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Background. In 2006, direct access to physical therapy was introduced in the
Netherlands. Before this policy measure, evaluation and treatment by a physical
therapist were only possible following referral by a physician.

Objective. The objectives of this study were to investigate how many patients use
direct access and to establish whether these patients have a different profile than
referred patients.

Methods. Electronic health care data from the National Information Service for
Allied Health Care (LiPZ), a nationally representative registration network of 93
Dutch physical therapists working in 43 private practices, were used.

Results. In 2006, 28% of the patients seen by a physical therapist came by direct
access. Patients with non–further-specified back problems, patients with nonspecific
neck complaints, and higher-educated patients were more likely to refer themselves
to a physical therapist, as were patients with health problems lasting for less than 1
month. Younger patients made more use of direct access. In addition, patients with
recurring complaints more often referred themselves, as did patients who had
received earlier treatment by a physical therapist. Patients with direct access received
fewer treatment sessions. Compared with 2005, there was no increase in the number
of patients visiting a physical therapist.

Limitations. Data came only from physical therapists working on general condi-
tions in general practices. Severity of complaints is not reported.

Conclusions. A large, specific group of patients utilized self-referral, but the total
number of patients seen by a physical therapist remained the same. In the future, it
is important to evaluate the consequences of direct access, both on quality aspects
and on cost-effectiveness.
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Since 2006, the Netherlands has
had a new health care sys-
tem.1 The need for this revision

was determined by the increasing
demands on health care. The roles
of patients, insurance companies,
health care providers, and the gov-
ernment changed in order to ensure
the future accessibility of health
care, financial feasibility, and qual-
ity of care. The patient’s role is be-
coming more central as patients
now have more opportunities to
choose the best available care pro-
vider for their health problems and
are explicitly encouraged to do so
by the government. Within the
scope of this changing health care
system and enlarged freedom of
choice, direct access to physical
therapy was introduced in 2006.

The current study was conducted to
investigate the effects of the first
year of direct access. Internationally,
direct access has been under discus-
sion for some time, and it is estab-
lished in Australia, New Zealand,
most states of the United States, Can-
ada, and the United Kingdom.2–4

However, direct access is not uni-
formly implemented, and reimburse-
ment conditions vary.5 In the Neth-
erlands, direct access to physical
therapy means that evaluation and
treatment by a physical therapist is
possible without referral by a physi-
cian. Most Dutch health care insur-
ers reimburse physical therapists for
direct access without restrictions.

Both proponents and opponents of
direct access are found in the Neth-
erlands. Arguments in favor of direct
access to physical therapy can be
divided into advantages for patients,
physical therapists, and physicians.
The greater freedom of choice and
improved and faster access to phys-
ical therapy are seen as the main
advantages for patients.6–8 Further-
more, direct access both acknowl-
edges and increases the profes-
sional responsibility and challenge

for physical therapists, as they now
make independent decisions about
further patient management. Finally,
direct access decreases the workload
of general practitioners (GPs) be-
cause a proportion of patients with
musculoskeletal disorders or com-
plaints will go directly to a physical
therapist without consulting their
physician first.6 Before 2006, 90% of
patients of physical therapists in the
Netherlands were referred by their
GP and 10% were referred by a med-
ical specialist.9

However, opponents feared missed
pathology due to physical therapists’
supposed inadequate knowledge of
diagnostic strategies and decreasing
communication between GPs and
physical therapists.8,10,11 Further-
more, health care insurers especially
feared an increase of patients receiv-
ing physical therapy after the aboli-
tion of the gatekeeper role of the GP.
Therefore, several studies were per-
formed before direct access was le-
galized. Following a feasibility study
in 2001,12 a pilot study was carried
out in a specific region in order to
acquire actual experience with di-
rect access.13 This pilot study made
clear that direct access leads to sat-
isfaction not only for patients but
also for physical therapists and GPs.
Based on the findings of the feasibil-
ity study and the pilot study, it was
recommended that physical thera-
pists should obtain additional educa-
tion in diagnostic decision making
before introducing direct access.14

Although physical therapists in the
Netherlands are not trained to make
a medical diagnosis, they should be
able to make a proper differential or
physical therapy diagnosis through
adequate interpretation of signs and
symptoms. Following the recom-
mendations, Dutch physical thera-
pists completed mandatory postgrad-
uate education in 2005. The most
important topic of this education
was the ability to detect relative and
absolute contraindications for physi-

cal therapy, the so called “yellow
flags” and “red flags.” Furthermore,
formalization of the communication
and cooperation between physical
therapists and GPs was an important
issue.

Direct access to physical therapy has
been possible for more than a year
now, and thus it is time to evaluate
the initial results. The following re-
search questions were addressed in
this study:

1. What percentage of patients
make use of direct access to phys-
ical therapy?

2. Are patients who use direct ac-
cess different from patients re-
ferred by a physician in regard to
demographic characteristics, fea-
tures of their health problem, and
the duration and effects of their
physical therapy treatment?

3. Has the population of patients
seen by physical therapists
changed after introduction of di-
rect access?

Method
Sample
For this study, we used data from
the National Information Service for
Allied Health Care (LiPZ). The LiPZ
is a nationally representative regis-
tration network of Dutch physical
therapists working in private prac-
tices all over the country.15,16 In
early 2001, randomly selected extra-
murally working (community-based)
physical therapists were invited to
participate in the registration net-
work. Those physical therapists were
a sample of therapists from all pri-
vate physical therapist practices as
listed in a national database.17 Selec-
tion was based on practice size and
region. Specialized physical thera-
pists with a homogeneous patient
population (�50% of the treatment
episodes belonging to one patient
category), such as pediatric physical
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therapists or therapists mainly treat-
ing patients with sports injuries,
were not eligible. On the basis of a
power calculation, it was estimated
that 40 practices would supply suffi-
cient data to detect a difference of 2
treatment sessions between 2 differ-
ent clusters of patients, with a pro-
portion of at least 3.5% of the total
patient population with 90% statisti-
cal power and a .05 significance
level.

For the present study, the network
consisted of 43 practices with 93
physical therapists. A relative over-
representation of male therapists
was found. For age, year of gradua-
tion, hours working, type of prac-
tice, region, and urbanization, no
differences were found between
the therapists in the LiPZ network
and the Dutch population of extra-
murally working physical therapists
(Tab. 1).

Data Collection
In the LiPZ network, data related to
electronic health care are collected
on patients, referral, diagnoses, treat-
ment, and evaluation (Tab. 2). Data
are collected through the regular
software program used to record
patients, treatment, and reimburse-
ment. In this program, a special mod-
ule is installed to register supplemen-
tary information on all patients. The
selection of the data is based on the
Dutch physical therapy guideline for
clinical reporting, a guideline that
specifies the data that are relevant
for physical therapist practices. Par-
ticipants of LiPZ submit their data on
a monthly basis, and the data are
entered in the database after a stan-
dardized quality control check for
missing or inconsistent data.

In case of referral by a physician, the
reason for referral, as given in writ-
ing by the referrer, is registered by
the physical therapist at the first con-
tact. These reasons are coded by the
researchers according to the Inter-

national Classification of Primary
Care (ICPC).18 In case of direct ac-
cess, the main health problem, as
described by the patient, is regis-
tered by the physical therapist and
coded into ICPC terms by the re-
searchers. At the final contact, the
physical therapist registers the rea-
son for discharge according to the
applicable codes for reimbursement.
The reasons for discharge, as speci-
fied in the data collection software
program, are: treatment completed
and goals achieved, treatment ended
on patient’s initiative, treatment
ended on physical therapist’s initia-
tive, reimbursement ended, reim-
bursement changed, one-time con-
sultation, patient moved, patient
died, “other,” and “unknown.” In ad-
dition, the physical therapist evalu-
ates to what extent treatment goals
were attained (not achieved, 25%
achieved, 50% achieved, 75%
achieved, or fully achieved). For an-
swering the first 2 research ques-
tions, only data from patients who
applied in 2006 were taken into ac-
count. For analyzing differences in
patient population after the intro-
duction of direct access, only data
from practices that fully participated
in the LiPZ in 2005 and 2006 were
used.

Data Analysis
Data were analyzed with SPSS 14.0.*
For a number of cases, information
on the mode of access was missing,
mainly due to a delay in the devel-
opment of the software. We checked
whether these missing data could
have biased the results. Patients for
whom mode of access (referred ver-
sus direct access) was known were
compared with patients for whom
this information was missing. In
this analysis, sex, age, level of edu-
cation, diagnosis, duration of the
health problem, whether it was a re-
curring health problem, and earlier

treatment were taking into account
using chi-square tests.

To analyze differences in character-
istics between patients who were
seen by a physical therapist via direct
access and patients who were re-
ferred by their physician, multi-
variate logistic regression (method
enter) was carried out. Before per-
forming this regression analysis,
correlations among all factors that
were to be included in the model
were calculated in order to check
for covariation. For the differences
in the number of treatment sessions
between the 2 patient groups, multi-
variate linear regression (method
enter) was used. To analyze the dif-
ference in treatment sessions, only
data from patients who received
further treatment after the initial in-
take were used. Data from patients
who received their initial screening
within a time span of 30 days until
the end of the registration period
and who had not yet received treat-
ment were left out the analysis. This
criterion of 30 days was chosen be-
cause it is assumed that, in most
cases, treatment will start within 30
days after screening. Before this pe-
riod has finished, it cannot be de-
cided whether patients have been
treated.

A number of missing sets of data for
the regression analyses emerged be-
cause not all factors taken into ac-
count to investigate the differences
between patients using direct access
and referred patients were filled in
completely by the physical thera-
pists. Data were missing for level of
education, duration of the com-
plaint, recurrent health problem,
and earlier treatment. To check
whether these missing data biased
the results, regression analysis was
carried out with 2 dummy groups:
unknown level of education and un-
known duration of complaint. Fur-
thermore, the categories of recur-
rent health problem and earlier

* SPSS Inc, 233 S Wacker Dr, Chicago, IL
60606.
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Table 1.
Characteristics of the Sample of National Information Service for Allied Health Care (LiPZ) Physical Therapists and Practices Versus
Characteristics of the Dutch Population Physical Therapists and Practices

LiPZ Dutch Population

PN % N %

Characteristics of the Practice (N�43)

Type of practice

Solo practice 12 27.9 1,743 36.2
.083

Collective practice 31 72.1 3,068 63.8

Region

North 3 7.1 406 8.5

.923
East 7 16.7 961 20.0

South 9 21.4 1,015 21.2

West 23 54.8 2,416 50.3

Urbanization

Very strong 10 23.3 918 19.1

.778

Strong 13 30.2 1,307 27.2

Moderate 10 23.3 1,011 21.1

Little 6 13.9 979 20.4

Not 4 9.3 583 12.2

Characteristics of Therapists (N�93)

Sex

Male 57 61.3 6,670 49.5
.030

Female 36 38.7 6,798 50.5

Age (y)

�26 7 8.3 746 5.5

.365

26–35 10 11.9 2,723 20.2

36–45 26 31.0 4,279 31.8

46–55 31 36.9 4,487 33.3

�55 10 11.9 1,233 9.2

Direct client bounda (h/wk)

0–20 hours 27 30.0 2,922 31.5

.77421–40 hours 52 57.8 5,040 54.3

�40 hours 11 12.2 1,320 14.2

Year of graduation

Before 1970 2 2.5 906 7.6

.410

1970–1979 28 35.4 3,490 29.3

1980–1989 32 40.5 4,616 38.8

1990–1999 13 16.5 2,226 18.7

2000 or later 4 5.1 656 5.5

a The term “direct client bound” refers to time spent in treatment of patients, excluding time spent on management tasks, time spent on educational
activities, and so on.

Direct Access to Physical Therapy in the Netherlands

August 2008 Volume 88 Number 8 Physical Therapy f 939



treatment were changed from “yes”
versus “no” to “yes” versus “no/
unknown.” Differences in discharge
data were analyzed using chi-square
tests, followed by Mann-Whitney U
tests to locate the differences. Treat-
ment outcome was not filled in for
every patient. Data also were ana-
lyzed by including these missing data
into the category no/unknown” in
order to check for bias. On the out-
come measure, differences in the pa-
tient population between 2006 and
2005 were investigated with chi-
square tests for the characteristics of
the patients and with a paired t test
for the volume.

Results
Proportion of Patients Using
Direct Access
In 2006, records of 12,369 patients
were entered into the database (Fig-
ure). For a group of 1,859 patients,
information on the mode of access
was missing. With the exception of
education level, no differences were
found on other characteristics of
the data between the samples with
mode of access known versus mode
of access unknown. Most missing
data on the mode of access emerged
in January through April.

In total, data on 10,510 patients who
were treated by physical therapists

in 2006 could be used for the study.
On average, 28.4% of these patients
made use of direct access. By January
2006, 21.7% of the patients were
seen by a physical therapist without
first consulting a physician, and this
percentage gradually increased dur-
ing the year to 32.5% in December.

Demographic and Health
Characteristics of Patients
Using Direct Access
No significant covariations larger
than 0.34 were found among the
several factors that were entered
into the regression models. Patients
who had referred themselves dif-
fered significantly from patients who
were referred by their physician,
based on age, level of education, and
the characteristics of their health
problem (Tab. 3). The type of health
problem and the patients’ level of
education were found to be the
strongest predictors of use of direct
access. Patients with non–further-
specified back problems (coded in
ICPC terms), patients with nonspe-
cific neck complaints (coded in ICPC
terms), and higher-educated patients
were more likely to refer themselves
to a physical therapist compared
with patients with other health prob-
lems and lower-educated patients.
Furthermore, patients with health
problems existing for less than 1

month opted more often for visiting
a physical therapist without consult-
ing a physician first compared with
patients with conditions that lasted
for longer than 3 months. Younger
patients were more likely than older
patients to make use of direct access.
Patients with recurring health prob-
lems referred themselves more often
compared with patients with a new
health problem. Patients who had re-
ceived earlier treatment by a physi-
cal therapist also referred themselves
more often compared with patients
who had not been treated previously
by a physical therapist. The same re-
sults were found when the data were
analyzed with a correction for miss-
ing data.

Differences in Treatment and
Treatment Outcome
Of the patients who were referred to
a physical therapist by a physician,
3.4% did not receive further treat-
ment after the initial intake com-
pared with 9.8% of the patients with
direct access. Patients who referred
themselves for physical therapy treat-
ment received fewer treatment ses-
sions (average�8.1, SD�6.6) than
patients who were referred by their
physician (average�10.5, SD�8.9).
Adjusted for demographic character-
istics and features of the health
problem, patients with direct ac-
cess received, on average, 2.3 fewer
treatment sessions than patients
who were referred by their physi-
cian (P�.001), and the reasons for
discharge differed significantly by
the mode of access (Tab. 4).

For patients who made use of direct
access, the reason for discharge was
more often that treatment was fin-
ished because the treatment goals
were achieved (87.4%) compared
with patients referred by their phy-
sician (78.5%, P�.001). Addition-
ally, according to the physical thera-
pists, treatment goals were more
often fully achieved for patients with
direct access than for referred pa-

Table 2.
Information Collected in National Information Service for Allied Health Care (LiPZ)
Network Relating to the Physical Therapy Episode of Carea

At Initial Contact At Final Contact

• Date of application
• Patient’s unique number
• ZIP code
• Year of birth*
• Sex*
• Education*
• Mode of access (direct access/referred)*
• Referrer (if applicable)
• Reasons for referral/main health problem*
• Duration of presenting condition*
• Recurrent condition*
• Earlier physical therapy treatment*
• Treatment goals (up to 4)

• Discharge date
• Reason for discharge*
• Intervention techniques applied in at least

50% of the sessions
• Outcome of physical therapy (goals

achieved)*
• Total number of contacts*

a Asterisk indicates information used in this study.
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Figure.
Flow diagram of patients included in the study. *Number of patients used to derive the percentage of patients using direct access
(question 1). **Number of patients used to analyze the differences in demographic characteristics and features of the health problems
between direct access patients and patients who were referred (first part of question 2). ***Number of patients used to analyze the
differences in the duration and effects of their physical therapy treatment between direct access patients and patients who were
referred (second part of question 2). †Patients were not yet taken into further treatment while the initial screening had been less than
30 days before the end of the registration period. It was assumed that treatment would start within 30 days after screening. Before
this period had finished, it could not be decided yet whether these patients had been treated. Data from these patients, therefore,
were left out of the analysis.
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Table 3.
Demographic Characteristics and Features of the Health Problem of Patients by Mode of Access and Corrected Odds Ratios (OR)
and 95% Confidence Intervals (CI)

Referral Direct Access
Corrected OR

(95% CI)a Pn % n %

Demographic Characteristics

Sex

Male 2,963 70.5 1,237 29.5 Reference

Female 4,570 72.4 1,740 27.6 0.93 (0.83–1.04) .133

Age (y)

0–19 491 72.8 183 27.2 1.92 (1.50–2.50) �.001

20–39 1,671 66.0 860 34.0 1.58 (1.35–1.85) �.001

40–59 2,946 69.7 1,283 30.3 1.37 (1.18–1.58) �.001

60 and over 2,424 78.8 651 21.2 Reference

Educationb

Lower 2,718 78.7 737 21.3 Reference

Middle 2,063 67.9 975 32.1 1.63 (1.43–1.85) �.001

Higher 1,022 58.3 731 41.7 2.48 (2.14–2.86) �.001

Characteristics of the Health Problem

Diagnosis/health problem (top 5)

Nonspecific low back pain 836 62.2 507 37.8 1.75 (1.49–2.06) �.001

Nonspecific neck pain 694 63.5 399 36.5 1.87 (1.58–2.22) �.001

Back pain, not further specified 424 57.1 318 42.9 2.29 (1.89–2.78) �.001

Nonspecific shoulder pain 403 73.0 149 27.0 1.25 (0.85–1.60) .069

Syndromes of cervical spine 474 75.5 154 24.5 1.17 (0.93–1.47) .180

Other 4,364 85.5 1,205 14.5 Reference

Duration of the health problem (mo)c

�1 2,729 64.2 1,522 35.8 1.95 (1.72–2.22) �.001

1–3 1,921 75.7 616 24.3 1.24 (1.06–1.44) .007

�3 2,735 77.4 799 22.6 Reference

Recurring health problemd

Yes 2,260 63.0 1,328 37.0 1.56 (1.39–1.77) �.001

No 5,011 76.4 1,545 23.6 Reference

Earlier treatment by physical therapiste

Yes 2,931 64.8 1,594 35.2 1.58 (1.41–1.77) �.001

No 3,985 77.1 1,184 22.9 Reference

a Odds ratios for the specific feature corrected for other features.
b 2,464 missing data.
c 188 missing data.
d A health problem recurring after a period free of complaints of between 6 weeks and 2 years; 366 missing data.
e Earlier treatment for the same complaint or other complaint in the 2 years preceding the present treatment; 816 missing data.
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tients (72.5% versus 63.3%, P�.001).
However, the reasons for discharge
and the achievement of treatment
goals are dependent on the features
of the health problem. Therefore, we
also analyzed differences within 3
subgroups of patients that were
most frequently found: patients with
(in terms of the ICPC) nonspecific
cervical complaints, patients with
nonspecific low back pain, and pa-
tients with non–further-specified
back problems. For patients with
low back pain, there was no relation-
ship between the mode of access
and the reason for discharge or
achievement of treatment goals.
However, direct access patients with
non–further-specified back prob-
lems were more often discharged
because the treatment goals were
achieved compared with referred pa-
tients with the same complaints
(P�.01). Furthermore, physical ther-
apy care less often ended on the pa-
tient’s initiative for the direct access

group with non–further-specified
back problems, and treatment goals
were more often fully achieved
(P�.01). For patients with neck
problems who referred themselves,
treatment goals were achieved to a
greater extent compared with pa-
tients with neck problems who were
referred by their physician (P�.01).
In conclusion, the direction of the
differences found in discharge data
was comparable in these 3 sub-
groups of patients.

Change in Volume and
Type of Patients Among the
Patient Population
To check whether the patient popu-
lation has changed after the intro-
duction of direct access, data from
2005 were compared with data
from 2006. In 2006, there was no
increase in the total number of pa-
tients treated by physical therapists
(P�.608). The composition of the
patient population, however, changed

slightly. In 2005, one third (38.6%) of
the patients had complaints that ex-
isted for less than 1 month, whereas
in 2006, 40.8% of the patients had
these short-lived problems (P�.01).
Smaller differences were found for
the variables of sex, health condi-
tions presented, the number of re-
current complaints presented, and
the number of patients who received
earlier physical therapy treatment. In
2005, 41.8% of the patients were
male; this percentage diminished to
40.1% in 2006 (P�.01). In 2005,
12.2% of the patients had nonspe-
cific low back pain compared with
13.2% in 2006 (P�.01). The number
of patients with recurrent problems
increased from 33.2% in 2005 to
34.9% in 2006 (P�.01), while the
proportion of patients who received
earlier treatment increased from
45.2% to 47.1% (P�.01).

Table 4.
Discharge Data Relating to Mode of Accessa

Referral Direct Access

n % n %

Reason for discharge

Treatment completed, goals achievedb 3,057 78.5 1,212 87.3

Treatment ended on patient’s initiative 236 6.1 43 3.1

Treatment ended physical therapist’s initiative 206 5.3 36 2.6

Reimbursement ended/changed 124 3.2 13 0.9

Unique visit 38 1.0 30 2.2

Patient moved/died 80 2.0 3 0.3

Other/unknown 155 4.0 50 3.6

Outcomec

Goals not achieved 203 6.1 38 3.2

Goals 25% achieved 171 5.2 26 2.2

Goals 50% achieved 159 4.8 43 3.7

Goals 75% achieved 539 16.2 170 14.5

Goals fully achievedb 2,102 63.3 850 72.6

Unknown 146 4.4 45 3.8

a The total number of cases is smaller than the total number of patients treated in 2006 because not all treatment episodes were finished at the time of
analysis.
b Significant at P�.001 (chi-square test).
c 571 missing data.
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Discussion
The aim of this study was to establish
how many, and which, patients
make use of direct access to physical
therapy in the Netherlands. In addi-
tion, we investigated whether the
population of patients seen by phys-
ical therapists changed because of
this new mode of access. We found
that, although many patients visited
a physical therapist without the re-
ferral of a physician, direct access
did not result in increased use of
physical therapy services. However,
patients who referred themselves to
a physical therapist had a different
profile from that of patients who
were referred by their GP.

Yet, in the first year after the intro-
duction of direct access to physical
therapy, more than one quarter of
all patients made use of this mode
of access. Apparently, freedom of
choice, which was seen as an im-
portant advantage of direct access
for patients, satisfies a need. The
proportion of patients found choos-
ing direct access exceeds expecta-
tions, and data from international
studies, where figures for direct ac-
cess ranging from 9% in Massachu-
setts19 to 22% in Scotland,20 have
been reported. The low rate of
direct access found in Massachusetts
was explained by employer policies
and lack of reimbursement.19 Holds-
worth et al20 reported the results of a
trial of 26 practices. In the Nether-
lands, direct access was introduced
nationally and was accompanied by
an extensive publicity campaign.
Furthermore, most insurance compa-
nies reimburse for direct access
without further restrictions. There-
fore, broader acquaintance of the
public and better reimbursement
conditions may explain the relatively
large percentage of direct access
found in the present study.

Patients who referred themselves
for physical therapy appeared to dif-
fer from patients who were referred

by their physician, a finding corre-
sponding with international litera-
ture on direct access.3,20 In the
present study, patients who saw a
physical therapist via direct access
were more likely to be younger and
higher educated compared with pa-
tients who were referred by their
physician. Furthermore, patients with
aspecific complaints of the spine,
patients with recurrent complaints,
and patients who had been treated
before by a physical therapist made
more use of direct access. Possibly
due to tradition, and based on a
long-standing relationship, older pa-
tients have a greater reliance on their
GP than younger patients. In addi-
tion, older people more often have
comorbidities, possibly increasing
the need to visit their GP. Higher-
educated clients may be better able
to inform themselves about their
symptoms and available health care,
and they, therefore, may be more
inclined to make their own deci-
sions regarding treatment. Knowl-
edge about symptoms and about the
specific competence of the physical
therapist also could explain why pa-
tients with recurrent problems re-
ferred themselves more often in
comparison with patients who had
no earlier experience with physical
therapy. Finally, an important differ-
ence was found for the duration of
the presented health care problems.
Patients who made use of direct ac-
cess more often had complaints ex-
isting for less than 1 month.

The patients with direct access dis-
tinguished themselves not only by
their demographic characteristics
and features of their health problems
but also by their treatment. Patients
who saw a therapist via direct access
received fewer treatment sessions
than patients who were referred by
their physician and their treatment
goals, according to their physical
therapist, were more often fully
achieved. This finding is similar to
those of Holdsworth and Webster3

and Mitchell and de Lissovoy.21 It is
possible that patients who referred
themselves had less severe com-
plaints.20 Unfortunately, the severity
of complaints was not measured in
the present study. There is evidence,
however, that early treatment of
musculoskeletal soft tissue injuries
by physical therapists produces fa-
vorable outcomes in therapeutic ef-
fectiveness.22–24 This evidence sug-
gests that timing of physical therapy
is essential and that the shorter du-
ration of the complaints of the direct
access group may account for the
better outcome.

Two major concerns in relation to
direct access have been that physical
therapists would be overwhelmed
by patients referring themselves and
that costs for insurers would rise.
The present study revealed that, in
this first year, the introduction of
direct access did not result in an
overall increase in the number of pa-
tients who received physical ther-
apy. It also appeared that almost
10% of the patients who referred
themselves did not receive further
treatment after the initial intake. In
addition, the patient population in
2006 did not change dramatically
compared with the patient popula-
tion in 2005. Although differences
were found, they were too small to
be meaningful, and statistical signifi-
cance was reached due to the large
sample size. Our tentative conclu-
sion is that there is not a large “new”
group of patients visiting physical
therapists. Most of these patients
probably would have been referred
by their physician had they not ac-
cessed physical therapy directly. The
consequence of this finding is that
GPs probably see fewer patients
with complaints of the musculoskel-
etal system.

The standard GP practice in the
Netherlands consists of 2,350 pa-
tients, and GPs refer, on average, 72
patients per 1,000 patients a year
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to physical therapists.25 Calculating
with 25% direct access, an average
practitioner would refer 42 fewer
patients to a physical therapist. Al-
though reduced workload for GPs
was seen as one of the advantages
of direct access for GPs, this will
hardly be noticed by an individual
GP. However, it can be estimated
that this decrease in patients visit-
ing their GP with complaints of the
musculoskeletal system may be cost-
effective on a macroeconomic level.
The cost-effectiveness on a macro-
economic level of direct access in
the Netherlands is one of the factors
that were not taken into account in
this study and remains to be studied
in the future. Several international
studies,21,26–29 however, revealed that
patients with direct access received
fewer prescriptions, were less often
referred for a radiograph and for sec-
ondary care, and had a decreased
need for more invasive treatments.
These findings not only have positive
implications for patients but also in-
dicate national cost benefits.

Another important issue remains the
fear that physical therapists may
overlook serious medical conditions.
For this reason, Dutch physical
therapists specifically focused on de-
tecting relative and absolute contra-
indications for treatment in their
compulsory postgraduate education
prior to the introduction of direct
access. A study performed by Moore
et al30 revealed that patients with di-
rect access were at minimal risk for
grossly negligent care when evalu-
ated and managed by physical thera-
pists. It is important to realize, how-
ever, that the traditional situation in
which treatment by a physical ther-
apist was only possible after referral
by a physician, which in most cases
was the patient’s GP, entailed the
risk of the underuse of physical ther-
apy care. International studies have
revealed that experienced physical
therapists have the same level of
knowledge as orthopedists in manag-

ing patients with musculoskeletal
conditions31,32 and have clinical diag-
nostic accuracy comparable to that
of orthopedic surgeons.32,33 In a
study in which patients with ortho-
pedic problems were randomly as-
signed to a physical therapist or
to an orthopedic surgeon, the pa-
tients who were seen by an ortho-
pedic surgeon were more likely to
have diagnostic imaging and surgery
as part of their treatment.26 There-
fore, the risks from diagnosis by a
physical therapist may not be higher
than the risks from more invasive
interventions. However, these re-
sults cannot be generalized directly
to the Dutch situation, and studies
on the accuracy of diagnostic deci-
sion making by both GPs and physi-
cal therapists in the Netherlands are
recommended.

Another recommendation is that fu-
ture research should focus on the
communication between GPs and
physical therapists. In the Nether-
lands, GPs traditionally fulfill a role
as gatekeepers of the health care
system, which makes it important to
have a good view of their patients’
health problems. Therefore, sharing
information and collaboration re-
garding patient care and patient
health problems between physical
therapists and GPs should be war-
ranted in the patients’ best interest.

A limitation of the study was that
information on the mode of access
was missing for a relatively large
group of patients, especially in the
first 4 months of the study. These
patients appeared to be higher
educated compared with the group
for whom this information was avail-
able. Because of this, it is possible
that the percentage of patients who
made use of direct access was under-
estimated in the beginning of 2006
because higher-educated patients
are more likely to visit a physical
therapist without referral. However,
for the analyses of the differences

in characteristics between patients
who referred themselves and pa-
tients who were referred by their
physician, no bias is expected. An-
other limitation of the study was that
the data in our network came only
from physical therapists working on
general conditions in general prac-
tices. It can be expected that pa-
tients with sports injuries are espe-
cially inclined to visit a specialized
sports physical therapist without a
referral because the cause of such a
health problem is obvious and there
is little reason to suspect underlying
pathology. In the future, it would be
interesting to include specialized
physical therapists, such as thera-
pists who are specialized in sports
injuries and manipulative physical
therapists, in the network.

Conclusion
In this first year of direct access to
physical therapy, a large, specific
group of patients utilized this new
opportunity, although there was no
increase in the number of patients
who visited a physical therapist. Pa-
tients with direct access received
fewer treatment sessions compared
with referred patients, and the re-
sults of treatment were positive. Tak-
ing into account that self-referring
patients skip a visit to their GP, di-
rect access may lead to cost savings
for health care in the future. How-
ever, 1 year of direct access is too
little time to formulate explicit con-
clusions about the effects. The ex-
periences of patients, physical ther-
apists, and physicians should be
evaluated, and it remains important
to follow up on the consequences of
this policy measure for both quality
and cost-effectiveness.
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