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We want to thank you for the opportunity to respond to the issues raised in the letter
to the Editor of Dr. Moretti et al. [1]. We would also like to thank Dr. Moretti et al. for their
interest in our Communication [2] and for taking the time to express their concerns.

Physical therapy worldwide is increasing its profile, roles, and responsibilities. The
World Physiotherapy (a subgroup of the World Health Organization) advocates direct
access to physical therapy (DAPT) and patient/client self-referral [3]. In several countries,
the physical therapy practice advances to a more independent care model, moving to
the DAPT pathway [3]. We were expecting, and we are glad to have raised scholars’
interest in this topic. This scientific debate again underlines the relevance of DAPT, and the
related challenges contextualized within each country, culture, professional education and
regulation, healthcare system organization and history; also, it reflects the need for new
emerging care models and professionals’ competencies to counteract the economic burden
of health system expenses and satisfy the requirements of cost-effective solutions for the
citizens who have musculoskeletal disorders (MSD).

In their letter to the Editor, Moretti et al. raised four main issues: (I) the quality of the
included studies for DAPT effectiveness and safety; (II) the knowledge of physical therapists
(PTs); (III) the Italian regulation; and (IV) the illustration within our communication. We
will reply to each of their concerns below, thus allowing us to clarify our perspective further.

From their letter, it would appear that they believe that our Communication [2] is
mainly based only on two studies, namely, Gagnon et al. (2020) [4] and Bishop et al.
(2017) [5]. Notably, Moretti et al. raised concerns on a feasibility study that included almost
one thousand patients [5]; that is, Bishop et al. [5], attempting to analyze all the relevant
factors—including recruitment, economic, safety and clinical effectiveness—to inform and
justify an ongoing full randomized controlled trial (RCT), ascertain that both clinical and
cost outcomes were similar for the PT-led and general practitioner (GP)-led pathways.
Furthermore, no safety issues were identified. In line with a more inclusive healthcare
system and to ensure that patients’ demands can be met in primary care, findings from
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this pilot trial in United Kingdom (UK) further validated the need for a future larger RCT
that will provide high-quality evidence about the clinical and cost-effectiveness of DAPT
for patients with MSD. Accordingly, the results of Bishop et al. [5] were confirmed more
recently by Downie et al. with a 2-year service evaluation of UK primary care data [6].
Moretti et al. also argue that the main findings from Gagnon et al. (2020) [4] had no
clinical differences between physician-led (i.e., usual care) and PT-led management in the
emergency department (ED) for the primary outcome measures (i.e., Brief Pain Inventory
and Numeric Pain Rating Scale) [4]. In this study, “participants—with minor MSD (i.e.,
not requiring an emergency care pathway)—in the PT group were initially assessed by a
PT following nurse triage”; the PT “Interventions were then recommended based on the
clinical analysis and PT diagnosis, including advice, technical aids, imaging, prescribed or
over-the-counter medication, and consults with other health care professionals”. Notably,
the participants of this group only encounter the “ED physician prior to discharge”. Perhaps
the reason for their concerns lies in the fact that our intention is not to determine which
pathway is the most effective; instead, we would like scholars and institutions to focus
on novel solutions, to exploit resources and competencies that are still little known and
utilized, and to discuss the potential benefits for both the patient and the systems. In fact,
there is no doubt that both physicians and PTs effectively treat their patients, supported
by the best available evidence. However, in addition to statistical differences between
interventions, we believe that the effectiveness and appropriateness of healthcare services
must also be measured through several direct and indirect measures (i.e., hospitalization
rate, medication prescription and intake, imaging usage, and secondary care referral),
which were observed superior for the PT-led pathway in the Gagnon et al. study [4].
Recently, other recent European experiences reported the same advantages for both DAPT
or direct triaging to physical therapy in primary care, to support clinical, political and
economic solutions to the ongoing demands of citizens and systems [7–10].

However, we would also like to rebut that several recent reviews were cited in our
Communication [2]. While we make no formal claims to provide a comprehensive or formal
review on the DAPT, we believe it helps to look at the general trend of outcomes from
recent systematic reviews on this topic. For example, since 2014, seven reviews have been
conducted, investigating the comparative effectiveness and safety of PT-led and GP-led
pathways [11–17]. All these confirmed the safety and positive effects regarding the clinical
outcomes for both. A general lack of homogeneity in the available literature makes it
difficult for a truly valid comparison among the studies. However, the cost-effectiveness
of the PT-led pathway has been demonstrated. In addition, a broad range of studies
reported that DAPT has some advantages, including medication intake reduction, lost
workdays, number of imaging investigations, hospitalization rate, waiting time, referral
appropriateness, economic burden and patients’ satisfaction [12,14–17]. The latter aspects
should not be underestimated, especially after the strong impact and subsequent crisis of
the health systems due to the COVID-19 pandemic [18–24]. The need to cope with hospital
overload and medical doctor shortages clearly emerged; they were struggling to meet
patient demand for appointments [25].

Secondly, Moretti et al. perfectly hit the nail on the head: Child et al. observed higher
levels of knowledge in managing MSD than several physicians, except for orthopedic physi-
cians, the medical specialty for MSD [26]. Accordingly, the highly specialized physician
plays a key role when patients are referred for advanced management in the secondary care
line. Similarly, based on Child et al. the utilization of PTs in primary care and as first contact
professionals for minor and mild MSD seem to be suitable, with direct implications for both
health and public policy decisions [26]. Accordingly, PTs have also been shown to possess
the ability for higher selection accuracy for appropriate orthopedic consultation referral
for those patients in need of more specific interventions [6,27]. Notably, PTs possessing a
musculoskeletal specialization were observed to have higher knowledge for the manage-
ment of MSD than licensed colleagues [26]. Moreover, according to “article 6 of Law 43
of the 1st of February 2006” [28], the musculoskeletal specialization in physical therapy
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is earned during a two years postgraduate program (namely, a Master degree), which
follow international educational standards [29]. Furthermore, these programs (actually, six
in Italy [30–34]) are constantly monitored by the International Federation of Orthopedic
Manipulative Physical Therapists—a World Physiotherapy full member [35]—which make
these competencies generalizable in the Italian territory also. All the above provide a solid
guarantee of the potential role of physical therapy within primary care, being the perfect
interlocutor for orthopedic physicians in secondary care.

Third, Moretti et al. questioned the autonomy and the diagnosis of physical therapists
in Italy. The term derives from the Latin diagnōsis, through the ancient Greek διάγνωσις
(diágnōsis), from διαγιγνώσκειν (diaghignóskein, to understand), formed by διά (diá,
through) + γιγνώσκειν (ghignóskein, to know). In broad terms, diagnosis is thus the
identification of the nature and/or cause of something, of whatever nature. From this point
of view, the term functional diagnosis and functional evaluation do not differ. For further
clarity, in our Communication [2], we refer to the functional diagnosis/evaluation based on
the broadly accepted International Classification of Functioning [36]. Instead, medical diag-
nosis effectively ascribes to a causal claim of a different nature and suggests a biomedical
explanation of illness. From this perspective, a diagnosis also possesses legal and political
implications, providing the citizens the opportunity to access welfare benefits. It also plays
a significant social function by validating illness [37]. In other words, the main differences
between medical and physical therapy diagnoses are as follows: the former focuses on the
causes of a certain disease/injury, while the latter mainly focuses on the consequence of
such disease/injury [38]. Medical diagnosis converges on the pathoanatomical cause of a
disease; instead, physical therapy diagnosis focus on the limitation in performing activities
and restriction in participation [38]. Notably, Article 1 of the Ministry of Health Decree
No. 741 of 14 September 1994, ‘Regulations concerning the identification of the position
and related professional profile of the physical therapist’, reported by Moretti et al. states
that “The physical therapist profession is identified with the following profile: the physical
therapist is the healthcare professional, . . . who provide prevention, care and rehabilita-
tive interventions, autonomously, or in collaboration with other healthcare professionals,
within the areas of motor, upper cortical and visceral functions resulting from pathological
events of various etiologies, congenital or acquired” [39]. We would also like to add a few
considerations on the following statement, “the involvement of physical therapists in Italy
. . . is always secondary to both diagnosis and prescriptions performed by the physician,
also in private practice”. In the public health system, the majority of outpatient specialist
services/pathways are secondary to both the diagnosis and prescriptions performed by
the physician. However, it should also be said that there exists areas in which the physical
therapists practice autonomously as part of a multidisciplinary team even in the temporary
absence of a diagnosis (e.g., developmental disabilities) or situations in which physical
therapists provide consultancy (e.g., acute care units), which may result in direct physical
therapy intervention [40]. Moreover, in private practice, the DAPT are based on the free
choice of the citizen, who has the full right to decide which pathway of care, established via
informed consent, to rely on. Then, the citizen can self-refer to the physical therapist, which
has the professional responsibility to triage whether the patient’s condition is within the
scope of practice or whether the patient requires a referral to another heath professional [41].
According to Article 40 of the Code of Ethics, physical therapists know that it is always
appropriate to invite the patients to keep their general practitioner informed and may also
send a report following the person’s consent or request [42]; that is, the concept of physical
therapists’ subalternity and sector-health are longer plausible or realistic. In fact, Law
3/2018 [43] established an ordinal level for health professionals, and Law 24/2017 [44]
modified the penal responsibility that falls on the individual professional who does not
operate according to the best practices and guidelines. These regulatory changes treat all
health professions on an equal level.

Finally, we would like to raise our concerns about their comments on Figure 1 [2].
We found it unfair to support the concept of a “one-man show” approach only based on
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an illustration. We further clarified and supported the benefits that DAPT can provide at
all levels of healthcare, primarily to patients. We also illustrated the medical professions’
advantages, especially in terms of the management appropriateness recommended by
clinical practice guidelines for managing several MSDs [45–49], including the ones reported
by Moretti et al. [50–53]. To deny this is antithetical given the global trend, the currently
available evidence, the concept of multidisciplinary rehabilitation and the patient-centered
model of care [54,55]. Furthermore, the citizen has the right to choose which professionals
to self-refer for their health; to argue the opposite could represent a paternalistic approach
to medicine, in contrast to the biopsychosocial model advocated by Moretti et al. [56].
Instead, we would affirm that DAPT is one of the strategies to be implemented to meet
the ten areas of intervention recommended by the WHO Rehabilitation 2030 call to action,
especially areas three (“Improving integration of rehabilitation into the health sector and
strengthening inter-sectoral links to effectively and efficiently meet population needs”)
and six (“Developing a strong multidisciplinary rehabilitation workforce that is suitable
for country context, and promoting rehabilitation concepts across all health workforce
education”) [57]. Other countries have already experienced that the positive overlap of
competencies between every protagonist of rehabilitation leads to a better quality of the
health services with the final goal to provide the best management option at the lowest cost
for the citizens [58].

In summary, our goal was to provide our perspective and the current evidence on
the DAPT; we also wanted to highlight a topic that we felt too little debated, but which
has the potential to benefit the system if all players focus on a fairer and more citizen-
centered healthcare system. According to Moretti et al. we firmly believe cooperation is a
mainstay of modern rehabilitative medicine. However, we would still affirm our advocacy
for recognizing the PT as the appropriate case manager for MSD, which should represent
an opportunity for improving the quality of care rather than being a corporative issue. Any
change in the practice and the norms of science must start from revisioning the underlying
concepts motivating such practices and norms (i.e., ontology). A foundational change in
ontology ought to lead to a change in norms and practices, and it should also challenge
the way medicine and healthcare are organized, managed and financed. We call then for
a genuine ontological shift, which must start from focusing on the benefits for singular
citizens, instead of the dualism between isolated professional ‘silos’ [56,59].
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Conflicts of Interest: The authors declare no conflict of interest.

References
1. Moretti, A.; Costa, M.; Beretta, G. Would Moving Forward Mean Going Back? Comment on Maselli et al. Direct Access to Physical

Therapy: Should Italy Move Forward? Int. J. Environ. Res. Public Health 2022, 19, 555. Int. J. Environ. Res. Public Health 2022, 19,
4579. [CrossRef]

2. Maselli, F.; Piano, L.; Cecchetto, S.; Storari, L.; Rossettini, G.; Mourad, F. Direct Access to Physical Therapy: Should Italy Move
Forward? Int. J. Environ. Res. Public Health 2022, 19, 555. [CrossRef]

3. PS-2019-Direct-Access.pdf. Available online: https://world.physio/sites/default/files/2020-04/PS-2019-Direct-access.pdf
(accessed on 11 February 2021).

4. Gagnon, R.; Perreault, K.; Berthelot, S.; Matifat, E.; Desmeules, F.; Achou, B.; Laroche, M.-C.; Van Neste, C.; Tremblay, S.; Leblond,
J.; et al. Direct-access physiotherapy to help manage patients with musculoskeletal disorders in an emergency department:
Results of a randomized controlled trial. Acad. Emerg. Med. Off. J. Soc. Acad. Emerg. Med. 2021, 28, 848–858. [CrossRef]

5. Bishop, A.; Ogollah, R.O.; Jowett, S.; Kigozi, J.; Tooth, S.; Protheroe, J.; Hay, E.M.; Salisbury, C.; Foster, N.E.; The STEMS
Study Team. STEMS pilot trial: A pilot cluster randomised controlled trial to investigate the addition of patient direct access to
physiotherapy to usual GP-led primary care for adults with mus-culoskeletal pain. BMJ Open 2017, 7, e012987. [CrossRef]

6. Downie, F.; McRitchie, C.; Monteith, W.; Turner, H. Physiotherapist as an alternative to a GP for musculoskeletal conditions: A
2-year service evaluation of UK primary care data. Br. J. Gen. Pract. 2019, 69, e314–e320. [CrossRef]

7. Gurley, K.L.; Blodgett, M.S.; Burke, R.; Shapiro, N.I.; Edlow, J.A.; Grossman, S.A. The utility of emergency department physical
ther-apy and case management consultation in reducing hospital admissions. J. Am. Coll. Emerg. Physicians Open 2020, 1, 880–886.
[CrossRef]

http://doi.org/10.3390/ijerph19084579
http://doi.org/10.3390/ijerph19010555
https://world.physio/sites/default/files/2020-04/PS-2019-Direct-access.pdf
http://doi.org/10.1111/acem.14237
http://doi.org/10.1136/bmjopen-2016-012987
http://doi.org/10.3399/bjgp19X702245
http://doi.org/10.1002/emp2.12075


Int. J. Environ. Res. Public Health 2022, 19, 4620 5 of 6

8. Bornhöft, L.; Larsson, M.E.; Nordeman, L.; Eggertsen, R.; Thorn, J. Health effects of direct triaging to physiotherapists in primary
care for patients with musculoskeletal disorders: A pragmatic randomized controlled trial. Ther. Adv. Musculoskelet. Dis. 2019,
11, 1759720X19827504. [CrossRef]

9. Bornhöft, L.; Thorn, J.; Svensson, M.; Nordeman, L.; Eggertsen, R.; Larsson, M.E.H. More cost-effective management of patients
with musculoskeletal disorders in primary care after direct triaging to physiotherapists for initial assessment compared to initial
general practitioner assessment. BMC Musculoskelet. Disord. 2019, 20, 186. [CrossRef]

10. Ho-Henriksson, C.-M.; Svensson, M.; Thorstensson, C.A.; Nordeman, L. Physiotherapist or physician as primary assessor for
patients with suspected knee osteoarthritis in primary care—A cost-effectiveness analysis of a pragmatic trial. BMC Musculoskelet.
Disord. 2022, 23, 260. [CrossRef]

11. Ojha, H.A.; Wyrsta, N.J.; Davenport, T.E.; Egan, W.E.; Gellhorn, A.C. Timing of Physical Therapy Initiation for Nonsurgical
Man-agement of Musculoskeletal Disorders and Effects on Patient Outcomes: A Systematic Review. J. Orthop. Sports Phys. Ther.
2016, 46, 56–70. [CrossRef]

12. Ojha, H.A.; Snyder, R.S.; Davenport, T.E. Direct Access Compared With Referred Physical Therapy Episodes of Care: A Systematic
Review. Phys. Ther. 2014, 94, 14–30. [CrossRef]

13. Piscitelli, D.; Furmanek, M.; Meroni, R.; De Caro, W.; Pellicciari, L. Direct access in physical therapy: A systematic review. Clin.
Ter. 2018, 169, e249–e260. [PubMed]

14. Demont, A.; Quentin, J.; Bourmaud, A. Impact of models of care integrating direct access to physiotherapy in primary care and
emergency care contexts in patients with musculoskeletal disorders: A narrative review. Rev. Epidemiol. Sante Publique. 2020, 68,
306–313. [CrossRef] [PubMed]

15. Matifat, E.; Méquignon, M.; Cunningham, C.; Blake, C.; Fennelly, O.; Desmeules, F. Benefits of Musculoskeletal Physical Therapy
in Emergency Departments: A Systematic Review. Phys. Ther. 2019, 99, 1150–1166. [CrossRef]

16. Babatunde, O.O.; Bishop, A.; Cottrell, E.; Jordan, J.L.; Corp, N.; Humphries, K.; Hadley-Barrows, T.; Huntley, A.L.; Van Der Windt,
D.A. A systematic review and evidence synthesis of non-medical triage, self-referral and direct access services for patients with
musculoskeletal pain. PLoS ONE 2020, 15, e0235364. [CrossRef] [PubMed]

17. Hon, S.; Ritter, R.; Allen, D.D. Cost-Effectiveness and Outcomes of Direct Access to Physical Therapy for Musculoskeletal
Dis-orders Compared to Physician-First Access in the United States: Systematic Review and Meta-Analysis. Phys. Ther. 2020,
101, pzaa201. [CrossRef] [PubMed]

18. Rossettini, G.; Conti, C.; Suardelli, M.; Geri, T.; Palese, A.; Turolla, A.; Lovato, A.; Gianola, S.; Dell’Isola, A. COVID-19 and Health
Care Leaders: How Could Emo-tional Intelligence Be a Helpful Resource During a Pandemic? Phys. Ther. 2021, 101, pzab143.
[CrossRef]

19. OECD. Strengthening the Frontline: How Primary Health Care Helps Health Systems Adapt during the COVID 19 Pandemic.
Available online: https://www.oecd.org/coronavirus/policy-responses/strengthening-the-frontline-how-primary-health-care-
helps-health-systems-adapt-during-the-covid-19-pandemic-9a5ae6da/ (accessed on 20 March 2022).

20. Sud, A.; Jones, M.E.; Broggio, J.; Loveday, C.; Torr, B.; Garrett, A.; Nicol, D.L.; Jhanji, S.; Boyce, S.A.; Gronthoud, F.; et al. Collateral
damage: The impact on outcomes from cancer surgery of the COVID-19 pandemic. Ann. Oncol. 2020, 31, 1065–1074. [CrossRef]

21. Maringe, C.; Spicer, J.; Morris, M.; Purushotham, A.; Nolte, E.; Sullivan, R.; Rachet, B.; Aggarwal, A. The impact of the COVID-19
pandemic on cancer deaths due to delays in diagnosis in England, UK: A national, population-based, modelling study. Lancet
Oncol. 2020, 21, 1023–1034. [CrossRef]

22. Kansagra, A.P.; Goyal, M.S.; Hamilton, S.; Albers, G.W. Collateral Effect of Covid-19 on Stroke Evaluation in the United States. N.
Engl. J. Med. 2020, 383, 400–401. [CrossRef]

23. Zhao, J.; Li, H.; Kung, D.; Fisher, M.; Shen, Y.; Liu, R. Impact of the COVID-19 Epidemic on Stroke Care and Potential Solutions.
Stroke 2020, 51, 1996–2001. [CrossRef]

24. De Rosa, S.; Spaccarotella, C.; Basso, C.; Calabrò, M.P.; Curcio, A.; Filardi, P.P.; Mancone, M.; Mercuro, G.; Muscoli, S.; Nodari,
S.; et al. Reduction of hospitalizations for myocardial infarction in Italy in the COVID-19 era. Eur. Heart J. 2020, 41, 2083–2088.
[CrossRef] [PubMed]

25. AAMC. U.S. Physician Shortage Growing. Available online: https://www.aamc.org/news-insights/us-physician-shortage-
growing (accessed on 11 January 2022).

26. Childs, J.D.; Whitman, J.M.; Sizer, P.S.; Pugia, M.L.; Flynn, T.W.; Delitto, A. A description of physical therapists’ knowledge in
man-aging musculoskeletal conditions. BMC Musculoskelet. Disord. 2005, 6, 32. [CrossRef] [PubMed]

27. Samsson, K.; Larsson, M.E. Physiotherapy screening of patients referred for orthopaedic consultation in primary healthcare—A
randomised controlled trial. Man. Ther. 2014, 19, 386–391. [CrossRef] [PubMed]

28. L 43/2006. Available online: https://web.camera.it/parlam/leggi/06043l.htm (accessed on 11 January 2022).
29. Standards Document 2016. Available online: https://www.ifompt.org/Educational+Standards/Standards+Document+2016.html

(accessed on 18 March 2022).
30. Master RDM—Home. Available online: https://www.masteromt.unige.it/ (accessed on 18 March 2022).
31. Fisioterapia Muscoloscheletrica e Reumatologica. Available online: http://www.masterterapiamanualeroma.it/ (accessed on 18

March 2022).
32. Fisioterapia Muscoloscheletrica—Terapia Manuale ed Esercizio Terapeutico. Available online: https://master.unibo.it/

fisioterapia-muscoloscheletrica-terapia-manuale-esercizio-terapeutico/it (accessed on 18 March 2022).

http://doi.org/10.1177/1759720X19827504
http://doi.org/10.1186/s12891-019-2553-9
http://doi.org/10.1186/s12891-022-05201-3
http://doi.org/10.2519/jospt.2016.6138
http://doi.org/10.2522/ptj.20130096
http://www.ncbi.nlm.nih.gov/pubmed/30393813
http://doi.org/10.1016/j.respe.2020.08.001
http://www.ncbi.nlm.nih.gov/pubmed/32893028
http://doi.org/10.1093/ptj/pzz082
http://doi.org/10.1371/journal.pone.0235364
http://www.ncbi.nlm.nih.gov/pubmed/32628696
http://doi.org/10.1093/ptj/pzaa201
http://www.ncbi.nlm.nih.gov/pubmed/33245117
http://doi.org/10.1093/ptj/pzab143
https://www.oecd.org/coronavirus/policy-responses/strengthening-the-frontline-how-primary-health-care-helps-health-systems-adapt-during-the-covid-19-pandemic-9a5ae6da/
https://www.oecd.org/coronavirus/policy-responses/strengthening-the-frontline-how-primary-health-care-helps-health-systems-adapt-during-the-covid-19-pandemic-9a5ae6da/
http://doi.org/10.1016/j.annonc.2020.05.009
http://doi.org/10.1016/S1470-2045(20)30388-0
http://doi.org/10.1056/NEJMc2014816
http://doi.org/10.1161/STROKEAHA.120.030225
http://doi.org/10.1093/eurheartj/ehaa409
http://www.ncbi.nlm.nih.gov/pubmed/32412631
https://www.aamc.org/news-insights/us-physician-shortage-growing
https://www.aamc.org/news-insights/us-physician-shortage-growing
http://doi.org/10.1186/1471-2474-6-32
http://www.ncbi.nlm.nih.gov/pubmed/15963232
http://doi.org/10.1016/j.math.2013.10.004
http://www.ncbi.nlm.nih.gov/pubmed/24246908
https://web.camera.it/parlam/leggi/06043l.htm
https://www.ifompt.org/Educational+Standards/Standards+Document+2016.html
https://www.masteromt.unige.it/
http://www.masterterapiamanualeroma.it/
https://master.unibo.it/fisioterapia-muscoloscheletrica-terapia-manuale-esercizio-terapeutico/it
https://master.unibo.it/fisioterapia-muscoloscheletrica-terapia-manuale-esercizio-terapeutico/it


Int. J. Environ. Res. Public Health 2022, 19, 4620 6 of 6

33. Padova U, di. Terapia Manuale e Riabilitazione Muscolo-Scheletrica. Università Degli Studi di Padova. 2019. Available online:
https://www.unipd.it/corsi-master/terapia-manuale-riabilitazione (accessed on 18 March 2022).

34. Home Page|Master in Fisioterapia Muscoloscheletrica Reumatologica. Available online: https://web.uniroma1.it/masterfmr/
(accessed on 18 March 2022).

35. IFOMPT—The International Federation of Orthopaedic Manipulative Physical Therapists. Available online: https://www.ifompt.
org/ (accessed on 11 January 2022).

36. International Classification of Functioning, Disability and Health (ICF). Available online: https://www.who.int/standards/
classifications/international-classification-of-functioning-disability-and-health (accessed on 18 March 2022).

37. Telles, J.L.; Pollack, M.H. Feeling sick: The experience and legitimation of illness. Soc. Sci. Med. Part Med. Psychol. Med. Sociol.
1981, 15, 243–251. [CrossRef]

38. Jiandani, M.P.; Mhatre, B.S. Physical therapy diagnosis: How is it different? J. Postgrad. Med. 2018, 64, 69–72. [CrossRef]
39. Fisioterapista, il Profilo Professionale. Available online: https://aifi.net/professione/profilo-professionale/ (accessed on 9

March 2022).
40. Associazione Italiana Fisioterapisti. Policy Statament “La Fisioterapia a Sostegno della Sostenibilità del Sistema Salute Proposte

per Modelli Organizzativi Appropriati, Efficaci ed Efficienti”. Available online: https://aifi.net/wp-content/uploads/2017/03/
PolicyStatementAIFI-2A-ModelliOrganizzativi-approvato-in-DN-05.03.2017.docx_.pdf (accessed on 19 March 2022).

41. Associazione Italiana Fisioterapisti. Policy Statament “Accesso alle Prestazioni Fisioterapiche”. Available online: https://aifi.net/
wp-content/uploads/2017/03/PolicyStatementAIFI-1-AccessoalFisioterapista-approvato-in-DN-05.03.2017.pdf (accessed on 19
March 2022).

42. Codice Deontologico|A.I.FI. Available online: https://aifi.net/professione/codice-deontologico/ (accessed on 20 March 2022).
43. Gazzetta Ufficiale. Available online: https://www.gazzettaufficiale.it/eli/id/2018/1/31/18G00019/sg (accessed on 9

March 2022).
44. Gazzetta Ufficiale. Available online: https://www.gazzettaufficiale.it/eli/id/2017/03/17/17G00041/sg (accessed on 24

March 2022).
45. Corp, N.; Mansell, G.; Stynes, S.; Wynne-Jones, G.; Morsø, L.; Hill, J.C.; van der Windt, D.A. Evidence-based treatment

recommendations for neck and low back pain across Europe: A systematic review of guidelines. Eur. J. Pain 2020, 25, 275–295.
[CrossRef]

46. Parikh, P.; Santaguida, P.; Macdermid, J.; Gross, A.; Eshtiaghi, A. Comparison of CPG’s for the diagnosis, prognosis and
man-agement of non-specific neck pain: A systematic review. BMC Musculoskelet. Disord. 2019, 20, 81. [CrossRef]

47. Moja, L.; Banzi, R.; Cabitza, F.; Capobussi, M.; Castellini, G.; Cereda, D.; Cinquini, M.; Colombo, C.; Costantino, G.; D’Amico, R.;
et al. Dieci anni di stagnazione della ricerca, non solo clinica, nel contesto accademico italiano. Recenti Prog. Med. 2022, 113, 30–35.

48. Bussières, A.E.; Stewart, G.; Al-Zoubi, F.; Decina, P.; Descarreaux, M.; Hayden, J.; Hendrickson, B.; Hincapié, C.; Pagé, I.; Passmore,
S.; et al. The Treatment of Neck Pain-Associated Dis-orders and Whiplash-Associated Disorders: A Clinical Practice Guideline. J.
Manip. Physiol. Ther. 2016, 39, 523–564.e27. [CrossRef]

49. Kjaer, P.; Kongsted, A.; Hartvigsen, J.; Isenberg-Jørgensen, A.; Schiøttz-Christensen, B.; Søborg, B.; Krog, C.; Møller, C.M.; Halling,
C.M.B.; Lauridsen, H.H.; et al. National clinical guide-lines for non-surgical treatment of patients with recent onset neck pain or
cervical radiculopathy. Eur. Spine J. 2017, 26, 2242–2257. [CrossRef]

50. NICE. Overview|Low Back Pain and Sciatica in over 16s: Assessment and Management|Guidance|NICE. Available online:
https://www.nice.org.uk/guidance/ng59 (accessed on 25 December 2020).

51. Qaseem, A.; Wilt, T.J.; McLean, R.M.; Forciea, M.A.; For the Clinical Guidelines Committee of the American College of Physicians.
Noninvasive Treatments for Acute, Subacute, and Chronic Low Back Pain: A Clinical Practice Guideline from the American
College of Physicians. Ann. Intern. Med. 2017, 166, 514–530. [CrossRef] [PubMed]

52. Kolasinski, S.L.; Neogi, T.; Hochberg, M.C.; Oatis, C.; Guyatt, G.; Block, J.; Callahan, L.; Copenhaver, C.; Dodge, C.; Felson, D.;
et al. 2019 American College of Rheumatology/Arthritis Foundation Guideline for the Management of Osteoarthritis of the
Hand, Hip, and Knee. Arthritis Rheumatol. 2020, 72, 220–233. [CrossRef] [PubMed]

53. Bannuru, R.; Osani, M.; Vaysbrot, E.; Arden, N.; Bennell, K.; Bierma-Zeinstra, S.; Kraus, V.B.; Lohmander, L.S.; Abbott, J.H.;
Bhandari, M.; et al. OARSI guidelines for the non-surgical management of knee, hip, and polyarticular osteoarthritis. Osteoarthr.
Cartil. 2019, 27, 1578–1589. [CrossRef] [PubMed]

54. Cook, C.E.; Denninger, T.; Lewis, J.; Diener, I.; Thigpen, C. Providing value-based care as a physiotherapist. Arch. Physiother. 2021,
11, 12. [CrossRef] [PubMed]

55. Hutting, N.; Caneiro, J.; Ong’Wen, O.M.; Miciak, M.; Roberts, L. Patient-centered care in musculoskeletal practice: Key elements
to support clinicians to focus on the person. Musculoskelet. Sci. Pract. 2021, 57, 102434. [CrossRef] [PubMed]

56. Anjum, R. Evidence-based or person-centered? An ontological debate. Eur. J. Pers. Centered Health 2016, 4, 421–429. [CrossRef]
57. Rehabilitation 2030. Available online: https://www.who.int/initiatives/rehabilitation-2030 (accessed on 18 March 2022).
58. Reforming Health Care Workforce Regulation: Policy Considerations for the 21st Century|Healthforce Center at UCSF. Avail-

able online: https://healthforce.ucsf.edu/publications/reforming-health-care-workforce-regulation-policy-considerations-21
st-century (accessed on 18 March 2022).

59. Andersen, F.; Anjum, R.L.; Rocca, E. Philosophical bias is the one bias that science cannot avoid. eLife 2019, 8, e44929. [CrossRef]

https://www.unipd.it/corsi-master/terapia-manuale-riabilitazione
https://web.uniroma1.it/masterfmr/
https://www.ifompt.org/
https://www.ifompt.org/
https://www.who.int/standards/classifications/international-classification-of-functioning-disability-and-health
https://www.who.int/standards/classifications/international-classification-of-functioning-disability-and-health
http://doi.org/10.1016/0271-7123(81)90007-9
http://doi.org/10.4103/jpgm.JPGM_691_17
https://aifi.net/professione/profilo-professionale/
https://aifi.net/wp-content/uploads/2017/03/PolicyStatementAIFI-2A-ModelliOrganizzativi-approvato-in-DN-05.03.2017.docx_.pdf
https://aifi.net/wp-content/uploads/2017/03/PolicyStatementAIFI-2A-ModelliOrganizzativi-approvato-in-DN-05.03.2017.docx_.pdf
https://aifi.net/wp-content/uploads/2017/03/PolicyStatementAIFI-1-AccessoalFisioterapista-approvato-in-DN-05.03.2017.pdf
https://aifi.net/wp-content/uploads/2017/03/PolicyStatementAIFI-1-AccessoalFisioterapista-approvato-in-DN-05.03.2017.pdf
https://aifi.net/professione/codice-deontologico/
https://www.gazzettaufficiale.it/eli/id/2018/1/31/18G00019/sg
https://www.gazzettaufficiale.it/eli/id/2017/03/17/17G00041/sg
http://doi.org/10.1002/ejp.1679
http://doi.org/10.1186/s12891-019-2441-3
http://doi.org/10.1016/j.jmpt.2016.08.007
http://doi.org/10.1007/s00586-017-5121-8
https://www.nice.org.uk/guidance/ng59
http://doi.org/10.7326/M16-2367
http://www.ncbi.nlm.nih.gov/pubmed/28192789
http://doi.org/10.1002/art.41142
http://www.ncbi.nlm.nih.gov/pubmed/31908163
http://doi.org/10.1016/j.joca.2019.06.011
http://www.ncbi.nlm.nih.gov/pubmed/31278997
http://doi.org/10.1186/s40945-021-00107-0
http://www.ncbi.nlm.nih.gov/pubmed/33875003
http://doi.org/10.1016/j.msksp.2021.102434
http://www.ncbi.nlm.nih.gov/pubmed/34376367
http://doi.org/10.5750/ejpch.v4i2.1152
https://www.who.int/initiatives/rehabilitation-2030
https://healthforce.ucsf.edu/publications/reforming-health-care-workforce-regulation-policy-considerations-21st-century
https://healthforce.ucsf.edu/publications/reforming-health-care-workforce-regulation-policy-considerations-21st-century
http://doi.org/10.7554/eLife.44929

	References

