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ABSTRACT
Introduction: Worldwide many countries provide direct access in physiotherapy. The aim of this scoping review was to synthe-
size the available evidence on the quality of primary care musculoskeletal physiotherapy from different perspectives.
Methods: Systematic searches were conducted in three databases up to September 2022. Studies were included when 
regarding assessment of at least one of the following perspectives: patient (quality of Life, patient satisfaction, pain, 
functioning, adverse events), provider (treatment compliance, responsibility, liability, status, prestige, job satisfaction), 
and society (number of referrals, amount of medical imaging, medication use, number of sessions needed for rehabilita-
tion, and overall costs and cost-effectiveness). Selection and methodological quality assessment of systematic reviews 
were performed. Data extraction and analysis were performed separately for systematic reviews and individual primary 
studies. 
Results: Five systematic reviews as well as 17 primary studies were included. From a patient perspective, no significant effect 
of direct access was found for pain and a tendency in favour of direct access was found for quality of life, functioning, and 
well-being. Concerning providers, higher treatment compliance was found in direct access to physiotherapy and decision-
making was more accurate. From a societal perspective, significant differences in favour of direct access physiotherapy were 
found for waiting time, prescribed medication, and medical imaging. In addition, there was a tendency towards lower health 
care costs.
Conclusions: Emerging evidence suggests that direct access physiotherapy could provide at least equal quality of care for 
patients and better opportunities for providers and the society on selected outcomes. 
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What is already known

•	 Direct access physiotherapy has proven to be a valid strategy in 
primary musculoskeletal care.

What this study adds 

•	 The article brings together the results of previous systematic 
reviews and additionally includes those of recent randomized 
controlled trials. The review suggests that direct access physio-
therapy could provide at least equal quality of care for patients 
and better opportunities for providers and society compared to 
physiotherapy on referral.

Introduction

Musculoskeletal (MSK) disorders are among the top 
ten leading causes of years lived with disability (YLD) (1,2). 
Mounting evidence suggests that the quality of care offered 
in primary care settings treating these MSK disorders is sub-
optimal and that often inaccurate diagnoses are made by 
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primary care physicians (3,4). Physiotherapy is a frequently 
recommended treatment option for the management of MSK 
disorders (5). Responses to the latest World Confederation 
for Physical Therapy survey reveal direct access (DA) is avail-
able in 48 countries and there is no restriction on private 
practice in 77 countries (6). In countries where physiothera-
pists receive professional autonomy through DA, evidence 
suggests several benefits including a more valid diagnosis as 
compared to primary care physicians, better outcomes for 
patients, and more efficient use of resources, while maintain-
ing high patient satisfaction (5,7).

Further benefits can be linked to DA physiotherapy, such 
as shorter waiting times, reduced health care costs including 
physician fees, medical imaging expenses, and medication 
costs (5,8), increased prestige for physiotherapists (9,10), 
and decreased workload for primary care physicians (10). 
However, cost reduction may be restricted to direct costs 
and general workload for the Physical Therapist (PT) may not 
necessarily be reduced (11). Also, potential disadvantages to 
this model of health care have been described, for instance, 
potential erosion of a strong patient-doctor relationship 
(12,13) or a robust physiotherapy-doctor connection (13), as 
well as concerns about overconsumption of physiotherapy 
services (14).

This scoping review aimed to identify, appraise, and syn-
thesize existing literature to assess the impact of DA on pri-
mary care physiotherapy for patients presenting with various 
MSK disorders. The impact of DA will focus on outcomes from 
the perspectives of the patient, the provider, and society. 

Methods

The reporting of this scoping review conforms to the 
PRISMA Extension for Scoping Reviews (PRISMA-ScR) guide-
lines (15).

MEDLINE (PubMed) and Web of Science were searched 
from 1990 until March 2024. The electronic search strategy 
used in these searches is listed in Table 1. 

TABLE 1 - Search strategy used in MEDLINE (PubMed) and Web of 
Science

(“referral and consultation”[MeSH Terms] OR “direct access” 
OR “self-referred” OR “self-referral” OR “primary care”) 
AND (physical therapy modalities[MeSH Terms] OR modality 
physical therapy[MeSH Terms] OR “physical therapy” OR 
“physiotherapy” OR “physical therapist” OR “physiotherapist” OR 
“rehabilitation”[MeSH Terms]) AND (“quality of life”[MeSH Terms] 
OR “assessment”, “outcomes”[MeSH Terms] OR “pain”[MeSH 
Terms] OR “back pain” OR “neck” OR “musculoskeletal subjective 
reporting” OR “discomfort” OR “injuries”[MeSH Terms] OR 
“trauma” OR “disability” OR “activities” OR “recovery” OR “safety” 
OR “sick leave”[MeSH Terms] OR “patient satisfaction”[MeSH 
Terms] OR “disability” OR “disability leave” OR “disability 
leaves” OR “illness days” OR “cost-effectiveness” OR “economic 
evaluation” OR “cost analysis” OR “analyses cost”[MeSH Terms] 
OR “cost” OR “cost projection analysis”)

Titles and abstracts were independently reviewed by two 
reviewers up to March 2024, applying the following inclusion 
criteria: availability of quantitative data of at least one group 

that received physiotherapy through DA or direct allocation 
without consulting a physician and assessment of at least one 
of the perspectives for the patient (quality of life [QoL], well-
being, satisfaction, pain, functioning, or adverse events), 
physiotherapists (treatment compliance, responsibility, liabil-
ity, status, prestige, or job satisfaction), and society (number 
of referrals with and without a DA setting, amount of medi-
cal imaging, medication use, number of sessions needed 
for rehabilitation, and overall costs and cost-effectiveness). 
Articles written in English, Dutch, or French were consid-
ered. Papers not complying with the inclusion criteria were 
excluded. Randomized clinical trials were selected and stud-
ies retrieved by the above search string which were pub-
lished after the latest systematic review were added to this 
scoping review. 

The Risk of Bias in Systematic Reviews (ROBIS) tool was 
developed specifically to be used by guideline develop-
ers, authors of overviews of systematic reviews (“reviews of 
reviews”), and review authors who might want to assess or 
avoid risk of bias in their reviews (16). The ROBIS tool was uti-
lized by two reviewers independently to assess the risk of bias 
in the included systematic reviews. Discrepancies between the 
two reviewers were resolved by discussion and if disagreement 
persisted, a third reviewer made the final decision. 

Results

The flow of studies through the review is presented in 
Fig. 1.

Systematic reviews

Five systematic reviews were included in this scoping 
review. Table 2 summarizes the authors and dates of the 
primary studies included in each of these reviews. From this 
overview, it can be concluded that, overall, 56 individual stud-
ies were covered. Each of the reviews employed its own meth-
odological quality evaluation protocol regarding the included 
studies (see Tab. 3). Regarding the assessment based on the 
ROBIS tool, one review showed an overall low risk of bias (17). 
On each of the different domains, at least one study scored 
low risk of bias and all domains were scored at high risk in at 
least one study. Data collection was scored as unclear for two 
studies. Overall bias in one study was considered unclear and 
in the three remaining there was a high risk.

Patient perspective

The low risk of bias review by Babatunde et al (17) found 
no significant differences in pain reduction between DA phys-
iotherapy and care supervised by a general practitioner (GP). 
Similar findings were reported by Piscitelli et al (18) and 
Demont et al (19), although small differences in favour of DA 
physiotherapy were noticed (p = 0.76) (18). Ojha et al (20) 
reported a significant but small result for pain reduction in 
favour of DA physiotherapy (p = 0.011).

Babatunde et al (17) reported no significant results for 
QoL and function while Ojha et al (20) and Piscitelli et al (18) 
showed better outcomes in terms of QoL and function in 



Impact of direct access on the quality of primary care musculoskeletal physiotherapy22 

© 2024 The Authors. Arch Physioter - ISSN 2057-0082 - www.archivesofphysiotherapy.com

FIGURE 1 - PRISMA flow chart 
of the study selection.

Records identified from: 
Pubmed (n = 2165) 
Web of Science (n = 274) Records removed before screening: 

Duplicate records removed (n = 135) 

Records screened 
(n = 2034) Reports excluded: 

(n = 1938) 

- Not meeting the inclusion criteria 

Full text assessed for eligibility 
(n = 96) 

Full text excluded: 
(n = 87) 

- Case Studies 
- Not in primary care setting 
- DA in hospitals 
- No data available 
- Data before 1990 
- No PROMs, economic or juridical aspect 

Studies included in the review 
(n = 9) 

- Systematic reviews (n = 5) 
- Other studies published later studies (n = 4)  

Identification of studies via databases and registers
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favour of DA physiotherapy (p = 0.04 and p = 0.03, respec-
tively). According to Ojha et al (20) and Demont et al (19), 
patients reported 5.0-21.5% greater satisfaction in the 
DA groups than in physician referral groups (p < 0.01). 
Additionally, Gallotti et al (21) reported equal to superior QoL 
and a tendency to higher patient satisfaction in DA groups. 

Physiotherapist perspective

Piscitelli et al (18) and Demont et al (19) both showed sig-
nificantly higher treatment compliance in DA physiotherapy 
compared to GP referral physiotherapy (p = 0.004). No other 
results were reported on aspects of the physiotherapists’ 
perspective.

Societal perspective

Piscitelli et al (18) and Demont et al (19) concur that DA 
physiotherapy can reduce the waiting time for primary con-
sults by 4 to 63 days (p < 0.001). Similarly, Gallotti et al (21) 

reported shorter waiting times as well as improved manage-
ment accuracy regarding the type of access to PT (i.e. by GP 
referral, access by consultant, or DA physiotherapy).

Four out of five systematic reviews showed consistent 
results regarding the amount of prescribed medication and 
medication use (17-20). DA physiotherapy led to 11.9-65.0% 
less prescribed medication (p < 0.01) and reduced pharmaco-
logical costs by $42-710 (p < 0.01) (17,20).

Ojha et al (20) reported significantly fewer physiotherapy 
visits in a DA setting, with a range of 1.1-13.4 visits (p < 0.01). 
Demont et al (19) found no consensus about the number of 
physiotherapy visits, with either two to three fewer physio-
therapy visits needed in a DA setting (p = 0.001) or no signifi-
cant difference found. Babatunde et al (17) and Piscitelli et al 
(18) reported that DA physiotherapy led to 2.0-21.5% fewer 
follow-up visits with the primary care physician (p < 0.05). 
Gallotti et al. (21) indicate a shorter time to discharge in DA. 
Demont et al (19) reported that 17% fewer patients required 
a primary care physician visit in a DA physiotherapy setting 
(p = 0.0113).

http://www.archivesofphysiotherapy.com
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TABLE 2 - Overview of the included studies in the five systematic reviews on direct access physiotherapy

Ojha et al 2014 (n = 8) Piscitelli et al 2018 (n = 12) Demont et al 2019 (n = 18) Babatunde et al 2020 (n = 26) Gallotti et al 2023 (n = 28)

Hackett et al 1993 Gentle et al 1984 Overman et al 1988 Greenfield et al 1975 Daker-White et al 1999

Mitchell et al 1997 Hackett et al 1993 Holdsworth et al 2004 Mitchell et al 1997 Oldmeadow et al 2007

Holdsworth et al 2004 Mitchell et al 1997 Moore et al 2005 Overman et al 1988 Sephton et al 2010

Moore et al 2005 Holdsworth et al 2004 Holdsworth et al 2006 Ferguson et al 1999 Ludvigsson et al 2012

Holdsworth et al 2007 Holdsworth et al 2006 Holdsworth et al 2007 Moore et al 2005 Phillips et al 2012

Webster et al 2008 Holdsworth et al 2007 Brooks et al 2008 Holdsworth 2007/2008 Kooijman et al 2013

Leemrijse et al 2008 Leemrijse et al 2008 Leemrijse et al 2008 Bossonnaulth et al 2010 Salisbury et al 2013

Pendergast et al 2012 Brooks et al 2008 Webster et al 2008 Pendergast et al 2012 Mallett et al 2014

Webster et al 2008 Ludvigsson et al 2012 Phillips et al 2012 O’farrell et al 2014

Ludvigsson et al 2012 Pendergast et al 2012 Chetty et al 2012 Samsson et al 2014

Pendergast et al 2012 Mallett et al 2014 Ludvigsson et al 2012 Bornhöft et al 2015

Badke et al 2014 Swinkels et al 2014 McCallum et al 2012 Samsson et al 2015

Bishop et al 2017 Bomhöft et al 2015 McGill et al 2013 Bird et al 2016

Mintken et al 2015 Badke et al 2014 Kerridge-Weeks et al 2016

Goodwin et al 2016 Mallett et al 2014 Samsson et al 2016

Bishop et al 2017 Swinkels et al 2014 Bishop et al 2017

Bomhöft et al 2019 Bornhöft et al 2015 Chang et al 2018

Downie et al 2019 Mintken et al 2015 Bornhöft et al 2019

Ojha et al 2015 Caffrey et al 2019

Boissonnaulth et al 2016 Downie et al 2019

Goodwin et al 2016 Lankhorst et al 2020

Harland et al 2016 Ojha et al 2020

Pearson et al 2016 Oostendorp et al 2020

Bishop et al 2017 Peterson et al 2021

Mant et al 2017 Ho-Henrikson et al 2022

Denninger et al 2018 Lyons et al 2022

Szymanek et al 2022

Shaded sections refer to primary studies that have been analysed also in previous systematic reviews.
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FIGURE 2 - Risk of bias asses-
sment of included systematic 
reviews (n = 5).

Four systematic reviews concluded that DA physiotherapy 
could lead to 6.3-70.0% fewer X-rays and other medical imaging 
(p < 0.001) (17,18, 20,21). Babatunde et al (17) and Piscitelli et al 
(18) also showed lower overall health costs (p < 0.01) up to 20%. 
Ojha et al (20) and Demont et al (19) showed decreased costs 
in a DA physiotherapy setting compared to a GP referral setting  
(p < 0.05). This was further supported by Gallotti et al (21).

Babatunde et al (17) and Gallotti et al (21) reported less 
work-related absence and sick leave in DA physiotherapy. 
Ojha et al (20) reported an average of 17.4 days less work 
absence in a DA physiotherapy. Piscitelli et al (18) did not find 
a consensus for the return-to-work rate. They found either no 
difference in return-to-work rate or 14.1% less lost time from 
work and daily duties (p < 0.05). 
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Primary studies

Four primary studies, subsequent to the randomized con-
trolled trial (RCT) conducted by Gallotti et al (21), contribute 
pertinent and insightful information to this scoping. Among 
these, one is a pilot RCT and three are retrospective cohort 
studies, which are elucidated further in the subsequent section.

Reddington et al (22) conducted a pilot RCT, employing 
qualitative analysis to examine patient expectations and 
experiences concerning accelerated access to physiotherapy. 
They engaged participants diagnosed with sciatica (n = 33) 
in individual interviews (n = 46) recruited from 14 National 
Health Service (NHS) primary care general practices and a 
physiotherapy service provider in the UK. Their findings indi-
cate that expedited access to physiotherapy holds merit in 
terms of perceived recovery enhancement and/or mitigation 
of further physical and psychological decline. Negative patient 
expectations of physiotherapy predominantly stemmed from 
prior experiences of unfruitful physiotherapy. Based on their 
overarching study outcomes, the authors advocate for an 
individualized patient-centric approach alongside expedited 
access to physiotherapy for sciatica patients.

Crowell et al (23) conducted a retrospective cohort 
study to assess adherence to the low back pain Healthcare 
Effectiveness Data and Information Set (HEDIS) within the 
United States Military Health System Data Repository. They 
compared military personnel suffering from acute back pain 
regarding interventions administered in a DA physical ther-
apy clinic vs. a general primary care clinic. Results indicate 
that in the physical therapy clinic, 96.7% of encounters did 
not entail imaging orders within the initial 28 days of symp-
tom onset, compared to 82.0% in the primary care clinic  
(p < 0.001). The authors conclude that PTs operating in a DA 
setting are notably more inclined than primary care providers 
to adhere to low back pain imaging guidelines, particularly in 
young, athletic patients.

Wood et al (24) conducted another retrospective cohort 
study comprising a substantial qualitative analysis based on 
patient free-text reports concerning experiences with first 
contact physiotherapists (FCP) for MSK issues. Of the par-
ticipants (n = 498), 73% reported being “extremely likely” 
to recommend the FCP service to friends and family, while 
22% reported “likely” to recommend it. Conversely, only 1% 
would not recommend the service. Most respondents high-
lighted the communication skills of the FCP, emphasizing 

the importance of clear and understandable information 
provision. Additionally, respondents valued a diagnosis and 
treatment plan, as well as consultation with knowledgeable 
specialists. Self-management skills and shared decision-
making were also perceived as valuable components. A small 
proportion of respondents reported unresolved conditions 
or dissatisfaction due to delays in treatment. Respondents 
appreciated being treated with respect and empathy, often 
comparing FCP consultations favourably to those with GPs.

The study by Halfpap et al (25) aimed to evaluate health 
care utilization and associated outcomes for Active Duty 
Service Members (ADSM) receiving services at an acute 
spine pain clinic (ASPC) during its initial 5 years of operation 
at a large military treatment facility in the United States. The 
most common chief complaint among 1,215 ADSM patients 
was acute lumbar spine pain (73%), followed by cervical 
spine pain (15%), with thoracic spine pain representing the 
fewest cases (12%). On average, patients attended 3.5 physi-
cal therapy visits (range 1-13), with the majority (61.1%) uti-
lizing three or fewer visits. A review of medical records for 
100 randomly selected patients within 12 months of their 
initial evaluation indicated reduced medication use, imaging, 
and referrals to surgical services. The authors concluded that 
the DA physiotherapy approach demonstrates potential ben-
efits in terms of rapid access to treatment and education for 
patients with acute spine pain, facilitated by PTs in military 
treatment facilities.

In summary, it can be stated that the studies of Reddington 
et al (22) and Wood et al (24) indicate that from a patient’s 
perspective, several advantages are experienced especially 
regarding perceived recovery enhancement and high com-
munication and information skills of PTs as well as the shared 
decision-making and self-management approach. However, 
also a small number of negative experiences are reported 
related to delayed referral for further treatment in case of 
unresolved conditions.

From a more societal perspective, the study from Crowell 
et al (23) indicates a better adherence to actual treatment 
guidelines in case of DA physiotherapy and resulting reduced 
medication use, imaging, and referrals to surgical services 
according to Halfpap et al (25). 

Table 4 provides a summary of the individual studies pre-
senting information such as the study and country, design 
and aim of the study, study setting, population and sample 
size, intervention, and outcome measures.

TABLE 4 - Summary of primary studies (n = 4)

Individual studies	

Study and 
country

Design, aim of 
the study

Study setting, population, sample 
size

Intervention Outcome measures

Crowell et al 
(2022) (23)

United States

Retrospective 
data analysis 
cohort study

To compare rates of compliance with 
the National Committee for Quality 
Assurance – Healthcare Effectiveness 
Data and Information Set (HEDIS) 
recommendations for diagnostic 
imaging in low back pain between 
physical therapists and primary care 
providers in young, athletic patients

Analysis of 1,845 
Military Health System 
Data Repository (MDR) 
data 

In the physical therapy clinic, 
96.7% of encounters did not have 
imaging ordered within the first 
28 days of onset of symptoms, 
compared with 82.0% in the 
primary care clinic (p < 0.001).

(Cont.)
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Individual studies	

Study and 
country

Design, aim of 
the study

Study setting, population, sample 
size

Intervention Outcome measures

Halfpap et al 
(2022) (25)
United States

Retrospective trial 
on low back pain 
in military

To compare DA PT in (acute) low back 
pain to random retrospective sample

1,215 patients 
compared to 100 
randomly selected 
patients’ medical 
records

Medication: 26% in PT vs 20% in 
non-PT and 47.4%-72% in the ED 
Radiographs: 7% in PT vs. 28% in 
non-PT vs. 26.1 in the ED
Complex Imaging: 1% in PT vs. 12% 
in non-PT vs. 8.2% in the ED

Reddington 
et al (2022) 
(22)
UK

Descriptive 
nested qualitative 
study via semi-
structured patient 
interview

To explore sciatica patients’ 
experiences with DA

80 patients with 
sciatica

This study suggests that 
accelerated access to 
physiotherapy has value in terms 
of aiding perceived recovery and/
or halting further physical and 
psychological decline

Wood et al 
(2022) (24)
UK

Online survey Patient-reported experience and 
outcomes for DA

680 reported 
questionnaires and 785 
free-text responses

Approximately 70% of participants 
reported no need for consulting 
other health care professionals

DA = direct access; ED = emergency department; PT = physiotherapy.

Discussion

The purpose of this scoping review was to analyse the 
impact of DA on the quality of MSK primary physiotherapy 
care from the perspectives of the patient, the provider, 
and society. No differences were found for pain reduction, 
QoL, functioning, and well-being although some systematic 
reviews indicated a tendency in favour of DA physiotherapy. 
Higher treatment compliance and a more accurate decision-
making were found concerning the providers’ perspective 
and, finally, differences in favour of DA were found for wait-
ing time, prescribed medication, and medical imaging. Less 
work-related absence and a clear reduction in health care 
costs were reported in some studies. Although some of the 
included reviews had a high risk of bias, their findings are in 
full agreement with the recent low-bias review of Babatunde 
et al (17). 

Proponents of the DA system argue many advantages of 
this system. For patients, the most important advantage is 
that the physiotherapist becomes much more accessible, and 
patients lose less valuable time in the diagnostic process (26). 
Other advantages were expected to be found in terms of QoL, 
functioning, and patient satisfaction. From a clinical aspect, 
DA physiotherapy performs at least as well as physiotherapy 
by referral. However, all primary studies had relatively short 
follow-up of about 1 month, and the added benefits of DA 
may not be captured in the absence of a long-term follow-up. 

For physiotherapists, an advantage could be found in the 
prestige of their profession and the greater responsibility 
involving an interesting challenge for physiotherapists in the 
functional evaluation of the patient (9,10). Moreover, several 
other health professions, such as chiropractors and osteo-
paths, are directly accessible, while their training courses are 
less focused on the diagnosis and screening of red and yel-
low flags (8). Red flags may indicate the presence of a serious 
underlying cause explaining the current symptoms. However, 

this must be put in perspective, as the evidential value for red 
flags has proved insufficient to state that they are excellent 
predictors of serious underlying disorders (12). Yellow flags 
identify underlying patient characteristics that could poten-
tially lead to a slower recovery process or ending up in chro-
nicity. It is very important to identify the presence of yellow 
flags to avoid non-response to the treatment of patients (27). 

Furthermore, DA physiotherapy could be a step forward 
in the physiotherapists’ autonomy and development as a 
diagnostician. However, it should not become compulsory as 
some physiotherapists may not consider themselves compe-
tent or do not support it. In addition, it would be useful for 
older physiotherapists who did not follow the most modern 
training, especially in clinical reasoning and diagnosis, to be 
given further training in the field of diagnosis. However, no 
information emerged from this review regarding the respon-
sibility, liability, status, prestige, and job satisfaction of the 
physiotherapists.

Evidence suggests greater treatment compliance of 
patients and fewer missed appointments in a DA physiother-
apy setting, allowing the physiotherapist to spend their time 
optimally (21). Some diagnoses made by a GP do not provide 
added value in the clinical reasoning of the rehabilitation 
plan. Some diagnoses made by a GP are actually superflu-
ous, as the pattern of symptoms may not have a clear patho-
physiological foundation (28,29). The best example of this is 
the well-known non-specific low back pain phenomenon. In 
many cases, no underlying pathophysiological mechanism 
can be found. Treatment by the physiotherapist is then based 
on the pattern of symptoms and not on the prescribed medi-
cal diagnosis (29). Some studies (13) reported that the deci-
sion-making ability of physiotherapists is great, but they do 
not consistently recognize the need for immediate referral. 
Physiotherapists with MSK specialization were more likely 
to make correct decisions for patients with MSK conditions 
and critical medical conditions (13). But overall, the reported 

TABLE 4 - (Continued) 
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results may indicate that training might have to be adapted 
for this purpose.

Consensus on the benefits of the society perspective has 
not been found in all areas. DA physiotherapy can decrease 
the workload and pressure of GPs because a large number 
of patients with MSK disorders proceed directly to a physio-
therapist. In this way, GPs have more time to focus on their 
other patients. It can also lead to less waiting time, less med-
ical imaging, and fewer prescription and use of medication 
(17-21). Some studies (17, 19-21) reported less work-related 
absence and sick leave in DA physiotherapy but others did 
not find a consensus for the return-to-work rate (18). And, in 
general, there is evidence of an important cost reduction in 
health care for MSK disorders (18-21). 

As a final argument in favour of DA physiotherapy, it can 
be noticed that there is no reporting of countries in which 
DA physiotherapy has been introduced where it was sub-
sequently rejected. This shows that the advantages at least 
counterbalance, but presumably overweigh the possible dis-
advantages (30). 

Limitations of this scoping review

The information gathering was restricted to English, 
Dutch, and French and two different databases (MEDLINE 
and Web of Science), possibly causing some relevant articles 
to be missed. A specific additional search in the PEDro data-
base for systematic reviews did not reveal any additional 
publications. 

Recommendations for future research

Different types of studies, preferably high-quality RCTs, 
should be conducted, focusing on various perspectives that 
remain unanswered or unclear. Economic evaluations could 
be performed from the societal perspective, and several 
options exist for designing studies from both the patients’ 
and therapists’ perspectives. 

Conclusions

This scoping review suggests that DA physiotherapy can 
offer multiple advantages over GP referral physiotherapy. 
Although no significant effects were found for pain and QoL, 
strong evidence from one unbiased study, and supported 
by some lower quality evidence, indicates that DA does not 
result in a significant decrease in functional outcome. As such 
DA physiotherapy seems to be as beneficial to the patient 
as physiotherapy by referral. Moreover, evidence indicates 
that it does reduce the use of medical imaging and leads to 
less prescription and use of medication, resulting in costs. 
The small significant differences in favour of DA physiother-
apy from the patients’ perspective, combined with no loss 
in terms of pain reduction, suggest at least an equal level of 
care quality. Moreover, it seems that DA physiotherapy does 
not have any adverse effects on patients. This, coupled with 
predominantly positive benefits from DA physiotherapy from 
a societal perspective, suggests that the advantages of DA 
physiotherapy are more situated in the societal domain. 
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