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Abstract

Background Physiotherapists working in collaboration with family physicians in French multidisciplinary primary
healthcare clinics are now able to manage acute low back pain patients as first-contact practitioners in advanced
practice roles. This includes medical act delegation such as making a medical diagnosis and prescribing medication.
The aim of this study is to explore patients’ experience and perceptions when attending a first-contact physiotherapist
(FCP) in an advanced practice collaborative primary care model for acute low back pain (LBP).

Methods A qualitative study using semi-structured interviews was conducted. Patients that consulted a FCP
for acute LBP care in new collaborative model were included. Interviews were transcribed verbatim and inductive
thematic analysis was performed to generate themes related to patients’experience and perceptions.

Results Ten patients were interviewed (3 women, 7 men; mean age 36.5+9.63 years). All LBP participants experi-
enced important level of pain and disability. Four overarching themes related to patients’ experience with the new
FCP model were formalized: 1) “Going to see a physiotherapist who specializes in painful movements, well that makes
sense to me’, 2) “Physiotherapist offered to give me exercises to do at home to relieve the back pain”, 3) “l went there feeling
confident”, 4) “The physiotherapist can do more than just send you to see more appropriate people”. Participants high-
lighted the need to receive timely and high-quality care and were receptive with being autonomously managed
by a FCP. Overall, patients’ experiences with FCP model of care were positive. Participants were highly confident

in the FCP’s ability to perform delegated medical tasks including making a medical diagnosis and prescribing oral
medication such as analgesic drugs. Patients felt that a greater expansion of FCPs'scope of practice was needed

to improve the model.

Conclusion Findings from this study can inform the implementation of FCP in countries where patients are not typi-
cally granted FCP by underlining that patients are favourable towards the advance practice model as such models
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support timely and high-quality care. Further research is needed to better determine the future advance practice
physiotherapists’ scope of practice in French primary and secondary care settings.

Keywords First-contact physiotherapist, Medical act delegation, Patients’experience and perceptions, Qualitative
study, Semi-structured interviews, Thematic analysis, Advanced practice physiotherapy

Background

Musculoskeletal disorders (MSKD) are increasingly prev-
alent and represent the leading cause of long-term pain
and physical disability in the general population [1-3].
Among MSKD, low back pain (LBP) is the most preva-
lent condition, affecting hundreds of millions of people
worldwide [4-6]. More specifically, LBP is the second
most common reason for seeking a family practice con-
sultation in France [7]. However, the increasing and
excessive workload of French family physicians leads to
significant delays in accessing care for non-urgent MSKD
such as LBP [8, 9]. Considering the aging of the popula-
tion and the increasing demand for MSKD care, this cri-
sis is expected to rise [10, 11].

Evidence shows that increased wait times for LBP care
lead to poorer prognosis in terms of patients’ pain and
disability [12]. Furthermore, it is crucial to identify psy-
chosocial risk factors early, as they contribute to a higher
risk of developing persistent pain [5]. Persistent LBP can
have a significant impact on patients’ general health,
overall quality of life and is associated with increasing
healthcare demand and costs [5].

To face the challenge of accessing primary care ser-
vices, new models of collaborative care are emerging
worldwide [13-15]. International data suggests that inte-
grating trained physiotherapists in collaborative health-
care teams to care for MSKD patients can contribute to
alleviating physician workload pressure, improve patient-
related clinical outcomes and reduce time required to
access care [16-18]. In these models, physiotherapists
work as first-contact practitioners in advanced practice
roles [19-22]. First-contact physiotherapists (FCP) are
able to receive patients without medical referral and to
provide traditionally medical acts such as triage, diag-
nosis or medications and imaging prescriptions [18,
23]. While they are mostly developed in secondary care
or emergency settings, these models are internationally
emerging in primary care where FCPs work as substitutes
to family physicians when caring for patients presenting
non-urgent MSKD [20, 24-26].

In France, patients are traditionally referred to physi-
otherapists by a family physician. However, considering
primary care services’ overcrowding, a new model has
been recently implemented to allow task shifting from
family physicians to FCPs working in multidisciplinary
primary healthcare teams when caring for patients with

acute LBP [27]. Eligible patients may directly consult a
ECP instead of a family physician. As a result, the usual
scope of practice of French physiotherapists is expanded,
allowing them to make a medical diagnosis as well as
prescribe analgesic medications (paracetamol, oral non-
steroidal anti-inflammatory drugs and a proton pump
inhibitor), deliver medical sick leave certificates and
refer patients to family physician or additional physi-
otherapy treatments [27]. Although not formally defined
as an advanced practice model by French authorities, this
model entitled ‘cooperation protocols” conforms to the
globally accepted definition of advanced practice physi-
otherapy [28, 29]. In order to evaluate the efficacy of this
new model of care, a pragmatic cluster randomized con-
trolled trial (RCT) is being conducted by our team (Clini-
calTrials.gov NCT05200533).

There is growing interest in assessing patients’ experi-
ences with healthcare as patients’ opinion is now recog-
nized as a decisive aspect of care quality [30]. Evidence
suggests that better patient experience with healthcare
is associated with higher levels of adherence to recom-
mended treatments processes, clinical outcomes and
decreased use of healthcare resources [30, 31]. Under-
standing patients’ experiences of care may help improve
quality of healthcare. Patients’ experience, defined as “the
sum of all interactions shaped by an organization’s culture
that influence patient perceptions across the continuum of
care” is a measure of patient centredness with care, which
is one of the six recognized healthcare quality objectives
[32, 33]. Previous studies have shown patients favourably
perceived new models of care, including advanced roles
of FCPs in the management of MSKD [34-36]. Patients
reported benefits of the new advanced practice physi-
otherapy models of care in terms of shorter wait times
and being seen by a specialist who listened and involved
them in their care management [26, 34, 35]. Studies have
shown that extending physiotherapists’ scope of practice
may facilitate patient self-management and breakdown
role boundaries that contribute to professional hierar-
chy [26]. The recently implemented FCP advanced prac-
tice model in France may therefore represent a shift in
patients’ perception of the care they receive.

The RCT conducted by our team includes a quantita-
tive measure of patients’ satisfaction with the care they
received using a standardized questionnaire. Exploring
patients’ experiences qualitatively could, however, allow a
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broader and more representative assessment of patients’
perception with the care they received [30, 32]. This
study aimed to explore the experiences and perceptions
of patients attending FCP-led care for LBP in French
multidisciplinary primary healthcare clinics.

Methods

Design

The data in this qualitative study were collected through
semi-structured interviews with patients aiming to
explore their experience of a new FCP model for the
management of acute LBP in primary care settings. This
qualitative study was nested within a cluster randomized
controlled trial aiming to assess the model’s efficacy in
six multidisciplinary healthcare clinics in France. To
ensure credibility and transparency of the findings, the
Consolidated Criteria for Reporting Qualitative Research
(COREQ) tool added to recommendations on qualitative
study methods were used in the designing and reporting
of the study [37-39].

FCP model of care

Nine physiotherapists have been recruited and trained
to deliver care for acute LBP patients within the FCP
advanced practice model. This model is described as a
protocol-based care in which patients aged 20-55 years
that have been suffering from LBP since less than 4 weeks
can consult the FCP directly without having to see the
physician first [27]. The objectives of the model are to
give physicians more time to care for patients with more
serious or complex pathologies, to reduce delays and
improve quality of care. FCPs and physicians undergo a
shared 10-h training before the implementation of the
model [27].

During the assessment, the FCP identify patients
requiring further medical care by screening for red flags
during medical history and physical examination. The
FCP also screen for yellow flags to identify psychosocial
risk factors. FCP formulate a diagnosis and an interven-
tion plan including therapeutic education, active exercise
rehabilitation and physical activity promotion. If relevant,
the FCP can prescribe analgesic medication, non-steroi-
dal anti-inflammatory drugs and sick leave certificates of
up to five days. FCP is also able to recommend further
referral to physiotherapy follow-up sessions. Family phy-
sicians can be reached by phone at any time during the
consultation to answer questions and ensure that the
patients received any necessary medical care.

Settings, recruitment and eligibility

Patients were first identified by a medical assistant
when they set up an appointment with the family physi-
cian for a new onset of LBP. In the three primary care
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clinics randomized and allocated to the experimen-
tal arm, patients were proposed to consult the FCP.
Patients who agreed to participate were independently
assessed and managed by the FCP.

Each patient included in the RCT consented to be
contacted for a follow-up appointment. They were con-
tacted by phone by a research assistant in the weeks fol-
lowing the initial FCP consultation and were proposed
to participate to the qualitative study. If they agreed
to participate, the consent form was explained, sent to
them by email and was signed by the participant before
the interview. An appointment was suggested following
the patients’ preferences. Individual semi-structured
interviews were completed either virtually or over the
phone.

Inclusion criteria were: 1- Patients aged from 20- to
55-year-old, 2- receiving care from FCP for a new onset
of LBP in one of the three primary care clinics allocated
to the experimental arm of the RCT, 2- able to under-
stand and speak French, 3- agree to participate in the
qualitative study. Inclusion criteria were defined accord-
ing to the French legislative text of the ‘“cooperation
protocol” Unavailability to fix an appointment for the
interview was an exclusion criteria.

Data collection

Following a review of relevant literature, an initial inter-
view guide was developed for this study. It was written by
one author (D.P.) and reviewed by a second author (A.K.)
[34, 35]. Both authors are physiotherapists and the second
author had previous experience with qualitative research.
The interview guide aimed to explore patients’ experi-
ences and perspectives of the FCP-led advance practice
model of care. The guide had six main questions designed
to explore the patients’ experience of care, acceptability,
satisfaction, perceived value of the FCP role and sug-
gestions on how to enhance the FCP model of care (see
Supplementary file). This interview guide was tested
with one patient and no adaptations were needed follow-
ing this first interview. This interview was not included
in the analysis. The interviews were audio-recorded and
transcripts were anonymized. Before the interviews,
participants were informed that the interviewer was a
physiotherapist. They were also assured that he did not
work in the primary care setting where they received care
and that they could speak freely of their experience. The
researcher used active listening techniques and had for-
mal education in qualitative methodology [38]. To profile
interviewees, patient demographic characteristics col-
lected in the RCT were used (age, gender, professional
status, previous care management for low back pain and
previous experience with physiotherapy).
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Data analysis

The sampling strategy aimed to reach thematic satura-
tion, which refers to the point at which no new thematic
information is gathered from participants [38]. Inter-
views were transcribed gradually during the interview-
ing process to help identify thematic saturation. Given
the topic of our study and the relative homogeneity of the
sample due to the specific inclusion criteria of the RCT
(patients aged from 20 to 55 years old suffering from a
new onset of acute low back pain) and considering prior
similar studies, we anticipated that 8 to 15 participants
could be included [34].

Based on the Braun and Clarke process, an inductive
thematic analysis comprising five steps: pre-analysis,
coding, categorization, refining and interpreting was con-
ducted [39, 40]. Pre-analysis and coding were performed
by two authors, the interviewer (D.P) and a physiother-
apist researcher (A.K). Both researchers familiarized
themselves with the transcripts and set up an initial code
set for the first two interviews independently using an
iterative approach. Discrepancies between the two code
sets were reviewed and a final code set was decided. The
final code set was then applied (by D.P) to the other nine
interviews. Themes were identified and refined following
ongoing critical discussion between researchers (D.P. and
A K.) until consensus was reached. The online software
QCAmap was used to aid during the coding phase.

Results

Participants’ description

Interviews were conducted with ten patients of
which three were women and seven were men (aged
36.5+9.63). Except for two participants, all of them had
already received usual medical care for a previous onset
of LBP. Only three participants had never experienced
physiotherapy care before the FCP consultation and two

Table 1 Participants' characteristics (n=10)
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participants had already consulted a physiotherapist for
back-related symptoms. Participants’ characteristics are
presented in Table 1.

Thematic analysis

Four overarching themes related to patients’ experience
with the new FCP model were formalized from our the-
matic analysis: 1) Going to see a physiotherapist who spe-
cializes in painful movements, well that makes sense to
me, 2) The physiotherapist offered to give me exercises to
do at home to relieve the back pain, 3) I went there feeling
confident, 4) The physiotherapist can do more than just
send you to see more appropriate people.

Main themes and subthemes are presented in Table 2.

Theme 1: “Going to see a physiotherapist who specializes in
painful movements, well that makes sense to me”

Patients had important sudden pain and disability

All participants experienced severe levels of pain and
associated disability when they sought care for their
new LBP onset, as one participant mentioned: “It was
completely impossible for me to bend forward. Basically,
I was blocked” [P2]. For most of them, symptoms sud-
denly appeared and could be associated with unusual
professional or mechanical physical constraints: “It was
very busy in terms of my workload» [P2], ‘I had to carry
packages, they were much too heavy and it was much too
repetitive” [P2]. Some participants identified that they
thought “there also was a big psycho-emotional aspect
to it” [P8] that could have played a role in the percep-
tion of their symptoms. One participant stated that she
“was feeling really stressed out” [P2]. Moreover, beliefs
and catastrophization regarding back pain were found
for some of the participants. For example, a participant
mentioned: “Then, I said to myself, “Well, I really need to
see a doctor, isn’t there something serious going on?» (...)

Patient Gender Age Professional status Previous care management for  Previous experience

low back pain with physiotherapy
(reason)

[P1] M 22 Employed Y Y (back)

[P2] F 53 Employed Y Y (shoulder)

[P3] M 38 Employed Y Y (back)

[P4] M 43 Employed \4

[P5] M 32 Employed N Y (ankle)

[P6] M 42 Employed Y

[P7] F 38 Employed Y Y (foot)

[P8] F 31 Unemployed Y Y (knee)

[P9] M 43 Employed Y Y (knee)

[P10] M 23 Student N
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Table 2 Thematic analysis main themes and subthemes
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Main themes

Subthemes

“Going to see a physiotherapist who specializes in painful movements, well
that makes sense to me”

“The physiotherapist offered to give me exercises to do at home to relieve the
back pain”

‘I went there feeling confident”

“The physiotherapist can do more than just send you to see more appropriate
people”

- Patients had important sudden pain and disability
- Patients were expecting to be quickly managed
- The FCP model made sense for patients

- Rapid access prevented complications
- Positive informed experience was offered for the evaluation and care plan

- Physiotherapists were perceived as competent first-contact practitioners
that may replace physicians

- Physiotherapists had the competences to make a valid diagnosis, pre-
scribe medication and sick leaves

- Physiotherapists gave thorough education and explanations and listened
to patients

- The FCP model supported interprofessional collaboration

- Clearer definition of the FCP advanced practice roles and model

was needed

- Physiotherapists should be allowed to prescribe longer sick leave certifi-
cates and additional medication

- The model should include additional physiotherapy follow-up sessions

And you know I started thinking the worst. Could it be the
kidneys? Could it be the liver?” [P6].

Patients were expecting to be quickly managed

By seeking care and booking a visit in their primary
healthcare clinic, most of the participants expected to
be quickly managed to relieve their pain as expressed by
[P2] saying she “only wanted one thing, to be taken care of
as quickly as possible”; or by [P8] stating she “was in a lot
of pain and I needed pain relief first” Some participants
consulted “fo be put on medical leave because I couldn’t
work anymore” [P2] while others noted they rather
needed to be reassured, as mentioned by [P6]: “I usually
want to be reassured by doctors and other care providers’.

The FCP model of care made sense for patients

Most patients were not surprised to be directly and
autonomously cared for by a FCP: ‘T thought it made
sense to send me to a physio to check my back” [P2]. One
participant believed that “the doctor and the physiothera-
pist have the same role for this pathology [low back pain]”
[P3]. However, for other participants, “I think physios are
more specialized, you know, for these types of problems
with joints, than family physicians are” [P4].

According to some participants, this new model could
help alleviate family physicians’ workload “if our fam-
ily physician has a pretty busy schedule, well [the FCP
model] allows him to unload some of his cases” [P1]; and
“it avoids taking the place of someone else with an emer-
gency in fact” [P6). Participants reported that this model
also “helps you get that first appointment, going to see a
physio directly” [P5] and that “it highlights the skills that
a physio can have” [P7] such as expertise in the manage-
ment of patients with LBP.

Theme 2: “The physiotherapist offered to give me exercises to
do at home to relieve the back pain”

Rapid access prevented complications

Participants reported being received shortly after call-
ing for an appointment, either ‘on the same day” [P1]
[P4] [P8] or ‘om the next day” [P2]. Participants reported
access to care to be timelier than what they expected with
primary care services: “In the end, I was taken care of very
quickly” [P3], [P7]; “It’s a time saver” [P3] [P4] [P6]. Par-
ticipants stated that early access to care was important
‘especially for back pain, it’s really important” [P4]. They
thought that “it helped avoid a lot of problems later on
actually. Because I would have made it worse instead of
fixing the problem” [P7]. One participant felt reassured
by accessing physiotherapy care earlier as “it removes a
stress factor in the pathway to rehabilitation, which can
be difficult, by getting you where you actually really start
to work on the core of the problem basically” [P7].

Positive informed experience was offered for the evaluation
and care plan

First, patients described that “the physio told me all about
the different steps that I was going through, what care I
needed and what was expected from the treatment itself”
[P9]. They reported they experienced with their initial
visit and care plan ‘a pretty complete exam and an anti-
inflammatory prescription which clearly helped. Recom-
mendations for a few exercises and a few sessions with a
physio” [P8] and were provided with ‘a few days off work
to rest you know” [P2] as well as ‘exercises to do at home
to relieve the back pain” [P9]. Patients reported satisfac-
tion with the care they received and found it to be a “pos-
itive experience” [P2].
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Theme 3: “l went there feeling confident”

Physiotherapists were perceived as competent first-contact
practitioners that may replace physicians

Participants perceived their PT as an ‘expert” [P2] in the
assessment and treatment of low back disorders and thus
were confident in his or her ability to manage them as a
primary-contact practitioner. P1 felt reassured as “seeing
someone who does this every day, that has this type of cli-
entele with lumbago problems, so who is used to dealing
with that, of course it’s comforting”

Participants were receptive to being managed by a FCP
in order to save time and benefit from adequate and early
advice: “For some things, there’s not really any need to go
through the doctor [...] it’s a waste of time” [P9]. One par-
ticipant thought that “the family doctor could have told
me what I had. But he would have said “this is what you
have. Go see a physio!” and meanwhile the physio would
have told me what I had again, but given me advice
straight away” [P5]. Some participants even suggested
that FCP may sometimes be more competent than family
physicians in the primary management of musculoskel-
etal disorders as “it's your specialty, it's your job to ana-
lyze painful movements. Which is not always obvious for a
doctor you know” [P10].

However, referral to another professional when unable
to manage appropriately was expected: “That’s what I
expect from a health professional. He knows what to do,
good. He doesn’t know, he sends you to someone else” [P9].
Some of them added that “later om, if it had gotten worse,
maybe I would have asked to see a doctor” [P2].

Physiotherapists had the competences to make a valid
diagnosis, prescribe medication and sick leaves

Participants reported being ‘confident” in the FCP abil-
ity to diagnose non-specific acute LBP. This high level of
confidence could be explained by the perceived ability of
the FCP to adequately screen for signs and symptoms of
serious pathologies and precisely identify the disorder
they suffered from: “I described everything that happened
and she didn’t find anything to worry about, anything in
particular, and I think she was able to assess my situa-
tion and that it wasn’t so bad (...) So, that was comforting”
[P6].

Timely assessment and diagnosis were highlighted
since “very, very quickly he was able to make the diagno-
sis” [P9]; “Basically, the diagnosis he gave me was really
about where the pain I was feeling was focused” [P7].
Explanations given by FCPs regarding their symptoms
strengthened the confidence level participants had in the
diagnosis process ‘also, he explained what I had really
well (...). Finally, the why and the how. And where it was
coming from” [P3]. One participant strongly trusted FCP’s

Page 6 of 11

competence for diagnosis as he said: “if I go to a family
doctor and he says “It's lumbago” and when I get to the
Pphysio he says “well no, it's not lumbago, it's more some-
thing like this” I would tend to think that the physio is
right and not the family physician” [P5].

FCPs were also viewed as ‘competent” [P7] to prescribe
appropriate medication for LBP: ‘I think it's actually good
that they are allowed to prescribe level I analgesics” [P7].
This confidence level could be explained because “it’s
still within the medical framework” and “we’re not talking
about really, really strong medication also” [P8].

Regarding sick leave certificates, some participants
considered that “a physiotherapist can say just as well
as a doctor if we are able to work or not” [P5]. For cer-
tificate prescription, they reported that “whether he is the
one who does it because now he’s allowed, or the doctor, it
doesn’t change anything whatsoever” [P9].

Physiotherapists gave thorough education and explanations
and listened to patients

Participants seemed to consider they received accu-
rate and complete information from the FCP: “She gave
me detailed explanations about the exercises I needed to
do” [P1]; “I got the answers to all my questions with the
physio” [P3]. They were satisfied with the consultation
duration since ‘omne of the major benefits is to have an
appointment with someone |[...] who can take more time to
examine you” [P1].

Participants thought that “these are people who are
really listening to us” [P2]. Active listening and patient-
centred approach used by FCPs enabled them to feel
involved in their own management: “She still asked for
my opinion” [P8]; “She asked me ‘Let’s be clear, do you feel
ready to go to work?” [P6].

The new FCP model of care supported interprofessional
collaboration

Participants stated that ‘one of the benefits of this care
model is that there is a kind of mutual cooperation
between the different departments and that the doctors
and the physios work together” [P2]. They felt that “there
were real discussions still going on behind the scenes with
the doctor, and that it was not unsupervised you know”
[P8]. According to them, “it's the way the care center
where they work is set up that makes it possible for them
to work together and not be afraid to call someone to say:
T have doubts, a problem, what do you recommend? How
do we do this?”” [P10].

Existing interprofessional collaboration between FCPs
and family physicians could have emphasized the level of
confidence participants had towards the model of care as
« cooperation between physicians and physios fosters trust
you know” [P8].
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Theme 4: “The physiotherapist can do more than just send
you to see more appropriate people”

Some participants had suggestions of improvements on
the existing model based on the limitations they expe-
rienced and suggested expanding the advanced practice
roles and the autonomy of the FCPs.

Clearer definition of the new FCP advanced practice roles
and model was needed

Several participants felt a lack of information given by
the administrative staff about the role and competen-
cies of the FCP before the consultation. They suggested
“maybe, from the start, explain to me what will hap-
pen with the physio because they just told me to go see
a physio” [P10] or “to explain the role of the physio and
that there’s more to it than just the ‘basic physio diagno-
sis, and that you have a global approach and that you
know, hmm, you can make a diagnosis” [P8]. For par-
ticipants, this information is important to reinforce the
confidence level they had regarding the ability of the
professional to safely manage them, especially when
they never experienced physiotherapy care before.

Physiotherapists should be allowed to prescribe longer
sick leave certificate and additional medication

Some participants suggested that FCPs “should be able
to renew time off work at least once” [P5] to avoid a new
consultation with family physicians as “I had to go back
to the physician to renew time off work” [P4]. Regarding
medication prescriptions, two participants mentioned
that FCPs should be allowed to prescribe “something a
little bit stronger” [P4] as they did not get the medica-
tion they needed because the FCP was not allowed to
prescribe it.

The model should include additional physiotherapy
follow-up sessions

Participants reported that the FCP model did not
include enough physiotherapy follow-up sessions as they
“had to request a new prescription to the physician just
to continue physiotherapy” [P7] because “with the proto-
col they had, they were allowed three sessions without a
medical opinion but in the end, they still needed a refer-
ral” [P9]. One participant suggested that FCPs should be
allowed to prescribe five to ten outpatient physiotherapy
sessions. According to her “it doesn’t represent a huge
risk for the physio” [P7]. One participant, however, men-
tioned that “the problem is that she prescribed 3 sessions
with a physio and when I called to get an appointment, 1
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couldn’t find one, I gave up... So, I didn’t go do the 3 ses-
sions” [P6].

Discussion

This qualitative study explored the experience and per-
ceptions of patients with a new primary care model of
FCP advanced practice for LBP. The identified themes
were related to patients’ acceptability of the new model,
experience with the care they received, perceptions of
FCPs’ skills and enhancement perspectives of the new
model of care.

One of the key findings of our study was that patients
were very receptive to consult FCPs instead of family
physicians. This is an important finding since in France,
patients are traditionally referred to physiotherapists by
family physicians. Patients highlighted the given oppor-
tunity to use physiotherapists’ skills in the management
of MSKD and thus enable physicians to dedicate their
time for patients with more complex or serious pathol-
ogies. This finding is consistent with another study
exploring how patients perceived seeing a FCP instead
of a physician in Australian emergency departments
[35].

Experiences of the FCP model of care were posi-
tive and patients were largely impressed by short wait
times they underwent for initial assessment. An earlier
study has shown that patients’ expectations on long wait
times associated with family physicians’ consultations
increased the acceptability of advanced practice physi-
otherapy management [26]. However, faster manage-
ment could have been influenced by the experimental
context of the pragmatic cluster RCT which was running
in the different healthcare clinics where participants of
this study were recruited. In order to adequately evalu-
ate the impact of the FCP model on patients’ clinical out-
comes and healthcare use, investigators of the RCT were
asked to receive patients in a timely manner. Short wait
times could be a secondary benefit of the experimental
study and did not fully represent the usual clinical prac-
tice. When asking how to enhance the new model, some
participants underlined the need to facilitate physiother-
apy follow-ups within the first care setting as they were
unable to access care elsewhere. This finding shows that
access to physiotherapy care is unequal when considering
FCP model compared to usual physiotherapy care.

Another key finding is that participants expressed
high levels of confidence in the FCP’s ability to indepen-
dently diagnose and manage their acute LBP. This could
be explained because participants felt physiotherapists
had better expertise than physicians in the management
of MSKD due to their specialist training and knowledge.
This is a significant result showing that respondents were
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receptive to the evolution of the gatekeeper positioning
of family physicians regarding access to primary care
services and diagnosis of MSKD. These results are con-
cordant with views from French physiotherapists and
physicians who reported the new FCP model to be highly
acceptable [41].

Overall, patients were confident with the FCP’s compe-
tency to perform medical tasks such as prescribing medi-
cation and sick leaves. This may be explained by the low
risk participants associated with performing these tasks.
This seemed especially the case with the prescription of
low-class analgesic medication. Patients perceived an
added value with benefiting from a ‘one-stop” consulta-
tion that met their prior expectations. The perceived
knowledge and skills of FCPs regarding MSKD manage-
ment also seemed to reinforce patients’ acceptance with
seeing a PT in a role traditionally done by family physi-
cians. However, some of them added that in case of per-
sistent symptoms or if the FCP has any doubt on their
condition, they would expect to be referred to the family
physician. This finding pointed out that FCPs should be
able to adequately determine when the patient’s condi-
tion exceeds the scope of their competencies he has been
trained for in this model.

Professional competencies of FCPs were recognized
and valued by participants of our study. They mainly
reported that FCPs listened to them and had enough time
to spend with them. FCPs provided patient-centred care
that enabled participants to be actively involved in their
care management and contribute to reducing the risk of
developing chronic conditions [42, 43]. Similar results
were found in a previous review about patients’ views
on advanced practice physiotherapists [26]. Psychosocial
risk factors were identified for most of the participants
when they described the initial symptoms that encour-
aged them to attend for a medical appointment. If not
adequately considered, these factors can lead to poorer
clinical outcomes and persistent level of pain and dis-
ability [44, 45]. The need to adequately address patients’
psychosocial risk factors legitimates the positioning of
physiotherapists as primary-contact practitioners for the
management of LBP patients [12, 46, 47].

Pre-existing interprofessional collaboration between
family physicians and FCPs working in the same mul-
tidisciplinary healthcare clinics seemed to favour the
acceptance and confidence participants had in the
model. Indeed, appropriate physician referral in case of
suspected non-MSKD condition or that required medi-
cal review is easier when professionals already achieved
a good mutual knowledge and are used to communicate
efficiently [48-50].

Regarding possible improvements of the model, partic-
ipants’ suggestions mostly expanding FCPs’ role and/or
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scope of practice in the model. Participants would have
liked that FCPs could be allowed to prescribe stronger
analgesic medications, longer sick leave certificates and
refer them to additional physiotherapy sessions all so that
they did not need to get back to the physician. The pro-
cess for such a change is expected to be long, as the pro-
posed FCP model is already considered as a major change
in the French PT practice by professionals and authori-
ties. Consideration of these suggestions could, however,
enable a better tailoring of the model by preventing
unnecessary or inefficient use of family physicians time
and expertise.

Another important finding is that patients would have
liked to be better informed about FCPs’ roles, compe-
tencies and skills in this new advanced practice model,
especially when they had never consulted a physiothera-
pist before. This result is consistent with previous stud-
ies showing that patients’ education on physiotherapists’
competencies, skills and related training is a determining
factor that influence patients’ acceptability of advanced
practice models of care in physiotherapy [26]. This review
also highlighted the importance of the receptionist’s role
in increasing patient understanding and awareness of
advanced practice physiotherapy models [26].

The acceptance of non-medical health professionals
working in roles traditionally performed by medical pro-
fessions is consistent with other studies involving nurse
practitioners and advanced practice physiotherapists
conducted in different countries and care settings [34,
35, 51]. These models are a promising strategy to address
the physician workforce shortage while offering efficient
and high quality care [23]. Further research is, however,
needed to better determine the acts and interventions
patients found acceptable for advanced practice physi-
otherapists’ delivery and to explore related practitioners’
self-efficacy feeling [26].

Strengths and limitations

The present study has major strengths. Participants
were recruited over three different primary care set-
tings. Inductive analysis was conducted to ensure that
the findings emerged from the data and not from the
researcher’s perception. Findings of this study were con-
sistent with other studies exploring patients’ perspectives
with advanced practice physiotherapy models and with
the results of a previous acceptability study on this FCP
model conducted by our team [26, 35, 41].

Some limitations should, however, be considered.
The FCP model had only been recently implemented
in France and only a few patients had benefited from
this model. Thus, the limited sample of participants we
could target for this qualitative study did not enable
us to recruit only participants that have been recently
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managed by physiotherapists. Patients’ experiences
and perceptions collected in the interviews depended
on how precisely patients remembered what happened
during the consultation. Their perceptions could have
been influenced by the positive or negative evolution of
their symptoms over the time. Patients’ discourse could
also have been influenced by knowing that the research
assistant who conducted the interview was a physi-
otherapist student, even if he mentioned that he did not
work within the healthcare settings where they received
treatment. Then, we did not collect information about
patients’ perception of the family physicians consulta-
tions before the study. We could not strongly support
whether patients experienced better service with the
new model. Last, the experimental context in which the
FCP model was set up could have been not fully repre-
sentative of the usual clinical practice, even if the RCT
was designed in a pragmatic perspective. Patients’ per-
ceptions could have been positively influenced by this
context, has shown, for example, by potentially shorter
waiting times they experienced.

Conclusion
According to the participants, the recognized compe-
tencies and expertise of physiotherapists in the mus-
culoskeletal field placed them as suitable alternatives
to family physicians for managing acute low back pain
in this new model of care. Participants highlighted
the need to receive high-quality and timely care while
being very receptive with physiotherapists being pri-
mary-contact practitioners. Participants expressed
high confidence in the competency of physiotherapists
to perform medical tasks including diagnosing and
prescribing medication as long as the physiotherapist
refers them back to a physician if there were any suspi-
cion indicating a more complex or a serious condition
or if their condition was not resolving. Existing inter-
professionnal collaboration between physiotherapists
and family physicians appears to increase patients’ con-
fidence level in this innovative healthcare pathway.
Further research is, however, needed to encourage
formal recognition of advanced practice physiotherapy
by the French authorities and to better determine the
future roles and scope of practice of French advanced
practice physiotherapists in primary and secondary
care settings.
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