
eAppendix 1.
Choosing Wisely Submissions and Work Group Elimination Votes: Round 1 of Work Group Voting

Responses Received: 11/11

Continuous passive motion (CPM)

Eliminate

Don’t use continuous passive motion (CPM) machine after total knee arthroplasty (TKA) to
improve function or range of motion (ROM). Multiple studies have not shown significant or
lasting benefits from CPM after TKA. Although CPM may be indicated after closed knee
manipulation following TKA, the benefits are questionable for standard TKA. Continuous passive
motion machines cost facilities (and sometimes patients/insurance) money and are cumbersome
for staff (sometimes leading to staff injury and costs associated with that injury), and the only
demonstrable benefit is a reduction in the risk of requiring a knee manipulation under
anesthesia. Evidence does not support the routine use of CPM after standard TKA.

9.1% (1)

Don’t use CPM machines on TKA. Not indicated by multiple evidence acutely or 8 weeks
postoperatively. No significant improvement.

27.3% (3)

Don’t use CPMs (continuous passive motion devices) when the person is able to be mobile. 27.3% (3)

Don’t “Choose Wisely”

Eliminate

None. We have enough rules, regulations, can do’s, and cannot’s. We don’t need any more. Some
of the larger states are already under a lot of pressure financially. Let’s create some more issues.
Let’s give the insurance payors more reason to not reimburse for professional services. Not too
wise.

90.9% (10)

Do not create this list. It will end up being used against us as a profession by entities such as
insurance companies.

90.9% (10)

Don’t participate in activities which cause our profession to suffer. Telling the public what to say
interferes with the therapist-patient relationship. We are selling ourselves short by participating
in these programs to “save” money, why? Our value as a provider of physical therapy services
should not be dictated by individuals who continue to change the rules in order to confuse the
masses.

90.9% (10)

Dry needling

Eliminate

No evidence for dry needling, and I think it reflects negatively on the profession. Unfounded and
public perception is “hocus pocus.”

90.9% (10)

Don’t narrowly define dry needling as an “intramuscular” procedure involving isolated treatment
of “myofascial trigger points” (MTrPs). Consider broadening the definition of dry needling to
encompass the stimulation of neural, muscular, and connective tissues, not just “TrPs.”

81.8% (9)

Don’t solicit/advertise/perform dry needling (TDN) on/around an area that is hypomobile or
exhibits decreased muscle length as a credible physical therapy intervention. Dry needling
simply “pistons” soft tissue, causing microtrauma, and doesn’t cause a functional or permanent
tissue/muscle length change.

54.5% (6)

Don’t use functional dry needling (FDN). Most clinics are charging extra for this procedure, and
the reimbursement for workers’ compensation and injury finance companies is quite high. As
FDN is becoming a common modality in physical therapist practice, my general observation is
there is poor criteria to determine who should receive this intervention. The criterion seems to
be “if the muscle hurts, stick a needle in it.” I think we should be better in our treatment
choices.

54.5% (6)

Don’t do dry needling until there is more “grade A” evidence supporting this intervention.
Evidence-based practice has been the growing strength of the physical therapy profession and
an important focus of our professional integrity. Yet, many physical therapists are applying this
new intervention without the quality of supportive evidence the profession has demanded. Why
hasn’t APTA supported controlled double blind studies on this intervention?

45.5% (5)
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Deep vein thrombosis (DVT)

Eliminate

Don’t use Homans sign to evaluate a patient who you suspect has a deep venous thrombosis. The
sensitivity of Homans sign ranges from 8% to 56%. Physical therapists are one of the professions
to begin early ambulation after surgery. This clinical test should no longer be considered as a tool
to evaluate if a patient has a DVT.

9.1% (1)

Don’t recommend bed rest after diagnosis of acute leg deep vein thrombosis (DVT). Patients with
acute leg DVT may get out of bed and walk. Evidence supporting early ambulation in people with
acute DVT of the leg is imprecise and of low quality overall. However, trials weakly suggested the
risk of bed rest was worse than the risk of precipitating pulmonary embolus by walking with a leg
DVT. The American College of Chest Physicians (ACCP) suggests people with acute DVT do not
need a period of bed rest, and should walk as soon as feasible to reduce the risk of post-
thrombotic syndrome (grade 2C). This is taken directly from the Initial Treatment of Acute Deep
Venous Thrombosis (DVT) of the Leg (ACCP Chest Guidelinesa).

9.1% (1)

Do not use Homans sign in a patient with suspected deep vein thrombosis. Homans sign has poor
sensitivity and specificity and, therefore, is not valuable for diagnostic purposes. Additionally,
there are better tests for DVT, specifically Well’s criteria.

18.2% (2)

Don’t mobilize a patient who is at high risk for a deep vein thrombosis (DVT) and who has been on
bed rest or has signs/symptoms of a possible DVT or scores as high risk on a risk assessment tool
for DVT unless patient has been evaluated for the DVT with D-dimer or other tests or is on
anticoagulation therapy. If patient has a DVT and is not anticoagulated, patient is at high risk of a
pulmonary embolism.

27.3% (3)

Don’t withhold exercise and activity, including ambulation, for patients with lower extremity DVT.
Given the clinical benefits of mobility and because there was no significant difference between
ambulation and bed rest for risk of developing a pulmonary embolus or development and
progression of a new DVT in any of the studies, clinicians should be confident in prescribing
ambulation in this population.

0.0% (0)

Exercise

Eliminate

Don’t use the overhead pulleys in the treatment of hemiplegic upper extremities after stroke. The
use of overhead pulleys has the highest risk of developing shoulder pain due to improper
positioning and possible impingement, soft tissue injury.

9.1% (1)

Do not instruct patients to stretch before activity. You should warm up, not stretch, before activity. 54.5% (6)

Don’t ignore patient input when prescribing exercises. The results of the study by Sluijs et alb

showed that the 3 main factors related to nonadherence were (1) the barriers patients perceive
and encounter, (2) the lack of positive feedback, and (3) the degree of helplessness.

45.5% (5)

Don’t ignore the benefits of resistance training for older individuals. Twelve months of once-weekly
or twice-weekly resistance training benefited the executive cognitive function of selective
attention and conflict resolution among senior women 65 to 75 years old.

54.5% (6)

Don’t watch people work out on standard gym equipment for weeks on end or supervise a balance
program that does not require the skills of a physical therapist after the first few visits.

81.8% (9)

Don’t use quad sets, straight leg raise (SLR) flexion, and isolated quadriceps exercises for
patellofemoral pain. Patellofemoral pain is arguably the most common outpatient diagnosis, and
more than 70% of these patients report having recurrent or chronic pain. The theory that
decreased quad strength and control is a contributing factor is outdated; current evidence
supports the effectiveness of training posterolateral hip muscles. Telling patients that quadriceps
muscle weakness is the source of their pain is a disservice to them and detrimental to the
credibility of our profession.

9.1% (1)

Do NOT perform long-arc quadriceps exercises on patients with knee strength impairments. Long-
arc quadriceps exercises are included in many old total knee replacement protocols as well as
other exercise programs. This increases unhealthy patellofemoral compression at mid arc and
should be avoided. Closed chain is always better for ambulatory patients.

18.2% (2)
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Eliminate

Don’t just do 3 sets of 10 repetitions of exercises without first assessing the patient’s maximal
capacity to lift weights when strength training older adults. Systematic reviews show that high-
intensity strength training shows large effects for increasing strength and some functional abilities
such as rising from a chair and moderate effects for improving gait speed. Not assessing intensity
of exercise can often lead to underdosing of intensity and, therefore, produce less gains in
strength and function.

27.3% (3)

Don’t have patients perform exercises in the clinic without close supervision and instruction,
particularly if the exercises can be done at home. This undermines our skills as physical therapists.

45.5% (5)

Don’t do therapeutic exercise 3 sets of 10 repetitions. Only a compliance strategy. No evidence
exists to support this as best practice for training methodology.

63.6% (7)

Don’t diagnose lumbar instability or create stabilization exercise program without using clinical
prediction rules. Clinical prediction rules provide greater evidence for the presence of lumbar
instability and response to treatment.

36.4% (4)

General/treatment planning

Eliminate

Don’t provide nonskilled supervision with activity or exercise as the sole physical therapy
intervention in a billable physical therapy encounter. Ensure that what you are doing is a skilled
intervention. Providing nonskilled supervision with activity does not constitute skilled care.

54.5% (6)

Do not treat patients with a progressive disease without establishing a maintenance program prior
to discharge. Do not neglect to include indications for reassessment by physician or physical
therapist.

63.6% (7)

Don’t base the determination of skilled physical therapy necessity or the physical therapy treatment
plan on insurance visit restrictions or authorization limitations. Physical therapists are required to
base physical therapy treatment recommendations on their evaluation in consideration of the
unique conditions of the patient, not third-party reimbursement.

45.5% (5)

Don’t follow physician-prescribed treat regimens (visit frequency, duration, or interventions). Let
physical therapy assessment be the guide to interventions; do not base it solely on physician
referral instructions.

90.9% (10)

Imaging

Eliminate

Don’t request imaging studies for sports-related concussions unless a more serious traumatic brain
injury (eg, contusion or intracranial hemorrhage) is suspected. Computerized tomography
imaging should be reserved for those who have a loss of consciousness, post-traumatic amnesia,
persistently altered mental state, focal neurologic deficit, evidence of a skull fracture on
examination, or signs of clinical deterioration.

54.5% (6)

Don’t get a magnetic resonance imaging (MRI) scan for simple low back pain. Overimaging results
in excessive pharmaceutical use, injections, and surgery. Physical therapists advise patients on
appropriate management for low back pain.

63.6% (7)

Don’t get plain films of low back pain (LBP). Radiology overuse is rampant, MRI often misused in
decision making, expensive and not useful!

54.5% (6)

Imaging results are a small part of developing a diagnosis. Unless it shows a tumor or fracture, it
probably is not relevant to your pain. MRI showing disk bulges, nontraumatic meniscal tears, etc.

90.9% (10)

Patient should see physical therapist prior to magnetic resonance imaging (MRI) for musculoskeletal
issue. In New Zealand, a patient having musculoskeletal pain must see a physical therapist prior
to seeking MRI. I agree with this practice since MRI does not show a body in movement and
holds about 30% interrater reliability and may lead to more invasive intervention not clinically
relevant to problem. Physical therapist should be primary care providers to patients with
musculoskeletal issues and through differential diagnosis will know when to ask for imaging.
Some insurance companies are already putting this into practice and recognize cost savings.

45.5% (5)

Don’t get a radiograph for first episode of back pain that was not due to trauma. Radiographs rarely
add value in these situations and expose individuals to unnecessary radiation.

45.5% (5)
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Eliminate

Don’t undergo an MRI of lumbar spine for complaints of LBP without high-risk features. Cost of
health care continues to rise at unsustainable rates. A lumbosacral MRI for patients without signs/
symptoms of nerve compression is unnecessary.

54.5% (6)

Don’t assume that shoulder pain requires an MRI or surgery just because a rotator cuff tear is
suspected. Doctors no longer have the time to perform thorough clinical evaluations of the joints
and because of time constraints send patients out for expensive diagnostic tests. The course of
treatment in physical therapy is not dependent on the results of the diagnostic tests. Physical
therapists perform a thorough clinical examination of the joints, investigate the underlying
mechanical problems, and use several treatments methods to fix the underlying mechanical
problem that leads to musculoskeletal pain. Only when there are “red flags” of underlying
pathology are expensive tests warranted. Physical therapists using the McKenzie evaluation
method also are proficient at ruling out radiculopathy.

54.5% (6)

Don’t perform lumbosacral MRI on patients with LBP in the first 3 months after acute LBP or
worsening of chronic LBP unless there is a significant deterioration of the neurologic exam or
unless “long tract signs/symptoms” are of significant clinical concern. Such tests are frequently
unhelpful clinically and show abnormalities that are “age-related changes” and often unrelated to
the current condition.

63.6% (7)

Don’t treat spine pain only based on MRI evidence. Physical therapists should be treating based on
a patient’s subjective and objective findings. Special tests (eg, MRI) do not always match up with
physical findings/symptoms.

18.2% (2)

Do recommend physical therapist evaluation for LBP, neck pain, or any back pain prior to ordering
MRI or offering more invasive treatment. Magnetic resonance imaging or invasive techniques
should not be the first line of treatment for patients with undiagnosed back pain. Through
differential diagnosis, physical therapists are often able to assist conservatively and will know
when to refer back to physician for more involved procedures or diagnostics.

54.5% (6)

Manual therapy

Eliminate

Treatments to question: craniosacral therapy, visceral manipulation, postural restoration. Lack of
evidence and common sense. In the case of craniosacral therapy, there is evidence against it.

54.5% (6)

Don’t accept spinal manipulation as the only treatment for joint or spinal pain. International Spine
and Pain Institute continuing education course included this quote, “There is not one shred of
evidence that spines are out of place . . . and, therefore, not one shred of evidence that
adjustments are putting them back in place.”

36.4% (4)

Don’t use osteopathic approach to diagnose possible sacroiliac joint dysfunction because tests of
symmetry and motion are not reliable or valid. Little evidence that any tests of motion and
symmetry reliably or validly determine who has sacroiliac joint (SIJ) dysfunction, and one study
suggested that SIJ manipulation does not alter joint position even though clinicians felt a change
in position occurred.

45.5% (5)

Don’t look at pelvic symmetry when assessing the lumbar spine and SIJ. Now we know the gold
standard for SIJ exam is provocation testing, yet many physical therapists are still assessing pelvic
symmetry.

36.4% (4)

Don’t palpate the region of pain at the start of your examination. You will irritate the area and will
be unable to accurately reproduce the patient’s pain during your evaluation, and your patient will
not trust you.

72.7% (8)

Don’t massage or perform strain/counterstrain for weeks on end (no evidence for
strain/counterstrain).

63.6% (7)

Don’t use myofacial release. It is predicated on nonsense. There is no fundamental plausibility of it
having a mechanism of effect.

54.5% (6)

Don’t use craniosacral techniques or “zero balancing.” Predicated on nonsense. There is no
fundamental plausibility of a mechanism of effect. This is magic thinking.

36.4% (4)

Don’t use the myofascial release paradigm to diagnose or treat/educate patients There is mildly
positive low-quality evidence regarding efficacy of treatment. The attribution of causality for the
patient’s discomfort is tenuous at best and can create an illusion of knowledge on the part of the
practitioner where none exists.

18.2% (2)
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Eliminate

Don’t use the traditional method of manipulation (side-lying, shoulder, back, and hip shoved
forward) to treat low back pain or sacroiliac dysfunction. Low back pain is caused by an anterior
rotation of the innominates on the sacrum that puts a vertical shear on the piriformis, loosens the
iliolumbar ligaments, increases the lumbosacral angle, increases disk shear, disk herniation,
spondylolisthesis, and chronic back pain. The traditional manipulation increases all of these
stresses.

54.5% (6)

Do not treat the sacroiliac joints for posterior dysfunctions and up-slips. The ilial tuberosities prevent
primary posterior rotation and up-slips of the innominates on the sacrum. The primary sacroiliac
dysfunction is always anterior with a subluxation and fixation at S3 sacral. These are always
corrected with a posterior rotation of the innominates on the sacrum with immediate relief of
pain.

45.5% (5)

Do not accept any research that states that there is no movement at the sacroiliac joints. Early
research demonstrated no movement, but made fatal errors in procedure and in placement of the
X axis. During normal gait, the sacrum flexes laterally and moves on a force-dependent oblique
axis to drive counter-rotation of the trunk to decrease loading on the femoral head.

63.6% (7)

Don’t assess leg length discrepancy or anterior superior iliac spine/posterior superior iliac spine
(ASIS/PSIS) level. Neither is very accurate or very subjective.

63.6% (7)

Don’t use manual therapy consistently for patients with fibromyalgia. Manual therapy may be
poorly tolerated in cases of central sensitization. Ongoing passive therapy maintains medical
dependence vs independence. Patients respond better to active rehabilitation with behavioral
medicine approaches.

36.4% (4)

Don’t continue working on shoulder elevation when painful unless you increase rotation range of
motion first. If the patient is lacking shoulder rotation, especially external rotation, you are
causing further damage and inflammation to the joint.

45.5% (5)

Modalities

Eliminate

Do consider using ketoprofen instead of dexamethasone for iontophoresis. Ketoprofen is more
effective than dexamethasone when using iontophoresis. Ketoprofen is a smaller molecule and is
thought to penetrate the tissues more effectively.

81.8% (9)

Don’t use multiple modalities on one patient. In outpatient settings, it is becoming more and more
of trend to do multiple modalities on a patient during a treatment session in order to increase
billing and productivity. Most patients do no need interferential current (IFC), ultrasound (US),
and iontophoresis for their diagnosis.

63.6% (7)

Don’t overutilize passive modalities. The overuse of passive modalities (for example, heat therapy)
has limited evidence for their use while encouraging passivity among patients and increasing
costs.

27.3% (3)

Don’t use more than one physical agent without documented justification. Many physical agents
have similar physiologic effects. The use of more than one can be duplicative.

45.5% (5)

Patients often incorrectly use cold/heat modalities to self-manage acute, subacute, or chronic pain
related to inflammation. This misunderstanding increases their risk of seeking/trying more costly
interventions (eg, pills, surgery). Public does not clearly understand how the soft tissue
inflammatory process causes tissue swelling and that it takes time for soft tissue swelling to reach
a threshold for pain to be felt and for cold/heat to affect this process.

63.6% (7)

Don’t put ice packs or heat on a patient and charge them for it. They can do that for free at home. 63.6% (7)

Don’t ice an injury, even after surgery. Directly from Dr Mirkin (coined R.I.C.E.): Applying ice to
reduce swelling actually delays healing by preventing the body from releasing IGF-1. Ice keeps
healing cells from entering injured tissue. Anything that reduces inflammation reduces healing. Ice
also reduces strength, speed, endurance, and coordination.

45.5% (5)

Don’t use passive modalities greater than 50% of the time for low back pain. Patients who have
modalities greater than 50% of the time have significantly lower outcomes and increased
utilization of resources than patients who are treated with active interventions.

36.4% (4)
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Eliminate

Don’t use passive modalities in the treatment for patients with back pain. In patients with acute low
back pain, passive thermal and electrical modalities do not provide clinical benefit but are
associated with increased future health care costs.

18.2% (2)

Limit activity �1–2 days or use passive modalities for acute LBP. An active approach to acute LBP is
much more effective and activity limitation may prolong disability.

72.7% (8)

Don’t use neuromuscular electrical stimulation (NMES) for Bell palsy. Facial muscle exercises with a
mirror have been shown to be more effective. Physical therapy for Bell palsy does not increase the
percentage of people who recover; however, those who receive physical therapy recover at a
faster rate.

27.3% (3)

Don’t use thermal modalities such as heating pads and paraffin wax for patients with lymphedema.
Don’t apply/use thermal modalities such as heating pads or paraffin wax on the affected area for
patients with lymphedema. Heat modalities used on a patient with or at risk for lymphedema is a
relative contraindication.

9.1% (1)

Do not use transcutaneous electrical nerve stimulation (TENS) in the treatment of low back or
cervical pain. No good evidence to support the use of this modality to control or decrease pain
for low back or cervical pain. This is an unnecessary procedure to bill for in these types of
patients.

36.4% (4)

Don’t use phonophoresis. Phonophoresis is not effective. It is not being used routinely in my
experience.

36.4% (4)

Do not use TENS for long-term pain management. Habituation to TENS is a known result, making it
ineffective or less effective for long-term or chronic pain management. Some insurance
companies require “chronic pain” to be the reason for the unit, which is countered by this
argument.

18.2% (2)

Neurological

Eliminate

Don’t use constraint-induced movement therapy (CIMT) in patients with stroke who do not meet
the minimal movement criteria of wrist and finger movement. Constraint-induced movement
therapy involves restricting the use of the stronger limb to encourage use of the weaker limb
during functional exercises. Without active finger and wrist extension, functional activities,
including initiation of grasp and release in the hand, cannot be performed; therefore,
opportunities for task practice are limited. Active finger extension has been shown to predict
functional outcomes.

18.2% (2)

Do not discharge a patient with stroke to home without assessment of patient and
families/caregivers to determine their needs and readiness for information and education,
training, psychosocial support, and health and social services. Stroke is a life-altering event that
may require an extended recovery period and often leaves patients with ongoing functional
impairments. Increasingly, families and informal caregivers are expected to take on tasks and
responsibilities that require knowledge and skills that may be beyond their scope. This increases
the caregiver burden, which often results in depression among caregivers of patients with stroke
(as high as 60% has been reported).

45.5% (5)

Brush. There is no evidence. 81.8% (9)

Physician-owned physical therapy practices (POPTS)

Eliminate

Don’t go to physical therapy clinics in any way involved in referral-for-profit situations. Unethical,
higher number of visits (often unnecessary)

100% (11)

Avoid any and all conflict of interest arrangements. See studies done recently in support of HR
2914.

90.9% (10)

Don’t be directed by the physician owner to a physician-owned physical therapy practice. Physical
therapy in physician-owned practices demonstrates poor quality, overutilization, and more cost.

81.8% (9)
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Physical therapist assistant (PTA)

Eliminate

Don’t use physical therapist assistants to provide patient care by promoting use of assistants. This is
supporting fraud, as many many companies have therapists evaluate the patients and pass them
on to assistants regardless of if the therapists want to keep them on their caseload. This also has
suppressed therapists’ salaries. It takes more than one session to evaluate a patient, so this
method promotes fraud and is done by many many companies. This needs to stop.

100.0% (11)

Don’t use physical therapist assistants greater than 50% of treatment sessions for low back pain.
Studies demonstrate that patients with LBP who see a PTA 50% of the time or more have
significantly worse outcomes and significantly higher utilization of resources.

90.9% (10)

Safety

Eliminate

Do not exercise patients without physiologic measures. For exercise interventions to be therapeutic,
the exercises need to exceed or extend the patient’s capacity. That cannot be achieved without
evidence about the intensity of exercise, measured by heart rate and rhythm, respiratory rate,
oxygen saturation, and blood pressure.

27.3% (3)

Don’t overlook the impact of polypharmacy and certain medications on your patient’s safety and
rehabilitation potential. Polypharmacy and certain medications in particular (psychotropics and
cardiovascular drugs) severely increase an older adult’s fall risk, independence, and ability to
participate in physical therapy safely.

54.5% (6)

For fall prevention: don’t get up abruptly from sitting to standing. Instead, sit for 5 minutes prior to
getting up when you first wake up. This will ensure you don’t get light-headed or dizzy, especially
if you have symptoms of postural hypotension or have a history of dizziness and falls.

81.8% (9)

Surgery

Eliminate

Don’t have spine surgery (http://www.nytimes.com/health/guides/surgery/spinal-fusion/
overview.html).

90.9% (10)

Don’t rush to surgery for treatment of meniscus tears, knee arthritis, rotator cuff tears, etc. Recent
research seems to provide some evidence for physical therapy being as effective as surgery plus
therapy for the recovery following certain injuries.

63.6% (7)

Don’t get a hip or knee replacement without trying physical therapy first. Physical therapy can often
diminish pain and improve function with less risk.

72.7% (8)

Don’t refer to orthopedics for medically stable conditions unless conservative care options (physical
therapy, chiropractic, sports medicine, etc) have failed first. Surgeons do surgery. It is in the
patient’s and the medical system’s best interest to give conservative options a reasonably
exhaustive opportunity to be effective.

72.7% (8)

Don’t jump into having shoulder surgery without discussing alternatives to treating rotator cuff tear.
Instead, discuss benefits and harms of nonsurgical treatments versus surgical approaches.
Shoulder tears can be treated without surgery by undergoing physical therapy. A skilled therapist
can assist you with variety of exercises and stretches to strengthen your shoulder muscles as well
as teach you things to avoid and manage your pain.

90.9% (10)

Don’t perform rotator cuff surgery for individuals with nontraumatic rotator cuff tears when
conservative physical therapy is just as effective at improving function.

90.9% (10)

Ultrasound (US)

Eliminate

Don’t use therapeutic ultrasound for frozen shoulders. It doesn’t work or add anything to the rest of
the plan of care. Mobilizations and therapeutic exercises do work pretty well, and ultrasound does
not add anything to their benefit.

27.3% (3)
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Eliminate

Don’t overuse ultrasound as a treatment for musculoskeletal conditions. There is little evidence to
support the use of therapeutic ultrasound in the treatment of musculoskeletal conditions,
including spinal and extremity conditions. The literature points to the increased efficacy of active
therapeutic exercise and manual therapy as opposed to passive modalities.

63.6% (7)

Don’t apply “therapeutic ultrasound” to patients with lower extremity musculoskeletal conditions.
Numerous studies show that outcomes with “therapeutic ultrasound” are no better than with
sham ultrasound for patients with lower extremity musculoskeletal conditions.

27.3% (3)

Don’t use ultrasound for back pain or any muscle injury. Ice is more appropriate for muscular
injuries since there is always some form of inflammation associated with it, which will be made
worse with continuous ultrasound. For back spasms, making the muscle contract/relax is always
more beneficial than ultrasound because it is active.

36.4% (4)

Don’t use therapeutic ultrasound. There is not sufficient evidence to warrant the use of therapeutic
ultrasound, with the exception of use with certain pathologies (for example, fractures and calcific
tendinitis).

54.5% (6)

Don’t use ultrasound for treatment of any musculoskeletal problem. Several research articles
reported no difference in patients treated with or without this modality.

36.4% (4)

Don’t perform ultrasound or electric stimulation modalities. It has never been proven to do what we
thought it did, certainly not to the extent that it should be considered of value and take up
clinical time.

54.5% (6)

Don’t use ultrasound as a treatment for pain. There is no current evidence that this is an effective
treatment. It is passive and is not a skilled service

27.3% (3)

Don’t use ultrasound. Been shown, on multiple occasions, to be no better than placebo. 63.6% (7)

Don’t use ultrasound. It has no evidence to back its use. 72.7% (8)

Don’t use ultrasound for the treatment of chronic pain. Numerous studies show no significant
benefit from ultrasound in the treatment of chronic musculoskeletal pain. Claims of increased
healing time or circulation are unfounded and best addressed with active movement.

18.2% (2)

Don’t prescribe modalities such as ultrasound or electrical stimulation for chronic LBP. These
modalities have failed to assist in the rehabilitation process and actually tend to interfere with the
patient’s progress. Patients become too reliant on these modalities when there is a mountain of
evidence supporting therapeutic exercise in the treatment of chronic LBP.

45.5% (5)

Don’t use ultrasound to reduce pain and swelling following an acute ankle sprain. Five trials
comparing US with sham US have shown no measurable treatment effect for pain or swelling.

18.2% (2)

Don’t perform ultrasound in the management of soft tissue injuries. There is remarkably little
evidence for benefit in the treatment of soft tissue injuries.

18.2% (2)

Don’t use ultrasound for treating most musculoskeletal conditions. Research has not supported its
use, and collagen may be at a higher risk for rupture.

36.4% (4)

Don’t use ultrasound for low back pain. After decades of research and countless clinical trials, no
good-quality study has demonstrated a clinically significant benefit of US for low back pain.

27.3% (3)

Don’t use ultrasound for any musculoskeletal condition. After decades of research and countless
clinical trials, no good-quality study has demonstrated a clinically significant benefit of US for any
musculoskeletal condition.

36.4% (4)

Don’t use therapeutic ultrasound to treat lumbar spine conditions. Not only has ultrasound not
been shown to provide patients with benefit, but many other interventions do provide benefit.
We are wasting valuable health care dollars providing ultrasound for lumbar spine conditions.

36.4% (4)

Don’t use therapeutic ultrasound to treat carpal tunnel syndrome. Ultrasound has not been
demonstrated to improve function for people with carpal tunnel syndrome. The pattern
demonstrated by studies of US for orthopedic conditions is that it is not effective except in very
select conditions. We are wasting valuable health care dollars providing ultrasound for carpal
tunnel syndrome.

27.3% (3)

Don’t use therapeutic ultrasound to treat acute ankle sprains. Ultrasound has not been
demonstrated to improve function for people with acute ankle sprains. The pattern demonstrated
by studies of US for orthopedic conditions is that it is not effective except in very select
conditions. We are wasting valuable health care dollars providing ultrasound for acute ankle
sprains.

27.3% (3)

(Continued)
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Continued

Eliminate

Don’t use ultrasound to treat shoulder pain. We have not been able to establish its effectiveness
despite numerous studies.

45.5% (5)

Do not use therapeutic ultrasound in the treatment of adhesive capsulitis. Use of therapeutic
ultrasound in the treatment of adhesive capsulitis has been shown to decrease the likelihood of
improvement.

18.2% (2)

Do not use ultrasound to identify tibial stress fracture. Ultrasound combined with visual analog pain
scale is not sensitive for identifying tibial stress fractures.

45.5% (5)

Don’t use ultrasound as a treatment modality for adhesive capsulitis. Studies show there is not a
significant improvement between patients with adhesive capsulitis receiving ultrasound and
placebo. No difference in pain level or Shoulder Pain and Disability Index (SPADI) or 36-Item
Short-Form Health Survey (SF-36) scores.

18.2% (2)

Utilization

Eliminate

Don’t delay in prescribing physical therapy at the initial visit in primary care, urgent care, or even
emergent care. Rapid referral for physical therapy usually results in fewer physical therapy visits
and downstream costs than delaying referral.

72.7% (8)

Don’t base therapy frequency and duration solely on resource utilization group levels and, therefore,
the amount Medicare reimburses. Basing therapy solely on how much money is to be paid is at
best grossly unethical. Unfortunately, all of the big nursing homes do this.

45.5% (5)

Don’t prescribe too many exercises for elderly individuals. Subjects who were prescribed 2 exercises
performed better than subjects who were prescribed 8 exercises. The question of an optimal
number of exercises to prescribe to elderly people warrants further study.

72.7% (8)

Don’t ignore the benefits of telerehabilitation. A 2-week interactive virtual telerehabilitation program
is at least as effective as conventional therapy. Telerehabilitation is a promising alternative to
traditional face-to-face therapies after discharge from total knee arthroplasty, especially for those
patients who have difficulty with transportation to rehabilitation centers.

81.8% (9)

Don’t use physical therapy as a related service in the schools to follow a student “just in case. . . .”
School-related services should follow the least restrictive environment rule, which also means the
least amount of “different” services as possible. If a student can make progress on individual
education goals without physical therapy, then the student should not be receiving physical
therapy.

63.6% (7)

Don’t forget to educate patients on their personal responsibility towards their own lifestyle with
regard to fitness and nutrition. There is enough evidence out there that supports the facts that
regular physical activity and sensible dietary choices have a positive effect on a person’s health.

63.6% (7)

Don’t create and oversee home exercise programs for each patient when community evidence-
based programs are available. Evidence-based health promotion programs not only educate and
activate patients about taking responsibility for their own health care, but the group process
facilitates behavioral change and problem solving.

81.8% (9)

Don’t use physical therapy to simply increase physical activity when you could refer to specific
community-based programs. Increasing physical activity may not be a skilled service. Knowing
your community programs and resources and referring the right patients to the correct program
for them is your best source for safe activation and continued motivation. Be sure to follow up
and update programs over time.

54.5% (6)

Do not recommend/refer patients to outpatient therapy for multiple sessions for therapy
preoperative anterior cruciate ligament (ACL), meniscus, TKA, or other knee surgeries. They need
the visits after the fact. Patients need as many visits as possible postoperatively, and wasting their
benefits on therapy preoperatively does not provide for best outcomes. One visit or instructions in
the office work just as well to prepare the patients for postoperative care.

90.9% (10)

Don’t put your patients on a bike or NuStep when they arrive and then charge them for it, it’s
fraud.

81.8% (9)

Don’t see every referral that is sent to you in acute care. Triage the patients through rounds or the
RN since the MD likely doesn’t know.

81.8% (9)

(Continued)
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Continued

Eliminate

Do not continue to provide home care beyond 3 visits if patient or caregiver is nonadherent in
participating appropriately during each home visit. Patients and caregivers who lay the
responsibility of participation and progress solely onto the in-home therapist and who do not
participate in the treatment when judged capable of doing so (and the agencies that insist
treatment continue under such circumstances) are essentially committing insurance fraud by
continuing to demand the home care service while essentially refusing to contribute to the
progress of that home care and, therefore, not assisting in limiting the cost of that care. It is
similar to purposely failing to avoid damage to your vehicle yet still claiming to the insurance
company that you did nothing to contribute to the damage in order to get reimbursement from
the insurance company for the increased cost of repair services caused by your failure to act to
keep the damage reduced.

72.7% (8)

Don’t come to physical therapy if the only treatments you receive are treatments you can do just as
well at home, on your own. Physical therapists should be providing professional services. These
include instruction in home programs and monitoring of those home programs, but ongoing
professional services should include interventions beyond what the patients can sustain on their
own.

63.6% (7)

Don’t always develop treatment plans that have a frequency and duration, or at least the same
frequency through the duration of care. Many conditions will respond favorably with patient
education and periodic follow-up for treatment plan progression. As-needed visits should be
available and used for flare-ups.

90.9% (10)

Don’t neglect to prescribe physical therapy with progressive exercise following total knee
arthroplasty (TKA) surgery for knee osteoarthritis (OA). Patients have universal success in relieving
their pain, but mobility limitations linger. Pronounced muscle weakness is ubiquitous after TKA
and has meaningful relationships with known patient mobility limitations. Physical therapy with
progressive exercise is an underutilized, but effective countermeasure to weakness with resultant
improvements in patient performance.

54.5% (6)

Wound

Eliminate

Don’t put patients with venous insufficiency ulcers into a whirlpool. Patients with venous
insufficiency ulcers experience venous hypertension. Placing them in warm water in a dependent
position further complicates the problem, not to mention having the potential to cause cross-
contamination.

36.4% (4)

Don’t use wet-to-dry dressings in wound management. The use of wet-to-dry dressings comes from
the concept that allowing dressing to dry on a wound leads to mechanical debridement as the
dressing is removed. This is very nonselective debridement and traumatizes the wound bed. In
addition, it is extremely painful to the patient. Modern wound management provides a broad
variety of dressing options that are more wound friendly and selective in their debriding
properties.

0.0% (0)

Don’t use whirlpool for wound management. Impossible to know or control impact pounds per
square inch on wound. Infection control issues. Contraindicated in vascular and neuropathic
wounds. Safer and more efficacious interventions are available.

9.1% (1)

Don’t use a whirlpool for chronic wounds. Whirlpools are no longer the standard of care for wound
healing. They increase infection risk, macerate skin, damage granulation tissue, and do not
debride effectively. They also can worsen edema and venous return.

18.2% (2)

Miscellaneous

Eliminate

Don’t allow patients to go to the nursing home for skilled care when their acute chart shows they
are not improving or would not benefit. Rules are different for skilled care in nursing home
settings than they are for hospital-based skilled care. They get a longer assessment time, and they
shouldn’t be allowed to have more assessment time; it wastes time/money.

72.7% (8)

Don’t ever let the words “stop, if it hurts” come out of your mouth. This violates guidelines of care,
especially as related to spine pain. There is information to be skillfully gathered as it relates to the
production of pain during tensile, mechanical loading of musculoskeletal tissues. Pain is
appropriate in the healing process; it must be skillfully monitored/assessed.

81.8% (9)

(Continued)
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Continued

Eliminate

Do not forget to give a written home exercise program to every patient who needs one before the
final session. Physical therapists are supposed to be experts at exercise prescription and individual
care. A general home exercise program (HEP) on the last day without specific training or practice
(if given at all) is unsatisfactory. Give before last visit for patient to review, ask questions, modify,
affirm, and learn it. It gives patient more autonomy.

63.6% (7)

Don’t purchase a scooter for an individual with mobility impairment without an appropriate seating
evaluation by a licensed rehabilitation therapist. Frequently, individuals who may benefit from
mobility assistive equipment do not understand the different characteristics of scooters (power-
operated vehicles) and power wheelchairs. Heavy media advertisements to the lay public for
scooters may be misleading; consequently, without appropriate evaluation by a seating
professional, an individual may not receive full benefit of an individualized seating prescription.

63.6% (7)

Don’t use aggressive (pain-producing) stretching in patients with early-stage adhesive capsulitis.
Patients often are referred for physical therapy in the inflammatory stages of adhesive capsulitis.
Stretching and mobilization during this phase, if too aggressive, can increase symptoms and delay
recovery.

9.1% (1)

Don’t discharge patients with heart failure without instructing them in a ratings of perceived
dyspnea or exertion. Patients with heart failure require education to understand how much
activity is too much. They also require guidance on daily weighing. This education will save
health care costs. These patients need to follow up with home health or outpatient physical
therapy to improve exercise tolerance.

63.6% (7)

Don’t assume the counting of home exercise is within patient’s ability. It shows progress and no
improvement at the therapy visit.

100.0% (11)

Don’t perform static postural assessment for patients with musculoskeletal pain (especially low back
pain). There is very little evidence to support the continued practice of static postural assessment
for identifying “pathology” or guiding treatment decisions for musculoskeletal pain. Our
profession continues this practice because it is rooted in our history, not supported by evidence.

27.3% (3)

Do not skip measuring gait speed in any setting for ambulatory patients. It is the sixth vital sign and
an excellent indicator for frailty or falls risk or just to measure progress with gait.

36.4% (4)

Don’t require a physician’s referral for physical therapy unless your practice act or the patient’s
insurance coverage requires it. I have noted many instances where patients tell me they called a
physical therapy practice to inquire about an appointment and were told to call their MD for a
referral or appointment first. It is my understanding that in all 50 states we now have direct
access for most diagnoses and circumstances for at least an examination by a physical therapist.

63.6% (7)

Do not solely rely on evaluations in different settings to establish a physical therapy treatment
regimen. Decisions are made in hospitals as to whether a patient “qualifies” for skilled
rehabilitation services. This may or may not be accurate given clinician’s different knowledge of
skilled therapy qualifications in different settings.

81.8% (9)

Don’t recommend corticosteroid injections for the treatment of tennis elbow. According to a
randomized trial in BMJ: Although, a corticosteroid injection may provide short-term relief in
tennis elbow, it will be worse for the patient long-term compared with providing mobilization
with movement.

81.8% (9)

Don’t overtreat postural headache with medication. Quite often, behavioral change can affect the
chronic headache. Once learned, it is NOT difficult to train posture muscles. Exercises with sound
clinical relevance for reducing head and neck stress include sitting in supported lumbar lordosis,
performing cervical retractions, scapular repositioning, and shoulder motions, all done at any desk
chair.

81.8% (9)

Don’t apply/use orthosis for patients with stroke and with acute (condition). The use of an orthosis
too soon except when needed for patient safety moves patient in compensatory or passive role
instead of emphasis on facilitatory and more active recovery of acute or subacute neurological
loss.

36.4% (4)

In the treatment of heel pain-plantar fasciitis, there is strong to moderate evidence for: manual
therapy, prefabricated orthotics stretching exercises, iontophoresis with acetic acid or
dexamethasone, night splints, arch support taping.

72.7% (8)

In the treatment of Achilles tendinopathy, there is strong to moderate evidence to support the use
of: eccentric loading program, low-level laser, iontophoresis with dexamethasone.

63.6% (7)

(Continued)
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Continued

Eliminate

Don’t use over-the-door cervical traction devices as an intervention for cervical radiculopathy.
Vertically lifting a 10- to 12-lb head with a 5- to 8-lb water bag over-the-door traction device will
provide no distraction or decompression forces to cervical disks or foraminal spaces. Supine
traction will provide posterior movement segment distraction.

9.1% (1)

Don’t use the canalith repositioning maneuver (CRM) for the treatment of vertigo without full
vestibular evaluation confirming benign paroxysmal vertigo (BPPV). There are many causes of
vertigo, and many are successfully treated by physical therapy. The most common cause is BPPV,
for which the appropriate treatment is CRM. The second most common cause is peripheral
vestibular hypofunction, for which CRM is not necessarily indicated. It is important that a good
vestibular workup be performed to identify the cause of vertigo so that appropriate and effective
treatment is initiated.

27.3% (3)

Don’t utilize whole body vibration as an addendum to exercise training. Studies comparing strength
training with vibration with strength training alone show no additional benefit to vibration, and
the machines are very expensive.

27.3% (3)

Don’t provide pelvic-floor muscle instruction by verbal or written instruction only. Study has shown
that only 50% of the patient population will perform them properly and 25% will perform the
exercises in a way that could cause or increase incontinence.

18.2% (2)

In the treatment of acute lateral ankle sprains, there is strong to moderate evidence to support the
use of: progressive weight bearing with appropriate immobilization, ice, manual therapy,
structured rehabilitation.

81.8% (9)

In the treatment of postacute lateral ankle sprains, strong evidence to support the use of: manual
therapy, joint mobilization.

72.7% (8)

Don’t automatically put patients on hold for physical therapy if they have a femoral catheter
(arterial, venous, dialysis).

36.4% (4)

Don’t withhold physical therapy for critically ill patients on ventilatory support. The debilitating and
persistent effects of intensive care unit (ICU)–acquired delirium and weakness warrant testing of
prevention strategies.

36.4% (4)

Don’t recommend bed rest for acute or chronic low back pain. 9.1% (1)

Don’t avoid treating the thoracic spine and cervical spine in your shoulder patients. Studies show
thrust manipulation of the thoracic spine increases shoulder range of motion (ROM) in patients
diagnosed with adhesive capsulitis.

72.7% (8)

Don’t focus on a specific weight goal for children with obesity (teach and model healthy physical
activity behaviors instead and reinforce meeting small achievable goals).

54.5% (6)

Do not single out children with obesity (teach families how to use behavior modification strategies
and to work together to create a healthy shared family environment).

81.8% (9)

Assess body mass index (BMI) in all patients (rationale: screening all patients by assessing BMI
provides physical therapists with information on obesity risk, a baseline measure for documenting
future behavior change, and support for referral to health care team members).

54.5% (6)

Don’t forget to ask about physical activity and sedentary behaviors when completing all physical
therapy evaluations. Expert guidelines recommend at least 60 minutes of moderate to vigorous
physical activity (MVPA) and no more than 2 hours of sedentary behaviors.

63.6% (7)

a Guyatt GH, Akl EA, Crowther M, et al; for the American College of Chest Physicians Antithrombotic Therapy and Prevention of Thrombosis Panel. Executive
Summary: Antithrombotic Therapy and Prevention of Thrombosis, 9th ed: American College of Chest Physicians Evidence-Based Clinical Practice Guidelines.
Chest. 2012;141(2 suppl):7S–47S.
b Sluijs EM, Kok GJ, van der Zee J. Correlates of exercise compliance in physical therapy. Phys Ther. 1993;73:771–782; discussion 783–786.
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eAppendix 2.
Ranking of Submissions After Round 2 of Work Group Voting

Responses Received: 10/10

Continuous passive motion (CPM)

Keep
Keep if

reworded

Don’t use continuous passive motion (CPM) machine after total knee arthroplasty
(TKA) to improve function or range of motion (ROM). Multiple studies have not
shown significant or lasting benefits from CPM after TKA. While CPM may be
indicated after closed knee manipulation after TKA, the benefits are questionable
for standard TKA. Continuous passive motion machines cost facilities (and
sometimes patients/insurance) money and are cumbersome for staff (sometimes
leading to staff injury and costs associated with that injury), and the only
demonstrable benefit is a reduction in the risk of requiring a knee manipulation
under anesthesia. Evidence does not support the routine use of CPM after
standard TKA.

80.0% (8) 20.0% (2)

Don’t use CPM machines on TKA. Not indicated by multiple evidence acutely or 8
weeks postoperatively. No significant improvement.

20.0% (2) 10.0% (1)

Don’t use CPMs (continuous passive motion devices) when the person is able to be
mobile.

20.0% (2) 10.0% (1)

Suggested rewording:

Combine with the one immediately above.

Combine all 3 to read: Do not use CPM machines postoperatively (list conditions here, TKA, etc).

Dry needling

Keep
Keep if

reworded

Don’t do dry needling until there is more “grade A” evidence supporting this
intervention. Evidence-based practice has been the growing strength of the
physical therapy profession and an important focus of our professional integrity.
Yet, many physical therapists are applying this new intervention without the quality
of supportive evidence the profession has demanded. Why hasn’t APTA supported
controlled double blind studies on this intervention?

20.0% (2) 10.0% (1)

Suggested rewording:

Don’t do dry needling for XXX (I don’t know why it’s done).

Deep vein thrombosis (DVT)

Keep
Keep if

reworded

Don’t use Homans sign to evaluate a patient who you suspect has a deep venous
thrombosis. The sensitivity of Homans sign ranges from 8% to 56%. Physical
therapy is one of the professions to begin early ambulation after surgery. This
clinical test should no longer be considered as a tool to evaluate if a patient has a
DVT.

40.0% (4) 10.0% (1)

(Continued)

ProfessionWatch: APTA’s Top Five Choosing Wisely Recommendations

January 2015 (eAppendixes, White et al) Volume 95 Number 1 Physical Therapy f 13



eAppendix 2.
Continued

Keep
Keep if

reworded

Don’t recommend bed rest after diagnosis of acute leg deep vein thrombosis (DVT).
Patients with acute leg DVT may get out of bed and walk. Evidence supporting
early ambulation in people with acute DVT of the leg is imprecise and of low
quality overall. However, trials weakly suggested the risk of bed rest was worse
than the risk of precipitating pulmonary embolus by walking with a leg DVT. The
American College of Chest Physicians (ACCP) suggests people with acute DVT do
not need a period of bed rest and should walk as soon as feasible to reduce the
risk of post-thrombotic syndrome (grade 2C). This is taken directly from the Initial
Treatment of Acute Deep Venous Thrombosis (DVT) of the Leg (ACCP Chest
Guidelinesa).

80.0% (8) 10.0% (1)

Do not use Homans sign in a patient with suspected deep vein thrombosis. Homans
sign has poor sensitivity and specificity and, therefore, is not valuable for
diagnostic purposes. Additionally, there are better tests for DVT, specifically Well’s
criteria.

30.0% (3) 10.0% (1)

Don’t mobilize a patient who is at high risk for a deep vein thrombosis and who has
been on bed rest or has signs/symptoms of a possible DVT or scores as high risk
on a risk assessment tool for DVT unless patient has been evaluated for the DVT
with D-dimer or other tests or is on anticoagulation therapy. If patient has a DVT
and is not anticoagulated, patient is at high risk of a pulmonary embolism.

10.0% (1) 0.0% (0)

Suggested rewording:

Combine with top recommendation.

Do not use Homans sign in a patient with suspected deep vein thrombosis. Homans sign has poor sensitivity and specificity and, therefore, is not
valuable for diagnostic purposes. The ACCP suggests people with acute DVT do not need a period of bed rest and should walk as soon as feasible to
reduce the risk of post-thrombotic syndrome (grade 2C).

Exercise

Keep
Keep if

reworded

Don’t use the overhead pulleys in the treatment of hemiplegic upper extremities
after stroke. The use of overhead pulleys has the highest risk of developing
shoulder pain due to improper positioning and possible impingement, soft tissue
injury.

70.0% (7) 10.0% (1)

Don’t ignore patient input when prescribing exercises. The results of the study by
Sluijs et alb showed that the 3 main factors related to nonadherence were (1) the
barriers patients perceive and encounter, (2) the lack of positive feedback, and
(3) the degree of helplessness.

20.0% (2) 0.0% (0)

Don’t use quad sets, straight leg raise (SLR) flexion, and isolated quadriceps
exercises for patellofemoral pain. Patellofemoral pain is arguably the most
common outpatient diagnosis, and more than 70% of these patients report
having recurrent or chronic pain. The theory that decreased quadriceps strength
and control is a contributing factor is outdated; current evidence supports the
effectiveness of training posterolateral hip muscles. Telling patients that
quadriceps weakness is the source of their pain is a disservice to them and
detrimental to the credibility of our profession.

40.0% (4) 20.0% (2)

Do NOT perform long-arc quadriceps exercises on patients with knee strength
impairments. Long-arc quadriceps exercises are included in many old TKR
protocols as well as other exercise programs. This increases unhealthy
patellofemoral compression at mid arc and should be avoided. Closed chain is
always better for ambulatory patients.

40.0% (4) 0.0% (0)

(Continued)
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Continued

Keep
Keep if

reworded

Don’t just do 3 sets of 10 repetitions of exercises without first assessing the patient’s
maximal capacity to lift weights when strength training older adults. Systematic
reviews show that high-intensity strength training shows large effects for
increasing strength and some functional abilities such as rising from a chair and
moderate effects for improving gait speed. Not assessing intensity of exercise can
often lead to underdosing of intensity and, therefore, produce less gains in
strength and function.

20.0% (2) 30.0% (3)

Don’t have patients perform exercises in the clinic without close supervision and
instruction, particularly if the exercises can be done at home. This undermines our
skills as physical therapists.

10.0% (1) 10.0% (1)

Don’t diagnose lumbar instability or create stabilization exercise program without
using clinical prediction rules. Clinical prediction rules provide greater evidence for
the presence of lumbar instability and response to treatment.

40.0% (4) 10.0% (1)

Suggested rewording:

Don’t do weighted (3 sets of 10 repititions) exercise based on a manual muscle test grade. Break stabilization into diagnosis statement and treatment
statement.

Hemiplegic shoulder item: I cannot reword without doing research, as this is out of my knowledge base, but seems sensible to keep in if this is true
patellofemoral pain. Again, I cannot reword without more knowledge, but if this is so, then rewording makes sense.

Successful reconditioning programs require an assessment of initial fitness (aerobic or strength) from which an appropriate exercise program can be
developed and appropriately progressed. In order to maximize time, have patients do only those exercises in the clinic which require close supervision
by a therapist.

Do not prescribe exercise for strength training without an assessment of maximal capacity to lift weights.

General/treatment planning

Keep
Keep if

reworded

Don’t base the determination of skilled physical therapy necessity or the physical
therapy treatment plan on insurance visit restrictions or authorization limitations.
Physical therapists are required to base physical therapy treatment
recommendations on their evaluation in consideration of the unique conditions of
the patient, not third-party reimbursement.

50.0% (5) 0.0% (0)

Imaging

Keep
Keep if

reworded

Patient should see physical therapist prior to magnetic resonance imaging (MRI) for
musculoskeletal issues. In New Zealand, a patient having musculoskeletal pain must
see a physical therapist prior to seeking MRI. I agree with this practice since MRI
does not show a body in movement and holds about 30% interrater reliability and
may lead to more invasive intervention not clinically relevant to problem. Physical
therapists should be primary care providers in musculoskeletal issues and through
differential diagnosis will know when to ask for imaging. Some insurance companies
are already putting this into practice and recognize cost savings.

10.0% (1) 0.0% (0)

Don’t get a radiograph for first episode of back pain that was not due to trauma.
Radiographs rarely add value in these situations and expose individuals to
unnecessary radiation.

30.0% (3) 10.0% (1)

Don’t treat spine pain only based on MRI evidence. Physical therapists should be
treating based on a patient’s subjective and objective findings. Special tests (eg,
MRI) do not always match up with physical findings/symptoms.

50.0% (5) 10.0% (1)

(Continued)
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Continued

Suggested rewording:

The American College of Physicians and the American Pain Society Guidelines are as follows: Diagnostic imaging is indicated for patients with low back
pain only if they have severe progressive neurologic impairments or signs or symptoms indicating a serious or specific underlying condition, or if they
are candidates for invasive interventions. Routine imaging is not associated with clinically meaningful benefits in other patients and can lead to harms.
Immediate imaging is recommended for patients with acute low back pain who have major risk factors for cancer, risk factors for spinal infection, risk
factors for or signs of the cauda equina syndrome, or severe or progressive neurologic deficits. Imaging after a trial of treatment is recommended for
patients who have minor risk factors for cancer, risk factors for inflammatory back disease, risk factors for vertebral compression fracture, signs or
symptoms of radiculopathy, or risk factors for or symptoms of symptomatic spinal stenosis. So, if we reword this to state that we should not refer for
medical imaging for low back pain unless . . . , then I think we could use this. There might be other guidelines we could site that I am not familiar
with.

Don’t treat spine pain only based on MRI evidence. Imaging does not always correlate with physical findings/symptoms, and treatment should be
guided by physical examination and patient subjective findings.

Manual therapy

Keep
Keep if

reworded

Don’t accept spinal manipulation as the only treatment for joint or spinal pain. An
International Spine and Pain Institute continuing education course included this
quote, “There is not one shred of evidence that spines are out of
place . . . and, therefore, not one shred of evidence that adjustments are putting
them back in place.”

40.0% (4) 0.0% (0)

Don’t use osteopathic approach to diagnose possible sacroiliac joint (SIJ) dysfunction
because tests of symmetry and motion are not reliable or valid. Little evidence that
any tests of motion and symmetry reliably or validly determine who has SIJ
dysfunction, and one study suggested that SIJ manipulation does not alter joint
position even though clinicians felt a change in position occurred.

20.0% (2) 0.0% (0)

Don’t look at pelvic symmetry when assessing the lumbar spine and SIJ. Now we know
the gold standard for SIJ examination is provocation testing, yet many physical
therapists are still assessing pelvic symmetry.

10.0% (1) 0.0% (0)

Don’t use craniosacral techniques or “zero balancing.” Predicated on nonsense. There
is no fundamental plausibility of a mechanism of effect. This is magic thinking.

30.0% (3) 30.0% (3)

Don’t use the myofascial release paradigm to diagnose or treat/educate patients. There
is mildly positive low-quality evidence regarding efficacy of treatment. The
attribution of causality for the patient’s discomfort is tenuous at best and can create
an illusion of knowledge on the part of the practitioner where none exists.

10.0% (1) 30.0% (3)

Do not treat the sacroiliac joints for posterior dysfunctions and up-slips. The ilial
tuberosities prevent primary posterior rotation and up-slips of the innominates on
the sacrum. The primary sacroiliac dysfunction is always anterior with a subluxation
and fixation at S3 sacral. These are always corrected with a posterior rotation of the
innominates on the sacrum with immediate relief of pain.

20.0% (2) 0.0% (0)

Don’t use manual therapy consistently for patients with fibromyalgia. Manual therapy
may be poorly tolerated in cases of central sensitization. Ongoing passive therapy
maintains medical dependence vs independence. Patients respond better to active
rehabilitation with behavioral medicine approaches.

20.0% (2) 10.0% (1)

Don’t continue working on shoulder elevation when painful unless you increase
rotation range of motion first. If the patient is lacking shoulder rotation, especially
external rotation, you are causing further damage and inflammation to the joint.

30.0% (3) 0.0% (0)

Don’t perform internal pelvic-floor evaluation and treatment without informed consent.
Patients should give informed consent for any treatment secondary to litigious risk;
however, it is especially important in a pelvic health population due to the nature of
the work and with the potential of patients having a traumatic sexual history.

30.0% (3) 0.0% (0)

(Continued)

ProfessionWatch: APTA’s Top Five Choosing Wisely Recommendations

16 f Physical Therapy Volume 95 Number 1 January 2015 (eAppendixes, White et al)



eAppendix 2.
Continued

Keep
Keep if

reworded

Don’t forget to test for related thoracic spine and rib cage tissue restrictions in
patients with cervical spine, shoulder, and lumbar spine complaints. Scientific
evidence suggests that mid-back restrictions can contribute to cervical spine
(Walser et al,c Lau et al,d Ferreira et al,e Casanova-Mendez et alf), shoulder
(Strunce et al,g Boyles et alh), and lumbar spine (de Oliveira et ali) complaints.

30.0% (3) 10.0% (1)

Don’t promote fear-avoidance beliefs and catastrophizing in patients with spinal pain
by reinforcing the misconception that “instability” is a frequent primary origin of
spinal pain. Evidence suggests that contemporary perceptions of spinal instability
are misrepresentative of reality (Mulhollandj) and that both fear (Rainville et alk)
and catastrophizing (Wertli et all) can play significant roles in impeding recovery in
patients with lower back pain.

20.0% (2) 10.0% (1)

Suggested rewording:

For those who need rewording above, the “don’t use” needs to be related to a condition. Could keep and wordsmith later.

Simplify this by stating, “Do not promote fear avoidance and catastrophizing in patients by providing biological diagnoses and explanations that lack
validity.”

There might be something salvageable here if we morph it into chronic pain in general and state, “Don’t exclusively focus on manual modalities to
treat local or global pain complaints in people with chronic pain syndromes.”

Modalities

Keep
Keep if

reworded

Don’t overutilize passive modalities. The overuse of passive modalities (for example,
heat therapy) has limited evidence for their use while encouraging passivity among
patients and increasing costs.

30.0% (3) 0.0% (0)

Don’t use more than one physical agent without documented justification. Many
physical agents have similar physiologic effects. The use of more than one can be
duplicative.

50.0% (5) 10.0% (1)

Don’t ice an injury, even after surgery. Directly from Dr Mirkin (coined R.I.C.E.):
Applying ice to reduce swelling actually delays healing by preventing the body
from releasing IGF-1. Ice keeps healing cells from entering injured tissue. Anything
that reduces inflammation reduces healing. Ice also reduces strength, speed,
endurance, and coordination.

20.0% (2) 0.0% (0)

Don’t use passive modalities greater than 50% of the time for low back pain.
Patients who have modalities greater than 50% of the time have significantly lower
outcomes and increased utilization of resources than patients who are treated with
active interventions.

20.0% (2) 10.0% (1)

Don’t use passive modalities in the treatment for patients with back pain. In patients
with acute low back pain, passive thermal and electrical modalities do not provide
clinical benefit but are associated with increased future health care costs.

40.0% (4) 0.0% (0)

Don’t use neuromuscular electrical stimulation (NMES) for Bell palsy. Facial muscle
exercises with a mirror have been shown to be more effective. Physical therapy for
Bell palsy does not increase the percentage of people who recover; however, those
who receive physical therapy recover at a faster rate.

40.0% (4) 10.0% (1)

Don’t use thermal modalities such as heating pads and paraffin wax for patients with
lymphedema. Don’t apply/use thermal modalities such as heating pads or paraffin
wax on the affected area for patients with lymphedema. Heat modalities used on a
patient with or at risk for lymphedema is a relative contraindication.

50.0% (5) 20.0% (2)

Do not use transcutaneous electrical nerve stimulation (TENS) in the treatment of
low back or cervical pain. No good evidence to support the use of this modality to
control or decrease pain for low back or cervical pain. This is an unnecessary
procedure to bill for in these types of patients.

30.0% (3) 10.0% (1)

Don’t use phonophoresis. Phonophoresis is not effective. It is not being used
routinely in my experience.

20.0% (2) 10.0% (1)

(Continued)
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Keep
Keep if

reworded

Do not use TENS for long-term pain management. Habituation to TENS is a known
result, making it ineffective or less effective for long-term or chronic pain
management. Some insurance companies require “chronic pain” to be the reason
for the unit, which is countered by this argument.

30.0% (3) 10.0% (1)

Don’t perform electrical stimulation as a stand-alone treatment for stress urinary
incontinence. There is insufficient evidence to judge whether electrical stimulation
is better than no treatment or placebo treatment for women with stress urinary
incontinence.

70.0% (7) 0.0% (0)

Don’t use biofeedback as a stand-alone treatment for fecal incontinence. Based on
current evidence, no first choice treatment can be determined.

60.0% (6) 0.0% (0)

Suggested rewording:

Do not use thermal physical agents for lymphedema.

Neuromuscular electrical stimulation for Bell palsy: I am not sure of current practice, but believe we have dropped the use of modalities for this. If there
is evidence that no modalities make a difference or specifically, NMES, then keep it.

Neurological

Keep
Keep if

reworded

Don’t use constraint-induced movement therapy (CIMT) in patients with stroke who
do not meet the minimal movement criteria of wrist and finger movement.
Constraint-induced movement therapy involves restricting the use of the stronger
limb to encourage use of the weaker limb during functional exercises. Without
active finger and wrist extension, functional activities, including initiation of grasp
and release in the hand, cannot be performed; therefore, opportunities for task
practice are limited. Active finger extension has been shown to predict functional
outcomes.

70.0% (7) 10.0% (1)

Do not discharge a patient with stroke to home without assessment of patient and
families/caregivers to determine their needs and readiness for information and
education, training, psychosocial support, and health and social services. Stroke is
a life-altering event that may require an extended recovery period and often leaves
patients with ongoing functional impairments. Increasingly, families and informal
caregivers are expected to take on tasks and responsibilities that require
knowledge and skills that may be beyond their scope. This increases the caregiver
burden, which often results in depression among caregivers of patients with stroke
(as high as 60% has been reported).

40.0% (4) 0.0% (0)

Do not use robotic-assisted gait training (RAGT) to treat gait impairment in people
who can walk 10 m unassisted. Robot-assisted gait training is shown to be
beneficial for people that are unable to walk or walk with significant assistance. It
is not beneficial in improving gait in people who already ambulate without
assistance.

50.0% (5) 0.0% (0)

Safety

Keep
Keep if

reworded

Do not exercise patients without physiologic measures. For exercise interventions to be
therapeutic, the exercises need to exceed or extend the patient’s capacity. That
cannot be achieved without evidence about the intensity of exercise, measured by
heart rate and rhythm, respiratory rate, oxygen saturation, and blood pressure.

30.0% (3) 30.0% (3)

(Continued)
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Continued

Keep
Keep if

reworded

Don’t forget to screen, when indicated, for cardiovascular disease risk factors such as
past medical history, heart rate, respiration rate, and blood pressure. Although
physical therapists cannot participate in comprehensive screening for
cardiovascular disease risk factors (eg, blood testing), screening for body mass
index (BMI), heart rate, and blood pressure are crucial to clinical practice (Lloyd-
Jonesm), which indicates that as physical therapists move toward independent
practice, they should participate in these screening procedures.

40.0% (4) 0.0% (0)

Suggested rewording:

Do not exercise patients for the first session without some measure of physiologic response.

In order for an exercise program to be of physiologic and hence functional benefit, an understanding of initial physiological status is required as well as
an individualized exercise program that is sufficiently stressful (as defined by exercise frequency, intensity, and duration) to physiologically overload
the patient’s ”system.“

Ultrasound

Keep
Keep if

reworded

Don’t use therapeutic ultrasound for frozen shoulders. It doesn’t work or add anything
to the rest of the plan of care. Mobilizations and therapeutic exercises do work
pretty well, and ultrasound does not add anything to their benefit.

20.0% (2) 0.0% (0)

Don’t apply ”therapeutic ultrasound“ to patients with lower extremity musculoskeletal
conditions. Numerous studies show that outcomes with ”therapeutic ultrasound“ are
no better than with sham ultrasound for patients with lower extremity
musculoskeletal conditions.

20.0% (2) 10.0% (1)

Don’t use ultrasound for back pain or any muscle injury. Ice is more appropriate for
muscular injuries since there is always some form of inflammation associated with it,
which will be made worse with continuous ultrasound. For back spasms, making the
muscle contract/relax is always more beneficial than ultrasound, because it is active.

20.0% (2) 0.0% (0)

Don’t use ultrasound for treatment of any musculoskeletal problem. Several research
articles showed no difference in patients treated with or without these modalities.

30.0% (3) 0.0% (0)

Don’t use ultrasound as a treatment for pain. There is no current evidence that this is
an effective treatment. It is passive and is not a skilled service.

10.0% (1) 10.0% (1)

Don’t use ultrasound for the treatment of chronic pain. Numerous studies show no
significant benefit from ultrasound in the treatment of chronic musculoskeletal pain.
Claims of increased healing time or circulation are unfounded and best addressed
with active movement.

20.0% (2) 0.0% (0)

Don’t prescribe modalities such as ultrasound or electrical stimulation for chronic LBP.
These modalities have failed to assist in the rehabilitation process and actually tend
to interfere with the patient’s progress. Patients become too reliant on these
modalities when there is a mountain of evidence supporting therapeutic exercise in
the treatment of chronic LBP.

20.0% (2) 0.0% (0)

Don’t use ultrasound to reduce pain and swelling following an acute ankle sprain. Five
trials comparing US with sham US have shown no measurable treatment effect for
pain or swelling.

40.0% (4) 0.0% (0)

Don’t perform ultrasound in the management of soft tissue injuries. There is
remarkably little evidence for benefit in the treatment of soft tissue injuries.

30.0% (3) 0.0% (0)

Don’t use ultrasound for treating most musculoskeletal conditions. Research has not
supported its use, and collagen may be at a higher risk for rupture.

20.0% (2) 0.0% (0)

Don’t use ultrasound for low back pain. After decades of research and countless clinical
trials, no good-quality study has demonstrated a clinically significant benefit of US
for low back pain.

20.0% (2) 10.0% (1)
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ProfessionWatch: APTA’s Top Five Choosing Wisely Recommendations

January 2015 (eAppendixes, White et al) Volume 95 Number 1 Physical Therapy f 19



eAppendix 2.
Continued

Keep
Keep if

reworded

Don’t use ultrasound for any musculoskeletal condition. After decades of research
and countless clinical trials, no good-quality study has demonstrated a clinically
significant benefit of US for any musculoskeletal condition.

20.0% (2) 0.0% (0)

Don’t use therapeutic ultrasound to treat lumbar spine conditions. Not only has
ultrasound not been shown to provide patients with benefit, many other
interventions do provide benefit. We are wasting valuable health care dollars
providing ultrasound for lumbar spine conditions.

30.0% (3) 0.0% (0)

Don’t use therapeutic ultrasound to treat carpal tunnel syndrome. Ultrasound has
not been demonstrated to improve function for people with carpal tunnel
syndrome. The pattern demonstrated by studies of US for orthopedic conditions is
that it is not effective except in very select conditions. We are wasting valuable
health care dollars providing ultrasound for carpal tunnel syndrome.

30.0% (3) 0.0% (0)

Don’t use therapeutic ultrasound to treat acute ankle sprains. Ultrasound has not
been demonstrated to improve function for people with acute ankle sprains. The
pattern demonstrated by studies of US for orthopedic conditions is that it is not
effective except in very select conditions. We are wasting valuable health care
dollars providing ultrasound for acute ankle sprains.

30.0% (3) 0.0% (0)

Don’t use ultrasound to treat shoulder pain. We have not been able to establish its
effectiveness despite numerous studies.

20.0% (2) 10.0% (1)

Do not use therapeutic ultrasound in the treatment of adhesive capsulitis. Use of
therapeutic ultrasound in the treatment of adhesive capsulitis has been shown to
decrease the likelihood of improvement.

40.0% (4) 0.0% (0)

Do not use ultrasound to identify tibial stress fracture. Ultrasound combined with
visual analog pain scale is not sensitive for identifying tibial stress fractures.

50.0% (5) 0.0% (0)

Don’t use ultrasound as a treatment modality for adhesive capsulitis. Studies show
there is not a significant improvement between patients with adhesive capsulitis
receiving ultrasound and placebo. No difference in pain level or Shoulder Pain and
Disability Index (SPADI) or 36-Item Short-Form Health Survey (SF-36) scores.

30.0% (3) 0.0% (0)

Don’t utilize therapeutic ultrasound in the management of musculoskeletal diagnoses
unless you are targeting the placebo effect. Multiple reviews have demonstrated
that US lacks sufficient supporting evidence (van der Windt et al,n Robertson and
Baker,o Shanks et alp) and is difficult to accurately dose
(Straub et alq).

30.0% (3) 20.0% (2)

Don’t use therapeutic ultrasound as a primary treatment for pain, musculoskeletal
injuries or soft tissue lesions.

40.0% (4) 20.0% (2)

Suggested rewording:

Any ONE of the 3 checked would suffice.

Combine these into “Do not use ultrasound in the management of musculoskeletal evaluation or treatment.”

Utilization

Keep
Keep if

reworded

Don’t base therapy frequency and duration solely on Resource Utilization Group
levels and, therefore, the amount Medicare reimburses. Basing therapy solely on
how much money is to be paid is at best grossly unethical. Unfortunately, all of
the big nursing homes do this.

40.0% (4) 20.0% (2)

Suggested rewording:

Combining this one with a previous one on insurance companies dictating necessity might be valuable, but they need rewording; something about
”don’t allow third-party payer reimbursement to solely dictate plan of care or number of patient visits.“

Similar to previous suggestion.

(Continued)

ProfessionWatch: APTA’s Top Five Choosing Wisely Recommendations

20 f Physical Therapy Volume 95 Number 1 January 2015 (eAppendixes, White et al)



eAppendix 2.
Continued

Wound

Keep
Keep if

reworded

Don’t put patients with venous insufficiency ulcers into a whirlpool. Patients with
venous insufficiency ulcers experience venous hypertension. Placing them in warm
water in a dependent position further complicates the problem, not to mention
having the potential to cause cross-contamination.

40.0% (4) 0.0% (0)

Don’t use whirlpool for wound management. Impossible to know or control impact
pounds per square inch on wound. Infection control issues. Contraindicated in
vascular and neuropathic wounds. Safer and more efficacious interventions
available.

60.0% (6) 0.0% (0)

Don’t use a whirlpool for chronic wounds. Whirlpools are no longer the standard of
care for wound healing. They increase infection risk, macerate skin, damage
granulation tissue, and do not debride effectively. They also can worsen edema
and venous return.

30.0% (3) 30.0% (3)

Suggested rewording:

Probably needs to be softened a bit, if there is some place for whirlpool in this patient population.

Combine the points: Do not use whirlpool for . . . (finish based on evidence).

Don’t use whirlpool for wound management. Evidence supports increased infection risk, macerate skin, damage to granulation tissue, and ineffective
debridement. Peripheral edema and venous return also can be worsened.

Miscellaneous

Keep
Keep if

reworded

Don’t use aggressive (pain-producing) stretching in patients with early-stage
adhesive capsulitis. Patients are often referred for physical therapy in the
inflammatory stages of adhesive capsulitis. Stretching and mobilization during this
phase, if too aggressive, can increase symptoms and delay recovery.

40.0% (4) 10.0% (1)

Don’t perform static postural assessment for patients with musculoskeletal pain
(especially low back pain). There is very little evidence to support the continued
practice of static postural assessment for identifying ”pathology“ or guiding
treatment decisions for musculoskeletal pain. Our profession continues this
practice because it is rooted in our history, not supported by evidence.

20.0% (2) 10.0% (1)

Do not skip measuring gait speed in any setting for ambulatory patients. It is the
sixth vital sign and an excellent indicator for frailty or falls risk or just to measure
progress with gait.

30.0% (3) 10.0% (1)

Don’t apply/use orthosis for patients with stroke and with acute (condition). The use
of an orthosis too soon except when needed for patient safety moves patient in
compensatory or passive role instead of emphasis on facilitatory and more active
recovery of acute or subacute neurological loss.

60.0% (6) 0.0% (0)

Don’t use over-the-door cervical traction devices as an intervention for cervical
radiculopathy. Vertically lifting a 10- to 12-lb head with a 5- to 8-lb water bag
over-the-door traction device will provide no distraction or decompression forces
to cervical disks or foraminal spaces. Supine traction will provide posterior
movement segment distraction.

50.0% (5) 0.0% (0)

Don’t use the canalith repositioning maneuver (CRM) for the treatment of vertigo
without full vestibular evaluation confirming benign paroxysmal vertigo (BPPV).
There are many causes of vertigo, and many are successfully treated by physical
therapy. The most common cause is BPPV, for which the appropriate treatment is
CRM. The second most common cause is peripheral vestibular hypofunction, for
which CRM is not necessarily indicated. It is important that a good vestibular
workup be performed to identify the cause of vertigo so that appropriate and
effective treatment is initiated.

40.0% (4) 10.0% (1)
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Keep
Keep if

reworded

Don’t utilize whole body vibration as an addendum to exercise training. Studies
comparing strength training with vibration to strength training alone show no
additional benefit to vibration, and the machines are very expensive.

50.0% (5) 0.0% (0)

Don’t provide pelvic-floor muscle instruction by verbal or written instruction only.
Study has shown that only 50% of the patient population will perform them
properly and 25% will perform the exercises in a way that could cause or increase
incontinence.

40.0% (4) 10.0% (1)

Don’t automatically put patients on hold for physical therapy if they have a femoral
catheter (arterial, venous, dialysis . . . ).

20.0% (2) 0.0% (0)

Don’t withhold physical therapy for critically ill patients on ventilatory support. The
debilitating and persistent effects of intensive care unit (ICU)–acquired delirium
and weakness warrant testing of prevention strategies.

60.0% (6) 0.0% (0)

Don’t recommend bed rest for acute or chronic low back pain. 80.0% (8) 0.0% (0)

Don’t provide physical therapy interventions without prescribing a specific dose
based on the patient’s condition and the best available evidence. Physical therapy
interventions should be provided at dosages described in the literature as being
the most efficacious for a specific condition or impairment. When therapy is not
provided at an optimal dose, the effectiveness of the intervention is in question.

10.0% (1) 0.0% (0)

Don’t provide physical therapy care without systematically measuring outcomes. The
practice of physical therapy relies on the objective measurement of physical
impairments and functional limitations. This allows adequate understanding of a
patient’s condition and the ability to monitor objective improvements. Without
objective measurements, we are unable to determine the effectiveness of our
interventions.

50.0% (5) 0.0% (0)

Don’t forget to screen for “red flags” when evaluating a patient or as indicated on
an ongoing basis. Screening for red flags is crucial to safe clinical practice (Sizer et
alr ).

10.0% (1) 0.0% (0)

Don’t forget to screen for pelvic girdle origins of symptoms believed to arise from
lumbar, hip, pelvic, and thigh regions. Understanding pain referral patterns helps
clinicians properly consider all potential regional contributors to a patient’s
symptoms. In the case of common musculoskeletal complaints seen by physical
therapists such as pelvic, buttock, and thigh pain, the pelvic girdle must be
considered as an origin of symptoms (Pastor and Katzmans).

0.0% (0) 0.0% (0)

If the patient, with exception of acute above-knee amputation/below-knee
amputation (AKA/BKA) with increased exudate, has increased edema/swelling of
the lower extremities, ace wrapping should not be the standard for compression.
Ace bandages do not provide the resistance needed to promote venous return.

0.0% (0) 20.0% (2)

Suggested rewording:

ACE is a brand name. Should use terminology such as elastic wrap compression.

a Guyatt GH, Akl EA, Crowther M, et al; for the American College of Chest Physicians Antithrombotic Therapy and Prevention of Thrombosis Panel. Executive
Summary: Antithrombotic Therapy and Prevention of Thrombosis, 9th ed. American College of Chest Physicians Evidence-Based Clinical Practice Guidelines.
Chest. 2012;141(2 suppl):7S–47S.
b Sluijs EM, Kok GJ, van der Zee J. Correlates of exercise compliance in physical therapy. Phys Ther. 1993;73:771–782; discussion 783–786.
c Walser RF, Meserve BB, Boucher TR. The effectiveness of thoracic spine manipulation for the management of musculoskeletal conditions: a systematic
review and meta-analysis of randomized clinical trials. J Man Manip Ther. 2009;17:237–246.
d Lau HM, Wing Chiu TT, Lam TH. The effectiveness of thoracic manipulation on patients with chronic mechanical neck pain: a randomized controlled trial.
Man Ther. 2011;16:141–147.
e Ferreira GD, Silva MC, Rombaldi AJ, et al. Prevalence and associated factors of back pain in adults from southern Brazil: a population-based study. Rev Bras
Fisioter. 2011;15:31–36.
f Casanova-Méndez A, Oliva-Pascual-Vaca A, Rodriguez-Blanco C, et al. Comparative short-term effects of two thoracic spinal manipulation techniques in
subjects with chronic mechanical neck pain: a randomized controlled trial. Man Ther. 2014;19:331–337.
g Strunce JB, Walker MJ, Boyles RE, Young BA. The immediate effects of thoracic spine and rib manipulation on subjects with primary complaints of shoulder
pain. J Man Manip Ther. 2009;17:230–236.
h Boyles RE, Ritland BM, Miracle BM, et al. The short-term effects of thoracic spine thrust manipulation on patients with shoulder impingement syndrome.
Man Ther. 2009;14:375–380.
i de Oliveira RF, Liebano RE, Costa Lda C, et al. Immediate effects of region-specific and non-region-specific spinal manipulative therapy in patients with
chronic low back pain: a randomized controlled trial. Phys Ther. 2013;93:748–756.
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11:895–903.
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n van der Windt DA, van der Heijden GJ, van den Berg SG, et al. Ultrasound therapy for musculoskeletal disorders: a systematic review. Pain. 1999;81:257–
271.
o Robertson VJ, Baker KG. A review of therapeutic ultrasound: effectiveness studies. Phys Ther. 2001;81:1339–1350.
p Shanks P, Curran M, Fletcher P, Thompson R. The effectiveness of therapeutic ultrasound for musculoskeletal conditions of the lower limb: a literature
review. Foot (Edinb). 2010;20:133–139.
q Straub SJ, Johns LD, Howard SM. Variability in effective radiating area at 1 MHz affects ultrasound treatment intensity. Phys Ther. 2008;88:50–57.
r Sizer PS Jr, Brismée JM, Cook C. Medical screening for red flags in the diagnosis and management of musculoskeletal spine pain. Pain Pract. 2007;7:53–71.
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Ranking of Submissions After Round 3 of Work Group Voting

Responses Received: 10/10

Round 3 Voting Tabulation

Don’t use continuous passive motion (CPM) machine after total knee arthroplasty (TKA) to
improve function or range of motion (ROM). Multiple studies have not shown significant
or lasting benefits from CPM after TKA. Although CPM may be indicated after closed knee
manipulation following TKA, the benefits are questionable for standard TKA. Continuous
passive motion cost facilities (and sometimes patients/insurance) money and are
cumbersome for staff (sometimes leading to staff injury and costs associated with that
injury), and the only demonstrable benefit is a reduction in the risk of requiring a knee
manipulation under anesthesia. Evidence does not support the routine use of CPM after
standard TKA. Don’t use CPM machines on TKA. Not indicated by multiple evidence
acutely or 8 weeks postoperatively. No significant improvement.

90.9% (10)

Don’t recommend bed rest after diagnosis of acute leg deep vein thrombosis (DVT). Patients
with acute leg DVT may get out of bed and walk. Evidence supporting early ambulation in
people with acute DVT of the leg is imprecise and of low quality overall. However, trials
weakly suggested the risk of bed rest was worse than the risk of precipitating pulmonary
embolus by walking with a leg DVT. The American College of Chest Physicians (ACCP)
suggests people with acute DVT do not need a period of bed rest and should walk as soon
as feasible to reduce the risk of post-thrombotic syndrome (grade 2C). This is taken directly
from the Initial Treatment of Acute Deep Venous Thrombosis (DVT) of the Leg (ACCP
Chest Guidelinesa). Don’t mobilize a patient who is at high risk for a deep vein thrombosis
who has been on bed rest or has signs/symptoms of a possible DVT or scores as high risk
on a risk assessment tool for DVT unless patient has been evaluated for the DVT with D-
dimer or other tests or is on anticoagulation therapy. If patient has a DVT and is not
anticoagulated, patient is at high risk of a pulmonary embolism. Don’t withhold exercise
and activity, including ambulation, for patients with lower extremity DVT. Given the clinical
benefits of mobility, and because there was no significant difference between ambulation
and bed rest for risk of developing a pulmonary embolus or development and progression
of a new DVT in any of the studies, clinicians should be confident in prescribing
ambulation in this population.

90.9% (10)

Don’t use whirlpool for wound management. Impossible to know or control impact pounds
per square inch on wound. Infection control issues. Contraindicated in vascular and
neuropathic wounds. Safer and more efficacious interventions available. Don’t use a
whirlpool for chronic wounds. Whirlpools are no longer the standard of care for wound
healing. They increase infection risk, macerate skin, damage granulation tissue, and do not
debride effectively. They also can worsen edema and venous return.

90.9% (10)

Don’t use constraint-induced movement therapy (CIMT) in patients with stroke who do not
meet the minimal movement criteria of wrist and finger movement. Constraint-induced
movement therapy involves restricting the use of the stronger limb to encourage use of the
weaker limb during functional exercises. Without active finger and wrist extension,
functional activities, including initiation of grasp and release in the hand, cannot be
performed; therefore, opportunities for task practice are limited. Active finger extension has
been shown to predict functional outcomes.

81.8% (9)

Don’t use the overhead pulleys in the treatment of hemiplegic upper extremities after stroke.
The use of overhead pulleys has the highest risk of developing shoulder pain due to
improper positioning and possible impingement, soft tissue injury.

72.7% (8)

Do not exercise patients without physiologic measures. For exercise interventions to be
therapeutic, the exercises need to exceed or extend the patient’s capacity. That cannot be
achieved without evidence about the intensity of exercise, measured by heart rate and
rhythm, respiratory rate, oxygen saturation, and blood pressure. Do not exercise patients
for the first session without some measure of physiologic response.

72.7% (8)
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Don’t use ultrasound for back pain or any muscle injury. Ice is more appropriate for muscular
injuries because there is always some form of inflammation associated with it that will be
made worse with continuous ultrasound. For back spasms, making the muscle contract/
relax is always more beneficial than ultrasound because it is active. Don’t use ultrasound
for treatment of any musculoskeletal problem. Several research articles show no difference
in patients treated with or without these modalities. Don’t use ultrasound as a treatment
for pain. There is no current evidence that this is an effective treatment. It is passive and is
not a skilled service. Don’t perform ultrasound in the management of soft tissue injuries.
There is remarkably little evidence for benefit in the treatment of soft tissue injuries. Don’t
use ultrasound for treating most musculoskeletal conditions. Research has not supported its
use, and collagen may be at a higher risk for rupture. Don’t use ultrasound for low back
pain. After decades of research and countless clinical trials, no good-quality study has
demonstrated a clinically significant benefit of US for any musculoskeletal condition. Don’t
utilize therapeutic ultrasound in the management of musculoskeletal diagnoses unless you
are targeting the placebo effect. Multiple reviews have demonstrated that US lacks
sufficient supporting evidence (van der Windt et al,b Robertson and Baker,c Shanks et ald)
and is difficult to accurately dose (Straub et ale). Don’t use therapeutic ultrasound as a
primary treatment for pain, musculoskeletal injuries, or soft tissue lesions.

72.7% (8)

Don’t use Homans sign to evaluate a patient who you suspect has a deep venous thrombosis.
The sensitivity of Homans sign ranges from 8% to 56%. Physical therapy is one of the
professions to begin early ambulation after surgery. This clinical test should no longer be
considered as a tool to evaluate if a patient has a DVT. Do not use Homans sign in a
patient with suspected deep vein thrombosis. Homans sign has poor sensitivity and
specificity and, therefore, is not valuable for diagnostic purposes. Additionally, there are
better tests for DVT, specifically Well’s criteria.

63.6% (7)

Don’t use quad sets, straight leg raise (SLR) flexion, and isolated quadriceps exercises for
patellofemoral pain. Patellofemoral pain is arguably the most common outpatient
diagnosis, and more than 70% of these patients report having recurrent or chronic pain.
The theory that decreased quadriceps strength and control is a contributing factor is
outdated; current evidence supports the effectiveness of training posterolateral hip muscles.
Telling patients that quadriceps weakness is the source of their pain is a disservice to them
and detrimental to the credibility of our profession. Do NOT perform long-arc quadriceps
exercises on patients with knee strength impairments. Long-arc quads are included in
many old TKR protocols as well as other exercise programs. This increases unhealthy
patellofemoral compression at mid arc and should be avoided. Closed chain is always
better for ambulatory patients.

63.6% (7)

Don’t just do 3 sets of 10 repetitions of exercises without first assessing the patient’s maximal
capacity to lift weights when strength training older adults. Systematic reviews show that
high-intensity strength training shows large effects for increasing strength and some
functional abilities such as rising from a chair, and moderate effects for improving gait
speed. Not assessing intensity of exercise often can lead to underdosing of intensity and,
therefore, produce less gains in strength and function. Don’t do weighted (3 sets of 10
repetitions) exercise based on a manual muscle test grade.

63.6% (7)

Don’t overutilize passive modalities. The overuse of passive modalities (for example, heat
therapy) has limited evidence for their use while encouraging passivity among patients and
increasing costs. Don’t use more than one physical agent without documented
justification. Many physical agents have similar physiologic effects. The use of more than
one can be duplicative.

63.6% (7)

Don’t diagnose lumbar instability or create a stabilization exercise program without using
clinical prediction rules. Clinical prediction rules provide greater evidence for the presence
of lumbar instability and response to treatment.

54.5% (6)

Don’t treat spine pain only based on MRI evidence. Physical therapists should be treating
based on a patient’s subjective and objective findings. Special tests (ie, MRI) do not always
match up with physical findings/symptoms.

54.5% (6)

Don’t use craniosacral techniques or ”zero balancing.“ Predicated on nonsense. There is no
fundamental plausibility of a mechanism of effect. This is magic thinking.

54.5% (6)

Don’t use thermal modalities such as heating pads and paraffin wax for patients with
lymphedema. Don’t apply/use thermal modalities such as heating pads or paraffin wax on
the affected area for patients with lymphedema. Heat modalities used on a patient with or
at risk for lymphedema is a relative contraindication. Don’t use thermal physical agents for
lymphedema.

54.5% (6)
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Don’t use therapeutic ultrasound for frozen shoulders. It doesn’t work or add anything to the
rest of the plan of care. Mobilizations and therapeutic exercises do work pretty well, and
ultrasound does not add anything to their benefit. Don’t use ultrasound to treat shoulder
pain. We have not been able to establish its effectiveness despite numerous studies. Do not
use therapeutic ultrasound in the treatment of adhesive capsulitis. Use of therapeutic
ultrasound in the treatment of adhesive capsulitis has been shown to decrease the
likelihood of improvement. Don’t use ultrasound as a treatment modality for adhesive
capsulitis. Studies show there is not a significant improvement between patients with
adhesive capsulitis receiving ultrasound and placebo. No difference in pain level or
Shoulder Pain and Disability Index (SPADI) or 36-Item Short-Form Health Survey (SF-36)
scores.

54.5% (6)

Don’t use wet-to-dry dressings in wound management. The use of wet-to-dry dressings
comes from the concept that allowing dressing to dry on a wound leads to mechanical
debridement as the dressing is removed. This is very nonselective debridement and
traumatizes the wound bed. In addition, it is extremely painful to the patient. Modern
wound management provides a broad variety of dressing options that are more wound
friendly and selective in their debriding properties.

54.5% (6)

Don’t recommend bed rest for acute or chronic low back pain. 54.5% (6)

Don’t use CPMs (continuous passive motion devices) when the person is able to be mobile. 45.5% (5)

Don’t get a radiograph for first episode of back pain that was not due to trauma.
Radiographs rarely add value in these situations and expose individuals to unnecessary
radiation.

45.5% (5)

Don’t accept spinal manipulation as the only treatment for joint or spinal pain. An
International Spine and Pain Institute continuing education course included this quote,
”There is not one shred of evidence that spines are out of place . . . and, therefore, not one
shred of evidence that adjustments are putting them back in place.“

45.5% (5)

Don’t use neuromuscular electrical stimulation (NMES) for Bell palsy. Facial muscle exercises
with a mirror have been shown to be more effective. Physical therapy for Bell palsy does
not increase the percentage of people who recover; however, those who receive physical
therapy recover at a faster rate.

45.5% (5)

Don’t base therapy frequency and duration solely on Resource Utilization Group levels and,
therefore, the amount Medicare reimburses. Basing therapy solely on how much money is
to be paid is at best grossly unethical. Unfortunately, all of the big nursing homes do this.
Don’t base the determination of skilled physical therapy necessity or the physical therapy
treatment plan on insurance visit restrictions or authorization limitations. Physical therapists
are required to base physical therapy treatment recommendations on their evaluation in
consideration of the unique conditions of the patient, not third-party reimbursement.

45.5% (5)

Don’t use over-the-door cervical traction devices as an intervention for cervical radiculopathy.
Vertically lifting a 10- to 12-lb head with a 5- to 8-lb water bag over-the-door traction
device will provide no distraction or decompression forces to cervical disks or foraminal
spaces. Supine traction will provide posterior movement segment distraction.

45.5% (5)

Don’t use the canalith repositioning maneuver (CRM) for the treatment of vertigo without
full vestibular evaluation confirming benign paroxysmal vertigo (BPPV). There are many
causes of vertigo, and many are successfully treated by physical therapy. The most
common cause is BPPV, for which the appropriate treatment is CRM. The second most
common cause is peripheral vestibular hypofunction, for which CRM is not necessarily
indicated. It is important that a good vestibular workup be performed to identify the cause
of vertigo so that appropriate and effective treatment is initiated.

45.5% (5)

Don’t ignore patient input when prescribing exercises. The results of the study by Sluijs et al,f

showed that the 3 main factors related to nonadherence were (1) the barriers patients
perceive and encounter, (2) the lack of positive feedback, and (3) the degree of
helplessness.

36.4% (4)

Don’t perform electrical stimulation as a stand-alone treatment for stress urinary
incontinence. There is insufficient evidence to judge whether electrical stimulation is better
than no treatment or placebo treatment for women with stress urinary incontinence.

36.4% (4)
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Don’t forget to screen, when indicated, for cardiovascular disease risk factors such as past
medical history, heart rate, respiration rate, and blood pressure. Although physical
therapists cannot participate in comprehensive screening for cardiovascular disease risk
factors (eg, blood testing), screening for body mass index (BMI), heart rate, and blood
pressure are crucial to clinical practice (Lloyd-Jonesg), which indicates that as physical
therapists move toward independent practice, they should participate in these screening
procedures.

36.4% (4)

Don’t use ultrasound to reduce pain and swelling following an acute ankle sprain. Five trials
comparing US with sham US have shown no measurable treatment effect for pain or
swelling. Don’t use therapeutic ultrasound to treat acute ankle sprains. Ultrasound has not
been demonstrated to improve function for people with acute ankle sprains. The pattern
demonstrated by studies of US for orthopedic conditions is that it is not effective except in
very select conditions. We are wasting valuable health care dollars providing ultrasound for
acute ankle sprains.

36.4% (4)

Don’t use ultrasound for the treatment of chronic pain. Numerous studies show no
significant benefit from ultrasound in the treatment of chronic musculoskeletal pain. Claims
of increased healing time or circulation are unfounded and best addressed with active
movement.

36.4% (4)

Don’t use aggressive (pain-producing) stretching in patients with early-stage adhesive
capsulitis. Patients are often referred for physical therapy in the inflammatory stages of
adhesive capsulitis. Stretching and mobilization during this phase, if too aggressive, can
increase symptoms and delay recovery.

36.4% (4)

Don’t utilize whole body vibration as an addendum to exercise training. Studies comparing
strength training with vibration with strength training alone find no additional benefit to
vibration, and the machines are very expensive.

36.4% (4)

Don’t withhold physical therapy for critically ill patients on ventilatory support. The
debilitating and persistent effects of intensive care unit (ICU)–acquired delirium and
weakness warrant testing of prevention strategies.

36.4% (4)

Don’t provide physical therapy care without systematically measuring outcomes. The practice
of physical therapy relies on the objective measurement of physical impairments and
functional limitations. This allows adequate understanding of a patient’s condition and the
ability to monitor objective improvements. Without objective measurements, we are unable
to determine the effectiveness of our interventions.

36.4% (4)

Don’t do dry needling until there is more ”grade A“ evidence supporting this intervention.
Evidence-based practice has been the growing strength of the physical therapy profession
and an important focus of our professional integrity. Yet, many physical therapists are
applying this new intervention without the quality of supportive evidence the profession
has demanded. Why hasn’t APTA supported a controlled double blind studies on this
intervention?

27.3% (3)

Don’t use osteopathic approach to diagnose possible sacroiliac joint (SIJ) dysfunction because
tests of symmetry and motion are not reliable or valid. Little evidence that any tests of
motion and symmetry reliably or validly determine who has SIJ dysfunction, and one study
suggested that SIJ manipulation does not alter joint position even though clinicians felt a
change in position occurred.

27.3% (3)

Don’t use passive modalities greater than 50% of the time for low back pain. Patients who
have modalities greater than 50% of the time have significantly lower outcomes and
increased utilization of resources than patients who are treated with active interventions.
Don’t use passive modalities in the treatment for patients with back pain. In patients with
acute low back pain, passive thermal and electrical modalities have do not provide clinical
benefit but are associated with increased future health care costs.

27.3% (3)

Do not use transcutaneous electrical nerve stimulation (TENS) in the treatment of low back or
cervical pain. No good evidence to support the use of this modality to control or decrease
pain for low back or cervical pain. This is an unnecessary procedure to bill for in these
types of patients.

27.3% (3)
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Do not discharge a patient with stroke to home without assessment of patient and families/
caregivers to determine their needs and readiness for information and education, training,
psychosocial support, and health and social services. Stroke is a life-altering event that may
require an extended recovery period and often leaves patients with ongoing functional
impairments. Increasingly, families and informal caregivers are expected to take on tasks
and responsibilities that require knowledge and skills that may be beyond their scope. This
increases the caregiver burden, which often results in depression among caregivers of
patients with stroke (as high as 60% has been reported).

27.3% (3)

Do not use robotic-assisted gait training (RAGT) to treat gait impairment in people who can
walk 10 m unassisted. Robotic-assisted gait training is shown to be beneficial for people
who are unable to walk or walk with significant assistance. It is not beneficial in improving
gait in people who already ambulate without assistance.

27.3% (3)

Don’t use therapeutic ultrasound to treat carpal tunnel syndrome. Ultrasound has not been
demonstrated to improve function for people with carpal tunnel syndrome. The pattern
demonstrated by studies of US for orthopedic conditions is that it is not effective except in
very select conditions. We are wasting valuable health care dollars providing ultrasound for
carpal tunnel syndrome.

27.3% (3)

Do not use ultrasound to identify tibial stress fracture. Ultrasound combined with visual
analog pain scale is not sensitive for identifying tibial stress fractures.

27.3% (3)

Don’t provide pelvic-floor muscle instruction by verbal or written instruction only. Study has
shown that only 50% of the patient population will perform them properly, and 25% will
perform the exercises in a way that could cause or increase incontinence.

27.3% (3)

Don’t have patients perform exercises in the clinic without close supervision and instruction,
particularly if the exercises can be done at home. This undermines our skills as physical
therapists.

18.2% (2)

Patient should see physical therapist prior to magnetic resonance imaging (MRI) for
musculoskeletal issues. In New Zealand, a patient having musculoskeletal pain must see a
physical therapist prior to seeking MRI. I agree with this practice since MRI does not show
a body in movement and holds about 30% interrater reliability and may lead to more
invasive intervention not clinically relevant to problem. Physical therapists should be
primary care providers to musculoskeletal issues and through differential diagnosis will
know when to ask for imaging. Some insurance companies are already putting this into
practice and recognize cost savings.

18.2% (2)

Don’t use the myofascial release paradigm to diagnose or treat/educate patients. There is
mildly positive low-quality evidence regarding efficacy of treatment. The attribution of
causality for the patient’s discomfort is tenuous at best and can create an illusion of
knowledge on the part of the practitioner where none exists.

18.2% (2)

Do not treat the sacroiliac joints for posterior dysfunctions and up-slips. The ilial tuberosities
prevent primary posterior rotation and up-slips of the innominates on the sacrum. The
primary sacroiliac dysfunction is always anterior with a subluxation and fixation at S3
sacral. These are always corrected with a posterior rotation of the innominates on the
sacrum with immediate relief of pain.

18.2% (2)

Don’t use manual therapy consistently for patients with fibromyalgia. Manual therapy may be
poorly tolerated in cases of central sensitization. Ongoing passive therapy maintains
medical dependence vs independence. Patients respond better to active rehabilitation with
behavioral medicine approaches.

18.2% (2)

Don’t perform internal pelvic-floor evaluation and treatment without informed consent.
Patients should give informed consent for any treatment secondary to litigious risk;
however, it is especially important in a pelvic health population due to the nature of the
work and with the potential of patients having a traumatic sexual history.

18.2% (2)

Don’t forget to test for related thoracic spine and rib cage tissue restrictions in patients with
cervical spine, shoulder, and lumbar spine complaints. Scientific evidence suggests that
mid-back restrictions can contribute to cervical spine (Walser et al,h Lau et al,i Ferreira
et al,j Casanova-Mendez et alk), shoulder (Strunce et al,l Boyles et alm), and lumbar spine
(de Oliveira et aln) complaints.

18.2% (2)

Don’t use phonophoresis. Phonophoresis is not effective. It is not being used routinely in my
experience.

18.2% (2)

Don’t use biofeedback as a stand-alone treatment for fecal incontinence. Based on current
evidence, no first choice treatment can be determined.

18.2% (2)
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Don’t prescribe modalities such as ultrasound or electrical stimulation for chronic LBP. These
modalities have failed to assist in the rehabilitation process and actually tend to interfere
with the patient’s progress. Patients become too reliant on these modalities when there is a
mountain of evidence supporting therapeutic exercise in the treatment of chronic LBP.
Don’t use ultrasound for low back pain. After decades of research and countless clinical
trials, no good-quality study has demonstrated a clinically significant benefit of US for any
musculoskeletal condition. Don’t use therapeutic ultrasound to treat lumbar spine
conditions. Not only has ultrasound not been shown to provide patients with benefit, but
many other interventions do provide benefit. We are wasting valuable health care dollars
providing ultrasound for lumbar spine conditions.

18.2% (2)

Don’t put patients with venous insufficiency ulcers into a whirlpool. Patients with venous
insufficiency ulcers experience venous hypertension. Placing them in warm water in a
dependent position further complicates the problem, not to mention having the potential
to cause cross-contamination.

18.2% (2)

Don’t perform static postural assessment for patients with musculoskeletal pain (especially
low back pain). There is very little evidence to support the continued practice of static
postural assessment for identifying ”pathology“ or guiding treatment decisions for
musculoskeletal pain. Our profession continues this practice because it is rooted in our
history, not supported by evidence.

18.2% (2)

Do not skip measuring gait speed in any setting for ambulatory patients. It is the sixth vital
sign and an excellent indicator for frailty or falls risk or just to measure progress with gait.

18.2% (2)

Don’t apply/use orthosis for patients with stroke or with acute (condition). The use of an
orthosis too soon, except when needed for patient safety, moves patient in compensatory
or passive role instead of emphasis on facilitatory and more active recovery of acute or
subacute neurological loss.

18.2% (2)

Don’t automatically put patients on hold for physical therapy if they have a femoral catheter
(arterial, venous, dialysis . . . ).

18.2% (2)

Don’t provide physical therapy interventions without prescribing a specific dose based on the
patient’s condition and the best available evidence. Physical therapy interventions should
be provided at dosages described in the literature as being the most efficacious for a
specific condition or impairment. When therapy is not provided at an optimal dose, the
effectiveness of the intervention is in question.

18.2% (2)

If the patient, with exception of acute above-knee amputation/below-knee amputation (AKA/
BKA) with increased exudate, has increased edema/swelling of the lower extremities, ace
wrapping should not be the standard for compression. Ace bandages do not provide the
resistance needed to promote venous return.

18.2% (2)

Don’t continue working on shoulder elevation when painful unless you increase rotation
range of motion first. If the patient is lacking shoulder rotation, especially external rotation,
you are causing further damage and inflammation to the joint.

9.1% (1)

Don’t promote fear-avoidance beliefs and catastrophizing in patients with spinal pain by
reinforcing the misconception that ”instability“ is a frequent primary origin of spinal pain.
Evidence suggests that contemporary perceptions of spinal instability are misrepresentative
of reality (Mulhollando) and that both fear (Rainville et alp) and catastrophizing (Wertli et
alq) can play significant roles in impeding recovery in patients with lower back pain.

9.1% (1)

Don’t ice an injury, even after surgery. Directly from Dr Mirkin (coined R.I.C.E.): Applying ice
to reduce swelling actually delays healing by preventing the body from releasing IGF-1. Ice
keeps healing cells from entering injured tissue. Anything that reduces inflammation
reduces healing. Ice also reduces strength, speed, endurance, and coordination.

9.1% (1)

Do not use transcutaneous electrical nerve stimulation (TENS) for long-term pain
management. Habituation to TENS is a known result, making it ineffective or less effective
for long-term or chronic pain management. Some insurance companies require “chronic
pain” to be the reason for the unit, which is countered by this argument.

9.1% (1)

Don’t apply ”therapeutic ultrasound“ to patients with lower extremity musculoskeletal
conditions. Numerous studies show that outcomes with ”therapeutic ultrasound“ are no
better than with sham ultrasound for patients with lower extremity musculoskeletal
conditions.

9.1% (1)

Don’t forget to screen for “red flags” when evaluating a patient or as indicated on an
ongoing basis. Screening for red flags is crucial to safe clinical practice (Sizer et alr).

9.1% (1)
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Don’t look at pelvic symmetry when assessing the lumbar spine and sacroiliac joint (SIJ). Now
we know the gold standard for SIJ examination is provocation testing, yet many physical
therapists are still assessing pelvic symmetry.

0.0% (0)

Don’t forget to screen for pelvic girdle origins of symptoms believed to arise from lumbar,
hip, pelvic, and thigh regions. Understanding pain referral patterns helps clinicians properly
consider all potential regional contributors to a patient’s symptoms. In the case of common
musculoskeletal complaints seen by physical therapists such as pelvic, buttock, and thigh
pain, the pelvic girdle must be considered as an origin of symptoms (Pastor and Katzmans).

0.0% (0)

a Guyatt GH, Akl EA, Crowther M, et al; for the American College of Chest Physicians Antithrombotic Therapy and Prevention of Thrombosis Panel. Executive
Summary: Antithrombotic Therapy and Prevention of Thrombosis, 9th ed. American College of Chest Physicians Evidence-Based Clinical Practice Guidelines.
Chest. 2012;141(2 suppl):7S–47S.
b van der Windt DA, van der Heijden GJ, van den Berg SG, et al. Ultrasound therapy for musculoskeletal disorders: a systematic review. Pain. 1999;81:257–
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review. Foot (Edinb). 2010;20:133–139.
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i Lau HM, Wing Chiu TT, Lam TH. The effectiveness of thoracic manipulation on patients with chronic mechanical neck pain: a randomized controlled trial.
Man Ther. 2011;16:141–147.
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Tabulation of Work Group Responses After Round 5 of Voting

Responses Received: 9/9

Please select up to 5 items for inclusion on APTA’s Choosing Wisely list:

Response Count Percentage

1. Don’t use continuous passive motion machines for the postoperative management of
patients following uncomplicated total knee replacement.

7 77.8

2. Don’t recommend bed rest following diagnosis of acute deep vein thrombosis (DVT) unless
significant medical concerns are present.

7 77.8

3. Don’t use whirlpool for wound management. 4 44.4

4. Don’t use constraint-induced movement therapy (CIMT) in patients with stroke who do not
meet the minimal movement criteria of wrist and finger movement.

2 22.2

5. Don’t use the overhead pulleys in the treatment of hemiplegic upper extremities after stroke
unless care is taken to ensure appropriate patient shoulder girdle alignment and function
during the treatment.

5 55.6

6. Do not prescribe exercise or physical activity to patients without assessment and continued
monitoring of physiologic measures.

5 55.6

7. Don’t perform ultrasound for clinically important long-term outcomes in spinal or peripheral
conditions unless the patient has calcific tendinitis.

1 11.1

8. Don’t use Homans sign to evaluate patients suspected of deep venous thrombosis. 8 88.9

9. Don’t use manual muscle test grades to establish the intensity of a strength training
program for older adults.

2 22.2

10. Do not routinely use physical agents as the only treatment for musculoskeletal dysfunction. 4 44.4

Should the items below remain on the list? Vote “no” to remove any item(s) that you believe do not meet
the criteria and should not be included on APTA’s list. Briefly explain your rationale for removing the
item in the comment section.

1. Don’t use continuous passive motion machines for the postoperative management of patients follow-
ing uncomplicated total knee replacement.

Response Count Percentage

Yes 7 77.8

No 2 22.2%

2. Don’t recommend bed rest following diagnosis of acute deep vein thrombosis (DVT) unless significant
medical concerns are present.

Response Count Percentage

Yes 9 100

No 0 0.0

3. Don’t use whirlpool for wound management.

Response Count Percentage

Yes 7 77.8

No 2 22.2
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4. Don’t use constraint-induced movement therapy (CIMT) in patients with stroke who do not meet the
minimal movement criteria of wrist and finger movement.

Response Count Percentage

Yes 6 66.7

No 3 33.3

5. Don’t use the overhead pulleys in the treatment of hemiplegic upper extremities after stroke unless
care is taken to ensure appropriate patient shoulder girdle alignment and function during the treatment.

Response Count Percentage

Yes 9 100

No 0 0.0

6. Do not prescribe exercise or physical activity to patients without assessment and continued moni-
toring of physiologic measures.

Response Count Percentage

Yes 7 77.8

No 2 22.2

7. Don’t perform ultrasound for clinically important long-term outcomes in spinal or peripheral con-
ditions unless the patient has calcific tendinitis.

Response Count Percentage

Yes 2 22.2

No 7 77.8

8. Don’t use Homans sign to evaluate patients suspected of deep venous thrombosis.

Response Count Percentage

Yes 9 100

No 0 0.0

9. Don’t use manual muscle test grades to establish the intensity of a strength training program for older
adults.

Response Count Percentage

Yes 5 55.6

No 4 44.4

10. Do not routinely employ physical agents as the only treatment for musculoskeletal dysfunction.

Response Count Percentage

Yes 5 55.6

No 4 44.4
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