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ABSTRACT
Despite the education, autonomy, and high demand for physical therapists both nationally
and in Florida, recent graduates have seen steadily rising education costs with disproportionate
changes in income once they have graduated and entered the workforce. The growing debt
burden of physical therapists entering the workforce, coupled with the growth in projected need
and stagnant wages, raises concern about where and how entry-level physical therapists will
practice and if these choices will be affected by their debt burden. The purpose of this
quantitative, cross-sectional survey study was to identify the debt profile of entry-level physical
therapists and explore the relationship between the student debt and clinical practice choices of
entry-level physical therapists. The results of this study provide important findings and
additional questions to be considered with these growing concerns surrounding student debt in
physical therapy. The results of this study suggest that practice setting choice may be affected by
physical therapists’ student debt and that student debt may be a barrier overall to career choices
in physical therapy. Additional research and support for innovative models that reduce debt
burden in academic physical therapy should be considered.

vii

CHAPTER 1
Introduction
Physical therapists are part of a group of healthcare professionals facing rising
educational costs and declining reimbursement for the services they will eventually provide. As
the amount of student debt in America approaches 1 trillion dollars and begins to surpass
automobile, mortgage, and credit card debt, the concerns around the potential effects on society
continue to grow (R. Chen & Wiederspan, 2014; Heller, 2011). In graduate and professional
education, including physical therapist education, the concern of student debt effects students
from their undergraduate preparation through the completion of graduate or professional
programs. Up to 40% of undergraduate students cite their debt burden as a primary reason for not
continuing on to doctoral or professional education (Millet, 2003). Additionally, the borrowing
for students that do continue with graduate education is at record levels and increasing rapidly
(Belasco, Trivette, & Webber, 2014).
This chapter will provide an introduction to the research study. It will begin with a brief
overview of student debt in higher education, with an emphasis on professional, doctoral-level
health degrees. A description of the physical therapy profession will be given, with a discussion
of the progression of academic physical therapy within the context of higher education and
higher education finance. Next, the research study’s problem will be stated. The context and
purpose of the study will be presented before a section discussing the study’s four research
questions. The social significance of the study will be discussed with implications for students,
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the healthcare community, and society at large. Finally, a section defining important terms
utilized throughout this manuscript will be shared.

Student Debt in Higher Education
Student debt for both undergraduate and graduate students is increasing at rates not seen
before in higher education (Belasco et al., 2014; R. Chen & Wiederspan, 2014; Zumeta & Hunt,
2012). Changes in policy at both the federal and state levels have shifted more of the growing
cost of higher education to the student and their families (Heller, 2011; Zumeta & Hunt, 2012).
At the federal level, financial aid is the primary means of support (Zumeta & Hunt, 2012).
Federal student aid can take many forms. At the undergraduate level the primary forms of aid are
grants, loans, and work-study programs (Radwin, Wine, Siegel, & Bryan, 2013). Graduate and
professional students are able to receive fellowships and also have access to various types of loan
programs (Radwin et al., 2013). States and the institutions themselves also have the ability to
provide student aid through grants and other similar funding mechanisms, but the majority of aid
for higher education now comes from the federal government (Zumeta & Hunt, 2012). Policy
changes related to student aid has reduced grants and other non-repayable forms of student aid
and increased aid in the form of student loans so much that now over two-thirds of all federal aid
are in the form of loans (Figure 1) (Zumeta & Hunt, 2012). Furthermore, much of the aid that
does not come in the form of loans has also been shifted from need-based to merit-based in
regard to how it is awarded. This has shifted grants and other non-repayable student aid away
from some of the most financially burdened students (Heller, 2011). These trends in student aid
at the federal level have contributed to increased student debt at the undergraduate and graduate
levels throughout higher education (R. Chen & Wiederspan, 2014). Those students that progress
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to professional degree programs have even less options for financing beyond loans or
institutional support (G. Thomas, 1987).

Figure 1. Shift from grants to loans in federal funding (federal grant and loans only).
Reprinted with permission from, Financing American Higher Education in the Era of
Globalization (page 77), by W. Zumeta, D. Breneman, P. Callan, and J. Finney, 2012,
Cambridge, MA: Harvard Education Press. Copyright (2012) by the President and Fellows of
Harvard College.

At the state level, policy changes are primarily made around the balance between state
appropriations and tuition costs for higher education. As one of the largest areas of discretionary
spending in state budgets, higher education appropriation is often used as the pendulum to
balance the budget. For this reason, it is common to see fluctuations in state funding of higher
education during and following economic changes, such as a recession (Zumeta & Hunt, 2012).
3

Historically, during times such as these there are trends of increasing tuition by the institutions to
off-set the reductions in state support (Policano & Fethke, 2012). Despite the cyclical nature of
state funding of higher education, the long-term trends for tuition have been one of an increasing
percentage of the total educational cost to the student. In fact, tuition revenue climbed to over
40% of total educational revenues in 2010, an increase of over 1700% since 1971 (Heller, 2011;
Zumeta & Hunt, 2012). It is clear that the overall trend for the financing of higher education is
one of increasing debt burden on the student. This poses a challenge for doctoral-level
professional degrees, which are some of the costliest degrees to achieve (Asch, Nicholson, &
Vujicic, 2013).

The Physical Therapy Profession
“Transforming society by optimizing movement to improve the human experience.” This
vision statement adopted by the American Physical Therapy Association (APTA) in 2013
describes the specific focus of the physical therapy profession on human movement while
articulating the breadth of the professions responsibility to society as a whole (APTA, 2013b).
Physical therapists are healthcare professionals who maintain, restore, and improve movement,
activity, and health enabling an individual to function optimally and have maximum quality of
life (APTA, 2011). Physical therapists have professional practice roles in patient/client
management and prevention and risk reduction at the individual, community, and societal levels.
Physical therapists also serve in non-clinical roles in the areas of consultation, education,
research, and administration (APTA, 2011).
Physical therapists have progressed rapidly in regard to professional autonomy and
responsibility. Initially a technical workforce known as Reconstruction Aides during World War
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I and the first outbreak of the polio virus in the early 1900’s; physical therapists carried out the
instructions of physicians in primarily rehabilitation settings (APTA, 2011). One hundred years
later, physical therapists are doctoral-level trained and diagnose movement conditions across
many specialties, from orthopedics to women’s health (Figure 2) (APTA, 2011).

Areas of Specialist Certification in Physical Therapy

Cardiovascular & Pulmonary
Clinical Electrophysiology
Geriatrics
Neurology
Orthopaedics
Pediatrics
Sports
Women’s Health
Oncology
Figure 2. Areas of Specialist Certification in Physical Therapy.
Source: ABPTS, American Board of Physical Therapy Specialists, 2016,
http://www.abpts.org/Certification/About/

Today, physical therapists are identified nationally as a profession in high demand with
growing workforce shortages (APTA, 2013a; Landry et al., 2016). Additionally, the job growth
for physical therapists is projected as “much faster than average” by the Bureau of Labor
Statistics (BLS, 2016). In the state of Florida, physical therapy is also considered a workforce
area of high need with expanding roles in the Florida healthcare system (BOG, 2015).
Additionally, Florida has one of the highest populations in the country and the percentage of its
5

citizens age 65 years or older are the highest of any of the states at 19.1% (Figure 3) (Census,
2014). The size and demographics in Florida make the need for an adequate physical therapist
workforce of highest importance.

Persons 65 Years and Over, Percentages,
July 1, 2014
Illinois
New York
Florida
Texas
California
0

5

10

15

20

Figure 3. Persons 65 Years or Older by State.
Source: U.S. Census Bureau.
http://www.census.gov/quickfacts/chart/AGE775214/00,12

Academic Physical Therapy
In parallel to many of the progressions in the professional practice of physical therapy,
academic physical therapy has progressed as the societal and professional needs have changed
and grown. The polio epidemic and the wars that the United States were involved in throughout
the 20th century increased the need for the development of physical therapists (APTA, 2011).
Changes in technology, both in healthcare, and in society as a whole changed the required
6

knowledge base needed to manage conditions related to movement. Additionally, professional
changes, such as the expansion to private practice and the establishment of a research agenda in
physical therapy increased the scope and knowledge base needed for safe and effective practice
(APTA, 2011).
In response to a growing scope of practice and a growing body of knowledge unique to
the profession of physical therapy, academic physical therapy has responded with growth in
curriculum, and advancement of knowledge through a growing research agenda. All of these
changes have established physical therapy as a unique and independent profession. From a
technical certificate program in the early 1900’s to the Doctor of Physical Therapy (DPT) degree
transition in the early 2000’s, physical therapy has made progress in education that has increased
the knowledge base and the autonomy and responsibility in clinical practice (Figure 4) (APTA,
2011; CAPTE, 2015).
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In addition to the progression of entry-level education of the physical therapist, the
physical therapy profession has responded to the need for increased areas of specialization and
an increased knowledge base with post-professional education in the form of voluntary residency
and fellowship programs. Clinical residency programs are designed to advance a physical
therapists management of a patient within a given specialty area of clinical practice. Clinical
residencies are a minimum of 9 months and 1500 hours and are a path for new graduates to
specialize in an area of practice and to become a board-certified clinical specialist (APTA, 2011).
Most physical therapists that choose a residency are younger and many do so the year after
graduating from an entry-level program as a path to early specialization (Rodeghero et al., 2015).
These programs are offered with lower salaries, tuition charges, or with increased time
commitments to achieve both the clinical and didactic portions required for completion
(ABPTRFE, 2016). Fellowship programs are a minimum of 6 months and 1000 hours and are
designed to allow a more experienced physical therapist to gain a deeper expertise in a specialty
or sub-specialty (APTA, 2011).

Problem Statement
Despite the education, autonomy, and high demand for physical therapists both nationally
and in Florida, recent graduates have seen steadily rising education costs with disproportionate
changes in income once they have graduated and entered the workforce (APTA, 2014a; CAPTE,
2014). The growing debt burden of physical therapists entering the workforce, coupled with the
growth in projected need and stagnant wages, raises concern about where and how entry-level
physical therapists will practice and if these choices will be affected by their debt burden.
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The average median income for a physical therapist in the United States is $83,940, with
a range from $56,800 to $116,090 (BLS, 2016). The average and range in Florida are $84,030
and $52,950 to $124,070 respectively (BLS, 2016). The average median income for a physical
therapist with a DPT degree is $70,000, while the average for those physical therapists with a
Bachelors or Master’s degree is 89,000 (APTA, 2014a). Physical therapists that are considered
entry-level (0-3 years of practice) with the DPT degree average $64,000 annually (Figure 5)
(APTA, 2014a).

Figure 5. Median Gross Earned Income of Physical Therapists by Years of Experience.
Source: American Physical Therapy Association, Median income of physical therapists
summary report. Adapted from http://www.apta.org, with permission of the American
Physical Therapy Association. Copyright © 2016 American Physical Therapy Association.

While the difference in income across degree classifications can be partially explained by
experience and years of practice, the problem remains that those graduating with the highest debt
have the lowest incomes. Additionally, with the rise in total tuition to approximately $60,000 for
public schools and $100,000 for private schools before adding the room and board and clinical
education costs, even at the highest end of the salary spectrum the estimated debt-to-income
ratios remain high and above the 43% ratios expected for qualified home loans and other areas of
qualification for credit (CAPTE, 2014; CFPB, 2013).
9

While the literature and discussions in physical therapy surrounding student debt are just
beginning and complete workforce data are lacking, there are parallel discussions in medicine
that inform the potential problems with the growing debt ranges for all healthcare professionals.
Recent analysis of debt-to-income ratio’s in medicine highlight a growing concern for the
primary care specialties (internal medicine, pediatrics, and family practice) (Asch et al., 2013).
These debt-to-income ratios reported for some specialties in medicine may be similar to those
estimated for recent entry-level physical therapist graduates. Additionally, Rosenblatt and
Andrilla (2005) showed a reduction in the choice of primary care residency choice by recent
medicine graduates with the amount debt and potential income being the primary reason
reported.
Recent changes in healthcare have only heightened the concern of student debt and
clinical practice choices in medicine. The passage of the Affordable Care Act (ACA) has created
an increased demand for primary care providers (Greysen, Chen, & Mullan, 2011). At the same
time this has happened, recent medical graduates are reporting a decrease in the choice to enter
primary care secondary to their educational debt load (Greysen et al., 2011; Rosenblatt &
Andrilla, 2005). Policy makers and professional associations have used these trends to increase
the primary care roles of other healthcare providers, such as nurses, physician assistants, and
physical therapists (APTA, 2015c; Bodenheimer & Pham, 2010; Bury & Stokes, 2013; McGill,
2013). Unfortunately, as these other professions begin to prepare to fill these gaps in care they
are beginning to consider similar problems with student debt and clinical practice choices
(Morgan & Hooker, 2010).
Discussions within the physical therapy profession about student debt are just beginning
and little is known about how this debt burden may be affecting entry-level practitioners and
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their practice choices. Trends in the cost of physical therapist education and the potential for
these trends to begin to affect practice choices highlight the growing need for higher education
research in this area. Student debt has the potential to affect both the practitioner and the citizens
they serve. Concerns of professional satisfaction, burnout, and ethical decisions arise when
practitioners are more motivated by financial means than by their desired practice setting,
location, and potentially, choice of further residency education (West, Shanafelt, & Kolars,
2011). Workforce needs may also be effected, as they have been in medicine, where select
practice settings or regions of the country experience shortages in the necessary number of
practitioners needed due to lower compensation (P. R. Cunningham, Baxley, & Garrison, 2016).
Additionally, as mentioned above, student debt in higher education is a problem across degree
types and disciplines. The study of student debt on workforce decisions by physical therapists
may inform other graduate and professional programs within higher education that face similar
problems.

Purpose
The purpose of this quantitative, cross-sectional survey study is to identify the debt
profile of entry-level physical therapists and explore the relationship between the student debt
and clinical practice choices of entry-level physical therapists. Specifically, this study will
explore the relationship between student debt and choice of clinical practice setting, clinical
practice geographic location, and whether to continue with voluntary residency education.
Additional questions regarding personal and education institution characteristics will be used to
inform additional future questions and also to determine any modification of effect on the
primary variables of interest.

11

Research Questions
This research study uses a quantitative survey design. Research questions frame a
research study and give the structure, direction, and purpose to the inquiry. Figure 6 highlights
the central exposure factor of student debt and the three current clinical practice areas of concern
that may be affected by this debt. The research questions specific to this study are designed to
address the concerns of student debt on physical therapist clinical practice choices and are listed
below:
1. What is the debt profile of entry-level physical therapists?
2. What is the relationship between student debt and choice of clinical practice setting for
entry-level physical therapists?
3. What is the relationship between student debt and choice of clinical practice geographic
location for entry-level physical therapists?
4. What is the relationship between student debt and choice of voluntary clinical residency
for entry-level physical therapists?

Figure 6. Research Question Conceptual Framework.
12

Significance of the Study
The results of this study are significant to five specific groups.
1. Physical therapists
2. Academic physical therapy
3. The physical therapy professional association (APTA)
4. Healthcare administrators and payers
5. Society

Physical therapists. First, physical therapists, especially recent graduates, will be
interested in the results of this study for multiple reasons. Since the average total student debt for
physical therapists is not known, this study will provide important benchmark information for
students when making decisions about their education and their clinical practice. During their
education, students can use this information to assist them in making decisions about when and
how much money to borrow, which programs to choose, and whether or not they may need to
supplement their income. Practicing physical therapists may use this information to help plan for
post-graduate education, such as a residency.
Academic physical therapy. Second, academic physical therapy will have an interest in
the information gathered in this study. Academic institutions may use this information to help
project enrollment or set tuition. Physical therapy programs within the institutions will be
interested in the potential factors that may drive clinician choices in practice setting, practice
geographic location, and post-graduate education. Additionally, the faculty within these
programs may have interest in the effect that student debt has on clinician choices in practice.
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This study will provide some baseline information not only to answer some of these questions,
but to allow for the development of additional questions in this novel area of inquiry.
The physical therapy professional association (APTA). Third, the physical therapy
profession, which is governed by the APTA will have an interest in this study. Recognizing that
this body is made up of physical therapists and academicians, there will be similar expected
interests by this collective body that have already been outlined. Additionally, the APTA will be
interested in this information in the areas related to advocacy. The APTA advocates for physical
therapists to be included in healthcare loan forgiveness programs and for fair payment for
services from federal and private payers in healthcare. Each of these initiatives become more
important as the debt burden of physical therapists grows. Additionally, groups within the
APTA, such as the American Board of Physical Therapy Specialists (ABPTS) and the American
Board of Physical Therapy Residency and Fellowship Education (ABPTRFE) may be interested
in this study to assist in the growth and development of clinical specialty and post-professional
residency and fellowship education, while taking into account cost structure and the potential
debt burden of new graduates.
Healthcare administrators and payers. Fourth, healthcare administrators and payers
will be interested in this information as they determine salaries and payment for services.
Organizations hiring physical therapists will want to understand the debt burden of those
applying for recruitment and retention purposes. Additionally, payers may use the information
generated in this study to assist in determining the value of a service provided by a physical
therapist.
Society. Finally, society, as the group that will most benefit from the services of a
physical therapist, will have an interest in the findings of this study. Beginning to develop an
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understanding of the amount of student debt and the effects of this debt on physical therapist’s
choices will help determine the strategies needed to develop a sustainable workforce necessary to
care for the members of our society.

Definition of Terms
There are many terms used throughout this study that are specific to physical therapy or
healthcare and they will be defined operationally here. It is possible that these terms could be
used differently in different settings. The definitions are updated in the methods section and
include the specific variables used in the data collection.
Physical Therapist: Physical therapists are healthcare professionals who maintain, restore,
and improve movement, activity, and health enabling an individual to function optimally and
have maximum quality of life (APTA, 2011).
Entry-Level Physical Therapist: for this study an entry-level physical therapist will be
defined as a physical therapist that is five years or less from graduation and licensure.
Academic Physical Therapy: the collective network of accredited physical therapist programs
that carry out, in varying degrees, three interrelated functions: (1) educating the next generation
of physical therapists and scientists, (2) discovering the causes of and treatments for disabling
health conditions, and (3) advancing the practice of patient care while caring for patients
(Gordon, 2011).
Scope of Practice: The scope of practice for physical therapists is dynamic, evolving with
evidence, education, and societal needs, and has three components: professional, jurisdictional,
and personal (APTA, 2015b).
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•

The professional scope of practice of physical therapy is defined as practice that is
grounded in the profession’s unique body of knowledge, supported by educational
preparation, based on a body of evidence, and linked to existing or emerging practice
frameworks.

•

The jurisdictional or legal scope of practice is established by a state's practice act
governing the specific physical therapist’s license, and the rules adopted pursuant to that
act.

•

The personal scope of practice consists of activities undertaken by an individual physical
therapist that are situated within a physical therapist’s unique body of knowledge where
the individual is educated, trained, and competent to perform that activity.

Autonomy: Autonomous physical therapist practice is characterized by independent, selfdetermined, professional judgment and action (APTA, 2013b).
Healthcare Payer: An entity, public or private, that is authorized to provide and/or pay for
healthcare services.

Summary
This study is presented in five chapters. The introductory chapter reviewed the
background of the study, the problem statement, the context of the study, the purpose of the
study, the significance of the study, and the initial definition of terms. Chapter Two will examine
the significant literature which emphasizes the importance of the research questions and provides
the theoretical background for the research. Chapter Three describes the research design. This
will include the rationale for the selected research method, a description of the procedures to be
used, the participants of the study, the data gathering methods, a description of the analysis
16

method to be used, and the study’s delimitations. Chapter Four describes the findings of the
research from the data analysis. Finally, Chapter Five will present a discussion on the research
findings as they related to previous research and will discuss the implications and suggestions for
future research in the area of student debt and clinical practice choices in physical therapy.

17

CHAPTER 2
Review of the Literature
This research is guided by three research questions. The process to answer each research
question is designed to provide information on student debt and clinical practice choices for
entry-level physical therapists in the state of Florida. Each research question emerges from the
literature that contributes to the study of student debt and clinical practice choices. This literature
review is divided into several sections. The chapter begins with a description of common funding
sources in higher education and how this funding is carried out. This is followed by a historical
overview of the trends of higher education finance and student debt. Next, the literature on
clinical practice choices are presented. Since there are little to no know literature published in
physical therapy on this topic, the literature from medicine is reviewed when applicable.
Medicine and physical therapy have similar educational structures in regard to program structure
and medicine has been used as an example in describing areas of academic physical therapy
(Gordon, 2011). Finally, the literature examining student debt and clinical practice choices is
reviewed. This is again reviewed from the medical literature due to the lack of existing literature
on the topic in physical therapy. The relevant gaps in the literature are identified and linked to
the research questions for this study.

Higher Education Finance
The history of higher education finance in America is centered around national and world
events that have driven policy changes related to higher education. These changes are a product
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of societal, cultural, economic, and technological changes and events in both the United States
and internationally (Zumeta & Hunt, 2012). The sources of funding will be reviewed along with
the factors that altered these sources over time. Additionally, a similar review will be performed
for the financing specifically of physical therapy programs. Literature from academic medicine
will again be used to assist in informing this research where gaps in the physical therapy
literature exist.
Institution type. This study does not seek to limit participants based on institution type
(public, private, non-profit, for-profit) so that the institution type may be considered as a factor in
the results. While a complete review of financing by institution type is beyond the scope of this
study, a cursory review is necessary to understand why differences in financing by institution
type may be related to student debt.
Public institutions receive their funding from state allocations, tuition and fee revenue,
grants and contracts, and endowment income (Heller, 2011; Liefner, 2003; Policano & Fethke,
2012; Zumeta & Hunt, 2012). Private institutions receive all of the same funding sources, except
for state appropriations (Liefner, 2003; Zumeta & Hunt, 2012). States, however, do provide
funding from tax revenue to private institutions directly for specific programs identified by the
state leadership as important to state needs (Lombardi, 2006). Indirectly, states and the federal
government provide revenue through student financial aid to all institution types, although the
programs that an institution is eligible for may differ based on their tax status (public, private
non-profit, or private for-profit). Additionally, states afford tax exemptions for the endowments
and land that both public and private institutions acquire, providing an additional indirect form of
revenue through tax savings (Lombardi, 2006).

19

Funding sources. The responsibility and authority for higher education in America was
originally granted to the states by the U.S. Constitution (Zumeta & Hunt, 2012). Because of this,
the states have historically been the leading entity in the funding of higher education. While the
activities and the level of involvement may be different, the authority the states are granted
applies in many ways to both public and private institutions (Lombardi, 2006; Zumeta & Hunt,
2012). The federal government is also a funding source for higher education and this role has
grown a great deal in recent decades (Zumeta & Hunt, 2012). This is largely due to the federal
governments funding of student-aid, in the form of grants and loans (Heller, 2011; Zumeta &
Hunt, 2012). Additional funding sources for all institutions are grants and contracts, typically for
research activities. Endowment funds are also a source of funding of higher education in
America. There is great variation in how and to the extent that an institution of higher education
in America is funded, however, nearly all have access to some combination of the following
financing mechanisms:
1. State appropriations;
2. Student-aid programs;
3. Tuition prices;
4. Grants and contracts;
5. Endowments.
State appropriations. State appropriations for higher education are not an entitlement
program for states, thus the amount of funding is subject to change by lawmakers anytime the
state budget is being considered. As such, state appropriations are not only dependent on the
changes and needs of education itself, but also on the changes and needs of other state funded
programs, such as Medicaid and the state correctional system (NASBO, 2015) (Heller, 2011).
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Higher education has at times been referred to as a balance wheel for states, with sharper
increases and decreases in funding compared to other areas of the budget (Zumeta & Hunt,
2012). This is due not only to the discretionary nature of higher education funding, but also
because it has other sources of revenue, such as tuition, which in times of budget shortfalls
allows states to justify the reduced support from appropriations (Zumeta & Hunt, 2012). In 2010,
the states financed approximately 54% of total educational revenues for a total of about 80
billion dollars (Heller, 2011; Zumeta & Hunt, 2012). These appropriations are overwhelmingly
for public institutions, however, as mentioned previously, states do provide funding to private
institutions through student aid (discussed below) and through specific programs related to
workforce needs (Heller, 2011) (Policano & Fethke, 2012).
Student-aid programs. States also fund higher education through the student in the form
of student aid. While the amount of student aid by states has been surpassed by federal aid, states
still provided approximately 9 billion dollars collectively in 2010 (Zumeta & Hunt, 2012). These
state-aid programs are in the form of both need-based and merit-based grant programs that
provide financial assistance to students with financial need and also to those that demonstrate
high academic performance (Heller, 2011). As mentioned previously, the federal government
now provides the majority of financing through student-aid. Student-aid also includes financing
that the student is required to eventually pay back in the form of loans. Student loan availability
and structure have grown with each re-authorization of the Higher Education Act (HEA) and
now include subsidized and unsubsidized loans, as well as private loans (Gross, Cekic, Hossler,
& Hillman, 2009).
Tuition prices. States control, directly or indirectly, the setting of tuition for public
institutions, while private institutions mostly have the ability to set their own tuition. There is
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great variability in how the states set tuition rates for public institutions. While some states set
tuition through the legislature or through the governor’s office, most now have afforded the
universities themselves the tuition setting responsibility, while the governor or state legislature
serve as an approving agency (Heller, 2011). States also vary in how the tuition is collected and
allocated. In some states the tuition revenues are sent back to the state for reallocation, while in
other states the institutions are able to keep the revenue and allocate internally (Heller, 2011)
(Policano & Fethke, 2012).
Grants and contracts. All institution types have the potential to receive funding in the
form of grants and contracts. Because private institutions do not receive direct funding from state
appropriations, grant and contract funding tends to be a larger percentage of revenue for private
research intensive universities (Liefner, 2003). These grants and contracts are typically from the
federal government or from private industry and are merit based and competitive (Zumeta &
Hunt, 2012).
Endowments. Endowments are an aggregation of assets that are invested by an institution
to support its missions (ACE, 2014). These assets allow institutions more freedom in innovation,
while providing stability during changing political funding climates over time. This is evident in
times of economic downturn, but only for the institutions with endowments large enough to
sustain themselves during changes in the economy (Figure 7) (CollegeBoard, 2014).
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Figure 7. Endowment Spending Rates Over Time.
Source: National Association of College and University Business Officers (NACUBO), 2014
NACUBO-Commonfund Study of Endowments. College Board, 2014
http://trends.collegeboard.org/college-pricing/figures-tables/content/endowment-spendingrates-over-time

While endowments do allow for both stability in certain times and flexibility in others,
they are at times restricted by the mandates of donors on how the asset is used (ACE, 2014). In
the context of student debt, endowments are often used by the institution as a form of internal
student-aid to discount tuition costs (ACE, 2014). This, however, is not always for the students
with the most financial need. Private institutions with the largest endowments have been
criticized for continuing to raise tuition while using endowment funds to discount tuition for the
most desired students as a recruitment tool in the competition to raise institutional rankings
(Carnesale, 2006; Samuels, 2013).
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Historical Trends in Higher Education Finance
Since the financing of higher education in America is dependent on both internal and
external factors, many historical events have shaped higher education and its financing. This
section, while not exhaustive, will review the relevant events that have shaped higher education
and its financing in America. Particular attention will be given to events that have shaped student
debt.
Historical events. There are many historical events in America and internationally that
have shaped the financing of higher education. In the 19th century the states responsibility and
control of higher education was well established. Its purpose, however, was still linked to its
European roots and mostly related to the education of the elite and to religious studies (Simpson,
2013). The following historical events, while not an exhaustive list, highlight changes in the
magnitude and direction of higher education and its financing in America (and to some extent, its
purpose):
1. Morrill Act of 1862;
2. World War II and the GI Bill;
3. Baby boomers, War on Poverty, and Civil Rights;
4. Marketization and Globalization.
Morrill Act-the Land Grant Act of 1862. There was little to no federal government
involvement in higher education until the Morrill Act-the Land Grant Act of 1862 (Zumeta &
Hunt, 2012). This federal legislation provided funding through land sales for the support of
colleges offering applied fields in agriculture, mining, mechanics, and the military (James,
1910). The Morrill Act established states as the authority in higher education by leaving to them
the decisions of whether or not and how to participate (Zumeta & Hunt, 2012). Additionally, this
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Act set the stage for federal government involvement in higher education around two major
themes that would continue to emerge: economic development and educational opportunity
(Zumeta & Hunt, 2012).
World War II and the GI Bill. During World War II the involvement of the federal
government in higher education was related to the recruitment of university researchers to
advance wartime objectives (Zumeta & Hunt, 2012). This is one of multiple examples where
higher education was involved in technology and innovation initiatives to serve the needs of the
government. (Crow & Tucker, 2001). This particular example was one of the first to highlight to
the public the importance of higher education in achieving public needs (Zumeta & Hunt, 2012).
Following the war, the Servicemen’s Readjustment Act of 1955 (commonly known as the GI Bill)
provided financial support for veterans to enroll in post-secondary education (Rumann &
Hamrick, 2010). This Act by congress marked the first large-scale direct federal funding of
higher education for individual students and led to unprecedented growth in higher education
enrollment (Zumeta & Hunt, 2012).
Boomers, poverty, and civil rights. In the 1960’s the baby boomer generation started to
attend college. Additionally, with the attention to poverty and civil rights, middle and upper-class
white males were no longer the only demographic attending college. This led again to record
increases in higher education enrollment (Zumeta & Hunt, 2012). The beginning of this
enrollment boom is often considered the Golden Age of higher education, characterized by
generous funding from both the state and federal governments, with nearly a quadrupling of
institutional revenues, while tuition costs remained low (Zumeta & Hunt, 2012). The emergence
of the Carnegie Commission on Higher Education and the passage of the Higher Education Act
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(HEA) of 1965 served to keep higher education, and its financing, as a top priority in the public
eye (Zumeta & Hunt, 2012).
Shifting to a global marketplace. The globalization of the economy has continued to
increase the perceived need by the public and federal government for higher education for all
citizens. The Organization for Cooperation and Economic Development (OECD) projects that
the United States is already behind 11 other countries in post-secondary attainment among 25-34
year olds and is projected to be 3 million people short in workforce estimates for those jobs
requiring some type of post-secondary attainment by the year 2030 (Groves, 2014). At the same
time, the cost has continued to shift to the students and their families (Heller, 2011; Zumeta &
Hunt, 2012).
The economic downturn in the 1970’s began the shift of who pays for higher education.
The beginning of the shift to lower state appropriations and higher tuition and student aid posed
an even larger problem with the increased socioeconomic diversity of the students enrolled in
higher education (Mellow & Heelan, 2015). This was especially true for the middle class, who
had incomes too high for the still more prevalent need-based student aid programs, but not
enough income for the rising tuition costs (Policano & Fethke, 2012; Zumeta & Hunt, 2012).
The political importance of the middle class coupled with the growing belief that the individual
benefits from higher education were surpassing the civic benefits set the stage for the continued
shifts in student-aid and student cost in higher education.
Between 1980 to 2007 the annual earning advantage of a bachelor’s degree increased to
67% more for women and 61% more for men compared to those with a high-school education
(Zumeta & Hunt, 2012). While degree attainment has always been linked to higher median
income levels, the strengthening of this link in recent decades has contributed to the growing
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public opinion that higher education is an individual benefit more than a civic benefit (Mellow &
Heelan, 2015; Zumeta & Hunt, 2012). This belief has allowed state lawmakers to justify
continued reductions in appropriations along with continued tuition increases (Figure 8). This
shift, however, continued to increase complaints from the middle class about the cost of higher
education. To counteract this, political leaders began to shift the affordability agenda away from
the low-income, need-based students and toward the middle-class students in the form of meritbased aid and student loans (Zumeta & Hunt, 2012). The Georgia HOPE Scholarship was one of
the first completely merit-based aid programs developed, which awarded full scholarships based
on high-school grade-point average and eventually had no family income cap for eligibility
(Cornwell, Mustard, & Sridhar, 2006). Not only have changes in aid policies reduced the
availability of aid to some of the most financially vulnerable students, but they have also led to
increases in the cost of higher education. In a study of the effects of the Georgia HOPE
Scholarship, Long (2004) found that institutions raised student fees, reducing the benefits of the
scholarship and increasing costs for non-recipients. In addition to the increases in merit-based
financial aid, changes to the HEA in 1992 and the Guaranteed Student Loan (GSL) program
(also known as the Stafford Loan Program) without income caps allowed middle and upperincome families additional ways to finance a college education (Policano & Fethke, 2012;
Zumeta & Hunt, 2012). The shift in higher education finance has continued to where 66% of all
federal student aid was in the form of student loans in 2010 (Zumeta & Hunt, 2012).

27

Figure 8. Public FTE Enrollment and Educational Appropriations per FTE, U.S., 1985-2010
Reprinted with permission from, Financing American Higher Education in the Era of
Globalization (page 16), by W. Zumeta, D. Breneman, P. Callan, and J. Finney, 2012,
Cambridge, MA: Harvard Education Press. Copyright (2012) by the President and Fellows of
Harvard College.

Higher Education Finance and Academic Physical Therapy
Healthcare in the United States is becoming increasingly important, not only from the
perspective of improving the care of its citizens, but in controlling it’s cost (Smith, Saunders,
Stuckhardt, & McGinnis, 2013). Despite this importance, the data available for the financing of
health professional education is severely lacking in the literature (Frenk et al., 2010). The
healthcare job outlook is expected to be the second largest growth in percent change and the
largest sector of growth in the actual numbers of individuals needed by 2018 (Lacey & Wright,
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2009). Job growth for physical therapists are projected as “much faster than average” by the
Bureau of Labor Statistics (BLS, 2016). Due to the current and projected societal needs in
healthcare, and specifically physical therapy, the ability to finance the education of these future
professionals has never been more important. Since there are little to no know literature
published in physical therapy on this topic, the available literature from medicine will also be
reviewed when applicable. Medicine and physical therapy have similar educational structures in
regard to program structure and Medicine has been used as an example in describing areas of
academic physical therapy (Gordon, 2011).
Institution type. Academic physical therapy is delivered in both public and private
institutions with nearly 50% of programs in each category (Figure 9) (CAPTE, 2015). The
Carnegie classification of physical therapy programs varies widely, with 30% housed in larger
Master’s Colleges and Universities and 31% split between very high and high Research
Universities (Figure 10) (CAPTE, 2015). The next highest single category is Special Focus
Institutions-Medical Schools and Medical Centers at 13% (CAPTE, 2015). The funding sources
vary across institution type, not only secondary to the public/private status but also whether the
program has professional tuition authority and how the program is established within its parent
institution.
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Figure 9. Distribution of PT Programs in the U.S. by type of Institution 2007-2015.
Source: Commission on Accreditation in Physical Therapy Education (CAPTE) 2014-2015
Fact Sheet Physical Therapist Education Programs. Adapted from http://www.apta.org, with
permission of the American Physical Therapy Association. Copyright © 2016 American
Physical Therapy Association.

Figure 10. Distribution of PT Programs in the U.S. by Carnegie Classification 2007-2015.
Source: Commission on Accreditation in Physical Therapy Education (CAPTE) 2014-2015
Fact Sheet Physical Therapist Education Programs. Adapted from http://www.apta.org, with
permission of the American Physical Therapy Association. Copyright © 2016 American
Physical Therapy Association.
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Funding source. The funding sources described above (state appropriation, student-aid,
tuition, grants and contracts, and endowments) are all potential sources of financing in academic
physical therapy. Additionally, clinical practice revenues may be a source of revenue for
academic physical therapy programs (Gordon, 2011). As mentioned previously, the funding
source varies across institution type, not only secondary to the public/private status but also
whether the program has professional tuition authority and how the program is established within
its parent institution. Currently this information is not reported in the literature or by the
Commission on Accreditation in Physical Therapy Education (CAPTE). Specifically, the amount
and flow of revenue sources, beyond tuition, to physical therapy programs at public institutions
is not reported in the literature. Median annual tuition for physical therapy programs in 20142015 was $15,920 for public in-state institutions and $31,454 for private institutions (Figure 11)
(CAPTE, 2015).
Medical schools have a similar structure to physical therapy programs that operate mostly
within research intensive universities or within medical schools (Gordon, 2014). Medical schools
report a wider range of revenue sources through their accrediting body, the Association of
American Medical Colleges (AAMC) (AAMC, 2016). Over half of medical school revenues
(58%) come from clinical services, while another 15% come from grants and contracts (Figure
12) (AAMC, 2016).
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Figure 11. Average Annual Tuition, Fees, and other Costs by type of Institution 2014-2015.
Source: Commission on Accreditation in Physical Therapy Education (CAPTE) 2014-2015
Fact Sheet Physical Therapist Education Programs. Adapted from http://www.apta.org, with
permission of the American Physical Therapy Association. Copyright © 2016 American
Physical Therapy Association.

This structure, however, accounts for only approximately half of accredited physical
therapy programs, and even in these programs the clinical practice and grant activity vary greatly
and are largely unreported (Gordon, 2011). This variability in program structure and parent
institution adds to the complexity in determining funding sources in academic physical therapy.
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Figure 12. U.S. medical schools’ annual revenues in millions by source, 2010–2014.
Adapted with permission from the Association of American Medical Colleges, AAMC Data
Book, 2016, Figure D4: All US Fully Accredited Medical School Revenue by Source, $ in
Millions.
Despite the scarcity of financial data in the existing literature for academic physical
therapy, there are data that allow for some indirect comparison of potential funding sources to
medicine beyond the reported median tuition costs by looking at faculty activity. There are
currently a mean of just over 10 full-time, core faculty positions per physical therapy program
(CAPTE, 2015). The mean number of faculty with grant funding per program is 4 and 11% of
faculty nationally are engaged in some form of clinical practice (CAPTE, 2015). While there are
similarities with medicine, it does appear that academic physical therapy remains primarily
supported by tuition, while medicine derives much of its revenue from clinical practice and grant
funding. There are clear gaps in the literature with regard to the financing of academic physical
therapy.
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Student Debt and Higher Education
Given the shift in the financing of higher education described above it is no surprise that
student debt has been increasing in higher education. Reductions in state appropriations, rising
tuition, and a change from need-based student-aid to student loans have shifted the cost of higher
education to the student and their families (R. Chen & Wiederspan, 2014; Heller, 2011; Hillman,
2014; Zumeta & Hunt, 2012). This study seeks to explore the relationship between the student
debt of physical therapists and their clinical practice choices. However, an initial review more
broadly of student debt and higher education is helpful to guide the current research questions, as
well as future study. General literature on student debt in higher education is vast, but tends to
focus on the following primary issues:
1. The economy;
2. Loan default;
3. Physical and mental health;
4. Education choices;
5. Employment choices.
The economy. As student debt from higher education continues to rise, it has become an
increasingly important topic when considering the potential effect on the United States economy.
Student loan debt in America surpassed 1 trillion dollars in 2013 and has now surpassed credit
card debt, mortgage debt, and automobile loans (R. Chen & Wiederspan, 2014; Chopra, 2013).
This growth in student loan debt has created concern for how it will effect individuals ability to
pay back the loans, seek additional education, as well as how it may affect an individual’s job
choices and their overall health and well-being (R. Chen & Wiederspan, 2014). Any of these
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examples of the potential effect on rising student debt could have adverse effects on the economy
and will be discussed in greater detail below.
Loan default. One area of concern with the growing student loan debt is the difficulty
new professionals are having in repaying their debt. In 2005, approximately 47% of students who
entered repayment were in delinquency or default (A. F. Cunningham & Kienzl, 2011). While
this number does fluctuate depending on when one analyzes the data from year to year, the
results are no less concerning (Hillman, 2014). Significant problems arise for the individual that
defaults on a student loan. These problems can create a cascade of events that further limit their
current and future economic potential. Once an individual defaults on a federal student loan, the
government can garnish wages and tax refunds; and restrict them from receiving additional loans
or Social Security benefits (Loonin, 2006). Additionally, student loan debt is also not pardonable
in bankruptcy (Hillman, 2014). Loan default can also have implications for the institution. The
Higher Education Act (HEA) requires institutions to maintain default rates below 30% over three
years or no greater than 40% in any one year to remain eligible for Title IV federal financial aid
(Scott, 2010). Numerous studies have identified individual and institutional characteristics that
are related to debt burden and default from student loans. Individuals from lower-income
families, as well as being African-American or Hispanic tend to have higher debt burdens
compared to their White and higher-income peers (Price, 2004). Additionally, students with
lower GPA’s and those students enrolled in the humanities tend to have higher levels of debt
burden when compared to students with higher GPA’s or majors in the Science, Technology,
Engineering, and Math (STEM) fields (S. L. Thomas, 2003). Finally, with regard to institution
type, students who attend private institutions tend to have a higher debt burden when compared
to those attending public institutions (Price, 2004).
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Physical and mental health. There are many avenues of research that focus on economic
outcomes and individual well-being. Indebtedness is one economic characteristic often studied
for its potential relationship with physical and mental health (Brown, Taylor, & Price, 2005).
This is particularly important as debt relates to higher education, due to the assertion that one of
the primary purposes of higher education is to improve the well-being and virtue of society and
its citizens (Simpson, 2013). Numerous studies have demonstrated a relationship between higher
levels of debt and depression (Bridges & Disney, 2010; Brown et al., 2005; Drentea & Lavrakas,
2000). Additionally, higher levels of debt have been linked to reductions in general health, as
well as increased blood pressure (Sweet, Nandi, Adam, & McDade, 2013).
Education choices. An area of particular interest to academic physical therapy, and any
other post-baccalaureate professions, are the potential effects of student debt on choices to seek
further education. Economists and societal leaders also have an interest in this relationship due to
the economic link to level of education and income in the United States, within an increasingly
global economy (Figure 13) (Zumeta & Hunt, 2012).
There are clearly limitations for bachelor’s degree recipients with continuing on to
doctoral and professional education. During the first year following graduation, Millet (2003)
found that only 5% of those aspiring to a doctoral degree program and only 4% aspiring for a
first professional degree enrolled in these programs.
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Figure 13. Median Income for Men 25 Years or Older 1963-2008.
Reprinted with permission from, Financing American Higher Education in the Era of
Globalization (page 77), by W. Zumeta, D. Breneman, P. Callan, and J. Finney, 2012,
Cambridge, MA: Harvard Education Press. Copyright (2012) by the President and Fellows of
Harvard College.

While there are many suggested factors that may limit the choice of further educational
enrollment, the focus of this study is how these limitations may relate to student debt. It has been
demonstrated that students with a baccalaureate debt of greater than $5000 are at an increased
odds of not applying to graduate or professional school (Millet, 2003).
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Employment choices. Equally important to this current study are the potential effects of
student debt on employment choices. Rothstein and Rouse (2011) reported that students with
higher levels of debt choose higher-salary jobs that are less related to “public interest”. This was
demonstrated across all occupation choices. Similarly, Minicozzi (2005) reported that higher
levels of education debt are associated with higher initial wage rates the year after degree
completion. This same group, however, demonstrated lower wage growth over the next 4 years
(Minicozzi, 2005). Both of these studies highlighted the concerns related to new professionals
taking an initially higher paying job that may have reduced civic importance and reduced chance
for wage growth. Similar literature focusing closer on the research questions of this study,
specifically student debt and clinical practice choices will be reviewed below.

Student Debt and Clinical Practice Choices
There are little to no published data profiling the debt of physical therapists. One study in
2011 of graduates from one institution found that the majority of students had total loan amounts
between $40,000 to $80,000 (Thompson REF). There is currently no known literature in the
physical therapy profession examining the direct relationship between student debt and clinical
practice choice. As has often been done, secondary to similarity in current and aspirational
structure of academic physical therapy, studies from the medical literature may lend themselves
to the development of this study and future studies in physical therapy.
While the literature and discussions in physical therapy surrounding student debt are just
beginning and complete workforce data are lacking, there are parallel discussions in medicine
that inform the potential problems with the growing debt ranges for all healthcare professionals.
The academic medical community has studied the potential effects of medical student debt and
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specialty choice for some time. In the early and mid-1990’s results were mixed and confounded
by different training periods, changes in lending programs, and differences in the prediction
models used across studies (Minicozzi, 2005). Colquitt, Zeh, Killian, and Cultice (1996);
Rosenthal, Marquette, and Diamond (1996); Woodworth, Chang, and Helmer (2000) all found
that medical professionals with larger student debt were less likely to choose primary care
specialties or those specialties with longer training periods. During a similar time period,
Kassebaum, Szenas, and Schuchert (1996); Spar, Pryor, and Simon (1993) found no statistically
significant differences between student debt and specialty choice.
More recent analysis of debt-to-income ratio’s in medicine highlight a growing concern
for the primary care specialties (internal medicine, pediatrics, and family practice) (Asch et al.,
2013). These debt-to-income ratios reported in medicine may be similar to those estimated for
recent entry-level physical therapist graduates. Asch et al. (2013) reported an approximate debtto-income ratio between 80%-90%. Additionally, Rosenblatt and Andrilla (2005) showed a
reduction in the choice of primary care residency choice by recent medical school graduates with
the amount of debt and income potential being the primary reason reported.
Recent changes in healthcare have only heightened the concern of student debt and
clinical practice choices in medicine. In the United States, only about 30% of physicians practice
in primary care, compared to 50%-60% in other countries with similar economies (Goodson,
2010). The passage of the Affordable Care Act (ACA) has only further increased the demand for
primary care providers (Greysen et al., 2011). At the same time this has happened, recent
medical graduates are reporting a decrease in the choice to enter primary care secondary to their
educational debt burden (Greysen et al., 2011; Rosenblatt & Andrilla, 2005). Rosenblatt and
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Andrilla (2005) showed that as medical student debt increased a student’s plan to practice in a
primary care setting or in underserved areas reduced significantly.
Policy makers and professional associations have used these trends to increase the
primary care roles of other healthcare providers, such as nurses, physician assistants, and
physical therapists (APTA, 2015c; Bodenheimer & Pham, 2010; Bury & Stokes, 2013; McGill,
2013). Unfortunately, as these other professions begin to prepare to fill these gaps in care they
are beginning to consider similar problems with student debt and clinical practice choices
(Morgan & Hooker, 2010).

Summary
This chapter reviewed the relevant literature associated with higher education finance,
student debt and clinical practice choices in physical therapy. Gaps were identified within the
literature and literature from other professions, such as medicine, and were used to inform the
research questions of this study and future study in this area of inquiry. The research questions
are re-stated after this examination of the literature and an updated operational definitions of
terms are presented to assist in the interpretation of the literature review and the research
questions.
Discussions within the physical therapy profession about student debt are just beginning
and little is known about how this debt may be affecting entry-level practitioners and their
practice choices. Trends in the cost of physical therapist education and the potential for these
trends to begin to affect practice choices highlight the growing need for higher education
research in this area. Student debt has the potential to affect both the practitioner and the citizens
they serve. Concerns of professional satisfaction, burnout, and ethical decisions arise when
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practitioners are more motivated by financial means than by their desired practice setting,
location, and potentially, choice of further residency education (West et al., 2011). Workforce
needs may also be affected, as they have been in medicine, where select practice settings or
regions of the country experience shortages in the necessary number of practitioners needed due
to lower compensation (P. R. Cunningham et al., 2016). Additionally, as mentioned above,
student debt in higher education is a problem across degree types and disciplines. The study of
student debt on workforce decisions by physical therapists may inform other graduate and
professional programs within higher education that face similar problems.

Research Questions
This quantitative survey study will explore the following questions:
1. What is the debt profile of entry-level physical therapists?
2. What is the relationship between student debt and choice of clinical practice setting for
entry-level physical therapists?
3. What is the relationship between student debt and choice of clinical practice geographic
location for entry-level physical therapists?
4. What is the relationship between student debt and choice of voluntary clinical residency
for entry-level physical therapists?
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Operational Definition of Terms
There are many terms used throughout this study that are specific to physical therapy or
healthcare and they will be defined operationally here. It is possible that these terms could be
used differently in different settings. The definitions of specific variables used in the data
collection are described here and in the methods section below.
Physical Therapist: Physical therapists are healthcare professionals who maintain,
restore, and improve movement, activity, and health enabling an individual to function optimally
and have maximum quality of life (APTA, 2011).
Entry-Level Physical Therapist: for this study an entry-level physical therapist will be
defined as a physical therapist that is five year or less from graduation and licensure.
Academic Physical Therapy: the collective network of accredited physical therapist
programs that carry out, in varying degrees, three interrelated functions: (1) educating the next
generation of physical therapists and scientists, (2) discovering the causes of and treatments for
disabling health conditions, and (3) advancing the practice of patient care while caring for
patients (Gordon, 2011).
Scope of Practice: The scope of practice for physical therapists is dynamic, evolving with
evidence, education, and societal needs, and has three components: professional, jurisdictional,
and personal.
•

The professional scope of practice of physical therapy is defined as practice that is
grounded in the profession’s unique body of knowledge, supported by educational
preparation, based on a body of evidence, and linked to existing or emerging practice
frameworks.
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•

The jurisdictional or legal scope of practice is established by a state's practice act
governing the specific physical therapist’s license, and the rules adopted pursuant to that
act.

•

The personal scope of practice consists of activities undertaken by an individual physical
therapist that are situated within a physical therapist’s unique body of knowledge where
the individual is educated, trained, and competent to perform that activity.

Autonomy: Physical therapists accept the responsibility to practice autonomously and
collaboratively in all practice environments to provide best practice to the patient/client.
Autonomous physical therapist practice is characterized by independent, self-determined,
professional judgment and action (APTA, 2013b).
Healthcare Payer: An entity, public or private, that is authorized to provide and/or pay
for healthcare services.
Student debt: Any debt accumulated by a person in pursuit of their education. This may
include costs directly related to education, such as tuition, and also indirect costs, such as room
and board.
Pre-DPT educational debt: Any student debt accumulated prior to matriculating into a
DPT program.
DPT educational debt: Any student debt accumulated during a DPT program.
Total educational debt: The total student debt accumulated before becoming a licensed
physical therapist.
Non-educational debt: Any debt accumulated prior, during, or after becoming a licensed
physical therapist that was unrelated to education.
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Monthly loan repayment: The percent of monthly income dedicated to student debt
repayment.
Clinical practice setting: Clinical practice setting is categorized by the common specialty
areas in physical therapy that have known salary averages. This consists of outpatient
orthopedics and sports, pediatrics, home health, outpatient geriatrics and neurology, inpatient
rehabilitation, and inpatient acute.
Clinical practice location: Clinical practice location is categorized by the geographic
locations that have known salary averages. This consists of New England, Middle Atlantic, East
North Central, West North Central, South Atlantic, East South Central, West South Central,
Mountain, Pacific.
Residency: Clinical residency programs in physical therapy are designed to advance a
physical therapists management of a patient within a given specialty. Clinical residencies are a
minimum of 9 months and 1500 hours and are a path for new graduates to specialize in an area
of practice and to become a board-certified clinical specialist (APTA, 2011).
Fellowship: Fellowship programs in physical therapy are a minimum of 6 months and
1000 hours and are designed to allow a more experienced physical therapist to gain a deeper
expertise in a specialty or sub-specialty (APTA, 2011).
Age: Age will be recorded in years as a continuous variable.
Sex: Sex will be recorded as a male or female phenotype.
Undergraduate state: The state where the student lived and attended their undergraduate
institution.
PT school state: The state where the student lived and attended their physical therapy
institution.
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PT school public/private status: The public/private status will be a dichotomous variable
without further delineation.
PT school Carnegie classification: The classification of the institution where the physical
therapy program attended by the survey participant was housed (Carnegie, 2015). The options
available for currently accredited physical therapy programs are listed here:
•

Doctoral/Research Universities;

•

Research Universities (very high research activity);

•

Research Universities (high research activity);

•

Master’s Colleges and Universities (larger programs);

•

Master’s Colleges and Universities (medium programs);

•

Master’s Colleges and Universities (smaller programs);

•

Baccalaureate Colleges – Arts & Sciences;

•

Baccalaureate Colleges – Diverse Fields;

•

Special Focus Institutions – Medical Schools and Medical Centers;

•

Special Focus Institutions – Other Health Professions Schools Not Classified (CAPTE,
2015; Carnegie, 2015).

Year of graduation: The year that the individual graduated from their physical therapy
program.
APTA/FPTA member: The professional membership status of the individual completing
the survey.
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Individual annual income: The annual gross salary of the physical therapist completing
the survey. This will not include any income that is not related to the practice of physical
therapy, such as investment income.
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CHAPTER 3
Methods
The purpose of this study was to identify the debt profile of entry-level physical
therapists and explore the relationship between student debt and clinical practice choices of
entry-level physical therapists. Specifically, this study was planned to explore the relationship
between student debt and choice of clinical practice setting, clinical practice geographic location,
and whether to continue with voluntary residency education. Additional questions regarding
personal and institutional characteristics were used to inform additional future questions related
to student debt, and also to determine any modification of effect on the primary variables of
interest. The research questions related to student debt and clinical practice choices were:
1. What is the debt profile of entry-level physical therapists?
2. What is the relationship between student debt and choice of clinical practice setting for
entry-level physical therapists?
3. What is the relationship between student debt and choice of clinical practice geographic
location for entry-level physical therapists?
4. What is the relationship between student debt and choice of voluntary clinical residency
for entry-level physical therapists?
The research questions for this study are represented in Figure 6 (p.12). The first research
question addressed the lack of information to inform this area of inquiry by establishing a debt
profile of entry-level physical therapists. The second research question addressed the type of
practice setting selected by the physical therapist and any relationship this decision may have
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with the amount student debt accumulated by the physical therapist. The third question addressed
the geographic location chosen by the physical therapist and if there is any relationship between
this location decision and the amount of student debt accumulated by the physical therapist. The
setting type and geographic location have both been identified in the medical literature as
associated with medical student choices and their amount of medical school debt (Rosenblatt &
Andrilla, 2005). Secondary to these similarities, the methods of this research study were
influenced by previous studies of medical students in this area of inquiry. The fourth research
question addressed a physical therapist’s choice of continuing their education through voluntary
clinical residency training and how this decision may be related to the amount of student debt
accumulated by the individual. Since the residency process for the physical therapist and
physician are different, the methods for this question were developed independent of previous
medical literature. As mentioned previously, there was no know literature in academic physical
therapy addressing student debt and choice of clinical residency education.
Research Design
A quantitative survey method was used to explore the central question to draw inference
about the perceptions of entry-level physical therapists as they relate to student debt and clinical
practice choices (Fowler & Cosenza, 2009). Given the importance of this topic as well as its
scarcity in the literature, a cross-sectional survey was chosen to allow for a more immediate
determination of student debt in physical therapy. This design allowed for determination of the
potential relationship between student debt and clinical practice choice while potentially
informing additional questions about where and how to intervene. With this method and the
sample characteristics (described below) the profession can gain information that is
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representative of entry-level physical therapists in the state of Florida and potentially other states
with similar physical therapist characteristics.

Population, Sample, and Sample Selection
Sample. The sample for this study was a convenience sample taken anonymously from
the Florida Physical Therapy Association’s (FPTA) Early Professional Special Interest Group.
This group consisted of entry-level professionals (0-5 years following graduation) licensed and
practicing as physical therapists or physical therapist assistants in the state of Florida. For the
purposes of this study, the physical therapist assistants were removed from the sample. These
individuals were educated at various programs across the country before becoming licensed to
practice in Florida, although the majority of subjects had graduated from physical therapy
programs in Florida (FPTA, 2016b). The size of the group was approximately 350 physical
therapist members at the time of data collection (FPTA, 2016b). Additional demographic data
about this group was unknown at the time of data collection.
Population. The population for this study was considered entry-level physical therapists
(0-5 years following graduation) in the state of Florida. The accessible population was
considered to be entry-level physical therapists in the Florida Physical Therapy Association’s
(FPTA) Early Professional Special Interest Group. One can be confident that the sample
described above provided an accurate representation of the population as a whole. Within Florida
there are 11 accredited DPT programs that span a diverse state and that take students from across
the United States (FPTA, 2016a). These institutions are varied by geographic location, public or
private status, and Carnegie institution type (CAPTE, 2014; Carnegie, 2015).
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Sample size. The sample size for this survey study was determined by using estimates for
survey research described by Bartlett, Kotrlik, and Higgins (2001). Calculating conservatively,
using categorical methods, with an acceptable error rate of 5 % and a total accessible population
of approximately 350, an estimated sample size of 162 was determined (Bartlett et al., 2001;
Fowler & Cosenza, 2009). Since this is more than 5% of the total accessible population, a
Cochran correction formula was utilized which brought the desired sample size to 111 (Bartlett
et al., 2001).

Data Collection Procedures
Prior to any data collection, a proposal for this study was submitted and approved by the
faculty dissertation committee and the department chair. An application for this study was also
submitted to the University of South Florida’s Institutional Review Board and approved with an
exemption status (Appendix B). Data were then collected using a cross-sectional anonymous
survey. There were no exclusion criteria applied among this sample since all of the information
related to clinical practice choices and student debt was considered relevant for informing the
topic at this stage of exploration. The survey was developd and disseminated electronically using
Qualtrics (© 2016 Qualtrics LLC). To maintain the anonymity of the respondents, a
representative from the FPTA sent the survey and at no time did the investigators have access to
the email accounts of the subjects. Weekly electronic reminders were then sent until the close of
data collection, which was planned for 4-weeks in duration. One additional week was allowed in
an attempt to increase the sample size. The survey was quantitative in nature, with discrete
questions consisting of nominal, ordinal, and ratio data. A cross-sectional study was chosen due
to lack of knowledge in this area and for the speed of gathering results in the hopes that it may
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inform more longitudinal studies in the future (Fowler & Cosenza, 2009). The desired sample
size was 111 as described above. Survey response rates in the health literature have been
reported between 42%-62% (McPeake, Bateson, & O'Neill, 2014). The design and response of
questions specifically related to income have also been studied (Micklewright & Schnepf, 2010).
Specifically related to health surveys, it has been estimated that income questions have an
additional 10-15% non-response rate even when the rest of the survey is completed (Davern,
Rodin, Beebe, & Call, 2005). Using a conservative response rate of 50% for this topic and its
population, the survey was to be sent to at least 222 individuals. However, since the total
members of the FPTA’s Early Professional Special Interest Group numbers approximately 350
and there was no cost for access, the survey was sent to the entire accessible population without
randomization.

Survey Development
The survey questions were designed to inform the research questions, with each survey
question mapped back to its respective research question (Table 1). While a survey of this nature
did not exist in physical therapy, the questions were developed using the Association of
American Medical Colleges (AAMC) Graduate Questionnaire (AAMC, 2014). No reliability or
validity testing had been published for the AAMC survey, but it was the only instrument of its
type used to study graduating medical students (Schafer et al., 2000). This survey by the AAMC
has been used in the literature to inform the student debt and clinical practice choice questions in
medicine (Rosenblatt & Andrilla, 2005). The survey in this study similarly covered questions
related to educational and non-educational debt, clinical practice choices, as well as personal and
institutional characteristics. An additional question was developed if an individual decided to
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decline the survey in an attempt to assess any selection bias related to participation, which is
common among survey studies (Schouten, van den Brakel, Buelens, van der Laan, & Klausch,
2013). Further description of the primary variables of interest are discussed below and have been
defined in the operational definitions section of Chapter 2.
Pilot study. Due to the fact that there was no know survey of this kind in the published
physical therapy literature and that the AAMC survey is not known to have existing published
literature on its reliability and validity, a pilot study was conducted to assist in the development
of the survey and to inform the development of this larger study (Ambler, 2015). The study and
survey were initially developed and presented to doctoral students in education at the University
of South Florida, College of Education. These presentations consisted of small group feedback
sessions focused on the research questions and the potential reliability and validity of the survey
questions with final feedback from an expert in educational research. Following this initial
development a pilot study was conducted (Ambler, 2015). The pilot study consisted of 12 recent
DPT graduates (1-2 years post-graduation) from one state institution in Florida. The results of
this pilot study demonstrated a trend of debt-to-income ratios and respondent reports that were
similar to recent medical literature suggesting a growing concern of clinical practice choices
being influenced by levels of student debt. These results are referenced in the above literature
review and summarized in Table 1. Following the pilot study, the survey was again presented in
small group feedback sessions consisting of doctoral students and candidates in education with
final feedback from this doctoral dissertation committee. The complete, final survey is provided
in Appendix A.
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Table 1
Pilot Study Income and Debt Results

Income
Pre-DPT Debt
No Debt
$ 1 - $ 24,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$125,000 to $149,999
DPT Debt
$ 25,000 to $ 49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$125,000 to $149,999
$175,000 to $199,999
Total Ed Debt
$ 25,000 to $ 49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$125,000 to $149,999
$175,000 to $199,999
Non Ed Debt
No Debt
$ 1 to $ 24,999
$ 25,000 to $ 49,999
Debt/Monthly Income

Totals
$61,875 ($4,176)

Percentage

4
4
2
1
1

33%
33%
17%
8%
8%

1
5
4
1
1

8%
42%
33%
8%
8%

1
3
5
2
1

8%
25%
42%
17%
8%

5
5
2
30% (9.6%)

42%
42%
17%

Debt/Income

40%-81%
81%-121%
121%-161%
202%-242%
283%-323%

Variable Specification
Independent. This study set out to determine the current debt profile of entry-level
physical therapists and to explore the potential relationships between student debt and clinical
practice choices. The independent variables are those that are believed to potentially have an
effect on the outcome (Creswell, 2014). In this study, the income, debt, and demographic
variables are the independent variables (Table 2).
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Table 2
Independent Variable Descriptions
Research
Question Number
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1
RQ1

Survey
Variable Description
Question/Variable
Q19
Annual income
Q20
Pre-DPT educational
debt
Q21
DPT educational debt
Q22
Total educational debt
Q23
Non-educational debt
Q24
Monthly loan
repayment (%)
Q15
Age
Q17
Sex
Q25
Home state
Q28
Undergraduate school
state
Q29
PT school state
Q16
Year of PT graduation
Q31
PT school
public/private status
Q32
PT school Carnegie
ranking
Q30
APTA/FPTA member
Q18
Additional credentials
Q1
Current practice
setting
Q33
Secondary practice
setting

Variable
Type
Continuous
Categorical

Data
Type
Ratio
Ratio

Categorical
Categorical
Categorical
Continuous

Ratio
Ratio
Ratio
Ratio

Categorical
Dichotomous
Categorical
Categorical

Ratio
Nominal
Nominal
Nominal

Categorical
Continuous
Categorical

Nominal
Ratio
Nominal

Categorical

Nominal

Dichotomous Nominal
Categorical

Nominal

Categorical

Nominal

Income/Debt. The questions related to income gathered gross, annual income for each
therapist. The questions related to debt explored student debt amounts for those accumulated
within a DPT program and separately for those accumulated outside of a DPT program. Total
educational debt and any non-educational debt were also collected. This was done to develop an
understanding of how much debt was related specifically to DPT education and also to allow for
analysis of effect related to any non-educational debt burden. Debt amounts were categorized in
$25,000 dollar increments, matching the categories of the AAMC Graduate Questionnaire. This
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was done because it is assumed that graduates will have an estimate of their debt but may not
know the exact amounts.

Table 3
Independent Variable Descriptions

Research Question
Number
RQ2

Survey
Question/Variable
Q5

RQ2

Q35

RQ2

Q7

RQ2

Q8

RQ2

Q36_1

RQ2

Q36_2

RQ2

Q36_3

RQ2

Q36_4

RQ3

Q37

RQ3

Q41

RQ3

Q42

RQ3

Q43

RQ3

Q44_1

RQ3

Q44_2

Variable Description
Satisfaction with
practice setting
Desired practice setting
Degree loans prevent
practice setting
Income increase for
different practice setting
Order importance for
practice settingFinancial
Order importance for
practice setting-Setting
Order importance for
practice settingEducation
Order importance for
practice setting-Location
Satisfaction with
geographic location
Desired geographic
location
Degree loans prevent
geographic location
Income increase for
different geographic
location
Order importance for
geographic locationFinancial
Order importance for
geographic location Setting
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Variable
Type
Categorical

Data
Type
Ordinal

Categorical
Categorical

Nomina
l
Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical
Categorical

Nomina
l
Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Table 3 (Continued)
Research Question Survey
Number
Question/Variable
RQ3
Q44_3

RQ3

Q44_4

RQ4

Q10

RQ4

Q11

RQ4

Q12

RQ4

Q13

RQ4

Q45_1

RQ4

Q45_2

RQ4

Q45_3

RQ4

Q45_4

RQ4

Q43

RQ4

Q44

Variable Description
Order importance for
geographic location Education
Order importance for
geographic location Location
Enrolled in residency
Completed a residency
program
Degree loans prevent
residency
Income increase for
residency
Order importance for
residency considerationFinancial
Order importance for
residency consideration
-Setting
Order importance for
residency consideration
-Education
Order importance for
residency consideration
–Location
Debt effect on PT job
choice
Revisit PT career choice

Variable
Type
Categorical

Data
Type
Ordinal

Categorical

Ordinal

Dichotomo
us
Dichotomo
us
Categorical

Nomina
l
Nomina
l
Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Categorical

Ordinal

Demographics. The demographic variables explored in this study served two purposes.
First, since there was not a study of this kind identified in the literature, the demographic
variables provided additional descriptive information of this population. Second, the
demographic variables allowed for consideration of confounding or effect modification of the
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relationships between the primary variables of debt and clinical practices choices (Hosmer Jr &
Lemeshow, 2004).
Dependent. The dependent variables are the outcomes of the potential influence of the
independent variables (Creswell, 2014). In this study, the dependent variables were the clinical
practice choices (Table 3).
Clinical practice choices. Clinical practice setting was categorized by the common
specialty areas in physical therapy that have known salary averages. This consisted of outpatient
orthopedics and sports, pediatrics, home health, outpatient geriatrics and neurology, inpatient
rehabilitation, and the inpatient acute setting. The estimated salary range by specialty for all
physical therapists was approximately $70,000 to $92,000 (Figure 14) (APTA, 2014a). The
salary range by specialty for entry-level physical therapists was not known.

Figure 14. Median Gross Earned Income of Physical Therapists by Employment Setting.
Source: American Physical Therapy Association, Median income of physical therapists
summary report. Adapted from http://www.apta.org, with permission of the American
Physical Therapy Association. Copyright © 2016 American Physical Therapy Association.
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Clinical practice location was categorized by the geographic locations that have known
salary averages. This consisted of New England, Middle Atlantic, East North Central, West
North Central, South Atlantic, East South Central, West South Central, Mountain, Pacific. The
estimated salary range by geographic location for all physical therapists was approximately
$75,500 to $93,500 (Figure 15) (APTA, 2014a). The salary range by region for entry-level
physical therapists was not known.

Figure 15. Median Gross Earned Income of Physical Therapists by Geographic Region.
Source: American Physical Therapy Association, Median income of physical therapists
summary report. Adapted from http://www.apta.org, with permission of the American
Physical Therapy Association. Copyright © 2016 American Physical Therapy Association.

Choice of voluntary clinical residency education was determined from questions that ask
about the factors that guided the clinician in deciding to continue after graduation into a
residency program. Currently, clinical residency education is not a requirement for licensure or
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practice in the United States. Completion of a residency allows a physical therapist to sit for
board certification in that specialty area. There was no known data demonstrating a difference in
salary for individuals that have continued with residency education and those that have not.
While in residency, the clinician does practice at a reduced salary or at a salary similar to those
of other entry-level practitioners. Residency programs are a minimum of 9 months and typically
last for 1 year (ABPTRFE, 2016).

Data Analysis Plan
All data were analyzed using the Statistical Analysis Software (SAS 9.4, Cary, NC).
Descriptive data were reported to describe the characteristics of the sample and also to inform
any modification of effect on the primary variables of interest. Means, ranges, and percent
differences were used to calculate the debt-to-income ratios and to inform the questions related
to student debt and clinical practice choices. Initially, variables related to clinical practice
choices were collected using a 5-point Likert scale to allow for greater exploration of subject
responses. Before testing the association between student debt and clinical practice choices,
subject responses related to clinical practice choices were coded as binary “yes or no” variables.
This was done for multiple reasons. First, previous literature exploring student debt and clinical
practice choices in medicine have used similar methods, which improves comparisons across
studies (D. Chen, Reinert, Landau, & McGarry, 2014). Second, given that the Likert scales used
do not assume equal distance between responses, it was decided not to consider each response as
a continuous variable, but instead to condense them to a binary variable.
After coding for binary responses, logistic regression was used to assess the association
between student debt and clinical practice choice for practice setting, practice location, and
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choice of voluntary residency education (Hosmer Jr & Lemeshow, 2004). Logistic regression
was chosen due to the dichotomous nature of the dependent variables and potential lack of a
normal distribution in the responses (Peng, Lee, & Ingersoll, 2002). The planned dichotomous
responses were expected to produce an S-curve distribution, which is suited to a logistic model
(Peng et al., 2002). The personal and institutional demographic data was used to assess for any
modification of association based on personal or institutional characteristics. A stepwise
regression analysis was used with a conservative type I error (p=0.10) possibility for variables to
continue in the model. Significance for the findings was kept consistent with the estimated
sample size error with a 95% confidence interval and statistical significance of p=0.05. The
Hosmer-Lemeshow test was used to determine the model of best fit for the distribution of the
data and was used to moderate the type of regression analysis based on the distribution shape
(Hosmer, Hosmer, Le Cessie, & Lemeshow, 1997). Secondary to the survey design, missing data
was a possibility. The characteristics of the missing data were analyzed to determine the best
method to use in the final analysis.

Delimitations of the Study
This study was confined by the type of healthcare professional (physical therapist), years
of practice, degree type, and geographic location. First, this study involved only entry-level
physical therapists with a DPT degree that practice in the state of Florida. Second, this study only
involved physical therapists that are members of the Florida Physical Therapy Association
(FPTA). Given the convenience sample described above, generalization to physical therapists
beyond entry-level or on a national scale should be taken with caution.
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The design itself lends this study to certain delimitations. Since the method of data
collection was an anonymous survey the results of this study are subject to bias. First, since the
participants in the sample drawn from can elect to not participate the results are subject to
selection bias (Schouten et al., 2013). The concern with selection bias in a quantitative survey
study would be that those that chose to participate in the survey had different attitudes and
behaviors related to their student debt than those that chose not to participate (Rothman,
Greenland, & Lash, 2008). To attempt to account for this bias a question was included for why
someone may decline to participate in the study.

Summary
This quantitative survey study set out to explore the relationship between student debt
and the clinical practice choices of entry-level physical therapists. Specifically, this study
explored the relationship between education debt and choice of clinical practice setting, clinical
practice geographic location, and whether to continue with voluntary residency education.
Institutional Review Board guidelines for human subjects research from the University of South
Florida was used to collect, manage, and interpret the data. An anonymous survey adapted from
the Association of American Medical Colleges (AAMC) Graduate Questionnaire was used to
collect all data. This survey was sent to a convenience sample of entry-level physical therapists
that are members of the Florida Physical Therapy Association (FPTA). Data were then analyzed
using the Statistical Analysis Software (SAS 9.4, Cary, NC). Means, ranges, and percent
differences were used to calculate the debt-to-income ratios and to inform the questions related
to student debt and clinical practice choices. Logistic regression was then used to assess the
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association between student debt and clinical practice choice for practice setting, practice
location, and choice of voluntary residency education (R. Chen & Wiederspan, 2014).
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CHAPTER 4
Findings
The purpose of this study was to identify the debt profile of entry-level physical
therapists and to explore the relationships between student debt and clinical practice choices of
entry-level physical therapists. Data were collected using a cross-sectional, anonymous survey.
This survey was distributed electronically by the Florida Physical Therapy Association through
the use of Qualtrics survey software (©2016 Qualtrics LLC). The data obtained were analyzed
using the Statistical Analysis Software (SAS 9.4, Cary, NC). Chapter 4 includes the findings
obtained from the analysis described in Chapter 3. The findings follow the order of the research
questions. The chapter begins with a descriptive analysis of the sample and overall perceptions
of student debt. Following this, is an analysis of each research question that relates to a different
aspect of clinical practice (practice setting, geographic location, and clinical residency).

Research Questions
The study’s research questions related to student debt and clinical practice choices were:
1. What is the debt profile of entry-level physical therapists?
2. What is the relationship between student debt and choice of clinical practice setting for
entry-level physical therapists?
3. What is the relationship between student debt and choice of clinical practice geographic
location for entry-level physical therapists?
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4. What is the relationship between student debt and choice of voluntary clinical residency
for entry-level physical therapists?

Data Preparation
Initially, 119 individuals accessed the survey for an initial response rate of 34%. Thirtythree subject records were invalidated for a final response rate of 25% (Table 4). Records were
invalidated if they did not agree to consent or did not complete the survey by submitting it.
Records were also eliminated if they were missing both the income and debt data requested.

Table 4
Record Invalidation
Reason for Invalidation
No submission
No informed consent
No income or debt

Totals
29
1
3

Data were coded and analyzed using the Statistical Analysis Software (SAS 9.4, Cary,
NC). After coding and analyzing the full data set, one income outlier was removed prior to
calculation of sample statistics. Data were analyzed for missing data. The missing data for
independent variables is described in Table 5, while the missing data for dependent variables is
described in Table 6.
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Table 5
Missing Data by Independent Variable Description
Survey
Question/Variable
Q19
Q20
Q21
Q22
Q23
Q24
Q15
Q17
Q25
Q28
Q29
Q16
Q31
Q32
Q30
Q18
Q1
Q33

Variable Description
Annual income
Pre-DPT educational debt
DPT educational debt
Total educational debt
Non-educational debt
Monthly loan repayment (%)
Age
Sex
Home state
Undergraduate school state
PT school state
Year of PT graduation
PT school public/private status
PT school Carnegie ranking
APTA/FPTA member
Additional credentials
Current practice setting
Secondary practice setting

Missing
5
5
1
3
10
4
1
0
0
1
0
1
2
17
0
NA
0
2

There is little agreement on the acceptable amount of missing data in the literature (Dong
& Peng, 2013). Studies in educational research have commonly reported 15%-20% missing data
(Enders, 2003). Additionally, Bennett (2001) reported that missing data greater than 10% would
be likely to produce bias in the statistical analysis. The only variables that had significant
amounts of missing responses were “Desired geographical location if different from the current
location” (Q41), with 20 missing responses, “Carnegie ranking” (QID32), with 17 missing
responses, and “Non-educational debt” (QID23), with 10 missing responses. No other variables
had more than 5 missing responses. The “Desired geographical location if different from the
current location” variable had the most missing variables. This variable, however, was not
included in the analysis.
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Table 6
Missing Data by Dependent Variable Description
Survey
Question/Variable
Q5
Q35
Q7
Q8
Q36_1
Q36_2
Q36_3
Q36_4
Q37
Q41
Q42
Q43
Q44_1
Q44_2
Q44_3
Q44_4
Q10
Q11
Q12
Q13
Q45_1
Q45_2
Q45_3
Q45_4
Q43
Q44

Variable Description

Missing

Satisfaction with practice setting
Desired practice setting if different
Degree loans prevent practice setting
Income increase for different practice setting
Order importance for practice setting-Financial
Order importance for practice setting-Setting
Order importance for practice setting-Education
Order importance for practice setting-Location
Satisfaction with geographic location
Desired geographic location if different
Degree loans prevent geographic location
Income increase for different geographic location
Order importance for geographic location-Financial
Order importance for geographic location -Setting
Order importance for geographic location -Education
Order importance for geographic location -Location
Enrolled in residency
Completed a residency program
Degree loans prevent residency
Income increase for residency
Order importance for residency consideration-Financial
Order importance for residency consideration -Setting
Order importance for residency consideration -Education
Order importance for residency consideration –Location
Debt effect on PT job choice
Revisit PT career choice

3
1
0
0
0
0
0
0
1
20
1
0
1
1
1
1
1
0
0
0
1
1
1
1
0
0

Additionally, given that the other geographic location questions had little to no missing
responses it is possible that the non-response to this question is because so few subjects were
unsatisfied with their current location. The “Carnegie ranking” variable had the second most
missing responses. It was also determined that the responses to the “Carnegie ranking” variable
may not be accurate. Given the comparison of responses to the Carnegie ranking question and
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other descriptive variables, such as the number of for-profit institutions in Florida that were
reported, it is possible that institutions were classified as “high research” incorrectly. This may
be due to the need to follow a link in the survey to look up an institutions Carnegie ranking. For
this reason, the “Carnegie variable” (QID32) was not considered in the analysis. The “Noneducational debt” (QID23) variable had the second highest number of missing responses. This
variable was not part of the debt-to-income calculations and the majority of responses were low
compared to educational debt. Overall, the missing data that were used to answer the research
questions were low in frequency (<10%) and it was determined that imputation methods would
not necessary or helpful in the analysis of the data for the research questions posed.

Demographics
What is the debt profile of entry-level physical therapists? The final sample consisted
of 86 subjects and their demographic characteristics are listed in Table 7. There were 27 (31%)
males and 59 (69%) females. All subjects graduated between the years of 2011 and 2016. Sixtythree (73%) of the subjects were between the ages of 25-34, while 13 (15%) of the subjects were
between the ages of 35-44. Approximately half of the subjects were raised in Florida (54%) and
attended undergraduate education (59%) in the state of Florida (Table 7). Sixty-four (73%) of the
subjects attended physical therapy school in the state of Florida. Over half of the subjects
attended public institutions (58%), while the rest were divided between attendance at non-profit
(20%) and for-profit (22%) private institutions.
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Table 7
Sample Demographics
Demographic
Age
18-24
25-34
35-44
45-54
Sex
Male
Female
Home State
Florida
Other
Undergraduate State
Florida
Other
PT School State
Florida
Other
PT School Public/Private
Public
Private, Non-Profit
Private, For-Profit
Graduation Year
2011
2012
2013
2014
2015
2016

Totals

Percentage

6
63
13
4

7%
73%
15%
5%

27
59

31%
69%

47
40

54%
46%

51
35

59%
41%

64
23

74%
26%

49
17
19

58%
20%
22%

6
12
11
16
16
25

7%
14%
13%
19%
19%
29%

The sample included individuals from all major practice settings and these are
summarized in Table 8. The most prevalent practice setting was “Private Out-Patient or Group
Practice” (29%), while the least prevalent was “School System (preschool/primary/secondary)”
(1%). A large number of subjects reported additional clinical practice activity, with 42% of the
subjects reporting having a secondary practice (Table 8). Additionally, 5% of the subjects were
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currently enrolled in a residency program, while 12% had completed a residency following
graduation (Table 9).

Table 8
Primary and Secondary Practice Settings for Entry-Level Physical Therapists
Primary Setting
Totals Percentage
Academic Institution (post-secondary)
3
3%
Acute Care
16
18%
Home Health
4
5%
Hospital-based Outpatient
14
16%
In-patient Rehabilitation
9
10%
Pediatrics
7
8%
Private Out-Patient or Group Practice
25
29%
School System
(preschool/primary/secondary)
1
1%
Skilled Nursing
5
6%
Other primary*
3
3%
Secondary Setting
Academic Institution (post-secondary)
2
2%
Acute Care
8
9%
Home Health
3
4%
Hospital-based Outpatient
4
5%
In-patient Rehabilitation
5
6%
Pediatrics
0
Private Out-Patient or Group Practice
8
9%
School System (preschool/primary/secondary)
0
Skilled Nursing
4
5%
Other secondary**
2
2%
Do not have a secondary practice
49
58%
* 1 Travel, 1 Unemployed, 1 Non-academic research setting
**2 Non-physical therapy employment
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Table 9
Entry-Level Physical Therapists Enrolled and Completed Residency
Enrolled
Totals Percentage
Yes
4
5%
No
82
95%
Completed
Yes
12
14%
No
75
86%

Income and Debt
The average annual salary and various educational and consumer debt ranges were
collected on each of the subjects and are summarized in Table 10. The mean annual salary was
$69,328 ($12,860). This is consistent with the national average annual salary of $64,000 for
physical therapists that are 0-3 years removed from graduation (APTA, 2014a). However, 42%
of the subjects reported having a secondary practice (Table 8). The mean annual salary data by
practice setting are listed in Table 12. Practice setting annual salary ranged from $55,000 in a
school setting to $82,579 in the home health setting. Four subjects in this study reported being
enrolled in a residency program at the time of the study. The range and mean annual income for
these subjects are listed in Table 13. The mean annual income for these subjects enrolled in a
residency program was $50,375. When the outlier is removed this mean drops further to $41,333.
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Table 10
Income and Debt for Entry-Level Physical Therapists
Income & Debt
Totals
Percentage/SD
Income
Mean
$69,328 SD= +/- $12,860
Pre-DPT Debt
No Debt
35
43%
$1 to $ 24,999
26
32%
$25,000 to $49,999
10
12%
$ 50,000 to $ 74,999
6
7%
$ 75,000 to $ 99,999
4
5%
$100,000 to $124,999
0
$125,000 to $149,999
1
1%
$150,000 to $174,999
0
$175,000 to $199,999
0
$200,000 to $300,000
0
DPT Debt
No Debt
0
$1 to $24,999
2
2%
$25,000 to $49,999
1
1%
$ 50,000 to $ 74,999
14
16%
$ 75,000 to $ 99,999
17
20%
$100,000 to $124,999
22
26%
$125,000 to $149,999
10
12%
$150,000 to $174,999
9
11%
$175,000 to $199,999
8
9%
$200,000 to $300,000
3
3%
Total Education Debt
No Debt
0
$1 to $24,999
1
1%
$25,000 to $49,999
2
2%
$ 50,000 to $ 74,999
9
11%
$ 75,000 to $ 99,999
13
15%
$100,000 to $124,999
21
25%
$125,000 to $149,999
11
13%
$150,000 to $174,999
7
8%
$175,000 to $199,999
10
12%
$200,000 to $300,000
10
12%
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Table 10 (Continued)
Income & Debt
Totals
Percentage/SD
Non-Education Debt
No Debt
26
34%
$1 to $24,999
43
56%
$25,000 to $49,999
4
5%
$ 50,000 to $ 74,999
0
$ 75,000 to $ 99,999
1
1%
$100,000 to $124,999
0
$125,000 to $149,999
0
$150,000 to $174,999
1
1%
$175,000 to $199,999
0
$200,000 to $300,000
2
3%
Monthly Income/Debt
Mean
10% (19%)*
* This increases to 22% after removing 0% reports due to income based or loans payments not
yet starting

Table 11
Debt to Income Ratio by Total Educational Debt Levels
Total Education Debt
No Debt
$1 to $24,999
$25,000 to $49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000
Mean

0
1
2
9
13
21
11
7
10
10

1%
2%
11%
15%
25%
13%
8%
12%
12%

0%-36%
36%-72%
72%-108%
108%-144%
144%-180%
180%-217%
217%-253%
253%-289%
289%-433%
174% (85%)
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Table 12
Mean Yearly Income by Practice Setting
Primary Setting
Mean Yearly Income
Academic Institution (post-secondary)
$63,667
Acute Care
$69,432
Home Health
$82,579
Hospital-based Outpatient
$64,691
In-patient Rehabilitation
$69,398
Pediatrics
$59,729
Private Out-Patient or Group Practice
$71,570
School System (preschool/primary/secondary)
$55,000**
Skilled Nursing
$78,208
Other primary*
$71,000
* 1 Travel, 1 Unemployed, 1 Non-academic research setting
**Only one entry

Table 13
Resident Income for Entry-Level Physical Therapists
Subject

Annual
Income
$42,000
$40,000
$77,500
$42,000
$50,375
$41,333*

1
2
3
4
Mean
*Mean after removal of outlier

The mean debt-to-income ratio based on the total reported educational debt was 174%
(85%). This average debt-to-income ratio was determined by using the median of each reported
total educational debt category. The most frequently reported debt range for DPT debt and total
educational debt was $100,00 to $124,999. In addition, the majority of subjects reported little
pre-DPT or non-educational debt, suggesting the majority of debt reported in this study is
attributed to the subject’s physical therapy education. Secondary to the known difference in
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average program tuition costs between public and private institutions, the debt and income
characteristics were compared across the institutional corporation type (Table 14).
Table 14
Student Income and Debt by Institution Status
Income & Debt
Public
Private, Non-Profit Private, For-Profit
Income
Mean
$67,258 ($11,198) $70,624 ($16,140) $73,522 ($13,674)
Total Educational Debt
No Debt
$ 1 to $ 24,999
1
$25,000 to $49,999
1
1
$ 50,000 to $ 74,999
9
$ 75,000 to $ 99,999
10
2
1
$100,000 to $124,999
13
3
3
$125,000 to $149,999
9
1
1
$150,000 to $174,999
1
2
4
$175,000 to $199,999
4
0
6
$200,000 to $300,000
1
6
3
Debt-to-Income
Mean
156% (75%)
194% (83%)
207% (115%)

The mean debt-to-income ratio for subjects that attended a public institution for physical
therapy school was 156% (75%). The private institutions were divided into non-profit and forprofit classifications, with respective debt-to-income ratios of 194% (83%) and 207% (115%). A
t test was used to compare the debt-to-income means of public and private (non-profit and forprofit combined) institutions (Table 15). There was a significant difference demonstrated
(t=2.30, p=0.02) between the debt-to-income ratios of individuals that attended public versus
private institutions.
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Table 15
t-test for Student Debt and Institutional Status Differences
Total Educational
Public
Debt-to-Income
Mean
156% (75%)
t-test
Significance
*Mean difference significant at the p=0.05 level

Private (Non-Profit, For-Profit)
200% (98%)
2.30
0.02*

Finally, the average percent of monthly income that is dedicated to loan repayment was
reported at 10% (19%). However, a number of responses were reported as 0%. Many subjects
reporting 0% stated that this was secondary to income-based repayment plans and loan
repayment not yet starting. When the 0% responses were removed, the average percent of
monthly income dedicated to student loan debt rose to 22% for those assumed to be in traditional
repayment plans.

Practice Choices and Debt Burden
What is the relationship between student debt and choice of clinical practice setting
for entry-level physical therapists? The responses to the questions related to student debt and
clinical practice setting choices are summarized in Table 16. Ninety-two percent of subjects
reported being satisfied (rating of 4 or 5) with their current practice setting. Despite this
satisfaction, 28% reported debt as a barrier to their desired practice setting. In addition, 49% of
the subjects reported that they would consider a different setting if it led to an increase in
income.
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Table 16
Student Debt and Practice Setting Choices by Percent Rating
Debt and Practice Setting Questions
Satisfaction with current practice setting

5-High
4
3
2
1-Low
37% 55% 7% 1%
Degree that debt prevents desired practice setting 5-High
4
3
2
1-Low
11% 17% 22% 25% 24%
Income increase and change in setting
5-High
4
3
2
1-Low
29% 20% 21% 22%
9%

Subjects were asked to rate the order of the important factors in their clinical practice
setting choice (Table 17). Subjects reported the setting, or type of patient condition, being the
most important (a rating of 4 or 5 on the scale) 83% of the time. Financial and educational
factors were both rated as most important 58% of the time and location was rated most important
55% of the time.
Table 17
Order of Importance in Practice Setting Decision
Factors Affecting Practice Setting Decision
Financial (Ex: Debt, Salary, Sign-on bonus)
Setting (Ex: Types of patients)
Education (Ex: mentoring, continuing education,
residency)
Location (Ex: geographic location)

5-High
29%
51%
32%
22%

4
3
2
1-Low
29% 29% 10%
3%
32% 15% 1%
1%
26% 23% 11%
7%
33% 24% 15%

6%

The association between practice setting choice and student debt was assessed using
logistic regression. Practice setting choice related to debt was determined by “yes” answers to
two survey questions (Table 18). The first question (QID7) asked the subjects to rate the degree
to which student debt was preventing them from practicing in their desired practice setting on a
Likert scale from 1 to 5. For this question 1 was considered “low degree” while 5 was considered
“high degree”. Answers of 4 or 5 were coded as “yes” and answers of 3, 2 or 1 were coded as
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“no”. The rationale for the coding of the Likert scale in this study was based on the traditional
Likert scale from 1 to 5 where 3 is undecided or unknown (Likert, 1932). The 3 on the scale was
always grouped with the choices of no effect on practice choices to allow for more conservative
estimates. Similar methods have been used in the study of medical student debt (D. Chen et al.,
2014). The second question (QID8) asked subjects to rate the likelihood that they would change
their practice setting if they could increase their income on a Likert scale of 1 to 5. Answers of 4
or 5 (high degree) were coded as “yes” and answers of 3, 2 or 1 were coded as “no”.
Table 18
Debt and Practice Setting Choices: Regression Dependent Variables
Debt and Practice Setting Questions
Yes= 1 No = 0
QID7: Degree that debt prevents desired practice setting
4 or 5 1, 2, or 3
Likert scale 1 to 5, 1=low degree, 5=high degree
QID8: Income increase and change in setting
4 or 5 1, 2, or 3
Likert scale 1 to 5, 1=low consideration, 5=high consideration
The association of reporting a practice setting choice related to student debt and the
amount of educational student debt was assessed using a separate logistic regression model for
each dependent variable while controlling for individual and institutional characteristics (Table
19). The association between the degree that student debt was preventing the desired practice
setting and the total educational student debt was significant, OR = 1.313, 95% CI [1.022-1.685].
In addition, the association of the likelihood to change practice setting if subjects could increase
their income was also significant, OR = 2.505, 95% CI [1.373-4.569]. For both models
addressing the practice setting choices in physical therapy, the Hosmer-Lemeshow test was not
significant, indicating that the models were an appropriate fit to the data (Table 19).
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Table 19
Debt and Practice Setting Choices: Regression Outcomes
Degree that debt prevents desired practice
setting
QID22 Total Educational Debt

b

SE

OR 95% CI

.27

.13

1.31 [1.02, 1.69]

Chi-Square
8.67

p-value
.12

b

SE

OR 95% CI

.92
-1.6
7.8

.31
.63
2.3

2.51 [1.37, 4.57]
0.20 [.058, .69]
999.99 [26.1,
999.99]
.32[.16, .65]
.67 [.51, .80]
p-value
.32

Model Goodness-of-Fit
Hosmer Lemeshow
Increase in income and consideration of a
different setting
QID22 Total Educational Debt
QID23 Non-Educational Debt
QID33 Secondary Practice Setting

Q22Q33 Interaction Term*
-1.1
.37
Q22Q17 Interaction Term**
-.39
.14
Model Goodness-of-Fit
Chi-Square
Hosmer Lemeshow
8.11
Note. Results are final models after crude and stepwise model building.
*Q22Q33: Interaction term of Total Educational Debt and Secondary Practice Setting
**Q22Q17: Interaction term of Total Educational Debt and Sex

What is the relationship between student debt and choice of clinical practice
geographic location for entry-level physical therapists? The responses to the questions related
to student debt and clinical practice geographic location choices are summarized in Table 20.
Ninety percent of subjects reported being satisfied (rating of 4 or 5) with their current practice
geographic location. Subjects reported debt as a barrier to their desired practice location 18% of
the time. In addition, 39% of the subjects reported that they would consider a different location if
it led to an increase in income.
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Table 20
Student Debt and Practice Geographic Location Choices by Percent Rating
Debt and Practice Geographic Location Questions
Satisfaction with current geographic location

5-High
4
3
2
1-Low
36% 54% 12% 1%
6%
Degree that debt prevents desired geographic location 5-High
4
3
2
1-Low
9%
9% 14% 13% 55%
Income increase and change in geographic location
5-High
4
3
2
1-Low
23% 16% 31% 14% 16%

Subjects were asked to rate the order of the important factors in their clinical practice
geographic location choice (Table 21). Subjects reported financial factors being the most
important (a rating of 4 or 5 on the scale) 27% of the time. Educational factors were rated as
most important 25% of the time followed by location (24%) and setting factors (23%).
Table 21
Order of Importance in Practice Geographic Location Decision
Factors Affecting Practice Geographic Location
Decision
Financial (Ex: Debt, Salary, Sign-on bonus)
Setting (Ex: Types of patients)
Education (Ex: mentoring, continuing education,
residency)
Location (Ex: geographic location)

5High
12%
8%
12%

4

3

2

15% 26% 29%
15% 25% 19%
13% 20% 32%

1Low
17%
33%
24%

12%

12% 26% 25%

26%

The association between practice geographic location and student debt was assessed
using logistic regression. Practice geographic location choice related to debt was determined by
“yes” answers to two survey questions (Table 22). The first question (QID46) asked the subjects
to rate the degree to which student debt was preventing them from practicing in their desired
geographic location on a Likert scale from 1 to 5. Answers of 4 or 5 (high degree) were coded as
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“yes” and answers of 3, 2 or 1 were coded as “no” (Likert, 1932). The second question (QID47)
asked subjects to rate the likelihood that they would change their practice location if they could
increase their income on a Likert scale of 1 to 5. Answers of 4 or 5 (high degree) were coded as
“yes” and answers of 3, 2 or 1 were coded as “no”.
Table 22
Debt and Geographic Location Choices: Regression Dependent Variables
Debt and Geographic Location Questions
Yes= 1 No = 0
QID46: Degree that debt prevents desired geographic location 4 or 5 1, 2, or 3
Likert scale 1 to 5, 1=low degree, 5=high degree
QID47: Income increase and change in geographic location
4 or 5 1, 2, or 3
Likert scale 1 to 5, 1=low consideration, 5=high consideration
The association of reporting a practice geographic location choice related to student debt
and the amount of educational student debt was assessed using a separate logistic regression
model for each dependent variable while controlling for individual and institutional
characteristics (Table 23). The association between the degree that student debt was preventing
the desired practice location and the total educational student debt was not significant, OR =
1.156, 95% CI [0.864-1.548]. Additionally, the association of the likelihood to change practice
setting if subjects could increase their income was also not significant, OR = 1.232, 95% CI
[0.982-1.546]. For both models addressing the geographic location choices in physical therapy,
the Hosmer-Lemeshow test was not significant, indicating that the models were an appropriate fit
to the data (Table 23).
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Table 23
Debt and Geographic Location Choices: Regression Outcomes
Degree that debt prevents desired
geographic location
QID22 Total Educational Debt
QID33 Secondary Practice Setting
Q22Q10 Interaction Term*
Model Goodness-of-Fit
Hosmer Lemeshow
Increase in income and consideration of
a different geographic location
QID22 Total Educational Debt
Model Goodness-of-Fit
Hosmer Lemeshow

b

SE

OR 95% CI

.15
1.4
.27

.15
.67
.15
Chi-Square
4.95

1.16 [.86, 1.54]
4.27 [1.16, 15.79]
1.31 [.97, 1.76]
p-value
.76

b

SE

OR 95% CI

.21

.12
Chi-Square
4.01

1.23 [.98, 1.55]
p-value
.55

Note. Results are final models after crude and stepwise model building.
*Q22Q10: Interaction term of Total Educational Debt and Residency Enrollment

What is the relationship between student debt and choice of voluntary clinical
residency for entry-level physical therapists? The responses to the questions related to student
debt and voluntary clinical residency choices are summarized in Table 24. Fifty-seven percent of
subjects reported debt as a barrier (rating of 4 or 5) to continuing on to voluntary clinical
residency. In addition, 77% of the subjects reported that they would consider a residency
program if it led to an increase in income.
Table 24
Student Debt and Residency Choices by Percent Rating
Debt and Residency Questions
Degree that debt prevents residency

5-High
4
3
2
1-Low
40% 17% 10% 8%
24%
Increase in income and consideration of residency 5-High
4
3
2
1-Low
61% 16% 5% 13% 15%
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Subjects were asked to rate the order of the important factors in their voluntary residency
choice (Table 25). Subjects reported location factors being the most important (a rating of 4 or 5
on the scale) 27% of the time when making a choice about residency. Financial factors and
educational factors were rated of high important 24% of the time, while the setting was of high
importance 22% of the time.
Table 25
Order of Importance in Residency Decision
Factors Affecting Residency Decision
Financial (Ex: Debt, Salary, Sign-on bonus)
Setting (Ex: Types of patients)
Education (Ex: mentoring, continuing education,
residency)
Location (Ex: geographic location)

5High
22%
15%
15%

4

3

2

2%
7%
9%

14% 22%
16% 20%
11% 16%

1Low
39%
41%
48%

15%

12% 26% 24%

24%

The association between voluntary clinical residency choice and student debt was
assessed using logistic regression. Residency choice related to debt was determined by “yes”
answers to two survey questions (Table 26). The first question (QID12) asked the subjects to rate
the degree to which student debt was preventing them from choosing to continue in a clinical
residency on a Likert scale from 1 to 5. Answers of 4 or 5 (high degree) were coded as “yes” and
answers of 3, 2 or 1 were coded as “no” (Likert, 1932). The second question (QID13) asked
subjects to rate the likelihood that they would consider a residency if they could increase their
income on a Likert scale of 1 to 5. Answers of 4 or 5 (high degree) were coded as “yes” and
answers of 3, 2 or 1 were coded as “no”.
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Table 26
Debt and Residency Choices: Regression Dependent Variables
Debt and Residency Choice Questions
Yes= 1 No = 0
QID12: Degree that debt prevents residency choice
4 or 5 1, 2, or 3
Likert scale 1 to 5, 1=low degree, 5=high degree
QID13: Increase in income and consideration of residency
4 or 5 1, 2, or 3
Likert scale 1 to 5, 1=low consideration, 5=high consideration

The association of reporting a voluntary clinical residency choice related to student debt
and the amount of educational student debt was assessed using a separate logistic regression
model for each dependent variable while controlling for individual and institutional
characteristics (Table 27). The association between the degree that student debt was preventing
clinical residency and the total educational student debt was not significant, OR = 1.146, 95% CI
[0.892-1.472]. Additionally, the association of the likelihood to consider a residency if subjects
could increase their income was also not significant, OR = 0.909, 95% CI [0.699-1.182]. For
both models addressing the residency practice choices in physical therapy, the HosmerLemeshow test was not significant, indicating that the models were an appropriate fit to the data
(Table 27).

General Questions about Student Debt and Career Choice
Two general survey questions addressed job choice (QID43) and career choice (QID44).
The first question (QID43) asked the subjects to rate the degree to which student debt has
affected their job choices in physical therapy on a Likert scale from 1 to 5. Answers of 4 or 5
(high degree) were coded as “yes” and answers of 3, 2 or 1 were coded as “no” (Likert, 1932)
(Table 28).
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Table 27
Debt and Residency Choices: Regression Outcomes
Degree that debt prevents residency
choice
QID22 Total Educational Debt
QID11 Residency Completion
Q22Q10 Interaction Term*
Model Goodness-of-Fit
Hosmer Lemeshow
Increase in income and consideration of
residency
QID22 Total Educational Debt
QID15 Age Group
Model Goodness-of-Fit
Hosmer Lemeshow

b

SE

OR 95% CI

.14
-3.1
-.39

.13
1.1
.19
Chi-Square
3.2

1.15 [.89, 1.47]
.05 [.01, .37]
.67 [.46, .98]
p-value
.79

b

SE

OR 95% CI

-.09
-1.1

.13
.43
Chi-Square
3.52

.91 [.69, 1.18]
.33 [.14, .77]
p-value
.74

Note. Results are final models after crude and stepwise model building.
*Q22Q10: Interaction term of Total Educational Debt and Residency Enrollment

Table 28
Debt and General Practice Choices: Regression Dependent Variables
Debt and General Practice Questions
Yes= 1 No = 0
QID43: Degree that debt has effected job choice
4 or 5 1, 2, or 3
Likert scale 1 to 5, 1=low degree, 5=high degree
QID44: Would you become a physical therapist again 1 or 2 3, 4, or 5
Likert scale 1 to 5, 1=definitely not, 5=yes definitely
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Fifty-seven percent of the subjects reported that their student debt has had an effect on
their job choice in physical therapy (Table 29). The second question (QID44) asked subjects if
they would choose a career in physical therapy if given the choice again on a Likert scale of 1 to
5. Answers of 1 or 2 (not likely) were coded as “no” and answers of 3, 2 or 1 were coded as
“yes”. Sixteen percent of subjects reported that they would not consider physical therapy again.
Table 29
Student Debt and Career Choices
Debt and Career Questions
Degree that debt has effected job choice

5-High
4
3
2
1-Low
30% 27% 26% 7%
10%
Would you become a physical therapist again 5-Yes
4
3
2
1-No
48% 17% 19% 15%
1%

The association of job and career choice and the amount of educational student debt was
assessed using a separate logistic regression model for each dependent variable while controlling
for individual and institutional characteristics (Table 30). The association between the degree
that student debt was affecting job choices and the total educational student debt was not
significant, OR = 1.169, 95% CI [0.930-1.469]. Additionally, the association of the decision to
revisit a career choice in physical therapy and total educational student debt was also not
significant, OR = 0.901, 95% CI [0.608-1.336]. For both models addressing the general practice
choices in physical therapy, the Hosmer-Lemeshow test was not significant, indicating that the
models were an appropriate fit to the data (Table 30).
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Table 30
Debt and General Practice Choices: Regression Outcomes
Degree that debt has effected job choice
QID22 Total Educational Debt
QID33 Secondary Practice Setting
Model Goodness-of-Fit
Hosmer Lemeshow
Would you become a physical therapist again
QID22 Total Educational Debt
Model Goodness-of-Fit
Hosmer Lemeshow

b

SE

OR 95% CI

.16
.79

.12
.46
Chi-Square
8.74

1.17 [.93, 1.4]
2.19 [.88, 5.4]
p-value
.37

b

SE

OR 95% CI

-.10

.21
Chi-Square
6.26

.90 [0.61, 1.34]
p-value
.28

Note. Results are final models after crude and stepwise model building.

Summary
This chapter has presented a review of the results from the research performed. The
research questions were reviewed and used to outline the reporting of results. The data
preparation was described and included a summary of data exclusion, missing data and variable
coding. Sample demographics were described to answer the first research question of a debt
burden profile for entry-level physical therapists. The rest of the chapter summarizes the data
related to each research question regarding relationships between student debt and clinical
practice choices. Frequency percentages and means were used to describe the perception of the
effect of student debt on choice of practice setting, geographic location, and residency education.
Logistic regression was then used to assess the association between the levels of student debt and
the practice decisions described above. Chapter 5 will discuss the findings related to existing
literature and as they relate to the groups of significance outlined in Chapter 1. In addition,
limitations of the study and implications for future research will be discussed.
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CHAPTER 5
Discussion
The purpose of this study was to identify the debt profile of entry-level physical
therapists and explore the relationships between student debt and clinical practice choices of
entry-level physical therapists. With little to no known published literature in physical therapy
regarding these questions, this study utilized a quantitative, cross-sectional survey in an effort to
develop an initial profile of the student debt of entry-level physical therapists. In addition, this
study sought to explore the relationships between student debt and clinical practice choices,
specifically regarding practice setting, geographic location, and clinical residency choice.
This chapter will review the findings summarized in Chapter 4. These findings will be
organized by the research questions posed and will be discussed in the context of existing
literature where available. The implications of the research findings will be discussed within the
context of the identified groups of significance outlined in Chapter 1 and the literature reviewed
in Chapter 2. Finally, the limitations, recommendations and direction for areas of future research
around the topic of student debt in physical therapy will be discussed.

Research Questions
The four research questions are listed below. The findings related to each questions will
be discussed.
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1. What is the debt profile of entry-level physical therapists?
2. What is the relationship between student debt and choice of clinical practice setting for
entry-level physical therapists?
3. What is the relationship between student debt and choice of clinical practice geographic
location for entry-level physical therapists?
4. What is the relationship between student debt and choice of voluntary clinical residency
for entry-level physical therapists?

What is the Debt Profile of Entry-Level Physical Therapists?
The first research question of this study sought to develop a debt profile of entry-level
physical therapists. Since there were little or no known published literature on the debt profile of
physical therapists, data collection to describe the population of interest was warranted. This
description included both personal and institutional characteristics, as well as the debt and
income levels of entry-level physical therapists.
Demographics
Personal characteristics. The demographic data from this study are described in Table
7. The available comparisons for the personal demographic data collected in this study are based
on two published reports in physical therapy. First, the 2014-2015 Physical Therapist Centralized
Application Service (PTCAS) data report was chosen for comparison secondary to the
demographics potentially being more representative of current entry-level physical therapists
(APTA, 2015a). This report includes individuals that have entered into doctoral-level programs
and are, as a majority, within the same generation as the entry-level physical therapists surveyed
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in this study. The second report to consider in comparison of demographics in physical therapy is
the Physical Therapist Member Demographic Profile published by the American Physical
Therapy Association (APTA) (APTA, 2014b). It should be noted that the majority of members in
this second report are over the age of 40 and have been in the profession for more than 16 years.
Secondary to the methods used in national demographic data collection, the demographics that
are currently collected in physical therapy may not be representative of the entry-level physical
therapist’s survey in this study, especially with regard to student debt. In this study, the majority
of physical therapists were between the ages of 25-34 (Table 7). This is consistent with data
reported in the PTCAS data report, where 80% of applicants were 20-25 upon matriculation into
a program (APTA, 2015a). Sixty-nine percent of the subjects in this study were female (Table 7).
This is consistent with both the PTCAS (62% female) and APTA member demographic (70%
female) profiles (APTA, 2014b, 2015a). While the member demographic profile shows no
change in these percentages since 2000, the PTCAS applicant data does show a slow shift to an
increasing male applicant demographic (APTA, 2015a). This shift, however, was not
demonstrated in this study.
Institutional and geographic characteristics. The institutional and geographical
characteristics are described in Table 7. Institutional characteristic comparisons were available
from the PTCAS data report described above, as well as the aggregate program data report from
the Commission on Accreditation in Physical Therapy Education (CAPTE) (CAPTE, 2015).
Similar to the personal demographic data, there are not direct comparisons available in the
literature for entry-level physical therapists, however, given the similarities of entry-level
physical therapist characteristics to that of students and current program data, comparisons can
still be made. The distribution of subjects by institution corporation type was 58% public and
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44% private and was similar to national data reported by CAPTE (CAPTE, 2015). Corporation
type is discussed further below in the debt profile. The majority of subjects completed
undergraduate education in Florida (59%) and reported Florida as their “home state” (54%).
Finally, 74% of subjects completed their physical therapy education at institutions in Florida.
Practice setting. The clinical practice characteristics for the subjects in this study are
described in Table 8 and Table 31. The comparisons in the literature for this data are data from
the Physical Therapist Member Demographic Profile published by the APTA and were last
updated in 2014 (APTA, 2014b). As noted previously, the majority of members in this second
report are over the age of 40 and have been in the profession for more than 16 years. This
reduces the comparability, but at this time this report presents the best available published
comparison. Despite this limitation in comparison, the two groups are largely similar in regard to
practice setting (Table 31). Secondary to these similarities, there is little to no reason to question
debt or income comparisons secondary to any skew in practice setting prevalence.
Table 31
Practice Setting Comparison by Income
Primary Setting
Percentage APTA
Percentage this study
Academic Institution (post-secondary)
10%
3%
Acute Care
11%
18%
Home Health
7%
5%
Hospital-based Outpatient
20%
16%
In-patient Rehabilitation
4%
10%
Pediatrics
NR**
8%
Private Out-Patient or Group Practice
33%
29%
School System
4%
1%
(preschool/primary/secondary)
Skilled Nursing
4%
6%
Other primary
6%**
3%*
Note. APTA data taken from the Physical Therapist Member Demographic Profile
* 1 Travel, 1 Unemployed, 1 Non-academic research setting
** Not Reported
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Residency participation. The residency participation characteristics for the subjects in
this study are described in Table 9. The comparisons in the literature for this data are limited. In
2015 there were 199 accredited residencies available in physical therapy (Furze, Tichenor,
Fisher, Jensen, & Rapport, 2016). In 2014, the last year with available data, there were 8,806
graduates from entry-level physical therapy programs (CAPTE, 2015). Given the number of
graduates compared to the number of available residencies, it would appear the profession could
accommodate only a small percentage of all graduates into residencies. In this study 5% of
subjects were currently enrolled in a residency, while 14% had completed a residency prior to the
study. When comparing the national availability of residency with the findings in this study, it
would appear that there is adequate representation in this study for comparison.

Debt and Income
The debt and income ranges and means for the subjects in this study are described in
Table 10. Income data is available from the Bureau of Labor Statistics (BLS) and the median
income for a physical therapist in the United States is $83,940, with a range from $56,800 to
$116,090 (BLS, 2016). This information, however, does not provide a description of the income
for entry-level physical therapists. The American Physical Therapy Association (APTA)
publishes physical therapist income data that is categorized by the years in practice, practice
setting, and by the geographic location (APTA, 2014a). The mean annual income for entry-level
physical therapists (0-5 years in practice) in this study was $69,328 ($12,860) (Table 10). This is
similar to the published national annual income categories from the APTA of $64,000 (0-3
years) and $73,000 (4-5 years) (APTA, 2014a).
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Practice setting income. The published income data by practice setting does not parse by
years of practice and consequently provides little availability for comparison to the data in this
study. However, one can compare the range and percent difference from lowest to highest of
income across settings. National median income ranges from $70,000 to $92,000 and has a
percent difference of 27% (APTA, 2014a). The data from this study demonstrates a range across
practice settings of $55,000 to $82,579 with a percent difference of 40% (Table 12). The
difference in range and percent difference may reflect greater differences in starting salary in
different clinical practice settings, however, without comparison to other studies or other regions
one cannot be conclusive about why entry-level professionals appear to have a greater difference
in income by practice setting.
Geographic region income. Similar to data published regarding practice setting, the
published income data by geographic region does not parse by years of practice and
consequently provides little availability for comparison to the data in this study (APTA, 2014a).
However, the median income by geographic region ranges from $75,500 in the West North
Central to $93,500 in the Pacific (21% difference), with Florida’s region (South Atlantic) falling
near the national median at $83,000. Given the relatively small range in income by geographic
region and Florida’s median being similar to the national median, one can be confident that the
data from the sample in this study may be similar to national characteristics of income in
physical therapy.
Residency income. There was not a known publication for residency income in physical
therapy. There were four subjects in this study that reported being enrolled in a residency
program at the time of the study. The range and mean annual income reported by these subjects
are listed in Table 13. The mean annual income for these subjects enrolled in a residency
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program was $50,375. When the outlier is removed this mean drops further to $41,333. Despite
the small sample size of current residents, the mean annual income for residents in physical
therapy is significantly below that of other entry-level physical therapists. There are residency
models that allow for the therapist to practice at a full, entry-level therapist salary, however, in
this model the residents’ learning is typically more self-directed and in addition to full patient
care schedules.
Debt. There was not a known publication for the ranges or means of student debt-toincome in physical therapy. One study of graduates from one institution reported total loan
amounts of graduates (REF). In this study by (REF), the majority of loan totals were between
$40,000 and $80,000. In this study the most frequent debt amount was reported at $100,000 to
$124,999. Even considering that these are not direct comparisons, it would appear that academic
physical therapy has not escaped the rapid rise in total educational debt accumulation that has
occurred across higher education. The aggregate, median total program costs (tuition, fees, and
other costs) for academic physical therapy programs is $53,015 for public institutions (in-state)
and $97,770 for private institutions (CAPTE, 2015). While these costs do not provide a direct,
complete comparison to the total student debt accumulated by physical therapists, it does allow
for some comparison as well as a preliminary look at what debt students accumulate beyond the
published program costs. The mean debt-to-income ratio, considering total educational debt in
this study was 174% (85%) (Table 11). This is higher than the debt-to-income ratios reported in
the medical literature that has prompted concern for specialty choice secondary to debt and
income. Asch et al. (2013) reported an approximate debt-to-income ratio between 80% and 90%
for family medicine physicians. In the same article, Asch et al. (2013) identified veterinary
medicine graduates debt-to-income ratios between 160% and 180%. Reports from the veterinary
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literature show mean debt amounts of $143,394 (Bain & Dicks, 2016). This is similar to the total
student debt amounts reported in this study for entry-level physical therapists (Table 11). When
considering debt and income in relation to the personal and institutional characteristics, the debtto-income ratios differed significantly by institutional corporation status (Table 14). The higher
debt amounts from private institutions seen in academic physical therapy in this study are
consistent with findings across higher education (Policano & Fethke, 2012). A portion of this
difference is explained by the differences in tuition costs between public and private institutions
in academic physical therapy. The median annual tuition of public institutions in academic
physical therapy is about half ($15,920) of the cost of annual tuition at private institutions
($31,454) (CAPTE, 2015). Additional differences outside of tuition, fees, and other program
costs are not known at this time.
Summary of research question 1. What is the debt profile of entry-level physical
therapists? Even before considering if the debt burden of entry-level physical therapists is
related to their practice choices, the initial creation of a debt profile for physical therapists is of
upmost importance given the problems seen in other health professions with similar academic
structures. This is especially true in an environment of increasing accountability in higher
education that includes both the outcomes and the costs needed to obtain them (Shulock, 2011).
The personal and institutional characteristics of the subjects in this study are reasonably similar
to those that are reported nationally. Income data from this study are also similar to national data
for physical therapists with similar years of experience. There is no known comparison in the
literature to compare the total debt of entry-level physical therapists in this study. This gap in the
literature highlights the importance of developing improved data collection practices for student
debt in academic physical therapy. The debt levels reported by the subjects in this study are
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cause for concern when compared to other health professions that have begun to see changes in
practitioner choices secondary to their student debt.

What is the Relationship Between Student Debt and Choice of Clinical Practice Setting for
Entry-Level Physical Therapists?
The second research question of this study explored the relationships between student
debt and clinical practice setting choices. Subjects were asked three questions related to their
satisfaction with their current practice setting and to how debt and income have affected their
practice setting choices (Table 16). Overall, the entry-level physical therapists in this study were
satisfied with their current practice setting, as 92% selected “yes” for satisfaction. In regard to
debt and income, 28% of subjects reported that debt prevented their desired practice setting and
49% reported that they would leave their current practice setting if they could increase their
income. When subjects were asked to rate the importance of different factors (financial, setting,
education, location) in their practice setting decisions, 83% reported practice setting factors at a 4
or 5 on the Likert scale, followed by financial and educational factors (58%) and location (55%)
(Table 17). When the subject’s responses to the question of whether debt had affected their
practice setting choice were compared by debt level there is a noticeable trend of increasing debt
and increasing percentages of not being in the desired practice setting (Table 32). Direct
comparisons in academic physical therapy are not available in the literature for this data,
however, similar findings have been shown in medicine. Rosenblatt and Andrilla (2005)
demonstrated similar trends with an increasing reported influence of debt on career choice as
total debt increased. It was also demonstrated in this study that as medical student debt increased
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the intention to choose a career in primary care reduced, showing an effect of student debt
specifically on the practice setting (Rosenblatt & Andrilla, 2005).
Table 32
Percent of Subjects Answering “Yes” or “No” to Practice Setting Choice by Debt Category
Total Education Debt
No Debt
$1 to $24,999
$25,000 to $49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

Reported Debt Influenced
Setting (n=24)
0%
0%
0%
0%
8%
33%
17%
4%
25%
13%

Reported Debt Did Not
Influence Setting (n=59)
0%
2%
3%
15%
17%
22%
12%
10%
7%
12%

Regression analysis revealed a small association, OR = 1.31, 95% CI [1.02-1.69] between
increasing total student debt and the degree to which debt prevents the desired clinical practice
setting (Table 19). A small to moderate association, OR = 2.51, 95% CI [1.37-4.57] was also
demonstrated between increasing total student debt and the consideration of practice setting
changes if more income was attainable (Table 19). The medical education literature has posed
similar questions related to student debt and choice of medical specialty (Asch et al., 2013;
Greysen et al., 2011; Rosenblatt & Andrilla, 2005). While multiple studies have reported trends
and frequency data that support a concern for the influence of debt on medical specialty choice,
some have tested for an association while controlling for other variables similar to this study.
Rosenblatt and Andrilla (2005) reported a small decline in the primary care interest of medical
students with increasing debt levels. Phillips, Petterson, Bazemore, and Phillips (2014) have
demonstrated similar findings for family medicine. In this study, while there were associations
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between debt and choice of practice setting, additional analysis of which practice settings may
effect these responses was not significant. It is possible that with an increase in the number of
subjects that additional categorization may be possible. Another important factor when
comparing the results in this study to studies in medicine is that current literature in physical
therapy shows only a 27% difference in annual salary range by specialty ($70,000-$92,000), with
inpatient rehabilitation and pediatrics at the lower end of the range and acute care at the high end
(APTA, 2014a). In this study the difference was 40% with the lowest income being in the school
setting and the highest income being in the home health setting. In contrast, the medical literature
demonstrates an approximate 74% difference in the annual salary range ($204,000-$443,000),
with family medicine and other primary care specialties at the lower end and cardiology and
orthopedics remaining at the high end of the range (Peckham, 2016). Given these differences, it
is possible that educational debt in physical therapy does not influence a specific setting choice
simply because the range of income across specialties in physical therapy is not large enough to
alter the debt to income ratio significantly for these individuals. This also highlights the
importance of the subjects response to whether they would consider a change in practice setting
if they could increase their income. In this study, nearly half (49%) of subjects reported that they
would consider changing their practice setting if they could increase their income. This finding
may have important implications as the physical therapy profession considers alternative
payment methods with payors that could change the income potential for physical therapists
based on the types of problems that their patients may present with.
Summary of research question 2. What is the relationship between student debt and
choice of clinical practice setting for entry-level physical therapists? Overall there are both
positive and potentially concerning findings surrounding student debt and clinical practice
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setting choices by entry-level physical therapists. Almost all physical therapists in this study
report feeling satisfied with their current clinical practice setting. Additionally, the most
prevalent important factor in these therapist’s clinical practice setting decision is the type of
setting itself. What is concerning is the finding that as the total student debt increases, physical
therapist’s begin to report that their debt prevents their desired practice setting. Furthermore, as
the debt increases, physical therapist’s begin to report that they would leave their current practice
setting to increase their income. This question related to leaving a practice setting to increase
income may become more important as healthcare reform potentially creates changes in payment
that make some settings more lucrative than others (Kocher & Chigurupati, 2016; Sullivan et al.,
2011).

What is the Relationship Between Student Debt and Choice of Clinical Practice Geographic
Location for Entry-Level Physical Therapists?
The third research question of this study explored the relationships between student debt
and geographic location practice choices. Subjects were asked three questions related to their
satisfaction with their geographic practice location and to how debt and income have affected
their geographic location choices (Table 20). Overall, the entry-level physical therapists in this
study were satisfied with their current practice setting, as 90% selected “yes” for satisfaction. In
regard to debt and income, 18% of subjects reported that debt prevented their desired geographic
location and 39% reported that they would leave their current geographic location if they could
increase their income. When subjects were asked to rate the importance of different factors
(financial, setting, education, location) in their practice location decisions, 27% reported
financial factors, followed by education (25%), location (24%) and setting factors (23%) (Table
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21). When the subject’s responses to the question of whether debt had affected their geographic
location choice were compared by debt level there is a small trend of increasing debt and
increasing percentages of debt affecting geographic location (Table 33).
Table 33
Percent of Subjects Answering “Yes” or “No” to Practice Geography Choice by Debt Category
Total Education Debt
No Debt
$1 to $24,999
$25,000 to $49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

Reported Debt Influenced
Geography (n=16)
0%
0%
6%
6%
0%
25%
19%
13%
6%
25%

Reported Debt Did Not
Influence Geography (n=67)
0%
1%
1%
12%
18%
25%
12%
7%
13%
9%

Regression analysis did not reveal a significant association, OR = 1.16, 95% CI [0.861.54] between increasing total student debt and the degree to which debt prevents the desired
geographic location (Table 23). Additionally, there was not a significant association (OR=1.23
SD+/- 0.98-1.55) between increasing total student debt and the consideration of changing
geographic location if given more income (Table 23). The medical education literature has
posed similar questions related to medical student debt and choice of practicing in rural or
underserved areas (Rosenblatt & Andrilla, 2005). This question, however, considers different
factors and potential motives than a more general question of geographic location, making
comparisons difficult. Additionally, since this study did not sample from entry-level physical
therapists outside of Florida and there are no published data showing entry-level income by
geographic region, comparison to other geographic regions is not possible at this time.
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Summary of research question 3. What is the relationship between student debt and
choice of clinical practice geographic location for entry-level physical therapists? Overall,
subjects reported being satisfied with their geographic practice location. Additionally, only 18%
of subjects reported that their debt restricted their desired geographic location. There were a
larger number of subjects (39%) that reported being willing to change geographic locations to
increase their income. Additional questions would be needed to explore the reasons for this and
this should not be viewed as a positive or negative result at this time. For example, if entry-level
physical therapists are willing to move based on income this could be a strategy to improve
service to rural or underserved areas, as long as the physical therapist has access to their desired
practice setting in the new location. Additionally, given the number of subjects willing to
relocate, it does not appear that debt is restricting physical therapist mobility, at least for those
currently located in Florida. There were no significant associations between increasing total
educational debt and the geographic locations.

What is the Relationship Between Student Debt and Choice of Voluntary Clinical
Residency for Entry-Level Physical Therapists?
The fourth research question of this study explored the relationships between student debt
and voluntary clinical residency choices. Subjects were asked two questions related to how debt
and income have affected their voluntary clinical residency choices (Table 24). In regard to debt
and income, 57% of subjects reported that debt prevented them from continuing in residency
education following the completion of their entry-level program and 77% reported that they
would enter a residency program if they could increase their income. When subjects were asked
to rate the importance of different factors (financial, setting, education, location) in their
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residency decisions, 27% reported location factors, followed by financial and educational factors
(22%), and then factors related to setting 22% (Table 25). When the subject’s responses to the
question of whether debt had affected their residency choice were compared by debt level there
were no trends of increasing debt and increasing percentages of debt affecting residency choice
(Table 34).
Table 34
Percent of Subjects Answering “Yes” or “No” to Residency Choice Questions by Debt Category
Total Education Debt
No Debt
$1 to $24,999
$25,000 to $49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

Reported Debt Influenced
Residency (n=48)
0%
0%
2%
8%
15%
27%
17%
4%
15%
13%

Reported Debt Did Not
Influence Residency (n=35)
0%
3%
3%
14%
14%
23%
9%
14%
9%
11%

Regression analysis did not reveal a significant association, OR = 1.15, 95% CI [0.891.47] between increasing total student debt and the degree to which debt prevents residency
(Table 27). Additionally, there was not a significant association, OR = 0.91 95% CI [0.69-1.18]
between increasing total student debt and the consideration of entering a residency if given more
income (Table 27). The structure of physical therapy and medical residency are different and at
different stages of development. They are not comparable in regard to these research questions.
Medical specialization through residency serves as the basis for comparison for the physical
therapy practice setting questions discussed above. There are no known publications in physical
therapy related to clinical residency and student debt available for comparison.
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Summary of research question 4. What is the relationship between student debt and
choice of voluntary clinical residency for entry-level physical therapists? Overall, the
majority of subjects reported being restricted from residency secondary to their debt.
Additionally, 77% of subjects reported being willing to enter residency if they could increase
their income. However, when asked to rate the importance of factors in making a decision to
enter residency, subjects rated education and setting as more important than financial factors,
suggesting that while debt is a barrier it may not currently be changing subject’s views on what
is important about entering a residency. Nevertheless, if the physical therapy profession has a
goal of residency for all entry-level physical therapists, consideration of models that reduce the
debt burden for these therapists will be an important factor in this planning. There were no
significant associations between increasing total educational debt and residency choices.

General Questions about Student Debt and Career Choice
Two additional questions were asked about general career decisions and student debt
among entry-level physical therapists. Subjects were asked two questions related to how debt and
income have affected their career choices (Table 29). In regard to debt and income, 57% of
subjects reported that debt had effected their job choice in physical therapy and 16% reported
that they would not choose a career in physical therapy again. When the subject’s responses to
the question of whether debt had affected their career choice were compared by debt level there
is a small trend of increasing debt and increasing percentages of debt affecting career choice
(Table 35).
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Table 35
Percent of Subjects Answering “Yes” or “No” to Career Choice Questions by Debt Category
Total Education Debt
No Debt
$1 to $24,999
$25,000 to $49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

Reported Debt Influenced
Career (n=48)
0%
0%
4%
10%
10%
23%
13%
8%
17%
15%

Reported Debt Did Not
Influence Career (n=35)
0%
3%
0%
11%
20%
29%
14%
9%
6%
9%

Regression analysis did not reveal a significant association, OR = 1.17, 95% CI [0.931.47] between increasing total student debt and the degree to which debt affected job choice in
physical therapy (Table 30). Additionally, there was not a significant association, OR = 0.90,
95% CI [0.61-1.34] between increasing total student debt and the choice to become a physical
therapist again (Table 30).
These general questions are important in this study secondary to their not being previous
literature related to these research questions in physical therapy. It is concerning that 57% of
subject’s report that student debt has affected their career choices. While there was not a
significant association between increasing total student debt and career choice, the trends in this
study are similar to those found recently in medicine. Rohlfing, Navarro, Maniya, Hughes, and
Rogalsky (2014) demonstrated an increased likelihood to disagree with the choice to become a
physician again as ones student debt increased. While 16% of subjects reported that they would
not choose physical therapy again, it was not determined in this study if this was due to reasons
related to debt or other reasons.
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Implications of Findings
As described in detail in Chapter 1, the results of this study are significant to at least five
specific groups. The findings of this study are discussed below within the context of each group.
1. Physical therapists
2. Academic physical therapy
3. The physical therapy professional association (APTA)
4. Healthcare administrators and payers
5. Society

Physical therapists. The results of this study are significant for both current and future
physical therapists. The average debt and debt-to-income information identified in this study
provides important benchmark information for those considering a career in physical therapy.
This information also provides important information for current physical therapists when
considering practice decisions regarding setting, geographic location, and residency.
Academic physical therapy. The results of this study provide important information, as
well as important questions for the academic physical therapy community. The average debt and
debt-to-income information identified in this study provides important benchmark information
for program comparison and for institutions when considering enrollment, tuition, and other
financial structures. Having this information available so that is accessible by the public may be
valuable and may become even more important in the future as the federal government increases
its accountability and transparency reporting across higher education (DOE, 2016). As academic
programs consider their regional or societal missions, an understanding of factors that drive
clinician choices for practice setting, geographic location, or additional residency education may
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help them plan recruitment and retention strategies and reduce barriers to choice in these areas of
practice for entry-level physical therapists. This is especially important as academic physical
therapy responds to healthcare reform in the United States and considers the optimal academic
unit structure to effectively and efficiently prepare physical therapists for their career. Important
considerations in academic physical therapy may include levels of autonomy similar to other
health professions, such as medicine, within the institutional structure. This not only allows for
academic physical therapy to participate equally in interprofessional decision making regarding
the education of health professionals, but it could improve control over revenue sources in
academic physical therapy that have traditionally been dictated by other professions, or by nonclinical graduate education.
The physical therapy professional association (APTA). The physical therapy
professional association (APTA) may find significance in these findings. The APTA advances
the physical therapy profession at the state and national level for legislative programs that
include loan forgiveness and appropriate payment for professional services. The debt-to-income
ratios identified in this study place physical therapist’s debt burden at or above other healthcare
professionals that receive loan forgiveness from the federal government for specified practice
(Asch et al., 2013; Youngclaus, Koehler, Kotlikoff, & Wiecha, 2013). Groups within the APTA,
such as the American Board of Physical Therapy Specialists (ABPTS) and the American Board
of Physical Therapy Residency and Fellowship Education (ABPTRFE) may find significance in
these findings when considering the optimal structure of clinical specialty and continued
development of post-professional residency and fellowship education. For example, models that
allow for residency and fellowship education within an academic physical therapy center where
the cost of entry-level education can be shared with clinical practice centers may be one way to
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reduce the debt burden of entry-level physical therapists, while also improving the excellence
and access across professional and post-professional education.
Healthcare administrators and payers. Employers and organizations that employ or
seek the services of physical therapists will find significance in these findings. The findings in
this study not only provide information about the debt burden entry-level physical therapists will
be looking to alleviate when they enter the workforce, but these results also provide information
about how this debt influences practice choices. For example, since subjects in this study
reported a low barrier to geographic location secondary to student debt, along with a willingness
to relocate to increase income, programs that provide incentives for relocation may be helpful for
underserved areas, if they are within the practitioners desired practice setting. It is also important
that payers have accurate information to assist in loan repayment programs as well as accurate
payment for practice costs, including the salary of the practitioners. Additionally, as healthcare
transitions to value-based payment methods, physical therapists should be committed to
demonstrating value in patient care. A value that provides opportunity for roles in primary care,
as well as opportunities to increase payment for services based on the overall savings to the
healthcare system that physical therapists provide through preventative and less invasive
services. While not a focus of this particular study, it is important to recognize that any strategy
to reduce debt-burden without addressing these opportunities in payment will likely be limited.
Society. In 2013, the APTA developed a new vision “Transforming society by optimizing
movement to improve the human experience”. The findings in this study have implications for
our society. All individuals in our society have the potential to be patients. The interaction of
physical therapists with members of society will only increase as our citizens age and as physical
therapists are increasingly seen as primary care providers for the care and management of how
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individuals and populations move in society (Sullivan et al., 2011). One concern when
practitioners begin to report practice decisions that are based on debt, or other non-clinical
reasons, is the practitioners’ quality and effectiveness in the delivery of patient care. Haas et al.
(2000) demonstrated that patient satisfaction was correlated with career choice satisfaction for
internal medicine physicians. If the physical therapy profession is committed to an outward
facing mission similar to the Triple Aim (improving patient experience, improving health of
populations, and reducing the cost of healthcare) outlined by the Institute of Healthcare
Improvement, reducing potential barriers like student debt will be an important factor (Berwick,
Nolan, & Whittington, 2008). Additionally, considering the societal need for physical therapist
services as well as the characteristics of the professionals themselves, provides information
needed to develop strategy to develop a sustainable workforce in physical therapy.

Limitations
There are a number of limitations to this study that should be considered. First, this study
involves only entry-level physical therapists with a DPT degree that practice in the state of
Florida. Second, this study only involves physical therapists that are members of the Florida
Physical Therapy Association (FPTA). Given the convenience sample described above,
generalization to physical therapists beyond entry-level should be avoided. Similarly, while there
are many similarities between the data in this study and national comparisons, generalization of
these findings on a national scale should be taken with caution.
Since the method of data collection is an anonymous survey the results of this study are
subject to selection bias. It is possible that those with the highest levels of debt were more
inclined to participate in a survey about debt burden. Additionally, since the survey was sent
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through the FPTA’s early professional special interest group (SIG), it is possible that there are
differences between individuals in this group compared to other entry-level physical therapists
that are not members of the FPTA or part of the SIG. Furthermore, since not everyone who
received the email to take the survey responded we have no way of assessing the difference in
responders and non-responders and the effect this may have on the results. To attempt to account
for this bias, a question was included for why someone may decline to participate in the study.
Unfortunately, there were no responses to this question to allow for analysis of selection bias.
Another limitation was the final sample size. While 111 subjects were sought for the
study, only 86 subject responses were left for analysis after invalidation of incomplete or
improper records. Despite this reduction in sample size, there were statistically significant
association findings for the second research question regarding student debt and practice setting
choices. However, given the trends in the descriptive data collected it is possible that there are
other significant associations that are not demonstrated in this study secondary to the lower
sample size.
There is another potential limitation for two questions of the survey itself. The ratings of
importance for geographic location (Q44 series) and voluntary residency education (Q45 series)
asked subjects to rate with “1” being the most important and “5” being the least important. This
was the opposite of every other scale within the survey so it is possible that subjects rated these
in reverse order. These frequencies were reported as they were asked in the survey but not sued
in any additional analysis or calculation secondary to this difference.
Finally, the majority of “yes” answers for the dependent variables used in the logistic
regression analysis were, at times, over a 10% prevalence. It is possible that as the prevalence of
the dependent variables rises over 10% that the odds ratio can overestimate the true effect (H.
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Chen, Cohen, & Chen, 2010). Additionally, while many common variables from the literature
were controlled for in this analysis, it is possible that there are variables confounding the
associations that are not known or accounted for in this study.

Recommendations
There is a growing concern about student debt among the health professions (Asch et al.,
2013). Physical therapy has not escaped this concern. Despite the education, autonomy, and high
demand for physical therapists both nationally and in Florida, recent graduates have seen steadily
rising education costs with disproportionate changes in income once they have graduated and
entered the workforce (APTA, 2014a; CAPTE, 2014). The growing debt burden of physical
therapists entering the workforce, coupled with the growth in projected need and stagnant wages,
raises concern about where and how entry-level physical therapists will practice and if these
choices will be affected by their debt burden.
The results of this study provide important findings and additional questions to be
considered with these growing concerns surrounding student debt in physical therapy. The
results of this study suggest that practice setting choice may be affected by physical therapists’
student debt and that student debt may be a barrier overall to practice and career choices in
physical therapy.
Secondary to the lack of data available to inform this discussion, the academic physical
therapy community should be encouraged to collect additional data on each student’s debt
characteristics as well as their early practice decisions. This should be collected by the
accrediting body for physical therapy education programs (CAPTE) to allow for public
dissemination and open access for administrators, researchers, as well as prospective students so
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that important questions can be studied and proper planning can be undertaken by all
stakeholders.
A second recommendation is that programs provide resources and counseling to students
throughout their program to help them manage their debt during school as well as after
graduation. The importance of financial literacy has been established across higher education (A.
F. Cunningham & Kienzl, 2011). Experimental programs to assess and improve the financial
literacy in academic physical therapy should be supported. The presence of these programs could
be considered as part of the academic physical therapy benchmarking for excellence, carried out
by the American Council of Academic Physical Therapy (ACAPT).
An additional recommendation is for the profession to support innovative models of
physical therapist education that leverage technology and other innovations in higher education
to reduce the costs for students and improve both the efficieny and effectiveness of physical
therapist education (Jette, 2016). It is important to consider that these potential innovations
should be explored at all levels of academic physical therapy, from institutional structure, class
sizes and the use of technology, to the consideration of prerequisite and post-professional
education.
Finally, further research is needed in the areas of debt and income in physical therapy that
goes beyond the debt-burden of these professionals. While it is beyond the scope of this study, it
should be noted that multiple factors that relate to not only the student debt, but also the income,
more specifically payment for physical therapist services, should be considered in future research
related to this burden on physical therapists. In addition, a larger study may allow for the study
of additional factors that may modify the effect of debt on clinical practice choices, such as

110

individual and family socioeconomic status prior to attending an academic physical therapy
program.

Conclusions
Student debt is becoming a limiting factor for all that go to college, especially those that
seek advanced degrees. This increase in debt has already started to effect practice choices of
physicians. Physical therapists have similar or higher debt-to-income ratios than physicians, yet
there is little available literature regarding the potential impact of this debt on physical therapist
practice choices. The results of this study suggest that practice setting choice may be affected by
physical therapist student debt and that student debt may be a barrier overall to practice and
career choices in physical therapy. Regardless of the multitude of factors related to the debt
burden of physical therapists, the high levels are cause for concern for the profession and for
society. Additional research and support for innovative models that reduce the debt burden in
academic physical therapy should be considered and supported.
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APPENDIX: A
DPT Debt and Practice Choice
Complete Survey

Q-Informed Consent to Participate in Research

Information to Consider Before Taking Part in this Research Study Pro #00026809. Researchers
at the University of South Florida (USF) study many topics. To do this, we need the help of
people who agree to take part in a research study. This form tells you about this research study.
We are asking you to take part in a research study that is called: The Debt Burden of Entry Level
Physical Therapists in Florida. The person who is in charge of this research study is Steven
Ambler. This person is called the Principal Investigator.

Purpose of the Study
The purpose of this anonymous survey study is to explore the relationship between the student
debt and clinical practice choices of entry-level physical therapists. Specifically, this study will
explore the relationship between student debt and choice of clinical practice setting, clinical
practice geographic location, and whether to continue with voluntary residency education. We
will ask additional questions regarding personal and education institution characteristics that will
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be used to inform additional future questions and also to determine any modification of effect on
the primary variables of interest.

Why are you being asked to take part?
We are asking you to take part in this research study because you are an early professional (0-5
years following graduation), licensed and practicing as a physical therapist in the state of
Florida.

Study Procedures
If you take part in this study, you will be asked to take an anonymous online survey designed to
gain insight into how recent DPT graduate’s student loan debt may be affecting their practice.
The survey is about 30 questions and can be completed in about 10 minutes. None of the
questions ask for information that can identify you and none of your responses can be traced
back to you or your email. If you decline to take this survey that also cannot be traced back to
you. There is a separate link to provide a short response for why you would not take the survey
and this is also anonymous and is to assist in the data analysis and in the development of future
surveys.

Alternatives / Voluntary Participation / Withdrawal
You have the alternative to choose not to participate in this research study. You should only take
part in this study if you want to volunteer; you are free to participate in this research or withdraw
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at any time. There will be no penalty or loss of benefits you are entitled to receive if you stop
taking part in this study.

Benefits and Risks
We are unsure if you will receive any direct benefits by taking part in this research study. Results
of your participation may be beneficial to the physical therapy profession, academic physical
therapy and future generations of students and clinicians. This research is considered to be
minimal risk.

Compensation
There is no compensation offered for the time you volunteer while taking part in this study.

Privacy and Confidentiality
We must keep your study records as confidential as possible. It is possible, although unlikely,
that unauthorized individuals could gain access to your responses because you are responding
online. Certain people may need to see your study records. By law, anyone who looks at your
records must keep them completely confidential. The only people who will be allowed to see
these records are: The Principle Investigator: Steven Ambler, The Faculty Advisor: William
Young, and The University of South Florida Institutional Review Board (IRB). Secondary to the
survey design even these individuals will not be able to link your responses to the anonymous
survey to you. It is possible, although unlikely, that unauthorized individuals could gain access
to your responses. Confidentiality will be maintained to the degree permitted by the technology
used. No guarantees can be made regarding the interception of data sent via the
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Internet. However, your participation in this online survey involves risks similar to a person’s
everyday use of the Internet. If you complete and submit an anonymous survey and later request
your data be withdrawn, this may or may not be possible as the researcher may be unable to
extract anonymous data from the database.

Contact Information
If you have any questions about your rights as a research participant, please contact the USF IRB
at (813) 974-5638 or contact by email at RSCH-IRB@usf.edu. If you have questions regarding
the research, please contact the Principal Investigator, Steven Ambler at sambler@health.usf.edu.
We may publish what we learn from this study. If we do, we will not let anyone know your
name. We will not publish anything else that would let people know who you are. You can print
a copy of this consent form for your records.

I freely give my consent to take part in this study. I understand that by proceeding with this
survey that I am agreeing to take part in research and I am 18 years of age or older.
 Yes
 No

Q-Please explain why you do not want to participate in this survey? (only if “No” to consent)
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Q What is your current Age?











Select
Under 18
18 - 24
25 - 34
35 - 44
45 - 54
55 - 64
65 - 74
75 - 84
85 or older

Q Please indicate your sex?
 Male
 Female
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Q What state were you raised in?








































Select
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Deleware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
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Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
International

Q What state was your undergraduate institution located in?
























Select
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Deleware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
130
































Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
International

Q What year did you graduate PT school?








Select
2010
2011
2012
2013
2014
2015
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 2016

Q What state was your PT school located in?





































Select
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Deleware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
132


















Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
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Q What was the public/private status of your PT school?






Select
Public
Private, Non-profit
Private, For-profit
I don't know

Q What was the Carnegie ranking of your PT school institution? Copy the link below to your
browser to look up your institution. Basic Classification Search:
http://carnegieclassifications.iu.edu/lookup/lookup.php














Select
Doctoral/Research Universities (highest research activity)
Research Universities (very high research activity)
Research Universities (high research activity)
Master's Colleges and Universities (larger programs)
Master's Colleges and Universities (medium programs)
Master's Colleges and Universities (smaller programs)
Baccalaureate Colleges - Arts & Sciences
Baccalaureate Colleges - Diverse Fields
Special Focus Institutions - Medical Schools and Medical Centers
Special Focus Institutions - Other Health Professions Schools
Not classified
I don't know
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Q Are you an APTA/FPTA member?
 Select
 Yes
 No

Q Please list any credentials (degrees or certifications) that you hold besides your DPT degree

Q What is your current primary practice setting?












Select
Acute Care
Hospital-based outpatient
Private outpatient office or group practice
Home health
School system (preschool/primary/secondary)
Academic institution (post-secondary)
In-patient rehabilitation
Pediatrics
Skilled Nursing
Other ____________________

Q What is your secondary practice setting?













Select
Acute Care
Hospital-based outpatient
Private outpatient office or group practice
Home health
School system (preschool/primary/secondary)
Academic institution (post-secondary)
In-patient rehabilitation
Pediatrics
Skilled Nursing
Other ____________________
I do not have a secondary practice
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Q How satisfied are you with your current practice setting? (5 being the most satisfied and 1
being the least satisfied)






1-Least
2
3
4
5-Most

Q What is your desired practice setting if different from your current one?













Select
Acute Care
Hospital-based outpatient
Private outpatient office or group practice
Home health
School system (preschool/primary/secondary)
Academic institution (post-secondary)
In-patient rehabilitation
Pediatrics
Skilled Nursing
Other ____________________
I'm satisfied with my current practice setting

Q To what degree is the cost of re-paying your student loans preventing you from practicing in
your desired setting? (5 being the highest and 1 being the lowest)






1-Low Degree
2
3
4
5-High Degree
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Q If you could increase your income how much would you consider a different practice setting?
(5 being the highest and 1 being the lowest)






1-Low Consideration
2
3
4
5-High Consideration
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Q Rank the order of importance in your current practice setting decision? (5 being the most
important and 1 being the least important)
1

2

3

4

5









































Financial
(Ex: Debt,
Salary, Signon bonus)
Setting (Ex:
Types of
patients)
Education
(Ex:
mentoring,
continuing
education,
residency)
Location (Ex:
geographic
location)
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Q How satisfied are you practicing in your desired geographic location? (5 being the most
satisfied and 1 being the least satisfied)






1-Least
2
3
4
5-Most

Q What is your desired geographic location if different from your current one?












Select
New England (Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont)
Middle Atlantic (New Jersey, New York, Pennsylvania)
East North Central (Illinois, Indiana, Michigan, Ohio, Wisconsin)
West North Central (Iowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, South
Dakota)
South Atlantic (Delaware, District of Columbia, Florida, Georgia, Maryland, North Carolina,
South Carolina, Virginia, West Virginia)
East South Central (Alabama, Kentucky, Mississippi, Tennessee)
West South Central (Arkansas, Louisiana, Oklahoma, Texas)
Mountain (Arizona, Colorado, Idaho, Montana, Nevada, New Mexico, Utah, Wyoming)
Pacific (Alaska, California, Hawaii, Oregon, Washington)
I'm satisfied with my current geographic location

Q To what degree is the cost of re-paying your student loans preventing you from practicing in
your desired geographic location? (5 being the highest and 1 being the lowest)






1-Low Degree
2
3
4
5-High Degree
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Q If you could increase your income would you consider a different geographic location? (5
being the highest and 1 being the lowest)






1-Low Consideration
2
3
4
5-High Consideration
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Q Rank the order of importance in your practice geographic location? (1 being the most
important and 5 being the least important)
1

2

3

4

5









































Financial
(Ex: Debt,
Salary, Signon bonus)
Setting (Ex:
Types of
patients)
Education
(Ex:
mentoring,
continuing
education,
residency)
Location (Ex:
geographic
location)
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Q Are you currently enrolled in a residency program?
 Select
 Yes
 No

Q Have you completed a residency program?
 Select
 Yes
 No

Q To what degree is the cost of re-paying your student loans preventing you from completing a
residency? (5 being the highest degree and 1 being the lowest degree)






1-Low Degree
2
3
4
5-High Degree

Q If you could increase your income would you consider a residency program? (5 being the
highest and 1 being the lowest)






1-Low Consideration
2
3
4
5-High Consideration
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Q Rank the order of importance in your consideration of a residency program? (1 being the most
important and 5 being the least important)
1

2

3

4

5









































Financial
(Ex: Debt,
Salary, Signon bonus)
Setting (Ex:
Types of
patients)
Education
(Ex:
mentoring,
continuing
education,
residency)
Location (Ex:
geographic
location)
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Q Has your educational debt affected your job choice in physical therapy? (5 being a high effect
and 1 being the lowest effect)






1-Low Effect
2
3
4
5-High Effect

Q If you could revisit your career choice would you become a physical therapist again?






1-Definetly Not
2
3
4
5-Definetly Yes

Q Please explain your answer to the previous question on whether you would revisit your choice
to become a physical therapist again.

Q What is your individual annual income? (do not include income not from physical therapy
related activity)

Q What is your pre-DPT educational debt? (debt from undergraduate education)

144












No debt
$ 1 to $ 24,999
$ 25,000 to $ 49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

Q What is your DPT educational debt? (debt from physical therapy school)











No debt
$ 1 to $ 24,999
$ 25,000 to $ 49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

145

Q What is your total educational debt? (debt from any undergraduate or graduate/professional
education)











No debt
$ 1 to $ 24,999
$ 25,000 to $ 49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

Q What is your non-educational, consumer debt? This includes car loans, or other consumer debt
(Do not include home mortgage debt)











No debt
$ 1 to $ 24,999
$ 25,000 to $ 49,999
$ 50,000 to $ 74,999
$ 75,000 to $ 99,999
$100,000 to $124,999
$125,000 to $149,999
$150,000 to $174,999
$175,000 to $199,999
$200,000 to $300,000

Q What percent of your monthly income goes toward a student loan payment?
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APPENDIX: B
University of South Florida IRB Approval Letter

7/12/2016
Steven Ambler, DPT
School of Physical Therapy & Rehabilitation Sciences
12901 Bruce B. Downs Blvd.
MDC 90
Tampa, FL 33612
RE:
IRB#:
Title:

Exempt Certification
Pro00026809
The Debt Burden of Entry-Level Physical Therapists in

Florida Dear Dr. Ambler:
On 7/12/2016, the Institutional Review Board (IRB) determined that your research meets criteria
for exemption from the federal regulations as outlined by 45CFR46.101(b):
(2) Research involving the use of educational tests (cognitive, diagnostic, aptitude,
achievement), survey procedures, interview procedures or observation of public behavior,
unless:
(i) information obtained is recorded in such a manner that human subjects can be identified,
directly or through identifiers linked to the subjects; and (ii) any disclosure of the human
subjects' responses outside the research could reasonably place the subjects at risk of criminal
or civil liability or be damaging to the subjects' financial standing, employability, or
reputation.
As the principal investigator for this study, it is your responsibility to ensure that this
research is conducted as outlined in your application and consistent with the ethical
principles outlined in the Belmont Report and with USF HRPP policies and procedures.
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Please note, as per USF HRPP Policy, once the Exempt determination is made, the application
is closed in ARC. Any proposed or anticipated changes to the study design that was
previously declared exempt from IRB review must be submitted to the IRB as a new study
prior to initiation of the change. However, administrative changes, including changes in
research personnel, do not warrant an amendment or new application.

Given the determination of exemption, this application is being closed in ARC. This does not
limit your ability to conduct your research project. We appreciate your dedication to the ethical
conduct of human subject research at the University of South Florida and your continued
commitment to human research protections. If you have any questions regarding this matter,
please call 813-974-5638.
Sincerely,

John Schinka, Ph.D., Chairperson
USF Institutional Review Board
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APPENDIX C:
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APPENDIX: D
Copyright Permission Emails for Figures

150

151

152

