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Abstract

Background. Grooving evidence suggests that patients could have
Direct Access (DA) to physiotherapy. It represents a new model of
care, which might lead to improve patients’ health status and decrease
cost services for healthcare compared with a secondary care referral
pathway. The aim of this study is to explore the evidence regarding
feasibility, effectiveness, costs, safety and patient satisfaction through
DA compared to other organizational models.

Methods. A systematic review was carried out through MEDLINE,
CINAHL, and EMBASE databases from their inceptions until March
2018 using keywords related with DA. All articles in English, Italian
or Polish comparing the modality of DA with any other organizational
modality were included. Two reviewers independently selected eligible
studies, extracted the data, and assessed methodological quality using
the Newcastle-Ottawa Scale for cohort studies.

Results. 1593 articles were initially identified, and thirteen studies
met the inclusion criteria. The mean NOS score for study quality was
6.4 £ 1.4 out of a possible total score of nine points. Patients impai-
rments and health care status, were similar through all studies. DA
showed less number of physiotherapy treatments, visits to physician,
imaging performed and required fewer non-steroidal anti-inflammatory
drugs and secondary care. Patients were more satisfied with the service
in comparison to the group referred by the physician. and costs per
subject were lower. DA patients were younger, with a higher level of
education; mostly, they presented a less severe clinical condition and
amore acute pathologies related to the spine. No harms were reported.
Only one study assessed the clinical safety of the DA.

Conclusion. The findings suggest that DA to physiotherapy is feasi-
ble considering the clinical and economic point of view. However, more
research is still needed due to the low evidence of the reviewed studies
and to explore the clinical safety of DA. Clin Ter 2018; 169(5):e249-
260. doi: 10.7417/CT.2018.2087
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Introduction

Nowadays, rehabilitation services require modern orga-
nizational models in order to meet the patient’s needs and
to decrease health care costs. Usually, the patient needing a
physical therapy treatment is referred to the rehabilitation
service from another health professional (e.g., General

Practitioner, orthopedic surgeon). Recently, worldwide, a
new organizational model for providing access to physical
therapy is developing: “Direct Access” (DA) i.e., the pos-
sibility for the patient to directly seek a physiotherapist as
the first contact (1).

DA is a healthcare pathway to access to physiotherapy
services quite widespread around the world: in 2012 fin-
dings form a survey concluded that DA to physiotherapy
is available and well accepted in 40 countries, including
Australia, Brazil, the Netherlands, South Africa and most
of States in the USA (2).

Mallet et al. (3) reported that DA offers advantages from
an economic standpoint reducing the number of visits and
specialties consultations’ needed before the referral, thus
reducing the health care costs sustained by the patients (3).
DA also offers organizational advantages; it speeds up the
access to physiotherapy, reducing delays in assessment and
management (4) and decreasing the workload for General
Practitioners (GPs) (4, 5). Also, a reduction in the waiting
time and length of stay in the emergency room with no ad-
verse effects were reported when musculoskeletal disorders
are screened by a physical therapist as first point of contact
for the patients seeking care in the emergency department
(6). Furthermore, patients managed through DA by the phy-
siotherapist were shown to be more satisfied than patients
evaluated by a physician or an orthopedic surgeon in an
emergency department setting (7, 8). Moreover, DA would
influence the physiotherapist profession; as it would incre-
ase professional responsibility and represent an interesting
challenge for the physiotherapists category (4, 9).

On the other hand, physiotherapists should be appro-
priately trained to be able to recognize clinical findings and
symptoms that may indicate an underlying serious pathology
e.g., red flags (see (10), which do exclude physiotherapy as
primary treatment and rather suggest the need of a further
physician investigation or surgeon assessment. Furthermore,
DA might reduce either physician - physiotherapists com-
munication regarding the health status of the patient (11,
12) or multidisciplinary collaboration models that shown
positive outcomes (13, 14).
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The aim of this study is to review the evidence regarding
the DA in physiotherapy with respect to other organizational
models in terms of feasibility, effectiveness, costs, safety
and patient satisfaction.

Methods
Search strategy

A structured search on multiple literature databases,
including, MEDLINE (through PubMed interface), Cu-
mulative Index to Nursing and Allied Health Literature
(CINAHL) and Excerpta Medica dataBASE (EMBASE)
was carried out from their inceptions until March 2018.
The research strategies are reported in the Appendix. The
keywords were identified following a preliminary literature
research. Additional records were searched on the reference
list of the included articles and by hand searching related
studies to retrieved other relevant articles.

All studies - in English, Italian or Polish language -
regarding any patients’ clinical condition, comparing the
modality of DA with any other organizational modality, in
terms of effectiveness, cost, safety and patient satisfaction
were included. Descriptive articles (e.g., reviews, letters
to the editor, commentaries, etc.) that did not provide data
regarding the effectiveness of DA were excluded.

Studies selection

Two reviewers (LP & DP) independently screened the
titles of the articles obtained, excluding duplicates and
obviously irrelevant studies. Later, the same reviewers read
the abstracts and selected the full-texts to include. Revie-
wers were not blinded to information regarding authors
and journal for each included paper. Disagreement between
reviewers was resolved by a consensus.

Assessment of the methodological quality

As the majority of the studies included in this review
were retrospective (i.e., without randomization), the me-
thodological quality of the studies was performed using the
Newecastle-Ottawa Scale (NOS) (15), a check-list for cohort
studies. The scale comprises of nine items investigating three
main domains: i) sample selection (four points), ii) compara-
bility (two points), and iii) outcome (three points) for case-
control and cohort studies, respectively. The score system
allows a semi-quantitative assessment of study quality by
counting the number of point given to each item. The NOS
score ranges between zero up to nine points, representing
the lowest and the highest quality, respectively.

The two reviewers (LP & DP) independently blind to
each other assessed the methodological quality of all in-
cluded studies. In case of disagreement, a consensus was
obtained through a discussion involving a third reviewer
(RM).

Data extrapolation and analysis

Subsequently, two reviewers (LP & DP) independently
extracted the data using a standardized form, including: bi-
bliography, purpose of the study, study design, participants’
characteristics and setting, interventions, outcome measures,
main results and conclusions.

Results
Study selection

A total of 1,593 articles were initially retrieved through
the literature research. Thirteen papers met the established
criteria and were included in this systematic review (4, 5,
16-26). The flow diagram of the literature search through
the review selection process is outlined in Figure 1.

Assessment of the methodological quality

A detailed evaluation of the methodological quality of
the included studies is shown in Table 1. The mean and
standard deviation of the NOS score was 6.4 + 1.4 (median,
25" and 75" percentile were 6, 5 and 7, respectively). The
score ranged from a minimum of five points (4, 17, 18, 20)
to a maximum of nine points (25, 26). In the majority of
the included studies, the sample selection was considered
representative for the general population (except for Hold-
sworth & Webster (19) who considered controls related to
the previous year compared to cases, when DA was not yet
established). In several studies, the two groups (DA versus
access referred by the physician) were not matched-control-
led for confounding factor, i.e., sex and other clinical features
(e.g., clinical condition, duration of the disease, etc.). Finally,
almost all of the studies did not report outcome variables
such as the duration of the treatment period or the number
of withdrawals/dropouts among participants.

Data extrapolation and analysis

Table 2 outlines the study characteristics and results of
each included study.
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In 1984 Gentle et al. (16) reported the findings of a ran-
domized clinical trial aimed at assessing the effects of a DA
service on waiting time before treatment, patient recovery
and to describe which patients were considered suitable for
DA by GPs. In a UK region (West Cornwall), GP services
recruited patients who needed physiotherapy treatment.
The patients were randomized for the allocation in the DA
group (N=123) and referred by GPs to an outpatient clinic
(N=107). The average waiting time before treatment was
sensibly lower (i.e., six days) in the DA group compared to
the control group (69 days). In the DA group there were less
use of consultant outpatient services compared to the GPs
referral group. Self-reported questionnaire on the overall
recovery of patients reveled a higher rate of improvement
in the DA group (p<0.05) at three months of follow-up, hi-
ghlighting a more rapid recovery. No difference was found
on return to work rate. Therefore, DA was found to be a
feasible modality to provide physiotherapy care.

In 1993, Hackett et al. (17) compared three different
patient management models i.e., referral by GPs (N=183)
to physiotherapist on site, access via consultants (N=133)
and DA (N=183), in a prospective study over a period of six
months. No significant differences on musculoskeletal con-
ditions were found across the three cohorts at the baseline.
Referral rates to physiotherapists were higher in the GPs
group compared to the other two (p<0.001). On the other
hand, on GP referral and DA showed both lower prescription
rate (p<0.001) and lower prescribing costs per patient than
access via consultants. No differences were reported on the
mean number of rehabilitation sessions administered for
every patient. Patients in the on-site physiotherapy group
showed less lost time from work and daily duties than in the
other cohorts. Access via consultant displayed more delays
and higher financial costs (p<0.001) compared with the other
models. In conclusion, DA showed more benefits in patient
care and effectiveness than access by consultant However,
the most cost-effective way on patient management was
referral by GPs.

In 1997, Mitchell & de Lissovoy (18) analysed data
about costs sustained from private health insurances in
the United States of America which have reimbursed phy-
siotherapy; costs sustained for patients who had a DA to
physiotherapy and costs sustained for patients referred to
physiotherapy by a GP were compared respectively. They
included all the subjects who request to the insurance for the
reimbursement of at least one session of physiotherapy for
musculoskeletal disorders from January 1990 to December
1991. They excluded all the subjects with chronic conditions
(e.g., arthritis, cancer, osteoporosis) or which a combination
of comorbidities. They divided the total participants accor-
ding to access model to physiotherapy (DA versus referral
by the GP), comparing in the number of physiotherapy
treatments, costs (in dollars) for: drugs, imaging and total
costs. Two-hundred and fifty-two subjects were included
in the DA group and 353 subjects in the GP referral group.
Compared to the subjects referred by the GP, self-referral
patients underwent fewer physiotherapy treatments (7.6 +
9.1 versus 12.2 = 12.8; p<0.01), had a lower costs for drugs
(36 = 109 $ versus 78 = 223 $; p<0.01 ), for radiological

examinations (44 + 190 $ versus 175 = 541 $; p<0.01) and
lower total costs (1.004 = 2.030 $ versus 2.236 + 2.827 $;
p <0.01). Therefore, DA episodes were found to be shorter,
performed fewer service numbers (both physiotherapeutic,
radiological and pharmacological) and were less expensive
than GP referral group episodes.

In 2004, Holdsworth & Webster (19) reported the main
results of a longitudinal study assessing a physiotherapy
treatment based on DA. They included all patients who self-
reported or were referred by GP to physiotherapy between
1999 and 2000. Subjects’ perception was considered as
outcome measure — the patients were asked to assess how
severely their problem was influencing them on a 10-centi-
meter visual analogue scale at admission and discharge. Fur-
thermore, workload of the GPs was also considered. Three
hundred and forty subjects were recruited in the DA group
and 339 subjects in the group of subjects referred by the
GP. The demographic characteristics of the subjects differed
between the groups: in fact, the DA group had more males
(56 versus 37; p=0.007), had younger subjects (p=0.027),
suffering from shorter duration conditions (p=0.001). Mo-
reover, subjects in the DA group had underwent fewer phy-
siotherapy sessions (p=0.038), reported a lower severity of
the symptoms at their discharge (p=0.011), waited less time
to access physiotherapy (5 + 3.45 days versus 9 + 3.8 days
; p=0.001) and made fewer GP’s visits (p <0.01). Finally,
a higher proportion of subjects in the DA group (78%) had
achieved the goals that were set at the beginning of their
intervention compared to the other group (63%), however
this difference was not statistically significant (p = 0.079).
Based on the study’s findings the authors state that DA to
physiotherapy was feasible and well-accepted in the setting
in which the study was conducted.

In 2006, Holdsworth et al. (20) described the influence
of the socio-economic levels across three modalities of
access to physiotherapy and investigated if the introduction
of self-referral potentially leaded to an increase of referral
rate, in Scotland. All the subjects who were referred or self-
referred to physiotherapy were enrolled in three groups, i.e.,
self-referral (n=648), referred by the GP (n=1795) and GP-
suggested referrals (n=542). The three groups were classified
according to geographic setting (i.e., urban, semi-rural and
rural) and socio-economic level (i.e., deprivation categories).
Data from 29 clinics were described. A significant difference
(p<0.001) was found among the referral rate within the three-
geographic area. DA did not increase the overall referral rate
in the geographic setting of the study. However, self-referral
and GP- suggested referrals were the most representative
access modality to physiotherapy in the rural setting, 32%
and 26%, respectively. Interestingly, social deprivation and
the socio-economic levels did not influence the modality of
access to physiotherapy. The study provided evidence that
DA was feasible across different geographic area and socio-
economics levels. DA did not lead to an increased rate of
access to physiotherapy.

In 2007, Holdsworth et al. (5) established the costs of
the Scottish health system regarding different modalities
of access to the physiotherapy. They studied three different
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organized modalities: subjects with DA, referred by GP
suggestion and referred by the GP. The outcome measures
included physiotherapeutic treatments number, visits to the
GP directly related to the physiotherapy condition over a
period of 6 months, prescription costs of non-steroidal anti-
inflammatory drugs and analgesics, radiographic exams and/
or secondary care. The study included 648 subjects in the
DA group, 542 subjects referred by a GP’s suggestion, and
1,795 subjects referred by a general practitioner. Self-referral
subjects required fewer radiographic exams (47 patients
versus 242 patients, p<0.001) or secondary care (9 patients
versus 55 patients, p<0.001) compared to subjects referred
by the GP. In addition, subjects with DA required fewer
prescriptions of non-steroidal anti-inflammatory drugs com-
pared with the suggestion group or directly from the GP (79
patients versus 75 patients versus 219 patients, respectively,
p<0.001) and also analgesic drugs (62 patients versus 80
patients versus 276 patients, respectively, p<0.001). Fewer
visits to GP were also resulted, if compared with the groups
referred with suggestion or directly from the GP (0.82 +
1.27 versus 1.70 £ 1.24 versus 1.71 = 1.21, respectively).
Finally, patients with DA had lower total costs per episode,
when compared with patients referred to GP-suggested and
GP-referral groups (£ 66.31 versus £ 79.50 versus £ §9.99,
respectively). The economic implications of this study sup-
port the DA mode, which due to less referrals to secondary
care or X-ray and less prescribed drugs was found being
feasible and cost-effective.

In their 2008 study, Brooks et al. (21) compared the fun-
ctional outcomes of patients with low back pain according
to their modality of access to physiotherapy. They included
data from medical records of patients with lumbar disorders
who had completed the Roland Morris Disability Question-
naire (RMDQ). The authors included 54 subjects in the DA
group and 42 subjects in the group referred by the GP. The
number of visits did not differ in the DA group compared
to the group referred by physicians (7.1 + 3.3 versus 6.8 +
3.5; p = 0.65). On the other hand, the functional outcome
measured by means of RMDQ was better in the DA group
than the other group (2.4 + 2.8 versus 4.1 + 4.6; p = 0.03).
Therefore, self-reported access was associated with better
clinical outcome compared to the control group.

The study by Leemrijse et al. in 2008 (4) aimed to inve-
stigate how many patients used DA to physiotherapy and to
establish whether these patients have a different demographic
and clinical profile from those who use other way to access
physiotherapy services. Thus, data from the Dutch national
registry were analysed. Subjects treated by physiotherapists
who dealt with a specific patient-population such as pedia-
tric and sports physiotherapists were excluded. Subjects
were divided into two groups (self-referral and referral by
the GP); demographic (e.g., gender, age, education level)
and clinical variables (e.g. diagnosis, duration and type of
clinical problem, number of sessions) were collected. 2,977
subjects were included in the direct access group and 7,263
subjects in the GP referral group. The self-referral subjects
differed significantly from the subjects referred by the GP in
terms of age, level of education, duration and recurrence of
their health problem (p <0.001); Patients with non-specific

neck and low back pain, with a recurrent and acute condi-
tion and with a higher level of education were more likely
to make use of DA. Finally, self-referral subjects received
fewer treatment sessions (8.1 + 6.6) compared to GP referral
group (10.5 = 8.9). Therefore, subjects who self-report to
physiotherapy have a different demographic and clinical
profile compared to patients referred by the doctor.

In a study by Webster et al. (22) physiotherapy services
users’ opinions regarding access to the service and their
experience were collected. Data from three groups that ac-
cessed the service with different modalities were reported. A
questionnaire was sent via postal service to all the subjects
who made use of physical therapy; the questionnaire inve-
stigated demographic (gender, age), clinical variables (type
of problem, symptom status), satisfaction and related to the
service (awareness of the ability to self-referral, perceived
level of knowledge of physiotherapy, attitude towards ac-
cess to physiotherapy, and effectiveness of physiotherapy).
Subjects were divided according to modality of access to the
physiotherapy service. Five hundred and forty-two subjects
were included in the DA group, 1,271 in the referral by GP
group, and 364 in the referral at the suggestion of GP group.
Most respondents reported they had limited knowledge of
physiotherapy, no significant difference between groups was
identified (p=0.129); less than 5% of all respondents in all
groups considered themselves to be very knowledgeable. The
majority of all respondents were satisfied or very satisfied
with their physiotherapy intervention and the difference
between the groups was statistically significant (79% of
the self-referral subjects, 73% of the subjects referred at
the suggestion of the GP, 74 % of subjects referred by the
GP, p<0.001); less than 3% of all respondents reported not
being satisfied. There were significant differences between
groups regarding opinions related to access to physiotherapy,
autonomous behaviors and future use of physiotherapys;
patients in DA group were more likely to strongly support
the possibility of self-referral, agreeing that self-referral
modality could save time (p <0.01) and that they would use
the service again in the future (p < 0.01).In conclusion, phy-
siotherapy was positively evaluated by all groups, especially
those in the DA group.

In 2012, Ludvigsson & Enthoven (23)compared the
patient's satisfaction regarding the assessment performed
by a physiotherapist or a GP. This study included subjects
with musculoskeletal disorders, administering them a
questionnaire to investigate the satisfaction with care and
quality of life (through EQ-5D). The questionnaire on care
satisfaction included five-question questions regarding the
perceived confidence in the ability of the physiotherapist or
GP to assess the current disorder, to have received sufficient
information about their current disorder and treatment,
and the ability of the practitioner to influence their current
disorder. They included 51 subjects assessed by the physio-
therapist and 42 subjects evaluated by the GP. Significant
differences in patient satisfaction were identified between
the two groups for all the questions in the questionnaire.
Patients evaluated by the physiotherapist were more satisfied
about the information on their current disorder (p <0.001),
self-treatment information (p <0.001) and the practitioner's
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ability to influence their current disorder (p = 0.002) than to
patients evaluated by a GP. Significantly more subjects eva-
luated by the physiotherapist expressed complete confidence
in the physiotherapist's ability to evaluate their disorder
compared to patients evaluated by the general practitioner
who express complete confidence in the doctor's abilities.
Therefore, subjects were satisfied in the primary evaluation
performed by a physiotherapist.

In 2012 Pendergast et al. (24) compared patients’ charac-
teristics and their type of health care in subjects with direct
access to outpatient physiotherapy services compared to
subjects referred by the GP. They collected and analysed data
from American health insurances of patients between the
ages of 18 and 64, subdividing them into six large diagnostic
groups: arthritis and joint problems, neurological diagnosis,
spinal problems, sprains and strain, fractures and other di-
sorders, traumatic to the joints, miscellaneous. As outcome
measures, they considered the number of physiotherapy
treatments and the total costs available. This study included
17,497 subjects with direct access and 45,210 subjects re-
ferred by the GP. The group with DA was younger (43.5 +
13.12 years versus 45.9 + 12.62 years; p <0.001) compared
to the group referred by GP, with a greater prevalence of
female subjects (59% versus 41%; p <0.001). Furthermore,
the group with DA performed on average fewer physiothe-
rapy treatments (5.90 £ 5.55 versus 7.00 + 6.09; p <0.001)
compared to subjects referred by GP. Finally, episodes of
subjects with DA had lower costs (503.12 +478.18 $ versus
605.49 +549.61 $; p <0.001) than subjects referred by GP.
Therefore, the findings of this study showed that patients
with DA performed less physiotherapy treatments and had
lower costs than those referred by GP.

In 2014, Badke et al. (25) evaluated a DA service for
outpatients. They included subjects with musculoskeletal di-
sorders of the spine or sports injuries, excluding subjects who
underwent physiotherapy following surgery. Total costs and
functional outcomes (through questionnaires administered to
the subjects) were considered. They included 252 subjects
in the DA group and 169 subjects in the group with access
referred by GP. The number of visits (3.9 + 3.0 versus 5.4 +
3.2; p <0.0001) and the mean duration of treatment (8.4 + 8.6
weeks versus 10.2 + 8.1 weeks; p = 0.03) were significantly
lower in the group with DA. The group referred by the GP
underwent more medical examinations (4.6 + 5.9 versus
8.2+ 6.4; p <0.0001), radiographs (0.25 = 0.62 versus 0.48
+ 0.80; p = 0.0003) and advanced bio-imaging procedures
(TC, resonances magnetic imaging and ultrasound) (0.15 +
0.54 versus 0.48 + 0.80; p = 0.0001) compared to the group
with DA. In addition, the costs for physiotherapy treatments
(1143.5+£789.1 $ versus 1463 + 817.9 $; p <0.0001), visits
to the physician (839.2 + 1422.6 $ versus 1520.9 + 1721.9
$; p <0.001) radiographs (873 + 222.9 § versus 163.0 +
262.0 $; p=0.0001) and advanced bio-imaging procedures
(288.1 £989.6 $ versus 626.5 + 1277.0 $; p = 0.0001) were
found to be greater in the group referred by GP than the DA
group. No statistically significant difference resulted from
the analysis of the clinical variables concerning baseline
function (77.6 + 12.6 versus 75.6 £ 12.9; p = 0.35) and

after treatment (91.3 + 6.5 versus 90.2 = 11.3; p = 0.50),
both with regard to pain reduction (64.6% versus 66.6%; p
=0.76). The authors concluded that DA was less expensive
compared to GP referral.

In 2017, Bishop et al. (26) reported the findings of a pilot
randomized clinical trial aimed at investigate the feasibility
of a future study. The authors evaluated the clinical efficacy
and the costs of DA to the physiotherapy service, compared
to GP referral. They included adults (18 years old) with
musculoskeletal impairments, excluding those undergoing
palliative care, with severe learning difficulties, and that
were forced to stay at home or at the nursing home. Clinical
outcomes were evaluated, such as physical function, quality
of life, mental health (through questionnaires), economic,
such as further health care, absence from work, attendance,
convenience of service, satisfaction with service and service
safety. The authors included in the study 425 subjects in the
group of DA and 553 subjects in the group referred by GP.
With regard to clinical outcomes, the questionnaire scores
were very similar over time among the participants in both
groups. Considering the economic outcomes, the GP referral
group was subjected to a slightly higher number of visits to
the general medicine doctor, to more investigations (e.g.,
TC, X-ray and magnetic resonance), specialist visits (e.g.,
rheumatologists and orthopaedic surgeons) and hospital days
deriving from surgical interventions; instead the group with
DA carried out more physiotherapy treatments. In addition,
the average total costs per subject were slightly lower in the
group with direct access (940.02 +2157.24 £ versus 951.25
+ 2050.88 £). The proportion of participants who reported
work absence due to their musculoskeletal problem was
similar between the two groups. No adverse events occurred
in the two groups throughout the study.

Eight study (4, 5, 17, 20, 22-24, 26) reported to receive
funding or financial support for implementation of their
researches.

Discussion

The purpose of this review was to explore evidence re-
garding DA compared with physician referral or other orga-
nizational model. DA to physiotherapy is a recently pathway
care that showed advantages in clinical and economic terms.
It also represents an excellent future health model care for
access to physiotherapy without referrals from a physician.
However, DA should be studied in terms of clinical safety,
patient satisfaction, and economic feasibility, in order, to be
implemented in healthcare systems.

Following a systematic literature search, thirteen articles
which met the inclusion criteria for this review were included
and analyzed. In summary, the DA modality group showed
lower costs (in terms of physiotherapy treatments, visits to
the GP, and bio-images performed) and was more satisfied
with the service than the group referred by the physician.
Patient health-status were similar through all studies, no
significant differences were highlighted. Only one study
assessed the clinical safety of the DA.
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Demographic and clinical characteristics of the subjects
were different between the two studied groups. With regard
to demographic variables, the group with DA was younger
(4,19, 24) and reported a higher level of education (4). These
findings can be explained in terms of a change of culture;
in fact, older patients (whose prevalence was higher in the
group referred by physicians) are still used to consult in
the first instance the GP according to their past habits. On
the other hand, younger patients are more likely to keep up
with the new possibilities the health system can offer. Mo-
reover, the latter also showed a higher level of education;
therefore, DA group was more likely to know about available
healthcare pathway and, therefore, could be more inclined
to make their own treatment decisions, choosing alternative
ways to access physiotherapy treatments. These two groups
also differed in clinical characteristics; in fact, patients in
DA were affected by a less severe clinical condition (19)
and had more acute pathologies related to the spine - such
as nonspecific neck and low back pain (4). This finding can
be explained by the fact that physiotherapy is recommended
as a first treatment in acute musculoskeletal impairments of
the spine (27). Finally, the DA group had a higher preva-
lence of recurrent musculoskeletal episodes (4); patient's
knowledge of the symptoms and specific competence of
the physiotherapist could also explain these outcomes, i.e.,
patients with recurrent problems referred directly more
often than patients who had no previous experience with
physical therapy. Although, it’s important to point out that
not all diseases should have DA to physiotherapy. Patients
presenting chronic diseases with different co-morbidities
require multidisciplinary management whose responsible
clinician must be a doctor. However, acute pathologies can
be managed through DA; in fact, the first treatment for
some pathologies - after excluding organic causes that are
of medical competence (i.e., red flags (10)) - is the physio-
therapy treatment (28).

DA group performed fewer physiotherapy treatments(18,
19, 24, 25), and fewer visits from their GP(19, 20, 25, 26).
In addition, the DA group required fewer diagnostic ima-
ging (20, 25, 26), analgesic(18, 20, 25), non-steroidal anti-
inflammatory drugs(20), and secondary care (20).

Several studies assessed the costs incurred by each
subject, comparing the DA with the group referred by the
physician; episodes of care with DA less expensive than
those referred by the physician (18, 20, 24, 25). This finding
is straightforward considering the previous results (in terms
of performance that the two groups needed). In fact, the
group with DA needed a smaller number of physiotherapy
treatments, medical visits, drugs, bio-images; all this had a
positive effect on the total expenditure of a single episode
of care.

As far as clinical results are concerned, reviewed studies
are divergent. Holdsworth & Webster (19) reported better
clinical outcomes (lower symptom severity) of patients at
discharge; instead, other studies did not find significant dif-
ferences between the two groups at the end of the treatment
on health conditions(25, 26) and pain (25). Only one study
(19) showed that subjects with DA waited shorter time to

access physiotherapy.

The safety of DA has been assessed only in one study.
Bishop et al. (26) found no adverse event in their study.
Moreover, a single cohort retrospective study performed
in 25 military health facilities described adverse events in
a group of 50,799 subjects using physiotherapy services in
DA(29). No adverse events have been documented due to
direct management of the physiotherapist. Furthermore,
none of the physiotherapists modified or revoked their
license to practice for disciplinary actions and no cases of
contentious against physiotherapists were reported. This
aspect concerning safety remains important and not studied
in-depth; in fact, one of the negative consequences of DA is
that physiotherapists may neglect serious medical conditions
that do not require physiotherapy treatment, but a specialized
medical assessment. For these reasons, in Netherlands, a
mandatory post-graduate training was implemented before
the introduction of DA for physical therapist in order to ac-
quire specific skills on the detection of relative and absolute
contraindications for physiotherapy treatment (4).

In literature, evidence of efficacy is also available from
different clinical settings than those included in this review.
Duncan et al. (30) in their retrospective study described a
physiotherapy service in a medical-surgical intensive neuro-
logical therapy before and after the implementation of DA.
Physiotherapy treatments consisted of cardiorespiratory,
mobilization and combined treatments. The number of days
of stay in intensive care did not differ comparing before and
after the implementation of DA; however, patients who were
treated in DA began physiotherapy earlier than patients pre-
viously assessed by the physician (1.8 days versus 3.2 days,
p=0.01). Obviously, operating in settings with high clinical
instability patients, such as intensive care, requires advanced
and specialized skills. However, this study highlighted that
a physiotherapy service with DA to an intensive care unit
can be supported, by implementing suitable procedures and
protocols for the DA. Primary contact has also been exten-
sively studied in the accident and emergency departments.
Taylor et al. (6) included 315 patients who had access to the
emergency room for musculoskeletal injuries and assessed
by experienced physiotherapists. Primary contact with the
physiotherapist resulted in a reduction of the waiting time
of 59.5 minutes (IC 95%: 38.4- 80.6 min) and of the time
necessary for the treatment of 25 minutes (IC 95%:12.1
and 38.0 min) compared with secondary contact with the
physiotherapist. The majority of patients were satisfied with
their treatment. Furthermore, 96% of emergency healthcare
professional agreed about the fact that physiotherapists
had appropriate skills to provide this type of treatment. DA
has not been studied only in physiotherapy field. Indeed,
Addley et al. (31) examined the impact of self-referral to
an occupational therapy service in 231 participants. The
study reported improvements in function, pain reduction,
and improvement in clinical status following occupational
therapy treatment in DA.

This review has some limitations. First, only articles
published in English, Italian and Polish were included. Se-
cond, the search was performed only in three databases, and
some relevant article may not have been included; however,
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a hand-searching in the bibliography of the included articles
was carried out. Third, most of the included studies were
not matched-controlled for confounding factors (i.e. for
sex and clinical variables) and the follow-up was not long
enough, introducing a high risk of bias in the interpretation
of the results. Furthermore, all studies but one (26) were of
aretrospective nature; therefore, it is desirable that in future
randomized clinical trials are developed to reduce this risk
of bias and to obtain solid evidence in this topic.

DA has been extensively studied only in terms of costs,
clinical outcomes and patient satisfaction. Therefore, other
outcomes of clinical interest should be investigated, in
particular the clinical safety of this modality. Furthermore,
future research should also focus on communication between
physicians and physiotherapists; the fact that the doctor no
longer refers the patient to the physiotherapist could lead
to a decrease in communication between the two clinicians,
which plays a fundamental role throughout the therapeutic
process (32); sharing information and collaboration on pa-
tient care and patient health issues between physiotherapists
and primary care physicians should be assured in the interest
of patients The conclusions of this systematic review come
almost exclusively from retrospective studies; unfortunately,
only two randomized clinical trial has been published on
the topic (16, 26). Therefore, there is a need to implement
high quality methodological studies to give valid answers
to questions that remained open.

In conclusion, this systematic review showed that the
DA to physiotherapy is feasible considering the clinical
and economic impact. Further research should explore the
clinical safety of self-referral.
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Databases

Search strategy

MEDLINE

(“Direct access” OR Self-referred OR “Self referred” OR “Self-referral” OR “Self referral” OR
Referral and Consultation [Mesh]) AND (“Physical therapy” OR Physiotherapy OR Physical
Therapy Modalities [Mesh] OR “Physical therapist” OR Physiotherapist)

EMBASE

(‘direct access’ OR ‘self referred’ OR ‘self-referral’ OR ‘self referral’/exp OR ‘self referral’) AND
(‘physical therapy/exp OR ‘physical therapy’ OR ‘physiotherapy’/exp OR physiotherapy OR
‘physical therapist/exp OR ‘physical therapist’ OR ‘physiotherapist/exp OR physiotherapist)

CINAHL

(“Direct access” OR “Self-referred” OR “Self referred” OR “Self-referral” OR “Self referral”’) AND
(“Physical therapy” OR Physiotherapy OR “Physical therapist” OR Physiotherapist)




