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Preface and Introduction 
This report was commissioned by the Institute of Physical Therapy and Applied Science.  It is written 

for physical therapy advocates.  I have attempted to present factual information that is correct and 

indisputable, and I have endeavoured to present contrasting opinions fairly and objectively.  That said, 

as a user of physical therapy and a previous student and tutor with IPTAS, I do have a vested interest.  

I count myself as an advocate of physical therapy, however, I am not a Physical Therapist.  I do not 

claim to speak on behalf of Physical Therapists in Ireland.  There are many questions that arose 

during the writing of this report that I cannot answer.   

My role in writing this report is as a researcher.  In this respect I have extensive experience in 

designing, conducting and analysing research in the area of physical activity and health.  Since 

completing my PhD at the School of Health and Human Performance at DCU in 2007 my work has 

been accepted for peer-reviewed publication in international journals and at international conferences.  

I have previously written reports for national agencies with a remit in health such as the Health 

Service Executive, the Irish Heart Foundation and the Irish Sports Council.  

I hope that readers will find the information in this report useful.  Physical Therapy is a young 

occupation in Ireland.  Its future is by no means mapped out.  This report outlines the historical 

development of the profession to date and then focuses on important issues relating to the current and 

future status of physical therapy – title protection and state regulation.  The purpose of the report is to 

inform and educate physical therapy advocates about these issues, equipping them to debate, discuss 

and decide on the future of physical therapy in Ireland.  With that in mind, each chapter poses 

questions and possible forward directions.  The report contains the following information and possible 

uses: 

Information: 

 

1. Account of the history of physical therapy in Ireland. 

2. Outline of the scope of physical therapy in Ireland. 

3. Arguments made for and against the protection of the title physical 
therapy by physiotherapists.  

4. Information relating to the legislative and regulatory context for the 
practice of physical therapy in Ireland. 

Possible uses: 

 

1. An educational resource for students and already qualified physical 
therapists. 

2. A source of information for advertising or awareness campaigns. 

3. A source of information in debates about the future of physical 
therapy in Ireland. 
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Executive Summary 
 

Introduction  

 

This report outlines the development of the Physical Therapy profession in Ireland to 

date and focuses on important issues relating to the current and future status of physical 

therapy.  The core issues discussed are title protection and state regulation.  The purpose of 

the report is to inform and educate physical therapy advocates about these issues, equipping 

them to debate, discuss and decide on the future of Physical Therapy in Ireland.  Each chapter 

poses questions and possible future directions.  It is hoped that this report will stimulate 

debate within the profession. 
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Chapter 1: Learning from the Past  

Chapter 1 provides an accurate historical account of the development of the physical 

therapy profession in Ireland, with graphical timelines to illustrate important milestones.  

This brief synopsis of the history and structure of the Physical Therapy profession in Ireland 

highlights where key factors and external contexts have shaped its development.   

Firstly, the structure of the Physical Therapy profession in Ireland since its conception 

in 1989 has centred around three core pillars - the Institute of Physical Therapy and Applied 

Science; The Priory Clinic; and the Irish Association of Physical Therapists.  Each has 

endeavoured to progress Physical Therapy as a distinct profession from other healthcare 

therapies.   

Secondly, the profession was established in response to a revival in interest in natural, 

drugless therapies and a growing demand for holistic approach to healthcare.  The growth in 

the number of practicing client-centred Physical Therapists suggests that public interest in 

this regard has not waned and the continuing popularity of the course indicates that Physical 

Therapy is a viable career choice for many.   

Thirdly, the Physical Therapy course has evolved into an internationally recognised, 

scientifically-based qualification that is consistent with current Irish and European 

frameworks for recognising educational standards.  Physical Therapists educated with IPTAS 

are primary care practitioners operating alongside other healthcare professionals in the 

management of the wellbeing of the public in Ireland.     

Finally, whilst other health and social care professions have moved towards statutory 

regulation, Physical Therapy remains under a voluntary self-regulation.  The profession has 

survived a difficult period where its status was challenged.  These difficulties may resurface; 

therefore advocates of Physical Therapy in Ireland would be wise to consider issues of title, 

regulation and legislation in preparation for the future development of the profession. 
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Chapter 2: What’s in a Name? 

The importance of language, terminology and title are evidenced by recent debates 

regarding the protection of the title ‘physical therapist’ and term ‘physical therapy’ in Irish 

law.  Chapter 2 explores those debates by outlining a series of documents written either for or 

by the Department of Health and Children at the time of the formation and introduction of the 

Health and Social Care Professionals Bill.  Arguments made for the protection of the title 

‘physical therapy’ are presented and countered with opposing views and points of 

clarification.  The chapter proceeds in a for/against style debate.  Arguments are categorised 

under the following headings: 

a. Level of establishment of the profession 

b. Use of the title (including international use) 

c. Confusion and Protection of the Public 

d. Economic Arguments (including competition)   

e. Legal Arguments 

 

 As this report is being finalised (January 2011), the current status of Physical Therapy 

in Ireland is that of a non-State registered profession, engaged in voluntary self-regulation, 

and subject to normal state and European laws regarding malpractice, liability, contract and 

employment.  The Health and Social Care Professionals Bill (2005) legislated for 

Physiotherapy to become state registered.  The Bill includes a provision for the Minister to 

regulate other professions in the future.  It also allows for the Minister to prescribe one or 

more variant titles for each profession currently registered.  The current status quo warrants 

the attention of Physical Therapy practitioners and students as a number of possible scenarios 

may develop in the future, for example the Minister of Health may decide to protect the title 

of Physical Therapist for exclusive use by Physiotherapists in Ireland or the Minister may 

approve state registration of Physical Therapy as a discrete profession. 
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Chapter 3: The Status of Physical Therapy and its Place in Healthcare in Ireland 

Chapter 3 explores the current status of Physical Therapy and its place in healthcare in 

Ireland.  The definition and scope of Physical Therapy is outlined and the current education 

program for Physical Therapy in Ireland is detailed.  Physical therapy is compared to related 

health care professions in terms of scope, education and current practices.  The aim is to 

assist physical therapy advocates to clearly state what physical therapy is and what it is not, 

potentially informing an campaign to educate others about their profession.  Some key 

characteristics are outlined below: 

1. With respect to the place of physical therapy in healthcare in Ireland, since the 

foundation of the Institute of Physical Therapy in 1989, ‘Physical Therapy’ and 

‘Physical Therapist’ have been adopted as titles by therapists trained by IPTAS in 

Ireland.  Physical Therapy is not the same as Physiotherapy: these have historically 

been organised as two separate professions in Ireland.   

2. Physical therapists are HETAC-certified, first contact practitioners.  They specialise 

in advanced palpatory and manual techniques to assess and treat pain and discomfort 

in the soft tissues.  Therapists are aware of the limits: physical therapy is not 

appropriate for the treatment of inflammatory conditions, nerve pain or pain that is 

part of a disease process.   

3. Physical therapy is holistic, client-centred and individualised.  Each client's needs are 

established within the process of clinical reasoning through extensive history-taking 

and whole-body musculoskeletal assessment.  There is shared decision–making; 

clients and therapists work in partnership in planning treatments and evaluating 

progress. 

4. Physical therapy is founded on a tradition which recognises and values the healing 

properties of touch.  It has proven to be very safe, non-invasive and is drug free.   

5. Physical therapists practice in the private sector and most are self-employed.  

Established practitioners seek public liability and professional indemnity insurance in 

order to guarantee the safety of the patient and to safeguard against prosecution 
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should any incidents occur.  All of the major Irish health insurers now cover physical 

therapy treatments.   

6. The IPTAS physical therapy degree differs to other manual therapy courses in the 

following key ways: (i) Recruitment - IPTAS selects based on communication and 

interpersonal skills, not just academic ability; (ii) Mode of study - IPTAS offers the 

extended pathway model which allows students to work and take a full time degree; 

(iii) Clinical practice - the amount of clinical practice required by IPTAS far exceeds 

that of any other course bar physiotherapy.  Also IPTAS focuses exclusively on 

clinical training within private practise, which is very limited for trainee 

physiotherapists; (iv) Recognition - The IPTAS Degree is awarded by HETAC, the 

recognised body for non-university qualifications in Ireland.  Many other manual 

therapy courses in Ireland do not have this recognition; (v) Content - Physiotherapy 

covers a wider range of conditions, whereas the physical therapy focuses on musculo-

skeletal conditions and provides a more hands on approach.   
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Chapter 4: Is Regulation the Future for Physical Therapy in Ireland? 

In the future, physical therapists might seek state registration for themselves.  This is a 

question for physical therapists and members of the professional association to decide and 

lead on.  This chapter outlines important information about regulation to assist physical 

therapists in this debate. 

Regulation is a form of accreditation of professionals by the State.  The main 

arguments made in favour of State regulation relate to public protection and the establishment 

(or recognition of) professions.   Opinions on the value of regulation are often divisive.  For 

each proposed benefit, there are also cogent arguments presenting drawbacks.  Opponents 

declare that regulation usually serves the interests of the profession, and is often not 

necessary for public protection, which could be achieved in other ways.   

There is a legal basis for State Regulation in Ireland.  The Health and Social Care 

Professionals Act in 2005 legislated for registration for 12 designated allied healthcare 

professions, and paved the way for registration of other professions in the future.  In addition, 

the DOHC set up a working party to explore potential avenues for registration of healthcare 

professionals that fit under the complementary and alternative medicine umbrella.  Should 

physical therapists wish to pursue these avenues, there are many issues to debate.  This 

chapter outlines some of the key topics that need discussion, for example: 

1. What a profession is and whether physical therapy is a profession,  

2. What the role of a professional body is, and how this changes with state 

registration as opposed to voluntary self-regulation, 

3. Whether physical therapy is considered a mainstream healthcare therapy or 

whether it is under the umbrella of CAM? 

4. Whether there is a research and evidence base for physical therapy, and how 

this might influence its decisions about regulation? 

In conclusion, it should be emphasised that regulation can not be imposed on Physical 

Therapists; it will only happen and be successful if the profession choose to embrace it and 

seek it. 
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Chapter 1: Learning from the Past 

The History and Development of the Physical Therapy Profession in Ireland 

 

1. Introduction 

 

Physical therapy is a health profession dedicated to the prevention, assessment and 

treatment of musculoskeletal health.  Using palpatory and hands-on skills, Physical 

Therapists treat the soft tissues of the body to promote and restore optimal bodily function.   

A broader definition of physical therapy is provided in Box 1, further detailing the skills of 

the therapist, the conditions treated and where links exist with other healthcare professions.  

Physical therapy is an established profession in Ireland.  This chapter aims to provide an 

accurate historical account of the development of the physical therapy profession in Ireland, 

which has experienced significant growth since it was founded in 1989 in Dublin.  This 

growth is evidenced by the 300 Physical Therapists currently registered with the professional 

association and a further 200 students training to become Physical Therapists (figures for 

2009-2010 academic year).   In order to understand the growth of any profession, it is 

important to examine its roots and the key factors that have shaped its development.  

Graphical timelines at the end of the Chapter review the key milestones.  The three core 

pillars giving structure to the profession will be discussed: The Institute of Physical Therapy 

and Applied Science (IPTAS); The Priory Clinic and the Irish Association of Physical 

Therapists (IAPT).   
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Box 1: An Introduction to Physical Therapy.  

Physical therapy is an holistic form of manual therapy that focuses on the exclusive use of 

hands-on techniques. It is used to diagnose, treat and prevent a wide range of musculoskeletal 

problems and symptoms such as overuse or sporting injuries, back and neck pain as well as 

other problems with a muscle component. As a form of healthcare it can act alongside 

orthodox or mainstream medical treatments.  Physical Therapy uses a client-centred approach 

where the therapist views clients as the primary manager of their own musculoskeletal 

symptoms, seeking treatment, support and guidance from a practitioner of their choosing.  

This client-centred approach is a key feature of physical therapy. 

 

Physical therapists meet the needs of their clients by providing musculoskeletal assessment, 

diagnosis, treatment planning, treatment intervention and re-evaluation. Practitioners liaise 

with other health care practitioners such as medical doctors, osteopaths, chiropractors, 

acupuncturists, homeopaths and other allied health professionals.  Physical therapists use a 

variety of safe and gentle manual techniques and provide advice on exercise, stress, posture, 

ergonomics and other aspects of daily life that contribute to the musculoskeletal wellbeing of 

their clients.   

 

As a health sciences profession, physical therapy assumes foundation principles and practices 

in common with other professional groups. It is now making significant headway particularly 

in the area of professional development. It is at an early stage in the development of some of 

it’s characteristics such as the area of research however emphasis is placed on the importance 

of ensuring that clinical practice is evidence based (IPTAS, 2008-2010).  In October 2010, 

IPTAS adopted a Research Strategy (2010-2012) with two core aims: (i) designating research 

based teaching as a priority and (ii) facilitating teaching staff to conduct and disseminate 

scholarly activities within specialty areas of physical therapy itself or methods/techniques for 

teaching physical therapy students.  A model has been developed for integrating research into 

the curriculum and for phased development of research critiquing skills over the three-year 

program.   All tutors and students have been introduced to this format and continued training 

on the use of the format is taking place for staff CPD.  Thus physical therapy is moving 

towards a strong research component, guiding physical therapists away from a reliance on 

anecdotal evidence of treatment, towards the adoption of a more evidence-based practice. 
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2. The Foundation of a New Profession 

 

The physical therapy profession in Ireland began in the late 1980s with the 

establishment of the Institute of Physical Therapy and Applied Science (IPTAS) in 

Dublin.  At that time there was restricted access to healthcare training courses due to high 

entry point requirements and few opportunities for mature students.  In addition, emphasis on 

touch as a central component of treatment was falling into disuse and established professions 

in the area of musculo-skeletal care were moving towards electrical and non-manual 

modalities.  Despite significant research and development in the use of manual techniques in 

soft tissue treatment, their use was waning in the healthcare professions.  Thus, the founders 

of IPTAS, led by Anne Mangan designed a course to train practitioners in physical therapy, 

which would be a new profession in Ireland.  The course was designed to address the need for 

a fully patient-centred and natural hands-on approach to musculoskeletal health. The 

curriculum was drawn from the extensive experience of the founders in healthcare, including 

nursing, midwifery, remedial massage and osteopathy.  The founders set forth clear aims and 

objectives (Box 2), some of which are still relevant today.   

The course and company were developed over two or three years and, after settling on 

a title that differentiated the profession from competitors (e.g. massage therapists and 

physiotherapist), IPTAS was officially registered as a company in January 1990.  In the same 

month, the first classes were held at the Institute of Clinical Pharmacology, Grand Canal 

Street, Dublin 2 (formerly Sir Patrick Dun’s hospital).  Sixteen students began the course and 

14 of these graduated two years later as the first Physical Therapists trained in Ireland.  Many 

of these pioneers are still in practice, and all were invited to the 20 year anniversary of the 

first Graduation Awards in November 2010. 

After a successful first year, IPTAS moved to the Jesuit College of Theology in 

Milltown Park, Dublin, where thirteen students began their Physical Therapy training.  Two 

decades later, IPTAS still houses its courses from Milltown Park.  Each September 

approximately 50 new students begin their studies in Milltown Park, and an additional 15 – 

20 students are taught in a satellite venue in Limerick (see below). 
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Box 2: Aims and Objectives of a New Profession as set out in 1990. 

The Institute of Physical Therapy and Applied Science was established in 1989 to provide the 

country’s first school of Physical Therapy.  Here for the first time a comprehensive training 

program in anatomy and physiology, hygiene, medical ethics, first aid, basic counselling and 

massage theory and practices is available.  The course of training and study is based closely 

on that of America’s oldest and most respected school of massage therapy, The Swedish 

Institute, established in 1916. 

The institute has set forth the following objectives: 

• To establish and maintain a professional Physical Therapy Course in a program of 500 

hours with a fully trained and qualified faculty who will provide a challenging and 

stimulating program.  Graduates will have a thorough working knowledge of all aspects 

of Physical Therapy. 

• To establish a Board of Ethics for the purpose of formulating a code for practicing 

Physical Therapists. 

• To establish and maintain a program of continuing education for those graduated 

Physical Therapists so as to allow for further education and to maintain a high level of 

professional skill.  

• To seek recognition and registration from the Department of Health for the Institute and 

its graduates.  To this end a careful and detailed study of recognised courses in this and 

allied health fields has been carried out.  The Institute has enlisted the help of the 

country’s leading authorities in formulating an innovative and challenging course of 

instruction.  

(IPTAS, 1990)   
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3. The Development of IPTAS and its courses 

 

From these small beginnings, IPTAS and its Physical Therapy course have grown and 

changed to match developments in consumer demand and further education.   

The course began as two-years training, with classes in the evenings.  This soon changed 

to a two-year weekend delivery mode.  Students were progressively trained in massage, 

remedial massage and physical therapy.  Whilst the course always contained a clinical 

component, the Priory Clinic was formally established as a training centre where students 

could gain clinical experience in 1993.  In September 1995, the course was upgraded to a 

three year diploma in Physical Therapy.  Early students were awarded a Certificate in 

Massage Therapy at the end of Year 1, and a Certificate in Remedial Massage at the end of 

Year 2, before progressing to the Diploma in Physical Therapy.  As the course and career 

path for students developed, most students did not progress to year two without intending to 

pursue the full Diploma, so the year two intermediary qualification was ceased.  Thus the 

course was delivered as a three year Diploma with an intermediary Certificate in Massage 

Therapy at the end of year 1, allowing students to gradually build up a practice under a strict 

code of practice as a student member of the Irish Association of Physical Therapists.   

After almost a decade of success in Dublin, growing demand in other parts of the country 

signalled the need for expansion.  In January 1999 satellite classes commenced in the SMA 

centre in Douglas, Co. Cork.  To ensure ease of access for students travelling from all over 

the country, the satellite course moved to a more central location in Limerick in September 

2001.  In Limerick classes were initially delivered at the University of Limerick, finally 

settling later in 2001 in Mary Immaculate College, South Circular Road, Limerick.  Initially, 

only year 1 of the course was delivered in Limerick, and students travelled to Dublin for their 

clinical placements and classes for year 2 and 3.  With increasing demand and expansion of 

Faculty, students can now take both year 1 and 2 in Limerick as well as all of their clinical 

placement hours.  This unique feature of the IPTAS program widens access to training across 

urban and rural divides, and reduces costs associated with travel for those not living in the 

centralised Dublin region. 

Like all academic courses, the IPTAS course is constantly developing and evolving in 

line with educational and professional goals.  Recent aims have been to engage with the 
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research process in order to progress the discipline both intellectually and practically.  The 

goal, to prepare learners for evidence-based research and the pursuit of higher learning, meets 

the needs of the profession and the market.  With this in mind, IPTAS sought external 

validation of the undergraduate program in line with HETAC standards and this was granted 

in 2008.  Current graduates are awarded a Level 7 B.Sc. in Applied Health Science.  HETAC 

has advised that it is the first degree in its area of body work (hands-on treatment) to be part 

of Ireland’s National Quality Framework.  In addition, modules are eligible for the European 

Credit Transfer and Accumulation System (ECTS) system, making this degree part of the 

broader European framework of qualifications.  

Physical Therapy integrates the hands-on approach of therapeutic massage with the 

diagnostic skills of conventional health science.  Graduates receive recognition for both 

practical and academic skills through two avenues - whilst HETAC awards the academic 

degree in Applied Health Sciences, successful graduates are also awarded a licence to 

practice by IPTAS.  This entitles graduates to be a member of the Irish Association of 

Physical Therapy (IAPT), the professional organisation of Physical Therapists in Ireland (see 

Section 5).  Despite the conflict between the course title and professional title, the B.Sc. in 

Applied Health Science fully prepares graduates to be physical therapists as defined by the 

IAPT.  It is worth noting that at the time of the HETAC accreditation process, 

physiotherapists in Ireland were attempting to claim ownership of the term ‘Physical 

Therapist’ as an alternative title to physiotherapist (see Section 6) which also influenced the 

choice of the title to be awarded by HETAC.   

 

Regarding international recognition of professional qualifications, the general rule is that 

any person who is recognised as fully qualified in a regulated profession in one European 

Economic Area country is allowed to practice that profession in any other EEA country.  A 

regulated profession is one that is restricted to the holder of a specific professional 

qualification (i.e. legally regulated by either the State or by professional bodies).  For 

members of non-regulated professions (such as physical therapy) recognition of qualifications 

is an individual case for the competent authority in the host Member State. The general rule is 

that EEA nationals who wish to work in another country are subject to the same conditions 

that apply as the host country’s nationals. Thus, physical therapists should be able to start 

working in the host Member State subject to the same conditions as nationals, i.e. with the 
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same rights and obligations.  What this means is that physical therapists wishing to work in 

another European country would have to liaise with the relevant group in that country in 

order to map their competencies against the standards in that country. 

Box 3: Accreditation Status of an Established Profession (2010) 

The Physical Therapy Course is now a HETAC recognised 3 Year Degree course leading to a 
Bachelor of Science in Applied Health Sciences. 

Students are informed “Your degree is awarded by HETAC. Your qualification carries 
international recognition”.  

HETAC is the statutory awarding body for third level courses outside of the University 
sector. The B.Sc. degree is internationally recognised.  

The Institute’s qualification is recognised by the Irish Association of Physical Therapists, the 
governing body for physical therapy practice in Ireland.   

The qualification is accepted by the medical health insurers, VHI, Quinn Direct, Aviva 
Allianz and others. 

For patients, treatment by a physical therapist has been recognised by the Revenue 
Commissioners as an allowable tax deduction. 

For students it is an 'approved course' under Revenue rules and can qualify for tax relief. 

For graduates, physical therapy treatment administered by a qualified therapist has been 
recognised by Revenue as a ‘medical treatment’ which usually means that their practice will 
be VAT exempt. 

 

As summarised in Box 3, it is evident that since its conception in 1989, IPTAS has 

matured into a strong third-level institute of higher learning and professional training, 

pioneering the development of the Physical Therapy profession in Ireland.  In their mission 

statement, IPTAS declares a commitment to “consistently achieving excellence in the 

provision and execution of its programmes and services”.  To ensure graduate competence in 

physical therapy and learner satisfaction, the Institute have established quality assurance and 

quality enhancement procedures to continually improve and maintain the quality of their 

clinical education and training programme.  This is evident in documents such as Institute’s 

Quality Assurance and Enhancement Manual (2010) which sets out the organisation and 

management structure of IPTAS (see brief summary in Box 4).  This document also commits 

IPTAS to the aims of the Bologna process and to the goals and timetable in the Berlin 
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Communiqué, which strives for free movement of students and fair recognition of 

qualifications throughout a European Higher Education Area.  The Bologna Process, 

developed during the last 15 years in Europe, has stimulated the adoption of a common 

system of education based on two main cycles – undergraduate and graduate.  Alongside the 

Diploma Supplement and European Credit Transfers, it has provided a more transparent 

means of evaluation of qualifications and improved quality assurance.  In addition, the 

principles underpinning quality assurance in the Institute are consistent with the legislative 

arrangements that govern quality assurance in the Irish Higher Education sector and they 

conform to the principles of good practice set by Higher Education and Training Awards 

Council-Awards Range and Criteria. 

 

Box 4: The Structure and Function of IPTAS Boards 
 
Programme Boards exist for each stage of the programme and membership comprises of all 
tutors who deliver modules in that stage.  A representative from each Programme Board has a 
place on the Education Board.  Programme Boards are responsible for six distinct but linked 
activities: teaching & learning; assessments; learner support; professional development; 
curriculum development; and quality assurance & enhancement.  
 
The Programme Committee comprises the Programme Director, Head of Assessments, 
Programme Administrator, Student Clinic Coordinator, Research Coordinator, and RPL 
Coordinator. The programme Committee has overall responsibility for the day-to-day 
management of the programme and continuous monitoring, including: Policies & Procedures, 
Support to Programme Board; Manage the Assessment process; Learner Support; Staff 
Development; Student Clinic; Research culture; Curriculum Development; and Quality 
Assurance. 
 
The Education Board is a dedicated Board established with overall responsibility for the 
programme, including the programme assessment strategy. Membership includes the 
Programme Committee, Tutor representative from each Programme Board and Learner 
Representatives from each year, Dublin and Limerick.  Meetings occur every four months.  
 
The Academic Council is appointed by IPTAS Board of Directors to act as its top-level 
deliberative committee with overall responsibility for academic affairs, policies and 
strategies.  Membership includes: Programme Director, Head of Assessments, Research 
Coordinator, Student Clinic Director, two learners, two elected tutors, two external members, 
representative from the IAPT and two Patient Representatives.  Meetings occur three times a 
year. 
 



20 

 

 

4. Professional Practice - The Priory Clinic 

 

The Priory Clinic was established in 1993, as Ireland's first Physical Therapy Clinic.  

Since then, the Priory Clinic has earned a reputation for its work in the effective prevention 

and treatment of many types of soft tissue and muscle-related disorders, particularly back 

pain and sports injuries. The range of treatments offered, as well as the range of conditions 

that can be treated, has grown to embrace other proven therapies such as Osteopathy, Cranial 

Osteopathy, Massage, MLD (Manual Lymphatic Drainage) and Acupuncture 

(www.prioryclinic.com/about). 

Therapists at the Priory Clinic provide a holistic and natural approach to healthcare. 

Importantly therapists are concerned with both the cause of the problem as well as treating 

the symptoms. Individual consultations are conducted by appointment, usually lasting 

approximately 45 minutes. Each treatment programme is individually tailored, but a 

consultation usually includes advice on home exercises, injury prevention as well as, of 

course, in session treatments. 

As well as establishing a reputation of Physical Therapy practice in Ireland, The Priory 

Clinic also serves an important role as a teaching clinic for students completing the IPTAS 

B.Sc. in Applied Health Science.  In this essential element of their training, students gain 

experience in clinical practice under the supervision of senior therapists, providing good 

value reduced-priced appointments for patients (for more information on clinical practice 

training for students, see Chapter 3, section 2.4).  All students trained through IPTAS thus 

have direct experience of the Priory Clinic model, the foundation of the private practice of the 

profession.   
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5. Professional Recognition - IAPT 

 

The Irish Association of Physical Therapists was formed in 1991 to represent practicing 

Physical Therapists, as trained by IPTAS, in Ireland.  The first members were the first 

graduating class of Physical Therapists, chaired by Dympna Binchy.  Thus, since IPTAS 

began training Physical Therapists in Ireland, the graduates of that school have independently 

managed the voluntary regulation of their profession.  The association accepts the 

qualifications issued by IPTAS, but does not award nor accredit programmes. 

The philosophy of Physical Therapy according to the IAPT is outlined in Box 5.  As the 

professional association, the IAPT is dedicated to the promotion of the discipline and practice 

of Physical Therapy in Ireland.   The association ensures professional standards of excellence 

in practice and ethics are upheld by its members, whilst driving recognition of the discipline 

of Physical Therapy as a means of enhancing musculoskeletal health and well-being amongst 

the Irish population.   

The aims of the IAPT are to: 

• Champion the role of Physical Therapy in modern healthcare in Ireland. 

• Inform the public of the benefits of Physical Therapy. 

• Support members in providing the highest quality healthcare. 

• Foster professional, ongoing learning. 

As of 2010, the IAPT has 208 members registered as Physical Therapists.  Members of IAPT 

use the designated letters M.I.A.P.T and display their certification of membership in the 

practices.  For further information on the IAPT see http://www.iapt.ie/about-us/about-

physical-therapy.  
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Box 5: Philosophy and Concepts of Physical Therapy according to IAPT 

• A client-centred approach forms the core of the Physical therapy healthcare model. 

• The client’s well-being and wishes are of paramount interest and utmost important 
at all times. 

• The Physical therapist is at all times aware of and acknowledges the role of the 
medical profession in the care of the individual. 

• Physical Therapy acknowledges the individual's own physiological healing 
capabilities and intervenes to stimulate and enhance this process. 

• Physical Therapy values the benefits of a whole-body, hands-on and natural 
approach in its musculoskeletal assessment and treatment. 

• The use of palpatory skills is an integral part of Physical Therapy. 

• Physical Therapy incorporates the best of scientific assessment techniques and 
utilises a wide variety of therapeutic manual (soft tissue and articular) techniques 
consistent with the highest international standards.  

• Client education and awareness of his / her musculoskeletal pain and dysfunction, 
and an understanding of its development and prevention, is a vital part of Physical 
Therapy. 

• Physical Therapy involves the critical evaluation of a treatment approach and the 
ability to select and modify therapeutic interventions so as to meet the changing 
needs of the individual. 

• Injury prevention is a vital concept within Physical Therapy. 

Ref www.iapt.ie  
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6. Professional Identity – Title and Irish Legislation of Healthcare 

Professions  

 

Statutory regulation is a registration system whereby a member of a profession is 

recognised by a specific body as competent to practice within that profession under a 

formal mechanism that is provided for by law (DOHC, 2000).  Historically, only five 

healthcare professions were subject to statutory registration in Ireland: doctors, dentists, 

nurses, opticians and pharmacists.  A number of other professions have been operating 

informal or voluntary systems of self-registration by their professional bodies, but such 

systems have no basis in law.  The various types of regulation are outlined in Table 1.  

Table 1: Various Types of Regulation for Health Professions 

Unregulated Self-regulated Statutorily regulated 

Practitioners can set up 
practice without 
undertaking national agreed 
professional training and are 
not subject to legal 
regulation or professional 
registration, for example 
some alternative therapies. 

Practitioners register 
voluntarily with a self-
regulated body, for 
example Physical Therapy 
or Osteopathy. 

Practitioners cannot use 
the name or practise 
without statutory 
registration, for example 
Dentistry or (now) 
Physiotherapy. 

 

In the last decade substantial milestones have been made towards regulation of certain 

other health and social care professions.  These milestones are outlined in Figure 2, 

culminating in 2005 with the final report and acceptance of the Health and Social Care Bill 

2004.  The Bill establishes and describes the functions of a new Health and Social Care 

Professionals Council and Registration Boards for 12 designated professions (clinical 

biochemist, dietician, medical scientist, occupational therapist, orthoptists, physiotherapist, 

podiatrist, psychologist, radiographer, social care worker, social worker and speech and 

language therapists).  The act also provides for the registration of persons qualifying to use 

certain titles, for the determination of complaints relating to fitness to practice and other 

related matters. 
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Although Physical Therapy was not included in the initial lists of professions to be 

regulated under the Bill, its development had potential to significantly alter the evolution of 

the profession.  Under Section 4.6, the Bill states that a title must be prescribed for each 

profession, and that more than one variant of the title may be prescribed.  During the 

development of the Bill, the Irish Society of Chartered Physiotherapists (ISCP), representing 

Physiotherapists, requested the protection of both ‘Physiotherapy’ and ‘Physical Therapy’ for 

their exclusive use.  Under Section 79 of the Bill, this would make it an offence for anyone 

not statutorily registered through the Physiotherapy Registration Board to use the title 

‘Physical Therapist’ or ‘Physical Therapy’.  As outlined in Figure 2, a number of steps were 

taken by both ISCP and the organisations representing Physical Therapists in Ireland (IPTAS 

and IAPT) to influence the decision making process as the Bill was under debate.  When the 

final Bill was launched in November 2005, it did not include a statement regarding the 

protection of the title of ‘Physical Therapy’.  The designated titles used were ‘Physiotherapy’ 

and ‘Physiotherapists Registration Board’.  However, Section 95.3 of the Bill states that the 

Minister may, by regulation, prescribe one or more title that is a variant of the currently 

specified title.  This leaves open an avenue for the ISCP (or other professions) to again seek 

protection of other titles in the future.   

This marks an important phase in the evolution of the Physical Therapy profession in 

Ireland.  During this period of uncertainty regarding their future, Physical Therapists declared 

their wish to define themselves as a distinct set of professionals with a right to evolve at own 

their pace.  Debates surrounding title, regulation and legislation are of crucial importance to 

the future of the profession, and therefore these are dealt with in more detail in subsequent 

chapters. 

 

7. Summary and Conclusion  

 

This brief synopsis of the history and structure of the Physical Therapy profession in 

Ireland highlights where key factors and external contexts have shaped its development.   

Firstly, the structure of the Physical Therapy profession in Ireland since its conception in 

1989 has centred around three core pillars - the Institute of Physical Therapy and Applied 
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Science; The Priory Clinic; and the Irish Association of Physical Therapists.  Each has 

endeavoured to progress Physical Therapy as a distinct profession from other similar 

healthcare therapies.   

Secondly, the profession was established in response to a revival in interest in natural 

drugless therapies and a growing demand for holistic approach to healthcare.  The growth in 

the number of practicing Physical Therapists suggests that public interest in this regard has 

not waned and the continuing popularity of the course indicates that Physical Therapy is a 

viable career choice for many.   

Thirdly, the Physical Therapy course has evolved into an internationally recognised, 

scientifically-based qualification that is consistent with current Irish and European 

frameworks for recognising educational standards.  Thus, Physical Therapists educated with 

IPTAS are recognised primary care practitioners operating alongside other healthcare 

professionals in the management of the wellbeing of the public in Ireland.     

Finally, whilst other health and social care professions have moved towards statutory 

regulation, Physical Therapy remains under a voluntary self-regulation.  The profession has 

survived a difficult period where its status was challenged.  These difficulties may resurface; 

therefore advocates of Physical Therapy in Ireland would be wise to consider issues of title, 

regulation and legislation in preparation for the future development of the profession. 

 

 

Footnotes for Chapter 1: 

1 The Bologna Process, developed during the last 15 years in Europe, has stimulated the adoption of a 

common system of education based on two main cycles – undergraduate and graduate.  Alongside the 

Diploma Supplement and European Credit Transfers, it has provided a more transparent means of 

evaluation of qualifications and improved quality assurance.  



Timeline 1: Milestones in the Development of the Physical Therapy Profession in Ireland 
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Timeline 2: Milestones in Regulation of Healthcare in Ireland 
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Chapter 2: What’s in a Name? 

1. Introduction 

"What's in a name? That which we call a rose 

By any other name would smell as sweet."   Romeo and Juliet (II, ii, 1-2) 

“What’s in a name?  Well, actually rather a lot.  The whole legislative scramble of 

registration is after all (initially at least) about labels – the control of title usage.” 

          (Mowbray, 1995) 

Allopathic medicine is a general label for what we know as conventional or orthodox 

medical practice.  Allopathy is a Greek word meaning ‘other suffering’.  In this case ‘other’ 

refers to the external agents, such as viruses, bacteria or chemicals which attack the body and 

cause illnesses and conditions.  In the West, we tend to simply refer to ‘medicine’, although 

the rise in other forms of health care has resulted in the use of prefixes to describe anything 

that is not simply medicine, for example complementary, alternative, nonconventional and 

unorthodox.  What term is used can communicate a judgement on the quality of that 

healthcare, for example ‘nonconventional’ medicine implies a certain degree of marginality 

and even eccentricity (Adams, 2010).  ‘Alternative’ implies a healthcare used instead of 

conventional methods, whereas ‘complementary’ implies a system used alongside other 

healthcare methods. 

Some important questions to ask are: Is the name itself important? Does it 

communicate something specific to the public? Does it imply a scope of practice?  Research 

suggests that how people perceive things is strongly influenced by how they sort and name 

them.  Experiments on human subjects show things we learn to put in the same categories and 

give the same name to come to resemble one another more, and things we put in different 

categories and give different names to look increasingly different (Steven Harnad, 1995, cited 

in (Mowbray, 1995).  The terms concerned (physical therapy) have appeal as potential 

generic terms.  But this may mean that the public do not associate specific activities with the 

term.  It is likely that for a large number of people, any association with the terms are not 

based on significant direct experience or understanding of the activities involved.   
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The importance of language, terminology and title are evidenced by recent debates 

regarding protection of the title ‘physical therapist’ and term ‘physical therapy’ in Irish law.  

Representatives of the IAPT and IPT confirm the importance of this… 

 “The title ‘Physical Therapy’ has been used in Ireland by our members (IAPT) since 1991”

         p.19 (O'Sullivan, 2004) 

“It was not in the interests of Irish physical therapists to describe themselves as 

physiotherapists”.    p.25 (O'Sullivan, 2004) based on interview with IPT 

“We have consistently expressed the view that the title of ‘physical therapist’ should be 

reserved solely for graduates of our course and members of the professional association of 

physical therapists”     Oct 15th, letter to O’Sullivan from IPT 

In contrast, the American Physical Therapy Association states that “The terms “physical 

therapy” and “physiotherapy” shall be used only in reference to services that are provided 

by or under the direction and supervision of a licensed physical therapist/physiotherapist 

and, when so used, the terms are synonymous”. 

Whilst the WCPT have stated that “The professional title and term used to describe the 

professions’ practice vary and depend largely on the historical roots of the profession in each 

country.  In Europe, the most generally used title and term are ‘physiotherapist’ and 

‘physiotherapy’” (European Region of the World Confederation of Physical Therapy, 2003), 

the WCPT appear to have joined the ISCP in a campaign to protect the title of physical 

therapy in Ireland (WCPT, 2009).   

Chapter 1 includes a brief outline of the campaign for the protection of the ‘physical 

therapy’ title by the ISCP.  This chapter explores the arguments made for and against 

protection of the title.  Much of the information presented here comes from a series of 

documents written either for or by the Department of Health and Children at the time of the 

formation and introduction of the Health and Social Care Professionals Bill.  These 

documents are outlined below to set the context for the chapter.  Each has been dissected and 

the key points synthesised so that they can be interpreted in a logical fashion. 
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Table 2: Relevant Document in Title Protection Debates 
1. Expert Group 

Report,  

April 2000 

 

In April 1997 the Labour Court investigated a claim from the trade union IMPACT, seeking maintenance of pay links 
between nursing and 10 named health professionals (dieticians, occupational therapists, physiotherapists, speech and 
language therapists, orthoptist/chiropodists, child care workers, social workers, audiologists, biochemists, podiatrists).  
The court recommended the same level of pay increases for all professions named, and recommended the establishment 
of a working group to investigate issues that arose during the case.  The issues raised included: addressing anomalies 
resulting from changes that have taken place in the relevant professions; career structures; problems relating to 
recruitment and retention; the role of each profession; training and education requirements; management structures and 
development within each profession; interaction with other disciplines; development plans for delivery of services and 
any other issues considered relevant.  

The expert working group met with the 10 professions on the 10th November 1997, and again on March 26th, 1998.  The 
professions made their cases in formal hearings (May to October 2008).  The expert group also examined similar 
organisations and delivery of services in Scotland (November 1998) and Finland (May 1999).  Service managers were 
visited in February 1999 and site visits were conducted throughout that year.  

A number of the submissions by the professions sought the introduction of legislation providing for statutory regulation.  
The main purpose given for regulation was “to protect the public, and to provide a structure for the appraisal and 
approval of training course, examinations, qualifications ,institutions, thus ensuring the proper development of 
education and training for certain health professionals”.  The functions of a registration body would relate to: the 
maintenance of a register of each profession covered by legislation; the control of education and training of students and 
post-registration training of the professions; the operation of a fitness to practice procedure; and the administration and 
implementation of EC Directive on the Mutual Recognition of Third Level Qualifications in EC Member States.  The 
expert group recommended the introduction of legislation providing a framework for such regulation, and stated that the 
issue of statutory regulation for the 10 professions named was one of the Directorate’s key strategic goals for 2000. 
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2. Statutory 
Registration for 
Health and Social 
Care Professions, 

October 2000 

Between April and October 2000 the DOHC undertook consultation with 13 professions (radiographers, environmental 
health officers and resident managers added; a provision to expand the number of health and social care professionals 
included in future by way of statutory instrument is included).  This document synthesises the results of that 
consultation, and was circulated to the professions for their consideration.  It explains what statutory registration is, and 
why it might be introduced.  The proposed structures of the system are outlined, including the registration boards.  

Of interest to physical therapists, the role of the registration boards includes a function to “nominate titles that would be 
protected under the legislation”, whereby it would be an offence for an unregistered person to use a protected title or to 
give an indication that they are entitled to use a protected title.  During the consultation it became clear that 
physiotherapists wanted to protect the physical therapy title.  Despite this, the regulating body for physical therapy 
practice in Ireland (the IAPT) was not invited to comment on this proposal.  

Also, the report states that in order to be effective, statutory registration must (i) be compulsory for all practitioners in 
each registered profession, (ii) extend to practitioners in all forms of practice, whether public or private, and (iii) apply 
to all sectors in which a profession operates (e.g. health, social services, education and industry).  The report specifically 
notes that requirements for registration must be the same for those who only work in the private sector i.e. holding 
required qualifications and signing up to same code of ethics. 

3. Competition 
Authority Report 
on DOHC 
Proposals for 
Statutory 
Registration,  

2001 

This report, presented to the Minister for Health and Children in January 2001 presents the view of the Competition 
Authority on the proposed the Bill.  The Authority comments on three distinct elements: (i) statutory registration of 
professions generally – this includes the economic justification for market regulation, economic effect of statutory 
registration, encouraging competition, and the role of professional bodies; (ii) justification for expanding statutory 
registration to further professions – including the rationale, public protection, sanctioning professional misconduct, 
legislative framework for education, EU directives on mutual recognition, compatibility with EU completion law; and 
(iii) specific comments on the Minister’s proposals – in relation to proposed structures, composition of registration 
council, role/function of registration boards, composition of registration boards, composition of statutory committees, 
operation of health and fitness to practice system, registration of existing professionals, grand parenting and 
training/accreditation. 
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4. Draft Legislation 
on Health and 
Social Care 
Professionals Bill, 

November 2002 

This document outlines the components of the proposed bill.  It includes (i) the establishment of the Health and Social 
Care Professionals Council, which will consists of members representing the now 14 health and social care 
professionals (medical scientists, occupational therapists, clinical biochemists, environmental health officers, 
psychologists, chiropodists and podiatrists, social care workers, dieticians, speech and language therapists, orthoptists, 
radiographers, physiotherapists, and resident managers) and representatives from management,  educational 
establishments and lay persons; (ii)the establishment of registration boards for the 14 professions; (iii) the functions of 
the registration boards regarding approval of education and training programmes, fitness to practice and sanctioning of 
professional misconduct.  In addition, the draft legislation states that it will be ‘an offence to improperly use the title of 
any registered practitioner and provides for the prosecution of such an offence’ 

5. Institute of Public 
Administration 
Report on 
Regulation Issues, 

December 2003 
and January 2004 

This two-part document, presented to the DOHC, discusses issues relating to regulation, and in particular issues relating 
to the protection of the title ‘physical therapy’. The report outlines the Irish policy context, the context for professional 
regulation and defines ‘professions’, ‘regulation’ and the ‘criteria for regulation’.  With respect to protection of title, the 
views of stakeholders were collected and are presented.  Stakeholders include the ISCP, IAPT and IPTAS.  Separate 
chapters address the economic arguments for and against protection of title, and international issues around title use.  
The views of the Competition Authority, and an economist commissioned by the ISCP (P. Massey) are referred to under 
economic arguments.  In addition, a summary of research commissioned by the ISCP to ascertain the level of public 
confusion is appended and referred to in the report.  

After considering arguments made for and against the protection of the title ‘physical therapist’ this report concluded 
“that there is a strong case for granting protection of the title of physical therapist as well as that of physiotherapist in 
the forthcoming legislation.  It is also clear however that if such protection were granted, significant attention would 
have to be given to the needs of the existing group of Irish physical therapists”.  Because discussions with regard to 
regulation had been facilitated by the IPA for a number of years, their conclusion might not be deemed entirely 
independent. 
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6. Letter from 
Competition 
Authority to 
DOHC, 2004 

The Competition Authority wrote to the DOHC to set out their views on the IPA report as a whole and on the findings 
and recommendations it made.  They re-iterated that it was not their conclusion that the title should be protected, or that 
the protection of any generic title for the sole use of one profession was desirable.  They felt that the possibilities of 
alternatives to statutory regulation were not fully explored and therefore the conclusions of the report were not based on 
an assessment of all the options. 

7. Health and Social 
Care Professionals 
Bill (2005) 

This bill covered a broad range of topics, including among others: 

(1) DESIGNATES PROFESSIONS 

Designates twelve health and social care professions to be regulated by the Act – including physiotherapy – and 
enables the Minister for Health and Children to designate additional professions by regulation in the future; 

(2) ESTABLISHES HEALTH AND SOCIAL CARE COUNCIL 

Establishes a Health and Social Care Council and identifies its object, functions and powers 

(3) PROVIDES FOR THE ESTABLISHMENT OF REGISTRATION BOARDS 

Provides for the establishment of registration boards for the professions, including the ‘Physiotherapists 
Registration Board’; The legislation specifically highlights that the designated board should be made up of a mix 
of both practicing professionals and non-professionals, with the non-professionals having the majority. While it 
is unstated, this is likely an effort to safeguard the interests of the public, rather than the profession, in the work 
of the registration board. This point was strongly articulated in the report of the Competition Authority (2001). 

(4) DEFINES ROLE OF REGISTRATION BOARDS 

Defines the object, function and membership of the professional registration boards,  

(5) PROVIDES GUIDANCE REGARDING INDIVIDUAL REGISTRATION 

Provides that each registration board must establish and maintain a register of members of that profession; 
provides that a person seeking registration must apply to the relevant registration board; and sets out the 
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circumstances when a person who is a national of an EU Member State or other state is considered to hold an 
approved qualification; 

(6) REGISTRATION BOARD HAS POWER TO APPROVE/WITHDRAW EDUCATIONAL STANDARDS 

Enables the registration board to approve or withdraw approval for education and training programmes for the 
education and training of candidates for registration as well as monitor the suitability of education; 

(7) PROTECTS TITLE 

Makes it an offence to use the title of any registered practitioner as set out in the Act or prescribed by regulation 
unless entitled to do so. A special note with regard to chartered physiotherapists, specifically, ‘a chartered 
physiotherapist is, however, entitled to use a title that he or she is entitled to use by virtue of being a member of 
the Irish Society of Chartered Physiotherapists.’ 

(8) GIVES MINISTER POWER TO PROTECT ADDITIONAL TITLES FOR REGISTRANTS 

Gives power to the Minister to make regulations to prescribe additional titles to be protected for use by 
registrants, only if a draft of the proposed regulation has been laid before the Houses of the Oireachtas and a 
resolution approving the draft has been passed by each House. The legislation specifies that registrants of 
professions designated in the act – including physiotherapy – are entitled to use the title specified in the act. 
Thus ‘Physiotherapist’ is a protected title in Ireland. No alternative titles to ‘physiotherapist’ are included in the 
legislation; although the legislation does include a provision that additional titles may be added. More 
specifically it is noted in section 95(3): 

Although the legislation established the framework for these official bodies to register and regulate the physiotherapy 
profession in Ireland, at the time of writing (October 2009), the ‘Physiotherapy Registration Board’ has yet to be 
established. In the meantime, the Department of Health advised that the ISCP was the ‘acting authority’ on 
physiotherapy in Ireland because the Physiotherapy Registration Board had yet to be established.  The Health and Social 
Care Professionals Council was established in2007. 
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8. Position Stands – 
ISCP, IPTAS 

In June 2005, just after the launch of the Health and Social Care Professionals Bill, the ISCP published a position paper 
to the Dail regarding the lack of protection of the title of ‘physical therapy’ in the Bill. They re-iterated their arguments 
for protection of the title. 
IPTAS published a rebuttal to this position paper.  The ISCP were outraged and they contacted the TD’s again, refuting 
the points made by IPTAS. 
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2. Arguments Made For and Against Protection of Title 

 

The following pages outline the arguments made for the protection of the title ‘physical 

therapy’, and counter each with opposing views and points of clarification.  Therefore the 

chapter proceeds in a for/against style debate.  Arguments are categorised under the following 

headings: 

f. Level of establishment of the profession 

g. Use of the title (including international use) 

h. Confusion and Protection of the Public 

i. Economic Arguments (including competition)   

j. Legal Arguments 

Please note, where arguments are described as in favour of protection of the title ‘physical 

therapist’ this refers to the protection of the title alongside physiotherapy, for the sole use by 

physiotherapists registered under the state registration system.  These arguments are 

presented in italics.  Also, in direct quotes from the WCPT, the words physical therapy refers 

to physiotherapy, as that organisation uses these terms interchangeably. 

 

 

 

a. Level of Establishment and Status of the Profession  

 

FOR 

 

Physiotherapy is an established profession in Ireland, and the ISCP have been looking for 

statutory regulation for its member’s since 1983 (p.12, (O'Sullivan, 2004)) when the Irish 

Society of Physiotherapists was formed.  The ISCP believes that had regulation been granted 

earlier, physical therapy as we know it would not have developed in Ireland. 
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AGAINST 

 

1. Physical Therapy was established in 1989 as an independent profession and has always 

sought to exist independently of other similar professions (IPTAS, 1990). 

 

2. Physical Therapy is an emerging profession and its development is in its infancy 

compared to physiotherapy.  Physical Therapists believe, however, that they have a 

rightful place in healthcare in Ireland and they are entitled to the freedom to evolve at 

their own pace and in their own direction, perhaps seeking formal recognition and 

protection of their own title in the future. 

 

3. Physical Therapists exist to meet a need in the health sector.  The profession was 

designed to deliver hands-on treatment in the private sector.  If all needs were being met 

by the public health sector, the profession would not have thrived as it has over the past 

20 years.  Physical Therapy has developed quickly and in line with market forces, 

changing educational climates and wider developments in health services in Ireland.  For 

example, IPTAS has responded to the move away from a points based system for 

recruitment of students into healthcare roles, and towards the WHO emphasis on 

competency-based approach.    

 

 

FOR 

 

The ISCP implies that state registration should provide the public with guarantees about 

professional standards.  According to the ISCP, the Institute of Physical therapy was 

established in 1989 by a nurse and a doctor but is not officially accredited by any external 

agency (such as a university or HETAC). They imply that physical therapy does not meet the 

same professional standard as physiotherapy and that physical therapists are less qualified 

than physiotherapists.  There is an implication that a degree is more valuable than a 

diploma. 
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AGAINST 

 

1. Regarding professional standards, Physical Therapists are proud of their manual 

hands-on approach and their focus on musculo-skeletal problems.  They believe they 

have an equal standing with physiotherapists in how they operate.   

 

2. Comments made in the Bacon report (2001) regarding the use of physical therapists to 

fill shortage in physiotherapy provisions lend some credence to this opinion.  

Unfortunately, such viewpoints may fuel physiotherapist’s fears that physical 

therapists are a threat.  IPT emphasised during the protection of title debates that “It 

was not in the interests of Irish physical therapists to describe themselves as 

physiotherapists” (p. 25 (O'Sullivan, 2004).  As outlined above, Physical Therapists 

don’t want to step on the toes of other professions, but want to operate independently 

alongside allied healthcare professions. 

 

3. Regarding the perception that a Degree is ‘better’ than a diploma, it is worth noting 

that in the past physiotherapists and nurses in Ireland undertook Diploma courses and 

were deemed qualified to practice.  The first Irish degree courses in physiotherapy did 

not begin until 1983.  Changes in the educational climate have brought mutual 

recognition of qualifications and standardization across institutions, shaped by the 

National Qualifications framework and the Bologna Process.  The course components 

may have been updated and verified, but the core content regarding competencies 

required for practice must have remained the same.  As such the course is probably 

not better, but is now better recognised.  Arguments regarding Degrees and Diplomas 

appear irrelevant because IPTAS has engaged with the nationally accepted system for 

qualification recognition and IPTAS students are now awarded a degree by HETAC.  

A Degree awarded by HETAC is considered in the same realm as those awarded 

through universities.   
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4. Despite this accreditation, there are still notable differences between the training of 

physical therapists and physiotherapists that should be clarified.  In Ireland, students 

can train to be a physiotherapist in one of four Universities (TCD, UCD, UL or 

RCSI), undertaking a four year undergraduate program to achieve an Honours 

Bachelor Degree, accredited at Level 8.  The three year program in physical therapy 

to achieve an Ordinary Bachelor Degree, accredited at Level 7 is delivered by IPTAS 

only. Students are deemed competent to practice at Level 7.  The general 

differentiation between the knowledge and competencies of Level 7 and Level 8 

awards centres on integration research skills into practice and specialisation in 

theoretical concepts (see Appendix 1).  It is also worth noting that physiotherapy 

courses are different in different countries – even between the UK, Northern Ireland 

and Ireland.  Time taken to train varies from 3-5 years.  In some countries 

physiotherapy training is provided within higher education and in others it is a 

secondary level education.  The academic award could be a Diploma, a Degree or in 

some cases a licence to practice.  In the UK, there are accelerated masters course, 

where degree holders can train to be a physiotherapist in 2 years.  The variety of 

training courses available for physiotherapy across Europe is outlined in Appendix 2.  

 

 

 

b. Use of the Title - Including International Use 

 

FOR 

 

The ISCP claim that they wrote to the Minister for Health when IPTAS was established 

expressing concern about the use of the title of Physical Therapy title.  

 

AGAINST 

 

The concerns of the ISCP in 1989 were relayed only indirectly to IPTAS.  At that time the 

name of the school and the therapy was chosen to differentiate and elevate the scope of 

practice above that of a Massage Therapist.  The title was not selected to clash with 
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physiotherapy, which had been established as a profession under the name of physiotherapy 

since 1983.  Physical Therapy was not used in Ireland at that time, although it was used in the 

USA.   

 

FOR 

 

The ISCP state that international use of the titles of physiotherapy and physical therapy is 

interchangeable.  The WCPT, the international umbrella body for physiotherapy, 

recommends that both titles are protected in all of it’s members countries (O'Sullivan, 2004).  

The ISCP state that increased professional migration makes this issue quite important, and 

that consistent use of the title in Ireland would facilitate EU regulations regarding migration 

of professionals.  

 

AGAINST 

 

1. These terms are not interchangeable all over the world.  In Ireland since 1989, the name 

‘physical therapist’ has been used in conjunction with IPT and since 1991 it has also been 

used by IAPT.  The business and professional status of these organisations and their 

individual members would suffer if the title was protected by the ISCP.  ‘Physical 

Therapy’ is a term that was not used by physiotherapists in Ireland between the founding 

of the first school of physiotherapy in 1905 (then called the Irish School of Massage) and 

the commencement of the protection of title campaigns a century later.  The Chartered 

Society of Physiotherapists (in the UK) began a protection of title campaign in 1994 

(Barclay, 1994), and the WCPT began theirs in 1995.  It was during the consultations 

between the DOHC and health and social care professions in 2000 that the ISCP launched 

their bid to appropriate the title in Ireland.  Since 2000, the ISCP have begun to introduce 

‘physical therapy’ into their lexicon.  

 

2. Not all WCPT member countries use the same name.  According to the list of members in 

2010, only 17 of 101 used the term ‘physical therapy’ or a translation of this.  In contrast 

72 use ‘physiotherapy’ or a translation of it (www.wcpt.org).  In Europe, only one 
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member state (Croatia) use either physiotherapy or physical therapy as interchangeable 

terms (European Region of the World Confederation of Physical Therapy, 2003).   

 

3. In attempting to control standards amongst its members, the WCPT has not focused on 

their name, but on educational standards.  Recently they introduced a detailed benchmark 

statement regarding the expected minimum educational standards for member countries in 

Europe.  This benchmark statement acknowledges that the professional title and term 

used to describe the professions’ practice vary and depend largely on the historical roots 

of the profession in each country.  In Europe, the most generally used title and term are 

‘physiotherapist’ and ‘physiotherapy’”. (European Region of the World Confederation of 

Physical Therapy, 2003).  

 

4. The WCPT is more like a club than a worldwide governing body.   It admits only one 

organisation per country to be a member.  The result is that the largest organisation is 

represented; therefore membership is a question of quantity rather than quality. 

 

5. Membership of the WCPT does not guarantee recognition by the ISCP of qualifications 

nor permission to work in Ireland.  During the title debates questions were raised 

regarding the criteria and standards for international recognition of qualifications as some 

physiotherapists qualified in other countries were refused the right to work here.  The 

ISCP admitted “there are major differences throughout the world in how physiotherapists 

are educated and what laws regulate their practice”.  They stated that this is why they do 

not automatically accept practitioners from other countries, instead applying the same 

standards they would expect from a graduate in Ireland.  This however, serves to 

undermine their argument about bringing Ireland in line with international standards by 

protecting the title.  Education, law, practice and titles are not the same worldwide. 

 

6. Other countries have been examined and cited by both those in favour and against 

protection of the title.  For example, the ISCP point to the UK legislation, which has 

protected both physiotherapy and physical therapy as one profession.  However, at the 

time this legislation was introduced, there was no rival group operating under the name 

physical therapy in the UK, so no rights to practice were infringed.  Physical Therapy 

advocates point to the situation in Germany, where the professions of physiotherapy and 

physical therapy exist independently from one another.  The role of the physiotherapist as 



 

42 

 

defined by the ISCP is carried out by a number of discrete professional groups in 

Germany, including Irish-style physiotherapists, physical therapists, hydro-therapists, 

masseurs and PE teachers.   These operate in the public and private sectors with clearly 

defined professional roles that work alongside one another.  Each has a distinct approach 

to the treatment and management of musculoskeletal healthcare.  The ISCP claimed the 

German situation is different because ‘massage therapists did not claim to be 

physiotherapists’.   Members of the IAPT and IPTAS students do not claim to be 

physiotherapists either, but regard physical therapy in Ireland as distinct to physiotherapy.  

 

7. The EU has not attempted to interfere in individual member state’s registration of 

healthcare professionals or their national health services.  “The commission is only 

concerned with facilitating migration between Member States. The commission is only 

concerned with the mutual recognition of diplomas between Member States in which a 

profession is already regulated.  The commission is not involved with altering the 

situation within a Member State such as with promoting the registration of a profession 

in a particular Member State where it is not already subject to statutory 

regulation”(Mowbray, 1995).  Suggestions by the ISCP that protection of title it would 

facilitate free movement are incorrect – state registration itself actually imposes 

restrictions on free movement, because it requires those coming to work in Ireland to 

meet the criteria laid down by the Registration Boards.  Protecting the physical therapy 

title is irrelevant to this argument because professionals will not be judged on their title, 

but on their education and qualifications. The ISCP may have been suggesting that 

protecting both titles would somehow pave the way for a European wide system of 

recognition for physiotherapy.  The suggestion that this will ever be achieved is 

improbable if not impossible.  The EU recognised the difficulty in attempting to 

coordinate training of professions across Member States and abandoned the process in 

1985 in favour of mutual recognition of qualifications (EU Directive 89/48/EEC). So, the 

EU Commission have attempted to regulate and recognise education standards in order to 

facilitate migration of professionals.  IPTAS has achieved HETAC accreditation of its 

program, and has committed to the Bologna process, therefore it’s graduates can apply to 

other Member States for the right to have their qualification recognised for work in that 

country in the same way that a physiotherapist can.   
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FOR 

 

Medical literature widely uses physical therapy to mean physiotherapy, which increases 

confusion regarding the terms. 

 

AGAINST 

 

1. This is difficult to counter.  Its truth depends on how internationally based the 

literature is, or whether it is country specific.  If a large percentage of literature comes 

from North America, it is likely to use the term physical therapy, however UK based 

literature is likely to use the term physiotherapy.  A search of online databases might 

shed some light on this - one could explore where literature predominantly comes 

from, what terms are used, whether the generic terms are used or whether the names 

of specific techniques are used instead.   

 

2. The importance of the point is questionable however.  The public are unlikely to refer 

to medical literature; therefore this should not contribute to their confusion.  For 

physiotherapy practitioners who come to Ireland from other countries, the difference 

between physical therapy and physiotherapy will quickly become clear as they will 

need to register with the Physiotherapy Registration Board before practicing.  Only 

other medical or allied healthcare practitioners who read this medical literature are at 

risk of confusion.  
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c. Confusion and Protection of the Public. 

 

FOR 

 

There currently exists confusion regarding the use of ‘physical therapist’ in Ireland.  Doctors 

trained abroad may not understand the difference in qualification and may refer to a physical 

therapist, as this term is widely used abroad to mean physiotherapist.  Voluntary 

organisations may be interested in a ‘less expensive service’ but may not be aware of 

differences in scope or practice. Physiotherapy has specialist training in areas such as 

paediatrics,   neurology, orthopaedics, rheumatology, cardio-respiratory and neuro-

developmental disorders.  ‘Self’ referrals may not know this and may not know that another 

therapist does not have this specialism. 

 

AGAINST 

 

1. During the title debates, the Minister declared he did not believe there is confusion 

(p.13(iii) (O'Sullivan, 2004)).  However, “…if the Department concludes that there is 

considerable confusion surrounding the two professions in the eyes of the public, that 

this confusion has the potential to lead to direct harm to the public, and that this 

confusion can not be effectively combated by an information campaign or other 

measure, then statutory registration of both titles to the profession of physiotherapy 

may indeed be the only solution” (Boate & Competition Authority, 2004). Important 

to take this in steps: 

a. Must establish that there is confusion in the eyes of the public.   

b. Must establish that confusion is directly related to harm.  

c. Even if there is confusion and it is harmful, the Competition Authority implies 

that there are other solutions available than registration of both titles to 

physiotherapy.  Namely, a joint campaign to inform the public, to explain to 

patients, and to prospective patients, the qualifications and the differences 

between the two professions. 
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2. The IPA report noted that the ISCP had commissioned an ‘independent’ survey on 

public understanding on this matter, carried out by Millward Brown IMS.  The 

research is not sufficient to draw conclusions regarding the level of confusion that 

might exist for a number of reasons. (i) It is not independent, because the content of 

the survey was dictated by the ISCP, (ii) there was no detail provided on the design of 

the study, how participants were recruited or the composition of the sample.  We are 

told that one thousand adults were surveyed in a nationwide telephone survey – but 

we are not told whether they are a nationally representative group in terms of their 

age, socio-economic status, geographical location, level of education, ethnicity or 

gender – all factors that might influence the public’s level of understanding on this 

issue.  The report is scant, and offers little content in terms of findings.  What it does 

tell us: 

a. 93% were aware of physiotherapists and 28% were aware of physical 

therapists. RESPONSE: this tells us that physiotherapy is a better known 

profession in Ireland, which is not surprising because it has been in existence 

for longer, and it operates both in the private and public sector. 

b. Of those who were aware of either, 38% thought they were very similar, 30% 

felt they were different and 33% did not know.  RESPONSE: This is 

interesting because it suggests there may be a need for education from both 

professions about the similarities and differences between the professions.  It 

is with noting though, that people who said they were similar and those who 

said they were different could both be technically correct.  A telephone survey 

could not have ascertained on what basis people were responding, i.e. were 

people comparing the two based on scope of practice, education, cost of 

treatment, work sector, etc.? The professions are similar in some respects, but 

different in others. This again points to a need for clarification.  It is likely that 

the general public has little interest in the subtle differences that define the 

professions.  In a similar manner, one could question whether the public would 

generally be aware of the differences between solicitors and barristers or 

between chartered accountants and certified accountants?   
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c. 68% felt a different qualification was needed for each.  86% believed 

physiotherapists required a university qualification and 39% thought a physical 

therapist did also. RESPONSE:  These figures do not match the previous 

point, which suggests that factors other than education were considered in 

answering, i.e. perhaps the fact that similar conditions can be treated by both 

professions.  It is not surprising that lay people are unfamiliar with professions 

such as physical therapy that are new and emerging.  It is possible that 

respondents who are not familiar with physical therapy might assign to it a 

similar position as physiotherapy by virtue of the fact that they are included 

together in a comparative survey. 

 

3. The IPT and IAPT have stated that they do not experience confusion and their 

students and members are prepared to explain the difference between the professions.  

For example, the IAPT include in their code of practice a clause that all therapists 

explain their scope of practice to clients.  

4. There is some evidence of confusion present in online discussion forums where 

individuals have posted items querying the difference between the two professions.  

The queries appear to originate with individuals studying/working or interested in 

studying/working in the area, or from individuals who have come to Ireland from 

abroad and already have experience of one of the two professions.  As such, these do 

not represent the typical layman population.  Indeed it is possible that these ‘posters’ 

are deliberately setting out to misinform or make inflammatory comments.  Thus, 

although the queries and responses tend to represent stereotypical attitudes at 

opposing ends of the spectrum, some are included in Appendix 3 to give a flavour of 

what is online. 

5. Regarding confusion of foreign-trained doctors, those working within the hospital 

system and referring within the HSE are not at risk of misguided referral because only 

ISCP physiotherapists work within this system.  The strength of this argument thus 

rests on evidence that foreign-trained GP’s (or any GP’s) refer to physical therapists 

believing them to be physiotherapists.  No evidence is presented that this occurs.  

Evidence of the regularity of any GP referral for physical therapy would be of interest 
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as it might strengthen the case that GP’s are aware of what services physical therapist 

provides.   

 

6. Advocates of physical therapy claim that there would be more confusion amongst 

public users of the service if the title was now changed after over 20 years of use.  In 

addition, clients who availed of physical therapy and who were plaintiffs in medico-

legal cases might suffer in court if the title was changed.  

 

7. The WCPT state clearly that it is the responsibility of the ISCP to remove any public 

confusion that exists relating to physiotherapy.  “It is the responsibility of the national 

physical therapy association, as well as individual physical therapists, to have 

strategies in place that explain the role and function of physical therapy, to 

demonstrate the efficacy of physical therapy, and to market physical therapy 

adequately and appropriately” (World Confederation of Physical Therapy, 2007a).  

“Physical therapists shall participate in public education programmes, providing 

information about the profession” (World Confederation of Physical Therapy, 2007b).  

It would seem counter-productive for Irish physiotherapists to suddenly begin to refer 

to themselves as physiotherapists/physical therapists when there is another substantial 

group of physical therapists in Ireland who do not want to share the title 

‘physiotherapy’. 

 

FOR 

According to the ISCP, “protection of the public… was the key issue in this whole debate” 

(O'Sullivan, 2004).  They draw attention to a “24-lesson Physical Therapy course being 

advertised on the National Training Authority website”.  They wish there to be no confusion 

between complementary and orthodox medicine and for the public to be clear about whether 

they are attending a complementary or an orthodox practitioner. The ISCP implies that (i) 

regulation should provide the public with guarantees about professional standards and (ii) it 

is not reasonable to expect the public to know which group [physiotherapists versus physical 

therapists] had higher qualifications, even though physiotherapists would ‘have training to 
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consider the possibility of more serious underlying conditions’ .  They believe that the public 

needs protection against lower standards.  

 

AGAINST 

 

1. The Department is committed to ensuring that statutory registration will have as its core 

the need to protect the public”  (DOHC, 2000).  The principal purpose of regulation of 

any healthcare profession is to protect the public from unqualified or inadequately 

trained practitioners (House of Lords, 2000 report (p.36, cited in IPA report – 

O’Sullivan)).  In order for this argument to hold, there should be evidence that the public 

is at risk, and evidence that there is currently confusion amongst the public.  As 

mentioned above, there is evidence for and against the presence of confusion.  With 

respect to risk, a more accurate approach would be to protect the public from therapists 

practising outside their area of competence.  There does not appear to be a correlation 

between the qualifications of a health professional and potential to do harm.  The 

potential for harm is more likely to be related to the type of intervention than the 

qualification of the therapist, for example the dangers related to neurosurgery would 

appear greater than those related to massage therapy.  Physical therapists use non-

invasive, holistic and natural approaches and respect limits on their scope of practice. 

 

2. The process of seeking regulation for physiotherapy has attempted to mark physical 

therapists as unqualified or inadequately trained.  In contrast, advocates believe the 

Physical Therapy profession is patient-focused, accountable and competency based, and 

the IPTAS course is run to the highest standards.  Independent assessment of the course 

by the statutorily appointed authorities indicates that physical therapists are trained to at 

least a similar standard as are physiotherapists. 

 

3. Because therapists in Ireland operate in a free market, currently anyone can call 

themselves a physical therapist.  Therapists trained through IPTAS have been compared 

to those trained at other schools, for example the National Training Authority.  The 

standards and quality in other courses and organisations may not be equivalent to IPTAS 
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and the IAPT.  This is of concern if physical therapists want to be recognised as having 

an equal standing as physiotherapists.  If standards are lower elsewhere, members of 

IAPT must be distinguished from non-members somehow.  The IAPT should make clear 

its requirements for membership and how they apply to graduates of other courses or 

schools.  This is further explored in the comparison of auxiliary professions in Chapter 3 

and comments on self-regulation in Chapter 4.  Despite this, there is no evidence 

presented by the ISCP that a therapist strained by IPTAS or any other organisation have 

caused ‘confusion’ or ‘harm’ to the public. 

 

4. Physical Therapists are trained to be first contact practitioners for musculo-skeletal 

conditions and injuries.  This includes training to recognise when treatment is indicated 

and when a client should be referred for medical intervention.   

 

5. If the ISCP believe it is not reasonable for the public to know the difference between the 

professions, and they wish for ‘no confusion’, then an information campaign is required 

to differentiate between the professions and to educate the public.  

Note: Although some may claim that protection of public arguments are less potent because 

physical therapists work in private sector, this is not the case.  The Competition Authority 

states these arguments apply equally to patients in the public sector, in industry, in the 

community and in the private sector.  Likewise, the legislation for registration of 

professionals applies equally to all of these sectors.  

 

 

FOR 

 

The ISCP stated during the title debates (p.16, (O'Sullivan, 2004)) that if their attempt to 

protect the title ‘physical therapy’ was not successful, they would carry out a public 

information campaign about the work of physiotherapists. 
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AGAINST 

 

1. The ISCP is a larger and better resourced organisation than the IAPT and it has wide 

reach.  A public information campaign might be welcome – depending on its content.  

It might focus on physiotherapy only or it might attempt to discredit rival therapies.  

In order for any campaign to be acceptable to both professions, it would have to be 

carried out jointly. 

 

 

d. Economic Arguments 

 

FOR 

 

Regulation is necessary to protect the public.  Balancing competition and regulation is 

complex. 

 

AGAINST 

 

Is regulation in the public interest?   

1. “Regulation often tends to, directly and/or indirectly, reduce competition unless adequate 

safeguards are put in place to prevent this” (Competition Authority, 2001).  Professionals 

operating in the health sector are as amenable to competition considerations as those in 

any other sector and the public can suffer without competition. 

 

2. The cost of regulation needs to be considered.  Stakeholders need to balance the costs 

associated by comparing the cost and harm of protecting the title versus not protecting 

the title. “Regulation is often justified on the basis of the risks likely to be incurred by the 

public if there were no regulation but these risks are often exaggerated” (Competition 

Authority, 2001). This is because the benefits and aim of regulation, and the drive for 
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regulation is often all about the profession.  This can result in bias towards the attitudes 

and wishes of that profession.   

 

3. The Competition Authority emphasise that professional and regulatory bodies should be 

separate. They state that “a system of regulation that allows for, or condones, limits on 

entry to a profession, the prevention of truthful advertising or the collective setting of 

fees can lead to higher cost services without improving quality.  Such systems raise 

strong concerns from a competition point of view”.  Therefore, the Competition 

Authority strongly opposes limits to entry to a profession where the professional body 

has control – they suggest it might be in financial interests of existing members to make 

it difficult for new members to join, since new entrants essentially represent competition 

that dilutes profits / income.  

 

4. Registration tends to reduce the number of practitioners and to increase likelihood of 

excessive fees being charged, which is not in the public interest. 

 

5. The Competition Authority questions the need for regulation in relation to the public 

sector. The state is the employer and therefore is in a position to protect the public by 

specifying the qualifications required by its employees, therefore elaborate and 

cumbersome registration boards are unnecessary. 

Note: more detail on the general arguments against regulation is included in Chapter 4. 

 

 

FOR 

The ISCP commissioned a report to examine economic issues relating to regulation and 

protection of title (Massey, 2003).  The classic economic view of regulation relates to 

governmental intervention in cases where there is market failure.  In the case of professional 

services, ‘information asymmetries’ are the main cause of market failure. p.32/33 

(O'Sullivan, 2004). 
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AGAINST 

1. Although the primary reason for regulation is to correct market failure, this economic 

report does not present evidence that market failure exists.  In contrast, there is some 

evidence that the healthcare market as it exists in Ireland today has come into 

existence to correct governmental failure in healthcare provision.  Chinitz (2002) 

suggests that this can happen when the government is the primary actor in the area of 

activity, as is the case with the health services in Ireland (cited in (O'Sullivan, 2004)).  

Considering criticism of waiting times in hospitals and the short supply of 

physiotherapists, it is not surprising that the public might turn to private therapists to 

meet their needs.  Physical Therapy has responded to a demand in the private 

healthcare market and this market is flourishing.   Comments from the Competition 

Authority imply that physiotherapists want to ‘appropriate’ the physical therapy title 

because these therapists are easy to access and are increasing their market share.  

They go on to argue that auxiliary professions such as physical therapy need freedom 

to emerge over time, which would not happen if there was too much regulation 

(Competition Authority, 2001).  During the title debates, the IAPT stated that they 

believed the ISCP were seeking to remove successful competitors from the health 

sector, and that they wished to acquire a title to discriminate against another group”.  

It is worth noting a trend in the evolution of the physiotherapy profession towards the 

obliteration or amalgamation of rival professional groups (see Appendix 4).  Physical 

therapists feel that the public should be able to avail of both Physiotherapy and 

Physical therapy on the basis of freedom of choice and without prejudice.  Based on 

an interview with the IPT, O’Sullivan (2004) stated “physical therapists saw 

themselves as team players, who focused on the muscle component of problems.  

They were not interested in taking over the area of any other profession – they just 

wished to respect the work of professional colleagues. 

2.  In the 2001 Health Strategy (Quality and Fairness: A Health System for You), the 

Department of Health and Children promise a health system focused on equity and 

fairness, people-centred services, quality of care and clear accountability.  They state 

that “the ‘people-centred’ health-care system of the future will have dynamic, 

integrated structures, which can adapt to the diverse and changing health needs of 

society generally and of individuals within it. These structures will empower people 

to be active participants in decisions relating to their own health”.  The strategy 
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specifies that health and social systems must be able to accommodate differences in 

patient preference and encourage shared decision-making, giving consumers greater 

control, but also greater responsibility, for their own health.  This strategy therefore 

encourages variety and competition in healthcare provision. 

 

 

FOR 

 

‘Information asymmetries occur when consumers have inadequate information about the 

quality of what is being offered to them or, in some cases, whether what they are being 

offered will satisfy their requirements’. p.6 (Massey, 2003). This can lead to adverse 

selection of therapies by the public and a moral hazard.   

 

AGAINST 

 

1. There has been no solid evidence presented that an information asymmetry exists.  The 

Competition Authority called for independent research on pubic understanding of the 

two titles before the state moved to protect titles.  This has not been carried out.  The 

ISCP commissioned research was not extensive enough and was not independent. 

 

2. Any research that examines the attitudes and perceptions of those who seek private 

healthcare interventions might shed light on this topic but such research is rare.  In the 

UK, a study examined the public perceptions of the health professions due for state 

regulation (Health Professions Council, 2002). There was evidence that the public did 

not understand the complicated names that professions used or the letters after their 

names.  Some were not interested in qualifications, only in recommendations from 

friends or their GP (sample quotes: “Qualifications isn’t something I’d ever think of, 

something I’d ever need to know”; “They might be qualified in the phone books - but you 

don’t know what all the letters stand for - they could be making them up”; “You don’t 
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know whether they’ve only just qualified”).  Clearly, more research is required to 

demonstrate that information asymmetry exists if this is the basis for argument. 

 

3. Any information regarding the lay public’s knowledge or awareness of their musculo-

skeletal health would be of interest.  Modern consumers are increasingly more aware or 

their own health as a result of easily accessible information in the internet.  IPTAS 

responded to this by creating a website for consumers (www.mybody.ie).  Any 

information relating to the usage of this website might strengthen the case that 

consumers are not as uninformed as the ISCP are implying.  

 

4. Mowbray (1995) describes the results of research regarding what factors influence the 

effectiveness of psychotherapy – which might be transferable to other therapeutic 

services like physical therapy.  The research indicated that the effectiveness of 

psychotherapy does not appear to depend upon (i) the practitioner holding an academic 

qualification, (ii) the length of training of the practitioner, (iii) the school to which the 

therapist belongs or (iv) the therapist having undergone treatment as part of their 

training.  However, the following factors do appear to correlate positively with the 

effectiveness of treatment: (i) the degree of experience of the practitioners, (ii) the 

personal qualities of the practitioner (empathy was most important), (iii) the personal 

qualities of the client and (iv) the quality of the interpersonal or helping alliance, i.e. the 

congruent matching of the client and practitioner.  This research suggests that the client 

is the best judge of the right therapist for them.  These results may not be directly 

transferable to physical therapy but they raise some interesting points for discussion 

regarding which characteristics clients might value in practitioners, and which they might 

deem irrelevant.  
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FOR 

 

Adverse selection affects the client’s choice of professional. Information asymmetries mean 

the public are unable to distinguish between high quality and low quality providers. If they 

were sure of high quality they may pay high prices. As they are unsure, they will go for lowest 

price, which tends towards high quality providers exiting the market, and the result is a race 

to the bottom or a ‘lemons market’. “Faced with a choice of availing of the services of a 

qualified physiotherapist and the, presumably, less expensive option of going to a ‘physical 

therapist’, individuals are likely to choose the latter option even though the former may be 

more appropriate to their condition.  In effect information asymmetries are likely to give rise 

to adverse selection” p.9 (Massey, 2003).   

 

 

AGAINST 

 

1. Regarding adverse selection, the implication made is that physical therapists are less 

qualified and have lower standards than physiotherapists.  Evidence of the high quality 

standards applied by IPTAS in the education of their students is outlined in Chapter 1, 

and further described in Chapter 3.  The IAPT stated clearly in the title debates that there 

had been no disciplinary or legal cases against any of their members in all their years of 

practice. 

2. The implication that people may choose a cheaper option does not appear to be founded 

in evidence.  Modern healthcare users are well informed and engaged in their own health 

and wellbeing and are unlikely to select options primarily based on cost.  In any case, a 

45-60 minute physical therapy consultation costs in the region of 45-60 Euro, the same 

price that a physiotherapist charges for a session, although their sessions tend to be 

shorter, at 30 minutes, therefore physical therapy clients get better value for their money.  
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FOR 

 

Regulation is advised to ensure high quality provision of healthcare.  It is used to set a 

minimum quality standard. This ‘minimum quality standard’ is a qualitative regulation 

designed to protect the public and ensure an appropriate quality of service and safety 

(O'Sullivan, 2004). 

 

AGAINST 

 

1. Regulation may enshrine minimum standards in law but it does not fully solve the problem 

or ensure high quality provision of healthcare.  It does ensure that all registered therapists 

will have achieved the minimum standard required to pass examinations and gain entry to 

the profession – but it does not dictate whether they go on to become good or bad 

therapists. 

 

2. The Competition Authority suggest that whilst registration may lower the likelihood of 

low quality and low cost supply, consumers may still be unable to evaluate the quality of 

service.  Also, unscrupulous practitioners can slip through the regulatory net, for example 

Dr. Shipman, the British GP convicted of murdering elderly patients was operating in a 

regulated market. 

 

3. “Inadequate regulatory frameworks have been unable to restrain incompetent surgeons 

who operate despite regularly fatal results (paediatric surgeon in Bristol, UK), independent 

pharmacists who sell powerful drugs without prescriptions (Spain), private clinical 

laboratories that falsify tests results (Sweden) or unscrupulous drug companies that dump 

out-of-date stock on unsuspecting patients (former Soviet Union)” p.5 of Saltman, Busse 

and Mossialos (2002) cited in (O'Sullivan, 2004) p.37). 
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FOR 

 

Massey recognises that any form of regulation may entail some restriction on competition.  

He states that competition law distinguishes between practices which are almost always 

harmful, and those which may or may not be harmful depending on the particular 

circumstances.  He concludes, “On balance it appears that the restriction is unlikely to 

prevent competition.  Those currently practicing as ‘physical therapists’ would remain free 

to provide services and would simply be prevented from using a title which is internationally 

recognised as being synonymous with the title of ‘physiotherapist’ and which might cause 

confusion in the public mind with possible adverse consequences in public health terms” p.12 

(Massey, 2003). 

Regarding comments that protection of the title would be (a) an unacceptable restriction on 

competition and (b) would interfere with individuals right to earn a living, the ISCP stated 

that individuals could still practice, but using a different name (thus, they say it is a 

‘qualitative restriction’), and that the right to earn a living was not an absolute right (here 

they cited the Attorney General’s office… ‘the courts have made it clear that the right to earn 

a livelihood is not an unlimited constitutional right; the State is entitled to put reasonable 

restrictions on it in accordance with the common good’).  They re-iterated that protection of 

the public was the most important issue at hand. 

 

AGAINST 

 

1. As this report has been commissioned by the ISCP, it is not surprising that Massey 

concludes in their favour, but disappointingly, the IPA report also favoured protection 

of the title.  An independent report by the Competition Authority did not come to 

same conclusion. They stated: “the conclusion of the [IPA] report, that there is a 

strong case for granting protection of the title of physical therapist as well as that of 

physiotherapist, is premature, as it is not based on a full assessment of all the 

options… The Competition Authority did not conclude, and has not concluded, that 

the costs of registering the title of ‘physical therapist’ would outweigh the benefits (or 
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indeed vice versa) – this is an error in the report” (Boate & Competition Authority, 

2004). 

 

2. Regarding restricting competition, the Competition Authority state that “regulation 

often tends to, directly and/or indirectly, reduce competition unless adequate 

safeguards are put in place to prevent this” (Competition Authority, 2001). 

 

3. Massey claims that physical therapists would “remain free to provide services”.  It 

might be worth further exploring what legal rights exist for businesses registered with 

the name physical therapy or physical therapist, for example IPTAS which is a 

registered business since 1990. 

 

4. The right to earn a living is a major issue in this debate. In the case of an individual 

practising professional, their good name is their primary asset.  If a Barrister were no 

longer allowed to practise as a Barrister (but advised to call themselves, say, a Legal 

Adviser), it is reasonable to think their ability to make a living would be interfered 

with.  If physical therapists were to suddenly lose the right to call themselves physical 

therapists, the courts might consider this as a restriction on their right to make a 

living.  This issue has been recognised by the Department of Health: “An important 

question arises in relation to the right of a private practitioner to continue to earn a 

living if deprived of the right to practice once a title is protected and the practitioner 

does not qualify for registration... The Department is taking legal advice on the 

matter… It is clear that the right of a person to earn a living must be balanced against 

the vital need to protect the public.  The Department is committed to ensuring that 

statutory registration will have as its core the need to protect the public”  (DOHC, 

2000).  It is evident that the DOHC considers protection of the public more important 

than economic considerations.  In contrast, the Competition Authority feels that 

“while strong emphasis should certainly be placed on ensuring quality and safety, this 

should be done in a way which does not facilitate or condone anti-competitive 

activity” p.1. (Competition Authority, 2001).  The legal case put forward by the 

Competition Authority that the registration proposals are anti-EU law is compelling.  
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EU law prohibits the delegation of power to professional bodies that might restrict the 

economic sphere.  In addition, excessive restriction of practice by registration 

requirements might restrict the fundamental EU principles concerning Free 

Movement through. The government is bound by EU law which is superior to national 

law. These factors may explain the fact that no response has been made by the 

Minister to date regarding granting the title to physiotherapists. 

 

FOR 

 

“ISCP members considered that physical therapists did provide a useful service, within a 

certain scope of practice, for example, in relation to certain sports injuries… [but] the 

physical therapists are inappropriately using a title that belongs to physiotherapy and might 

suggest skills that are beyond their legitimate scope of practice.  Nevertheless, once the title 

issue had been settled, it might be possible for physiotherapists to have positive relationships 

with the physical therapists”(O'Sullivan, 2004). 

 

 

AGAINST 

 

1. This leads into a discussion about scope of practice.  The Competition Authority 

comment extensively on the risk that statutory registration may have a negative 

impact on the work of auxiliary professionals: p. 4 (Competition Authority, 2001) “in 

setting the scope of a registered professional title, legislators preclude certain tasks 

from being carried out by anyone other than a registered practitioner, whether or not 

they are otherwise qualified to do so.  Thus a particular task (or subset of tasks) may 

exist within the registered profession’s scope, for which an auxiliary professional is 

equally well qualified, but which he is not permitted to supply.  This can have the 

effect of excluding eminently qualified and experienced personnel from performing 

such tasks, dampening competition in market for those particular tasks”. 
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2. This results in obvious difficulty in principle from point of view of competition 

policy. 

 

3. This also introduces rigidity into the market (unnecessarily). For example nurses have 

become substitutes for doctors in some areas of medical practice and the role of 

nursing aide has emerged.  The degree of substitution of roles changes over time due 

to technical change and better training (nurses trained to higher level now, with 

increased autonomy). “Thus there has to be some mechanism that permits this inter-

professional competition/substitution to occur or evolve”p.4.  Both the IPT and IAPT 

have asked for their right to evolve to be respected.  It appears from the roles 

currently adopted by physiotherapists and physical therapists that physical therapists 

have the time, training and inclination to give attention to soft tissues and 

musculoskeletal conditions, where hospital physiotherapists may not.  With due 

consideration and respect of each others credentials/skills, these professions could 

work together in a substitute or referral system. 

 

4. The Competition Authority goes on to state: “where, within a registered profession’s 

scope, there exists tasks which an auxiliary professional is well qualified to carry out, 

the Authority considers it essential that a system be devised whereby these tasks can 

be performed under supervision or, preferably, directly by the auxiliary profession 

concerned.  The design and implementation of such a system should, naturally, be the 

responsibility of the regulatory authorities and not of the profession itself” (p.5).  For 

advocates of physical therapy, this is crucial.  Auxiliary professions must be allowed 

to exist and supported to evolve at their own pace.  Evidence that physical therapists 

are well qualified to carry out overlapping tasks would lend credence to this line of 

argument.  Here, there suggestion that physiotherapists and physical therapists could 

work together is again mooted.  

 

5. The inclusion of a clause in the Bill making it an offence for non-registered ‘Persons 

practicing within the scope of a registered profession’ can be widely interpreted and 

in this case could exclude a wide variety of professions whose scope of practice 
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overlapped with that of physiotherapists including massage therapists, rehabilitation 

therapists, sports therapists, osteopaths, chiropractors, physical education teachers and 

nurses in mental and physical handicap. During the title debate, IPTAS stated that 

they felt this would essentially end competition in the private healthcare sector and 

remove the right of the public to freely choose their own treatments and therapies 

through experience.  (p.23 (O'Sullivan, 2004).  

 

6. Statements regarding the ability of physical therapists to continue to practice but 

under a different name suggest that the campaign aims to protect the name only but 

not the scope of practice – i.e. the techniques used by physical therapists.  This 

implies that the ISCP have no problem with the quality of services provided by 

physical therapists at present – i.e. they do not think that continuing to practice would 

in any way harm the public.  If on the other hand, physiotherapists intend to define 

their own scope of practice, and then protect it such definitions of scope of practice 

might define techniques, conditions, or populations that were solely the preserve of 

registered physiotherapists.  This is a crucial issue that requires clarification.  Based 

on statement by the DOHC it would appear that the latter is the case: “One of the 

potential advantages of statutory registration is that the scope of registered professions 

could be safeguarded with a legal framework.  Registration Boards would be entitled 

to pursue prosecutions against persons who, though not registered, were practising 

within the scope of a registered profession” (DOHC, 2000).  The DOHC acknowledge 

that the details of this must be carefully considered and that it is complicated because 

the recognised scope of practice of many professions is changing rapidly.  The 

Competition Authority is concerned about the implication that the professions 

themselves can direct this process, and that the regulatory bodies are not independent 

of the professions.  If this is the case, regulatory capture and a monopoly are 

inevitable. 

 

7. The ISCP have stated that the lack of a defined ‘list of activities’ comprising 

physiotherapy practice in Ireland had allowed for innovation and expansion in their 

scope of practice.  They claim that physiotherapists in Ireland are consequently not 

restricted by outmoded forms that would not necessarily be supported by research.  
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This might imply that physiotherapists do not want to rigidly confine their scope of 

practice. 

 

 

FOR 

 

Economics stresses the importance of free markets in goods and services, competition 

between producers and minimum interference by the State in the operation of markets 

(O'Sullivan, 2004).  In an ideal market relationship, the producer and consumer interact in 

an independent way and no external restrictions are imposed on supply or demands.  The 

ideal model is challenging in the health sector, where patients are often at a disadvantage, 

being vulnerable or dependent.  Often they do not have access to all information and cannot 

act in an independent manner. As a result there are strong ideological and economic 

arguments for government intervention in health care, which explains the operation of a state 

health care system in many countries. 

 

AGAINST 

 

1. The argument here is that the need to protect the public is so strong that governments 

must intervene, against the usual principles of economics – i.e. free markets, 

competition and minimum state interference.  The argument is valid where it applies 

to dependent or vulnerable patients. Typically, physical therapists are operating with 

clients who act independently in choosing their healthcare provider (although some 

may be referred).  All clients provide informed consent before treatment.  The 

intervention of the state in private provision of such healthcare is unnecessarily 

stringent.  

 

2. It is also worth noting that regulation is a political as well as an economic activity: 

governments may decide for political reasons to intervene in areas of social and 

economic activity not necessarily justified by the logic of market failure.  Politics and 
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power, as well as concern about public welfare, affect regulation as much as 

economic considerations.   

 

3. We may have a healthcare system for political reasons, and the government may 

decide to regulate professions for political reasons or due to pressure from 

professional groups.  In situations where there is no evidence of market failure, 

information asymmetries or risk to the public, it could be argued that ‘protection of 

the public’ rationale is masking political reasons for state intervention. 

 

4. Government tends to have knee-jerk reaction permitting ‘regulatory capture’ which 

allows vested interests to dominate a particular sector – the Teachers Union in the 

education sector and Aer Lingus in the air transport sector are good examples.  

Perhaps the attempts at dominance in the provision of private musculoskeletal 

healthcare by the ISCP are a similar attempt at regulatory capture?  The government 

has a vested interest because the ISCP are the primary provider of this form of 

healthcare in the public sector.  In a letter to the Tanaiste, Mary Harney TD in August 

2003, the Chairman of IAPT stated that the IAPT was opposed to any attempt by the 

ISCP to create a monopoly in the assessment and treatment of musculoskeletal 

disorders within the mainstream medical/allied healthcare system in Ireland.  

 

5. The Competition Authority are strongly opposed to any regulatory system placing the 

control of entry to the profession into the hands of a professional association: “The 

Authority strongly opposes any arrangements which would place control of entry to a 

profession into the hands of a professional association, since that would naturally lead 

to conflicts of interest between the embers of the professional body concerned and 

consumer interests”.  They added that criteria for registration and the registration 

process should be implemented by an independent body, whose membership does not 

have a majority of the relevant professionals and which adequately represents 

consumer’s interests.  Interestingly, the plans of the DOHC in this regard changed 

gradually during the consultation process of the Bill towards the registration boards 

holding a minority of professional members – 6 versus 7 non-professional members. 
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6. The Competition Authority made a number of points suggesting that the registration 

boards are not independent of the professional bodies.  They were concerned that (i) 

functions relating to accreditation of courses could be subcontracted to the relevant 

professional body, whereas they felt this should be carried out by an independent 

board, (ii) the code of ethics of the associations may be adopted by the registration 

boards.  The Competition Authority felt that the boards should be completely 

independent.  They comment that some professional associations have anti-

competition restriction s in their codes, such as those relating to advertising and 

poaching clients, and these should not be in codes of the registration boards; (iii) 

Boards would be allowed to set the scope of and limits to the type of 

clinical/professional practice to be carried out, and that this was to be carried out in 

consultation with the relevant professional body. Their big concern here relates to the 

exclusion of legitimate auxiliary professions. They feel that a subcommittee 

considering defining scope must have a majority of non-professionals.   

 

7. The Competition Authority noted with concern that the Minister would only proceed 

to legislate “if the proposed scheme is acceptable to the professions” (Competition 

Authority, 2001). They believe that regulation is either appropriate or not, and 

acceptability to a particular group is irrelevant. This backs up earlier suggestions that 

the drive towards regulation is political, and has a bias towards the professional 

bodies being consulted.  In this case, regulation has been prompted and led by the 

professions who are benefiting from it. 

 

 

 

 

 

 

 

 

 



 

65 

 

e. Legal Arguments 

 

FOR 

 

The ISCP state that the Good Friday Agreement refers to agreement on common policies in 

areas such as health where there is mutual cross border and all island benefits 

 

 

AGAINST 

 

With respect to the Good Friday agreement, it actually states that the Council will “use best 

endeavours to reach agreement on the adoption of common policies, in areas where there is 

mutual cross-border and all-island benefits, and which are within the competence of both 

Administration, North and South, making determined efforts to overcome any 

disgorgements” (Good Friday Agreement Strand Two) Thus, the point of the agreement is to 

enter into discussions, and to work out any common benefits.  There is no enforcement of 

agreement.  The potential areas for co-operation are rather specific and include “Health: 

accident and emergency and other related cross-border issues”.  This suggests that all other 

health issues are not included.  

Northern Ireland operates under UK law and therefore in Northern Ireland the titles of 

physiotherapist and physical therapist are protected under law.   

 

Another legal argument against registration has not had an opposing argument made to date.  

This relates to European law.   

1. The Competition Authority question the compatibility of the Ministers expanded 

registration requirements with EU law (Competition Authority, 2001). They state that 

Articles 81 and 5 of the EC Treaty restrict member States from introducing or 

maintaining in force measures, even of a legislative nature, which may render ineffective 

the competition rules applicable to undertakings. The European Court of Justice has 

frequently held that Articles 81 and 5 are infringed where a Member State… “Requires 

or favours the adoption of agreements, decisions or concerted practices contrary to 

Article 81 or reinforces their effects, or where it deprives its own rules of the character of 
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legislation by delegating to private economic operators responsibility for taking decision 

relating to the economic sphere”.  The delegation of control over registration to 

professional bodies in the manner proposed by the minister might be an infringement of 

this.  That is, giving physiotherapists the right to define their own scope of practice and 

title, to the exclusion of competitive activity by auxiliary professions would be against 

the Treaty.   

2. This applies to this case because ‘independent professionals exercising an economic 

activity’ constitute undertakings for the purposes of the Article.  Specific case examples 

describe an undertaking as ‘any entity engaged in an economic activity, in particular an 

activity consisting in offering goods and services on a given market, regardless of its 

legal status and the way in which it was financed’ (Commission v Italian Republic, cited 

on p. 9 of (Competition Authority, 2001).  Physical therapists and physiotherapists offer 

services in health market for payment, so this constitutes an economic activity.  

 

3. The introduction of statutory registration requirements on such a wide scale also raises 

concerns of running counter to fundamental EU principles concerning Free Movement 

(Competition Authority, 2001).  

 

4. With respect to Irish law, the Competition Authority expressed concern that awarding the 

registration boards the ability to modify and make policy and delegate functions as 

becomes necessary may lead to regulatory capture and may infringe on Ministers own 

status.   
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Summary and Questions for Physical Therapists  

 

Some strong arguments have been made against protection of the title by the ISCP or 

Physiotherapy Registration Board.  In particular, arguments relating to competition law and 

European law hold a lot of weight.  The advances made towards external recognition of the 

educational qualification of the school are also a strong defence.   

There are some areas where the arguments against protection of the title could be 

strengthened, for example: 

1. Safety and protection of the public: Could evidence be provided that there have been 

few if any cases of litigation against physical therapists?  Legal advice or information 

from the insurance companies could be used here. 

2. Quality of physical therapy profession:  

i. A case could be made regarding the quality of current voluntary self-regulation 

procedures (against the requirements set out in Chapter 4). 

ii. Could the IAPT and IPTAS produce something similar to the European 

Physiotherapy Benchmark Statement for physical therapy?  Are the contents of 

the ‘competencies’ document similar to this? 

iii. A report relating to the research evidence for physical therapy as it is practiced in 

Ireland might add credence to the profession as an evidence-based practice. 

iv. Evidence of the differentiation and separation of MIAPT and IPTAS-trainees 

from others calling themselves physical therapists.  Can IAPT make clear its 

requirements for membership and how they apply to graduates of other courses or 

schools? 

3. The results of legal advice sought in relation to the rights acquired over the title by virtue 

of its use over the past 20 years were that it would be difficult for the State to remove the 

title from practitioners.  Such encouraging statements should be shared with practicing 

physical therapists. 
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3. Current Status and What Might Yet Happen. 

 

As this report is being written, the current status of Physical Therapy in Ireland is that of a 

non-State registered profession, engaged in voluntary self-regulation, and subject to normal 

state and European laws regarding malpractice, liability, contract and employment.  

The Health and Social Care Professions Act became law in November 2005 and the Health 

and Social Care Professionals Council (HSCPC), with responsibility for overseeing statutory 

registration, was established by Minister Harney in March 2007.  Its staff began work in May 

2008, with a mission to protect the public by promoting high standards of professional 

conduct and professional education, training and competence.  The HSCPC is responsible for 

setting up an individual Registration Board for each designated profession.  To date, just one 

registration board has been established - the Social Workers Registration Board (August 

2010).  For up-to-date information on Coru, Health and Social Care Professionals Council, 

see their website: http://www.coru.ie/. 

Although the HSCP Bill (2005) legislated for Physiotherapy to become state registered, there 

is no registration board established to date.  Once the register is fully established for a 

profession, only professionals registered with the Health and Social Care Professionals 

Council may use the protected professional title.  The designated title is ‘physiotherapist’ 

(www.coru.ie).  The HSCP Bill includes a provision for the Minister to regulate other 

professions in the future.  It also allows for the Minister to prescribe one or more variant titles 

for each profession currently registered.   

 

“We are interpreting that the Minister in not already granting the request for the protection 

of ‘physical therapy’ has denied it.  But others will say the opposite as it suits them… There’s 

a definite move afoot now to test it all again.  Protection of the title Physical Therapy and/or 

regulation of the Physical Therapy profession will be a matter for practising Physical 

Therapists”.   

Personal communication, John O’Sullivan, IPTAS 15th July 2010 
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It appears that the current status quo warrants the attention of Physical Therapy practitioners 

and students as a number of possible scenarios may develop in the future.  The more likely of 

these are outlined below, and some are further discussed in Chapter 4. 

 

1. The Minister may decide to protect the title of Physical Therapist for exclusive use by 

Physiotherapists in Ireland. 

 

Should this occur, this might include formal provisions for Physical Therapy to become part 

of the physiotherapy profession, e.g. for physical therapist to become physiotherapists and 

Physical Therapy as it currently exists may become merged with physiotherapy and may 

disappear.  Looking at the regulation of professions in general, and what has happened in the 

history of the physiotherapy profession regarding the amalgamation of rival groups (See 

Appendix 4), it is not unreasonable to imagine a similar scenario occurring here.  The 

Minister or the ISCP may suggest a competency exam for entry to the regulated 

physiotherapy profession.  This might be presented as a mechanism for Physical Therapists to 

become Physiotherapists. 

In the IPA report (p.14) the ISCP intimated the possibility that Physical Therapists could be 

facilitated to ‘up skill’ themselves and that they were willing to work with an accelerated 

program to facilitate this.  They pointed out that such up skilling would require involvement 

of universities or accrediting bodies, and would have to be acceptable to such bodies, and 

they were unsure of the implications for IPTAS.    

 

In contrast, the ISCP also states that they are willing to work alongside and have positive 

relationships with physical therapists once the title issue is resolved (i.e. once they have 

ownership of the title of ‘physical therapy’), and once everyone works within their scope of 

practice.  This leads to the other possible scenario following from protection of the title, 

which is that of continuing as a separate profession, clearly differentiated from 

physiotherapy.  If the title is protected, but the scope of practice is not, then Physical Therapy 

as it is currently practiced in Ireland would be safe, but Physical Therapists would have to 

change the name that they practice under.  Physical Therapists should first be concerned that 

their scope of practice is not protected under the legislation that defines the scope of 

physiotherapy.   Secondly, there are implications regarding changing a name that has been 

used for over 20 years in Ireland.  During the title debates, the ISCP suggested titles for 
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physical therapists, including bodyworking therapist, kinesiotherapist or myotherapist 

(O'Sullivan, 2004).  The IAPT were not amenable to this: “It may be suggested that our 

members use another title such as ‘Manipulative Therapist’.  We reject this.  Our members 

our Physical Therapists’.  Taking on a title that only reflects one type of therapeutic 

approach instead of an all-encompassing title, reflective of our range of skills in assessment 

and treatment is not an option we wish to consider. Changing our title would cause great 

confusion to members of the public who over the last 12 years have come to recognise our 

approach through our title” (Letter from Chairman of IAPT to Tánaiste, August, 2003 cited 

in (O'Sullivan, 2004)).  Should the Minister protect the title in the future, this may need to be 

reconsidered.  Any name change would require an extensive advertising campaign to inform 

the public and avoid disruption to practice. 

 

The following chapter provides further information that contributes to these discussions.  

Physical Therapy and Physiotherapy are compared in terms of their history and current scope.  

Such information is useful for discussions or indeed decisions regarding amalgamation or 

clear differentiation of the professions.  

 

2. The Minister may approve state registration of Physical Therapy as a discrete 

profession.  

 

During the title protection debates, both IPT and IAPT mentioned the possible future 

regulation of Physical Therapy.  This is a topic for all Physical Therapists to consider and 

discuss, and one that should be led from within if it is deemed a legitimate future avenue.  In 

order to facilitate this discussion, this issue is dealt with thoroughly in Chapter 4.  

 

 

3. There is a chance that nothing will happen for a long time, that the Minister may 

continue to be undecided, or indeed that the Minister decides the title should not be 

protected but doesn’t inform the relevant stakeholders.  

 

If this is the case, and Physical Therapists are happy with the current status quo, it might be 

argued that nothing needs to be done.  However, if some of the arguments made are correct, 

for example that there is public confusion about the two professions, it might seem that there 
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is a need to make a clear differentiation between Physical Therapy and Physiotherapy as they 

currently operate.  During the protection of title debates, both the ISCP the IAPT appear to 

have agreed on this.   

 

Some things have already been done - The IAPT makes clear in their code of conduct that 

Physical Therapists are expected to explain to clients their scope of practice.  The IPT make 

clear to prospective students what their course entails, and what qualification graduates 

receive.  Students are expected to understand the difference between the professions and to 

choose to become Physical Therapists.  Is there more to do?  The IPA report recommended a 

joint advertising campaign with the ISCP to educate the public about differences between the 

professions.  During the title debates, there was a suggestion made that the name ‘certified 

physical therapist’ might be used to clearly differentiate from a ‘chartered physiotherapist’.  It 

is not clear if this is acceptable to physiotherapists or physical therapists.  Perhaps this needs 

to be further discussed.  

 

It currently seems that physiotherapists will have to embrace regulation and the restrictions it 

imposes on their profession without the potential offsetting benefit of dampening competition 

by appropriating the physical therapy title.  Therefore physiotherapists may not agree to be 

regulated and may seek to impede the work of the HSCPC.  To date, the physiotherapy 

registration board has not been set up. 
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Chapter 3: The Status of PT in Ireland and its 

Place in Healthcare 
__________________________________________________________________________________ 

1. Introduction 

 

This section will explore the current status of Physical Therapy and its place in healthcare in 

Ireland.  This will be achieved by examining the definition and scope of Physical Therapy, 

and detailing the current education program for Physical Therapy in Ireland.  To complete the 

picture, Physical therapy will be compared to other related health care professions in terms of 

their scope, education and current practices.  Similarities and differences with other 

occupations are important: as well as stating what physical therapy is, understanding these 

helps us to define what it is not.  This chapter is written to be factual and informative 

regarding the current status quo.  It might assist physical therapy advocates in an information 

campaign to educate others about their profession.  Some questions have been included that 

might help to further clarify elements of physical therapy for those unfamiliar with it. 

 

2. The Scope of Physical Therapy  

 

2.1 What is Physical Therapy? 

 

Since the foundation of the Institute of Physical Therapy in 1989, ‘Physical Therapy’ and 

‘Physical Therapist’ have been adopted as titles by therapists trained by IPTAS in Ireland.  

Physical Therapy is not the same as Physiotherapy: these have historically been organised as 

two separate professions in Ireland.  The use of these terms in other countries was discussed 

in Chapter 2.  Despite this, there was an attempt by the ISCP to protect the title ‘Physical 

Therapist’ alongside ‘Physiotherapist’ in the Health and Social Care Professionals Act 2005.  
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To date, this is regarded as unsuccessful by physical therapists.  Thus the status quo is 

maintained - the term ‘Physical Therapy’ is not commonly used by physiotherapists or other 

health professionals in Ireland to describe their profession.   

Chapter 4 includes further discussion on the issue of professional titles and regulation of 

healthcare practitioners, and Physical Therapy is compared more completely with 

Physiotherapy below.  Before comparing with other professions however, it is important to 

specify how Physical Therapy is defined and understood in this report and by Physical 

Therapy practitioners in Ireland for the last twenty years. 

 

2.2 Definition of Physical Therapy  

 

Physical therapy encompasses the assessment, management and treatment of pain, disease or 

injury by manual palpatory and manipulation measures as opposed to conventional medicinal, 

surgical or radiological measures.  It is concerned with identifying the underlying factors 

causing pain and affecting movement and function within the body's musculoskeletal system.  

Its specific focus is on maximising function and alleviating pain by the treatment of soft 

tissues - muscles, tendons, ligaments and/or fascia. 

Physical Therapists are HETAC-certified, first-contact practitioners.  It is a mainstream form 

of healthcare based on the application of health science.  It has a distinct approach to the 

assessment, treatment and management of musculoskeletal health.  In particular it emphasises 

the importance of the therapist-patient relationship.  It incorporates a whole-body approach in 

the assessment of the musculoskeletal system by utilising a wealth of scientific assessment 

techniques.  Each client's needs are established within the process of clinical reasoning 

through extensive history-taking and whole-body musculoskeletal assessment. Physical 

Therapy specialises in the use of palpatory skills, not only in the initial assessment phase, but 

also in continual assessment and monitoring of soft tissues and joint motion during treatment.  

It integrates a wide variety of advanced soft tissue manipulation techniques to effect 

restoration of optimal pain-free function.  

Physical therapy is founded on a tradition which recognises and values the healing properties 

of touch.  It has proven to be very safe, non-invasive and is drug free.  Each treatment is 

individually tailored.  The therapist, after carefully noting the patient’s history will consider 
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psychological, social and environmental factors in devising a treatment plan and in 

suggesting appropriate changes to lifestyle, work practices or exercise.  

Physical Therapists are trained to work with a wide range of patient types; however they 

typically work with patients aged 10 and older.  Although physical therapists are trained to be 

first-contact practitioners, they frequently work alongside other health care professionals. 

 

QUESTIONS: 

Could the actual techniques used in physical therapy be listed and described? 

 

2.3 What can Physical Therapy treat? 

 

Physical therapy is suitable and effective in both the treatment and prevention of a 

surprisingly wide range of conditions. Its safety and flexibility mean it is suitable for almost 

every patient - where it can make a contribution to alleviating pain and discomfort.  Examples 

of conditions treated are listed in Box 6.   

 

Box 6: Some Conditions Treated by Physical Therapists. 

 

• Sports injuries  • Joint strains  

• Back pain • Tennis elbow  

• Neck pain  • Golfer's elbow  

• Shoulder problems • Frozen shoulder  

• Whiplash • Fallen arches  

• Stress related conditions  • Ankle sprain  

• Tension headaches  • Ankle strain  

 

It is also important to note that Physical Therapists are trained to be aware of the limits of 

physical therapy treatments.  Physical therapy is not appropriate for the treatment of 
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inflammatory conditions, nerve pain or pain that is part of a disease process.  In such cases, as 

primary care practitioners, physical therapists are trained to refer clients to the appropriate 

healthcare provider.  Moreover, Physical Therapists are trained to clarify the scope of their 

profession with clients in advance of treatment. 

 

2.4 Physical Therapy Education in Ireland  

 

IPTAS currently offers a three-year HETAC level 7 course in Physical Therapy which 

culminates in a B.Sc. in Applied Health Science.  In addition to the B.Sc. award, graduates of 

the programme get a professional diploma award from IPTAS, which entitles them to be 

members of the Irish Association of Physical Therapy (IAPT), the professional organisation 

of Physical Therapists in Ireland. 

The aims of the B.Sc. in Applied Health Science are:  

• to prepare learners academically and professionally for a career in Physical Therapy 
through a programme designed to be both challenging and motivating 

• to assist learners to realise their full potential by providing a challenging course within 
an appropriately resourced learning environment 

• to educate and train high-calibre graduates capable of critical analysis, diagnosis, 
problem-solving and reflective thinking in the strategic management of 
musculoskeletal problems. 

• to nurture an approach to practice that emphasises personal growth and awareness of 
self and others. 

• to develop learners who are capable of embracing and leading the development of the 
profession. 
 

In addition to the three-year B.Sc. course, IPTAS also offer a one-year course designed for 

graduates of the prior IPTAS diploma course.  This ‘upgrading’ course is designed to 

supplement the professional award previously awarded to graduates before HETAC 

accreditation of the Degree.  Upon completion, students are awarded HETAC’s level 7 B.Sc. 

academic award.  

Beyond graduation, the Institute sustains its relationship with graduates through the provision 

of seminars, mentoring, support and Continuing Professional Development. 
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Entry Requirements 

The programme is designed for mature students (23 years +) rather than school leavers.  

Professional, academic and life experiences are taken into consideration in assessing each 

application.  Credits and/or exemptions are available for students able to demonstrate their 

prior education and training in relevant subject areas and these are awarded on an individual 

basis.  Where an applicant depends on their Leaving Certificate to gain entry, the requirement 

is a pass Leaving Certificate (five passes at OD3) including a pass in Maths and at least HC3 

Grade in English and a Science subject (e.g. Biology, Physics, Chemistry). 

Student Selection 

The student selection process is based on a written application including a personal statement, 

and, critically, an interview with the Course Director.  Candidates are required to demonstrate 

written and oral fluency in English.  Acceptance into the course is based on the possession of 

good communication skills, the ability to demonstrate an understanding of what Physical 

Therapy is and its role in healthcare; a strong interest in being a Physical Therapist; and the 

potential to finish the programme.  There is a strong emphasis on people skills in the student 

selection process, as this is viewed as being a very important quality for the successful 

practice of physical therapy.   

For many students beginning the IPTAS programme, Physical Therapy is a second career. 

Students come from a diverse set of backgrounds, for example nursing, teaching, accounting, 

engineering, science, IT and banking.  IPTAS believes the profession is strengthened by this 

diversity and prior experience of its students, many with already established and successful 

careers and academic qualifications to Levels 7 or 8.  Physiotherapy is a career more usually 

chosen by school leavers who may not have the same life experience, knowledge or range of 

options open to them. 

Nature and Duration of Programme 

This is a 3 year modular BSc degree course offered through an ‘extended pathway’.  This 

means that students can study while they continue to earn, making the course accessible to 

mature students and those engaged in full-time employment.  Students can choose to spread 

their study over a longer period of time, tailoring the course to changing personal 

circumstances.  As the majority of students are in employment whilst they study, classes are 

delivered at weekends.  This gives students the flexibility to fit their training around family 

and work commitments.  Over 20 intensive weekends, falling between late September and 
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early July of each year, students attend class on Saturdays and Sundays. During class 

weekends, about half of the instruction is theoretical and half is practical, observing and 

practicing techniques on fellow-students.  In-line with modern educational practice in 

medical and healthcare profession training, there is a strong emphasis on problem solving and 

clinical reasoning.  The IPTAS course runs from Milltown Park in Dublin and Mary 

Immaculate College in Limerick.  

Modules 

A ‘module’ is a standalone unit of learning, equating to either 5 or 10 credits that count 

towards the Degree classification.  Sixty credits are taken each year over approximately eight 

modules.  By the end of the programme, students accumulate 180 credits, which is consistent 

with studying to a Level 7 degree standard within the National Qualifications Framework.   

Hours of study  

Every ‘credit’ takes into account the student workload in achieving the standard.  The five 

credit modules equate to 100 hours and the ten credit modules to 200 hours total learner 

effort.  The normal ratio is 3 learner effort hours to 1 learner contact hour. However, the ratio 

of contact hours is increased in the Physical Therapy theme, as learners need additional tutor 

support to grasp the nuances of practical techniques. This is consistent with the European 

Credit Transfer System (ECTS) where each credit equates to between 20 and 25 hours study.  

This acknowledges time in the classroom, time spent alone studying or completing 

assignments, time in group study and group practice and time needed to spend practicing 

techniques or preparing portfolios.  This means that students are meeting the same academic 

demands as those placed on students who are engaged in ‘full-time’ study.  Thus, students 

undertake between 350 and 400 contact hours each year, and 1200 hours total learner effort 

each year, culminating in 3600 hours across the whole degree.  In effect, this means that the 

course is considered full time by HETAC.  

Programme Themes 

The programme is divided into four themes in which knowledge and skills are sequentially 

developed over the three years. These themes, Applied Health Science, Professional 

Capabilities, Clinical Practice and Physical Therapy are outlined in Box 7.  
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Box 7:  Brief Outline of the Four Programme Themes 

Applied Health Science aims to develop understanding of the structure and function of the 
human body for the purpose of recognising and understanding illness and dysfunction. 
Subjects include anatomy, physiology, pathophysiology, clinical pathology with 
specialisations such as orthopaedics, neurology, and rheumatology. 

Physical Therapy focuses on the clients’ presenting problem, the gathering of information, 
the analysis of this information, and the formulation and implementation of a strategy for 
managing the problem. It consists of three integrated subjects; diagnosis, techniques and 
practice. In diagnosis, the emphasis is on accurate performance of diagnostic skills with an 
understanding of when they should be used and what the findings suggest. Technique classes 
focus on variety and choice of techniques, accurate performance, modification and 
integration of techniques, and reassessing the effects of the technique. Physical Therapy 
Practice focuses on hypothetical cases for the purpose of problem solving. This includes: 
what the history suggests; justification for choosing particular diagnostic techniques; what the 
combined findings suggest; ruling-in and ruling-out various options; and planning a treatment 
approach. 

Professional Capabilities aims to nurture an approach to practice that emphasises personal 
growth and awareness of self and others. Generic competencies are developed and integrated 
throughout the programme. Emphasis is on incremental development of specific skills such 
as: managing and developing oneself (accessing and managing information, self-directed 
learning, ethical practice and integrity, ability to be reflective and ability to work 
collaboratively); communication skills; research and business practice.  

Clinical Practice is concerned with the development of the professional autonomy of the 
learner and the promotion of self-directed learning.  The development of clinical competence 
is a primary goal.  The learner is exposed to the thinking process applied to managing a wide 
range of musculoskeletal problems. Learning in the student clinic is structured around teams 
of three – comprised of first, second and third year students. Once specific skills have been 
learned in class, opportunities are provided for the learner to apply them in a supportive 
environment, first on fellow students, oftentimes on clinical supervisors and finally on 
clients. As soon as it is appropriate, the learner treats clients under supervision. The level of 
complexity of the problem determines who in the team manages the problem. Ultimately, the 
3rd year student is responsible for the outcome, albeit under supervision.  

Clinical practice also aims to nurture an approach to practice that emphasises personal growth 
and awareness of self and others. Generic transferable skills are integrated throughout the 
programme. Emphasis is on incremental development of specific skills such as: managing 
and developing oneself (accessing and managing information, self-directed learning, ethical 
practice and integrity, ability to be reflective and ability to work collaboratively); 
communication skills; research and business practice. 
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With respect to clinical practice, first year students undertake 5 credits, second years students 

undertake 15 credits and third year students undertake 20 credits.  This adds up to 40 credits, 

or 1000 hours of clinical practice modules, over 3 years. These hours consist of clinical 

placement, case studies and research with tutors.  This preparation, unique among Irish 

schools, ensures that graduates are competent practitioners with the confidence and skills to 

undertake private practice.  Students undertake clinical placements at the Student Clinic from 

first year onwards.  In the final year students take responsibility (with Tutor support) for their 

own patient caseload.  The Institute Clinics – in Stillorgan and Limerick - provide students 

with an unrivalled opportunity for work in real-life situations with members of the public and 

with learning fully supported by experienced and Senior Clinicians.  

Teaching, Learning and Assessment Strategy  

The teaching, learning and assessment strategy at IPTAS is student-centred.  IPTAS aims to 

provide high-quality learning experiences for its learners, facilitating the achievement of as 

high a level as possible of competence, confidence, motivation and autonomy so that learners 

can provide optimum care to their clients and pursue a career path that is personally 

satisfying and rewarding.  

Specific learner-centred approaches include the provision of a challenging, yet supportive 

learning environment with teachers having positive assumptions about their learners’ ability; 

employing strategies that help the learner understand that learning is a function of his own 

efforts and effective learning strategies; and providing opportunities to facilitate the learner’s 

self-management and development, reflecting on learning experiences, identifying learning 

needs, identifying and assembling resources, formulating learning plans and evaluating one’s 

learning efforts.  Other learning and teaching strategies include supporting the development 

of reflective practice skills; supporting and encouraging collaborative learning; promoting an 

orientation to learning that is focused on developing understanding rather than learning 

isolated facts; emphasising integration and application of knowledge; and emphasising 

academic and professional progression.  

The practical application of the teaching and learning strategies is demonstrated in the wide 

variety of teaching techniques, including small group learning; problem solving approaches; 

problem-based learning; peer group supervision; clinical practice and practice sessions; 

student portfolios; lectures and seminars; visiting lecturers, learning contracts and assessment 

for learning.  The student teacher ratio in practical class is usually as low as one to four, 
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ensuring frequent tableside assistance and support for practising techniques.  Each student is 

appointed a Tutor to help identify their individual learning needs, in preparation for their 

journey as a lifelong learner through their professional career. 

The purpose of assessment at IPTAS is to guide student learning; to measure achievement of 

the intended learning outcomes; to enable the learner to progress through the programme; to 

attain a standard appropriate to a level 7 award and to ensure that stakeholders have 

confidence in the system.  Each module is assessed by coursework and/or end-of-module 

examinations, therefore progress is continuously monitored.  Assessment is viewed as an 

important tool to help measure progress, manage workloads, bring the right focus to study 

and provide a framework for student feedback.  Students undertake formative as well as 

summative assessments which include essays, research projects, tutor feedback, time-

constrained examinations, objective structured practical exams, case study presentations, 

skills assessment, clinical assessments and viva voce exams.  Where students fail 

assessments, repeats examinations are scheduled in the autumn.  

 

Accreditation / Recognition 

On graduating students are awarded a B.Sc. in Applied Health Science by HETAC at Level 7.  

This is internationally accepted for the purposes of academic progression, for example access 

via Level 8 degree to Master’s courses.  Graduates of the programme also get a professional 

diploma award from IPTAS, which entitles them to be members of the Irish Association of 

Physical Therapy (IAPT), the body which currently regulates physical therapy in Ireland.  

 

2.5 Practicing Physical Therapy in Ireland 

 

Physical therapist practice in the private sector, and most are self-employed.  IPTAS is the 

largest employer of physical therapists, employing tutors on its course.  As outlined in 

Chapter 2, the practice of physical therapy in Ireland is not currently controlled by state 

registration.  This means that anyone can set themselves up as a physical therapist.  

Notwithstanding this, there are some controls on practice that relate to safety and insurance.  

Established practitioners seek public liability and professional indemnity insurance in order 
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to guarantee the safety of the patient and to safeguard against prosecution should any 

incidents occur.  

The increasing establishment of the physical therapy profession in Ireland is demonstrated by 

the coverage of physical therapy treatments by Irish health insurance companies.  In the 

2000s, positive consumer experiences of physical therapy and the resulting consumer demand 

for insurance coverage prompted insurance companies to cover physical therapy treatments.  

Beginning with Hibernian Aviva, followed by BUPA (now Quinn Healthcare) and VHI, all 

the major Irish health insurers now cover physical therapy treatments.  In addition, physical 

therapy treatments can be claimed for tax relief (www.revenue.ie). 

Physical Therapy services are covered by numerous Irish Insurance companies and 

treatments are frequently reimbursed by insurance providers.  There is significant variation 

between individual plans, however, and the specifics of coverage are subject to frequent 

change. The figures listed in Box 8 below were accurate at the time of writing; however 

coverage should be confirmed by individual insurance companies according to each 

individual plan.   
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Box 8: Insurance Coverage for Physical Therapy 

VHI VHI classifies Physical Therapy as a Complementary and Alternative Medicine or 
‘services not in accordance with the definition of medically necessary’.  Physical Therapists 
eligible for benefit include: members of the Register of Physical Therapists of Ireland; the 
Irish Association of Physical Therapists and the Irish Institute of Physical Therapists.  
Insurance coverage and reimbursement services vary significantly for different plans, and 
VHI recommends that each individual contacts VHI directly to discuss individual coverage.  
Reimbursement runs from €13- €40 per session, subject to an annual excess, and limited to a 
specific number of sessions per year in combination with other CAM treatments such as 
acupuncture, osteopathy, chiropractic treatment, or reflexology. Example coverage includes: 
Life stages Forward Plan 1 covers 7 sessions per year with a reimbursement of €25 per 
session (in combination with the other CAM treatments listed above). 

HIBERNIAN HEALTH  Hibernian Aviva offers two ‘Day-to-Day’ plans which cover 
Physical Therapy treatments; these can be added onto their hospital plans.  Physical Therapy 
appointments must be carried out with registered practitioners in the following associations: 
Association of Neuromuscular Therapists (ANMT); The Irish Association of Physical 
Therapists (IAPT); Register of Physical Therapists of Ireland and Irish Institute of Physical 
Therapists.  Example coverage: Day-to-Day A offers 3 sessions per year, up to 50% back to a 
limit of €30 per session in combination with other CAM treatments.  Day-to-Day 50 offers 8 
sessions per year, up to 50% back to a limit of €25 per session in combination with other 
CAM treatments.  

REVENUE According to rules of the Revenue Commissioner, physical therapy treatments 
performed by a qualified physical therapist qualify as a ‘medical treatment’, and thus may 
qualify for VAT exemption.  Tax relief for physical therapy services is possible by 
submitting a MED 1 form along with a letter from a doctor stating that the patient was 
referred for services. Treatment costs (minus any monies reimbursed by a health insurance 
company) could then be offset against taxable income.  The MED 1 form can be used to 
claim tax relief for physical therapy treatments.  

GROUP SCHEMES  Coverage of physical therapy treatments is also frequently 
included in group schemes; however there is some inconsistency in this area. For example, 
physical therapy services are covered in the Garda group scheme, however not in the GAA 
policy. It should be noted however, that the lack of coverage in the GAA scheme is not GAA 
policy, but rather an economic decision taken by the health insurer. Thus this lack of 
coverage should not be interpreted as a rejection of physical therapy by the GAA.   
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Some points to note: 

In a recent newspaper article ("IAPT chief clarifies position," 2010), the Chairman of the 

IAPT clarified their position over a ‘disappointing decision [by the GAA] to withdraw 

reimbursement cover for players who sustain injury’.  He states that ‘only Physical Therapists 

registered with the IAPT qualify for reimbursement with the major health insurance 

providers’.  From the information outlined above, this does not appear to be entirely accurate.  

Although it may be true that some insurance providers only recognise MIAPT this is not true 

for all.  The insurance providers listed above also cover: members of the Register of Physical 

Therapists of Ireland; the Irish Institute of Physical Therapists; and the Association of 

Neuromuscular Therapists (ANMT).  Little information is available regarding the Register of 

Physical Therapists and who it represented.  The Irish Institute of Physical Therapists 

represents therapists trained at the Irish Institute of Physical Therapies in Cork, and the 

Association of Neuromuscular Therapists represents those trained at the National Training 

Centre.  More information regarding these schools is available below. 

 

QUESTIONS: 

For the purposes of insurance, physical therapy is classed as Complementary and 

Alternative Medicine. Do physical therapists want to be classed under this term? 

3. Differences to other Related Professions 

 

There are several healthcare professions which overlap with Physical Therapy, for example 

physiotherapy, sports therapy and massage.  It is useful to briefly review the similarities and 

differences between Physical Therapy and these other professions to illustrate Physical 

Therapy’s unique approach to bodily health and wellbeing. 
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Training 
Providers 

Qualification Training and Entry 
Requirements 

Clinical 
placement 
requirements 

Work sector Conditions / Populations Treated Modalities Used 

Physical 
Therapy 

IPTAS 
 

Ordinary Bachelor 
Degree. HETAC Level 7. 
BSc Degree in Applied 
Health Science and 
Professional Diploma in 
Physical Therapy 

3 year extended 
pathway degree 
course.  Fee paying. 
 
1500 hours total 
learner effort each 
year.   

Year 1-5 credits 
Year 2-15 
credits 
Year 3-20 
credits, equates 
to over 1000 
hours over the 
degree. 

Private. 
Covered by 
private health 
insurance. 

For example: 
Sports injuries, Back pain, Neck pain, 
Shoulder problems, Whiplash, Stress-
related conditions,  
Tension headaches, Joint strain, 
Tennis elbow, Frozen should, Fallen 
arches 

Assessment, management 
and treatment of pain, 
disease or injury by 
manual palpation, soft 
tissue manipulation and 
rehabilitation. 

Irish 
Institute 
of 
Physical 
Therapies 

Diploma in Physical 
Therapy/Sport Injury, 
awarded by The Northern 
Institute of Massage, 
Manchester. 

13 weekends. 
 

100 clinical 
hours 

Private. 
Covered by 
private health 
insurance 

Not stated Advanced massage 
techniques. 
Muscle Energy 
Techniques. 
Electrotherapy. 

National 
Training 
Centre 

National Qualification 
(Certificate) in 
Neuromuscular and 
Physical 
Therapy 

Evening or weekend 
classes equating to 
~450 hours over 15 
months. No formal 
education 
requirements for 
entry. Fee paying. 

Not clear from 
prospectus. 
States no work 
experience is 
required. 

Private. 
Covered by 
private health 
insurance. 

Treat ‘everyday’ pain and injury such 
as back ache, restricted range of 
movement, chronic pain and muscular 
discomfort. Treatments aim to relieve 
and eliminate pain, injury and 
dysfunction in muscle and soft tissue. 
Usually self employed as sole traders, 
in multi-disciplinary clinical team, or 
with a variety of sporting teams or 
sport organisations 

Myology. Soft Tissue 
Release. Muscle Energy 
Techniques. Trigger Point 
Techniques. 
Neuromuscular 
Techniques. Positional and 
Myofascial release. Sports 
Massage. 

Physio 
therapy  

TCD, 
UCD, UL, 
RCSI 

Honours Bachelor Degree 
in Physiotherapy. 
HETAC Level 8.  
Awarded by Universities. 

4 year full time 
degree course  

Included, but no 
detail on 
number of hours 
in prospectus. 

Typically public 
sector, but can 
also be private. 
Covered by 
private health 
insurance. 

Respiratory and neurological illnesses, 
gynaecology, oncology, rheumatology 
and burn injury. Rehabilitative 
services within hospitals; In-patient 
and out-patient public health service in 
hospitals basis; HSE community 
physiotherapy service; local healthcare 
clinics; private practices. 
 

Exercise Therapy; 
Electrical and radiological 
modalities 
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Training 
Providers 

Qualification Training and Entry 
Requirements 

Clinical 
placement 
requirements 

Work sector Conditions / Populations Treated Modalities Used 

Athletic 
Therapy/ 
Sports 
Rehabilitation 

DCU 
 B.Sc. in 
Athletic 
Therapy 
and 
Training. 

Honours Bachelor 
Degree. HETAC Level 8. 

4 year full time 
degree course. Entry 
via CAO. Points were 
480. 
Require OC3 or HD3 
Maths and OC3 or 
HD3 in one of 
Physics, Chemistry, 
Biology, Physics with 
Chemistry or 
Agricultural Science. 
Transfer applicants 
from Level 6 or 7 
sometimes accepted.  
Mature students may 
apply through CAO. 
 

DCU – clinical 
placements 
modules in year 
2, 3 and 4. Also 
3-5 months 
experience in 
clinical setting 
in year 4. 

Not stated, but 
will be private 

Career prospects include working with 
sports injuries clinics, sports clubs and 
teams, national governing bodies of 
sports associations, health and fitness 
centres and being a self-employed 
athletic therapists and trainer.  
Preventing, treating and rehabilitations 
injuries in sport and physical activity 
arenas.  

Not stated. 

IT Carlow 
B.Sc. in 
Sports 
Rehabilita
tion and 
Athletic 
Therapy 
 

Honours Bachelor 
Degree. 
HETAC Level 8 

IT Carlow launched 
new course in 2010 
They require maths at 
OD3. Mature students 
assessed on 
individual basis. 

IT – clinical 
placement in the 
final year 

Not stated, but 
will be private  
 

Focus on musculo-skeletal. 
Support medical and paramedical 
professions in rehabilitation of injured 
individuals. 

Massage. Orthotics and 
strapping. Isokinetics. 
Rehabilitation. Fitness 
training.  
Strength and conditioning. 

Massage 
Therapy  

Irish 
Institute 
of 
Physical 
Therapies 
 
 

Certificate in Remedial 
Massage, awarded by The 
Northern Institute of 
Massage, Manchester.  
 

10 weekends. Not stated. Private. Not stated Massage. 
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Training 
Providers 

Qualification Training and Entry 
Requirements 

Clinical 
placement 
requirements 

Work sector Conditions / Populations Treated Modalities Used 

Manipulative 
Therapies/ 
Other 

Irish 
Institute 
of 
Physical 
Therapies 

Diploma in Manipulative 
Therapy, awarded by The 
Northern Institute of 
Massage, Manchester. 

28 weekends over 3 
years. 

Clinical hours 
included but 
how much?? 

Private.  Muscle energy techniques. 
Connective tissue 
manipulation. Soft tissue 
release. Rehabilitation 
exercise programs. Spinal 
manipulation. 

National 
Training 
Centre 

Higher Diploma in 
Neuromuscular Therapy. 
Awarded by College of 
Complementary 
Medical Education 

14 modules delivered 
in 16 x 3 day sessions 
over 2 years. 
Postgraduate program 
- exclusively for 
qualified bodywork 
therapists e.g. 
doctors, dentists, 
Rolfers, osteopaths, 
occupational 
therapists, certificate 
level neuromuscular 
therapists, 
orthopaedic sports 
massage therapists, 
physiotherapists, 
chiropractors.  
Fee paying. 

Not clear from 
prospectus. 

Private. 
 
Aims to be first 
point of call for 
referral from 
certificate level 
therapists and 
general medical 
practitioners. 
 
Covered by 
health insurers 
when therapist is 
a member of 
the Association 
of 
Neuromuscular 
Physical 
Therapists 
(ANMPT). 
 

Variety of soft tissue conditions, TMJ 
dysfunction, spinal problems, 
lymphatic and respiratory conditions. 
A focus on myofascial pain, advanced 
trigger point syndromes and general 
musculoskeletal problems. 

Rehabilitation sequencing. 
Hands-on skills. Cranial 
manipulation. Intra-oral 
tissue release. Add on 
courses in Dry needling 
and Frequency Specific 
Microcurrent 
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3.1 Aspects of IPTAS Course Different to Others 

 

• The approach of using an interview contrasts the student selection of physiotherapists 

because of the strong emphasis on interpersonal skills. Whereas physiotherapists are 

admitted to the programme based on Leaving Certificate points alone, the selection 

into the IPTAS course places a strong emphasis on interpersonal skills.  Written and 

oral communication skills are evaluated through the personal statement and the 

interview.  Good listening skills and warmth in personality are viewed as key qualities 

for a successful therapist.  Interpersonal skills are also a key component of the IPTAS 

course more generally.  

• The extended pathway model which allows you study while you earn, has made this 

profession accessible to mature students from a wide variety of backgrounds and a 

broad range of ages. Some come to us as mature students with no more than a 

Leaving Certificate and others only after gaining their primary degree. For still others 

the course is a chance to re-train and perhaps fulfil a lifetime ambition of working, or 

becoming self-employed, in a caring profession. Gaining a formal recognition is 

rightly a priority for students returning to education. 

• There is a perception that because the course is run at weekends, it is not at the same 

level as other programmes.  HETAC have approved the workload and time allocation 

at the same level as full-time courses in Level 7. 

• The amount of clinical practice required by IPTAS far exceeds that of any other 

course bar physiotherapy.  Although the exact amount is not evident in the table, it is 

well known that physiotherapists undergo significant clinical practice during their 

training.  Interestingly, physiotherapists have very limited exposure to private practise 

in their training whereas physical therapy focuses exclusively on clinical training 

within private practise.  In the opinion of IPTAS this means that graduates are better 

prepared for the workplace. 

• There are clear differences between the IPTAS course and others that train ‘physical 

therapists’ – IPTAS requires more contact hours, more clinical practice time and has 

external recognition of the qualification.  Although some other courses are linked with 

UK bodies/schools that award their Diplomas, discrepancies between the legal basis 



 

88 

 

for regulation of healthcare in the UK and Ireland mean that these UK bodies/schools 

are prevented by law from making the same award to their own students.  The IPTAS 

Degree is awarded by HETAC, the recognised body for non-university qualifications 

in Ireland. 

• There are also clear differences with between the IPTAS course and the physiotherapy 

degrees.  Physiotherapy covers a wider range of conditions.  Physical therapy focuses 

on musculo-skeletal conditions.  Within this, the IPTAS course provides a more hands 

on approach.   

 

3.2 Osteopathy and Chiropractic 

 

The Osteopathic Council of Ireland (OCI) has been incorporated and fully operational since 

January 2009.  According to their website, the OCI are developing a working relationship 

with the Health and Social Care Professionals Council, through which they aim to be 

regulated by 2011.  In the UK osteopathy is an officially registered medical practice and it is 

illegal to practice without being registered with the General Osteopathic Council (GOsC). 

Currently to register as an osteopath in the UK, one must complete one of the courses 

recognised by the GOsC. All members registered with the GOsC have undertaken approved 

courses in the UK, including many accredited osteopaths who are now practicing in the 

Republic of Ireland. 

A new course, a Higher Diploma in Osteopathic Medicine is being offered at the National 

Training Centre and the Irish College of Osteopathic Medicine. This is a 5 year course for 

those new to bodywork (Entry requirements Leaving Certificate or equivalent with a 

minimum of OB or HC in a science subject, preferably Chemistry) or a 3 year postgraduate 

course available for Nurses, Chiropractors, Doctors, Physiotherapists, HDip Neuromuscular 

Therapists or Physical Therapists.  The course has been described as a Masters course, 

equating to Level 9 on the National Framework of Qualifications.  However it is unclear who 

awards the Diploma currently, or whether any contact has been made with HETAC regarding 

accreditation. As osteopathy is an all-graduate profession in the UK, students who gain the 

Diploma would not be eligible to gain entry to the GOsC.  
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There are no chiropractic courses in Ireland. Students may study a 4/5-year course in either 

England or Wales. Following college, students are required to spend one year working and 

training under a practicing chiropractor that has held his/her license for five years or more. 

This training can be completed in Ireland.  At the moment there is no national regulatory 

system for chiropractors in Ireland but only chiropractors with internationally recognized 

qualifications can join the Chiropractic Association of Ireland (CAI), the country's 

voluntary, self-regulatory body. 
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3.3 More Detailed Comparison with Physiotherapy 

 

Physiotherapy is often thought of as a rehabilitation discipline, but it includes healthcare 

activities that fall outside of this remit such as wound care, cardiopulmonary intervention, 

preventive interventions and patient/client education (Scott, 2002).  With this distinction 

made, perhaps physical therapy can be more correctly described as rehabilitative? 

Athletic therapy and training have sought to make this distinction:  “Physiotherapy is a broad 

based health care profession that not only addresses musculoskeletal care of the physically 

active but also deals with a number of diverse medical fields, including oncology, obstetrics, 

gynaecology, paediatrics, rheumatology, respiratory and neurological illnesses and burn 

injury.  In contrast Athletic Therapy and Training specialises in musculoskeletal injuries 

related to physical activity.  Such specialisation allows students of Athletic Therapy and 

Training to examine this area in much greater detail than a student of physiotherapy” 

www.dcu.ie 

 

The definition of physical therapy according to the IAPT during the title debates(O'Sullivan, 

2004):  

“Physical therapy is defined as the treatment of pain, disease or injury by physical 

therapeutic measures as opposed to medical, surgical or radiological measures.  This 

definition aptly applies to and encompasses the assessment, management and treatment 

approach employed by Physical Therapists registered with the IAPT.  The title clearly 

reflects the nature of the assessment and treatment approach undertaken by our members, 

incorporating a wealth of scientific and manual assessment as well as the skilful integration 

of a wide variety of physical therapeutic measures for the safe and effective restoration of 

balance and function to the musculoskeletal system”. 

 

The definition of chartered physiotherapy according to the ISCP during the title 

debates(O'Sullivan, 2004):  
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 “Physiotherapy is a health care profession with an emphasis on analysis of movement based 

on the structure and function of the body and the use of physical approaches for the 

promotion of health and the prevention, treatment and management of diseases and 

disability.  Physiotherapy as a profession in health care examines, assesses, plans and 

implements treatment programs, monitors and evaluates patient responses, counsels and 

advises patients and carers.  

Physiotherapists work in both the private and the public sector in Ireland.  Traditionally, 

physiotherapy has been a hospital-based service, providing care for in-patients and out-

patients.  Physiotherapy as a profession covers many areas of specialisation which range 

from respiratory care in the acute medical setting, to sports and fitness evaluation and 

training.  The treatment of neurological conditions, both developmental and acquired, forms 

an important part of physiotherapy in the hospital, clinic and community setting.  

Orthopaedic, rheumatological and musculo-skeletal conditions are treated in most out-

patient departments.  In recent years, many more physiotherapists have been employed in the 

community by some health boards where they mainly provide a service for the very young 

and very old.” (O'Connell, McLoone, & Smith, 2000). 

 

The key components of the skills of physiotherapists were highlighted by the ISCP to the IPA 

during the title debate (O'Sullivan, 2004).  The skills and scope of practice of 

physiotherapists relate to the following: 

• Diagnostic and research skills. 

• Close contacts with GP’s and medical systems. 

• Comprehensive training. 

• Specific expertise, for example spinal manipulation, where knowing when to 

manipulate and when not to is important. 

• Strict professional etiquette, covering issues such as not stealing clients from another 

physiotherapist. 

• Scientific knowledge, differential diagnosis, critical reasoning and capacity for 

appraisal. 
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• Recognition of limits. 

• Evaluative, diagnostic, consultative and therapeutic skills. 

• First contact and autonomous practitioners. 

• Fully responsible, covered by insurance within their own area of competence. 

 

4. Summary and Questions to Consider 

 

In summary, physical therapy and physiotherapy treat similar conditions but with differing 

approaches. The main emphasis in physical therapy is on deep massage and joint movement 

carried out by the physical therapist, often in a series of sessions, while physiotherapy focuses 

on exercise therapy. Another key difference is physiotherapy’s use of electrical and 

radiological modalities in its treatment practices such as inferential, ultrasound, tens and laser 

treatments. Physical Therapy does not use such modalities. 

Although there are significant areas of overlap between physiotherapy and Physical Therapy, 

there are also important differences in the types of conditions they treat. Physiotherapy 

training covers diverse medical topics such as respiratory and neurological illnesses, 

gynaecology, oncology, rheumatology and burn injury which Physical Therapists do not treat. 

However because Physical Therapists solely focus their training on soft tissues and 

musculoskeletal health, the training they receive in this area is potentially more in-depth than 

that of physiotherapists.  

Traditionally physiotherapists have been based in rehabilitative services within hospitals.  

Physiotherapy services delivered through the public health service are generally provided in 

hospitals (Children, 2009). This may be on an in-patient or out-patient basis.  The Health 

Service Executive provides only a limited community physiotherapy service.  Although other 

services are often available through local health care clinics or private practices, 

physiotherapists are typically employed within hospital settings.  In contrast, physical 

therapists work exclusively in the private sector.  Relative to the work typically undertaken 

by physiotherapists, Physical Therapists are trained with a view towards longer client 
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consultation and, because of the particular speciality of soft-tissue manipulation and expertise 

in manual skills, a more holistic and hands-on series of treatments.   

Another key difference between Physical Therapy and physiotherapy relates to how students 

are trained in the area of consultation and communication skills.  While physiotherapy course 

focuses on an engagement with academic literature, physical therapists’ strength lies in the 

emphasis on consultation and treatment skills.  Physical Therapy training focuses on 

consultation skills beginning in the first year.   

Some of these differences stem from the professional values around health and client-

centeredness that IPTAS embodies.  IPTAS shares its vision of health with that of the 

Department of Health and Children, as portrayed in its health strategy - Quality and Fairness: 

A Health System for You (Department of Health and Children, 2001). It defines health as ‘a 

complete state of physical, mental and social well-being and not merely the absence of 

disease or infirmity’. ‘Health gain’ in relation to ‘improvements in the quality of life’ is the 

primary aim of the physical therapist, who focuses on both the prevention and treatment of 

musculoskeletal problems.  In the concept of client-centeredness, there is shared decision–

making; clients and therapists work in partnership in planning treatments and evaluating 

progress. While clients have greater control, they also take greater responsibility for their 

own health. This differs from the more traditional model of health and is based on earning 

clients’ trust. Guaranteeing quality care is how trust is achieved.  

 

 

QUESTIONS 

Should MIAPT and graduates of IPTAS advertise more widely their distinction from 

others calling themselves physical therapists? 

Should Physical Therapists advertise more widely their distinction from 

Physiotherapists? 

Should Physical Therapists engage in a joint advertising campaign? And should 

Physical Therapists initiate contact with the ISCP to facilitate this? 

Is ‘certified physical therapist’ an acceptable title to differentiate from ‘chartered 

physiotherapist’? 
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Chapter 4: Is Regulation the Future for 

Physical therapy in Ireland? 
 

 

1. Introduction – Rationale for Regulation 

 

It is well understood in sociology that nonconformist movements often mimic what they 

seek to change.  It might be argued that physical therapy in Ireland has done this.  Its roots lie 

in offering something different – a hands-on, patient-centred, holistic approach where one did 

not exist.  The present image of physical therapy is somewhat different – an occupation 

defined in scientific terms, competing on a par with established healthcare forms such as 

physiotherapy.  A natural next step in the future of physical therapy might be to seek state 

registration for itself.  This is a question for physical therapists and members of the 

professional association to decide and lead on.  This chapter provides relevant information 

and periodically asks questions for physical therapists to consider in this process. 

 

1.1 What is regulation? 

 

 “ A ‘Regulated Profession’ – a professional activity or group of professional activities, 

access to which, the pursuit of which, or one of the modes of pursuit of which is subject, 

directly or indirectly, by virtue of legislative, regulatory or administrative provisions to the 

possession of specific professional qualifications; in particular, the use of professional title 

limited by legislative, regulatory or administrative provisions to holders of a given 

professional qualification shall constitute a mode of pursuit”.     

      EU Directive 2005/36/EC (7 September 2005) 

“Regulation is the sustained and focused control exercised by public agency over activities 

that are socially valued”    Selznick, 1985, cited by O’Sullivan 
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Regulation is a form of accreditation of professionals by the State. Some of the key 

terminology of regulation is outlined below (Mowbray, 1995): 

• Accreditation: the action of accrediting, leading someone to be ‘accredited’ or 

‘furnished with credentials; authoritatively sanctioned’.  Credentials are ‘letters or 

written warrants recommending or entitling the bearer to credit or confidence’  

•  Accredited: ‘officially recognised (persons); generally accepted, orthodox (beliefs)’ 

… in this area, understood to mean some form of official approval to practice through 

having met certain standards or having fulfilled certain requirements. 

• Registration: ‘the act of registering or recoding’, in this area registering those with the 

required credentials. 

• Laws that forbid people from practicing without a licence are called ‘licensing laws’ 

or ‘mandatory licensing’, or ‘practice acts’.  In the UK these are also called 

‘functional regulation’ or ‘registration’ 

• Laws that only forbid the use of titles are called ‘certification laws’, ‘permissive 

licenses’ or ‘title acts’.  In the UK these are called ‘title protection’, ‘indicative 

regulation’ or ‘registration’. 

• Both types are frequently referred to as ‘licensing’ or ‘licensure laws’ or ‘statutory 

regulation’ or ‘statutory registration’ in the UK and Ireland. 

• Laws that make registration mandatory, but don’t require certain standards to be met 

are also called ‘Registration laws’. 

In Ireland, the government has used the term ‘state registration’ to refer to the laws in the 

Health and Social Care Professionals Bill.  This includes title protection for the named 

professions.  It is not clear whether it can also be considered to be a practice act, because the 

registration boards are not fully operational.  Their remit includes approving or withdrawing 

approval for education and training programs, therefore this might influence the scope of 

practice. 

There are two broad approaches to the area of regulation of professions. 

1. Statutory regulation is a system whereby each individual member of a profession is 

recognised by a specified body as competent to practice within that profession under a 
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formal mechanism that is provided for by law. Unlike systems of voluntary 

regulation, it is a legally binding process: all persons wishing to practise must be 

registered, and can be prosecuted for practising if not registered. 

2. Voluntary self-regulation is a system where the profession itself self governs. 

Voluntary self regulation, when administered by a single, professional body, is often 

thought to be enough to protect the client and to organise practitioners. Provided a 

profession has all the self-regulatory mechanisms in place, it can prove as effective as 

statutory registration. (National Working Group on the Regulation of Complementary 

Therapists, 2005) 

 

Currently, physical therapy undertakes a form of voluntary self-regulation through the 

IAPT.  The major advantages of voluntary self-regulation include a commitment to own 

rules, well-informed rule-making and low cost of government. There are potential 

weaknesses to this type of system for example having self-serving rules, complex rules or 

weak enforcement of rules or complaints procedures.   The best voluntary regulators will 

have the following safeguards (according to Barnett, 2002):  

1. A set of validated, and accredited, educational and training standards, which 

ensures practitioners are fit to practice, and minimum standards have been defined 

and accredited. 

2. A code of practice and ethics, that at least covers the legal obligations of 

practitioners, the treatment limitations that a particular therapy can claim to offer, 

expected professional conduct towards patients, how therapists relate to medical 

practitioners and what kind of information should be given and what kind of claims 

made with patients.  Typical good practice includes: keep good records, preserve 

patient confidentiality, have decent premises, advertise services and fees in a 

reasonable fashion and deal with patient complaints properly.  

3. A complaints procedure, which should be accessible, fair and effective; well-

publicised and free for complainants to use; easy to make and dealt with as swiftly as 

possible. 
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4. Disciplinary procedures, e.g. suspension or removal of practitioner from the register.  

This should be open; it should be clear the practitioners can be disciplined if they fail 

to comply with code of practice and ethics. 

5. A requirement for indemnity insurance against malpractice or negligence claims.  

 

QUESTION: How do the IAPT safeguards compare to this standard? 

1.2 Reasons for and against State Registration 

 

Increasingly, members of the different associations and organisations involved in 

complementary therapies have sought state recognition for two distinct reasons: 

1. To ensure that the public is protected against those who do not have the same 

examination standards and membership qualifications, and 

2. To protect the rights of those who have achieved certain levels of competence against 

those who are unqualified. (Dimond, 1998)  

There is a narrow line to be drawn between the right of a citizen to practice in an area where 

he or she feels that a benefit can be offered to other people and the requirement that society 

protects those who are vulnerable to exploitation (Dimond, 1998).  Polarised opinions exist 

on whether state regulation is advantageous or disadvantageous for both the public and for 

the professions themselves.  Some of these are outlines in Table 4 below.  



Table 4: General Arguments For and Against State Regulation of Professions 
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General Arguments For Regulation General Arguments Against Regulation 
Economic benefits…  
The Bacon report states that “regulation becomes desirable 
when the costs of the regulation are less than the costs that 
would exist in an unregulated market” (Bacon & Associates, 
2001).  For example, problems in a free market might relate to 
difficulties in ensuring high standards of training.   

In contrast, the costs of regulation might exceed the costs of having a free 
market.  
Also, some say that market forces should determine who offers what health care 
services, and that this would result in lower health care costs. (Ellis, 1999). 
 

Remedy ‘disorder’ in the field… 
Reduce fragmentation in the field, put ‘the house in order’, 
standardise and communicate that there are decent standards of 
practice… 
Practitioners currently have common-law freedom to practice, 
but to keep it they must ‘put their house in order’. 
 
 

Opposing view… the field is not disordered; it is diverse, decentralised, 
deregulated, grass roots and fostering emergent order rather than requiring order 
to be imposed upon it. 
Stone and Matthews (barrister and lawyer/complementary healthcare 
practitioner), 1996, cited in Adams 2010, say that “the highly individualized, 
intuitive and whole-person approach central to holistic complementary therapies 
is not amenable to the degree of certainty, objective assessment, and 
quantification required for the efficient operation of existing legal mechanisms.” 

Form a profession of an occupation… 
Harmonise the ‘cacophony of one-man bands’ 
Goal of a statutory register is a means and an end towards 
professionalization. 
A profession has a definite status and legality. There is official 
recognition. 
Professionals acquire knowledge above that of a layman, and 
sometimes act in an agency role for their clients. 
 
 
 
 
 

Opposing view… 
Physical therapy might be considered as different to other ‘professions’ because 
physical therapist’s skills are to do with people, and dealing with people as 
people, rather than people as things… so they are different to an architect for 
example. The physical therapy consultation is about teaching and learning 
adaptations to life as well as giving a hands-on treatment. The individual’s 
contribution is part of the process - the therapist cannot act as an ‘agent’ for all of 
the process.  The medical professions and other well known regulated profession 
(accountants, solicitors and architects) are people who give advice and carry out 
actions on behalf of their clients. Their professional status assures the client of 
their authority and competence to act without the client being knowledgeable or 
fully involved – this is not the case for humanistic practitioners, who act with a 
patient or client-centred ethos.   
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General Arguments For Regulation General Arguments Against Regulation 
Continued from previous page… 
 

Continued from previous page… 
 
MIAPT and those trained through IPTAS sign up to a client centred approach.  
This reiterates the question of defining whether physical therapy wishes to be 
judged and perceived under the medical model or under a holistic model where 
individual uniqueness is central to each treatment. 
 
Practitioners would pay to be under the control of an independent body, under 
the approval of the State.  In a sense, professional autonomy is removed or 
reduced. 

Protect the public from dangers and abuses… 
This is the standard justification for regulation. 
Good government in a democratic society must serve the best 
interested of the vast majority of people 
Standard stimulus = safeguard the public, standard reflex 
response = registration. 
 
 “Without proper legislation and protection of title within the 

field of complementary medicine, the consumer is always likely 

to be short-changed” (Barnett, 2002).  Ideally, each therapy 
should have a single registering body, and consumers should be 
able to trust a practitioner’s registration with such a body as 
proof that they are reputable.  
 
 
 
 

Opposing view… 
Rarely, if ever, does a legislature license an occupation as a result of complaints 
raised by the public or specific consumers of the occupation’s services 
(Mowbray, 1995).  It is much more likely that the profession itself initiates the 
process. 
Evidence with respect to the level of danger is usually absent; both with regard to 
the scale and severity of the risk to the public, and the reduction of risk that can 
be expected to ensue from statutory registration.   
The correlation between regulation and competency or ethical behaviour has not 
been established. 
There are potential harmful side effects for the public…. 
Registration is sometimes seen as anti-competitive, particularly when the 
profession itself has control over the supply and scope of practice (Ellis, 1999).   
It is also sometimes claimed that the risk of injury is so low that the cost of 
administering regulation outweighs the public benefits. 
Unless the regulatory body is independent, the interests of the public are not 
served – only the interests of the profession. 
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General Arguments For Regulation General Arguments Against Regulation 
Continued from previous page… 
Protection of the public is achieved by  

(i) By restricting entry to the profession – excluding 
incompetent practitioners 

(ii) Disciplinary actions – restraining delinquent 
practitioners 

(iii) Preventing unlicensed practice or title usage – curbing 
the charlatan 
 

Continued from previous page… 
Adams (2010) states that it is easy to argue that pressure towards regulation of 
complementary approaches is to being about better care for people.  The reality is 
more complex, not least because the tight regulation of medicine and nursing has 
not eliminated poor practice and misconduct.  Tighter controls do not always 
have the desired effect.  People are increasingly resistant to institutions (such as 
religious orders or political regimes) that enforce ways of thinking and ways of 
behaving.  Many rebel against such ‘nanny state’ approaches.  
 

Defence strategy for practitioners  
Sometimes occupations choose to pursue registration because 
of external forces, for example:   

(i) impending restrictions from the government induce a 
pre-emptive reaction  

(ii) impending restrictions sponsored by other professional 
groups (such as physiotherapists) induce a pre-
emptive reaction (we better ‘get in on the act’ so 
that we don’t get left out) 

 
Mowbray (1995) states that ‘laws in this area are nearly always 
initiated either by the occupation itself or by a rival group’.  He 
goes on to say that superior or rival professional groups may 
initiate ‘hostile’ licensure to curtail the development of a rival 
profession. This usually happens in an occupation with hazy 
limits, or which overlaps with another profession.  This clearly 
describes what has occurred with the attempted title protection 
of physical therapy. 

Usually, it is more likely for pressure to regulate to come from the profession 
itself rather than the government.  Although the HSPC create the impression that 
regulation is inevitable for all health professions, the likelihood that government 
takes the initiative is very low.  In the case of the Health and Social Care 
Professionals Bill in Ireland, the government were very much led by the 
professions.  The process began with a labour court case taken by the 
professions. Throughout the process, the language used was very amenable to 
what professions wanted.  This suggests that impending governmental 
interference is unlikely, particularly in the area of complementary therapies, 
where the field is so diverse and complicated.  
If Physical therapists seek registration for themselves, they could also be seen as 
‘hostile’ and exclusive to other auxiliary professions in the field.  
Hidden agenda of professions… 
“Professions seek a monopoly over an area of economic activity supposedly to 
protect the public from incompetent practitioners (‘non-malfeasance’) but have in 
practice tended to become perpetually over-concerned with the establishment of, 
the protection of, and the enhancement of their own social status and economic 
position” (Mowbray, 1995). 
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General Arguments For Regulation General Arguments Against Regulation 
Continued from previous page… 
There is a risk that restrictions will be placed on the practice of 
physical therapy, or the use of the title in the future, thus 
seeking registration for physical therapy as a defence strategy. 
 
Adams (2010) argues that the closer that therapies are to 
claiming to treat a wide range of health problems and disorders, 
that is, to being complete systems of medicine, the more of a 
threat they present to conventional medicine, and the more 
likely they are to need the protection of statutory recognition or 
regulation.  
 
Regulation means that the scope of registered professions could 
be safeguarded within a legal framework.  
 

Continued from previous page… 
“Why should a ‘profession’ be regarded differently from other occupational 
groups and allowed special privileges, such as protected titles and practices and 
yet be exempt from the application of monopoly laws and, more often than not, 
retain effective control of the systems intended to regulate it?”(Mowbray, 1995) 
 
“Professions tend to occupy an ‘agency’ role, doing things for their clients on the 
basis of an elaborated body of knowledge that their clients would not have the 
time, capacity or inclination to master.  However the same might also be said of 
an electrician or plumber”.  The profession’s knowledge base tends to be highly 
theoretical and academic and is usually on the basis of a university degree.  
Professions with a less academic background tend to have a lower status – and 
income potential – and may be supplementary or under the aegis of another 
profession as for example nursing is to medicine.  The income potential over a 
lifetime exceeds the cost of training.  There are overtones of social class – e.g. 
medicine and law have come to occupy the upper reaches of the occupational 
class system in terms of perceived status.   
Usually supposed that one of the distinguishing features of the professions is that 
members are less motivated by profit-maximisation and more by altruistic 
considerations of public welfare, as evidence by their codes of ethics…. But… 
“In return for a monopolistic right of practice, there is a reciprocal commitment 
to admit only individuals of proven competence, to insist on the observance of an 
ethical code of conduct, and to protect the public against bungling and extortion. 
In virtually every profession, however, disciplinary enforcement is virtually 
nonexistent. The little enforcement that is applied does not act as a deterrent and 
is often done to protect the reputation or economic interest of the group rather 
than protect the public from harm” cited on p. 29 of Mowbray. 



 

102 

 

What constitutes good and bad regulation and the issue as to whether regulation is in 

fact desirable is debatable, because different disciplines have different agendas.  Economists 

are keen to limit regulation to the correction of market failure.  They prefer regulatory 

interventions that limit free competition as little as possible.  Political scientists place 

importance on the political processes by which prices and standards are set. They emphasise 

the importance of elements such as transparency and accountability.  Legal approach demand, 

first and foremost, that all cases be treated equally before the law (Saltman, Busse and 

Mossialos (2002) p.60 cited in (O'Sullivan, 2004).  In order to ensure all are satisfied, a 

blended approach is required.   

Evidence of different agendas and an example of an anti-regulation opinion can be seen in 

the response of the Competition Authority to the draft stage of the Health and Social Care 

Professionals Bill.  The Competition Authority submitted a report to the DOHC, addressing 

the fundamental question as to whether the introduction of a statutory registration system was 

justified (Competition Authority, 2001).  They examined and queried the benefits proposed 

by the Minister from a state registration system, as summarised below: 

1. Public Protection: the legislation will provide guidance and protection of the public 

so that they are confident that the professional providing the service is properly 

qualified and competent.  The Competition Authority is mostly interested in private 

practice, since this is where competition issues arise.  However since the Bill will 

apply to both public and private practice, they comment that the necessity of 

registration to professions who operate mainly in the public sector is questionable.  

The State, as the employer, is in an ideal position to specify the employment and 

qualification requirements it wishes to impose on its employees. 

2. Sanctioning Professional Misconduct: the legislation will protect the professions 

themselves from actions of a minority who breach ethical codes of practice and bring 

the profession into disrepute.  The legislation will provide a system that allows for 

investigation of any allegations of incompetence or misconduct and disciplinary 

action to be taken.  The Competition Authority notes that no examples are given of 

type of misconduct covered.  They are concerned that the legislation might be self-

serving i.e. that the professional associations may use it to dissociate themselves from 

cases which attract negative publicity. Also, misconduct may be construed to 

practices the profession feels are ‘undesirable’ but in competition terms these may be 
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very desirable, e.g. freedom to advertise, compete on price, deal with customers of a 

colleague, etc..  Professions have been known to favour such practices, for example 

for many years Chartered Physiotherapists in the UK were forbidden to advertise in 

the lay press.  The Competition Authority also notes that if the professional is an 

employee, it is the employer’s responsibility to take disciplinary action.  If the 

professional is self-employed, there is a need for an open forum for investigations, not 

a privately managed one within a registration board.  These issues are of grave 

concern if the professional association cannot be distinguished from the registration 

board; if they are truly independent, these issues may be manageable.  

3. The Bill will provide a legislative framework for the approval and appraisal of 

education and training courses, examinations, qualifications and institutions. It is not 

clear what the link between these laudable aims and statutory registration is, or why 

registration would have to be compulsory in order for such proper educational 

development to operate. The education system appears to work perfectly well in other 

sectors where statutory registration does not apply.  Also, all of the professions 

concerned have developed their own education and examination structures for many 

years before registration debates began. 

4. The Bill will provide for a forum for the administration and implementation of the EU 

Directive on the Mutual Recognition of 3
rd
 Level Qualifications in EU Member States.  

Registration does not have to be compulsory for this aim to be achieved.  In addition, 

the Competition Authority is concerned to avoid a situation where an EU Directive is 

implemented in such a way as to restrict entry into a profession, as has happened in 

Pharmacy in Ireland 

In general, the Competition Authority feels that Minister has not considered whether 

policy objectives could be achieved through less heavy-handed and restrictive means 

(Competition Authority, 2001). 

 

In a more positive stance, Adams (2010) has outlined in what cases the profession would 

benefit from regulation.  He suggests that the profession and practitioners are likely to benefit 

from regulation if: 

1. The scope of practice is… close to a complete system of treatment/medicine 
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2. The mode of delivery… resembles that of conventional medicine 

3.  The practice overlaps with conventional practice (rather than being completely 

distinct from it) 

4. There is a high potential for harm, either directly or through preventing the patient 

from seeking more appropriate conventional treatment.   

5. There is a high level of factual, scientifically based research evidence for the practice. 

6. A credible knowledge base exists 

7. Rigorous evidence-based training exists 

8. Specific remedies or interventions are measurable. 

9. The practice has existed for a long time. 

10. There is already has a form of registration, even if it is voluntary. 

11. The profession is credible and high profile. 

 

 

QUESTION:  

Based on this list, does physical therapy stand to benefit from state registration? 

 

There are other systems for upholding professional standards besides state registration.  Each 

has advantages and disadvantages.  Other ways of attempting to keep standards high include 

(Ellis, 1999): 

• international conventions – many countries incorporate these into local law 

• The legal system – the criminal law, civil law and special regulations for professional 

groups can all help protect the public from bad practice (see Appendix 5). 
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• Government policies – governments can regulate the behaviour of practitioners 

through policies that sanction those who do not comply.  They can also control those 

who are in their employment. 

• Code of ethics – professional associations attempt to control professional behaviour 

with rules of conduct 

• Systems of health payment – in some countries, health insurance schemes can dictate 

the treatments provided 

• Ethical training – a very strong influence on professional behaviour is the ethical 

training of practitioners, learned from role models 

2. The Legal Basis for State Regulation 

 

The history of relevant regulation relating to health related occupations in Ireland, the UK 

and Europe is outlined in Table 5.  There are two broad approaches to the area of regulation 

of professions (National Working Group on the Regulation of Complementary Therapists, 

2005): 

1. Statutory regulation is a system whereby each individual member of a profession is 

recognised by a specified body as competent to practice within that profession under a 

formal mechanism that is provided for by law. Unlike systems of voluntary 

regulation, it is a legally binding process: all persons wishing to practise must be 

registered, and can be prosecuted for practising if not registered. 

2. Voluntary self-regulation is a system where the profession itself self governs. 

Voluntary self-regulation, when administered by a single, professional body, is often 

thought to be enough to protect the client and to organise practitioners. Provided a 

profession has all the self-regulatory mechanisms in place, it can prove as effective as 

statutory registration.  
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Table 5: History of Relevant Law in Ireland, the UK and Europe. 

The Medical Act, 1512 Made it an offence to practice physic or surgery unless the practitioner was a university graduate or had 

been licensed by the Bishop of the diocese in which he lived. 

Herbalists Charter, 1542 In order to help those who could not afford medical services, King Henry VIII amended the Medical Act, 

making it lawful for anyone who had knowledge of ‘herbs, roots and waters… to practice, use and 

minister in and to any outward sore, uncome, wound, apostemations, outward swelling or disease, any 

herb or herbs, ointments, baths, poultres and amplaisters, according to their cunning, experience and 

knowledge… without suit, vexation, trouble, penalty or loss of their goods’. 

Medical Act, 1858 Made it illegal for anyone who had not been registered as a medical practitioner to claim to be one. It 

empowered the General Medical Council to oversee the regulation and training of the medical profession.  

It did not prohibit non-orthodox or non-registered practitioners from treating patients, providing they did 

not claim to be registered doctors. 

Professions Supplementary to 

Medicine Act, 1960 

7 professional groups regulated: physiotherapists, occupational therapists, chiropodists, orthoptists, 

radiographers, medical laboratory scientific officers and dieticians 

Medical Act, 1983 Strengthened culture of self-regulation by ensuring that only complementary practitioners working within 

the NHS required regulation. 

British Complementary Medicine 

Association, 1987 

British Complementary Medicine Association (www.bcma.co.uk) established to regulate Chinese Herbal 

Medline 

Council Directive (89/49/EEC), 

1989 

Mutual recognition in different European countries of diplomas or equivalent qualifications awarded 

following at least three years training in a ‘regulated profession’. (did not apply to nonconventional 

practitioners in UK at that time) 
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General System Directive 

(CD/92/51) 

Introduced mutual recognition of professional courses of less than three years – more direct implications 

for nonconventional practitioners. 

European Commission and European Parliament state (1990) that their responsibilities do not extend to 

healthcare delivery, including nonconventional therapies. 

Treaty of European Union 

(Maastricht Treaty), 1993 

Brought single European market into being, allowing employed and self-employed people to move freely 

throughout the EU and live where they chose. 

Prince’s Foundation for Integrated 

Health, 1993 

Prince’s Foundation for Integrated Health (www.fih.org.uk) established as a means of advancing the 

cause of integrated approaches to health and wellbeing.  

The Osteopaths Act, 1993 General Osteopathic Council established. Modelled on Medical Act 1983 i.e. did not alter the fact that 

registration only required for those who work within the NHS.  Term ‘osteopath’ is legally protected. 

The Chiropractors Act, 1994 General Chiropractic Council established. Modelled on Medical Act 1983 i.e. did not alter the fact that 

registration only required for those who work within the NHS. Term ‘chiropractor’ is legally protected. 

The Health Act, 1999 House of Lords Select Committee on Science and Technology (2000) produce report on CAM 

recommending statutory regulation of acupuncture and herbal medicine under the Health Act 1999 

CAM Report, 2002 Institute of Public Administration release Report on the Regulation of Practitioners of Complementary 

and Alternative Medicine in Ireland.  Recommends establishment of working group to progress 

regulation. 

CAM Report, 2005 Report of the National Working Group on the Regulation of Complementary Therapists to the Minister 

for Health and Children.  Recommends the regulation of TCM, acupuncture and herbal medicine.  This 

has yet to be further progressed. 
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EU Directive, 2004 EU Directive on licensing of herbal medicines.  Individual member countries remain responsible for 

delivery of own healthcare services. 

Health and Social Care Professionals 

Bill, 2004-2005 

Irish Bill established Registration Boards and protected title for 13 health and social care professions in 

Ireland, including physiotherapy. 

HM Report on regulation of health 

professionals, 2007 

Trust, Assurance and Safety – The Regulation of Health Care Professionals in the 21st Century, Presented 

to Parliament by Secretary of State by Command of Her Majesty. 

General Regulatory Council for 

Complimentary Therapies 

(GRCCT), June 2008. 

Aim of validating the status of registered practitioners through a register. 

Complementary and Natural 

Healthcare Council (CHNC), 

launched in 2008. (UK) 

This UK body was modelled on General Medical Council and advice in 2007. White paper on regulation 

in healthcare professions.  Separate from professional bodies – composed of lay members. Functions to 

register practitioners, deal with complaints from public, and sanction/discipline practitioners.  

British Complementary Therapies 

Council for Voluntary Self-

Regulation established 2008. 

Established to cater for those not included in CHNC initiative. 
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In Ireland, there appears to be two possible routes to achieve state registration: 

• Additional professionals may be regulated under the Health and Social Care 

Professionals Bill 

• Complementary or alternative therapists may be regulated under a new Bill  

 

QUESTION: If physical therapists decide to pursue state registration, which route 

should they follow?  (The possibilities are discussed below) 

 

Route 1: State Registration of Health and Social Care Professionals in 

Ireland 
 

The Health and Social Care Professionals Act (2005) states that the Minister may regulate 

further professions if the fitness of the members to practice is not regulated under another Act 

of the Oireachtas; the Minister has given interested organisations an opportunity to make 

representations and the Minister considers it appropriate and in the publics interest. 

A health or social care profession is defined in the Act as “any profession in which a person 

exercises skill or judgements relating to any of the following heath or social care activities: 

(a) the preservation or improvement of the health and wellbeing of others; (b) the diagnosis, 

treatment or care of those who are injured, sick, disabled or infirm; (c) the resolution, through 

guidance, counselling or otherwise, of personal, social or psychological problems; (d) the 

care of those in need of protection, guidance or support”  

 

Based on this definition, physical therapy can be considered to be a health or social care 

profession. 
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The Act goes on to specify, that the Minister will consider the following factors in deciding 

whether regulation is appropriate and in the public interest: 

a. The extent to which the profession has a defined scope of practice and applies a 

distinct body of knowledge; 

b. The extent to which the profession has established itself, including whether there is at 

least one professional body representing a significant proportion of the profession’s 

practitioners; 

c. The existence of defined routes of entry into the profession and of independently 

assessed entry qualifications; 

d. The profession’s commitment to continuing professional development (CPD); 

e. The degree of risk to the health, safety or welfare of the public from incompetent, 

unethical or impaired practice of the profession; 

f. Any other factor that the Minister considers relevant. 

 

QUESTIONS: 

Does physical therapy have a defined scope of practice? 

Does it represent a distinct body of knowledge? 

Is physical therapy a distinct profession? 

What is the commitment to CPD? 

What risks exist for the public from incompetent, unethical or impaired practice? 

 

 

The criteria selected by the Minister appear to be based on those used to evaluate professions 

for regulation in the UK.  Therefore, in considering whether physical therapy warrants 

statutory registration, and whether it is eligible, the UK criteria could also be considered. 
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1. The House of Lords in the UK (2000) specify the key criteria for determining the 

need for statutory regulation for a specific professional activity: 

• there is a significant risk to the public from its practice 

• there is sufficiently well organised voluntary regulatory system and a 

consensus among its members that statutory regulation is the desired next step 

for the profession 

• the therapy in question has a credible evidence base to support its claims.  

2. The Health Professions Council (HPC) in Britain has a list of 10 criteria to enable it to 

assess applications for professional recognition(O'Sullivan, 2004): 

• The occupation must cover a discrete area of activity displaying some 

homogeneity 

• The occupation must apply a defined body of knowledge 

• The occupation must  practice based on evidence of efficacy 

• The occupation must have at least one established professional body which 

accounts for a significant proportion (at least 25%) of that occupational group 

• The occupation must operate a voluntary register 

• The occupation must have defined routes of entry 

• The occupation must have independently assessed entry qualifications 

• The occupation must have standards of conduct, performance and ethics 

• The occupation must have disciplinary procedures to enforce these standards 

• The occupation must require commitment to CPD 

 

 

 



 

112 

 

QUESTIONS: Does Physical Therapy meet the criteria? 

Is there a significant risk to the public from the practice of physical therapy? 

Is there consensus among members of the IAPT that state registration is the next step 

for the profession? 

Is physical therapy a profession? 

Is there a credible evidence base for physical therapy? 

What benefits would Registration offer to Physical Therapists? 

 

Some answers… 

In relation to the issue of whether physical therapy represents a distinct body of knowledge, it 

remains to be seen how this can be assessed.  The IPA report suggests that prospective 

applications must be ‘distinctive professions’ operating in ‘an area of activity or scope of 

practice that is distinguishable from those of other professions’ (O'Sullivan, 2004).  Physical 

therapists undertake training in applied health sciences.  This is a distinct body of knowledge, 

but it is not distinct to physical therapists.  An examination of the reading material used in the 

IPTAS course and that studied by students of sports therapy, athletic therapy and training, 

physiotherapy and massage therapy (for example) would reveal that much of the knowledge 

underlying the understanding of the human body and its injuries and illnesses is common to 

all of these occupations.  What appears to be different or distinct is the approach taken to 

diagnosis and treatment of the human body and its ailments.   

This leads towards the question of whether physical therapy can be considered a distinct 

profession and how this might be decided.  Since its foundation, IPTAS has sought 

recognition for Physical Therapy in Ireland as a profession in its own right.  Given the current 

debates regarding regulation of healthcare and protection of titles, it is timely to consider 

whether Physical Therapy can be considered an independent profession, and on what terms 

this status might be examined and established. 

 

 

 



 

113 

 

What is a Profession? 

 

The Concise Oxford Dictionary defines a profession as ‘a vocation or calling, especially one 

that involves some branch of advanced learning or science’, the learned professions being 

divinity, law and medicine.  In her examination of the development of the physiotherapy 

profession, Barclay (1994) states that this simple definition would afford massage therapists 

(and most other skilled occupations) professional status from the initiation of their 

occupation.  However, she claims that the ‘simple massage certificate’ awarded in the early 

days of physiotherapy hardly equates with today’s professional and clinical autonomy and 

multi-faceted training with high entry requirements and graduate examinations (Barclay, 

1994).  Thus, some means of differentiation and a more demanding definition is required.  

Barclay maintains that the route to achieving clinical autonomy is the crux of professionalism 

for physiotherapists, and this is supported by O’Sullivan in the IPA report (O'Sullivan, 2004). 

.  

Returning to definitions, the Oxford Dictionary of English, 2nd E (2003) defines a profession 

as: ‘a paid occupation, especially one that involves prolonged training and a formal 

qualification’.   With respect to physical therapy in America, Scott (2002) claims that “the 

attributes that characterize a true profession…[are]a defined body of knowledge, relative 

autonomy, formal education, clinical research to validate practice, a code of professional 

ethics, recognition of advanced competencies and public service”.  

This definition is somewhat supported by the definition applied in the IPA report (O'Sullivan, 

2004): “an occupation evolves into a community of professionals when, in the practice of that 

occupation, decisions are based in an esoteric, academic, highly technical knowledge and on 

a common ethic which stresses both the interests of the clients and a service orientation.  

Moreover, the professional community indemnifies the public by controlling the recruitment, 

selection and training of its members, and by exercising disciplinary power over those 

members who trespass the boundaries of legitimate and technically warranted professional 

action”. (p.4)  

Of interest, in the medical field, professionalism has been described as a social contract 

between practitioners and their public which permitted treatment that under other 

circumstances might be regarded as an assault!  Being a professional requires skills above the 
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ordinary and ability to inspire trust by means of a standard of morality ‘more exacting than 

that required by the community on general’ (Barclay, 1994).  Thus the profession must take 

responsibility for their actions and be held accountable if things go wrong.   

 

Across the various definitions, two important characteristics of a profession seem to be (i) a 

prolonged specialised training in a body of abstract knowledge and (ii) a service orientation 

(Goode, cited in (Mowbray, 1995).   In addition to this, the development of an association 

which imposes tests of competence and requires observance of certain codes of conduct is 

crucial, as is responsibility and liability for professional practice.   

 

On these points, physical therapy can be considered a profession. 

 

Goode goes on to say that as occupations become more professionalised they tend to possess 

more of the following highly specific traits: 

1. The profession determines its own standards of education and training. 

2. The student professional goes through a more far-reaching adult socialisation 

experience that the learner in other occupations. 

3. Professional practice is often legally recognised by some form of licensure. 

4. Licensing and admission boards are made up of members of the profession. 

5. Most legislation concerned with the profession is shaped by the profession. 

6. The occupation gains in income, power and prestige ranking, and can demand higher 

calibre students. 

7. The practitioner is relatively free of lay evaluation and control. 

8. The norms of practice enforced by the profession are more stringent than legal 

controls. 

9. Members are more strongly identified and affiliated with the profession than are 

members of other occupations within theirs. 
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10. The profession is more likely to be a terminal occupation.  Members do not care to 

leave it, and a higher proportion assert that if they had to do it over again, they would 

again choose that type of work. 

These may be interpreted as milestones along the route to professionalism and credible 

professional maturity. 

 

QUESTION: Has physical therapy achieved these milestones? 

 

 

What is the Role of Professional Bodies? 

 

During the consultations relating to state registration, the DOHC outlined what current roles 

are undertaken by health and social care professional bodies (DOHC, 2000).  These are 

outlined in Box 9. 

These roles may be used as a checklist by the Minister in evaluating the status of professional 

bodies that apply for future regulation under this Act.  Some of this may appear irrelevant to 

the IAPT, as a professional body whose members are mostly in private practice. It is 

important to include this here however as it highlights some important facts relating to the 

position of physical therapists in healthcare.  The Minister and the DOHC have a strong 

relationship with health and social care professionals that work in the public sector. 

In a letter to the DOHC on 26 September 2003, the IAPT stated:  

“As the professional body for Physical Therapists in Ireland, we have: 

• A democratic structure to oversee the profession of physical therapy in Ireland 

• Established and maintained a register of qualified Physical Therapists 

• Set standards for the practice and ethics of Physical Therapy 

• Set standards and competencies for Physical Therapists.  

• Group insurance scheme with a London insurer” 
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Box 9: Roles of Health and Social Care Professional Bodies 
 
Regarding Professional issues, to: 
- represent views of the profession 
- develop and promote a code of ethics among its members 
- protect and maintain particular standards of practice 
- operate a system of voluntary (non statutory) registration 
- hold periodic conferences – normally annual or biennial 
- publish a newsletter for members 
- publish a regular academic journal 
- maintain a website 
- facilitate special interest groups on areas of particular concern to members 
- formally represent members on other professional bodes 
- maintain links with European and International communities 
- encourage and facilitate student membership 
- maintain links with trade union representatives 
- negotiate professional indemnity insurance for members 
 
Regarding Education and training, to: 
- coordinate clinical placements for undergraduates 
- develop curriculum  
- accredit undergraduate and postgraduate courses 
- run certain postgraduate training schemes 
- run research schemes or awards 
 
Regarding Continuing Professional Development (CPD), to: 
- Run or arrange additional workshops for members 
- Develop or already provide CPD 
 
Regarding EU Directives on the free movement of professionals, to: 
- Act as the Designated Authority, with the approval of the minister for Health and Children, 
in relation to issues under the EU Directives 
- Act as the Competent Authority to advise the Minister for Health and Children on 
applications received under the EU Directives 
- Act as the Competent Authority to advise the Minister on non-EU cases on request. 
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QUESTION: 

What is the current relationship with the Minister or the DOHC for any of the 

professions that work primarily in the private sector (including physical therapy)?   

Does the fact that physical therapy operates in the private sector reduce its chances of 

regulation under this Act? 

What is the commitment of physical therapists and the IAPT to CPD? 

  

 

Route 2: State Regulation of Complementary Therapies in Ireland 

The Health Strategy 2001 signalled the DOHC´s intention to enhance the regulation 

of complementary therapists, as part of the comprehensive programme of reform envisaged 

for the regulation of health and social care professionals generally (Action 106 - Quality and 

Fairness).  The Strategy set out a range of questions to be addressed in securing progress in 

the future towards strengthening the regulatory regime for complementary therapists, 

including: the categories of therapists to be covered; the evidence base for each therapy; the 

educational qualifications, training and experience of therapists; the scope of practice 

involved; the protection of the public and promotion of a quality service, including the 

efficacy of the therapies offered; regulations governing complementary therapists in other 

countries; and current proposals of statutory registration of health and social care 

professionals in Ireland.  

Subsequently, the DOHC worked with complementary therapists in a forum 

established by Mr Micheál Martin, TD, Minister for Health and Children in June 2001 to 

examine the practical steps involved in the better regulation of practitioners of 

complementary therapies. 

Arising from this forum, the Minister requested the Institute of Public Administration 

to prepare a report on proposals for the way forward taking into consideration the formal 

views of the representative groups that participated in the forum.  This Report on the 
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Regulation of Practitioners of Complementary and Alternative Medicine in Ireland was 

launched by the Minister in November 2002. 

  The report provided a road map towards strengthening the regulation of 

complementary and alternative therapists practising in Ireland. It recommended the 

establishment of a broadly based National Working Group to progress the agenda set out in 

the report, addressing the other important recommendations highlighted in the report in order 

to advise the Minister on future measures for the regulation of complementary therapists.  

This National Working Group, chaired by Teri Garvey (a journalist), was composed of 13 

members with backgrounds in complementary therapies, Government Departments and 

consumer bodies. It presented its findings in 2005. 

 

Some important conclusions from the working group are as follows: 

• The general thrust of public policy, here and in the EU, is towards minimising 

statutory regulation i.e. by law. The policy generally is only to regulate by statute 

when there is an overriding public interest for an activity to be regulated. 

• The trend internationally in the regulation of complementary therapists is away from 

statutory regulation and towards a robust system of voluntary self-regulation policed 

by one overall body for each therapy. (For an overview of the regulatory position 

internationally please see Appendix 4, (National Working Group on the Regulation of 

Complementary Therapists, 2005)). 

• It is clear there is no one common position worldwide or even Europe-wide. In 

Britain, the move towards statutory regulation of herbalists and acupuncturists is 

being delayed as government bodies await the outcome of two major reviews of 

statutory regulation of health-care workers. 

• This may be no bad thing as, according to Stone and Matthews, statutory recognition 

to date has come at a high price, namely acceptance by the medical profession which 

they say ‘‘almost certainly necessitates a distancing from the more intuitive and 

esoteric underpinnings of holistic medicine’’.  

• Stone and Matthews say that ethics, as in codes of practice, have been seen as 

encouraging optimum standards of behaviour whereas the law is usually concerned 

with enforcing minimum standards. They go on to say that ethics are central to 
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statutory regulation and to voluntary self-regulation and that in organisational terms 

there may be very little difference between statutory regulation and voluntary self-

regulation.  It concludes ‘‘we must not rule out the fact that effective voluntary self-

regulation may do a very good job of fulfilling all the regulatory requirements we 

have identified’’ and ‘‘It is our central contention that whether statutory regulation or 

voluntary self-regulation is being pursued, a grounding in what it means to practise 

ethically is at the heart of either system of regulation. Ethics-led regulation provides 

the key to effective self-regulation.’’ Complementary Medicine and The Law, Julie 

Stone and Joan Matthews, Oxford University Press 1996 reprinted 2003 

 

 

The following were the recommendations of the National Working Group to the 

Minister for Health and Children: 

1. Statutory regulation for herbalists/acupuncturists/Traditional Chinese Medicine 

practitioners. To achieve this, it is recommended that a small, single-focus working 

group be established without delay to consider the complex issues and various models 

involved in statutory regulation. 

2. For all other groups, the development of a robust system of voluntary self-regulation 

is recommended. 

3. Facilitated work-days for various therapy organisations to progress areas of 

development with a view to encouraging federation into one representative 

organisation for that therapy. This is a necessary first step before harmonisation of 

advice on education standards in collaboration, as appropriate, with providers and 

HETAC/FETAC. 

4. A report on the state of the sector following these facilitated work days. 

5. Publication of a comprehensive, up-to-date information booklet incorporating a 

client/therapist charter for the public following the publication of the report on the 

state of the sector. 

6. Immediate setting up of a forum for dialogue between the complementary and 

conventional medical sectors. 

7. The establishment of a National Annual Forum for the sector to continue the work 

begun by the Working Group. 
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8. Following the facilitated work days and the report on the sector, the establishment of 

a working group on the single issue of the development of a Complementary 

Therapies Council which would oversee issues in the complementary therapies area. 

 

As of 2010, it is not clear how much, if any, progress has been made towards achieving these 

recommendations.   

 

QUESTIONS:  

Physical therapy already has voluntary self-regulation (IAPT) and external independent 

accreditation of its course (pursued by IPTAS).   

 

Do physical therapists need to engage with this process and these work-days? (Have 

these work- days occurred?  Are physical therapists represented?) 

 

Are MIAPT and students of IPTAS considered different or the same as ‘other’ physical 

therapists that have trained in other schools and belong to other associations?  

 

Will the government/working group expect unity?  

 

Are these work-days a forum for working with ‘other’ therapists who call themselves 

physical therapists?   

 

Is this something that physical therapists want to pursue? 

 

 

Conclusions of the Working Group 

 

Having considered the area of regulation, the Working Group is recommending that 

statutory regulation should be considered for herbalists, TCM practitioners and 

acupuncturists.  These are considered to be different to the other therapies for two reasons:  

(i) on the basis of perceived risk arising from these particular therapies due to the use of 

herbal medicinal products by herbalists and due to the risks arising from the invasive nature 

of treatment by needle by acupuncturists.  (ii) Because these therapies are often seen as stand-



 

121 

 

alone systems with their own methods of diagnosis, they may be the primary point of call for 

a client, unlike other therapies where a client may have seen a GP first. As a primary point of 

call, it is essential that there is protection for the client in the form of greater regulation. 

 

It seems that regulation is being recommended for those therapies seen as alternative, 

and it would appear that further state registration of complementary therapies is not on the 

government’s agenda.  If this was to change and the government did proceed to add further 

professions to this list, then the following questions should be considered. 

 

 

QUESTION  

Do the conditions outlined above apply to physical therapy? i.e. what is the risk to the 

public from physical therapy?  Is physical therapy a first port of call for clients? 

 

 

Although it seems that the government is unlikely to pursue further state registration 

of complementary therapies in the near future, physical therapists might chose to align with 

this route nonetheless.  Choosing this route would in effect be a choice in favour of voluntary 

self-regulation, under the umbrella of CAM.  In this division, and under the criteria for 

judging various therapies, physical therapy appears well-developed compared to some other 

therapies.  The choice may rest on whether physical therapists view what they do as 

complementary or alternative medicine or therapy.  

 

QUESTIONS: 

Is Physical Therapy under the umbrella of CAM? 

Is Physical Therapy a distinct profession? 
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Is Physical Therapy under the Umbrella of CAM? 

 

The definition of whether a therapy or treatment is complementary, alternative or 

conventional depends on a variety of factors including politics, professionalization, 

medicalisation, globalisation, level of specialisation of practitioners and consumer knowledge 

and demands.  It is constantly changing and is different in different societies, cultures, 

countries and different historical periods. The worldview and philosophy of the practitioners 

themselves may dictate where they place their profession on the spectrum.   

Conventional or established medicine in the West refers to medical approaches based 

on scientific and positivist research.  In 1993, The British Medical Association (BMA, cited 

in Adams, 2010) defined conventional medicine as ‘that treatment which is delivered by a 

registered medical practitioner’ (this is somewhat confusing because registered practitioners 

may deliver complementary treatments if they are also trained in these). The BMA then 

defines nonconventional therapies as ‘those forms of treatment which are not widely used by 

the orthodox health-care professions, and the skills of which are not taught as part of the 

undergraduate curriculum of orthodox medical and paramedical health-care courses’.  So, 

complementary or alternative healthcare practices might be more simply defined as those that 

are not currently an integral part of conventional medicine.  Consequently, therapies 

considered to be complementary or alternative are not fixed – new therapies are constantly 

being developed and as a therapy is shown to be effective and safe, it can become adopted as 

a conventional practice (Barnett, 2002).  

The Cochrane Collaboration (a reputable scientific organisation that provides 

systematic reviews of controlled trials in healthcare) defines complementary and alternative 

medicine (CAM) as “…a broad domain of healing resource that encompasses all health 

systems, modalities and practices, and their accompanying theories and beliefs, other than 

those intrinsic to the politically dominant health system of a particular society or culture in a 

given historical period.  CAM includes all such practices and ideas self-defined by their users 

as preventing or treating illness or promoting health and wellbeing.  Boundaries within CAM 

and between the CAM domain and that of the dominant [conventional] system are not always 

sharp or fixed.” 

QUESTION: Is physical therapy currently an integral part of conventional medicine? 
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The BMA goes on to specify that complementary approaches as ‘those which can 

work alongside and in conjunction with orthodox medical treatment’. This includes self-help 

(e.g. yoga), relatively non-invasive (e.g. massage) and interventionist approaches (e.g. 

acupuncture).  The term alternative suggests the approach replaces conventional medicine, 

e.g. herbal medicine taken instead of orthodox medicine (Adams, 2010).  Physical therapists 

advertise themselves as first contact practitioners; a referral from a medical practitioner is not 

required for treatment.  

 “Several studies have found that problems with the muscles and joints are by far the most 

common reason for using complementary medicine, accounting for more than 60 % of 

consultations.  In the private sector, patients most commonly have complementary therapy for 

long-term, painful, mild to moderate problems that are often stress-related and cause 

problems with function rather than measurable physiological changes.  Most of them have 

already tried conventional treatment for their condition”    (Barnett, 2002).    

 

QUESTION:  Is physical therapy complementary to conventional medicine or 

alternative? 

 

Some concepts associated with CAM, and not usually with conventional medicine 

include: holism, the mind-body link, underlying energy or life-force, self-healing and self-

regulation, patient involvement, and wellness (Barnett, 2002).  Despite increasing use of the 

term holism in by mainstream medics, conventional medicine still largely seeks to isolate a 

specific cause and treatment (e.g. drug) for every sign and symptom.  CAM tends to be 

holistic and tends to treat the whole person, tailoring treatments to the individual; therefore it 

does not tend to have specific formulas for specific symptoms. Some of the drawbacks 

associated with complementary medicine include an over-dependence on individual 

responsibility of the client, antagonism towards conventional medicine, and a belief that 

‘natural’ always equals ‘safe’ and that ‘ancient’ equals ‘good’. 
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QUESTION: Which description fits best with physical therapy - a holistic, individually 

tailored treatment OR a specific cause and effect treatment for every sign and 

symptom? 

 

 

 Increasing Popularity of CAM with the Public 

 

 “Alternative or complementary medicines and therapies have become a branch of health 

care.  Driven by consumer demand, only marginally regulated and offering therapies that 

many scientists reject as absurd, these ‘treatments’ are mounting a challenge – not easily 

ignored – to several major aspects of medical care, from means of delivery to modes of 

action” (Murcott, 2005) 

Some potential reasons for the increase in popularity of CAM are outlined below: 

• There has been a decrease in faith in conventional medicine, which has failed to deal 

successfully with many chronic conditions such as arthritis and eczema.  Cures for 

common illnesses such as colds and flu still don’t exist.  

• The side-effects of medications can be nasty and even dangerous. 

• Some are unhappy with the methods of practice.   People want time with their doctors; 

changes in practice mean this is less likely. There are long waiting times in national 

health services. 

• Medicine has developed along paternalistic, reductionist and mechanistic lines.  

Patients are expected to comply with all-knowing doctors orders and not ask 

questions.  All signs and symptoms have specific cause and specific treatment.  

• The desire for more equal relationships between patients and healthcare providers is 

embodied in modern consumerism (Barnett, 2002).  Equally, the information culture 

means that patients are more knowledgeable about health. 

• ‘Since the 1990s, the spread of new technologies for sharing information globally has 

empowered more people to question the authority of their treatment by professionals 
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in healthcare and medicine in particular and to seek alternatives to conventional 

approaches’ (Adams, 2010). 

• Doctor’s increasing preoccupation with technology may have had a detrimental effect 

on attention span for patients.  Doctors are proud of high tech gadgets and scientific 

interventions, and are perhaps reluctant to see themselves as healers (Porter, 1996)… 

“yet healers – individuals who offer more than technological solutions to biological 

problems – are what many people obviously want” (p.370) 

• Choice of CAM often a choice in favour of… holistic approach, the self-help aspect, 

the relationship with the therapist and the time given, and a belief in the philosophical 

value of the therapy (many find resonance with concepts around energy, nature and 

spirituality).  

• Note, what we view as complementary in the west is depended on as primary 

healthcare by an estimated 80% of people in the world (mainly in the developing 

countries) – WHO 2002.  This is regarded by some as evidence of the growing 

credibility of these approaches and the increasing likelihood that they are taken 

seriously in the west.  By others, it is regarded that these countries are slow to develop 

western medicine. 

There is a traditional antagonism between approved and non-approved ways of practicing 

medicine… “in so far as it relies on unproven methods used by people with little training and 

less theory, and panders to irrational beliefs, it is to be deplored.  And this, of course, is 

precisely how the medical establishment has chosen to portray it.  In fact, this is only a part of 

the truth, and probably a small part.” P.371 (Porter, 1996). But, as some doctors realise that 

complementary medicine offers something other than medicine… including the healer and 

the comfort or solace that patients seek, naked antagonism is withering away and the 

demands of the patient are winning out. (Porter, 1996).  Additionally there has been a 

widespread move away from a total adherence on biomedical approaches towards social 

medicine and holistic approaches. Many health services now engage in health promotion and 

prevention programs.  There is increasing acknowledgement of socio-economic status and 

health inequalities across social divides.  Some CAM and therapies are closely related to 

health promotion, which may explain the increase in their acceptance in modern times. 
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QUESTION:  

Do changes in perspectives on health, illness, treatments and health promotion (in the 

west) mean that what was considered complementary or alternative is now acceptable in 

mainstream society and healthcare?  

Does this mean that physical therapy is not ‘fringe’ anymore?  

As physical therapy becomes more acceptable, will it get ‘swallowed up in the 

mainstream’? 

 

 

Acceptability of CAM in Healthcare: 

 

As its popularity increases, two main sets of controversies associated with practice of 

complementary or non-conventional approaches become more evident (Adams, 2010):  

1. Questions over their intrinsic validity, reliability, safety and effectiveness (there is 

a growing body of evidence that draws attention to the value that many patients and 

clients attach to the different approaches, irrespective of whether specific treatment 

outcomes are proven more effective than conventional treatments.  

2. Debates about the credibility of the education and training, qualifications, 

expertise and regulation of their practitioners. (education and training for 

practitioners in some areas of practice is leading to registration in some countries) 

(Adams, 2010) 

A report on Complementary and Alternative Medicine by the House of Lords Select 

Committee on Science and Technology stated that ‘ only those CAM therapies which are 

statutorily regulated, or have a powerful mechanism of voluntary self-regulation, should be 

made available by reference from doctors and other healthcare professionals working in 

primary, secondary or tertiary care, on the NHS’.   They also concluded that better regulation 

was required to protect the needs of the public; in their view, this meant developing single 

registration bodies for each profession. Criteria for recommending statutory regulation were: 

the possible risk to the public from poor practice; a pre-existing robust voluntary regulatory 
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system; and the presence of a credible evidence base. The government accepted almost all of 

their recommendations. They stated that CAM had a role to play in the NHS, but that 

therapies needed to meet same standards as other NHS treatments, be realistic about its 

contribution, and needed to drive forward change.  There was no mention of funds to drive 

these changes. In the meantime, consumers must judge themselves if CAM is safe (House of 

Lords Select Committee on Science and Technology, 2000).  

 

Is there Sufficient Research and Evidence? 

 

Regardless of which route physical therapists choose, some points need to be raised 

regarding research and evidence.  If therapies considered to be complementary or 

unconventional wish to be integrated and justified in the medical domain, there is a need for 

evidence of their efficacy and effectiveness.  The medical stance is straightforward – 

complementary therapies must prove themselves to be effective using the same standards 

applied to medical interventions: 

 “Some complementary medicine practitioners have seen the logic of trying to establish 

efficacy of their methods according to standards of proof in orthodox medicine”             

(Porter, 1996) 

 “There are not two kinds of medicine, one conventional and the other unconventional, that 

can be practiced jointly in a new kind of ‘integrative medicine’.  Nor… are there two kinds of 

thinking, or two ways to find out which treatments work and which do not.  In the best kind of 

medical practice, all kinds of treatment must be tested objectively.  In the end there will only 

be those that pass the test and those that do not, those that are proven worthwhile and those 

that are not.”  

A former Harvard professor of medicine and editor of the New England Journal of Medicine, 

cited in (Thompson, 2008)  

 

What this means in practice is that complementary therapies, or indeed physical 

therapy, should conduct experimental research to prove the efficacy, effectiveness and safety 
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of treatments.  The ‘gold standard’ method used by scientific researchers to investigate the 

effectiveness of a treatment or intervention is to conduct a randomised controlled trial (RCT) 

(Barnett, 2002).  RCT’s have a number of key characteristics: 

• Participants are randomly assigned to two (or more) similar groups 

• The experimental group(s) receives the intervention(s) being tested and the 

comparison group (or control group) receives an alternative intervention, a placebo (a 

dummy intervention) or no intervention.   

• The researchers measure whether the patients improve and compare results across 

groups.  

• Ideally, ‘blinding’ is used so that either the patients (single-blind) or both the patients 

and the researchers (double-blind) do not know which intervention the patients are 

receiving. 

Some therapists feel that RCTs cannot be used to assess the effectiveness of 

complementary therapies.  For example, they point out that it would be difficult to design 

placebos in some therapies.  In herbal medicine a dummy pill could be prescribed, but a 

dummy massage or acupuncture treatment is less plausible.  Whilst this is true, the argument 

also applies to many conventional treatments.  Carefully designed RCTs can still be carried 

out comparing different interventions with each other and with no treatment at all.  Such 

studies may need to recruit larger sample sizes than more traditional RCTs.   

Another concern with RCTs is that patients need to receive identical treatments, and this 

is not possible in many complementary practices due to individual tailoring of treatments.  

Again a solution is available, whereby whole packages of treatments are compared rather 

than the individual elements of a therapy.   

The remaining criterion, of ‘blinding’, poses the largest problem because in a truly 

patient-centred approach, such as that represented by physical therapy, a blind or double 

blind trial is impossible.  This is because the client and therapist work in partnership in 

planning treatments and evaluating progress.  This suggests that individual level case study 

approaches may be more suitable for evaluating the real effects of physical therapy.   
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Systematic reviews and meta-analyses are other valuable measures of the effectiveness of 

treatments.  Systematic reviews are overviews of primary studies (usually controlled trials) 

that have used explicit and reproducible methods.  They analyse all available relevant data 

(including both positive and negative findings) and synthesise the results.  This means that a 

systematic review is a trial of trials (Murcott, 2005).  Meta-analyses are types of trials that 

use statistical techniques to summarise the overall results of two or more primary studies that 

used the same intervention.  The results from the individual studies are pooled to produce a 

single estimate of the effect of the intervention.  

There are two steps that physical therapists could take to progress the field in terms of 

research: 

1. Conduct reviews of existing literature relating to physical therapy and report this in 

the form of systematic reviews or meta-analyses. 

a. Where to find research: The largest and most respected library of systematic 

reviews is ‘The Cochrane Collaboration’, an international network of experts 

in the analysis of clinical trial data.  Cochrane Reviews are published quarterly 

and are available to read online. By 2002, there had been over 80 Cochrane 

reviews looking at complementary therapies and a further 50 were in the 

pipeline (Barnett, 2002).  The  Internet Journal Bandolier is another potential 

source, as well as the Journal of Bodywork and Movement Therapies. A 

publication called ‘The Evidence So Far’ from the Department of 

Complementary Medicine at the Peninsula Medical School, University of 

Exeter and Plymouth may also be informative (Murcott, 2005). 

b. Note: a challenge is what terms to use in searching available evidence.  

‘physical therapy’ may not yield many results.  Terms such as massage, 

neuromuscular techniques, trigger points, etc… and the common conditions 

treated may be more useful.   

2. Conduct new experimental trials (e.g. RCTs) or qualitative studies (e.g. case studies) 

of treatments. 

a. There is little (if any) research to date.  This is not surprising, given the youth 

of physical therapy in its current form.  There is a lack of funding for research 

on complementary therapies in general, and probably a lack of research skills 
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among therapists.  Research has only recently been added to the curriculum at 

IPTAS.  

b. Do physical therapists need to conduct new research?  The answer depends on 

how physical therapists view themselves and how they want to be viewed by 

others.  If physical therapists want to be accepted by the medical community 

and considered credible as mainstream healthcare practitioners, then they must 

provide evidence of the efficacy and effectiveness of their treatments in a 

scientific manner.  As described above, it is possible to conduct research if 

there is a will to do this.  Given the award of a Degree in Applied Health 

Sciences, it would seem that this is the route taken by IPTAS.  Sociologists 

recognise that it is common for those operating at the margins to attempt to 

mimic ‘accepted’ systems.  Physical Therapists must decide if they view 

themselves as different to the mainstream medical and biological community, 

or if they believe physical therapy can fit with the biomedical-scientific model.  

 

QUESTION: 

If physical therapists were to conduct research and submit it for publication in an 

international journal, what would the treatment and the therapy be called? Would 

‘physical therapy’ be used and would this be acceptable? 

Do physical therapists in Ireland want to establish an evidence base for their 

treatments? 
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3. Conclusions and Further Questions for Physical Therapists 

 

As physical therapists look to the future, there are many questions to consider.  One thing is 

clear; the future of physical therapy is in the hands of physical therapists.  More specifically 

than this, any decision to pursue professional regulation in the future is a decision for the 

members of the physical therapy professional association.  Regulation can never be 

successfully imposed on Physical Therapists; it will only work if the profession choose to 

embrace it. 

  There are two main reasons why physical therapists might decide to pursue state 

registration: 

1. Currently, anyone can set up and practice under the title ‘physical therapist’.  If the 

public is considered to be at risk in the current status quo, there may be a need for 

protection of the public by pursuing state registration of physical therapy.  

2. State registration may be pursued in order to pre-empt further hostile actions by 

physiotherapists.  

If physical therapists seek state registration for themselves under the Health and Social 

Care Professionals Act, what name will be protected?  It is likely that any attempt to protect 

the title of ‘physical therapist’ under this legislation will be contested by physiotherapists, 

and by others who are currently using this title.  Some possible recommendations are the 

adoption (and possible future protection) of a more specific title, such as ‘Certified Physical 

therapist’ or ‘IAPT Registered Physical Therapists’.   

Notwithstanding any decisions on pursuing state registration, another potential avenue is 

to pursue a public information campaign.  Some channels to clarify differences are already in 

existence, for example The Citizens Information website could be used as a place to 

publically differentiate between Physical Therapy and Physiotherapy in Ireland.  The more 

established that physical therapy becomes, the more important this differentiation is. 
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Appendix 3: Quotes from Online Discussion Forums.   

These are direct quotes, spelling mistakes included!  Highlighted sections relate to key points 
made elsewhere in the report. 

June – July 2010 www.boards.ie 
Query Response 
“I am interested in doing a 3 year 
Degree course in Miltown Institute 
for Physical Therapy. I have read 
some other posts on this but i have 2 
main questions i'd like answered. 
 
1. Has someone on here completed 
the course, and if so what were the 
job oppertunities like when you 
finished? 
 
2. What is the opinion of Physio's on 
Physical Therapy?” 
 
 
This was followed with two other 

queries from others… 

 

“What's the difference between the 
two? Sorry for the stupid question.” 
 
“I want to know the exact same 
thing!” 

“Most physical therapists would be self employed, working for teams or 
setting up their own clinic or would work in someone elses clinic/in a multi-
disciplinarly clinic.  
Some physios tend to be a defensive over physical therapists and will try to 
degrade their work/qualifications/experience etc at the end of the day, the 
training is different, they're different qualifications and their treatments in 
private practice tend to differ greatly. Does it matter what physio's think?” 
“I think the main difference is as a qualified Physiotherapist you can work 
within the HSE/hospital setting whereas a Physical Therapist works 
privately.” 
“The difference is like Medicine and naturopathy.  A Physiotherapist is 
chartered and registered like a doctor is and their registration body maintains 
minimal international standards for a course to register.   
Physical therapy sounds very similar but does not have that key component 
which is the chartered bit. Thus these courses can maintain any fee paying 
standard of entry or outgoing standard for the graduates. They are not 
recognised to work in hospitals which is another key bit.   
But some of the practitioners are very good though about what they do.   
However - DON'T mix the two up as a potential patient or trainee.” 
“Physical Therapists do not in any way compare themselves with Physio's, 
although some of the practices are the same they have different ways of 
approaching them.” 
“I got into a physiotherapy degree last year as a mature student. If i hadnt 
suceeded i wouldve enrolled to qualify as a physical therapist. The real 
difference between both qualifications is that the physios can work in 
hospitals. 
Iv spoken to a number of people on both sides and 1 positive for the physical 
therapists is that they seem to get more hands on experience. 
They spend more time at massage etc and tend to be more hands on in their 
approach. I hear a lot of moaning by physios about physical therapists but i 
havent heard any patients complain about the treatments they have recieved. 
On the other hand iv heard a lot of patients complain about their physio 
experiences. 
I suppose what im trying to say is if your commited to moving into this area 
you could make a success of it with a physical therapy qualification.” 
“A physical therapist is probably the equivalent of a musculoskeletal 
physiotherapist. A Physio is qualified to work with and treat stroke, MS, post - 
operative patients (hip replacements, knee replacements, ACL repairs and 
other general surgeries), oncology patients, patients with severe balance 
problems - the list is endless. The only clients a physical therapist would 
generally get is sports and lifestyle injuries. The work the average Physio 
would do in the HSE on a day to day basis is completely different to what a 
physical therapist would do, unless that physio works with outpatients - sports 
injutries, fractures, RTA's, sprains etc..” 
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February – April 2009  www.learningireland.ie 
Query Response 
“I’m currently studying physical 
therapy in The Institute Of Physical 
Therapy in Stilorgan. This 
profession has been up and running 
for several years and the number of 
full-time professional physical 
therapists in Ireland is growing all 
the time. Recently Physiotherapists 
have begun actions to isolate 
Physical therapists for example by 
making it difficult for GAA players 
to claim for physical therapy 
through GAA insurance etc.Also, 
Doctors only seem to refer to 
physiotherapists.  
My query for you is :  
-how recoginised is Physical 
Therapy in Ireland?  
-Is it fully recoginised by sporting 
bodies like the GAA, FAI and IRFU 
etc ?  
-Is it fully recoginised by VHI and 
BUPA etc?  
-Will the physiotherapists motions 
to marginalise physical therapy 
succeed?  
-If I want to work with sports teams 
and orginisations would I be better 
off trying to get into physio?” 
 

“Physical Therapy is a relatively new qualification in Ireland when compared 
to Physiotherapy. The course in IPTAS is now a HETAC accredited degree so 
that should make it more acceptable to some people. However, Physical 
Therapists are always going to be up against the established profession. It will 
take a qualified PT time to establish themselves in a private practice and if the 
Physiotherapists are trying to isolate them, as you suggested, then it is not 
going to help either. I know that Quinn Health Insurance does recognised 
registered PTs but you would have to check with the VHI. BUPA no longer 
exists here. As for the various sporting organisations, I suppose it would be up 
to the local team managers to decide who is going to treat their team. 
However, I am not an expert on this so maybe somebody who would have 
experience in this field could add to the discussion? If you decide to train as a 
Physiotherapist, you would have to do a four year full-time degree course in 
one of the universities that offer the course (UCD, RCSI, UL or TCD). If you 
are 23 you could apply as a mature student for 2010 entry. You could check 
with the colleges I mentioned to see if they would take a late application from 
you as 1st February would have been the closing date otherwise. If you go to 
www.cao.ie and do a course search, you will get the links to the four colleges 
in question and contact them immediately if interested. As I write, there are 
still no tuition fees unless you already have a degree but that does not mean 
that the Government will not bring them in for September 2009 if they get the 
notion. If you are under 23, then you would have to apply through the CAO 
using your points and meet the entry requirements like any school leaver.” 
“You pose a toughie there alright and one without clear cut answers. Physical 
therapy will stand on much better ground now that its a degree profession. It 
wont get to the stage of being employable by the health service though, that 
will remain the bastion of chartered physios who do have a much wider 
training beyond musculoskeletal injury. But in terms of musculoskeletal injury 
there are several other branches emerging dealing with it as a speciality such 
as physical therapists, sports rehabilitators, athletic trainers, sports therpists- 
all of these now are degree professions outside ireland and all within ireland 
except the sports therapist and in the uk at the moment that is almost through 
the government regulation process after being stringently organised by the 
Society of Sports Therapists to gain full recognition by the health 
professionals council and once through it will become a degree profession. Id 
imagine Ireland will follow eventually although it is a long and tough process. 
Plus here you have the likes of the ITEC courses and the neuromuscular 
therapy and basically no regulation of the standard of learning or skills across 
the board in them. So on that point I can see why physios would have issues 
(thats not to say that all physios are good with sports injuries or all sports 
therapists minimally skilled).  
So the issue for physical therapists is to ensure that IPTAS goes into the 
consultation process with the governing bodies and makes its case. Once the 
qualification is insurable you can work privately anyway but as you say will 
there be a block on working with the governing bodies? Sports rehabilitators 
and athletic trainers who have degrees already work with the NGBs alongside 
physios and given that they are degree qualifications and work in professional 
and amateur sport worldwide I doubt our NGBs will block them.  
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As for club teams, which is the bread and butter for the sports/physical 
therapist, it is absolutely unrealisitc to think that they will be forced to only 
use chartered physiotherapists who you wont see too often in a dressing room 
for an hour after midweek or sunday morning training providing sports 
massage treatments. I can tell you from experience your reputation, reliability 
and capacity to deliver will make or break you with clubs who deal a lot via 
word of mouth. So setting up a viable practice is a slow process.  
So you and your colleagues need to lobby IPTAS to act on your behalf and 
without going into battle with physiotherapists in an us versus them mindset, 
given the immense amount of money you're paying for your degree and your 
reliance on self employment afterwards…. Also as regards your career 
prospects, obviously you will have more opportunities open to you with a 
degree in physiotherapy and in terms of postgrads mostly because it is an 
established profession. There is also the fact that the degree in PT is unique to 
Ireland as far as im aware, even though physiotherapy is called physical 
therapy in the states. So its impossible to know how well it would travel and 
meet international requirements and insurance. So As stated self-employment 
is your path with your degree in PT. You could always try the RCSI and the 
UK unis to see if you could get exemptions from maybe first year physio. That 
happens with the grads of the higher cert in health science and physiology in 
IT Carlow. Plus you would have a degree to be working with an helping fund 
your studies” 

 “Sports Physical Therapy is among the fastest growing specialty areas in 
physical therapy. Widely know as Sports Medicine, sports physical therapy 
has been an age-long practicum for human athletes.  Physical Therapy in Sport 
is a peer-reviewed journal for all those professionals working in the field of 
sports medicine covering topics dealing with prevention, diagnosis and 
treatment of musculoskeletal injury in the physically active” 
“Physical therapy in Ireland is not different from Physiotherapy as in Private 
clinics many physiotherapist have a B.Sc degree and they are working full 
time and dealing in massage, treatment of musculoskeletal disorders and 
cramps so even a physical therapist have all the qualification, he just require a 
license” 
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April – May 2003  http://physicaltherapy.rehabedge.com 

Query Response 

“I am hoping you will be able to help me to 

differentiate between a physiotherapist and a 

physical therapist? Is there any difference at all? 

My understanding is that the term "phsical 

therapist" is more North American while 

"physiotherapist" is more European. Essentially 

I was of the opinion that a physiotherapist is 

also a physical therapist and the terms may 

be(and are) used interchangeably. This was 

until I came to Ireland and found some people 

addressing themselves as "physical therapist" as 

distinct from physiotherapist. What does this 

mean to the image of the profession especially 

as these "physical therapis" only do weekend 

coures over a total of 17 weekends? I look 

forward to hearing from you”. 

 

From the same person… “I am aware the term 

physiotherapists is more widely used in Canada 

but there are many canadians who refer to 

physiotherapists as physiacl therapists as well. 

That to me is perfectly alright as it is accepted 

internationally that the two are interchangeable. 

I also know that Canada is part of North 

America and distinct from the United States 

where the term physical therapists is more 

widely used. My concern is not about what term 

recognised and adequately qualified individuals 

are called in different countries, my seriuos 

concern is why do we allow people who are less 

than qualified to call themeselves physical 

therapists? I am referring to "quacks", for the 

want of a better word calling themselves 

physical therapists and trying to make a 

differentiation between both titles? How do we 

physiotherapists and members of the WCPT 

“I'm a physiotherapist, from Canada, which, last time I checked, 

was still in North America. We usually use the term 

"physiotherapist", although when we speak to American North 

Americans, we often switch to "physical therapist" to be 

understood”. 

 

From the same person… “On the topic of physical therapist 

versus physiotherapist, let's face it: the words "physical" and 

"therapist" are really quite generic. Even when used together they 

don't exactly trigger a recognition that someone has acquired 

training that has been medically endorsed. It's hard to protect the 

designation. A bit like trying to protect the designation "table salt." 

 

The one word designation "physiotherapist" on the other hand, 

actually sounds "Latin-esque" and therefore more "medical-esque", 

than just the plain English term physical therapist, which is all it 

really means...  

 

I would say that (completely beside the fact that I'm a bit biased, 

having considered myself a "physiotherapist" all these years) the 

single word designation implies something closer to the truth of the 

matter, that we are medically approved, movement specialized 

practitioners with a foot in each camp: the camp of those 

physically afflicted with serious diseases that impair function, and 

the camp of the worried well who suffer from pain” 

 

From the same person… 

“I agree both terms mean the same and should both be recognized 

and protected.  

I guess we have the U.S branch of the physiotherapy family to 

thank for going off under their own steam to de-Latinize the term, 

make it more "American", decolonialize it or something... but by 

doing so leave it more vulnerable to encroachment, and more work 

for all of us, as PTs, to protect our designation and profession” 
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prevent people form abusing our titles and 

image?” 

From the same person… 

“I appreciate your contibution and I totally 

agree with your point of view i.e. better to be 

called physiotherapists than physical therapists, 

but how does that help the unsuspecting public? 

(At the risk of this becoming a two way debate, 

I will urge you to please keep it on so, may be, 

we could together arrive at a well reasoned out 

response to this crowd here in Ireland). I believe 

that once it is accepted that both words mean 

the same thing and one is protected worldwide, 

then the other should automatically be protected 

also? Do you think we should ignore the 

"therapists" and let the public sort themselves 

out or do we owe it a duty to protect both 

ourselves and the public?” 

 

 

Responses from others… 

“I will definitely not call anyone with 17 weekend course a 

"physical therapist" or a "physiotherapist". Even massage school 

requires more hours than that”. 

 

 

“Physical therapist and physiotherapist are two words that can be 

and are used interchangeably. The only difference is in 

geography... the U.S. may be the only English speaking country to 

use the term "physical therapist". I agree with Diane in that I prefer 

the word physiotherapist. 

Protecting the patients/clients/consumers... that is where our 

licensure laws come into play, at least in the U.S. and Canada. I 

know that in Ireland anyone can call themselves a physiotherapist. 

However, if you meet certain educational requirements (min. 

BScPT, I think) then you can become a member of the Irish 

Society of Chartered Physiotherapists. The title "Chartered 

Physiotherapist" and the initials MISCP are reserved for members 

of the professional regulating body, the Irish Society of Chartered 

Physiotherapists. Members of the ISCP are recognised by the 

medical professions and the Department of Health. It's up to the 

ISCP and the "chartered physiotherapists" in Ireland to educate the 

public on the differences between them and other 

"physiotherapists" within Ireland” 

 

 

“Try a literature search using the term physical therapist, see what 

you get. Try it again and type in physiotherapist, and you will find 

more articles under physiotherapist because the US is the only 

country that doesn't use it!” 

 

 

“The terms are synonymous, according to the Guide to PT practice, 

published by the APTA.” 
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Appendix 4: A Brief History of the Physiotherapy Profession in the 

British Isles and Ireland  
 

The history and evolution of the Physiotherapy profession in the British Isles is documented 

in detail in two books.  J.H. Wicksteed discusses the growth of the profession until 1948, and Dr. Jean 

Barclay charts the history of the profession from its conception in 1984 to its centenary year.    

Five key issues distinguish its progression: issues of gender balance, the question of 

professionalism; the waxing and waning of different physical therapies and modalities; the core 

concept of rehabilitation and competition from rival individuals and groups.  Each of these is detailed 

in Barclay’s book.  Here, a short summary of key milestones is outlined.   

As will become evident, the evolution of the profession has been shaped by external 

influences, notably the need for therapists and new treatments during World War I and II, and the 

development of the National Health Service.   

Conflict with auxiliary professions is a recurrent theme.  Throughout its history, the Society 

has ‘observed the rise of related professions warily lest they encroach in member’s territory’ (Barclay, 

1994).  The constitution and formation of the Society itself has been changed in order to demonstrate 

and strengthen the position of physiotherapy and the Society as opposed to other treatments and other 

organisations.  Several rival organisations have become amalgamated with the Chartered Society after 

lengthy negotiations.  The ongoing protection of title campaign suggests this trend may continue. 

The origins and development of Physiotherapy in the Republic of Ireland was outlined by 

Kay Keating in a 1986 edition of Physiotherapy.  



Year/Time 
Period 

Milestones and Brief Explanatory Notes  

UK Ireland 

Pre 1900 Massage and physical therapies are considered to have been used since time 
immemorial to relax or stimulate, to prevent deformity or to remedy it.  There was 
a massage revival in the 1880s resulting in a ‘scientific’ rationale and method for 
classifying and organising massage strokes (e.g. effleurage, petrissage, tapotment) 
and their physiological effects.  It became increasingly common for nurses and 
midwives to undertake massage tuition at this time, and changes in customs 
regarding employment for women meant other women could also train and earn a 
living providing massage.   From 1884 the British Medical Journal (BMJ) regularly 
published articles on massage. 

As massage increased in popularity some felt that more control was needed.  In 
1894 a scandal was unleashed by the BMJ who announced that London massage 
parlours were hotbeds of vice, where underpaid masseurs were expected to be 
‘agreeable’ to the gentlemen clients.  After much subsequent press attention and 
police inquiries, no action was taken to close dubious establishments and indeed 
more opened.  Bona fide massage schools and masseuses responded by calling for a 
massage organisation with medical cooperation.  In response, The Society of 

Trained Masseuses was founded by four women (R. Paget, L. Robinson, A. 
Manley and M. Palmer) in order to ‘make massage a safe, clean and honourable 
profession for British women’.  The initial rules for members were that: (i) No 
massage to be undertaken except under medical direction; (ii) No general massage 
for men to be undertaken but exceptions may be made for urgent and nursing cases 
at a doctor’s special request; (iii) No advertising in any but strictly medical papers; 
and (iv) No sale of drugs to patients allowed. 
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1900s As a result of disciplinary action against a member who advertised outside of the 
medical context, the Society changed its constitution and status to become the 
Incorporated Society of Trained Masseuses in 1900, increasing its power over 
member’s actions.  Two new objectives were stated – to improve the status and 
training of masseuses, and to hold examinations and grant certificates.  In 1908, the 
first Irish examinations administered by the Society took place in Dublin where 29 
of 32 entrants passed.  In 1908, Swedish Remedial Exercises were added to the 
Society’s syllabus. 

The Irish School of Massage was founded in 1905 at 
86 Lower Leeson Street, Dublin by Miss Amelia Hogg.  
The school later became known as Irish School of 
Massage and Medical Electricity.  The first 
examinations at the school were held in 1908, 
organised by the Nurses Co-operation and assessed by 
members of he Incorporated Society of Trained 
Masseuses from the UK.  A Six week course in 
electrical treatments was run by Miss Despard in 1908. 

 

1910s and  

WWI period 

In 1915, the first edition of the Journal of the Incorporated Society of Trained 

Masseurs was published.  The Journal later became known as Physiotherapy.  
During the first World War, the Society gained prestige and matured. In addition to 
treating wounded soldiers, the war effort uncovered widespread disability and 
physical illiteracy among young people in Britain – 1 million men were declared 
unfit for battle, signalling where future health services should focus.  Due to a 
concerted effort to get men back to the front, increased numbers of masseuses were 
trained using a shortened syllabus known as ‘Rub the wounded in 12 lessons’.  
Lowered standards and a desire for labour-effective treatments resulted in a decline 

in the use of massage alone and a rise in massage combined with exercise in 
treatments.  Interest in medical electricity also increased and the first examinations 
in this modality took place in 1915.  In 1916 a conjoined exam was suggested for 
massage and medical gymnastics.   

 

 

In 1914 the Irish School of Massage and Medical 
Electricity moved to 12 Hume Street.  

During WWI Miss Agnes Allen of the Dublin School 
worked with war victims in the Temple Hill Auxiliary 
Hospital. 

In 1918 examinations were held at the Dublin school 
for medical gymnastics.  Usually, students had to travel 
to London or Manchester for examination. 
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1920s Controversies regarding inappropriate use of titles by unqualified persons, and the 
setting up of rival training courses (between 1911 and 1915) led to an application 
for a Royal Charter, granted to only one organisation for each profession.  In 1920, 
King George V signed the Charter and the Chartered Society of Massage and 

Medical Gymnastics came into being, effectively preventing other massage 
societies from attaining this ascendancy.  At this time a merger was also negotiated 
with Manchester’s Institute of Massage and Remedial Gymnastics.  The 
constitution of the new amalgamated Society covered remedial gymnastics and 
medical electricity as well as massage.  The merger also allowed men to become 
full members for the first time.  

During the 1920’s, massage as a single subject was phased out in favour of 
combined massage and medical gymnastics.  Courses in electrotherapy, teaching 

medical electricity and in-school remedial gymnastics were also run.  

Some members began to push for state registration, and to be allowed to advertise 
their services.  Both ideas were rejected however advertisement of the Society itself 
was introduced in the lay press. 

In 1922 Miss Allen succeeded Miss Hogg as principal 
of the Dublin school, remaining in this capacity until 
1969. 

The Irish Local Board met for the first time in 1923 
with Professor Dixon of Trinity College as the first 
Chairman.  Meeting minutes from the Local Board in 
1926 refer to the need for State Registration for 
physiotherapists.   

1930s 

 

 

 

 

 

The economic depression of the post-war era influenced the ability to earn a living, 
and throughout the 1930s, professions allied to physiotherapy were considered 

threats. Occupational Therapy was relatively new in Britain, and was viewed as 
encroaching on the muscle education and self-help elements of physiotherapy.  
Likewise, Chiropody came to the fore in the 30s and treaded on the toes of 
physiotherapist in treatments such as massage, infra-red and heat radiation, high-
frequency and joint manipulation.   

Osteopaths were regarded with a mixture of envy and suspicion, with some 
physiotherapists asking for lessons in manipulation and the Society opposing a Bill 
for the Registration of Osteopaths in 1935.    

Inaugural meeting of the Dublin branch of the Irish 
Local Board, where Miss Hogg is elected the first 
President. 
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1930s 

Cont… 

Chiropractic was rare at this time, and its ideas (the use of spinal manipulation to 
correct articular defects) were not widely accepted.  Within physiotherapy, 
treatment is focused on gymnastics aimed at improving the physique of young 

people.  The treatment of chronic rheumatism by hydrotherapy also becomes 
popular, and hydrotherapy is added as an exam subject in 1935.   

In 1936, the Board of Registration for Medical Auxiliaries was formed, publishing 
a listing of registered masseuses, apothecaries, opticians and later chiropodists.  
This temporarily halted discussions regarding state registration among Society 
members.    

With fears of approaching war, the Chartered Society of Massage Corps is founded 
in 1937.  In 1939, members vote against changing their name to the Chartered 
Society of Physiotherapists.  

1940s and  

WWII period 

 

 

 

 

 

 

By 1942 some 6000 members made up the Massage Corps.  Like the previous war, 
World War II brought advances in treatments.  Plastic surgery and spinal injury 
treatments were primary medical interests.  Massage as a stand-alone treatment 
resurged in popularity, mostly due to a book on friction by J. Cryiax and a ban on 
diathermy during the war.  As many soldiers suffered multiple injuries, 
rehabilitation and integrated healthcare became the key focus.  The Emergency 

Medical Services set up rehabilitation teams, in which orthopaedics, physical 
medicine, physiotherapy, remedial gymnastics, occupational therapy and social 
work all had parts to play.   It was widely recognised that a national health system 
was required and the Beveridge Report, published during the war, suggested a post-
war requirement for ‘social medicine’ and prevention as well as remedy of 
disability.  The report suggested that any national scheme of social security would 
include comprehensive health and rehabilitation services.  To substantiate its 
position in healthcare and better communicate the skills of its members, the 

The Irish School of Massage and Medical Electricity 
changed its name to the Dublin School of 
Physiotherapy (1942). 

Evidence suggests that for the first half of the century 
the majority of physiotherapists practicing in Ireland 
had private means.  In the 1940s and 1950s the picture 
of the profession began to change.  There was an 
increase in demand for physiotherapy due to a 
poliomyelitis epidemic and the appointment of 
orthopaedic surgeons around the country.  At this time 
the salary scale for physiotherapists was aligned to that 
of ward sister but there was no structure for salary 
negotiation.   
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1940s and  

WWII period 

Cont… 

Chartered Society of Massage and Medical Gymnastics changed its name to 
become the Chartered Society of Physiotherapists (CSP) in 1943, and the Massage 
Corps was renamed the Physiotherapy Service. 

Post war, physiotherapy was much in demand and issues of state registration were 
prominent.  Physiotherapy increasingly involved new areas such as rehabilitation 

among the elderly, post-surgical care for hip replacement and chest operations, 

natural child births and muscle re-education using proprioceptive 

neuromuscular facilitation (PNF).   In 1945, the Council submitted a memo to the 
Minister regarding the place of Physiotherapy in the proposed health service.  The 
dominance of the CSP was emphasised with the amalgamation of Glasgow’s 

Incorporation of Physiotherapists in 1945 and the Society of Physiotherapists in 

1947.  A new 3 year syllabus was introduced in 1947, including the conjoined 
exam for massage and medical gymnastics, electrotherapy and modern 
rehabilitation.  The same year, the Fellowship Advisory Board was launched, 
awarding fellowships for written-up research that advanced the cause of 
physiotherapy.  In 1948, The National Health Service was launched, including a 

role for physiotherapy under the direction of medical staff.   

1950s 

 

 

 

 

 

The World Congress of Physical Therapists (WCPT) was formed in 1950, and in 
1951 its inaugural meeting hosted 140 members from 16 countries.  In the British 
Isles in the 1950s, common physiotherapy techniques included galvanic ionization, 

hydrotherapy, steroids, diathermy, UV irradiation, friction, and ultrasound, 

treatment of paraplegia, PNF, social medicine and teaching ‘living skills’.  In 
1951, the Cope Report on Medical Auxiliaries reaffirmed physiotherapist’s role as 
assistants to medical practitioners.   In 1956 the Working Party on State 
Registration released a Provisional Scheme for the Statutory Registration of 

Professions Supplementary to Medicine.  The professionals included were 
chiropodists, dieticians, medical laboratory technicians, occupational therapists, 
physiotherapists, radiographers and remedial gymnasts. 

The Mater Misericordiae Hospital School of 
Physiotherapy was opened in 1955.  The creation of a 
new physiotherapy school in the Mater was the result 
of the Archbishop of Dublin’s concern about Catholic 
physiotherapy students having to attend Trinity College 
(a predominantly Protestant institution) for lessons on 
anatomy.  After a request in 1945 for collaboration 
between the Dublin School and UCD was 
unproductive, the Archbishop asked the Sisters of 
Mercy to set up a school in the Mater, associated with 
UCD (1951/52).  Sr. Kevin Reynolds was the first 
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1950s 

Cont.. 

 

 

principal of the school.  The school was recognised by 
the Chartered Society of Physiotherapists (CSP) in the 
UK and successful students were awarded a Diploma 
in Physiotherapy from the National University of 
Ireland having satisfied the CSP examiners.   

The awarding of a Diploma acted as a stimulus to the 
Hume Street School and in 1957 Trinity College 
awarded a Diploma in Physiotherapy to students.  
Examinations in both UCD and TCD at this time were 
set and examined by the CSP in the UK. 

1960s In 1960, the Professions Supplementary to Medicine Act set the standards required 
to work in the NHS which conferred an esteemed status upon physiotherapy whilst 
recognising that physiotherapy had not yet achieved the clinical independence 
needed for full professionalism. The British Council for the Professions 

Supplementary to Medicine (CPSM) was established to coordinate the Boards 
responsible for physiotherapy and other professions. 

The Research Advisory Board was established in 1961.  In the mid 1960s, spinal 

manipulation techniques were added to the syllabus, mostly as a result of G. 
Maitland’s lectures and demonstrations during a visit to the UK.  Links between 
physiotherapy and sports or physical activity increased, and physiotherapy was also 
increasingly used in treating amputees. 

In 1968, Glasgow’s Faculty of Physiotherapists was amalgamated into the CSP.  
In the same year, the National Association of Physiotherapy Students (NAPS) was 

established. 

In 1962 Miss Ann Curran took over as Principal of the 
Mater Misericordiae Hospital School of Physiotherapy, 
and in 1963 she was succeeded by Miss Betty Jones 
(was still in post in 1986). 

Inaugural meeting of the Cork (1963) and Galway 
(1968) sub-branches of the Irish Local Board. 

In the mid 1960’s there was growing dissent among 
physiotherapists about poor salaries and the lack of a 
grading structure.  A motion to appoint Dr. Garret 
Fitzgerald as advisor to the Irish Branch (1966) was 
defeated and the association instead sought assistance 
from the CSP in London.  Stanley Mayne from the 
CSP advised the Irish Board to seek a negotiation 
licence which was acquired in 1969.  Because there 
were only 270 physiotherapists in Ireland at that time 
he also advised physiotherapists to join a union.  After 
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an EGM in 1970, physiotherapists voted to join IGLO 
(later known as the Local Government and Public 
Services Union) on an individual rather than 
institutional basis. 

The last intake of students to the Dublin school was in 
1969.  

1970s 

 

 

 

 

 

 

 

 

 

 

 

 

The Physiotherapists Association was amalgamated into the CSP in 1970.  In 
1972 the Turnbridge Reports, from the Remedial Professions Committee and the 
Subcommittee on Rehabilitation of the Standing Medical Advisory Committee 
recommended improved salary, career structure and progression opportunities for 
physiotherapists.   However, the report was regarded as having a medical bias, 
reinforcing old dogma emphasising the dominance of the medical profession over 
the remedial professions.   In response, the McMillan Working Group, made 
recommendations on the future of the remedial professions, specifically calling for 
autonomy.  Throughout the 1970s, autonomy was gradually increased.  After 
significant reorganisation of the NHS in 1974, physiotherapists obtained 
administrative posts at all levels.  Amendments were made to bye-laws regarding 
working under the direction of doctors, and in 1977 the Department of Health and 

Social Services issued a circular emphasises the autonomy of physiotherapists 
and their provision of skilled services alongside medical staff.   

Many existing training schools were transferred to polytechnics.  The CSP 
discussed validation of a degree course with the National Academic Awards 
(CNAA) in 1973, but made no headway.  In 1975 a modern curriculum was 

approved by the CNAA and the first degree course in Physiotherapy was launched 
by the Northern Irish School of Physiotherapy at the University of Ulster, Belfast.  
By 1979 the CSP welcomed the plan to move to an all-graduate profession.  
During this decade, the Chartered Society also registered as a trade union. 

In 1972 the Dublin School at Hume Street was closed. 
Mr. Jack Stockton became the new principal of the 
Dublin School of Physiotherapy at St. James Hospital 
in association with Trinity College.  

No Irish college offered a teacher’s diploma in 
physiotherapy and those who wished to train as 
teachers had to go to the UK.  After negotiations 
between the principals of the Mater School, the Dublin 
School and the professors of education at TCD and 
UCD (1979) a new specialisation (paramedical studies) 
was added to the MEd course at Trinity College, 
designed to allow physiotherapists to train as teachers.  

Mirroring events in the UK, during the 70’s there was 
increasing demand from physiotherapists to upgrade 
their university diploma to a degree.  

In 1977 Ireland was first represented at a European 
level at a meeting of the Standing Liaison Committee 
of Physiotherapists within the Economic European 
Committee. The difficulty in presenting Ireland with 
the EEC without independent status was evident and 
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1970s 

Cont… 

led to consideration of a separate status from the CSP 
in the UK.  

In 1979 at a special general meeting, 57 out of 58 
members voted to maintain association with the 
medical profession (i.e. the pledge to work only under 
medical direction). 

1980s 

 

 

 

 

 

 

 

 

 

 

 

 

With professionalism now more firmly established, the 1980s marked a time of 
improving efficiencies, effectiveness and accountability.  The NHS was further 
reorganised, with changes in general management, information technology and 

community care all affecting the remedial professions.  The CSP continued to 
consider rival groups, and in 1985 made a bold move, merging with the Society of 

Remedial Gymnastics and Recreational Therapy.  In 1988, the CSP published a 
report regarding future relations with Occupational Therapists.  The educational 
shake-up continued and by 1989 twelve schools offered degree programs in 

physiotherapy. 

 

 

In August 1982 the Department of Health proposed 
legislation to provide for statutory registration of 
certain health and social care professions.  

The Irish Society of Chartered Physiotherapists (ISCP) 
was founded in 1983*.  Before this Physiotherapy in 
Ireland was a sub-set of British physiotherapy and 
under the direction of the CSP.  The decision to form 
the Irish Society was ratified at an EGM in Dublin in 
September 1983.  The decision was based on a series 
of circumstances including the establishment of a 
university degree qualification, the development of an 
independent system of dealing with industrial relations 
and the entry of Ireland as an active member of the 
Standing Liaison Committee of Physiotherapists with 
the EEC.  The CSP indicated its approval of this 
independence at a meeting in November 1982.  

The new rules of the ISCP include a change that allows 
physiotherapists to treat without medical referral in 
certain circumstances. 

Following negotiations with the CSP, TCD and UCD 
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1980s 

Cont… 

set their own qualifying examinations with externs 
from the Chartered Society in London.  With approval 
from the CSP, a four year degree course was set up 
(BSc at Trinity College and BPhysiotherapy at UCD) 
and the first intake of students was in 1983. Those who 
took their Diploma in 1985 were given the opportunity 
to acquire a Degree by doing one additional year of 
study.   At this time the standards of entry to 
Physiotherapy were very high – in 1986 the academic 
entry requirements for Physiotherapy were in the top 
three highest of all courses (alongside pharmacy and 
medicine and well higher than law, architecture and 
electrical engineering). 

1990s The NHS Community Care Act of 1990 announced a free market philosophy based 
on value for money and choice and championed the right of all people to live as 
normal a life as possible, in their own homes.  The Act meant that physiotherapists 

had to begin marketing their services under contract to health and local 

authorities.  In the 1990s, the CSP considered itself to be primarily a campaigning 
organisation.  In advance of the Centenary year of the Society, 1984, a ‘protection 

of title’ campaign was launched to correct Professions Supplementary to Medicine 
Act of 1960 and prevent anyone from calling themselves a physiotherapist.  Other 
notable campaigns during the 1990s included campaigns for the repeal of 
unnecessary licensing requirements on physiotherapists wanting to use acupuncture 
and/or lasers; campaigns against unprofessional, useless or potential harmful 
treatments; and campaigns against training higher-grade physiotherapy helpers.   

By 1990, there were eighteen degree courses in physiotherapy and all students 
were admitted through UCAS.  The curriculum underwent major restructuring in 
line with current educational trends.  There was a shift away from a prescriptive 

Physiotherapists are among the professions successful 
in a Labour Court application to match wage increases 
to other healthcare professionals.  This leads the ISCP 
into consultations with the Minister for Health 
regarding state registration. 
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syllabus towards indicative content, nevertheless stating the Society’s requirements.  
Student placements became a core element.  By 1993, the final students of the 
Diploma graduated, and physiotherapy was from this point forward an all-graduate 

profession. 

2000s In 2002, the CPSM was replaced by the Health Professionals Council and new 
regulatory arrangements have been in place since 2003.  The HPC set criteria to 
assess applications for professional recognition. 

Although physiotherapists have more autonomy in practice than ever before, they 
are still striving to be recognised as first contact practitioners within their scope of 
practice (Scott, 2002).  

 A view on the future of physiotherapy and occupational therapy ‘The removal of 
professional boundaries in the modern NHS will challenge the traditional 
professional structures of physiotherapy and occupational therapy. Changes in 
healthcare delivery and the burgeoning philosophy of client-centred care will add 
impetus to changing therapists’ roles. The current division between occupational 
therapy and physiotherapy does not provide an ideal, client centred, seamless 
service. Physiotherapy and occupational therapy may not be sustainable as separate 
professions. The way forward may be the creation of rehabilitation therapists’ 
(Smith, Roberts et al. 2000). 

The ISCP are involved in a campaign for regulation 
under the Health and Social Care Professionals Bill.  

The HCSP Bill is launched in 2005 and physiotherapy 
is one of 12 designated professions.  Coru, the Health 
and Social Care Professions Council, is launched in 
2007 to manage the registration boards for the 
designated professions.  As of 2010 the Physiotherapy 
registration board has not yet been established. 

More information on recent years of physiotherapy developments 

may be available from the following book:  

Irish Society of Chartered Physiotherapists. ‘Hands on’ for 100 

years: a history of physiotherapy in Ireland 1905-2005. Dublin: 

Irish Society of Chartered Physiotherapists; 2005. 

 
*  Note: It is unclear whether the title ‘Chartered’ has any authentic meaning in Ireland.  A royal charter is granted by a sovereignty (in this case Great 
Britain) to incorporate an institution and specify its rights.  Physiotherapy was granted its Royal Charter in 1920 and ‘chartered’ has been used as part 
of the title for the professional body in the UK since then.  Irish physiotherapists only started using the designation ‘chartered’ in 1983 when they 
separated from the CSP, becoming an independent body.  However, Ireland has been formally free of allegiance to the British crown and the 
Commonwealth of Nations since 1949 when Ireland was declared a Republic.  This suggests that the royal charter has no legal basis in Ireland, and that 
‘chartered’ is merely a symbolic title.  In any case, recent changes in healthcare regulation and protection of title, both in the UK and Ireland, suggest 
that the Charter is now defunct.



 

Appendix 5: A Brief Introduction to Legal Terms and Concepts for 

Physical Therapy Practitioners. 
 

Introduction 

Although physical therapy is currently not registered by the state in Ireland, it does not 

operate in a vacuum.  Many laws and legal concepts apply to its practice, and physical therapists 

should be familiar with these. 

Physical therapy has been called a safe practice.  Many consider that negligence actions are 

extremely unlikely and at present insurance premiums are low, reflecting the fact that few (if any) 

legal actions are commenced.  This may only be a temporary phenomenon.  As practice grows, 

litigation will also.  

There is always scope for harm by non-competent persons and for competent persons to act 

negligently or even recklessly thereby causing harm.  Currently, there are no laws stopping an 

unqualified person setting up as a physical therapist.  

More detail on all of these concepts, and many more, is available in ‘The Legal Aspects of 

Complementary Therapy Practice’ by Dimond (1998), including examples of cases and hypothetical 

situations for complementary therapists.  

 

Civil Actions 

These are actions brought to the civil courts by  an individual or organisation, usually with the 

aim of gaining compensation (Dimond, 1998). The main group of civil actions are called torts. These 

include negligence, trespass, breach of statutory duty, defamation, nuisance, etc.   Negligence is the 

most common, and of interest to therapists. Professional liability insurance is taken out to cover 

against such actions. 

 

Negligence 

Persons with personal injuries (physical or mental or death) may claim for compensation and 

damages.  If the injury has been caused by a breach of ‘duty of care’, a civil claim for negligence 

against the practitioner under medical law may be made.  The burden of proof is on the plaintiff (the 

patient or the person who brings the case to court) to demonstrate negligence. 
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To succeed in court, there are four key elements that must be shown: 

1. The defendant owed the person a duty of care.  ‘Any practitioner who enters a 

therapeutic relationship with a patient, whether the medicine he or she practices is 

mainstream or complimentary, owes that patient a duty of care’ (Barnett, 2002).  

2. The defendant breached the duty of care. The legal standard of care is a duty to act in 

accordance with a practice accepted as proper by a responsible body of professional 

opinion.  This is called the ‘Bolam’ test: a ‘doctor is not guilty of negligence if he or she 

has acted in accordance with a practice accepted as proper by a responsible body of 

medical men skilled in that particular art as long as it is subject to logical analysis’.  In the 

absence of nationally agreed standards and qualifications in most therapies, it may be 

almost impossible to define what constitutes a reasonable standard of care.     

3. The breach caused harm.  The plaintiff must show factual causation, and evidence that 

the type of harm that occurred was reasonably foreseeable.  Patients have 3 years from the 

event to start legal action.  As cases can take 2 years, client records must be kept for at 

least 5 years. These are applicable as evidence in court to show what was done by the 

therapist. 

4. The harm must be demonstrable. 

 

Defences to a Negligence Action 

1. Dispute the facts and allegations. Many cases are decided solely on this.  The 

effectiveness of witnesses and records are crucial here. 

2. Denial that all elements of negligence are established. If one or more of the four key 

elements can be refuted, then the case will collapse – duty, breach, causation, harm. 

3. Contributory negligence.  If the client is partly to blame, there may be shared liability 

between the client and the therapist. 

4. Exemption from liability. Cannot be excluded from negligence that results in personal 

injury or death, but can possible be excluded from negligence causing loss to damage or 

property. This relates to unfair contract terms – the therapist cannot ask the client to sign 

a document that states that treatment is at their own risk, but they may post a sign that 

relates to possessions being left on the premises at their own risk. 
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5. Limitation of time. Patients have 3 years from the event to start legal action.  This limit 

can be extended for those who have a disability, are under the age of 18 and at the 

discretion of the judge 

6. Voluntary assumption of risk. Volenti non fit injuria is the Latin tag for the defence that 

the person willingly undertook the risk of being harmed. Unlikely to succeed in normal 

professional negligence cases. However, in may be relevant for therapists undertaking 

risky new therapies with clients after discussing the risks and obtaining agreement to 

proceed. This will fail if the client does not have the mental capacity to provide consent. 

 

Notes on Consent 

Before treatment begins, practitioners must ensure that patients are aware of what will happen 

in treatment, what the nature of treatment is and what risks could arise from it, and that patients have 

given consent to proceed. 

If something happens that a patient does not expect, or to which they have not agreed, they can: 

• Claim for damages for failure to warn.  This would be a civil action, under negligence. 

• The Garda Siochana can bring a charge of battery and assault against the practitioner. 

Assault is committed when the ‘defendant intentionally or recklessly causes his victim to 

apprehend the immediate infliction of unlawful force’.  Battery is committed when the 

defendant ‘intentionally or recklessly inflicts unlawful force’.  In one case (Lord Lane C.J. 

Faulkner v Talbot, 1981) it was ruled that battery was ‘any intentional touching of another 

person without the consent of that person and without lawful excuse.  It need not necessarily 

be hostile, rude or aggressive.’  These are criminal charges and can result in fines or 

imprisonment or both. 

 

Contract Law 

The law of contract is a civil law, but one outside of the law of torts discussed above. An 

enforceable contract contains three elements: (i) An agreement, (ii) Consideration and (iii) An 

intention to create legal relations. 

A physical therapist may be subject to a contract with a client.  Advertisement of services 

would constitute an invitation to treat, but not an offer.  Subsequent to the person presenting for 

services, an offer may be made, and the client may accept the offer.  The acceptance must be 
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communication to the therapist, and once this is done, the enforceable contract comes into existence 

(if consideration and intention to create legal relations also exist).  In practice, this probably relates to 

the signing of an informed consent form to progress with treatment, or a verbal agreement to proceed 

with treatment. 

Consideration is legally defined as “a valuable consideration in the sense of the law, may 

consist of either in some right, interest, profit or benefit accruing to one party, or some forbearance, 

detriment, loss or responsibility given, suffered or undertaken by the other” (Dimond, 1998). In 

essence, this means that if money is given in exchange for a treatment, or treatments are swapped 

between therapists, then consideration exists. 

In business affairs, there is a presumption in favour of the intention to create legal relations 

and this applies to therapists offering services.  When domestic premises are used this should be made 

clear to clients who may be friends or neighbours. 
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