upon the way we learn to see
the world, or ideology in critical theory’s
terms) interfere with a more just and
equal society.12 We end up with beliefs
about people and the world that are
unjustified and drive inequality in social
life. Critical theory is based on the prem-
ise that if we could learn to understand
and critique those beliefs, a better world
would result. This way of thinking about
the term “critical” is different from the

clinical sense of “critical reasoning”
often taught to students, which focuses
instead on piecing together clues from a
clinical presentation into an overall
assessment of a given client.13

Critical analysis (derived from critical
theory) is particularly important for the
field of physical therapy, which has been
critiqued for being steeped in positivism,
undertheorized, and fixed on a biomedi-
cal model of health and disability.14–16

However, critical analysis is not yet
viewed as a fundamental skill within the
physical therapy toolbox. This is a costly
oversight, as lack of this ability can lead
to worsened health outcomes. For
instance, our intention may be to help a
child with cerebral palsy achieve effi-
cient mobility, yet our behavior, choice
of language, and visual imagery in the
clinic may unknowingly send the mes-
sage to the child that walking and the
people who can walk are somehow “bet-
ter” than those who use other means to
get around.14 Furthermore, lack of criti-
cal analysis threatens to stunt the growth
of the profession.17 In this era of increas-
ingly constrained health budgets, smart
professions are reflecting on disciplinary
norms that may be taken as given and
imagining how the profession might be
otherwise.18–20 Similarly, it is well-
established that health disparities are
widening but also are avoidable.21 As
such, health practitioners and educators
need to think critically about how their
own practices can serve to not only
avoid worsening these inequities but also
contribute to correcting them.22

Critical analysis is a skill that requires
teaching and practice. Despite the poten-
tial contributions of critical analysis to
physical therapy, there is not yet an
approach for developing this skill that is
in wide use within the profession. Criti-
cal analysis is an approach that has been
well-developed and broadly applied in
other contexts, such as qualitative health
research.13 Furthermore, some health
professional training programs position
the tenets of critical analysis as founda-
tional of their curricula.23,24 Yet, we note
3 shortcomings that limit the reach of
these important initiatives to the field of
physical therapy: (1) writings about crit-
ical analysis skills typically focus on

researchers and not clinicians, (2) the
approach is often pitched at so high a
level as to alienate newcomers to this
topic, and (3) there is a dearth of litera-
ture applying critical analysis to physi-
cal therapy in particular. Specifically,
although there is research available that
demonstrates the use of a critical lens in
physical therapist research,25,26 to our
knowledge, there are no frameworks
that explicitly describe a process for crit-
ical analysis that are applicable to all
areas of physical therapist practice.

Therefore, the purpose of this article is
to introduce a 7-step framework for
critical analysis that can be used by stu-
dents, clinicians, and faculty to reflect on
their practices as physical therapists and
on norms within the profession more
broadly. By focusing on clinicians and
describing practical activities involved in
learning the skills of critical analysis, we
depart from previous frameworks and
maximize opportunities for application
of the framework in physical therapy.
Specifically, we aim to describe the
7-step framework, illustrate its utility
through application to 2 examples, and
discuss implications for physical thera-
pist education and research.

Each of the authors is a physical therapist
(S.A.N., E.Y., J.A.S., B.E.G.) or physician
(A.K.) who practiced clinically and is
engaged in education. We developed this
framework to teach senior physical ther-
apist students about critical analysis as
part of a larger effort to develop capacity
in the “non-expert” competencies
(unpublished research). The framework
is designed as an introductory tool for
people who are new to the topic of crit-
ical analysis yet drawn to the potential
power of this skill set. The framework
also is designed for use in physical ther-
apy teaching, as it can be applied broadly
to any set of common practices within or
beyond the profession.

First, we introduce the 7-step framework
by describing each step with application
to a physical therapy example. We then
use the framework to critically analyze a
second example to deepen understand-
ing of the analysis process and its rele-
vance for physical therapists. Finally, we
discuss the implications of this approach
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to critical analysis for the evolution of
physical therapist practice, education,
policy, and research.

Introducing the 7-Step
Framework for Critical
Analysis
The 7-step framework is a cascade
involving the 7 iterative steps presented
in Table 1. The steps are designed to
walk users along a logical pathway for
uncovering the ways in which seemingly
benign behaviors in physical therapy or
other aspects of life may unwittingly
have negative effects. In some cases,
these unintended negative effects may
be harmful in and of themselves. For

example, a physical therapy clinic owner
may choose images to decorate clinic
walls that unintentionally reinforce sex-
ist or racist patterns by portraying only
men or people who are white. In other
cases, these unrealized effects may actu-
ally be the opposite of the intended ben-
efit of the practice. For example, a phys-
ical therapist may use certain phrases
with the intention of inspiring patients to
reach their potential but that may simul-
taneously have the effect of reinforcing
stereotypes that devalue people with any
form of disability. Below, we introduce
each of the 7 steps in the framework.
Although presented as sequential steps,
the framework is not necessarily a linear

process. Rather, the steps offer a com-
plementary point of departure for critical
analyses.

Step 1. Name the Specific Aspect
of Practice Being Analyzed
The aim of the 7-step framework is to
critically analyze an aspect of physical
therapist practice. The first step is to
identify the specific aspect of day-to-day
practice that one wants to analyze. One
may think of the aspect as what is being
put under the microscope. It is the focus
of inquiry. This aspect or focus can be a
physical object, such as a piece of equip-
ment, photograph, poster, advertise-
ment, policy, portion of a patient chart,
or arrangement of space. The aspect
under the microscope also can be some-
thing that is commonly seen or heard,
such as an interpersonal encounter, com-
mon principle, organizational routine, or
way of speaking about someone or some-
thing. The aim of the 7-step framework is
to trouble or problematize this aspect of
physical therapist practice, that is, to
take an aspect of practice that seems
taken-for-granted, given, or viewed as
“just the way it is” and to call the “natu-
ralness” of this aspect into question. To
achieve this insight, step 1 requires clar-
ification and specificity regarding the
aspect of physical therapist practice that
is being analyzed. For instance, the
aspect might be the logo advertising a
physical therapy clinic, such as the logo
depicted in the Figure.

Step 2. Identify the Intended
Purposes of This Aspect of
Practice
Step 2 asks about the point or purpose of
this aspect of physical therapist practice.
Simply put, why are physical therapists
(or others) doing or using it? The
answers in this step should be relatively
uncontroversial and easy for people to
agree on. For instance, if the aspect of
physical therapy being analyzed is the
logo shown in the Figure, an intended
purpose may be to attract potential cli-
ents by giving the impression that this is
a clinic that can help restore people to an
ideal level of function.

Table 1.
Seven-Step Framework for Critical Analysis

Step Task Questions to Help With the Task

1 Name the specific aspect of practice
being analyzed

- What is the aspect?
- Where/how was it seen or found?

2 Identify the intended purposes of
this aspect of practice

- On the surface, what is the point of this aspect?
- What is it that physical therapists are trying to

do with this aspect?
- Why are the creators or users of this aspect

using it like this?

3 Uncover the assumptions that
support these intended purposes

- What assumptions must be shared for everyone
to so easily see that these are the intended
purposes of this aspect?

- What needs to be widely understood in order
for these intended purposes to seem obvious?

4 Identify who benefits - In general, who benefits from the common
societal assumptions identified in step 3?

- Which groups of people tend to be supported
and empowered or made to feel good about
themselves because of the assumptions
identified in step 3?

5 Identify who is disadvantaged - In general, who gets left out, marginalized,
or harmed by the assumptions identified in
step 3?

- Which groups of people may feel worse about
themselves or looked down upon by others
because of the assumptions identified in step 3?

- How might disadvantaging these groups
potentially disadvantage society as a whole?

6 Link these specific ideas to society-
level patterns

- What societal patterns of privilege and
oppression do the findings in steps 4 and
5 (respectively) reflect and reinforce?

� eg, ableism, racism, sexism, heterosexism
� eg, related to religion, language, class,

education, immigration status, indigeneity

7 Conceive of alternatives that
mitigate actual or potential harms

- What might be other versions of the aspect of
practice (identified in step 1) that avoid the
harmful effects identified in step 5 and better
achieve the benefits?

- How might one imagine altering this aspect of
practice so that it dismantles (as opposed to
reinforcing) the unfair power structures
identified in step 6?
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Step 3. Uncover the Assumptions
That Support These Intended
Purposes
Step 3 is where we start to get critical.
That is, we begin to think more deeply
about assumptions and taken-for-granted
“truths.” In this step, we reflect back on
the answer to step 2 and explore ideas
that must be taken as given in order for
the intended purpose to be so easily
understood. In this case, one can ask
about the assumptions that need to be in
place for the clinic logo shown in the
Figure to be expected to give the impres-
sion of moving toward an ideal level of
function. Note, for instance, how the
individual begins in a wheelchair but fin-
ishes the journey in an athletic sprint.
This image implies that using a wheel-
chair denotes a lower, less desirable level
of function; that being able to walk is an
improvement (as illustrated in the mid-
dle images); and that ideal function is
linked to being athletic. Also note how
the individual in the less desirable state
appears to be older, whereas the individ-
ual in the ideal state appears to be
younger. This implies that being older is
linked with a less desirable level of func-
tion and that the ideal level of function is
the terrain of people in their youth.

Step 4. Identify Who Benefits
In this step, we reflect on the assump-
tions that surfaced in step 3 and use
these insights to ask which groups of
people stand to benefit from our seeing

the world this way. We think critically
about not only the intended conse-
quences of the aspect, but also the unin-
tended consequences that come to light
when one looks below the surface. In
this step, it also can be helpful to ask
which groups of people may feel sup-
ported, empowered, or good about
themselves as a result of the assumptions
embedded in the aspect. For example,
the clinic logo shown in the Figure rein-
forces the idea that people who are ath-
letic, able-bodied, and youthful enjoy
what society considers to be an ideal
level of function. People who embody
these characteristics can expect to feel
valued as a result of this image.

Step 5. Identify Who Is
Disadvantaged
Step 5 is where we think carefully and
creatively about the groups of people
who might be made to feel worse about
themselves, less valued, or even unthink-
able given the assumptions embedded in
the aspect. Returning to our example,
we could reflect on how wheelchair
users might be made to feel by this logo.
If the assumption identified in step 3 is
that the situation depicted on the far left
of the logo is a level of function that is a
problem and that the situation depicted
on the far right is the preferred state,
then the message is that wheelchair use
is necessarily inferior to walking. It
would follow that people who use
wheelchairs are considered somehow

“lesser” and should be pitied for this
“burden” that they must bear, rather
than simply as people who use another
mode of mobility.27

One also may consider the assumptions
about activity in this logo: that ideal
activities are linked with dynamic ath-
letic movements. We could then reflect
on the message that this assumption
sends to clients whose preferred activi-
ties are unrelated to sports. That is, if the
widely held assumption identified in step
3 is that ideal activities are athletic, then
nonathletic pursuits have diminished
value even if they are the actual goals
driving clients to attend the clinic, such
as being able to care for grandchildren or
maintain a garden. A third example is
linked to age, whereby older people are
positioned as worse off in this image as
opposed to just a different age.

The examples above link to the idea of
which groups can “be seen” in this image
and whether they are seen in a favorable
or unfavorable light. An additional ques-
tion at this step in the critical analysis
framework is to ask which groups of
people are “made impossible” by the
assumptions in the aspect. Whereas one
way of marginalizing people is through
portraying them in a negative light,
another way is to frame their very exis-
tence as unthinkable. In the case of the
logo, we can reflect on the messaging
about high-performance athletes who
are disabled. That is, given that the logo
sends the message that a person can be
either low functioning in a wheelchair or
high functioning on his or her feet, it
leaves little room for athletes with phys-
ical differences to be imaginable. In
other words, the assumptions in the logo
reflect and reinforce the societal idea
that “real” athletics is the terrain of ath-
letes who are able-bodied.

Did the Westdale Physiotherapy Clinic
owners intend to send the message that
they pity people in wheelchairs, that
being athletic is more important than the
achievement of personal goals, that older
people cannot be highly functional, or
that para-athletes are not legitimate ath-
letes? Certainly not. Conversely, they
would probably like to attract all of these
clients to their clinic. So how is it possi-

Figure.
Logo for an imaginary physical therapy clinic.
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ble that they chose imagery to represent
their clinic that unintentionally sends
this message? Step 6 helps us understand
the link between the actions of individ-
uals and wider societal patterns or
norms.

Step 6. Link These Specific Ideas
to Society-Level Patterns
A common misperception is that critical
analysis seeks to blame “bad people” for
doing something wrong. On the con-
trary, the focus of critical analysis is not
on individuals, but on patterns in society
that serve to privilege certain groups of
people, ways of doing, or ways of being
over others. These are patterns that are
unfair and contribute to inequity. How-
ever, these societal patterns are typically
so entrenched as to be almost invisible
unless people have been trained to see
them. These patterns play out in day-to-
day actions that reflect these commonly
held norms. Furthermore, the day-to-day
practices that reflect these norms also
serve to further reinforce them. The aim
of the critical analysis framework is to
put a spotlight on such day-to-day prac-
tices in physical therapy and analyze
how they might unintentionally reflect
and reinforce inequitable societal pat-
terns. Step 6 is where we make these
links explicit.

Physical therapy and physical therapists
do not exist in a bubble; we are all situ-
ated within social, historical, economic,
political, and other contexts that shape
how we see and act in the world. Step 6
asks us to think beyond the clinic and to
consider how everyday practices may
(intentionally or unintentionally) reflect
and reinforce wider societal norms that
serve to privilege some ways of being at
the expense of others. For instance, the
clinic logo shown in the Figure reflects
the widely held assumption that disabil-
ity is undesirable and incommensurable
with a good life. As such, this aspect of
physical therapy reflects and reinforces
ableism.28 Similarly, the logo sends the
message that being older is equated with
a less-desirable state than youth. This
aspect of physical therapy (ie, the logo
image) thus also serves to reflect and
reproduce ageism.29

It is unlikely that logo designers (or oth-
ers responsible for the “aspect of physi-
cal therapy”) intended to marginalize
these groups. However, it is not the
intention that matters; what matters is
the harm done. It can be useful to draw
on the analogy of stepping on another
person’s foot.30,31 When this happens, a
person does not explain that he or she
did not intend to step on the other per-
son’s foot. Rather, one is expected to
take responsibility for the action, apolo-
gize, and learn to watch her or his step.
Developing critical analysis skills enables
us to recognize the unintended harms
embedded in practices and learn how to
better watch our step going forward.

Step 7. Conceive of Alternatives
That Mitigate Actual or Potential
Harms
Having surfaced both the positive and
negative consequences of the aspect of
physical therapy, step 7 is the time for
action. This is where we move beyond
merely analyzing benefits and harms and
start reimagining the original “aspect of
physical therapist practice” in ways that
will mitigate potential damages. Further-
more, this step encourages us to not only
imagine ways to avoid harms but also
conceive of strategies that can help
address the power dynamics that have
surfaced. As such, this step moves from
theory to action. Specifically, we could
conceive of changing the clinic logo
such that the positive consequences are
maintained, but the negative impacts are
mitigated. For example, a revised logo
might include multiple images of “ideals”
that are inclusive of not only a youthful
athlete who is nondisabled (like in
the current logo), but also healthy
wheelchair-users, older people, and peo-
ple enjoying activities unrelated to
sports. Indeed, we might even include a
woman.

Application of the 7-Step
Framework for Critical
Analysis to the 36-Item
Short-Form Health Survey
Having introduced the 7-step frame-
work, we now consider a second exam-
ple from the field of physical therapy
to illustrate how the framework can be
applied.

Step 1. Name the Specific Aspect
of Practice Being Analyzed
We will analyze a standardized measure
of HRQOL.32 Health-related quality of life
has been described as encompassing
aspects of quality of life that affect
health, comprising “physical and mental
health perceptions and their correlates,
including health risks and conditions,
functional status, social support, and
socioeconomic status.”33 There are
condition-specific measures of HRQOL,
such as the Chronic Respiratory Disease
Questionnaire34 and Parkinson’s Disease
Questionnaire.35 There are also global
measures, such as the World Health
Organization Quality of Life Assessment
(WHOQOL)36 and Medical Outcomes
Study 36-Item Short-Form Health Survey
(SF-36).37 Validity and reliability have
been established for these measures
using widely accepted approaches to
instrument development.

Specifically, we will apply the 7-step
framework for critical analysis to the
SF-36, which is a publicly available
patient-report questionnaire. The SF-36
consists of 8 scaled scores. Each scale is
transformed into a 0–100 scale, with
each question carrying equal weight. A
higher score equates to a “more favor-
able health status” in each of the scales
and the total score. Examples of specific
questions in the SF-36 are presented in
Table 2.

Step 2. Identify the Intended
Purposes of This Aspect of
Practice
Historically, HRQOL assessment
emerged as a way of measuring some-
thing beyond the absence or presence of
disease states.38 Measures of HRQOL,
including the SF-36, are pervasive in clin-
ical practice, research, and policy. They
are used to answer questions such
as39(pp140–141):

• What are the effects of procedure x
on a patient’s HRQOL?

• How does condition y affect
HRQOL over time?

• What benefits can be achieved by
adopting policy z?

• How should effectiveness be
quantified for cost-effectiveness
analysis?

7-Step Framework for Critical Analysis in Physical Therapy
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In rehabilitation, the SF-36 is among the
best-known global measures of HRQOL.
It is intended to quantify higher or lower
levels of health status experienced by
individual patients or groups of patients.
Results of the SF-36 and other HRQOL
instruments are used to track the prog-
ress of individual patients, determine
which programs are funded,39(pp139–167)

and investigate the effectiveness of
experimental therapies.

Step 3. Uncover the Assumptions
That Support These Intended
Purposes
This is the step in which we think deeply
about the assumptions that must be
widely shared in order for the “intended
purposes” to make sense. In this exam-
ple, therefore, we are asking about what
must be taken as given in order for it to
make sense that the items in the SF-36
would be an appropriate way to measure
a person’s HRQOL. In the SF-36, greater
ability to climb stairs, walk, carry grocer-
ies, or dress oneself all produce higher
scores, which is equated to better
HRQOL (Tab. 2). For this to be widely
accepted requires the assumption that
function (eg, ability to walk or dress one-
self) is equivalent to quality of life, or is
at least considered one of its major
determinants.

Step 4. Identify Who Benefits
The intended uses outlined in step 2
have the potential to improve outcomes
for individuals and groups. The use of the
SF-36 also can make it easier to compare
outcomes across programs, which may
help ensure efficient and effective use of
resources that benefit the population as a
whole.

Step 5. Identify Who Is
Disadvantaged
Despite the potential benefits, at the
same time and even with the same per-
son, HRQOL measures can contribute to
harm. For example, the SF-36 may be
used to monitor the progress of a patient
who sustained a stroke. The physical
therapist or team may adjust their care
plans according to the patient’s SF-36
scores over the course of treatment
to personalize care according to the
patient’s responses. However, the stan-
dardized questions in the SF-36 may over-
look aspects of life that this individual
considers to be most important. As such,
a treatment may appear to be successful
according to the SF-36, but may be less
than optimal in ways that matter more to
the patient. Moreover, aggregated SF-36
scores from this program might be com-
pared with scores from other programs
and result in funding cuts if performance

is relatively low, even if the program is
effective in improving other outcomes.

What might be other outcomes that are
excluded by the SF-36? The SF-36 equates
HRQOL with function and the absence of
disability. However, this view ignores
other determinants of a good or poor
quality of life, such as personal relation-
ships, security, expectations, spirituality,
self-worth, emotional well-being, socio-
economic status, or civic and social
inclusion.40,41

Other approaches, such as qualitative
research, could be used to address some
of these shortcomings. Although this
may be the case, our goal in this analysis
is not to identify a better method for
assessing HRQOL, but rather to critique
the use of the concept of HRQOL in
health care more broadly. Attempts to
pin down, parse out, and measure some-
thing labeled HRQOL will always be chal-
lenging because of the ineffable and
evolving nature of life and the determi-
nants of its “quality.” Thus, although
both quantitative and qualitative ap-
proaches to understanding HRQOL may
be of value, our critique focuses on
how the concept in and of itself is
problematic.

In step 5, we ask: Who is disadvantaged
and how because of the assumptions
identified in step 3? An unintended con-
sequence of HRQOL measurement,
including the SF-36, is that it can influ-
ence how recipients of care feel about
themselves and exacerbate negative atti-
tudes toward people who are disabled as
living “lesser” lives in need of “fixing”
through intervention. This idea of
fixing people who are disabled toward
achieving widely assumed standards of
“normal” can be called “normalizing”
and is pervasive in rehabilitation con-
texts.6 This example derives from an
extensive body of scholarship explor-
ing how concepts that are commonly
used in physical therapy, including
HRQOL,39(pp140–141),42 can change the
ways in which individuals understand
and experience themselves.22

This step also asks how these assump-
tions and practices might potentially dis-
advantage society as a whole. As we dis-

Table 2.
SF-36 Items 3 Through 12a

SF-36 Item
Yes, Limited

a Lot
Yes, Limited

a Little
No, Not

Limited at All

3. Vigorous activities, such as running,
lifting heavy objects, participating in
strenuous sports

4. Moderate activities, such as moving a
table, pushing a vacuum cleaner,
bowling, or playing golf

5. Lifting or carrying groceries

6. Climbing several flights of stairs

7. Climbing one flight of stairs

8. Bending, kneeling, or stooping

9. Walking more than a mile

10. Walking several blocks

11. Walking one block

12. Bathing or dressing yourself

a Adapted with permission of the RAND Corporation from the Medical Outcomes Study 36-Item Short-
Form Health Survey Instrument (SF-36). Rand 36-Item Health Survey 1.0 Questionnaire Items. Available
at: https://www.rand.org/health/surveys_tools/mos/mos_core_36item_survey.html.
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cuss further in step 6, the assumptions
underpinning the SF-36 and HRQOL mea-
surement can have pervasive societal
effects by: (1) contributing to negative
attitudes toward disability and (2) per-
petuating normalizing practices in health
and social care. These effects not only
disadvantage people with disabilities,
but they also impoverish all members
of a society by perpetuating divides
between “us” and “them” that diminish
inclusion and echo other forms of social
discrimination.

Step 6. Link These Specific Ideas
to Society-Level Patterns
Disability studies scholars and advocates
have long argued that the presumed link
between function and life quality is
unproven and reflects deeply held social
biases regarding disability.40,43 Overt
examples of discrimination against peo-
ple who are disabled (such as a lack of
access to public buildings) are readily
identifiable, but physical therapists
might struggle to recognize how ableism
pervades health and rehabilitation prac-
tices that are, paradoxically, intended to
help this population.12 How is this
possible? Measures of HRQOL reflect
broader normalizing tendencies in phys-
ical therapy and rehabilitation where the
imperative is to restore or ameliorate
functional “deficits.”

For many years, disability scholars have
provided a sustained critique of the nor-
malizing tendencies of rehabilitation
practices and measures.44–47 They sug-
gest that normal is a relational concept
that over time and in particular cultures
has come to be equated with good health
and well-being. A return to, or approxi-
mation of, normal provides the under-
lying taken-for-granted rationale that
reproduces itself in countless health
interventions across disciplines. Ideas of
statistical deviance from established
norms are built into HRQOL measure-
ment practices and are used to deter-
mine what counts as a problem amena-
ble to intervention. Although it is
uncommon to talk about “normal quality
of life,” HRQOL scores unavoidably rely
on preconceived notions of what consti-
tutes a good life. As discussed else-
where,22 HRQOL measurement has been
shown repeatedly to be linked with

notions of normal, whether they are sta-
tistical norms of functional ability or
common assumptions about narrowly
conceived “normal” or “healthy” life
roles.

Stiker48 suggested that rehabilitation
attempts a kind of erasure of disability
that strives to eradicate differences.
These acts, which may benefit patients in
many ways, at the same time contribute
to the marginalization of people with dis-
abilities. Instead of promoting accep-
tance of differences or “celebrating dis-
ability as diversity” as we introduced in
our opening paragraph, physical therapy
intervention is commonly directed at
helping patients achieve “normal” in
terms of bodies, movement patterns,
roles, and activities.49

Step 7. Conceive of Alternatives
That Mitigate Actual or Potential
Harms
The SF-36 can be useful in many ways.
Thus, instead of suggesting that physical
therapists abandon this or other HRQOL
measures, we should continue to use
these tools to measure patients’ percep-
tions of health status and functional abil-
ities. However, the preceding critical
analysis leads to the conclusion that
physical therapists should stop labeling
these outcomes as representative of life
quality. By decoupling these concepts,
we no longer assume a direct relation-
ship between these domains and the
goodness of a life or that normalizing
function will necessarily constitute “suc-
cessful” treatment.

Toward a Culture of Critical
Analysis in Physical Therapy
The 7-step framework for critical analysis
presented in this article responds to calls
for the profession of physical therapy to
become more reflexive.50,51 The steps in
the framework are designed to be itera-
tive, whereby engagement in one step
relies on and reinforces analysis at other
levels. Furthermore, the weight given to
each step will differ depending on the
nature of the aspect being analyzed.

We emphasize that being critical does
not mean being negative. Rather, we use
the word “critical” in the sense of think-
ing deeply and carefully about the

intended and unintended consequences
of our actions, including common prac-
tices, ways of speaking, and visual repre-
sentations, in order to reflect on and
mature the profession. Critical dialogue
is not intended to invoke defensive
responses. Rather, the purpose is to pro-
mote reflection. Central to this aim is
linking broader concepts, such as
ableism, to clinical practices. In other
words, how can we think more critically
about how we talk about and practice
physical therapy day-to-day? This ap-
proach dovetails with ideas promoted by
the Critical Physiotherapy Network, a
global collective dedicated to promoting
a more positive, diverse, and inclusive
future for physical therapy by nurturing a
community of critical thinkers.52

Finally, although this article has focused
on the implications of the 7-step frame-
work for physical therapists, the
approach is not discipline-specific. This
framework can be used to question
assumptions in any health field. We hope
that the framework will not only be
adopted widely, but also critiqued and
strengthened as a tool of critical analysis.

Limitations and Opportunities
Critical philosophers and scholars might
argue that a 7-step framework risks
betraying the foundations of critical
thinking by reducing a sophisticated
methodology to numbered “steps.” How-
ever, we argue that physical therapists
are ready for the intellectual challenge of
critical analysis and that physical thera-
pists make excellent use of straightfor-
ward instruments. The 7-step framework
is designed for individuals who are new
to critical analysis by making explicit the
reasoning skills that are tacitly used by
experts. As such, we believe that the
potential shortcomings of our somewhat
reductionist approach to critical analysis
are outweighed by the possible benefits
of introducing rehabilitation clinicians,
students, and scholars to this important
way of thinking.

Implications for Education
We hope that the 7-step framework will
be used in health professions education
within and beyond physical therapy. A
robust understanding of the theoretical
underpinnings of critical analysis can
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provide the necessary building blocks for
developing critical analysis skills. We
pilot tested this framework with a subset
of final-year physical therapist students;
the results will be described in detail in
a forthcoming article. Through this expe-
rience, we found that a deep understand-
ing of the key tenets of and rationale for
applying critical theory through this
framework was foundational to stu-
dents’ learning experience (unpublished
research). Developing capacity in critical
analysis may be viewed in the same light
as building a muscle: it requires deliber-
ate and guided practice to become stron-
ger. The skill requires focused thinking
at first, but with repeated training efforts,
this ability become more effortless. With
practice, critical analysis can more easily
be incorporated into everyday practices.
Thus, educators should consider a longi-
tudinal, integrated approach to develop-
ing critical analysis skills among those
new to this field. For example, it may be
valuable to consider early and repeated
exposure to knowledge and skill for crit-
ical analysis. Educators should strive for a
balance between theory and practice, as
introducing the theoretical underpin-
nings of critical analysis without practi-
cal application risks alienating learners.
In our pilot project, we embedded vari-
ous guided critical analysis exercises
within both in-class sessions and
off-site clinical internships over a
3-month period. This approach afforded
students the opportunity to practice the
7-step framework in a safe setting and to
apply the framework to aspects of phys-
ical therapy that were derived organi-
cally from their “real-world” clinical
experiences.

In our experience with this pilot project
and over the years with graduate stu-
dents, we have found that development
of critical analysis skills may occur
in a 3-stage trajectory (unpublished
research). First, as learners come to be
able to recognize assumptions underly-
ing common practices, it is typical to
view everything as negative or bad. Sec-
ond, as insight evolves, learners are bet-
ter able to grasp how critical analysis
leads to insight about unintended conse-
quences that can be both harmful and
helpful. However, in this second phase,
learners typically view this process as an

external practice of the profession that
does not involve them personally. In the
final stage, learners develop reflexivity
about their own personal position within
the analysis, that is, how they, too, are
part of and may reproduce the same pro-
fessional and societal norms they are cri-
tiquing. We have found that supporting
learners to move through these stages
requires skilled facilitation, robust feed-
back from multiple sources, and dedi-
cated time.

Implications for Policy and
Research
We invite physical therapy leaders to
consider the contributions of critical
analysis to strengthening the core com-
petencies required of physical therapists.
For example, in Canada, critical analysis
skills stand to strengthen one’s capacity
in all 7 of the “essential competencies”
that are required upon entry into the
profession.53 For instance, critical analy-
sis skills can improve the clinical reason-
ing required of the “expert” role,
enhance interdisciplinary insight as part
of the “communicator” role, and build
skills in promoting health equity as part
of the “advocate” role.

The introduction of this framework also
informs 3 important lines of research.
First, research is needed to evaluate and
develop the framework to ensure its
applicability in different contexts. Sec-
ond, education scholarship is needed to
explore how this approach can best be
introduced within prelicensure pro-
grams and continuing education for
physical therapists and other health pro-
fessionals. For instance, what might be
the preferred timing and pedagogical
approaches for introducing critical anal-
ysis to physical therapist students?
Which educational approaches might
best suit the development of critical anal-
ysis skills among experienced physical
therapists? Finally, a core aim of the
framework is to motivate physical thera-
pist research that adopts a critical lens to
reflect on assumptions and their implica-
tions within the profession. We hope
that this article serves to fuel this impor-
tant direction for physical therapist
research.
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