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ABSTRACT 

This Delphi investigation served as a framework to empirically identify, through 

group consensus, what the markers are of an effective PT from the solicited opinions of 

two stakeholder groups, PT academics and PT clinicians. There is a perceived issue with 

the admissions criteria of many PT academic programs being heavily weighted by 

applicants’ GRE and GPA measures in earning a seat within PT programs. The outcomes 

from this investigation reinforce that being an effective PT is a multifaceted construct 

that includes several variables outside of the domain of cognitive intelligence. Continuing 

to use GRE and GPA measures as a ranking mechanism for PT program admissions is 

restrictive and limiting. The markers identified in this current investigation can support 

crafting PT program admissions criteria that better align with the expectations of the PT 

profession in parallel with the values of academic institutions. Curricular content around 

these markers can support the development and growth of candidates as the future of the 

PT profession in meeting the needs of those they serve.   

This Delphi investigation translated through three iterations of data collection, 

compression, and dissemination in attaining the final outcomes and consensus on the 

twenty-four markers identified and their levels of importance. The participant sample of 

informed advocates was drawn from ACAPT representatives (PT academics) and their 

respective NCCE clinical partners (PT clinicians). The ten highest endorsed markers 

identified by the merged group were: communication, effective psychomotor skills, 

collaboration, therapeutic alliance, self-improvement, interpersonal skills, compassion 

and caring, adaptability, evidence-based practice, and lifelong learner. 

Keywords: non-cognitive/ soft skills, PT education, successful Physical Therapy, values 
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Chapter 1 

 Physical therapists (PTs) are collaborative, allied health practitioners and 

movement experts who provide evidence-based, comprehensive, and individualized 

prescriptive interventions, hands-on care, and patient education (American Physical 

Therapy Association, [APTA], n.d.). They serve a variety of patient populations along the 

lifespan and across a spectrum of conditions with different physical and mental abilities 

and socioeconomic statuses that impact human performance (APTA, 2014). They bring 

value to the health care system and support quality of life centered around improving and 

maintaining function and fitness through evidence-based practice (APTA, n.d.). PTs aim 

to support patients in preventing, minimizing, or eliminating changes in physical function 

to improve, enhance, and/or maintain their abilities to actively participate in what is 

important to them (APTA, 2014). They work to empower and help individuals in their 

pursuit for optimal function (APTA, n.d.). As a facilitator of positive outcomes, PTs need 

to have the knowledge, psychomotor skills, and abilities to establish a therapeutic alliance 

with those they serve in optimizing their impact and in adequately meeting the needs of 

their patients. Physical therapy (PT) is a relation profession. The systematic review by 

Hall, Ferreira, Maher, Latimer, and Ferreira (2010) illustrated the value of the therapeutic 

alliance in suggesting a positive correlation with treatment effects in the physical 

rehabilitation setting. The literature in psychology and general medicine has also been 

suggestive of the positive value of the therapeutic alliance (Hall et al.).  

The Physical Therapy Community and Network 

PT has a number of professional collaborators and supports within its discipline. 

The APTA is the national organization and voice that represents, guides, advocates, and 
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supports the practice and profession through its individual paying memberships for PTs, 

Physical Therapist Assistants (PTAs), and students (APTA, 2017a). The APTA has 

representation across 18 different scopes of specialty practice through its component 

memberships as subsidiaries to the organizational membership and 51 state chapters 

(APTA, 2018a). The APTA’s mission is “building a community that advocates the 

profession of physical therapy to improve the health of society” (APTA, 2018a; APTA, 

2018b). “Transforming society by optimizing movement to improve the human 

experience” is the vision of the organization (APTA 2018a; APTA, 2018g). The 

organization embodies its core values that guide and support the profession: 

accountability, altruism, compassion and caring, excellence, integrity, professional duty, 

and social responsibility (APTA, 2018h). The APTA is the overarching organization that 

collaborates with entities, internally and externally, in support of moving the profession 

forward through education, research, and practice in navigating within health systems and 

society (APTA, 2017a).  

The constituents within the profession relevant to this investigation that need 

recognized are the Education Leadership Partnership (ELP), the Commission on 

Accreditation in Physical Therapy Education (CAPTE), and the Federation of State 

Boards of Physical Therapy (FSBPT). The ELP is a triarchic collaboration of the APTA, 

the American Council of Academic Physical Therapy (ACAPT), and the Academy of 

Physical Therapy Education (APTE). Its purpose is to collaboratively progress and better 

PT education through different perspectives and expansive engagement of all 

stakeholders in and outside of the profession (APTA, 2017c). ACAPT is an institution 

membership-based organization that takes a global perspective and focus on PT, not 
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PTA, education (ACAPT, 2015). Independent of APTE, ACAPT is a collaborative, self-

governing organization within the APTA (ACAPT, 2015). It declares its transparency in 

purpose that dissonance in alignment may translate on PT education issues with the 

APTE (ACAPT, 2015). The National Consortium of Clinical Education (NCCE), a 

component within ACAPT, is a group of named clinical partners from PT practices for 

each member academic program. The NCCE aims to bridge classroom with clinic 

through a partnership and collaboration across academia and clinical practice in 

optimizing PT curricula and academic excellence within the field (NCCE, n.d.). The 

APTE is a component of the APTA whose focus is PT and PTA education, from didactic 

curricula to clinical experiences (APTE, 2013). Individualized and voluntary 

memberships, mostly comprised of PT academics, site coordinators of clinical education 

(SCCEs), and clinical instructors (CIs), support the development and integration of 

evidence-based practice for the profession while embracing that every PT and PTA is an 

educator (APTE, 2013).  

CAPTE is an appointed group of the APTA that is charged with the responsibility 

of regulating and enforcing operations within PT and PTA academic programs (CAPTE, 

2018a). It is a collaborative of relevant stakeholders of the profession to include PT 

educators, curriculum specialists, academic administrators, PT clinicians and clinical 

educators, administrators within higher education, and public representatives with diverse 

backgrounds and perspectives (CAPTE, 2018b). They support crafting the policies and 

procedures for the accreditation process and determine if academic institutions 

adequately fulfill the expectations set forth in the standards and criteria of the 

accreditation process to ensure quality and integrity to protect the rights of all its 
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stakeholders (APTA, 2011). If an institution is not a CAPTE-accredited program, the 

graduating student from that institution cannot sit to take the National Physical Therapy 

Examination (NPTE), thus the inability to become a licensed PT practitioner. (APTA, 

2011). CAPTE works closely with the APTA, ELP, and the FSBPT in optimizing the 

culture and functions of the profession in parallel with each state’s practice act.  

The FSBPT’s focus and task are crafting and administering the NPTE (APTA, 

2011). They also have multiple collaborations across the PT spectrum in supporting 

excellence in PT practice. They are responsible for assessing entry-level practice, 

continued competence, and safety within the PT profession (FSBPT, 2018b). The 

FSBPT, like other licensing boards, are committed to protecting the public (Kirsh, 2018). 

PT academic programs and institutions serve as the “nurseries” for the PT 

profession (Jensen, Nordstrom, Mostrom, Hack, & Gwyer, 2017, p. 858). The supporting 

cast, comprised of the APTA, ELP, CAPTE, FSBPT, and others, nurture, progress, 

enhance, and ensure that the processes are contemporary, effective, visionary, and 

purposeful in meeting the needs of the PT profession in tandem with the needs of society. 

Collaboration and partnerships across and outside of the PT profession with invested 

stakeholders promotes excellence for the profession and is essential in contextualizing PT 

practice and purpose (Jensen, Hack, Nordstrom, Mostrom, & Gwyer, 2017). The mission, 

vision, and core values of the APTA and its affiliating entities support who PTs are, what 

PTs do, and how PTs think.  

Background 

Dr. Francis Peabody’s 1927 renowned essay, The Care of the Patient, cautioned 

practitioners no to get “too scientific” (p. 877). As a physician and an associate professor 
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of medicine at Harvard Medical School, he held firm that the essential factor of practice 

is actually caring for the patient (Peabody, 1927). Dr. Peabody had a unique opportunity 

as a clinician and academic to influence, grow, and support his medical students as the 

future of his profession. When speaking about caring for the patient, what exactly does 

this mean? Is it the technical skills and knowledge of the practitioner, or, is it their ability 

to connect and holistically meet the needs of those they serve? How do we define this 

construct? What are the factors that make practitioners effective in caring and serving 

individuals in communities and societies at large?  

Academics in higher education have been charged with the task of teaching 

students in particular domains of interest eluding to a defined major or area of practice. 

This process compresses guiding, instructing, and educating students to acquire 

knowledge and skills relevant to a particular discipline (Merriam-Webster, 2018). 

Academics in the healthcare professions must recognize that the knowledge imparted to 

students should be comprehensive and holistic in formal instruction and clinical 

experience. The medical education model, rooted back to Abraham Flexner’s 1910 

Flexner Report and the biomedical model, is one that is foundational for contemporary 

PT practice and that of other health professions’ academic programs (Duffy, 2011). 

William Osler, a “naysayer” to the Flexner Report, challenged those investigators, in that 

the model was too removed from the reality of the patients it was created to serve and 

that the priorities were ill-situated by the dependency on academic physicians insight 

(Duffy, 2011, p. 5). Although a monumental document with great depth and breadth for 

medical training and scientific discovery, the Flexner Report raised concerns that it 

overlooked the ethos of medicine with its heavy emphasis on science and education 
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(Duffy, 2011). Duffy stated, in his 2011 article, that “the profession appears to be losing 

its soul at the same time its body is clothed in a luminous garment of scientific 

knowledge” (p. 5). Flexner’s Report, an influential foundational framework of the 

biomedical model, lacked in appreciating the value and importance of service and spirit 

in caring for the patient in the role of being a practitioner (Duffy, 2011).  

It is hypothesized that being an effective PT practitioner, as with many other 

healthcare professions, reaches beyond the boundaries of demonstrating the technical 

hands-on skills and psychomotor components of what PTs do. There is no debate in the 

value of a foundational and strong knowledge-base of anatomy and physiology, body 

systems and biomechanics, human development and pathology; but, is this enough to be 

effective? In reflecting on the value of the therapeutic alliance, Flexner’s Report, and Dr. 

Peabody’s sentiments of caring for the patient, how do Academics ensure prioritization of 

patient welfare and the education of the future of the profession while acknowledging the 

value and necessity of scientific knowledge as the core of the medical education model? 

The development, knowledge, and skill sets for student PT as the future of the profession 

perhaps should have an appreciation for its dynamic and complex nature of being 

beneficent healers and effective practitioners. 

Despite Peabody’s (1927, pp. 877-882) plea of “caring for the patient”, PT 

program and academic institution metrics for success have consistently been anchored in 

test grades, graduation rates, and board licensure pass rates. CAPTE articulates this 

expectation and required metric for accreditation of PT education programs within 

elements 1C and its subsets 1C1 and 1C2 (CAPTE, 2017). Graduation from an accredited 

PT program and passing the NPTE are the required minimum criteria to legally practice 
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as a PT. These minimum requirements may not be enough in cultivating or identifying an 

effective PT within a complex and challenging healthcare environment. The limitations 

exist in how to gain an appreciation in identifying, enhancing, and measuring such 

components in parallel with the concrete and quantitative measures in what constitutes an 

effective PT.  

Problem Statement 

 PT academic program graduation and passing the NPTE are efforts grounded by 

CAPTE and the FSBPT to validate academic intelligence, foundational knowledge, and 

the psychomotor skills to practice as a licensed PT. These quantitative measures are 

rooted in cognitive intelligence. Cognitive intelligence is one’s cognitive ability or 

understanding of factual knowledge that can be quantitatively assessed (Hoffman & 

Frost, 2006). Standardized testing metrics such as the Intelligence Quotient (IQ), 

Graduate Record Examination (GRE), and grade point average (GPA) are quantifiable 

measures of cognitive intelligence. Two variables that are consistently identified in the 

literature as heavily-weighted criteria for PT program admissions are GPA and GRE 

scores as they are highly correlated with graduation and NPTE pass rates (Luedtke-

Hoffman, Dillion, Utsey, & Tomaka, 2012; Nuciforo, Litvinsky, & Rheault, 2014; 

Bayliss, Thomas, & Eifert-Mangine, 2017).  The challenge that exists in PT academic 

programs, and many other disciplines, is having an appreciation for a more holistic 

conceptualization of what the characteristics of an effective PT may be through 

quantitative and qualitative measures. Appreciating and understanding the emotional 

intelligence, personal values, and other abstract constructs that contribute to the 

wholeness of a person may have value in identifying appropriate candidates as the future 
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of the PT profession. Successful intelligence and other non-cognitive characteristics may 

better enhance and provide insight into defining PT practitioner effectiveness when 

paired with a certain threshold of cognitive intelligence. Understanding such markers, as 

articulated by PT academics and PT clinicians, can support this process across several 

domains of practice. There are gaps and dissonance in the knowledge and literature 

defining what characteristics are markers of an effective PT outside of PT program 

graduation, licensure, professionalism, and qualities of expert practice. Such insight 

around such markers is lacking inclusivity from two of the profession’s essential 

stakeholders, PT academics and PT clinicians.  

Purpose 

This Delphi study seeks to solicit the opinions of PT academics and PT clinicians 

through an electronic-based survey to empirically explore and identify potential markers 

of an effective PT while appreciating the similarities and differences that may result. The 

outcomes of this investigation will establish a framework for operationally defining an 

effective PT in a comprehensive and holistic manner from the perspective of two 

stakeholders with the progression of future studies to expand and capture the opinions of 

PT students, PT patients, and rehabilitation administrators. The resulting data will 

potentially support efforts in crafting holistic PT academic program admissions criteria 

and subsequent evolution of curricular andragogy in striving towards excellence for the 

future of the profession.  

Excellence in PT can be framed from various perspectives. A contemporary study 

around PT education frames excellence to embody four elements (Jensen et al., 2017). 

The first they suggested is that shared beliefs and values within the profession ground PT 
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education with purpose and relevance (Jensen et al.). Second, they believe that leadership 

and vision, paired with awareness and sensitivity of all the intrinsic and extrinsic 

influences, are foundational components that help the profession navigate the processes 

within practice, education, and research (Jensen et al.). Third, they said that excellence, 

not mediocrity, should be set as the standard that supports the culture of innovation by 

pushing boundaries and taking risks to advance the profession (Jensen et al.). The fourth 

and final essential component of excellence is relationships: genuine, deliberate, and 

purposeful in establishing networks across practices and academic institutions (Jensen et 

al.). Excellence embodies inclusiveness, collaboration, evidence-based practice, and 

authentic engagement in society in serving and meeting the needs of all stakeholders of 

the profession (Hack, 2018). Markers that are hypothesized to surface from this 

investigation that contribute to excellence in PT include constructs around the therapeutic 

alliance (TA), evidence-based practice (EBP), the biopsychosocial model, emotional 

intelligence (EQ) and social intelligence (SI), and personality. Figure 1 illustrates the 

model of excellence that resulted from the Jensen et al. study. Many of the undertones of 

this model fall within the constructs of the hypotheses of this investigation around 

markers of an effective PT.  
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Figure 1. This illustration identifies the organizational structures and resources inputted 
in the model of excellence in PT education. (Jensen et al., p. 863; Jensen, Mostrom, 
Hack, Nordstrom, & Gwyer, 2019, p. 96) 
 

Theoretical Framework 

 Values influence and define cultures, thought processes, and behaviors in 

individuals, groups, and organizations (Schwartz, 2012). They help to make sense of 

society and how individuals interact within it (Schwartz, 2012). This study is grounded in 

appreciating how values influence individual perspectives, more specifically, PT 

academics and PT clinicians, and the PT profession as an entity. The Schwartz Human 

Value Theory provides a framework in understanding how values impact feelings and 

personal effect, how they motivate, support, and guide behaviors, thoughts, and actions, 

and how they contextualize the environments that PTs inhabit (Schwartz, 2012). Dr. 

Schwartz suggested there are 10 basic human values that comprehensively explain 

individual priorities and motivations that define a person. Figure 2 illustrates the cyclical 



11 
 

nature of the theory and the corresponding dispositions that result from an intrinsic 

hierarchy of values.  

 

Figure 2. This figure illustrates the relationship among the 10 types of values as they 
relate across the cyclical structure (“t” in self-enhancement [sic]. (Schwartz, 2012, p. 9). 
 

The closer the constructs are in proximity to each other, the greater the compatibility 

within those values; the greater the distance, the greater the dissonance between the 

values of the individual. The cyclical depiction appreciates that all 10 values integrate 

and are relative to each other in driving the individual, as a whole, while appreciating the 

contextualization of the environment (Schwartz, 2012).  

 Understanding the diversity within intelligences as they pair with values supports 

this study as it explores the markers of what effective PTs are. Intelligence is 

multifaceted and should be appreciated as such. Robert Sternberg’s theory of successful 
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intelligence comprehensively unpacks intelligence as a triad: analytical, creative, and 

practical thinking (Sternberg, 1988). When conceptualizing the markers of an effective 

PT, intelligence is hypothesized to be an essential component from foundational 

knowledge and clinical reasoning as the analytical piece to the alternative thought 

processes of creative intelligence and the common sense of real-life practical intelligence. 

Sternberg (1988) suggested that the triad is expressed as successful intelligence; what 

really matters in life, not just the in the profession of PT (Sternberg, 1988). Successful, 

intelligent people have the ability to adapt and employ a balance of analytical, creative, 

and practical thinking within the context of life, cultures, and scenarios in which they 

engage (Sternberg, 1988). They strive to perform competently and exceptionally, they 

capitalize on their strengths and seek resources to grow and support them in their areas of 

weakness; they are adaptable, flexible, and thoughtful; they are problem solvers, they 

exercise sociocultural awareness and self-regulation, and they are not afraid to fail and 

recognize when they do (Sternberg, 1988). These attributes and dispositions are 

hypothesized to be consistent with the markers of what an effective PT may be. The 

theories of values and successful intelligence ground the conceptual framework of this 

investigation and support its translation to the real world.  

Methodology                 

An exploratory Delphi study was employed for this investigation through an 

electronically disseminated survey to PT clinicians and PT academics in soliciting their 

opinions of what the markers are of an effective PT. The Delphi is an appropriate model 

to implement in developing a framework around the markers of an effective PT through 

its systematic processes of refining the opinions of a group experts in a collaborative, not 



13 
 

combative, manner to gain consensus around a particular topic (Dalkey & Helmer, 1963; 

Dalkey, 1967; Mead & Moseley, 2001; Baker, Lovell, & Harris, 2006). The Delphi, 

initiated with an open-ended question to a panel of expert participants, and through its 

subsequent rounds of data collection, compression, and refinement through re-

distribution, can support crafting a framework around a construct that can later be 

developed and expanded upon (Dalkey & Helmer, 1963; Dalkey, 1967). A Delphi study 

is often the pioneering piece for a larger study and is widely used across many disciplines 

(Mead & Moseley, 2001).  

This study aims to reach a widespread geographical area of PT academics and 

clinicians via the institutional memberships in the ACAPT and the NCCE. The intention 

is to investigate how opinions clustered across the U.S. in PT practice based on the 

participants’ primary roles as a PT academic or PT clinician. The investigation was 

designed with a matching strategy for recruitment of participants through ACAPT 

(Academics) and the NCCE (Clinicians and Directors of Clinical Education [DCEs]) 

within the clinical partnerships allowing for dual perspectives from classroom and clinic. 

Figure 3 illustrates the general Delphi process. The process translates through 

three rounds of data collection, compression, and re-distribution to gain consensus among 

the participants (Mead & Moseley, 2001). The intention is for the final report to be 

indicative of the consensus of the markers of an effective PT from the perspectives of PT 

academics and PT clinicians.  
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Figure 3. This figure illustrates the general processes of the Delphi model (Milevska-
Kostova, & Dunn, 2010, p. 429) 
  

Qualitative and quantitative analyses using qualitative coding, descriptive 

statistics, and chi-square testing via SPSS software (i.e. participant demographic data, 

response rates) will be run through the various iterations of data collection, analyses, 

compression, and re-distribution to participants through three anticipated Delphi rounds. 

The data will be electronically collected and uploaded to a secure password-protected 

cloud to optimize participant privacy and minimize any breaches of confidentiality. The 

responses of the participants from each of the rounds will be compiled, reviewed, and 

redistributed for each iteration with an aim to arrive at a consensus of the group as to 

what the markers of an effective PT are.  

 

 



15 
 

Assumptions 

 The main constructs hypothesized within this study have great density and 

diversity within the literature in regard to individual dispositions, personalities, and other 

transferrable skill sets that elude to becoming an effective practitioner across several 

disciplines in healthcare. The profession of PT speaks to the value of exercising habits of 

head, hand, and heart (Jensen et al., 2017). The translation of head and hand happens with 

much greater ease and objectivity than those of habits of heart (Jensen et al.). In 

dialogues, focus groups, and loose conversations within the PT profession, the value of 

transferrable skills within the domain of education and clinical practice often surface. 

Flexner (Duffy, 2011) challenged the medical profession to not be overly scientific and to 

stay patient-focused. The literature has suggested that GPA and GRE are predictors of 

academic success and NPTE pass rate, which equate as an essential component, but the 

minimum criteria to practice as a PT (Nuciforo, Litvinsky, & Rheault, 2014). The 

literature has also suggested that many non-cognitive qualities are not predictive or 

supportive of success on passing the NPTE (Galleher, Rundquist, Barker, & Chang, 

2012). These are psychometric measures that have limited to minimal sensitivity to the 

person taking the exam in respects to dispositions, values, personalities, and abilities 

outside their ability to take a standardized exam and translate textbook knowledge in 

answering multiple-choice questions. PT is a relation profession in which PTs serve and 

care for patients who are ill, injured, or in pain. PTs are not in an industry in which they 

are a manufacturing line putting pieces of a machine together. As healthcare providers, 

there are many other facets to consider, in addition to the foundational knowledge and 
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psychomotor skill sets learned in PT school, that influence and support the ability to 

provide effective care for the patients they serve. 

Definition of Terms   

Academy of Physical Therapy Education (APTE): is a component of the APTA,  

grounded in individualized and voluntary memberships, whose purpose centers 

around PT and PTA education from didactic curricula to clinical experiences; 

previously known as the Education Section (APTE, 2013).  

American Council of Academic Physical Therapy (ACAPT): a group, with an  

institution-based membership, within the boundaries of the APTA whose focus is 

on the academic preparation of PT students through a collaborative with 

organizations both in and outside of the PT profession (ACAPT, 2015). 

American Physical Therapy Association (APTA): the nationally recognized  

organization that represents, guides, advocates, and supports the practice and 

profession of PT (APTA, 2017a). 

Analytical intelligence: the facet of intelligence that centers around comparing and  

contrasting, judging, evaluating, and analyzing with deliberate attention in 

crafting a thoughtful solution to a problem (Sternberg, 1996). 

Biopsychosocial model: a model proposed by Dr. Gorge Engel that attempts to humanize  

medicine and appreciates that a person’s health is influenced by social and 

behavioral determinants in parallel to biology and pathology; it embodies the 

patient, the social environment, and biological influences (Engel, 1977).  

Commission on Accreditation in Physical Therapy Education (CAPTE): the  
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accrediting body for the PT profession that is nationally recognized by the United 

States Department of Education (USDE) and the Council for Higher Education 

Accreditation (CHEA) that articulates, regulates, and enforces operations within 

PT academic practices in parallel with the ELP and individual state practice acts 

(CAPTE, 2018a). 

Core Values: beliefs that influence, characterize, and explain the motivation basis of  

behaviors, attitudes, and beliefs of individuals, groups, or organizations 

(Schwartz, 2012).  

Creative intelligence: aspect of intelligence that employs expressions of being novel,  

innovative, and eclectic; a “synthetic thinker” in discovering, inventing, 

imagining, and supposing (Sternberg, 1996, p. 191). 

Education Leadership Partnership (ELP): a collaborative group comprised of a  

triangulation of the APTA, ACAPT, and APTE that work with the aim of 

appreciating all stakeholders of the profession in progressing and solidifying PT 

education and to minimize duplication of efforts among the three constituents 

(APTA, 2018c). 

Emotional intelligence (EQ): the ability to recognize one’s emotions in parallel with  

other people’s while appreciating the differences that may exist between them and 

then using that emotional information to direct thoughts, behaviors, and actions in 

adapting to particular social environments around an identified purpose or aims; 

comprised of self-awareness, self-management, social awareness, and relationship 

management (Bradberry & Greaves, 2009; Goleman, 1998). 

Evidence-based practice (EBP): three pillars to include: best available evidence, a  
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practitioner’s knowledge and skills, and the patient’s values and preference 

(APTA, 2017e; Herbert, Jamtvedt, Mead, & Hagen, 2011). 

Federation of State Boards of Physical Therapy (FSBPT): the organization  

responsible for developing, maintaining, and administering the NPTE for PTs and 

PTAs (FSBPT, 2018b). 

Markers: characteristics, qualities, or traits.  

National Consortium of Clinical Education (NCCE): a group of named clinical  

partners from PT practices for each ACAPT member academic program that aims 

to bridge classroom with clinic through a partnership and collaboration across 

academia and clinical practice in optimizing PT curricula and academic 

excellence within the field; a component within ACAPT (NCCE, n.d.). 

National Physical Therapy Exam (NPTE): a computer-administered examination that  

every PT/ PTA candidate who graduates from an accredited program must pass in 

order to become a licensed and practicing clinician (APTA, 2015).  

Patient-centered care: a quality of TA in which a practitioner acknowledges and has a  

deep respect for patients as unique individuals while keeping them at the center in 

the delivery of their care and recognizing their values and what is meaningful to 

them (Epstein & Street, 2011). 

Practical intelligence: the perspective of intelligence that essentially correlates with the  

ability to translate, use, or apply theory and ideas into practice or real life; 

common sense (Sternberg, 1996). 

Successful intelligence: an amalgamation of creative, analytical, and practical  
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intelligence; an individual’s global abilities around intelligence that allows for 

them to achieve, learn, and grow in life (Sternberg, 1988; Sternberg 1996). 

Therapeutic alliance (TA): the relationship or connection that exists between a patient  

and the therapist (Hall et al., 2010).        

Summary	

The framework for this investigation was established in navigating through 

Chapter one. PTs are healthcare practitioners who serve a variety of different patients 

across the lifespan and across several scopes of practice. Their aim is to bring value to the 

healthcare system and support individuals in their quality of life by promoting, 

maintaining, and improving function and fitness through EBP (APTA, n.d.). EBP is 

holistic and comprehensive in appreciating the evidence, the knowledge and skills of a 

practitioner, and individual patients’ values and motivation (APTA, 2017e; Herbert et al., 

2011). The biopsychosocial model, in parallel with the constructs within the TA, require 

more of a practitioner than just cognitive intelligence. Francis Peabody cautioned 

practitioners not to get “too scientific” in their approach to patients (Peabody, 1927, p. 

877). Currently, the minimum required standards to practice as a PT are graduation from 

an accredited PT program and passing the NPTE. How are the other factors, as Sternberg 

(1996) identified through successful intelligence, captured to ensure the integrity of the 

profession and that candidates have what it takes to be an effective PT within practice 

and the global healthcare system? This investigation seeks to identify what the markers of 

an effective PT are from the lens of two of the profession’s stakeholders, PT academics 

and PT clinicians. This study may serve as the foundation of operationally defining what 
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an effective PT is and what markers are essential to identifying prospective students to 

enter the profession in parallel with current structures around academic intelligence.  
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Chapter 2 

Literature Review 

Being a part of the healthcare profession is a privilege. There is a responsibility to 

provide comprehensive, evidence-based, compassionate care in serving and meeting the 

needs of society within each scope of practice. The purpose of PT, within the healthcare 

industry and society is to maintain, restore, and improve people’s ability to move in 

optimizing function, safety, and quality of life through EBP and patient-centered care 

(APTA, 2011). PTs provide comprehensive evaluation, assessment, and interventions to 

individuals across the lifespan who have limitations in actively and physically engaging 

in their environments as a result of numerous conditions or pathologies (APTA, 2011). 

As a profession, PT serves society through rehabilitation, habilitation, prevention, and 

health management by promoting wellness and fitness (APTA, 2011). The processes of 

patient management through examination, evaluation, diagnosis, prognosis, intervention, 

and outcome assessment are complimented by PTs’ extended roles of consulting, 

education, research, and administration (APTA, 2011). PT is a dynamic, adaptive, and 

relation profession aiming to meet societal needs by remaining current with the evidence 

the optimizes practice (APTA, 2011). 

In Francis Peabody’s 1927 renowned essay, The Care of the Patient, he cautioned 

practitioners to not get “too scientific” (Peabody, 1927, p. 877). As a physician and an 

associate professor of medicine at Harvard Medical School, he held firm that the essential 

component of being a practitioner was to care for the patient (Peabody, 1927). The 

modern healthcare industry is a challenging environment with the wealth of scientific 

advances in medical care and technology paired with the fiscal and federal limitations 
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and constraints on operational practice. The overarching aim of patient-centered care that 

Peabody spoke about is sometimes lacking. This may be attributed to the efficiency 

expectations by management or perhaps some practitioners lack the skill set or lose sight 

of the value in delivering this essential component of care. How do providers own the 

responsibility they are charged with, as academics and/ or healthcare professionals in PT, 

in facilitating the development of the future of the profession in thriving, providing care, 

and making a difference in the lives of those they serve, while positively influencing and 

contributing to the healthcare industry? 

The motivation behind this investigation was to gain an appreciation for the 

markers of an effective PT from the perspectives of key stakeholders, PT academics and 

PT clinicians. Understanding what these markers are could support the process in crafting 

an assessment tool used to gain a more comprehensive understanding of potential 

candidates seeking admissions into PT programs while supporting curricular aims in 

developing the future of the profession. History illustrates that many PT and other health 

profession academic programs anchor admissions criteria in a candidate’s academic 

performance in ranking students by GRE and GPA scores from their undergraduate 

experiences and graduate school standardized testing (Nuciforo et al., 2014). The 

literature does suggest that these factors positively correlate with student achievement in 

academic performance and standardized test-taking within higher education and post-

graduation in passing the NPTE, the PT licensure exam (Nuciforo et al.). Grades and 

academic performance are factors of the equation in growing excellence in PT 

professionals. Knowledge is essential. Using academic data as a stand-alone variable to 

prioritize program admissions has significant limitations with its narrow view of who the 
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candidate is and potentially how successful he or she as the future of the profession out in 

the field of practice. Common sense would suggest that healthcare providers may need to 

be dynamic and knowledgeable individuals to adequately fulfill the role of being an 

effective practitioner.  

Many academic programs are exploring models of holistic admissions in efforts to 

capture particular intangible characteristics of applicants. There may be value in the 

processes and its outcomes for academic institutions and, specifically, the PT profession. 

In reviewing the literature relevant to explore and understand what these variables might 

be, the question guiding this investigation started to take shape. In terms of identifying 

the markers of what constitutes an effective PT, many perspectives can be solicited. The 

literature was sparse in studies aimed at soliciting this information from key stakeholders 

of the profession. It is essential to empirically identify what the stakeholders of the 

profession value and believe to be as markers of an effective PT to support crafting and 

integrating assessment pieces in admission criteria and curricula. Randomly identifying 

factors that may or may not be relevant to the product, an effective PT, does not follow 

the process of data-driven decision-making. This investigation has been designed to 

initiate the process of soliciting opinions of what PT academics and PT clinicians, two 

key stakeholders of the profession, believe and value as markers of an effective PT. This 

Delphi study will attempt to gain insight and attain data in answering the question of 

what the markers are that constitute an effective PT practitioner in providing care and 

serving the people of society. The markers that result may provide insight for admission 

assessment criteria that afford PT programs the opportunity to optimally capitalize on 

admitting candidates who better align with the profession and individual programs. The 
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insight gained from this investigation may also help to shape PT curricula in threading 

what may be some of the essential components of healthcare providers within the domain 

of PT practice.  

Chapter 2 will navigate through the literature that exists on constructs that are 

hypothesized to surface from this investigation. It will provide an organizational 

understanding of the profession from the perspectives of its supporting constituents and 

leadership organizations, while being framed within the theory of Successful Intelligence 

by Dr. Robert Sternberg (1996) paired with the Basic Human Values Theory of Dr. 

Shalom Schwartz (2012). Understanding the depth, breadth, and perspectives of the 

organizations and entities that support the profession and academic preparation of PT 

students is relevant in framing this investigation. The biopsychosocial model and EBP 

will be discussed, in addition to the TA and some of its constructs of EI, SI, and 

personality. Having an appreciation of these constructs and how they entwine within 

organizational, professional, and individual cultures and values may provide insight into 

the results that translate through the Delphi iterations in testing the assumptions that have 

been proposed.   

Professional Constituents 

American physical therapy association. The APTA is the national organization 

that represents, guides, advocates, and supports the practice and profession of PT (APTA, 

2017a). It was established in 1921 and is comprised of approximately 63,000 PTs through 

individual voluntary memberships, representing only about 30% of the PT profession 

(APTA, 2018a; Bureau of Labor Statistics, 2018). These figures do not illustrate the 

memberships of PTAs or SPTs. Despite the significant limitation in the national 
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representation of the profession, the APTA is the voice and foundation for PT from 

advocacy and policy to professional promotion, collaboration, networking, and academic 

preparation (APTA, 2017a). It aims to support its members with professional resources 

that promote EBP, best practice operations, and professional development (APTA, 

2017a). There are 51 state chapters and 18 components of specialization practice areas 

embedded in the organization (APTA, 2018a).  

 The APTA’s mission is “building a community that advocates the profession of 

physical therapy to improve the health of society” (APTA, 2018b). Its 2018 strategic plan 

cascades from the organization’s vision of “transforming society by optimizing 

movement to improve the human experience” (APTA, 2018g). The plan articulates 

transformations for society, the profession, and the association (APTA, 2018c). The 

element of transforming the profession is anchored in PT education (APTA, 2018c). Sub-

objectives of this domain combine PT academic preparation and constructs of 

performance and assessment in fostering and establishing value within the profession 

through data collection and EBP (APTA, 2018c). Sub-objective three charges the ELP to 

collaborate and work in unison with the APTA in providing recommendations to help 

shape the profession and establish standards and expectations around student readiness 

and entry-level practice in promoting excellence in PT education (APTA, 2018c). Sub-

objective four aims to provide academic and clinical faculty opportunities for 

professional development while making adequate and current resources and student 

assessment tools readily available (APTA, 2018c). The APTA is seeking to refine the 

Clinical Performance Instrument (CPI) for PT clinical education assessment and develop 

the constructs of Entrustable Professional Activities (EPAs) for PT students in creating a 
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culture of excellence across academic and clinical environments (APTA, 2018c; Jensen et 

al., 2017).  

The APTA has seven core values, or fundamental beliefs, that guide and support 

their organizational behaviors, decisions, and actions. These values are what 

define the APTA’s view of professionalism as articulated in its Vision 2020, 

passed by the House of Delegates in 2000 (APTA, 2017d; APTA, 2018h). The 

APTA core values identified for the PT profession are: 

• accountability;  

• altruism;  

• compassion and caring; 

• excellence;  

• integrity; 

• professional duty; and 

•  social responsibility (APTA, 2018h)  

Accountability is assuming individual responsibility for all facets of the 

profession in supporting the needs of its stakeholders (APTA, 2018h). Altruism calls for 

PTs to put the needs of those they serve ahead of their own self-interests (APTA, 2018h). 

Compassion and caring are coupled in appreciating and empathizing with another 

human’s experiences and translates into authentic concern and regard for that person, and 

his or her needs and situations (APTA, 2018h). Excellence is anchored in foundational 

theory and evidence-based knowledge while appreciating the practical knowledge and 

individual viewpoints with a zeal to progress, expand, and enhance skills and knowledge 

(APTA, 2018h). Integrity correlates with ethical practice and exercising a moral compass 
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while working within the scope of the profession and its code of ethics (APTA, 2018h). 

Professional duty calls PTs to be dedicated to those they serve, the profession, and 

society (APTA, 2018h). Social responsibility typifies professional promotion, leadership, 

and advocacy through collaborative and diverse relationships inside and outside of the 

profession to meet the health and wellness needs of society (APTA, 2018h).  

 The APTA core values are suggested to be the underpinnings of who PTs are and 

what they do as members of the profession and as an organization. These values should 

remain central to the PT profession in moving the profession forward, focusing its 

energies and resources, and collaborating with all stakeholders in reaching the aims of the 

2018 strategic plan of transforming society, the profession, and the organization. 

Threading the values throughout the academic preparation of students is imperative for 

the future of the profession to ensure the profession’s integrity and excellence as it faces 

the challenges within the healthcare industry (Brun-Cotton, McMillan, & Hastings, 

2018).  

Education leadership partnership.  The ELP was created in 2016 through a 

memorandum of understanding (MOU) and is a triangulation of the APTA, the ACAPT, 

and the APTE (APTA, 2017c). This merger aimed to minimize unwarranted variation in 

PT practice between the three constituents (APTA, 2018d). The triad’s purpose is to 

collaboratively work with and engage all stakeholders interested in progressing and 

bettering PT education with a more global and expansive lens than that of each individual 

or organizational entity (APTA, 2017c). The leadership committee is representative of 

the three entities of members (APTA, 2018d).  
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ACAPT has been an organization in evolution since 1945. It was rooted within 

the Education Section, now known as the APTE, as the Council of School Directors to 

the Academic Administrator’s Special Interest Group (AASIG) (ACAPT, 2015). In 2010, 

ACAPT emerged as a larger entity and separated from the APTE while remaining within 

the boundaries of the APTA (ACAPT, 2015). Its focus is on the academic preparation of 

PT students through innovation and excellence in education to elevate healthcare, 

academic leadership, and advocacy (ACAPT, 2016; ACAPT, n.d.). Their aim is to work 

collaboratively with, while being representative of, other components in the APTA 

(ACAPT, 2015). It supports partnerships and comprehensive work towards developing 

excellence in the academic and clinical domains of PT education by establishing 

standards and metrics for PT programs (ACAPT, 2016). 

There are three operational principles of ACAPT. First, the membership is 

institution-based, not individual (ACAPT, 2015). Second, it is a self-governing 

organization within APTA and independent of the Education Section (APTE) and the 

AASIG (ACAPT, 2015). ACAPT is transparent in that it may not align with the positions 

of the APTA or its components on all issues, however, the intentions are to collaborate 

and complement each other’s existence, promote interdependent communications, and 

support the academic community and profession (ACAPT, 2015). Third, the focus of 

ACAPT is PT education only (ACAPT, 2015). PTA educators and the needs within that 

scope would continue to fall under the umbrella of the Education Section (APTE) and the 

APTA (ACAPT, 2015).  

ACAPT is a hub for all stakeholders in fostering formal relationships and 

networks within the domain of PT academic preparation (ACAPT, 2016). The council 
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serves as a platform for academic administrators, academic faculty, and clinical educators 

(faculty, SCCEs, and CIs). ACAPT extends its reach into other professions and academic 

organizations and provides direction, insight, and support to the APTA, the CAPTE, 

FSBPT, the World Confederation for Physical Therapy (WCPT) and many other external 

agencies relevant to the practice of PT.   

ACAPT has core values, in complimenting those of the APTA, to guide their 

existence and purpose as a collaborating entity and a strongly influential organization 

within the profession (ACAPT, 2016):  

(a)  Excellence and distinctiveness in academic PT;  

(b)  Entrepreneurial leadership toward desired future that engenders 

innovation, flexibility, and creativity; 

(c)  Respect for diverse perspectives while being committed to high 

standards; 

(d)  Collaboration and shared responsibility for promoting best 

practices and outcomes in academic PT and the profession; and 

 (e)  Engagement and empowerment for direct and open participation, 

discussion, and decision making among all stakeholders   

Within the operations of ACAPT, to support the processes of this study and 

appreciate the organization’s efforts to bridge classroom and clinic, it is relevant to 

introduce and discuss the NCCE. This partnership aims to progress and move PT 

education forward comprehensively and holistically through shared accountability and 

partnerships between academics and clinicians through best practices in clinical 

education (NCCE, n.d.). The PT academic institution representative, generally the 
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Director of Clinical Education (DCE), pairs with an institution-selected clinical education 

affiliate representative such as a SCCE or CI (NCCE, n.d.). Each institution has the 

opportunity to register one clinical partner for the NCCE team, knowing and appreciating 

that each institution has more than a single operational clinical partnership. The NCCE 

aims to be inclusive and collaborative with stakeholders across academic and PT practice 

to integrate and optimize best-practice in clinical education, to enhance PT curricula, and 

cultivate quality clinical education to support excellence in the profession (NCCE, n.d.).   

The APTE, the rebranded Education Section, is one of the 18 components of the 

APTA that surfaced in 1945 (APTA, 2018a). The Academy is comprised predominantly 

of academic and clinical educators (i.e., SCCEs and CIs) through voluntary 

individualized memberships. The APTE’s mission is to inspire all PTs and PTAs in their 

roles as educators and to support the development and integration of evidence-based 

education practices (APTE, 2013). The Academy makes it clear, within their brand and 

mission, that every PT and PTA is an educator (APTE, 2013). The APTE’s expertise 

centers around PT and PTA education from an academic and clinical lens.  

Each entity of the ELP troika exists independently outside of its collaborative 

triad. Each have their own leadership, consortia, committees, task forces, and special 

interest groups. Despite the autonomy of each organization, the ELP aims to 

comprehensively and collectively meet the needs of the PT academic enterprise in 

parallel with those of the healthcare industry and society. Figure 4 illustrates the 

collaboration of the constituents within the ELP.  
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Figure 4. This diagram illustrates the ELP collaborations and constituents (Howman et al, 
2018, p. e 69). 

 

Commission on accreditation in physical therapy education. CAPTE is the 

accrediting body for PT and PTA programs and is nationally recognized by the United 

States Department of Education (USDE) and the Council for Higher Education 

Accreditation ([CHEA], CAPTE, 2018a; CAPTE, 2018b; APTA, 2011). The 

Commission is an appointed group of the APTA that articulates, regulates, and enforces 

operations within PT academic practices in parallel with the ELP and individual state 

practice acts. CAPTE currently accredits over 240 PT programs and 360 PTA programs 

in the U.S. (CAPTE, 2018a). It has 31 members and over 300 volunteers of diverse 

stakeholders: PT/ PTA clinicians, PT/ PTA educators, basic scientists, higher education 

administrators, and the public, all of which are supported by staff at the APTA (CAPTE, 

2018a). These commissioners are charged with the responsibility of determining if 

academic programs meet the standards of quality in PT education, identifying what those 

standards of quality are, and establishing policies and procedures for the accreditation 
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process (CAPTE, 2018b). The evaluative criteria for programs embody institutional and 

program integrity and capacity, curriculum, and outcomes (APTA, 2011). 

 CAPTE’s mission “is to ensure and advance excellence in physical therapy 

education”; its vision is to “be the global premier pathway to accreditation in physical 

therapy education” (CAPTE, 2018c, p. 4). CAPTE aims to make integrity central to its 

processes and purpose in assessing the quality of PT programs with the overarching 

responsibility of protecting the rights of all stakeholders impacted by its process and 

outcomes (CAPTE, 2018c). Deusinger, Hinman, and Peterson (2018) reported the 

necessity of dynamic and contemporary accreditation standards while echoing the 

importance and value of integrity within the accreditation process (Deusinger et al.). 

They suggested that the academic preparation of future PTs must be dynamic and not 

fixed (Deusinger et al.). The PT academic enterprise must evolve with the shifts in the 

demographics of those we serve and the perpetual changes in the knowledge and 

innovations in medicine (Deusinger et al.). Deusinger et al. challenged CAPTE’s 

requirements of core academic personnel. The authors voiced a concern that CAPTE may 

be a barrier for institutional aims by setting a hard and fast percentage requirement of 

terminal-degree, core faculty members: 50% (Deusinger et al.). They believed that an 

effective blend of degrees, credentials, experiences, and expertise of core faculty must be 

institution-specific to adequately meet the expectations of the professional preparation of 

entry-level PTs (Deusinger et al.). The authors felt the value of leadership experience and 

scholarly skill sets outweighed that of an academic terminal degree and that the clinical 

doctorate in PT (DPT), with advanced educational designations, may suffice in meeting 

requirements to optimally educate the next generation of PTs (Deusinger et al.). The 
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authors advocated for excellence within the profession, as with many other PT 

stakeholders, by promoting change through progression, assessment, and on-going 

refinement (Deusinger et al). 

The academic preparation of PTs is important and CAPTE’s standards within 

their criteria aim to support putting forth PT candidates who are adequately prepared to 

enter the profession (CAPTE, 2017b). CAPTE standards are comprehensive with 

attention to professional practice expectations, patient/ client management expectations, 

and practice management expectations that are embedded within the integrity and 

capacity of an individual institution and program, and their curricula and outcomes 

(APTA, 2011). Eligibility for taking the NPTE of the FSBPT requires a candidate to 

successfully graduate from a CAPTE-accredited PT program (APTA, 2011). Students 

who do not meet these criteria cannot move forward in becoming a licensed PT 

practitioner.  

Federation of state boards of physical therapy. The FSBPT is the organization 

responsible for developing, maintaining, and administering the NPTE for PTs and PTAs 

(FSBPT, 2018a). The Federation collaborates with several entities within the PT 

profession from CAPTE to the APTA and the ELP in its efforts to maintain the integrity 

of the profession. The FSBPT works with each state’s licensing board to establish laws 

and regulatory standards in PT practice in assessing entry-level practice, continued 

competence, and safety within the profession (FSBPT, 2018b). Nancy Kirsh, PT, DPT, 

PhD, FAPTA, and President of the FSBPT, expressed that licensing boards have a 

commitment to protect the public (Kirsh, 2018). Kirsh (2018) echoed the thoughts of 

Abraham Flexner (Duffy, 2011) in that licensure is an accountability piece for consumers 
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and serves as a means of self-regulation for the licensee and is a delineation of a 

professional from someone who simply holds a degree (Kirsh, 2018).  

 There are several constituents that support the PT profession in many different 

capacities. Collectively, the aim is to advance the profession and promote excellence in 

PT. Striving for excellence is a dynamic process that necessitates vision, thought, 

strategy, collaboration, data, assessment, and refinement. This aim is evident within the 

PT profession through its history, evolution, and growth through the support and 

advocacy from the collaborative organizations and their sub-divisions. 

Excellence in Physical Therapy 

Excellence is a goal for many of organizations and stakeholders in establishing 

standards of practice and professional expectations in the field of PT. The APTA clearly 

articulates that a “profession’s scope of practice is directly dependent upon the education 

and skill of the provider…” (APTA, 2011, p. 10). History, politics, technology, and 

societal needs have contributed to the over 100-year evolution of the PT profession from 

its earliest days of reconstruction aides to its current status as DPTs (APTA, 2011). These 

demands have shifted the educational paradigm to expand, enhance, and optimize the 

preparation of entry-level PTs to have greater depth, breadth, and scope to practice in a 

dynamic and complex healthcare environment with a framework grounded in 

foundational, behavioral, and clinical sciences (APTA, 2011).  

Jensen et al. (2017) put forth a qualitative investigation of PT education in parallel 

with the call-out from the Carnegie Foundation for the Advancement of Teaching in the 

disciplines of medicine, nursing, law, engineering, and clergy. Such a study has not been 

achieved since Catherine Worthingham’s, over 50 years ago (Jensen et al.). This study, 
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published for the PT profession in September 2017, is known as the National Study of 

Excellence and Innovation in Physical Therapists Education; there was a Part 1 and Part 

2 to the paper (Jensen et al.). The investigators devoted time, energy, and efforts within 

the Carnegie model in taking a deep look at the current academic forum in PT. In 2018, 

they released the textbook, Educating Physical Therapists, further disseminating the 

knowledge they gained from their study. Jensen et al. identified four elements in their 

culture of excellence dimension in PT education through learner- and patient-

centeredness. The first element involved shared beliefs and values around the purpose 

and significance of PT education (Jensen et al.). Element two identified leadership and 

vision as a consistent factor across all environments with awareness of the influence of 

internal and external variables in practice, education, and research (Jensen et al.). The 

third element identified setting the standards higher with an expectation of excellence that 

further influenced community innovation and risk-taking in progressing forward with 

continued advancements (Jensen et al.). The fourth element of authentic and deliberate 

partnerships connecting clinics to classrooms was suggested to depict a culture of 

excellence (Jensen et al.). Jensen et al. crafted a model of excellence in PT education. 

Figure 4 illustrates its constructs and ideals. 
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Figure 5. This illustration identifies the organizational structures and resources inputted 
in the model of excellence in PT education (Jensen et al., 2017 p. 863; Jensen et al., 2019, 
p. 96). 
 

Excellence is proposed to be a multi-faceted construct with numerous contributing 

variables and ideals. It is often used as a standard of performance across organizations 

and institutions. Excellence is not settling for mediocrity. Laurita Hack, DPT, PhD, 

MBA, FAPTA, in her 2018 Mary McMillan address, discussed affirming themes of 

excellence through Wisdom and Courage (Hack, 2018). The themes she identified 

included the priority of patient care, the need to fully integrate patient care, education and 

research, societal engagement, and a concern for excellence (Hack, 2018). Hack (2018) 

further went on to impress upon the importance of the realm of society in her lecture and 

charged the APTA, in unison with her colleagues from the Excellence and Innovation in 

PT Education project, with the tasks of implementing four thoughts in improving the 

public good: address social determinants of health, actively engage in social issues by 

addressing health inequities, build diversity into PTs workforce, and work collaboratively 
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with all stakeholders of the profession from patients, clients, and colleagues to 

communities (Hack, 2018).  

This investigation aims to explore if markers of an effective PT exist based on the 

values and beliefs from two of the essential stakeholders of the profession: PT academics 

and PT clinicians. Understanding various components stemming from intelligence and 

values may support in the identification of such markers. There are a plethora of 

dispositions and various elements that are hypothesized to be attributes of an effective 

PT. Some of the ideals put forward by this researcher include: appreciating the constructs 

of the biopsychosocial model, the three pillars of evidence-based practice, and key 

components of the TA amalgamated within organizational, professional, and individual 

cultures and values.  

Theoretical Framework 

 What constitutes an effective PT remains elusive. Determining what such markers 

may be, based on the profession’s and societal values, may help to better understand 

pertinent characteristics for success and effectiveness in the PT profession. These 

perspectives are relevant and important to capture in having a comprehensive 

appreciation of the expectations of an effective PT practitioner.  

Intelligence, as a multifaceted construct with great density and variability in its 

interpretation and understanding, may be at the forefront in appreciating the 

characteristics of effective PTs. Intelligence cannot be unpacked as a single construct, 

measure, or variable. The idea of intelligence is often understood to equate to a person’s 

general cognitive ability and the scores attained from psychometric testing, such as IQ 

measures (Brody, 2004). Cognitive intelligence is factual knowledge that can be 
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measured through quantitative testing of numerical, verbal, abstract, spatial, and 

mechanical reasoning skills and performance (Brody, 2004). Cognitive intelligence has 

been suggested to be a stable variable throughout one’s lifespan (Brody, 2004). Several 

theorists have thoughts that exist around the construct of intelligence from Spearman to 

Binet to Carroll, Flynn, Gardner, and Sternberg (Brody, 1999).  

Robert Sternberg’s (1988) triarchic theory of intelligence identified it as a triad of 

practical, creative, and analytical intelligences. In establishing the theoretical framework 

for this paper, intelligence is paired with the construct of values. A comprehensive 

understanding of a profession, culture, or person may offer clarity to the values that 

intrinsically motivate and define such individuals, organizations, or societies. Shalom 

Schwartz identified 10 basic values that exist across cultures, societies, and people 

(Schwartz, 2012). Sternberg’s (1988) triarchic theory of intelligence coupled with 

Schwartz’s (2012) theory of basic human values serve as the theoretical grounding of this 

investigation and what has been hypothesized as markers of an effective PT. Theory 

helps to organize ideas to make sense of the world (Fullan, 2008). 

Robert Sternberg’s (1988) theory of human intelligence is expressed as a triarchic 

mind consisting of analytical, creative, and practical thinking. Analytical intelligence 

involves comparing and contrasting, judging, evaluating, and analyzing with deliberate 

attention to craft a thoughtful solution to a problem (Sternberg, 1996). Creative 

intelligence centers around being novel, innovative, and eclectic; a “synthetic thinker” in 

discovering, inventing, imagining, and supposing through abstract thought (Sternberg, 

1996, p. 191). Being creatively intelligent goes beyond the standards of conventional 

thinking, despite opposition and barriers that may exist in counteracting such inventive 



39 
 

thoughts or ideas (Sternberg, 1996). Practical intelligence, often interchangeable with the 

idea of common sense, essentially correlates with the ability to translate, use, or apply 

theory and ideas into practice or real life (Sternberg, 1996). Sternberg’s theory suggests 

that “there is more to intelligence than IQ” (Sternberg, 1996, p. 13). 

Sternberg’s (1996) theory pushes the boundaries of academic intelligence, which 

is quantified through conventional testing mediums. These testing mediums include tools 

such as IQ testing, the Scholastic Assessment Test (SAT), the American College Testing 

(ACT), and the GRE (Sternberg, 1996). Analytical intelligence is different from, but a 

small component of, this academic intelligence (Sternberg, 1996). These testing measures 

do not reflect creative or practical intelligences. Americans, as a society and educational 

culture, embrace academic intelligence measures as an anchor in defining one’s cognitive 

abilities and intelligence (Sternberg, 1996). Sternberg suggested exercising caution with 

the understanding that correlation can be confused with causation in thinking that success 

parallels with higher academic intelligence testing scores (Sternberg, 1996). In 

Sternberg’s Successful Intelligence (1996), the overarching idea of successful intelligence 

is a comprehensive appreciation of an individual’s abilities to achieve, learn, and grow in 

life (Sternberg, 1996). For Sternberg, successful intelligence is what really matters in life. 

(Sternberg, 1996). It is irrelevant as to how success may be operationally defined. A 

person’s grade point average (GPA), SAT, ACT, or GRE scores are not the anchoring 

pieces that dictate a person’s life success (Sternberg, 1996). Sternberg said that 

successful, intelligent people have a skill set that demonstrates a balance of effectively 

and efficiently employing analytical, creative, and practical thinking while exercising 

flexibility within the context of life, cultures, and situations (Sternberg, 1996). Table 1 
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summates how Sternberg articulated the skill sets of successfully intelligent people in 

Successful Intelligence (1996).  

Table 1 
 
Robert Sternberg’s Markers of Successfully Intelligent People  

Successfully intelligent people: 

Defy negative expectations (p. 19) 
Are self-efficacious (p. 20) 
Actively seek out role models (pp. 20-21) 
Realize their environment may or may not enable them to make the most of their 
abilities (p. 24) 
Seek to perform competently and extraordinarily (p. 26) 
Capitalize on their strengths and compensate for and correct their weaknesses (p. 
12) 
Are adaptive and flexible in their roles and responsibilities (p.153) 
Recognize problems and initiate solutions before they become unmanageable 
(p.158) 
Have clear and focused problem definition to optimize true resolution (p. 160) 
Thoughtfully and strategically plan in problem solving (p. 163) 
Accurately represent information about a problem and how it can be used 
effectively (p. 165) 
Strategically and thoughtfully allocate resources, for short term and the long term 
(pp. 168-169) 
Appreciate decision-making errors, but monitors and assesses to effectively refine 
them (p. 171) 
Think independently to solve problems (p. 176) 
Recognize the limits of rationality and its challenges (p. 187) 
Are innovative, but build social capital (p.189) 
Actively seek role models and evolve into one (p. 200) 
Question assumptions and encourages it from others (p. 201) 
Allow themselves and others to make mistakes (p. 202) 
Take sensible risks and encourage it from others (p. 203) 
Seek tasks for themselves and for others that afford creativity (p. 207) 
Actively define and redefine problems, while helping others to do the same (p. 208) 
Reward creativity for themselves and others (p. 211) 
Allow for creative thinking and time to do so for themselves and others (p. 212) 
Tolerate ambiguity and encourage its tolerance in others (p. 212) 
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Appreciate the challenges that creative people encounter and must overcome (p. 
214) 
Have a willingness to grow (p. 215) 
Appreciate the value of person-environment fit (p. 218) 
Are self-motivating (p. 251) 
Exercise self-restraint and regulation (p. 255) 
Know when to persevere (p. 256) 
Know how to capitalize on their abilities (p. 257) 
Puts thought into action (p. 258) 
Are outcome oriented (p. 259) 
Complete tasks and demonstrate follow through (p. 260) 
Are initiators (P. 261) 
Are not afraid to fail (p. 261) 
Are not procrastinators (p.262) 
Accept fair blame and responsibility; are accountable (p. 263) 
Barr self-pity (p. 264) 
Are independent (p. 264) 
Put forth effort to overcome personal challenges (p. 265) 
Focus and concentrate to achieve their goals (p. 265) 
Find balance in not spreading themselves too thin or too thick (p. 266) 
Can delay self-gratification (p. 266) 
Have the ability to see the big picture while appreciating detail (p. 266) 
Are confident, yet humble and believe in their ability to do what they set out to do 
(p. 269) 
Balance analytical, creative, and practical thinking (p.268) 

 

 Values are a fundamental and heterogeneous factor in societies, organizations, 

and individuals. There is variability in what they are and their levels of importance. They 

influence, characterize, and explain the motivation behind behaviors, attitudes, and 

beliefs (Schwartz, 2012). Values help us to understand and make sense of human society 

and social relationships (Schwartz, 2012). Schwartz (2012) put forth the idea that there 

are 10 distinct types of values working synchronously to organize all human motivations. 

There is universality of these 10 values across all people and groups, but the hierarchical 
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arrangements may differ depending on their motivation (Schwartz, 2012).  Schwartz’s 

values’ theory embraced six overarching constructs of all values (Schwartz, 2012): 

(a)  Values are beliefs that provoke feelings that directly correlate with personal 

effect;  

(b)  Values refer to goals that ignite action; 

    (c)   Values transcend specific actions and situations that may be anchored as societal 

norms; 

(d)  Values serve as a means of standardization or provide criteria for guidance, 

selection, or evaluation of people, places, and things; 

(e)  Values are arranged in a hierarchical order relative to individual or group 

importance; and 

(f)  The relative importance of multiple values guide action in particular contexts or 

scenarios. 

 Values support the necessities in life from being a biological organism to the 

requirements of social exchanges, and the well-being for human existence (Schwartz, 

2012). Values can be translated into goals that can be communicated to gain momentum 

for individual or group actions and behaviors.  Schwartz’s (2012) 10 basic values are: 

self-direction, stimulation, hedonism, achievement, power, security, conformity, 

tradition, benevolence, and universalism (Schwartz, 2012).   

Self-direction relates to autonomy in thought and action through choice, 

innovation, and exploration (Schwartz, 2012). Stimulation correlates with variety and 

newness to facilitate a heightened and positive level of arousal (Schwartz, 2012). 

Hedonism is centered around self-satisfaction and gratification (Schwartz, 2012). 
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Achievement is anchored in personal success through social expectations (Schwartz, 

2012). Power equates with social status and control over individuals and resources 

(Schwartz, 2012). Schwartz (2012) noted that power and achievement are paired in 

creating social respect and regard.  Security is a basic life necessity and can be expressed 

through feelings of being safe, stable, and existing in harmony (Schwartz, 2012). 

Conformity is exercised through self-restraint, politeness, and obedience (Schwartz, 

2012). Tradition is embedded in group customs, rites, beliefs, and norms with respect for 

and conformity to such steadying expectations (Schwartz, 2012). Benevolence essentially 

centers around the concept of altruism in the context of social relationships (Schwartz, 

2012). Universalism embraces an appreciation of a more global perspective outside of 

one’s close and familiar groups and within the natural environment for harmony, 

equality, and social justice (Schwartz, 2012). During the evolution of the basic values 

theory, Schwartz initially elaborated on the value of spirituality within universalism as 

the pursuit of finding meaning to life, an idea that is shared by all societies and culture 

(Schwartz, 2012). He found inconsistencies and heterogeneity with cross-cultural 

definitions and dropped it from the theory (Schwartz, 2012).   

Schwartz’s (2012) theory of basic values is depicted as a cyclical wheel with 

cross-referenced relationships among the 10 identified values. Figure 5 is a graphical 

representation of the theory in its entirety and the relations that exists within the values. 
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Figure 6. This figure illustrates the relationship among the10 types of values as they 
relate across the cyclical structure (“t” in Self-Enhancement [sic]. (Schwartz, 2012, p. 9). 
 

Close proximity of the values embedded within the cyclical structure equate to shared 

and related motivations within the neighboring value(s) around the continuum. The more 

distance between the categorical constructs or values, the greater the incompatibility that 

underlie each value’s motivation (Schwartz, 2012). All 10 values comprehensively 

integrate and are dynamic in their relativity to other variables such as behavior, attitude, 

and age (Schwartz, 2012). Figure 6 illustrates the dynamic nature of the theory and the 

context to whom the value theory may serve (Schwartz, 2012).  
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Figure 7. This illustration configures the dynamic nature and movement among the 10 
basic values. It reflects the focus of those served and sensitivities to anxiety based on the 
direction of movement (Schwartz, 2012, p. 13). 
 

The Swartz Value Survey (SVS) and the Portrait Values Questionnaire (PVQ) are 

two instruments that measure a person’s intrinsic priorities using the Schwartz Theory of 

Basic Values. The tools solicit respondents to score the importance of each value item in 

correlation to their own life values. The SVS is intended to identify a respondent’s 

personal value around items identified within the 10 values from supreme importance to 

opposition to their value (Schwartz, 2012). Nosse and Sagiv (2005) completed an 

investigation of PT values within the Wisconsin Physical Therapy Association using a 

modified SVS around the Human Values Theory. The SVS uses a 9-point scale along a 

continuum ranging from -1 (opposed to my values), to 0 (not important), 1 and 2 

(unlabeled), 3 (important), 4 and 5 (unlabeled), 6 (very important), and 7 (of supreme 
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importance) (Schwartz, 2012, p. 10). SVS scores are derived by appreciating the mean 

score of the value-compartmentalized items of the tool. The PVQ-RR, the most recently 

refined tool to assess values and traits, serves the same purpose as the SVS by asking 

respondents to score themselves in how alike they are to the individuals identified in the 

verbal portrait descriptive items of specifically expressed values that are gender-matched 

(Schwartz, 2012). The scale for this assessment ranges from “very much like me” to “not 

like me at all” (Schwartz, 2012, p. 11). The respondent’s values are inferred based on 

how their responses correlate with the value-specific items. The respondent is to 

complete the assessment from the lens of personal values and how they parallel with the 

tool items, not their individual character traits. A shared value does not necessarily 

correlate with an expressed character trait. For example, a person may value creativity, 

but not be creative and vice versa (Schwartz, 2012). PVQ scores are also derived by 

appreciating the mean score of the value-compartmentalized portraits/ items of the tool. 

In accurately appreciating the value priorities of respondents from both of these tools, 

individual differences must be eliminated (Schwartz, 2012). This is accomplished by 

taking the respondent’s mean score for all items and subtracting it from each of the value 

items or portraits. This score will demonstrate the respondent’s priorities among the 

refined 19 values (from the original 10) and the tradeoffs that exist within them 

(Schwartz, 2012). Schwartz identified global agreement across cultures in the hierarchy 

of the 10 values, with benevolence, universalism, and self-direction being most 

important, and power and stimulation the least important (Schwartz, 2012). He attributed 

this consistency to human nature and the overall social functions in sustaining societies 

(Schwartz, 2012). Please see Appendix A for the PVQ-RR tool.  
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In blending the constructs of successful intelligence with the basic human values, 

the motivation behind the being, doing, and knowing of physical therapy, and, of a 

healthcare practitioner, can be better understood. A medical model that compresses the 

idea of intelligences with values and beliefs is the biopsychosocial model. Borrell-Carrió, 

Suchman, and Epstein, (2004) identified the biopsychosocial model as a “philosophy of 

clinical care and a practical clinical guide” (p. 576). 

The Biopsychosocial Model 

 Dr. Gorge Engel’s biopsychosocial model, as illustrated in Figure 7, is relevant in 

PT practice. This model supports the humanization of medicine and helps providers in 

understanding how a patient’s health is influenced by several contiguous variables and 

not a single somatic pathology (Engel, 1977). A hard delineation of mind from body does 

not exist as prior biomedical models and reductionistic ideals suggested with the 

expression of disease processes (Engel, 1977). There are several determinants from 

social, behavioral, and medical perspectives that influence health; disease and pathology 

do not result from a simple biochemical default (Engel, 1977). Engel (1977) also 

impressed upon the value and influential power of the behavior of a physician and the 

relationship between the patient and the physician, known as the TA, on therapeutic 

outcomes: positive and negative (Engel, 1977). The biopsychosocial model, nestled 

within the General Systems Theory that all constructs are linked and interconnected, 

acknowledges the patient, the social environment, and the biological influences (Engel, 

1977). The model appreciates that there are no hard and fast boundaries to health and 

disease and that many facets of the individual person must be considered (Engel, 1977). 

The framework of the biopsychosocial model petitions healthcare practitioners to have 
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the knowledge and skill-set that spans the psychological, social, and biological domains 

of care with thoughtful, data-driven, contextualized decision making (Engel, 1977).  

 

 

Figure 8. The biopsychosocial model illustrates the holistic appreciation of individual 
health as an interplay of mind, body, and environment. (APTA, 2014). 
 

The Guide to Physical Therapy (PT) Practice (APTA, 2014) put forth four 

practice-guiding constructs for the profession: The International Classification of 

Functioning, Disability, and Health (ICF) and the biopsychosocial model, evidence-based 

practice, quality assessment, and professional values. In 2008, APTA adopted the ICF 

framework to guide practice in unity with the World Health Organization (WHO). The 

biopsychosocial model is embedded within this framework as Figure 7 provides a 

visualization of the multi-faceted construct of health as it is centered around each 

individual person and embraces the therapeutic alliance built between the practitioner and 

patient (Borrell-Carrió et al., 2004).  
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Borrell-Carrió et al. (2004) discussed how the biopsychosocial model values the 

perspective of how individual patients’ life experiences impact clinical care and provides 

a global and holistic understanding of their overall health. This stretches the ideas around 

the traditional biomedical model framed within the domain of bioscience. “One of the 

essential qualities of the clinician is interest in humanity, for the secret of the care of the 

patient is in caring for the patient” (Peabody, 1927, p. 882). In this address, Dr. Francis 

Peabody cautioned medical practitioners to not get “too scientific” in their practice 

(Peabody, 1927, p. 877). In accord with these ideals, practitioners need to have the 

knowledge in their respective areas of practice to be proficient in providing care to those 

they serve.  

The Evidence-Based Medicine Working Group, in the early 1990s, discussed how 

evidence-based practice was gaining significant momentum and importance in creating a 

paradigm shift in medical practice and delivery of care (Evidenced-based Working 

Group, 1992). With the expansion in clinical research since the 1960s, the body of 

evidence supporting and changing the way providers practice has been profound 

(Evidenced-based Working Group, 1992). This has and will continue to evolve and 

impact practice and academia in PT and the healthcare professions. The perception of 

quality is often correlated with adherence to evidence-based guidelines and 

comprehensive care (Porter, 2014). This justifies why EBP often pairs with quality 

assessment, another of the guiding constructs to the PT profession (APTA, 2014).  

Quality is a measure that is dependent on assessment, a key component that 

directs PT practice. Assessment anchors performance and understanding of where we are, 

where we have been, and where we want to go. It stretches across several constructs from 
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patient care and operations to interventions and the overall aims of healthcare. 

Assessment generates data and outcomes. Outcomes are multidimensional and 

contextually framed (Porter, 2010). Quality assessment and outcomes, relative to costs 

and efficiencies, help to create value for the stakeholders of healthcare services and can 

guide practice (Porter, 2010).  

Professional values are the fourth-guiding domain that the Guide to Physical 

Therapy Practice identified for the profession (APTA, 2014). Professionalism, a construct 

embedded within PT core values, drives beliefs, behaviors, and actions of who PTs are 

and what PTs do. Employing EBP within the framework of the biopsychosocial model, 

while embracing the power and emotions within the therapeutic alliance between patient 

and practitioner creates value for stakeholders. Borrell-Carrió et al. (2004) urged 

practitioners to take the approach to practice as one who emphasized “human warmth, 

understanding, generosity, and caring” (Borrell-Carrió et al., p. 579). 

Evidence-Based Practice and Research 

Evidence-based medicine is about blending the best external evidence with 

individual clinical expertise in a “conscientious, explicit, and judicious” manner around 

the care of individual patients (Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996, 

p. 71). EBP guides the profession in its abilities to provide consistent, high-quality care in 

a contextualized manner (APTA, 2017e). APTA’s strategic plan for Vision 2020 had 

identified six key elements that were to support PT in growing into a doctoring 

profession. These overarching elements were the DPT, EBP, autonomous practice, direct 

access, practitioner of choice, and professionalism (APTA, 2017e). EBP has changed the 

way of healthcare practice since the early 1990s, with a paradigm shift, from instinctual, 
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unsystematic, clinical experience paired with pathophysiological rationale, to one of 

assessing the most current evidence put forth by clinical research to guide practice 

(Evidence-Based Medicine Working Group, 1992). There are three pillars to EBP: (a) 

best available external evidence, (b) a clinician’s knowledge and skills, and (c) the 

patient’s preferences and values (APTA, 2017e; Herbert et al., 2011). An amalgamation 

of these factors coupled with an understanding of how to assess and interpret the 

literature supports best-practice, sound clinical decision-making, and implementation of 

optimal PT interventions and care (APTA, 2017e; Evidence-Based Medicine Working 

Group, 1992). These three pillars must exist as a triad as each factor cannot be employed 

independently without the others in effectively implementing EBP (Sackett et al.).  

The availability of scientific evidence is expanding within all health disciplines. 

PT practitioners are demonstrating greater awareness, knowledge, skills, and confidence 

in their efforts and abilities to engage with literature, ask questions, collect data, and seek 

insight to facilitate best practice (Bernhardsson et al., 2017). Despite such trends of PTs 

as consumers of the literature and their expression of value in EBP, the literature has been 

robust in identifying the limitations of implementing and integrating EBP into clinical PT 

practice.  

Jette et al. (2003) sought to understand the beliefs, attitudes, knowledge, and 

behaviors of PTs regarding EBP. The study suggested that PTs did see the value and need 

for EBP, however they identified time restraints in practice as a significant obstacle in 

consistently going to the literature (Jette et al.). Another study in 2004 by Maher, 

Sherrington, Elkins, Herbert, and Moseley supported the findings of Jette et al. in that 

there was challenge in the overall skill sets of PTs to access, appraise, and appreciate the 
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evidence. A 2014 systematic review by Scurlock-Evans, Upton, and Upton also echoed 

the findings of Jette et al. in that PTs, overall, had positive attitudes towards EBP and felt 

it was a necessity to practice, and that time and workload were barriers to optimal 

utilization of the evidence (Scurlock-Evans et al.). Within this systematic review, PT 

attitudes and organizational cultures around perceptions of research and the appreciation 

of what evidence was influenced their sense of value and need for EBP (Scurlock-Evans 

et al.). Another systematic review suggested additional barriers to integrating EBP as an 

inability to understand statistics, a lack of value by the employer, and a lack of resources, 

interests, or generalization of results (Mota da Silva, Cunha Menezes Costa, Narciso 

Garcia, Pena Costa, 2015). Great variability was reported internationally, and, across 

time, longitudinally, in this review regarding utilization, understanding, appreciation of, 

and confidence in EBP (Mota da Silva et al.). In Hayward’s and English’s study (2018) 

of DPT III students on the value and perception of EBP, the students were able to 

appreciate the importance of EBP while simultaneously learning of the complexity and 

depth of integrating it into practice with the potential challenges of cost efficiency, time, 

and access to literature.  

The progress with EBP has been on-going with changes in culture and mindset in 

PT practice. There is a greater emphasis in the utilization of and value in EBP for the 

profession. In a paper by Grol and Wensing (2004) about driving change and achieving 

EBP, they presented three domains of theory and models that influence and contextualize 

change and implementation of EBP: individual professionals, social context, and 

organizational and economic context. Table 2 compresses the information they put forth 
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in a generalizable framework that comprehensively looks at EBP and its relationship with 

healthcare delivery. 

Table 2 
  
Theories/ Models Relating to Implementing Change with EBP  

Theories/ Models: Important Factors: 

Relating to the individual professional: 

Cognitive 
Mechanisms of thinking and deciding; balancing 
benefits and risks 

Educational Individual learning needs and styles 

Attitudinal 
Attitudes, perceived behavioral control, self-efficacy, 
social norms 

Motivational 
Different motivational stages with different factors/ 
barriers 

Relating to social context: 

Social learning 
Incentives, feedback, reinforcement, observed 
behavior of role models 

Social network and influence 
Existing values and culture of network, opinion of key 
people 

Patient influence Perceived patient expectations and behavior 

Leadership 
Leadership style, type of power, commitment of 
leader 

Relating to organizational and economic context: 

Innovativeness of organization 
Extent of specialization, decentralization, 
professionalization, functional differentiation 

Quality management 
Culture, leadership, organization of processes, 
customer focus 

Complexity 
Interactions between parts of a complex system, 
behavioral patterns 

Organizational learning 
Capacity and arrangements for continuous learning in 
organization 

Economic Reimbursement arrangements, rewards, incentives 
Note. Grol & Wensing, (2004) 

 

The constructs identified in in Table 2 are consistent with how values and theory 

influence behaviors, decisions, and actions (Schwartz, 2012). Sackett et al. (1996) 
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suggested that clinically relevant, patient-centered research, often translating from basic 

sciences, must be integrated in EBP to progress and evolve optimal care. With the 

volume of evidence produced at such a rapid pace, it is challenging for clinicians to stay 

current (Jette, 2016). Translational and implementation research and knowledge 

translation are critical in minimizing the gaps from current evidence to clinical practice 

and making the bedside-to-practice shift (Goldstein et al., 2011; Jette, 2016). Laurita 

Hack, in her in her McMillan address, discussed the value of translational research by 

pairing basic science with clinical research for the practicing clinician to understand 

patterns of care (Hack, 2018). She discussed how the profession needed research that is 

usable and accessible (Hack, 2018, p. 835). She acknowledged Brian Hayes’ remark that 

evidence must be designed and fit to meet the needs of discipline-specific practice and 

the patients they serve (Hack, 2018). Figure 8 illustrates the translational research model 

from the Institute for Translational Health Sciences (ITHS) that Goldstein et al. cited in 

their paper.  
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Figure 9. This figure illustrates the components of translational research in meeting the 
overarching goal of human health improvements (Institute of Translational Health 
Sciences, n.d.; Goldstein et al., 2011, p. 1276). 
 

Goldstein et al. (2011) offered four recommendations for the PT profession based 

on the outcomes from the APTA’s Vitalizing Practice Through Research and Research 

Through Practice Conference in 2009. This conference emphasized the essential need of 

clinicians and researchers to effectively collaborate and work toward the benefit of the 

profession and patients they serve. The four recommendations were (pp. 1279-1280): 

(a)  Recommendation 1: identifying conditions relevant to crafting 

clinical practice guidelines (CPGs) supported by evidence from PT 

practice; 
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(b)  Recommendation 2: develop clinical registries, minimum data 

sets, outcome databases, and core outcome measures relevant to 

patients across the lifespan and diagnoses or disabilities; 

(c)  Recommendation 3: build a consulting group to study the data 

and registries to compile reports supporting CPGs, guide research, 

enhance practice, and implement incentives to do so; and 

(d) Recommendation 4: ensure consumer- or patient-centeredness in 

the provisions of PT EBP 

The APTA has an established repository of resources for its members based on 

the needs identified in the literature and the drive for excellence within best practice. 

They support EBP in disseminating the new and existing evidence by making it readily 

available to practitioners through their evidence-based practice tools, PT Now, CPGs, and 

the developing PT Outcomes Registry (APTA, 2017e). Accessibility and such resources 

for practicing clinicians will support integration of EBP. Several studies have explored 

strategies across PT settings in advancing EBP and meeting the challenges that have been 

consistently identified (Bernhardsson et al., 2004). The construct of evidence-based 

should be laced throughout teaching, learning, and practice in PT in making the 

movement of evidence happen from “bench to bedside” (Jensen et al., 2017; Goldstein et 

al., 2011, p. 1275). A significant limitation within PT practice and utilization of the 

APTA resources is the lack of non-member accessibility to the evidence with its poor 

representation of only 30% of the profession within the organization (Bureau of Labor 

Statistics, 2018; APTA, 2018a). 
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The Therapeutic Alliance and Patient-Centered Care 

 The TA is an essential component to clinical practice as evident in the 

biopsychosocial model, EBP constructs, and patient-centered care. TA is rooted in 

behavioral health and psychology and is anchored in Sigmund Freud’s constructs of 

transference and countertransference in the transmission of feelings from one person to 

another (Reidbord, 2010). Daniel Goleman took it to the realm of neuroscience and 

mirror neurons in the brain to understand the transmission of emotions, good or bad, 

through “automatic attunement” (Goleman, 2006, p. 77). Edward Bordin defined the TA 

as the relationship or bond between the patient, who seeks change, and the clinician, the 

“change agent”; a mutual agreement on the plan aimed to attain improvements, and 

mutually agreed-upon goals of intervention (Bordin, 1979, pp. 252-253). The literature 

identifies terms such as the working alliance, therapeutic bond, or helping alliance to 

equate to the TA (Martin, Garske, & Davis, 2000). TA is a determinant of outcomes 

through enhanced psychological interactions and communication between the patient and 

clinician around mutual trust, empathy, and collaboration (Babatunde, MacDermid, & 

MacIntyre, 2017; Hamovich, Choy-Brown, & Stanhope, 2018; Ferreira et al., 2013). A 

patient’s perceived sense of empathy and genuineness of the practitioner have a moderate 

impact on the TA that is established (Nienhuis et al., 2018). The TA power of human 

connection supports patient adherence to interventions and is a vehicle for patient 

engagement (Babatunde et al.; Hamovich et al.).  

Several studies were conducted on the ideals and constructs of TA. Babatunde et 

al.’s (2017) systematic review illustrated themes around TA as congruence, 

connectedness, communication, expectation, influencing factors (external factors, patient 
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and clinician attributes), individualized therapy, partnership, roles, and responsibilities. 

Another systematic review targeted communication factors, verbal and non-verbal factors 

and interaction styles, and their correlation with constructs of the TA (Pinto et al., 2012).  

Pinto et al. defined the TA in terms of collaboration, affective bond, agreement, trust, or 

empathy. This review suggested that clinicians must employ patient-centered care 

strategies, like listening to what the patient has to say and asking questions with a focus 

on emotional issues, to effectively support the emotional needs of and engage the patient 

in the overall plan of care through the TA (Pinto et al.).  

Communication between the practitioner and the patient calls for a gentle 

demeanor, information offering, emotional support, asking open-ended questions, 

encouraging questions from the patient, appropriate facial expressions, and gestures 

(Pinto et al., 2012). The existing literature about non-verbal factors was sparse with this 

review. The constructs that did surface for positive TA were eye contact and open 

posturing (legs not crossed, body oriented toward the patient, symmetrical arm posture) 

(Pinto et al.). Pinto et al. identified a challenge in the consistency and reliability/ validity 

of the measures of communication skills across the literature reviewed. The authors 

suggested utilization of the Verona Medical Interview Classification System as a viable 

option for future investigations (Pinto et al.). They also recognized that the investigators 

and their practice cultures of such studies more than likely had influence and bias in 

communication and the TA. This may have set them apart from the general practitioner 

lacking such awareness or priority to the concept (Pinto et al.).  

Person-centered care and TA have overlapping ideals in optimizing healthcare 

practices, interventions, and outcomes. Education and training of PT students in 
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particular skill sets of TA may help to set the framework for excellence in PT (Brun-

Cotton et al., 2018). Communication skills, such as clarifying patients’ concerns and 

beliefs, communicating about intervention options, levels of empathy, and perceptions of 

authentic provider attention to the patient and their pathology, can be taught to clinicians 

through training strategies (Dwamena et al., 2012). This would be assumed to translate to 

the ability to teach student practitioners the same in promoting and emphasizing the value 

of communication, psychosocial influences, and patient empowerment with the TA in 

practice and clinical outcomes for those they will serve (Brun-Cotton et al.).  

Practitioners must be change agents and be skilled in anticipating patient needs with a 

focus on the contextual and psychological factors that influence interventions and 

outcomes of those they serve through “habits of mind, hand, and heart” (Bordin, 1979; 

Brun-Cotton et al.; Jensen et al., 2019, p. 20). The TA is suggested to potentially be 

equally impactful as the interventions provided to those for whom healthcare 

practitioners care for.  

Emotional Intelligence (EQ) 

EQ is somewhat of an intangible, affective construct hypothesized to be a marker 

of an effective PT. When considering EQ, a construct that is very different from cognitive 

intelligence or IQ, the ideas of mindfulness and awareness are employed. It embodies the 

ability to exercise attentive observation, critical curiosity, informed flexibility, and 

presence (Borrell-Carrió et al., 2004, p. 579). This appears to be an essential component 

to the foundation of crafting the TA. EQ, or ESI (Emotional Social Intelligence), is 

essentially the ability to recognize emotions in parallel with other people’s (Bradberry & 

Greaves, 2009; Salovey and Mayer, 1990). It is appreciating the differences that may 
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exist between them, and then using that emotional information to direct thoughts, 

behaviors, and actions in adapting to particular social environments around an identified 

purpose or aim (Bradberry & Greaves, 2009; Goleman, 1998; Salovey & Mayer, 1990). 

EI is suggested to influence success (Cook, Cook, & Hinton, 2016).  EQ serves as the 

foundational framework for critical skills such as decision-making, change and stress 

tolerance, empathy, communication and social skills, accountability, and many others as 

illustrated in Figure 9 by Bradberry and Greaves (2009). Daniel Goleman (1998) is said 

to have suggested that EQ embodies the ability to self-regulate, to motivate others, and 

exercise grit (Perloff, 1997). Goleman, in his book Working with Emotional Intelligence, 

further expanded on the relevance of emotional competence, built within EQ, and how it 

allows for the translation of EQ to real-life scenarios based on EQ potentials (Goleman, 

1998). For Goleman (1998), EQ is not enough. It is the ability to exercise and integrate 

EQ into practice and interrelations with others (Goleman, 1998). This parallels with 

Bradberry’s and Greaves’ (2009) idea of social competence. Another component of EQ is 

emotional regulation. Emotional regulation essentially distills into the skills within 

personal and social competence (Peña-Sarrionandia, Mikolajczak, & Gross, 2015; 

Bradberry & Greaves, 2009).   
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Figure 10. EQ is the foundation of several essential skills, as illustrated, that influence 
and impact delivery of care in the healthcare industry (Bradberry & Greaves, 2009, p. 
20). 
 

Social competence or social intelligence embraces social relationships by 

attending to and understanding other people’s perspectives through interpersonal 

awareness while effectively engaging and facilitating a positive social connection with 

others (Goleman, 2006; Zautra, Zautra, Gallardo, & Velasco, 2015; Humphrey, 2002).  It 

is the capability to appreciate and respect the world from a variety of different lenses and 

an ability to effectively navigate various environments of diverse populations in 

establishing positive associations (Humphrey, 2002). Investing in interpersonal 

connections creates leverage to accomplishing goals, igniting change, and facilitating 

outcomes (Goleman, 2006).   
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EQ has four skills within personal and social competences (Bradberry & Greaves, 

2009). Personal competence is achieved through self-awareness and self-management, 

whereas social awareness and relationship management are key markers of social 

competence (Bradberry & Greaves, 2009). Figure 10 simplistically illustrates the EQ skill 

set (Bradberry & Greaves, 2009).  

 

 

Figure 11. EQ is a blend of the four skills identified from an individual perspective and 
one’s ability to interrelate with others (Bradberry & Greaves, 2009, p. 24).  
 

Personal competence is individually driven and requires self-awareness from 

emotions to behaviors and tendencies in order to exercise self-management: knowing 

what “makes you tick” (Bradberry & Greaves, 2009, p. 25). Having the ability to exercise 

self-awareness eases the challenges within the other skills of EQ (Bradberry & Greaves, 

2009). Through self-awareness, one can accomplish self-management or self-control of 

emotions, behaviors, and actions (Bradberry & Greaves, 2009). Social competence relates 

to one’s ability to understand how other people feel, think, and act (Bradberry & Greaves, 

2009). Social awareness is the ability to pick up on what is really going on with others by 

deeply listening and observing during interactions without letting your own thoughts and 

feelings interfere in the process (Bradberry & Greaves, 2009). The last of the skills, 
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relationship management, is a culmination of all EQ skills with personal competence 

merging with social awareness to allow for effective and successful interactions 

(Bradberry & Greaves, 2009). Relationship management requires effective 

communication skills and establishing a connection with others of whom you may or may 

not necessarily be fond of. Goleman suggested that there are five elements to EQ: self-

awareness, motivation, self-regulation, empathy, and competence in relationships; many 

of these constructs overlap and correlate with those of Bradberry and Greaves (Goleman, 

1998, Bradberry and Greaves, 2009).  

Positive interactions and sustained relationships are beneficial from various 

perspectives and are an outcome of high levels of EQ and personal investment; thus 

foundational to creating the TA (Bradberry & Greaves, 2009). Social-emotional 

awareness is an impactful component of success across education, practice, and life 

(Goleman, 2006). Healthcare practitioners should have the ability to evaluate patient 

emotions and behaviors along with investigating pathology and etiology of symptoms 

and functional limitations when creating a plan of care and interventions. Having a high 

degree of EQ may support more successful outcomes (Cook, Cook, & Hilton, 2016).  In 

addition, having the ability to manage emotions in the workplace is an important skill in 

PT practice and life. The literature has been robust across several industries suggesting 

the importance and impact of having high levels of EQ and its positive prediction and 

correlation to success, however that may be defined within various investigations across 

domains of leadership, health and wellness, education, business, or healthcare. Having 

the ability to exercise empathy towards patients and caregivers and to effectively interact 
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with colleagues from the healthcare team and the general population are foundational to 

serving those in the healthcare industry.  

Many academic programs across many disciplines have attempted to integrate 

training and education around the domain of EQ with the value that has been established 

in having and growing this ability. The challenge, on account of the complexity and 

heterogeneity of the construct, is appreciating the depth and breadth of EQ through a 

psychometrically sound tool across populations and contexts. In better understanding 

what the stakeholders of the PT profession deem as markers of an effective PT, the gap 

may narrow, and the focus may be a bit clearer in empirically identifying the essential 

components that are relevant to PT practice. Perhaps this will help to move the profession 

forward in identifying particular variables to grow students in relevant areas of EQ to 

become more effective and impactful as practitioners.  

Personality  

EQ, IQ, and personality are melded within the context of personal values to craft 

the type of person we are. They are independent variables that intermingle to impact how 

we act, what we do, and how we think as illustrated in Figure 11 (Bradberry & Greaves, 

2009). The American Psychological Association ([APA], 2019) described personality as 

the distinct characteristics of thinking, feeling, and acting that make each of us an 

individual. Jerry Wiggins said that it is “the general psychology of individual 

differences” (Wiggins, 1996, p. vii). Personality may be a contributing component of 

being an effective PT. It can influence the ability of a practitioner to be successful as a 

student and in the field of practice as they interface with patients, colleagues, and others 

across the industry (McGaghie, 1990). Digman and Takemoto-Chock (1981) discussed 
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the “natural language of personality” as a compilation of several terms across groups and 

contexts (p. 149). The dense lexicon of personality has posed challenges in the area of 

research as there have been numerous models of composited domains in defining 

personality from Cattell to Norman and many others scientists. 

 

Figure 12. The triad of IQ, EQ, and personality helps to understand a person in a holistic 
and comprehensive way. (Emotional Intelligence 2.0. Bradberry & Greaves, 2009, p. 19).  
 

The five-factor model (FFM), an established and valid entity within the literature, 

supports the organization of knowledge around personality from a global perspective 

(McCrae & Costa, 1996; Ackerman, 2017). The FFM personality traits, or, similarly, the 

Big Five Model, is a descriptive and taxonomical model that resulted from an evolution 

and distillation of years of theory, terminology, and research that streamlined personality 

into five broad domains (Pervin & John, 1999). The Big Five is a model of personality 

traits whereas the FFM embodies dispositions that correlate with particular biological 

traits (Wiggins, 1996, Ch. 2). The five constructs embodied in both models are openness 

to experience, conscientiousness, extraversion, agreeableness, and neuroticism 

(Ackerman, 2017). There has been a great density of research within the field of 
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personality originating from the historical times of ancient Greece, with Hippocrates and 

Plato, to the more contemporary investigations of Paul Costa and Robert McCrae 

(Ackerman, 2017). Other impactful researchers in the literature include Freud, Jung, 

Maslow, Rogers, Eysenck, Cattell, and Goldberg (Ackerman, 2017). Goldberg was 

credited with the “Big Five”, a subsidiary of the FFM (Pervin & John, 1999, p. 105; 

Goldberg, 1990, p. 1217; McCrae & Costa, 1985, p. 589, McCrae & John, 1992). The 

pioneering works of several investigators like Galton, Thurstone, Klags, Baumgarten, 

Allport, Odbert, Cattell, Norman, Digman, and Fiske were foundational in the 

development of the Big Five and the FFM in clustering various behavioral terms and 

language around personality domains (Ackerman, 2017; Pervin & John, 1999; Goldberg, 

1990; Fiske, 1949, Tupes & Christal, 1992; Norman, 1963; Borgatta, 1964; Digman & 

Takemoto-Chock, 1981; McCrae & Costa, 1985; McCrae & Costa, 1989). 

Raymond Cattell’s investigation, in 1943, attempted to initiate refining and 

reducing the personality trait terms put forth by Gordon Allport regarding human 

behavior. Subsequent investigations by Cattell equated to a total of approximately 20 

different personality clusters (Cattell, 1943; Cattell, 1945a; Cattell 1945b). Despite the 

poor psychometrics employed in Cattell’s (1943, 1945a, 1945b) studies and the 

controversy around its foundation in science, the markers he identified served as a 

platform for and stimulated the development of the Big Five and FFM dimensions 

(Purvin & John, 1999; Fiske, 1949; Goldberg, 1990). Fiske (1949) attempted to continue 

to compress and organize the variables published by Cattell (1943, 1945a, 1945b) and 

discovered five recurrent factors that correlated with particular patterns of behaviors. 

These factors condensed into the domains of social adaptability, emotional control, 
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conformity, inquiring intellect, and confident self-expression (Fiske, 1949). Table 3 

displays some of the characteristics that recurrently populated for Fiske within each of 

the five identified domains (Fiske, 1949). 

Table 3 
  
Attributes within the Five Recurrent Factor Domains  

Recurrent Factor: Traits/ Attributes  
(positive and negative loadings): 

Social Adaptability 

 
(+) Cheerful, talkative, adventurous, adaptable, 
placid  

 (-) Serious, conscientious (p. 335) 
Emotional Control 

 
(+) Unshakable, self-sufficient, placid, limited overt 
emotional expression 

 
(-) Easily upset, worrying, anxious, dependent, 
marked overt emotional expression (p. 335) 

Conformity 

 

(+) Readiness to cooperate, serious, trustful, good-
natured, easy-going, conscientious, submissive, 
silent, slight overt interest in women, attentive to 
people, socially poised, predictable; cautious (pp. 
335-336) 

Inquiring Intellect 

 

(+) Broad interests, independent minded, 
imaginative, cultured, social poise, unpredictable, 
inconsistent, seriousness of purpose, 
conscientiousness (p. 337) 

Confident Self-Expression 

 

(+) Assertive, talkative, marked interest in women, 
frank, expressive, cheerful, adventurous, independent 
(p. minded, self-centered, selfish, marked overt 
emotional expression, socially poised (p. 338) 

 
The Big Five, as rooted in Cattell’s (1943, 1945a, 1945b) personality theory, 

implies the generality, elusiveness, and expansive reach of each factor or tendency within 

personality (Digman & Takemoto-Chock, 1981; Goldberg, 1990). The name was not 



68 
 

intended to infer that personality differences equate to five simple and distinct traits 

(Pervin & John, 1998). Table 4 compiles some characteristics and dispositions within 

each of the five dimensions of the Big Five and FFM as identified across some of the 

literature (Ackerman, 2017; Pervin & John, 1999; Goldberg, 1990; Fiske, 1949, Tupes & 

Christal, 1992; Norman, 1963; Borgatta, 1964; Digman & Takemoto-Chock, 1981; 

McCrae & Costa, 1985; McCrae & Costa, 1989).  
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Table 4 
 
The Big Five and Correlating Characteristics  

Dimension: Characteristics: 

Openness to Experience (vs. Closedness to experience) 
A person’s ability or willingness to try new things and work outside of what they are 
familiar with 

 

(+) Intellectual, imaginative, independent-minded, 
liberal thinking, intellectual curiosity, artistic, 
excitable, eccentric, insightful, variety of interests, 
daring, creative, clever, perceptive, complex 

Conscientiousness (vs. Lack of Direction) 
Self-regulation, self-awareness, social awareness, and social competence 

 

(+) Orderly, responsible, dependable, careful, well-
organized, efficient, thorough, deliberate, not lazy or 
impulsive, will to achieve, persistent, ambitious, self-
disciplined, resourceful, hard-working, reliable, 
efficient 

Extraversion (vs. Introversion) 
Drawing energy through interactions with others versus cultivation from individual 
solitude 

 
(+) Talkative, assertive, energetic, sociable, fun-
loving, adventurous, enthusiastic, outgoing; articulate, 
affectionate, socially confident, dominant 

Agreeableness (vs. Antagonism) 
The ability to interface with others; self-orientation within society and the external 
environment 

 

(+) Good-natured, cooperative, trustful, soft-hearted, 
forgiving, warm, humble, generous, amiable, socially 
adaptable, likable, altruistic, unselfish, considerate, 
honest, forgiving, merciful 
 

Neuroticism (vs. Emotional Stability) 
Self-confidence anchored in emotional stability and temperament; being comfortable 
with who and what you are 

 
(-) Awkward, jealous, pessimistic, anxious, 
unconfident, self-critical, timid, insecure, 
oversensitive, fragile, irritable 
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What is the relevance of and how do we appreciate each of the five aspects of 

personality? Tools that have been validated and deemed reliable within the literature are 

Goldberg’s Big Five Inventory (BFI) and the revised NEO Personality Inventory (NEO 

PI-R) crafted and refined by McCrae and Costa. The BFI is comprehensive across the 

five-factor model with 48 items targeting components relevant to individual facets of 

personality (Ackerman, 2017). Another tool, the NEO PI-R is simplistic as it is crafted at 

a 6th-grade reading level and can be self-administered. The content of the NEO PI-R is a 

little denser and takes longer to complete in comparison to the BFI. The NEO PI-R also 

presents with more barriers and a cost to access in comparison with the BFI, which is 

free.  

The 44-item BFI translates into scores in each of the domains. High scorers in the 

construct of openness to experience often have a love of learning and like to meet new 

people; low scorers tend to embrace routine over variety, stick to what they know, and 

never stretch outside of what is comfortable for them; they are unemotional and down-to-

earth (McCrae, Gaines, & Wellington, 2013). High scores within the domain of 

conscientiousness equate to people who exercise the ability to delay gratification and 

work within the rules and toward their goals; they can plan and organize effectively 

(McCrae et al.). These high scorers often perform well in school and in their careers 

(McCrae et al.). These are the individuals who rise to leadership positions, whereas low 

scorers in this domain are those who have traits of procrastination, flightiness, 

impulsivity, heedlessness. They have a hard time with keeping a schedule and can be 

unreliable (McCrae et al.). Individuals who score high in the aspect of extroversion are 

seekers of social interactions, often are doers versus contemplators; they love company, 
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are energized, and optimistic. (McCrae et al.). Introverts, or low scorers, are usually the 

people of few words and a close few friends with reserved mannerisms; they are 

unassertive and slower paced (McCrae et al.). Those scoring high in agreeableness items 

are those who are well-liked and respected, sensitive to others’ needs, unselfish, 

sympathetic, and affectionate (McCrae et al.). Low scores that surface within the domain 

of agreeableness indicate that these individuals may be less likely to be trusted, blunt, 

rude, or sarcastic; they are often arrogant, selfish, manipulative, and lack concern for 

others (McCrae et al.). The fifth domain of neuroticism scores a little differently in that 

the high scorers in this construct have more negative personality traits associations like 

low self-esteem, being temperamental or easily angered, being self-conscious and unsure 

of themselves (McCrae et al.). They experience many forms of emotional distress, have 

unrealistic ideas and troublesome urges (McCrae et al.). The lower scores in this 

particular domain are correlated with more positive traits in that these scorers have 

greater emotional stability and feel more confident, are sure of themselves, may be 

adventurous and brave, and are not paralyzed by worry or doubt (McCrae et al.).  

In conceptualizing personality, it is important to acknowledge and understand 

how the external environment influences and contextualizes behavior despite one’s 

personal disposition. The Big Five contextualizes personality by recognizing a person’s 

ability to exercise social competence and self-regulation (Ackerman, 2017; Chaplin, 

John, & Goldberg, 1988). The research of Chaplin et al. on personality prototypes 

discussed the delineation within personality, between traits, and states in correlation with 

behaviors. They explained traits to be stable, deeply rooted, and intrinsically generated in 

comparison with states that are contextually derived from the external environment, 



72 
 

short-lived, and episodic in nature (Chaplin et al.). This supports a comprehensive 

understanding of personality from an individual and contextual perspective. Figure 12 

comprehensively illustrates the Big Five, or five-factor theory, to collectively appreciate 

the intrinsic and extrinsic influences on personality dimensions (McCrae et al., 2013, p. 

76). 

 

Figure 13. A comprehensive visualization of the personality framed by McCrae, Gaines, 
and Wellington (2013) in appreciating the internal and external influences around the 
five-factor model (p.76). 
 

Personality is an important aspect to understand and recognize as a value piece in 

the collective picture of an effective practitioner, despite the complexity of the construct. 

Identifying areas of strengths and weakness within a person’s personality provides an 

opportunity for personal growth through awareness and refinement. The BFI scoring and 

FFM help explain and frame personality traits within each of the domains or tendencies 

for each person. Strengths in some tendencies and weaknesses in others can illustrate the 

values a person holds and the kind of person that they are.   



73 
 

Summary 

A plethora of variables are anticipated to translate through this Delphi 

investigation in seeking markers that constitute an effective PT. The researcher’s biases, 

life experiences, and knowledge informally gathered from stakeholders of the PT 

profession and the literature have established the constructs that have been unpacked as 

the foundational framework of this study. The components that have been hypothesized 

to surface from a comprehensive and global perspective include domains of EQ and 

personality, the construct of the TA, and the relevance of EBP and patient-centered care 

framed in the biopsychosocial model in humanizing medicine. The professional 

constituents that support the development and being of physical therapists have been 

discussed and dissected to provide the reader a reference point for the profession. The 

study and purpose of the investigation are grounded in the theoretical framework of 

pairing successful intelligence and basic human values in an effort to make sense to the 

existence of PTs are and spaces that they occupy in striving for excellence in PT practice.   
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Chapter 3 

Methodology 

The purpose of this study was to solicit and obtain opinions from stakeholders in 

the profession of physical therapy (PT) to empirically determine and anchor what the 

markers are of an effective physical therapist. The markers of an effective PT needed to 

be explored to establish a foundation and framework for the profession whether a PT is a 

novice or seasoned practitioner. This project centers around understanding and 

appreciating the commonalities and differences among the various stakeholders defining 

what these cognitive and non-cognitive markers of an effective PT are. The markers 

identified from the study were hypothesized to expand beyond the minimum required 

qualifications of PT program graduation and passing the NPTE. This study is a mixed-

methods design using Delphi methodology. Chapter 3 discusses how and why the Delphi 

study methodology was employed for this investigation, how it was designed, and 

ultimately achieved. Institutional Review Board (IRB) approval was obtained from 

Youngstown State University (YSU) for this investigation: Protocol #151-2019MI 

(Appendix B). 

Research Question 

The purpose of this study was to investigate if certain markers are identified by 

important stakeholders that make an effective PT practitioner. The literature has explored 

constructs like professionalism and expertise in PT practice (Cook, McCallum, Musolino, 

Reiman, & Covington, 2018; Jensen, Gwyer, Shepard, & Hack, 2000). Professionalism 

and ethics in PT practice have been rooted in the APTA’s core values, standards of 

practice, and guiding principles in achieving the vision of transforming society through 
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movement and the human experience (APTA, 2018e). What exactly do all of these 

variables translate to for practice and the individual PT? How are these facets of a 

person’s being captured as they prepare to enter the field of PT practice? It has been 

suggested that the process should be established in the admission of candidates into 

academic programs in parallel with intentional changes to curricula and learning 

environments (Urban Universities for Health, 2014). To support preserving the integrity 

and excellence of the profession and striving for overall student success, it may be 

meaningful to have an appreciation of applicants’ global intelligences and other 

important character markers prior to entering PT academic programs. The literature has 

proposed that holistic academic admissions may promote capturing candidates that best 

align with who and what the PT profession identifies with and the institution that best fits 

them by reviewing a broader range of applicant factors (Urban Universities for Health, 

2014).  

This study served as the platform in capturing stakeholders within the profession 

to put forth their opinions in establishing a more comprehensive and global picture of 

what markers correlate with being an effective PT in an empirical, practical, and realistic 

manner. No known study, to the knowledge of the investigator, has been conducted in 

soliciting the opinions of essential stakeholders of the PT profession around what markers 

identify with being an effective PT. This investigation hopes to establish a framework to 

work within by initiating the process with PT academics and PT clinicians.  

 The Delphi Study 

The Delphi methodology is a reliable, systematic, and exploratory process used to 

investigate constructs and forecast for future decision-making through iterations of group 
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communication (Mead & Moseley, 2001; Milevska-Kostova & Dunn, 2010). The design 

provides a means of obtaining, exchanging, and developing the informed opinions of a 

group of experts in a collaborative and not combative manner to gain consensus around a 

particular topic (Dalkey & Helmer, 1963; Dalkey, 1967; Mead & Moseley, 2001; Baker 

et al. 2006; Milevska-Kostova & Dunn, 2010). The Delphi method assumes that human 

opinions are authentic, justified, and purposeful in generating consensus around different 

topics by distilling and compiling qualitative data from an expert group and translating it 

into useful information in an empirical manner (Milevska-Kostova & Dunn, 2010). 

Norman Dalkey, one of the earliest Delphi investigators, disclosed that the Delphi is “one 

of the most efficient ways I know for uncovering the implicit models that lie behind 

opinions in the soft areas” (Dalkey, 1967, p. 4). This methodology supports the 

development of a framework to progressively build within through future investigations 

(Dalkey & Helmer, 1963; Dalkey, 1967; Mead & Moseley, 2001; Baker et al. 2006). A 

Delphi study is often the pioneering piece for a larger study and is widely used across 

many disciplines (Mead & Moseley, 2001).  

The Delphi process typically embodies three sequential iterations of questioning 

and data aggregation (Dalkey & Helmer, 1963). Mead and Moseley (2001) simplified the 

Delphi into six steps: (a) selection of the expert group, (b) establishing a research 

question and disseminating it for opinions, (c) compiling participant responses, (d) 

compressing and coding of responses, (e) re-distributing of compressed data to the panels 

for rating, (f) analysis and redistribution. Clear and well-articulated instructions for the 

Delphi processes and rating schema are essential in capturing accurate opinions with the 

question and aggregated data presented (Mead & Moseley, 2001). The iterations within 
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the Delphi often result in attrition of participants in parallel with that of the data gathered 

(Mead & Moseley, 2001). Figure 13 illustrates the general Delphi process and how it 

rolls through rounds of data collection, compression, and re-distribution in gaining 

consensus among the participants (Mead & Moseley, 2001).  

 

 

Figure 14. This figure illustrates the general processes of the Delphi model (Milevska-
Kostova & Dunn, 2010, p. 429). 

 

The participants of a Delphi are generally identified as experts or individuals who 

can serve as knowledgeable advisors and consultants to the study and its purpose 

(Dalkey, 1967; Baker et al., 2006). Crisp, Pelletier, Duffield, Nagy, and Adams (1999) 

have suggested that the term “experts” should be operationally defined as “informed 

advocates”, as it is for this investigation (p. 36). It is the responsibility of the investigator 

to operationally define the expert specific to the participant panel of his or her study 
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(Baker et al.). The Delphi sample size can have great variability and is pragmatic 

depending on the study design (Thangaratinam & Redman, 2005; Yousuf, 2007). The 

Delphi processes tease out the effects of group interactions through participant feedback, 

anonymity, and analyses of group response, which facilitates movement toward the 

direction of the “true answer” the researcher is pursuing (Dalkey, 1967, p. 2). Anonymity 

is an important component within the participant profiles for this methodology to help 

avoid potential cohort influence or groupthink, and to support collaborative and not 

combative thought within the group (Davidson, 2013; Dalkey & Helmer, 1963, p. 458). 

Linstone & Turoff (1975) elaborated on the Delphi model as being a means of structuring 

dialogue around a group of individuals in compressing thoughts around a complex 

construct.  

The Delphi has several strengths to its methodology in that it serves as an efficient 

and reliable means of gathering data around a broad or complex problem (Yousuf, 2007). 

Yousuf (2007) suggested that the Delphi can support investigating a problem that “does 

not lend itself to precise analytical techniques but can benefit from subjective judgements 

on a collective basis” (p. 4). Helmer (1967) articulated that certain decisions need to be 

based on the intuitive judgment of experts because of the need to blend moral and factual 

aspects of a particular issue. The Delphi methodology can serve this purpose in a 

systematic manner.   

As with any investigation, the Delphi has its limitations. Within the participant 

selection, bias may influence the respondents who are chosen to participate. Despite the 

process of iterations, the consensus that is gathered may be erroneous or manipulated. 

The framing of participant responses through the iterations or how the issue at hand or 
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overall purpose of the investigation is presented to the participants can greatly influence 

the data that results (Yousuf, 2007). When choosing the Delphi methodology, despite the 

simplicity of the process, deliberate thought and attention must be employed throughout. 

The investigator must ensure to craft unbiased or non-guiding survey questions, use 

consistent and accurate qualitative analysis techniques and concession of, and appreciate 

and recognize disagreement to minimize “artificial consensus” throughout the Delphi 

(Yousuf, 2007, p. 5). Other disadvantages of the Delphi stem from potentially having a 

globally unrepresentative group of participants, incomplete or inaccurate compression 

and analysis of qualitative responses, non-authentic or incomplete respondent 

commitment to the issue and/ or iterations (Yousuf, 2007). One caveat identified by 

Yousuf (2007) was that a weakness of the Delphi is in the expert participants. He noted 

that forecasting can often be limited by the expert with his or her narrow lens versus a 

bigger picture approach. He suggested that the unconventional thinking of “amateur 

outsiders” may better support more realistic predictions (Yousuf, 2007). The participants 

for this Delphi, PT academics and PT clinicians, have been operationally defined as 

“informed advocates” with this rationale of the “amateur outsiders” as the purpose of 

framing the panel whose opinions were solicited (Crisp et al.,1999, p. 36). 

The consensus gained through the Delphi process is only as valid as the opinions 

solicited from the respondents. There have been claims around the Delphi being 

unscientific with a low level of reliability of judgements based on the group selected and 

their ability to offer insight into the forecasting process (Yousuf, 2007). The results may 

not be very accurate on account of the participant interpretation of data presented 

throughout the iterations. It must be recognized that there is uncertainty in forecasting, 
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which the Delphi supports, and that exact predictions are an impossibility (Yousuf, 

2007).  

Participants and Study Sampling 

The stakeholders for the PT profession who were identified for this Delphi study 

included PT academics and PT clinicians. These groups were recognized by the 

investigator as two of the key participants across PT practice who have a vested interest 

in appreciating and framing what an effective PT is. Both offer a particular perspective 

that will support movement towards a comprehensive understanding of what markers 

constitute an effective PT practitioner. PT academics were identified based on their roles 

and influence in educating, modeling, and facilitating the development of the future of 

the profession. PT clinicians are essentially the global representation of the profession in 

the field. They are the clinical educators, the hands-on care, the doers in the various 

dimensions of PT who carry out practice and interface with patients and the greater 

community. The participant inclusion criteria for PT academics is any full-time, core 

faculty member of an accredited PT program who has institutional membership in 

ACAPT. The criteria for the PT clinicians is a PT employed at a facility/ clinic who has 

been identified as a clinical partner of an institutional member of ACAPT. In framing the 

expert panel within the Delphi methodology, for this investigation, the participants’ 

expertise is grounded in their particular role as a PT academic versus a PT clinician and 

the global contextualization that they are all “informed advocates” about who and what 

PTs are (Mead & Moseley, 2001; Baker et al., 2006; Crisp et al., 1999, p. 36).  

A widespread reach across geographical areas of PT academics and clinicians is 

critical to this investigation in disseminating the survey and in the translation of the 
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Delphi rounds. The institutional members in ACAPT and the clinical partners of the 

NCCE served at the foundation in leveraging participants for this study. ACAPT is an 

organization within the boundaries of APTA, whose focus is on the academic preparation 

of PT students through a collaborative with organizations both in and outside of the PT 

profession (ACAPT, 2015). Membership within ACAPT is an institution-based 

membership as compared with an individualized personal membership. The NCCE is a 

consortium embedded within ACAPT (NCCE, n.d.). The NCCE represents clinical 

education faculty, academic and clinical, in a partnership that aims to support and move 

PT education forward through best practices in clinical education (NCCE, n.d.). The 

NCCE essentially embodies a representative from the ACAPT member institution and a 

named clinical partner out in the field of that particular institution (NCCE, n.d.). The 

investigation was designed with a matching strategy for recruitment of participants 

through ACAPT (academics) and the NCCE (DCEs and clinicians) within the clinical 

partnerships supporting dual perspectives from classroom and clinic. 

The initial surveys for Round 1 of the Delphi were nationally and electronically 

disseminated via SurveyMonkey to the institution member representatives of ACAPT (n= 

219) and the NCCE named academic partners (n= 158); N (total)= 377 participants as 

listed on the respective websites. The NCCE academic partners were asked to 

electronically forward the survey to their named NCCE clinical partners to solicit the 

opinions of PT clinicians. There were operational barriers for the investigator in securing 

the contact emails of the named NCCE clinical partners to send the surveys to directly. 

This prohibited the investigator to adequately track the number of PT clinician surveys 

that were disseminated in comparison to the number of PT clinician responses received. 
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All respondents and their opinions were recorded from Round 1; PT academics n= 114 

and PT clinicians n= 69. These participants (N [total]= 183) were then stratified into a 

sample of thirty-five matched NCCE pairs of PT academics (n = 42 [DCEs = 27]) to PT 

clinicians (n = 35); N (total) = 77 for Round 2 and 3 disseminations of this Delphi. The 

initial goal was to collect data from a minimum of 45 PT academics matched to 45 PT 

clinicians that would ideally break out into five pairs per sub-division of regions: a total 

sample of N= 90. The stratified sample that was utilized allowed for sub-groups within 

the population and clarity in the representation of the participants and the perspectives 

that they provided for the study from the lens of a PT academic (and/ or DCE) or a PT 

clinician.  

The participants for Round 2 were representative of the nine sub-divisions of the 

United States based on its four regional divisions (West, Midwest, Northeast, and South): 

New England (1 pair), Mid-Atlantic (6 pairs), East North Central (11 pairs), West North 

Central (3 pairs), South Atlantic (7 pairs), East South Central (1 pair), West South 

Central (2 pairs), Mountain (3 pairs), and Pacific (1 pair). These divisions and regions 

were standardized by the U.S. Census Bureau as illustrated in Figure 14 (United States 

Census Bureau, n.d.). This study aimed to gather representation of PT academics and PT 

clinicians through ACAPT and the NCCE across various scopes of PT practice (i.e. 

outpatient, acute care hospitals, skilled nursing facilities, inpatient rehabilitation 

hospitals, home health, pediatrics, etc.) and geographical locations. This provided a wider 

geographic inclusion to potentially explain the study’s generalization of views and to 

investigate how opinions may cluster across the U.S. in PT practice based on the 

participants’ primary roles as PT academics or PT clinicians.  
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This reduced and stratified sample (N= 77) served as the panel of informed 

advocates for Rounds 2 and 3 of this investigation. Round 2 collection and compression 

of data resulted in the dissemination of responses to a total of 68 participants (40 PT 

academics [DCEs = 24] and 28 PT clinicians) in Round 3. The iteration for Round 3 had 

8 of the Round 2 pairs eliminated secondary to having a missing respondent of the pair 

from Round 2 collection. This resulted in the elimination of representation in only the 

New England region of the nine sub-regions, all others had at least a representative pair.   

 

 

Figure 15. This figure illustrates the census divisions of the United States as integrated 
into this study for participant sampling (United States Census Bureau, n.d.). 
 

All participants completed an electronic informed consent embedded within the 

survey validating their participation in this exploratory Delphi. The informed consent 

explained the investigation and the processes involved. The investigator’s contact 

information was provided to the participants if there were any questions. Participant 

information was de-identified and protected as they were assigned a research 

identification number from the initial round of data collection through the end of the 

project.  
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Procedures 

An exploratory e-Delphi, the classical Delphi methodology conducted through 

electronically disseminated surveys, was employed as the design for this investigation 

(Davidson, 2013). Three rounds of iterations were sent via email with a web address link 

to the web-based crafted surveys in SurveyMonkey to the participants as explicated in the 

Participants and Sampling section of this chapter. The participants for each round had a 

7-10-day window to respond to the e-survey. There was an equal lapse of days (7-10 

days) between each round to allow for data organization, compression, and analysis. 

Individual reminder emails were sent to the non-responding participants asking to kindly 

offer their opinions and insight through their participation in the study. The timeframe of 

this investigation, from the initial email requesting participation to the final round of data 

collection, compression, and sharing of outcomes, spanned almost one and a half months. 

Attrition of participants was anticipated and appreciated in this Delphi investigation. 

Figure 15 offers a basic pictorial representation of the how this investigation translated.  

 
 
Figure 16. This figure illustrates the processes of the Delphi employed for this 
investigation (Skulmoski, Hartman, & Krahn, 2007, p. 3). 
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Round 1. A single question survey was electronically extended to the panel of 

informed advocates; PT academics, and PT clinicians, to solicit their opinions of what the 

markers are of an effective PT for Round 1. The question was framed as, “From the 

perspective of a full-time PT academic/ PT clinician what primary characteristics would 

you identify as those of an effective physical therapist? Why?” Demographic information 

was also solicited for each respective cohort of panelists in Round 1. The surveys were 

tailored to directly address the particular stakeholders within the context of their roles as 

a PT academic or PT clinician. Appendix C and Appendix D contain the surveys 

administered for Round 1 for each respective group. All participants agreed to the 

informed consent for this investigation. The consent was embedded within the Round 1 

surveys.  

Round 1 survey was sent to 377 participants between ACAPT and NCCE 

academic representatives. The NCCE academic partners were asked by the investigator to 

forward the e-survey to their named NCCE clinical partners, the PT clinicians. These data 

were not able to be quantified, tracked, or monitored. The responses from Round 1 were 

compiled separately for PT academics and PT clinicians. The qualitative responses were 

reviewed by the investigator and another reviewer and themes were crafted around all 

responses. The two reviewers met to discuss their individually crafted themes and then, 

through dialogue, came to consensus on 22 different domains/ themes (markers) for each 

cohort (PT academics and PT clinicians). All responses for Round 1 were then coded 

based on the 22 themes. These are available for review in Appendix H and Appendix I 

for the PT academics and clinicians, respectively. The themes that were established from 
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the PT academics and the themes of the PT clinicians were shared in Round 2 with the 

respective cohorts. The data did not cross each cohort for Round 2.  

Round 2. The second iteration allowed for the participants to see all markers that 

transpired from their respective cohorts (academics versus clinicians) from Round 1. The 

themes were presented to the Round 2 participants in a randomized listing. The 

participants were asked to rank or endorse each of the twenty-two markers independently 

as they felt each related to being an effective PT on a 7-point Likert-like scale ranging 

from “not important at all” (1) to “extremely important (absolutely essential)” (7). 

Participants were provided with an opportunity to offer a comment on their ranking or on 

the marker for each of the twenty-two markers. All qualitative responses and their 

respective endorsement level are available in Appendix J and Appendix K for the PT 

academics and clinicians, respectively. The Round 2 surveys can be reviewed in 

Appendix E and Appendix F for each of the participant groups. The aim of Round 2 was 

to generate individual prioritization and value of each the particular markers identified by 

the respective groups in Round 1. The data that were gained from this round were 

compressed, analyzed, and compared. The responses from Round 2 were merged for the 

PT academics and PT clinicians and disseminated to all the Round 2 participants to 

review for the Round 3 survey.  

Round 3. The data for Round 3 were presented in tables and graphical 

representations of the frequencies and percentages of total respondents for each of the 

markers. This provided the participants information and a visual of how the panels 

collectively responded within the cohorts of PT academics versus PT clinicians. Round 2 

participants were afforded the opportunity to review each other’s responses (PT 
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academics and PT clinicians) and the level of importance that all participants gave to 

each marker from the perspectives of a PT academic (“A”) versus the PT clinician (“C”).  

Participants were invited in Round 3 to reconsider their opinions for each of the 

24 markers with the data presented from Round 2. Each cohort had 20 similar and two 

additional independent markers, thus equating to a total of 24 markers. The participants 

were asked to rate their level of agreeance in regard to the outcomes shared from Round 2 

and the differences that resulted between PT academics and PT clinicians. The 7-point 

Likert-like scale ranging from “strongly disagree” (1) to “strongly agree” (7) was applied 

to respond to the statement, “The differences observed between the PT academics and PT 

clinicians were expected.” Participants were subsequently asked an open-ended question, 

“Why do you think these differences exist?” The third tier of questioning for each of the 

markers asked the participant to revisit and re-rank the level of importance of that 

particular theme/ domain as a marker of an effective PT. The 7-point Likert-like scale 

was again employed from “no importance at all” (1) to “extremely important (absolutely 

essential)” (7). The participants were asked if they felt that certain markers identified 

should be considered for PT school admission decisions by answering “yes” or “no”. All 

qualitative responses and respective endorsements of agreeance on the differences are 

available in Appendix L-1 and L-2.  

The survey for Round 3, available in Appendix G, was segmented into two blocks 

on account of the dense amount of data and information sharing and the concern for 

participant fatigue. The markers that had the greatest dissonance between the academics 

and clinicians were presented to the participants in first segment (15 markers). The 

question, “Considering what you have done for the last two rounds/ iterations of this 
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Delphi investigation, are there any other characteristics that you would identify as 

markers of an effective physical therapist?” was presented at mid-survey. This was 

followed by a prompt asking participants if they would like to continue onward with the 

study to review and reconsider the remaining markers (nine markers) that were ranked 

very similarly between the two groups in Round 2 or to exit and finish the survey. The 

intention of Round 3 was to gain a global consensus for the markers identified while 

understanding the value and prioritization for each marker by each of the panels of 

participants and the dissonance or similarities that existed as a merged group.  

Data Analysis 

This was a mixed-methods investigation. Qualitative and quantitative analyses 

were employed through the various iterations of this Delphi investigation. Descriptive 

analyses translated across demographic data around the variables identified as the 

themes/ domains (markers) of what the markers are of an effective PT. Qualitative data 

were manually compiled, recorded, and organized through each iteration. Consensus 

percentages, within the data sets, were configured based on participant responses across 

and within each of the markers identified. Graphical representations and tables of 

relevant data points were crafted to illustrate and augment the understanding of the data.  

Round 1. All participant responses (N= 183) were gathered, reviewed, and 

compressed. The PT academics (n= 114) and PT clinicians (n= 69) were separated to 

allow for comparing opinions based on participants’ primary roles. All data attained from 

the SurveyMonkey Round 1 survey was downloaded from SurveyMonkey into a 

Microsoft Excel spreadsheet. The data were manually coded and uploaded into SPSS 

software for analyses. Descriptive statistics with frequencies were run on the 
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demographic data and the 22 themes/ domains (markers) for the PT academics and 

clinicians, respectively. The themes/ domains (markers) were crafted and agreed upon 

through qualitative review, dialogue, analyses, and thematic coding by the investigator 

and an additional reviewer.  

Round 2. All participant responses (N= 68) were gathered, reviewed, and 

compressed for each stakeholder cohort (PT academics [n= 40] and PT clinicians [n= 28). 

The data from the Round 2 SurveyMonkey survey were downloaded into a Microsoft 

Excel spreadsheet, manually coded, and uploaded into SPSS software for analyses for PT 

clinicians and PT academics. Demographic data were translated from Round 1 to Round 

2 for each participant. Descriptive statistics with Crosstabs were run with Chi-Square 

analyses to compare the ranking of each theme/ domain (marker) between PT academics 

and clinicians. Pearson chi-square values, p-value measures, frequency tables, and bar 

graphs resulted and revealed the distributions of participant endorsements for each of the 

marker rankings. Tables were crafted from the frequency distributions of the participant 

endorsements from each cohorts’ perspectives. Qualitative comments were noted, 

recorded, and reviewed (Appendices L and M). 

Round 3. All participant responses (N= 48) were gathered, reviewed, and 

compressed for PT academics (n= 30) and PT clinicians (n= 18). The data were 

downloaded from SurveyMonkey into a Microsoft Excel spreadsheet, hand coded, and 

uploaded into SPSS software for analyses. The participant demographic data were 

translated from Round 1 to Round 3 for each participant. Descriptive statistics with 

frequencies were run with measures for all variables. Qualitative comments were noted, 

recorded, and reviewed (Appendices N1 and N2). The design of Round 3 afforded 
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participants an opportunity to exit the survey after reviewing and offering insight on the 

first 15 markers, the ones with the greatest differences between the two stakeholders, and 

an open-ended question. The data resulting for the first 15 markers were isolated and 

reported separately from those of the final nine markers as there were gaps in responses 

and comments with the number of participants opting to exit the survey after the mid-

survey open-ended question.  

Summary 

The methodology employed for this investigation aligned with the aim in 

gathering consensus across a group of people whose opinions are relevant to structuring a 

framework for future studies around the construct of what the markers are of an effective 

PT. The process was scientific, strategic, and sequential in collecting, compressing, and 

disseminating data based on the opinions of PT academics and PT clinicians as informed 

advocates and stakeholders of the profession. The intention of the reach across 

geographical regions was an effort to support generalization of the data attained in this 

investigation.  
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Chapter 4 

Results 

 The intention of this investigation was to solicit and obtain opinions from 

informed advocates of the PT profession to empirically appreciate what the markers are 

of an effective physical therapist from the lenses of PT academics and PT clinicians. The 

design was crafted around the Delphi methodology and translated through three iterations 

of data collection, compression, and dissemination. The participant sample was drawn 

from national representatives of ACAPT and the NCCE. Round 1 surveys were 

disseminated to over 377 participants and had 183 respondents (PT academics= 114, PT 

clinicians= 69). Round 2 was a stratified nationally-represented sampling based on the 

responses received from Round 1. The stratified sampling was done through a matching 

process of NCCE academic and clinical partners for a total sample of 77 participants with 

35 pairs of PT academics (n= 42) and PT clinicians (n= 35) resulting for Round 2 

dissemination. A total of 68 participants (PT academics= 40, PT clinicians= 28) 

responded to Round 2. Round 3 was a blend and merge of PT academics and PT 

clinicians for a total sample of 48 participants (PT academics= 30, PT clinicians= 18). 

The investigation was an e-Delphi that utilized SurveyMonkey to electronically 

disseminated the surveys via participant emails for each round. The surveys for all rounds 

are provided in the Appendices (Appendices C through G).  

Round 1 survey included questions asking about participant demographic 

information and an open-ended question to ignite the Delphi, “From the perspective of a 

full-time PT academic/ PT clinician what primary characteristics would you identify as 

those of an effective physical therapist? Why?” This was the research question driving 
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this investigation and the iterations to follow Round 1. The data from Round 1 were 

compiled, analyzed, and disseminated to the participant cohorts. The Round 1 data from 

PT academics were shared with the PT academics and those from the PT clinicians 

shared with the PT clinicians for individual ranking of items. The participant groups were 

not aware of the other cohort’s responses in Round 2. The data gathered from PT 

academics and PT clinicians in the Round 2 rankings were compiled, merged, analyzed, 

compared, and disseminated in tables and graphical representation of responses to both 

participant groups (48 participants) to learn how the other respective group responded. 

Round 3 was a single survey disseminated to all participants, unlike Round 2. The data 

for Round 3 were presented to all participants from the merged group (PT academics and 

PT clinicians) and they were asked three questions. The first-tier question asked the 

participants to rate their opinion on a 7-point Likert-like scale (1= “strongly disagree” 

through 7= “strongly agree”) in regard to the statement, “The differences observed 

between the PT academics and PT clinicians were expected.” They were subsequently 

asked “Why do you think these differences exist?” The final tier question asked 

participants to re-rank the importance of each domain after reviewing and considering the 

compiled data presented on the same 7-point scale as used in Round 2 (1= “not important 

at all” to 7= “extremely important [absolutely essential]”). Participants were asked if they 

felt some of the domains/ themes (markers) should be considered for PT school 

admission decisions with a response of “yes” or “no”. The Round 3 survey was a 

segmented and tiered survey presenting the domains/ themes (markers) (15-markers) that 

had the greatest dissonance between PT academics and PT clinicians first to the 

participants to gain their insight and opinions. These were followed by an open-ended 
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question at mid-survey asking, “Considering what you have done for the last 2 rounds/ 

iterations of this Delphi investigation, are there any other characteristics that you would 

identify as markers of an effective physical therapist?” The participants were afforded an 

opportunity to term the survey and exit or continue onward to review and answer the 

same questions on the remaining nine markers that were scored very similarly by the 

cohorts in Round 2. Round 3’s survey was designed in this manner for concerns of 

participant fatigue with the dense amount of data presented.  

This chapter contains the results and analyses of the data obtained through this 

Delphi investigation and each of its iterations. It will navigate the reader through the data 

for each round of the Delphi to compartmentalize and organize the knowledge and 

information gained through each of the iterations. Some of the qualitative responses will 

be shared within the rounds of data presentation, but an all-inclusive, comprehensive 

listing is available from each iteration in the Appendices (Appendices H through M).  

Round One 

The participant demographics (N=183) from Round 1 responses are noted below 

in Table 5 for the PT academics and PT clinicians, respectively.  
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Table 5 
 
Participant Demographics- Round 1 

 

 

The ethnic spread of the respondents in this investigation lacked diversity as seen 

in Table 6. 

 

 

 

Demographic Descriptors PT Academics 
(n=114) 

PT Clinicians 
(n=69) 

Male 22 16 

Female 92 53 

APTA Member 113 62 

Degree Level   

 Doctorate of PT (DPT) 45 45 

 Terminal degree (PhD, EdD, DSc) 65 2 

 Bachelor’s degree 1 8 

 Master’s degree 3 14 

Average years in PT practice NA 18.471 

Average years in academia  16.487 NA 

Academics that provide patient care 60 NA 

DCE role 55 NA 

CI role NA 64 
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Table 6 
 
Participant Ethnicity- Round 1 

Ethnicity PT Academics 
(n=113) 

PT Clinicians 
(n=68) 

White or Caucasian 108 61 

Black or African American  0 3 

Hispanic or Latino 3 2 

Asian or Pacific Islander 1 1 

American Indian or Alaskan Native  1 0 

Other 0 1 
  

The frequencies of the thematically coded, open-ended responses resulting from 

the prompting Round 1 question, “From the perspective of a full-time PT academic/ PT 

clinician what primary characteristics would you identify as those of an effective physical 

therapist? Why?” are presented in Table 7. Appendix H and Appendix I contain the 

qualitative responses from the PT academics and PT clinicians and the coded themes 

assigned and agreed upon by the investigator and consulting reviewer from the responses 

received from the participating groups.   
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Table 7 
 
Round 1- Coded Categorical Response Frequencies 

Thematic Category Responses 
PT Academics PT Clinicians 

(n=114) (n=69) 
Communication    

 No 57 (50%) 47 (68%) 
 Yes 57 (50%) 22 (32%) 
Evidence-based practice    

 No 93 (82%) 55(80%) 
 Yes 21 (18%) 14 (20%) 
Lifelong learner    

 No 84 (74%) 46 (67%) 
 Yes 30 (26%) 23 (33%) 
Collaboration    

 No 92 (81%) 55 (80%) 
 Yes 22 (19%) 14 (20%) 
Patient-centered care    

 No 76 (67%) 42 (61%) 
 Yes 38 (33%) 27 (39%) 
Therapeutic alliance    

 No 100 (88%) 59 (86%) 
 Yes 14 (12%) 10 (14%) 
Interpersonal skills    

 No 80 (70%) 46 (67%) 
 Yes 34 (30%) 23 (33%) 
Innovative    

 No 107 (94%) 59 (86%) 
 Yes 7 (6%) 10 (14%) 
Adaptive/ adaptability    

 No 70 (61%) 39 (57%) 
 Yes 44 (39%) 30 (43%) 
Compassion and caring    

 No 58 (51%) 43 (62%) 
 Yes 56 (49%) 26 (38%) 
Knowledgeable    

 No 38 (33%) 36 (52%) 
 Yes 76 (67%) 33 (48%) 
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Effective psychomotor skills 
 No 106 (93%) 65 (94%) 
 Yes 8 (7%) 4 (6%) 
Integrity    

 No 88 (77%) 61 (88%) 
 Yes 26 (23%) 8 (12%) 
Mindful    

 No 88 (77%) 59 (86%) 
 Yes 26 (23%) 10 (14%) 
Grit    

 No 101 (89%) 67 (97%) 
 Yes 13 (11%) 2 (3%) 
Educator    

 No 99 (87%) 61 (88%) 
 Yes 15 (13%) 8 (12%) 
Self-care    

 No 109 (96%) 67 (97%) 
 Yes 5 (4%) 2 (3%) 
Professional    

 No 94 (83%) 60 (87%) 
 Yes 20 (17%) 9 (13%) 
Organized    

 No 102 (90%) 61 (88%) 
 Yes 12 (10%)  8 (12%) 
Leadership    

 No 107 (94%) 67 (97%) 
 Yes 7 (6%) 2 (3%) 
Advocacy    

 No 97 (85%) NA 
 Yes 17 (15%) NA 
Self-improvement    
 No 96 (84%) NA 
 Yes 18 (16%) NA 
Tech-savvy    

 No NA 68 (99%) 
 Yes NA 1 (1%) 
Confident/ assertive    

 No NA 61 (88%) 
 Yes NA 8 (12%) 
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The bolded data in Table 7 are the top 50% of the most frequently populated 

coded responses for each cohort of respondents. The mean of present (or “Yes”) 

responses for the 22 variables of PT academics was 25.73; PT Clinician 13.36. Any 

scoring frequencies above these two respective thresholds were bolded and interpreted as 

priority markers for each the two groups of participants, respectively. The hierarchy of 

frequency and themes that emerged from the responses of each cohort had some 

variability.  

Table 8 illustrates the top 50% of themes and their hierarchy, based on frequency, 

that resulted from Round 1 of this Delphi. There is overlap between the cohorts on seven 

of the nine top markers. The top seven markers were the same themes for each cohort, 

despite differences in hierarchical frequencies for each and accompanying qualitative 

responses. The bolded data in Table 8 indicates the markers that were independently 

identified and not overlapping themes/ domains (markers) between the PT academics and 

PT clinicians from Round 1, respectively.  
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Table 8 
 
Round 1- Priority Categorical Response Frequencies 

PT Academic Top 50% of Responses 
(n=114) 

PT Clinicians Top 50% of Responses 
(n=69) 

Knowledgeable n= 76 (67%) Knowledgeable n= 33 (48%) 

Communication n= 57 (50%) Adaptability n= 30 (44%) 

Compassion and Caring n= 56 (49%) Patient-centered Care n= 27 (40%) 

Adaptive n= 44 (39%) Compassion and Caring n= 26 (38%) 

Patient-centered Care n= 38 (33%) Interpersonal Skills n= 23 (34 %) 

Interpersonal Skills n= 34 (30%) Lifelong learning n= 23 (34%) 

Lifelong Learning n= 30 (26%) Communication n= 22 (32%) 

Integrity n= 26 (23%) Collaboration n= 14 (20%) 

Mindful n= 26 (23%) Evidence-based Practice n= 14 (20%) 

 

Round Two 

The resulting participant demographic data for Round 2 are noted below in Table 

9. Round 1 participants (N [total]= 183) were stratified into a sample of 35 matched 

NCCE pairs of PT academics (n= 42 [DCEs= 27]) to PT clinicians (n= 35); N (total)= 77 

for Round 2 dissemination for this investigation. This sample supported representation of 

the nine sub-divisions of the United States based on the U.S. Census Bureau’s four 

regional divisions (West, Midwest, Northeast, and South): New England (1 pair), Mid-

Atlantic (6 pairs), East North Central (11 pairs), West North Central (3 pairs), South 

Atlantic (7 pairs), East South Central (1 pair), West South Central (2 pairs), Mountain (3 

pairs), and Pacific (1 pair) (United States Census Bureau, n.d.). 
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Table 9 
 
Participant Demographics- Round 2 

 

 

Table 10 displays the ethnic diversity of the PT academic and PT clinician 

participants from the stratified sampling in Round 2. As seen in Table 10, there is a lack 

of ethnic diversity among all participants.  

 

Demographic Descriptors 
PT 

Academics 
(n=40) 

PT 
Clinicians 

(n=28) 

Male 8 5 

Female 32 23 

APTA Member 40 28 

Degree Level   

 Doctorate of PT (DPT) 21 15 

 Terminal degree (PhD, EdD, DSc) 19 0 

 Bachelor’s degree 0 3 

 Master’s degree 0 10 

Average years in PT practice NA 17.29 

Average years in PT academia  16.825 NA 

Academics that provide direct patient care 23 NA 

DCE role 25 NA 

CI role NA 26 
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Table 10 
 
Participant Ethnicity- Round 2 

Ethnicity PT Academics 
(n=39) 

PT Clinicians 
(n=27) 

White or Caucasian 37 26 

Black or African American  0 0 

Hispanic or Latino 2 0 

Asian or Pacific Islander 0 0 

American Indian or Alaskan Native  1 0 

Other 0 1 
  

Round 2 asked the participants to rank the thematically coded domains 

compressed from the solicited opinions of PT academics (n= 114) and PT clinicians (n= 

69) in Round 1. In Round 2, PT academics (n= 42) were presented with the 22 coded 

themes/ domains (markers) resulting from the PT academic perspective and the PT 

clinicians (n= 35) those from the PT clinician perspective. Table 11 shows the 22 themes/ 

domains (markers) that were disseminated for ranking in Round 2 to the PT academics 

and the PT clinicians, respectively. All Round 2 qualitative responses are available in 

Appendix J and Appendix K.  

There was overlap in the thematic coding for 20 of the 22 domains, as apparent in 

Table 11. The PT academics and PT clinicians had two independently coded domains 

each that were not concordant between the cohorts; “Advocacy” and “Self-improvement” 

for the PT academics and “Tech-savvy” and “Confident/ Assertive” for the PT clinicians. 

These are bolded in Table 11.   
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Table 11 
 
Coded Themes/ Domains (Markers)- Round 2 

PT Academics 
(n= 40)  

PT Clinicians 
(n= 28) 

Communication Communication 

Evidenced-based practice Evidenced-based practice 

Lifelong learner Lifelong learner 

Collaboration Collaborative 

Patient-centered care Patient-centered care 

Therapeutic alliance Therapeutic alliance 

Interpersonal skills Interpersonal skills 

Leadership Leadership 

Innovative Innovative 

Adaptive Adaptability 

Compassion and Caring Compassion and Caring 

Knowledgeable Knowledgeable 

Effective psychomotor skills Effective psychomotor skills 

Integrity Integrity 

Mindful Mindful 

“Grit” “Grit” 

Educator Educator 

Self-care Self-care 

Professional Professional 

Organized Organized 

Self-improvement Confident/ Assertive 

Advocacy Tech-savvy 

  

The participants were asked to rank each domain individually in regard to the 

level of importance when considering the question “What primary characteristics would 

you identify as those of an effective physical therapist? Why?” Round 2 results illustrate 
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the participant behaviors in endorsing a particular marker at different levels of 

importance. A 7-point Likert-like scale was employed that ranged from “not important at 

all” to “extremely important (absolutely essential)”. Participants were instructed to 

reserve the score of “extremely important (absolutely essential)” to the domains that they 

felt were an absolute essential to being an effective PT. An opportunity to make a 

comment and provide insight to each particular domain and rank was provided.  

Tables 12 through 33 and Figures 17 through 36 illustrate, compare, and explain 

the respondents’ endorsement levels for each of the individual themes/ domains 

(markers) from the data merged in Round 2.  

 
Table 12 
 
Distribution of Responses on “Communication” 

 Very important 
Extremely important 
(absolutely essential) 

Academic 10.30% 39.70% 

Clinician 8.80% 41.20% 
 
 
Chi-Square analyses indicate that there are no significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²1 = .095, p = .758.  A graphical 

image of the responses to this item is presented in Figure 17.  
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  Figure 17. Distribution of Responses to “Communication” 

 
As indicated above, the resulting data from both cohorts endorsed this domain similarly 

and equally. They identified “Communication” as an extremely important (absolutely 

essential) marker of an effective PT.  

 
Table 13  
 
Distribution of Responses on “Evidence-Based Practice” 

 Moderately important Very important 
Extremely important 
(absolutely essential) 

Academic 10.30% 27.90% 11.80% 

Clinician 8.80% 27.90% 10.30% 
 
Chi-Square analyses indicate that there are no significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 2.14, p = .543.  A graphical 

image of the responses to this item is presented in Figure 18.  
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Figure 18. Distribution of Responses to “Evidence-Based Practice” 
 
 

As indicated above, the distribution of importance is very comparable between the PT 

academics and clinicians in the domain of “Evidence-Based Practice”. They essentially 

both endorsed that “Evidence-Based Practice” is a very important as a marker of an 

effective PT practitioner.  

 
Table 14 
 
Distribution of Responses on “Lifelong Learner” 

 Moderately important Very important 
Extremely important 
(absolutely essential) 

Academic 5.90% 29.40% 14.70% 

Clinician 11.80% 33.80% 4.40% 
 
Chi-Square analyses indicate that there are no significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 5.31, p = .070.  A graphical 

image of the responses to this item is presented in Figure 19.  
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Figure 19. Distribution of Responses to “Lifelong Learner” 

As indicated above, being a “Lifelong Learner” is a very important marker of being an 

effective PT from both the PT academic and PT clinician perspective. The PT academic 

group was at the higher end of endorsing “Lifelong Learner” in comparison with the PT 

clinicians. The academics endorsed “Lifelong Learner” with 44.1% falling within very to 

extremely (absolutely essential) important; PT clinicians were at 38.2%.  

Table 15 

Distribution of Responses on “Collaboration” 

Neutral 
Moderately 
important Very important 

Extremely 
important 

(absolutely 
essential) 

Academic 1.50% 13.20% 23.50% 11.80% 

Clinician 1.50% 5.90% 38.20% 4.40% 
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Chi-Square analyses indicate that there are no significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 6.58, p = .087.  A graphical 

image of the responses to this item is presented in Figure 20.  

 

Figure 20. Distribution of Responses to “Collaboration” 
 
As indicated above, “Collaboration” is clearly endorsed by PT clinicians as a very 

important marker of an effective PT at 38.2%. The distribution of responses for the PT 

academics had a greater span of endorsements from neutral to extremely important for 

the marker of “Collaboration”.  

 
Table 16 
 
Distribution of Responses on “Patient-Centered Care” 

 Moderately important Very important 
Extremely important 
(absolutely essential) 

Academic 2.90% 16.20% 30.90% 

Clinician 4.40% 27.90% 17.60% 
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Chi-Square analyses indicate that there are no significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 4.78, p = .091.  A graphical 

image of the responses to this item is presented in Figure 21.  

 

Figure 21. Distribution of Responses to “Patient-Centered Care” 
  
 
As indicated above, the distributions between very and extremely important for both 

groups equalized for the marker of “Patient-Centered Care” with PT academics 

compressed to 47.1% and PT clinicians at 45.5%; a 1.6% margin. The PT academics had 

a higher end of endorsement for “Patient-Centered Care” as an extremely important 

(absolutely essential) marker, whereas the PT clinicians had endorsed this marker more 

robustly as a very important to being an effective PT.  
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Table 17  
 
Distribution of Responses on “Therapeutic Alliance” 

 Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic 0.00% 4.50% 25.40% 20.90% 

Clinician 10.40% 16.40% 20.90% 1.50% 
 
Chi-Square analyses indicate that there are significant differences in the response pattern 

of academics relative to clinicians, Pearson’s χ²3 = 23.12, p < .001.  A graphical image of 

the responses to this item is presented in Figure 22.  

 

Figure 22. Distribution of Responses to “Therapeutic Alliance” 
 

As indicated above, the PT academics were at the higher end of endorsement for the 

“Therapeutic Alliance” marker with 46.3% at very or extremely important (absolutely 

essential). The PT clinicians expressed the TA to be very important at 20.9%. The 
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clinician responses trended at the lower end of endorsement with 26.8% at moderate 

importance to neutral.  

Table 18  
 
Distribution of Responses on “Interpersonal Skills” 

 Moderately important Very important 
Extremely important 
(absolutely essential) 

Academic 1.50% 27.90% 20.60% 

Clinician 10.30% 30.90% 8.80% 
Chi-Square analyses indicate that there are significant differences in the response pattern 

of academics relative to clinicians, Pearson’s χ²2 = 7.80, p = .020.  A graphical image of 

the responses to this item is presented in Figure 23.  

 

Figure 23. Distribution of Responses to “Interpersonal Skills” 
 

As indicated above, the PT academics and clinicians endorsed “Interpersonal Skills” as a 

very important marker of an effective PT. The PT academics were at the higher end of 

endorsement for this marker at very and extremely important (absolutely essential) with 
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48.5%, whereas the clinicians were at 39.7%. The PT clinicians had a greater distribution 

of endorsement between moderate to extremely important (absolutely essential).  

 
Table 19  
 
Distribution of Responses on “Leadership” 

 
Low 

importance 
Slight 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic 1.50% 1.50% 5.90% 32.40% 8.80%  

Clinician 1.50% 10.30% 4.40% 23.50% 8.80% 1.50% 
 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 6.60, p = .253.  A graphical 

image of the responses to this item is presented in Figure 24.  

 

Figure 24. Distribution of Responses to “Leadership” 
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As indicated above, both cohorts did not strongly endorse the domain of “Leadership”. 

There was a greater distribution through the rankings from slight importance to extremely 

important for both groups. Both cohorts clearly indicated that “Leadership” is a 

moderately important marker of an effective PT; academics at 32.4% and clinicians at 

23.5%.  

 
Table 20  
 
Distribution of Responses on “Innovative” 

 
Slight 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic 4.40% 8.80% 27.90% 8.80%  

Clinician 2.90% 4.40% 29.40% 11.80% 1.50% 
 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 2.51, p = .643.  A graphical 

image of the responses to this item is presented in Figure 25.  
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Figure 25. Distribution of Responses to “Innovative” 
 

As indicated above, the “Innovative” marker gained clear and consistent endorsement 

from both cohorts as a moderately important marker of an effective PT with 27.9% from 

the academics and 29.4% from the clinicians. There was a span in the distribution of 

endorsements for both cohorts with the PT academics not endorsing “Innovative” as an 

extremely important marker of an effective PT.  

 
Table 21  
 
Distribution of Responses on “Adaptive” 

 
Moderately 
important Very important 

Extremely 
important 

(absolutely 
essential) 

Academic 7.40% 27.90% 14.70% 

Clinician 7.40% 25.00% 17.60% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = .293, p = .864.  A graphical 

image of the responses to this item is presented in Figure 26.  

 

Figure 26. Distribution of Responses to “Adaptive” 
 

As indicated above, the resulting data are flat and the participants from both cohorts have 

endorsed “Adaptive” similarly and equally across the distributions. The data clearly 

illustrate that “Adaptive” is a strong marker of being an effective PT. Merging the 

endorsements for very and extremely important (absolutely essential) for both PT 

academics and clinicians equates to 42.6% for each, respectively.   

 
Table 22 
 
Distribution of Responses on “Knowledgeable” 

 
Moderately 
important Very important 

Extremely important 
(absolutely essential) 

Academic 8.80% 23.50% 17.60% 

Clinician 1.50% 19.10% 29.40% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 5.88, p = .053.  A graphical 

image of the responses to this item is presented in Figure 27.  

 

 

Figure 27. Distribution of Responses to “Knowledgeable” 
 

As indicated above, “Knowledgeable” bears clear significance as a marker of an effective 

PT. Both groups highly endorsed “Knowledgeable” by ranking it very to extremely 

important (absolutely essential); PT academics at 41.1% and clinicians at 48.5%. The PT 

clinicians endorsed this domain more heavily as an absolute essential of being an 

effective PT at 29.4% versus 17.6% for the academics.  
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Table 23  
 
Distribution of Responses on “Effective Psychomotor Skills” 

 
Moderately 
important Very important 

Extremely important 
(absolutely essential) 

Academic 10.30% 27.90% 11.80% 

Clinician 8.80% 29.40% 11.80% 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = .103, p = .950.  A graphical 

image of the responses to this item is presented in Figure 28.  

 
Figure 28. Distribution of Responses to “Effective Psychomotor Skills” 

 
As indicated above, the cohorts endorsed this marker similarly and almost equally 

through the distributions. The cohort endorsements clearly indicate that “Effective 

Psychomotor Skills” are a very important marker of an effective PT.  
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Table 24 
 
Distribution of Responses on “Integrity” 

 Moderately important Very important 
Extremely important 
(absolutely essential) 

Academic 2.90% 10.30% 36.80% 

Clinician 2.90% 27.90% 19.10% 
 
Chi-Square analyses indicate that there are significant differences in the response pattern 

of academics relative to clinicians, Pearson’s χ²2 = 9.33, p = .009.  A graphical image of 

the responses to this item is presented in Figure 29.  

 
Figure 29. Distribution of Responses to “Integrity” 

 
As indicated above, there was dissonance on “Integrity” between the PT academics and 

PT clinicians through the distributions. Despite endorsing “Integrity” equally through the 

very important and extremely important distributions with 47.1% vs. 47%, the PT 

academics were on the high end with 36.8% indicating it to be an extremely important 

(absolutely essential) marker of an effective PT.  



118 
 

Table 25 
 
Distribution of Responses on “Mindful” 

 
Slight 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic 4.40% 11.80% 20.60% 13.20% 

Clinician 1.50% 4.40% 20.60% 22.10% 1.50% 

 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 9.07, p = .059.  A graphical 

image of the responses to this item is presented in Figure 30.  

 
Figure 30. Distribution of Responses to “Mindful” 

 
As indicated above, there is greater distribution of endorsements through the rankings for 

“Mindful” for both participant groups. Variance exists with the levels of endorsements 

between the PT academics and clinicians. Both endorsed that being “Mindful” was a very 

important marker of being an effective PT. The PT academics were on the high end of 
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endorsement with 13.2% indicating “Mindful” to be an extremely important (absolutely 

essential) marker of being an effective PT. The PT clinicians trended towards the lower 

end in endorsing “Mindful” with 20.6% indicating it to be a moderately important 

marker.  

 
Table 26  
 
Distribution of Responses on “Grit” 

 
Slight 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic 1.50% 2.90% 14.70% 23.50% 7.40% 

Clinician 1.50% 1.50% 26.50% 16.20% 4.40% 
 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 4.05, p = .400.  A graphical 

image of the responses to this item is presented in Figure 31.  
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Figure 31. Distribution of Responses to “Grit” 
 
As indicated above, there is greater distribution and variance through the levels of 

endorsements for “Grit” for PT academics and clinicians. The PT clinicians endorsed 

“Grit” at the lower end and PT academics at the higher end. Merged endorsements for the 

PT clinicians from slight importance to moderately important was at 29.5%, whereas the 

merged endorsements for academics from moderate to extremely important (absolutely 

essential) was 30.9%.  

 
Table 27 
  
Distribution of Responses on “Educator” 

 
Low 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic  1.50% 16.20% 22.10% 10.30% 

Clinician 1.5% 2.90% 16.20% 27.90% 1.50% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 6.30, p = .178.  A graphical 

image of the responses to this item is presented in Figure 32.  

 

 
Figure 32. Distribution of Responses to “Educator” 

 
As indicated above, both participant groups endorsed “Educator” as a very important 

marker of being an effective PT with academics at 22.1% and clinicians at 27.9%. Both 

cohorts had equal endorsement for “Educator” being a moderately important marker at 

16.2%. The PT academics demonstrated a higher end of endorsement with 10.3% 

indicating “Educator” was an extremely important (absolutely essential) marker of being 

an effective PT.  
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Table 28  
 
Distribution of Responses on “Compassion and Caring” 

 Moderately important Very important 
Extremely important 
(absolutely essential) 

Academic 4.40% 11.80% 33.80% 

Clinician 11.80% 23.50% 14.70% 
 
Chi-Square analyses indicate that there are significant differences in the response pattern 

of academics relative to clinicians, Pearson’s χ²2 = 10.06, p = .007.  A graphical image of 

the responses to this item is presented in Figure 33.  

 
Figure 33. Distribution of Responses to “Compassion and Caring” 

 
As indicated above, PT academics strongly and clearly endorsed “Compassion and 

Caring” as an extremely important (absolutely essential) marker of an effective PT at 

33.8%. The distributions though the levels of importance for the PT clinician were not as 

distinct with the strongest endorsement for “Compassion and Caring” as a very important 

marker of an effective PT at 23.5%. 
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Table 29  
 
Distribution of Responses on “Self-care” 

 
Slight 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic 7.40% 13.20% 22.10% 7.40% 

Clinician 2.90% 5.90% 14.70% 22.10% 4.40% 
 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 2.66, p = .616.  A graphical 

image of the responses to this item is presented in Figure 34.  

 
Figure 34. Distribution of Responses to “Self-Care” 

 
As indicated above, both participant groups equally endorsed “Self-Care” as a very 

important marker of being an effective PT at 22.1%. Despite this endorsement, the 

responses from both PT academics and clinicians trended towards the lower end of 

endorsement with merged data from slight importance to moderately important equating 

to 20.6% and 23.5% respectively.  
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Table 30 
 
Distribution of Responses on “Professional” 

 
Low 

importance 
Slight 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic  1.50% 7.40% 29.40% 11.80% 

Clinician 2.90% 7.40% 8.80% 16.20% 11.80% 2.90% 
 
Chi-Square analyses indicate that there are significant differences in the response pattern 

of academics relative to clinicians, Pearson’s χ²5 = 21.56, p = .001.  A graphical image of 

the responses to this item is presented in Figure 35.  

 
Figure 35. Distribution of Responses to “Professional” 

 
As indicated above, PT academics strongly and clearly endorsed “Professional” as a very 

important marker of an effective PT at 29.4% in parallel with 11.8% of academics 

indicating this marker to be extremely important (absolutely essential). The distributions 

though the levels of importance for the PT clinician were not as well-defined with 

variance in endorsement through the levels of importance ranging from low importance 
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to extremely important (absolutely essential). The PT clinicians’ strongest endorsement 

for “Professional” peaked at 16.2% indicating it to be a moderately important marker of 

an effective PT.  

 
Table 31 
 
Distribution of Responses on “Organized” 

 
Slight 

importance Neutral 
Moderately 
important 

Very 
important 

Extremely 
important 

(absolutely 
essential) 

Academic 2.90% 22.10% 25.00%  

Clinician 5.90% 1.50% 16.20% 20.60% 5.90% 
 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 9.24, p = .055.  A graphical 

image of the responses to this item is presented in Figure 36.  

 
Figure 36. Distribution of Responses to “Organized” 

 
As indicated above, both PT academics and PT clinicians had their strongest 

endorsements for “Organized” as a very important marker of being an effective PT at 
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25% and 20.6%, respectively. There was a noted distribution for both participant groups 

through the levels of importance with a narrow margin between their levels of 

endorsement between very and moderately important with 2.9% for PT academics and 

4.4% for PT clinicians.  

 Twenty-two thematically coded themes/ domains (markers) resulted from Round 

1 of this Delphi. Twenty of the 22 domains overlapped between the two participant 

groups. Four of the themes/ domains (markers) that resulted were independent and 

mutually exclusive for the PT academics (2 domains) and PT clinicians (2 domains). 

“Self-improvement” and “Advocacy” were the thematic domains coded for the PT 

academics and “Confident/ assertive” and “Tech-savvy” for the PT clinicians. Crosstabs 

and Chi-square analyses were not appropriate to run on these four variables as they are 

mutually exclusive. Descriptive statistics with frequencies were run in SPSS for these 

four variables. Tables 32 and 33 present the distributions of endorsements through the 

different levels of importance for each marker by the PT academics and PT clinicians as 

indicated.  
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Table 32 
 
Distribution of Responses by PT Academics  

 “Self-Improvement” “Advocacy” 

Neutral 0.0% 2.9% 

Moderately important 38.2% 41.2% 

Very important 52.9% 38.2% 

Extremely important 8.8% 11.8% 
 

Table 32 illustrates the strong endorsement that the PT academics had for “Self-

Improvement” as a very important marker of being an effective PT at 52.9%, with 38.2% 

indicating it to be as only a moderately important marker. “Advocacy” had its strongest 

endorsement from the PT academics as only a moderately important marker of an 

effective PT at 41.2%. Despite this endorsement, the PT academics trended towards the 

higher end of endorsement for “Advocacy” with 38.2% indicating it to be a very 

important marker and 11.8% as an extremely important marker of being an effective PT: 

a merged percentage of 50% of participating academics.  
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Table 33  

Distribution of Responses by PT Clinicians 
“Confident/ 
assertive” “Tech-savvy” 

Slight importance 5.9% 14.7% 

Neutral 2.9% 29.4% 

Moderately important 41.2% 44.1% 

Very important 38.2% 8.8% 

Extremely important 11.8% 2.9% 

Table 33 suggests that the PT clinicians’ strongest endorsement for “Confident/ 

assertive” was at 41.2% identifying it to be a moderately important marker of being an 

effective PT. The remaining endorsements trended up towards the higher end with 50% 

of PT clinicians indicating “Confident/ assertive” to be a very important marker (38.2%) 

or an extremely important marker (11.8%) of being an effective PT. “Tech-savvy” was 

endorsed by the PT clinicians as only a moderately important marker of an effective PT 

at 44.1%. The remaining data points trended down towards the lower end with 29.4% 

indicating its level of importance to be at neutral and 14.7% as being of slight 

importance.  

Round Three 

The participant demographics for Round 3 are noted below in Table 34. There 

was attrition from Round 2 to Round 3 by 10 participants from each of the cohorts. There 

were 60 (40 PT academics + 28 PT clinicians, and 1 non-respondent) total participants in 

Round 2 that translate to 49 total respondents in Round 3 (PT academics [30] and PT 
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clinicians [18], and 1 non-respondent). The entire study had limited diversity in ethnicity 

and was dominated by female respondents, in parallel with the general demographics of 

the PT profession (Data USA, 2017).  

 
Table 34 
  
Participant Demographics- Round 3 

   
First 15 markers 

n= 49 
Last 9 markers 

n= 25 
    
Role    

 
PT Academic 30 14 

 
PT Clinician 18 10 

 
Non-respondent 1 1 

Gender    

 Male 9 3 

 Female 39 21 

 Non-respondent 1 1 

Ethnicity    

 White/ Caucasian 46 24 

 Black/ African American 1 0 

 Hispanic/ Latino 1 0 

 Asian/ Island Pacific Islander 0 0 

 American Indian/ Alaskan  0 0 

 Other 0 0 

 Non-respondent 1 1 

Mean years in Roles   16.094 15.396 
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Round 3 of the survey offered the participants an opportunity to provide insight 

on the markers with the greatest dissonance between PT academics and PT clinicians in 

the first segment of the survey (15 markers). The first-tier question for each marker asked 

them to rank their level of agreeance with the data presented on the differences observed 

between the academics and clinicians using a 7-point Likert-like scale. The participants 

were then asked why they believed the differences existed for each of the markers. The 

final tier question for each of the markers asked the participants to re-rank the level of 

importance as a marker of an effective PT subsequent to reviewing the data that was 

shared with them from this Delphi investigation. The participants had the opportunity to 

terminate and exit the survey upon completing these questions for the first 15 markers 

with the greatest dissonance and after answering a final open-ended question at the mid-

point of the Round 3 survey, “Considering what you have done for the last 2 rounds/ 

iterations of this Delphi investigation, are there any other characteristics that you would 

identify as markers of an effective physical therapist?” Twenty-five participants chose to 

continue at the mid-point of the survey; 15 chose to terminate and exit the survey. The 

remaining nine markers, those that were ranked almost equally and similarly between the 

cohorts from Round 2, were presented to the participants in the same manner as the first 

15 markers in the front segment of the survey. The purpose of the segmented design 

resulted from the concerns of anticipated participant fatigue in reviewing the final data.  

Tables 35 through 64 and Figures 36 through 65 illustrate, compare, and explain 

the respondents’ endorsement levels for the data compiled from Round 2 on each of the 

markers (15 markers) from the first segment of the survey. All qualitative responses for 

the rationale of differences were recorded and reviewed and are available in the 
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Appendix L-1 and Appendix L-2 for review. Some of the qualitative participant 

responses (1 PT clinician and 1 PT academic) are noted within the data report of each 

marker below based on the highest level of endorsement within the expected difference 

between the groups. An independent report of the data of the last nine markers from the 

last segment of Round 3’s survey is provided in Appendix N. 

Therapeutic alliance (TA). Table 35 and Figure 37 introduce the frequency 

distributions through the 7-point Likert-like scales on the level of agreeance as to whether 

the differences observed between the PT academics and PT clinicians were expected with 

“Therapeutic Alliance (TA)” (Please refer to Table 17 and Figure 22). 

 
Table 35 
 

   

“Therapeutic Alliance” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Strongly disagree 3.3% 0.0% 2.1% 

Disagree 40% 27.8% 35.4% 

Somewhat disagree 26.7% 5.6% 18.8% 

Neither agree nor disagree 3.3% 11.1% 6.3% 

Somewhat agree 16.7% 16.7% 16.7% 

Agree 10% 38.9% 20.8% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 9.344, p = .096.  A graphical 

image of the responses to this item is presented in Figure 37. 
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Figure 37. “Therapeutic Alliance” Expected Differences 

As indicated above, the global endorsement (35.45), heavily weighted by PT academics 

(40%), disagreed that the differences were expected within the “TA”, whereas the PT 

clinicians predominantly agreed the differences were expected (38.9%). A PT academic 

wrote, “Academicians tend to be more idealistic, whereas clinicians tend to be more 

pragmatic. Ideally, there is an alliance, but in practicality, there is not as formal of an 

alliance.” A PT clinician commented that “Academic providers teach the ‘ideal’ while 

clinicians go off of their real experiences where they see a variety of relationships with 

varying levels of success- not always related.”   

Table 36 and Figure 38 present the results in the ranking of the level of 

importance for “Therapeutic Alliance (TA)”. 
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Table 36 
    

Final “Therapeutic Alliance” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Low importance 0% 5.6% 2.1% 

Neutral 3.3% 0.0% 2.1% 

Moderately important 16.7% 5.6% 12.5% 

Very important 56.7% 88.9% 68.8% 

Extremely important 23.3% 0.0% 14.6% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 9.277, p = .055.  A graphical 

image of the responses to this item is presented in Figure 38. 

 

Figure 38. Final “Therapeutic Alliance” Ranking 
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As indicated above, the overall opinion of the group endorsed the “Therapeutic Alliance 

(TA)” as a very important marker of an effective PT. The behaviors of the participants 

illustrate that there is greater weighted endorsement on the higher end of importance for 

this particular marker.  

Professional. Table 37 and Figure 39 display the frequency distributions through 

the 7-point Likert-like scales on the level of agreeance as to whether the differences 

observed between the PT academics and PT clinicians were expected with “Professional” 

(Please refer to Table 30 and Figure 35). 

Table 37 

“Professional” Expected Differences 
PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Disagree 6.7% 5.6% 6.3% 

Somewhat disagree 3.3% 16.7% 8.3% 

Neither agree nor disagree 6.7% 5.6% 6.3% 

Somewhat agree 36.7% 5.6% 25.0% 

Agree 40.0% 61.1% 47.9% 

Strongly agree 6.7% 5.6% 6.3% 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 7.869, p = .164.  A graphical 

image of the responses to this item is presented in Figure 39. 
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Figure 39. “Professional” Expected Differences 

As indicated above, the global endorsement (47.9%) by academics (40.0%) and clinicians 

(61.1%) similarly agreed that the differences were expected with “Professional”.  Within 

this domain, a PT clinician commented,  

I think clinicians are not as attached to membership with the association as 

academics may be, especially when it is paired with the ideals of 

professionalism. Unless a clinician’s job requires use of membership, they 

may not be members. That being said, I do think that the concept of 

professionalism IS very important to all therapists. I do think the addition 

of ‘engagement in professional association’ may skew the answer for 

clinicians.  

In contrast, an academic expressed that  
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Academics tend to stress this to students to help instill in them the importance of 

their professional organization. Many clinicians do not maintain membership after 

their first few years of practice due to various reasons: expense, not supported by 

company they work with, are not involved in legislative, and regulatory issues or 

payment policy. They are focused more on skill development and don’t 

necessarily focus on membership/ professional skills unless a mentor walks them 

through that with them. 

Table 38 and Figure 40 display the results in the ranking of the level of 

importance for “Professional”. 

 
Table 38 
 

   

Final “Professional” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Low importance 0% 5.6% 2.1% 

Slight importance 0% 5.6% 2.1% 

Neutral 3.3% 0.0% 2.1% 

Moderately important 33.3% 27.8% 31.3% 

Very important 56.7% 55.6% 56.3% 

Extremely important 6.7% 5.6% 6.3% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 4.069, p = .540.  A graphical 

image of the responses to this item is presented in Figure 40. 
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Figure 40. Final “Professional” Ranking 

As indicated above, the participants endorsed “Professional” at the mid to high end with 

55.1% saying it is a very important marker of an effective PT and 30.6% feeling it was a 

moderately important marker. There was an existent distribution through six of the seven 

rankings.  

Compassion and caring. Table 39 and Figure 41 illustrate the frequency 

distributions through the 7-point Likert-like scales on the level of agreeance as to whether 

the differences observed between the PT academics and PT clinicians were expected with 

“Compassion and Caring” (Please refer to Table 28 and Figure 33). 
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Table 39 
 
“Compassion and Caring” Expected Differences 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Strongly disagree 3.3% 5.6% 4.2% 

Disagree 26.7% 16.7% 22.9% 

Somewhat disagree 20.0% 22.2% 20.8% 

Neither agree nor disagree 16.7% 16.7% 16.7% 

Somewhat agree 23.3% 5.6% 16.7% 

Agree 10% 33.3% 18.8% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 6.051, p = .301.  A graphical 

image of the responses to this item is presented in Figure 41. 

 

Figure 41. “Compassion and Caring” Expected Differences 



139 
 

As indicated above, the distribution of endorsements within “Compassion and Caring” 

was dispersed through all levels where the academics disagreed that the differences were 

expected at 26.7% and the clinicians were at the higher end of endorsement in agreeing 

that they were expected at 33.3%. A PT clinician recognized that there was “not a lot of 

difference. I wonder if academicians feel that all markers should be very or extremely 

important.” An academic respondent noted that “Honestly, I’m not sure why these 

differences exist. I would think that both clinicians and academics would see empathy 

and motivation to do your best for patients would be at the core of everything you do as a 

PT.”  

Table 40 and Figure 42 introduce the results in the ranking of the level of 

importance for “Compassion and Caring”. 

 
Table 40 
 

   

Final “Compassion and Caring” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Moderately important 6.7% 11.1% 8.3% 

Very important 60.0% 72.2% 64.6% 

Extremely important 33.3% 16.7% 27.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 1.681, p = .432.  A graphical 

image of the responses to this item is presented in Figure 42. 
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Figure 42. Final “Compassion and Caring” Ranking 

As indicated above, “Compassion and Caring” clearly has importance of being a marker 

of an effective PT with 89.8% of the participants endorsing it at the high end as a very 

(63.3%) or extremely (absolutely essential) (26.5%) marker of an effective PT.  

Integrity. Table 41 and Figure 43 introduce the frequency distributions through 

the 7-point Likert-like scales on the level of agreeance as to whether the differences 

observed between the PT academics and PT clinicians were expected with “Integrity” 

(Please refer to Table 24 and Figure 29). 
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Table 41 
 
“Integrity” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Strongly disagree 3.3% 0.0% 2.1% 

Disagree 16.7% 16.7% 16.7% 

Somewhat disagree 6.7% 22.2% 12.5% 

Neither agree nor disagree 33.3% 16.7% 27.1% 

Somewhat agree 20.0% 16.7% 18.8% 

Agree 16.7% 27.8% 20.8% 

Strongly agree 3.3% 0.0% 2.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²6 = 5.265, p = .510.  A graphical 

image of the responses to this item is presented in Figure 43. 
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Figure 43. “Integrity” Expected Differences 

As indicated above, the academics were fairly clear with a neutral endorsement in neither 

agreeing or disagreeing that the differences were expected with “Integrity” at 33.3%, 

whereas the clinicians had a little greater distribution of endorsements and overall agreed 

that the differences were expected at 27.8%. An academic expressed,  

While there are differences both clinicians and academics viewed integrity 

as highly important. There may be a difference in how clinicians see these 

qualities play out in the clinical environment in a subtler manner vs. how 

these qualities and characteristics are emphasized in the academic program 

curriculum. 

 With that, a clinician said, “Doing the right thing is emphasized in the formative 

years (during DPT program) in the profession, to move the learner from student toward 

health-care professional.”  
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Table 42 and Figure 44 display the results in the ranking of the level of 

importance for “Integrity”. 

 
Table 42 
 

   

Final “Integrity” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Moderately important 0.0% 5.6% 2.1% 

Very important 50.0% 55.6% 52.1% 

Extremely important 50.0% 38.9% 45.8% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 2.036, p = .361.  A graphical 

image of the responses to this item is presented in Figure 44. 

 

Figure 44. Final “Integrity” Ranking 
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As indicated above, “Integrity” is an important marker of an effective PT with 97.9% of 

the participants almost equally endorsing it at the high end as a very (51.0%) or 

extremely (absolutely essential) (46.9%) marker of an effective PT. 

Interpersonal skills. Table 43 and Figure 45 present the frequency distributions 

through the 7-point Likert-like scales on the level of agreeance as to whether the 

differences observed between the PT academics and PT clinicians were expected with 

“Interpersonal Skills” (Please refer to Table 18 and Figure 23). 

 
Table 43 
 

   

“Interpersonal Skills” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Disagree 13.3% 16.7% 14.6% 

Somewhat disagree 6.7% 11.1% 8.3% 

Neither agree nor disagree 43.3% 44.4% 43.8% 

Somewhat agree 13.3% 11.1% 12.5% 

Agree 23.3% 16.7% 20.8% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = .640, p = .959.  A graphical 

image of the responses to this item is presented in Figure 45. 
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Figure 45. “Interpersonal Skills” Expected Differences 

As indicated above, the global endorsement (43.8%) by academics (43.3%) and clinicians 

(44.4%) similarly endorsed a neutral view in that they neither agreed nor disagreed that 

the differences were expected with “Interpersonal Skills”. A clinician mentioned, 

“Clinical PTs can work in a variety of settings that have varying degrees of interaction. 

Maybe academic PTs think more about the traditional clinical model.” An academic 

noted, “Academic PTs may have not practiced in many years.”  

Table 44 and Figure 46 illustrate the results in the ranking of the level of 

importance for “Interpersonal Skills”. 
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Table 44 
 

   

Final “Interpersonal Skills” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Moderately important 6.7% 16.7% 10.4% 

Very important 66.7% 61.1% 64.6% 

Extremely important 26.7% 22.2% 25.0% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 1.223, p = .543. A graphical 

image of the responses to this item is presented in Figure 46. 

 

Figure 46. Final “Interpersonal Skills” Ranking 

As indicated above, the overall opinion of the group endorsed “Interpersonal Skills” as a 

very important marker of an effective PT. The behaviors of the participants demonstrate 



147 
 

greater weight in endorsement on the higher end of importance for this particular marker 

with 87.8 % saying it was very or extremely important and only 12.2% expressing it to be 

only moderately important.  

Knowledgeable. Table 45 and Figure 47 illustrate the frequency distributions 

through the 7-point Likert-like scales on the level of agreeance as to whether the 

differences observed between the PT academics and PT clinicians were expected with 

“Knowledgeable” (Please refer to Table 22 and Figure 27). 

 
Table 45 
 

   

“Knowledgeable” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Strongly disagree 3.3% 16.7% 8.3% 

Disagree 23.3% 11.1% 18.8% 

Somewhat disagree 10.0% 22.2% 14.6% 

Neither agree nor disagree 13.3% 11.1% 12.5% 

Somewhat agree 20.0% 5.6% 14.6% 

Agree 30.0% 27.8% 29.2% 

Strongly agree 0.0% 5.6% 2.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²6 = 7.788, p = .254.  A graphical 

image of the responses to this item is presented in Figure 47. 
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Figure 47. “Knowledgeable” Expected Differences 

As indicated above, the distribution of endorsements is spread throughout all levels of 

agreeance within “Knowledgeable” with a slightly stronger distribution with both cohorts 

supporting that they agree the differences were expected at 29.2%, globally. A PT 

clinician expressed that 

Clinicians experience the need for constant problem solving and critical thinking 

to provide safe, effective, and quality care for every patient encounter. When 

students do not have these skills, it creates a high burden of teaching and 

supervision. Clinicians may rate this higher for these reasons, especially for us 

that have had students with clinical performance issues in this area. 

      An academic took the perspective that “I am not surprised that clinicians value 

knowledge more. From my point of view, knowledge can be taught and although 
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essential, it is something that develops over time. Someone can be very successful 

without having all the knowledge.” 

Table 46 and Figure 48 display the results in the ranking of the level of 

importance for “Knowledgeable”. 

 
Table 46 
 

   

Final “Knowledgeable” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Moderately important 13.3% 22.2% 16.7% 

Very important 56.7% 38.9% 50.0% 

Extremely important 30.0% 38.9% 33.3% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 1.511, p = .470. A graphical 

image of the responses to this item is presented in Figure 48. 

 



150 
 

 

Figure 48. Final “Knowledgeable” Ranking 

As indicated above, the overall opinion of the group endorsed “Knowledgeable” as a very 

important marker of an effective PT with almost half of the group’s endorsement at 

49.0%. The behaviors of the participants express their endorsement on the higher end of 

importance for this particular marker. 

Organized. Table 47 and Figure 49 introduce the frequency distributions through 

the 7-point Likert-like scales on the level of agreeance as to whether the differences 

observed between the PT academics and PT clinicians were expected with “Organized” 

(Please refer to Table 31 and Figure 36). 
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Table 47 
    

“Organized” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Disagree 3.4% 11.1% 6.4% 

Somewhat disagree 6.9% 5.6% 6.4% 

Neither agree nor disagree 48.3% 16.7% 36.2% 

Somewhat agree 17.2% 33.3% 23.4% 

Agree 24.1% 33.3% 27.7% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 5.689, p = .224.  A graphical 

image of the responses to this item is presented in presented in Figure 49. 

Figure 49. “Organized” Expected Differences 
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As indicated above, the academics were fairly clear with a neutral endorsement in neither 

agreeing nor disagreeing that the differences were expected with “Organized” at 48.3%, 

whereas the clinicians had a greater spread in the distribution of endorsements with split 

strengths in endorsing “somewhat agree” and “agree” that the differences were expected 

at 33.3% each. The lenses were a little different in that a clinician responded that 

“clinicians recognize that over time, organization is key to time management whereas in 

academia, the focus more is on students understanding concepts and developing skills. 

Organization and time management is a skill that continues to develop over time.” An 

academic echoed in that “Academic respondents see a link between student ability to 

meet deadlines and remain organized and their success in clinical experiences; practicing 

clinicians may not see that link between staying organized and still able to deliver 

excellent patient care.” 

Table 48 and Figure 50 introduce the results in the ranking of the level of 

importance for “Organized”. 

Table 48 

Final “Organized” Ranking 
PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Slight importance 0.0% 5.6% 2.1% 

Neutral 3.3% 5.6% 4.2% 

Moderately important 50.0% 38.9% 45.8% 

Very important 46.7% 44.4% 45.8% 

Extremely important 0.0% 5.6% 2.1% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 3.782, p = .436. A graphical 

image of the responses to this item is presented in Figure 50. 

 

Figure 50. Final “Organized” Ranking 

As indicated above, the participants endorsed “Organized” at the mid- to high-end with 

46.9% saying it is a moderately important marker of an effective PT and 44.9% feeling it 

was a very important marker. There was a distribution of opinions through five of the 

seven rankings.  

Mindful. Table 49 and Figure 51 present the frequency distributions through the 

7-point Likert-like scales on the level of agreeance as to whether the differences observed 

between the PT academics and PT clinicians were expected with “Mindful” (Please refer 

to Table 25 and Figure 30). 

 
 
 

   



154 
 

Table 49 
 
“Mindful” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Disagree 10.0% 11.1% 10.4% 

Somewhat disagree 3.3% 11.1% 6.3% 

Neither agree nor disagree 33.3% 44.4% 37.5% 

Somewhat agree 36.7% 5.6% 25.0% 

Agree 16.7% 27.8% 20.8% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²45 = 6.495, p = .165.  A graphical 

image of the responses to this item is presented in Figure 51. 

 

 

Figure 51. “Mindful” Expected Differences 
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As indicated above, the global endorsement was neutral in that 37.5% neither agreed nor 

disagreed that the differences were expected with “Mindful”, despite the academics 

endorsing that they somewhat agree that the differences were expected (36.7%) with 

“Mindful”. The clinicians strongest endorsement was neutral at 44.4%. A clinician 

recognized the shift with clinicians more towards moderate importance as they “are less 

likely as some may not have the time with their patients to be mindful due to the pace in 

the clinic.” An academic/ DCE expressed “I see emerging a pattern where student success 

skills are emphasized because I believe they are essential to maximize learning and 

development into exceptional clinicians and lifelong learners.” 

Table 50 and Figure 52 illustrate the results in the ranking of the level of 

importance for “Mindful”. 

 

 
Table 50 
 

   

Final “Mindful” Ranking 

  PT Academic 
n = 29 

PT Clinician 
n= 18 

Total 
n= 47 

Low importance 0.0% 5.6% 2.1% 

Slight importance 0.0% 5.6% 2.1% 

Neutral 6.9% 0.0% 4.3% 

Moderately important 13.8% 38.9% 23.4% 

Very important 65.5% 50.0% 59.6% 

Extremely important 13.8% 0.0% 8.5% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 10.384, p = .065. A graphical 

image of the responses to this item is presented in Figure 52. 

 

 

Figure 52. Final “Mindful” Ranking 

As indicated above, the group consensus clearly endorsed “Mindful” as a very important 

marker of an effective PT at 60.4%. The distribution of endorsements tiered towards the 

lower end with 31.3% endorsing this marker at moderately important or less.  

Lifelong learner. Table 51 and Figure 53 present the frequency distributions 

through the 7-point Likert-like scales on the level of agreeance as to whether the 

differences observed between the PT academics and PT clinicians were expected with 

“Lifelong Learner” (Please refer to Table 14 and Figure 19). 
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Table 51 
 
“Lifelong Learner” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Disagree 13.3% 11.1% 12.5% 

Somewhat disagree 0.0% 11.1% 4.2% 

Neither agree nor disagree 36.7% 38.9% 37.5% 

Somewhat agree 23.3% 5.6% 16.7% 

Agree 26.7% 33.3% 29.2% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 5.697, p = .223.  A graphical 

image of the responses to this item is presented in Figure 53. 

 

Figure 53. “Lifelong Learner” Expected Differences 
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As indicated above, the global endorsement was neutral in that 37.5% neither agreed nor 

disagreed that the differences were expected within “Lifelong Learner”, with the second 

strongest global endorsement that the group agreed the differences were expected at 

29.2%. These levels of endorsements were paralleled between the PT academics and PT 

clinicians. A clinician said that, 

The emphasis on education is pushed more in the academic setting. 

Clinical PTs often have to pay for continue education out of their own 

pocket and that cost can be exorbitant. Clinical PTs may feel that they can 

be highly effective without constantly evolving their techniques. 

 In contrast, an academic stated that “Academics value evidence-based practice 

more.” 

Table 52 and Figure 54 present the results in the ranking of the level of 

importance for “Lifelong Learner”. 

 
Table 52 
 

   

Final “Lifelong Learner” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Neutral 6.7% 0.0% 4.2% 

Moderately important 20.0% 22.2% 20.8% 

Very important 56.7% 66.7% 60.4% 

Extremely important 16.7% 11.1% 14.6% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 1.651, p = .648. A graphical 

image of the responses to this item is presented in Figure 54. 

 

Figure 54. Final “Lifelong Learning” Ranking 

As indicated above, the group endorsed “Lifelong Learner” at the higher end with 75.5% 

expressing it to be a very (61.2%) or extremely important (14.3%) marker of an effective 

PT.  

Collaborative/ Collaboration. Table 53 and Figure 55 introduce the frequency 

distributions through the 7-point Likert-like scales on the level of agreeance as to whether 

the differences observed between the PT academics and PT clinicians were expected with 

“Collaborative/ Collaboration” (Please refer to Table 15 and Figure 20). 
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Table 53 
 
“Collaboration/ Collaborative” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Disagree 20.7% 16.7% 19.1% 

Somewhat disagree 0.0% 11.1% 4.3% 

Neither agree nor disagree 37.9% 38.9% 38.3% 

Somewhat agree 24.1% 11.1% 19.1% 

Agree 13.8% 22.2% 17.0% 

Strongly agree 3.4% 0.0% 2.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 5.387, p = .370.  A graphical 

image of the responses to this item is presented in Figure 55. 
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Figure 55. “Collaboration/ Collaborative” Expected Differences 

As indicated above, both cohorts (academics at 37.9% and clinicians at 38.9%) endorsed 

neutrally as neither agreeing nor disagreeing that the differences were expected at 38.3% 

globally within “Collaboration/ Collaborative”. “Clinicians are practicing more and more 

in collaborative environments,” stated a PT clinician. An academic expressed that 

“clinicians may place a slightly greater importance on teamwork as they are ‘in the 

trenches’ so to speak in the real work on a daily basis to really appreciate the value of this 

perhaps more than academicians can.”  

Table 54 and Figure 56 present the results in the ranking of the level of 

importance for “Collaboration/ Collaborative”. 
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Table 54 
 
Final “Collaboration/ Collaborative” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Neutral 3.3% 5.6% 4.2% 

Moderately important 13.3% 11.1% 12.5% 

Very important 73.3% 72.2% 72.9% 

Extremely important 10.0% 11.1% 10.4% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = .193, p = .979. A graphical 

image of the responses to this item is presented in Figure 56. 

 

Figure 56. Final “Collaboration/ Collaborative” Ranking 

As indicated above, the group consensus clearly endorsed “Collaboration/ Collaborative” 

as a very important marker of an effective PT at 73.5%. The distribution of endorsements 
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tiered slightly towards the lower end with 16.3% endorsing this marker at moderately 

important or less.  

Patient-centered care. Table 55 and Figure 57 display the frequency 

distributions through the 7-point Likert-like scales on the level of agreeance as to whether 

the differences observed between the PT academics and PT clinicians were expected with 

“Patient-centered Care” (Please refer to Table 16 and Figure 21). 

 
Table 55 
 

   

“Patient-centered Care” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 18 

Total 
n= 48 

Strongly disagree 3.3% 0.0% 2.1% 

Disagree 10.0% 11.8% 10.6% 

Somewhat disagree 13.3% 11.8% 12.8% 

Neither agree nor disagree 43.3% 35.3% 40.4% 

Somewhat agree 20.0% 11.8% 17.0% 

Agree 10.0% 29.4% 17.0% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 3.627, p = .604.  A graphical 

image of the responses to this item is presented in Figure 57. 
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Figure 57. “Patient-centered Care” Expected Differences 

As indicated above, both cohorts (academics at 43.3% and clinicians at 35.3%) endorsed 

“Patient-centered Care” neutrally as neither agreeing nor disagreeing that the differences 

were expected at 40.4% globally. A clinician attributed the differences to “be insurance 

related in that you treat only what the physician/ prescription says as that is all the 

insurance may cover.” An academic was surprised this was lower in clinicians but 

thought it may be “because this is second nature to them [clinicians].” 

Table 56 and Figure 58 display the results in the ranking of the level of 

importance for “Patient-centered Care”. 
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Table 56 
 
Final “Patient-centered Care” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 18 
Total 
n= 48 

Neutral 3.3% 0.0% 2.1% 

Moderately important 16.7% 17.6% 17.0% 

Very important 46.7% 70.6% 55.3% 

Extremely important 33.3% 11.8% 25.5% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 3.672, p = .299. A graphical 

image of the responses to this item is presented in Figure 58. 

 

Figure 58. Final “Patient-centered Care” Ranking 

As indicated above, there is a dense distribution of endorsements between moderately to 

extremely important for “Patient-centered Care” as a marker of an effective PT. The peak 
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of endorsements for the group illustrates that “Patient-centered Care” is a very important 

marker of an effective PT at 56.3%.  

Self-improvement. Table 57 and Figure 59 illustrate the frequency distributions 

through the 7-point Likert-like scales on the level of agreeance as to whether the 

differences observed between the PT academics and PT clinicians were expected with 

“Self-Improvement” (Please refer to Table 33). 

 
Table 57 
 

   

“Self-improvement” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 17 

Total 
n= 47 

Disagree 0.0% 17.6% 6.4% 

Somewhat disagree 13.3% 0.0% 8.5% 

Neither agree nor disagree 10.0% 5.9% 8.5% 

Somewhat agree 26.7% 11.8% 21.3% 

Agree 46.7% 64.7% 53.2% 

Strongly agree 3.3% 0.0% 2.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 10.140, p = .071.  A graphical 

image of the responses to this item is presented in Figure 59. 
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Figure 59. “Self-improvement” Expected Differences 

As indicated above, PT academics (46.7%) and PT clinicians (64.7%) concur with their 

responses in that they clearly agree the differences were expected with 53.2% of the 

global endorsement for “Self-Improvement”. A clinician verbalized that “Academicians 

typically are in an environment where they themselves are working to better themselves, 

working toward advanced degrees, and coaching their students toward bettering 

themselves.” An academic echoed that  

As academics, we are striving to lay a foundation for our students to build 

upon to be excellent PTs but to do so, the student must be able to 

recognize and reflect on the need for change. We see the ability to reflect 

(and therefore strive for self-improvement) linked to excellent patient care 

and effective clinical practice.  
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Table 58 and Figure 60 introduce the results in the ranking of the level of 

importance for “Self-improvement”. 

 
Table 58 
 

   

Final “Self-improvement” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 17 
Total 
n= 47 

Neutral 3.3% 5.9% 4.3% 

Moderately important 20.0% 35.3% 25.5% 

Very important 73.3% 58.8% 68.1% 

Extremely important 3.3% 0.0% 2.1% 

 
Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 2.062, p = .560. A graphical 

image of the responses to this item is presented in Figure 60. 

 

Figure 60. Final “Self-improvement” Ranking 
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As indicated above, the group consensus identified that “Self-Improvement” was a very 

important marker of an effective PT at 68.8% of endorsements with 25.0% of 

endorsements indicating it to be moderately important, trending towards the lower end.  

Advocacy. Table 59 and Figure 61 introduce the frequency distributions through 

the 7-point Likert-like scales on the level of agreeance as to whether the differences 

observed between the PT academics and PT clinicians were expected with “Advocacy” 

(Please refer to Table 33). 

 
Table 59 
 

   

“Advocacy” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 17 

Total 
n= 47 

Neither agree nor disagree 13.3% 5.9% 10.6% 

Somewhat agree 3.3% 11.8% 6.4% 

Agree 83.3% 76.5% 80.9% 

Strongly agree 0.0% 5.9% 2.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 3.603, p = .308.  A graphical 

image of the responses to this item is presented in Figure 61. 
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Figure 61. “Advocacy” Expected Differences 

As indicated above, PT academics (83.3%) and PT clinicians (76.5%) concur with their 

responses in that they clearly agree the differences in “Advocacy” were expected with 

80.9% of the global endorsement. An academic stated,  

There is an increased awareness of the importance of being advocates for 

our profession and our patients so as to make changes to healthcare and 

our role within the healthcare system. To encourage novice clinicians/ 

students to be advocates is to lay the groundwork for this next generation 

of clinicians to be change-agents. 

 A clinician statement supported this thought further in that “Students who value 

advocacy and service will likely stay in the profession and influence more people.”  

Table 60 and Figure 62 display the results in the ranking of the level of 

importance for “Advocacy”. 
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Table 60 
 
Final “Advocacy” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 17 
Total 
n= 47 

Low importance 0.0% 5.9% 2.1% 

Slight importance 3.3% 0.0% 2.1% 

Neutral 10.0% 5.9% 8.5% 

Moderately important 50.0% 64.7% 55.3% 

Very important 36.7% 23.5% 31.9% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 3.559, p = .469. A graphical 

image of the responses to this item is presented in Figure 62. 

 

Figure 62. Final “Advocacy” Ranking 
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As indicated above, “Advocacy” was felt to be a moderately important marker of an 

effective PT with 54.2% of endorsement with a trend upward towards the higher end, 

having 33.3% endorse it as a very important marker. No participants endorsed this 

marker as an extremely important or absolutely essential marker.   

Confident/ Assertive. Table 61 and Figure 63 present the frequency distributions 

through the 7-point Likert-like scales on the level of agreeance as to whether the 

differences observed between the PT academics and PT clinicians were expected with 

“Confident/ Assertive” (Please refer to Table 34). 

 
Table 61 
 

   

“Confident/ Assertive” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 17 

Total 
n= 47 

Disagree 6.7% 17.6% 10.6% 

Somewhat disagree 13.3% 5.9% 10.6% 

Neither agree nor disagree 23.3% 5.9% 17.0% 

Somewhat agree 20.0% 11.8% 17.0% 

Agree 36.7% 58.8% 44.7% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 5.362, p = .252.  A graphical 

image of the responses to this item is presented in Figure 63. 



173 
 

 

Figure 63. “Confident/ Assertive” Expected Differences 

As indicated above, PT academics (36.7%) and PT clinicians (58.8%) concur with their 

responses in that they agree the differences were expected with 44.7% of the global 

endorsement for “Confident/ Assertive”. An academic expressed that “Assertive and 

confident may be different. I’ve met PTs who are reserved, but I don’t think they lack 

confidence. Assertive and confidence doesn’t always equate to competence.” A clinician 

said, “It is important for the clinician to demonstrate confidence and authority with the 

patient so that there is a trust relationship developed with their patients.” 

Table 62 and Figure 64 display the results in the ranking of the level of 

importance for “Confident/ Assertive”. 
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Table 62 
 
Final “Confident/ Assertive” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 17 
Total 
n= 47 

Low importance 3.3% 0.0% 2.1% 

Slight importance 10.0% 0.0% 6.4% 

Neutral 26.7% 5.9% 19.1% 

Moderately important 40.0% 70.6% 51.1% 

Very important 16.7% 23.5% 19.1% 

Extremely important 3.3% 0.0% 2.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 7.536, p = .184. A graphical 

image of the responses to this item is presented in Figure 64. 

 

Figure 64. Final “Confident/ Assertive” Ranking 
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As indicated above, there was a distribution through six of the seven levels of 

endorsement for the “Confident/ Assertive” marker from low importance to extremely 

important. The peak of endorsements indicated “Confident/ Assertive” as a moderately 

important marker of an effective PT at 52.1%. There was greater weight for the rankings 

at the lower end with 27.2% endorsing rankings less than moderately important versus 

20.8% ranking it higher than moderately important. 

Tech-savvy. Table 63 and Figure 65 present the frequency distributions through 

the 7-point Likert-like scales on the level of agreeance as to whether the differences 

observed between the PT academics and PT clinicians were expected with “Tech-savvy” 

(Please refer to Table 34). 

 
Table 63 
 

   

“Tech-savvy” Expected Differences 

  PT Academic 
n = 30 

PT Clinician 
n= 17 

Total 
n= 47 

Disagree 10.0% 5.9% 8.5% 

Somewhat disagree 6.7% 11.8% 8.5% 

Neither agree nor disagree 30.0% 0.0% 19.1% 

Somewhat agree 20.0% 11.8% 17.0% 

Agree 33.3% 70.6% 46.8% 

 

Chi-Square analyses indicates that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 9.297, p = .054.  A graphical 

image of the responses to this item is presented in Figure 65. 
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Figure 65. “Tech-savvy” Expected Differences 

As indicated above, PT academics and PT clinicians concur with their responses in that 

they agree the differences were expected with 46.8% of the global endorsement of “Tech-

savvy”. 

Table 64 and Figure 66 illustrate the results in the ranking of the level of 

importance for “Tech-savvy”. A clinician’s thought that “lots of technology for treatment 

and documentation, if you don’t keep up you are left behind.” An academic concurred 

that “Being tech-savvy doesn’t necessarily make you an effective therapist, but certainly 

helps with efficiency, which can have an indirect effect.”  
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Table 64 
 
Final “Tech-savvy” Ranking 
  PT Academic 

n = 30 
PT Clinician 

n= 17 
Total 
n= 47 

Low importance 10.0% 11.8% 10.6% 

Slight importance 16.7% 0.0% 10.6% 

Neutral 16.7% 5.9% 12.8% 

Moderately important 50.0% 52.9% 51.1% 

Very important 6.7% 23.5% 12.8% 

Extremely important 0.0% 5.9% 2.1% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 8.054, p = .153 A graphical 

image of the responses to this item is presented in Figure 66. 

 

Figure 66. Final “Tech-savvy” Ranking 
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As indicated above, there was a distribution through six of the seven levels of 

endorsement for the “Tech-savvy” marker from low importance to extremely important. 

The peak of endorsements indicated “Tech-savvy” as a moderately important marker of 

an effective PT at 52.1%. There was greater weight for the rankings at the lower end with 

33.3% endorsing rankings less than moderately important versus 14.6% ranking it higher 

than moderately important. 

The data from 15 markers with the greatest dissonance have been presented from 

Round 3’s survey. Subsequent to answering the three tiers of questions for each of these 

markers, the participants were offered the opportunity to terminate and exit the survey 

after answering the open-ended question at the mid-mark of the Round 3 survey. 

Respondents were afforded the opportunity to answer if they wanted to continue to 

review and answer the questions for the final nine markers. The mid-survey open-ended 

question posed to the participants was, “Considering what you have done for the last 2 

rounds/ iterations of this Delphi investigation, are there any other characteristics that 

you would identify as markers of an effective physical therapist?” Appendix M displays 

all the responses from this open-ended question. The general consensus gained from this 

question was that the participants did not have any other markers to add to what already 

translated from the investigation. Some of the participants offered a global thought 

around what the markers are of an effective PT, reiterating some of the data resulting 

from this Delphi-framed investigation.  

Summary 

Chapter 4 and its related appendices have summated the data gained and the 

statistical analyses run through each of the iterations in this Delphi investigation. It is 
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comprehensive within each iteration offering the reader the quantitative measures and the 

qualitative richness that each of the participants contributed from Round 1 through Round 

3. In Round 1, the open-ended responses were reviewed and the themes/ domains 

(markers) were created by the investigator and reviewer based on key words within each 

of the participant responses. The investigator and reviewer were able to come to the 

consensus of 22 independently crafted themes/ domains (markers) for each stakeholder 

group, PT academics and PT clinicians, based on the responses gained from the Round 1 

survey. Those markers were then disseminated to the respective participant groups for 

Round 2 review. The individuals within each group endorsed each of the 22 markers 

based on the level of importance they believed each had as a marker of an effective PT on 

a 7-point Likert-like scale ranging from “not important at all” to “extremely important 

(absolutely essential)”. Round 2 responses were then merged, reviewed, and compressed 

for dissemination in Round 3 as a comprehensive look at the data attained from both 

stakeholder groups, the PT academics and clinicians. Round 3 asked the merged group to 

endorse their level of agreeance as to whether the differences seen between the academics 

and clinicians in Round 2 were expected. A 7-point Likert-like scale was employed 

ranging from “strongly disagree” to “strongly agree”. They were afforded the opportunity 

to elaborate as to why they felt the differences existed between the two groups. To end 

the investigation, the merged group of participants were asked to re-rank the level of 

importance for each marker after reviewing all the data that were presented through the 

Delphi iterations. They were able to offer further markers they felt were missed or not 

presented in the study as markers of an effective PT.  
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Chapter 5 will discuss the findings of this Delphi with greater depth and breadth 

in appreciating the limitations and delimitations within this investigation, the resulting 

data and information in parallel with the existing content literature, and future directions 

of research.   
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Chapter 5 

Discussion 

 This Delphi investigation aimed to solicit the opinions about what the markers are 

of an effective PT from two targeted stakeholder groups of the PT profession, PT 

academics and PT clinicians. The hope was to gain consensus of the markers identified 

among the study participants and to use them to support and guide PT program 

admissions processes and entry-level PT curriculum. The information gained may 

support, optimize, evolve, and sustain the integrity and future of the PT profession. This 

Delphi study serves as the framework to expand in collecting the opinions of key 

stakeholders of the PT profession providing an understanding of what the markers are of 

an effective PT from the various perspectives within the healthcare industry as relevant to 

the practice and socialization of PT in the healthcare industry.  

Three iterations within the Delphi methodology were used to capture the opinions 

of the targeted stakeholders. The initial survey was disseminated to over 377 participants 

of PT academics and clinicians within ACAPT and the NCCE. The NCCE partnerships 

were used as a means of disseminating the survey to PT clinicians through the NCCE 

academic representative. There were operational limitations in securing contact 

information for the PT clinicians for this investigation. These data on the initial 

dissemination and response rate for PT clinicians are unknown as the investigator was 

dependent on the NCCE academic representatives in forwarding the clinician survey 

onward to their clinical partners. The initial single question survey was tailored to the 

respondents’ role as a PT academic (n= 114) versus a clinician (n=69) and solicited 

general demographic data. The question for this Delphi was “From the perspective of a 
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full-time PT academic/ PT clinician what primary characteristics would you identify as 

those of an effective physical therapist? Why?” 

The responses from Round 1 responses were compiled, reviewed, compressed, 

and disseminated for Round 2 to 35 NCCE partners (paired academic to clinician), 

equating to 77 possible participants from a stratified sampling of Round 1 respondents 

(academics= 42, clinicians= 35). The qualitative data gathered from Round 1 were 

reviewed and themes were crafted around the responses by the investigator and another 

reviewer for each participant group. The investigator and reviewer were able to come to 

consensus on 22 independent themes/ domains (markers) for each participant group. The 

participant responses were coded, and the markers disseminated to the respective groups 

for ranking and endorsement for each level of importance as a marker of an effective PT 

in Round 2 to a stratified sample from Round 1 respondents. There was no crossing of 

data between the cohorts in Round 2. The data from the 68 (academics= 40, clinicians= 

28) Round 2 respondents were compiled, reviewed, analyzed, and disseminated via tables 

and graphs comparing the rankings of PT academics versus PT clinicians on all merged 

themes/domains (markers) of the two cohorts (24 total markers) for Round 3. These were 

presented to all Round 2 participants for review and further dissection. The Round 3 

survey was a segmented survey in which participants were afforded the opportunity to 

terminate and exit the survey at mid-point after reviewing the markers with the greatest 

differences between the PT academics and clinicians (15 markers) and answering an 

open-ended question that provided them the opportunity to identify any additional 

markers that they believe were not presented in the study, but is a marker of an effective 

PT. The respondents had the option to continue onward to review the remaining nine 
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markers in the same manner they reviewed the first fifteen with tiered questions. The last 

nine markers had stable data from Round 2 that indicated almost similar or equal value 

between the participant groups, essentially demonstrating achieved consensus among the 

groups on those markers of an effective PT. Chapter 5 will summarize and navigate the 

reader through the results and findings from each iteration in gaining overall consensus of 

the markers of an effective PT. The implications and context of the findings will be 

discussed in parallel with the limitations of this investigations. The chapter will end with 

a discussion on future directions of research within this topic.  

Summary of Findings 

Round 1. This Delphi study had three rounds of data collection, compression, and 

dissemination to the participants of PT academics and PT clinicians. The data gained 

from Round 1 served as the foundation of the investigation in compiling, thematically 

bulking, and coding the qualitative responses from all participants. The themes/ domains 

(markers) were crafted by the investigator and an additional reviewer with 22 markers 

translating for each participant group (PT academics and PT clinicians). One of the aims 

around the thematic crafting was to not minimize the number of domains around the 

qualitative responses that would potentially limit depth and breadth of the markers put 

forward for Round 2 and Round 3. The goal was to have a feasible number of markers to 

exercise sensitivity to and essentially capture all the facets shared by Round 1 

participants while not overly articulating nor over-simplifying the data. The investigator 

and reviewer influence and bias from the existing literature supported the process of 

crafting the themes/ domains (markers). Please refer to Table 7 for the list of themes/ 

domains (markers) and the frequencies within the qualitative responses that translated 
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from Round 1. Appendix H and Appendix I present all the qualitative responses received 

from the Round 1 survey. In reviewing the qualitative responses, it is clear from both the 

PT academics and clinicians that there are several markers that contribute to the construct 

of what an effective PT is. Many of the markers are very pragmatic and parallel with the 

theoretical framework of this investigation rooted in Sternberg’s Theory of Successful 

Intelligence; appreciating analytical, practical, and creative intelligences. The markers 

that were identified in Round 1 also aligned with the hypotheses of this investigation in 

that domains of emotional intelligence (EQ) and personality, the construct of the 

therapeutic alliance, evidence-based practice and patient-centered care as framed within 

the biopsychosocial model are all contributory markers of an effective PT.  

Round 2. The Round 2 survey was disseminated to a stratified sampling of the 

respondents from Round 1 as framed within ACAPT and the NCCE. The resulting NCCE 

pairs of academics and clinicians were afforded the opportunity to employ their beliefs 

and endorse the level of importance for each of the twenty-two markers identified within 

their respective participant groups. Table 83 illustrates the hierarchy of the highest 

endorsements for each marker from Round 2 of the merged group of PT academics and 

PT clinicians.  
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Table 83 
 
Round 2- Hierarchy of Endorsed Importance of Merged Groups 
Marker Total % 

Endorsed 
Extremely Important 

Communication 80.9% 

Integrity  55.9% 

Compassion and Caring  48.5% 

Patient-centered Care 48.5% 

Knowledge 47.1% 

Very Important 

Lifelong Learner 63.2% 

Collaboration/ Collaborative 48.5% 

Interpersonal Skills 58.8% 

Effective Psychomotor Skills 57.4% 

Evidence-based Practice 55.9% 

Adaptive/ Adaptability 52.9% 

Educator 50.0% 

Therapeutic Alliance 46.3% 

Organized 45.6% 

Self-Care 44.1% 

Mindful 42.6% 

Professional 41.2% 
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Moderately Important 

Advocacy- (Academics only) 58.3% 

Innovative 57.4% 

Leadership 55.9% 

Confident/ Assertive- (Clinicians only) 53.6% 

Tech-savvy- (Clinicians only) 46.4% 

Self-improvement- (Academics only) 44.1% 

Grit 41.2% 

 

The Chi-Square analysis was run on the Round 2 data in SPSS between the 

academics and clinicians to attain p-values and distribution frequencies for each of the 

cohorts. These values were reviewed and the resulting markers that demonstrated 

statistical significance (p ≤ .05) or hovered statistical significance (p-values up to .091) 

were isolated from the group of markers as needing greater review and refinement by the 

panel of informed advocates in Round 3. These statistically significant markers were 

embedded in the first segment of the Round 3 survey for review. The remaining nine 

markers did not achieve statistical significance and were interpreted as having achieved 

consensus between the participating groups in Round 2. Consensus, for the purpose of 

these analyses, is assumed when the patterns of responses are not different enough to 

produce statistically significant results. These nine markers appeared in the end segment 

of the Round 3 survey as an option for the participants to review further since they had 

already established consensus. Please refer to Appendix N for the final report and data on 
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these nine markers. Table 84 lists the split of the markers based on statistical significance 

attained in Round 2.   

 

Table 84 
 
Statistically vs. Non-statistically Significant Markers 

Markers Indicating  
Statistical Significance 

Markers Lacking  
Statistical Significance 

Therapeutic Alliance (p = .000) Educator (p = .178) 

Professional (p = .001) Leadership (p = .253) 

Compassion and Caring (p = .007) Grit (p = .400) 

Integrity (p = .009) Evidence-based Practice (p = .543) 

Interpersonal Skills (p = .020) Self-Care (p = .616) 

Knowledge (p = .053) Innovative (p = .643) 

Organized (p = .055) Communication (p = .758) 

Mindful (p = .059) Adaptability/ Adaptive (p = .864) 

Lifelong Learner (p = .070) Effective Psychomotor Skills (p = .950) 

Collaborative (p = .087)  

Patient-centered Care (p = .091)  

Self-improvement (Academic only 

indicator) 

 

Advocacy (Academic only indicator)  

Confident/ Assertive (Clinician only 

indicator) 

 

Tech-savvy (Clinician only indicator)  
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Round 3. The results from Round 3 were analyzed with Chi Square testing with 

frequency distributions and p-values resulting. The p-values for all 24 markers 

demonstrated a lack of statistical significance indicating that there was no difference 

between the groups of PT academics and PT clinicians and that consensus was essentially 

gained on all 24 markers through the three iterations of the Delphi framework, meeting 

one of the aims of the investigation. All 24 themes/ domains (markers) had various levels 

of importance as being a marker of an effective PT.  All 24 markers had their highest 

measures of endorsement ranging from moderate to extremely important (absolutely 

essential) in both Round 2 and Round 3. Table 86 displays the hierarchy of the highest 

endorsements for each marker from Round 3 of the merged group of PT academics and 

PT clinicians. Appendix O (Table 85) provides a visual comparison of the highest 

endorsements of Round 2 versus Round 3 and the levels of importance for each of the 

twenty-four themes/ domains (markers). In Round 3, all participants were provided the 

information of the respective cohorts to have a more comprehensive appreciation of all 

the data to inform the final round of ranking. In reviewing the results in what the two 

stakeholders of this investigation believe to be markers of an effective PT, it is clear that 

they believe there are skill sets, beyond the scope of technical skills and content 

knowledge, that contribute to what makes an effective PT. 
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Table 86 
 
Round 3- Hierarchy of Endorsed Importance of Merged Group 
Marker Total % 

Endorsed 
Extremely Important 

Communication** 66.7% 

Very Important 

Effective Psychomotor Skills** 79.2% 

Collaboration/ Collaborative 72.9% 

Therapeutic Alliance 68.8% 

Self-improvement 68.1% 

Interpersonal Skills 64.6% 

Compassion and Caring 64.6% 

Adaptive/ Adaptability** 62.5% 

Evidence-based Practice** 60.9% 

Lifelong Learner 60.4% 

Mindful 59.6% 

Patient-centered Care 55.3% 

Educator** 52.5% 

Self-care** 52.2% 

Professional 52.1% 

Knowledge 50.0% 

Organized 45.8%* 

Grit** 43.5%* 
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Moderately Important 

Leadership** 60.9% 

Innovative** 58.3% 

Advocacy 53.3% 

Confident/ Assertive 51.1% 

Tech-savvy 51.1% 

Organized 45.8%* 

Grit** 43.5%* 

* = Equal endorsements
** = Consensus gained in Round 2; optional response in Round 3.

Interpretation of Findings

The overarching results through each of the iterations were somewhat anticipated 

with the design of this investigation. The results of this Delphi study demonstrated the 

participants believe that there are several important markers of being an effective PT.  

Round 1. There were 24 themes/ domains (markers) identified initially in Round 

1 of this study that threaded through Round 2 and Round 3. Those 24 markers were all 

highly endorsed as important; ranging from moderately important (at a minimum) to 

extremely important (absolutely essential). Many of the markers identified within this 

investigation fall within the contexts of soft skills, transferrable skills, or employability 

skills (See Appendices H and I).  

Round 2. The distributions varied between each of the markers and the 

participant groups for Round 2 endorsements. Some of the distributions presented with 

flat data that equated to consensus and agreeability between the participant groups (i.e. 
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“Communication” as seen in Table 12 and Figure 16), others illustrated the global 

consensus of the level of importance of a particular marker but directional and density 

differentials existed between the data outside of the highest endorsement for each marker 

between the two stakeholders (i.e., “Therapeutic Alliance” as seen in Table 17 and Figure 

21), whereas a few others did not align with endorsements between the PT academics and 

PT clinicians (i.e., “Professional” as see in Table 30 and Figure 34). The qualitative 

responses were very rich and robust within each of the markers from the PT academics 

and PT clinicians. They can be reviewed in Appendix J and Appendix K. The cohort 

essential came to consensus on nine of the markers in Round 2: communication, effective 

psychomotor skills, adaptability, evidence-based practice, lifelong learner, educator, self-

care, leadership, and innovative. The participant groups had variation within the 

hierarchy of endorsements for each of the markers in Round 2. Table 87 clarifies the 

differences in the highest endorsements and prioritizations for the PT academics versus 

the PT clinicians. It can be compared with the data offered in Table 83 or Appendix O to 

understand the individual stakeholder groups versus the consensus and prioritization of 

the merged cohorts as a single entity.  
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Table 87 
 
Round 2 Differences in Highest Endorsements  

PT  
Academics 

PT  
Clinicians 

Extremely Important (Absolutely Essential) 

Communication (39.7%) Communication (41.2%) 

Integrity (36.8%) Knowledgeable (29.4%) 

Compassion and Caring (33.8%)  

Person-centered Care (30.9%)  

Very Important 

Self-improvement (52.9%) Collaboration/ Collaborative (38.2%) 

Lifelong Learner (29.4%) Lifelong Learner (33.8%) 

Professional (29.4%) Interpersonal Skills (30.9%) 

Evidence-based Practice (27.9%) Effective Psychomotor Skills (29.4%) 

Interpersonal Communications (27.9%) Integrity (27.9%) 

Innovation (27.9%) Evidence-based Practice (27.9%) 

Adaptive/ Adaptability (27.9%) Patient-centered Care (27.9%) 

Effective Psychomotor Skills (27.9%) Educator (27.9%) 

Therapeutic Alliance (25.4%) Adaptive/ Adaptability (25.0%) 

Organized (25.4%)  Compassion and Caring (23.5%) 

Collaborative/ Collaboration (23.5%) Self-care (22.1%) 

Knowledgeable (23.5%) Mindful (22.1%) 

Grit (23.5%) Therapeutic Alliance (20.9%) 

Educator (22.1%) Organized (20.6%) 

Self-care (22.1%)  

Mindful (20.6%)  
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Moderately Important 

Leadership (32.4%) Tech-savvy (44.1%) 

Advocacy (41.2%) Confident/ Assertive (41.2%) 

 Innovative (29.4%) 

 Grit (26.5%) 

 Leadership (23.5%) 

 Professional (16.2%) 

 

Table 87 illustrates the differences in lenses from the PT academics versus the clinicians. 

The differentials that exist in prioritizations and the hierarchy between the two groups 

was not necessarily anticipated. Communication gained consensus on being an absolutely 

essential marker of an effective PT in Round 2 from both cohorts. Markers that PT 

academics prioritized (i.e., integrity, compassion and caring) versus those of the PT 

clinician (i.e., knowledgeable) illustrated the differences in opinions when reviewing 

Table 87 in its entirety. The PT academics were more liberal in endorsing “extremely 

important (absolutely essential)” in comparison with the PT clinicians. The instructions 

for the Round 2 survey asked the participants to reserve “extremely important (absolutely 

essential)” for the domains that they felt were absolutely essential. Table 87 also shows 

PT clinicians endorsing some of the markers (six) as only moderately important markers 

of an effective PT in parallel with the two that the PT academics endorsed as such. A 

qualitative comment from a PT academic in Round 3 offers powerful insight in support of 

the differences in prioritization that translated in Round 2, “Academicians tend to be 

more idealistic, whereas clinicians tend to be more pragmatic.” The prioritization of the 

markers between the two groups offers an opportunity for the profession to appreciate the 
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perspectives and understand the rationales to attempt to minimize or fill the gaps between 

the stakeholders.  

Round 3. Round 3 had a great deal of depth and breadth to the information shared 

with the participants for review. There was an abundance of data to analyze, score, and 

offer insight about. The survey was segmented, as discussed earlier, with the intention of 

expected participant fatigue. The first segment of the survey offered the fifteen markers 

that had the greatest dissonance between the PT academics and PT clinicians that resulted 

from Round 2 endorsements. Subsequent to the review and tiered questioning within each 

of those fifteen markers, participants were prompted with an open-ended question to offer 

any additional markers of an effective PT that were not identified within this 

investigation. They were then afforded the opportunity to terminate and exit the survey or 

continue onward, in the same fashion of the first 15 markers, for the remaining nine 

markers that essentially gained consensus in Round 2. As mentioned, the final data 

resulting from Round 3 on the last nine markers were isolated and a separate report is 

available for review in Appendix N. It is important to note that the number of participants 

for those final nine markers was somewhat limited on account of several participants 

terming and exiting the survey at mid-point.  

From a macro view of the data, consensus was gained on all 24 markers. The 

sensitivity existed in the direction and density of the PT academics in comparison with 

the PT clinician endorsements on some of the markers (i.e., higher-end versus lower-end 

endorsements on an item established as “very important”). The qualitative comments 

added richness to the data and perspective to the underlying behaviors of the participants 

in endorsing a particular marker as they did. Round 3 was a comprehensive view of the 
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merged group of PT academics and PT clinicians. The data were presented in Chapter 4 

with overall percentages in unison with the filtered perspectives of what the PT 

academics versus the PT clinicians endorsed. The aim with the differentiation between 

the groups was to offering greater depth to understanding the resulting data collectively 

versus individually.  

The data from Round 3 inquired about the opinions from the first-tiered question 

seeking endorsement on a 7-point Likert of “strongly disagree” to “strongly agree” in 

regard to, “The differences observed between the PT academics and PT clinicians were 

expected” for each of the markers. There was an expansive distribution of endorsements 

through the levels of agreeance from both participant groups. The qualitative responses 

from the second-tiered Round 3 question, as presented in Appendix L-1 and Appendix L-

2, may better articulate the participant thoughts on the differences that existed to 

compliment the level of agreeance of their endorsements.  

The final tier of questioning for each of the markers asked the participants, based 

on the data presented, to re-rank each marker in regard to how important each is as a 

marker of an effective PT using the same 7-point Likert-like scale from Round 2 of “not 

important at all” to “extremely important (absolutely essential).” Table 88 reveals the 

differences in the highest endorsements and prioritizations for the PT academics versus 

the PT clinicians for the first 15 markers from Round 3. This table can be contrasted with 

the data offered in Table 86, Table 87, and Appendix O to understand the individual 

prioritizations from Round 2 and the individual stakeholder group versus the consensus 

and prioritization of the merged cohorts as a single entity.  
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Table 88 

Round 3 Highest Endorsement Comparisons- First 15 Markers 
PT 

Academics 
PT 

Clinicians 
Extremely Important (Absolutely Essential) 

Integrity (50.0%)* Knowledge (38.9%)* 

Very Important 

Collaborative/ Collaboration (73.7%) Therapeutic Alliance (88.9%) 

Self-improvement (73.3%) Collaborative/ Collaboration (72.2%) 

Interpersonal Skills (66.7%) Compassion and Caring (72.2%) 

Mindful (65.0%) Patient-centered Care (70.6%) 

Compassion and Caring (60.0%) Lifelong Learner (66.7%) 

Therapeutic Alliance (56.7%) Interpersonal Skills (61.1%) 

Professional (56.7%) Self-improvement (58.8%) 

Knowledgeable (56.7%) Professional (55.6%) 

Lifelong Learner (56.7%) Integrity (55.6%) 

Integrity (50.0%)* Mindful (50.0%) 

Patient-centered Care (46.7%) Organized (44.4%) 

Knowledge (38.9%)* 

Moderately Important 

Tech-savvy (50.0%) Confident/ Assertive (70.6%) 

Organized (50.0%) Advocacy (65.7%) 

Advocacy (50.0%) Tech-savvy (52.9%) 

Confident/ Assertive (40.0%) 

* = Equal endorsements

Table 89 reveals the differences in the highest endorsements and prioritizations 

for the PT academics versus the PT clinicians for the last nine markers from Round 3. 

This table can be contrasted with the data offered in Table 86, Table 87, and Appendix O 
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to understand the individual prioritizations from Round 2 and the individual stakeholder 

group versus the consensus and prioritization of the merged cohorts as a single entity.  

 

Table 89 

Round 3 Highest Endorsement Comparisons - Last 9 Markers 
  PT 

Academics 
PT 

Clinicians 
Extremely Important 

Communication (85.7%)  

Very Important 

Adaptive/ Adaptability (71.4%) Effective Psychomotor Skills (90.0%) 

Effective Psychomotor Skills (71.4%)  Educator (66.7%) 

Evidence-based Practice (57.1%) Evidence-based Practice (66.7%) 

Self-care (50.0%)  Self-care (55.6%) 

Educator (42.9%) Communication (50.0%) 

Grit (42.9%)* Adaptive/ Adaptability (50.0%) 

 Grit (44.4%)* 

Moderately Important 

Innovative (57.1%) Leadership (77.8%) 

Leadership (50.0%) Innovative (60.0%) 

Grit (42.9%)* Grit (44.4%)* 

* = Equal endorsements 

The data reflected in Tables 88 and 89 are interesting to review in appreciating the shift 

in prioritization and hierarchal value for each of the two stakeholders. There was 

parallelization with several of the markers identified as a “very important marker” of an 

effective PT.  The highest prioritization in the first 15 markers of “Integrity” and 

“Knowledge” from the academics and clinicians, respectively, did not align with the 

assumptions of the investigator’s thoughts of the reverse in those priorities. The data from 
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the last nine markers demonstrated overlap in most of the markers as either “very 

important” or “moderately important.” The exception was that the PT academics 

prioritized “Communication” as an “extremely important (absolutely essential)” marker 

of an effective PT, whereas the PT clinicians did not, as they did in Round 2. A comment 

follows from a clinician from Round 3 that may add clarity to the translated results,  

  Clinicians experience the need for constant problem solving and critical  

thinking to provide safe, effective, and quality care for every patient 

encounter.  When students do not have these skills, it creates a high 

burden of teaching and supervision. Clinicians may rate this higher for 

these reasons, especially for us that have had students with clinical 

performance issues in this area. 

Context of Findings 

There are several studies that fall within the context of this investigation. To the 

investigator’s knowledge, no studies have examined the question “What are the markers 

of an effective PT?” Despite not having an equal study to compare the outcomes of this 

investigation, the findings compliment the current literature from professionalism to 

expert practice, the APTA core values, Code of Ethics, and excellence in PT practice 

(Cook et al., 2018; Jensen et al., 2000; APTA, 2018h; APTA, 2017d; Jensen et al., 2017; 

Jensen et al., 2017; Jensen et al, 2019).  

The positive professionalism performance traits identified in the present stud were 

reported in a Delphi investigation by Cook et al. (2018, p. 96). The traits that scored the 

strongest in this study included critical thinking, active learning, ethical practice, good 

communication skills, conveying professionalism, and accountability; all similar 
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constructs that translated with the current Delphi investigation (Cook et al.). Cook et al 

(2018) also found that evidence-based practice, patient-centered care, collaboration, 

leadership, and advocacy; all very comparable to the markers of an effective PT for this 

investigation. Jensen’s study (2000) summated expert practice around four dimensions: 

(1) dynamic, multidimensional knowledge, (2) clinical reasoning in unison with the 

patient, (3) a central focus on movement and how it relates to function, and (4) the 

overarching quality of caring and commitment to the patient; all complimenting themes 

of the themes/ domains (markers) of this investigation (p. 28). The construct of adaptive 

expertise for health professions was discussed by Cutrer et al. (2016). The relevance of 

problem-solving was identified in this study as a daily task for clinicians that require the 

pairing of routine expertise with components of innovation, knowledge, and new learning 

to reframe and explore different options for particular practice challenges (Cutrer et al.). 

Other facets discussed included the need for openness to reflection, the ability to exercise 

metacognition, critical thinking, and the ability to be innovative in reconstructing the 

challenge or problem (Cutrer et al.); constructs analogous to many of the markers 

identified in the current investigation.  

The guiding components of the PT profession, the APTA Core Values and the 

professional Code of Ethics, also parallel with many of the markers identified within this 

investigation. These are available for review in Appendix P and Appendix Q. Excellence 

in PT practice, as framed by the National Study of Excellence and Innovation in Physical 

Therapist Education by Jensen et al. (2017), identified the three dimensions of excellence 

to include: “(1) culture of excellence, (2) praxis of learning, and (3) organizational 

structures and resources” (p. 857). The variables within each of these dimensions parallel 
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with several of the markers of an effective PT that translated from this investigation: 

leadership, partnerships, values, beliefs, adaptability, and professionalism (Jensen et al.). 

Part II of the National Study of Excellence and Innovation in PT Education put forth 

recommendations to address issues within the profession around professional identity, 

workforce, and societal needs. Many of those recommendations have the markers 

identified in this investigation for an effective PT threaded within them including 

collaboration, patient-centered care, leadership, innovation, evidence-based practice, 

adaptability, professionalism, and accountability (Jensen et al.).  

Implications of Findings 

The themes/ domains identified as markers of an effective PT within this 

investigation rest within the context of “employability skills” (Engelhard, 2019, p. 85). 

Employability skills (i.e., communication, team-work, and critical thinking) that are 

necessary for success in the modern workplace. This investigation parallels with and is 

validated by the density of literature around employability skills and soft skills across 

several disciplines and within higher education. Employability skills are essential in the 

workplace (Suarta, Suwintana, Sudhana, & Hariyanti, 2017). Suarta et al. suggested 

employability skills to encompass “communication skills, problem-solving and decision-

making skills, teamwork skills in parallel with self-awareness, self-confidence, 

independence, emotional intelligence, flexibility and adaptability, stress tolerance, 

creativity and initiative, willingness to learn, reflectiveness, lifelong learning, and 

professional behaviors” (p. 337). Knowledge and technical skills are very important 

components contributing to what an effective PT is, however, the depth and breadth to 

effectiveness and success within the scope of PT practice has complexity outside of these 
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two particular facets. A thought at the end of the article by Suarta et al. suggested that 

employers feel that “occupation-specific skills” are no longer sufficient to meet the needs 

of today’s labor markets (p. 341). This must be recognized, acknowledged, and acted 

upon as the PT profession is no different than any other industry. 

The starting point of building the capacity to meet the demands of the industry 

while preserving the integrity, purpose, and relevance of the PT profession is at the 

academic institution; the “nursery” of the profession. Academics are charged with the 

responsibility and privilege to develop and educate the future of the PT profession. The 

motivation behind this investigation was rooted in the desire to re-evaluate, enhance, and 

diversify the current processes of PT program admissions. The current process for several 

academic institutions has GRE and GPA scores as heavily weighted criteria in earning a 

seat within a PT program. As evident in this investigation and the several that 

compliment it, knowledge and cognitive intelligence are important factors to consider for 

PT program admissions in correlating to student success, but the list of other contributing 

variables to acknowledge and appreciate is much more expansive. There may be benefits 

in expanding the admissions profile of PT program candidates to be more holistic and 

comprehensive in understanding who the candidates are, what they believe, and where 

their values lie. This may support crafting a more optimal pairing of the student applicant 

with the PT profession and academic program.  

The idea of holistic admissions in academic institutions and programs has a 

history and is gaining momentum in the PT profession. The efforts in appreciating 

program applicants and understanding their individual and unique stories, in parallel with 

academic scores, offers great richness and density to understanding who they are and 
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what they are bringing to the table (metaphorically speaking) for the academic program, 

the program’s cohort, and the profession. This study was to establish a framework to help 

shape and guide the process of identifying the variables that stakeholders of the 

profession feel are markers of an effective PT. The PT profession needs to understand 

what its stakeholders comprehensively believe are markers of an effective PT, 

irrespective of the number of years of experience or level of expertise. There are several 

stakeholder perspectives and expectations that should be captured in efforts of framing 

the identity of an effective PT. There is more to being a professional, a healthcare 

provider, and a PT practitioner than simply meeting the minimum required criteria of 

graduating from an accredited program and passing the NPTE. These factors are a ticket 

to practice, but not necessarily indicative of being an effective practitioner. It is practical 

and sensible to appreciate the global values, beliefs, and needs of the profession’s 

stakeholders from PT academics to clinicians, students, administration, the healthcare 

industry, and essentially the patients being served. Values influence, characterize, and 

explain the motivation behind behaviors, attitudes, and beliefs (Schwartz, 2012). The 

theoretical framework of this investigation pairs basic human values and the constructs of 

successful intelligence as embedded in the theories of Dr. Shalom Schwartz and Dr. 

Robert Sternberg. The biopsychosocial model also compresses these constructs to support 

healthcare practitioners in the humanization of medicine while appreciating that a 

patient’s health is influenced by several contiguous variables (Engel, 1977). A 

comprehensive and multidimensional understanding of the various perspectives of the 

profession’s stakeholders may help to ensure the gaps existing between them are 

minimized and the needs by all are met by the PT profession.  
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The review of the literature, formal and informal dialogues within and outside of 

the PT profession, and what may seem as common-sense causes cerebral dissonance as to 

why there is not a greater focus on assessing, developing, and optimizing the variables 

identified in this investigation as markers of an effective PT. Assessment and gaining fast 

and hard data of such variables have their challenges. Tools exist that can be employed to 

capture various aspects of the “employability skills.”  The intention in empirically 

establishing the markers of an effective PT from the various stakeholders can support the 

process in crafting the framework of assessment for PT program admissions in 

understanding where candidates are with these markers, how they align with the 

profession, and fit with the academic program. These admission measures would afford 

PT programs and faculty the opportunity to partner with the admitted candidates to 

develop or enhance markers within their profiles from matriculation to graduation in 

optimizing the skill sets necessary to be an entry-level and effective PT.  

In a “Letter to the Editor” in the Journal of Physical Therapy Education, Dr. 

Chalee Engelhard, PT, EdD, MBA, stated that the term “soft skills” diminished the value 

of their level of importance in parallel with the other skill sets within PT practice because 

of them being “soft” (Engelhard, 2019, p. 85). Engelhard (2019) challenged the verbiage 

in the sense of how can a skill set that significantly impacts what PTs are and do be 

considered “soft” (p. 85). She urged the profession to employ the term “employability 

skills” (p. 85). Affective skills are an essential to PT in practice and in socialization of the 

profession. Dr. Engelhard described the chain reaction when employability skills are 

lacking from the lens of clinician or student, both potentially translating in termination 

from employment or from the academic program, respectively. Deficiencies in this skill 
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set can impact the clinic, the clinician, and essentially the patient being served 

(Engelhard, 2019). Some students struggle in learning these skills while in others, they 

are innate. Engelhard questioned whether affective skills were teachable (Engelhard, 

2019). She believes employability skills are something that are taught every day through 

multiple mediums including integration through professional behaviors within the 

curricula and faculty role modeling. She suggests that employability skills are laced 

throughout the affective, cognitive, and psychomotor domains of learning. Brueilly and 

Wainwright (2019), in their editor’s response, suggested that PT providers and academics 

should strongly consider integrating the concept and verbiage of employability skills 

while making them a priority in their practices. Doing so would convey the value of 

developing such a skill set to elevate its relevance, impact, and importance in being a 

more comprehensive, effective, and successful practitioner in the field. Academic 

institutions and PT practitioners that are CIs/ SCCEs must embrace the responsibility and 

privilege to support and develop the future of the profession and make a conscious effort 

to model, enforce, and bridge the gaps in conveying the value of employability skill 

awareness and development in parallel with knowledge acquisition and translation and 

the development of effective psychomotor skills.  

It is clear that intelligence is multifaceted. Cognitive intelligence is important, but 

there is a threshold as a predictive value of NPTE pass rate. Cook et al (2015) found that 

the mean GPA value of ≥3.52 was a predictor for first-time and three-year pass rate of the 

NPTE. To truly realize the capacity of an individual entering the profession of PT, a more 

comprehensive view of each PT candidate would be beneficial to ensure that he or she 

aligns with the profession and academic institution and to support growth within the 
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domains that they have the greatest opportunity while strengthening the areas they may 

already have developed. Identification of these markers of an effective PT can support the 

process of teaching the affective domain of learning as it should have a strong presence in 

entry-level DPT curricula to compliment the cognitive and psychomotor domains. There 

may be additional benefits assessing the affective domains and values of PT school 

applicants to understand the opportunities and strengths that they have coming into 

academic programs. This can guide faculty in how to better develop those components 

throughout curricula to support student success and effectiveness in navigating the 

profession upon graduation and passing the NPTE. This may also support a better fit or 

pairing between the academic institution and PT program candidate in aligning with the 

mission and vision of the program.  

Limitations 

 Limitations within the context of research influence the results of an investigation. 

The limitations for this study exist within both the planning and execution phases of the 

investigation. Qualitative research has ambiguity and the results are difficult to extend to 

larger populations on account of the inability to understand whether the results are due to 

chance versus being statistically significant, like quantitative data can be.  

The sample was limited in the demographic composition of the respondents. The 

participant population had some geographical distribution but lacked generalizability 

across the PT profession as the sample the group was drawn from was framed within 

ACAPT and the NCCE; a stratified purposive sampling. The targeted participant group 

was narrower to comply with the Delphi methodology with a matching strategy in the 

sampling of ACAPT academic representatives (PT academics) paired with their NCCE 
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clinical partners (PT clinicians). The diversity and demographic distributions were 

somewhat similar to those of the PT profession with White, Caucasian females 

dominating the response groups. A variable contributing to the limitation with the 

sampling is that almost all of the participants were APTA members and, based on their 

ACAPT/ NCCE affiliations, were assumed to be engaged with the professional 

organization with a heightened awareness of professional practice from the APTA 

perspective. The APTA is represents only 27% of the profession of PT practitioners. The 

opinions shared by the respondents may not be consistent with what may translate across 

all PTs, nationally, who are or are not members of the APTA. This Delphi was framed 

around a stratified sampling of all the responses received from Round 1. All panel 

participants of this investigation were identified as “informed advocates” of the 

profession within the Delphi methodology (Crisp et al., 1999, p. 36).  

The investigator’s personal biases and interpretations of the outcomes were a 

limitation within the qualitative piece of this investigation. The qualitative data 

communicated were analyzed based on the understanding of the researcher. The 

dissection of qualitative responses, theme crafting, and coding have an inherent degree of 

personal bias within them. Sensitivity was exercised by the investigator throughout and 

an additional reviewer for Round 1, but it is not possible to completely remove bias from 

any investigation. Ambiguities exist in qualitative research.  

Participant perspective and data reporting within this investigation were a 

limitation within itself. Within qualitative research, it is difficult to verify the qualitative 

responses from the participants like it is to verify quantitative data. There are numerous 

components outside the control of the researcher in the how, what, when, where, and why 
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a participant responds as they do in qualitative research. Human behaviors are influenced 

by so many factors that cannot always be accounted for within research. Things like 

participant mood, fatigue levels, personal environments, etc., influence how they engage 

in a study and the meaning behind their responses at that particular data collection point. 

Some of the concerns around this piece may be if the participant is answering truthfully 

to the survey, were they thoughtful in their responses, what are their biases on the content 

in the investigation, what are the motivations to participate? The questions could be 

endless, but it is relevant to acknowledge in potentially making sense of the resulting 

data.  

Future Directions of Research  

 The intention of this investigation was to serve as a framework to expand the 

reach of its question to all of the essential stakeholders of the profession with the goal of 

capturing global consensus around the markers of an effective PT from the various 

perspectives and needs of those particular stakeholders. In doing so, this may allow for 

the PT profession to solidify its professional identity and role within society and the 

healthcare industry while providing academic programs with the characteristics, outside 

of content knowledge, to frame curricula and the ideas of signature andragogies in being 

the nurseries of the PT profession.  

 This global and empirical understanding of these constructs from the perspective 

of the profession’s stakeholders could further minimize gaps in practice and support PT 

curricula in optimizing the admissions process for PT candidates, entry-level PT 

curriculum, and essentially the PT profession in meeting the needs and expectations of 

the people and organizations they serve.   
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APPENDIX H 

PT Academics- Round #1 Qualitative Responses and Coded Themes 

(1) Communication (active listener, verbal and non-verbal, written) 

(2) Evidence-based practice (data driven consumer and application, outcomes) 

(3) Lifelong learner (discriminative learner, self-starter) 

(4) Collaboration (team player) 

(5) Patient-centered care (think holistically, understanding of the patient beyond the 

health condition, culturally competent, person-oriented, humanistic) 

(6) Therapeutic alliance (patient-practitioner relationship) 

(7) Interpersonal skills (respectful, patient, positive, agreeable, friendly personality, 

ability to interact, relatable, personable) 

(8) Leadership 

(8) Innovative (creative, risk-taker) 

(10) Adaptive (flexible, thinking on your feet, manage “road blocks”, open-minded, 

transparent, comfort with ambiguity, ability to handle complexity) 

(11) Compassion and caring (supportive, empathy, altruistic, motivated to do your best to 

help patients) 

(12) Knowledgeable (competent, intelligent, intellectual rigor, analytical skills, reasoning 

skills, problem-solving, critical thinking, practical) 

(13) Effective psychomotor skills (physical skills, sound technical skills) 

(14) Integrity (ethical, moral compass, principled, genuine, honesty, accountable, 

responsible, dependable, committed) 
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(15) Mindful (self-awareness, reflective, solid metacognition, humble, humility, excellent 

observational skills, thoughtful, engaged) 

(16) “Grit” (dedicated, committed, resilience, passion, strong work ethic, hard-working, 

diligent, self-disciplined) 

(17) Educator (motivator, mentorship, facilitator) 

(18) Self-care (emotional stability) 

(19) Professional (APTA Core Values, professional attitude, professional duty, autonomy) 

(20) Organized (time management, timely, meets deadlines) 

(21) Self-improvement (striving for excellence, motivated) 

(22) Advocacy (assertiveness, confident, social responsibility, servant heart, service-

oriented) 

 
Professionalism, strong interpersonal and communication skills, active and engaged adult 
learner 
1, 3, 7, 15, 19 
Knowledgeable in content areas of clinical practice, including both theory and evidence; 
excellent skills for implementing care; able to reason logically and clearly, both orally and 
in writing; able to present alternate perspectives and discuss differences of opinion without 
becoming defensive or uncomfortable. 
 1, 9, 10, 12, 15 
empathy, clinical reasoning.  Both of these impact line of questioning. 
11, 12 
Committed to self-improvement; reflective; flexible; strong reasoning skills; 
compassionate; collaborative; effective communication/interpersonal skills These skills are 
needed to meet the current and future demands of the healthcare environment; they 
incorporate aspects of expert practice in physical therapy; and recognition that an effective 
physical therapist cannot work in a vacuum to meet needs of patients and clients. 
1, 4, 5, 7, 11, 12, 15, 21 
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1) Therapeutic alliance: the ability to build a meaningful bond with the patient so the 
patient trusts you.   2) The ability to educate the patient. Patient education is the 2nd key to 
success with any patient. We must help them learn how to best care for themselves and 
why.  3) Striving for excellence: One must stay on top of new information with the notion 
of providing the best quality care for each patient.  4) Lastly, one must know one’s own 
limitations. Knowing when to ask for assistance or ideas from others leads to humility (an 
admirable quality on its own) and the best possible care for each patient. 
2, 6, 15, 17 
Communication, compassion, good clinical reasoning skills, interpersonal skills 
1, 7, 11, 12 
clinically competent in area of practice (exam, eval, interventions) good interpersonal 
skills, good communication skills good collaboration between team players that they work 
with   good documentation and timely good time management  uses evidence based 
practice  keeps current with ongoing continuing education in area of practice   
1, 2, 4, 12, 20 
Motivated, life-long learner, able to communicate effectively with patients and peers, 
respectful of others, able to adhere to deadlines, recognize where they might have 
limitations or gaps in knowledge and seek to fill these gaps, able to recognize their 
emotional intelligence in a variety of situations and respond accordingly. These are all 
important aspects of being an effective physical therapist because one must have the 
knowledge to treat patients, but also have the professional skills to put the knowledge to 
use. A physical therapist can be the smartest person in the room and know everything they 
need to know about the person's condition and how to treat them; however, if the therapist 
cannot effective communicate, guide, increase self-efficacy and self-management of the 
patient, that knowledge will be wasted.  
1, 3, 7, 15, 17, 19, 20, 21 
Eager to constantly learn; empathy for patients and family; good communication; 
adaptability; patience 
1, 3, 7, 10, 11 
physical skills, reasoning and problem solving, appropriate communication with 
patients/family and others, professionalism, responsibility, life-long learning. 
1, 3, 12, 13, 14, 19 
Resilience. Too many students in the past few years have been unable to cope with the 
demands of the profession and exit the field or experience early burnout. We will be unable 
to take care of our patients unless we learn better ways to take care of ourselves. 
16, 18 
life-long learner- it is important to be aware of the changes in the field, and to understand 
applicable functional outcome measures, current billing practices, evidence-based 
techniques, etc.  It is also important to be a good communicator; listen to the patient and 
provide effective instruction to assist in meeting their goals. 
1, 3, 5, 12, 17 
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Thirsty for knowledge throughout her/his career.  Seeking to improve care and understand 
scientific evidence as available. The why- this thirst serves to avoid repetition of treatment 
interventions that do not optimally serve patients.    Communication skills congruent with 
situational needs. Ability to communicate compassion while giving patients expectation of 
success and autonomy in the PT plan of care presented. Why? This is a key skill that can 
foster confidence and improve outcomes.    Fundamental knowledge of health conditions. 
Essential when comorbidities have significant bearing on patient progress.    Interest in 
individuals beyond the health condition. Asking. “Who is this person?” To communicate a 
plan that is individualized.    Willingness to try treatments safely that are consistent with 
fundamental knowledge even if no literature yet supports or describes it.  Many techniques 
began with creative problem solving of a dedicated therapist.    A desire to advocate for the 
profession to patients, other professionals. There is always room to help others understand 
the benefits of PT. 
1, 2, 3, 5, 9, 11, 12, 16, 17, 22 
Solid critical thinking, genuine compassion, and excellent clinical skills 
11, 12, 13 
Adaptability, Caring, Assertiveness in advocacy 
10, 11, 22 
Compassionate, good communicator, intelligent, dedicated to excellence, good team-
player, leadership.  All are vital to being valued member of the healthcare team. 
1, 4, 8, 11, 12 
Person that possesses the sample indicators of the APTA core values of:  Accountability 
Altruism Compassion/Caring Excellence Integrity Professional Duty Social Responsibility    
This is a comprehensive core set of values that covers all facets. 
5, 11, 14, 22 
Excellent communication (verbal, non-verbal and written).  PTs need to be able to adjust 
communication to meet the needs of many different stakeholders (peers, patients, other 
providers).  Effective PTs are able to advocate for our profession by educating others about 
our roles/responsibilities and promote the value of the service that we provide.  Effective 
physical therapists display professionalism and leadership.  Effective physical therapists 
recognize the limitations and opportunities for growth in our profession and have 
motivation and dedication to further our profession 
1, 8, 10, 15, 17, 19, 21, 22 
Competence in patient management skills Compassion and caring Commitment to patient-
centered care Utilizes a whole-person framework Commitment to evidence-based practice 
Advocate for the profession Effective in interprofessional collaboration Effective 
interpersonal and communication skills 
1, 2, 4, 5, 7, 11, 12, 22 
The need to be challenged in your thoughts/facts, continually seek and gain more 
knowledge, and a willingness share your knowledge and expertise. 
17, 21 
client centered results driven evidence-based   problem-solver educates clients motivates 
clients 
2, 5, 10, 17 
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Humble, caring, curious, and dedicated. I feel like a PT should always know that they don't 
know everything, he/she should always be concerned for their patients and dedicated to 
always looking for new answers. 
11, 15, 16, 21 
Adaptability including ability to adapt to feedback received, ability to think critically on 
feet, good communication, good self-reflection capability with initiative to problem 
solving solutions to areas of needed growth.   
1, 10, 12, 15, 21 
Effective communication, ability to receive feedback/willingness to learn, clinical 
reasoning skills, effective psychomotor abilities, effective written communication. 
1, 3, 12 
Knowledgeable, humble, patient, positive, realistic, altruistic, well-organized, 
compassionate, accountable, good communicator.  All of these are needed to be successful 
in practice. 
1, 7, 11, 12, 14, 15, 20 
Clinically:  Willingness to learn and lifelong pursuit of knowledge.  Initiative and being a 
self-directed learner.  Ability to self-reflect and humility to ask for help/guidance. 
2, 3, 15, 21 
An effective physical therapist is:  excellent communicator; active listener strong 
knowledge base of PT examination assessment interventions professional   good time 
management skills culturally-sensitive 
1, 5, 12, 20 
Critical thinking:  every decision and patient interaction requires discernment and 
subjectivity applied to a very objective set of needs and outcomes Application of evidence:  
We need to consume and apply data Compassion:  Never forget why we do what we do.  
Then, the patient interaction is always framed in deep meaning.  Attention to detail:  No 
questions go unasked; no finding is discarded without application to the big picture 
2, 5, 6, 12, 16 
An effective PT is one who assimilates data from multiple sources to generate an 
impression of the nature and severity of the patients' problems and formulating a plan that 
can help resolve the problems that can be helped with physical therapy intervention.  This 
assumes good examination and evaluation strategies, the ability to assimilate patient 
history into the clinical presentation, the ability to use data from other professionals (MRI, 
EMG, etc) and the ability to target specific aspects of the problem.  Lastly, this assumes 
the ability to assess the patients change during the course of therapy and adjust the plan of 
care as needed.   
2, 5, 10, 12 
Caring, Patient, supportive: need to be an advocate for your patients; you can't view 
patients as "a back" or "a knee," they are an individual with _________ 
impairment/diagnosis who is unique and deserves to be treated so Positive attitude and 
adaptable to different personality types: patients are all different and you need to be able to 
adapt to any personality type by changing communication style, etc.  
Passion/Drive/Commitment to Learning: involved and up to date with the latest research 
and have the grit to be the best at all times  
1, 5, 7, 10, 11, 16, 22 
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Clinical reasoning - a PT needs to be able to problem solve and critically assess situations 
since there is no "cookbook" approach to treating every patient.   Interpersonal skills - it 
does not matter how good your knowledge or psychomotor skills are if you cannot 
appropriately interact and build rapport with your patient.   Strong ethical foundation - with 
the changes in Medicare and the medical system as a whole we need therapists who are 
confident in their moral compass and demonstrate the best of what healthcare providers 
can be.  
7, 10, 12, 14 
To be a successful PT in any venue of our profession a graduate PT must exhibit 
professionalism, excellent PT skills, be patient centered, and have the ability to 
differentially diagnose.   
5, 12, 19 
Emotional Intelligence - Being able to get out of your own head and pay true attention to 
the patient in front of you will guide you to where you should go next.  Empathy - Even if 
you can't fully understand someone else's life, at least trying to imagine why their pain, etc. 
is affecting them in the way it is will put you in a better place to treat them effectively.  
Accuracy in Self-reflection/awareness - being aware of your own strength and foibles 
allows you to focus your improvement efforts appropriately, always working to be better in 
some way each day, without trying to be better in all ways. 
5, 11, 15, 21 
1. ability to analyze movement and discern impairment    This is the focus of what a PT 
needs to do.  Have excellent observation skills to analyze movement followed by 
tests/measures to discern the impairment.  2. develop appropriate interventions based on 
outcomes of tests/measures PTs need to individualize interventions focusing in on the pts' 
specific impairments and functional limitations.  Too often PTs get in the habit of 
prescribing the same interventions for a similar population...not an individual.  3. 
utilization of current literature; current outcome measures When students return from 
clinical experiences it is apparent that some of the clinics do not use current practice.  They 
are not familiar with common outcome measures that should be used.  4. utilization of 
clinical practice guidelines Similar to #3.  Some clinicians are not familiar with CPGs.  5. 
advocate for the profession If PTs are advocates for the profession...who will be?  As the 
healthcare environment evolves we need to make sure we are there to be a part of the 
conversation.  6. confidence in knowledge of own practice area PTs should be up to date 
on their specific area of practice.  Continuing education is important in order to provide the 
best care to the pts.  7. active listening as humans we like our voices to be heard.  As PTs 
we need to hear what our pts are saying.  What are their personal goals?  What are their 
difficulties?    8. empathy Although a soft skill that may not be "learned" in a PT education 
program, these professional skills are important to being an excellent PT.   
1, 2, 5, 11, 12, 15, 22 
Knowledge, skills, patient-centered delivery of care, empathetic, life-long learner, critical 
thinking skills, high level of professionalism, ethical 
3, 5, 11, 12, 14, 19 
Critical thinking skills to be able to examine the patient and figure what intervention would 
be best. 
12 
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good communicator - large part of what we do with every patient no matter what setting 
you practice   compassionate - medicine and therapy are not the only things that heal 
patients passionate - passion for people and the profession is what drives you to be a better 
therapist and better person Life-long learner - learning something every day makes you 
more flexible and adaptable and willing to look for the right answer, not just the answer 
you have had before 
1, 3, 10, 11, 16 
Adaptability, analytical thinking, interpersonal interaction skills - all needed to be 
effective.  Adaptability is necessary to respond to patient and environment vagaries.  
Analytical thinking is required to synthesize and evaluate information to determine best 
intervention.  Interpersonal interaction skills are essential to successfully work with 
colleagues, patients, and others. 
7, 10, 12 
I think that an effective physical therapist is intentional in their thoughts, reasoning, 
actions, use of their body/touch, and with their words.  In order to be effective, I believe 
the PT must be mindful.  He/she must be fully present in the moment and aware of his/her 
own thoughts & feelings to ensure that he/she can separate that out to focus fully on the 
patient's/client's needs.  An effective PT must be client-centered, always keeping the 
client's personal goals at the heart of the plan of care.  I would also say that an effective PT 
must remain current with professional literature and professional issues to ensure that 
his/her PT practice is keeping pace with the profession's advancement.   
2, 5, 15 
compassion, critical thinking, ability to handle complexity 
10, 11, 12 
Compassion, empathy, communication/interpersonal skills, comfort with ambiguity, ability 
to think holistically, willing to take risks/make mistakes, ability to self-assess and self-
correct, willingness to seek help or mentorship, teamwork skills, leading by example.  
WHY? because no matter how skilled or knowledgeable a therapist is, without these traits, 
they cannot create trusting, therapeutic alliances with patients or team member, and/or will 
not be motivated for or even value continuous professional growth. Caring for other, 
working at the highest level of a license, and approaching the work with integrity and a 
desire for continuous growth -- those are the qualities I value most in an effective PT.   
1, 4, 5, 7, 8, 10, 11, 21 
empathy; interpersonal communication; critical and creative thinking.  You need to care 
about the individual to be motivated to do your best to help them; you must communicate 
well to develop a full understanding of another's issue; then you must be able to critically 
and creatively think to develop the best approach to care. 
7, 9, 11, 12 
Knowledgeable, compassionate, empathetic, and a critical thinker.  All of these will allow 
an effective PT evaluation, diagnosis, and treat a patient. 
11, 12 
Flexible, good team player, ability to work effectively with a wide variety of people, 
responsible/trustworthy.  A PT is expected to be autonomous yet collaborate effectively 
with intra and interdisciplinary team members.  Patients and colleagues should be able to 
fully trust their judgement and that they will act in patients' best interest.  
4, 5, 10, 14 
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Reflective, Compassionate, Caring, open to learning, seek out info from others, 
transparent, ok telling patients/peer "I don't know but we can find out" - WHY? because 
research shows these are qualities of expert practitioners and have a strong role in the 
healing process  
3, 10, 11, 15, 21 
flexibility, empathy, professional, creative, open-minded, knowledgeable  
9, 10, 11, 12, 19 
Professionalism Compassion Excellent Communication skills Commitment to continuing 
education Excellent teacher 
1, 3, 11, 14, 17, 19 
flexibility, adaptability, respect, critical thinking, problem solver, psychomotor skills, good 
communication/interpersonal skills; advocate for patients/clients, advocate for profession, 
advocate for societal health, collaborator.   An effective PT needs to have a wide variety of 
skills and dispositions for the individual, professional and societal aspects of the health 
care environment and the provision of physical therapist services. In the end it's all about 
the characteristics that allow individuals to participate in life roles, improving quality of 
life individually and globally. 
1, 4, 7, 10, 12, 13, 14, 22 
professional, ethical, life-long learner, critical thinker, good communicator, leader   I feel 
these characteristics are important for quality care, working in collaboration with the health 
care team, and being able to respond to the ever-changing health care system and lead 
when necessary. 
1, 3, 4, 8, 10, 12, 13, 14, 22 
Flexibility - practice and the practice environment are always changing.   Empathy - PTs 
need to appreciate the patient's situation, needs, feelings, etc. and incorporate that 
understanding into the plan of care.   Intelligence - PTs need to operate at a high cognitive 
level to interpret, analyze, and synthesize large amounts of data from multiple sources.  
Emotional Intelligence - perhaps overlaps with "empathy."  PT need to be in control of 
their own emotions and be able to respond appropriately to emotions of others.  Integrity - 
PTs need to be trustworthy and operate with high ethical standards in environments that 
increasingly challenge our core values.  
5, 10, 11, 12, 14, 15 
Command of foundational knowledge and skills Effective Communicator Empathic 
Adaptable Skilled in Clinical Decision Making 
1, 10, 11, 12 
Communication skills 
1 
communication, professionalism, clinical decision making 
1, 12, 19 
strong interpersonal skills, communication skills, critical thinking skills - need to be able to 
develop a relationship and think on your feet to determine the issues that are amenable to 
PT 
1, 6, 7, 9, 10, 12 
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1. Good communicator - including active listening skills and ability to "read" student or 
situation (ie: both expressive and receptive skills) 2. Patient   3. Willing to "let go" - give 
room for student to do things their way, take appropriate risks 4. Organized 5. Timely   6. 
Culturally competent, accepting 7. Confident with compassion - able to have difficult 
conversation or resolve conflict if needed in kind and caring manner 8. Sound clinical 
skills - do not have to be clinical expert but must have sound technical skills and clinical 
reasoning abilities 9. Good analytical skills to assess student performance, break down 
areas of weakness, recognize areas to further challenge, etc.  10. Creativity to develop 
novel and individualized learning activities, keep learning interesting 
1, 5, 7, 9, 10, 11, 12, 20 
While I appreciate the profession's efforts to develop standardized practice, the ability to 
individualize evaluations and treatments based on the evidence is important in the 
development of expert clinicians. 
5, 12 
1.  High quality communication skills 2.  Ethical behavior 3.  Ability to clinically reason 4.  
Ability to perform appropriate psychomotor skills 5.  Emotional stability 
1, 12, 13, 14, 18 
Resilience:  The ability to manage many activities and potential "road blocks" and be safe 
and effective 
10, 16 
critical thinker, problem solver; sound interpersonal, communication skills, knowledgeable 
in PT foundational, clinical and practice management sciences; flexible; lifelong learner: 
Why: medicine is quickly evolving. A PT needs to be able to keep abreast of current 
literature, adapt delivery of services to the needs of the patient and add value to the 
company in which they are employed 
1, 3, 5, 7, 10, 12 
patient-centered and evidence based and able to treat the patient in holistic manner, 
effectively collaborating with other providers, while demonstrating empathy and 
compassion  Putting the patient at the center of any plan of care and supporting the plan of 
care with evidence is a foundation of all that we do; demonstrating empathy and being able 
to communicate and collaborate effectively with other providers ensures that patients feel 
supported and listened to and are receiving the holistic care they require 
2, 4, 5, 11 
Compassionate, problem solver, critical thinking skills, altruistic, analytical, thoughtful.  
The skills I identify with those of an effective PT allow the therapist to be adaptive, 
inquisitive and understanding. These are not necessarily manual skills the ability to 
investigate and seek the most appropriate intervention and evaluate the effectiveness. To 
do this the therapist must be open and reflective.  
3, 5, 10, 11, 12, 15 
Effective communication (verbal, nonverbal, written), as this is a primary base of client 
care, collaboration, reimbursement.    Also ability to be an evidence based lifelong learner 
with client interests at the core  
1, 2, 3, 4, 20 
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This could be an extremely long list, and in no way, are these thoughts inclusive of every 
characteristic:  1. Effective communication skills to establish effective working 
relationships with patients and other members of the interprofessional team 2. Time 
management skills to effectively manage a full caseload and all other administrative duties.  
3. Stress management skills to effectively manage the unpredictable nature of patient care 
4. Skills in self-reflection to always strive to advance one’s own practice and focus on the 
patient above one’s self  5.  Drive for life-long learning 6. Sounds clinical decision-making 
skills, with a focus on safety first 7. Flexibility – this goes along with stress management 8. 
Organizational skills 9. Strong work ethic and moral compass to drive compassionate care    
I am not including here all of the actual hands-on PT skills one would need to have as I 
don’t consider those ‘characteristics’ 
1, 3, 6, 10, 12, 15, 18, 20 
good listener, problem solver, dedicated, professional and accountable 
1, 12, 14, 16, 19 
professional, strong communication skills, empathy, compassion, organizational skills, 
flexibility, collaborative  
1, 4, 10, 11, 19, 20 
Adaptable Agreeable Organized Empathetic 
7, 10, 20 
Friendly personality, yet able to push patients/clients to achieve goals; critical thinker with 
good analytical skills to solve complex problems; collegial attitude and work ethic; 
excellent interpersonal skills. Reasons: PTs need to be able to convince patients/clients 
they are there to support them, balanced with being tough when necessary.  PTs need to be 
able to think about the patient in front of them as no 2 patients are identical, nor should 
they be treated as such. PTs need to work in a team environment and have the interpersonal 
skills to do this successfully for the good of the patient/client.  
4, 6, 7, 12, 17 
Knowledgeable---core knowledge is required to provide an effective and efficient 
examination, evaluation, and intervention.  Caring--PT needs to demonstrate a caring 
attitude toward patients and families.  Empathetic. Driven to pursue knowledge and skills 
to benefit patients and PT practice.  Resilient---able to handle difficult and stressful 
situations.  Principled---able to follow their own principles to provide optimal care of 
patients/clients.  Curious.  Confident.  Genuine.  Friendly. 
3, 11, 12, 14, 16, 21 
Empathetic - to be able to relate and work with patients organized - organize themselves to 
be successful in study habits while in school and to be organized and efficient in direct and 
non-direct patient care duties.  Need to be strong critical thinkers to survive school, the 
boards and to problem solve patient issues to develop effective EB interventions 
3, 11, 12, 16, 20 
Critical reasoning/problem solving-to manage complex patient issues and treat pts. as 
individuals vs. cook book approach.  Caring/empathy/compassion-to effectively work with 
pts.  Good communicator-to effectively rely info to all stakeholders Intelligent-to be able 
to comprehend material/content professional attitude-as PT is a profession   Courage-to be 
advocate for pts and profession team player-for effective interdisciplinary care 
Organized/time efficient-due to demands of job and productivity standards.   
5, 9, 11, 12, 20, 22 
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compassionate, patient focused, highly knowledgeable, engaged in lifelong learning; 
analytical; skilled communicator-verbal and non-verbal; good time management skills; 
intellectually flexible-interested in "gray" and pursues answers; highly observant; highly 
knowledgeable in foundational sciences; highly skilled in screening & differential 
diagnosis 
1, 3, 10, 11, 12, 20 
altruistic, accountable, responsible, integrity, compassion, respectful, humility, strong 
communication skills, emotional stability, flexible, interpersonal skills, leader    Why? to 
me, each of these items are needed to be a successful clinician, to deal with the changing 
profession, to lead the changing profession, and work in a field that requires honesty and 
interpersonal skills. 
1, 7, 8, 10, 11, 14, 18 
Empathy and advocacy, critical thinking and problem solving, flexibility, excellent  
communication and interpersonal skills, professionalism, 
1, 7, 10, 11, 12, 19, 22 
Critical thinking and problem solving (to determine scope of practice, effective 
interventions, assess outcomes).  Empathy (meaningful and holistic connection with 
clients) Advocacy (for patients and profession) 
5, 6, 11, 12, 22 
empathy, listening skills, critical thinking, problem solving, willingness to seek out 
missing information. for all of these, I believe that the ability to relate to teh patient, really 
and truly hear what they are telling you, since a good patient interview is key to an 
effective evaluation, treatment, and relationship with the patient. being able to determine 
the patient problem and address it requires critical thinking, problem solving, and the 
ability to seek out the unknown. 
1, 3, 5, 6, 11, 12 
Strong interpersonal skills - able to communicate well with peers and patients  Strong 
clinical reasoning skills - able to think on feet and make decisions for patient care  Ethical 
and reasons well about what is right and best to do - for all issues related to patients and 
colleagues  Manages stress and anxiety well - this is a new item on my list given that the 
current generation of students seem to be a bucket of nerves and anxiety and practice today 
is really stressful    Compassionate and caring - we have always needed this one in the 
profession to care for the vulnerable we treat  Committed - we need graduates today who 
will go the extra mile - again this is a newer one for me as the current generation of 
students seem to be very "me" oriented and this concerns me about how willing they will 
be to stay late, get the work done, and go the extra mile  Passionate about the profession - 
you won't stay in it for the long haul given today's environment if you are not passionate 
about PT and believe in what it can do for patients.   
1, 7, 10, 11, 12, 14, 16, 18 
Flexible - the unexpected often happens and PTs must be able to be flexible to 
accommodate all schedules and patients; Compassionate - we must be compassionate to be 
healthcare providers; Accountable - we must be accountable for our actions, both positive 
and negative, in order to advance our profession 
10, 11, 14 
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Good clinical reasoning skills because it is the basis for effective patient management. 
12 
ability to problem solve, emotional intelligence, open mindset/desire to continue to learn, 
humility, ability to work in a team, conflict management, communication 
1, 2, 4, 10, 12, 15 
Intellectual rigor-critical thinking, problem solving, assessment, mathematical calculations, 
etc. to be able to comprehend, interpret patient conditions and responses, and apply 
practice decisions. I also think it is essential in order to provide evidence based practice 
and care grounded in best practice guidelines.    Compassion and Caring-empathy, 
understanding, empowerment, etc. to be moved to help others, promote therapeutic/healing 
relationships, and to encourage advocacy for those in need.    Communication skills- 
verbal, non-verbal, and written skills are necessary to convey thoughts, motivate, and 
ensure reimbursement of care.    Professional Behavior-accountability, responsibility, 
initiative, altruism, integrity to be able to positively interact and influence others (patients, 
professionals, health organizations, society). Integrity is especially important as finding a 
way around rules/rulings seems to be prominent in healthcare/society. I also think the list 
(many of which come from the core values) meets common expectations of anyone who is 
considered a professional.    Commitment to Learning/Adult Learning-self-starter, lifelong 
learner, discriminative learner to be able to stay contemporary in practice, strive for 
excellence in patient care, and avoid unwarranted variations in practice. I also think that 
curiosity is essential to lifelong learning.    Reflection/self-assessment is important to 
monitor personal development, decisions, and promote growth. Reflection is especially 
important in determining if the care provided is effective or not. It can lead to continuing 
education to promote contemporary practice and skills.    Interprofessional Practice 
because collaboration and teamwork are essential in practice and lead to improved patient 
management and outcomes.    Leadership because PTs are the leaders of the PT team and 
leadership is needed to further advance the profession.    Resiliency because healthcare is 
challenging and it is important to not become overwhelmed by challenges, change, or our 
own responses in order to be effective. No one is perfect so we have to be able to bounce 
back from mistakes, demands, or difficult periods. 
1, 2, 3, 5, 7, 11, 12, 14, 15, 16, 19, 21 
Patient Centered Evidence Based Research Oriented   Collaborator Interprofessional  
Educator  Advocate  Leader  Reflective practitioner   Life Long Learner    These 
characteristics define a practitioner who is continuously striving to improve their approach 
to patient care. In doing so, they demonstrate leadership for the profession and mentorship 
for the future. These characteristics further define effectiveness by focusing their efforts on 
the patient's needs rather than their own. Effectiveness must also include a willingness to 
mentor the next generation, educate other healthcare providers, and collaborate with peers.  
2, 3, 4, 5, 8, 15, 17, 21, 22 
Critical thinking/problem solving self-starter able to persevere and to motivate others 
compassionate solid foundational knowledge life-long learner 
3, 11, 12, 17 

 
 
 



320 
 

Compassionate and empathetic - able to relate and understand what a person may be going 
through Passionate about the field - so they never lose their focus and desire to do better 
Communicator - so they can listen and explain things to the patient and healthcare team, 
families, etc. 
1, 4, 5, 11, 16 
Ability to communicate and problem solve in the moment 
1, 10, 12 
Life-long learner, engaging, organized yet flexible, responsible, team player, self-lead, 
empathetic, skilled problem solver and critical thinker. 
3, 4, 6, 7, 10, 11, 12, 14, 20, 21 
1. Hard Skills These include characteristics that address application of knowledge, skills, 
and abilities associated with PT practice. Application of contemporary knowledge, delivery 
of effective patient/client interventions, knowledge of scope of practice/professional ethics, 
and clinical reasoning. I view these characteristics as foundational expectations of a 
physical therapist entering and developing over the years of their practice. Lack of these 
characteristics would constitute ineffective practice.  2. Soft Skills These are the true skills 
that make an effective physical therapist. They may be represented by professional 
behaviors but are best represented by application of professional values. Integration of soft 
skills into PT practice is what keeps the patient in patient care. The ability to be a leader, 
first for oneself then for others is a key characteristic. Effective communication is critical 
to leadership and physical therapist practice and goes well beyond patient/client 
interactions. The ability to reflect on your actions, outcomes, knowledge as a physical 
therapist may be the most important of these soft skill characteristics, but only when it 
leads to change or growth. I have yet to meet the physical therapist who is "self-
actualized." 
1, 2, 4, 6, 7, 12, 13, 14, 15, 19, 21 
Critical thinking and reasoning skills, compassion, desire to help people, strong 
interpersonal skills, communication skills, altruism, evidence based practice and a strong 
knowledge base in anatomy, physiology along with pathophysiology.     PT is a people 
oriented profession and I believe that strong communication skills and interpersonal skills 
are critical to helping people who hurt. A PT must have a strong foundational knowledge 
in anatomy, physiology and basic sciences in order to understand how the body should 
work, is designed, and what happens when disease or injury occurs. Their knowledge and 
beliefs should be guided by current best evidence and they should integrate and adapt their 
practice according to that.  
1, 2, 5, 7, 10, 11, 12  
Empathy, motivation, trust, 
11, 14, 17 
Reflective-necessary for clinical practice in uncertain situations Empathetic-obvious 
reasons Desire to continually learn-necessary for clinical practice to be able to continue to 
improve skills Advocacy for the field and patients   
3, 5, 11, 15, 22 
ability to distill scientific evidence, ability to communicate with a broad range of people, 
compassion, and decision-making in midst of distraction(s) 
1, 4, 10, 11, 12 
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Critical thinking  
12 
Excellent communication, clinical reasoning, practical, and flexible/adaptable; These are 
critical to be effective and also willing to adapt to meet the needs of patients and clients. 
1, 5, 10, 12 
I think the core values encompass an effective physical therapist:  accountability and 
integrity because we need to uphold high standards as professionals to advance our 
profession and earn the trust of the public  caring/compassion and altruism so that we can 
develop effective therapeutic relationships with our patients and to get along with our 
colleagues, and also to make sure we don't forget that third leg of evidence-based practice--
patient goals  Excellence--to make sure that we are providing the most up-to-date and 
evidence-based care  professional duty so that we represent our profession well and 
advocate for the improvements needed in our profession  social responsibility so we 
continually reflect on what is needed by patients and the public     
2, 4, 6, 7, 11, 14, 22 
Effective communication and interpersonal skills. If you cannot connect to the patient, the 
remaining skills are irrelevant.     Good clinical reasoning, including narrative reasoning as 
well as hypothetico-deductive. Needs to be able to think clearly, but not be limited to 
analytical/algorithmic thinking processes.     Motivated to be a life-long-learner. 
Otherwise, knowledge and skills do not remain up to date.     Values all 3 pillars of 
evidence based practice. Applies research knowledge, but also realizes that research does 
not provide all of the answers.     Effective psychomotor skills. PTs communicate a lot 
through touch and demonstration.     Knowledgeable. Yup, still need to know things.  
1, 2, 5, 6, 7, 9, 12, 13 
Strong communication skills, ability to relate to people of all ages, all cultures and 
socioeconomic status in a non-judgmental way.  Strong desire for lifelong learning.  I feel 
these are the key things I look for when meeting new candidates for our DPT program.  If 
they have some or all of these qualities, then I think they will be a good fit for the 
profession. 
1, 3, 10 
Confidence, professionalism, clinical expertise, ability to recognize medical screening 
information.  
12, 19, 22 
Professional, able to facilitate learning, treats the whole person, possesses integrity, ethical. 
- All characteristics of a good professional. 
5, 14, 17, 19 
Empathic, Humanistic, Intelligent, Critical, Honest, Responsible, Dependable, Curious, 
Capable, Reliable, Self-Disciplined, Patient, Diligent, Inquisitive, Open-Minded 
3, 7, 10, 11, 12, 14, 21 
Patient centered care 
5 
A DPT is an applied scientist who uses critical thinking to solve movement impairments of 
patients and clients. 
12, 13 
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Empathy, good clinical reasoning and clinical decision-making skills. 
11, 12 
The ability to communicate congruent to the needs of the audience; entry-level knowledge 
(FSBPT blue print is the most current comprehensive document to globally what an EL PT 
would need). Obviously, knowledge, but knowledge without personality, ability to interact 
and make relational connections is pretty worthless, or at least not useful in PT, and other 
health related fields. Safe, ethical and have the ability to discern a problem and the 
knowledge and preliminary status to begin recovery/healing  
1, 5, 6, 7, 12, 14 
Curious, reflective, engaged, compassionate, and thorough.  I chose these because we have 
to be able to interact well to get the information we need, be curious to dive into the 
situation, and constantly be learning, about our patients, our profession and ourselves. 
3, 6, 11, 15, 21 
Adaptive, critical thinker Elements of professionalism consistent with core values 
Competence in clinical skills Information Literacy skills Systems thinking skills 
Collaborative Self-starter     
4, 10, 12, 19, 21 
Service-oriented Compassionate Caring Critical Thinker Creative Personable Empathetic 
7, 11, 12, 22 
Strong anatomical and pathophysiologic knowledge – need to know the body – it’s our 
business!  Personable, approachable, relatable with patients/caregivers, other healthcare 
practitioners, the public at large  Verbal and written communication skills need to be 
effective – many people to translate to  Ability to take an effective and thorough history of 
present illness from the patient/caregiver – 70% of the differential diagnosis is determined 
by what the patient tells you  Precise examination and evaluation skills and abilities  Keen 
observation skills, able to identify patient’s response to questions, during examination tests 
and measures and treatment response  Solid metacognition ability – have to put all the 
pieces of the puzzle together, critical thinking mixed in with common sense   
1, 4, 5, 7, 12, 15 
Effective communicator; strong interpersonal skills; able to collect, analyze, and synthesize 
information and draw accurate conclusions; able to lead self and others.  All these skills are 
essential for interacting effectively with patients and families, other health professionals, 
payers, etc.; for accurately diagnosing the patient’s problems; and for engaging the patient 
in the interventions required to restore them to optimal function. 
1, 2, 7, 12 
reflective, intentional, caring, interactive, hands on, problem solver, evidence based,  
2, 7, 11, 12, 13, 15 
motivator  good communicator  problem solver  critical thinker  anticipates problems and 
acts accordingly  knowledgeable in varied areas of PT (MSK, neuro, CP, etc)  skilled in 
demonstrating and evaluating technique  knowledgeable re: EBP   able to read, interpret 
and implement research  hard working  servant heart  leader  caring  empathetic  
understands progression of activity in light of multiple system reactions  can utilize and 
interpret PT equipment, tools  relates well with all  licensed without blemish  ethical  safe 
practitioner  well-rounded  understands laws/policies that regulate the field  documents 
thoroughly  excellent at assessment & evaluation     
1, 2, 8, 10, 11, 12, 14, 17, 22 
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Good communication, humility 
1, 15 
1.  Ability to apply clinical reasoning skills to determine appropriate diagnostic path, 
treatment plan, prognosis.   2. All components of APTA professionalism principles 
12, 19 
Knowledgeable and ability to learn high work ethic and accountable Professional (have 
behavioral characteristics for the 21st century-Warren et al.)  Caring/Empathy Team 
Player Communicates well   
1, 4, 11, 12, 14, 19 
Good communication skills Good interpersonal skills Creativity Flexibility  Excellent 
knowledge base 
1, 7, 9, 10, 12 
Empathetic to all of your patients in order to gain their trust and motivate them to 
achieve their goals.  Problem solver: Imperative to be able to put all of the pieces (current 
diagnosis, PMH, PLOF, social history) together to best care for your patient 
5, 6, 11, 12, 17 
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APPENDIX I 

PT Clinicians- Round #1 Qualitative Responses and Coded Themes 
 

(1) Communication (active listener, verbal and non-verbal, written) 
 
(2) Evidence-based practice (outcome driven, current evidence) 
 
(3) Lifelong learner (intellectually curious, self-motivated) 
 
(4) Collaborative (interdisciplinary, team player) 
 
(5) Patient-centered care (cultural intelligence, holistic, whole-person) 
 
(6) Therapeutic alliance (relational) 
 
(7) Interpersonal skills (personable, people skills) 
 
(8) Leadership (servant) 
 
(9) Innovative (creative) 
 
(10) Adaptability (flexibility, responsive, openness, willingness to learn, embraces change) 
 
(11) Compassion and caring (benevolence, empathy, altruistic) 
 
(12) Knowledgeable (clinical reasoning skills, problem-solving, critical thinking, clinical decision-
making) 
 
(13) Effective psychomotor skills (movement analyst, good sense of handling/ touch) 
 
(14) Integrity (ethical, accountable, responsible) 
 
(15) Mindful (self-awareness, humble, humility) 
 
(16) “Grit” (committed, passionate, resilience) 
 
(17) Educator (motivator, mentorship, facilitator) 
 
(18) Self-care (work/life balance) 
 
(19) Professional (engaged in professional association) 
 
(20) Organized (multi-tasker, productive) 
 
(21) Self-improvement (striving for excellence, motivated) 
 
(22) Tech-savvy 
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Knowledge, Clinical Reasoning, Compassion.   A PT has to have the knowledge to 
complete an evaluation and design a plan of care of treatment for a multitude of 
conditions, and also needs to care about/for their patients. 
11, 12 
Knowledgeable, flexible, curious, empathetic, realistic, creative. In my setting, obviously 
knowledge is key in order to effectively treat as well as to prevent harm. Being flexible is 
important in that humans are dynamic beings that are constantly changing in all domains. 
Curiosity leads to lifelong learning and seeking a better solution for the patient. Empathy 
is important as one of our roles is to attempt to reduce suffering and relating to the human 
condition is critical. Realism is required in that knowing the bounds of your capabilities as 
a PT can help the patient get the help that they need if the PT is not able to provide that 
particular skill to the patient. And creativity is useful in that every human and their 
situation is unique, and in order to help them in the best way possible different strategies 
are often required to be attempted, even if they are unsuccessful.  
3, 5, 10, 11, 12 
A therapist needs to be an effective communicator and be compassionate.   
1, 11 
Empathy, self-motivation, clinical knowledge, Ability to connect w/ people, listening 
skills, teaching skills. Of course actual good clinic skills but you need good people skills 
in order to know how to relate to people. I think half of therapy is teaching so that we can 
work our patients towards independence. We have to be lifelong learners so we can 
provide a well-rounded session and address all needs appropriately.  Being adaptable and 
flexible is very important in health care.  PT requires one to be intelligent, well rounded 
individual well versed in many areas of health management. We are one of the few 
professions that really spend quality time w/ patients, listening to them and touching 
them. We are part time counselors, health guides, coaches, teachers, cheerleaders, as well 
as therapist.  
3, 5, 7, 10, 11, 12, 13, 18 
Understands human movement and able   to teach it in general and in specific skills.  
Curious- shows genuine interest in the problem presented by the patient.   Participates in a 
"movement discipline" as a foundation of understanding human movement- martial arts, 
yoga, dance etc.  Pursues membership in and relationships throughout the profession more 
than reputation, promotion and compensation. "...with whom you work more than where 
and for how much". 
3, 4, 12, 18, 20 
Initiative (communication with Interdisciplinary team, reaching out to family) Flexibility 
(being able to adjust a daily schedule, being able to modify a treatment session) 
Compassion (need to be able to listen and motivate patients) 
10, 11, 16 
Efficiency. Relationship skills 
7, 21 
commitment to lifelong learning, self-reflection, inquisitive, think on your feet, 
resourceful, relational, good communication skills,  
1, 3, 7, 10, 15 
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Skillful: without the skills, it doesn't matter what additional characteristics you have; 
timely: time management helps you to see more patients and benefit more patients with 
your skillset; benevolent: an effective PT has the patient's best interest at heart; patient 
focused: an effective PT has the patient's best interest at heart; perspective: within the 
medical model, a PT must be aware that they are one (important) component of a 
team...sometimes the PT needs are paramount, sometimes they are not a significant 
component of the patient's needs 
4, 5, 11, 12, 21 
flexible, creative, empathetic, collaborative. These qualities are important for working 
around barriers to safety and discharge, making connections with patients, working 
effectively with an interdisciplinary team and achieving excellent patient outcomes.  
4, 6, 7, 9, 10, 11 
1) team player: the value of collaborative practice has been shown to have a stronger 
impact than individual practice alone in interdisciplinary teams as well as focused teams.  
2) patient-centered: adherence skyrockets when our customers are valued for who they are 
and what they bring to the partnership/experience.  3) servant-leader: role-modeling and 
giving back to profession, community, organization brings everyone to a higher level of 
mutual contribution.  This also speaks to organizational stewardship, we stand as 
representatives of not only our profession but the organization/community in which we 
serve.  4) flexibility/adaptability: sorry to be quoting here but you cannot hope to outrun 
the storm but through learning to weather the storm you become a better clinician/a 
stronger individual and a much more knowledgeable sailor.  5) creativity: you can't 
always control everything around you, and your ability to make use of what is on hand is 
critical.  This is proven time and again in mission work.  Sometimes the most simple of 
elements that is on hand in the home is the best intervention.  6) innovative: again, this 
speaks to the ability to take on challenges, to view them as opportunities to hone skills 
and abilities, to demonstrate your expertise and to pull from the evidence practices to 
apply in novel situations.  7) techno-savvy: the need to stay up with new advances in 
technology, telehealth, apps, software goes without saying.  At the past Education 
Leadership Conference in 2018, Lieutenant General Michael Nagata, speaker for the 
Geneva R Johnson presentation, spoke about life happening at the speed of light and the 
need for today's practitioners to practice likewise--at the speed of light.  If we don't, we 
will get left behind.  The ability to access and utilize technology allows us to be nimble 
and adaptive as well as reach across generational and cultural barriers.  8) lifelong learner: 
invested in continual personal mastery, enabling a plug-in to both personal and 
professional growth and engagement.  9) interpersonal effectiveness: communication 
skills both at informal and formal levels and at different settings, such as academia, 
political, individual, and group.  So much of what we do is educating, bringing what we 
know to others.  10) systems-thinker: this is moving beyond what we simply do to 
understanding how we fit into the bigger picture, working hand-in hand with 
organizational stewardship and leadership development.  How we view our assessments 
beyond the immediate from dysfunction to impairment to more global understanding of 
pathologies and populations. It is how we arrived at our current vision as movement 
specialists. 
3, 4, 5, 7, 8, 9, 10, 22 
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empathetic, compassionate, creative, responsible, committed 
9, 11, 14 
the ability to analyze human movement problems based on a fundamental body system 
and movement system knowledge, site/setting-specific practice dynamic knowledge, 
emotional intelligence/culture-specific- knowledge in order to produce clinical insight 
into root causes and isolate viable intervention hypotheses, frameworks and clinical 
pathways.  
5, 7, 10, 12, 15 
An effective physical therapist is a clinician that is accountable, compassionate, and has 
high ethical standards of professional practice. 
11, 14, 20 
An effective PT is able to utilize evidence based practice in a manner that is suitable for 
the patient. For example the therapist should be adaptable to a patient’s physical, 
emotional, psychological, behavioral, psycho-social, etc. needs.  They must have the soft 
skills necessary for "buy-in" or compliance from the patient as well as to coordinate with 
the interdisciplinary team.  They must have the insight of their own limitations and 
understand when collaboration with others or referring out is necessary. 
2, 4, 6, 7, 15 
effective communicator, good listener, caring, safe, professional, good at processing 
information to conclude PT diagnosis and treatment  
1, 11, 20 
multi-tasking, fast-thinking, adaptive.  Especially in my field in the ICU, the status of my 
pts changes rapidly and my interventions need to be able to adjust appropriately 
5, 10 
Empathy, motivated, ambition, driven, passionate.  You have to be able to connect with 
patients beyond that science of physical therapy.  You have to be self-motivated to not 
only connect with the patient personally, but find the regional interdependence of what 
brought them to PT.  Not treating just the source, but the cause. 
3, 5, 6, 11, 15, 17 
Active listening skills, being able to work with other disciplines effectively and being able 
to adapt treatment and recommendations based on the patient’s wishes and needs.  The 
therapists that I see struggle are trying to push their recommendations onto the patient and 
family without having a conversation on what they think as well.  Usually when you talk 
to your patients and not at them you can come to a mutual understanding and the best 
possible plan.  Also I think that clinician that are comfortable asking questions to the 
physicians or also voicing concern in a professional way are more successful.  Newer 
clinicians really struggle with this in the beginning. 
1, 4, 6, 10, 16 
A PT professional is someone who keeps up to date on current/evidence based practice. 
Effective PTs are those who put the interests of their patients first, acknowledge when 
they do not know something and seek out assistance/expertise from other clinicians or 
through research.  Effective physical therapists in each area of practice have the level of 
competency required for each setting, and they seek to expand their knowledge 
consistently.  Effective physical therapists know their areas of strength and where they 
need to grow. 
2, 3, 5, 12, 15 
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flexibility, resilience, creativity, dedication, strong team player 
4, 9, 10, 11, 16 
Professionalism. Communication. Critical thinking and problem solving. Ability to 
understand the needs of the learner (patient) and deliver patient centered care. These traits 
are the foundation to all other PT skills.  
1, 5, 12, 18, 20 
Flexible, life-long learner, patient centered - based off experience  
3, 5, 10 
The characteristics of an effective physical therapist are like the characteristics that make 
people effective in most careers. Namely they have good communication skills with both 
patients as teachers and other staff members/ stakeholders. They should be self-driven and 
self-motivated so that they keep up with the current practice literature and be able to adapt 
to new technology and emerging best evidence.  They need to be confident in themselves 
and in their knowledge of the body and be creative in order to adapt treatments to 
individual patients. 
1, 2, 3, 4, ,9, 10, 12, 16 
Those PTs that are willing to adapt and modify to meet the patients' needs. PTs who have 
many tools in the toolbox are better equipped to a wide variety of patient types.  
5, 10, 12 
The ability to apply evidence to practice to allow best practices in the clinic, the 
confidence and expertise to think "outside the box" when there isn't a clear solution to a 
problem, and effective communication with patients so that efficacy can be demonstrated 
and education can be provided.   
1, 2, 6, 10, 16, 18 
Problem solving/critical thinking/differential diagnosis.  Empathy and understanding 
patient's perspective.  Communication: Ability to explain diagnoses/exercises to a patient 
in relatable terminology.  Proactive with scheduling patient for the appropriate frequency 
based on their condition and getting the patient to buy into understanding why attending 
PT and HEP is so important.   Great Manual therapy skills such as joint mobilizations, 
METs, manipulations, and great palpation skills to be able to feel and identify 
pathological tissue.   I think if a PT possesses these qualities, then the PT will be able to 
appropriately identify the impairments, get the patient to buy into therapy for exercises, 
neuromuscular reed, therapeutic activities, HEP, and PT will be able to address 
impairments with manual therapy to speed up recovery. Thank you.  
1, 6, 11, 12, 13, 21 
Emotional Intelligence - to be able to relate and tailor your treatments so that your patient 
will feel it's relevant to their lifestyle/choices/personality.  Flexibility - this is key in the 
inpatient setting with every changing medical stability.  Critical thinking - necessary to 
make good decision and be able to think outside the box for challenging patients, social 
situations, diagnoses, those with limited resources.  Communication - necessary to 
understand your own communication style and be able to adapt your style for ANYONE.  
Insight - to know when you have reached your limit and your potential with someone, to 
know when to seek help, to know when to try a different approach.    I could go on 
forever.  Any 'skill' can be taught but these innate characteristics are necessary for success 
in this field. 
1, 7, 9, 10, 12, 15 
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Flexible because my setting is very dynamic and rigid personalities are very easily 
frustrated by it and less effective bc of that. Critical thinking/problem solving bc we see a 
wide variety of issues and need to treat every patient differently; this trait also applies to 
people who are faster learners who will be less frustrated by the novel challenges in this 
setting. 
5, 7, 10, 12 
Clinical Decision-Making Process  
12 
Clinical diagnosing, evidenced based, patient centered - in order to best meet the patients 
need, and to be a strong if not independent health care practitioner 
2, 5, 12 
competent skills, interpersonal skills to establish good patient rapport, professional 
communicator, team player, takes responsibility   
1, 4, 6, 7, 12, 14, 20 
A Compassionate, Curious, Critical Thinker will want to go the extra effort to figure out 
why the patient has an impairment, plus what are the best options to help improve their 
ability 
3, 5, 11, 12 
Good communicator, good listener, good investigator 
1, 2 
Someone who is able to synthesize and analyze the patient presentation, put the patient at 
ease, and encourage the patient to take ownership of their recovery process to maximize 
success. 
7, 12, 18 
effective communicator: both talking and listening Curiosity and empathy for the patient   
1, 3, 11 
Empathy, motivator, goal driven, organized 
11, 18, 21 
Someone who is motivated by helping people, has great critical thinking skills, is 
compassionate and driven to do their best.    I believe people I have seen with these 
characteristics are great therapists.   
11, 12 
The desire to provide excellent patient care through reflection on performance, attention 
to feedback from others, seeking out new knowledge, seeking greater understanding of an 
individual patient and the role that PT can play to improve their well-being. Someone who 
displays confidence and humility at the appropriate time, who is aware of their own 
strengths and weaknesses, is willing to struggle and learn from their struggles, and to ask 
for guidance when they need it. Excellent communication skills, both receptive and 
expressive, verbal and non-verbal, that can be modified to meet the needs of the patient. 
Someone who is observant of human movement and behavior and is inquisitive about 
discovering the underlying cause of anything unexpected. Someone who displays integrity 
and accountability for their actions. All these characteristics will contribute to someone 
who will keep the patient and their well-being at the center of what they do, and will 
continue to develop and grow as a clinician over the course of a career. 
1, 5, 10, 12, 14, 15 
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To be able to relate and cater treatment per individual to have the greatest impact on the 
patient's life 
5, 6, 7 
good communication skills, interpersonal, critical thinking, tailored patient plan that is a 
mix of intervention and evidence based guidelines 
1, 2, 5, 7, 12 
Flexibility, good social skills, able to achieve work/life balance,  
7, 10, 19 
Flexible, collaborative with a team, innovative, resourceful, approachable and 
compassionate, dedicated to pt goals and improved outcomes, not complacent but eager to 
continue to learn and incorporate evidence based practice. Patients are vulnerable and 
complex when recovering from life changing diagnoses and will likely ultimately achieve 
a higher quality of life with rehab outcomes when handled with the above qualities. 
2, 3, 4, 5, 7, 9, 10, 11, 17, 21 
Someone who is thoughtful, compassionate, knowledgeable, able to think on their feet 
and adapt to changing situations 
7, 10, 11, 12 
Patient, professional, life-long learner, humble, kind, knowledge seeking, educator. 
3, 7, 14, 18, 20 
1. Knowledge base, skill, clinical expertise, evidence based practice, commitment to 
lifelong learning   2. Empathy, professionalism, integrity Caring and empathy is 
important, but I would rather be treated by an expert provider who gets excellent results 
despite being around the edges than by a caring professional who didn't know what they 
were doing. But I'd most love to be treated by one who is both. 
2, 3, 11, 12, 14, 20 
Clinical reasoning skills are important to be able to provide individualized and appropriate 
care to a wide variety of patients. Excellent communication skills are necessary for 
communicating with patients, families, and other healthcare providers. Professionalism 
and a commitment to ongoing develop are critical for continued progression of PT and 
also to provide patients with excellent care.  
1, 3, 4, 5, 10, 12, 20 
Flexible, willing to learn, willing to ask questions, assertive, knowledgeable, organized 
3, 10, 12, 16, 21 
Clinical analysis, reasoning, and decision making - this is what differentiates us and 
makes us true movement specialists 
12, 13 
Adaptive/flexible - there are many areas within Healthcare and PT that can be 
unpredictable and are changing and you need to be able to adapt.  Effective communicator 
- with patients, physicians, the care team, within your documentation. Without effective 
communication you will not be a successful therapist.   Seeker of knowledge/lifelong 
learner/willingness to change - it can be easy to become complacent and once you stop 
seeking new information and trying to better yourself and your practice, the patients suffer 
and our profession loses respect.    
1, 3, 4, 10, 15 
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Compassion/empathy - because this provides direction which is patient centered.  
Intrinsically motivated with desire to learn - this provides the drive that fuels the process.  
Self-awareness, and humility as this provides environment of professional interaction, 
ability to learn and integration of feedback.   
3, 7, 11, 15 
Active listener- shows compassion; effective at prioritizing (evals and treatments)- 
adequate at differential diagnosis and also work/life balance; ability to put each patient 
first  
1, 5, 11, 12, 19 
An effective clinician must be adaptable and patient. The changing environment as well as 
the many different types of customers we face in the form of patients, administrators, and 
other healthcare providers dictates these as necessary skills.  
7, 10 
Effective Communication Involvement in the process of cultural competence  
Professionalism  Expertise in area of primary focus  Lifelong learner  Active in 
professional association (APTA)  Desire to impact population health through active board 
memberships including appointment to state boards of physical therapy   
1, 3, 5, 20 
Flexible, critical thinking skills, body and spatial recognition 
10, 12 
flexible, able to multi-task, clear communicator 
1, 10 
On time, efficient/productive (ethically), patient-focused approach.  
5, 21 
Ability to initiate and implement a plan of care that is individualized to meet the patient's 
goals 
16 
An effective PT must be flexible both in scheduling and through though process and 
differential diagnosis.  They must be able to constantly consider alternate 
treatment/diagnosis options to ensure best practice.  A PT must be able to listen 
effectively while also being time efficient. Lastly, an effective PT must be driven to 
continually learn and be open to new ideas throughout their career.  
1, 3, 9, 10, 21 
Responsive to needs of patient/family, Strong clinical reasoning and analysis, positive 
communication, flexibility to prioritize service/needs of others in clinical practice 
5, 7, 10, 12, 14 
1. The ability to relate and empathize with patients.  Patients need buy in with physical 
therapy.  If you are a robot, they won't come back.    2. Lifelong learner.  You need to 
seek multiple schools of thought to be an effective clinician.  Understanding all facets of 
the patients life and pathology will make give you better outcomes vs. drinking one 
school of thoughts "cool aide" 
3, 5, 6, 11 
Problem solver; Ability to clinically reason; Translate evidence into clinical practice; 
clinically instruct/mentor; superior interpersonal and intraprofessional skills; mindful; 
creative; lifelong leaner; leader 
2, 3, 4, 7, 8, 9, 12, 15  
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compassion--person focused; creative; able to do thorough movement analysis; have great 
sense of touch/handling 
5, 9, 11, 13 
good listener, empathetic, flexible, someone that embraces change, someone who 
embraces evidence and standardized tests and measures 
1, 2, 10, 11 
Someone who seeks knowledge beyond foundational PT education and skills, asks 
questions, and seeks best practice. A clinician that is flexible and thinks outside the box. 
Someone who is personable and can build trust and rapport with patients and other 
healthcare professionals. A teacher that educates patients so that they understand their 
diagnosis and treatment. A team player to support best practice within their setting. 
2, 3, 4, 6, 7, 10, 14, 18 
One who is current with the practice Attends CE regularly Aware of policies and changes 
not only within the state they live but also nationally for the PT profession and all 
Healthcare Why? If they are not up to date and current with changes in practice or other 
outside entities effecting the profession how can they be an effective PT? 
2, 12 
Effective physical therapist are those who obtain positive functional outcome measures, 
utilize research and use a patient-center approach to care. 
2, 5 
Sound knowledge of PT practice and effective communicator  
1, 12 
Critical thinking skills, Compassion, Assertiveness, Holistic point of view, People skills 
5, 7, 11, 12, 16 
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APPENDIX J 

PT Academics- Round #2 Qualitative Responses 
Key: (7) = extremely important (absolute essential), (6) = very important, (5) = 
Moderately important, (4) = Neutral, (3) = Slight importance, (NS) = No score 

 
 

Communication- Round 2 PT Academic Comments 
(7) vital for effective patient care 
(7) all components of communication are essential in establishing trust, developing 
relationships, etc. 
(6) exchange of information with all stakeholders leads to better plan of care, 
collaboration and patient/client engagement 
(7) Communication is essential for all aspects of an effective PT - communication with 
patients and families; healthcare team; PT/PTA colleagues; administrators; and society 
(6) If you listen to your patients they will tell you what’s wrong.  
(7) The majority of issues students have in the clinic are affective.  Being a good 
communicator is essential. 
(7) This is always a red flag CPI item for students who are struggling in clinical 
education. Some of it is a lack of ability to effectively communicate while some is an 
unwillingness to do so. 
(7) Communication congruent with situational needs enables a PT to increase 
effectiveness exponentially! 
(7) A PT will be useless to others if they cannot impart and extract information in an 
effective manner 
(7) Provides the basis for patient-centered care. 
(7) intertwined with interpersonal skills; 100% necessary skills to be effective 

 
Evidence-based practice- Round 2 PT Academic Comments 
(6) with the evolution of the health care system, value based care should be based upon 
the 3 pillars of EBP 
(6) but remember the full definition - best research evidence clinician expertise and 
respect for patient/client values and beliefs 
(6) Let us not forget that part of evidence-based is professional judgement, which I think 
gets overlooked when asking this question. 
(6) Evidence- informed practice - that is seeking best evidence and if not available, paying 
attention to clinical expertise and patient values. 
(7) Defining evidence-based as including the research, PT experience, and patient 
attributes 
(6) No one would want to trust their medical care to someone that is not up to date. 

 



334 
 

Lifelong learning- Round 2 PT Academic Comments 
(6) learning occurs in many ways 
(5) This is why CEUs are required  
(7) To remain effective, continue to learn!! 
(6) Too easy to stagnate with rapid explosion of knowledge and technology 
(7) PTs have to be active participants in their own development.  Constantly seeking to 
refine, expand, or otherwise develop knowledge and skills, especially in a deliberate and 
intentional way is essential in a professional 

 
Collaboration- Round 2 PT Academic Comments 
(7) includes collaboration with patient, family, and health care team 
(6) best plan of care and outcomes requires collaboration among all stake holders 
(5) It is important to be a team player in which the team has the same goals, not when it 
sacrifices your integrity. 
(6) Student/PT awareness that they are not alone in this world and must consider others in 
their actions is very important. 
(6) Daily team activity may vary by setting, but awareness of other patient needs remains 
essential, 
(6) Team based care is the only direction we can head in the future 
(5) This depends on the environment that the person chooses to practice in. Some people 
like to be more autonomous than others- and I'm not sure that that should be viewed as a 
negative trait.  
(6) while we all have to play well together in the sandbox, the level of necessity this 
skill/trait varies depending the setting, size, and population the PT treats 

 
Patient-centered care- Round 2 PT Academic Comments 
(6) interwoven with evidence based practice 
(7) It is why we do what we do. 
(6) I'm on the fence with making this one absolutely essential. 
(7) Social determinants of health must be a consideration of the plan. 
(7) For our profession to survive we have got to perfect this skill  
(7) this is a cornerstone of the effective PT; intertwined with therapeutic alliances and 
informed by communication/interpersonal skills 

 
Therapeutic alliance- Round 2 PT Academic Comments 
(7) an Entrustable characteristic 
(7) necessary for optimal outcomes 
(6) Without buy in it is difficult to get patients better 
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(6) Cannot accomplish this without communication, and in case of a patient with 
dementia, can be challenging. 
(6) I think this is an aspect of patient-centered care and equally important. 
(7) Communication feeds this. 
(7) In this day of outcomes driven reimbursement this is now essential 
(7) I am taking this to mean patient repoir. I believe it is half the battle towards successful 
PT interactions and pt. care. 
(7) as above; essential to promoting the profession, engaging the patient, optimizing 
outcomes 

 
Interpersonal skill- Round 2 PT Academic Comments 
No comments to report. 

 
Leadership- Round 2 PT Academic Comments 
(5) There are a variety of roles - leadership can come in a variety of styles. 
(6) Our current leaders are retiring at a rapid rate and we need the next generation to step 
up now more than ever 
(5) I don't believe that all PT's are leaders or have to be leaders. In a dept. there is not 
balance if everyone wants to be the leader - there has to be some people that are good at 
following - or we would not need leaders.  
(6) leadership is one expression of interpersonal skills, and of collaboration and 
therapeutic alliances.  Maybe it becomes essential by the way we believe leadership is 
defined; essential to be a role model and representative of the profession, not essential that 
one leads a group formally.  

 
Innovative- Round 2 PT Academic Comments 
(5) I don't see this to be critical for a good PT. It is in my opinion more important in a 
leader.  
(6) most important to develop early in order to learn adaptability, but I suppose not 
essential in that PTs are effective even when they are not maximally innovative. 

 
Adaptive- Round 2 PT Academic Comments 
(7) to best meet patient/client needs and manage challenges of healthcare system 
(6) This is essential in hospital based PT 
(6) Again, I might see this as part of patient-centered care. Rigidity happens when we 
don't adapt to the person or situation in front of us, which means we're not taking them 
into full consideration. 
(7) Our medical world is full of changes, challenges. If you are not flexible it is hard to 
survive.  
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(7) much more essential than innovativeness; ambiguity is our bread and butter! 
 
Compassion and caring- Round 2 PT Academic Comments 
(7) At the core of PT Practice 
(7) Same as interpersonal skills. If you are in PT for the money you’ve come to the wrong 
profession  
(6) This also seems to be a part of patient-centered care, recognizing that it's not about us 
when we're with a patient. 
(7) This comes across to patients if present. 
(7) Vital to the very core for every professional today, but must be balanced by a healthy 
measure of self-preservation and resilience 
(7) To do your best all the time is essential.  
(7) informs patient centered care, and drives the therapeutic alliance.  could be a precursor 
to those traits/skills and maybe "more essential"? 

 
Knowledge- Round 2 PT Academic Comments 
(7) You can’t be an expert without knowledge to back it up 
(7) All of the patient-centeredness doesn't matter if you don't know what you're doing. 
(6) PT's have to know and understand a lot of stuff 
(6) more important to be a good self-assessor, humble, and dedicated to lifelong learning 
(7) I think this goes along with evidence based, lifelong learner. We need knowledge to be 
the most effective.  

 
Effective psychomotor skills- Round 2 PT Academic Comments 
(5) for the basic core set of skills of a PT: technical skills may vary based upon setting 
(6) Compassion and interpersonal skills are probably more important  
(7) We are a hands-on profession.  
(6) can be and is continually developed 
(7) Assuming this includes things such as observation, if we can't effectively perform 
skills, we can't effectively collect data to make decisions and be an effective therapist 

 
Integrity- Round 2 PT Academic Comments 
(6) Our patients depend on us to do the right thing 
(7) This also seems to be related to patient-centered care in some ways, although it 
reaches beyond that a bit. 
(7) This is the essential foundation. 
(7) A lack of this in the past has created some of the restrictions we now labor under, so it 
is crucial in the future 
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(7) These are traits needed to be trustworthy - and being trusted is key in this era of the 
patient -Pt relationship.  
(7) another cornerstone of the profession.  all credibility rests on integrity 

 
Mindful- Round 2 PT Academic Comments 
(5) If we are not well it is hard to heal others 
(6) Some people are much more self-aware than others- if aware care can continue to 
improve. 
(7) Recent research has proven this is very important 
(6) This plays into providing the best care you can - you must self-assess your 
performance.  
(7) without, cannot self-assess, will not independently seek opportunities to develop self 
or relationships 
(5) The question relates to effective therapist.  There are therapists who are effective, that 
lack humility, etc. If someone is good enough at their job, patients are more likely to 
forgive the lack of other skills. These skills don't necessarily limit everyone from being 
effective.  

 
Grit- Round 2 PT Academic Comments 
(6) You don’t get through PT school without grit 
(7) This is a balance - you don't need to sacrifice yourself to be an effective PT but "grit" 
is what keeps you from burnout and complacency, focused only on a paycheck. 
(7) ditto last comment 
(7) I feel we are at a time when the strong work ethic is not at the forefront and people are 
more selfish about their lives and their times. PT is a giving profession - and the prize is 
in that commitment and passion. 
(6) key trait for all human beings; not any more so for PTs 
(7) I feel we are at a time when the strong work ethic is not at the forefront and people are 
more selfish about their lives and their times. PT is a giving profession - and the prize is 
in that commitment and passion. 
(6) key trait for all human beings; not any more so for PTs 
(4) This seems to be more important for a PT student.... 

 
Educator- Round 2 PT Academic Comments 
(7) education is an essential piece of our profession today; I believe it’s more important 
than some psychomotor skills,  
(6) We educate and motivate our patients and students all the time.  
(6) Depending on role, can be essential to a healthy practice. 
(7) "Every PT is an educator" 
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(6) Pt. education is a huge piece of successful treatments and outcomes.  
(7) Education is such a large part of what we do or what we should do in effective 
practice.  

 
Self-care- Round 2 PT Academic Comments 
(5) As above 
(7) Seems to go with grit and mindfulness in some ways. 
(7) Too many of us are burning out prematurely 
(6) This is threatened when people are "giving" so much. There has to be a balance. 
(5) I think this is an important quality of anyone, but does someone with emotional 
stability make a more "effective physical therapist" than someone that doesn't? I don't 
think I can say that. Also, what do we really mean by "self-care" or "emotional stability?" 
Not well defined.  

 
Professional- Round 2 PT Academic Comments 
(6) Same as integrity 
(7) To be an expert clinician- essential. 

 
Organized- Round 2 PT Academic Comments 
(5) You can be a great healer and not need to be highly organized  
(5) Not if it sacrifices good care. 
(6) Can make or break a practice setting, 
(6) This is a basic job performance standard 
(4) I think with many of these that I marked below extremely, it is in relation to the term 
effective therapist. This term implies they are able to get the job done at an effective level. 
Some therapists can be effective in care, without being timely, if their patients are 
forgiving. I think the 'average' PT is likely to need to be more caring, timely, mindful if 
they aren't as strong in the very important areas of knowledge, evidence based practice, 
skills but those strong in the very important items might be able to still be seen as 
effective without being as strong in some of the other areas.  

 
Self-improvement- Round 2 PT Academic Comments 
(5) We should want to stay up to date but compassion, interpersonal skills and integrity 
more important  
(6) Seems to go with life-long learner. 
(6) This is something difficult to sustain depending on the season of life in which one is 
living. 
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Advocacy- Round 2 PT Academic Comments 
(NS) All these values look like Cook et al's J Allied Health Paper 
(NS) I value advocacy, but can be an extremely effective PT on an individual level.  More 
important to know who my advocates in the profession are and build relationships; or, 
when I must advocate for a patient, more important I know how to communicate and 
interact effectively to get my message across 
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APPENDIX K 

PT Clinicians- Round #2 Qualitative Responses 
Key: (7) = extremely important (absolute essential), (6) = very important, (5) = 

Moderately important, (4) = neutral, (3) = slight importance, (2) = low importance, (1) = 
not important at all, (NS) = No score 

 
Communication- Round 2 PT Clinician Comments 
(7) Asking a patient, coworker, doctor, etc to trust you verbally, non-verbally or through 
the written word is step 1 of an effective treatment plan. 
(7) Communication is key with so much of life that it definitely carries over to our PT 
profession 
(7) Effective physical therapists also triage their communications: prioritize what is 
important, timing of communications, and adjust to different communication styles. 
(7) communication is how we communicate with patient and other professionals as well 
as cover ourselves legally 
(7) Communication is an essential component for those in healthcare.  Patient safety is at 
risk with poor communication as is best practices. 
(7) This is a paramount skill that is necessary across the entire spectrum of therapy. From 
documentation, discussion amongst the care team on progress and next level of care, 
education of the patient, etc. Our role as physical therapist is not possible or effective 
without communication.  
(7) teamwork, collaboration with patient and family and across disciplines 
(7) Communication is important in patient care along with interactions with 
interdisciplinary team members.    
(7) I currently do a lot of training with other therapists and see poor communication as 
one of the biggest factors towards people struggling to succeed. 

 
Evidence-based practice- Round 2 PT Clinician Comments 
(NS) need an understanding of importance of evidence, but most students report they put 
clinical experience over research initially (giving more weight to ONE of the 3 domains 
that make up EBP). I think this domain develops with time 

 
Lifelong learning- Round 2 PT Clinician Comments 
(7) we are never fully there so we also need to be learning and adapting our practice 
(6) This is important, but we should expect it to fluctuate over a career and life choices. 
Our work-life balance should be prioritized to permit normal life pauses and redirections. 
(5) While I think this is a skill that is demonstrated in the best PTs, it is not essential and 
you can be a competent therapist without strong intellectual curiosity. I don't think it's a 
good quality to be complacent, but you can perform your day in/out functions.  
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(6) Need lifelong learning to keep up with new info and strive to continue to do the best 
for patients. The appreciation of this can develop over time with self-reflection 
(6) Experts in the field continue to learn to obtain great outcomes along with mentoring 
others. 

 
Collaboration- Round 2 PT Clinician Comments 
(4) While I believe this is essential to a group work environment, I have known many 
single-owner/practitioner PTs who are effective without needed to collaborate with 
coworkers. 
(7) There are other skilled therapy for a reason and we need to utilize them as necessary 
and know when to  

 
Patient-centered care- Round 2 PT Clinician Comments 
(6) The placebo effect is real, and relating to people on a personal level helps them "buy-
in". 
(6) There is so much a psycho/social aspect more and more it seems like 
(6) patient beliefs and values are the 3rd component of best practice 

 
Therapeutic alliance- Round 2 PT Clinician Comments 
(4) I'm not sure what this means. 
(6) building relationships in our profession is key and will make or break you 
(5) I'm confused as to what this entails.  Does this mean that therapists support therapists?  
That is important, but we must be open to being questioned and to question our colleagues 
and promote an exchange of various ideas. We cannot all be on the same page at the same 
time.   
(NS) not sure what this means 
(4) I'm not sure I understand what this skill is trying to describe.  
(4) I don't know if I understand the definition of this trait  

 
Interpersonal skills- Round 2 PT Clinician Comments 
(6) You must be able to relate to people on a personal level. Sometimes this is just one-
on-one with a patient, but still important. 
(5) This is important in client centered care, but in other administrative aspects of therapy, 
this may not be as necessary to accomplish the task.  We should welcome people of 
various interpersonal skill levels into the profession, just as our patients have various 
people skills. 
(6) I think this falls under the umbrella of effective communication  
(7) People who inherently get along with others and try to understand others have better 
relationships with patients and coworkers 
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Leadership- Round 2 PT Clinician Comments 
(6) I don't think you can't have servant's heart and do what we do 
(3) Not everyone is a leader, nor is it necessary or productive to have a department full of 
leaders. Some people need to be good followers of strong leaders. However it is important 
to understand your personality and where you might fall in that spectrum.  

 
Innovative- Round 2 PT Clinician Comments 
(6) Using all of the "tools" you have to treat a patient may be the key to unlocking the 
method that works best for them. 
(6) Being creative is to individualize the plan to the particular patient; not performing 
cookie-cutter therapy. 
(5) Again, you can be complacent and do the same thing day in day out and still be a 
competent therapist, but I think this would be a marker of a strong therapist.  

 
Adaptive- Round 2 PT Clinician Comments 
(7) I always tell students to be adaptable because it is important 
(7) Necessary because of patient needs and ever-changing regulations and guidelines. 
(6) Healthcare environment is always changing and in order to be the most effective and 
to create success of your team/department willingness to change is very important.  
(6) With our profession evolving and insurance changes occurring frequently it is 
important to embrace change. 
(7) I see this trait as being important in preventing burn out and work place frustration 

 
Compassion and caring- Round 2 PT Clinician Comments 
(6) Managing the stress of compassion is an area for growth amongst therapists.  
(7) This is what sets therapists apart. To be most effective, we have to care about our 
patients.  
(6) A core value identified by most Healthcare organizations and Healthcare professions.  

 
Knowledge- Round 2 PT Clinician Comments 
(6) Also knowing when to ask for assistance, consult, or refer. 
(6) To weight co-morbidities, and biopsychosocial considerations with evidence 
(7) This is the cornerstone of what we expect from therapists. 
(7) Being knowledgeable about clinical reasoning skills, being able to solve 
problems/issues in a timely manner, and making clinical decisions in the best interest of 
the patient are all essential in providing patients will the best care for optimization of 
outcomes. 
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(6) Can be more or less important depending on the setting you are working I, but in 
order to be a member of an autonomous profession, this is a necessary skill. Also, an 
aspect that sets a PT apart from a PTA.  

 
Effective psychomotor skills- Round 2 PT Clinician Comments 
(7) The connection with the patient through touch and instilling that sense of confidence 
through technique helps the patient-practitioner bond. 
(6) This can improve over time. 
(5) Site specific, some areas of practice may not require strong patient handling skills.  

 
Integrity- Round 2 PT Clinical Comments 
(6) While exceedingly valuable, I believe a PT can still be effective with varying levels of 
this trait.  
(7) if not ethical, I don't want person treating my family member and I don't want to work 
with the person. 
(7) If you are not ethical you do not belong in healthcare.  Accountability is an essential 
trait in healthcare.  Demonstrating a willingness to hold yourself accountable to provide 
patients with the best care and for admitting when you do not something or in making 
mistakes is an essential component for safe patient care with optimal outcomes. 
(6) Another area identified by many organizations and professions within Healthcare as a 
core value.  

 
Mindful- Round 2 PT Clinician Comments 
(6) again we are never there and so we can't act like we are 
(6) This is an area individuals can develop, but I do feel it would require the 
institution/organization to help facilitate and guide this growth.  Some organizations are 
not keen on humility and this has an effect on the staff. 
(3) I don't feel this is a necessary skill to possess to be an effective therapist.  

 
Confident/ assertive- Round 2 PT Clinician Comments 
(5) The assertiveness has to be balance with humility. 

 
Grit- Round 2 PT Clinician Comments 
(4) I think a PT needs to recognize when the patient needs to take the next step in their 
course of care. PT is one of the most conservative (non-invasive) ways to manage 
musculoskeletal dysfunctions, but sometimes patients need something more invasive. 
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Educator- Round 2 PT Clinician Comments 
(7) that is who/what we are, we are the most interactive medical profession maybe there is 
as far as building relationships and education 
(6) Regarding educator and motivator of patients it is extremely important 
(2) I think the area where we are educators falls into communication. Not everyone is an 
educator in the formal definition.  
(6) Others learn a great amount from experts in the field.  Great, effective, information 
can come from mentorships. 

 
Self-care- Round 2 PT Clinician Comments 
(6) you can't get burned out 
(7) While it is extremely important, we are not taught how to take care of self. School is 
so demanding we don't put importance on self-care or balance of work with life. 
(5) This is important across many areas and is not specific to therapy or Healthcare.  

 
Professional- Round 2 PT Clinician Comments 
(3) While I think this is a great quality, it is definitely not a necessity to be an effective 
therapist.  
(7) We have many resources though our professional organization that can assist us with 
becoming effective PTs. 

 
Organized- Round 2 PT Clinician Comments 
No comments to report. 

 
Tech-savvy- Round 2 PT Clinician Comments 
(5) therapy is therapy, the documentation can happen anyway 
(6) Not as a therapist skill but as it is important as an employee and billing. 
(5) Becoming more important, which I don't think will be a problem when identifying 
students as they already fall primarily in the millennial and Gen Z generations.  
(4) I think this helps and can prevent frustration for the clinician but I also see it being 
overcome by many therapists 

 
 
 
 
 
 
 
 
 



345 
 

APPENDIX L-1 

Round #3 Qualitative Responses- First 15 Markers 
Key: The differences observed between the PT Academics and PT Clinicians were 

expected. (1) = Strongly disagree; (2) = Disagree; (3) = Somewhat disagree; (4) = Neither 
agree or disagree; (5) = Somewhat agree; (6) = Agree; (7) = Strongly agree; (NS) = No 

score 
 
Therapeutic Alliance- Why do you think these differences exist? 
(2) I think academic PTs may be more up-to-date on literature, while clinical PTs may be 
responding based on their on-the-job impressions. I am very surprised, however, at the 
number of clinical PTs who are neutral on this aspect. 
(5) Some practitioners are bogged down with daily productivity expectations and are 
performing cookie cutter therapy and don't necessarily take the time to foster therapeutic 
alliance.  
(2) I'm not sure. From a clinician perspective you need to have a good patient therapist 
relationship, but you also need to have knowledge to treat the injury and whole person.  
(6) Perhaps the academics are slightly removed from the clinic setting. In my experience 
even though you may have a difficult patient or someone who is difficult to get along with 
the practitioner needs to be adaptable to the patient’s needs.  
(6) Many PT academics have limited current active clinical activities.  Medicare and 
insurance limitations and regulations are ever changing and clinicians know the 
importance of the patient/therapist relationship. 
(2) Possibly there are clinicians working in settings where they feel the therapeutic 
alliance is less significant 
(6) There is a difference between the classroom and clinic. Nothing wrong with it but 
academia only has time to teach for the test and you learn the rest and learn the most out 
in the clinic 
(5) experience in the clinic vs classroom 
(3) Possible perceived assessment versus reality also including more clinician/patient 
experiences than academicians 
(2) Ideologically therapeutic alliance is certainly "ideal," but in reality, some patients are 
not amenable and clinicians must find a way to meet their needs, even without perfect 
therapeutic alliance 
(2) Possibly clinicians may feel that you can be an effective PT being "very good" at 
relating to other but you would not have to be "exceptional". Possibly because we observe 
this in the clinical setting. 
(4) As a clinician, it is possible to provide ideal care by being professional and providing 
good customer service, without developing a relationship.  Developing rapport within the 
interaction would be a separate thing to consider.  
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(6) Academic providers teach the "ideal" while clinicians go off of their real experiences 
where they see a variety of relationships with varying level of success- not always related. 
(6) In the clinic, I can imagine the awareness that you won't always get along with your 
patients.  Though there is an alliance and shared goal working with your patient, there will 
be times that conflicts arise.  Additionally, there’s potential that out of your many survey 
questions, others were deemed to be absolutely essential in comparison to this question. 
(5) Clinicians that routinely treat patients have a better understanding at the many 
components that can make an effective PT 
(6) I feel some clinicians are more engaged with the academic institutions than others. 
(4) it must be taught in school because it is important as an overall skill, but perhaps this 
is not valued the same in some workplace settings? 
(2) Academicians tend to be more idealistic, whereas clinicians tend to be more 
pragmatic. Ideally, there is an alliance, but in practicality, there is not as formal of an 
alliance.  
(3) Clinicians are very practical.  When they think of essential skills for effective PTs they 
likely think of observable clinical skills rather than "soft" or "success" skills like this. So, 
no surprised it's ranked as important but not essential.   
(2) Not sure 
(5) Clinicians for the most part have already been exposed to relationships and therefore 
may not realize the actual level of importance. However, the main difference is most 
likely due to the instructions for limited use of "extremely important" 
(2) Perhaps clinicians are more focused on techniques and outcomes; perhaps education 
has not caught up with the importance of instilling value for the therapeutic alliance 
(2) I am not sure that some clinicians fully appreciate the importance of the "art of 
physical therapy," including the therapeutic alliance and may tend to focus a bit more on 
the technical aspects of the job as being essential.  I believe the patient satisfaction 
literature has shown this to be important to our patients   
(2) It's unfortunate to see that clinicians do not see this as essential.  In the current climate, 
productivity demands are driving therapists, and there is less concern for cooperation 
between patients and clinicians, which we know leads to more successful outcomes. 
(2) context of practice 
(2) We try to teach the importance of the patient therapist team and collaboration in goal 
setting.  Once in the clinic, this may be seen as taking too much time.  
(6) I don't perceive these differences as large. They align well between clinician and 
academic.  
(5) In academics, I think we teach what we think is the ideal way to practice, but the 
realities of the clinic often lead to something else.  Just as we say nothing in the clinic is 
truly what we teach from a textbook, the same is also likely true for all aspects of clinic 
life.  
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(3) Clinicians may not recognize how important this aspect of their practice is because 
they do it innately. Academic curricula seem to recently have placed a greater emphasis 
on the idea of therapeutic alliance especially as the role of PT in the management of 
chronic pain and in wellness initiatives has been highlighted.  
(2) Academicians out of touch with "real world"! 
(3) I'm not sure. Perhaps the focus on evidence-based practice reimagines the actual 
impact of therapeutic alliance, in light of the very-real productivity/time limitations of 
practice. 
(4) academicians are too idealistic 
(2) I'm uncertain. My guess is that the academics are aware of the literature and parroted 
what they have read.  
(3) It may be that clinicians work side by side a variety of clinicians who have different 
gifts (e.g., strengths other than building therapeutic alliance) and still be perceived as 
being effective.  
(5) I think because students are not yet socialized to their PT practitioner role 
academicians spend more time facilitating learning about this important aspect of 
patient/client care. Once in the clinic it may likely seems as more of a given. - no one is 
saying it is not important - just a relatively different level of importance 
(3) I am surprised by this actually. Perhaps is different settings due to PTA's treating so 
much this relationship just isn't built as much. 
(3) Challenges in the ability for the clinician to connect with patients in the clinic due to 
time constraints 
(2) No opinion 
(2) Perhaps the terminology might be academic specific 
(2) I am surprised there was a difference 
(6) academicians tend to examine the relationships differently than clinicians. without 
seeing the other variations, I would expect this 
(3) I am not sure for the difference other than it is possible that the clinicians polled may 
be newer clinicians that are still evolving towards expert practitioners.  We see that 
"expert" clinicians tend to focus more on the person as a whole that the newer clinician. 
(6) Among other reasons, the focus on productivity and increased demands for 
documentation and other administrative tasks may be limiting clinicians' ability to build 
relationships with patients. More research needs to be conducted on this in PT.  
(5) Importance of patient in achieving desired outcomes tends to grow with experience 
and expertise (which often, but don't necessarily align). Academic PTs tend to have more 
experience than in-the-clinic PTs. 
(3) I think in academics we really stress the importance of patient rapport and believe this 
is an essential skill.  Maybe clinicians live it so much every day, they do not realize how 
important it is to their success.  Maybe the soft skills come so naturally to them after years 
of practice and they do not realize how essential they are. 
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(5) Some academic PTs have not practiced in many years 
(2) I have no idea. The high number of clinicians that are "neutral" or reporting "moderate 
importance" surprises me. 

 
Professional- Why do you think these differences exist? 
(6) I think clinical PTs might look at this domain as mostly pertaining to belonging to the 
APTA, and that cost every year can be daunting. 
(6) Academicians are more likely to be members of the APTA.  Clinicians may be 
members of other specialty organizations that aren't affiliated the PT professional 
association as they get more value in their clinical practice from these other associations.  
(6) In an ideal world we would all be involved in APTA and our professional duty. 
However, in the real working world, we are all so busy with patient care and documenting 
at home at night during our non-work time, that there does not leave time for APTA 
involvement. We still need to maintain some work-life balance.  
(3) I am very surprised by the difference actually. I am more inclined with the academics 
vs the clinicians. I wonder if the "engaged in professional association" made the clinicians 
feel that this was less important. Many clinicians that I work with are not APTA members 
and aren't engaged in the APTA so they do not feel this is an essential skill.  
(6) Many educational institutions help with cost of memberships and many clinicians are 
responsible for the full amount and even if important maybe overtaken by other financial 
considerations. 
(7) Clinicians feel they don't have enough time to strongly engage in professional 
organizations and that it doesn't affect their performance as clinicians 
(6) In the clinic, there is little importance placed on the APTA and evidence based 
medicine whereas in the academic realm, there is great importance placed on it.  
(6) see answer in question 4 
(6) Clinicians understanding the importance to continue or start with the APTA, cost to 
pay back student loans outweighs the cost of joining APTA, also work ethic of patient 
first then yourself and work/life balance 
(3)  As a clinician I agree with the academicians that professionalism should be valued as 
very important or extremely important 
(5) Difference in thinking on the question perhaps. Professionalism-all or none vs a 
continuum of professionalism where a PT is needed to be at least moderately professional 
in all ways vs needing to be at least extremely professional in all ways 
(6) I don't feel that all clinicians are engaged in the APTA and understand our core values, 
therefore they would not rate this as high 
(2) It is reflective of the percentage of licensed PTs who are members of APTA.  
Professionalism is valued by some but not all PTs.  
(6) clinicians are more focused on clinical practice and are less involved in research, 
academic and involvement in their professional organizations 
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(6) I think clinicians are not as attached to membership with the association as academics 
may be, especially when it is paired with the ideals of professionalism.  Unless a 
clinician's job requires use of membership, they may not be members.  That being said, I 
do think that the concept of professionalism IS very important to all therapists.  I do think 
the addition of "engagement in professional association" may skew the answer for 
clinicians.   
(3) Over time I think some clinicians almost lose the professional identity that they may 
have developed in school. 
(6) Clinicians assume that the Core Values are expected from day one and tend to be more 
focused on teaching professional clinical skills and behaviors within the clinic. 
(4) no idea 
(5) Again, the idealistic viewpoint of the academician. 
(5) In thinking about my response above, I may bias my agree/disagree here and beyond.  
BUT, I think there is a wider spread of opinion in clinicians because many clinicians are 
themselves not APTA members and therefore don't see the intrinsic or explicit value of 
membership and activity.  They don't see this impacting the effectiveness of care in the 
clinical setting. 
(5) Many clinicians are not engaged in the APTA 
(5) Again, clinicians were exposed to this importance of "professionalism" when in school 
therefore may not realize what the PT profession would look like if not pushed in school. 
Also, the main difference could be with the instructions for the limited use of "extremely 
important" 
(3)  Perhaps the clinician feels they can still perform their job without engaging 
professionally. 
(6) I tend to hypothesize that academicians in general tend to be more "in tune" with the 
professional association on the basis of our jobs and the integration of professional 
positions, policies, (and while not APTA, somewhat related CAPTE accreditation 
standards) into our academic work with students.  I would wonder what percentage of 
respondents were APTA members vs. those who were not in both the academic and 
clinician groups, and if that made a difference.   
(5) This is not as surprising for the same reasons as noted in the previous question; 
clinicians are concerned with keeping their jobs, and unfortunately, many facilities are 
challenging clinicians ethically and they are not treating as autonomous practitioners. 
(6) Level of engagement of the individual responding 
(2) Priorities change for practitioners when they graduate and the stresses of 
family/finances etc., lead them to make decisions that they are not taught in school. 
(6) Many clinicians do not value membership in APTA but do exhibit core values, 
professional attitude, etc.  
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(6) I think academicians spent more time teaching the value of the APTA and encourage 
students to become members whereas clinicians may not actually see the value of these 
things once they are in practice. Age of practitioners responding may also play a role.  As 
we have evolved quickly as profession, views of these topics are likely different in older 
PTs than those fresh out of school.  
(5) I again think this relates to what entry-level programs are emphasizing in professional 
behaviors and professional development, as well as the support many programs provide to 
students to participate in professional activities. As clinicians, the engagement in the 
profession may not be as supported by employers, and the cost is higher. So clinicians 
may not feel that engagement in the profession really is essential to be an effective PT, 
since many of them may not be.   
(5) Academicians may have more financial support and higher expectations for this; 
idealism factors in. 
(6) The disconnection between the profession and the day-to-day aspects of our lives as 
PTs. Many clinicians are not members of the national association, and are slightly 
disconnected, therefore, from the tenants of the association. The academic community is 
more closely tied together within the association. 
(6) academicians are too idealistic 
(6) I think those mostly engaged in the profession also have academic roles.  By 
percentage.  
(5) I believe some clinicians are still not aware of all of the benefits of being engaged and 
belonging to the APTA. Another factor could be high levels of student debt that prevent 
some clinicians from having the finances to pay membership fees 
(4) I think two concepts are mixed here - the professional association (APTA and 
components) and professional values/behaviors, I believe it is likely that academician see 
them as more intertwined than clinicians - it is clear that the market share of APTA 
membership is less for clinicians than academicians.  
(5) Unfortunately PT clinicians do not see the relevance of their membership and 
involvement and get stuck on the cost factor. 
(5) The increase focus on professionalism in the PT Programs when working with young 
novice students who have not been in a professional setting 
(6) Academicians tend to be more involved in professional association activities and 
subsequently have a greater awareness of and value for the constructs identified in this 
item.  
(6) Academic institutions push professional behaviors, attendance at conferences and 
APTA membership much more than the clinics do 
(2) again I am surprised because this is what CIs comment on most about students 
(6) the chart does not offer % of extremely important-which is where see more variability. 
I don't think clinicians look at it same way as academics. It's important, but maybe not as 
essential on big picture of PT practice 
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(6) Academics tend to stress this to students to help instill in them the importance of their 
professional organization.  Many clinicians do not maintain membership after their first 
few years of practice due to various reasons:  expense, not supported by company they 
work with, are not involved in legislative and regulatory issues or payment policy.  They 
are focused more on skill development and don't necessarily focus on membership/ 
professional skills unless a mentor walks through that with them. 
(7) Engagement with the professional organization is much higher in the academic 
community than the clinician community.  
(6) Professional service is often expected of academics... a job duty 
(7) More academics are involved in professional service than clinicians.  We also try to 
get students involved as well but as the years go on, their interest and commitment to their 
professional association fades.  Clinicians probably have a mindset of treating patients and 
although attitude and autonomy are a part of that, they probably do not link that to their 
professional association.    
(5) More academic PTs belong to the APTA as their employers either financial support it 
or encourage it highly for promotion 
(3) Again, no idea.  I would think that for both those in academia and in the clinical 
setting, professionalism is extremely important.   

 
Compassion and Caring- Why do you think these differences exist? 
(4) I’m not sure. 
(3) Perhaps some clinicians attempt to remain detached from their patients and not let 
emotion enter into the picture.  
(3) I thought clinicians would have ranked this higher.  
(6) Not a lot of difference. I wonder if academicians feel that all markers should be very or 
extremely important  
(2) Instructions were to try to limit extremely important choices. 
(1) I would expect everyone to rate this domain as very high importance, I don't understand 
why there is a difference  
(5) while we want to help all patients equally, there are some patients that don't want to be 
helped and we tend to have less compassion for those who don't want to help themselves 
(6) I think sometimes in the clinic it is hard to not be bias or judgmental towards patients 
or patients situations 
(6) clinicians feeling off balance with work/life issues 
(3) The clinicians may have a feeling of overwhelmed due to productivity, documentation 
expectations, etc. that they feel the value of compassion and caring has lessened over time. 
(6) Clinicians may observe or themselves be "very" compassionate, but they may not feel 
that they need to be "exceptionally" compassionate to provide quality care. Possibly the 
daily routine and familiarity with their job could take away the importance of this.  
(2) I'm not sure.  
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(6) same response as question 1 
(4) I think this is splitting hairs.  It seems that overall it is very important to all therapists. 
(3) Again I think clinicians might look at a broader range of skills that help them be 
successful as a PT.  
(2) I feel the clinician side under-utilized the compassion in their responses 
(4) defining 'help' differently (guiding them/assisting them vs motivational interviewing 
type techniques to help the patient guide themselves) 
(4) I have no insight into this difference. Possibly related to professionalism viewpoint as 
compassion and caring are parts of the core values.  
(3) more surprised clinicians don't overwhelmingly weight this attribute.  Considering this 
and other intangible attributes are seen as fixed (you have it or you don't) by many CIs and 
managers, I'm suppose they believe care and compassion is nice but skill and knowledge 
still are more important. 
(4) Not sure 
(5) Clinicians for the most part have already been exposed to Compassion and Caring 
during educational process, therefore may not realize the actual level of importance. 
However, the main difference is most likely due to the instructions for limited use of 
"extremely important." Someone who demonstrates Compassion and Caring may have 
improved relationships and patient care outcomes. 
(4) see first response 
(3) As with the above question on the therapeutic alliance, I am not sure that clinicians 
appreciate these affective qualities as being as important as the more technical aspects.   
(2) I believe some clinicians think they know what is best for the patient, and they aren't 
including them in the process.  It is important to view the patient as a whole, and have 
compassion for their situation 
(5) Context of practice 
(6) The differences are mostly between very and extremely important.  I think that is a fine 
line. 
(4) This again does not represent a large difference in my opinion.  
(3) I would have thought academicians and clinicians would have been more similar on 
this topic. Perhaps it goes back to interpretation of the initial question or which term in the 
list stood out more to some compared to others. For example, someone might have agreed 
with supportive but not empathy and answered differently based on individual words rather 
than the entire category.  
(2) Honestly, I'm not sure why these differences exist. I would think that both clinicians 
and academics would see empathy and motivation to do your best for patients would be at 
the core of everything you do as a PT (i.e. absolutely essential.)  
(2) I do not know, this seems very surprising to me, it is what being a PT is all about, we 
are certainly not in it for the money.  
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(2) I'm not sure. Perhaps due to the objective nature of our care, depending upon the 
settings represented by the clinicians who responded to the survey. I'm actually a bit 
worried about the results. 
(6) academicians are too idealistic 
(5) I think academics have likely read the literature on this.  
(2) I actually do not see huge differences between the responses with 50% of each group 
rating between moderately to extremely important. 
(3) ??? 
(3) The corporate pressures of the profession have made us feel less value than we should. 
(3) I am concerned that the difference may be due to faster paced out-patient clinics, 
however may be protective on the part of the therapist to remain professional 
(2) No opinion 
(2) Not sure. I am kinda surprised that clinicians do not value compassion as much as 
academics 
(5) possibly due to clinicians not identifying this trait in themselves 
(6) 3 categories essentially describe this marker-just % are different. academics seems to 
place more emphasis on the soft skills as extremely important 
(5) Again, expert versus novice clinician perspective. 
(2) I am a bit surprised at the difference. I am not sure why clinicians rated Compassion 
and Caring lower than did clinicians. 
(5) Importance of compassion and caring in achieving desired outcomes tends to grow with 
experience and expertise (which often, but don't necessarily align). Academic PTs tend to 
have more experience than in-the-clinic PTs. 
(5) I think in academia we are invested in seeing our students connect with patients/clients.   
(4) Academic PTs may not have practiced in many years and don't understand the 
productivity standards currently used 
(5) possibly due to clinicians having more of an understanding / realization that the patient 
needs to be self-motivated and not reliant on the PT for motivation.  This being said, I 
really am not sure why there are differences. 

 
Integrity- Why do you think these differences exist? 
(3) I don’t think there’s a great discrepancy here, just that one group values this domain 
more than another. 
(3) I'm seeing a general trend where academics are ranking as essential and clinicians are 
ranking as very important. I think in the real world with the demands placed on us, it is 
difficult to always attain essential. Maybe this is why clinicians are ranking more as very 
important.  
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(4) Academicians probably look at integrity in terms of fraud and neglect and in my 
experience view matters very black and white. Clinicians, however, seem to realize that 
there are a lot of gray areas. I also believe this is a generational value when looking at 
responsibility.  Some clinicians look at being responsibility as being present for your 
scheduled hours and performing to the minimum expectation.  Others believe that being 
responsible means holding oneself to a higher standard and staying longer than the 
scheduled hours. Academicians and clinicians of an older generation would hold these 
values.  
(3) I'm seeing a general trend where academics are ranking as essential and clinicians are 
ranking as very important. I think in the real world with the demands placed on us, it is 
difficult to always attain essential. Maybe this is why clinicians are ranking more as very 
important.  
(6) Similar to my thought above. Clinicians deal more is gray areas and practicalities and 
academics are on the extremes more idealistic.  
(2) Instructions were to try to limit extremely important choices 
(5) Integrity in an academic setting is more black and white and less interpretative  
(4) you will have people who never mark the absolute top/bottom boxes 
(6) I think in academia integrity is harped on a lot more and under the microscope to not 
allow students to cheat, etc. 
(6) NA 
(2) I am not sure 
(6) Doing the right thing is emphasized in the formative years (during DPT program) in the 
profession, to move the learner from student toward health-care professional.  
(2) unknown 
(4) Again, I think that both find this a very important area.  Not sure why it wouldn't be 
considered essential from the clinical perspective. 
(3) Maybe academic PTs are more likely to use extremely important as a rating than 
clinicians. I know as a clinician I am hesitant to utilize extremely important as a rating.  
(3) no idea 
(6) the acceptability of tolerance in the clinic vs. academics 
(4) same reasoning as above.  perhaps clinicians see this as important but not essential to 
provide patient care (vs generally being a good employee??) 
(5) Clinician may not realize that this is an issue in PT schools.  
(6) These top two levels are close. The main difference is most likely due to the 
instructions for limited use of "extremely important." This skill should help make a good 
employee and U.S. citizen. 
(7) This is concerning and suggests that somewhere, either in the academic preparation or 
in the subsequent health care environment, clinicians have lost the value of integrity 
(6) context of practice 
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(5) I think the academic world in some ways actually has a broader sense of what is going 
on in the clinical realm of PT practice than some clinicians who are only practicing at one 
site (e.g. as DCE, I work with a number of sites and get a sense of what potential ethical 
temptations/issues may be present in diverse settings; whereas, a clinician is only getting a 
day-to-day knowledge of generally one clinical site and may not appreciate all of the 
potential ethical temptations may be out there...and hence, underestimate the value of 
integrity)    
(3) This is a very real challenge for clinicians.  I am surprised that the clinicians ranked 
this higher than Professionalism, which includes adhering to core values 
(4) differences are negligible. 
(4) Again we are pretty well aligned.  
(5) Academicians harp on the highest level of integrity constantly whereas that constant 
reminder may not be there in the clinic, and I think there is more wiggle room/gray area in 
the clinic than we teach our students there should be, whether that is right or wrong, it is 
likely reality.  
(4) While there are differences both clinicians and academics viewed integrity as highly 
important. There may be a difference in how clinicians see these qualities play out in the 
clinical environment in a subtler manner vs. how these qualities and characteristics are 
emphasized in the academic program curriculum.  
(4) Again I'm not sure, although I am less worried about this one. The results show that we 
all feel this is important; the degree of importance is slightly varied across the groups. 
(6) academicians are too idealistic 
(5) Same reason as prior 
(2) Again, I do not see huge differences between these responses. 
(4) I think it's semantics - in both groups ~ 46% choose either very or extremely important 
what is the operational difference between "very" and "extremely"  
(4) Very and extremely important still speak to importance - I don't feel there is a huge 
difference 
(3) I am not sure what the trend is, could it be a trend that the academic responses were 
generally higher in "importance" 
(2) No opinion 
(6) As with professionalism, the academic institutions push this aspect of our profession. 
Once students graduate and are out on their own it is expected but not really measured or 
discussed. 
(5) these things are second nature for many PTs and therefore they may not think about 
them on a daily basis. 
(2) not sure why-I am surprised that there was such a difference bw the 2 higher levels 
however 
(5) unsure 
(2) See my response to #11.  
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(2) In academia we are teaching and know that this is something that needs to be 
developed.  Some of this might be generational as well, we feel and see this a lot more at 
the academic level where a large percentage of our students are from one generation. 
(4) Academic PTs may not have practiced in many years 
(1) I find these differences to be disheartening.  I worry about the ramification of a 
profession that feels that qualities such as an ethical, moral compass, principled, 
genuineness, honesty, accountability, responsibility, dependability, and committed is 
anything less than extremely important. 

 
Interpersonal skills- Why do you think these differences exist? 
(4) Clinical PTs can work in a variety of settings that have varying degrees of interaction. 
Maybe academic PTs think more about the traditional clinical model. 
(4) Responses are similar among both groups  
(4) I do not know, this is extremely important to me and is very important in establishing 
rapport with patients and this is essential to get cooperation of patients. 
(2) I expected academics to rate this lower than clinicians, not higher 
(4) you will have people who are book-smart but cannot work well with others 
(6) You either have people skills or you don't, you can learn some but you can tell if they 
are natural to a person or not 
(4) unsure 
(3) Some of the clinicians may evaluate only and feel the skill is very important versus 
extremely important 
(2) Clinicians may value their own clinical decision making over interpersonal skills.  
(4) don't see a significant difference 
(5) It seems to be very important to both, but not essential.  This may be because these 
skills can be mentored and developed with experience.  I also think that while being a 
people person helps you to relate and empathize with patients well, there are various levels 
of communication or relatable skills that anyone can possess and still be successful as a 
PT.   
(4) ? 
(6) tolerance for less than excellent in clinicians.  
(5) again, not sure if this is considered a fixed attribute vs. a learnable skill, but the 
weighting might reflect a bias toward tangible attributes instead (where skill and 
knowledge are essential) 
(4) Not sure 
(5) These top two scores are close. This is hard to teach adult but can be improved upon 
with practice. The main difference is most likely due to the instructions for limited use of 
the "extremely important" marker.  This skill area should allow for positive patient and co-
worker relationships. 
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(4) Perhaps clinicians cannot weight everything of equal importance; Overall the 
differences are not as striking as for some of the other variables.  
(3) As noted earlier, I don't think clinicians appreciate affective qualities as much as 
technical skills 
(6) likability could mask competency 
(6) context of practice 
(4) Essentially similar responses. 
(4) Maybe it is the personal definition of "very Important" vs "extremely important". 
(5) Academicians teach all of this matter, and it likely does in most cases, however 
clinicians are seeing what actually happens in the clinic. There likely are effective 
therapists who don't have great interpersonal skills, but are still successful. Or at least their 
peers perceive they do not have great interpersonal skills.  
(4) Again I'm less concerned about these differences, as we seem to agree that this is an 
important element. 
(6) there is not much difference between the two 
(4) Uncertain.  
(2) I still wonder about how sensitive the scale (e.g., difference) of "Very Important" vs. 
"Extremely Important" is 
(4) The differences are not huge. It is still seen as important 
(6) I feel like in general there was an overall agreement 
(2) No opinion 
(6) there are not major differences observed. 
(2) thought this one would be more balanced at higher level.  not sure why. 
communication is essential  
(6) results were very similar 
(2) I feel that in academia we work a lot on these skills and tend to see that students who 
struggle in these areas academically tend to struggle clinically as well.   
(4) Academic PTs may not have practiced in many years 
(5) Other than being respectful, the other attributes do not necessarily lead to quality, 
effective patient care. 

 
Knowledge- Why do you think these differences exist? 
(2) This one baffles me. I would have thought the results would have been reversed. 
(3) Academicians likely believe that this is a skill that is developed with time, practice, 
experience, and mentoring.  Many clinicians incorrectly expect this domain to be taught in 
school.  
(3) I thought academic would have been higher for knowledge. In the workplace we see so 
many diagnoses and situations that we did not learn about in school. We are always 
seeking new knowledge.  
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(1) I'm shocked at the difference between the groups. This is essentially where our skill as 
PTs is demonstrated. This is what sets us apart from other professions, our knowledge and 
critical thinking and decision making as it relates to the movement system.  
(1) Clinicians require problem solving skills to meet goals individualized for patients in 
sometimes challenging conditions. 
(3) I don't think the differences are very significant, it's just seen as slightly more critical to 
the clinicians but very high importance to both sets 
(4) In the clinic, you need to be able to think on your feet.  
(6) see answer 4 
(6) As a clinician there is not the time to learn as you go, you better know it or you won’t 
make it. A lot of on the fly learning has to happen minimal time to research 
(6) The academicians may feel the skills will grow as the clinicians gain experience 
(1) I do not know, very surprising 
(6) Clinicians experience the need for constant problem solving and critical thinking to 
provide safe, effective, and quality care for every patient encounter.  When students do not 
have these skills, it creates a high burden of teaching and supervision. Clinicians may rate 
this higher for these reasons, especially for us that have had students with clinical 
performance issues in this area 
(7) Specialization and advanced practice experience cause clinicians to value clinical 
reasoning more.  
(4) not a significant difference- I think the academics expect that the knowledge will be 
gained over time 
(3) Knowledge is extremely important in both academic and clinical settings.  Perhaps the 
need to specialize and have knowledge readily available for your patients directly in the 
clinic may have something to do with the high emphasis from clinicians? 
(2) Clinicians in practice recognize how absolutely important clinical reasoning skills are 
to provide patients with effective treatment 
(5) school teaches the essentials and 'book smarts' and prepares for clinical reasoning skills 
as much as possible in the classroom setting, in the clinic setting the student gains more 
experience with being able to think on their feet and become 'street smart' on top of the 
book smart 
(6) in the clinic, the knowledge outweighs the affective attributes.  
(6) and this graph seems to confirm my theory... clinicians weight tangible attributes as 
essential to patient care.  
(5) Because clinicians do not see the full picture-they focus on the "content".  
(5) The clinicians continue to grow with Knowledge after graduation. Experienced 
clinicians are better at these skills. Students/new graduates have more a beginning level of 
this description of knowledge. These skills should help provide the clinician with good 
patient outcomes. 
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(1) If anything, I would have expected the academicians to more highly rank 
knowledgeable.   
(6) same as the other responses; I think clinicians focus on technical practice (deciding 
what to do with patients and how) and perhaps don't appreciate the art of caring as much 
(3) Perhaps the academicians interpreted the question as being gauged by test scores 
(6) Ability to teach this  
(4) essentially no difference. Both expect knowledgeable and competent practitioners 
(3) I am surprised that the academic respondents were less "absolute" about this item. 
(2) I'm surprised academicians would be less likely to say clinical reasoning matters.  It is 
at the heart of what we are doing on a regular basis.  Perhaps, again, clinicians are in a 
lived experience and seeing the importance of this whereas the academicians doing this 
survey may not realize the value of this if they haven't practice recently?  
(2) I'm surprised that both academics and clinicians did not agree that this was an essential 
characteristic. I think clinicians may see this as essential if they are CIs and teach entry-
level students or teach in a residency as there is a big emphasis on clinical reasoning and 
development of those skills in the clinical environment. If a student is not able to 
demonstrate sufficient clinical reasoning or foundational knowledge, no amount of 
interpersonal skills or empathy is going to make up that gap.  
(6) The focus in the clinical world is on the differences between those graduates from PT 
programs who demonstrate the other skills, and the knowledge domain is a clearly 
demonstrable area of distinction. 
(6) there is not much difference between the two 
(5) I think that most academics know that clinical reasoning is important but other factors 
influence outcomes a lot 
(2) similar responses 
(6) context dependent - I suspect more of a clinician's time is devoted to this realm so it 
assumes more importance - this is what makes a PT a PT 
(4) There were not marked differences - this is an important aspect 
(5) The role of the academic respondents is to develop this, as a student this can be a 
learned trait 
(5) Clinicians may consider the knowledge and skills of practice to be most essential for 
effectiveness in practice. 
(6) The academic institutions have a lot of soft skills to teach in addition to clinical skills. 
Entry level skills are still basic skills and skill development is the responsibility of the 
clinician 
(5) clinicians think in the cognitive domain first, then think affective 
(2) I believe clinicians place more value on knowledge than the "softer skills" 
(3) Academicians realize that students still have a great deal of knowledge to continue to 
gain as they leave PT school.  They will also continue to develop skills like critical 
thinking and problem solving.  Clinicians need to be able to function independently to be 
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safe and effective with patients.  They see these skills as imperative, academicians see this 
as emerging and developing skills. 
(2) I have no idea - very surprised by this one.  
(6) I am not surprised that clinicians value knowledge more.  From my point of view, 
knowledge can be taught and although essential, it is something that develops over time.  
Someone can be very successful without having all the knowledge. 
(4) Academic PTs may not have practiced in many years 
(1) No idea. 

 
Organized- Why do you think these differences exist? 
(3) Autonomy and responsibility is key in many clinical settings regardless of patient type. 
Though I’m not sure why the clinical responses span such a large range. 
(5) Again, from the day to day perspective of a clinician, time management is crucial. 
Otherwise, we end up performing work at home during non-work hours.  
(2) Not a big difference. More extreme from the clinicians who are maybe feeling more 
pressure to do more with less given our current Healthcare climate.  
(5) The clinician has to primarily work only with their own management skills, academic 
PT with classrooms full of students have different demands on time management. 
(5) I think there is a wider range of responses in clinicians because it affects some settings 
and individuals more than others 
(5) more outliers in the clinic checking the top/bottom boxes.  
(6) see answer 4, there is always one therapist in the department that has a messy desk 
(6) Due to productivity standards the clinician may feel that organization is very important 
for the work day. 
(6) The clinical setting demands a higher level of self-organization than the classroom.  
(6) clinicians are focused on productivity and real-life scenarios 
(5) Time management in the clinical setting is extremely emphasized and important.  I 
would say that being organized actually contributes to work-life balance. 
(5) Clinicians recognize that over time organization is key to time management whereas in 
academia the focus more is on students understanding concepts and developing skills. 
Organization and time management is a skill that continues to develop over time.  
(4) not that big of a difference 
(5) not all PTs need to be organized to be successful.  
(3) it's surprising to see no academics rank this as essential... It's totally essential to be an 
effective student but with the emphasis on productivity, being organized in the clinic is 
likely seen as essential in order to meet workplace demands.  Interesting commentary on 
how external pressures influence our internal values. 
(4) Seems close to me-not much difference 
(4) I don't think these are all that different 



361 
 

(5) The clinicians continue to grow and improve with being "organized" after graduation. 
Experienced clinicians are better at these skills. Students/new graduates have more a 
beginning level of this description of organization, even though they have to be able to 
organize during education. This helps the individual to be a good employee. 
(4) Clinicians may have a more accurate ability to evaluate this need in actual health care 
environments. Note that his may be environment specific and some clinicians may not 
have as great a need for these skills, hence my response below. 
(6) quality over speed 
(6) context of practice 
(4) pretty close, not much different. 
(4) I am really not sure! 
(4) Perhaps practicing clinicians see time management as a component of being effective 
more so than academicians might, just based on the definition of effective? I certainly see 
the value of time management, but think a measure of effective is the treatment itself. 
Others may disagree.  
(4) Academic respondents see a link between student ability to meet deadlines and remain 
organized and their success in clinical experiences; practicing clinicians may not see that 
link between staying organized and still able to deliver excellent patient care  
(5) The areas where issues with organization would show forward would be in the 
academic realm or within the supervisor/supervisee relationship. Within the survey, I'm not 
sure that would be captured on the clinical side as much as on the academic side. 
(6) items reflect the issues affecting clinicians 
(3) I'm not certain. I thought clinicians would find this more important! 
(5) I actually thought there would be more emphasis on productivity on the clinician side 
based on the pressures that exist. 
(4) more clinically relevant 
(NS) The clinicians probably have a better picture of the work time requirements than 
many academicians especially of they are not in clinical practice. 
(6) This shows a demonstration of the difference in role of the PT versus the "student" 
becoming a PT 
(5) Clinicians are dealing with the reality of the time demands of practice. 
(6) with the increased demands on productivity and paperwork this is at the forefront of 
what clinicians think of on a daily basis. 
(6) I believe academics put more value on organization in process of becoming a PT; 
clinicians may not see the challenges with organization in clinical practice the same as a 
faculty member 
(4) very similar 
(4) Academic PTs may not have practiced in many years  
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(4) I think in academia, our students who appear more organized, then to be more 
successful in school.  This might lead us to believe that will lead to clinical success.  Not 
being organized and timely can impact job performance so I am surprised it was not a bit 
higher for the clinician. 
(5) Possibly due to clinicians being able to function well whether they are organized or not.  
Meaning that they are still able to provide quality care with good outcomes regardless of 
their ability to be organized. 

 
Mindful- Why do you think these differences exist? 
(4) I don’t think there is a great discrepancy here. 
(3) This is important, but there are other skills more important to effectively treat.  
(6) Very little difference. I don't have strong opinions on this one.  
(4) I think it is just a difference in ranking almost 90% of responders considered this as 
moderate to extremely important. 
(6) This domain is very important for success in higher education and maybe less critical 
for success in the workforce 
(4) they were roughly the same 
(6) patient care makes you humble 
(4) They are pretty close the value of extremely important was shifted to mod for clinicians 
likely as some may not have the time with their patients to be mindful due to the pace in 
the clinic 
(6) Clinicians may feel other items are of more value for patient care outcome. 
(3) Academicians encounter more instances of student's low self-awareness because they 
interact with a larger volume of students.   
(2) unsure 
(4) While it is good to have these skills ingrained, these skills also develop and improve 
over time, so I believe they are a continuously improving skill. 
(4) ? 
(2) unsure.  
(5) given previous items, this is less surprising to see clinicians emphasize this as important 
but not essential... I see emerging a pattern (as I reflect on my own values as faculty and 
DCE) where student success skills are emphasized because I believe they are essential to 
maximize learning and development into exceptional clinicians and life-long learners 
(5) They may not realize how important this is, or the amount that we use reflection in PT 
school (and that they use in practice) 
(5) It is hard to teach this description of "Mindful" but educational programs try to. This 
variation is part of what makes an average (or sub-average) therapist compared to a great 
therapist.  
(4) I don't think these were all that different 
(5) I believe this is in response to burnout you see in the clinic 
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(6) few differences 
(4) very similar.   
(6) I don't see these as great differences.  
(6) This is a cluster of things that may or may not be related. For example, being humble 
isn't the same as having great observation skills. Individuals may have honed in different 
on different components. Is something in this more or less important to academicians vs. 
clinicians? 
(5) Students are encouraged to engage in self-reflection as academic programs may feel 
that by emphasizing self-reflection they are encouraging characteristics of a lifelong 
learner; clinicians don't have as much time for self-reflection but are doing so in a more 
informal manner.   
(5) The differences are reflective of the types of work done in the academic environment 
on bolstering / increasing students' awareness of this area. By the time they reach the clinic, 
there is little focus on this. Additionally, many students coming to health professions have 
some of these innately, and do not recognize the importance. 
(4) Not sure 
(2) New emphasis in academic programs on this aspect of care 
(5) context dependent - more internalized in clinicians - so not rated as high' as it's assumed 
- also this may have some mixed concepts e.g. meta cognition v humble 
(5) These are more "academic" concepts and I don't think clinicians really think about these 
characteristics as much 
(6) No opinion. 
(5) I think this is why there was a difference in the question above regarding patient 
practitioner relationship. It seems to be a bit about semantics 
(4) unknown 
(6) faculty again seem to rate this as more essential than clinicians-placing more value on 
intrinsic attitudes than clinicians 
(4) Faculty need students to be able to self-reflect and grow.  Without these skills, it is a 
much more difficult journey for the student.  Many times this impacts whether they are 
successful in the program.   
(5) Age/experience of academicians vs. clinicians 
(4) I think that being mindful and reflective are things that are discussed a lot in school so 
that this why the ratings were higher from the academics for it being essential.  But overall 
both groups thought it was important.   

 
Lifelong learner- Why do you think these differences exist? 
(4) The emphasis on Education is pushed more in the academic setting. Clinical PTs often 
have to pay for continue education out of their own pocket and that cost can be exorbitant. 
Clinical PTS may feel that they can be highly effective without constantly evolving their 
techniques. 
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(6) This looks pretty accurate.  
(6) Appear very similar. Good to see that continued learning is valued and marked 
important across the board.  
(4) Are these differences significantly different?  Again the initial instructions on round 
two was to reserve extremely important responses. 
(2) It seems both groups find it important 
(4) they were roughly the same 
(6) see answer 4 
(4) difference of academic vs clinic, academic is all about further learning, clinic  is a 
different learning and for some a break from the strong emphasis of learning academically  
(3) I feel the clinician should value education more with appropriate continuing education  
(6) The academic setting emphasizes this quality to prepare students for clinic.  
(4) not significantly different 
(4) Perhaps the role of an academic PT requires that "lifelong Learner" mindset as you are 
continuously teaching the next generation of therapist and have a great responsibility?  I 
don't think that clinicians devalue this, it appears quite important to them as well. 
(3) Seems again that clinicians rarely select extremely important in general 
(5) promotion of learning 
(6) Academics tend to feel continued education is important.  
(5) not much difference here... referring back to my previous answer, being a lifelong 
learner is an essential habit to establish early in a student's career in order to work 
consistently at the top of their license.  I also think that with all of these attributes you're 
asking about, you have to make a decision to stratify somewhere, and maybe this is one 
that, since it relies on other foundational values and attributes it is not ranked consistently 
as essential... if everything is essential then nothing is?? 
(5) They may not see how this is important in PT school 
(5) these is no real difference in the results of importance. The description given related to 
"extremely important" is the most likely variation here.  Lifelong Learners will be more 
beneficial for patient-care and should also have better patient outcomes (better 
reimbursement), decreased burnout, and help educate others thus making a difference in 
the community. 
(2) Academic PTs may have better access to activities that contribute to lifelong learning. 
(4) I don't think these were all that different 
(6) The difference in responses for essential may be due to lack of financial support in the 
clinic vs ideologically with academics  
(6) few differences 
(5) I see that clinicians and academics both believe this is important.  There is not much 
difference in the levels. 
(4) I wonder whether this difference exists based on the differences of opinion relative to 
what is 'learned' vs. what is innate. 
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(6) Academicians are life-long learners and are more readily going to identify it as 
essential whereas if the study included individuals who don't view themselves as lifelong 
learners or don't think that is what contributes to their excellence in the clinic, it might 
have an impact.  
(5) I'm not sure. I think it's a characteristic academic programs hope to instill or foster in 
their students as a link to being excellent PTs; clinicians may see being a lifelong learner 
as important but not essential to being "Effective"  
(6) there is not much difference between the two 
(4) This seems similar to me 
(2) I do not see huge difference in these ratings which could be explained by different 
interpretations of "very important" and "extremely important" 
(4) doesn't seem to be an important difference 
(6) Academicians focus on this more - I feel in the clinic day to day - this can get lost - and 
the learning opportunities are more based on convenience and requirements as opposed to 
commitment to self-development.  
(4) I do not see a big difference  
(6) I consider these differences to be minimal. Lifelong learning is an emphasis/value of 
academic programs. 
(6) Academic institutions push this more than clinical sites do 
(4) no much of difference 
(2) i essentially see these as comparable to each other 
(5) Life-long learning is what academicians do every day 
(5) Again, I think in school we stress lifelong learning because we cannot teach them 
everything in school.  Therapists who have been practicing for a long time probably have a 
strong sense of their skills and are successful, so they might not see the need for lifelong 
learning.   
(4) Academics value evidenced based practice more 

 
Collaboration/ Collaborative- Why do you think these differences exist? 
(2) I don’t know why there’s a discrepancy here, but I am surprised that the academic 
community does not rate it higher. I would expect that more from the clinical community 
due to the fact that clinical PTS could work in their own practices where the collaboration 
is not as vital. However, your willingness to engage and collaborate does not necessarily 
decrease or increase your effectiveness as a therapist. 
(4) Clinicians are practicing more and more in collaborative environments.  
(6) From the clinician day to day perspective, we all need to work together to ensure the 
best care for each patient.  
(2) I'm surprised at the difference actually with the new or renewed push for IPE within the 
academic world. Clinicians live this every day and it is an essential skill to be an effective 
team player.  
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(4) Both groups overall consider this to be a very important characteristic. 
(4) Differences between academic curriculum and the requirements of various PT settings 
(5) I think, depending on the setting you are in, being a team player looks different and 
there is different values placed on the skill.  
(6) you don't necessarily have to have good collaboration if you own your own clinic or 
have a small department. Although I think it makes your PT life easier  
(5) There is a lot of collaboration in the clinic for the best outcomes for the patient it is not 
disciplinary specific, many times you need to gather more information from other 
disciplines not given in the history 
(6) The clinicians that answered may feel great quality outcomes have personally come out 
of interprofessional collaboration. 
(4) Collaboration happens more often in the clinical setting, compared to the academic 
setting.  
(4) not significantly different 
(3) Perhaps your clinical respondents are not working in as large of interdiciplinary teams 
(private practice, PT only clinics)?  Regardless, both academics and clinical therapists 
appear to find it very important overall. 
(4) ? 
(4) unsure. I don't see significant differences. It appears to be a balance of collaboration 
and autonomy. 
(2) continue to be slightly surprised at where clinicians draw the line between important 
and essential.  Maybe the clinicians in your sample practice outside of interdisciplinary 
setting and so value it but don't see it as essential.  the classroom is inherently collaborative 
and therefore biased as more essential by academics?  But no one overwhelmingly ranked 
it as essential. 
(4) They see importance in their daily lives with being on a team 
(5) Since patient-care is a team approach (patient-clinician; clinician-staff) it is important. 
Again, limitations placed upon use "extremely important" may be partial cause. 
(4) Academicians may not have a full appreciation of the health care environment 
(2) Perhaps the clinician PT can still have a large impact on patient care without needing 
other members of the team. 
(4) I didn't think these were all that different, although the clinicians may place a slightly 
greater importance on teamwork as they are "in the trenches" so to speak in the real world 
on a daily basis to really appreciate the value of this perhaps more than academicians can 
(6) Clinicians require effective collaboration, especially with nursing and support staff, to 
be productive and timely 
(6) skills that can be taught 
(4) not much different 
(6) The level of daily collaboration required could vary widely depending on setting.  
(2) Collaboration may not be viewed as essential in all environments.  
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(5) IPE is emphasized in PT education but I think it's in clinical practice that it really 
becomes clear how important it is to be able to work with other disciplines and 
communicate and interact effectively, particularly in a way that will maintain excellent 
patient-centered care.  
(5) Perhaps this represents the gulf between current practice in some settings, and the 
practice of the future within all settings postulated by recent regulatory and theoretical 
conversations. 
(6) academicians are too idealistic 
(4) I would think the clinicians understand this more than academics! 
(2) More emphasis on teamwork and collaboration in academic setting 
(5) collaboration in the clinic is an ongoing expectation for positive patient/client outcomes  
(4) I am surprised at the range of responses from academicians and would have expected 
them to be more like the clinicians. Maybe they see this as something that can be learned 
and developed throughout PT school 
(4) Again I feel like I am seeing a general trend where the clinician reserved Extremely 
Important for very rare cases 
(5) No opinion 
(7) Clinicians are participating in interprofessional care/collaboration on a regular basis 
(NS) I am surprised the academician is so low.  The clinicians deal with collaboration on a 
daily basis 
(2) I am surprised that faculty rated this lower than clinicians (collectively).  not sure why 
(5) clinicians deal with the need for collaboration every day 
(2) I am surprised at the difference here.  There is such a big push for IPE and 
communication with the team.   
(5) Academics may not have practiced in many years 
(5) possibly as once a PT is in the clinic they become more aware of the importance of 
communication and cooperation between healthcare professionals. 

 
Patient-centered care- Why do you think these differences exist? 
(4) This is another case where I don’t think there is a great discrepancy between the two 
groups. Both groups find it to be important. 
(3) I think from the clinician perspective we would love to give each patient fully patient 
centered care, but with keeping up with productivity and demand, this is not possible 100% 
of the time.  
(6) Not a significant difference in my opinion  
(2) I expected clinicians to find this to be more important, but one possible explanation 
may be that holistic thinking is a relatively new approach or holistic may have different 
meanings to the different groups. 
(6) Clinicians may feel this is more an academic idea than a practical one or that it doesn't 
significantly affect their setting 
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(4) In the clinic, while you want to treat the whole person, you will only be re-imbursed for 
the diagnosis.  
(6) see answer 4 
(4) might be insurance related in that you treat only what the physician/prescription says as 
that is all the insurance may cover 
(6) The difference are not as great to comment on. 
(4) These are similar  
(6) similar to question 1- ideal versus real practice and outcomes in practice 
(6) idealistic viewpoint in academicians.  
(1) another attribute i'm surprised is slightly less valued than others.  I would have 
expected clinicians to rank this as the most essential aspect. 
(5) Academician see change from systems approach to more holistic, but clinician may not 
value this at this time.  
(5) Difference is due to description for limitations regarding use of "extremely important" 
(4) I don't think these are that different 
(3) The clinic is typically fast paced, and time may not be available to develop these 
markers 
(6) few differences 
(4) very similar 
(4) We seem to agree on this one.  
(3) I would have thought clinicians would have thought this was more important, but 
again, perhaps that is because I teach the importance of this in an academic setting vs. the 
reality of what is actually happening in the clinical environment.  
(4) I'm not sure- there doesn't seem to be a huge difference as both marked "very 
important" and ""extremely important" as very high. Academic programs may view 
"patient centered care" as a foundation for everything they teach so the ability to 
demonstrate this characteristic may be considered more essential from the academic 
perspective.  
(5) Again perhaps these theories represent the difference between the theory & the practice 
of care. Again, I'm interested in learning more about the practice/setting of the clinicians 
responding to this survey, and how that influences their scores. 
(5) Academics again know the literature (most likely) 
(2) I think it is due to scale 
(4) I don't see this as an important difference 
(4) There is very little difference 
(4) No opinion 
(3) I'm not sure. I'm a little surprised that this difference exists 
(4) again I am surprised this is lower in the clinicians, may because this is second nature to 
them 
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(6) no idea 
(4) very similar 
(5)  of patient in achieving desired outcomes tends to grow with experience and expertise 
(which often, but don't necessarily align). Academic PTs tend to have more experience 
than in-the-clinic PTs. 
(4) I do not see the responses being that different overall.   
(4) Academic PTs may not have practiced in many years 

 
Self-improvement- Why do you think these differences exist? 
 (6) Academic PT’s are teaching. If a student is not willing to improve and grow, there is 
no point to teaching them.  
 (6) Academicians typically are in an environment where they themselves are working to 
better themselves, working toward advanced degrees, and coaching their students toward 
bettering themselves.  
 (6) Therapists need to be self-motivated and strive for excellence for each patient and 
within themselves.  
 (6) They probably see that their students are highly motivated and obviously there is a 
correlation between self-motivation and success in academics.  
(5) These terms are more often used in terms of patient care not self-care in the clinic.  
Academic PTs have different expectations. 
(2) I expected higher importance ratings 
(6) In academia, you are always striving to do better/improve. 
(6) everyone has different motivations 
(6) Realize the value of continued education, professional membership, etc. 
(2) PT Academics may be unaware of which students are striving for excellence.  
(6) academics are motivated by learning and improvement 
(5) Unsure.  Perhaps because self-improvement can be taught and develops further over 
time. 
(6) I think they realize that motivation and commitment to excellence can have a large 
impact on whether or not a PT is effective 
(6) One must be self-driven. No one is forcing a professional to be excellent.  
(3) maybe survey fatigue at this point?  maybe competes with other attributes ranked in 
questions above? 
(3) I would think we want very motivated students 
(5) Students can complete educational programs with limited motivation for "self-
improvement" but their patients will gain limited benefit. 
(5) The juggle for work/life balance is real.  If self-improvement is essential in your work, 
it takes away from something else.  This would all depend on an individuals' circumstances 
when they answer the question 
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(6) Academic mindset 
(6) people define important differently.  very and extremely are almost identical. 
(6) We hope that the reflective practitioner will be improving throughout their career. This 
may not be the case for all clinicians.  
(6) Academicians constantly talk about the value of evidence based practice and the need 
to continually update your skills as new knowledge is created. Clinicians may or may not 
actually do this.  
(6) As academics, we are striving to lay a foundation for our students to build upon to be 
excellent PTs but to do so, the students must be able to recognize and reflect on the need 
for change. We see the ability to reflect (and therefore strive for self-improvement) linked 
to excellent patient care and effective clinical practice.  
(6) In the age of adult learning theory, and lifelong learning needs, this is becoming of vital 
importance. 
(5) It's self-driven and this isn't as important to the patient 
(3) Maybe most PT students/applicants are already self-motivated. 
(6) Learning comes from within. People that teach know that 
(5) I feel like this is a student attribute that is looked for 
(5) I expected fewer moderate responses. 
(5) This is the tenet of graduate education  
(7) this is a skill that is developed over time as a true clinician 
(6) Need to see motivation from students to be successful 
(6) Academics are focused on learning, and we expect our students to be lifelong learners.  
(6) Academics probably feel this is linked with student academic success. 
(4) unsure 

 
Advocacy- Why do you think these differences exist? 
(6) Being able to advocate for yourself and for your patients is very important to their 
overall course of care, but does not necessarily impact your ability to be an effective PT.  
(6) Service is typically a part of the academics job description.  Typically not a part of 
many clinicians job.  
(5) There is probably a strong proponent of the curriculum in school aligned with service 
and advocacy.  
(7) Educational institutions emphasize service to the community they have coursed 
dedicated to this topic so I would hope they find it very important. 
(6) Most people feel that aspect is required to succeed and remain in the career of PT 
(4) in academia, you have more opportunity to be services based 
(6) NA 
(6) that is what is taught and should be in the profession 
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(6) On the government level, they realize the importance of advocacy to change our 
profession in a positive way and at times inform the clinicians about changes that are to 
occur. 
(6) Students who value advocacy and service will likely stay in the profession and 
influence more people. 
(6) unsure 
(5) Advocacy is emphasized strongly across both academic and clinical settings.  Would 
like to see the comparison with clinicians. 
(6) PT is a career that is service oriented so that needs to be a characteristic that is 
displayed by PTs 
(6) these are necessary attributes for a PT.  
(6) of all the attributes, taking care of patients well (how i've operationally defined 
"effective PT") is not directly impacted by willingness or ability to advocate. Perhaps this 
is seen as large-scale advocacy for the profession rather than individual level advocacy for 
patients' needs? 
(4) this is more of what we teach in the program 
(5) Students can get through PT education programs without Advocating for patients and 
others, however will not help patients as much as someone with these qualities. 
(6) I think that academics tend to have a greater awareness of the entire professional 
picture across various practice settings compared to some clinicians who are likely aware 
of their own practice setting's issues but perhaps not aware of some of the larger 
professional issues that might not impact them on a daily basis  
(6) For the same reasons as noted above.  As an academic, we need to teach core 
curriculum.  Service and research are very important; however, to rank importance, passing 
the exam with knowledge and understanding is most important.  This is why I think 
essential is "low" 
(6) Academics generally more engaged in advocacy  
(6) see above in number 47 
(6) We feel the strong need for advocacy as we watch the changing healthcare landscape.  
(6) Academicians are likely more oriented towards thinking about advocacy, as a whole, 
compared to clinicians where some clinicians are advocates, others perhaps less so.  
(6) There is an increased awareness of the importance of being advocates for our 
profession and our patients so as to make changes to healthcare and our role within the 
healthcare system. To encourage novice clinicians/students to be advocates is to lay the 
groundwork for this next generation of clinicians to be change-agents.  
(4) Not sure 
(6) This skill can be cultivated during PT school and would not be expected in an incoming 
student 
(6) academicians are mentoring students who are learning that their apt practice does not 
exist in a silo 
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(6) Service is part of most missions in PT academics 
(6) This construct could be considered a construct that relates to the profession rather than 
to effectiveness in patient care, resulting in less importance than that of other constructs. 
(6) We push this as part of professionalism and APTA core values  
(6) not sure 
(6) This is a serving profession 
(6) Advocacy is part of the curriculum and CAPTE standards. Faculty are frequently 
engaged in advocacy and have a broad view of what "advocacy" means.  
(6) This is something we stress in school and hope it is something continued when they are 
professionals.   

 
Confident/ Assertive- Why do you think these differences exist? 
(2) I don’t know why the response is as it is. I feel part of the marker of an effective PT is 
being able to have the patient on board with the treatment plan. For that, you need to 
project a certain amount of confidence in yourself as well as your techniques.  
(3) I would have thought that academicians would have also responded that confidence and 
assertiveness was important.  
(6) It is important for the clinician to demonstrate confidence and authority with the patient 
so that there is a trust relationship developed with their patients.  
(2) Being confident and assertive in the care of your patient is extremely important, in the 
area where it falls to the clinician to "go to bat" for their patient against payor sources or 
physicians is imperative.  I cannot image why it was answered this way 
(2) I expected them to rank higher importance but maybe because it does not affect 
academic performance as much 
(5) everyone has differing opinions 
(6) That is how it is in the clinic especially with direct access 
(6) Some PTs may be viewed as to confident and it may be a disadvantage to their patients 
or colleagues.  
(6) Overconfidence in the clinic can be problematic.  
(6) need a variety of "personalities"- not all clinicians need to be assertive 
(6) There may be a fear that confidence can quickly cross over into overconfidence.  
(6) Patients need to see confidence in a PT if they are to trust that their PT is providing 
them appropriate care 
(6) Assertiveness does not make a quality PT.  
(3) In my DCE experience, this is a key trait that can limit or delay progress in the clinic.  I 
suppose it's less essential because patients respond to different personalities and this may 
be erroneously interpreted negatively (as aggressive maybe??)  
(4) I do not think being assertive necessarily makes a good PT 
(5) Practice environment  
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(5) Sometimes students are accurate and know the "answers" but lack confidence. These 
individuals will most likely gain confidence with patients. Students who appear to be 
confident but are unsafe and do not know their limitations are more dangerous than a 
student who lacks confidence. Patients do need a clinician to be confident but also need to 
be protected for those with lack of knowledge. 
(4) My sense is that this is not part of the typical PT persona. To be effective members of 
the health care team, we need to develop this attribute.  
(3) I actually thought they would have rated this much higher.  I am not sure I can guess 
why they think it is less important than I thought.  
(6) Assertive and confident may be different.  I've met PTs who are reserved, but I don't 
think they lack confidence.  Assertive and confidence doesn't always equate to competence 
(2) I don't know.  I think this is important and don't believe neutral is an appropriate 
answer. 
(5) Confidence is essential in the patient and colleague relationship. 
(2) I don't know why clinicians would not think confidence is important. I would think 
confidence is a large part of gaining patient trust.  
(6) You don't need to be assertive to be an effective PT. This may go back to what the 
definition of "effective PT" is and how the respondent is viewing it.  
(4) This profession has many individuals who are extroverted, but there is growing respect 
for the introverted professionals within the profession. 
(4) Not sure 
(6) They may expect confidence to build as students gain knowledge, competence and 
experience 
(5) not as important as other characteristics 
(5) I think they look for this to be "gauged" not over confident or overly assertive 
(3) I am surprised by this - especially the point of assertive 
(6) No opinion 
(5) This is an important aspect to get patients' buy in to our treatment program for 
enhanced outcomes  
(6) there are many students who develop their confidence as a new graduate in the first 
year of practice. 
(6) this behavior can be developed 
(4) Students work on this skill throughout their time in the program 
(6) "Assertiveness" is related to introversion/extroversion, and there is a broad range of 
this attribute in our profession.  
(3) Not sure 

 
Tech-savvy- Why do you think these differences exist? 
(6) Not all clinical settings have moved to the EPR. Being text savvy does not necessarily 
indicate your effectiveness as a PT.  
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(2) With the exception of EMR, technology does not have to be a part of a therapist plan of 
care or daily interactions.  
(3) With EHR there is so much technology that is needed, and even faxing through a 
computer system instead of a fax machine. When I was in PT school 10+ years ago we did 
not learn much computer tech, but I think it is necessary now.  
(6) Healthcare is moving to electronic documentation and communication. I don't think 
this is typically a problem with the students going into PT school.  
(6) Most clinical setting use computers for documentation. 
(6) It is helpful but not utterly necessary 
(5) technology is playing a bigger role in the practice of therapy 
(6) EMR is the way of the present and future 
(6) Lots of technology for treatment and documentation, if you don’t keep up you are left 
behind 
(6) Academicians have seen the changes in our profession with technology advances and 
value the need to know. 
(6) It is helpful to be tech savvy in the clinic, but not essential.  
(6) technology is important at all levels of practice 
(3) Would like to see how this compares to ages/generational responses.  While tech-savvy 
skills are important in job flexibility, tried and true methods of the PT scope of practice 
remain steady and don't always require tech skills. 
(6) Technology will continue to improve and be a part of all PT practice 
(5) Technology is important, but not as highly valued as other qualities.  
(6) I think this is important to function in the workplace to a degree, but generally doesn't 
impact the quality of care a PT provides... and direct patient care may be the frame of 
reference for "effective PT" for some 
(4) We are not a high-tech profession, but some knowledge or at least no fear is good 
(5) Skills can be taught and are important for safety, patient outcomes but there are 
multiple ways to help patients, thus skills vary. 
(4) The need for tech has not yet caught up with the PT profession, but it is coming.  
(6) PT isn't a "techy" occupation.  You don't need to be "tech-savvy" to be a great PT; 
many seasoned PTs aren't.   
(5) Required for school and for practice 
(6) being tech savvy is important in today's world. 
(6) Technology continues to grow in importance in PT.  
(6) Being tech savvy doesn't necessarily make you an effective therapist, but certainly 
helps with efficiency, which can have an indirect effect.  
(5) More and more clinical practices are moving towards online EMR systems, as well as 
incorporating the use of apps and technology into patient care and intervention strategies. 
As practice evolves, so must the clinicians in order to be effective.  
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(4) There is a constant influx of tech upgrades throughout the community, hitting health 
care with fast upgrades and need to adapt in an already dynamic environment. 
Academicians have the luxury of a bit more time to learn the tech; clinicians are time 
crunched. 
(6) This is a skill that most PT students already have. 
(5) variations in existing tech skills might impact interpretation of importance 
(3) I think it depends on the demands of technology in their facilities which can vary a lot. 
(3) I am also surprised by this - unless the tech of electronic charting is what is meant by 
this 
(2) Technology use is a reality of documentation and a growing aspect of examination and 
intervention. 
(4) not sure  
(6) Most students are tech savvy to begin with and it is second nature to them. 
(2) surprised. not sure why 
(6) The integration of technology is never-ending at this point.  We must continue to grow 
and change with those changes. 
(4) Use of EMR and other patient data systems.  
(2) Not sure. I guess because such a large percentage of our students appear to be tech 
savvy.   

 
Considering what you have done for the last 2 rounds/ iterations of this Delphi 
investigation, are there any other characteristics that you would identify as markers 
of an effective physical therapist? 
No 
no 
No, I think the survey did a good job of capturing the important markers.  
N/a 
No the basics were adequately covered. 
No 
n/a 
no 
no 
The items included have been sufficient 
n/a 
No 
No 
patient centered, team player, responsible, creative, knowledgeable 
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I can't recall if you've mentioned this, but I find that effective PTs are actually very good 
teachers.  They share knowledge, empower their patients and team members, they 
collaborate and plan well, and they also are driven to teach others about their craft.   
No 
creative 
? 
none.  
no 
not that I can think of 
no 
no 
No 
no 
Effective PTs need to treat the whole person, have compassion, treat ethically, continue to 
strive for knowledge and be lifelong learners 
Aware of practice regulations 
no 
No 
No additional markers, although I did find some if the combinations of markers to be 
interesting. For example, observational skills and humility together seemed odd. Perhaps 
dividing some of these items up? 
No 
no 
no 
I think this covers a lot of what we identified in the Delphi earlier 
Not that I can think of. 
nothing else 
No 
No 
No 
communication 
not beyond what has been identified 
All of the characteristics discussed thus far and important markers for effective PTs.  These 
are the skills and characteristics we look for in our program during the interview process. 
No 
no 
No 
no 



377 
 

Ability to admit to yourself, other team members, and patients when you have made a 
mistake or do not know something. 
ABD 
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APPENDIX L-2 

Round #3 Qualitative Responses- Last 9 Markers 
Key: The differences observed between the PT Academics and PT Clinicians were 

expected. (1) = Strongly disagree; (2) = Disagree; (3) = Somewhat disagree; (4) = Neither 
agree or disagree; (5) = Somewhat agree; (6) = Agree; (7) = Strongly agree; (NS) = No 

score 
 
Educator- Why do you think these differences exist? 
(4) Academic PT’s might place a different emphasis on teaching and learning, whereas 
clinical PTS can operate in a setting where they are not responsible for that domain. That 
doesn’t make them effective P Academic PTs might place a different emphasis on teaching 
and learning, whereas clinical PT is can operate in a setting where they are not responsible 
for that domain. That doesn’t make them an ineffective PT. 
(6) Academics value this attribute more 
(6) less importance is placed on educating/motivating students in the clinic 
(5) educator in a university is different in the clinic it is important but not vital as you are 
passing on the basics 
(6) The clinicians may not value their colleagues or academicians as mentors as they 
should 
(2) Clinicians are considering the PT role as educator in many contexts: patient care, staff, 
colleagues, students 
(4) These seem somewhat similar- overall, very important is emphasized between the two. 
(6) they are similar. 
(5) slightly higher value from explicit educators vs. implicit educators (clinicians)... still 
seen as overall very important to provide effective care 
(4) What we teach in PT school 
(3) It is interesting to me that they do. I would think clinicians would be more likely to see 
that education is a large part of what they do.  Perhaps some clinicians don't think they are 
specifically educating or think what they do is part of other skills, rather than a stand-alone 
skill?  
(4) Clinicians may feel that their role in effective patient care is not just about their 
knowledge and skill but also their ability to motivate their patients, and to mentor their 
fellow clinicians in providing good care.  
(3) I'm frankly surprised that the clinicians rated this as not important at all (even a small 
number). This is interesting, as I would have imagined that the profession recognized this 
as an important skillset.  
(2) minimal differences noted 
(4) Clinicians are more in touch with what it takes to have success in the clinic. 
(5) Patient education is an essential component of patient care  
(5) Academics would obviously place more emphasis on education.  
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(4) I think the rating to not look that different when you add it all up. 
(5) unsure 

 
Leadership- Why do you think these differences exist? 
(4) Clinical PTs can work in a variety of environments where leadership in the traditional 
sense may not be as important. 
(2) I expected academics to rate higher 
(5) less emphasis is placed on being a servant in the clinic compared to academia 
(4) important in school, lead as a team in the clinic 
(6) Some may value leaders as mangers or in an administrative role. 
(6) Leadership is needed in the clinical setting and happens in the context of the PT's 
existing role. In the academic setting, leadership is often defined by position or specific 
role.  
(6) they are similar. 
(5) very interesting! I wonder if it has to do with how leadership is understood by each 
group.  Do clinicians see leadership more broadly and therefore see it as key to good 
patientt care?   
(4) Only if going into a leadership position is it really important 
(4) Perhaps the PTs environment / role shaped their responses.  
(4) I think the definition of 'leader' has evolved and/or people's understanding of leadership 
has evolved. It may be that clinicians do not see staff PTs as 'leaders' as much as I might 
see all PTs as leaders in different ways.  It may also not be seen as tied to effectiveness 
with individual patient interactions.  
(4) Many academic programs view leadership as essential so that the next generation of 
clinicians are change-agents within the profession, their organization and their community.  
(4) I think there is an innate variation in how we define leadership, and how we expect 
leadership to be displayed. This would inherently influence the ratings. 
(2) minimal differences noted 
(4) They are not that different 
(4) I am not seeing a big difference here 
(6) Most PT schools use leadership as a criteria for admission as it is perceived to be an 
indicator of future success 
(6) We value leaders in the classroom and in our profession (and we need more of them!) 
(4) unsure 

 
Grit- Why do you think these differences exist? 
(4) I don’t know. 
(3) The responses are similar 
(4) grit is looked at differently in the different settings 
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(3) not sure 
(6) Difference are very similar 
(4) this difference appears small to me 
(3) Would expect this to be higher importance for both roles.  Resilience and work ethic 
seem to be highly emphasized in both settings and can assist with being a successful, 
seasoned therapist.   
(6) Academicians see the struggles of school, where grit is needed. 
(5) the concept of grit is probably ill-defined for some.  I haven't see this idea discussed in 
PT circles as much as other attributes, but certainly (as DCE) understand and believe it is 
key when the rubber meets the road.  I've seen students ready to give up and I guess if they 
make it all the way they've either sublimated being gritty as an inborn trait, or don't 
recognize whether/when it's present.   
(4) there is literature about this that educators are probably familiar with and clinicians are 
not 
(4) We are talking more about grit in relation to admissions in recent years in academia, 
unsure that clinicians are thinking about grit the same way? 
(5) I think academic programs see grit as essential to the success of the PT student, but 
clinicians don't see that they need to have grit to be an effective PT. You certainly need grit 
to get through PT school! 
(6) I think grit has been a much talked-about skill, and influenced many. However, I'm not 
convinced that many people truly understand the full display of or need for grit within the 
profession. 
(2) more attention to resilience in PT Programs now 
(4) They are not that different 
(5) Academics are considering the rigor of PT programs and the needs of the student, I am 
not sure the same grit is needed after graduation 
(6) Again, academic institutions use grit as an admission criterion with the perception that 
increased grit indicates increased success 
(5) This term "Grit" is likely more familiar to academics.  
(4) I do not think the ratings look that different.   

 
Evidence-based practice- Why do you think these differences exist? 
(2) There is very little difference between the two groups, however I am surprised so many 
clinical PTs rated of little importance. 
(4) Responses are comparable 
(5) more emphasis is placed on EBM in the classroom setting  
(4) glad they are the same 
(6) Difference are not as significant 
(6) Clinicians integrate their previous experience into their clinical decision-making 
(4) This response appears most similar of them all. 
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(7) no differences. 
(3) well. surprised at the consistency between (lack of differences) ... I’d thought more 
academics would rank it higher than clinicians due to being in the thick of it in their 
programs.  Maybe we don't understand that EBP includes patient perspective and clinician 
experience and expect this is asking about using research to guide care, in which case 
there's less emphasis 
(4) Both think it is equally important 
(4) I am surprised that neither group ranks this as extremely important 
(4) There really isn't a huge difference here.  Perhaps that small group of clinicians in the 0 
category aren't themselves evidence based or think anecdotal evidence is more important 
than scholarly evidence?  
(4) I don't see many differences here. It looks like both respondent groups feel that 
evidence-based practice is an important characteristic.   
(4) I think this is pretty balanced, and represents this as an area of import to all in the 
profession. 
(2) minimal differences noted 
(4) They are not that different 
(5) I find these very similar 
(7) There are no differences  
(6) Not much of a difference other than the 2 clinicians who rated it as a 0 
(4) Ratings look similar.  EBP can be taught. 
(2) Possibly as some clinicians do not feel they need to use evidence based practice? 

 
Self-care- Why do you think these differences exist? 
(2) I am surprised to see that clinical PTs don’t regard this as important as academic PTs, 
however maybe it is due to the fact that many clinical PTs work multiple jobs to make ends 
meet, so self-care is secondary. 
(2) I expected clinicians to rate as more important 
(4) neutral 
(4) glad those are the same too 
(6) Difference are not very significant 
(6) Clinicians have some level of success, even if work-life balance is off 
(4) These seem to be fairly similar, as well.  
(6) minimal differences.  
(6) remarkable consistency here, too. I'm not surprised except to say that seeing students 
struggle with this and see it impact them academically causes me to apply greater value, 
but I'd expect, when compared to other attributes, that it's got to fall back to the important 
tier vs. essential... it doesn't directly affect pt care, necessarily 
(4) Educators and CI are probably both seeing the issues here with students 
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(4) Perhaps some clinicians did not see personal care as directly related to practice? 
(6) Again, no major differences jump out at me.  
(4) I see this as representing a shift to considering a former 'soft skill' as inherently 
important (with variation on how important). I look at this as a win for the profession. 
(2) minimal difference noted 
(4) Differences were not that great. It is clearly needed in the field. 
(7) Work life balance and self-care are common discussions today in society  
(4) They seemed similar to me.  
(2) Ratings look similar. 

 
Innovative- Why do you think these differences exist? 
(6) A clinical PT has to think on their feet and constantly assess the effectiveness of their 
interventions. In some cases, concepts and/or techniques may need to be integrated 
differently to achieve the desired effect. 
(4) No real difference  
(4) Results similar 
(4) they are relatively similar 
(6) The clinicians may observe better patient outcomes with the creativity performed with 
patients. 
(6) Clinicians know that sometimes decisions have to be made without available evidence 
to stand upon/ without knowing what the outcome will be. Sometimes clinicians take 
chances with their patients because PT is the last resort/last stop and both PT and the 
patient are willing to try something creative where the outcome is uncertain. 
(4) appears somewhat similar.  Risk taking is important in the right setting, but evidenced 
based practice inherently reduces risky decisions. 
(6) clinicians tend to think outside of the box more.  
(3) I believe the concept of risk-taking is essential for students, but not so impactful with 
patient care, so surprised any clinicians rank it as essential when no academics did... likely 
there is a disconnect b/w the two where clinicians have a more immediate experience with 
its value in patient care 
(4) about the same 
(4) I don't see too many differences, although the clinicians rated it slightly higher in the 
"very important" range which to me indicates that it is important to be able to think outside 
the box to be an effective PT.  
(6) Risk taking is a skill that would be more revered in the clinical environment than 
within the academic.  
(2) Academics may see this as a skill that can be developed upon entering PT school  
(4) Not too different - I am not sure what in the clinicians environment they feel constitutes 
taking a risk 
(6) There are minimal differences  
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(4) unsure 
 
Communication- Why do you think these differences exist? 
(4) I don’t see a difference in the two groups. 
(4) No significant difference  
(2) I expected higher importance from both 
(4) they are roughly the same 
(6) No significant differences 
(6) Communication is the lifeline for both parties and sets the stage for development of 
clinical reasoning skills.  
(6) Appears similar. 
(6) No difference. 
(3) no surprises here at all.  I’m also glad we all agree on the necessity of strong 
communication skills.  I wish more clinicians believed this is a skill rather than a fixed 
attribute 
(4) We agree 
(4) The general trend is the same for both so not sure there is really a difference here.  
(4) Both respondent groups recognize that effective communication is essential to proving 
patient-centered care.  
(4) I think this is dead on - recognition that communication is a key component to our 
professional role. 
(2) minimal to no difference between these findings 
(6) There were not strong differences - and this trait has played out as clearly essential 
(7) No differences but this is an extremely important trait for an effective PT  
(4) Very similar 
(2) These do not look that different to me. 
(4) very little difference 

 
Adaptive/ adaptability- Why do you think these differences exist? 
(5) This goes along with the creativity domain. 
(4) No significant difference  
(4) Results similar 
(4) roughly the same 
(6) Non-significant differences 
(4) Both academic PTs and Clinical PTs understand that flexibility/ adaptability is needed 
in our profession. 
(5) These seem fairly similar between roles. 
(6) more variability in clinical environment.  
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(2) so, to be clear, I’m not surprised at the rankings but struck at the consistency b/w 
groups.  this is a key skill to develop as a student as we all know we must be comfortable 
with ambiguity and prepared when our plans inevitably have to change to meet individual 
patient needs.  
(4)  pretty much agree 
(4) Resiliency and flexibility plays out as a learner and impacts success in a PT program- 
particularly in clinical education- and ability to adapt and flex with the changes in 
healthcare practice is certainly important as a clinician.  
(4) The environmental differences between the 2 areas of practice. This is a skill that 
would be more honed in the clinical environment than in academics. 
(2) minimal difference between these responses 
(4) There is not much difference at all 
(5) I am not seeing enough to feel these are different 
(4) Academics and clinicians were similar.  
(4) These look similar. 
(4) Academics may not have practiced in many years 

 
Effective psychomotor skills- Why do you think these differences exist? 
(4) I don’t see a difference. We seem to agree on this domain. 
(4) Very little difference  
(4) Results similar 
(4) roughly the same 
(6) Non-significant differences 
(6) Psychomotor skills with patients only happens in the clinical setting.   
(6) data appears similar.  These are skills that are developed with practice and can be 
learned. 
(7) no differences. 
(4) very similar, so perhaps my theory that skill/knowledge as a changeable trait needs to 
be rethought... maybe it's v. important but not essential because we are always learning 
new skills? 
(4) We agree 
(4) Again, the trend is the same, therefore not sure the difference is really there from a 
relevance perspective.  
(4) Both recognize our role as movement specialists and our knowledge in that arena is at 
the foundation for providing effective patient care.  
(4) Again I think this represents great agreement across both settings.  
(7) minimal differences between these responses 
(4) Not much difference 
(6) Slightly more emphasis on manual skills for clinician 
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(4) Groups were similar. 
(4) Look the same.   
(4) not significant 
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APPENDIX M 

Round #3 Qualitative Responses 
“Considering what you have done for the last 2 rounds/ iterations of this Delphi 

investigation, are there any other characteristics that you would identify as markers of 
an effective physical therapist?” 

 
No 
no 
No, I think the survey did a good job of capturing the important markers.  
N/a 
No the basics were adequately covered. 
No 
n/a 
no 
no 
The items included have been sufficient 
n/a 
No 
No 
patient centered, team player, responsible, creative, knowledgeable 
I can't recall if you've mentioned this, but I find that effective PTs are actually very good 
teachers.  They share knowledge, empower their patients and team members, they 
collaborate and plan well, and they also are driven to teach others about their craft.   
No 
creative 
? 
none.  
no 
not that I can think of 
no 
no 
No 
no 
Effective PTs need to treat the whole person, have compassion, treat ethically, continue to 
strive for knowledge and be lifelong learners 
Aware of practice regulations 
no 
No 
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No additional markers, although I did find some if the combinations of markers to be 
interesting. For example, observational skills and humility together seemed odd. Perhaps 
dividing some of these items up? 
No 
no 
no 
I think this covers a lot of what we identified in the Delphi earlier 
Not that I can think of. 
nothing else 
No 
No 
No 
communication 
not beyond what has been identified 
All of the characteristics discussed thus far and important markers for effective PTs.  These 
are the skills and characteristics we look for in our program during the interview process. 
No 
no 
No 
no 
Ability to admit to yourself, other team members, and patients when you have made a 
mistake or do not know something. 
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APPENDIX N 

Round #3 Survey- Final Nine Markers 

Report Out Data 

 

“Educator” 

Table 65    
 
“Educator” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 9 

Total 
n= 23 

Disagree 7.1% 11.1% 8.7% 

Somewhat Disagree 14.3% 0.0% 8.7% 

Neither agree nor disagree 42.9% 33.3% 39.1% 

Somewhat agree 28.6% 22.2% 26.1% 

Agree 7.1% 33.3% 17.4% 

 

Chi-Square analyses indicates that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 3.757, p = .440.  A graphical 

image of the responses to this item is presented in Figure 67. 
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Figure 67. “Educator” Expected Differences 

Table 66 and Figure 68 present the results in the ranking of the level of 

importance for “Educator”. 

 
Table 66 
 

   

Final “Educator” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 9 
Total 
n= 23 

Slight importance 14.3% 0.0% 8.7% 

Neutral 7.1% 0.0% 4.3% 

Moderately important 21.4% 33.3% 26.1% 

Very important 42.9% 66.7% 52.5% 

Extremely important 14.3% 0.0% 8.7% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 4.107, p = .392.  A graphical 

image of the responses to this item is presented in Figure 68. 

 

Figure 68. Final “Educator” Ranking 

 

 “Leadership” 

Table 67    
 
“Leadership” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 9 

Total 
n= 23 

Disagree 7.1% 11. 1% 8.7% 

Neither agree nor disagree 57.1% 44.4% 52.2% 

Somewhat agree 14.3% 22.2% 17.4% 

Agree 21.4% 22.2% 21.7% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = .469, p = .926.  A graphical 

image of the responses to this item is presented in Figure 69. 

 

Figure 69. “Leadership” Expected Differences 

 

Table 68 and Figure 70 display the results in the ranking of the level of 

importance for “Leadership”. 
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Table 68 
 
Final “Leadership” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 9 
Total 
n= 23 

Slight importance 14.3% 0.0% 8.7% 

Neutral 14.3% 11.1% 13.0% 

Moderately important 50.0% 77.8% 60.9% 

Very important 21.4% 11.1% 17.4% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 2.358, p = .502.  A graphical 

image of the responses to this item is presented in Figure 70. 

 

Figure 70. Final “Leadership” Ranking 
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“Grit”  

Table 69 
    

“Grit” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 9 

Total 
n= 23 

Disagree 7.1% 0.0% 4.3% 

Somewhat disagree 0.0% 33.3% 13.0% 

Neither agree nor disagree 42.6% 44.4% 43.5% 

Somewhat agree 28.6% 11.1% 21.7% 

Agree 21.4% 11.1% 17.4% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 6.416, p = .170.  A graphical 

image of the responses to this item is presented in Figure 71. 

 

Figure 71. “Grit” Expected Differences 
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Table 70 and Figure 72 introduce the results in the ranking of the level of 

importance for “Grit”. 

Table 70 
    

Final “Grit” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 9 
Total 
n= 23 

Slight importance 7.1% 0.0% 4.3% 

Neutral 7.1% 11.1% 8.7% 

Moderately important 42.9% 44.4% 43.5% 

Very important 42.9% 44.4% 43.5% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = .748, p = .862.  A graphical 

image of the responses to this item is presented in Figure 72. 

 

Figure 72. Final “Grit” Ranking 



395 
 

“Evidence-based Practice”  

Table 71 
    

“Evidence-based Practice” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 9 

Total 
n= 23 

Disagree 7.1% 11.1% 8.7% 

Somewhat disagree 7.1% 0.0% 4.3% 

Neither agree nor disagree 57.1% 44.4% 52.2% 

Somewhat agree 7.1% 11.1% 8.7% 

Agree 7.1% 33.3% 17.4% 

Strongly agree 14.3% 0.0% 8.7% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²5 = 4.457, p = .486.  A graphical 

image of the responses to this item is presented in Figure 73. 
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Figure 73. “Evidence-based Practice” Expected Differences 

 

Table 72 and Figure 74 display the results in the ranking of the level of 

importance for “Evidence-based Practice”. 

Table 72 
    

Final “Evidence-based Practice” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 9 
Total 
n= 23 

Neutral 0.0% 11.1% 4.3% 

Moderately important 28.6% 22.2% 26.1% 

Very important 57.1% 66.7% 60.9% 

Extremely important 14.3% 0.0% 8.7% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 3.008, p = .390.  A graphical 

image of the responses to this item is presented in Figure 74. 

 

Figure 74. Final “Evidence-based Practice” Ranking 

 

“Self-Care” 

Table 73 
    

“Self-Care” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 9 

Total 
n= 23 

Disagree 14.3% 22.2% 17.4% 

Neither agree nor disagree 50.0% 44.4% 47.8% 

Agree 28.6% 22.2% 26.1% 

Strongly agree 7.1% 11.1% 8.7% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = .418, p = .937.  A graphical 

image of the responses to this item is presented in Figure 75. 

 

Figure 75. “Self-Care” Expected Differences 

Table 74 and Figure 76 illustrate the results in the ranking of the level of 

importance for “Self-Care”. 

Table 74 
    

Final “Self-Care” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 9 
Total 
n= 23 

Slight importance 7.1% 11.1% 8.7% 

Moderately important 21.4% 22.2% 21.7% 

Very important 50.0% 55.6% 52.2% 

Extremely important 21.4% 11.1% 17.4% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = .469, p = .926.  A graphical 

image of the responses to this item is presented in Figure 76. 

 

Figure 76. Final “Self-Care” Ranking 

 

“Innovative” 

Table 75 
    

“Innovative” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 10 

Total 
n= 24 

Disagree 7.1% 0.0% 4.2% 

Somewhat disagree 7.1% 0.0% 4.2% 

Neither agree nor disagree 50.0% 60.0% 54.2% 

Agree 35.7% 40.0% 37.5% 
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Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 1.565, p = .667.  A graphical 

image of the responses to this item is presented in Figure 77. 

 

Figure 77. “Innovative” Expected Differences 

Table 76 and Figure 78 display the results in the ranking of the level of 

importance for “Innovative”. 
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Table 76 
 
Final “Innovative” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 10 
Total 
n= 24 

Low importance 0.0% 10.0% 4.2% 

Slight importance 7.1% 0.0% 4.2% 

Neutral 14.3% 10.0% 12.5% 

Moderately important 57.1% 60.0% 58.3% 

Very important 21.4% 20.0% 20.8% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 2.214, p = .696.  A graphical 

image of the responses to this item is presented in Figure 78. 

 

Figure 78. Final “Innovative” Ranking 
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“Communication” 

Table 77 
    

“Communication” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 10 

Total 
n= 24 

Disagree 14.3% 10.0% 12.5% 

Somewhat disagree 7.1% 0.0% 4.2% 

Neither agree nor disagree 50.0% 50.0% 50.0% 

Agree 21.4% 30.0% 25.0% 

Strongly agree 7.1% 10.0% 8.3% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²4 = 1.029, p = .905.  A graphical 

image of the responses to this item is presented in Figure 79. 

 

Figure 79. “Communication” Expected Differences 
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Table 78 and Figure 80 introduce the results in the ranking of the level of 

importance for “Communication”. 

 
Table 78 
 

   

Final “Communication” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 10 
Total 
n= 24 

Moderately important 0.0% 10.0% 4.2% 

Very important 14.3% 50.0% 29.2% 

Extremely important 85.7% 40.0% 66.7% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 5.780, p = .056.  A graphical 

image of the responses to this item is presented in Figure 80. 

 

Figure 80. Final “Communication” Ranking 
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“Adaptive/ Adaptability” 

Table 79 
    

“Adaptive/ Adaptability” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 10 

Total 
n= 24 

Disagree 14.3% 0.0% 8.3% 

Neither agree nor disagree 64.3% 60.0% 62.5% 

Somewhat agree 7.1% 20.0% 12.5% 

Agree 14.3% 20.0% 16.7% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 2.331, p = .507.  A graphical 

image of the responses to this item is presented in Figure 81. 

 

Figure 81. “Adaptive/ Adaptability” Expected Differences 
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Table 80 and Figure 82 illustrate the results in the ranking of the level of 

importance for “Adaptive/ Adaptability”. 

 
Table 80 
 

   

Final “Adaptive/ Adaptability” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 10 
Total 
n= 24 

Moderately important 7.1% 40.0% 20.8% 

Very important 71.4% 50.0% 62.5% 

Extremely important 21.4% 10.0% 16.7% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 3.909, p = .142.  A graphical 

image of the responses to this item is presented in Figure 82. 

 

Figure 82. Final “Adaptive/ Adaptability” Ranking 
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“Effective Psychomotor Skills”  

Table 81 
    

“Effective Psychomotor Skills” Expected Differences 

  PT Academic 
n = 14 

PT Clinician 
n= 10 

Total 
n= 24 

Disagree 7.1% 0.0% 4.2% 

Neither agree nor disagree 71.4% 60.0% 66.7% 

Agree 7.1% 40.0% 20.8% 

Strongly agree 14.3% 0.0% 8.3% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²3 = 5.280, p = .152.  A graphical 

image of the responses to this item is presented in Figure 83. 

 

 

Figure 83. “Effective Psychomotor Skills” Expected Differences 
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Table 82 and Figure 84 present the results in the ranking of the level of 

importance for “Effective Psychomotor Skills”. 

 
Table 82 
 

   

Final “Effective Psychomotor Skills” Ranking 
  PT Academic 

n = 14 
PT Clinician 

n= 10 
Total 
n= 24 

Moderately important 14.3% 10.0% 12.5% 

Very important 71.4% 90.0% 79.2% 

Extremely important 14.3% 0.0% 8.3% 

 

Chi-Square analyses indicate that there are not significant differences in the response 

pattern of academics relative to clinicians, Pearson’s χ²2 = 1.768, p = .413.  A graphical 

image of the responses to this item is presented in Figure 84. 

 

Figure 84. Final “Effective Psychomotor Skills” Ranking 
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APPENDIX O 

Table 85 
 
Round 2 vs. Round 3 Summary- Highest Levels of Endorsements 

Marker (Delphi Round) 
Total Respondent % EI VI MI 

 “A” “C” “A” “C” “A” “C” 
Therapeutic Alliance (2) 

46.3% (VI) 
  25.4% 20.9%   

Therapeutic Alliance (3) 
68.8% (VI) 

  56.7% 88.9%   

Professional (2) 
41.2% (VI) 

  29.4%   16.2% 

Professional (3)  
56.3% (VI) 

  56.7% 55.6%   

Compassion and Caring (2) 
48.5% (EI) 

33.8%   23.5%   

Compassion and Caring (3) 
64.6% (VI) 

  60.0% 72.2%   

Integrity (2)  
55.9% (EI) 

36.8%   27.9%   

Integrity (3)  
52.1% (VI) 

50%  50% 55.6%   

Interpersonal Skills (2)  
58.8% (VI) 

  27.9% 30.9%   

Interpersonal Skills (3) 
64.6% (VI) 

  66.7% 61.1%   

Knowledgeable (2)  
47.1% (EI) 

 29.4% 23.5%    

Knowledgeable (3) 
50.0% (VI) 

 38.9% 56.7% 38.9%   

Organized (2)  
45.6% (VI) 

  25.0% 20.6%   

Organized (3) 
45.8% (MI) 45.8% (VI) 

   44.4% 50.0%  

Mindful (2) 
42.6% (VI) 

  20.6% 22.1%   

Mindful (3) 
59.6% (VI) 

  65.5% 50.0%   

Lifelong Learner (2) 
63.2% (VI) 

  29.4% 33.8%   

Lifelong Learner (3) 
60.4% (VI) 

  56.7% 66.7%   

Collaboration (2) 
61.8% (VI) 

  23.5% 38.2%   
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Marker (Delphi Round) 
Total Respondent % 

EI VI MI 

 “A” “C” “A” “C” “A” “C” 
Collaboration (3) 

72.9% (VI) 
  73.3% 72.2%   

Patient-centered Care (2) 
48.5% (EI) 

30.9%   27.9%   

Patient-centered Care (3) 
55.3% (VI) 

  46.7% 70.6%   

Self-Improvement (2) 
(Academics Only) 

44.1% (MI) 

  52.9%    

Self-Improvement (3) 
68.1% (VI) 

  73.3% 58.8%   

Advocacy (2)  
(Academics Only) 

58.8% (MI) 

  38.2%    

Advocacy (3) 
55.3% (MI) 

    50.0% 64.7% 

Confident/ Assertive (2)  
(Clinicians Only) 

53.6% (MI) 

   38.2%   

Confident/ Assertive (3) 
51.1% (MI) 

    40.0% 70.6% 

Tech-savvy (2) 
(Clinicians Only) 

46.4% (MI) 

     44.1% 

Tech-savvy (3) 
51.1% (MI) 

    50.0% 51.1% 

Educator (2) 
50.0% (VI) 

  22.1% 27.9%   

Educator (3) 
52.5% (VI) 

  42.9% 66.7%   

Leadership (2) 
55.9% (MI) 

    32.4% 23.5% 

Leadership (3) 
60.9% (MI) 

    50.5% 77.8% 

Grit (2) 
41.2% (MI) 

  23.5%   26.5% 

Grit (3)  
43.5% (MI) 43.5% (VI) 

  42.9% 44.4% 42.9% 44.4% 

Evidence-based Practice (2) 
55.9% (VI) 

  27.9% 27.9%   

Evidence-based Practice (3)  
60.9% (VI) 

  57.1% 66.7%   
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Marker (Delphi Round) 
Total Respondent % 

EI VI MI 

 “A” “C” “A” “C” “A” “C” 
Self-Care (2) 
44.1% (VI) 

  22.1% 22.1%   

Self-Care (3) 
52.2% (VI) 

  50.0% 55.6%   

Innovative (2) 
57.4% (MI) 

    27.9% 29.4% 

Innovative (3) 
58.3% (MI) 

    57.1% 60.0% 

Communication (2)  
80.9% (EI) 

39.7% 41.2%     

Communication (3) 
66.7% (EI) 

85.7%   50.0%   

Adaptive (2) 
52.9% (VI) 

  27.9% 25.0%   

Adaptive (3) 
62.5% (VI) 

  71.4% 50.0%   

Effective Psychomotor Skills (2) 
57.4% (VI) 

  27.9% 29.4%   

Effective Psychomotor Skills (3) 
79.2% (VI) 

  71.4% 90.0%   

“A” = Academic, “C” = Clinician 
“EI” = Extremely Important; (“VI”) = Very Important; (“MI”) = Moderately Important 
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APPENDIX P 
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APPENDIX Q 
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APPENDIX R 
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APPENDIX S 
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APPENDIX T 

Table 92 
 
Round 2- Hierarchy of Endorsed Importance of Merged Groups 
Extremely Important 
Communication 80.9% 
Integrity  55.9% 
Compassion and Caring  48.5% 
Patient-centered Care 48.5% 
Knowledge 47.1% 
 
Very Important 
Lifelong Learner 63.2% 
Collaboration/ Collaborative 48.5% 
Interpersonal Skills 58.8% 
Effective Psychomotor Skills 57.4% 
Evidence-based Practice 55.9% 
Adaptive/ Adaptability 52.9% 
Educator 50.0% 
Therapeutic Alliance 46.3% 
Organized 45.6% 
Self-Care 44.1% 
Mindful 42.6% 
Professional 41.2% 
 
Moderately Important 
Advocacy- (Academics only) 58.3% 
Innovative 57.4% 
Leadership 55.9% 
Confident/ Assertive- (Clinicians only) 53.6% 
Tech-savvy- (Clinicians only) 46.4% 
Self-improvement- (Academics only) 44.1% 
Grit 41.2% 
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APPENDIX U 

Table 93 
 
Round 3- Hierarchy of Endorsed Importance of Merged Group 
Extremely Important 
Communication** 66.7% 
 
Very Important 
Effective Psychomotor Skills** 79.2% 
Collaboration/ Collaborative 72.9% 
Therapeutic Alliance 68.8% 
Self-Improvement 68.1% 
Interpersonal Skills 64.6% 
Compassion and Caring 64.6% 
Adaptive/ Adaptability** 62.5% 
Evidence-based Practice** 60.9% 
Lifelong Learner 60.4% 
Mindful 59.6% 
Patient-centered Care 55.3% 
Educator** 52.5% 
Self-Care** 52.2% 
Professional 52.1% 
Knowledge 50.0% 
Organized 45.8%* 
Grit** 43.5%* 

 
Moderately Important 
Leadership** 60.9% 
Innovative** 58.3% 
Advocacy 53.3% 
Confident/ Assertive 51.1% 
Tech-savvy 51.1% 
Organized 45.8%* 
Grit** 43.5%* 

* = Equally split endorsements 
** = Consensus gained in Round 2; optional response in Round 3. 
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APPENDIX V 
 
 

 
 
Figure 85. This figure illustrates the Delphi methodology and processes employed for 
this investigation.  
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