@l | UNC

THE CECIL G. SHEPS CENTER
FOR HEALTH SERVICES RESEARCH

Health Workforce Policy Brief

Carolina Health Workforce Research Center
http://www.healthworkforce.unc.edu

August 2017

Trends and Predictors of Primary Care Physician Referral to
Physical Therapy in the United States, 2003-2014

Janet K. Freburgerd, PT, PhD; Samannaaz S. Khoja4, PT, PhD; Timothy S. Carey®, MD, MPH

I. Introduction/Background

e New healthcare delivery and payment models demand that primary

care physicians (PCPs) deliver coordinated, integrated, team-based Conclusions and Policy
care to promote population health. l mp| ications
e Referral to physician and non-physician specialists is integral to
team-based care and commonly practiced by primary care providers. 1) The rate of PCP referral to PT has
e Physical therapists (PTs) are acknowledged and utilized as part of declined over time while the rate
team-based care for the treatment of musculoskeletal, neurological, of PCP referral to other physicians
and other conditions seen in primary care. has increased.

e Limited evidence exists on the extent to which PCPs engage

physical therapists in patient care. 2)  Clinical factors such as age and

visit reason as well as non-clinical

Objectives: 1) To examine temporal trends in PCP referral to physical facto_rs.such as Insurarce,
physician characteristics, and

therapy (P'_I')_; 2) To comparg thes_e trends to trend_s in PC_P referral to practice characteristics were
other physicians; and 3) To identify factors associated with PT referral. associated with PCP referral to PT.

Il. Methods 3) The association of non-clinical
factors with PCP referral to PT
suggests possible under or over-
referral to PT.

e Cross-sectional analysis of 12 years of data (2003-14) from
the National Ambulatory Medical Care Survey which surveys
a representative sample of office-based physicians in U.S.

ambulatory care practices. 4) Further work is needed to

e Limited analysis to office-based visits to PCPs. understand the role of PT in

e Calculated adjusted prevalence rates and examined linear primary care and its impact on
trends over time for PCP referral to PTs and other physicians. quality of care.

e Used multivariate logistic regression to identify clinical,
demographic, physician-level and practice-level predictors of
PT referral for musculoskeletal- and neurological-related visits.

5) New healthcare models should
investigate ways to integrate and
improve access to PT when

. indicated.
Il. Findings ndicate

A. Referral Rates

o 72 percent of visits referred to PT were for musculoskeletal-related diagnoses, 6 percent were for
neurological-related diagnoses, and the remainder were for other diagnoses.

o PT referral for all visits significantly declined from 2003-04 to 2013-14, (Figure 1) while referral to other
physicians significantly increased from 2003-04 to 2013-14. (Figure 2). Referral rates to PT and other
physicians for musculoskeletal-related visits showed similar trends.

o Referral rates to PT for neurological-related visits showed no difference over time.
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Figure 1. PCP Referral Rates to Physical Therapy

Figure 2. PCP Referral Rates to Other Physicians
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B. Factors Associated with PCP Referral to PT for Musculoskeletal Diagnoses

Increased Likelihood of PT Referral

o Patient having no comorbidities

o Patient on fewer medications

e Patient having private insurance or worker’s
compensation

¢ Physician prescribed NSAIDs and/or muscle
relaxants

¢ Physician ordered imaging

¢ Physician was a Doctor of Osteopathy

¢ Practice located in the Northeast

private insurance

e Practice owned by an HMO/insurance company

e Practice had a higher percentage of revenue from

o Visits for spine diagnoses or extremity sprains/strains

Decreased Likelihood of PT Referral

e Patient being younger or older

o Prevention visits

o Patient having Medicare or Medicaid insurance

o Patient being self-pay

¢ Physician prescribed narcotics

e Patient seen by their primary care provider

e Patient seen by a contract physician

¢ Patient seen by an obstetrician/gynecologist

¢ Patient seen by a nurse practitioner or physician
assistant

e Practice located in Midwest, South, or West

e Practice had a higher percentage of revenue from
Medicare or managed care contracts

C. Factors Associated with PCP Referral to PT for Neurological Diagnoses
e Few clinical or non-clinical factors were associated with PT referral.
o Visits by patients with arthritis or ischemic heart disease were more likely to be referred.
o Visits to practices owned by an HMO/insurance company were more likely to be referred.

IVV. Conclusion

o PCP referral to PT declined over time and varies by clinical and non-clinical factors such as insurance, and physician

and practice characteristics.

o Further research is needed to understand the appropriate rate of PT referral in primary care and to explore new
healthcare models to optimize the use of PT when indicated during patient care.
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