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R. Charles Harker, Esq,
Policy Maker Award

LAMPLighter Award

Dr. Ronnie Leavitt Award for 
Leadership in the Promotion of 

Social Responsibility in Physical 
Therapy

HPA The Catalyst Technology
and Innovation Award

2019 Awardee
Celia Pechak, PT, PhD

2019 Awardee
Linda John, PT

2019 Awardee
Beth Sarfaty, PT, MBA2019 Awardee

Matt Elrod, PT, DPT, MEd, NCS

Nominate a Colleague at aptahpa.org/awards by Nov. 15

HPA The Catalyst has several awards to honor and acknowledge members who have 
committed their careers and lives to enhancing physical therapy practice and its access. 
Honor those special physical therapy professionals in the Section by nominating them for 
a 2020 award. Nominations open next month; start thinking about your nomination today! 

Visit the HPA The Catalyst website to learn about each award and nomination criteria.
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Dianne V. Jewell, PT, DPT, PhD, FAPTA
LETTER FROM THE 

MANAGING EDITOR

Tending Our Professional Garden

Many of you may be gardeners with real talent. Alas, I can’t count myself among you. 
I can keep a houseplant or two alive, but no one is going to look in my yard and say 
“Wow, that could be on the cover of a magazine!” My gardening is in the professional 

sense – teaching, mentoring, leading, restoring, adapting, developing, and writing. My goal is 
to honor my mother’s mantra to leave a place or situation “better than you found it,” a dictum I 
remember hearing at the age of four. Managing this journal is one of the many ways I’ve found to 
accomplish this mission.

If our professional minds are the fertile ground to till, then scientific journals supply the seeds 
to grow our knowledge base. Many will not take root or produce truly useful information. 
Nevertheless, our commitment to life-long learning drives us back to our professional garden day 
after day with the hope that there is something new to nourish our understanding and magnify 
our impact. If you are reading this letter, you have declared your arrival back in the HPA the 
Catalyst green space, and it’s my job to give you a tour. I’ll leave it to you to select which virtual 
image your garden takes. I myself am partial to the abundant and fragrant English versions.

As your docent for this walkabout, I’m delighted to present you with some new seeds in the ground of our understanding about professional 
engagement in physical therapy. Osbourne and Hartley’s qualitative study produced the first consensus definition and seven indicator 
behaviors of this concept specific to our profession. This work strives to move us beyond reliance solely on professional standards to an 
intrinsically motivated higher commitment to society that can be shaped and nurtured through purposeful professional development. 

Guy and Lebec, on the other hand, expand the plot where knowledge about physical therapist practice in the emergency department 
(EDPT) grows. This descriptive study is the first effort to understand operational, service delivery and patient characteristics across 
multiple EDPT programs across the U.S. These authors have extended the available literature beyond individual case reports and studies 
originating in other countries. In doing so, we have an improved sense of how much this formerly “niche” practice area has taken root in 
our professional repertoire.

Both articles provide the basis for future efforts to grow our knowledge base. These and other investigators must add to and tend these 
areas of the garden to make them really flourish. For now, stay a moment and soak in this new growth. With any luck you can do so 
outside on a sunny day with a minimum of allergy-inducing greenery in range!

Happy spring.

Dianne V. Jewell, PT, DPT, PhD, FAPTA

PTJ-PAL Managing Editor
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LEADERSHIP

Professional Engagement: A Consensus Definition and 
Key Indicator Behaviors for Physical Therapists

Raine Osborne, PT, DPT, EdD
Brooks Rehabilitation Institute of Higher 
Learning | Jacksonville, FL

University of North Florida Brooks College of 
Health, Doctor of Physical Therapy Program
Jacksonville, FL

Gregory W. Hartley, PT, DPT
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Corresponding Author:
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Design. Modified Delphi technique

Objectives. This study aimed to develop a consensus definition and identify key indicator 
behaviors of professional engagement in the physical therapy profession.

Background. Engagement is associated with positive outcomes in the healthcare industry. 
Recommendations to better contextualize engagement led to interest in various loci of 
engagement such as one’s profession. A definition of professional engagement and associated 
behaviors has been identified for pharmacists, but it is unclear if physical therapists hold a 
similar perspective.

Methods and Measures. Thirty physical therapists recognized for contributions to the profession 
served as an expert panel. Panelists participated in a 3-round Delphi process. In round 1, 
constructs to be included in a definition and potential indicator behaviors were identified. 
In round 2, panelists indicated agreement or revision recommendations for a draft definition 
and rated perceived relative value of potential indicator behaviors. In round 3, agreement with 
the revised definition and resulting key indicator behaviors was determined. An opportunity 
to recover a behavior that did not make the list was also provided.

Results. A 75% to 85% response rate was achieved for each round. Ninety-two and 96% 
agreement was achieved for the proposed definition and list of 6 key indicator behaviors 
respectively, exceeding the a priori consensus threshold of 70% in both cases. Six panelists 
recommended adding the same behavior to the list of key indicator behaviors bringing the 
final number to 7 behaviors. 

Conclusion. A consensus definition and key indicator behaviors of professional engagement 
may be useful in furthering the understanding of physical therapists’ professional identity 
formation. Results from this study may be used to develop a measure of professional 
engagement and further investigate associated antecedents and outcomes.

Approval. This study was approved by the University of Miami Miller School of Medicine 
IRB

Funding. No funding was received in support of this research
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Introduction
Engagement at work is positively associated 
with a numerous desirable factors such 
as passion, organizational commitment, 
professional growth and development, 
patient satisfaction, job performance, 
and reduction in burnout risk.1-5 Prior 
research on engagement among healthcare 
workers has largely focused on work 
engagement, which is defined as a “positive, 
fulfilling, work-related state of mind that 
is characterized by vigor, dedication, and 
absorption.6 Work engagement places 
the focus on one’s organization and 
the job duties that are performed on a 
routine basis, presuming a universal level 
of engagement in one’s work. A recent 
systematic review by Bailey et al.7 calls for 
greater contextualization of engagement 
and suggests that individuals’ may be 
more or less engaged in different aspects 
of their work. In other words, engagement 
may not be a universal characteristic of an 
individual; rather an individual may have 
specific loci, or targets, of engagement.

The research surrounding loci of engagement 
is very limited, and no list of various loci 
has been published. In the healthcare 
context, engagement in one’s profession has 
been suggested as potentially meaningful 
locus of engagement.8,9 Understanding 
what professional engagement represents 
and how it can be measured may be useful 
for studying professional development, 
identifying strategies to increase the level of 
professional engagement among novice and 
experienced healthcare professionals, and 
combating burnout if positive behaviors 
can be leveraged.

In a longitudinal study of novice physical 
therapists, Hayward and colleagues10 

identify professional engagement as a way 
of “generating meaning from experiences 
through purposeful interactions, 
personal identification with knowledge 
generated through experience, a voluntary 
commitment to learning, becoming a 
professional in a discipline such as physical 
therapy, and developing professional 
identity.”(p. 371) Although conceptually 

consistent with the engagement literature, 
this definition was not empirically 
derived and may or may not represent 
the perspective of the physical therapy 
profession more broadly. In the pharmacy 
profession, Miklich and colleagues9 used 
a Delphi technique to develop a consensus 
definition of a professionally engaged 
pharmacist as one who “thinks and behaves 
in ways that positively affect patients' health 
and advance the profession's values and 
societal mission”.(406) A consensus list of key 
behaviors representative of engagement in 
the pharmacy profession was also developed. 
The extent of similarity or difference in beliefs 
and behaviors representative of engagement 
among various healthcare professions is 
currently unknown. Using a similar Delphi 
technique, this study aims to develop 
a definition and identify key indicator 
behaviors of professional engagement in the 
physical therapy profession.

Methods
A modified Delphi process similar to 
the procedures used by Miklich et al.9 
was used to reach a consensus definition 
and identify key indicator behaviors of 
professional engagement in the physical 
therapy profession. An expert panel of 
exemplar, professionally engaged physical 
therapists were identified and invited to 
participate in a 3-round Delphi process 
designed to: (1) identify core constructs 
and behaviors associated with professional 
engagement, (2) seek agreement on a 
definition and key indicator behaviors, and 
(3) determine consensus on the definition 
and key indicator behaviors of professional 
engagement. Procedures for this study 
were approved by the University of Miami 
Internal Review Board. 

Expert Panel Selection

The expert panel for this study was 
generated via invitations sent to physical 
therapists who have been actively involved 
in multiple professional activities (e.g., 
service, research, clinical practice, 
education, and advocacy) and who have 
received recognition for their professional 
contributions (e.g., honors or awards 

from a physical therapy professional 
association). A requirement for active 
involvement within the last 5 years was also 
applied as a way to select for currency of 
knowledge about the profession. Potential 
panel members were identified through 
the lists of honors and awards recipients 
listed on the American Physical Therapy 
Association (APTA) website (www.apta.
org/HonorsAwards/). An initial list of 55 
potential panel members was identified 
representing a diverse distribution of 
characteristics such as age, practice area, 
professional contributions, and geographic 
location. The two authors narrowed that 
list to 40 through a consensus process. 
Invitations were sent out via email until an 
a priori target of 30 participants agreed to 
participate. Panels of 15 to 30 participants 
are recommended when all panelists are 
from the same profession.11

Round 1 - Identification of Constructs and 
Behaviors

During round 1, panelists were asked 
to review a list of seven definitions of 
engagement representing the range of 
operational definitions identified in a 
scoping review of the literature associated 
with this study (unpublished). Panelists 
were then given a list of 19 constructs 
extracted from the definitions and asked 
to rate their level of agreement with each 
construct as an aspect of professional 
engagement in the physical therapy 
profession using a 0-10 numeric rating 
scale (NRS; 0 = completely disagree; 10 
= completely agree). Panelists were also 
asked to provide any additional constructs 
they thought should be included in a draft 
definition of professional engagement in 
physical therapy. 

Next, panelists were given a list of 16 
behaviors considered possible indicators of 
physical therapists who are professionally 
engaged. These behaviors were based on the 
results from prior studies focused on the 
pharmacy profession8,9 and behaviors the 
authors considered potentially indicative of 
professionally engaged physical therapists. 
Panelists were asked to rate their level of 
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agreement with each behavior as being 
representative of a professionally engaged 
physical therapist using the same 0-10 NRS. 
An opportunity to list additional indicator 
behaviors for consideration was also provided.

In the final procedures for round 1, the 
authors analyzed the results from the 
submitted surveys, drafted a definition of 
professional engagement, and identified 
the indicator behaviors receiving the 
highest level of agreement from the 
panelists. Descriptive statistics were used 
to identify natural thresholds in the scoring 
that distinguished groupings of definition 
constructs and behaviors.9 Constructs 
receiving a score above the median score 

were initially retained for inclusion in the 
definition. Upon further review, the authors 
identified overlap in the retained constructs 
and determined that the statements scoring 
in the upper quartile provided appropriate 
representation of the most agreed upon 
constructs and were therefore used to 
draft a more parsimonious definition of 
professional engagement. Behaviors with 
a score above the median score for all 
behaviors were retained for consideration 
as key indicator behaviors in round 2. 
Comments provided by panelists were also 
considered in drafting the definition and 
revising or adding indicator behaviors. 

Round 2 - Seeking Agreement on Definition 

and Key Indicator Behaviors

In round 2, the panelists were asked to 
review the draft definition of professional 
engagement developed by the authors 
and then indicate if they agreed with the 
definition as is, generally agreed but had 
recommendations for revision, or disagreed 
with the definition. Recommendations for 
revision were sought from panelists who 
had indicated the need for revision or 
disagreed with the draft definition.

After reviewing the draft definition, 
panelists were asked to provide a value 
rating for the potential indicator behaviors 
retained from round 1. Consistent with the 
procedures used by Miklich et al.,9 panelists 

Characteristic N (%)
Female 19 (63.3%)
Male 11 (36.7%)

Education
BS (PT) 10 (33.3%)

DPT 20 (66.7%)
PhD, EdD, DHSc 15 (50%)
Board-Certified Clinical Specialist 11 (36.7%)

Leadership
President of a physical therapy organization (APTA*, Academy, Section, or Chapter)‡ 14 (46.6%)
Board member of the APTA‡ 9 (30%)
Board member of a component of the APTA (Academy, Section, Chapter)‡ 22 (73.3%)
Chief Delegate to the APTA House of Delegates‡ 10 (33.3%)
Delegate to the APTA House of Delegates‡ 20 (66.7%)
Foundation for Physical Therapy Trustee 4 (13.3%)
Business/Corporation CEO† or Academic Dean 7 (23.3%)
Other elected office at a national level‡ 8 (26.7%)

Awards (National Level, APTA)
Catherine Worthingham Fellow of the APTA 19 (63.3%)
Lucy Blair Service Award 20 (66.7%)
Moffat Leadership Award 2 (6.7%)
Mary McMillan Lecturer 2 (6.7%)
John H. P. Maley Lecturer 3 (10%)

Table 1.

*APTA: American Physical Therapy Association, †Chief Executive Officer, ‡ Elected positions 

Panel demographics (N = 30)
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were asked to distribute 100 points among 
the behaviors such that all 100 points had 
to be assigned and no single behavior could 
receive more than 30 points. Behaviors 
with a score above the median score for all 
behaviors were retained as key indicator 
behaviors.

Round 3 - Determine Consensus on 
Definition and Key Indicator Behaviors

In round 3, the panelists were asked to 
review a revised definition of professional 
engagement and indicate if they agreed 
or disagreed. An a priori threshold of 70 
percent agreement was used to indicate 
consensus.11

After indicating agreement or disagreement 
with the definition, panelists were asked to 
review the list of key indicator behaviors 
as determined in round 2. Behaviors 
falling below the retention threshold were 
also provided and panelists were asked to 
indicate if they agreed with the key indicator 
behavior list as is, or if there was a below-
threshold behavior they thought should 
be restored. Behaviors receiving multiple 
recommendations for inclusion as a key 
indicator were reviewed by the authors 
and a determination was made based on 
the number of panelists recommending 
restoration and the overall fit with the other 
key indicators.

Results
Panelists Characteristics

Forty invitations to participate were 
distributed to achieve the target 30 member 
expert panel, resulting in a 75% response 
rate for round 1. Panelist demographics 
are described in Table 1. Sixty-three 
percent of panelists were female. Two-
thirds (20/30) of panelists had a clinical 
doctorate in physical therapy (DPT), one-
half (15/30) had an academic doctorate 
(PhD, EdD, DHSc), and slightly more than 
one-third (11/30) were board-certified in 
a specialty area of practice. Nearly three-
quarters (22/30) of panelists had been 
a board member of a component of the 
APTA and 47% (14/30) had been president 
of a physical therapy organization. Two-

thirds (20/30) had been a Delegate to the 
APTA House of Delegates, and one-third 
(10/30) were Chief Delegates. Nearly a 
quarter (7/30) of panelists were business 
or corporate chief executives or academic 
deans, and 27% (8/30) had been elected to 
a national-level office in a professional (PT) 
organization. Sixty-three percent (19/30) 
were Catherine Worthingham Fellows of 
the APTA, and 67% (20/30) had received 
the Lucy Blair Service Award in recognition 
of exceptional contributions to the APTA. 
Two panelists (6.7%) were Mary McMillan 
Lecturers, 3 (10%) were John H. P. Maley 
Lecturers, 4 (13.3%) were current or past 
Trustees of the Foundation for Physical 
Therapy, and 2 (6.7%) were recipients of the 
APTA Moffat Leadership Award. 

Round 1 - Identification

Six constructs achieved a score in the upper 
quartile (Table 2) indicating panelists’ 
general agreement in the importance 
of these constructs to the definition of 
professional engagement. Based on these 
results, and additional comments provided 
by panelists, the following draft definition 
was developed by the authors: “Professional 
engagement in the physical therapy 
profession is a personal sense of fulfillment 
from being a physical therapist expressed 
as enthusiasm and dedication towards 
behaviors that advance the profession and 
positively impact patients’ lives”. 

Nine behaviors achieved a score above the 
median. After reviewing panelists’ comments, 
1 additional behavior was added to the list 
and 2 of the initial behaviors were determined 
to contain dual constructs and were therefore 
separated; resulting in a total of 12 potential 
key indicator behaviors (Table 3).

Round 2 - Seeking Agreement

Twenty-three of the 30 panelists (76.7%) 
responded to the round 2 questions 
regarding the definition of professional 
engagement. Fourteen (60.8%) agreed 
with the definition, 7 (30.4%) agreed but 
recommended revision, and 2 (8.7%) 
disagreed. Based on the comments from 
the panelists’ who recommended revision 

or disagreed with the definition, the 
authors developed the following revised 
definition: “Professional engagement in the 
physical therapy profession is a fulfilling 
and enthusiastic dedication to making a 
positive impact on the health of individuals 
and society through behaviors that advance 
the profession of physical therapy.”

Twenty-one of the 30 panelists (70%) 
responded to the round 2 questions 
regarding key indicator behaviors. Six 
behaviors achieved a score above the 
median indicating general agreement in 
the designation of the behaviors as key 
indicator behaviors (Table 3).

Round 3 - Determining Consensus

Twenty-five of the 30 panelists (83.3%) 
responded to the round 3 questions 
regarding the definition of professional 
engagement and key indicator behaviors. 
Twenty-three panelists (92%) indicated 
agreement with the definition and 24 
(96%) indicated agreement with the list 
of key indicator behaviors. The a priori 
threshold of 70% for consensus was 
exceeded in both instances. Thirteen of 
the panelists made a recommendation 
for restoring a sub-threshold behavior 
to the list of key behaviors. Six of the 13 
panelists (46.2%) recommended “Develops 
strong interprofessional relationships” 
be restored to the list of key indicator 
behaviors. As no other behavior received 
more than 3 recommendations, this was 
the only behavior restored bringing the 
final number of key indicator behaviors 
of professional engagement in physical 
therapy to 7 (Figure 1). 

Discussion
Professionalization, Professionalism, and 
Professional Engagement 

Hart et al.12 previously discussed the 
professionalization of physical therapy, 
asserting that full professionalization 
requires changes at the level of both the 
occupation and the individual. In achieving 
many of the American Physical Therapy 
Association (APTA) Vision 2020 goals for 
physical therapist education, evidence-
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based practice, and autonomous practice; 
physical therapy has solidified its legitimacy 
as a healthcare profession.13,14 As part of the 
professionalization process, the physical 
therapy profession also developed a 
definition of professionalism and associated 
core values which established the minimum 
standard of professional behavior to be 
expected of physical therapists.15,16

This current study expands on these 
standards of behavior by proposing an 
exemplary form of professionalism – 
professional engagement. Distinct to 
professional engagement is a motivation to 
engage in behaviors that make a positive 
impact on societal health and advance 
the profession because these ideals are 
fully integrated with one’s sense of self as 
opposed to conforming to behaviors out of 
obligation.9,17 Self-regulated behaviors are 
associated with greater levels of participation, 
performance and persistence, which 
supports the importance of understanding 

professional engagement to both society and 
the physical therapy profession.18,19

Link to Professional Identity and 
Professional Role Formation

The development of a professional identity 
and an expanded view of professional roles 
are central to early career professional 
development.20 Hayward10 found that 
professional development progresses 
from an inward to a more outward focus 
represented by recognition of one’s roles 
to society and the profession. In particular, 
a greater appreciation for advocacy roles 
and the importance of participation in a 
community of practice were demonstrated; 
which is consistent with the definition and 
key indicator behaviors of professional 
engagement identified in the current study. 
The concept of responsibility to society and 
the profession are captured in the last phrase 
of the definition, “…dedication to making a 
positive impact on the health of individuals 

and society through behaviors that advance 
the profession of physical therapy”, while 
advocacy roles and a community of practice 
are consistent with the 2 key indicator 
behaviors receiving the highest level of 
agreement (Table 3). Providing a definition 
for professional engagement along with key 
indicator behaviors may be beneficial in 
understanding and directing professional 
development, especially in entry-level 
students, post-professional residents and 
fellows-in-training, and early career physical 
therapists. Although only 7 of the indicator 
behaviors are identified as key indicators, 
all 12 are examples of professionally 
engaged activities and can be useful for 
educating professional (entry-level) and 
post-professional learners and in identifying 
professional development opportunities.

Assessment of Professional Engagement

In addition to providing guidance on 
professional development, the results 

Professional Engagement: A Consensus Definition and Key Indicator Behaviors for Physical Therapists

Construct Score (0-10)
Behaving in ways that advance the profession* 9.3
A sense of enthusiasm toward the physical therapy profession* 9.2
A sense of fulfillment in being a physical therapist* 9.1
Behaving in ways that positively affect patients’ health* 9.1
Characterized by one's dedication to the physical therapy profession* 9.0
A cognitive expression of self as a physical therapist* 8.9
A sense of passion for being a physical therapist 8.8
A sense of motivation to invest one's time and energy toward the physical therapy profession 8.8
Characterized by one's vigor towards the profession of physical therapy 8.8
Characterized by one's involvement in the physical therapy profession 8.7
Participation in activities that promote and advocate for the physical therapy profession 8.7
An emotional expression of self as a physical therapist 7.9
Being immersed in the physical therapy profession 7.7
Characterized by being absorbed in one's identity as a physical therapist 7.6
A sense of motivation to achieve an idealistic representation of a physical therapist 7.3
A physical expression of self as a physical therapist 7.2
A personal identification with an idealistic representation of a physical therapist 6.9
Having one's personal needs met through being a part of the physical therapy profession 6.5
The application of one's entire self towards being a physical therapist 6.0

Table 2. Engagement Constructs from the Literature and Average Score in Round 1

Note. * Items retained for inclusion in draft definition
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from this study provide a simplified model 
of exemplary professionalism that may 
be useful for developing an instrument 
to assess professional engagement. The 
APTA currently offers a self-assessment 
instrument for evaluating professionalism 
strengths and areas of growth (http://www.
apta.org/CoreValuesSelfAssessment/). 
This instrument assesses the frequency 
of participation in indicator behaviors 
associated with the core values of the physical 
therapy profession. However, this instrument 
has a large number of items with many items 
possessing a great deal of subjectivity (e.g., 
assuming responsibility for learning and 
change, demonstrating investment in the 
profession of physical therapy); making use 
in research challenging. The relatively small 
number of key indicator behaviors identified 
in this study, and the fact that each behavior 
can be objectively observed or quantified, 
supports the possible utility of an instrument 
to measure professional engagement based 
on the proposed model (Figure 1).

Measurement of professional engagement may 
be useful to multiple stakeholders related to 
the physical therapy profession. For example, 
physical therapist educators at the professional 

and post-professional level may be interested 
in understanding how a curriculum or 
educational intervention influences levels 
of professional engagement. Clinical service 
operators may be interested in understanding 
and developing employees’ level of professional 
engagement as various forms of engagement 
have been associated with employee retention, 
job performance, patient safety, and patient 
satisfaction.1,21-23 Individual physical therapists 
may also be interested in measuring their 
degree of professional engagement as a 
reflective practice activity when creating 
or evaluating a professional development 
plan. Future research is needed to confirm 
the construct validity, factor structure, and 
reliability of an instrument to measure 
professional engagement.

Limitations

Several limitations related to use of Delphi 
methodology should be considered when 
interpreting the results of this study. First, 
results from a Delphi study could be 
considered reductionist in nature as the 
panel is led to a dichotomous determination 
of agreement or disagreement; eliminating 
more nuanced views.24 An important goal of 

the present study was to reduce a complex 
construct into a definition and set of key 
behaviors that could be readily recognized 
and agreed upon by leaders in the physical 
therapy profession who exemplify the 
previously undefined concept of an engaged 
professional. The authors believe that the 
resulting definition and key indicator 
behaviors appropriately represent the 
core of what it means to be professionally 
engaged as a physical therapist while 
acknowledging individual differences 
and contextual factors may influence the 
quantity and quality of participation in 
the 7 key indicator behaviors. The authors 
also recognize that professionally engaged 
physical therapists may participate in a 
variety of unlisted behaviors that are of 
significance and benefit to society and the 
physical therapy profession.

Additional limitations include the criteria 
used to determine an expert panel and 
the definition of consensus.9 There are 
no universally applied criteria for these 
methodological decisions, making a clear 
description of the rationale important 
for interpreting the quality and results of 
a Delphi study.24 Consistent with prior 

Professional Engagement: A Consensus Definition and Key Indicator Behaviors for Physical Therapists

Construct Score (0-10)
Advocates for patients, public health and well-being, and/or the physical therapy profession* 324
Maintains membership in a physical therapy professional association* 242
Practices at the top of his or her license* 218
Regularly attends professional meetings (e.g., state and national conferences, board meetings, House of Dele-
gates)* 178

Maintains professional currency by regularly reading physical therapy/health care literature* † 167
Monitors and evaluates patient outcomes to ensure safety, effectiveness, and appropriateness of physical therapy 
interventions* 153

Develops strong interprofessional relationships* ‡ 150
Takes on leadership roles outside of the profession that increase the awareness of and promotes the physical thera-
py profession§ 149

Seeks and adopts innovations in clinical practice† 140
Openly discusses and addresses ethical dilemmas 136
Maintains professional competency by regularly attending continuing education programs† 130
Incorporates clinical practice guidelines into patient care† 113

Table 3. Items for Consideration as Potential Key Indicator Behaviors and Score in Round 2

Note. * retained as a key indicator; † single items separated into two items; ‡ reworded items; § new items based on panelists' comments
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research, this study defined an expert 
as “someone who possess the relevant 
knowledge and experience and whose 
opinions are respected by fellow workers in 
the field.”10 In addition, this study followed 
similar criteria for professional awards 
and service used by Miklich et al.9 The a 
priori determination of 70% agreement 
as the definition of consensus was aligned 
with the recommendation of de Villiers et 
al.10 Considering that the definition and 
key indicator behaviors achieved 92% 
and 96% agreement respectively with an 
83.3% response rate, the authors believe 
there is sufficient evidence to support that 
consensus was achieved.

As a final limitation, the indicator behavior 
“practices at the top of his or her license” 

may not be consistently understood within 
the physical therapy profession. This term 
is used with some frequency in other 
professions such as nursing, pharmacy, 
and speech and language pathology, and 
refers to practicing to the full extent of 
one’s education and training within the 
boundaries of judicial law.24-26 Examples of 
this in the physical therapy profession may 
be accepting patients under direct access or 
serving as part of an interprofessional team 
addressing public health concerns. In her 
47th Mary McMillan lecture27, Carole Lewis 
challenged the physical therapy profession 
to ” think ahead, plan ahead, and take steps 
now to practice at the top of our license.”(p.1499) 
It is possible that panelists in our study had 
different ideas of what it means for a physical 
therapist to practice at the top if his or her 

license. However, when taken in the context 
of our study and identified by leaders 
in the profession, we believe this term 
represents a physical therapist who has a full 
understanding of physical therapists’ role in 
meeting societal health needs and embraces 
this role to the fullest extent possible. Future 
studies may identify specific actions that 
help to define and demonstrate the presence 
of this behavior.

Conclusion
The concept of professional engagement may 
be important to the continued advancement 
of physical therapy as a profession and to 
the professional development of individual 
physical therapists. Using a Delphi process, 
a panel of 30 physical therapists recognized 
for their high levels of participation and 

Professional Engagement: A Consensus Definition and Key Indicator Behaviors for Physical Therapists

Figure 1. Definition of Professional Engagement in the Physical Therapy Profession Surrounded by 
the 7 Key Indicator Behaviors
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contribution to the profession were able to 
reach a consensus definition of professional 
engagement. In addition, the panel reached 
consensus on 7 behaviors that can be 
considered key indicators of professional 
engagement in the physical therapy 
profession. Establishing a definition and 
identifying measurable indicator behaviors 
may be useful for further understanding 
relationships among professional 
development, professional engagement, 
and advancement of the physical therapy 
profession.
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Study Design. Cross-Sectional Descriptive study 

Objectives. The goal of this study was to summarize daily operations, staffing, patient 
demographics, and typical interventions associated with emergency department physical 
therapist (ED PT) practice in the United States.

Background. Over the past decade, consultation of physical therapists in the ED setting has 
become increasingly prolific.  Multiple case reports describing individual ED PT programs 
have been published, but no study has presented aggregate data collectively illustrating 
characteristics of these developing services.

Methods and Measures. Twenty-three institutions offering ED PT services were identified via 
solicitation of a survey tool.  Survey responses were submitted by the lead physical therapist 
at each respective facility.

Results. Programs were most commonly staffed by experienced physical therapists who 
managed volumes of between 3 and 10 patients per day with peak consultation hours 
occurring late afternoon through early evening.  ED physical therapists managed a variety of 
conditions with the most frequent being musculoskeletal problems affecting the spine and 
balance impairments resulting in fall risk.  A wide variety of interventions were provided 
but management was most commonly focused on patient education.  

Conclusion. These findings provide direction for clinicians interested in developing ED 
PT programs and for rehabilitation managers who provide administrative oversight.  
Understanding ED PT daily operations, demographics, and peak service hours can inform 
decision-makers about the potential benefits, needed resources, and fiscal feasibility of ED 
PT programs in their respective facilities.

Acknowledgments. The authors would like to thank the physical therapists who participated 
in this study as well as the efforts of all clinicians who have contributed to the growth of this 
unique practice environment.
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Introduction
Utilization of emergency department (ED) 
services in the United States (US) has 
steadily increased over the last couple of 
decades.1 Reasons for this trend include a 
limited supply of primary care providers 
and higher patient caseloads among those 
that are in practice.2 As a result, many 
EDs are seeking methods of maximizing 
efficiency and expanding their available 
scope of services.3 A recent and related 
strategy for this purpose is the consultation 
of physical therapists in the ED setting.4,5 
The term “consultation” in this instance, 
refers to situations in which ED physicians 
collaborate with physical therapists 
during the ED visit to provide specialized 
expertise. Recent literature describes the 
potential role that physical therapists may 
fill in addressing the changing needs of 
this environment.6-8 Anecdotal evidence 
supports that the number of physical 
therapists practicing in the ED setting is 
increasing. This includes the creation of 
an American Physical Therapy Association 
sponsored ED PT toolkit, a formal ED PT 
communication group associated with the 
Academy of Acute Care Physical Therapy, 
and the existence of ED PT listserv and 
Facebook group.9 Despite the growing 
popularity of this practice, a comprehensive 
description of the demographics, daily 
operations, and quantity of programs 
providing ED PT services is lacking.

The vast majority of ED PT literature 
has focused on general descriptions that 
illustrate the framework for this practice, its 
proposed benefits, and/or administrative 
case reports of individual programs.4-7,10-12 
In general, ED PT consultation has been 
described as a service that provides 
additional and needed perspectives on 
diagnosis, patient education, assessment 
of function, discharge planning, 
and management of patients with 
musculoskeletal conditions.4-7,10 A 2010 
case report by Fleming-McDonnell et 
al.10 described ED PT practice at a St. 
Louis hospital. Authors detailed variables 
such as common referral sources, peak 

hours of operation, patient volume, chief 
complaints of patients receiving services, 
and average consultation duration. In 2012, 
another study surveyed lead ED physical 
therapists for three Arizona-based full-
time ED PT programs regarding daily 
operations, demographics of both the 
workforce and patients managed, as well 
as various aspects associated with patient 
treatment.5 Yet other authors have reported 
on characteristics associated with programs 
offering PT services in the ED observation 
unit and Urgent Care settings.11,12 Though 
these sources provide valuable individual 
perspectives, their ability to collectively 
describe this practice is limited. 

Literature representing international 
healthcare systems providing ED 
physiotherapy intervention is similarly 
descriptive but also restricted in scope. 
For example, Anaf et al. published an 
observational report of ED PT practice in a 
metropolitan Australian hospital detailing 
the role of the physiotherapist in assisting 
with patient triage, pain management, 
mobility, and follow-up care.13 Other 
literature summarizing the role of the ED 
physiotherapist has also focused on general 
approaches to patient management,14-23 
although a few studies have reported on 
patient outcomes such as length of stay, 
wait times, use of narcotics, or return to 
usual activities.24-27 

Due to the absence of aggregate data 
summarizing ED PT operations, the primary 
objective of this study is to summarize 
characteristics of ED PT practice through 
the perspectives of physical therapists 
providing these services in multiple facilities 
across the US. Specific research questions 
addressed in this investigation include 
1) What are the characteristics of ED PT 
programs in the US with respect to staffing, 
administrative models, daily operations, 
and patient volume? 2) What do physical 
therapists working in the ED setting report 
are the most commonly managed patient 
conditions and which interventions are 
envisioned to be most frequently provided 
for these individuals? This manuscript 

represents a novel approach because it is 
the first to provide clinicians, researchers, 
and administrators with a collective 
overview of ED PT practice in the US. The 
findings are intended to provide needed 
direction for physical therapists and other 
ED administrative leaders who wish to 
cultivate ED PT services in their facility 
or provide administrative guidance for 
existing or developing programs. 

Methods 
Research Design

To address the research questions listed above, 
investigators implemented a cross-sectional 
descriptive study design. This approach was 
chosen to provide a snapshot of ED PT practice 
during the time-period over which data 
collection occurred. In doing so, researchers 
used a snowball sampling approach to contact 
physical therapists practicing in the ED and 
recruit these individuals to complete a survey 
designed to describe characteristics associated 
with this practice setting.

Subject Recruitment

Recruitment of physical therapists with 
experience in ED PT practice occurred via 
distribution of the survey link via multiple 
physical therapy and administrative 
discussion forums including the PT Manager 
Listserv, the Emergency Department 
Physical Therapist Communication Group 
Listserv, and email blasts sent within 
newsletters associated with APTA sections 
including the Acute Care and Orthopedic 
Sections. Investigators targeted these 
forums because these would allow exposure 
to physical therapy administrators and 
clinicians most likely to be associated with 
or have knowledge of ED PT programs. 
Recruitment messages specified that 
respondents should be physical therapists 
with experience practicing in the ED 
setting. Prior to participation, consent was 
required of all respondents as approved 
by the Northern Arizona University 
Institutional Review Board. 

Upon closure of the survey, researchers 
analyzed submissions for completion and 
to ensure that each responding facility 
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was represented only once. If a facility was 
represented multiple times, investigators 
made a follow up contact to clarify which 
respondent was considered the primary 
contact for the program. Provision of 
contact information was optional but in 
all instances of dual responses, contact 
information was provided. Incomplete 
responses as well as those from secondary 
contacts were deleted. 

Development of the Survey Tool

Researchers developed the survey tool 
utilizing the following process. First, 
investigators reviewed existing literature 
describing various aspects of ED PT 
practice as well as articles utilizing survey 
tools used to describe physical therapist 
practice in other settings.28,29 This resulted 
in an extensive list of potential areas 
for exploration that were grouped into 
categories from which questions were 
constructed. These potential survey items 
and a draft survey format were reviewed 
by individuals with expertise in survey 
design and completed by 5 experienced ED 
physical therapists. 

Based on feedback from these parties, a final 
version of the tool was created that inquired 
about the background and experience of 
each respondent, the characteristics of the 
host facility, procedural and administrative 
characteristics of the program, the reported 
frequency of patient conditions managed 
by ED physical therapists, and the nature of 
interventions provided for those patients. In 
this last section of the survey, respondents 

were asked to estimate the percentage of ED 
PT patients they managed which typically 
received each service. Response options 
included 0 – 25%, >25% - 50%, >50% - 
75%, or >75 – 100% of patients receiving 
the service or “service not provided.” 

The final format included 62 items requiring 
either open or closed-ended responses 
and was distributed via SelectSurveyTM – 
a commercially available, online survey 
development and management tool. 
Respondents were asked to identify the name 
and location of their facility but were not 
asked to identify themselves. Feedback from 
pilot participants suggested average time to 
complete the survey was close to 30 minutes.

Data Analysis

Investigators downloaded closed-ended data from 
SelectSurvey to Microsoft Excel for the purpose 
of identifying descriptive trends. For some open-
ended information, researchers implemented 
principles of categorical indexing30 to group 
responses into classifications that portrayed 
various aspects of ED PT practice. Other open-
ended responses to survey items were considered 
individually because they were explicit enough to 
allow comparisons amongst programs without 
categorical grouping. The output was a data 
summary illustrating similarities and differences 
in ED PT program design, operations, practice 
patterns, patient demographics, and frequency of 
interventions provided. 

Results
Of the 40 survey responses submitted 
during the 20-month data collection period, 

23 met these criteria and were included in 
the final data set. 

Profile of responding ED physical therapists

Characteristics of lead physical therapists 
responding to the survey are summarized 
here. The majority of survey respondents (n 
= 14) were female. Over half of respondents 
(52%) had a bachelor’s degree in physical 
therapy (BSPT) with 26% having a master’s 
in physical therapy (MPT) and 22% a 
doctor of physical therapy degree (DPT). 
Over one-third of respondents (35%) 
reported obtaining some type of specialist 
certification. With respect to clinical 
experience, 70% indicated they had been 
working for more than 10 years and the other 
30% had been practicing between 3 and 9 
years. The mean years of experience working 
in the ED setting was 5.61 (SD=5.7). Table 1 
summarizes these demographics.

Description of Host Facilities and 
Administrative Structure

Survey respondents represented ED PT 
programs from a variety of hospital facilities 
distributed across multiple geographic 
regions of the US (see Figure 1). Programs 
were most commonly administratively 
structured within a community, county, 
or city hospital followed by those existing 
within trauma centers. With respect to ED 
capacity, 61% of EDs with ED PT programs 
held between 20 to 50 patients, with 22% 
able to house less than 20 individuals 
simultaneously, and 17% having beds for 
more than 50 individuals at once. Fifty-
seven percent of ED PT programs had been 

Gender 61% Female
39% Male

Highest Physical Therapy Degree Obtained
Bachelor’s: 52%
Master’s: 26%

Doctorate: 22%
 % of Respondents with ABPTS Certification 35%

Years of PT Experience 70%: >10 years
30%: 3-9 years

Average Years Experience Working in ED 5.61 (SD=5.7)
% Indicating Current Program as First Exposure to ED PT 70%

Table 1. Demographics Collected Representing ED PT Survey Respondents (N = 23)
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developed less than five years prior to survey 
completion. Administrative oversight of 
ED PT programs was most frequently 
based in outpatient rehabilitation (48%), 
followed by inpatient rehabilitation (35%), 
with 3 programs reporting directly to ED 
managers (13%). One program described 
administration as primarily occurring via 
an academic physical therapy program at a 
partnering university. 

Daily Operations

Hours of Service, ED PT Staffing, and 
Referring Providers

Hours of ED PT service for each program 
were classified as either full-time (FT) defined 
as those providing services at least 30 hours 
per week, partial coverage (PC) for those 

offering services less than 30 hours per week, 
or occasional consultation (OC) services if 
respondents indicated that services were offered 
somewhat sporadically and/or not necessarily 
on a weekly basis. Based on these criteria, 11 of 
the 23 programs provided FT ED PT services, 8 
were classified as PC, and 4 as OC. 

Respondents listed the total number of 
clinicians trained and available to provide 
ED PT services. This number included both 
individuals allocated to the ED full-time 
and those providing part-time service or 
coverage when full-time physical therapists 
were not available. Across all programs, an 
average of 2.1 (SD=1.7) physical therapists 
were typically responsible for covering 
regularly scheduled hours of service. To 
address instances when these individuals 

were on vacation, out sick, or otherwise 
unavailable, programs drew from a separate 
“relief pool” of clinicians that consisted of 
a mean of 4.1 (SD=4.3) physical therapists 
at each facility. As a group, FT programs 
reported having a comparatively smaller 
mean pool of physical therapists who 
provided services on a regular basis (x = 
1.7; SD=0.8) or relief pool of ED physical 
therapists (x = 3; SD=2.5). Additional 
detail regarding reported relief options are 
summarized in Table 2.

A mean of 17.6 (SD=13.2) ED providers 
(physicians, physician assistants, and/
or nurse practitioners) were employed in 
EDs providing physical therapist services. 
Of these, an average of 74% of providers 
were described as “regularly consulting” 

Relief Coverage Options % ED PT Programs Using This Option
Coverage by physical therapists not specifically trained in ED PT 35%
Cancellation of coverage 30%
Coverage by ED physical therapists (trained in ED PT) for the same 
amount of hours as typical 26%

Coverage by physical therapists (trained in ED PT) for lesser hours 
than is typical 17%

Coverage by other healthcare professionals 13%
Other: “Rotation” / “Cross-coverage” or “Inpatient coverage” 13%

Table 2. Relief Coverage Options when Primary ED PT Coverage Not Available (N = 23)

Figure 1. Geographic Distribution of Represented ED PT Programs (N = 23)
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physical therapists to manage ED patients. 
The number of providers considered as 
providing regular ED PT consultations was 
notably higher (95%) among FT programs. 

Patient Volume and Consultation 
Duration

Across all 23 programs, reported patient 
volume varied extensively, with a mean 
number of 2.8 (SD=1.8) ED PT consults 
per day, 17.2 (SD=16.8) per week, and 
59.2 (SD=57.8) per month. These amounts 
spanned across estimated ranges of 1 – 15 
patients per day, 5 – 50 patients per week, 
and 17 – 200 patients per month. When 
grouped by years in existence, newer 
programs (<5 years; n=13) had smaller 
average monthly patient volumes (52 per 
month; SD=28.8) as compared to more 
established ED PT programs (>= 5 years; 
n=10; 71.1 per month; SD=64.1). FT 
programs had relatively higher volumes, 

with resulting means of 4.4 (SD=2.3) 
patients/day, 27 (SD=17.1) /week, and 
94 (SD=60.3) /month. As represented in 
Figure 2, higher patient volumes were most 
commonly reported in the afternoon (51%), 
as compared to evening (28%), and morning 
(17%). The small percentage of respondents 
(4%) selecting “other” indicated that patient 
volumes were so highly variable that it was 
too difficult to estimate specific numbers. 
When considered separately, respondents 
from FT programs conveyed that their 
greatest patient volumes occurred during 
afternoon (50%) and evening (42%) times. 
Patient consultations were reported to 
most commonly (72%) last between 15-45 
minutes, with half of these lasting between 
15-30 minutes and the remaining half 
lasting 30-45 minutes. Only one respondent 
noted an average consult time of less than 
15 minutes. Duration of consults did not 
vary greatly when comparing FT and PC 

programs. A summary of reported daily 
operations is provided in Table 3. 

Patient Conditions Managed and 
Interventions Provided by ED Physical 
Therapists

When asked about the proportions of 
patients which fit into each of the four major 
practice patterns as defined in the Guide to 
Physical Therapist Practice 3.0,31 the vast 
majority of respondents (82%) indicated 
that at least 75% of their total ED PT patient 
population would be considered within the 
musculoskeletal practice pattern. Of these, 
64% of therapists stated that more than 
half of that caseload would be classified as 
having “acute conditions.” The survey also 
provided a list of more specific conditions 
and asked respondents to indicate how often 
(very frequently, frequently, infrequently, 
rarely, or never) they managed this type of 
condition in the ED. Some of these were 

Figure 2. Reported Patient Volume by Time of Day (N = 23 responding programs but maximum of 
two multiple responses permitted
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Patient Condition All Partial Care Full Time
Balance / Fall Risk 86% 82% 91%
Low Back Pain 82% 73% 91%
Cervical Spine Dysfunction or Pain 68% 55% 82%
Ankle Pain 68% 55% 82%
Knee Pain 59% 36% 82%
Shoulder Pain 55% 36% 64%
Hip Pain 55% 36% 73%
Foot Pain 48% 40% 55%
Fracture 36% 36% 36%
Dislocations 32% 36% 27%
Hand / Wrist  Pain 27% 18% 36%
Elbow Pain 23% 18% 27%
Wound Care 18% 18% 18%
Minor Burns 14% 18% 9%
Cervicogenic Headache 14% 10% 18%
Abdominal Pain 5% 18% 0%

Table 4. Percentage of Conditions Reported as Being "Frequently" or "Very Frequently" Managed 
Across All PT Settings (N = 23)

All Partial Care Full Time
Non-PT Providers in ED
(range: 3-50)

17.6
(SD=13.2)

15 
(SD=5.7)

22.7 
(SD=15.7)

Number of providers who regularly consult with physical therapists 
(range: 1-50)

13.1
(SD=12.5)

5.5 
(SD=3.0)

21.5 
(SD=13.7)

Average percentage of PT consult durations between 15 and 45 minutes 72% 75% 64%
Average physical therapists per week
(range: 1-7)

2.1
(SD=1.7)

2.6 
(SD=1.7)

1.7 
(SD=0.8)

Average number of relief physical therapists
(range: 1-17)

4.1
(SD=4.3)

5.2 
(SD=5.1)

3 
(SD=2.5)

Reported mean daily patient volume
(range: 1-9)

2.8
(SD=1.8)

1.3 
(SD=0.7)

4.4 
(SD=2.3)

Reported mean weekly patient volume
(range: 2-50) 17.2 (SD=16.8) 8.5

(SD=8.15)
27.7

 (SD=17.1)
Reported mean monthly patient volume
(range: 4-200)

59.2
(SD=57.8)

33.7
(SD=32.9)

94 
(SD=60.3)

Table 3. Comparison of Daily Operations between FT and PC Programs (n = 23)
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classified by anatomic region (e.g., “knee 
pain”, “low back pain” etc.) while others 
were signified by type of injury (fractures, 
burns, chronic wounds, etc.) or impaired 
body structure (balance/fall risk). Though 
variations among program type were 
noted, balance/fall risk, low back pain, 
and cervical spine pain topped these lists. 
Table 4 lists a comprehensive summary of 
proportions of diagnoses indicated as being 
“frequently” or “very frequently” managed 
by ED physical therapists.

Specific interventions and services provided 
reported by responding physical therapists 
are described in Table 5. To illustrate which 
interventions and services were most 
commonly provided, the data are summarized 
by listing the proportion of physical therapists 
indicating that they provided the service 
with more than half of the patients they 
encountered in the ED setting.

Across all programs surveyed, variations of 
patient education were the most commonly 
reported intervention approaches. For 
example, respondents estimated that 
they regularly provided instructions 
focused on activity modification (87%), 
self-management (78%), and diagnosis/
prognosis of a patient’s condition (73%). 
Furthermore, all participating physical 
therapists reported it was common for 
them to provide interventions directed 
towards pain management (61%), utilize 
therapeutic exercise prescription (61%), and 
train patients to appropriately use assistive 
devices (61%). ED physical therapists as a 
group also considered themselves regularly 
involved in discharge planning and offering 
recommendations for follow-up care. 
Conversely, interventions most commonly 
reported as not provided or provided for 
less than 25% of patients in the ED included 
cardiopulmonary care (91%), wound care 
(83%), and vestibular treatments (82%). 
However, a smaller percentage of physical 
therapists indicated they utilized wound 
care and vestibular interventions with 
higher quantities of patients in the ED. 
Six programs indicated that 25-50% of all 
patient consults received these treatments 

and one program stated that greater 
than 50% of all patient consults involved 
vestibular or wound care interventions.

Differences between FT and PC programs 
also were noted. FT programs trended 
toward a greater number of referrals for 
patients presenting with orthopedic-type 
conditions, such as low back, cervical spine, 
hip, knee and ankle pain or dysfunction. 
Interventions provided by physical 
therapists in FT ED programs consisted 
more frequently of patient education, 
therapeutic exercise prescription, and 
recommendations for discharge planning. 
physical therapists in ED programs 
providing PC reported less frequent 
referrals for patients with orthopedic 
diagnoses and provided safety assessments 
more often than their FT counterparts.

In summary, ED physical therapists 
participating in this study tended to 
be experienced clinicians working at 
community, county, or city hospitals. The 
vast majority of ED PT programs offered 
services on a weekly basis with over half 
of these providing staffing for at least 30 
hours. All programs utilized multiple 
physical therapists to provide services, but 
FT programs drew from a smaller pool 
of employees for this purpose. Patient 
volumes ranged greatly between 17 and 
200 per month with programs classified 
as FT managing generally higher numbers 
of patients in the ED. The most common 
patient conditions for which ED physical 
therapists were consulted included 
balance/fall risk, low back pain, and 
cervical spine pain followed by many other 
musculoskeletal problems. ED physical 
therapists utilized a variety of interventions 
with their patients but most commonly 
provided additional options for education.

Discussion
Perspectives on the Profile of ED PTs and 
ED PT Programs

The typical ED PT respondent in this 
study was a clinician with multiple years 
of practice experience, some of whom 
were also certified clinical specialists. 

While there is anecdotal evidence of 
less experienced physical therapists 
being successful in the ED setting,5 it is 
understandable that seasoned professionals 
would be involved in developing novel 
practice environments. Not surprisingly, 
multiple sources describe facilities in 
which veteran clinicians are employed as 
ED physical therapists.5,23,27,32 Along these 
lines, one study concluded that physical 
therapists with more education and/or 
experience reported greater confidence 
in their ability to manage patients in the 
ED setting.8 Peer-reviewed manuscripts 
focused on international settings similarly 
classify ED PT as an advanced practice 
or “extended scope” area, implying those 
providing services should be clinicians with 
extensive training.16,18,22,33-35

The regional location of facilities providing 
ED PT services across the US varied greatly 
as did the number of service hours offered 
by each program per week. The regional 
variation was likely a result of the sampling 
method. With respect to administrative 
oversight, however, programs were 
commonly managed out of the hospital’s 
rehabilitation or physical therapy unit. 
Considering that practitioners without 
exposure to ED PT services have limited 
perspective regarding the scope of physical 
therapist practice in this setting,6 it is 
logical that development, supervision, 
and oversight of these programs would 
originate in the PT home unit.

Conditions Managed and the Nature of 
Services Provided

The greatest proportion of patients receiving 
ED PT services were classified as having 
musculoskeletal conditions. Considering the 
nature of the ED, it is understandable that an 
estimated 2/3 of these individuals were classified 
as having an acute presentation. However, the fact 
that the remaining 1/3 were considered subacute 
or chronic may speak to issues associated with 
health care access and the evolving manner in 
which ED services are utilized. This notion has 
been supported in the literature, as a significant 
percentage of patients presenting to the ED have 
non-urgent, ongoing conditions and seek care 
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there either because they don’t have access to 
primary care, cannot schedule an appointment 
with their primary care physician, or were not 
confident that their regular doctor was capable 
of managing the problem.36

The most commonly reported conditions 
managed by physical therapists in the 
ED were low back pain, safety and 
balance issues, cervical dysfunction, and 
shoulder and lower extremity pain. While 
management of orthopedic conditions 
was highly reported in all programs, it 
was more common in programs with FT 
hours of service. Among PC programs, 
patients with safety and balance issues were 
described as the most common problems 
managed. It is possible that FT and PC 
programs are associated with different 
patient populations. However, a more likely 
hypothesis is that referring providers in 
PC programs, which experience overall 
lower levels of utilization, consider 
physical therapy consults less often for 
musculoskeletal conditions and more 
frequently for patients with functional and 
safety concerns. Patients such as these who 
are at risk for falls are often considered to be 
at higher risk for serious impairment37 and 
therefore may take priority as compared 
to individuals with musculoskeletal 
problems, which is an area in which the 
role of the physical therapist has been 
poorly understood by ED providers.6,38 

If true, this pattern of ED providers who 
more commonly utilize physical therapy 
consultations reflects a philosophical 
difference between referring practitioners 
with differing levels of ED PT exposure.6 
ED physicians with more exposure to ED 
PT services may possess a wider perspective 
regarding the benefit of these services for 
musculoskeletal problems. 

This trend of utilizing of physical therapists 
to manage orthopedic conditions in the 
ED would represent a shift from a more 
traditional paradigm. Instead of ED care 
focusing solely on screening, stabilizing, 
and referring elsewhere,38 physical therapist 
services would serve as a point-of-entry for 
conditions such as non-specific back pain 
and fall risk. Plummer et al.11 described a 

FT ED PT service mirroring this pattern 
in which patients commonly received 
treatment for “falls without fractures”, low 
back pain, and dizziness. In 2010 Fleming-
McDonnell and colleagues10 reported 
that an overwhelming majority of their 
consultations received interventions for 
low back pain. However, their data were 
organized by anatomical region making 
it difficult to determine if balance and 
fall-related conditions were measured 
in their population. Similarly, two FT 
programs in Australia reported that the 
highest percentage of patients managed 
by ED physiotherapists had orthopedic 
diagnoses but their data did not indicate 
if other conditions, such as fall risk, were 
tracked.23,32 Regarding the proportions 
of the conditions reported in this study, 
it should be noted that these may also be 
affected by issues such as the hours ED PT 
services were available and referral patterns 
among ED providers. 

Characteristics of Physical Therapist 
Management in the ED

As summarized in Table 5, ED physical 
therapists reported providing a wide variety 
of services. The greatest percentage of these 
were associated with patient education in 
forms such as activity modification, self-
treatment options, and the nature of the 
patient’s diagnosis. Pain management and 
exercise prescription were the next most 
common areas of intervention focus. The 
need to supplement standard ED practice 
in these areas is well-documented. Patients 
discharged from the ED commonly 
report insufficient understanding of 
their condition and how to manage it 
as well as poor comprehension of and 
compliance with instructions provided.39,40 

Furthermore, recent literature has focused 
on over-utilization of prescribed opioids 
for analgesic purposes in the ED41 and 
physical therapy has been proposed as a 
viable alternative.42 

PC programs more frequently reported 
providing interventions related to patient 
safety, which is logical considering that 
physical therapists in these facilities 

reported managing a higher proportion of 
patients with these problems. Less common 
were interventions focused on vestibular 
rehabilitation and wound care. In this 
study, these interventions were reported 
as being provided for fewer patients. 
Proportions of patients receiving these 
services could be influenced by the patient 
population, provider referral patterns, the 
expertise and comfort level of the physical 
therapists providing ED services, and other 
factors. However, research suggests that 
those visiting the ED with these problems 
can benefit from clinicians with vestibular 
and integumentary expertise.43-45 

ED PT consults were estimated to last 
between 15 and 45 minutes and varied 
only slightly between FT and PC programs. 
In comparison, literature describing 
individual programs reports considerable 
variation among length of ED PT consults 
with durations on the low end,11 high end,10 
and middle5 of the ranges described herein. 
ED physicians, in contrast, spend as little 
as 28% of their working time on direct care 
per patient.46 Comparison of these time 
frames may explain themes identified in 
the literature such as the perceived need for 
additional focus on patient education in the 
ED, the potential for physical therapists to 
provide valuable education in this setting, 
and elevated patient satisfaction levels in 
the ED when a physical therapist is involved 
in the episode of care.7,16,17,47,48

FT programs tended to provide coverage 
using a smaller overall pool of physical 
therapists as compared to those offering 
PC. Due to higher patient volumes, it is 
possible that this is because FT programs 
employ fewer physical therapists but utilize 
individuals committed to the program 
and its success. This model facilitates 
rapport between ED physical therapists 
and referring providers which in turn 
improves consultation rates.6 Though cause 
and effect between these variables cannot 
be established, the fact that FT programs 
with fewer covering physical therapists also 
have higher patient volumes suggests that 
programs with aspirations of expanding 
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Services Provided All Partial Care Full Time
Patient education regarding activity modification 87% 83% 91%
Instructions to the patient on self- treatment/management of condition 78% 67% 91%
Patient education regarding diagnosis/prognosis of condition 73% 67% 80%
Discharge planning and placement 65% 58% 73%
Pain management (during ET visit) 61% 42% 82%
Exercise Prescription 61% 50% 73%
Assistive device fitting/training 61% 67% 55%
Referral to other disciplines (outpatient) 48% 42% 55%
Safety evaluation 43% 50% 36%
Ergonomics counseling 38% 25% 55%
Provide second opinion regarding diagnosis and/or patient management 35% 33% 36%
Referral for community services 35% 33% 36%
Consultation with on- call social worker/case manager 22% 25% 18%%
Radiograph/imaging request and/or analysis 18% 9% 27%
Splinting 13% 8% 18%
Consultation with on- call orthopedic surgeon 13% 17% 9%
Manual therapy 13% 8% 18%
Orthotics assessment/prescription 9% 8% 9%
Consultation with on-call occupational therapist 9% 17% 0%
Vestibular services 5% 0% 9%
Cardiopulmonary therapy 4% 0% 9%
Wound care 4% 8% 0%

Table 5. Percentage of Physical Therapists Describing Each Intervention as Being "Commonly 
Provided for Patients Presenting to the ED" (N = 23)

their services may consider this approach.

The findings of this study provide some 
perspective on the recommended skill set for 
ED physical therapists. The highest reported 
percentage of patients seen were those with 
musculoskeletal conditions and/or risk of 
falling. ED physical therapists would therefore 
benefit from expertise in these areas. To be 
efficient and effective, it is important that ED 
physical therapists be skilled at assessing and 
managing these patients in a way that is feasible 
in the ED setting. For example, due to time 
and environmental constraints, many multi-
faceted fall risk tools such as the BERG Balance 
Assessment are not feasible or practical in this 
setting. Others which are quicker to administer 
and less specific to an environment may be 
more appropriate. Examples include the 

Timed Up and Go, Functional Reach Test, and 
tests for walking velocity.49 

Because respondents reported spending the 
bulk of their time prescribing exercise and 
patient education, developing programs 
should ensure that ED physical therapists 
have excellent communication skills. To 
cast the widest possible net for capturing 
referrals, ED physical therapists should also 
have the knowledge and skills to manage 
less common, but nonetheless important, 
problems such as vestibular conditions and 
chronic wounds. Other considerations for 
maximizing patient volume may include 
recruitment strategies characteristic of the 
established, FT programs in this study. These 
may include, when possible, recruiting 
clinicians with ED PT experience who are 

likely more adept at building programs and 
soliciting referrals.

ED PT Service Volume 

Respondents from all ED PT programs 
reported the highest number of 
consultations occurred in the afternoon and 
evening hours with lower patient volumes 
in the morning. This pattern is possibly 
attributed to the onset of injuries during 
daily activities, which results in ED visits 
during or towards the end of work, school, 
or recreation. Statistics describing national 
ED usage confirm that these as peak visit 
times.50 Developing programs should 
therefore, schedule ED physical therapists 
in accordance with these tendencies.

Comparing patient volumes between FT, 
PC, recently-initiated, and well-established 
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programs also provides some perspective on 
recommendations for ED PT development. 
Programs developed within the last 5 
years and PC programs had notably lower 
volumes than well-established and FT 
programs. This suggests that while patient 
volumes may be initially modest, they have 
potential for growth over time and being 
patient and persistent benefits sustainability 
and growth. Offering FT services seems to 
result in higher patient volumes. Though 
this is somewhat intuitive, ED physical 
therapists often mention that when services 
are offered on a part-time basis physicians 
commonly request additional hours of 
coverage and express that inconsistent 
PT coverage makes providers less likely 
to request consultations in general.7 

Anecdotally, it has been determined that 
the fastest growing programs are those that 
offered FT services during the early stages 
of development, suggesting that this may be 
a worthwhile investment. This opportunity 
is highly dependent upon the availability of 
resources, of which smaller, community-
based hospitals may have less for this 
purpose. Such programs may consider 
seeking external sources of funding, which 
has a historical precedence in one existing 
program.10 Not surprisingly, programs with 
the highest overall volumes are those that 
are both FT and well-established.

Lastly, it is important to comment on 
the overall quantity of ED PT programs 
responding in this study. Participants 
in discussions about ED PT practice 
commonly pose the question, “How many 
total ED PT programs are in existence?” 
These data were collected using an IRB-
approved, formalized process over a 
defined time-period within the constraints 
of the research design, study duration, 
and resources available to investigators. 
Therefore, only programs responding to 
requests for participation were included 
in the findings. However, the authors are 
involved in ongoing efforts to identify and 
provide direction for developing and existing 
ED PT programs. Since the conclusion 
of this study, they have accumulated 
additional but less formal records of 

institutions providing these services. These 
include a database recently developed by 
the American Physical Therapy Association 
ED PT Communication Group which has 
identified over 50 existing programs that 
offer ED PT services. Because programs are 
added to this rapidly expanding database 
on a monthly basis and some of these have 
been in existence for months or years, it is 
grossly estimated that when considering 
ED PT programs in all possible forms (FT, 
PC, developing, etc.) there may be as many 
as twice the quantity presently listed in this 
unofficial database tracked by the ED PT 
Communication Group. 

Limitations

This study has several limitations. As 
the data presented on US based ED PT 
programs were gathered via online surveys, 
it is inherently limited by the perception of 
the respondent. This can lead to variability 
in representation of actual program 
characteristics. Despite an extensive effort 
by researchers to recruit respondents, 
generalizability of data is restricted because 
it is not possible to know how many ED PT 
programs were not contacted or opted not 
to participate. Limitations associated with 
the type of data not collected include the 
absence of a description of whether facilities 
were located in urban vs rural settings, 
and specific demographics such as age 
and ethnicity of patients. Finally, because 
the number of responding programs is 
limited and this practice is ever evolving, 
the characteristics described here may not 
fully represent all possible aspects of ED PT 
practice in the US. 

Conclusion
Results of this study provide a preliminary 
description of physical therapists practicing 
in the ED as well as the manner in which 
they describe the design of their programs, 
the structure of their daily operations, 
and the practice patterns of the patients 
they manage. Data provided expands on 
current literature and provides a larger 
lens through which to view US ED PT 
practice. Although this environment has 
unique challenges, patient populations 

and services provided are similar to those 
administered in traditional practice 
settings. Comparative themes provide 
greater insight into variability amongst 
ED PT practice, specifically with respect 
to differences between FT programs and 
those who offer PC. These findings serve 
to further guide clinicians, researchers, and 
administrators in understanding the role 
and possible value of an ED PT program. 
Additional research focusing on objective 
practice management data and patient 
outcomes associated with ED PT practice 
will provide further understanding of this 
growing practice and increased direction 
for clinicians and administrators involved 
in ED PT development efforts. 
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Characteristics of Known Emergency Department Physical Therapist Consultation Programs

Thank you for your interest in participating in this study and welcome to the survey web page. To be eligible for this study, you will 
need to have, in some capacity, experience with physical therapy (PT) practice in the Emergency Department (ED) setting (or a similar 
type of clinical environment). The purpose of the survey is to collect information regarding the types of individuals working in this 
setting, to describe multiple aspects of these practice environments, and consider vital components of developing such programs. During 
this survey, you will be asked to describe your experiences with ED PT, estimate demographic information about the program, offer 
opinions about its delivery, and provide basic background information about yourself. Towards the end of the survey you will be given the 
option of providing basic contact information. While participation in this survey as well as the provision of all requested information is 
optional, please understand that the researchers do not plan to use contact information or any other individual identifiers during analysis 
or dissemination of findings. Contact information is only requested in case researchers wish to follow up with participants regarding 
information about their respective ED PT programs. Please understand that all responses are kept confidential through a secured website 
and participant data will only be accessed by researchers. By consenting, you are signifying that you understand that it is not possible to 
identify all potential risks in an experimental procedure. The researchers are associated with the Physical Therapy Program at Northern 
Arizona University. If you have questions about participation in this study, you may contact the Primary Investigator: Michael T. Lebec, PT, 
Ph.D., Associate Professor of Physical Therapy, PHONE: 928-523-9971 EMAIL: Mike.Lebec@nau.edu IF YOU PLAN TO COMPLETE 
THE SURVEY IN STAGES, YOU MAY DO SO BY CLICKING ON "SAVE" AND THEN CLOSING YOUR BROWSER. WHEN YOU 
LOG BACK IN YOUR PREVIOUS RESPONSES SHOULD REMAIN AND YOU MAY FINISH.

Appendix A. ED PT Survey Tool

1. Do you consent to take this survey and allow the use of your 
responses (other than any identifying information) as a part of 
this research project?*

• Yes
• No

Background/Experience
Please answer the following questions specific to your background, 
education, and experience:

2. What is your gender?
• Male
• Female

3. What was your entry-level physical therapy degree?
• Associate's degree
• Baccalaureate degree
• Master's degree
• Doctoral degree (DPT)
• Other, please specify (open-ended)

4. What is the highest degree which you have earned?
• Same as entry level degree
• Associate's degree
• Baccalaureate (not PT)
• Entry-level PT
• Advanced Master’s
• Transitional DPT
• Advanced doctorate
• Other, please specify (open-ended)

5. Do you have a specialty certification?*
• Yes
• No

6. What is your specialty certification? (open-ended)

7. How many years have you been a practicing physical therapist?
• 0-1 year
• 1-2 years
• 2-3 years
• 3-4 years
• 4-5 years
• 5-6 years
• 6-7 years
• 7-8 years
• 8-9 years
• 9-10 years
• >10 years

8. How many years of experience do you have practicing 
Emergency Department Physical Therapy (ED PT)? The value 
must be between 0 and 50, inclusive. (open-ended)

9. Is the ED PT program with which you are or have been 
involved your first exposure to or experience with emergency 
department physical therapy?*

• Yes
• No

10. Please describe your FIRST exposure to or experience with 
emergency department physical therapy. (open-ended)

11. How many hours do you typically provide physical therapy 
services (in the ED setting or otherwise) each week?

• <20
• 20-30
• 30-40
• >40
• Other, please specify

* Denotes required question
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12. Are you PRESENTLY practicing physical therapy in an 
emergency department or related setting?*
(In other words, are you presently working as an ED based 
physical therapist?)

• Yes
• No

13. To the best of your knowledge, does the facility in which you 
worked as an ED based therapist still offer ED PT services?*

• Yes
• No

14. In as much or little detail as you are able to provide, why 
does this facility no longer offer ED PT services? (open-ended)

ED Physical Therapy Program Information
Please answer the following questions about the Emergency De-
partment Physical Therapy (ED PT) program with which you are 
involved. IF YOU ARE NO LONGER INVOLVED WITH THIS 
PROGRAM, ANSWER THE QUESTIONS BASED ON YOUR EX-
PERIENCES AT THE TIME OF YOUR LAST OR MOST RECENT 
INVOLVEMENT.

15. What is the name and location of the facility which houses 
the ED PT program with which you are/have been involved? 
(open-ended)

Faculty Name 
Location (City, State/Province, and country if outside of 
U.S.A.)

16. As of your most recent involvement with it, how long has or 
had the ED PT program been in existence?

• Less than 6 months
• 6 months to 1 year
• 1-2 years
• 2-3 years
• 3-5 years
• >5 years
• Other, please specify (open-ended)

17. Which of the following best describes the type of facility 
which houses the ED PT program with which you have been 
involved? (check all that apply)

 ☐ Urgent care center
 ☐ Community clinic
 ☐ Trauma center
 ☐ Walk-in clinic
 ☐ Community/County/City hospital
 ☐ Other, please specify (open-ended)

18. Approximately how many patient beds are in this ED (or 
similar) setting?

• 1-5
• 5-10
• 10-20
• 20-30
• 30-50
• >50

19. Out of which department is/was the program based or 
managed?

• Outpatient PT
• Inpatient PT
• Emergency department
• Other, please specify (open-ended)

20. To whom does/did the ED physical therapist directly report? 
(check any/all that apply)

 ☐ Manager/supervisor of PT department
 ☐ Manager/supervisor of entire rehabilitation department
 ☐ Manager/supervisor of the emergency department
 ☐ Other, please specify

21. Of those services offered by physical therapists in the ED 
program with which you are/have been affiliated, approximately 
what percentage of patients receive(d) each respective service? 
(one answer per row)

N/A 
(Service not 
provided)

0- 
25%

25-
50%

50-
75%

75-
100%

Diagnosis

Patient education 
regarding diagnosis/
progression of condition

Patient education 
regarding activity 
modification

Ergonomics counseling

Instructions to the 
patient on self-
treatment/management 
of condition

Pain management 
(during ET visit)

Manual therapy

Exercise prescription

Radiograph/imaging 
request and/or analysis

Vestibular services

Assistive device fitting/
training
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22. Approximately what percentage of patients receive(d) the 
respective service? (previous question continued; one answer per row)

23. Please list/describe any OTHER services provided by 
a physical therapist in the ED which were not listed in the 
question above. (If none leave blank; open-ended)

24. What is the approximate TOTAL number of ED providers 
(physicians, physician assistants, nurse practitioners, etc.) 
working in the ED associated with this program? (open-ended)

25. What is the approximate number of ED providers (physicians, 
physician assistants, nurse practitioners, etc.) who regularly 
consult physical therapists in this ED setting? (open-ended)

26. How are/were physical therapists notified of possible 
patients/consults/referrals? (open-ended)

Availability of Services
Please answer the following questions about the Emergency De-
partment Physical Therapy (ED PT) program with which you are 
involved. IF YOU ARE NO LONGER INVOLVED WITH THIS 
PROGRAM, ANSWER THE QUESTIONS BASED ON YOUR EX-
PERIENCES AT THE TIME OF YOUR LAST OR MOST RECENT 
INVOLVEMENT.

27. Which of the following best describes the availability of ED 
PT services in this program?

• Services on a very limited basis (1-10 hours per week)
• Services on a limited basis (10-20 hours per week)
• Part-time services (20-30 hours per week)
• Full-time services (>30 hours per week)
• Other, please specify (open-ended)

28. For each day of the week, please list the range of hours that 
ED PT services are/were available. (i.e.; 8 AM-6PM or 10 AM-10 
PM, etc.) (open-ended)

29. What coverage options are/were provided at times when the 
primary ED physical therapists are/were sick, on vacation, or 
otherwise unavailable? (check all that apply)

 ☐ Coverage by PTs (trained in ED PT), but for lesser hours 
than is typical

 ☐ Coverage by PTs (trained in ED PT) for same amount of 
hours as typical

 ☐ Coverage by PTs not specifically trained in ED PT
 ☐ Coverage by other health professionals/staff members
 ☐ Cancellation of coverage
 ☐ Other, please specify (open-ended)

30. How many physical therapists employed by your facility 
provide(d) ED PT services on a weekly basis? (i.e.: Physical 
therapists who are consistently scheduled to work in the ED) 
The value must be between 1 and 50, inclusive. (open-ended)

31. How many physical therapists employed by your facility 
provide(d) intermittent or relief coverage of ED services? (i.e.: 
Physical therapists who "fill in" when regular ED PTs are not 
available) (open-ended)

N/A 
(Service not 
provided)

0- 
25%

25-
50%

50-
75%

75-
100%

Safety evaluation

Wound care

Splinting

Orthotics assessment/
prescription

Cardiopulmonary
therapy

Provide second opinion
regarding diagnosis
and/or patient 
management

Consultation with oncall 
orthopedic surgeon

Consultation with oncall 
social worker/case
manager

Consultation with oncall 
speech pathologist

Consultation with oncall 
occupational therapist

Referral for community 
services

Referral to other
disciplines (outpatient)

D/C planning and
placement

Day of the Week Hours Service Available

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday
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Patient Volume/Demographics
Please answer the following questions regarding the typical patient 
volume and demographics in the ED PT program.

32. On a typical day in this program, which hours tend(ed) to 
have the greatest patient volume? (check all that apply)

 ☐ Early morning (8:00 AM-10:00 AM)
 ☐ Late morning (10:00 AM-12:00 PM)
 ☐ Early afternoon (12:00 PM-3:00 PM)
 ☐ Late afternoon (3:00 PM-5:00 PM)
 ☐ Early evening (5:00 PM-7:00 PM)
 ☐ Evening (7:00 PM-9:00 PM)
 ☐ Late evening (9:00 PM-midnight)
 ☐ Other, please specify (open-ended)

33. For each of the following time intervals, estimate the typical 
volume of ED PT patients/consults. (open-ended)

34. What is the average amount of time therapists spend with 
each ED patient?

• Less than 15 minutes
• 15-30 minutes
• 30-45 minutes
• >45 minutes
• Other, please specify (open-ended)

35. How often are/were the following diagnoses seen by the ED 
physical therapist?

36. Do you/did you collect specific data regarding the number of 
patients seen (according to diagnosis)?

• Yes
• No

37. Please estimate the percentage of patients seen by the ED 
physical therapist in this program that correspond with each of 
the following practice patterns:

38. What percentage of musculokeletal cases do you estimate 
are/were acute conditions?

• 0-25%
• 25-50%
• 50-75%
• 75-100%
• Other, please specify (open-ended)

Patient Volume

Typical minimum daily volume during a given week

Typical maximum daily volume during a given week

Typical average daily volume during a given week

Typical weekly volume

Typical monthly volume

Typical daily volume during the initial
months of operation of the program

Very 
Frequently
(large % of 
ED pts)

Frequently
(moderate
%)

Infrequently
(small %)

Rarely
(very
small
%)

Never

Low back pain

Cervical spine 
pain/dysfunction

Cervicogenic 
headache

Shoulder pain

Elbow pain

Hand/wrist pain

Abdominal pain

Hip pain

Knee pain

Ankle pain

Foot pain

Balance/fall risk/
safety

Fractures

Dislocations

Minor burns

Wound care

0-10% 10-
25%

25-50% 50-75% 75-
100%

Musculoskeletal

Neuromuscular

Cardiovascular/pulmonary

Integumentary
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39. What percentage of musculokeletal cases do you estimate 
are/were chronic conditions?

• 0-25%
• 25-50%
• 50-75%
• 75-100%
• Other, please specify (open-ended)

Administration & Procedures
Please answer the following questions regarding administrative and 
procedural aspects of the ED PT program:

40. Please describe how physical therapy services are/were 
documented in your ED. (open-ended)

41. Please describe the role (if any), physical therapists 
provide(d) in triage in the ED. (open-ended)

42. Please describe the role (if any) provided by physical 
therapists in discharge planning. (open-ended)

43. To the best of your ability, please describe how billing/
reimbursement of PT services is/was processed in the ED.  
(open-ended)

44. What data does/did your program collect regarding patient 
demographics and/or patient outcomes? (check all that apply)

 ☐ Diagnoses
 ☐ Baseline data concerning patient presentation on ED 

admission
 ☐ Treatment provided during the ED visit
 ☐ PT charges submitted per patient
 ☐ Discharge plans/instructions provided
 ☐ Plans for follow up with outpatient physical therapy
 ☐ Plans for follow up with specialist/provider other than PT
 ☐ Progress/outcomes within the ED visit
 ☐ Follow up progress after discharge
 ☐ Patient satisfaction
 ☐ None tracked
 ☐ Other, please specify (open-ended)

45. Which (if any) patient outcomes were tracked WITHIN/
DURING the ED visit? (check all that apply)

 ☐ Improved pain levels before and after PT intervention
 ☐ Improved function before and after PT intervention
 ☐ Outcome tool measures before and/or after PT 

intervention
 ☐ Other impairment measures (e.g.; ROM, strength, 

balance, gait, etc.) before and after PT intervention
 ☐ No patient outcome measures tracked during ED visit
 ☐ Other, please specify (open-ended)

46. What program level data are/were tracked? (check all that apply)
 ☐ Physician satisfaction
 ☐ Satisfaction of other ED staff
 ☐ Profitability of the program
 ☐ Productivity of PTs
 ☐ Department efficiency
 ☐ No program data is tracked/unknown
 ☐ Other, please specify (open-ended)

47. Which (if any) ED staff members have been the target of 
education/training during program development efforts? (check 
all that apply)

 ☐ Physicians
 ☐ Nursing
 ☐ ED technicians
 ☐ ED administrators
 ☐ No staff members targeted for training
 ☐ Other, please specify (open-ended)

ED PT Program Development
Please answer the following questions regarding the development of 
the ED PT program with which you are involved. Skip the question 
if you do not know the requested information.

48. Please describe any specific actions which were taken to 
facilitate the development of this ED PT program. (open-ended)

49. To the best of your ability, please describe the underlying 
reason(s) for developing this ED PT program. (open-ended)

50. What was the approximate time period for program 
development which was required to make this ED PT program 
operational? (open-ended)

51. Please describe any training you received regarding your 
role as the ED physical therapist. (open-ended)

52. What additional training would you have liked to have had 
prior to working as a PT in the ED? (open-ended)

53. In your opinion, what are the biggest challenges associated 
with developing and sustaining a successful ED PT program? 
(open-ended)

54. What suggestions would you recommend for other 
individuals interested in developing an ED PT program? (open-
ended)

Benefits of ED PT
Please answer the following questions about the benefits of ED PT

55. In your opinion, what ED PT services are of greatest benefit 
(e.g. diagnosis, patient education, pain management, assistive 
device training, consultation/referral)? (open-ended)
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56. In your opinion, for whom is the ED PT program of greatest benefit (e.g. patients, physicians, physical therapists, department as 
a whole)? (open-ended)

57. In your opinion, why is the physical therapist's role in the ED important? (check all that apply)
 ☐ Decreased number of inappropriate hospital admissions
 ☐ Decreased patient waiting time
 ☐ Increased time for phyisicans to treat higher acuity conditions
 ☐ Most effective treatment of musculoskeletal conditions
 ☐ Increased patient satisfaction
 ☐ Decreased amount of patient returning to ED for the same problem
 ☐ Improved patient education on self-management
 ☐ Improved continuity of care
 ☐ Other, please specify (open-ended)

Option to Provide Contact Information
The creators of this survey would like to provide you with the option of listing your contact information. Please understand that this infor-
mation will not be used as data in the study, will not be accessed or used by anyone but the primary investigators, and will be kept com-
pletely confidential. Providing this information does not mean that you will be contacted. Researchers would only attempt to make contact 
if they should have additional questions about your involvement with ED PT.

58. Do you wish to provide personal contact information?*
• Yes
• No

59. Full name (open-ended)

60.  Phone number (open-ended)

61. Email address (open-ended)

62. Thank you again for taking this survey. If there is any other information you would like to provide about your ED PT 
experiences, or anything else that you would like the researchers to know, feel free to elaborate in the space below. (open-ended)
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