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Abstract 

Background Non-pharmacologic treatments such as physical therapy (PT) are advocated for musculoskeletal pain. 
Early access to PT through self-referral has been shown to decrease costs and improve outcomes. Although self-refer-
ral is permitted in most U.S. states and supported by some health insurance plans, patients’ utilization of self-referral 
remains low.

Objective To identify factors, beyond legislative policies and health insurance, associated with patients’ decisions to 
access physical therapy through self-referral or provider-referral.

Methods We recruited 26 females and 6 males whose employer-sponsored insurance benefits included financial 
incentives for self-referral to physical therapy. Between August 2017 and March 2018, participants completed semi-
structured interviews about their beliefs about physical therapy and reasons for choosing self-referral (15 participants) 
or provider referral (17 participants) for accessing physical therapy. Grounded theory approach was employed to 
identify themes in the data.

Results Patients selecting self-referral reported major thematic differences compared to the provider-referral patients 
including knowledge of the direct access program, attitudes and beliefs about physical therapy and pharmacologic 
treatment, and prior experiences with physical therapy. Self-referral patients were aware that their plan benefits 
included reduced cost for self-referral and felt confident in selecting that pathway. They also had negative beliefs 
about the effectiveness of pharmacological treatments and surgery, and previously had positive direct or indirect 
experiences with physical therapy.

Conclusion Knowledge of the ability to self-refer, attitudes and beliefs about treatment, and prior experience with 
physical therapy were associated with self-referral to physical therapy. Interventions aimed at improving knowledge 
and changing attitudes toward self-referral to physical therapy to increase utilization appear warranted.
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Introduction
Non-pharmacologic treatments such as physical ther-
apy are advocated for musculoskeletal pain to decrease 
opioid use [1]. Early access to physical therapy via self-
referral has been shown to decrease health care costs 
and improve patient outcomes [2–5]. Self-referral (direct 
access) refers to a treatment pathway in which patients 
are evaluated and treated by a physical therapist without 
receiving a prior physician consultation [6]. Self-referral 
is safe, efficient, and cost-effective; however, utilization 
remains low and is estimated at around 6% in privately 
insured populations [7–9].

Within the United States (U.S.), many factors may 
influence a patient’s decision to access physical therapy 
via self-referral. Once a patient identifies a need for phys-
ical therapy, the choice of treatment pathway (self-refer-
ral or provider referral) may be constrained by state-level 
legislation, institutional-level policies, or individual-
level characteristics. Self-referral laws and regulations 
about access to physical therapy services for treatment 
and evaluation vary across states. Some states allow for 
unrestricted self-referral, others allow for self-referral 
with provisions; yet others limit patient self-referral [10]. 
Even if a patient resides in a state that offers some form of 
self-referral, the choice of self-referral to physical therapy 
might be restricted because of institutional-level poli-
cies developed by insurance providers, and/or healthcare 
organizations’ management policies [7, 11, 12].

Independent of state and organizational barriers, self-
referral to physical therapy may also be influenced by 
patient-level determinants. Research has identified mul-
tiple patient-specific determinants that influence how a 
patient accesses physical therapy, including condition-
related characteristics [2, 3, 13, 14], past physical ther-
apy treatment experiences [13, 14], sociodemographic 
characteristics [2, 11, 13–15], knowledge of the ability to 
self-refer [7, 16], attitudes to and beliefs about access [15, 
16], and the geographical location of the physical therapy 
practice [3].

Evidence on the clinical and cost-effectiveness of 
“self-Webster VS, ferral” to physical therapy in the lit-
erature is substantial. Self-referral has been shown to 
extend healthcare users’ choice of providers [17], reduce 
treatment delay [18], enhance patient satisfaction, and 
improve resources utilization efficiency [7]. Several stud-
ies have also reported that self-referral is associated with 
lower costs to patients, insurance providers, and health-
care organizations [8, 9, 19–21]. Although this evidence 
supports that self-referral is safe, efficient, and cost-
effective - which indicates that it is the superior path-
way- studies have reported that patients utilization of 
self-referral remains low [7, 8, 11].

The limited evidence surrounding self-referral ser-
vice users’ actual perspectives/views for such a pathway 
emphasizes the need to understand how patients with 
musculoskeletal complaints choose a treatment pathway 
when seeking medical care. Our main research question 
was “What influences healthcare workers’ choice of treat-
ment pathway (provider referral or self-referral) when 
seeking treatment for musculoskeletal complaints?”. We 
studied patients with musculoskeletal complaints who 
worked for a large, self-funded employer that reduced the 
cost of physical therapy services to financially promote 
‘early physical therapy’ utilization in South Carolina, a 
state which has legislation supporting patients self-refer-
ral. By understanding the factors that influence a health-
care worker’s decision on how to access physical therapy 
services using qualitative research contextual evidence 
for the designing and re-evaluation of clinical practices 
may be provided.

Methods
This was a qualitative research study involving semi-
structured interviews of healthcare workers of a large 
self-funded employer (> 14,000 employees) in South Car-
olina. In 2012, the musculoskeletal program (MSK pro-
gram) - a partnership between a private physical therapy 
organization Prisma Health [employer], Steadman Hawk-
ins Clinics of the Carolinas, and Blue Cross Blue Shield 
[insurance provider for all Prisma Health employees] 
- encouraged its employees to choose initiating physi-
cal therapy through self-referral with a reduced patient 
liability ($20 copay) or the traditional provider referral 
pathway ($60 copay for consulting a primary care physi-
cian or $80 copay for a consulting a specialist). The pro-
gram’s goal was to remove institutional barriers and give 
employees lower co-payments for physical therapy visits 
if they chose to participate. The program was marketed 
via department meetings, emails, and fliers.

Our study design complied with the Standards for 
Reporting Qualitative Research (SRQR) checklist. Pur-
posive criterion-based sampling technique was used; 
the selection of participants was based on eligibil-
ity criteria that are of importance to this study [22]. 
Individuals were eligible to participate if they were 
current employees of the health system; were expe-
riencing a spine, shoulder, knee or hip-related com-
plaint; were participating in the MSK program; and 
were over the age of 18 years. Sampling was continued 
until saturation was reached, that is when additional 
interviews reveal no new information, further coding 
was no longer possible [23], and enough information 
was available to duplicate the study [24]. Patients were 
recruited through flyers placed in seven physical ther-
apy clinics across a 3-county region in the southeastern 
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metropolitan area of Greenville, South Carolina. Inter-
ested participants contacted the author by phone and 
were screened for eligibility before interviews were 
scheduled. All interviews took place in a private office 
between August 2017 and March 2018 and were audio-
recorded. Each interview lasted approximately 40 min-
utes. Written informed consent was obtained, and the 
rights of subjects were protected. The study received 
ethical approval from the Prisma Health Upstate Insti-
tutional Review Board.

A sociodemographic questionnaire was administered 
at the end of the interview to collect information about 
educational attainment, ethnicity, and income. Patients’ 
ages and gender were abstracted from electronic health 
records. The Mann-Whitney U test was used to analyze 
continuous variables and the Fisher exact test to ana-
lyze categorical variables.

To ensure credible findings, a number of steps were 
taken. Two additional coders were involved to improve 
the credibility of the findings. Both coders understood 
the practice of coding and analyzed data independently 
to dispel any misinterpretations. The researcher along 
with the two additional coders met on a regular basis 
to discuss the codes. Each coder was allowed to create 
emergent codes if they saw fit. This approach ensured 
reliability, as well as improved the trustworthiness of 
the analysis. In addition, coding and preliminary find-
ings were continually shared with two co-authors (MC 
and MM) as an additional check on validity.

Semi‑structured interview
Two interview guides were created—one for self-
referred patients and one for provider referral patients. 
The interview guides (see Supplementary Material) 
were designed to reveal general and specific reasons 
why patients chose to access care in the way they did. 
Although both guides contained the same key ques-
tions to allow for comparison between the two groups, 
they differed in their follow-up questions; for instance, 
provider referral pathway questions probed interview-
ees about physician treatment recommendations and 
duration of use.

Data analysis
Audio recordings of interviews were transcribed by a 
transcription service. To ensure privacy and confidenti-
ality, numerical codes identified participants’ transcripts. 
Data collection and analysis occurred concurrently 
and iteratively using a grounded theory approach. This 
strategy was used to achieve a fine-grained understand-
ing of how patients selected a particular treatment 

pathway when seeking care for their condition [25]. 
1st, the research team independently conducted open, 
line-by-line inductive coding of transcripts [26]. Upon 
completion of coding, similar codes were combined, 
identified, and assigned conceptual labels. We applied a 
constant comparative method to categorize and compare 
data  [25]   and codes were grouped into central themes 
[27].

Results
Thirty-two interviewees (17 interviewees were provider 
referred and 15 were self-referred) were enrolled in the 
study. A total of 20 interviewees were health care prac-
titioners (e.g., nurses, surgical technologists, pharma-
cists, and respiratory therapists); the remaining 12 were 
administrative workers (clinical supervisors, medical 
transcriptions, unit secretaries, and front desk special-
ists). The number of healthcare practitioners and admin-
istrative workers in the two groups is presented in Fig. 1. 
Most participants in both groups complained of chronic 
musculoskeletal complaints. Neck, shoulder, back, and 
knee complaints were prevalent in both groups. Table 1 
details the sociodemographic characteristics of inter-
viewees, which did not differ between groups.

Patients choice of treatment pathway
Before deciding to access medical care, all interviewees 
took self-care measures to relieve pain including anal-
gesics and relaxation techniques. When such measures 
failed to provide relief, interviewees considered seeking 
medical care.

The decision to use the self‑referral pathway
As seen in Table  2, decisions to use self-referral rather 
than provider referral were driven by several factors, 
including knowledge of the direct access program, 
patients’ attitudes toward and beliefs about treatment, 
and previous experiences with physical therapy.

Most interviewees selecting to self-refer to physical 
therapy knew about it through announcements and flyers 
distributed throughout the health system. Others learned 
about it from their coworkers. It was clear that these 
interviewees understood they could self-refer to physi-
cal therapy without seeing a physician first. However, two 
interviewees mentioned that knowing about the program 
resulted from being redirected to physical therapy when 
physician care was inaccessible, and they were in need for 
urgent medical interference because of severe pain. An 
example quote appears in Table 2.

Another broad theme that emerged among self-
referral patients was their attitudes toward and beliefs 
about treatment. Four subthemes emerged: openness to 
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Fig. 1 Distribution of participants occupation and their choice of treatment pathway

Table 1 Summary of the sociodemographic characteristics of patients who used the provider referral and the self-referral pathways

Note: Income percentages for the self-referral group do not sum to 100 because of a missing value
a Age is a continuous variable; the values shown are means and standard deviations

† Mann-Whitney U test

‡ Fisher’s exact test

Variable Choice of Treatment Pathway P value

Provider Referral Pathway Patients 
(n = 17)

Self‑Referral Pathway Patients (n = 15)

n (%) n (%)

Age a 48 (12) 51 (10) 0.306†

Gender 0.658‡

Female 13 (76) 13 (87)

Male 4 (24) 2 (13)

Education Attainment 0.324‡

Completed some high school 0 1 (7)

High school graduate 3 (18) 2 (13)

Associate’s degree 7 (41) 2 (13)

Bachelor’s degree 5 (29) 7 (47)

Master’s degree 2 (12) 3 (20)

Race/Ethnicity 0.402‡

White 12 (71) 13 (87)

Black or African American 5 (29) 2 (13)

Hispanic or Latino 0 0

Annual Household Income 0.885‡

Less than $24,999 1 (6) 0

$25,000 to $49,999 4 (24) 2 (14)

$50,000 to $99,999 8 (47) 8 (57)

$100,000 or more 4 (24) 4 (29)
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alternative therapies, beliefs about medications and sur-
gery, expectations of physicians’ treatment recommenda-
tions, and preference for lower-cost options. Quotations 
supporting these sub-themes appear in Table 2.

In general, patients have plenty of options for treatment 
of musculoskeletal complaints, and most self-referred 
interviewees displayed openness to a wide variety of 
alternative treatments and interventions. In conjunction 
with using medications, interviewees talked about exper-
imenting with different modalities and providers includ-
ing chiropractic care, massage therapy, and yoga to find 
out what works for them before seeking physical therapy.

More than half of the self-referred interviewees com-
plained of chronic musculoskeletal pain; half of those 
had consulted physicians previously, which in most cases 
resulted in medication prescription (e.g., non-steroidal 
anti-inflammatory drugs). Some interviewees used these 
medications every time they had a flare-up; others relied 
on over-the-counter painkillers. Regardless of the medi-
cations involved, most interviewees expressed aversion 
to their use. For some interviewees, this aversion was 
due to experience, perceiving medications as ineffec-
tive in controlling their pain or offering long-term relief. 
Conversely, several interviewees acknowledged that 
pharmacological treatments were a moderately effective 
means of controlling their pain yet had concerns over 
their sustainability in terms of long-term and short-term 
side effects. This compelled them to reconsider frequent 

use of medications and pursue alternative treatment 
approaches. For some interviewees, it was clear that 
although pharmacological treatments could play a role 
in controlling pain, they do not offer what they want, 
specifically addressing the root cause of the problem 
rather than masking the symptoms. A few interviewees 
expressed concerns about needing surgery to control 
their pain. Awareness about the risks and complications 
inherent in surgical procedures drove them to seek physi-
cal therapy as a preventative measure.

Furthermore, several interviewees who self-referred to 
physical therapy anticipated how their treatment would 
unfold if they consulted a physician first. Some expected 
their physician to recommend physical therapy, and 
therefore self-referring to physical therapy was a shorter 
route to care. Others feared that physician consultation 
would result in medication prescription, which did not 
align with their beliefs about medications, and thus they 
decided to bypass the middleman and access physical 
therapy directly. One interviewee talked about her ability 
to self-diagnose and distinguish chronic pain from pain 
resulting from an injury or that would require surgery. 
She was confident that physical therapy would be recom-
mended and therefore decided to seek physical therapy 
first. Among interviewees in this group, the cost asso-
ciated with consulting a physician first was a driver for 
bypassing physician care and seeking the less costly and 
effective direct treatment pathway.

Table 2 Major themes and sub-themes for interviews with self-referral participants (n = 15)

Theme1: Knowledge of the Direct Access Program
“So, I ran into [a physical therapist]. She was in the break room the morning I was hurting so severely, and she told me to try physical therapy first to see if that 
would help it, and if not, they would recommend maybe a physician for me to see. At that point I figured anything would help. I felt like especially the hands on 
would break it because it felt like a trigger point area. I figured that was the best route to go before pursuing the surgeons or sports medicine physicians here.” 
(3)

Theme 2: Patients’ Attitudes and Beliefs Towards Treatment
Sub-Theme 1: Openness to Alternative Therapies
“I’ve been a nurse for almost 40 years, so I’m into kind of treating myself and I think that other modalities may work first. Like heat therapy, maybe doing yoga, 
doing self-care treatments first.” (23)

Sub-Theme 2: Beliefs About Medications and Surgery
“The medication that I take for this [shoulder pain], because they’re not every day, makes me kind of sleepy and dull and that’s difficult to work, so I started 
exploring other options.” (15)
“I wanted something that would fix it, as opposed to just tolerating it.” (7)

Sub-Theme 3: Expectation of Physician Treatment Recommendation
“So one of the reasons why I didn’t go to a physician first is just because if my pain was the result of an injury, I fell, or I was in an accident, I feel like you need the 
reassurance of a physician to make sure that there’s nothing broken, or that would need surgery, or something like that, but if you’re just having chronic pain 
that’s been coming on for a long time, my hip hurts, my knee hurts, I feel like physical therapy and exercise is most often what the treatment that’s going to be 
recommended, so I just went there first.” (27)

Sub-Theme 4: Preference for Lower Cost Options
“Well, I’m not going to go to the orthopedic doctor if I can go to therapy. Bypass that $50 co-pay at orthopedics and go on to therapy and see if they can help” 
(32)

Theme 3: Resonant Prior Experience with Physical Therapy
“Just due to my past experience with the results that I had with physical therapy once [a physical therapist] saw me for my lower back I went on my way. Then, 
I guess it was something earlier this year. I called [him] up and said, ‘I can curl, but I can’t push’. He said, ‘It sounds like a cervical issue.’ He treated me and did a 
great job on that.” (6)



Page 6 of 10Alshareef et al. BMC Health Services Research           (2023) 23:80 

The third major theme interviewees discussed was 
the positive experiences they had with physical therapy. 
These experiences installed a belief about the efficacy of 
physical therapy in treating musculoskeletal complaints 
and substantially influenced interviewees’ choice to 
seek physical therapy directly for their new complaint. 
For these interviewees, an existing satisfactory relation-
ship with physical therapy encouraged them to make an 
active choice and resort to physical therapy upon expe-
riencing a recurrent or new pain. Other interviewees 
decisions to self-refer came from having clinical knowl-
edge of physical therapy scope of practice—mainly due to 
being healthcare professionals—and from being exposed 
to their own patients’ experience with physical therapy. 
Many interviewees also talked about their co-workers’ 
experiences with physical therapy (indirect experience) 
and how it influenced them to bypass physician care and 
seek physical therapy for their musculoskeletal com-
plaints. Quotations show in Table 2.

The decision to use the provider referral pathway
As seen in Table 3, decisions to use the provider referral 
pathway were driven by lack of knowledge of the direct 
access program, patients’ attitudes and beliefs toward 
treatment and illness, and necessary physician care.

One often cited theme to emerge from the provider 
referral patients was lack of awareness of the direct access 
program. Following a referral, patients were informed 
about the program either by their physicians or from 
accessing the physical therapy practice. While most 
lacked knowledge about the program, a few interviewees 

demonstrated knowledge yet still sought care through the 
provider referral pathway. For some, this was because they 
failed to recall the program when deciding to seek medical 
care for their complaint. Others lacked clarity about how 
the program was administered and had misconceptions 
about how the program worked. For instance, some inter-
viewees assumed that a physician referral was required to 
receive physical therapy treatments and for insurance to 
cover the cost of their visits. Other interviewees, who had 
previously participated in the program but still opted for 
care through the provider referral pathway, demonstrated 
a lack of awareness of the ability to go straight to physi-
cal therapy. For these patients, previous participation did 
not create an understanding of their ability to self-refer to 
physical therapy for a new complaint. An example quote 
appears in Table 3.

Another broad theme that emerged among the pro-
vider referral was their attitudes and beliefs toward 
treatment and illness. Four subthemes emerged: lack 
of consideration of physical therapy regardless of past 
experience, preference for pharmacological treatments, 
need for physician reassurance, and coincidental discus-
sion. Quotations supporting these sub-themes appear in 
Table 3.

Some interviewees who selected the provider referral 
pathway, despite prior experience, revealed that it had 
not occurred to them to consider physical therapy as a 
treatment option upon deciding to seek medical care. 
Other interviewees had a strong preference for phar-
macological treatments, which they believed would 
provide them with an immediate solution to controlling 

Table 3 Major themes and sub-themes for interviews with provider referral participants (n = 17)

Theme1: Lack of Knowledge of the Direct Access Program
“He′s the one [physician] that suggested I try this program [MSK program]. I didn’t know anything about it, and I was like, “Yeah, $20, that’s good. “ (14)

Theme 2: Patients’ Attitudes Toward and Beliefs about Treatment and Illness
Sub-Theme 1: Lack of Consideration of Physical Therapy Regardless of Past Experience
“I don’t know. I just didn’t think about that. I really didn’t. I didn’t think physical therapy was going to help me. Because it was something, I thought I had to live 
with. I never thought about it, really. I didn’t want to kind of miss things and I really didn’t think about physical therapy during that part.” (28)

Sub-Theme 2: Preference for Pharmacological Treatments
“I was trying to find a quick release for the pain, instead of thinking that it was going to go away, like maybe a shot or something. I think I was looking for a 
quick relief when I knew it was going to take longer then, I wanted it to be over with.” (17)

Sub-Theme 3: Need for Physician Reassurance
“I wanted to make sure that there wasn’t anything structurally wrong or that there wasn’t an actual injury before starting physical therapy. I wanted the opin-
ion of a medical doctor before I started seeking other professional consults. I didn’t want to postpone getting to the real root of the cause. If that was the case, 
why go to physical therapy before going to a medical doctor. I wanted to make sure that there wasn’t anything physically wrong with my shoulders.” (4)

Sub-Theme 4: Coincidental Discussion
“It was more of a convenience thing as well because I knew I had the appointment for my annual physical. I knew that if there was something that needed to 
be done, then he could get the ball rolling” (25)

Theme 3: Necessary Physician Care
“I don’t know, like I lifted something wrong or bent wrong, something along those lines. The sciatic issues that I had I had never treated medically. It was just 
some strengthening that relieved my problems. It probably happened two times before, not severe though. Over the next several days up until that Wednesday 
night that I worked I noticed my leg was starting to get painful, the sciatic type pain, the pain was just getting so severe that I ended up going to [emergency 
care] to see if they could do something for me.” (2)
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pain. Also, a few interviewees perceptions of medication 
appeared to influence their preference; for instance, one 
interviewee, a nurse, referred to a steroid medication 
as a conservative treatment and preferred it over physi-
cal therapy despite positive experience. In contrast, two 
interviewees whose physicians suggested pharmaco-
logical treatments as first-line solutions reported strong 
aversion toward them. One interviewee spoke about her 
inclination to treat the cause of the problem rather than 
alleviate the symptoms. The other rejected the idea of 
being dependent on medications as a means to achieve 
relief. These interviewees reported that referral to phys-
ical therapy resulted from explicitly asking their physi-
cian to suggest an alternative treatment approach.

Moreover, interviewees using the provider referral 
pathway perceived physicians as experts who can make 
an informed clinical judgment and offer expert care. 
Although most of these interviewees were health-
care professionals who knew about the role of physi-
cal therapy, they clearly regarded physical therapists 
as non-specialists who would be unable to identify the 
root cause of the problem. This perception reflected 
their need for physician reassurance, particularly when 
they had concerns surrounding their illness and/or 
treatment such as the presence of a serious injury or 
an underlying medical condition. For these interview-
ees, physician care was the only route to gain reas-
surance and reach an appropriate treatment decision. 
Physician reassurance was also important in verifying 
whether physical therapy was the only available treat-
ment option, particularly when a previous experience 
with physical therapy for the same pain was perceived 
as unhelpful or yielding only temporary results.

Although the provider referral interviewees described 
their pain as impairing their usual daily activities (e.g., “I 
could hardly even stand up” (10), “my mobility was lim-
ited” (25), they did not discuss their pain with a physician 
until they visited for different, unrelated complaint. It was 
then that they were referred to physical therapy. Some 
interviewees cited convenience of access as a reason 
for waiting on discussing their pain during their annual 
checkup. Others talked about their ability to tolerate pain 
and go on with life without seeking medical interference 
especially when it was of a bearable intensity.

The third major theme interviewees discussed was 
necessary physician care. A few interviewees sought 
physician care when they experienced a health crisis 
that dictated urgent medical attention. For instance, 
one interviewee spoke about his neuromuscular pain 
and how it would normally resolve itself within a mat-
ter of days without any medical interference; how-
ever, upon experiencing a sudden bout of intense 
pain, he was obliged to seek immediate care. Another 

interviewee also stated that her inability to recognize 
or pinpoint the cause of the pain or condition led 
her to seek physician care first. Quotations show in 
Table 3.

Discussion
This study has provided insights into the underly-
ing factors that affect the choice of treatment path-
way (usual care vs. self-referral) for physical therapy 
among healthcare workers. Based on the major themes 
observed, a conceptual framework showing the major 
factors influencing patients selecting self-referral and 
provider referral is shown in Fig. 2.

In this study, although self-referral to physical ther-
apy was supported through a reduction in co-pay-
ments, its effects appear limited given the 10–15% 
participation rate [8]. we have found that patients’ deci-
sions to self-refer rather than consult a medical pro-
vider were driven by an interplay between knowledge 
of the self-referral program, resonant prior experi-
ence with physical therapy, and patients’ attitudes and 
beliefs toward treatment. Knowledge of the program, 
especially knowledge of the ability to self-refer, was a 
major factor for why patients stated they did so. Con-
sistent with previous research, in our study knowledge 
was a fundamental factor influencing contact initiation; 
lack of knowledge hinders autonomous behavior [13, 
28, 29]. For instance, misconceptions surrounding the 
administration of the program and insurance coverage 
resulted in some patients seeking the provider referral 
pathway despite knowledge of the program. Moreo-
ver, some patients who had previously participated in 
the program did not consider self-referring to physical 
therapy initially and took the provider referral pathway 
for their new complaint. When questioned, patients 
reported a lack of knowledge of the ability to self-refer. 
This suggests that patients knowledge of the existence 
of the program does not necessarily translate into their 
understanding that the program allows self-referral to 
physical therapy. If patients’ uptake of the self-referral 
pathway is to be encouraged, developing effective com-
munication strategies about patients’ ability to self-
refer and how access can be achieved is of paramount.

Another strong determinant of the choice of the self-
referral pathway was patients experience with physical 
therapy, in line with previous studies [13, 14]. Inter-
estingly, however, our study revealed that some pro-
vider-referred patients had experience with physical 
therapy yet still sought physician care first. It could be, 
as proposed by other authors, that participants were 
not exposed to all physical therapy aspects resulting in 
insufficient overall knowledge [16]. A further reason for 
this finding could be that these patients past physical 
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therapy experience was not relevant enough to encour-
age them to think about physical therapy for their cur-
rent musculoskeletal complaint. It should be noted that 
provider-referred patients only talked about their pre-
vious physical therapy experience when they were spe-
cifically asked about it, unlike the self-referred patients 
who spoke about it spontaneously in the interviews.

Another factor influencing the selection of self-refer-
ral or provider-referral to physical therapy was attitudes 
toward and beliefs about treatment, in line with previous 
work [16]. Self-referral patients held beliefs that physi-
cal therapy and other active treatments could help in 
relieving their pain. While it is known that self-referred 
patients tend to display autonomous and proactive 
behavior [15, 16], we have found that this is likely related 
to their self-expressed aversion toward medications and 
the desire to treat the root cause of the problem rather 
than the symptoms.

However, it should be pointed out that some self-
referred patients had previously received assurances 
from a physician that physical therapy could assist with 
their pain, so their behavior to access physical therapy at 
a later point in time was not completely autonomous. In 
contrast, those selecting the provider referral pathway 
showed a preference for physician-focused diagnosis and 
treatment. Specifically, they had a desire for pharmaco-
logical treatments because these treatments offered a 

spontaneous solution to their pain. Although prescribed 
medications have potential benefits in managing mus-
culoskeletal complaints, it has been shown they may be 
associated with a broad spectrum of adverse effects on 
the gastrointestinal, cardiovascular, cerebrovascular, and 
renal systems [30–32].

The provider-referred patients in this study knew about 
the role of physical therapy in pain management yet they 
still chose to see a physician first. This is because they 
believed that physicians were more qualified to make 
medical judgments than physical therapists. While this 
finding is perhaps understandable it shows that patients 
acceptance of physical therapist appropriateness to make 
medical decisions presents a unique challenge that needs 
to be addressed. Given the provider referral treatment 
pathway implications on costs and healthcare utilization 
[33], strategies aimed at reshaping beliefs about the role 
of physical therapy, raising awareness of PT,and increas-
ing confidence in its effectiveness both directly to the 
public and through partnerships with physicians, will be 
vital.

Limitations, and implications for future research
This study should be interpreted within the limitations 
of the design. First, South Carolina does allow direct 
access to physical therapy (with some provisions); and 
the results may not apply to states with more restrictions 

Fig. 2 Conceptual model of patients’ choice of treatment pathway
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on direct access. Recruitment involved self-selection, 
so patients who chose not to participate might have dif-
ferent reasons underlying their choice of pathway than 
the interviewed population. While the large female 
bias of the sample represented the demographics of the 
employer with an incentivized self-referral; a study of a 
more general population might generate different results. 
Finally, the interviews reflect the perspectives of health-
care workers of one health system in one metropolitan 
area within the southeastern U.S., which may limit gener-
alizability to other settings.

Conclusion
Healthcare workers with musculoskeletal complaints 
interviewed in this study based their choice of self- or 
provider referral pathway on their knowledge of the pro-
gram, most importantly ability to self-refer, prior experi-
ences with physical therapy, and their attitudes toward 
and beliefs about musculoskeletal medical treatment. 
Knowledge alone about physical therapy as a musculo-
skeletal complaint treatment option did not appear to 
influence healthcare workers’ choice of treatment path-
way. Self-referred patients made conscious choices, 
attaching greater importance to their previous experience 
with physical therapy, while provider-referred patients’ 
choices were mainly determined by their attitudes and 
beliefs toward treatment and illness. The results of this 
study can be utilized to inform and guide policy mak-
ers efforts aimed at changing patients’ behaviors toward 
using physical therapy as a first-line approach for treating 
and managing their pain. It also provides physical thera-
pists and health plan administrators with an understand-
ing of how to empower patients to adopt autonomous 
health-seeking behaviors.
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