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Background and Purpose. Despite legislative approval of direct access to
physical therapy, other regulatory barriers and internal institutional policies often
must be overcome before this practice model can be fully adopted. Few institutional
initiatives have been published describing strategies designed to change policies
restricting direct patient access. This case report describes steps and strategies
associated with successful implementation of a direct access physical therapy model
at a large academic medical center.

Case Description. The process of obtaining institutional medical board and
hospital authority board approval and implementing a pilot program is described.
Program details, including therapist qualifications and scope of practice, the required
internal training program, and program outcome assessment, are provided. The
therapist scope of practice includes the ability to refer patients directly to a radiol-
ogist for plain film radiography. Early pilot program findings, including challenges
faced and subsequent actions, are described.

Outcomes. Reviewed patient care decisions by therapists participating in the
pilot program were deemed appropriate 100% of the time by physician chart review-
ers. Approximately 10% of the patients seen were referred to a radiologist for plain
film imaging, and 4% and 16% of the patients were referred to physicians for pain
medications or medical consultation, respectively. The pilot program’s success led to
institutional adoption of the direct access model in all physical therapy outpatient
clinics.

Discussion. Autonomy is described, in part, as self-determined professional judg-
ment and action. This case report describes such an effort at a large academic medical
center. The interdependent, collaborative relationship among physical therapists,
physicians, and hospital administrators has resulted in the implementation of a
patient-centered practice model based on the premise of patient choice.
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Direct access, defined as “the
legal right to seek and receive
the examination, evaluation

and intervention of the physical ther-
apist without the requirement of a
physician referral,” is core to the
American Physical Therapy Associa-
tion’s (APTA) 2020 Vision Statement:

By 2020, physical therapy will be pro-
vided by physical therapists who are
doctors of physical therapy, recog-
nized by consumers and other health
care professionals as practitioners of
choice to whom consumers have di-
rect access for the diagnosis of, inter-
ventions for, and prevention of im-
pairments, functional limitations, and
disabilities related to movement,
function, and health.1

The state law first enacted allowing
physical therapists such practice
privileges was passed in Nebraska in
1957, and subsequent legislative ac-
tivity has resulted in 48 states and
the District of Columbia permitting
patients to be examined by physical
therapists without referral. Of these
states, 44 allow provision of treat-
ment in addition to evaluation. Advo-
cating for more timely access to
physical therapy services has been
the primary impetus for such legisla-
tive action.2

In view of rapidly escalating health
care costs, direct access to physical
therapy may be a valuable health
care strategy and resource, espe-
cially considering that most current
direct access programs emphasize
care for musculoskeletal conditions
that are common and costly to man-

age. In 2004, the estimated cost for
treatment of patients with musculo-
skeletal conditions was $510 billion
(of which expenditures related to
physical therapy care constituted ap-
proximately 3%–5%), the equivalent
of 4.6% of the gross domestic prod-
uct.3 Reduced employment rates and
lost work contributed an additional
$339 billion of indirect costs for mus-
culoskeletal conditions. Researchers
recently reported that from 1997 to
2005 the inflation-adjusted annual
medical costs for spinal problems in-
creased from $4,695 to $6,096 per
person.4 In comparison, the mean
annual physical therapy expendi-
tures for spinal problems increased
minimally, from $115 to $129, over
this same time span. Radiographs,
magnetic resonance imaging (MRI)
scans, and medications constituted
the largest proportions of total cost
associated with outpatient visits. The
greatest relative increase observed
was for medications, increasing ap-
proximately 423% from 1997 to
2005.4 Other authors noted in-
creases related to medical imaging
and diagnostic tests,5 spinal injec-
tions,6 and increasing use of spinal
fusion surgery and instrumenta-
tion.7,8 Articles dating back to the
early 1970s have described out-
comes, including cost of care, re-
lated to provision of physical therapy
direct access care.9–11

Mitchell and de Lissovoy10 compared
resource utilization and cost for
physician-referral versus direct ac-
cess episodes for patients with acute
musculoskeletal disorders. The phy-
sician referral episodes were marked
by greater rates of physical therapy
claims (67%) and office visits (60%),
and total claims of $2,236 per epi-
sode versus $1,004 for the direct ac-
cess episodes.10 Similarly, after initi-
ation of a direct access model for
patients with low back pain, the Vir-
ginia Mason Medical Center noted
decreased costs per episode of care,
in part from reduced ordering of MRI

scans (from 15.4% of patients to 10%
within 1 year).11 With the new pro-
gram, only 6% of patients lost time
from work, and mean wait times for
appointments dropped to 1 day.11

Similarly, Overman et al12 reported
that fewer patients seen initially by
physical therapists were prescribed
muscle relaxants and narcotic anal-
gesics compared with those seen
first by internists (24% versus 44%,
respectively). The patients seen by
physical therapists reported fewer
back pain episode recurrences.12 Ad-
ditionally, other studies have demon-
strated that physical therapists pro-
vide cost-effective, high-quality care
to people with common musculo-
skeletal conditions.13–15 Physical
therapy direct access models possess
enormous potential for reducing
health care costs as an alternative to
high-tech medical testing and inva-
sive interventions and for reducing
the emphasis on medication
therapies.

Despite the growing body of litera-
ture describing virtues of the direct
access model, challenges and obsta-
cles remain for establishing this prac-
tice paradigm—even in some states
with laws permitting such practice.
For example, in Wisconsin, a direct
access law initially was passed in
1997 and then most recently revised
in 2002. Yet, provision of hospital-
based outpatient physical therapy
services still required a physician re-
ferral. Wisconsin hospitals must
meet strict Wisconsin Administrative
Code guidelines, which supersede
the physical therapy practice act lan-
guage. Not only is the updated prac-
tice act language not reflected in the
current Wisconsin Administrative
Code, but the code reflects Centers
for Medicare and Medicaid Services
guidelines related to the provision of
physical therapy services.16 We are
uncertain whether all states have
similar language affecting physical
therapist practice, but correspon-
dence with APTA Governmental Af-
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fairs staff provided the opinion that
many states do.

The Wisconsin Physical Therapy As-
sociation (WPTA) sought the opin-
ion of the Wisconsin Department of
Health and Family Services regarding
the Wisconsin Administrative Code
language. The Department of Health
and Family Services responded that
hospitals could implement a policy,
authorized by their medical staff,
designating physical therapists as “al-
lied health personnel” who could or-
der outpatient physical therapy for
patients who were not receiving
Medicare or Medicaid. This opinion
was consistent with HFS 124.21(4)
Rehabilitation Services Order: “Phys-
ical therapy, occupational therapy,
speech therapy and audiology ser-
vices shall be given in accordance
with orders of a physician, a podia-
trist or any allied health staff member
who is authorized by the medical
staff to order the service.”16

Regardless of practice act and regu-
latory language, establishing direct
access models in large hospital sys-
tems carries some unique administra-
tive and procedural challenges. This
case report describes the process
leading to medical staff and hospital
administration authorization of phys-
ical therapists assuming a direct ac-
cess practitioner role at a large
hospital—the University of Wiscon-
sin Hospital and Clinics Authority
(UWHCA), Madison, Wisconsin. In
addition, the implementation of the
pilot program is described. The im-
portance of strong collaborative ef-
forts among physical therapists, hos-
pital administrators, and physicians
is highlighted throughout the case
report.

Case Description
The Institutional Initiative
The Wisconsin Department of
Health and Family Services’ opinion
provided the mechanism to pursue
adoption of the consumer direct ac-

cess to physical therapist practice
model. The facility’s large adminis-
trative organizational structure re-
quired program approval at multiple
levels, and the large number and geo-
graphical diversity of department
clinical sites required a coordinated
effort of multiple program staff mem-
bers. The UWHCA’s strategic plan-
ning model includes the University
of Wisconsin (UW) School of Medi-
cine and Public Health Executive
Leadership, the UW Medical Founda-
tion Board of Directors, the Univer-
sity of Wisconsin Hospital (UWHC)
and Clinics Authority Board, and
the UWHCA Executive Leadership
Team. The Department of Orthope-
dics and Rehabilitation has a service
line director and management team
with oversight of orthopedics and
rehabilitation inpatient and outpa-
tient services. Ten outpatient ther-
apy clinics, including general outpa-
tient and specialty clinics such as

spine physical therapy, sports reha-
bilitation and performance, geriatric
falls, neurorehabilitation, pediatrics,
and upper extremity and hand, op-
erate in the hospital and in 4 off-site
locations. The department employs
more than 50 outpatient physical
therapists.

Initial Step: Staff Consensus
The pursuit of “allied health” staff
status at UWHCA started during a
physical therapy staff meeting. Dis-
cussion occurred regarding delays
and challenges associated with ac-
cessing physical therapy services.
For example, a patient wanting a
one-visit update to a home exercise
program was required to see a phy-
sician for a referral. Therapists
agreed that patient examples such as
this should be brought to depart-
ment administrators for discussion of
current policy. Coincidently, admin-
istration had recently identified im-

Figure 1.
Order of approval and implementation activities.
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proved patient access as a major
initiative in the upcoming year’s de-
partment service line business plan
after receiving decreased patient sat-
isfaction reports because of access
issues. The administrators agreed
that it was an opportune time to pur-
sue direct access approval. Figure 1
provides the sequence of activities
leading to approval.

Direct Access Initiative Proposal
We developed the action plan know-
ing that approval was needed from
the chair of the Department of Or-
thopedics and Rehabilitation, the
hospital’s fiscal, legal, and risk man-
agement departments, the hospital’s
Medical Board, and finally the Hospi-
tal Authority Board. Multiple
sources, including APTA, WPTA’s
Autonomous Practice Task Force,
and published literature, provided
supporting information. Relevant lit-
erature included studies describing
results associated with direct access
service models9–12,17 and publica-
tions describing long-standing mod-
els, including the military and Kaiser
Permanente in northern California.18

The APTA’s Data, Evidence, and Re-
search Supporting Direct Access to
Physical Therapist Services2 con-
tains multiple papers describing a
historical overview of direct access
history, patient safety, cost-
effectiveness, and quality-of-life out-
comes associated with direct access
models. The WPTA task force pro-
vided resources developed by Amery
Regional Medical Center, the first
Wisconsin facility to grant physical
therapists “allied health” status. Con-
sidering most physicians and the ad-
ministrators outside our department
were unaware the direct access
model existed and was legal in Wis-
consin, the resources provided valu-
able background information.

A 2-page Executive Summary was
created, providing: (1) an overview
of the Wisconsin Physical Therapy
Practice Act, including the extra

direct access step required for
hospital-based physical therapy; (2)
names of other large institutions that
had implemented a similar practice
model; (3) UWHCA’s business plan
initiative to deploy resources at all
levels to eliminate inappropriate pa-
tient care delays and promote pa-
tient choice; (4) evidence of direct
access cost-effectiveness; and (5)
proposed outcome measures for pro-
gram assessment. The proposed out-
come measures would allow for later
analyses, comparing data of patients
seen by physical therapists with ver-
sus without physician referral. The
information collected would in-
clude: (1) number of new patients
seen; (2) average number of visits
per episode of care; (3) average du-
ration (in weeks) of episodes of care;
(4) patient functional outcomes per
episode of care, using department
standard outcome measures; (5) pa-
tient adverse events; and (6) re-
source utilization such as continua-
tion of physical therapy services
beyond the initial visit, referral of
patients to physicians and other
health care providers for consulta-
tion, and direct referral of patients to
the radiology department for plain
film radiography and equipment or-
ders (eg, orthotics, durable medical
equipment).

The Executive Summary was pre-
sented to selected department clinic
supervisors and physicians for re-
view and feedback and then to the
chair of the Department of Orthope-
dics and Rehabilitation, an orthope-
dic spine surgeon. Agreeing with the
need for improved patient access to
services, he provided valuable ad-
vice on how to proceed through the
hospital’s administrative channels
and produced a letter of support for
all future meetings.

The Executive Summary then was
sent to the UWHCA legal and risk
management departments for re-
view. No objections were raised,

with the following provisos: (1) pol-
icies and procedures are in place to
ensure that physical therapists are
functioning within their scope of
practice and refer or seek medical
assistance when needed, and (2)
physical therapists are not function-
ing independently (ie, they are func-
tioning under the general supervi-
sion of physicians). The institution’s
definition of general supervision in-
cludes the availability of physicians
for consultation and a periodic chart
audit of selected cases. Other health
care providers (eg, physician assis-
tants, nurse practitioners) employed
by the UWHCA work under these
provisos.

An Oversight Committee made up of
department administrators, physical
therapists, and physicians was estab-
lished to ensure: (1) broad represen-
tation of primary stakeholders for
program development and (2) ongo-
ing program assessment, with quick
resolution of issues as they arose.
The Oversight Committee may be
dissolved eventually as the program
becomes established, with the stan-
dard departmental quality, safety,
and competency assessments assum-
ing oversight. An initial committee
action was to develop a practice
model including therapist qualifica-
tions, with an application process
and a scope of practice. Therapist
qualification included any one or
more of the following 5 require-
ments, followed by successful com-
pletion of the UWHC direct access
training: (1) APTA American Board
of Physical Therapy Specialties cur-
rent certification in a relevant prac-
tice area (Orthopaedic Certified Spe-
cialist for therapists practicing in an
orthopedic setting), (2) completion
of an APTA-credentialed residency or
fellowship program in a relevant
practice area, (3) an advanced aca-
demic degree with a clinical empha-
sis, (4) advanced clinical practice
training (based on quality, emphasis,
and extent of practice experience or
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a certain number of continuing edu-
cation units), and (5) UWHCA
Advanced/Expert Clinical Practice
Level per the institution’s profes-
sional advancement and recognition
program. Once practicing in this
model, therapists must maintain the
advanced competency status, as de-
termined by the department’s annual
staff performance review process,
and be current on all institutional
safety, educational, and internal
training offerings.

The scope-of-practice statements in-
cluded: (1) practice according to
APTA’s Standards of Practice for
Physical Therapy,19 Code of Eth-
ics,20 and Guide for Professional
Conduct21; (2) practice according to
established UWHCA department
standards, regulations, and clinical
pathways; (3) provision of care per
the Wisconsin Physical Therapy
Practice Act and Rules and Regula-
tions, including practice require-
ments 448.56 (4) (Duty to refer: A
physical therapist shall refer a pa-
tient to an appropriate health care
practitioner if the therapist has rea-
sonable cause to believe that symp-
toms or conditions are present that
require services beyond the scope of
physical therapy) and 448.56 (1a)
(Responsibility: A physical therapist
is responsible for managing all as-
pects of the physical therapy care of
each patient under his or her care);
and (4) provision of timely and ap-
propriate referral of patients to the
radiology department for plain film
imaging studies. The only scope-of-
practice item representing a new pa-
tient care responsibility was “timely
and appropriate referral of patients
to the radiology department for plain
film imaging studies.”

Therapists interested in direct access
practice were to provide the Over-
sight Committee with a cover letter
of intent, a description of their qual-
ifications, and a résumé. Once ap-
proved, the therapists began the in-

ternal training program. Once
completed, the above proposal was
taken to outpatient physical therapy
clinic staff meetings for feedback
and discussion.

Direct Access Model Approval
Prior to presenting the model to the
Medical Board (18-member board
made up primarily of hospital physi-
cians) for a vote, we met individually
with half of the Medical Board mem-
bers to present the Executive Sum-
mary and practice model, the depart-
ment chair’s letter of support, steps
taken to ensure patient safety, and
the required training program and to
discuss any issues of concern. The
potential for over-utilization of ther-
apy services without physician over-
sight was the only issue raised (one
physician). This issue was addressed
by noting the availability of 6 years’
worth of benchmark data (per ther-
apist) describing average number of
patient visits over average number of
weeks and patient functional status
at the initial visit and at discharge.
Therefore, administration would
note a marked deviation from the
norms. Critical to gaining Medical
Board members’ backing were hav-
ing the department chair’s letter of
support and emphasizing that, ex-
cept for referring patients directly to
the radiology department for plain
films, therapist practice responsibili-
ties would be no different than when
seeing patients via a physician refer-
ral. In addition, providing a historical
overview including the number of
states having adopted direct access
since 1957, Wisconsin’s 20-year di-
rect access history, and the military’s
long track record with the lack of
evidence describing adverse events
and complaints filed against thera-
pists allayed concerns that we were
implementing a new and untested
practice model.

A PowerPoint presentation was pre-
pared for the Medical Board meeting,
including: (1) an overview of the Ex-

ecutive Summary, (2) a description
of the proposed model, and (3) the
list of physicians and hospital admin-
istrators who participated in devel-
oping the model. The Medical Board
unanimously approved the proposal
and then moved the presented
model and necessary “allied health”
language to the Hospital Authority
Board as a proposed hospital bylaw
change. The Hospital Authority
Board unanimously approved the
proposal, a culmination of 7 months
of activity.

Required Direct Access Training
Program
The UWHCA program, developed by
physical therapists and physicians, is
based, in part, on training modules
developed for the military and Kaiser
Permanente direct access models.18

The program emphasizes clinical
“red flag” recognition, suggesting a
physician consultation is warranted,
and plain film indication guidelines
recognizing when to refer patients to
the radiology department. The refer-
ring criteria for plain films were de-
veloped jointly with department or-
thopedists and radiologists based on
current evidence22–27 and existing
departmental guidelines. The train-
ing program includes required read-
ings, lecture and discussion sessions,
and a patient case series take-home
assignment, followed by group dis-
cussion. The take-home assignment
consisted of 10 patient case vi-
gnettes, which were variations of
published cases,28,29 and therapists
were asked to respond to the ques-
tions presented in Figure 2. Thera-
pists, with an Oversight Committee
physician, met to present the cases
and discuss plans of care. Upon suc-
cessful completion of the program,
therapists were allowed to practice
in the direct access model. Per the
hospital’s policy, the House and
Medical Staff Affairs Office assigned
each therapist a provider number
necessary for referring patients di-
rectly to the radiology department.
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All therapists noted value in partici-
pating in the educational training
program. For some therapists, the re-
sult was an increased comfort level
in seeing patients without physician
referral, especially referring patients
for plain film imaging. This level of
comfort encouraged early program
participation.

Pilot Program
Once the Hospital Authority Board
had approved the program and the
selected therapists had completed
the training program, the model was
initiated in 2 specialty clinics (spine
and sports rehabilitation clinics,
with 2 therapists from each clinic
providing the services). Operation-
ally, specific direct access patient
care slots were identified on thera-
pists’ schedules on days when phy-
sicians were physically on-site. If
these slots were not filled with direct
access patients, within 24 to 48
hours from that day, other patients
were scheduled.

To promote awareness of the direct
access program, presentations were
made to staff members who field pa-
tient calls, including reception desk
staff and other personnel (eg, nurses,
physician assistants) working in the
spine and sports rehabilitation clin-
ics. For example, the spine clinic
nurse manager routinely screens pa-
tients calls and determines whether
patients need to see a surgeon imme-
diately. If an urgent surgeon visit is
not indicated, options for nonsurgi-
cal management, now including pro-
vision by physical therapists, would
be presented. Scenarios were de-
scribed where direct access recom-
mendations would not be appropri-
ate (ie, patients covered by Medicare
or Medicaid). In addition, letters de-
scribing the new practice model
were sent to patients previously seen
by the 4 direct access therapists.

One issue that quickly arose was
pain medication, a potential need

when seeing patients with acute
conditions. The Wisconsin Physical
Therapy Practice Act states that ther-
apists cannot prescribe medications.
The Oversight Committee decided
that if a patient had been seen pre-
viously by a physician for a condi-
tion, the physician would be con-
tacted regarding the prescription.
For patients not seen, their primary
care physician would be contacted.
After 6 months, the program was
evaluated for: (1) patient utilization
of direct access opportunities, (2)
hospital reimbursement, (3) obsta-
cles encountered by therapists (eg,
when referring patients for plain
films, arranging for provision of pain
medication, accessing physician as-
sistance when patient health con-
cerns were identified), and (4) phys-
ical therapist plan-of-care decision
making.

Evaluation of Pilot Program
Despite letters to patients who had
been seen previously and extensive
intradepartmental and interdepart-
mental communications, approxi-
mately 33% to 50% of the designated

direct access patient scheduled slots
were used. Most patients who had
been seen previously were informed
of the direct access option by local
clinicians; very few patients called
the scheduling desk directly. The
need to develop a comprehensive,
system-wide marketing plan quickly
became evident. The internal mar-
keting plan included: (1) meeting
with primary care clinic (PCP) man-
agers and presenting the new pro-
gram, (2) describing the program in
the institution’s newsletter and its
Web site (eg, creating a “Did you
know . . . ” feature), (3) creating
printed materials (brochures and
posters) for reception areas and PCP
entranceways, and (4) distributing
flyers as part of the employee Well-
ness and Ergonomic Injury Reduc-
tion Program and to fitness club
members. External marketing efforts
included contacting local media for
news features and high school
coaches and athletic directors to pro-
mote the program, as well as attend-
ing health fairs. A review of hospital
reimbursement revealed that reim-
bursements for patients billed with

For each of the cases, based on the provided patient information, respond to
the following:

● Should plain films be ordered (yes/no and why/why not)? If yes, include
what views are indicated.

● Of the following choices, state your decision, accompanied by a
rationale:

� Treat and not refer

� Treat and refer to physician (nonurgent referral)

� Not treat and refer to physician (nonurgent referral)

� Not treat and refer to physician (urgent referral—emergency
department, urgent care clinic, etc)

● Besides examination data provided in the patient vignette, what
additional review of systems questions would you ask to help clarify the
need for a referral?

● Besides examination data provided in the patient vignette, what
additional tests would you include in the physical examination to help
clarify the need for a referral?

Figure 2.
Patient case vignette assignment
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direct access rates were consistent
with those for patients seen via a
physician referral.

Eighty-one patients were seen during
the pilot program. The Table summa-
rizes the degree to which the partic-
ipating therapists initiated other
health care services. A physician
consultation was initiated for ap-
proximately 30% of the patients. Of
the 13 patients referred for health
management issues other than plain
films and pain medications, 1 patient
was referred for possible deep ve-
nous thrombosis and another patient
was referred for exacerbation of an-
kylosing spondylitis. A majority of
patient referrals were for nonurgent
orthopedic-related consultations (eg,
further testing for suspicion of a gle-
noid labral tear or knee meniscus
tear). Therapists noted that initiating
the referrals took time, but not more
time than when therapists initiated
consultations for patients referred by
a physician. As the program be-
comes more widespread, allowing
for more data to be collected, an
in-depth analysis can be done regard-
ing the institutional impact the di-
rect access program has had.

A physician from the spine and
sports rehabilitation clinics reviewed
randomly selected charts for the 4
therapists and reported findings to
the Oversight Committee. The chart
review included responding to the
following questions:

1. Was the patient appropriate for
direct access? Why or why not?

2. Would the patient have benefited
significantly from medication
therapy?

3. Did the patient exhibit “red flags”
that were not adequately
addressed?

4. Was a radiology consultation re-
quested by the therapist? If so,
was it justified?

5. Under what circumstances
should the patient have been re-
ferred to a medical doctor or doc-
tor of osteopathy?

6. Did the number of therapy sessions
and treatment duration seem ap-
propriate for the condition?

7. If adverse events were noted, did
the therapist take appropriate
action?

The reviewing physicians deter-
mined the therapists made appropri-
ate decisions of referring or initiating
treatment in 100% of the reviewed
cases. Subsequently, the Oversight
Committee decided to open the di-
rect access model to all outpatient
clinics and thus remove the neces-
sity of having physicians on-site
when therapists were seeing pa-
tients. The group deemed it ade-
quate for physicians being available
for telephone contact.

Discussion
Years of intense lobbying by APTA
and its components to promote state
practice act changes have led to di-

rect patient access to physical ther-
apy services being available in a ma-
jority of states. With emphasis on
removing existing access restrictions
in many of these states and gaining
access in the few remaining states,
little organized effort has occurred
related to developing institutional
and organizational strategies promot-
ing the implementation of this prac-
tice model. As noted previously, the
UWHCA direct access effort was in
response to the Wisconsin Adminis-
trative Code language for hospitals,
language that may not be in effect in
all states. Even in these states, how-
ever, direct access may be prohib-
ited or restricted by internal policies
set forth by institutions and third-
party payers, illustrating that passage
of direct access laws may be just the
initial step in fully implementing this
model of health care delivery.

Despite the long-standing success of
the military direct access program9,18

and the previously described poten-
tial benefits to health care delivery,
there has not been widespread insti-
tutional adoption in the public sec-
tor. Although the literature provides
descriptions of direct access pro-
gram implementation in a large
health maintenance organization sys-
tem and veterans hospital, as well as
in military hospitals,18 to our knowl-
edge this is the first case describing
establishment of such a model in a
large academic medical center. Re-
quiring approval from a large board
of physicians and numerous admin-
istrators (unfamiliar with current
physical therapy laws and education
and practice standards), although
unique compared with private prac-
tice settings, is not unlike the
decision-making processes found
within insurance companies, smaller
hospitals, and large corporations.
Strategies promoting widespread ap-
proval of the direct access model are
paramount to the potential positive
impact on health care quality and
costs being realized. Once approval

Table.
Summary of Pilot Program Findings (N�81 patients)

Outcome Yes No

Patients referred for plain films 8 (9.9%) 73 (90.1%)

Patients referred for pain medication 3 (3.7%) 78 (96.3%)

Patients referred to physicians for health management
issues other than plain films and pain medications

13 (16%) 68 (84%)

Total patient referrals initiated by physical therapists 24 (30%) 57 (70%)
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is gained, other challenges exist in
many practice settings that must be
met for this practice model to have
its full impact.

Establishing a direct access program
does not guarantee patients will fully
utilize this entry point to the health
care system, as evidenced by our ini-
tial low numbers of scheduled ap-
pointments. At institutions such as
UWHCA, the sheer size can be an
obstacle. More than 80 primary care
and specialty physician clinics scat-
tered geographically are all potential
patient entry points into our system.
In these clinics, medical assistants,
nurses, nurse practitioners, and phy-
sician assistants field calls and triage
where patients are to be seen. Edu-
cating these practitioners, along
with the clinic managers, provided
logistical challenges. Scheduling the
clinic meetings and subsequent
travel was time-consuming, and after
the initial contact, follow-up peri-
odic reminders that direct access to
physical therapy existed were
needed. Complicating the process
for practitioners triaging the patient
telephone calls was that some pa-
tients’ health plans (ie, Medicare and
Medicaid) required a physician refer-
ral, so asking questions regarding pa-
tients’ health plans was necessary.

Besides the internal challenges asso-
ciated with utilization, lack of public
awareness of and familiarity with the
direct access option to physical ther-
apy also is a factor. For decades, when
patients called our clinics, they were
told a physician referral was needed,
the referral-based model being the
only model previously experienced. A
comprehensive marketing plan can fa-
cilitate the necessary wide-range “ed-
ucational initiative,” with the hope
that word-of-mouth informing of
family members and friends will en-
sue. The process for direct access
programs becoming routine and
common knowledge in the public’s
eye can take time. This challenge

provides an opportunity for APTA
and its components to work with
institutions of all types to develop
effective marketing plans.

The successful implementation of di-
rect access models may result in a
shift of patient volume from one in-
stitutional cost center to another,
leading to a potential conflict for
those triaging patient calls. Attempt-
ing to keep medical providers’
schedules full could lead to patients
appropriate for physical therapy be-
ing triaged instead to physicians,
nurse practitioners, or physician as-
sistants. The Virginia Mason Medical
Center report described the need to
shift hospital resources in response
to changing practice patterns once
direct access was initiated. The hos-
pital’s state-of-the-art chronic pain
center ended up treating fewer, but
more complex, patient cases, result-
ing in 15 of the clinic’s medical staff
leaving.11 Reallocation of financial
and staff resources may need to oc-
cur in large institutions before the
positive impact of the direct access
model can be fully appreciated.

The UWHC direct access program
requirements raised some issues
among the physical therapy staff. Al-
though not required by Wisconsin
statutes, a decision was made to im-
plement an application process for
practicing in this model and requir-
ing successful completion of the di-
rect access training program. Some
of the more recent therapist gradu-
ates expressed frustration being un-
able to practice in this model due to
not meeting the established require-
ments—a requirement not present
if they practiced in non–hospital-
based practice environments. We ex-
plained to therapists (and administra-
tors) that our process was consistent
with long-standing models devel-
oped in other large institutions (the
military and Kaiser Permanente),
models demonstrating very positive
outcomes to date.18 The process

eased concerns expressed by some
hospital administrators and physi-
cians, who noted the variety of de-
grees held by therapists (BS, MPT,
MSPT, and DPT) and questioned
what this meant in terms of practice
capabilities. The discussion included
the impact of DPT professional de-
gree programs evolving, possibly in-
cluding residency-like clinical educa-
tional models,30 and how comfort
levels of new graduates practicing in
direct access environments might be
enhanced. The Oversight Committee
agreed the application requirements
would be revisited in the future.

With all challenges come opportuni-
ties and the potential for positive
far-reaching changes. The meetings
with individual hospital administra-
tors and Medical Board members as
preparation for the formal board ap-
proval meetings presented us with
excellent opportunities to educate
administrators and physicians re-
garding the evolving nature of phys-
ical therapist practice. Follow-up
meetings with specific physician
groups to describe the program af-
forded the occasion to emphasize
the model’s goal is not to promote
therapists’ practicing independent
of, or in isolation from, physicians.
Instead, the goal is interdependent
practice and patient-centered care,
as described by Johnson and
Abrams—care marked by therapists
working collaboratively with pa-
tients, other practitioners, and pay-
ers.31 Therapists initiating a consul-
tation for 30% of the patients during
the pilot program provided good ex-
amples of the nature of collaborative
practice afforded by the direct ac-
cess model. The public marketing
program allows us to not only pro-
mote the direct access model but
also describe the variety of services
physical therapists can provide. Tak-
ing full advantage of these opportu-
nities requires cooperation among
institutions of similar organizational
designs, as well as cooperation be-
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tween APTA and its components.
This cooperation will help ensure
appropriate resources being devel-
oped and disseminated, encourage
efficiency, limit reinventing of the
wheel, and promote a consistent
message being provided to the
public.

Summary
Consumer choice and timely patient
access to the appropriate practitio-
ner were the impetus for obtaining
UWHCA administrative approval of
and implementation of the direct ac-
cess model. The initiative’s success
was facilitated by: (1) APTA and
WPTA resources and (2) relevant
published research, combined with
the institution’s administrative com-
mitment to improve patient access
coinciding with physical therapists’
readiness to redesign their practice
model. This administrative case illus-
trates the importance of communica-
tion, collaboration, advanced plan-
ning, and consensus building to
organizational change of this nature.
Program evaluation over time will re-
veal the institutional impact this
model has had. Previous studies pro-
vide us with comparison markers, in-
cluding: (1) patient, therapist, and
physician satisfaction; (2) patient
functional status at initial visits and
outcomes at discharge; (3) number
of visits over number of weeks per
episode of care; (4) cost per episode
of care; (5) utilization of radiology
services; and (6) numbers of and rea-
sons for referrals of patients to phy-
sicians and other practitioners. Pub-
lication of such direct access data
from different health care delivery
systems (eg, urban versus rural hos-
pitals, private practice clinics, the
military) may identify different issues
and outcomes that influence institu-
tional policy decisions, staffing mod-
els, therapist educational training,
and government approval of direct
access legislative initiatives.

All authors provided concept/idea/project
design. Dr Boissonnault and Dr Badke pro-
vided writing and data collection and anal-
ysis. Ms Powers provided consultation
(including review of manuscript before
submission).

The authors thank all of those whose dedi-
cation and commitment led to the develop-
ment and implementation of the physical
therapy direct access program at the Univer-
sity of Wisconsin Hospital and Clinics: David
Bernhardt, MD, Dan Enz, PT, Karl Fry, PT,
Ellen Heiser, RN, Kris Jensen, PT, Jenny
Kempf, PT, James Leonard, DO, Julie Sherry,
PT, Marc Sherry, PT, Kip Schick, PT, Kristen
Traino, PT, and Thomas Zdeblick, MD.

Portions of the article were presented at PT
2009: Annual Conference and Exposition of
the American Physical Therapy Association;
June 10–13, 2009; Baltimore, Maryland.

This article was received August 11, 2008, and
was accepted August 30, 2009.

DOI: 10.2522/ptj.20080244

References
1 APTA Vision Sentence for Physical Ther-

apy 2020 and APTA Vision Statement for
Physical Therapy 2020 [HOD P06–00–
24–35]. Available at: http://www.apta.
org/AM/Template.cfm?Section�Home&
Template�/CM/HTMLDisplay.cfm&Con
tentID�25855. Accessed August 1,
2008.

2 Data, Evidence, and Research Supporting
Direct Access to Physical Therapist Ser-
vices. Alexandria, VA: American Physical
Therapy Association; 2007.

3 US Bone and Joint Decade. The Burden of
Musculoskeletal Diseases in the United
States. Rosemont, IL: American Academy of
Orthopaedic Surgeons; 2008.

4 Martin BI, Deyo RA, Mirza SK, et al. Expen-
ditures and health status among adults
with back and neck problems. JAMA.
2008;299:656–664.

5 Weiner DK, Kim YS, Bonino P, Wang T.
Low back pain in older adults: are we uti-
lizing healthcare resources wisely? Pain
Med. 2006;7:143–150.

6 Friedly J, Chan L, Deyo R. Increases in
lumbosacral injections in the Medicare
population: 1994 to 2001. Spine. 2007;32:
1754–1760.

7 Deyo RA, Gray DT, Kreuter W, et al.
United States trends in lumbar fusion
surgery for degenerative conditions.
Spine. 2005;30:1441–1445; discussion
1446–1447.

8 Deyo RA, Mirza SK. Trends and variations
in the use of spine surgery. Clin Orthop
Relat Res. 2006;443:139–146.

9 James JJ, Stuart RB. Expanded role for the
physical therapist: screening musculoskel-
etal disorders. Phys Ther. 1975;55:
121–131.

10 Mitchell JM, de Lissovoy G. A comparison of
resource use and cost in direct access versus
physician referral episodes of physical ther-
apy. Phys Ther. 1997;77:10–18.

11 Fuhrmans V. Withdrawal treatment: a
novel plan helps hospital wean itself off
pricey tests. The Wall Street Journal. Jan-
uary 12, 2007.

12 Overman SS, Larson JW, Dickstein DA,
Rockey PH. Physical therapy care for low
back pain: monitored program of first-
contact nonphysician care. Phys Ther.
1988;68:199–207.

13 Deyle GD, Henderson NE, Matekel RL,
et al. Effectiveness of manual physical
therapy and exercise in osteoarthritis of
the knee: a randomized, controlled trial.
Ann Intern Med. 2000;132:173–181.

14 Li LC, Iversen MD. Outcomes of patients
with rheumatoid arthritis receiving reha-
bilitation. Curr Opin Rheumatol.
2005;17:172–176.

15 Boshuizen HC, Stemmerik L, Westhoff MH,
Hopman-Rock M. The effects of physical
therapists’ guidance on improvement in a
strength-training program for the frail elder-
ly. J Aging Phys Act. 2005;13:5–22.

16 Nasman J. Vision 2020: autonomous prac-
tice for hospital PTs. PT Connections.
2006;36(2):11.

17 Moore JH, McMillian DJ, Rosenthal MD,
Weishaar MD. Risk determination for pa-
tients with direct access to physical ther-
apy in military health care facilities. J Or-
thop Sports Phys Ther. 2005;35:674–678.

18 Ryan GG, Greathouse D, Matsui I, Murphy
BP. Introduction to primary care medi-
cine. In: Boissonnault WG, ed. Primary
Care for the Physical Therapist: Exami-
nation and Triage. St Louis, MO: Elsevier
Saunders; 2005:8–16.

19 APTA Standards of Practice for Physical
Therapy. Available at: http://www.apta.
org.

20 APTA Code of Ethics, Available at: http://
www.apta.org.

21 APTA Guide for Professional Conduct.
Available at: http://www.apta.org.

22 Stiell I, Wells G, Vandemheen KL. The Ca-
nadian C-spine rule for radiography in alert
and stable trauma patients. JAMA. 2001;
286:1841–1848.

23 Seaberg D, Yealy M, Lukens T, et al. Mul-
ticenter comparison of two clinical deci-
sion rules for the use of radiography in
acute, high-risk knee injuries. Am Emerg
Med. 1998;32:8–13.

24 Bachman LM, Haberzeth S, Steurer J, et al.
The accuracy of the Ottawa knee rule to rule
out knee fractures: a systematic review. Ann
Intern Med. 2004;140:121–124.

25 Stiell I, Greenberg G, McKnight R, et al.
Decision rules for the use of radiography
in acute ankle injuries: refinement and
prospective validation. JAMA. 1993;269:
1127–1132.

26 Bachmann LM, Kolb E, Koller MT, et al. Ac-
curacy of Ottawa ankle rules to exclude frac-
tures of the ankle and mid-foot: systematic
review. BMJ. 2003;326:417–419.

Hospital-Based Outpatient Direct Access to Physical Therapy Services

108 f Physical Therapy Volume 90 Number 1 January 2010



27 Chou R, Qaseem A, Snow V, et al. Diagno-
sis and treatment of low back pain: a joint
clinical guideline from the American Col-
lege of Physicians and the American
Pain Society. Ann Int Med. 2007;147:
478–491.

28 Jette DU, Ardleigh K, Chandler K, McShea
L. Decision-making ability of physical ther-
apists: physical therapy intervention or
medical referral. Phys Ther. 2006;86:
1619–1629.

29 Meadows J. Orthopedic Differential Diag-
nosis in Physical Therapy. A Case Study
Approach. New York, NY: McGraw-Hill;
1999.

30 Delitto A. Thirty-Ninth Mary McMillan Lec-
ture: We are what we do. Phys Ther. 2008;
88:1219–1227.

31 Johnson MP, Abrams SL. Historical per-
spectives of autonomy within the medical
profession: considerations for 21st cen-
tury physical therapy practice. J Orthop
Sports Phys Ther. 2005;35:628–636.

Hospital-Based Outpatient Direct Access to Physical Therapy Services

January 2010 Volume 90 Number 1 Physical Therapy f 109


