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Current research on manual therapy (MT) for voice and swallowing disorders concentrates primarily on quantitative studies that address outcome-based interventions, posed from a perspective of single-source cause and effect relationships (Petty, Thomson, & Stew [a], 2012). Little mention is given to patient-input as a determining factor regarding intervention and outcomes. In my proposed research, I hope to broaden these perspectives to include qualitative aspects of a patient-led, biopsychosocial (BPS) explained approach that includes shared decision-making (SDM) elements that have not yet been addressed in the literature. This new model would supplement the more common clinician-biased MT applications, allowing greater respect for patient values and expectations. In my view, this model would better embody the original intent of the evidence-based model (EBM) (Kerry, 2012; Djulbegovic & Guyatt, 2017) and works to advance those original principles. These new concepts will then be woven together to explain and expand upon the hybrid model that I currently use in my physical therapy practice and seminars. Toward this end, the proper delineation of my research perspectives will be elucidated, including:
· Choice of ontological position
· Establishment of epistemological viewpoint from the appropriate methodologies
· Consideration of methods
· Describe data collection
· Evaluate and include ethical concerns, including issues related to insider research

I've chosen to embed my proposed research into this paper, tracing the decision tree to include relevant historical aspects of my work. 

When beginning this MA program, I naively envisioned an easy path from adapting my current practice model into designing a research project. I'm a physical therapist with 36 years of experience, utilize MT as my primary intervention, and teach MT to health and related professionals. However, with my only experiences in research as a student in the early 1980s, I quickly saw much to learn. The method I use has evolved throughout my professional career with the most current form the topic of this research project. While at a superficial level, the touch-based input of MT is my stated intervention, what identifies the work I use and teach, is how I engage and include my patient in the treatment process. The interchange between us, verbal and non-verbal, decides the direction of the intervention and is an intervention that has outcomes that are a by-product of behavioral science as much as they are physical science. While the reader may have no context to apply much of my model and background, it represents a stark contrast to the more commonly used intervention styles in MT, be it in the voice and swallowing fields or in the more general MT realm. 

My motivation for pursuing an advanced degree was to more succinctly establish a more precise narrative to describe and define the work that I teach. While that motivation involves a broader framework, my goal in undertaking this research is to deepen the understanding of patient input into the MT setting. As little has been published on this topic in the field of voice and swallowing disorders or in the larger field of general MT research, it is hoped that the results of this research push the boundaries of professional practice. 

I define my research question(s) to be:
Can patient input into the therapeutic environment, through shared decision-making, add perceived efficacy to the therapeutic interaction? As a patient-centered model based upon BPS principles, discussing aspects of causation is inherently more complex regarding causation than single tissue-pathology-based models. Will patients and clinicians find value in such an approach?

While to a casual observer who is not acquainted with the challenges of manual therapy's (MT) current standing in the larger world of physical therapy, my research question may seem inconsequential. However, given the historical bias toward quantitative research in the physical therapy and MT literature and more recent movement highlighting the importance of randomized controlled trials and systematic reviews as the hallmarks of EBP (Djulbegovic & Guyatt, 2017). These shifts, coupled with a climate of viewing MT as a "low-value" intervention (O'Connell, Cook, Wand, & Ward, 2016, pg. 976) compared to exercise and patient education, have rendered MT approaches, especially those that emphasize patient-input, as less acceptable. These dominant views have made it difficult to find an accepted place for MT within the practice of physical therapy and the larger world of voice and swallowing disorder interventions. As discussed in my previous paper for assignment BMPF7003 and bolstered by (Petty, Thomson, & Stew [a], 2012), the preponderance of studies that point to the relevance of MT in the treatment of voice disorders is quantitative in nature. Through the use of MT, there is ample quantitative evidence that shows statistically significant improvement in dysphonia (voice disorders) (Dunphy, 2013) and as a treatment strategy in dysphagia (swallowing disorders) (Kang, 2020; Krisciunas, 2016; Krisciunas, 2019). However, in each of these studies, there is a decided silo-effect bias described, with specific tissues being stated as the problem and with patient-input receiving little if any mention (Asher, 2013; Ateras, 2017; Craig J. T., 2015; Kennard, 2015; Leppänen, 2009; Marszalek, 2012; Tomlinson C, 2013). Lacking is a universal qualitative review of causation and patient-centered models of evaluation and treatment. With this void noted, qualitative methodologies will be discussed throughout my research. Laverty saw qualitative research as better emphasizing discovery, description, and meaning, while quantitative research focused more on prediction, control, and measurement (Laverty, 2003, pg. 21). I foresee my research as aligning with the shared discovery of meaning and relevance through a therapeutic alliance between my patient and myself, leaving it decidedly qualitative. 

With this background, I will attempt to define my research. 

Ontology is defined as the nature of reality, or "the claims or assumptions that a particular approach makes about the nature of reality under investigation" (Petty, Thomson, & Stew [a], 2012, pg. 270). Ontology is also said to state "how we think the world is" (Anjum, Dispositions and the Unique Patient, 2020, pg. 31). Traditional views on manual therapy typically offer a single view of reality, often seen as a strict cause and effect relationship. For example, high muscle tension causes hoarseness, excessive radiation fibrosis causes swallowing problems, and post-surgical scarring causes tongue movement problems. While surgical scarring can cause movement problems and MT to the tongue may improve movement, are there other factors (causation) that can influence both the problem and a resolution of those issues? These multiple potential causes come into play when trying to define the problem and interventions deeply. While not explicitly stated as such (Petty, Thomson, & Stew [a], 2012, pg. 272), the ontological claims of traditional manual therapy seem to rest on silo-based beliefs of individual tissues or structures, with no mention of the complexity of both the interrelated systems of behavioral influences. 

Do patient perceptions matter with regards to interventions, or are outcomes based solely on the tissue-based impacts? In the view of a traditional manual therapist, the functional deficits caused by scarring are only remediated by MT stretching. But tongue mobility problems improve through other non-touch-based methods (Logemann, 1997; Pauloski, 1998). As such, my ontological view is one where there is no one specific truth. From the bottom-up perspective, causation can be varied and nuanced. It can include local tissue-specific problems, neurological and brain-based factors, and multiple behavioral and contextual factors. From the top-down intervention perspective, my view requires the clinician and patient's cooperation to establish a unique series of solutions, ones that frequently change, based on a feedback loop. Causation of the negative impact (the problem) and causation of intervention (the solution) is varied. The truth may vary from patient to patient, with additional confounders being my relationship with each of them. As elucidated below, it is possible to see truth as only fact (objectivistic), but given my epistemological view, truth here is being interpreted as a person’s (lived) experience (relativistic) (Fieser, 2017)

Epistemology is generally defined as "how can I know reality?" (Patel, 2015) or "how we go about investigating the world" (Anjum, Dispositions and the Unique Patient, 2020, pg. 31). The stating of an epistemological viewpoint closely ties in with the ontological reasoning mentioned above. In the context of my research topic, understanding (and accepting) the complexity of causation as my vehicle for understanding reality becomes my epistemological view. Without these epistemological views, understanding the broader nature of causality will not be possible. Given that I see no single truth, no single tissue to blame for dysfunction, nor a single pathology that gets altered to create an intervention solution, I see the need for truth to be interpreted. This need for interpretation is based on the varied and nuanced feedback that I receive from my patients and how I allow those individual truths to be cycled back into the treatment process. This epistemological view will guide me in choosing and defining a paradigm from which to work and drives me to consider an interpretivist paradigm over others. My patients provide truth to the potency of the intervention through collaboration with me and the process. Existing medical diagnoses become potentially less relevant, making way for patient perspectives to dominate the treatment decision-making process. Through MT exploration and the cyclical questioning used, together, we develop a treatment plan, one that is ever-changing. This cycle exemplifies my epistemological view. I will investigate the world by accepting multifactorial causation and through interpretive, patient-centered intervention. Outcomes are based not on me changing something but as a result of interactions between my patient and myself. 

In referencing Thomas Kuhn's, The Structure of Scientific Revolutions (Kuhn, 1962), Orman refers to paradigms as an "intellectual framework that make research possible" (Orman, 2016, pg. 47), while Kuhn himself describes them as a "set of common beliefs and agreements shared between scientists about how problems should be understood and addressed" (Ito, 2018). As explained above, save for a few papers mentioned by Petty (Petty, Thomson, & Stew, 2012 [a]), most research in the physical and manual therapies, including MT in the voice and swallowing domain, tend to be presented from a quantitative perspective. Like Petty (Petty, Thomson, & Stew, 2012 [a]; Petty, Thomson, & Stew, 2012 [b]), in choosing a paradigm from which to define my research, I am choosing a different perspective, one removed from typical positivistic paradigm, with its quantitative norms. As my work is qualitative, I saw a choice between an interpretivist and pragmatist paradigm. Both allowed methodologies that included action research (Patel, 2015) an intriguing perspective but are in stark contrast to typical paradigms used in the MT literature (Kennard, 2015; Leppänen, 2009; Marszalek, 2012). 

Traditional biomedical and biomechanical views of pain and movement disorders typify the MT community, with thoughts that problems originate in the tissues, with intervention applied to fix such issues. Education is "associated with technical rationality, characterized by non-critical, positivist, paternalistic and biomedical views to person-centred care. This may be explained by the overemphasis on biomechanics and technical skills coupled with the absence of BPS clinical integration" (Abrosimoff & Rajendran, 2019, pg. 18). Such views form much of the incentive for my current research. 

Kerry describes the typical physical therapy and MT paper as being written from quantitative, Humean perspectives, which are traditionally more cause/effect in nature (Kerry, 2012, pg. 4). Hume's empiricist views put strict criteria on the observable as the only acceptable matter, a shared characteristic of a positivist paradigm (Anjum, Copeland, & Rocca, 2020, pg. 57). Humean views see anything other than what can be directly observed is to be taken as speculation (Anjum, Copeland, & Rocca, 2020, pg. 17). The nature of most existing MT evidence in the voice and swallowing field follows this line of reasoning. For example, excess muscle tension causes muscle tension dysphonia. Reduce the muscle tension by locally manipulating the tissues/tension, and voice improves (Kennard, 2015, pg. 751). These are seductively simple views and are permitted to exist in much of the published research. While I imagine many authors of such studies would disagree with my identifying their ideas as positivistic, there is a decided simplification of cause/effect into such relationships. Though multifactorial causation and intervention effects have been explored in the more general MT literature (Bialosky, 2018; Geri, 2019; Kolb, 2020), few articles written for the voice/swallowing community have come to my attention that addresses such concerns. Roy has explored the range of impacts beyond local, tissue-based responses (Roy, 2017), though his views seem not shared by other authors in the use of MT for voice and swallowing disorders. MT has a wide range of possible effects and impacts, from the peripheral influence in tightness, as Kennard (2015) describes, to more complex and nuanced central and autonomic nervous system impacts and contextual factors (Bialosky, 2018; Bizzarri, 2019). Recognition of this range of influences on causation and treatment effects run counter to positivist thinking and add complexity to what is traditionally seen in such cause/effect views. The EBP model is based on a positivist paradigm (Abrosimoff & Rajendran, 2019, pg. 18). Moving into a patient-centered, BPS model forces the researcher to move on from positivism (Anjum R., 2016 pg. 421). The choice to exclude a positivist paradigm was logical, given my ontological stand of seeing more than one truth. More accurately, I see truth as a construct of the situation, emerging with a repetitive questioning of a patient's experience and allowing them to define what feels useful.

Of specific interest to my research would be an interpretivist paradigm. Patel's outline helped inform a simple direction and flow in narrowing to the options (Patel, 2015). Petty claims that the epistemology of the interpretivist paradigm requires that the research be immersed in the research, needing to learn the rules and culture, which fits well with the model of care that I use and am researching (Petty, Thomson, & Stew [a], 2012, pg. 269). Thanh (2015) describes the interpretivist paradigm as one that "allows researchers to view the world through the perceptions and experiences of the participants" (pg. 24). As I reflect on the work that I use and teach, this sentiment embodies my approach. I am not using my own beliefs, at least not as a single source of information. Instead, my approach in this research is to act in a give-and-take manner, allowing patient feedback to form the experience. The interpretivist paradigm is said to be able to "accommodate multiple perspectives and versions of the truth" (Thanh, 2015, pg. 25). The truth may seem to be a singular, fact-based perspective, separated from untruth in a dualist manner. That manner of thinking aligns well with quantitative positivistic paradigms. But truth is also an expression of belief, what is held to be true by the individual (Ramsey, 1991, pg.7). In referencing the role of lay language in interpretivism, Petty succinctly characterizes it as accepting "lay language as the very medium of social life "(Petty, Thomson, & Stew [a], 2012, pg. 269). My approach allows the patient their language, with encouragement for them not to attempt to edit thoughts and experiences to fit what they perceive to be my expectations. Approaching my research from an interpretivist paradigm will allow me the freedom to enable multiple truths, each holding weight. The ultimate determinant of proper weighting will lie in the hands of my patient, as they choose what aspects of the intervention seem best for them, thus supporting my epistemological viewpoint. 
Prior to beginning this assignment, I had already visualized action research methodology as one logical choice while formulating a plan for this project. Though top-down decisions might typically be made before landing on a methodology, with ontological/epistemology positions established first, followed by paradigm considerations, an examination of my therapeutic intervention style aligned nicely with the principles of action research. Hart (1996, pg. 454) describes action research as to "involve a change intervention geared to improvement and a process based on a continuous interaction between research, action, reflection, and evaluation," with recognition of action research's concern for the process between people with their actions and interactions (pg. 455). A criticism of action research voices concerns over action itself being given priority over research (Meyer, 1997), though Lewin, one of the founders of the action research model (Meyer, 1997), saw it as a viable approach to problem-solving (Lewin, 1946). Lewin describes action research as "a comparative research on the conditions and effects of various forms of social action" (pg. 35). 
With regards to my therapeutic process, as well as the research I am undertaking, Avison states it best: "Action research is an iterative process involving researchers and practitioners acting together on a particular cycle of activities, including problem diagnosis, action intervention, and reflective learning (Avison, 1999, pg. 94). Repetition of a series of questions (iteration), unique to the individual and context, with changes in manual input and pressures resulting from the responses to those questions, form the basic framework of the therapeutic process I utilize. To state that my approach, and subsequent research surrounding it, aligns with an action research methodology would be an understatement. Though Hope (2003) says that it is a minority view to cite action research under the interpretivist domain, seeing a stronger case for critical theory and participatory theory framework (pg. 123), his paper speaks to flexibility in the choice of methodologies. 
Phenomenology presents another plausible methodology from which to approach my research. Woljnar (2008) describes phenomenology as having the ability to better examine human experience over previous methodologies. Phenomenology is said to be able to describe and understand phenomena, such as "caring, healing, and wholeness as experienced by individuals who have lived through them" (pg. 173). Sloan considers a phenomenology-based approach qualitative and divides the two main types of phenomenology into descriptive and interpretive (hermeneutics) (Sloan, 2013, pg. 1293). Descriptive phenomenology requires the "bracketing off" of the researcher (pg. 1295), in essence, requiring removal from past and present experiences to remain as a neutral observer. Such removal is not keeping with the full immersion of the clinician seen in my approach. Hermeneutic phenomenology prefers not to specify a formal analytical method so that "the context of the phenomenon itself can dictate how the data are analyzed" (pg. 1296), with hermeneutics defined as "the art of understanding and of making oneself understood" (Zimmerman, 2017). Within interpretive/hermeneutic phenomenology, "the interpretive process is circular, moving back-and-forth between the whole and its parts and between the investigator's forestructure of understanding and what was learned through the investigation" (Woljnar, 2008, pg. 175). This last passage seemingly mimics my current practice and my intended research, making hermeneutic phenomenology a valid methodology to be utilized in my research. 
While many aspects of hermeneutic phenomenology seem appropriate for my research, including allowing the richness of the lived experience of the patient to dictate how the data is derived, my decision to adopt an action research methodology stems from its allowance of an ongoing interaction between subject and examiner to form the data. While both involve circular factorization of data, the core element of action research's process of "continuous interaction between research, action, reflection, and evaluation" (Hart 1996, pg. 454) influenced my decision. With the iterative nature of action research, "the content of the discussion, stimulus, or sometimes even the methodology is adapted over the course of the research programme. Learning from initial research sessions is used to influence the inputs for subsequent interviews." (Iterative Approach, n.d.).
Regarding defining my method, Rowley (2003, pg. 132) states that action research allows any manner of data gathering. Upon reviewing much of the available literature on action research, I was unable to find an approach that closely aligned with the approach I intend to use. However,  given the ability to translate nearly any method into an action research methodology, I envision no boundaries to my intended data collection. 

I will be relying on convenience sampling among my target population. Convenience sampling "is a type of nonprobability or nonrandom sampling where members of the target population that meet certain practical criteria, such as easy accessibility, geographical proximity, availability at a given time, or the willingness to participate are included for the purpose of the study." As I have a ready-made cohort (my patients), convenience sampling offers me the opportunity to request all new patients' participation within a designated time frame. (Etikam, 2016, pg. 2). I recognize that patients who seek out my physical therapy treatment are not in and of themselves a random sample of the general population. My sample will include all new patients who opt-in within a defined time frame. Given the rather non-random or accidental nature of the data obtained in convenience sampling, care will be taken not to over-generalize data conclusions, as "with numbers derive(d) from convenience sampling, one can make only weak statement(s) about some characteristic of the sample itself rather than a formal inductive inference concerning the population of interest" (Etikam, 2016, pg. 3). 

As my physical therapy practice is a single clinician office, the total patient population in any given time frame is small. The influx of new patients varies considerably, with incoming referral numbers out of my control. While obtaining a larger random sample may afford a clearer understanding of the efficacy of the tested methods, given the small numbers of new patients in the specified time frame of the study, a non-randomized, convenience sampling will be utilized. Additionally, as this project is qualitative, there will be no control group.

To repeat my research question(s),

Can patient input into the therapeutic environment, through shared decision-making, add perceived efficacy to the therapeutic interaction? As a patient-centered model based upon BPS principles, discussing aspects of causation is inherently more complex regarding causation than single tissue-pathology-based models. Will patients and clinicians find value in such an approach?

Data will be obtained through a semi-structured format. After written informed consent is obtained, new patients will be asked a short series of pre-treatment written questions. Possible questions to be included might be:
· If they have even been treated with manual therapy (of any style) in the past. This will not be an exclusionary question but will allow the data to be analyzed in different ways. 
· If they believe that taking part in the decision-making process will benefit them in terms of improved outcomes. 
· If they have received manual therapy in the past, do they believe they were included in the decision-making process. They will also be asked if they anticipate their input to benefit the treatment. 

A follow-up questionnaire will be given after the patient's 2nd session to include possibly:
· If they feel that they were included in the decision-making process during the treatment
· If they answered yes to the above question, if they felt that their input was valued
· If they felt like their input contributed to the experience and outcomes (efficacy)
· If they felt that their input gave them a greater feeling of safety and control
· If they felt that they were a partner in the therapeutic relationship
· Any further input that they would like to add about the nature of the therapeutic relationship in question. This last question moves the format from structured into semi-structured, allowing for more in-depth explanation of points that have relevance to each patient. 

A second data set is considered and would be obtained through convenience sampling from clinicians who have both completed my in-person seminar and have applied the principles with their patients. Possible questions to be included are:
· If this was their first experience using manual therapy. This will not be an exclusionary question but will allow for a more in-depth data analysis
· If the patient-centered principles being researched were difficult for them to institute. This and subsequent questions will be followed by an open-ended opportunity for the clinician to elaborate.
· If the patient easily understood the patient-centered principles. 
· If they feel that this patient-centered approach added value and efficacy to the therapeutic interaction.

Recognizing that using an action research model and based on the style of interaction that will be a part of this work, insider research ethics and awareness must be considered. Fleming (2018) advised that challenges include "minimizing the potential for implicit coercion of the participants; acknowledging the desire for positive outcomes; ensuring tacit patterns and regularities were not taken for granted, and awareness of the potential conflicts of being an academic and researcher within the same context" (pg. 311). In my research model, I am a co-participant with my patient, deeply embedded in the therapeutic experience, though not a member of the group seeking help as are my patients. While viewed as the expert, I attempt to temper that perception by explaining the necessity of their assistance. 

As an immersed party in the research, I must recognize that it is impossible to maintain full objectivity, as contrasted with studies done from a positivistic perspective. With these challenges in mind, I must exercise caution to minimize leading my patient in any aspect of the process, including the questions I ask and what I do with my hands. Stating my lack of objectivity is in stark contrast to traditional MT models. The clinician believes that they discover something via palpation that they believe to be the problem, with little to no patient input. In that model, conclusions are often drawn regarding what was palpated and what must be done about it, treatment-wise. Recognizing the bias (and ego) in this traditional approach, I've tried to remove this bias by sharing decision-making with my patient. Rather than tell them that I have found their problem and tell them what must be done, through a series of questions, I allow them to determine if the palpated area feels relevant and if my hands' actions feel potentially helpful. Though I am immersed in the research, I attempt to remain neutral and exhibit no coercion, with as little contamination of the process as possible. As an insider, there is an allowance of empathetic understanding towards the patient and their issues not afforded by outsider research models (Merton, 1972, pg. 15), and certainly not by positivistic methods. Sharing one's own experiences is allowed in an insider research model to build possible trust and rapport with the interviewee (Fleming, 2018, pg. 313). While speaking of my own experiences, it must be done appropriately, as it allows my patient to potentially see themselves as not an island, unique in their problems. But my input must stay at the level of metaphor and analogy and not be used to influence their responses. 

In many ways, my work and research require me to continually examine my practice, reflecting on what I am feeling and gaining feedback about its relevance from my patient. It would be impossible to remove all insider bias, as my touch is an integral part of the therapeutic process and often begins a conversation. Frequently, my patient will defer to my judgment, feeling that they don't know to have the education or experience to contribute to the evaluation and treatment process. Through the active research process, I work to redirect them into being an active, rather than a passive, participant in the process. 
Ethics must play an integral part in this research study, both as an insider to the process and the research in general. As a part of my physical therapy practice, I am required to maintain my profession's standards, as outlined by my New York State Physical Therapy Practice Act (Article 136, Laws, Rules, & Regulations, Physical Therapy, 2019). These standards would apply to this research as well.  Lincoln and Guba (1989) outline our moral and legal responsibilities regarding ethics in research. From the moral perspective, we must face the moral dilemmas of "lying, concealment, and revelation" (pg. 221). Legal responsibilities include doing no harm, obtaining fully informed consent, protecting our research subjects' privacy and confidentiality, and using no deception (pg. 222). By abiding by principles set forth by Lincoln and Guba and many others who speak to the ethics of research (Brannick, 2007; Research Ethics & Integrity Code of Practice, 2015-2018). 


Conclusion
Through this research, I intend to begin to elevate the value of patient input as a critical aspect of clinical practice regarding MT in voice and swallowing disorders and manual therapy in general. Traditional MT roles place the clinician in the position of power regarding evaluation interpretations and treatment decision-making. While aspects of more traditional MT protocols use reflection-before-action, which uses past training and experience to guide future practice, I see my proposed model as using reflection-in-action, where the clinician adds in moment-to-moment decision-making based on prior learning and experience (Edwards, 2017, pg. 11). 
Through analysis of the philosophical framework of research design and my current model and decisions on how to place this research, I am comfortable in stating the following: 
· Ontological position: There is no one truth.
· Epistemological position: I will investigate the world by accepting multifactorial causation and through interpretive, patient-centered intervention.
· My research will be qualitatively based.
· I will be using an interpretivist paradigm.
· My methodology is action research.
· Methods will be convenience sampling through a semi-structured data collection. 

To best provide context regarding my choices, I have included some planning aspects of my research in this paper and feel confident that the project can conform to the above reasoning line. The data will be relevant as novel information in my professional field and to the greater body of evidence for MT.
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