
ABSTRACT
Background and Purpose: Musculoskel-

etal (MSK) conditions are the most common 
reason patients seek care in the Military 
Health System (MHS). This demand is a sig-
nificant burden on the MHS, accounting for 
over 4 million ambulatory visits in 2018. The 
purpose of this paper is to describe the impact 
on access, cost, and quality of care by embed-
ding physical therapists into a developing 
Patient Centered Medical Home (PCMH) 
within a community-based military hospital. 
Methods: The hospital moved an existing 
full-time physical therapist from the physical 
therapy clinic directly to the PCMH within 
family medicine. Data regarding network 
purchased care costs, number of physical 
therapy consults deferred to the non-military 
care network, and quality metrics regarding 
low back pain imaging were assessed. Find-
ings: One year after embedding the physi-
cal therapist, the hospital realized a 38% 
reduction in private sector physical therapy 
costs, a 35% reduction in network physical 
therapy deferrals, and improved low back 
pain imaging quality measures. Patient satis-
faction metrics exceeded national standards. 
Clinical Relevance: Embedding physical 
therapists in a PCMH can improve cost, 
quality, and access to care for patients with 
MSK conditions. Conclusion: Integrating 
physical therapists within a PCMH model in 
a military hospital improved access to care, 
lowered costs, and decreased use of health 
care resources.
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BACKGROUND AND PURPOSE
Musculoskeletal (MSK) conditions are 

the most common reason active duty service 
members seek care in the Military Health 
System (MHS), accounting for over 4 mil-
lion ambulatory visits in 2018. This is more 
than double the number of behavioral health 
visits, which is the second leading cause of 
ambulatory encounters in the MHS. Fur-
thermore, 53.4% of all ambulatory visits 
related to duty limiting conditions for active 
duty service members are due to MSK related 
conditions.1 This high volume of MSK con-
ditions presents a considerable burden on the 
MHS and impacts the overall readiness of the 
military. 

The Patient Centered Medical Home 
(PCMH) is a care delivery model developed 
to shift care from a reactive, physician-cen-
tered model of care to a proactive, patient-
centered model that provides improved 
access and quality of care at a lower cost while 
enhancing the overall patient experience.2

Direct access to physical therapists with-
out physician referral has been shown to 
result in fewer overall patient visits, lower 
costs, less imaging and medication use, and 
fewer additional non-physical therapy related 
visits, while demonstrating excellent patient 
satisfaction and outcomes with no evidence 
of harm.3-9 Furthermore, physical therapists 
are ideally suited and trained to be primary 
managers of MSK conditions. The diagnos-
tic accuracy of physical therapists has been 
shown to be similar to orthopedic surgeons 
and better than non-orthopedic or primary 
care providers, including nurse practitioners, 
physician assistants, family practitioners, and 
internal medicine providers.10,11

Given the strong evidence of effective-
ness for early access to physical therapists for 
patients with MSK conditions, the director 
of physical therapy services at a community-
based military hospital advocated to hospital 
administrators for the integration of physi-
cal therapists within a developing PCMH. 
The purpose of this paper is to describe the 
impact on access, cost, and quality of care by 

embedding physical therapists into a devel-
oping PCMH within a community-based 
military hospital.

METHODS
The director of physical therapy services 

at the military hospital provided the chief 
medical officer and chief executive officer 
of the facility with a thorough review of the 
evidence of effectiveness, impact on cost, 
quality, patient satisfaction, and low risk of 
harm when patients access physical therapy 
directly. After learning of the published evi-
dence on improved cost, quality, and access 
as well as projected impact on enhanced 
patient experience, the hospital agreed to a 
trial of moving an existing full-time physi-
cal therapist from the physical therapy clinic 
directly to the PCMH within family medi-
cine. An examination room was provided 
for the physical therapist adjacent to the 
PCMH providers and existing administra-
tive support from the PCMH staff was used 
for the physical therapist. Workflow details 
were coordinated, which included patients 
with MSK complaints being provided the 
option to see the physical therapist rather 
than the primary care provider. Data regard-
ing network purchased care costs, number 
of physical therapy consults deferred to the 
non-military care network, and quality met-
rics including Healthcare Effectiveness Data 
and Information Set (HEDIS) for low back 
pain imaging were assessed. The HEDIS is a 
widely used set of performance measures in 
the managed care industry, developed and 
maintained by the National Committee for 
Quality Assurance.12

RESULTS
Cost

The year prior to embedding a physical 
therapist into the PCMH, the facility spent 
$2.5 million in private sector physical ther-
apy care delivered outside of the military hos-
pital. This amount was just below the $2.7 
million combined costs for private sector 
physical therapy services spent by 3 nearby 
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military hospitals. One year after embedding 
the physical therapist, the hospital realized a 
cost avoidance of $944,855, equal to a 38% 
reduction in private sector physical therapy 
costs.

Network Deferrals
The number of patients deferred to net-

work private sector care decreased from 
2,632 the year prior to embedding the physi-
cal therapist to 1,706, a reduction of 35% 
during the first year of implementation. 
The hospital continued to see reductions in 
network deferrals the following year, with 
1,076 patients deferred, an additional 36% 
reduction.

HEDIS Low Back Pain Imaging Metric
Diagnostic imaging of patients with low 

back pain prior to 28 days of symptoms in 
the absence of red flags is unlikely to pro-
vide additional patient benefit.13 The HEDIS 
low back pain imaging metric measures the 
percentage of patients, without red flags, 
between the ages of 18 and 50 with a pri-
mary diagnosis of low back pain who did 
not have an imaging study, including radio-
graph, magnetic resonance imaging, or com-
puted tomography, within 28 days of the 
diagnosis.12

At the time this program was imple-
mented, none of the 28 Army hospitals 
within the MHS were above the 50th percen-
tile for this HEDIS metric. Embedding the 
physical therapist in the PCMH increased 
the HEDIS low back pain imaging within 
this facility to above the 75th percentile, and 
this improvement was sustained for the next 
2 years. One year after embedding the physi-
cal therapist in family medicine, a physical 
therapist was also embedded within the inter-
nal medicine PCMH. The internal medicine 
PCMH subsequently performed above the 
90th percentile for this metric.

 
Net Promoter Score

In an effort to gauge patient experience 
with the physical therapist in the PCMH, we 
calculated the Net Promoter Score (NPS). 
The NPS is an indicator of company growth 
and customer loyalty.14,15 The industry aver-
age is 16%, with exceptional companies 
scoring 75-80%. The NPS question is, 
“How would you rate your overall experi-
ence today?” It is scored on a Likert scale of 
0 to 10 with 0 being the worst experience, 5 
being neutral, and 10 being the best experi-
ence ever. “Promoters” are considered those 
that score 9 or 10 while those that are “pas-
sively satisfied” score 7 or 8. “Detractors” are 

considered those that score 6 or below.14,15 
The total NPS score is derived by subtracting 
the number of detractors from promoters.14,15 
Seventy-eight percent of patients surveyed 
during the first year of embedding the physi-
cal therapist in the PCMH were “promoters” 
and none were “detractors,” resulting in an 
NPS of 78%. 

Patient Satisfaction
A convenience sample (n=179) of patients 

who accessed physical therapy through the 
PCMH during the first year were also sur-
veyed using a 1-5 Likert scale (1 = not at all, 
5 = absolutely), regarding their confidence in 
the physical therapist’s knowledge, explana-
tion by the physical therapist on their diag-
nosis, interest and concern shown by the 
physical therapist, overall satisfaction with 
their experience, and preference for seeing a 
physical therapist first for their MSK condi-
tion. All patients surveyed responded with 
either a 4 or 5 on the scale. Ninety-six percent 
of patients seen in the PCMH clinic during 
the first year were satisfied with their access to 
care while only 74% of patients were satisfied 
with their access to care in the main physical 
therapy clinic.

DISCUSSION
Overall, patients accessing physical ther-

apy through the PCMH were very satisfied 
with the care they received, as evidenced 
by NPS ratings similar to exceptional com-
panies. Consistent with previous studies, 
we also found that early access to physical 
therapists resulted in cost savings, lower use 
of other health care resources such as diag-
nostic imaging, and no incidents of harm. It 
is important to note that these initial results 
were obtained without increasing staffing but 
rather using existing resources in a different 
way to meet patients’ needs at the entry point 
of the health care system.

The initial success of the physical thera-
pist in the family medicine PCMH led to 
the decision to embed another physical 
therapist in the internal medicine PCMH. 
Despite a substantial reduction in network 
provided physical therapy services, there was 
still considerably more demand for MSK 
services than could be met with the existing 
military facility physical therapy personnel 
on hand. The value of embedding physical 
therapy services in the PCMH led to addi-
tional physical therapists being hired and 
aligning a physical therapist to each PCMH 
team to manage the high volume of MSK 
conditions. Two of the three other military 
health care facilities within the market also 

began to incorporate physical therapy within 
primary care.

An important element to the success of 
this model of care delivery includes fully inte-
grating physical therapy within the primary 
care team rather than simply co-locating a 
physical therapist or physical therapy team 
with primary care providers. Having a pri-
mary care provider who advocates for and 
sees the value in integrating care, consistent 
with the PCMH model, is critical to success-
ful implementation. 

Depending on the setting, staffing, 
space allocation, and equipment are fac-
tors to consider when establishing physical 
therapy within a PCMH. For the hospital 
setting described here, the physical thera-
pist assumed an examination room similar 
to other providers on the primary care team. 
This space was considerably smaller than 
that of a typical physical therapy examina-
tion room, and access to an open “gym” area 
was not feasible. As such, the physical thera-
pist focused primarily on initial evaluations, 
acute MSK management, and home exercise 
programs with periodic follow-up visits. An 
alternative format that could be considered 
by the hospital is if sufficient staffing exists, 
a physical therapist could potentially rotate 
each day of the week in the PCMH as a 
primary mechanism to improve access to 
patients, with follow-up visits completed in 
the traditional physical therapy clinic setting.

 
CONCLUSION

Physical therapists are ideally suited to 
serve as primary managers of clients with 
MSK conditions. Integrating physical thera-
pists within a PCMH model in a military hos-
pital improved access to care, lowered costs, 
and decreased use of health care resources. 
This is another example of how direct access 
and physical therapists in primary care set-
tings can demonstrate value. Future research 
looking at prospective, randomized clinical 
trials of physical therapists working in direct 
access settings that assess patient-reported 
clinical outcomes in addition to cost, quality, 
and access to care metrics is warranted.
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