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REVIEW

The Role of Physiotherapists in Multi-professional Primary
Care: Lessons for Japan

Stephen PECKHAM, MA (Econ) HonMFPH

Centre for Health Services Studies, University of Kent, United Kingdom

ABSTRACT. Japan’s primary care system is evolving from a specialist-dominated model to one incorporat-
ing board-certified family physicians and generalist training pathways. However, the system remains frag-
mented, with limited integration of multi-professional teams. Primary care due to legal and systemic barriers,
including the requirement for physician referrals and limited training for autonomous practice. Drawing on
international evidence, this paper examines the potential role of physiotherapists as first-contact practitioners
(FCPs) and advanced practice physiotherapists (APPs) within Japan’s evolving primary care system, with
particular attention to system integration, workforce capacity, and care for musculoskeletal and chronic condi-
tions. Studies demonstrate improved clinical outcomes, patient satisfaction, operational efficiency, and cost-
effectiveness with physiotherapy-led models. FCPs reduce physician workload, medication use, and diagnostic
imaging, while enhancing patient self-management and adherence to guidelines. However, challenges such as
role ambiguity, diagnostic uncertainty, and inadequate funding hinder effective integration. Addressing these
barriers requires legislative reform, comprehensive training, role clarity, and improved inter-professional
collaboration. For Japan, embedding physiotherapists in multidisciplinary primary health care could support
integrated community care, addressing the needs of an aging population and fragmented services. This tran-
sition necessitates redefining physiotherapy roles, expanding the scope of practice, and aligning with chronic
care models. Coordinated policy initiatives on funding, training, and regulation are essential to develop
multi-professional primary care teams and optimize patient outcomes. Lessons from international models
provide valuable insights for advancing physiotherapy’s role in Japan’s primary care system.
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Introduction

Changing the skill mix of the primary care workforce
has been proposed as a means of addressing the increasing
public demand for primary care services, particularly in the
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context of an aging population and increasing numbers of
people with long-term conditions. More generally, larger
primary care multi-professional teams have been seen as a
way of expanding the primary care workforce, especially
where there are problems of primary care physician recruit-
ment and retention”. Skill mix is also seen as contributing
to more responsive services, quality improvement, cost con-
tainment, and technological innovation*”. As such, given
Japan’s developing primary care system, it is worth consider-
ing whether focusing primarily on small physician-led mod-
els or wider multi-professional models provides a potential
pathway for meeting the increasing need for such services.
While increasing skill mix in primary care is a com-
mon feature internationally, the introduction of changes in
skill mix in primary care settings is influenced by a range
of contextual, political, social, and economic factors rele-
vant to each individual health system. However, universally
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developing approaches to skill mix, alongside introducing
changes in service delivery and organization, are consid-
ered appropriate and useful to support the provision of more
accessible and responsive services—for example, increasing
the number of appointments offered to patients and introduc-
ing new roles in primary care, as proposed in schemes in the
United Kingdom (UK) and other countries”. The range of
additional roles is varied and can include extended nursing
roles, pharmacists, community and social support workers,
and physiotherapists. This paper specifically examines the
inclusion of physiotherapists (usually called physical ther-
apists in Japan) acting as first-contact practitioners (FCPs)
or providing physiotherapy within primary care practice to
patients referred to them within the practice group and what
their role might be within the Japanese health care system
as it develops a more universal and comprehensive primary
care sector.

This paper argues that embedding physiotherapists
within multidisciplinary primary care teams represents a
feasible and potentially high-value strategy for addressing
fragmentation, workforce pressures, and unmet rehabilita-
tion needs in Japan. By examining international evidence
on first-contact and advanced practice physiotherapy (APP),
the paper assesses the implications for training, regulation,
and funding within Japan’s developing primary care system.
The first section provides an overview of Japanese primary
care to set the wider context. This is followed by a summary
of the international evidence and analysis of the contem-
porary practice of physiotherapy in primary care settings.
The aim is to provide a broad assessment of key aspects of
practice, such as clinical outcomes, patient experience, and
operational aspects of provision. The paper then concludes
with a section that examines key barriers and facilitators for
developing physiotherapy in primary care and the relevance
of this for developing the role of physiotherapy as part of
future developments in Japanese primary care.

Primary Care in Japan

Unlike Europe and North America, where primary care
systems are well established with family physicians playing
a central role, Japan’s health system has historically evolved
without a formalized, gatekeeping primary care structure,
which has implications for continuity of care, coordination
across providers, and the organization of the primary care
workforce”. In an aging society, the increase in multimor-
bidity presents a challenge, as it can lead to fragmented care
due to the specialization of medical services”®. Primary care
in Japan is predominantly provided by physicians, but the
system is only slowly evolving from a model where spe-
cialists handle most cases to one with a growing number of
board-certified family physicians”. Family medicine in Japan
has been described as being an immature specialty, which
is quite unusual for a developed country'’. It was only in
2010 that the Japan Primary Care Association (JPCA) was

established to promote the practice of primary care. It pro-
vides continuous professional development and has become
the recognized certifying body for primary care physicians,
supporting the expansion of generalist training. More recently,
reforms have focused on integrating generalist training path-
ways through the creation of a national specialty framework
overseen by the Japanese Medical Specialty Board (JMSB),
which has established certification criteria for the discipline
of General Practice Specialist. The JPCA is now bringing its
training and formal academic certifications to integrate with
the JMSB general practice pathway.

Family physicians constitute less than 1% of all phy-
sicians, and primary care provision is fragmented, pro-
vided by a range of specialist practitioners, and delivered
by mostly private, community-based clinics and small
hospitals. In Japan, physicians are free to open their own
practices regardless of their specialty or location™'"”. Fund-
ing for health care in Japan is primarily through its national
health insurance scheme, and payments for primary care
are based on a complex national fee-for-service schedule,
which includes financial incentives for coordinating the
care of patients with chronic diseases (known as Continu-
ous Care Fees) and for team-based ambulatory and home
care, but does not specifically designate family medicine
separately. The schedule, set by the government, includes
both primary and specialist services and has common prices
for defined services, such as consultations, examinations,
laboratory tests, imaging tests, and defined chronic disease
management. Unlike many other countries, Japan’s health
system does not designate clinics as “general practice clin-
ics,” and there is not an official registry of general prac-
tice clinics tied to generalist certification—the designation
is a medical specialism of the physician, not the clinic. In
total, there are over 100000 clinics, of which some 83% are
privately owned, with about 95% designated as providing
“outpatient care” (i.e., no inpatient beds) and classified by
medical specialty, such as obstetric care, internal medicine,
pediatrics, and gastroenterology”. Clinic staffing in Japan
is highly skewed toward very small practices, with median
staffing reflecting single-physician models in approximately
70%—75% of clinics, predominantly not registered as a pri-
mary care physicians, with the support of between 1 and 2
nurses”'”.

Other professionals in primary care include nurses,
pharmacists, dentists, and physiotherapists, with the JPCA
leading the development of the specialty and its training pro-
grams, providing, for example, primary care nurse certifica-
tion in 2019. Some larger older clinics employ dispensing
pharmacists, and larger clinics may have other healthcare
professionals to provide services such as radiography or
", Currently, phys-
iotherapists in Japan practicing within the national health
insurance program provide physical therapy primarily
within hospital settings (ca. 60% of all physiotherapists) or
in other orthopedic, rehabilitation or pain clinics to provide

social workers in mental health clinics
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rehabilitation, exercise therapy, and mobility training. This
can be with family physician oversight, but less than 10% of
physiotherapists work in primary care clinics'.

Physiotherapists cannot provide physical therapy inter-
ventions to patients/users without the direction of an attend-
ing physician, and so in primary care settings, they currently
cannot function as FCPs. Unlike many other countries, their
practice scope is restricted by legislation, and training for
autonomous practice is not provided. As a result, an appro-
priate role for physiotherapists in primary care has not been
established despite the potential benefits and a growing need
for physical therapy among patients'”. The reasons for this
are complex and relate to the way physiotherapists are reg-
ulated in Japan and to the formal structure of primary care
and first-contact services.

The Role of the Physiotherapist in Primary Care

Internationally, there is a growing evidence base
supporting the inclusion of physiotherapists in multidis-
ciplinary primary care teams providing first-contact phys-
iotherapy (FCP-also known as direct access physiotherapy
[DAPT]) and APP. There is growing evidence of improved
effectiveness across 4 areas of outcomes, such as clinical
outcomes, patient experience, operational efficiency (sys-
temic impact), and economic efficacy. Examples include
improved management of patients with chronic diseases,
increased patient satisfaction, and better outcomes for mus-
culoskeletal (MSK) conditions regarding disabilitie''.
Other benefits include fewer consultations with their fam-
ily physician, reduced healthcare costs, lower medication
and imaging use, and better quality of life than for patients
seeing a physician first'*". APP models also demonstrate
positive results in efficiency, cost, and patient satisfaction.

First-contact physiotherapists are expert physiothera-
pists who undertake the first patient consultation in a pri-
mary care setting; while predominantly for MSK, their role
includes rehabilitation and support for people with chronic
health conditions. FCP is an emerging model of care where
the specialist physiotherapist, located within or associated
with general practice, performs the initial patient assessment,
diagnosis, and management™. The fundamental characteris-
tic of the FCP role is the ability to provide direct access to
a physiotherapist without the need for a prior assessment or
referral from a physician'*.

APPs are those practitioners who have developed
their skills and knowledge in an area of practice through
clinical experience and postgraduate study and demon-
strated achievement of specific competencies™. APPs apply
in-depth, research-informed knowledge and skills to physio-
therapy assessment and care, understanding the person, their
context and the influences on their health to inform diag-
nosis, management, and prognosis. Advanced practitioners
may work in primary or secondary care settings. Physiother-
apists and other healthcare professionals can refer clients to

APPs when they need a clinical case review or advanced
assessment and management. A key role for APPs is to tri-
age cases referred to specialist clinics to ensure active reha-
bilitation options are appropriately explored prior to, or in
conjunction with, consideration of surgical or other more
specialist approaches.

Internationally, there is a growing evidence base that
supports the role of physiotherapists as primary assessors
for common aches and pains, offering a practical and finan-
cially expedient solution to mounting pressures within Jap-
anese primary care. The following discussion draws on this
evidence to highlight potential areas of benefit that support
the inclusion of physiotherapists in developing primary care
in Japan.

Clinical outcomes

Overall, moderate-quality evidence indicates that
first-contact physiotherapy achieves clinical outcomes com-
parable to, and in some domains superior to, physician-led
care for MSK conditions, particularly in functional status
and health-related quality of life"****”
consistently suggest that FCP can provide better outcomes
in terms of disability and quality of life for patients with
MSK disease compared to primary physician-led usual
medical care***”. While some studies have found no signif-
icant differences in pain reduction between FCP and usual
medical care, the evidence does suggest better clinical out-
comes in FCP patients related to function and health-related
quality of life. The magnitude of the differences observed
in disability and quality of life have been shown to be clin-
ically important. In their evaluation of the FCP model,
Stynes et al. showed that 54% of patients achieved a mini-
mal important change (6 points or more) on the MSK Health
Questionnaire at 3 months follow-up, meeting a predefined
. However, another study found similar
clinical improvements in disability and pain over 3 months
between the patients with acute low back pain (LBP) cared
for by family practitioners and those cared for by a phys-
iotherapist®™. Crucially though, the study found that phys-
iotherapists prescribed significantly fewer medications than
family physicians, suggesting the FCP model may offer a
path to reduce unnecessary resource use while maintaining
high-quality patient care.

Earlier data from a national evaluation in England
highlighted issues about the comparability of patient charac-
teristics between physiotherapist and family physician care,
with the latter appearing to handle more complex cases™.
However, in their later study of physiotherapy in 46 primary
care practices in England, Walsh and colleagues found that
FCP-led models of care for patients with MSK provided
safe, clinically effective patient management and reduced
opioid use in the cohort of patients surveyed, echoing the
findings of studies in other countries™*”. While there is clear
evidence of good outcomes when compared to family practi-
tioner care, some studies suggest that some physiotherapists

. Evidence reviews

success criterion
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experience diagnostic challenges, raising concerns about
missing serious pathology; Budtz and colleagues found
some physiotherapists lacked the ability to make correct
management decisions in critical medical categories™™.

Patient experience

In the UK, Goodwin and Hendrick found that fam-
ily physicians expressed high confidence in the FCPs’
competence and patients reported a positive experience
characterized by improved self-management and spe-
cialized advice™. This reflected the findings of an earlier
2012 Swedish study by Ludvigsson and Enthoven, which
found that 80% of the patients who saw the physiothera-
pist reported complete satisfaction with the information
they received and their confidence in the physiotherapists’
competency to assess their problem™. The evidence from
reviews of physiotherapist-led care provides strong confir-
mation of high levels of patient satisfaction and effective
management of chronic conditions, particularly for LBP and
significantly higher compared to primary care physician-led
care™”. Studies have found that physiotherapists bring par-
ticular expertise in the management of chronic diseases and
MSK conditions within primary care settings™. Patients
report that physiotherapist-led primary care models for LBP
have helped improve their confidence in managing LBP and
ensure guideline-adherent care™. Patients appreciated that
the physiotherapist can develop a strong therapeutic alliance
by being genuine, present, and providing comprehensive,
thorough, and tailored care®. They also found that co-
location of the physiotherapist within the primary care site
was valued because it offered improved access and conve-
nience, leading to improved patient engagement.

System efficiency and costs

There is consistent evidence from studies in Europe,
North America, and Australasia that FCP and APP models
improve system efficiency by reducing demand on physician
time, lowering overall episode costs, and decreasing reliance
on pharmacological and diagnostic interventions for MSK
conditions. By enabling physiotherapists to function as pri-
mary assessors and managers of care, these models allow
a substantial proportion of patients to be managed entirely
within primary care, both relieving pressure on family phy-
sicians and reducing pressure on specialist services™**.

A 4-year evaluation of FCP implementation within
a UK primary care network demonstrated that 86.4% of
patients were managed without onward referral beyond pri-
mary care, indicating a substantial reduction in family physi-
cian workload™. Referral rates to orthopedics by FCPs were
comparable to, and in some cases lower than, those reported
for family physicians, suggesting that physiotherapists were
able to appropriately manage complexity and escalate care
when required”””. However, national evaluations in the
UK have also shown that the full potential of FCP to reduce
physician workload may be constrained by limited service

capacity, variable funding arrangements, and inconsistent
patient awareness of direct access pathways™*®. These find-
ings highlight the importance of adequate workforce plan-
ning and system-level support in realizing efficiency gains.
Comparable results have been observed internationally.
In a pragmatic cluster randomized controlled trial conducted
in French primary care, physiotherapists acting as FCPs for
patients with acute LBP prescribed significantly less med-
ication than family physicians while achieving compara-
*®_ Family physicians involved in the
task-sharing model reported high confidence in physiother-
apists’ diagnostic and management capabilities, and the
model was perceived as a promising strategy for address-
ing workforce shortages in MSK care™. Systematic reviews
similarly report that patients managed through DAPT are
less likely to require follow-up consultations with physi-
cians and experience fewer referrals for specialist care™”.
Economic evaluations further support the efficiency
of FCP and APP models. Studies consistently demonstrate
lower average costs per episode of care for patients managed
by physiotherapists compared with physician-led usual care,
even when physiotherapy consultations are longer in dura-
tion®*”. Cost savings are largely attributable to reduced
prescribing—particularly of analgesics and opioids—Ilower
utilization of diagnostic imaging, and fewer referrals to
orthopedic and secondary care services””. For example,
Walsh et al. reported that overall NHS costs over a 6-month
follow-up period were approximately two and a half times
higher in physician-led care compared with FCP and APP
models, driven primarily by downstream resource use™.
Importantly, these efficiency and cost benefits do
not appear to be achieved at the expense of care quality
or safety. Rates of re-consultation for the same condition
are consistently lower among patients initially managed
by FCPs compared with those seen by family physicians,
and onward referral patterns suggest appropriate clinical
decision-making rather than under-referral.”*”. Moreover,
physiotherapy-led models are associated with greater adher-
ence to evidence-based guidelines, particularly those promot-
ing active management and self-management approaches for
MSK disorders, which may contribute to both improved out-
comes and reduced unnecessary healthcare utilization™*’.
Overall, the evidence indicates that FCP and APP mod-
els offer a cost-effective and system-efficient approach to
managing MSK and selected chronic conditions within pri-
mary care. For health systems facing workforce shortages
and increasing demand, these models provide a means of
improving productivity while maintaining high standards of
patient care—an issue of particular relevance for the future
development of primary care in Japan.

ble clinical outcomes

Implementation barriers and challenges

Despite strong international evidence supporting
the integration of physiotherapists into primary care, the
evidence also highlights that implementation has been
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constrained by 3 interrelated structural barriers: restricted
scope of practice, lack of role clarity within multidisci-
plinary teams, and misalignment between funding mech-
anisms and service delivery®***”. These constraints shape
secondary challenges frequently reported in the literature,
including high workload pressures, diagnostic uncertainty,
and weak interprofessional collaboration, which are better
understood as consequences of system design rather than
limitations of individual practitioners'***”. Having a clear
understanding of these challenges will be particularly
important for policymakers in considering how to take
forward primary care development in Japan. Importantly,
it also highlights the need to address not just structures of
service delivery but also the institutional and regulatory
frameworks for education and training, funding, and clin-
ical practice.

Addressing these barriers requires the development of
comprehensive education and training programs that extend
beyond profession-specific competencies. Training should
strengthen physiotherapists’ capabilities in evidence-based
practice, clinical reasoning, and decision-making under
uncertainty, while also supporting collaborative, team-based
models of care®. Education must be reoriented toward
empowering patients, promoting self-management, and
embedding person-centered consultation approaches within
routine practice™”. Strategies shown to mitigate diagnostic
uncertainty include the use of safety-netting, watchful wait-
ing, and structured escalation pathways, alongside oppor-
tunities for reflective practice and clinical supervision™*.
Access to both formal support mechanisms—such as men-
torship, debriefing, and management support—and informal
peer networks has been shown to reduce professional isola-
tion and improve clinician confidence®*”. This has import-
ant implications for the development of practice in Japan,
given the current fragmentation of services and reliance on
small private practices. Evidence from the introduction of
APP roles in New Zealand further highlights the impor-
tance of nonacademic attributes, including professionalism,
empathy, and communication skills, alongside advanced
clinical training, suggesting that reforms in both physio-
therapy and medical education are likely to be required in
Japan™.

Inadequate funding arrangements and poorly aligned
payment mechanisms represent a further major barrier to
implementation™. Evidence from Australian private practice
highlights dissatisfaction with the limitations of the Medi-
care Chronic Disease Management program in supporting
sustained interprofessional collaborative practice™. More
broadly, successful integration of physiotherapists into pri-
mary care depends on funding models that explicitly rec-
ognize multidisciplinary service delivery, provide protected
time for collaboration, and incentivize appropriate referral
and case management™". For Japan, this may necessitate
revisions to the national health insurance scheme to support
defined rehabilitation service packages, introduce targeted

funding streams, or adopt payment mechanisms that reward
coordination and value-based care.

Clarifying professional roles and responsibilities
across the primary care team is repeatedly identified as a
critical enabler of successful integration®”. Clear delinea-
tion between generalist, advanced practice, and special-
ist physiotherapy roles is essential to avoid role confusion
and underutilization of skills™. This should be supported
by explicit referral pathways, agreed scopes of practice,
and shared clinical governance arrangements. Professional
advocacy and strong organizational leadership are also nec-
essary to raise awareness among policymakers and secure
political support for expanded roles, with greater partici-
pation of physiotherapists in policy development processes
identified as a key facilitator™. Strengthening intra- and
interprofessional collaboration requires deliberate invest-
ment in communication structures, shared learning oppor-
tunities, and team-based working practices within primary
care, which are still to be developed in Japan™.

Additional facilitators of integration relate to tech-
nology, workflow design, and clinical approach. Secure,
interoperable digital communication systems are essential to
support effective interprofessional collaborative practice and
ensure timely information exchange across providers™*.
Supporting infrastructure—such as national quality regis-
ters, surveillance systems, and integrated electronic health
records—can further enhance coordination and accountabil-
ity™. It will also require significant changes to the organiza-
tion and structure of Japanese primary care services, which
currently operate as independent clinics. Locating FCP
services within or alongside family physician practices has
been shown to improve communication, trust, and engage-
ment among professionals and patients*"”. Finally, phys-
iotherapists must adopt a biopsychosocial approach to care,
supported by appropriate physical space, workflow design,
and staff rotation strategies that facilitate familiarity with

diverse clinical environments and patient populations™.

Developing Physiotherapy in Japanese
Primary Care

Lessons from the development of primary care-based
physiotherapy in other countries will therefore require both
a reassessment of how primary care will develop and the
role of physiotherapists. The future development of primary
care in Japan requires physiotherapists to fundamentally
redefine their role, shifting from a primarily hospital-based,
specialized rehabilitation model to one that is integrated,
community-focused, and autonomous". This expansion is
necessary to address the country’s aging population, frag-
mented medical services, and the narrow scope of practice
often seen among primary care physicians”. The environ-
ment and expectations for physiotherapists in Japan are
significantly different from other developed healthcare sys-
tems from which the majority of evidence supporting their
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inclusion in primary care teams has been drawn. This dis-
tinct difference is due to 3 broad historical and structural
factors: systemic restriction, views about the role of physio-
therapists, and underdeveloped primary care infrastructure.

Currently, the involvement of Japanese physiother-
apists in public health is limited by legal restrictions and
primarily confined to individual rehabilitation under a
physician’s direction. For physiotherapists to significantly
develop within primary care, this legal and professional
scope must be expanded to serve broader community health
goals". In Japan, physiotherapists can only accept patients
who are referred to them by registered doctors, and as a
result, training for autonomous practice is generally not pro-
vided. The requirement in Japanese legislation for patients
to obtain referrals from registered doctors before consult-
ing physiotherapists presents a significant barrier to first-
point-of-contact care by physiotherapists. As legislation also
defines the scope of practice of physiotherapists, this also
places restrictions on advanced practice. The medical sys-
tem is also highly fragmented, lacking a centralized patient
registration scheme, which impedes practice continuity.

This statutory structure has influenced why primary
care physicians view physiotherapists as specialists focused
on physical structure and rehabilitation within a mono-
causal viewpoint'”. Physicians viewed physiotherapists
as specialists in physical structural aspects (like muscle
strength and joint range of motion) and action capabili-
ties (like walking). The physiotherapist’s role is defined as
achieving a specific and well-defined outcome for the indi-
vidual, such as increasing the walking function of inpatients
to help them return home on foot". This traditional role has
developed through the adaptation of physiotherapy practice
to the hospital environment, often defined by a short clinical
course for improvement or maintenance, coinciding with the
limited hospitalization period specified under Japan’s flat-
fee payment system for acute inpatient care. This hospital-
oriented view of physiotherapy reflects the dominance
of such provision. In 2019, physiotherapy employment in
Japan remained institutionally concentrated, with the major-
ity of practitioners based in hospital settings (59%), fol-
lowed by homes (18%), nursing homes (9%), and clinics
(8%)". Consistent with the historical organization of the
Japanese health system, hospitals continue to play a sub-
stantial role in outpatient care, delivering both primary- and
secondary-level services. National estimates suggest that
roughly one-third of outpatient encounters occur in hospital
settings rather than clinics”.

However, this “traditional” view about physiotherapy
practice did not seem to limit the views of primary care phy-
sicians about the future potential role of physiotherapists in
primary care settings'”. There was a clear expectation that
physiotherapists in primary care should adopt a broader, con-
tinuous role aligned with integrated community care (‘“Reha-
bilitation in integrated community care”). Given the growing
number of persons with complex and long-term health needs,

Japanese primary health care will need, like many health care
jurisdictions, to consider systems of care guided by chronic
care models, in which self-management is a key component
of optimizing health status and service delivery*™’. Allen et
al. argue that developing primary care models

... that use health workers trained in family medicine
and include multidisciplinary teams are the most likely
to be delivering the core functions of primary care and
are best positioned to face the challenges of the future
compared with models based on independent practi-
tioners with limited family medicine training.” (p. 4)*”

However, attention also needs to be paid to avoiding
fragmentation, which can disrupt the holistic management
and continuity of care*”. As part of system reform, develop-
ing primary care and creating a clearer distinction between
primary care and hospital outpatients (including revision of
the payment system) has been suggested as a way to address
the changing epidemiological and demographic context of
health care in Japan®. Embedding physiotherapists in pub-
licly funded primary health care settings might be a cost-
effective and value-based strategy for providing more tai-
lored, comprehensive, holistic care, but will require revision
of the national health insurance scheme.

This strategy would enable physiotherapists to pro-
vide comprehensive care and self-management support
that is focused on promoting health and preventing disease,
screening and early detection, assessing and managing
chronic disease, and navigating the health system and man-
aging their patient caseload"**”. The evidence from research
in other countries suggests that physiotherapists engage in
collaborative practice with a diverse range of health profes-
sionals, including occupational therapists, physical train-
ers, nutritionists, orthotists, social workers, nurses, and, of
course, physicians'’. However, studies have also identified
integration barriers for physiotherapists, primarily due to a
misunderstanding of their roles by other primary care team
members highlighting the need to invest in training and
education within a multi-professional context™*”. The col-
laboration between physiotherapists and physicians can be
beneficial in optimizing the care provided to patients with
specific conditions, such as MSK, and LBP in particular, and
long-term conditions such as chronic obstructive pulmonary
disease"”. Similarly, collaboration within a larger primary
care team, comprising nurses, physicians, and occupational
therapists, ensures that a more comprehensive rehabilitation

approach provides benefits to patients*”.

Conclusions

Primary care-based first-contact physiotherapy models
consistently demonstrate clinical noninferiority compared
to traditional physician-led care for MSK disorders, pro-
viding equivalent or superior outcomes in terms of physical
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function and quality of life. They can result in a more effi-
cient use of healthcare resources by significantly reducing
the proportion of medication prescriptions—including opi-
oid derivatives—and decreasing the reliance on expensive
diagnostic imaging and specialist referrals. From an eco-
nomic perspective, FCP models are cost-effective when
compared to family physician-led care. Patients managed
under these systems report overwhelmingly positive experi-
ences, characterized by high satisfaction rates, significantly
shorter waiting times, and an enhanced sense of self-efficacy
in managing their own health.

However, the successful implementation of these roles
requires addressing persistent barriers to integration, such as
the lack of professional role clarity, insufficient knowledge
among family physicians regarding the full scope of physio-
therapy expertise, and the diagnostic uncertainty felt by cli-
nicians managing undifferentiated presentations. A cultural
shift is necessary to move away from fragmented “isolated
silos” toward integrated community-based care that supports
interprofessional collaborative practice. Standardized career
pathways and advanced certifications, such as those estab-
lished in New Zealand and the UK, are vital for clinician
retention and ensuring stakeholders have confidence in the
advanced clinical competencies of the workforce. Finally, in
countries with less mature primary care systems like Japan,
overcoming the traditional hospital-centric perception of
the physiotherapist as a technician focused solely on well-
defined functional outcomes is essential for transitioning to a
more holistic, integrated care model.
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