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eck and back pain conditions are common in general medical
practice, are associated with notable morbidity, and are the
first and fourth conditions, respectively, leading to the greatest
number of years lived with disability.'®#*% Approximately
$85 billion are spent annually on spine-oriented conditions,* and
an additional $10 to $20 billion are attributed to economic losses

© STUDY DESIGN: Retrospective study.

© BACKGROUND: Alternative models of care that
allow patients to choose direct access to physical
therapy have shown promise in terms of cost
reduction for neck and back pain. However, real-
world exploration within the US health care system
is notably limited.

© OBJECTIVES: To compare total claims paid and
patient outcomes for patients with neck and back
pain who received physical therapy intervention via
direct access versus medical referral.

© METHODS: Data were accessed for patients
seeking care for neck or back pain (n = 603)
between 2012 and 2014, who chose to begin care
either through traditional medical referral or direct
access to a physical therapy-led spine manage-
ment program. All patients received a standard-
ized, pragmatic physical therapy approach, with
patient-reported measures of pain and disability
assessed before and after treatment. Patient
demographics and outcomes data were obtained
from the medical center patient registry and com-
bined with total claims paid calculated for the year
after the index claim. Linear mixed-effects model-
ing was used to analyze group differences in pain
and disability, visits/time, and annualized costs.

©RESULTS: Patients who chose to enter care

via the direct-access physical therapy-led spine
management program displayed significantly lower
total costs (mean difference, $1543; 95% confi-
dence interval: $51, $3028; P = .04) than those
who chose traditional medical referral. Patients in
both groups showed clinically important improve-
ments in pain and disability, which were similar
between groups (P>.05).

© CONCLUSION: The initial patient choice to
begin care with a physical therapist for back or
neck pain resulted in lower cost of care over the
next year, while resulting in similar improvements
in patient outcomes at discharge from physical
therapy. These findings add to the emerging lit-
erature suggesting that patients’ choice to access
physical therapy through direct access may be
associated with lower health care expenditures for
patients with neck and back pain.
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in productivity each year.® Per-patient
costs have increased by 49% from 1997
to 2006, with outpatient expenditures
showing the greatest increases.*> From
1997 to 2005, the total estimated expen-
ditures among respondents with spine
problems increased by 65%, a higher rate
than other non-spine-related health ex-
penditures. Despite the rising costs, there
has been no real improvement in terms
of disability or reduction in the propor-
tions of individuals who report back or
neck pain.” The estimated proportion of
persons with back or neck problems who
self-report physical functioning limita-
tions increased from 20.7% to 24.7%
from 1997 to 2005, suggesting that cur-
rent care models may be insufficient.*?
This lack of notable improvement in
patient outcomes and health expenditures
may be due to the type and timing of care
provided. First, practitioners common-
ly use treatment methods that provide
nominal to no effect toward recovery and
approaches that have been shown to be in-
effective or, at best, marginally effective in
recovery from spine-related pain.**#” Sec-
ond, poor or delayed access to appropri-
ate care may adversely impact resolution
of spine conditions.?” Traditional health
care processes associated with treatment
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of spine conditions in the United States
often involve screening by a primary
care medical physician. Clinical practice
guidelines for primary care management
of spinal conditions generally suggest
initial management strategies of self-
care and nonsteroidal anti-inflammato-
ry medications. Referral to specialists,
including physical therapists, or for di-
agnostic imaging is only encouraged for
those who fail to respond after a period
of watchful waiting.”® Recommended
best practices based on such clinical
practice guidelines are to avoid bed rest,
to use opioid medications for a limited
time, and to obtain magnetic resonance
imaging only for specific presentation
of radicular symptoms."?*42> Howev-
er, the delivery of inappropriate treat-
ments remains a common occurrence
in traditional medical care models.>'®
In contrast, alternative care models of-
fering direct access (the ability to seek
and receive the examination, evaluation,
and intervention by a physical therapist
without requiring physician referral for
legal or insurance coverage) to physical
therapy have suggested fewer days of
care and lower costs.**??> These savings
are thought to be due to quicker initia-
tion of physical therapy and matching
of active treatment strategies to patient
presentation.®910:18:25

Direct access to physical therapy has
been proposed as a potential care model
that would favorably impact the out-
comes and costs associated with back and
neck pain.*?%3+3545 While all 50 states al-
low some form of direct access to physi-
cal therapy, barriers remain, including
hospital and care organization policies,
insurance coverage, and patient educa-
tion.** However, value-based payment
initiatives designed to provide patients
the right care at the right time, while
avoiding unnecessary duplication of ser-
vices and preventing medical errors, are
gaining ground.***

At present, there is little evidence
on the influence that direct access to
physical therapy may have on the cost-
effectiveness and clinical outcomes in
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a real-world medical model for back or
neck pain. Thus, the objective of this
study was to compare patient outcomes
and annualized total cost for patients
with back and neck pain who had the
option to choose either (1) direct access
or (2) traditional medical referral to a
physical therapy-led spine management
program. We hypothesized that we would
observe differences in cost but similar
outcomes across patients seeking care for
spine-related pain and disability.

METHODS

Reporting Guidelines

HIS STUDY FOLLOWED THE REPORT-

ing of studies Conducted using

Observational Routinely collected
Data (RECORD) initiative.! Key ele-
ments of the RECORD initiative include
an explanation of merging of databases,
appropriate description of codes used in
the study, information on data cleaning
and methods of data removal, and eligi-
bility of data, including how data were
retained and analyzed for applicability.?

Study Design

The study was a retrospective, nonran-
domized, comparative analysis between
consecutive patients who began and
completed their physical therapy episode
of care between January 1, 2012 and De-
cember 31, 2013, and between those who
chose direct access to physical therapy
and those who chose traditional medical
care and then were referred to a physical
therapy-led spine management program.
Baseline patient and clinical data were
extracted from the ATT Patient Outcomes
Registry, which is registered with Clini-
calTrials.gov (NCT02285868) and the
US Department of Health and Human
Services Agency for Healthcare Research
and Quality in the Registry of Patient
Registries (2608). Total claims paid
were provided by a third-party aggrega-
tor from BlueCross BlueShield of South
Carolina. The study was approved by the
Institutional Review Board of Greenville
Health System (GHS), Greenville, SC.

Clinical Program

Beginning in 2012, a private physical
therapy organization partnered with
GHS and Steadman Hawkins Clinic of
the Carolinas to create a back and neck
care delivery program designed to offer
alternative opportunities to access treat-
ment for back and neck pain. The pro-
gram offered adult beneficiaries (those 18
years of age and older) with low back- or
neck-related complaints the alternative
option to choose physical therapy as their
first line of treatment, in contrast to the
traditional model of first being seen by a
primary care physician. The plan encour-
aged patients to access physical therapy
services earlier than traditional options
in their episode of care via health plan
communications. Under this program,
plan benefits for physical therapy, wheth-
er received through direct access or medi-
cal referral, were the same. Access to this
program was through 1 of 8 clinics colo-
cated within GHS-Steadman Hawkins
clinics throughout a 3-county region in
the greater Greenville metropolitan area.

Patient Choice to Access Care

All GHS employees and adult depen-
dents (aged 18 years and older) were eli-
gible for the program. All patients who
chose to participate in the back and neck
program accessed care in the physical
therapy-first model or via traditional
medical referral at 1 of 8 physical therapy
clinics. Participation in the back and neck
program required utilization of physical
therapy from 1 of these 8 clinics. The pi-
lot back and neck program provided no
limitation for severity, duration of symp-
toms, or type of symptoms. The program
was highlighted in the benefit materials
as well as marketed via the employer’s
internal website, e-mails, flyers, internal
newsletters, and department meetings.

Treatment Procedures

Physical therapy for this program was
provided across the 8 select clinics in
Greenville, SC by a team of trained phys-
ical therapists. Prior to the initiation of
the program, a 1-day training session was
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conducted with all participating physical
therapists. Training emphasized medical
screening, treatment-based classification,
clinical practice guidelines for neck and
back pain, and clinical progression of the
program (FIGURE).56:14:20

Patients were screened for appropri-
ateness of physical therapy intervention
by a standardized intake questionnaire.
If patients presented with unexplained
red flag findings, an on-site physician
was consulted for clearance or determi-
nation of further medical management.
Once deemed appropriate, patients were
treated with active procedures, including
spinal manipulation, therapeutic exer-
cise, and patient education, based on re-
cently advocated guidelines.>* Training
included criteria for progression in an
effort to identify nonresponders, using a
benchmark of 50% improvement (change
from baseline to follow-up) within 6
treatment sessions on the primary dis-
ability measures (Oswestry Disability In-
dex [ODI] and/or Neck Disability Index
[NDI]). Patients who continued to dem-
onstrate the benchmark improvement
(50% reduction) could be approved for 6
more treatment sessions, up to a total of
18. If patients failed to meet a 50% im-
provement benchmark after 12 treatment
sessions or were not satisfied with their
progression, a consultation with a senior
physical therapist and fellowship-trained
spine surgeon or physical medicine and
rehabilitation physician was scheduled
to determine the need for further medi-
cal treatment. Based on this consulta-
tion, a medical plan was recommended
that may have included further imaging,
injections, surgery, or referral to pain
management. On rare occasions, patients
were seen for physical therapy and pain
management beyond the 18th visit (less
than 2% of cases).

Patient Measures

Patients completed baseline descriptive
information and self-reported outcome
measures for pain (numeric pain-rating
scale [NPRS]), disability (ODI or NDI),
psychosocial features (Patient Health

Back and neck
program patients,

n =603

n=603
v
Direct access, Medical referral,
n=279 n=324
Red flag screen and
P initial treatments, |«

Participants not

in back and

Treatment for 6 or
fewer visits,
n =305

Treatment for 6 or
fewer visits and no
other care, n =223

Treatment for 7 to 12
visits, n = 128

Treatment for 7 to 12
visits and no other
care,n=97

Treatment for 13 or
more visits, n = 32

Treatment for 13 or
more visits and no
other care, n =26

Only physical therapy
treatment, n = 346

FIGURE. Patients with back and neck conditions followed a consistent pathway of treatment and medical referral.

neck program,
from physician

consult,n=7
Treatment for 6 or
fewer visits and
referral, n = 82
Treatment for 7 to 12 Unplanned
visits and referral, discharge,
n=31 n=121

Treatment for 13 or
more visits and
referral, n =6

Medical referral,
n=119

Questionnaire [PHQ-4]), and overall
health status (European Quality of Life-
5 Dimensions [EQ-5D]) as part of their
standard course of care. The descriptive
information included primary and sec-
ondary diagnosis (categorized as neck,
neck and arm, back, back and leg, or
widespread), sex, age, duration of symp-
toms, and pain characteristics (eg, multi-
regional and/or referred pain), as well as
duration of this episode of spine pain.
The NPRS An 11-point (0-10) NPRS was
used in the study. The NPRS has demon-
strated good reliability and validity, with
aminimal clinically important difference
(MCID) of 2 points for patients with low
back pain® and 1.3 points for those with
neck pain.”

The EQ-5D The EQ-5D is a generic mea-
sure of health status that has demonstrat-
ed acceptable levels of content validity. It
also has moderate to good correlation with
the Pain Disability Index, Roland-Morris
Disability Questionnaire, and NPRS in
patients with chronic low back pain.?” Ad-
ditionally, the EQ-5D is recommended for
use in cost-effectiveness analyses.*¢

The PHQ-4 The PHQ-4 is a measure
of anxiety/depressive symptoms that
has demonstrated good association with
functional impairment, disability days,
and health care use.?® Scores range from
0 to 12, with higher values representing
higher levels of anxiety and depression.
The NDI Raw score values, which range
from O (no disability) to 50 (totally dis-
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abled), for the NDI were captured. The
NDI has demonstrated good to excel-
lent reliability and has published MCIDs
ranging from 5 to 9.5 points (out of 50)
or 10% to 19% from baseline.>*

The ODI Raw score values, which range
from O (no disability) to 50 (totally dis-
abled), for the ODI were captured. The
ODI has demonstrated good reliability
and validity and has a reported MCID
of 5 points (out of 50) or 10% from
baseline.?”

Follow-up visits allowed systematic
capture of outcome measures every 6
treatment sessions and at discharge. Pa-
tients were considered off protocol if they
did not return for a follow-up treatment
session to physical therapy, resulting in
an unplanned discharge (n = 83). Pa-
tients attending fewer than 6 treatment
sessions without a second set of self-
reported measures were also considered
off protocol and were not included in
the analysis (n = 38). These 2 groups of
patients represented 121 of 156 patients
missing data and were not included in
the analyses.

Cost Measures

Total adjudicated claims from BlueCross
BlueShield of South Carolina were ac-
quired from Milliman (Seattle, WA), a
third-party aggregator, using its health
cost guidelines for all patients who par-
ticipated in the pilot back and neck
program from 2012 to 2014. Total costs
were calculated for all claims, including
medications, imaging, surgery, physical
therapy, and any other service approved
by BlueCross BlueShield of South Caro-
lina with an associated primary back or
neck ICD-9 code. Total costs were an-
nualized for all patients from the index
back or neck claim, then summed for the
next 365 days. Patients without 1 year of
follow-up claims data were not included
in the study. Total costs were then sum-
marized and categorized from the pro-
vided health cost guidelines into physical
therapy, surgical (spine injections, anes-
thesia, and surgery), radiology, and all
other costs.
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Data Preparation and Reduction

Patient demographics, self-reported out-
comes, and clinical data were merged from
the ATI Physical Therapy Patient Out-
comes Registry with total claims paid by
health economists who were not involved
in the data-collection or patient treatment
processes. The patients’ common medical
record number, date of birth, and full name
were used to merge the patient outcomes,
clinical data, and claims files into a single
analytical file. In total, 603 patients partic-
ipated in the pilot program over the 2-year
period, and, of those, 447 had unique total
claims and patient outcomes data that al-
lowed for retrospective comparison.

Missing values were analyzed and
Little’s missing-completely-at-random
tests were run for variables with missing
values. Complete data were present in
95.4% of all outcome variables. All claims
data were 100% complete. The ODI/NDI
data presented with 17.7% missing values,
and pain data presented with 19% miss-
ing values. Little’s missing-completely-at-
random test resulted in a P value of .64,
suggesting that the data were missing at
random. As such, we elected not to im-
pute data.

Adverse events were tabulated by
evaluation of all patients’ medical charts
and confirmed by claims review, including

PATIENTS REMOVED FROM THE DATA SET
TABLE 1
AND THOSE INCLUDED IN THE FINAL ANALYSIS*

Variable Removed (n=156) Included (n = 447) P Value
Mechanism of referral, n <01

Direct access 108 171

Medical referral 43 276
Age,y 454+119 459+11.8 69
Sex, n A7

Female 117 322

Male 39 125
Primary diagnosis, n <01

Neck 47 149

Low back 83 288

Both 26 10
Secondary diagnosis, n <01

Neck 33 102

Neck and arm 14 49

Back 51 186

Back and leg 3l 75

Widespread 27 33

Missing 0 2
Duration of symptoms, nf <01

Acute 32 115

Subacute 13 74

Chronic m 258
Raw baseline ODI/NDI (0-50) 134+74 139+83 51
Baseline EQ-5D (-0.109-1.00) 07+02 07+0.2 .25
Baseline PHQ-4 (depression) (0-6) 15+21 15321l 99
Baseline NPRS (0-10) 51+£24 60+22 <01
Abbreviations: EQ-5D, European Quality of Life-5 Dimensions; NDI, Neck Disability Index; NPRS,
numeric pain-rating scale; ODI, Oswestry Disability Index; PHQ-4, Patient Health Questionnaire-4.
*Values are mean + SD unless otherwise indicated.
tAcute is defined as onset of symptoms within 30 days, subacute is defined as 31 to 180 days since
onset of symptoms, and chronic is defined as greater than 180 days since onset of symptoms.
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emergency department visits and ICD-9
codes indicating fracture or traumatic
injury. We adopted the World Health Or-
ganization’s definition of an adverse event
as “an injury from the medical manage-
ment, in contrast to complications of the
disease.” Assessment of adverse events
was tallied by the primary author based on
postdischarge retrospective chart review.

Data Analysis

All analyses were performed using SPSS
Version 23.0 (IBM Corporation, Armonk,
NY). Baseline characteristics between
the 156 patients removed from the analy-
sis and the 447 who were included were

evaluated using ¢ tests for continuous
measures and chi-square tests for nominal
variables (TABLE 1). A chi-square test was
used to compare proportions of direct ac-
cess to medical referral across the 8 clinics.

Comparative analysis for self-report,
visits, days in care, and claims-related
data was performed with linear, mixed-
effects models. We used a linear mixed-
effects model because it is flexible in
analyzing data assumed to be missing at
random, it is robust to all forms of covari-
ates, and it can accommodate multiple
measures per patient.** Group assign-
ment was the fixed-effect variable of
interest. For all linear mixed-effects anal-

BASELINE CHARACTERISTICS OF PATIENTS
TABLE 2 ENROLLED IN THE PirLoT BAck
AND NECK PROGRAM (N = 44/7)*
Direct Access to
Full Cohort Physician Referral  Physical Therapy
Variable (n=447) (n=276) (n=171) P Value
Age,y 459+11.8 449+12.3 475+10.8 02
Sex, n 67
Female 322 201 121
Male 125 75 50
Primary diagnosis, n 05
Neck 149 9 50
Low back 288 174 114
Both 10 3 7
Secondary diagnosis, n 04
Neck 102 61 41
Neck and arm 49 40 9
Back 186 112 74
Back and leg 75 46 29
Widespread 33 16 17
Missing 2 1 1
Duration of symptoms, nf <01
Acute 115 87 28
Subacute 74 589 35
Chronic 258 150 108
Baseline ODI/NDI (0-50) 139+83 136481 143+88 37
Baseline EQ-5D (-0.109-1.00) 07+02 07+£02 07+02 28
Baseline PHQ-4 (depression) (0-6) I5EE2AI 14+22 15+17 72
Baseline NPRS (0-10) 60+22 60+£22 59+22 42
Abbreviations: EQ-5D, European Quality of Life-5 Dimensions; NDI, Neck Disability Index; NPRS,
numeric pain-rating scale; ODI, Oswestry Disability Index; PHQ-4, Patient Health Questionnaire-4.
*Values are mean + SD unless otherwise indicated.
TAcute is defined as onset of symptoms within 30 days, subacute is defined as 31 to 180 days since
onset of symptoms, and chronic is defined as greater than 180 days since onset of symptoms.

yses, we included the covariates of age,
primary and secondary diagnoses (cate-
gorized as neck, neck and arm, back, back
and leg, or widespread), and duration of
symptoms. Results were reported as esti-
mated marginal means, 95% confidence
intervals (CIs), and mean differences.

RESULTS

Descriptive Findings

TOTAL OF 603 INDIVIDUALS WERE
Aanalyzed for differences between

those removed because of unavail-
able cost (n = 35) or discharge outcomes
data (n = 121) and those kept in the data
set with outcomes and cost data (n = 447)
(FIGURE). Patients without complete data
were more likely to be seen through di-
rect access (physical therapy first), were
more likely to have concurrent neck and
low back pain, had a more chronic condi-
tion, and reported a lower level of pain
(TABLE1).

The majority of the 4477 patients includ-
ed in the analysis chose traditional medi-
cal referral (61.7%). Patients who chose
traditional medical referral were younger
(P = .02), more likely to have acute onset
of symptoms (P<.01), and more likely to
have widespread pain (P = .04;) compared
to those who chose direct access to physi-
cal therapy (TABLE 2). Regardless of how
patients accessed the structured physi-
cal therapy program, 79% completed the
program without further medical referral
(FIGURE). Overall, patients displayed good
clinical improvement in disability (mean
improvement from baseline, 54%; 95%
CI: 46%, 62%) and pain (mean difference,
4 points; 95% CI: 1, 7 points), with no dif-
ferences between groups (P>.05). There
was no difference in proportion of direct
access to medical referral patients across
clinics (P>.05) (TABLE 3).

Self-Report Health Outcomes,
Visits/Care Time, and Cost Analyses
When controlling for baseline factors, pa-
tients who chose to access care via direct
access to physical therapy, compared to
those who chose to access care via medi-
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cal referral, did not display any signifi-
cant differences in self-report outcomes
for disability or pain (P>.05). Patients
accessing care via physical therapy direct
access had significantly fewer physical
therapy treatment sessions (P = .04) and
days in care (P = .03), and lower physi-
cal therapy costs (P<.01), radiology costs
(P = .01), other costs (P<.01), and total
costs (P = .04). On average, each patient
seen through physical therapy direct ac-
cess cost the third-party payer $154.3 less
than a patient who accessed care via tra-
ditional medical referral (TABLE 3).

Adverse Events and Referral

to Orthopaedics

Of patients seeking care via direct ac-
cess, there were 3 patients with signs
and symptoms of upper extremity nerve
entrapment who were referred to or-
thopaedics. There were 4 patients with
non-spine-related signs and symptoms
who were referred to orthopaedics (3
with hip osteoarthritis), and 1 to primary
care (ultimate oncology diagnosis). There
were no adverse events noted in patients’
charts or via claims review that would
suggest a missed condition following
the initial physical therapy evaluation.
Of the 119 patients who received physi-
cal therapy and were sent for medical

| RESEARCH REPORT ]

referral, 36 patients did not return to the
program: 13 after 6 sessions, 15 after 12
sessions, and 8 after 13 sessions or more.
The proportions of patients referred for
further orthopaedic consult were simi-
lar between those seen through physical
therapy direct access and patients seen
through medical referral.

DISCUSSION

UR RESULTS SUGGEST THAT PA-

tients’ initial choice of direct ac-

cess to physical therapy services
through a physical therapy-led spine
management program results in less total
cost of care with comparable outcomes
at discharge. Patients in our study who
chose direct access to physical therapy
for back or neck pain, compared to tra-
ditional medical referral, incurred $1543
less in health care expenses in the year
following the start of care. Our results ap-
pear to indicate that patients who chose
to seek care beginning with physical
therapy showed similar improvements
in pain and disability, without increased
risk, while incurring significantly less an-
nual cost than those who received similar
physical therapy treatment but through
traditional medical referral. These find-
ings are pragmatic and reflect the impact

of patient choice to access care for neck
and back pain in a real clinical environ-
ment, using total claims paid as provided
by a third-party provider who was blind-
ed to the self-report outcomes.

The contrast in cost with comparable
outcomes appears to be impacted by the
patients’ choice of how to access care. To-
tal claims paid were an average of $154.3
less per patient for those seen through
physical therapy direct access compared
to those referred from a physician. This
equated to a total claims cost savings of
greater than $250000 in our sample of
171 patients in the direct-access group.
It has been estimated that between 1.5%
and 36% of individuals in the United
States alone experience low back pain on a
yearly basis, thus any cost reductions, even
small amounts, are considered potentially
important.? Because both groups received
a similar, evidence-based physical therapy
model and were treated by the same group
of physical therapists, the cost savings
likely reflect the change in the health “pro-
cess” as an independent variable, a find-
ing that deserves further exploration. Our
results suggest that the first provider a
patient with neck and back pain sees may
influence costs over the subsequent year.

Patients in both groups had simi-
lar improvement in pain and disability:

ADpJUSTED OUTCOMES DATA, VisiTs/CARE TIME, AND CLAIMS DATA
TABLE 3
FOR THE PATIENTS ENROLLED IN THE PiLoT BAck AND NECK PROGRAM*
Mean Referral From Physician Mean Direct Access (PT First)
Variable (n=276)" (n=171)t Mean Differencet P Value
Pain at discharge (NPRS, 0-10) 20(17,23) 20(16,24) 0.0(-04,05) 92
Disability at discharge (ODI/NDI, 0-50) 6.1(5.2,69) 56 (4.5,6.7) 05(-06,16) 40
Total visits, n 76 (6.8,8.3) 6.6 (57,75) 09(0.01,19) 04
Total time in care, d 469 (397, 54.1) 36.4 (274, 45.5) 105(10,20.0) .03
Physical therapy costs 915 (790, 1040) 655 (499, 812) 260 (97, 422) <01
Radiology costs 375 (277, 473) 206 (83, 330) 169 (41, 297) 01
Surgical and injection costs 1634 (508, 2760) 600 (813, 2013) 1034 (-434, 2501) 17
Other costs 96 (74,118) 43 (15, 71) 53 (24, 82) <01
Emergency room costs 61(20,102) 37 (-15, 89) 24.(-30,78) .38
Total costs 3085 (1939, 4224) 1542 (108, 2976) 1543 (51, 3028) 04
Abbreviations: NDI, Neck Disability Index; NPRS, numeric pain-rating scale; ODI, Oswestry Disability Index; PT, physical therapist.
*Covariates include age, primary and secondary diagnoses, and duration of symptoms (n = 447).
Values in parentheses are 95% confidence interval. All costs are in US dollars.
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an average improvement of more than
50% over the course of care. These re-
sults were achieved in an average of 7.2
+ 6.7 treatment sessions, which is simi-
lar to previously reported values.?"! This
is interesting, considering the inclusion
of patients with chronic pain (61%) and
multiregional pain locations (60%) in
this study, in contrast to other studies
that excluded these patients.®*

Patients undergoing physical therapy
via direct access had on average 1 less
visit per episode of care and lower physi-
cal therapy costs. Additionally, the larger
standard deviations for the number of
visits, outcomes, and duration of care
suggest that patients who entered through
medical referral displayed a more varied
response to treatment. This may be due
to the slight increase in widespread/mul-
tiregional pain, as evidenced by greater
proportion of secondary diagnoses in the
medical referral group (TABLE 2). However,
these patients’ average visits were similar
(11) to other patients in the medical refer-
ral group.**** This suggests that time to
care and other unmeasured factors might
have impacted the response to treatment.

We observed that patients who ac-
cessed care via direct access to physical
therapy had fewer visits and days in care.
Past studies have emphasized the value
associated with early, timely care by a
physical therapist.’” Unfortunately, time
to care after initial trigger event was not
captured. It is interesting to note the total
time in care difference of 10 days between
modes of access to physical therapy, es-
pecially because the patients seen via the
medical referral route had significantly
more chronic pain and widespread pain
as evidenced by a greater proportion of
chronic pain in the medical referral group
(TABLE 2). These may be important per-
sonal preference and expectation factors
that influence patients’ choice of how to
access care as well as their response to
treatment, and this should be examined
in future studies. 74344

Regardless of the patients’ choice
of access to care, there were no adverse
events, defined as “an injury from the

medical management or absence there-
of, in contrast to complications of the
disease.”” When patients chose to see
a physical therapist first, there were no
identified incidents of missed diagnosis
or delays in care as a result of physical
therapists’ clinical decision making. This
suggests that physical therapists utilizing
a standardized, evidence-based screening
questionnaire can adequately determine
appropriateness of physical therapist in-
tervention. This is an important finding,
as patient safety is often noted as a coun-
terargument to direct access to physical
therapy.”” In fact, 68% of patients with
direct access to physical therapy (versus
74% for those accessing through medical
referral) had a resolution of their symp-
toms without further medical referral,
suggesting that direct access to physical
therapy should be considered as a first-
line intervention for acute or chronic
onset of back and neck pain. Finally, the
lower costs for the patients seen via di-
rect access, who were treated using an
evidence-based approach with progres-
sion criteria, allay the concerns for the
overutilization of physical therapy ser-
vices without a hard cap on utilization.

Limitations

Although there are many strengths to
this study, some limitations remain. The
findings are limited by the nature of the
program and unmeasured factors related
to patient choice of how to access care.
Only patients with available outcomes and
claims data were analyzed (74%), which
might have biased the results to patients
who completed their physical therapy
care. The nature of the program allowed
patients to select their entry point to care.
Thus, patients in the direct-access group
might have self-selected to the physical
therapist-managed care due to unmea-
sured factors. The baseline factors that
were different between groups might
have biased health utilization outcomes
(younger age, more acute onset, and more
widespread pain). We also did not have
prior claims data available for included
patients, limiting our ability to control for

prior health utilization. It is possible that
prior utilization influenced the differenc-
es between groups and that the observed
utilization following the initial care-seek-
ing behavior was a result of the patients’
choice in regard to first provider.

CONCLUSION

N THIS STUDY, PATIENTS WITH BACK AND

neck pain who selected direct access to

physical therapy incurred significantly
less health care costs in the 1-year period
following initiation of care. Regardless of
point of access to care, on average, patients
displayed a greater than 50% decrease in
pain and disability, consistent with results
of prior studies that a criterion-based and
treatment-based classification approach is
effective in a generalized cohort of patients
with back and neck pain. These results
contribute to a growing body of literature
that physical therapists provide high-val-
ue care for patients with back and neck
complaints. The differences observed, at a
minimum, suggest that the availability of
the choice to pursue direct access to physi-
cal therapy for back and neck pain is safe
and provides similar outcomes, with cost
savings, compared to those of traditional
medical referral. These results warrant
further research to explore the patient
characteristics and factors associated with
care-seeking behavior and the resulting
costs incurred when seeking medical care
for back and neck pain. ®

IRKEY POINTS

FINDINGS: The initial choice of a physical
therapist via direct access for patients
with back and neck pain resulted in low-
er cost of care over the next year, while
yielding similar improvement in patient
outcomes.

IMPLICATIONS: Our results add to emerg-
ing literature suggesting that direct ac-
cess to physical therapy may be a more
cost-effective approach for neck and/or
back pain. Future studies should evalu-
ate patient and clinical factors that in-
fluence patients’ choice of how to access
care for neck and back pain.
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