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ABSTRACT

Objectives The rising prevalence of musculoskeletal
disorders increases pressure on primary care services. In
France, patients with musculoskeletal disorders are referred
to physiotherapist (PT) by family physician (FP). To improve
access to musculoskeletal care, a new model of task sharing
and shifting is implemented between FPs and PTs for patients
with acute low back pain. This new model enables French PTs
to expand their usual scope of practice by receiving patients as
first-contact practitioner, diagnosing low back pain, prescribing
sick leave and analgesic medication. The aim of this study is
to investigate the acceptability of FPs and PTs regarding this
new model.

Design A cross-sectional survey design was used.
Acceptability was measured using a questionnaire on the
perception of the model and the perception of PTs’ skills
to manage low back pain. Descriptive analyses were
performed to compare results among participants.
Setting French FPs and PTs working in multidisciplinary
primary healthcare centres were invited to complete an
online survey.

Participants A total of 174 respondents completed the
survey (81 FPs and 85 PTs).

Results A majority of participants had a positive
perception of the task sharing and shifting model.

A majority of the participants were mostly or totally
favourable towards the implementation of the model (FPs:
n=46, 82% and PTs: n=40, 82%). The perceived level of
competencies of PTs to manage acute low back pain was
high. The confidence level of FPs was higher than that of
PTs regarding PTs’ ability to adequately diagnose low back
pain, refer patient to physiotherapy and prescribe sick
leave or analgesic medication.

Conclusion Based on this limited sample of participants,
there appears to be good acceptability of the task sharing
and shifting model for acute low back pain. Additional
studies are needed to better determine the factors
affecting the acceptability of such a model.

INTRODUCTION

Musculoskeletal disorders (MSD) are a common
reason for consulting in family practice or in
emergency departments.'™ The increasing
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= In France, a new model of task sharing and shifting
between family physicians and physiotherapists en-
ables physiotherapists to expand their usual scope
of practice for patients with acute low back pain.
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 visits to
emergency services and to improve quality of care.
This study aims to investigate family physicians and
physiotherapists’ acceptability of this new model.

WHAT THIS STUDY ADDS

= A majority of participants had a positive perception
of the model. The perceived level of competencies
of physiotherapists to manage acute low back pain
was high. A majority of the participants were mostly
or totally favourable towards the implementation of
the model.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE AND/OR POLICY

= Task sharing and shifting between family physicians
and physiotherapists is a promising strategy to ad-
dress primary healthcare workforce shortages for
the management of musculoskeletal disorders.

demand for healthcare services and ageing
population substantially increase the primary
care workload in France to a point of satura-
tion. In addition, workforces are unequally
divided up within the country. Non-optimal
resources allocation and reduced access to care
may lead to poorer quality of care.” Internation-
ally, many models of primary care delivery have
been proposed to promote healthcare team
approaches.” © Multidisciplinary task manage-
ment is a way to help facing the challenge of
access to primary care services, while main-
taining or even improving the quality of patient
care.” These models require interprofessional
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collaboration to improve patient functional outcomes,
professionals’ adherence to recommended practices and
the promotion of an efficient use of healthcare resources.
They are applicable for various health conditions including
MSDs.® ? This close collaboration between team members
can sometimes lead to an expansion of the professionals’
roles.” ' To this end, the scope of each professional role may
be redefined.!’ As an example, models of task sharing and
task shifting (TS/S) from family physicians to non-physician
professionals can partially solve the issue of medical work-
force sh01rt21ges.l2_15 TS/S involves the redistribution of
healthcare tasks within workforces and communities.'® Task
shifting occurs when a task is transferred or delegated, task
sharing occurs when tasks are completed collaboratively
between providers with different levels of trajning.17

In France, improving access to primary care is a health
policy priority. The reorganisation of primary care profes-
sionals is expected, especially by the implementation of new
models of collaborative practice including TS/S. In this
context, a new model of physiotherapy care for non-urgent
and regular MSD is being implemented.'® Within multidis-
ciplinary healthcare centres where family health teams are
working collaboratively, family physician are now able to
delegate consultations to physiotherapists for patients with
acute low back pain (LBP)." Eligible patients may consult
directly the physiotherapist instead of the family physician.
This model expands the usual scope of practice of French
physiotherapists, allowing them to deliver medical sick leave
certificates and prescribe certain analgesics. It is intended to
be deployed at a national level and could include other MSD
in the future.'”

Acceptability of this innovative model of care by all
stakeholders and clinicians is needed so that the model
can be successfully implemented.”” *' Acceptability is
influenced by the perceptions of roles and competen-
cies of the healthcare professionals.”” ** Internationally,
several studies have shown a positive perception of the
role and skills of physiotherapists by other primary care
professionals including family physicians who supported
their integration into primary care teams.”* ™ The aim of
this study is to investigate the acceptability of a new model
of care involving TS/S by family physicians and physio-
therapists working within multidisciplinary primary
healthcare centres of the Auvergne-Rhone-Alpes region
in France. The acceptability of this new model is docu-
mented through three subquestions: (1) How do family
physicians (FPs) and physiotherapists (PTs) perceive the
model? (2) What is the perception of physiotherapists’
competencies in managing acute LBP? (3) How do FPs
and PTs perceive the implementation of the model?

METHODS

Study design

This descriptive study used a cross-sectional survey design.
The survey was defined according to methodology paper
about survey research.”

Description of the TS/S model

The questionnaire referred to the legislative text
published in the French official journal which describes
the TS/S model as a protocol-based care.'” Patients aged
20-55 years with low back pain since less than 4 months
may consult directly the PT, without having to see the
physician first. They are redirected to the FP if red flags
are identified or in the case of a third episode within
the past 12 months. Shifted tasks from FP to PT are to
diagnose LBP, to prescribe analgesic medication, oral
non-steroidal inflammatory drugs, sick leave and to refer
patient to traditional physiotherapy when necessary. The
objectives of the model are to give physicians more time
to care for patients with more serious or complex patholo-
gies, to reduce delays and visits to emergency services and
to improve quality of care. FPs and PTs share a training
of 10 hours before implementation, can communicate
using an electronic platform and meet every 3 months
to make sure the care model runs smoothly. A graph-
ical description of the TS/S model is available in online
supplemental materials.

Target population

The target population was defined as FPs and PTs
working in multidisciplinary primary healthcare centres
in the Auvergne-Rhone-Alpes region in France. These
healthcare centres are group practices in which a team
of primary healthcare practitioners (FPs, PTs, nurses,
pharmacists, dentists...) are working together toward
the common goal of addressing the local population’s
care needs. The Auvergne-Rhone-Alpes region include
around 150 multidisciplinary primary healthcare centres.
All these centres with a membership to the Fédération des
Maisons de Santé de la région Auvergne-Rhone-Alpes (Femas
Aura) were contacted (n=94). In January 2021, an email
including a link to complete an online questionnaire was
sent to the 94 participating primary healthcare centres.
Coordinators forwarded the email to FPs and PTs of said
healthcare centres. The email detailed the purpose of this
study as well as the procedure to complete the survey. A
reminder email was sent 4 weeks after the initial invita-
tion. Finally, a third reminder was sent 2 weeks later and
the survey was closed at the end of March 2021. No iden-
tifying data were collected. The LimeSurvey web platform
was used to administer the survey, which is secured with a
data encryption protocol. Participants’ informed consent
was obtained prior to completion in accordance with the
French General Regulation for Data Protection.

Questionnaire development

The survey was developed based on the current avail-
able literature regarding acceptability of new models of
care for advanced practice PTs working in primary and
secondary care settings worldwide and previously devel-
oped by members of our team.”" * Literature about inter-
professional collaboration in primary care including PT
was also used in the development of the survey.* >
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The questionnaire included a total of 38 questions
divided in nine sections : (1) Demographic characteristics
of participants, (2) Characteristics of the primary health-
care centres, (3) Experience of respondents regarding
interprofessional collaboration, (4) Knowledge about
the TS/S models, (5) Perception and acceptability of the
TS/S model for acute LBP, (6) Perception of PTs skills
for the management of acute LBP, (7) Perception of the
barriers and facilitators to the implementation of the
model, (8) Ability to set up the model and (9) Perception
of the deployment of the model. The survey is available in
online supplemental materials.

The survey was preceded by a short text informing
the participant of the objectives of this survey. Informa-
tions about the model were provided at the beginning of
sections 4 and 5. The questionnaire used multiple choice
questions for the majority of questions, and 5-point or
6-point Likert scale response options. Open questions
were also used in the seventh section on barriers and facil-
itators to the implementation of the model.

The study protocol, methodology and survey were
reviewed by authors, two trained PTs (NP and FD) and
one FP (PG). The survey was pretested by one PT and
one FP working in multidisciplinary centres in order to
validate the questions understanding, ease of completion
and format of the survey. Both of them reported that the
questions were understandable and the survey format was
appropriate, but the questionnaire was too long. Modifi-
cations were done to shorten the survey after these tests.

Analyses

Raw data were exported into an Excel spreadsheet (Micro-
soft Redmond, Washington, USA). Descriptive analyses
were first conducted with calculations of frequency distri-
butions, means and SD. Results were graphically repre-
sented with centred bar plots. Statistical analyses and
graphical presentation of results were performed using
the R software (R Core Team, 2014).

This study is in line with the French general regulation
for data protection and was defined in accordance with
the methodological and ethical reference of the French
National Commission for Informatics and Liberty.

RESULTS

The response rate calculated per healthcare centre was
85%. A total of 174 respondents answered the survey; 102
participants fully completed the survey and 72 partici-
pants partially completed the survey.

Participants’ characteristics

Demographic characteristics of participants

Eighty-one participants (51%) were PTs and 85 (49%)
were FPs. Ninety-seven participants were women (56%),
and 77 were men (44%). The mean age of participants
was 40.3 years old (SD: 10.4). The mean duration of
experience within multidisciplinary healthcare centres
was 5.04 years (SD: 5.11). The participants worked in 80

multidisciplinary healthcare centres, spreading over the
12 departments of the Auvergne-Rhone-Alpes region.
Practice areas were represented as follows: rural area
(32%), semi-rural area (27%), urban peripheral area
(6%), urban area (24%) and mountain area (10%).

Previous experience with interprofessional collaboration

The majority of FPs and PTs reported to collaborate
either frequently (FPs: n=53, 68% and PTs: n=42, 55%) or
occasionally (FPs: n=19, 24% and PTs: n=27, 35%) during
the past 12 months. None of the participants reported to
have never collaborated with either FP or PT in the past
12 months.

Both types of providers reported to frequently refer
patient care to each other (FPs: n=64, 82% and PTs: n=36,
47%). Interprofessional collaboration activities were
frequently or occasionally conducted, including: discus-
sion about patients under common care (FPs: n=23, 29%
and PTs: n=32, 42%), meetings to discuss professional and
clinical practice issues (FPs: n=19, 24% and PTs: n=34,
45%) and conjoint care for patients (FPs: n=24, 31% and
PTs: n=33, 43%). Specific details about these activities are
available in online supplemental materials.

FPs and PTs’ perception of the model

Perception of the objectives of the TS/S model

Regarding the objectives of the TS/S model, participants
mostlyagreed thatitwould favour interprofessional collab-
oration (FPs: n=55, 98% and PTs: n=47, 96%), highlight
PTs’ skills (FPs: n=52, 96% and PTs: n=42, 89%), improve
quality of care (FPs: n=47, 89% and PTs: n=42, 88%) and
reduce risk of chronicity for patients with LBP (FPs: n=46,
90% and PTs: n=40, 98%) (figure 4). Compared with PTs,
alarger proportion of FPs disagreed that this TS/S model
would reduce their workload (FPs: n=18, 31% and PTs:
n=4, 9%) and would reduce emergency department visits
(FPs: n=13, 23% and PTs: n=5, 11%). Compared with
previous objectives, a larger proportion of both PTs and
FPs disagreed that the TS/S model could reduce wait
times for patients (FPs: n=20, 39% and PTs: n=16, 36%)
(figure 1).

Perception of the specific components of the TS/S model

The majority of PTs and FPs found that the patient’s inclu-
sion criteria for the model to be mostly or totally appro-
priate (figure 2). The majority of participants perceived
the redirection criteria as mostly or totally appropriate
(figure 3).

The outcome measures related to performance
(number of delegated consultations, redirection rate
and mean waiting time before consultation) were
considered as mostly or totally sufficient by the majority
of participants (figure 4). Most of the participants
considered the interprofessional training required
before the implementation of the model as mostly or
totally sufficient (figure 4). Compared with physio-
therapists, a larger proportion of family physicians
found mostly or totally relevant the three monthly
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Perception of the objectives of the TS/S model
Reduce fp workload (43 PT, 54 FP)

Physiotherapist: % 91%
Family physician 3% | 7%
'

Improve quality of care (48 PT, 53 FP)

3

Physiotherapist 12%

Family physician " L

Reduce risk of chronicity (45 PT, 51 FP)

Physiotherapist % 8%

Family physician{ 10% 20%

Reduce waiting times (45 PT, 51 FP)

- &=
- "

Reduce resort to emergency service (47 PT, 48 FP)

Physiotherapist %

Family physician 3%

Physiotherapist " F

Family physician 2%

£

Highlight pt skills (47 PT, 54 FP)
T
Physiotherapist 1% “

9%

K

Family physician -~

Favour ir (49 PT, 56 FP)

Physiotherapist % 9%

Family physician 2% 98%
w “ Pslcsonlsge *
" Not agree at all Mostly not agree Mostly agree [l Totally agree
Figure 1 Physiotherapists and family physicians did not

unanimously agree with the objectives of the task sharing and
shifting model (n=95-105; year=2021). FP, family physician;
PT, physiotherapist; TS/S, task sharing and task shifting.

team meetings needed to ensure that the TS/S model
performs according to the intended protocol and to
discuss any potential adverse events (FPs: n=52, 98%
and PTs: n=41, 87%).

Perception of the inclusion criteria of the TS/S model
(51 PT, 54 FP)

Patient from 20 to 55 years old

Physiotherapist 2%

Family physician %

Low back pain 4 weeks

Physiotherapist %

Family physician £

160 E) E) 100
Percentage

[ Totally inappropriate Mostly appropriate [l Totally appropriate

Figure 2 Nearly all physiotherapists and family physicians
find the task sharing and shifting model inclusion criteria
appropriate (n=105; year=2021). FP, family physician; PT,
physiotherapist; TS/S, task sharing and task shifting.

Mostly inappropriate

Perception of the redirection criteria of the TS/S model
Red flag (50 PT, 54 FP)
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Figure 3 Nearly all physiotherapists and family physicians
find the task sharing and shifting model redirection criteria
appropriate (n=95-104; year=2021). FP, family physician; PT,
physiotherapist; TS/S, task sharing and task shifting.

Mostly inappropriate

Perceived PTs competencies in managing acute LBP

Perceived overall competencies of PTs

All FPs had a positive opinion of the PTs’ overall compe-
tencies to manage patients with acute LBP. When

Perception of the training session and follow-up indicators of the TS/S model
Training session (39 PT, 46 FP) ‘

Physiotherapist "
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Follow up indicators (42 PT, 50 FP)

Physiotherapist 10%

Family physician - 9%
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Percentage

[ Totally insufficient Mostly sufficient Il Totally sufficient

Figure 4 A majority of physiotherapists and family
physicians have a positive perception of the follow-up
indicators and the interprofessional training session of the
task sharing and shifting model (n=85-92; year=2021). FP,
family physician; PT, physiotherapist; TS/S, task sharing and
task shifting.

Mostly insufficient
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Table 1 Family physicians and physiotherapists have
a positive perception of the physiotherapists’ overall
competencies to manage acute low back pain (n=106;
year=2021)

Question Description FP n=56 (%) PT n=50 (%)
Perception of Extremely competent 10 (18) 4 (8)
physiotherapists’
il o reress Very competent 35 (63) 14 (28)
patients with Mostly competent 10 (18) 28 (56)
?)Z?r:e sk Mostly incompetent 0(0) 4 (8)
Completely incompetent 0(0) 0(0)
| do not know 0(0) 0 (0)

FP, family physician ; PT, physiotherapist.

compared with PTs, a larger proportion of FPs considered
PTs as very or extremely competent to manage patients
with acute LBP (FPs: n=45, 81% and PTs: n=18, 36%).
The majority of PTs considered themselves as mostly
competent (table 1).

Perceived competencies of PT to manage acute LBP in their usual
role
Regarding tasks which are usually performed by PTs,
participants were confident that PTs could provide
appropriate care to patient with acute LBP within the
new model (figure 5). FPs were either mostly, very or
extremely confident that PTs could appropriately identify
red and yellow flags, manage patients with active exer-
cises, promote physical activity and provide therapeutic
education (figure 5).

The majority of PTs were also very confident in their
ability to perform these tasks which are part of their usual

Level of confidence in the ability of physiotherapist to perform usual tasks

[ Red flags ion (49 PT, 52 FP)
T

Physiotherapist{ o -
i
Family physician{ 2% -
L
| Yellow flags i ation (49 PT, 63 FP)
Physiotherapist; 1% i

Family physician{
L
| Physical activity promotion (50 PT, 56 FP)
T

Physiotherapist{ %
f
Family physician{ o o
I
Tl ic education (50 PT, 55 FP)
T
Prysioteraist] B -
Family physician % - 2%
L
| Active exercise rehab (50 PT, 56 FP)
T
Physiotherapist{ % - 4%
i . _ "

[) E) 150
Percentage

160

Not confident atall ~ Mostly not confident  Mostly confident | Very confident [l Extremly confident

Figure 5 Physiotherapists and family physicians are
confident in the physiotherapists’ competencies to perform
tasks within their usual scope of practice (h=101-106,
year=2021). FP, family physician; PT, physiotherapist.

Level of confidence in the ability of physiotherapist to perform shifted tasks
Refer patients a ian (50 PT, 53 FP)

Physiotherapist " _ .

Family physician{ o _ .
Diagnose acute low ba:ck pain (49 PT, 55 FP)

Physiotherapist i - -

Family physician- o - -

FE—

Prescribe analgesic ion (45 PT, 54 FP)
T

Physiotherapist: % . %

Family physician{ 1%

L
Prescribe NSAI drugs (45 PT, 52 FP)
T

Physiotherapist: 4% I 2%
Family physician{ 3% ‘ I 200
Refer ti = (49 PT, 55 FP)
Physiotherapist: % sa%
Family physician{ o

Prescribe a sick leave (46 PT, 55 FP)
T

Physiotherapist s

Family physician{ 15%

_ "

|

150 E [ % 100
Percentage

Not confident atall  Mostly not confident ~ Mostly confident - Very confident Il Extremly confident

Figure 6 Physiotherapists and family physicians are
generally confident regarding the ability of physiotherapists
to perform tasks outside of their usual scope of practice
excepted for prescribing non-steroidal anti-inflammatory
drugs (n=97-104, year=2021). FP, family physician; PT,
physiotherapist.

practice (figure 5). However, compared with FPs’ percep-
tions, a larger proportion of PTs felt mostly unconfident
to adequately identify red (FPs: n=1, 2% and PTs: n=4,
8%) and yellow flags (FPs: n=2, 4% and PTs: n=8, 16%).
Compared with FPs’ perceptions, a lower proportion of
PTs were extremely confident that they could manage
patients with active exercises (FPs: n=30, 54% and PTs:
n=16, 32%) (figure 5).

Perceived competencies of PTs to manage acute LBP in their
extended role

Regarding FPs’ usual tasks that are shifted towards
the PTs in the new model, all FPs were mostly, very or
extremely confident that PTs could appropriately diag-
nose acute LBP, refer patient to the physician if required
and refer patient to conventional physiotherapy when
appropriate. The majority of physicians were also mostly,
very or extremely confident that PTs could appropriately
prescribe analgesic medication such as paracetamol and
deliver sick leave certificates for workers (figure 6).

The majority of PTs were also mostly, very of extremely
confident in their ability to diagnose acute LBP, refer
patient with back pain to a physician if required and refer
patient to traditional physiotherapy. A large proportion
of PTs also felt confident to prescribe analgesic medica-
tion and sick leave. A few of them were not confident
(mostly not or not confident at all) to perform these two
tasks beyond their usual scope of practice (n=12, 27% for
prescription of analgesic medication and n=14, 30% for
sick leave prescription) (figure 6).
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A minority of PTs and FPs were not confident (mostly
not or not confident at all) in the ability of PTs to prescribe
oral non-steroidal anti-inflammatory drugs (FPs: n=17,
33% and PTs: n=20, 44%).

The confidence level of FPs compared with PTs was
higher regarding the ability of PTs to diagnose LBP, to
refer patient to traditional physiotherapy, to prescribe
analgesic medication or to prescribe sick leave (figure 6).

FPs and PTs’ perception of the implementation of the model
Perception of the implementation and deployment of the model
Most of the participants were totally favourable (FPs:
n=17, 30% and PTs: n=20, 41%) or mostly favourable
(FPs: n=29, 52% and PTs: n=20, 41%) toward the imple-
mentation of this new model of care.

The majority of participants agreed or truly agreed that
the implementation of this TS/S model should remain
limited to multidisciplinary primary healthcare centres
(FPs: n=37, 69% and PTs: n=27, 61%).

Compared with FPs, a larger proportion of PTs agreed
that this TS/S model could be extended to other MSD (FPs:
n=29, 64% and PTs: n=38, 90%). A larger proportion of PTs
thought that it could also be extended beyond musculoskel-
etal care (FPs: n=13, 32% and PTs: n=21, 51%). Figures are
available in online supplemental materials.

Perception of the barriers and facilitators to the implementation
Respondents reported that one of the main perceived
barriers to the implementation of the TS/S model was
the difficulty for PTs to provide appointments in a timely
manner because of already important wait time for phys-
iotherapy in France, especially in rural areas (FPs: n=23,
PTs: n=14). Another identified barrier was the lack of time
to implement the model (FPs: n=9, PTs: n=6), associated
with the additional workload generated by the required
administrative procedures (FPs: n=9, PTs: n=7). Some
respondents answered that FPs could be reluctant with
the delegation of medical tasks such as anti-inflammatory
drug and sick leave prescription (FPs: n=6, PTs: n=10).
Organisational modifications in the management of
consultations were also identified as a barrier (FPs: n=b,
PTs: n=7), as well as possible lack of confidence in PTs
competencies (FPs: n=7, PTs: n=3).

In terms of perceived facilitators, interprofessional
collaboration that already existed between FPs and PTs
within multidisciplinary healthcare centres was often
cited (FPs: n=21, PTs: n=17). Participants indicated that
a high frequency of interprofessional exchanges, regular
team meetings and collaborative care can facilitate the
implementation of such a model. Utilisation of shared
tools as information software and geographical proximity
of the team were also identified as positive levers (FPs:
n=11, PTs: n=9). Motivation and adhesion from all health-
care professionals to this new form of task management
may also strongly support its implementation (FPs: n=7,
PTs: n=3), as well as a high confidence level in health-
care practitioner working in collaboration (FPs: n=3,
PTs: n=6). The wish to push forward a more autonomous

role for PTs in the management of acute LBP was also
perceived as a facilitator (FP: n=1, PTs: n=6).

DISCUSSION

The main purpose of this study was to investigate the
acceptability of a new model of TS/S between PTs and FPs
for the management of acute LBP in France. The results
of our study highlight that FPs and PTs were generally
receptive to the new model of TS/S for the management
of patients with acute LBP. A majority of participants had
a positive perception of the model. The perceived level of
competencies of PTs to manage acute LBP was high. Iden-
tified barriers to the implementation of this new model
were related to lack of time, additional workload and
reluctance with the delegation of medical tasks. Existing
interprofessional collaboration was mostly reported as a
facilitator to the implementation of the model.

For every question assessing acceptability of this model
of care, a majority of the participants considered as appro-
priate, sufficient or relevant the components of the TS/S
model such as the inclusion and redirection criteria, the
interprofessional training session and the follow-up indi-
cators. Regarding the objectives of the model, participants
did not unanimously agree with the model being able to
reduce wait times, FPs workload and visits to emergency
services. First, as participants reported important wait
times to consult PTs in France to be a barrier, they may
consider that the objective of reducing wait times cannot
be achieved. In the same way, the perceived inability of
this model to solve the issue of excessive professional
workload can be explained by the additional administra-
tive work required by the model. Finally, this model is not
considered as suitable to reduce further consultations to
emergency services according to FPs. Adjustments of the
model may be needed to reach these objectives.

The physician-perceived level of competency of PTs to
manage acute LBP was generally high in this study. This
result can be explained by a high level of existing collab-
oration between the respondents. FPs and PTs worked
collaboratively in teams and may have a good reciprocal
knowledge of skills and competencies. The perceived
level of competency of PTs is likely to be higher when
asking FPs than PTs themselves. PTs may tend to underes-
timate their competencies when self-evaluating. Previous
studies have shown similar result: the perceived skills level
was lower when using self-assessments evaluation than
when using objective measures of actual competencies,
especially in performing highly complex tasks.” ™

Our results show a globally high level of confidence
from physicians regarding the ability of the PT to perform
tasks within and outside their usual scope of practice.
Even so, some PTs did not feel confident with some roles
attributed in the model such as identifying red and yellow
flags which is considered within their scope of practice.
More advanced clinical reasoning, differential diagnosis
and triaging processes have only been recently imple-
mented to the entry to practice educational training
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curriculum of French PTs. PTs who have not recently
graduated potentially did not benefit from this training
and may not feel skilled enough to manage patients as
first-contact primary care practitioners.*’ Appropriate PTs
training should be further explored and implemented to
address this lack of confidence as it could be a barrier to
the implementation of the model.

In our survey, FPs are more confident than PTs in the
PTs ability to accurately diagnose acute LBP. This is an
interesting result since diagnosis is symbolically represen-
tative of the medical profession in France.*' Moreover, all
FPs are confident in the ability of PTs to refer patients to
the physician if required, and to refer patients to tradi-
tional physiotherapy. In France, patients are referred to
physiotherapy by a physician. This model gives an oppor-
tunity of accessing physiotherapy without being referred
by a physician. Our results show that FPs who answered
the survey are receptive to the evolution of their gate-
keeper positioning regarding medical diagnosis and
direct access to other healthcare practitioners.

A larger proportion of FPs are not confident with the
autonomous prescription of analgesic medication and
sick leave certificate by PTs, compared with other dele-
gated tasks such as medical diagnosis or referring patients
to physicians or PTs. With regard to the ability of PTs to
prescribe oral non-inflammatory drugs, the level of confi-
dence is lower both for FPs and PTs. Greater caution is
warranted with this class of medication because of contra-
indications and potential adverse events concerning their
utilisation.” A careful consideration need to be given in
the training of PT regarding this prescription. A change
in the perception of professionals’ role is required to
improve the acceptability of sick leave prescription by
PTs, as this role is usually held by the FP.*

Despite a globally high level of acceptability, most of the
participants had not yet implemented this care model. We
identified two important potential reasons for this situa-
tion. First, the legislative text allowing the model has been
published only 1 year prior to this survey, and primary health-
care centres have been heavily involved in the management
of the COVID-19 pandemic during that period. Second, the
time and work needed to set up the model and the initial
additional work of involved healthcare practitioners with the
new model are not easily dealt with.

Working in multidisciplinary healthcare centre is mainly
reported as a facilitator to set up the model. This result is
consistent with studies showing that introducing interpro-
fessional teams facilitates task reallocation and even leads
to mix professionals’ skills and competencies.'**

The development of this model of TS/S could also offer
an opportunity to expand direct access and advanced prac-
tice physiotherapy in France. Direct access physiotherapy
has been defined as the circumstances in which patients can
refer themselves to a PT without having to see a physician
first, or without being told to refer themselves by another
health professional.” International studies showed that
the concept of PTs working at first point of contact was
strongly supported by the majority of FPs.** ¥ Management

of patients suffering from MSDs by direct access PTs have
been shown to be efficient and safe and improve access
to care in many countries such as Australia, Canada, USA
and UK. Advanced practice physiotherapy care allows
PTs to perform tasks that are usually reserved or controlled
medical acts in new care settings and often dealing with
more complex patients. These may include patient triage,
performing a medical diagnosis, ordering medical imagery
or prescribing medication. Although not formally define by
French authorities as an advanced practice model, this TS/S
model conforms to the globally accepted definition within
the physiotherapy profession of an advanced practice phys-
iotherapy model of care, according to the World Confedera-
tion for Physical Therapy.*®

Our results are concordant with other qualitative studies
that pointed out the acceptability of PTs as first-contact
practitioners by FPs, PTs, nurses, administrative staff and
patients in the international context.” ** *? One study
investigating task shifting in Germany also found a posi-
tive perception from the sample of FPs questioned.” In
the same way, innovative use of allied health professionals
is identified as a strategy to deal with increasing workload
for British FPs.”* In Denmark, task shifting in general
practice was also identified as a way to maintain primary
care in the future.”

In the French context, TS/S is a leading and promising
health systems strategy to address health workforce short-
ages, transform healthcare delivery and improve health
outcomes.'” TS/S gives the opportunity to redistribute
responsibilities among the team and change the conven-
tional hierarchies between health providers.'” Studies
underlined the need to bring about a cultural and soci-
etal change, as the FP is often considered as the only
first contact practitioner. This process for such a change
in perception is long, and requires a collaborative work
between health professionals, patients and authorities.

The finding of our study can help to change primary
care research and practice in the future by highlighting
the need to reinforce coordination and collaboration
between primary care professionals in order to achieve
a good mutual knowledge of each professionals’ role
and competencies and to improve the confidence level
between them. A high level of confidence is required to
implement innovative healthcare pathways integrating
TS/S. The implementation of such a model could be a
leading and promising health system strategy to address
health workforce shortages, transform healthcare delivery
and improve health outcomes for patients.

This is the first study to investigate this new model of
TS/S acceptability between PTs and FPs in the French
context. The next step is the implementation of this new
model in primary healthcare centres, and the assess-
ment of its effect on patient access to healthcare, health
outcomes, resources use, patient satisfaction and profes-
sional practice.'” A randomised controlled trial is being
conducted in France by our team.

These findings are based on experiences and perceptions
of a small and specific sample of participants. They cannot
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be generalised and have to be interpreted with caution. The
respondent population included PTs and FPs that already
worked in a collaborative environment. Their previous expe-
rience may have influenced their perception of the PT¥’
skills and competencies. Moreover, a majority of the respon-
dents worked in rural area. That can influence our findings
due to the fact that access to care in French rural area is
more limited. Overload of FPs and PTs, which was identified
as a barrier to the implementation of the new model, may
be overrepresented in these areas as well. Other barriers
related to the modalities of implementation of the model
could be identified in the future.

The response rate of this study is not calculable since
we did not know exactly how many PTs and FPs worked
in the healthcare centres that received our online survey.
The response rate calculated per healthcare centre is
however relatively high (85%). We noticed a large propor-
tion of incomplete responses that can be imputed to the
length of the questionnaire. Responses from all partici-
pants who either fully or partially completed the survey
were considered for analysis.” °® Withdrawals are equally
divided up throughout the questionnaire, and results
of the survey did not differ when considering only the
complete answers, or incomplete and complete answers.
That emphasises the robustness of our results.

Because of the exploratory design of our study, we did
not rely on inferential statistical analysis to discuss the
presence or absence of significant differences. We used
descriptive statistics and graphical representation to
discuss whether or not a pattern emerges.? %=

The use of a survey as an original research methodology
enable us to collect quantitative data about the accept-
ability of the TS/S model. However, this survey could
have been combined with qualitative data collection
through interviews to form a mixed-method research.
Mixed-method research could provide more detailed
answers, especially to investigate barriers and facilitators
to the implementation of the model.** !

CONCLUSION

Based on a limited sample, there is a positive perception
and high acceptability of the TS/S model. The perceived
level of competencies of PT to manage acute LBP was
generally high, especially according to FPs. TS/S between
FPs and PTs is a promising strategy to address primary
healthcare workforce shortages for the management of
MSDs. Further studies are needed to evaluate its precise
effect on access to healthcare, health outcomes, resources
use and healthcare and societal costs.
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