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EDITOR’S NOTE
GeriNotes Editorial Board 2007

Carol Schunk, PT, PsyD

This issue of 
GeriNotes is ar-
riving a bit late 
in your mailbox. 
We made the 
decision to ex-
tend our usual 
deadline to ac-
commodate all 
the wonderful 

information and capture the excitement 
from the 2007 Combined Section Meet-
ing (CSM), held in Boston February 
14-18.  As you will read in the Presi-
dent’s Perspective and Program Chair, 
Jill Heitzman’s reflection of the meet-
ing, there were many wonderful events 
and feelings that come from attending 
a gathering with 6,000 fellow physical 
therapists and assistants and students 
from around the country.  It might have 
been the subzero temperatures and ice 
outside that forced attendees to stay in-
side, but it seemed that there was more 
interaction and informal get togethers 
than usual, seeing old friends and meet-
ings new ones. 

A highlight for me is the opportunity 
to meet in person with my GeriNotes 

Editorial Board. As I have mentioned 
before, this is a group of Section mem-
bers who volunteer their time to assist 
with the writing and solicitation of 
articles in addition to providing input 
to the look and content of GeriNotes.  
Those Board members who were in 
attendance at CSM spent 1.5 hours in 
the lobby bar, as the Section Suite was 
occupied, providing me with input for 
the coming year. One of the decisions 
is evident in this issue with new look of 
glossy paper. This change actually saves 
printing money and gives GeriNotes a 
more polished look. The Board decided 
to continue our pattern of having 2 
focused issues in 2007. They will be 
on Healthy Aging and Tests and Mea-
sures.  As always the Board assists me 
in soliciting articles. This year we took 
a more active stand by passing out over 
100 flyers encouraging Section members 
who are interested in publishing to sub-
mit articles or ideas to me.  We are also 
encouraging students either at an entry 
level or in transitional DPT programs or 
postprofessional programs to take those 
papers you write for class and submit 
them for consideration for publishing 

in either the Journal of Geriatric Physical 
Therapy or GeriNotes.  Journal Editor, 
Michelle Lusardi and I are more than 
willing to work with authors.  GeriNotes 
has published many outstanding articles 
that were the result of a class assignment.  
In this issue we have an example in Lin-
da Teodosio’s article on advocacy. The 
goal is to continue to have a publication 
that provides the readers with clinically 
relevant, easy-to-read material--a sort of 
People magazine for those therapists and 
assistants who work with older adults.  A 
magazine you can read on the treadmill 
or while waiting to pick up the kids from 
soccer.

As a final note, I would like to thank 
the Academy, I mean the Section, for 
the extraordinary honor of receiving the 
2007 Joan Mills Award for service to 
the Section.  I was very surprised and 
thrilled to join an outstanding group 
of previous recipients.  Be sure to read 
the details of all the 2007 Section award 
winners in this issue.  Make plans now 
to join your fellow Section members at 
CSM 2008 in Nashville.

SECTION ON GERIATRICS, APTA
GERIATRIC CLINICAL RESIDENCY OR FELLOWSHIP PROGRAM GRANT

Grant monies will be awarded on a “first come, first serve” basis, with an annual grant application deadline of December �1st.  Grant applicants must 
be a Section on Geriatrics member.

The Section will award a total grant amount of $�000.00 to fund two $1500.00 applications per funded year.    

Application Process
•   The geriatric residency or fellowship program will submit the grant application to the Section on Geriatrics Executive Office within 45 days prior 

to submitting a credentialing application to APTA. The grant application deadline is December �1st of each year.
•   The Section on Geriatrics Executive Office will send the geriatric residency or fellowship program a letter stating that the grant has been awarded. 
 The program should include a copy of this notification letter in their APTA credentialing application packet, attached to their cover letter.  
•   Upon receipt of the program application and acceptance for review by the credentialing committee of the APTA, the APTA will notify the Section 

on Geriatrics Executive Office.  The Section will then send a check for the program’s application fee (up to $1500.00 per award) directly to APTA.  
 The APTA will not delay the application for receipt of this check.  
•   IMPORTANT!:  If the Section on Geriatrics Executive Office does not receive APTA’s letter acknowledging receipt of the residency or fellowship 

program’s application within �0 days  beyond the announced target date, the residency or fellowship program will forfeit the grant.

GRANT APPICATION DEADLINE:  December �1 annually, or until all funds for the year have been awarded.  
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Perspective. Members were introduced 
to APTA Board Liaison, Paul Rockar, PT, 
and Student Assembly Liaison, Christine 
Daebler, SPTA, from Honolulu.  PT-
PAC liaison, Drew Bossan, PT, MBA 
challenged us to increase member par-
ticipation, even if only modest donations 
could be made. Treasurer, Bill Staples, 
PT, DPT, GCS discussed the Section’s 
initiative to enhance funding of the 
Geriatric Fund (Foundation for Physical 
Therapy) by matching member dona-
tions dollar for dollar up to $50,000 
during 2007.  Bill requested that all 
donations to the Foundation (including 
split raffle tickets) be made in the name 
of the Geriatric Fund. The new Home 
Study Course “Topics in Geriatrics, Vol-
ume �” was announced by incoming 
Editor, Susan Wenker, PT, MS, GCS.  
In contrast to previous courses, regis-
trants will receive all monographs in one 
mailing.  Members were informed about 
the PowerPoint presentations produced 
by our Special Interest Groups that are 
available at our website for member use, 
and about Carleen Lindsey’s new instruc-
tional CD “Kyphoscoliosis Measurement 
Using a Flexible Curve” that will soon be 
for sale.  Our traditional round table dis-
cussion focused on how members might 
get involved in advancing the Section’s 
strategic plan.  

The Board of Directors held 2 very 
productive meetings, open to members, 
at CSM.  Strategic plan and action item 
activities were updated.  The Board au-
thorized a strategic planning meeting to 
be held this summer for the Journal of 
Geriatric Physical Therapy, under the new 
editorship of Michelle Lusardi, PT, PhD.  
Based upon recommendations from 
the Exercise Task Force and the Health 
Promotion & Wellness Special Interest 
Group, the Section will be bringing 6 mo-
tions to APTA’s 2007 House of Delegates.  
Members will be provided with details 
about these motions via a future blast 
email so that they can encourage support 
through their state Chapters.

It was my good fortune to again 
moderate our Student Forum at CSM, 
this year titled “Working with the Older 
Adult Can be Fun: A Look at Various 
Settings for Geriatric Physical Therapy.”  
Ninety enthused PT and PTA students 
attended this forum, which included a 
drawing for donated door prizes.  Im-
mediately after CSM, two PT students 
from the UMD of New Jersey contacted 
me via email and noted: 

“We attended the student forum and 
business dinner following the forum.  
We just wanted to thank you and all 
members of the Section for being so 
welcoming and inclusive.  We look 
forward to being part of this Section 
for years to come.”  
Veteran Section members have worked 

to nurture just such an atmosphere…for 
which we are known throughout the 
APTA.  It’s exciting to see students dis-
cover these characteristics and become 
new members of our Section.  We hope 
to see them again at next year’s “family 
reunion” in Nashville!

Dr. Barr is a Professor in the Physi-
cal Therapy Department at St. Ambrose 
University, Davenport, Iowa.  A previous 
member of the Section’s Board of Directors, 
he serves on the editorial board of the 
Journal of Geriatric Physical Therapy.

PRESIDENT’S PERSPECTIVE: COMBINED SECTIONS 
MEETING—OuR “FAMILY REuNION”

John O. Barr, PT, PhD
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Since my 
earliest memory, 
I’ve been par-
ticipating in 
family reunions. 
For the past 
�0 years, these 
gatherings coor-
dinated by my 
in-laws have in-

cluded group activities, quality one-on-
one time, and wonderful meals prepared 
by family members.  The logistics of 
bringing together an extended family of 
24 people for the better part of a week 
each year at varying sites throughout the 
country, is mind-boggling.  Although on 
a considerably smaller scale, I find many 
parallels between these family reunions 
and our annual Section on Geriatrics 
“family reunion” at Combined Sections 
Meeting (CSM).

I assumed office as President near the 
conclusion of last year’s CSM.  Through-
out this year, I’ve come to better appreci-
ate the critical roles played by members 
of our Section’s “family”…officers, Board 
members, chairs of committees and task 
forces, and staff in coordinating a mean-
ingful and enjoyable CSM.  Program 
Chair, Jill Heitzman, PT, DPT, GCS, 
and Section Executive, Jessica Sabo de-
serve special recognition for oversee-
ing the multitude of Section events at 
CSM including continuing education 
programs, meetings, the member meet-
ing dinner, and sponsorships.  Numer-
ous Section members served as speakers 
for exceptionally well-attended precon-
ference and conference CE programs, 
and they also shared their scholarly 
works through platform presentations 
and posters.

A spirit of celebration pervaded our 
annual Member’s Dinner & Meeting, 
where newly certified Geriatric Clinical 
Specialists were recognized.  While ele-
ments from this meeting will be noted 
throughout this issue of GeriNotes, I 
want to highlight a few items in this 
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CLINICAL DEPRESSION IN LATE ADuLTHOOD
Kathryn J. Silva, MSW, LCSW
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Clinical depression is perceived as 
the foremost mental health problem for 
adult populations.1 Although depres-
sion can affect an individual at any stage 
of the life cycle, it is most often under-
diagnosed and under-treated in the 
developmental stage of late adulthood.2 
Some individuals and their physicians 
perceive depression as an anticipated 
event in aging. Aging is often seen as 
a time of life plagued by failing mental 
and physical abilities and diminishing 
independence.� Symptoms of depres-
sion can be misinterpreted as irritability, 
onset of dementia, or other medical ill-
nesses.4 This can lead to untreated older 
adults being “disproportionately likely 
to die by suicide;” suicide brought on 
by clinical depression.5 

Approximately 2 million individuals 
in late adulthood qualify for a diagnosis 
of depression in any given year.6 The 
criteria for a diagnosis of depression 
requires at least 2 weeks of experienc-
ing “depressed mood or loss of inter-
est” in conjunction with 4 additional 
symptoms. Symptoms can range from 
significant changes in body weight, ap-
petite, sleep patterns, concentration, 
memory, and energy. Those suffering 
from depression may experience inap-
propriate sense of guilt and/or repeated 
thoughts of death (including suicidal 
ideation). 7 In the year 2000, 18% of 
all suicides were committed by only 
1�% of the population: America’s older 
adults. The highest risk of suicide is 
for white males over the age of 85 at 
59 deaths per 100,000 persons. This 
equates to 5 times the national rate for 
suicide.8

Even when depression is recognized 
in older adults, physicians are con-
cerned that antidepressants may be con-
traindicated to the medical condition. 
However, many older patients respond 
favorably to the selective serotonin 
reuptake inhibitors (SSRIs) regardless 
of illness being present.9 With so many 
lives at risk, it is imperative that effica-

cious methods for prevention, diagnosis, 
and treatment be devised.10 

ETIOLOGY 
The etiology of depression can have 

as many sources as the symptoms of 
the disorder itself. Many contemporary 
mental health professionals consider the 
origins of depression to be a combina-
tion of biological, psychological, and 
social factors.11 Late life depression can 
be a reoccurrence of a previous episode 
or a first event brought on by a myriad 
of causes. Some suspected triggers for 
depression are life crises, brain chemis-
try, stress, decline in health, or limitation 
in activities of daily living. According to 
the National Institute on Aging, many in-
dividuals with medical conditions such 
as cancer, heart disease, Parkinson’s, or 
diabetes suffer from co-morbid depres-
sion.12 

Heart disease and diabetes are partic-
ularly associated with depression. People 
with heart disease are at 50% to 90% 
increased risk for developing depres-
sion while individuals diagnosed with 
depression are at 40% increased risk for 
developing heart disease.1�-15

Depression Research at the National 
Institute of Mental Health found links 
to depression through brain-imaging 
technology. The scans showed “neural 
circuits responsible for regulation of 
moods, thinking, sleep, appetite, and 
behavior fail to function properly.”16 

Research into genetics reveals that 
the combination of environment and 
multiple genes leading to a risk for de-
pression. One hypothesis states: late life 
depression is a result of age induced ‘bio-
genic amine depletion.’17 This position 
explores the question, are those suffering 
from depression part of a group exhibit-
ing a normal brain aging at an increased 
rapidity?

In addition to psychological and bio-
logical risk factors, environmental fac-
tors of reduced financial status, lack of 
social support, and increasing isolation 

can often lead to incipient depression. 
Often, these circumstances evolve so 
gradually that the individual, or others 
close to him or her, may not be aware of 
the steady decline into depression. 

Although of interest to researchers 
and clinicians, discovering the etiology 
for the disease is less important than rec-
ognizing and addressing the condition to 
ensure rapid recovery. It is believed that 
despite the illness’ origin, the majority 
of individuals respond well to treatment. 
With up to 20% of elderly people suffer-
ing from depression and its connection 
to poor functioning, it behooves the 
health care community to be vigilant in 
their assessment and treatment.18

SIGNS AND SYMPTOMS
A few of the more common symp-

toms of depression include slowing in 
cognition; sad mood with or without 
tearfulness; and increased/decreased 
sleep, appetite, and weight. 

Not all depression symptoms present 
the same. Some signs for depression are 
sometimes atypical, making it that much 
more likely to be under-diagnosed and 
under-treated. Many people will never 
express a depressed mood, but will admit 
to somatic complaints to their medical 
professionals. Gallo and Rabins19 discuss 
this in Depression Without Sadness: Alter-
native Presentations of Depression in Later 
Life. They point out that an identifier for 
this particular presentation of depression 
may be the degree of complaint. Patients 
often complain of physical symptom-
atology in excess of what the medical 
condition would account for.19 This is 
frequently seen with a depressed person’s 
response to pain. 

Boyles states studies have shown that 
“pain severity is a strong predictor of the 
degree of depression and health related 
quality of life.” This may be due to pain 
and depression sharing common chemi-
cal ground in serotonin and norepineph-
rine. It is believed that neurotransmitters 
also intervene in controlling pain. 20
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The link between pain and depression 
further complicates matters for treatment 
professionals. This is particularly true for 
postsurgery and rehabilitating patients. 
It is a frustrating fact that some patients 
do not respond well to medical inter-
vention and continue to feel pain. This 
results in increased health care costs and 
decreased compliance with interventions 
that require patients to exercise or ambu-
late. This is particularly unfortunate as 
exercise can be instrumental in managing 
depression, heart disease, and diabetes.

As the above mentioned signs and 
symptoms indicate, recognizing depres-
sion is often problematic for health care 
professionals. In National Institute of 
Mental Health’s “Older Adults: Depres-
sion and Suicide Facts,” the findings 
indicate that up to 75% of older adults 
who committed suicide had visited their 
primary care physicians within a month 
of their death.21

For a more complete list of signs to 
be aware of when assessing depression, 
see Table 1.

TREATMENT STRATEGIES
There are various treatment strategies 

for depression depending on suspected 
etiology, previous medical and psychi-
atric history, comorbid conditions, and 
severity of presentation. Some major 
treatment modalities are: medication, 
psychotherapy, hospitalization, and elec-
troconvulsive therapy (ECT). 

Medication
Medication for depression has an 

Multiple or exacerbated somatic complaints
Anhedonia or loss of pleasure/interest in life       
Agitation or irritability
Anxiety or restlessness
Feeling hopeless or helpless
Feeling inappropriate guilt
Slowed thinking and/or movement
Minor memory loss or confusion
Difficulty concentrating
Poor hygiene
Poor compliance with medical or dietary regimen
Increased/decreased appetite, sleep, weight
Fatigue
Isolation
Suicidal ideation, plan, or attempt

Adapted from the Diagnostic and Statistical Manual of Mental Disorders, 
Washington, DC: American Psychiatric Association; 1994:�27.

Table 1.  Signs and Symptoms of Depression

interesting history with varying levels of 
success and risk. In the late 1950s, tricy-
clic antidepressants arrived as a welcome 
alternative to hospitalization and ECT. 
However, the 70% effectiveness rate was 
offset by seriously uncomfortable side 
effects: dry mouth, weight gain, consti-
pation, sedation, sexual dysfunction, or 
cardiac complications.1  Individuals tak-
ing the later monoamine oxidase inhibi-
tors had to deal with rigid dietary and 
over-the-counter drug restrictions. Many 
patients chose to stop their medications 
rather than suffer these side effects.

It was the advent of the SSRIs, with 
the safer, quicker action, fewer side 
effects, and simpler management that 
brought relief to so many. The elderly in 
particular benefit from the milder side 
effects and fewer drug interactions. The 
newer SSRIs are offering more choices 
to physicians concerned with the impact 
of antidepressants on co-morbid medical 
conditions. Physicians are weighing the 
benefits of pharmacological interven-
tion with the ultimate risks of reduced 
physical and psychological functioning 
and the potential suicide of untreated 
depression.

The hidden drawback of the boon 
of the newer psychotropic medications 
is that these drugs now offer such quick 
relief that many patients do not see the 
need for psychotherapy. Clinicians rarely 
recommend relying solely on medica-
tion, as the benefits are fairly short-lived. 
Long-term gains are obtained from com-
bining psychotropic medications and 
psychotherapy.

Psychotherapy
Psychotherapy serves patients as well 

as their families through education and 
support. Again, intervention is depen-
dent on suspected etiology. Some com-
mon modalities are: psychodynamic, 
behavioral, interpersonal, cognitive, and 
behavioral therapies. Studies have sup-
ported cognitive-behavioral therapy as 
instrumental in assisting depressed pa-
tients in taking a proactive stance to 
changing their feelings.2 Cognitive be-
havioral therapy focuses the individual 
on recognizing the link between his or 
her thoughts, feelings, and behaviors. It 
is often effective in reducing symptom-
atology and offering patients practical 
approaches they can use to maintain 
gains made in therapy. 

Although psychotherapy without 
medication will offer relief, most re-
search supports the use of both psycho-
therapy and medication for the most 
efficacious and longest lasting treatment 
of depression.� Although all modalities 
have its proponents, in the age of Health 
Maintenance Organizations (HMOs) 
and limited funding, the trend is toward 
the short-term therapeutic approaches. 

Hospitalization
Hospitalization is usually for a very 

short period of time with outpatient 
private practitioners or community clin-
ics bearing the burden of responsibility 
in helping individuals maintain mental 
health. The criteria for hospitalization 
usually involves acute suicidal ideation, 
depression with co-occurring hallucina-
tions and/or delusions, or severe self-
neglect. Hospitalizing a geriatric patient 
can be complicated. There are few psy-
chiatric beds for the geriatric patient. To 
make the situation even more difficult, 
many of our mentally ill elderly are suf-
fering from co-morbid medical condi-
tions. The available medical-psychiatric 
hospital beds are few. This gap in service 
is nothing short of traumatic for patients 
and families trying to seek relief. 

Electroconvulsive Therapy
Sonia G. Austrian25 offers a clear 

explanation of electroconvulsive therapy 
in Mental Disorders, Medications, and 
Clinical Social Work. Electroconvulsive 
therapy is reserved for the most severely 
depressed patients or those unable to re-
spond to alternative interventions. Elec-
troconvulsive therapy is 75% to 85% 
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effective and is purported to be safer 
for the medically ill elderly than some 
psychotropic medications.4 

The patient is provided with medi-
cation to relax the muscles before an 
electric current passes through the brain 
by way of electrodes. The resultant 
seizure is the source from which im-
proved mood is derived. Even though 
this therapeutic intervention is consid-
ered medically safe, a major concern 
for patients is the possible short-term 
memory loss after treatment. Many pa-
tients have a return of memory within 
6 months of completing treatment but, 
for some, the loss is permanent.5 

THE IMPACT OF DEPRESSION
The depressed individual is frequent-

ly apathetic to the extent of neglecting 
the needs of self and others. There is a 
decreased ability to express affection, 
pleasure, or even preferences as the 
patient begins to isolate. Depression 
causes a folding in on oneself, a tele-
scoping into darkness that shuns others. 
Even mild forms of the illness can create 
a malaise that prevents someone from 
following through with self-care, daily 
chores, or health care regimen.6-8

This leads to frustrated families, 
friends, and health care teams. The 
harder everyone tries to pull the de-
pressed individual out of the morass, 
the further he or she seems to sink. The 
outcome is often further withdrawal on 
the part of the depressive and a retreat 
and often resignation on the part of 
others close to the patient. 

THE ROLE OF THE HEALTH 
CARE PROFESSIONAL

The single most important act a 
treatment professional can perform is 
to talk with the patient about their con-
cerns. Let the individual know you care 
enough to explore how their feelings 
might be impacting his or her recovery. 
There are several tactful ways to ap-
proach, assess, and refer a person you 
suspect may be depressed. One way, 
according to Arroll, Khin, and Kerse is 
to ask the person a couple of screening 
questions found to detect most cases of 
depression in general practice.9  

The above-mentioned authors con-
ducted a cross sectional study of 421 
New Zealand patients not taking psy-
chotropic medications and discovered 
how the “screening questions showed 

a sensitivity and specificity of 97%” in 
assessing for depression. The first query 
addressed mood by asking if the patient 
had been bothered with “feeling down, 
depressed, or hopeless” during the past 
month?

The issue of anhedonia, the dimin-
ished ability to experience pleasure,10 
was handled with a question of whether 
in the past month the patient had “been 
bothered by little interest or pleasure in 
doing things?” These two questions are 
helpful in opening a discussion and pro-
viding the patient an opportunity to talk 
about uncomfortable feelings. 

Another question could explore the 
somatic complaints the individual is 
experiencing. Has the individual noticed 
an increase in headaches, body aches, or 
generalized pain? Sometimes discussing 
somatic complaints before addressing 
mood is a safe segue for those reluctant 
to share their feelings. Whatever method 
employed, asking is preferable to not ask-
ing and thereby missing an opportunity 
to help someone in psychological pain. 

Educating patients to the biological 
component of depression often reduces 
the stigma felt by so many. People often 
feel an enormous sense of relief when 
they understand that their age, medical 
condition, medication, genetic makeup, 
or family history may be risk factors for 
what they are experiencing. The fear 
and stigma of mental illness is put in 
perspective allowing these individuals to 
seek help.

Health care professionals can refer 
patients to their primary care physi-
cians, psychologists, clinical social work-
ers, and geriatric psychiatrists. Geriatric 
psychiatrists are experienced in dealing 
with the multiple issues faced by the 
individual in late adulthood. They are in 
a unique position to coordinate care for 
a patient’s biological, psychological, and 
social needs.

CONCLuSION
Depression in late adulthood is not 

a normal aspect of aging. Although the 
etiology for depression may be unclear, 
the role of health care professionals 
is not. Assessing individuals presenting 
with atypical or common symptoms 
of depression and making appropriate 
referrals can literally save a life. With 
contemporary interventions so success-
ful, it is unfortunate indeed to leave a 
large segment of our society untreated 

due to under-diagnosis. Hopefully, as we 
all become more educated and comfort-
able in addressing this issue, we will see 
a significant increase in recovery rates in 
geriatric depression.
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If you have ever thought about presenting at CSM 2008 on any topic of interest to you, now is the time to submit 
your proposal. This year there is a new online submission process. To submit, go to www.apta.org/csm and follow 
the instructions. You will need to submit your name, short bio, session title, short description, �-4 objectives for 

the session, �-4 references for the session, and identify for which section(s) this would be appropriate. 
Deadline is April 9, 2007.  If you have any questions, contact Jill Heitzman at jheitzpt@aol.com. 

CALLING ALL EDuCATION PROGRAM PROPOSALS 
FOR CSM 2008
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NATIONAL PROVIDER IDENTIFIER
WHAT YOu NEED TO kNOW 

Ellen R. Strunk, PT, MS, GCS
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Do you have your “NPI”? 
Do you know if you need one?

These are two very important ques-
tions to answer over the next two 
months.  As this article is being writ-
ten, there are only 128 days remaining 
before the National Provider Identifier 
(NPI) will become a mandatory require-

ment for HIPAA standard transactions. 
But what does that mean for you—a 
physical therapist?

What is the NPI? 
The Health Insurance Portability and 

Accountability Act (HIPAA) of 1996 
required the adoption of a standard 

unique identifier for health care provid-
ers.  On January 2�, 2004, the final 
rule was issued adopting the NPI as this 
standard.  The goal of assigning NPIs is 
to simplify and improve the efficiency 
of electronic transmissions of benefit 
transactions.  Currently one provider 
may have multiple health care provider 

Gerinotes: March 1, 2007

Ellen R. Strunk, PT, GCS

with a transaction for which the Secretary of Health & Human Services has adopted a
standard.”1 Essentially this means that if you are:

• a health care provider that conducts certain transactions in electronic form,
• a health care clearinghouse, or
• a health plan

then you quality as a covered entity according to the Administrative Simplification
regulations under HIPAA. CMS has put together several charts to help providers determine
if they are a covered entity.

Is a person, business, or agency a covered health care provider?

Note: If a healthcare provider uses another entity (such as a clearinghouse) to conduct
covered transactions on its behalf, the health care provider is considered to be conducting
the transaction in electronic form.
*Covered transactions include:
• A request to obtain payment from a health plan.2

• Transmission of encounter information for purposes of reporting health care.2

• An inquiry to a health plan to obtain information about a benefit plan for an enrollee (or
a response about such information).3

• A request for review of health care to obtain an authorization for health care.4

• An inquiry to determine the status of a health care claim or a response about such a
claim.5

• A transaction to enroll or un-enroll in a health plan.6

• A transmission of payment information (EOB, remittance advice, &/or actual payment) to
a health care provider’s financial institution.7

Does the person,
business, or agency

furnish, bill or
receive payment for

healthcare in the

normal course of
business?

NO

YES

Does the person, business, or

agency transmit (send) any

covered transactions *
electronically**?

YES

STOP! The

person, business,
or agency is NOT

a covered health
care provider

STOP! The

person, business,
or agency is a

covered health
care provider

Is a person, business, or agency a covered health care provider?

Note: If a healthcare provider uses another entity (such as a clearinghouse) to conduct covered transactions on its behalf, the 
health care provider is considered to be conducting the transaction in electronic form. 

*Covered transactions include:  
•  A request to obtain payment from a health plan.2

•  Transmission of encounter information for purposes of reporting health care.2

•  An inquiry  to a health plan to obtain information about a benefit plan for an enrollee (or a response about such informa-
tion).�

•  A request for review of health care to obtain an authorization for health care.4

•  An inquiry to determine the status of a health care claim or a response about such a claim.5

•  A transaction to enroll or un-enroll in a health plan.6

•  A transmission of payment information (EOB, remittance advice, &/or actual payment) to a health care provider’s finan-
cial institution.7

•  A health plan premium payment transaction from an entity providing health care coverage payments for an individual to 
a health plan (ie, payroll deductions).8

•  A transaction to determine payment responsibilities of the health plan.9

**In electronic form means: 
•  Using electronic media, electronic storage media including memory devices in computers (hard drives) and any removable/

transportable digital memory medium, or transmission media used to exchange information already in electronic storage 
media. 

•  Transmission media include, for example, the internet, extranet, leased lines, dial-up lines, private networks, and the physi-
cal movement of removable/transportable electronic storage media. 

•  Certain transmissions, including of paper, via facsimile, and of voice, via telephone, are not considered to be transmissions 
via electronic media, because the information being exchanged did not exist in electronic form before the transmission. 
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identifiers, such as UPINs, OSCAR, 
commercial insurance specific numbers, 
and Medicaid numbers.  Many PTs have 
a hard time keeping up with so many 
provider identification numbers.  You 
will be pleased to know the NPI will 
replace all of these in HIPAA standard 
transactions!

The NPI is a 10 digit, intelligence 
free numeric identifier.  This means that 
the 10 digit number you are assigned 
does not contain any information that 
might identify you – such as the state 
you practice in or your provider type.  
Your NPI will never change even if you 
change jobs or locations.  However, just 
because you obtain an NPI does not 
automatically enroll you in a health 
plan nor does it turn you into a covered 
provider or guarantee you will be paid 
by health plans.  Therefore obtaining an 
NPI will not replace the Medicare certi-
fication or enrollment process.

Who can apply for an NPI?  
All health care providers are eligible 

for NPIs.  A health care provider is an 
individual or organization that renders 
health care.  Examples of individual 
health care providers are physical thera-
pists, physicians, dentists, nurses, chiro-
practors, or pharmacists.  Examples of 

organizational health care providers are 
hospitals, home health agencies, clinics, 
nursing homes, residential treatment 
centers, laboratories, ambulance compa-
nies, group practices, HMOs, suppliers 
of DME, pharmacies, etc. If the pro-
vider is a HIPAA-covered entity, it must 
obtain an NPI to identify themselves in 
HIPAA standard transactions.  A sole 
proprietor/sole proprietorship is an indi-
vidual and is eligible for a single NPI.

How do you know if you are 
a HIPAA-covered entity? 

You are if you or your practice is “a 
health care provider who transmits any 
health information in electronic form in 
connection with a transaction for which 
the Secretary of Health & Human Ser-
vices has adopted a standard.”1  Essen-
tially this means that if you are:
•  a health care provider that conducts 

certain transactions in electronic 
form,

• a health care clearinghouse, or
• a health plan
then you quality as a covered entity 
according to the Administrative Sim-
plification regulations under HIPAA.  
CMS has put together several charts to 
help providers determine if they are a 
covered entity.

What if a physical therapist decides 
that he/she is not a health care 
provider who is required to have a 
NPI?  Is it still a good idea to get one?  

A PT may still want to get an NPI 
even if he/she does not require one at 
the present time.  The NPIs are free 
and the application process only takes 
about 20 minutes.  There are many PTs 
who do PRN work outside their nor-
mal full-time job.  These entities may 
require your NPI number in order to 
conduct their billing of certain health 
plans.  However, there is no “deadline” 
for obtaining an NPI.  The application 
process will be available anytime you are 
ready to apply.

Ok—So you have decided you are 
a health care provider who needs an 
NPI.  What do you do now?  

The application process is easy and 
only takes about 20 minutes.  CMS has 
contracted with an organization to create 
the National Plan & Provider Enumera-
tion System (NPPES) web page where 
you can apply for your NPI: https://nppes.
cms.hhs.gov?NPPES/Welcome.do. If you 
prefer to do your application in paper, 
the site has a link to a downloadable pa-
per application with contact information 
if you have questions.  (You may want to 

Is a business or agency a health care clearinghouse?

These and other charts can be found at http://www.cms.hhs.gov/HIPAAGenInfo/Downloads/CoveredEntitycharts.pdf.
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• A health plan premium payment transaction from an entity providing health care
coverage payments for an individual to a health plan (ie, payroll deductions). 8

• A transaction to determine payment responsibilities of the health plan. 9

**In electronic form means:
• Using electronic media, electronic storage media including memory devices in

computers (hard drives) and any removable/transportable digital memory medium, or
transmission media used to exchange information already in electronic storage media.

• Transmission media include, for example, the internet, extranet, leased lines, dial-up
lines, private networks, and the physical movement of removable/transportable
electronic storage media.

• Certain transmissions, including of paper, via facsimile, and of voice, via telephone, are
not considered to be transmissions via electronic media, because the information being
exchanged did not exist in electronic form before the transmission.

Is a business or agency a health care clearinghouse?

These and other charts can be found at http://www.cms.hhs.gov/HIPAAGenInfo/Downloads/CoveredEntitycharts.pdf.

Note: A health care clearing house is a public or private entity that performs either of the
following functions:
• Processes or facilitates the processing of health information in a nonstandard format or

containing nonstandard data content into standard data elements or a standard
transaction.

• Receives a standard transaction (see covered transactions listed above)and processes
or facilitates the processing of health information [in the standard transaction] into
nonstandard format or nonstandard data content for the receiving entity. 10

Does the business or agency
process, or facilitate the processing of
health information from nonstandard
format or content into standard format
or content or from standard format or
content into nonstandard format or
content?

YES

NO
STOP! The

business or

agency is NOT a
health care

clearinghouse

NO

Does the business or agency

perform this function for
another legal entity? YES

STOP! The

business or
agency is a health

care
clearinghouse

Note:  A health care clearing house is a public or private entity that performs either of the following functions:

•  Processes or facilitates the processing of health information in a nonstandard format or containing nonstandard data con-
tent into standard data elements or a standard transaction.

•  Receives a standard transaction (see covered transactions listed above)and processes or facilitates the processing of health 
information [in the standard transaction] into nonstandard format or nonstandard data content for the receiving entity.10
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check with your employer or other orga-
nization you are affiliated with because 
they may choose to obtain the NPI for 
you, with your permission). 

What information do you need to ob-
tain your NPI?
• Provider Name
• Country of Birth
• Provider Gender
• Mailing Address
• State License number
• Provider Date of Birth
• State of Birthday (if born in US)
• SSN or other proof of identity
•  Practice Location Address & Phone 

Number
•  Any other Provider Numbers or 

Identification Numbers
•  Taxonomy (Provider Type) For Physi-

cal Therapists, you will select “22 Re-
spiratory, Rehabilitative & Restorative 
Service Providers” then “225100000X 
Physical Therapist” then there are op-
tions to designate a specialty area. 

•  Contact Person Name, Phone Num-
ber & Email Address (this is where 
the NPI information will be emailed 
to.  It might be yourself or someone at 
your place of business)

Other Important Tips About 
Your NPI.  

Remember that if you are a bill-
ing provider, your NPI is your billing 
number.  Share your NPI as needed to 
employers or other providers who bill 
and/or are reimbursed for your services.  
This number identifies you as a health 
care provider in all transactions so it is 
important to protect it.  It is yours for 
life and will never expire, be recycled, 
or reassigned to another health care 
provider.  The only time you would be 
assigned a different one is in the even 
that someone else was found to use it 
in a fraudulent manner.  Each clinician 
is responsible for updating NPI related 
information with NPPES.  Therefore 
if any of the information listed above 
changes, you are to report it to NPPES 
within �0 days of the change.

Finally, remember that after May 
23, 2007, the NPI will be the only 
health care provider identifier that you 
or Medicare, Medicaid, and all other 
public and private payers will use to 
identify you as a health care provider.  So 
go ahead – Get it!

CMS has developed a Training pack-
age for NPI that will assist providers with 
self-education, as well as education of 
staff. The entire package will consist of 5 
modules: General Information, Electronic 
File Interchange (EFI), Subparts, Data 
Dissemination (not yet developed) and 
Medicare Implementation. Each Module 
consists of a PowerPoint presentation (with 
speaker’s notes) and is designed to stand 
alone or can be combined with other Mod-
ules for a training session tailored to the 
particular audience. Modules can be found 
at http://www.cms.hhs.gov/NationalProvI-
dentStand/04_education.asp#TopOfPage.  

REFERENCES
1.  NPI Fact Sheet:  The National 

Provider Identifier.  January 2006. 
Available at http://www.cms.hhs.
gov/NationalProvIdentStand/
Downloads/factsheets_npi.pdf.

2.  45 Code Federal Regulations, Sec-
tion 162.1101.

�.  45 Code Federal Regulations, 
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162.1401: 
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9.  45 Code Federal Regulations, 
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10.  45 Code Federal Regulations, 
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Practice/Reimbursement Chair for the AL 
PT Association.
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Section Board of Directors Meeting.

Susan Wenker, Home Study Course Editor, Michelle Lusardi, Journal of Geriatric Physical Therapy Editor, Jess Sabo, Executive Administrator.

CSM 2007
Boston • February 14–18

2007 Joan Mills Award recipient Carol Schunk surrounded by past recipients showing off award watches.

Vice President Anne Coffman and Section President John Barr during the Board meeting.

At the Board Meeting, Sandy Levi, Research Chair, Ann Williams, Balance and Falls SIG Chair, Nancy Bookstein, Osteoporosis SIG Chair and Bill Staples, Section Treasurer.

APTA President Scott Ward and SOG President John Barr.
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Old and new members mingle and celebrate the newly certif ied geriatrics specia list.

Susan Wenker, Home Study Course Editor, Michelle Lusardi, Journal of Geriatric Physical Therapy Editor, Jess Sabo, Executive Administrator.

Past SOG Presidents Jennifer Bottemley, Neva Greenwald, and Carole Lewis.

APTA President Scott Ward and SOG President John Barr.

Mother and daughter, SOG members, SOG Cultural Diversity Committee 
Chair Jane Okubo and her daughter, Nicole Taniguichi.

Dan and Cathy Ciolek with Joe Lucca; SOG Delaware members.

Section members participating in brainstorming session at the Section Member Meeting.

Lucy Jones, Web Connection Chair and Deb K egelmeyer, Specia lty Council member.
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Hundreds of inches of snow, can-
celled air flights, closed airports, lost 
luggage, nor 8 to 10 hours stranded in 
unfamiliar cities dampened the enthusi-
asm as a record breaking 6200 members 
of the APTA descended upon Boston 
for CSM 2007. With 192 education 
sessions to choose from, attendees were 
able to find an area of interest to expand 
their knowledge and capability to care 
for their patients. 

CSM is always a great time to form 
mentorship relationships and 2007 was 
no exception. With 2000 students at-
tending this event, the future of the 
APTA is enhanced. The standing room 
only crowd at our own Section’s stu-
dent forum gives energy and promise 
of physical therapy’s role with the older 
adult. Surely they came for more than 
the free book giveaways!

The Section on Geriatrics began 
the week of CSM 2007 with over 200 
attendees attending our � preconfer-
ences. The energy and excitement con-
tinued to build as the week progressed. 
Congratulations to our newly certified 
Geriatric Specialists who were honored 
at the Wednesday night opening cer-
emony and again at our celebratory and 
welcoming breakfast bright and early 
Thursday morning. Though 6:�0 AM 
was a little early, this breakfast was a 
great kickoff to CSM. A short presenta-
tion on how to get involved in the Sec-
tion, how to begin publishing, and how 
to begin giving a presentation (and even 
how to handle mishaps) added to fun of 
the morning. If you have ever considered 
becoming a GCS, now is the time. Let’s 

honor each of you next year as you take 
this step to advance your knowledge. For 
more information about the GCS, go to 
the APTA website and check out the in-
formation from the American Board of 
Physical Therapy Specialty (ABPTS).

The Section on Geriatrics Mem-
bers Meeting and Awards Ceremony on 
Friday evening is always a highlight of 
the week. The delicious food, camara-
derie and door prizes (are we really out 
of beach towels?) all help to energize 
and move our dynamic section forward. 
Students present won more prizes, and 
awards for our outstanding members 
were presented. We are honored to have 
these leaders, researchers, and educators 
as members of our Section and motivat-
ing others to promote physical therapy 
become the best they can be. 

The exhibit hall this year was a sold 
out event and packed with attendees 
at all hours of the day. The giveaways 
were plenty and many attendees found 
their luggage was not big enough to take 
their goodies home. We thank all of the 
businesses who packed our exhibit hall 
and most importantly the sponsors of 
our meetings, socials, and education 
sessions: AEGIS Therapies; Extendicare 
Health Services, Inc; Juvent, Inc; Re-
habCare; Thera-Band; GAITRite; Five 
Star Quality Care; Baylor Health Care 
System; and Axiom Marketing Inc.

If you have never attended a CSM, 
you have missed so much. Nowhere else 
can you find all 18 Sections of APTA 
providing such a variety of education, 
research presentations, and social op-
portunities. Join us in Nashville, TN for 

CSM 2008 and start making plans now 
for CSM 2009 in Las Vegas. You will 
never be the same after attending just 
one CSM. 

I would be remiss if I did not thank 
my programming committee for all their 
hard work. While everyone else is wind-
ing down from CSM 2007, they are 
already starting work on CSM 2008.

Thank you goes out to:
Missy Criss
Celinda Evitt
Kathy Brewer
Ellen Strunk
Ann Williams
Paula Click
Nancey Bookstein
Jane Bernatovich
Alice Bell
Jane Okubo
Connie Inacio
Becky Crocker
Renee Tatum
Patty Brick
Rubye Kendrick
Priscilla Raasch-Mason 

All these great volunteers gave up 
time to monitor rooms, stamp books, 
introduce speakers, and everything else 
needed to make each education session 
a success. The members of the program 
committee not able to attend CSM are 
always a big help, too. If you think you 
may like to find out more about helping 
at CSM or being a part of the program-
ming committee, just contact me at 
jheitzpt@aol.com.

CSM 2007 INSPIRES ALL ATTENDEES
Jill Heitzman, PT, DPT, GCS, CWS 
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Did you know that we have � traveling booths available to promote the Section on Geriatrics at your state meetings? 
To find out more information and to reserve the booth for your meeting, contact the Section office at jessicasabo@apta.org,  

or 800/999-2782 x�2�8.  Plan ahead: it’s best for us to have at least a month’s notice before your meeting.  
You can reserve the booth up to eight months in advance of your meeting.  We are sometimes able to accommodate 

last-minute requests, depending on availability.   

STATE ADVOCATE CORNER
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MASSACHuSETTS GERIATRIC SPECIAL INTEREST GROuP 
HITS THE GROuND RuNNING

Alison Squadrito, PT, DPT, GCS
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Recognizing the benefits of bring-
ing together physical therapists, physical 
therapist assistants, and students who 
have an interest in geriatrics, the APTA 
of Massachusetts organized a Geriatric 
Special Interest Group (GSIG). An-
nouncements were sent out to thera-
pists and the planning meeting took 
place October 2005 with an enthusiastic 
group. The purpose of the GSIG was 
established to: 
•  provide a forum for individuals who 

have a common interest in gerontol-
ogy;

•  promote and advance the practice of 
geriatric physical therapy;

•   coordinate efforts to meet the needs 
of the older adults in Massachusetts. 
The group’s strongest interests were 

educational programs on topics related 
to older adults and community service 
opportunities. The GSIG became an of-
ficial group of the MA APTA in January 
2006 when they held their first business 
meeting.  This was combined with a 
very popular education program attend-

WELCOME TO OuR STATE ADVOCACY CORNER

In an effort to increase awareness of the Section on Geriatrics at the State level, we are highlighting activities that can be developed locally. 
Our goal is that several times each year, our state advocates will let you know what is happening in their state to promote working with the 
older adults and successful aging. By sharing ideas, we can spread the word that the Physical Therapists are the ones to work with the older 
adult. If you have an event you have participated in at your State meetings or in your community, please let us know. We want to share 
your successes with others. If you are interested in being an active force of our State Advocates, please let us know by emailing our Section 
website. This issue is highlighting how the Massachusetts Chapter developed its Special Interest Group on Geriatrics. Wouldn’t it be great 
if every state chapter had a SIG devoted to the older adult?

Jill Heitzman, PT, DPT, GCS, FCCWS

ed by 50 people on the latest research in 
Alzheimer’s disease presented by Jennifer 
Bottomley, PT, PhD2, MS.

Once the GSIG was organized, the 
energetic group pursued several activities 
including: 
•   creating a group to enter research 

into the Hooked on Evidence data-
base,

•   developing a PowerPoint presenta-
tion geared to the older adult on Fall 
Prevention which can be download-
ed from the APTA of MA website for 
community presentations, and

•   partnering members from the GSIG 
who are preparing to take the GCS.
The most exciting activity of the 

GSIG was the first community event. 
The GSIG organized a group to volun-
teer at the Massachusetts Senior Games. 
Each year over a thousand older adults 
ages 50-90+ compete in a variety of 
events such as swimming, basketball, 
volleyball, track and field, and tennis. 
The GSIG members worked as score-
keepers, line judges, and timekeepers for 

basketball and volleyball. The athletes 
are simply inspirational and it was a fun 
way to get involved with older adults. 
One of our own GSIG members will 
enter the Senior Games in September 
as a member of the “Forever Young” 
softball team. 

The GSIG is looking forward to 
continuing to provide educational, com-
munity service, and networking oppor-
tunities for those interested in geriatric 
physical therapy in Massachusetts. We 
are also interested in helping other states 
establish GSIGs. 

If you would like to establish a GSIG 
in your state or if you are in Massachu-
setts and want to join our GSIG.  Please 
contact GSIG CHAIR, Alison Squadrito 
at asquadrito@partners.org. The Massa-
chusetts GSIG is committed to helping 
all therapists promote successful aging!

Alison Squadrito is Chair, APTA of MA 
Geriatric Special Interest Group and SOG 
Advocate to the State of Massachusetts.

89 years young!

MASSACHuSETTS SENIOR GAMES
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Home Study Course Registration Form
(see www.geriatricspt.org for online or regional courses available)

I am registering for course(s) _________________________________________________________________________________________________________ 

Name ____________________________________________________________  Credentials (circle one) PT, PTA, other_______________________________

Address __________________________________________________ City __________________________________ State ____________ Zip ____________

Daytime Phone __________________________ APTA# __________________________ E-mail Address ___________________________________________

Please make checks payable to: Section on Geriatrics
Mail check and registration form to: Section on Geriatrics, APTA, 2920 East Avenue South, Suite 200, La Crosse, WI 54601. 877-766-3452

Fax registration and Visa, MasterCard, American Express, or Discover number to: (608) 788-3965

Visa/MC/AmEx/Discover (circle one)# _______________________________________________________________

Expiration Date  ______________________________________________________________________________

Signature ___________________________________________________________________________________

 Registration Fee  ______________

 WI State Sales Tax ______________

 Membership Fee ______________

 TOTAL

Course Description
Topics in Geriatrics: Volume � will offer the course participant an 
increased depth of knowledge across several practice dimensions. The 
course begins with 2 niche practice areas; working with older adult driv-
ers and older adults who are obese. Readers will understand how physi-
cal therapists can have a role in working with older adult drivers, even 
if we don’t work in a setting with special equipment to specifically reha-
bilitate driving skills. Readers also will be introduced to the growing area 
of bariatrics across the health care continuum. In addition, there is an 
update on the role of the physical therapist in prevention of falls; what 
the latest research tells us and how we, as physical therapists, work with 
other team members.  Readers also will gain insight into how physical 
therapists are successfully integrating public health in everyday practice 
and what physical therapists can offer in the public health arena. In the 
final 2 monographs, the reader will come away with a sound founda-
tion to prescribe exercise for older adults and integrate the definition of 
“successful aging” into their practice. What does that mean for you and 
your practice area? 

Continuing Education Credit
�0 contact hours.  Completion of the series and satisfactory performance 
on the post-test will give the subscriber �0 contact hours of continuing 
education.  Only the registrant named will obtain contact hours.  No 
exceptions will be made.  Registrants must apply to their State Licensure 
Boards for approval of continuing education credit.  

Topics & Authors
•  Physical Therapy Applications for Assessing and Counseling Older 

Drivers—Cheryl LaFollette Anderson, PT, PhD, MBA, GCS
•  Bariatric Geriatrics: Physical Therapy Management of Older Adults 

who are Obese—Michael L. Puthoff, PT, PhD
•  Fall Prevention—Celinda P. Evitt, PT, PhD, GCS
•  Health Promotions in Geriatric Care: The Collaboration Between 

Physical Therapy and Public Health—Kathryn K. Brewer, PT, GCS, 
MEd

•  Exercise Prescription for Older Adults—Dale Avers, PT, DPT, PhD 
and Patrick VanBeveren, PT, DPT, MA, OCS, CSCS

•  Successful Aging: Biopsychosocial and Environmental Implications 
for Physical Therapist Practice—Mary Thompson, PT, PhD, GCS

Please check: Section on Geriatrics Member

 APTA Member

 Non-APTA Member
 (Wisconsin residents add applicable sales tax.)

I wish to join the Section on Geriatrics and take advantage of the membership rate.
(Note: must already be a member of APTA.) I wish to become a PTA Member ($35).

 I wish to become a PT Member ($45).

Editors
Mary Thompson, PT, PhD, GCS
Sue Wenker, PT, MS, GCS

Additional Questions
Phone toll free 877/766-�452 • Fax 608/788-�965
Section on Geriatrics, APTA, 2920 East Avenue South, Suite 200, 
La Crosse, WI 54601

Other Home Study Courses Available
• FOCUS: Geriatric Physical Therapy—30 contact hours 
•  Topics in Geriatrics: Volume 2—30 contact hours (topics include: 

therapeutic exercise, chronic obstructive pulmonary disease, post-polio 
syndrome, aquatic exercise, physical and chemical restraints, ethics)  

•  Topics in Geriatrics: Volume 1—20 contact hours (topics include:  issues 
in home care, Alzheimer disease, diabetes)

•  Focus on Physical Therapist Assistants in Geriatrics—10 contact hours
 (topics include red flags in the acute care environment and wound care)
• Cultural Diversity of Older Americans—30 contact hours

Topics in 
Geriatrics

Volume 3
An Independent Study Course Designed 
for Individual Continuing Education

Topics in Geriatrics: Volume � $200 $�00 $400
(available thru 2011)

FOCUS: Geriatric Physical Therapy  $200 $�00 $400
(available thru 2010)

Topics in Geriatrics: Volume 2  $200 $�00 $400
(available thru 2009)

Topics in Geriatrics: Volume 1 $1�5 $200 $270
(available thru 2008)

Focus on Physical Therapy Assistants in Geriatrics $50 $75 $100
(available thru 2008)

Cultural Diversity of Older Americans $150 $225 $�00
(available thru 2007)

Section on 
Geriatrics 
Member

APTA
Member

Non-APTA 
MemberFees for Current Home Study Courses

WI residents add applicable state sales tax.
If notification of cancellation is received in writing prior to the course, the 
registration fee will be refunded, less a 20% administrative fee. Absolutely 
no refunds will be given after the start of the course.

See www.geriatricspt.org for online or regional courses available.

Register
now.  

Available
June 2007.
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ADVOCACY FOR THE GERIATRIC PATIENT
Linda Justice Teodosio, PT

You may be just one person to the world, but you may be the world to one person.

— Ghandi

INTRODuCTION 
The following is the second article in 

GeriNotes from a student project at the 
University of Maryland DSci program on-
line course taught by Past Section on Ge-
riatric President, Dr. Carole Lewis.  The 
course was a follow up to her Clinical 
Geriatric Neurology Course. In designing 
this course, Carole worked with Dr. Fran 
Huber.  Together they decided to identify 
skills that a master clinician and advance 
degree therapist should have in the realm 
of clinical geriatric neurology. One skill 
identified was expert witnessing and advo-
cacy. Students were asked to identify advo-
cacy agencies for patients with neurological 
deficits and to develop a consumer piece 
based on the information they gathered. 
We appreciate Dr. Lewis and her students’ 
willingness to share their work with readers 
who may be interested in our professional 
role as advocates for seniors.

ADVOCACY is the act of speaking 
up for people whose rights might be in 
jeopardy according to Hamel.1  As health 
care professionals, she states, 

“We must be aware of what issues 
exist for the elderly, and where we 
can best serve them as advocates, and 
continually update ourselves as to 
the status and concerns of the elderly 
community in order to be effective 
advocates.”
As health care professionals, physi-

cal therapists should always remember 
the concept that most of our geriatric 
patients are vulnerable in at least one as-
pect.  Vulnerability can be categorized as 
physical, emotional, cognitive, or finan-
cial.  If we keep this in mind, we should 
assess all of our geriatric patients for the 
possible need for interventions based on 
vulnerability.  

Physical therapists can be very effec-
tive first-line advocates for their patients 

in several ways.  First, the PT can ob-
serve and interpret the presence of or the 
potential for vulnerability.  Next, with a 
very careful and sensitive approach by 
the physical therapy, the patient and/or 
the caregiver may share their feelings, 
fears, or concerns, and from this, one 
can often determine what types of vul-
nerability exist.  A little detective work 
may be necessary in order to find ap-
propriate advocacy resources to meet 
the patient’s needs.  The final step is to 
compassionately offer the resource infor-
mation to them, and offer assistance if 
needed in contacting the resources.

CASE SCENERIO
EW is a 76-year-old female who was 

referred to Living at Home, Home Care 
Services for Physical and Occupational 
Therapy, following discharge from acute 
Rehab.   

BACkGROuND/ SOCIAL ISSuES
On 9/6/06, EW fell down the stairs 

at home and was diagnosed with an 
acute CVA with right hemi-paresis and 
mild expressive aphasia. Prior to the 
fall, EW lived alone in her 2-story fam-
ily home and was independent with all 

ADLS and IADLS, and was driving. 
Her only daughter lived out of state 
with her 2 children.  The daughter is a 
single Mom with a full-time job.

During the Home Care Physical 
Therapist’s assessment, it was apparent 
that due to her functional limitations, 
EW was going to require 24-hour care 
or placement when her daughter re-
turned home in 2 weeks.  EW also 
mentioned that she couldn’t afford her 
new medications and the tub transfer 
bench recommended by the occupa-
tional therapist.

INTERVENTION
How can we, as Physical Therapists, 

advocate for this patient and her daugh-
ter, who both mentioned how lost they 
felt and how they didn’t know where to 
begin to find help?
1.   Contact the Physician regarding 

the fact that she doesn’t have some 
of her medications, and to obtain 
a verbal order for a social work 
consult, due to the safety concerns 
and need for caregiver resources or 
possible placement.  

2.  Provide immediate advocacy by 
providing information to help the 

TIPS FOR ADVOCACY TO GERIATRIC PATIENTS 

1.  Avoid tunnel vision.  Do not disregard the fact that our patients are 
 human beings with values and pride, and prior to their debilitating 
 illness were very productive members of society.  

2.  Identify ALL the needs of the patient, not just the 
 physical/physiological needs.

�.  Take the time to LISTEN to your patient or caregiver.

4.  Treat every patient as if they were your best friend’s parent.

5.  Educate yourself to be an effective advocate for your patients.
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provide, sometimes we must put on 
our ‘social work’ hat to find resources 
for our patients and caregivers in order 
to further assist them with obtaining 
whatever they need to improve their 
quality of life and to achieve or maintain 
the highest level of independence that is 
safely possible.

REFERENCE
1.  Hamel P. Interdisciplinary Perspec-

tives, Service Learning, and Advo-
cacy: A Nontraditional Approach 
to Geriatric Rehabilitation. Top 
Geriatr Rehabil. 2001;17:5�-70.

Linda Justice 
Teodosio, PT, is a 
1984 graduate of 
the University of 
Maryland, School 
of Medicine, De-
partment of Physi-
cal Therapy.  She is 
a current student in 

the Doctor of Science in Physical Therapy 
program at the University of Maryland.  
Linda has specialized for the last 17 years 
of practice in geriatrics in the home care 
setting. She recently became the Assistant 
Director of Clinical Services for Rehab at 
Tender Loving Care Health Care Services 
in Baltimore.  
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patient/caregiver obtain emergency 
financial assistance so she can ob-
tain her urgently needed medica-
tions.  Adult Protective Services can 
sometimes provide a one-time emer-
gency loan of $500 to assist with 
medication costs (www.dhr.state.
md.us/how/srvadult/protect.htm). 
American Health Assistance Foun-
dation can also provide emergency  
funds (www.ahaf.org). 

�.  Provide caregiver assistance infor-
mation. The Yellow Pages phone-
book is a good place to start to find 
local private duty care.  These can 
be very expensive, and we know she 
is already struggling financially.  She 
will also need information about the 
local Department of Aging, and how 
to apply for free caregiver assistance 
if she qualifies.  Often there is a long 
waiting list for this service, but the 
social worker can assess the patient’s 
qualifications and help her with 
the application process (www.co.ba.
md.us/Agencies/aging/index.html). 

4.  Provide information on possible 
placement options. A “Place 4 Se-
niors” is a free advocacy service 
that provides assistance with finding 
prompt, affordable, assisted living 
facilities that meet the needs of the 
individual.  The service also assists 
with finding funding for the client 
if needed to assist with ALF costs 
(www.aplace4seniors.com).

5.  Order the necessary equipment 
for immediate home safety. Obtain 
verbal order from the physician for 
a hospital bed, bedside commode, 
and wheelchair. Contact a DME 
company to place order, preferably a 
company that you know will provide 
prompt delivery of the equipment.  
Provide the daughter and patient 
with information about the local 
county or city loan closet to try to 
obtain this equipment, especially a 
tub transfer bench since Medicare 
does not cover this and the patient 
can not afford to purchase one.  

6.  Interdisciplinary care coordination 
is a must. Communicate with the 
OT and the Social Worker regarding 
the patient’s safety issues, emergent 
funding needs for medications, and 
the resources that you have already 
provided the patient and her daugh-
ter, so the other disciplines can also 
follow-up with them on progress 
toward obtaining what she needs 
and what further assistance may be 
needed, without duplicating what 
you have already accomplished.
Physical therapists especially in the 

Home Care setting are often required to 
wear many hats in order to advocate for 
their patients.  If we are to provide the 
best care possible, it is imperative that 
we advocate for our vulnerable geriatric 
patients.  In addition to the very skilled 
physical therapy interventions that we 

A BIG THANKS to ALICE BELL and the great volunteers who 
manned the Section Booth at Combined Sections Meeting. The 
booth was a busy place with Section members and nonmembers 
and many students stopping by for information, free copies of 
publications, and to purchase home study courses and other Sec-
tion material. The winner of the booth volunteers drawing for a free 
year’s Section membership was Ashraf Elazzazi!  

SECTION BOOTH A BIG HIT THANkS TO VOLuNTEERS

Judy Thackaberry
Lucy Jones
Lynn Freeman
Lynn Freeman
Martin Harmon
Michael McGregor
Missy Criss
Nancy Bookstein

Patrice Antony
Peter Leninger
Priscilla Raasch-Mason
Rita Wong
Ron Chadwick
Rubye Kendrick

THANkS TO:
Alice Bell
Ashraf Elazzazi
Beth Black
Carleen Lindsey
Carol Schunk
Jennifer Bottomley
Jennifer Sidelinker
Judy Canfield
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uRINARY uRGENCY, FREQuENCY, OR uRGE 
INCONTINENCE—CLINICAL TIPS

Kris Costello, PT, BCIAC, BCIA-PMDB 

Urinary urge incontinence or urinary 
frequency/urgency syndrome is a com-
mon ailment not only in the geriatric 
population, but also in the childbearing 
years of females.  For women it can stem 
from the habit of ‘just in case’ frequent 
urinations in hopes of minimizing epi-
sodes of urinary stress leaks. This, over 
time, decreases bladder capacity, which 
then increases the urge to urinate more 
frequently.  The prevalence of urge in-
continence rises with the aging popula-
tion for many reasons including declines 
of urethral length and maximum closing 
pressures, increased PVR (post void re-
sidual) due to age related impairment in 
detrusor (bladder muscle) contractility, 
detrusor over activity due to a decrease in 
normal smooth muscle junctions and age 
related changes in secretion of vasopres-
sin and atrial natriuretic hormone.1

Urge incontinence can dramatically 
affect one’s lifestyle as it can lead to 
fear of going out and to avoiding social 
activities where there is not a clear and 
quick path to a known toilet location.  
Giving someone the confidence that they 
can hold an urge long enough to make it 
to a toilet can be a huge step in keeping 
one active and engaged in healthy activ-
ity.  There are some easy urge suppression 
techniques and fluid management steps 
that can be taught to anyone, young and 
old alike, dealing with this syndrome. 

It is very common to have an urge to 
urinate become stronger the closer one 
gets to the toilet, thus making it more 
and more difficult to hold. It is im-
perative to first quiet the detrusor con-

tractions and therefore the urge before 
walking towards the toilet.  Stopping 
the movement toward the toilet, stand-
ing still or sitting down, if possible, and 
distracting oneself by thinking of some-
thing else such as counting backwards 
from 100 by 7s can help suppress the 
urge.  Also taking a few deep breaths can 
help by calming the anxiety and stress 
reaction that can often accompany an 
urge especially if one has had embarrass-
ing leaks in the past.    

Next one can pull in a pelvic floor 
muscle contraction, which elicits a reflex 
to the detrusor to quiet the contraction.2 
These can be done quickly or by holding 
for few seconds at a time, depending on 
what works for the individual.  Often 
one needs to be shown how to perform 
an appropriate pelvic floor muscle con-
traction, as verbal instruction alone is 
not always effective.� The pelvic floor 
muscles may not be strong enough to 
lift on their own so doing things such 
as sitting on a rolled towel or actually 
lifting the pelvic floor with your hand 
or strategically using a corner of a table 
can help quiet urges. It should take less 
than �0 seconds for the urge to subside 
and then one can either decide to empty 
the bladder or put off urinating, thus 
allowing the bladder more time to fill, 
thereby increasing its capacity.  As with 
any newly learned behavioral technique, 
practice is important so that one can 
become confident and successful consis-
tently. The goal here is to put the patient 
back in control of when they urinate and 
not be controlled by the bladder.   

Often patients do not realize there is 
a strong connection between intake of 
certain fluids and the ability to hold an 
urge.  Fluids such as coffee, citrus juices, 
carbonated beverages, sodas, and teas can 
irritate the bladder. Even decaffeinated 
teas and coffee can be a problem due to 
the acid. Having adequate water intake is 
important to dilute the urine and should 
entail at least half of one’s fluid intake.4 
Certain drugs such as those that treat 
hypertension can actually cause weakness 
of the pelvic floor muscles.5 It may be 
helpful to keep a diary of what and how 
much one drinks as well as urinate over a 
few days, which will show current habits, 
and the affect on the bladder’s ability to 
hold urine.  With this information, fluid 
intake changes can then be made to al-
leviate some of the symptom’s contribu-
tions. Normal bladder capacity is around 
10 to 12 oz and frequency is 6 to 8x in a 
24-hour period.6

The above techniques have been 
shown to be an effective method for de-
creasing urinary urgency, frequency, and 
urge incontinence.  They have minimal 
risk, are inexpensive, and can be easily 
taught to those patients who are moti-
vated and can follow instructions.7  They 
provide viable options for those that 
want to avoid bladder medications and 
their known potential side effects such as 
dry mouth, constipation, headaches, and 
existing medication interactions. These 
techniques may also be used to help 
wean off bladder medications for those 
that are motivated to decrease their 
medication intake.   

    

There are many commonalities between the SOG and the Section on Women’s Health (SOWH). This article was written by the SOWH 
liaison to the SOG to share clinical knowledge on the topic of urinary incontinence. Articles in the SOWH Journal and Newsletter often 
pertain to issues related to the geriatric population such as osteoporosis, cardiovascular disease, menopausal issues, urinary and fecal incon-
tinence, and other pelvic floor muscle disorders, sexual dysfunction, post prostatectomy incontinence, cancer, and lymphedema.   

The SOWH has many APTA sponsored continuing education opportunities that SOG members may want to explore. Details are listed on 
the SOWH website at www.womenshealthapta.org under education. 
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BCIAC, BCIA-
PMDB works at 
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What and When
The 15th World Confederation for Physical Therapy Congress will be held in Vancouver June 2-6, 2007.  Physical therapy practitioners from around 
the world will be presenting educational sessions, reporting results of research and networking.  The International Association of Physical Therapists 
working with Older People will have several activities planned during the World Conference. 

Educational Session
IPTOP will have a two hour education slot on the Sunday afternoon of the conference.  WCPT has provided the guidelines for this meeting and 
one presenter from each WCPT region will be participating in the session.  The title of the session is not yet available. Professor Amanda Squires from 
the UK will be organizing that session. Section on Geriatrics member, Nancy Prickett will be the presenter for the US.  Updated information will be 
distributed later in the spring.

Business Meeting
On the agenda for the meeting will be reports to provide updated information on IPTOP.  Officers will be elected for the upcoming four years.   
Section on Geriatrics voting members are Nancy Prickett and Neva Greenwald.   The business meeting day and time have not been finalized.  
Check the conference program and notices at the conference for information.

IPTOP Booth in Conference Hall at WCPT
Arrangements have been made for IPTOP to have an information stand in the Conference Hall. IPTOP hopes to have reference materials on the table 
along with information on how to obtain the items. Member organizations are being asked to submit copies of the leaflets.  Member organizations are 
asked to make copies of material they would like to distribute. Materials would be available at no cost or purchasing information will be available. 

Help Needed
Volunteers are needed at the IPTOP booth; the chart below contains the times that volunteers will be needed. Olwen Finlay from the UK has already 
volunteered to help with the set up. Please contact Neva Greenwald (ngreenwald@shrp.umsmed.edu) if you can assist.

Volunteers for IPTOP Stand Sessions

Time 8:�0 - 11am 11:00- 1:00pm 1:00-�:00pm �:00-5:�0pm

Saturday Setting up stand

Sunday Olwen Finlay

Monday

Tuesday

Wednesday

Social Activity
During the conference, there are plans to spend one evening networking and having dinner at a nearby local restaurant. 
Information at this event will be at the IPTOP booth.

IPTOP INFORMATION FOR WCPT
VANCOuVER BRITISH COLuMBIA, CANADA • JuNE 2-6, 2007 

Neva Greenwald, MSPH, PT, CHES • IPTOP Delegate
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PREPARATION FOR THE 
2007 HOuSE OF DELEGATES

Kathy Brewer, PT, GCS, MEd – Section Delegate

The Section on Geriatrics will be introducing several motions 
in the 2007 House of Delegates. They were developed by the Task 
Force on Promoting Physical Therapists as Exercise Experts for the 
Aging Population (aka Exercise Task Force). Numerous resources, 
brochures, guidelines, and initiatives have been developed by the 
task force (and will soon be available to members) to support 
geriatric physical therapy across the health care delivery system. 
The objective is to increase awareness and engage support of the 
Association in educating the public and other health care practitio-
ners about our expertise for preventing impairments and disability 
through providing services to prevent, detect, and manage disease. 
The major concepts of these motions are as follows:

1.  Institute the concept of an annual visit to your physical 
therapist.

2.  Initiate a marketing plan to implement the concept of an 
annual visit to your physical therapist.

�.  Investigate the possibility of having physical therapists in-
cluded in the Welcome to Medicare visit.

4.  Have physical therapists serve as exercise role models 
(stated as a resolution).

5.  Develop a marketing plan to assure that patients seen by 
nurse practitioners who should be on an exercise program 
are referred to physical therapists.

A sixth motion reflects an initiative from the Health and Well-
ness SIG:

6.  Support of a revised definition for health promotion and 
wellness.

Please keep in touch with your chapter delegates and encourage 
discussion surrounding these issues which reach beyond the spe-
cialty of geriatrics to the full scope of physical therapy practice. The 
APTA 2007 House of Delegates will be held in Washington, DC 
at the Omni Shoreham Hotel, May 21-2�. Although only chapter, 
Section, assembly, and caucus delegates sit in the House proper, and 
only chapter delegates may vote, all APTA members are welcome to 
attend and sit in the gallery.

WANTED
Articles for GeriNotes

Topics: Anything related to older adults
Clinicians: Send me an article or and idea 
Educators: Send me student papers
Everyone loves to publish and it is easy 
Contact Carol Schunk, GeriNotes Editor

carolshunk@earthlink.net
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The Section on Geriatrics is proud 
to celebrate and support the achieve-
ments of its 2007 awardees.  What fol-
lows are the speeches that were made to 
honor them at the Section on Geriatrics 
Awards Ceremony, which is held each 
year at the Combined Sections Meeting.  
We hope that you will be as inspired as 
we are by these outstanding individuals! 

We are accepting nominations now 
for 2008 awards: to make a nomina-
tion visit www.geriatricspt.org, and click 
“awards.”  

STuDENT AWARD FOR 
GERIATRIC RESEARCH
Presented by Sandy Levi, PT, PhD, 
Section Research Chair

This award is intended to facilitate 
interest in geriatric research among en-
try-level physical therapy students. The 
award recognizes outstanding research-
related activity completed by entry-level 
physical therapy students. 
The 2007 student award for geriatric 
research is presented to Lisa Graves, 
SPT

As a student at Hardin Simmons 
University, Lisa Graves, SPT took the 
leadership role in a noteworthy research 
project. She presented her work at the 
Texas Physical Therapy Association’s 
Annual Conference. Her research study, 
entitled “Comparison of changes in 
extremity strength, function, and bal-
ance in older adults who exercised with 

Thera-bandTM vs. BodyBladeTM” is also 
being presented at this Combined Sec-
tions Meeting. 

With great pleasure, I award the 
Student Award for Geriatric Research 
to Lisa Graves.

ADOPT-A-DOC
Presented by Sandy Levi, PT, PhD, 
Section Research Chair

The Section on Geriatrics’ Adopt-
A-Doc program seeks to recognize 
outstanding doctoral students commit-
ted to geriatric physical therapy.  The 
purpose of the Section on Geriatrics 
Adopt-A-Doc program is to provide 
support to doctoral students interested 
in pursuing faculty positions in physical 
therapy education, and to facilitate the 
awardees’ completion of the doctoral 
degree within an area of study relevant 
to geriatric physical therapy.

Our first Adopt-a-Doc award recip-
ient is Jennifer A Mai, PT, DPT, 
MHS

Jennifer A. Mai, PT, DPT, MHS is 
an assistant professor at Clarke College 
in Dubuque, Iowa and practices in a 
registry position at Finley Hospital in 
Dubuque, Iowa. 

She completed her professional edu-
cation at Bradley University and earned 
a Masters degree in Health Science 
from the University of Indianapolis. 
She is currently a doctoral student at 

Nova Southeastern University.  Her 
research focuses on geriatrics and stu-
dent education. Ms. Mai has present-
ed work related to physical therapist 
education on the national level.  This 
includes a presentation at this Com-
bined Sections Meeting. Ms. Mai is the 
first author on a platform presentation 
entitled, “The Hot Seat: Developing 
Critical Thinking and Problem Solving 
Skills in Physical Therapist Students.” 
Moreover, she has two manuscripts 
under review.  With great pleasure, I 
award an Adopt-a-Doc Award to Jen-
nifer A Mai.

The next recipient of an Adopt-a-
Doc award is Ann H. Newstead, PT, 
MS, GCS, NCS

Ann H. Newstead, PT, PS, GCS, 
NCS is an assistant professor at the 
University of Texas Health Science 
Center. She has a long history of teach-
ing in neurological and geriatric physi-
cal therapy. Moreover, she has been an 
APTA member for over 25 years.

Ms. Newstead earned a Bachelor 
of Arts degree at the State University 
of New York at Potsdam. Her profes-
sional education at the University of 
Alabama in Birmingham culminated 
in a Master of Science degree. She is a 
candidate in the doctoral program in 
Movement Science in the Department 
of Kinesiology & Health Education at 
the University of Texas at Austin. 

SECTION ON GERIATRICS 2007 AWARDS
As presented at the Awards Ceremony, February 16, 2007

Student Award for 
Geriatric Research
Lisa Graves, PT

Adopt A Doc
Jennifer A Mai, PT, DPT, MHS
Ann H. Newstead, PT, MS, GCS, NCS
Jaime Berlin Talkowski, MPT

Excellence in Research
Dr. Julie M. Whitman, PT, DSc, OCS

Clinical Excellence 
in Geriatrics
L. Gail Denber, PT

Outstanding PTA
Lois Armour, PTA, MA, ATRIC

Distinguished Educator
Dale Avers, PT, DPT, PhD
Mary Thompson, PT, PhD, GCS

President’s Award
Richard Bohannon, PT, EdD, NCS, FAPTA
Mary Thompson, PT, PhD, GCS

Joan Mills
Carol Schunk, PT, PsyD
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Ms. Newstead’s award application 

demonstrates her deep commitment to 
physical therapy scholarship. She has 
published 4 journal articles and 6 ab-
stracts, and she has contributed to � 
books/monographs. In addition to serv-
ing as the principal investigator on a 
private and a state grant, she has served 
as a co-investigator on � federal grants.  
Ms. Newstead’s doctoral dissertation will 
define age-associated muscle power syn-
ergies in the lower extremities and will 
quantify their contribution to a force 
task.  With great pleasure, I award an 
Adopt-a-Doc Award to Ann H. New-
stead.

The third recipient of an Adopt-a-
Doc award is Jamie Berlin Talkowski, 
MPT

Jamie Berlin Talkowski, MPT is an 
instructor and research assistant in the 
Department of Physical Therapy at the 
University of Pittsburgh.

Ms. Talkowski earned a Bachelor of 
Science degree from Seton Hill Univer-
sity. Her professional education at the 
University of Pittsburgh culminated in 
the awarding of the degree, Master of 
Physical Therapy. Mx. Talkowski has 
received 7 student awards and these 
awards provide evidence of Ms. Talkows-
ki’s outstanding scholastic ability.

Ms. Talkowski was first author on a 
paper entitled “Using Activity Monitors 
to Measure Physical Activity in Free-
Living Conditions” that was published 
in Physical Therapy. In addition to co-
authoring a second publication, Ms. 
Talkowski has 9 presentations to her 
credit.  Ms. Talkowski’s doctoral dis-
sertation will focus on the measurement 
of physical activity in older adults using 
accelerometers.  With great pleasure, I 
award an Adopt-a-Doc Award to Jamie 
Berlin Talkowski.

ExCELLENCE IN GERIATRIC 
RESEARCH
Presented by Sandy Levi, PT, PhD, 
Section Research Chair

This award recognizes a physical 
therapist who has been the author (or 
coauthor) of a paper dealing with clini-
cal geriatric physical therapy research.  
The paper must have been published 
in a recognized journal.  The Research 
Committee evaluates nominated papers 
based upon clarity of writing, appli-

cability of content to clinical geriatric 
physical therapy, relevance of results, 
and potential impact on both physical 
therapy and other disciplines. 

The recipient of the Excellence in 
Geriatric Research award is Julie Whit-
man PT, DSc, OCS, FAAOMPT for her 
paper entitled, “A comparison between 
two physical therapy treatment programs 
for patients with lumbar spinal stenosis: 
A randomized clinical control trial.” Co-
authors include, Timothy Flynn, John 
Childs, Robert Wainner, Howard Gill, 
Michael Ryder, Matthew Barber, An-
drew Bennett, and Julie Fritz. This paper 
was published in the journal, Spine, in 
October 2006. This multicenter ran-
domized controlled trial compared 2 
physical therapy intervention approaches 
that were carried out twice weekly for 
6 weeks. Follow-up occurred over a 
one year period of time to allow com-
parison of nonsurgical (physical therapy) 
outcomes to those reported in surgical 
studies for the same disorder. The ex-
perimental program included manual 
physical therapy targeted to the lumbo-
pelvic and hip regions, active exercise 
and body-weight supported gait, while 
the control group’s intervention included 
lumbar flexion exercises, treadmill walk-
ing program and sub-therapeutic ul-
trasound. The authors used the Global 
Rating of Change scale and the Oswestry 
scale to assess subjective satisfaction and 
perceived recovery. Results of the study 
showed that the experimental group 
reported significantly greater improve-
ment than the control group. The APTA 
highlighted this publication with press 

releases on the APTA website and in 
The Bulletin. Internationally, this study 
was recognized by the British Medical 
Journal’s Update. Dr. Whitman and her 
co-authors recognize that the Internet 
can also provide a means of furthering 
therapist and consumer understanding 
of this study. Thus, they designed an 
audio visual addition to the print pub-
lication. With great pleasure, I award 
Excellence in Geriatric Research award 
to Dr. Julie Whitman.

CLINICAL ExCELLENCE IN 
GERIATRICS
Presented by Patricia Wilder, PT, 
Section Awards Chair

As advocates, role models innovators, 
and leaders in geriatric care settings, 
the recipients of the Clinical Excel-
lence in Geriatrics Award demonstrate 
their commitment to improving the 
lives of older adults. The challenges of 
practice in this setting require special-
ized knowledge and appreciation of the 
changes that occur physically, mentally, 
and emotionally as one ages. Beyond 
that, the clinicians who are successful in 
this environment are adept at teamwork, 
innovation, creative problem solving, 
and education. They meet standards of 
excellence and challenge us all to strive 
to follow their example of professional-
ism and compassion.

We are pleased to present the 2007 
Clinical Excellence Award to L. Gail 
Denber, PT

Gail Denber received her entry level 
physical therapy degree from the Uni-
versity of Pennsylvania.  She is cur-
rently pursuing her transitional Doctor 
of Physical Therapy from Arcadia Uni-
versity.

Gail has over 26 years of clinical 
practice most of which has been in-
volved with the home care practice 
settings.  Her current position is with 
University of Pennsylvania Health Sys-
tem, PENN Care at Home, providing 
physical therapy to a mostly geriatric 
population.  As a clinical instructor, Gail 
prefers to take the student who needs 
additional attention and remedial work.  
She has been extremely successful at 
mentoring these students to ultimately 
become confident and effective practic-
ing physical therapists.  

Gail extends her mentoring to en-Julie Whitman, Excellence in Research.
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gage students to join the APTA.  She 
has been a very active member of the 
Pennsylvania Physical Therapy Associa-
tion and influences students to attend 
meetings and become engaged in the 
organization. 

Her nominator describes Gail as…
•  Her passion is promoting optimal 

function of elders.
•  She deals with normal challenges of 

home care, but makes it her respon-
sibility to provide the best care to all 
patients, even those that do not have 
the financial or social resources to 
support her treatment plan.

•  Gail has been practicing the best 
available evidence years before it was 
the “correct” way to practice.

•  She serves as an excellent model for 
all clinicians on being engaged and 
pursuing lifelong learning to provide 
the best quality care.

•  A true professional and excellent 
clinician and promoter of health and 
wellness.
It is with great pride that the Sec-

tion on Geriatrics presents the Clinical 
Excellence Award to Gail Denber.   

OuTSTANDING PHYSICAL 
THERAPIST ASSISTANT
Presented by Patricia Wilder, PT, 
Section Awards Chair

The physical therapist assistant plays 
a vital role in the geriatric setting. Work-
ing under the supervision of a physi-
cal therapist, the outstanding physical 
therapist assistant has a positive impact 
on the attitude of others through exem-
plary care of the geriatric patient. The 
intent of this award is to recognize a 
physical therapist assistant who displays 
these skills and is a role model for others 
in geriatric practice. 

I am happy to present the 2007 Out-
standing Physical Therapist Assistant 
Award to Lois k. Armour, PTA, MA, 
ATRIC.

Lois received her PTA degree from 
Oakton Community College, Des 
Plaines, Illinois.  However, she is a 
uniquely qualified PTA in that she has 
two additional degrees….a BS degree in 
education from Southern Illinois Uni-
versity and a Master of Arts degree from 
Roosevelt University.  

Lois has been employed with her 
current employer Presbyterian Homes 

of Evanston, Illinois for the past 20 
years.  As her employer developed new 
clinic sites, Lois was the one individual 
that could be counted on to help estab-
lish and develop each of the new sites.  

In addition, she has used her times 
and talents to develop and teach an 
aquatic physical therapy program for 
Presbyterian Homes.  

According to her nomination letter, 
Lois was the innovator of the aquatic 
therapy program; she became ATRI 
certified and pushed to get the program 
organized, funded, and operational.  
She continues to manage the program.  

If this were not enough, Lois uses 
her West Highland terrier, Susie, as a 
pet therapy dog and regularly brings 
Susie to the clinic to brighten up the 
saddest of days for many of her pa-
tients.  

Lois’s nominator describes her as…
•  the most extraordinary assistant and 

the most caring human being I have 
ever met,

• her enthusiasm in contagious, 
•  in summary, to work with Lois is to 

realize that her professional goals are 
to be the best geriatric therapist she 
can be, to motivate and work with 
patients to achieve their maximum 
potential, and to create a warm 
and nurturing environment for her 
patients, their families, and her co-
workers.
The Section on Geriatrics is proud 

to award the Outstanding Physical 
Therapist Assistant Award to Lois Ar-
mour.  

DISTINGuISHED 
EDuCATOR AWARD
Presented by Patricia Wilder, PT, 
Section Awards Chair

Teaching geriatric physical therapy 
in an academic program can be a very 
challenging as this patient population 
presents with multiple problems and 
complications; it may be difficult to get 
students engaged in the content.  As 
a result any attempt to make content 
relative to geriatrics engaging, dynamic, 
and interesting benefits the Section, the 
profession, and our society, as our soci-
ety is an aging society. By offering this 
award the Section on Geriatrics places 
value on those individuals who excel in 
presenting content on geriatrics in an 
engaging and dynamic manner.

This year we are pleased to recognize 
two individuals with the Distinguished 
Educator Award.  Anne Coffman, PT, 
MS, GCS, Section Vice President, will 
present the first award.
Presented by Anne Coffman, PT, MS, 
GCS, Section Vice President

I am so pleased to honor Dale Avers 
with the Distinguished Educator 
Award.  

Dale Avers received her entry level 
physical therapy degree and masters 
of science in education from the Uni-
versity of Kentucky, her DPT from 
Rocky Mountain University of Health 
Professions, and her PhD from Indiana 
University, School of Education.

Over a span of approximately 18 
years, Dr. Avers has held teaching posi-
tions at numerous institutions….notably 
the University of Southern California, 
Rocky Mountain University, Mount St. 
Marys, Indiana University , University 
of Kentucky-Lexington, and University 
of Louisville. She currently teaches in 
the physical therapy program at the 
SUNY Upstate Medical University in 
Syracuse, New York.  

Dr. Avers has distinguished herself 
as a leader in the field of geriatrics and 
is a sought out speaker on the subject of 
Functional Assessments and Exercise for 
the geriatric client.  

Dr. Avers has presented over 25 
poster and platform presentations on 
various topics relating to geriatric physi-
cal therapy.  She has been the primary 
investigator or co-investigator for over 
15 different research projects dealing 
with the issues of the elderly or issues 
related to teaching within a physical 
therapy curriculum.

Nomination letters describe this dis-
tinguished educator…..
•  Passionate about geriatric physical 

therapy and quickly gets her audi-
ence enthusiastic

•  Consistently role models evidence-
based practice in her lectures

• Always alert to age bias
•  Recognizes that students might be 

able to “talk the talk” but men-
tors them to also be able to “walk 
that talk” by sharing examples of 
how understanding the evidence for 
practice can be incorporated into a 
patient’s treatment program for ef-
fective physical therapy
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•  She goes the extra mile…even gets 
her husband involved with mentor-
ing her students……

•  She is sensitive to the different learn-
ing styles of students and adapts her 
teaching to maximize a student’s 
learning

•  She makes the list serve her class-
room…..taking the time to answer 
questions thoroughly and in a way 
that reflects both the best practice 
and scientific research

•  She stimulates her students to cri-
tique the literature and to closely 
consider contemporary methods in 
the way she fosters a profession that 
seeks to discover and develop effec-
tive assessment and treatment tools, 
improving the health and longevity 
of the profession 

•  She is truly a significant force in 
preparing the next generation of PT 
practitioners in the area of geriat-
rics
It is therefore with great pride and 

pleasure that the Distinguished Educa-
tor Award from the Section on Geriat-
rics is presented to Dr. Dale Avers.
(presented by Patricia Wilder, PT, Section 
Awards Chair)

I am also very pleased to be able to 
recognize our second 2007 Distin-
guished Educator.  Mary Thompson, 
will you please join me on the stage?

Dr. Thompson received her entry-
lever physical therapy degree from the 
University of Kentucky, Lexington, and 

her master’s degree and PhD from Texas 
Woman’s University Denton, Texas.

The last 16 years of her life she 
has been a dedicated faculty member 
in the School of Physical Therapy at 
Texas Woman’s University, Dallas, Texas, 
where she started as an instructor and as 
recently as 2006 was promoted to full 
professor.

Her academic mentoring is exten-
sive…mentoring well over 140 students 
by serving as chair of students master’s 
thesis or master’s professional paper, 
master’s professional project, or by chair-
ing doctoral dissertations.    

Her career at Texas Woman’s Uni-
versity (TWU) has included the de-
velopment of a Geriatric Certificate 
Program for postprofessional practic-
ing physical therapists.  This program 
was developed to be 100% distance 
educational programming allowing 
therapists from all over the state to 
gain the advanced knowledge and skill 
they required to become more skilled 
practitioner.  

Dr. Thompson is a well published 
scholar as evidenced by publications 
in Issues on Aging, Clinical Rehabilita-
tion, Physical and Occupational Therapy 
in Geriatrics; Dr. Thompson currently 
has an articles under review in Journal 
of Brain Injury and Archives of Physical 
Medicine and Rehabilitation.

Dr. Thompson has as an extensive 
resume of presentations at national 
meetings and conferences and has 
distinguished herself as a sought out 
speaker in the field of geriatric assess-
ments and exercise.  

Dr. Thompson’s research endeavors 
have involved over $200,000 where 
she has held the role of either pri-
mary or co-investigator pertaining to 
4 different investigative studies.  The 
largest of these awards was for a study 
entitled, Interdisciplinary Education in 
Geriatrics for Allied Health Workers, 
awarded by the Texas State Department 
of Health and Human Services. 

Nominators of Dr. Thompson for 
the distinguished educator award de-
scribe her as………
•  A well rounder faculty member ex-

celling in teaching, scholarship, and 
service 

•  Excels in promoting excellence in 
geriatric care

•  Instills a broader and deeper geriat-
ric focus

•  Has the unique ability to inspire the 
best of her students through gentle 
guidance and savvy advice

•  Has great dedication to her students 
and seeing them succeed

•  A role model for anyone who inter-
acts with her

•  A teacher to not only entry level 
students but to her fellow colleagues 
at TWU
Again, it is with great pride that 

the Section on Geriatrics presents the 
award for Distinguished Educator to 
Dr. Mary Thompson.

Mary Thompson, outgoing Home Study 
Course Chair, Distinguished Educator, 
and President’s Award.

Dale Avers and he students.
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PRESIDENT’S AWARD
presented by John O. Barr, PT, PhD, 
Section President

The President’s Award recognizes 
individuals who have provided out-
standing service to the President of the 
Section on Geriatrics while fostering 
the mission and goals of the Section on 
Geriatrics.  

At its most fundamental level, our 
Section’s mission and goals should make 
positive contributions to the profes-
sion of physical therapy.  True profes-
sions are characterized by a handful 
of attributes, including a unique body 
of theoretical knowledge and extensive 
specialized education/training.  Related 
Section goals include: facilitating mem-
bers’ utilization of best practice physical 
therapy for optimal aging; and promot-
ing and supporting autonomous physi-
cal therapist practice with the aging 
population through professional and 
career development.

During my first year as Section 
President, 2 wonderful individuals have 
provided me with special assistance in 
promoting the above-noted attributes 
of a profession and goals for our Sec-
tion.  These individuals are Richard 
Bohannon, PT, EdD, GCS, FAPTA 
and Mary Thompson, PT, PhD, GCS.  
Both have just completed 5-year terms 
in their respective roles as Editor of the 
Journal of Geriatric Physical Therapy 
and Editor of the Home Study Course 
Series. During their editorships, the 
body of knowledge in geriatric physi-
cal therapy has been expanded, more 
completely defined, and shared through 
publication. Importantly, neophyte and 
seasoned authors alike have been treated 
with respect in a positive experience of 
sharing their scholarship of discovery, 
integration, and application.  Critically, 
both Dr. Bohannon and Dr. Thompson 
have mentored their successors and have 
provided additional assistance during 
the period of transition. Their commit-
ment to quality continuity for two of 
our important publications is especially 
appreciated.

JOAN M. MILLS AWARD
Presented by John O. Barr, PT, PhD, 
Section President

Established in 1980 to honor the 
first president of the Section on Ge-
riatrics, Joan M. Mills, this award is 

presented to a member who has given 
outstanding service to the Section.  Joan 
Mills possessed the vision and determi-
nation to unite physical therapists, phys-
ical therapist assistants and students in a 
commitment to excellence in providing 
physical therapy for older adults.  Her 
leadership and dedicated involvement 
directly contributed to the evolution of 
the Section and nurtured leaders who 
have continued to promote the mission 
of the Section.

The purpose of this award is to an-
nually recognize a member who has fol-
lowed in the footsteps of Joan M. Mills, 
generously contributing their time, tal-
ents and efforts in furthering the devel-
opment of the Section on Geriatrics.  In 
addition to meeting the essential criteria 
for this most prestigious award, this 
year’s award recipient has demonstrated 
valuable service to the Section through 
areas of leadership, personal influence, 
achievements, and sustained work to-
ward the development of the Section.  It 
is with great pleasure that this award 
was presented to Carol Schunk, PT, 
PsyD.

high quality continuing education pro-
grams and the importance of geriatric 
content in PT program curricula.  While 
Legislative Chair, she melded Section 
and APTA legislative efforts, and gained 
recognition for the Section’s competence 
on Capitol Hill.  Carol was relied upon 
for support with numerous governmen-
tal issues.  While on the APTA’s Board of 
Directors, she served as a well-informed 
and highly effective liaison to our Sec-
tion.

To most members, Carol is prob-
ably best known for her work with 
the Section’s newsletter Issues on Aging 
and its successor publication, GeriNotes.  
During her seven years on the editorial 
board of Issues, she provided interesting 
and evidence-based clinically related ar-
ticles for our members.  As the editor of 
the award-winning GeriNotes since 200�, 
Carol has brought together an outstand-
ing editorial board, written provoca-
tive editorials, and nurtured broad-based 
member participation in contributing 
meaningful articles. 

However, perhaps the most impres-
sive quality demonstrated by Dr. Schunk 
is her genuine one on one involvement 
with individuals in our profession, rang-
ing from top APTA officers and staffers, 
to the Section Board, to the most unrec-
ognized new member of the Association.  
With an incredible gift of charm and 
compassion for others, Carol conveys the 
importance of the Section’s goals, and 
the values of service, advocacy and con-
cern for members.  She has the unprec-
edented ability to energize any member 
to be enthused about the Section.

Join us in congratulating Dr. Carol 
Schunk as the Joan M. Mills Award re-
cipient for 2007!

Carol Schunk, PT, PsyD.

Dr. Carol Schunk truly embodies 
the spirit of the Joan Mills Award.  A 
Section member for over 20 years, she 
has served the section in numerous ca-
pacities.  During her seven years on the 
Board of Directors, Carol was known 
for taking on a range of important tasks 
with zeal and creativity.  As Education 
Chair for five years, she championed 
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AWARDS
Clinical Educator Award
This award recognizes a physical therapist or physical 
therapist assistant for outstanding work as a clinical 
educator in the geriatric health care setting.

Clinical Excellence In Geriatrics Award
This award recognizes a physical therapist for outstanding 
clinical practice in geriatric health care settings. Any 
current member of the Section on Geriatrics may nominate 
a physical therapist who meets the award criteria.

Distinguished Educator Award
The intent of this award is to recognize a Section on 
Geriatrics member for excellence in teaching.

Joan Mills Award
This award, established in 1980 in honor of the Section 
on Geriatrics’ first President, Joan M. Mills, is presented 
to a member who has given outstanding service to the 
Section.  

Lynn Phillippi Advocacy for Older Adults Award
This award recognizes projects or programs in clinical 
practice, educational, or administrative settings which 
provide strong models of effective advocacy for older 
adults by challenging and changing ageism.  A member 
of the Section on Geriatrics must nominate individuals 
or organizations whose advocacy for older adults meets 
the intent and criteria of the award.

Outstanding Physical Therapist Assistant Award
This award recognizes a physical therapist assistant 
who has significantly impacted physical therapy care i
n geriatric practice settings.  To be eligible for this award, 
the nominee must be an advocate for older adults, a 
current member of the Section on Geriatrics, have been 
involved in clinical practice in geriatric settings for a 
minimum of 5 years, and demonstrate exemplary care 
and innovative teamwork in meeting the physical therapy 
needs of older adults.

Volunteers in Action Community Service Award
The intent of this award is to highlight the significant 
contributions in prevention and/or intervention for elders in 
typically underserved populations.  This may include, but 
is not limited to work with elders who are homeless, who 
are homebound, live in very rural areas, live in poverty, or 
those of ethnic groups facing significant cultural barriers to 
necessary health care.

CALL FOR NOMINATIONS FOR SECTION ON GERIATRICS AWARDS
DEADLINE:  NOVEMBER 1

RESEARCH AWARDS
Adopt-A-Doc Award
The purpose of the Section on Geriatrics Adopt-A-Doc 
program is to provide support to doctoral students 
interested in pursuing faculty positions in physical 
therapy education.  

Excellence in Geriatric Research Award
The individual nominated must be a physical therapist 
who has been the author (or co-author) of a paper dealing 
with clinical geriatric physical therapy research.  This 
paper must have been published in a recognized journal 
(eg, Physical Therapy, Journal of American Geriatric 
Society, etc.) November 2002 and May 2004.  

Fellowship for Geriatric Research
This Fellowship is intended to provide partial financial 
support to physical therapists pursuing research in 
geriatrics.  The research may be conducted as part of 
either a formal post-entry level academic program or 
a mentorship with an established investigator.  The 
Fellowship applicant must be a physical therapist who 
is a current member of the Section on Geriatrics.  

Student Research Award
This award is intended to facilitate interest in geriatric 
research among entry-level physical therapy students.  
The award recognizes outstanding research-related 
activity completed by entry-level physical therapy 
students.  A member of the Section on Geriatrics must 
nominate the entry-level student.  The nominator will 
submit a letter of support which addresses the extent of 
the student’s involvement in the research process (during 
a period not to exceed more than 2 years of graduation 
from an entry-level program).  

THE DEADLINE FOR ALL AWARDS NOMINATIONS IS 
NOVEMBER 1, 2007.  We ask that all submissions be 
electronic.  For additional information on the criteria and 
selection process for section awards, please visit the 
Section on Geriatrics web site at www.geriatricspt.org or 
contact the office by email at geriatrics@apta.org or by 
phone at 800/999-2782 ext 3238.

~ Also from the Section on Geriatrics ~

Consumer Brochure Contest for students
Submissions due December 20, 2007 
*students do not have to be APTA members

Student Membership Award
Nominations due January 15, 2008

See www.geriatricspt.org for details.
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Exciting things were happening indoors 
and outdoors at the beginning of Novem-
ber, 2006 in Istanbul.  Outdoors snow was 
falling for the first time in 50 years and in-
doors at the Military Museum an exciting 
exchange of ideas between physical therapy 
practitioners from 17 countries was occur-
ring as the International Association for 
Physical Therapist working with Older 
People (IPTOP) shared a conference with 
the Turkish Gerontology Group. 

Participants were welcomed by WCPT 
President, Sandra Moore; ITPOP President, 
Olwen Finlay; and Professor Filiz Can and 
Professor Nuray Kirdi of the Turkish group 
of Physical Therapists Working with Older 
People.  Topics covering a wide spectrum of 
issues related to working with older people 

NOVEMBER ExCITEMENT IN ISTANBuL
INTERNATIONAL ASSOCIATION FOR PHYSICAL THERAPISTS 

WORkING WITH OLDER PEOPLE CONFERENCE
Neva F. Greenwald, MSPH, PT,CHES

IPTOP Delegate

and a main focus being on orthopedics and 
neurology were presented through lectures, 
posters, discussions, and a trade show. 
Many new ideas were shared and current 
practices expounded upon amongst over 
�50 participants. 

Wonderful food with a Turkish flair at 
session breaks and during the lunch hours 
added to the comradely of the participants 
and the lively discussions. Many delegates 
noted the wonderful opportunity for net-
working with colleagues during the meet-
ing.

Delegates also had an opportunity to en-
joy the wonderful, scenic sights of Istanbul, 
and there was even time to get in a quick 
trip to the famous bazaars with their vast 
selection of wares and spices. Many visitors 

became owners of famous Turkish carpets, 
wonderful leather coats, and the good luck 
“EYE” on a key chain or wall hanging.

IPTOP held a general meeting at the 
conference. Reports were given by the of-
ficers and plans were discussed regarding 
the 2007 Meeting in Vancouver, Canada.  
Special IPTOP events will include a half 
day educational program, a table display in 
the exhibit or registration area, an evening 
social event, as well as the general business 
meeting “AGM.”

The snow flurries and wet snow on the 
palms only lasted for a day.  Delegates did 
get the opportunity to enjoy the sun, the 
beautiful Bosporus, historical buildings, 
and the many picturesque Mosques lighting 
up the evening skies.

ALL donations to the APTA Foundation can be allocated to the Geriatric Fund.  The Geriatric Fund supports 
physical therapy research related to the aging adult.  Please feel free to share this form with friends, colleagues, 
and patients. Together we can advance physical therapy practice for the older adult!  

We sincerely appreciate any contribution you can make.  Please remember (and help spread the word): ANY Foundation 
donation can be allocated to the Geriatric Fund!  If you would like your Foundation contributions to be earmarked for geriatrics, just write 
“Geriatric Fund” in the memo portion of your check or on the credit card form.  

For more information, visit www.apta.org/foundation.

Name _________________________________________________________________   Date ___________________________

APTA Membership Number _________________________________________________________________________________

Address, if not an APTA Member: ____________________________________________________________________________

Yes, I want to give all the support I can. I would like to contribute:  

m $1,000   m $500   m  $250   m $100   m $50   Other $____________

I have attached a check made out to the APTA Foundation.

Please charge my credit card:  m Visa   m MasterCard   m American Express

Card # _______________________________________________________  Expiration Date ____________________________

Cardholder’s Name and Zip Code ____________________________________________________________________________

Signature ___________________________________________________________  Date _______________________________

APTA FOUNDATION—GERIATRIC FUND
DONATION FORM 2007 Matching

Campaign:
The Section will 

match up to $50,000 
this year! Please help 

us reachour goal.

Sincere thanks for your support of research 
for the aging adult!

Return form to APTA Foundation, 111 N. Fairfax St.
Alexandria, VA  22�14
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to make sense of it, you must start young.

Old Age

is like everything else;
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THE SECTION ON GERIATRICS SINCERELY THANkS 
ITS 2007 CSM SPONSORS!

Section members: sponsor money at CSM allows us to spend your dues money pursuing our mission, 
rather than paying for AV, catering, etc.  You can help the Section by visiting our sponsors’ web pages 

and sending them an e-mail thanking them for their sponsorship.  

Sponsor name Web page Event(s) Sponsored

AEGIS Therapies www.aegistherapies.com Section on Geriatrics Membership Meeting and Dinner

Extendicare Health Services, Inc. www.extendicare.com Geriatric Certified Specialists/
Newcomers Celebration Breakfast

Juvent, Inc. www.juvent.com • Section on Geriatrics Osteoporosis SIG Meeting
•   To Bend or Not to Bend While Testing Individuals with 
   Osteopenia/Osteoporosis
• Panel Discussion on Osteoporosis/Osteopenia

RehabCare www.rehabcare.com Section on Geriatrics Health Promotion and Wellness SIG Programming: 
The Rage Against Age

Thera-Band www.Thera-BandAcademy.com  Health Promotion and Wellness SIG Meeting

GAITRite www.gaitrite.com  Section on Geriatrics Balance & Falls SIG Meeting and Programming: 
Dizziness in the Older Adult

Five Star Quality Care www.5sqc.com Geriatrics Platform Presentations - Session II

Baylor Health Care System www.baylorhealth.com General CSM sponsorship

Axiom Marketing Inc. www.axmarketing.com/hc Items for door prizes at Member’s Meeting.


