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Thank you, Paul [Rockar], for
your generous introduction.

Good morning. With your indul-
gence, I need to say a few more
thank-yous before I begin. First, I
thank the American Physical Ther-
apy Association (APTA) Board of
Directors for selecting me to give
this lecture. It is an extraordinary
privilege. I also am grateful to my
friends and colleagues who nomi-
nated me, especially Linda Fetters,
who organized the nomination. I am
indebted to my faculty colleagues at
the University of Southern California
and, before that, at New York Medi-
cal College and Columbia University.
I have learned—and continue to
learn—from all of you. I have been
fortunate to have had many generous
mentors and inspiring teachers, too
many to thank individually. I would
like to acknowledge Bob Bartlett,
who is here today and who was
there at the beginning of my profes-
sional journey. Bob, you have been
my role model for more than 40
years. Finally, I share this honor with
my beautiful and courageous wife,
Provi, and our children. What I have
accomplished, we have accom-
plished, as a family.

I stand before you today to deliver
the 45th Mary McMillan Lecture. I
can’t begin to articulate what an
honor it is to give this lecture, in
Mary McMillan’s name. I should
begin by fulfilling a promise I made
to a dear friend at last year’s lecture
to show a better picture of Mary
McMillan.

In these photographs (Fig. 2), we see
Mary McMillan as a young
woman . . . as a clinician . . . as a
Reconstruction Aide . . . as a senior
leader of the Association. This last
picture, taken at Reed College in
1918, is my favorite. Here is Mary as
a teacher, surrounded by her adoring
acolytes. We get a glimpse here of

her charisma. We also see captured
what would become the paradigm
for physical therapist education for
the next 60 years: the gifted teacher
and master clinician as exemplar.
This paradigm has begun to change
in recent years, as I hope to show in
my lecture today.

The McMillan Lectures
Have Served an Important
Role in the Profession’s
Development
When you are selected to give the
McMillan Lecture, you immediately
get a homework assignment: to read
all of the previous lectures. In my
case, that was 44 lectures. I don’t
mind admitting that I approached
this task with some dread. Surely,
many of these would be boring and
dated.

I discovered, however, that the lec-
tures are, for the most part, a joy to
read: fresh and breezy and to the
point. The great advantage of the
McMillan Lecture is that we—the lec-
turers—are freed from the normal
strictures of academic writing. We
can say whatever we want! And most
of the previous lecturers did exactly
that.

I read the lectures in order, from
Mildred Elson in 1964 (exactly 50
years ago!) to Roger Nelson in 2013,
and the progression had a profound
effect on me. The history of our pro-
fession is written in these lectures.
Not the history of events, but rather
an account of the development of
our thinking about ourselves as a
profession as well as our relation-
ships with our patients, with other
professions, and with society. What
we have in these lectures is the
record of an ongoing conversation
among ourselves about what we
need to do to move our profession
forward, and especially to become
better able to serve society.

It is remarkable that we assemble in
this way every year, to engage in this
conversation anew. It is a mark of
our vitality, our confidence, and our
ability to be self-critical that we con-
tinue to do this year after year. This
lecture is not simply a tradition and a
way of honoring our leaders. It is a
critical mechanism in our mastery
over our profession’s growth and
development.

May we continue to come together
for this lecture for the next 50 years!
(I may not make it to all of those,
however.)

Vision � Imagination � Will
People think that those chosen to do
this lecture have vision, with a capi-
tal V—that they have the ability to
predict the future. In my reading of
the lectures, I didn’t detect any spe-
cial predictive abilities on the part of

Figure 1.
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Figure 2.
Photographs of Mary McMillan: (A) as a young woman, (B) as a clinician, (C) as a Reconstruction Aide, (D) as a senior leader of the
Association, and (E) as a teacher at Reed College in 1918. Photographs reproduced with permission from: Murphy W. Healing the
Generations: A History of Physical Therapy and the American Physical Therapy Association. Alexandria, VA: American Physical Therapy
Association; 1995.
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the lecturers. Indeed, many of the
lecturers denied having special pre-
dictive powers. In 2001, for exam-
ple, Jules Rothstein noted that he
had predicted that they could never
make a successful TV show from the
movie MASH.1 I myself have to echo
Jules’ disclaimer. My doctoral advi-
sor is fond of reminding me that in
1981 I predicted that IBM’s new
color computer would never catch
on. “Who needs color to do word
processing?” I said at the time.

But the previous McMillan lecturers
did have vision. What I discovered
from reading the lectures is that
vision is not some extraordinary
prophetic ability. What we must
do in the future to achieve our
goals is clear. Rather, vision is the
ability to imagine that we can accom-
plish it and the will to persevere
when so many others say it can’t
be done. Vision is imagination plus
will.

Helen Hislop Challenged Us
to Aspire to Greatness
The title of my lecture is taken from
Helen Hislop’s 10th Mary McMillan
Lecture in 1976.2 This is, of course,
widely considered the greatest of the
McMillan lectures, titled “The Not-
So-Impossible Dream.” Toward the
end of her lecture, she states:

My overriding dream is that physical
therapy shall achieve greatness as a
profession.

Our aims may be noble, our virtues
admirable, our sins minimal, and our
practice moral, but without the sav-
ing merit of a habitual vision of great-
ness, its attainment is impossible. If
we do not achieve greatness, what we
do or what we believe does not mat-
ter. We shall be no more noticed than
sand dropped and buried with more
of its kind at the bottom of the hour-
glass of time.2(p1079)

Wow! It takes my breath away.
There is, of course, Helen’s signature
rhetorical flourish, but this should

not distract us from what she was
saying: If we do not achieve great-
ness, we shall be ground up by his-
torical forces and cast onto the ash
heap of history. One hundred years
from now we will be a mere foot-
note in historical accounts on the
progress of health care in the 21st
century. She allows no middle
ground here: either we achieve
greatness, or we do not survive as a
profession.

Finally, she says:

The issue is clear: if greatness is a
goal, it will take great thinking and
consummate honesty to achieve
it.2(p1079)

“If” greatness is a goal? For Helen,
the “if” is entirely rhetorical. For the
rest of us, I’m not so sure. Are we
willing to challenge ourselves with
great thinking? Are we ready for the
risks associated with consummate
honesty?

We lost Helen Hislop this past year.
She was my predecessor as chair at
the University of Southern Califor-
nia. Despite the fact that after her
retirement she moved far from Los
Angeles and never involved herself
in the affairs of the department, I
have always felt her looking over my
shoulder. I mean that in a positive
way. Not, “What would Helen do?”
but rather, “Are we living up to the
high expectations she set for us?”

As I give this lecture, I very much
feel her looking over my shoulder.
Mary McMillan is there as well.
Indeed, all of the previous lecturers
are looking over our shoulders.
I . . . we . . . have a lot to live up to.

Back to the Future:
From RPT to DPT
This lecture also marks a personal
anniversary for me. It is 40 years,
almost to the day, since I graduated
from physical therapy school at
Downstate Medical Center in Brook-

lyn, New York. I graduated with a
bachelor’s degree, which was the
norm in those years, and soon after I
passed my state board exams, which
allowed me to proudly put the letters
“RPT” after my name: Registered
Physical Therapist.

So, to prepare for this occasion, I
decided to engage in a bit of time
travel. I called Doctor Emmett
Brown of Back to the Future fame to
see if I could borrow his DeLorean
with the plutonium-powered flux
capacitor. Since the success of the
movies, Doc Brown has moved to
Hollywood, so he’s practically a
neighbor. At first, I was going to ask
him to take me back to the 1970s,
but I decided against it. Way too
scary!

So, instead, I asked him to bring a
1974 new grad “back to the future,”
to view today’s new grad from the
perspective of 40 years ago . . . to
observe the 2014 DPT from the
point of view of a 1974 RPT. And
when he arrived in 2014, our 1974
RPT was truly amazed! By 21st cen-
tury computers? iPhones? Hip-hop
music? Reality TV?

No . . . by the DPT! Not in his wild-
est psychedelic dreams did our 1974
RPT imagine that a physical therapist
would ever graduate with a doctor of
physical therapy degree. Further-
more, what is truly astonishing to
our time traveler is not merely that
our current graduates are addressed
as “Doctor” but that this change in
title reflects a quantum shift in their
abilities and expertise as clinicians.
That is to say, the DPTs who gradu-
ate in 2014 have so much more
knowledge, skill, and expertise than
the RPTs who graduated in 1974 that
it almost seems a different profes-
sion. Truly . . . doctors of physical
therapy!

In a way that is inconceivable to a
1974 RPT, the 2014 DPT is able to
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make an accurate diagnosis of an
individual’s condition and determine
whether it is appropriate for physical
therapy intervention, without the
need for prescription or referral by a
physician.

The 2014 DPT has access to text-
books in every major area of physical
therapy that are written by physical
therapists and that detail the ratio-
nales for treatment and the specific
procedures. The 1974 RPT has no
textbooks that describe treatment
procedures in a systematic fashion.

The 2014 DPT has clinical prediction
rules, clinical practice guidelines,
evidence-based clinical summaries,
and a range of similar tools that are
accessible on a pocket-sized device
called a smartphone. Not only does
the 1974 RPT not know what a
smartphone is, he has never heard of
a clinical prediction rule or a clinical
practice guideline.

Whereas the 2014 DPT is guided by
evidence-based practice, the 1974
RPT is guided by what I would call
“guru-based practice.” That is, early
in his career, he has to make a deci-
sion as to which of the charismatic
therapist gurus he will follow. Will it
be Bobath or Brunnström? Or per-
haps Knott and Voss? In orthopedics,
will it be Mackenzie or Maitland, or
maybe Paris?

Most important, the 2014 DPT can
treat patients using interventions
that are much more effective than
those available to the 1974 RPT. The
2 most obvious examples are neuro-
rehabilitation3 and the nonsurgical
treatment of musculoskeletal condi-
tions.4 In both areas, the 2014 DPT
has well-developed interventions
with proven effectiveness. In com-
parison, the treatments available to
the 1974 RPT can only be described
as primitive.

The Past 40 Years Has Seen
a Scientific Revolution in
Physical Therapy
What has brought about this change?
What has happened over the last 40
years that has led to this remarkable
improvement in the skill and exper-
tise of physical therapists? In fact,
the profession’s progress has not
resulted from any dramatic break-
throughs in the tools and techniques
available to us. Instead, we have
gradually improved our ability to use
these tools effectively. Progress has
resulted from a series of individual
advances in our scientific under-
standing of health and disease and
movement that have led, in turn, to
insights about how to interpret a
specific test or when and how and
with whom to apply a given treat-
ment technique.

In other words, the source of our
progress is scientific research, car-
ried out by physical therapist–scien-
tists in laboratory and clinical set-
tings. Our vastly improved
knowledge and skills as doctors of
physical therapy derive from a
research revolution that has taken
place over the last 40 years.

If the DPTs of 2014 have a flaw, how-
ever, it is a certain blind spot.
Because of the success of our scien-
tific revolution, we have fallen victim
to the false assumption that advances
in the clinical science of physical
therapy are inevitable . . . that new
knowledge comes from a well, or a
spigot, and that we merely pump the
handle or turn the faucet to obtain
new discoveries that will improve
our clinical interventions.

Nothing could be further from the
truth. The last 40 years of progress in
the clinical science of physical ther-
apy has been a painstaking struggle.
Every new finding, every peer-
reviewed publication, every text-
book, every clinical practice guide-

line represents the culmination of
years of hard work. In 1974, when
our RPT graduated, there was virtu-
ally no research infrastructure in
physical therapy. During that decade
and the decades to follow, a genera-
tion of RPTs went back to school and
obtained advanced master’s degrees
and research PhDs. They were moti-
vated by the recognition that our
interventions were not accomplish-
ing what they needed to accomplish.
They realized that our knowledge
base was inadequate. The RPT gen-
eration did not have a clear path to
follow. They had to blaze their own
trails. There were precious few role
models, and fewer still were depart-
ments that could boast a research
infrastructure.

To compare 1974’s research envi-
ronment with today’s, I analyzed vol-
ume 54 of PTJ (the 12 issues pub-
lished in 1974) and volume 93 (the
12 issues published last year). In
1974, only 12% of the articles were
reports of original research com-
pared with 78% in last year’s journal
(Table). Most of the articles pub-
lished in 1974’s journal can be char-
acterized as interpretations of
research carried out in other disci-
plines. This was the state of our sci-
ence at the time.

One reason for the dearth of original
research in physical therapy was,
quite simply, a lack of researchers.
There were very few physical thera-
pists with PhDs. In the 1974 volume
of PTJ, only 24% of the articles had a
PhD as author compared with 94% in
2013 (Table).

In 1974, most physical therapy pro-
grams had not a single PhD on fac-
ulty. (By the way, I want to clarify
that in this lecture, when I refer to
physical therapy programs, I am not
including PTA programs. Those need
to be the subject of another lecture,
one I am not qualified to give.)
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In 1977, Rosemary Scully did an
amazingly comprehensive survey of
the faculty in physical therapy pro-
grams.5 At that time, only 13% of
faculty members had advanced doc-
toral degrees, that is, PhD or equiva-
lent (Fig. 3). There were just 65
physical therapists with PhDs in aca-
demic physical therapy.

In 2013, according to Commission on
Accreditation in Physical Therapy Edu-
cation (CAPTE) data,6 63% of physical
therapy faculty have PhDs or equiva-
lent degrees (Fig. 3). There are more
than 1,600 faculty with PhD-level
training in today’s academic physical
therapy. This is more than a 25-fold
increase in the last 40 years.

The Academic Paradigm in
Physical Therapy Has
Shifted
In the Education Section’s Pauline
Cerasoli Lecture in 2011,7 I pro-
posed that the physical therapy pro-
fession has at long last reached a
milestone in its maturation, what I
called the “ascendancy of academic
physical therapy.” I defined aca-
demic physical therapy as the col-
lective network of accredited physi-
cal therapy programs that carry out,
in varying degrees, 3 interrelated
functions: first, educating the next
generation of physical therapists and
scientists; second, discovering the
causes of and treatments for dis-
abling health conditions; and third,
advancing clinical practice while car-
ing for patients.

Thus, the ascendancy of academic
physical therapy means that all educa-
tion programs have a tripartite mis-
sion: education, research and scholar-
ship, and clinical practice. This is often
referred to as the 3-legged stool, with
the implication that we need to have
all 3 legs for support, but I also like to
think of it as a triad (Fig. 4), in which
each component of the mission inter-
acts with the other 2, so that there is a

synergy among them. The whole
becomes greater than the sum of its
parts.

When we look at it this way, we can
begin to see that academic physical
therapy is not merely the set of
accredited physical therapist educa-
tion programs. The term has a
broader meaning. Academic physical
therapy is the profession’s infrastruc-
ture for knowledge creation. Indeed,
one can think of it as a process: the
academic enterprise, the integrated
set of activities that discover new
knowledge, translate it, shape it, and
disseminate it.

A sound academic enterprise, in
which all 3 legs of the stool are
strong, is essential to our external
credibility as a profession.

In the Cerasoli Lecture, I asserted
that:

1. All physical therapist education
programs must be committed to
research and scholarship;

2. All programs should have their
own clinical practice; and

3. All programs must provide an
educational experience that is
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Figure 3.
Increase in number of doctorally prepared faculty members from 1977 to 2003.
Doctorally prepared faculty are defined as having a PhD, EdD, DSc, or similar degree;
DPT degrees not included in this category. 1977 data taken from Scully and Cox5; 2013
data obtained from the Commission on Accreditation in Physical Therapy Education.6

Table.
Comparison of 1974 and 2003 Volumes of PTJ

Type of Article
1974

(Volume No. 54)
2013

(Volume No. 93)

Number of articles 95 143

Perspective 27% 17%

Research Report 12% 78%

Case Reports/Series 8% 5%

Clinical Report 45% 0%

Educational Report 7% 0%

Total number of authors 144 685

Number of authors per article 1.5 4.8

Authors with PhD 19% 57%

Articles with PhD authors 24% 94%
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commensurate with the current
status of physical therapy as a dis-
cipline. That is, every program
must have a faculty with exper-
tise across the spectrum of phys-
ical therapy.

This last point is critical. As the pro-
fession has matured, the academic
paradigm has shifted. We now
understand that the ideal profes-
sional education takes place in a
complex academic milieu rather
than by exposure to one or a few
charismatic exemplars or master cli-
nicians. If, as is said, “It takes a vil-
lage to raise a child,” then we can
also say, “It takes a faculty to educate
a physical therapist.”

Academic Physical Therapy
Is the Profession’s
Knowledge Factory
The research revolution of the last
40 years occurred because the pro-
fession built, brick by brick, an infra-
structure for creating new knowl-
edge, testing it, shaping it into
frameworks for clinical practice,
translating it into specific clinical
techniques, and, finally, disseminat-
ing it to students and clinicians. This
infrastructure has a name: academic
physical therapy (Fig. 5A).

It includes research scientists, both
basic and clinical; translationists
and educators, who shape research
findings into clinically useful frame-

works; and clinical innovators, the
early adopters of new frameworks,
who forge innovative treatment
approaches on the anvil of the real
world.

The large arrow in this figure repre-
sents the translational pathway,
“from bench to bedside” in the par-
lance of medical research. But the
important work of knowledge cre-
ation actually takes place in the net-
works of feedback and feedforward
loops among the various role-players
in this organization (Fig. 5B).

This is not, by the way, the kind of
“org chart” that a human resources
administrator likes to see. It is, how-
ever, just the kind of “org chart” that
an academic leader strives to achieve.

We Are Evolving a 2-Tiered
Educational System
Thus, over the past few decades, we
have created an entity that we can
truly call academic physical therapy.
As impressive as this accomplish-
ment is, we must recognize that it is
still in a nascent state, far from sta-
ble. Having birthed this enterprise,
we now face the task of nurturing it
so that it achieves maturity and per-
manence. And here we face a signif-
icant problem—more than a prob-
lem, a crisis. We are evolving a
2-tiered educational system in physi-
cal therapy.

The single greatest threat to the
development of a fully mature aca-
demic enterprise in physical therapy
is the proliferation of small, inade-
quately resourced programs. In the
Cerasoli Lecture, I noted that in com-
parison with the professions that we
should measure physical therapy
against—medicine, dentistry, and
pharmacy—we have many more
educational programs, with much
smaller class sizes8–11 (Fig. 6).

There are 700,000 practicing physi-
cians in the United States compared
with 200,000 physical therapists.12

Despite this, medical education (along
with pharmacy and dental education)
is concentrated into many fewer insti-
tutions, with corresponding differ-
ences in average class size.

Is there something wrong with this
picture?

Ultimately, it is not class size that
matters, but rather faculty size. As
shown in Figure 7, almost half of all
physical therapy programs have
fewer than 10 core faculty mem-
bers.6 We may ask, how many faculty
members does it take to educate a
physical therapy student? There may
have been a time in our history when
a handful of teachers could impart
the clinical and scientific wisdom
necessary to go out and practice, but
that time is over. Physical therapy is
a complex discipline; it requires a
faculty with breadth of knowledge in
a variety of clinical and scientific
areas. I would argue that simply to
cover the basics in a physical therapy
curriculum, 10 core faculty members
is an absolute minimum. And if we
include the responsibilities associ-
ated with research, scholarship, and
clinical practice, even 10 faculty
members is not sufficient.

How many programs are truly
engaged in research and scholarship?
This is a more difficult question to
answer. To get a first approximation,

Figure 4.
Two symbols of academic physical therapy: (A) the 3-legged stool, (B) the academic
triad.
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I examined the websites of all phys-
ical therapy programs in CAPTE’s
directory of accredited programs.13

I asked, “Does the program state
that research or scholarship for
the advancement of the profession
is part of its mission?” This is surely
a low bar, but it gives us a first
approximation of how many pro-
grams are committed to research and
scholarship.

The results are shown in Figure 8.
Half of the programs did include

research or scholarship in their mis-
sion statements. Half did not.

I should say that these numbers
undoubtedly paint too optimistic a
picture. When I looked more closely
at the websites of the programs that
profess a research mission, only
about 75% actually highlighted the
faculty’s scholarship on their web-
sites. Nevertheless, even taken at
face value, this figure dramatically
illustrates that we are at great risk of
evolving a 2-tiered system.

All Physical Therapy
Educational Programs Must
Have a Research Mission
There is a widely held belief that it is
OK for programs to not have a
research mission—that they can still
be strong teaching programs. I
would argue that this belief is incor-
rect for 2 reasons.

First, faculty who are critically
engaged in research and scholarship
in the areas in which they teach will
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Academic physical therapy: the knowledge factory. (A) The large gray arrow represents the translational pathway. (B) The many
smaller arrows emphasize the importance of feedback and feedforward loops in the process of knowledge creation.
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be, as a rule, better teachers than
those who are not engaged in schol-
arship. Our mission in professional
education is not to prepare students
for practice as it was carried out in
the past, nor even as it is carried out
in the present. Our mission is to edu-
cate our students for practice as it
will be carried out in the future, 5
and 10 years from now. Only if we
are actively engaged in creating that
future can we be strong and effective
teachers.

Second, as I noted earlier, it takes a
village of faculty, with expertise in a
variety of areas, to effectively pre-
pare doctors of physical therapy. Ide-
ally, this village should include
researchers, translationists, and inno-
vative practitioners. Small programs
with a few dedicated teachers can-
not provide the kind of preparation
that doctors of physical therapy
require in the 21st century.

There is an even more serious prob-
lem with the view that it is OK for
programs to not have a research mis-
sion. A 2-tiered system with some
research-intensive programs but an
increasing number of programs that
have a pure teaching mission is
unsustainable.

As any child who has played on a
seesaw can tell you, this is an unsta-
ble balance point (Fig. 9). One side
or the other will eventually become
“heavier,” and the programs on the
other side will “slide” toward the
heavier side. On the non-research
side, the principal force “pushing
down” is cost pressure. It is simply
cheaper to run a program without
having to worry about a research
mission. Research requires invest-
ment in facilities, faculty, time for
faculty to do research, and adminis-
trative support. In the current mar-
ketplace of higher education, it is
difficult to imagine that programs
with a research mission won’t find it
more and more difficult to compete.
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class sizes in the professional education programs of medicine, pharmacy, dentistry, and
physical therapy.
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The pressure to reduce tuition by
cutting research will be difficult if
not impossible to withstand.

We Must Not Cheapen
DPT Education
Indeed, we face increasing pressure to
make professional education more
affordable. DPT students face rising
tuition. States are investing less and
less money in higher education, espe-
cially graduate programs. Government
support for research is shrinking. In
this environment, cheaper programs
without research will undercut those
with research programs. They will
especially drive programs in the mid-
dle toward the non-research side of
the seesaw. This is the way the free
market works. Eventually, even excel-
lent programs with strong research
cannot compete on price, and they go
away altogether.

Here, I need to be clear. Our society
faces a significant problem of college
affordability, one that we must find
ways to solve. We feel this problem
especially acutely in physical therapy,
as we have watched the debt loads of
our graduates grow larger. We do
need to find ways to make DPT edu-
cation more affordable. In fact, I
would argue that one way to accom-
plish that would be to consolidate pro-
grams, not start new ones. Large pro-
grams with large faculties can achieve
economies of scale that reduce cost.

Nevertheless, we must not try to solve
this problem by cheapening DPT edu-
cation. We seriously misunderstand
the problem if we view DPT education
as job training or workforce supply.
What we do in academic physical ther-
apy, and indeed in higher education as
a whole, is not just to communicate
knowledge to students, not just to
train them in professional skills, but
also to create new knowledge and
improve clinical skills. Without contin-
ual creation of new knowledge, phys-
ical therapy will cease to advance. The
well will run dry. We will become

grains of “sand dropped and buried
with more of its kind at the bottom of
the hourglass of time.”2(p1079)

People! Teaching physical therapy is
not the same as teaching a language.
If we were teaching our students to
speak French fluently, we could hire
excellent French teachers, and that
would be that. But physical therapy
is not a language. It is a living disci-

pline, a dynamic field. New knowl-
edge is being created continually.
The faculty who are teaching DPT
students are the same people who
are creating the new knowledge that
is being taught to the students and
that is advancing the field.

We can think of the modern pharma-
ceutical industry as an analogy.
When we look at the cost of a pill,

Which Way Will the Seesaw Tilt?
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Figure 9.
Which way will the seesaw tilt? The profession’s DPT education system is effectively a
2-tiered system with the risk that programs with no research mission will become the
norm and undercut those with a research mission.
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we often ask, “How can this one pill
cost so much to manufacture?” But,
of course, the bulk of the cost is not
in the manufacture of the pill, but in
the research and development that
produced the new drug. Without
“R&D,” there are no new drugs.

In physical therapy, “R&D” takes place
in the academic enterprise. Without
the past 40 years of evolution of aca-
demic physical therapy, we would still
be arguing whether to use the Bobath
or Brunnström technique to treat
patients with stroke. Without aca-
demic physical therapy in the future,
we will be stuck forever with our cur-
rent methods for treating patients.
Who here believes that we have
solved the problem of how to rehabil-
itate patients with stroke? Who
believes that we have figured out how
to cure low back pain? We have a long
way to go to achieve greatness.

It is expensive to run high-quality
DPT programs that advance the prac-
tice of physical therapy through
research, scholarship, and innova-
tive clinical practice. Finding the
funds to accomplish this is a daily
challenge for those of us engaged in
this enterprise. What then are the
principal forces “pushing down” on
the research side of the seesaw?
Vision. Imagination. Will. These can
be powerful forces as well.

We Need to Act Together
to Strengthen Academic
Physical Therapy
What is to be done? What we have to
do to achieve our goals is clear: we
need fewer programs with larger fac-
ulties that are committed to a tripartite
academic mission of research, educa-
tion, and clinical practice. Such pro-
grams, with more diverse faculties,
who are engaged in research and who
practice in innovative clinical environ-
ments, will do a better job of educat-
ing DPT students and are essential to

the continued advancement of clinical
practice.

I propose this with some trepida-
tion . . . I am not foolish enough to
think that this is a simple problem that
can be solved quickly or easily. I cer-
tainly don’t expect small programs
with small numbers of faculty and no
research mission to close merely
because some might wish them to.

Let us start by declaring that this is
not a case of “us [research programs]
versus them.” Nor is it “us [non-
research programs] versus them.” It
is a problem of “us.” Many from my
generation will remember Pogo’s
famous line: “We have met the
enemy, and he is us.”

Let’s begin by changing “us” to “we.”
“We” is a much stronger word. We
need to act together to solve this prob-
lem. I have enormous respect for my
colleagues in physical therapy educa-
tion. They are bright, creative, and
work very hard. The faculty members
I know who work in smaller programs
have extraordinary skill and expertise
and are dedicated to teaching. It is not
an issue of personnel; the problem is
structural. Small programs are simply
at a disadvantage: they do not have
adequate resources.

We can build a stronger academic
foundation for our profession. It may
take a generation or even two, but
we can accomplish it. This will not
be an easy problem to solve. But we
must start with a recognition of the
problem. What Helen Hislop called
“consummate honesty.”

Where do we start? I propose that
we start by working within the orga-
nizations most concerned with this
issue.

The good news is that we now have
an organization—the American
Council of Academic Physical Ther-
apy (ACAPT)—whose mission is to

promote excellence. ACAPT is our
organization. We are ACAPT. Acting
together in ACAPT, we can build a
strong academic enterprise. This
task must be at the top of ACAPT’s
list of strategic priorities.

I propose that ACAPT lead the way
by undertaking the equivalent of a
Flexner-type report for academic
physical therapy. In the early 20th
century, US medicine was trans-
formed by a comprehensive report
on the state of medical education.14

It was commissioned by the Carne-
gie Foundation and led by an educa-
tor, Abraham Flexner.

We desperately need an objective
and comprehensive study of profes-
sional education in physical therapy.
It should be conducted by an outside
group and directed by a committee
of educators representing our peer
professions: medicine, dentistry, and
pharmacy. It should be funded by
ACAPT with assistance from APTA.

I propose that we name this study
the Worthingham Report, in honor
of Catherine Worthingham, who
worked tirelessly to improve physi-
cal therapy education and who pub-
lished the first comprehensive stud-
ies of academic physical therapy in
the United States.15–21

Next . . . CAPTE—the Commission on
Accreditation in Physical Therapy Edu-
cation. CAPTE is our organization.
Almost 40 years ago, our profession’s
leaders wrested control of accredita-
tion from the American Medical Asso-
ciation and established CAPTE so that
we could control our destiny as a pro-
fession.22,23 We are CAPTE!

And yet we, my colleagues and I,
often treat CAPTE as an inconve-
nience, even an adversary. For exam-
ple, a decade ago, CAPTE instituted
new rules to ensure that all faculty
members were engaged in scholar-
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ship, and we have fought those rules,
gradually weakening them.

We must work with CAPTE, not
against it. CAPTE will play an essen-
tial role in building a sound academic
enterprise. To accomplish this we—
CAPTE—must do the following
things:

First, we must recognize the primacy
of the tripartite academic mission.
CAPTE must move beyond the
stance that it is only concerned with
education.

Second, we must institute a rigorous
accreditation process for existing
programs. CAPTE should require all
programs to measure a standard set
of outcomes. It should apply faculty
scholarship requirements strictly.
And accreditation should be trans-
parent, with publication of deficien-
cies for all programs.

Third, we must raise the bar for new
programs. Stop the bleeding. New
programs are proliferating at an
alarming rate, and the majority have
small faculties with little or no capac-
ity for research and scholarship.
Development of new programs can
be positive for the profession, but
only if CAPTE requires a substantial
investment by the parent institution.

We are APTA. We have a grand
vision24—“Transforming society by
optimizing movement to improve
the human experience”—one that I
fully support. But we will not accom-
plish this vision unless we build a
strong academic foundation. Unfor-
tunately, we—APTA—have fallen
victim to the same blind spot that
afflicts our new DPTs—the false
assumption that advances in the clin-
ical science of physical therapy are
inevitable . . . that new knowledge
comes from a well, or a spigot.

I searched APTA’s Strategic Plan in
vain for any reference to academic

physical therapy.25 We—APTA—
must put academic physical therapy
at the top of our list of strategic pri-
orities. We can start by providing a
one-to-one dollar match of ACAPT’s
budget contribution for producing a
new Worthingham Report.

Finally, we are the Foundation for
Physical Therapy. For the last 35
years, the Foundation has played a
critical role in building the research
infrastructure that physical therapy
needs in order to achieve greatness.
We—all of us—need to support the
Foundation!

We Are Responsible for the
Profession’s Future
Is greatness a goal? If so, we must
begin now—today—to strengthen
the foundation of our profession.
That foundation is the entity that we
call academic physical therapy.

We are the architects of our profes-
sion’s future. Through our efforts
today, we design and build the
foundations and frameworks that
will make it possible for a strong
and vibrant and creative profession
to emerge in the next decade, in
the next 40 years, in the next cen-
tury. The decisions we make today
and in the next few years will
shape academic physical therapy
and enable—or not—our profession
to achieve greatness.

What we must do in the future to
achieve our goals is clear. Let us
engage our imaginations. Let us
strengthen our collective will. Above
all, let us aspire to greatness.
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