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Abstracts 

Introduction. The integration of physiotherapists into emergency care settings has gained increasing attention 

as healthcare systems face rising patient demand and operational challenges. Although this model has been 

implemented in several countries, its overall effectiveness, advantages and limitations remain insufficiently 

explored. This review aims to systematically synthesize the existing literature on the integration of physiotherapists 

in emergency departments for the assessment and management of musculoskeletal conditions, focusing on 

associated benefits, limitations, and implementation barriers.  

Materials and Methods. A systematic literature search was conducted across four electronic databases using 

predefined inclusion and exclusion criteria and relevant keywords and/or MeSH terms. Study selection and data 

extraction were performed independently by at least two reviewers following a structured process, with 

discrepancies resolved through discussion. The methodological quality of the included studies was assessed using 

appropriate risk of bias tools. 

Results. Eighteen studies were included, encompassing various study designs. The findings suggest that the 

involvement of physiotherapists in emergency departments may improve operational efficiency, particularly by 

reducing waiting time and length of stay. Reductions in waiting time ranged from 10 to 28 minutes, while 

reductions in length of stay exceeded 100 minutes in some cases. Patient satisfaction was generally higher in 

emergency care models incorporating physiotherapy. Four studies reported reduced treatment times, including a 

decrease up to 62.4%. Several studies reported improved discharge rates within recommended timeframes. 

However, findings regarding imaging utilization and re-attendance rates were inconsistent. While overall trends 

were positive, not all findings reached statistical significance, and variability in study quality limits the strength of 

the conclusions. In addition, evidence on economic outcome remains scarce and inconclusive. 

Conclusions. The integration of physiotherapists into emergency care settings appears to be a promising 

strategy to enhance efficiency and patient-centered care, particularly for musculoskeletal conditions. However, 

further large-scale, high-quality studies are required to establish robust economic evidence and to clearly define the 

scope of practice and standardized protocols for physiotherapists in emergency settings. 

Keywords: physiotherapy, emergency department, emergency medicine, musculoskeletal disorders, fast track 

treatment. 

 

Мета. Інтеграція фізичних терапевтів у відділення невідкладної допомоги привертає все більшу увагу, 

оскільки системи охорони здоров’я стикаються зі зростаючим попитом пацієнтів та операційними 

викликами. Хоча ця модель була впроваджена в кількох країнах, її загальна ефективність, переваги та 

обмеження залишаються недостатньо вивченими. Цей огляд спрямований на систематичне узагальнення 

наявної літератури щодо інтеграції фізичних терапевтів у відділеннях невідкладної допомоги для оцінки та 

ведення пацієнтів із опорно-руховими розладами, з акцентом на пов'язані з цим переваги, обмеження та 

бар'єри на шляху впровадження. 

http://creativecommons.org/licenses/by/4.0/
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Матеріали та методи. Систематичний пошук літератури проводився у чотирьох електронних базах 

даних з використанням заздалегідь визначених критеріїв включення та виключення, а також відповідних 

ключових слів та/або термінів MeSH. Відбір досліджень та екстракція даних здійснювалися незалежно 

щонайменше двома рецензентами за структурованою процедурою, а розбіжності вирішувалися шляхом 

обговорення. Методологічна якість включених досліджень оцінювалася за допомогою відповідних 

інструментів оцінки ризику систематичної помилки (bias).  

Результати. Було включено вісімнадцять досліджень, що охоплювали різні дизайни досліджень. 

Результати свідчать про те, що залучення фізичних терапевтів у відділеннях невідкладної допомоги може 

покращити операційну ефективність, зокрема шляхом скорочення часу очікування та тривалості 

перебування пацієнтів. Скорочення часу очікування коливалося від 10 до 28 хвилин, тоді як тривалість 

перебування в деяких випадках зменшилася більш ніж на 100 хвилин. Задоволеність пацієнтів загалом була 

вищою в моделях невідкладної допомоги, які включали фізичну терапію. У чотирьох дослідженнях 

повідомлялося про скорочення часу лікування, зокрема про його зменшення на величину до 62,4%. У 

кількох дослідженнях зазначалося покращення показників виписки пацієнтів у межах рекомендованих 

термінів. Проте результати щодо використання методів візуалізації та частоти повторних звернень були 

суперечливими. Хоча загальні тенденції були позитивними, не всі результати досягли статистичної 

значущості, а варіативність якості досліджень обмежує переконливість висновків. Крім того, дані про 

економічні результати залишаються нечисленними та непереконливими. 

Висновки. Інтеграція фізичних терапевтів у відділення невідкладної допомоги видається 

перспективною стратегією для підвищення ефективності та пацієнтоорієнтованої допомоги, особливо при 

патологіях опорно-рухового апарату. Проте необхідні подальші масштабні та високоякісні дослідження для 

отримання надійних економічних доказів, а також для чіткого визначення сфери практики та 

стандартизованих протоколів для фізичних терапевтів у відділеннях невідкладної допомоги. 

Ключові слова: фізична терапія, відділення невідкладної допомоги, невідкладна медицина, опорно-

рухові розлади, прискорене відновлення. 
 

 

1. Introduction 

Emergency departments (EDs) are facing 

increasing pressure due to rising patient volumes, 

workforce shortages, and operational inefficiencies 

[15; 31]. Over 25% of ED visits is related to 

musculoskeletal disorders (MSKDs) [33]. These 

challenges necessitate innovative care models to 

improve efficiency and patient outcomes. 

Physiotherapists possess specialized expertise 

in musculoskeletal assessment, mobility, and 

functional rehabilitation [16; 19]. Their integration 

into EDs has therefore been proposed as a strategy 

to improve patient flow, reduce waiting times, and 

optimize care delivery [32]. In several countries 

including the United Kingdom (UK), Canada, and 

Australia, physiotherapists are already functioning 

as primary contact practitioners in emergency 

settings [17]. 

Although the integration of physiotherapists is 

expanding, their role, effectiveness, and economic 

impact remain insufficiently defined. Furthermore, 

barriers such as regulatory constraints, unclear role 

definitions, and interprofessional challenges 

continue to hinder widespread implementation [17; 

20]. This systematic review aims to evaluate the 

role of physiotherapists in emergency departments, 

focusing on their effectiveness, impact on patient 

outcomes, and associated advantages, 

disadvantages and implementation barriers. 

2. Materials and Methods 

This systematic review was conducted in 

accordance with the PRISMA 2020 guidelines 

[32]. 

A comprehensive search was performed in 

PubMed, Web of Science, Embase, and PEDro. 

Keywords included combinations of 

“physiotherapy,” “emergency department” and 

“musculoskeletal disorders”. 

Using the PICOST framework [23], studies 

were eligible for inclusion if they:  

• Investigated the role of physiotherapy in 

emergency care settings. 

• Reported outcomes such as waiting time 

(WT), length of stay (LOS), or patient satisfaction. 

• Were peer-reviewed and published in 

English. 

Studies were excluded if they were not 

conducted in EDs or did not report relevant 

outcomes as outlined in Table 1. 

The search process was initiated by developing 

a structured PICOST-based search strategy in 

PubMed, incorporating both Medical Subject 

Headings (MeSH) and free search terms.  
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Table 1  

Eligibility criteria 

PICOST Inclusion Exclusion 

Population Physiotherapists in the ECD Other ECD providers 

Intensive care 

Intervention Triage 

MSK-injuries 

All interventions performed by 

physiotherapists in ECD 

Respiratory disorders 

Other conditions unrelated to 

MSK disorders 

Comparison / / 

OUTCOME Effectiveness, economic 

impact, patient outcomes, 

adverse effects, barriers 

Unrelated outcomes to the 

role of physiotherapists in the 

ECD 

Study design Case controlled study 

Cross-sectional study 

Prospective cohort study 

Retrospective cohort study 

RCT 

Systematic review 

Narrative review 

Meta-analysis 

Case-study 

Timeframe / / 
*Abbreviations: “P”: population, “I” = intervention, “C” = comparison, “O” = outcome, “S” = study design, “T” 

= timeframe, “ECD” = emergency care department, “MSK” = musculoskeletal, “RCT” = randomized controlled trial 

 

Table 2  

Overview of the search queries 

 
 

As WoS, Embase and the Physiotherapy 

Evidence Database (PEDro) do not employ MeSH 

terms, the search strategies were adapted 

accordingly for each database.  

A detailed overview of the search queries is 

presented in Table 2. 

Study selection and data extraction 

A double-blind study selection process was 

conducted. Data were extracted into structured 
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evidence tables including study design, outcomes, 

and key findings. Following the predefined search 

strategy in PubMed, Web of Science, PEDro, and 

Embase, all retrieved articles were imported into 

EndNote. Duplicates were identified and removed, 

and the remaining articles were uploaded into 

Rayyan, a web-based application to facilitate the 

systematic review process. 

The screening was performed in accordance 

with the inclusion and exclusion criteria outlined 

in Table 1. Articles were excluded according to 

standardized hierarchy: (1) inappropriate study 

design, (2) irrelevant population, (3) unsuitable 

intervention, and (4) non-relevant outcome. Any 

disagreements were discussed within the research 

team until a consensus was reached. 

Subsequently, a second screening phase based 

on full text assessment was conducted using 

Rayyan, repeatedly in a double-blind manner, 

focusing on the full texts of the remaining articles. 

The same screening strategy and inclusion and 

exclusion criteria applied in the first phase were 

used to ensure consistency in the selection process. 

Risk of bias 

Risk of bias was assessed double-blinded using: 

• RoB 2.0 for randomized trials [29]. 

• ROBINS-I for non-randomized studies 

[30]. 

• QUADAS-2 for diagnostic studies [27]. 

3. Results and discussion 

Eighteen studies were included, comprising 

randomized controlled trials, cohort studies, and 

observational studies. Figure 1 presents a 

flowchart of the results of the study selection 

process and is in accordance with the 2020 

PRISMA guidelines [32]. 

Table 3 provides an evidence table outlining the 

characteristics of the studies included. For each of 

the eighteen articles, the reference, study design, 

country and sample are documented. Additionally, 

data was collected on the intervention, outcome 

and results of each study. Finally, the limitations 

of the studies are reported. 

 

 

Figure 1. Study flowchart of the review process 
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Table 3 

Characteristics and key findings of the included studies 
Reference Study design Country Sample Intervention Outcome Results Limitations 

Reported 

benefits 

Reported 

disadvantages 

Reported 

barriers 

Facilitators 

Matifat E. et 

al., 2023(20) 

 

 

Pragmatic 

RCT, cost 

analysis  

Canada NPtotal = 744  

NPT = 12  

NED = 6 

 

Pathology:  

Minor MSKD  

 

Age: 

≥ 18 y 

 

Study 

duration: 

26 weeks 

 

CTAS 

categories: 

3, 4 and 5 

 

 

 

 

 

 

 

Comparing 

APP-led care 

vs. usual ED 

care 

 

H0
 = APP is as 

effective as the 

usual care + 

costs will be 

lower 

 

Control group: 

usual care  

- Assessment 

- Treatment 

- Discharge  

- Referral to 

outpatient PT or 

other specialists  

 

Intervention 

group: 

APP-led care  

- Assessment 

- Diagnose  

- Intervention  

- Advice for 

imaging/ meds  

- Discharge  

Primary 

outcomes: 

- Pain 

intensity 

- Impact of 

pain on 

function 

- Disability 

- P 

satisfaction 

 

Secondary 

outcomes: 

- Same 

complaint ED 

revisits 

- Medication 

prescription 

- Imaging/ lab 

prescription 

- Costs of all 

resources 

 

 

Primary 

outcomes for 

APP-led care: 

- ↑ education 

and  

       SM-

strategies  

- ↑ P 

satisfaction 

- ↓ pain 

- ↓ pain 

interference 

  

 

Secondary 

outcomes for 

APP-led care: 

- ↓ same 

complaint ED 

revisits 

- ↓med 

prescription  

- ↓imaging + lab 

tests 

prescription 

- referral 

 

 

N.M. N.M. N.M. Potential risk of 

diagnostic error by 

PT or physician 

 

May not fully 

represent the 

usual care as they 

are aware of the 

objective of the 

trial 

 

Ps are not blinded, 

may influence 

their perceptions 

 

Limited # APPTs 

(12)  

 

No results yet on 

costs of resources 

 

Study still 

running, in-

between results 

McDonough  

A. et al., 

2022 (22) 

Retrospective 

observational 

study 

UK  NPtotal = 3158, 

30% was seen 

by PT 

 

Pathology:  

MSKD + back 

pain 

 

Study 

duration: 

3 month trial 

 

Manchester 

triage system 

 

Analysis of P 

care delivered 

by APPTs in 

comparison to 

other physicians 

 

  

 

- TT 

- 30 days 

same 

complaint re-

attendance 

rates  

- 4h target for 

discharge or 

admission  

- # admission 

- Use of 

investigations 

 

 

 

 

↓ TT 

(M=15min) 

 

Only 6% same 

complaint re-

attendance in 30 

days 

 

93% discharged 

within 4h target 

(↔ 75% for 

doctors) 

  

Other 

physicians 

viewed APPTs 

as specialists in 

MSK 

assessment and 

management → 

led to ↑ QOC 

and P 

satisfaction 

 

APPTs were 

able to 

appropriately 

identify Ps + 

provide safe 

management + 

cost effective 

care 

 

Similar use of 

investigations: 

* ENP: 0.84 per 

P 

* APP: 1.15 per 

P 

* GP: 1.19 per P 

 

Admission rate:  

* ENP: 5%  

* APP: 9% 

* GP: 11%  

N.M. 

 

 

 

 

 

 

N.M. Training for 

the APPTs 

Retrospective data 

analyses 

 

No P related 

outcome data 

(satisfaction) 

 

No data collection 

to assess the 

effectiveness of 

the clinical 

decisions made by 

APPTs 

 

Unknown if Ps 

presented to a 

different hospital 

  

Shorter TT may be 

a reflection on the 

type of Ps seen  

Howland D. 

et al., 2023 

(11) 

Retrospective, 

observational 

study  

 

 

Ireland  NPtotal = 129 

 

Pathology:  

MSKD 

 

Age: 

17-81 y  

M: 43.1 y 

SD: 16.4 y 

 

Sex: 

♀: 57.4% 

♂: 42.6% 

 

Study 

duration: 

3 months 

 

 

 

 

Evaluates the 

effectiveness of 

APPTs working 

as a primary 

contact clinician 

in the ED 

 

72.9% of Ps 

was seen by the 

APPTs 

- LOS 

- WT 

- Unplanned 

re-attendance 

in 7d 

 

 

LOS: 

↓ in APP group 

(M: 208.5 min, 

SD: 122.4 min) 

than in ED 

group (M: 377.1 

min, SD: 314.7 

min) → Med: 

168.61 min, 

95% CI [-

191.24 - - 

145.98], p < 

0.001 

 

WT: 

↓ in APP group 

(M: 72.1 min, 

SD: 51.9 min) 

than in ED 

group (M: 94.1 

min, SD: 96.5 

N.M. APPT must 

request 

diagnostic 

imaging 

through a GP: 

- inefficient  

- P delays 

Direct APP 

requests 

would 

improve 

efficiency and 

aid 

radiologists 

Generalisability:   

- < sample size 

- < study period  

- Single site 

design  

- Only 1 APP 

working daytime 

hours  

- Only MSKD 

- Comparison 

between groups 

for unplanned 

reattendance rate 

was not possible 
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min) → Med: 

22.08 min, 95% 

CI [-31.28 - - 

12.89], p < 

0.001 

 

Unplanned re-

attendance in 

7d  

- 3.9% → >5% 

reflects bad 

QOC  

Matifat E. et 

al., 2019 (21) 

Cross 

sectional 

study  

Canada  NPtotal = 113 

NED’s = 2 

NAPPTs = 3 

NED physician = 37 

 

Pathology: 

Minor MSKD 

 

Age: 

M: 50.3 +/- 17.4 

y  

 

Sex: 

♀: 50.4% 

♂: 49.6% 

 

Study 

duration: 

2017-2018 

 

 

 

 

 

 

Assess 

diagnostic, 

treatment and 

discharge plan 

concordance 

between APPTs 

and ED 

physicians for 

minor MSKD 

Ps in the ED 

 

Independent 

assessment by:  

- ED physician 

- APPT 

 

Formulation 

of: 

- Diagnosis 

- Treatment  

- Discharge plan  

Diagnostic 

inter rater 

reliability 

 

Concordance 

between 

APPT and 

ED 

physician: 

- Treatment 

plan 

- Discharge 

plan  

- Medical 

imaging  

- Medication  

- Drugs 

prescription 

- Evaluation 

length  

- P 

satisfaction  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Inter rater 

reliability: 

87%, k=0.81, 

95% CI [0.72-

0.90] 

 

Concordance:  

Treatment plan: 

APPTs (50%) 

referred ↑ Ps to 

physiotherapy 

care than ED 

physicians 

(34%) → 

p=0.018, 

k=0.27, 

PABAK=0.27, 

95% CI [0.07-

0.45] 

 

Drugs 

prescription: 

APPTs (47%) 

recommended 

them ↓ than ED 

physicians 

(70%) → 

p<0.00, k=0.33, 

PABAK=0.31, 

95% CI [0.11-

0.49] 

 

Medication: 

APPTs (50%) 

recommended ↑ 

non-prescription 

drugs than ED 

physicians 

(39%) → 

p=0.126, 

k=0.22, 

PABAK=0.22, 

95% CI [0.02-

0.41] 

↕ 

ED physicians 

(70%) 

recommended ↑ 

prescription 

drugs than 

APPTs (47%) 

→ p<0.001, 

k=0.33, 

PABAK=0.31, 

95% CI [0.11-

0.49] 

Discharge plan: 

82% significant 

agreement and 

moderate inter-

rater agreement 

→ k=0.46, 

PABAK=0.64, 

95% CI [0.46-

0.77] 

 

Evaluation 

length: 

ED physicians 

(M:5.8min, SD: 

+/-4.2) ↓ overall 

consultation 

times than 

APPTs (mean: 

13.5min, SD: 

+/-8.6) → 

p<0.001 

 

P satisfaction: 

High P 

satisfaction with 

no significant 

difference → 

p=0.57  

Concordance: 

Medical 

imaging 

requests: 

ED physician: 

70%  

APP: 71%  

→ moderate: 

p=0.884, 

k=0.51, 

PABAK=0.59, 

95% CI [0.42-

0.73] 

 

 

 

APPTs have 

limited 

prescribing 

rights and 

minimal 

coverage of this 

topic in PT 

education in 

Québec 

 

Agreement on 

physiotherapy 

care was 

minimal → - 

Limited public 

access  

- Lack of 

national health 

coverage 

 

APPTs 

already 

worked in 

participating 

EDs and had 

extensive 

training and 

experience 

No assessment of 

the efficacy/ 

efficiency of this 

model of care 

 

No prospective 

data  

 

Possible 

diagnostic 

inaccuracies by 

the ED physician 

cannot be ruled 

out 

 

Missing 

information in 

APPTs medication 

recommendations, 

impossible to 

accurately 

determine 

prescription rates  

Pugh A. et 

al., 2020 (25) 

Prospective 

observational 

study  

USA  NPtotal = 524 

 

Pathology: 

MSK 

complaints 

 

ED-PT group: 

Np = 381 

PTs 3d/week in 

the ED to 

evaluate and 

treat Ps after 

consultation by 

the ED provider 

 

Comparison of 

- # imaging 

rates  

● X-ray 

● CT 

● MRI 

- Opioid 

administration 

in ED  

Imaging rates: 

total: 

↓ in ED-PT 

group (38.3%) 

than in ED-

group (51%) → 

p=0.009 

 

Outpatient 

opioid 

prescription: 

= in ED-PT 

group (16%) as 

in ED-group 

(21.7%) → 

p=0.129 

Some Ps who 

may benefit 

from ED PTs 

may not have 

access due to 

insurance 

restrictions or 

patient 

N.M. Single centre, 1 

PT 

 

Compares overall 

imaging rate, does 

not assess whether 

PT leads to ↓ of 

unnecessary 
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～72.7% 

 

Age: 

M: 42.8 y 

 

Sex: 

♀: 53% 

♂: 47% 

 

ED group: 

Np = 143 

～27.3% 

 

Age: 

M:  45.1 y 

 

Sex:  

♀: 46.9% 

♂: 53% 

 

Study 

duration: 

18 months 

Ps who received 

PT in the ED 

and Ps who did 

not 

 

H0 = PT in the 

ED reduces 

imaging, opioid 

use and LOS 

- Outpatient 

opioid     

prescription 

- LOS 

X-ray: 

↓ X-ray in ED 

group (30.0%) 

than in the ED-

group (43.4) → 

p=0.00452 

 

Opioid 

administration 

in ED: 

↓ in ED-PT 

group (17.5%) 

than in the ED-

group (32.9%) 

→ p<0.001 

 

LOS: 

↓ in ED-PT 

group (4h, range 

1-26h) than in 

the ED-group 

(6h, range 1-

28h) → p<0.001 

 

Imaging rates: 

CT and MRI: 

≠ sig. diff. 

between ED-PT 

group (8.1% 

and 4.7%) and 

the ED-group 

(11.2% and 

4.2%) → 

p=0.79486 

awareness 

 

 

 

 

 

imaging 

 

Non-PT group 

contains Ps would 

not have been 

amenable to ED 

PT → affects 

comparability 

 

No long-term 

follow-up 

Henderson 

J. et al., 

2020 (10) 

Prospective 

observational 

study  

Australia  NPtotal = 1640 

 

Pathology:  

MSKD or 

simple 

orthopaedic 

diagnosis 

 

PCP group: 

NP = 607 

 

SCP group: 

NP = 1033 

 

Age: 

≥ 16 y 

 

ATS category: 

3, 4 or 5 

 

Ps reviewed by 

the PCP 

compared to the 

SCP in an after 

hours ED 

service 

 

1) Triage nurse 

assessment 

2) PCP or SCP 

 

Ps were seen 

4d/week 

 

 

- LOS  

- # 

orthopaedic 

referrals  

- Follow-up 

plan  

- # analgesia 

prescriptions  

- Discharge 

within 4h 

- # admission 

LOS in ED: 

↓ in PCP group 

(M: 130 min, 

SD: 76 min) 

than in the SCP 

group (M: 214 

min, SD: 115 

min) → 

p<0.001 

 

Orthopaedic 

referrals in 

ED: 

↓ of 20.4% in 

PCP group → 

p<0.001 

 

Discharge from 

the ED: 

↓ of 21.2% in 

PCP group → 

p<0.001 

 

Analgesia 

prescriptions: 

↓ of 8.5% in 

PCP group → 

p<0.001 

 

GP referrals 

discharge:  

↑ 17.5% 

managed by a 

PCP → p<0.001 

 

Discharge 

within 4h: 

↑ 25.2%, M: 

89.6% for PCP 

vs. M: 64.4% 

for SCP → 

p<0.001, 95% 

CI [19.7-51.4) 

 

#admission: 

↓19%, M: 45 

(7.4%) for PCP 

vs. M: 273 

(26.4%) for 

SCP → 

p<0.001, 95% 

CI [16.2-51.5] 

N.M. 

 

N.M. 

 

 

 

 

PTs were 

trained to 

provide the 

PCP service 

Comparative 

analysis with SCP 

as a control → no 

randomisation, 

limited 

comparability 

 

Potential 

confounder on 

SCP outcomes → 

PTs may extent 

treatment times 

 

SCP group may 

represent more 

complex 

presentations 

 

Variability in ED 

settings 

 

Inability to track 

all representations 

of data from 

private hospitals 

Strudwick 

K. et al., 

2021(28) 

Observational 

study 

Australia NPtotal = 628  

NED = 8 

NQIs comparison 1 = 

17 

NQIs comparison 2 = 

20  

 

Pathology: 

MSKD 

 

Study 

duration: 

June 2016 - 

April 2017 

Comparison 1: 

QOC in EDs 

with PTs 

compared to 

EDs with 

limited PTs 

 

Comparison 2: 

Comparison 

between EDs 

with PCPs and 

EDs without 

PCPs  

 

Comparison 

1: 

- QOC 

 

Comparison 

2: 

- QOC 

 

 

 

Comparison 1: 

- EDs with PTs 

performed ↑ on 

15/17 QIs (see 

attachment: 

Table 5)   

- EDs with only 

limited PTs 

performed ↑ on 

2/17 QIs (see 

attachment: 

Table 6)   

 

Comparison 2: 

- EDs with 

PCPs performed 

↑ on 17/20 QIs 

(see attachment: 

Table 7)   

- EDs without 

PCP performed 

↑ on 3/20 QIs 

(see attachment: 

Table 7)   

 

EDs with PTs 

results in 

better care in: 

N.M. N.M. N.M. Limited 

generalizability → 

8 EDs within 1 

Australian state, 

with only 3 EDs 

using a PCP 

model 

 

Heterogeneity in 

PT services → 

differences in PT 

availability, staff 

experience, and 

hospital policies 

may have 

introduced 

confounders 

 

Observer bias 

(Hawthorne 

effect) → direct 

observation may 

have influenced 

provider behavior, 

though this 

applied to all EDs 

 

No sample size 
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- Pain 

management 

- Diagnostics 

- Mobility 

assessment 

- P education 

- P satisfaction 

calculation → as a 

secondary data 

analysis, no prior 

calculation 

ensured balanced 

participant 

distribution 

 

Limited QIs → 

focused only on 

MSK care, 

excluding other 

PT contributions 

 

Documentation 

limitations → 

chart audits may 

have 

underestimated 

care quality due to 

incomplete 

records 

Maka K. et 

al., 2021(18) 

Prospective 

observational 

study/ cross-

sectional  

Australia NPtotal = 2188  

NED = 19 

 

Pathology: 

MSK injury  

 

Ps seen by PT 

based in ED 

(model 1):   

NP = 1567 

- PCP: NP = 775 

- SCP: NP = 792 

 

Ps seen by PT 

based outside 

ED (model 2): 

NP = 621  

- PCP: NP = 498 

- SCP: NP = 123 

 

Study 

duration: 

September 2014 

- April 2015 

 

ATS 

categories: 

1, 2, 3, 4, 5  

Comparison of 

2 PT models in 

ED: 

- PCP 

- SCP 

- WT 

- LOS 

- P 

satisfaction 

- Work flow 

- # imaging 

- Workload  

- Management  

 

 

↓ WT   

 

↓ LOS 

 

↑ P satisfaction 

 

↑ Workflow in 

ED 

 

↓ Use of 

imaging (PCP) 

 

↓ Workload for 

doctors and 

nurses 

 

↑ Management 

MSKD 

 

 

 

 

Variability in 

implementation 

→ role and 

tasks of PTs 

differ between 

hospitals 

 

Limited 

availability of 

PTs 

 

 

 

 

 

 

Scope of work 

is determined 

by 

organisational 

policy, culture, 

individual 

competence, 

knowledge and 

skills 

 

Limited 

funding  

 

Lack of 

prescribing 

rights 

 

PT services 

may not match 

peak ED hours 

Training and 

education of 

PTs could 

better prepare 

for an 

expanded role 

in the ED 

 

 

 

 

 

 

 

 

 

 

Non-randomized  

 

< sample size at 

some sites → 

resource 

constraints and 

lack of data 

collection support 

 

No cost- 

effectiveness 

evaluation 

 

No assessment of 

clinical time 

allocation  

 

 

 

Alkhouri H. 

et al., 2019 
(1) 

Prospective 

observational 

study 

Australia NPtotal = 2232 

NED = 19 

 

Pathology: 

MSKD 

 

Ps seen during 

hours when PT 

service was 

provided: 

- PCP: N=626 

- SC: N=430 

- Usual care:  

  N= 1000 

 

Ps seen after 

hours when PT 

service was not 

provided:  

- Usual care: 

  N=1076 

 

Study 

duration: 

September 2014 

- April 2015 

 

ATS 

categories: 

3, 4, 5  

Implementation 

of the PCP 

model 

- LOS 

- WT 

- Time-to-first 

analgesia 

- P and staff 

satisfaction  

- P flow and 

efficiency  

 

 

 

 

Sig. diff.: ↓ 

LOS with 108 

min (M=108, 

SD=88 min) 

 

Sig. diff.: ↓ WT 

of 10 min (N=4 

EDs)  

(M=10, SD=11 

min) 

 

Sig. diff.: ↓ 

time-to-first 

analgesia of 18 

min (N=19 

EDs)  

 

↑ P satisfaction 

(95% in 19 

EDs) 

 

↑ Staff 

satisfaction (in 

17 EDs) 

 

↑ P flow and 

efficiency 

 

 

 

↑ LOS in SC 

 

Limited 

implementation 

after hours 

 

Variability in 

PCP roles → 

differ between 

hospitals 

N.M. 

 

 

 

Standardized 

training for 

PCP and ED 

staff 

 

 

Lack of 

standardized 

guidelines lead to 

uncertainty about 

which Ps were 

suitable for PCP 

management 

 

Limited 

integration and 

difficulties 

locating the PCP 

when needed 

Gill S. D. et 

al., 2013(9) 

Retrospective 

observational 

study 

Australia NPtotal = 5641 

 

Pathology: 

MSKD 

 

Age: 

33% < 18 y 

 

Study 

duration: 

October 2008 - 

September 2011 

 

ATS 

categories: 3, 4 

and 5 

 

Comparison 

between 

medical staff 

and PT 

 

Examining data 

from the 

electronic P 

information 

management 

system 

 

Performance 

was compared 

with the ACEM 

WT guidelines, 

the Victorian 

Department of 

Health LOS 

targets and a 

similar group of 

Ps seen by 

medical staff 

 

- WT  

- LOS 

- # Ps seen per 

day 

- Discharge 

within 4 hour 

target 

↓ WT: 

- ATS 3 

(Med=6 min, 

p=0.000) 

- ATS 4 (Med= 

16 min, 

p=0.000) 

- ATS 5 

(Med=16, 

p=0.000) 

 

↓ LOS: 

- ATS 3 (Med= 

11 min, 

p=0.016) 

- ATS 4 

(Med=20, 

p=0.000) 

- ATS 5 

(Med=24, 

p=0.000) 

 

# Ps seen per 

day: 

N.M. PTs were only 

allowed to 

independently 

interpret X-rays 

and manage Ps 

with fractures 

starting in 2010 

Strong 

demand for 

MSK care 

 

 

Electronically 

derived WT and 

LOS 

measurements → 

potential error 

 

Lack of 

randomisation  

 

PTs and medical 

staff perform 

overlapping yet 

distinct roles in 

ED   

 

Impact of the PT 

service on care 

quality, cost-

effectiveness, and 

P satisfaction 

remains uncertain 

→ these were not 

assessed in this 

study 
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↑ in 25% in the 

second year and 

16% in the third 

year despite no 

increase in total 

hours worked 

 

Discharge 

within 4 hours:  

- 91% of non-

admitted P 

treated by PT 

 

Gagnon R. 

et al., 

2023(8) 

Cost-

effectiveness 

study 

Canada NPtotal = 78 

 

Pathology: 

Minor MSKD 

 

Age: 

18-80 y 

 

CTAS 

categories:  

3, 4 and 5 

 

 

Comparison of 

3 MoC: 

1) PCP  

2) PCP + ED 

physician 

3) ED physician  

- LOS and 

WT  

- Unnecessary 

resource 

  use when 

consultations 

  with multiple 

health  

  professionals 

- Total costs 

management  

↓ LOS and WT  

 

↓ Unnecessary 

resource use 

when 

consultations 

with multiple 

health 

professionals 

 

Potential cost 

savings with 

PCP  

 

Faster P flow in 

ED with PCP → 

efficiency 

improvements  

N.M. PCP role varies 

between 

hospitals → 

inconsistent 

implementation 

 

Integration 

challenges 

Support from 

healthcare 

administrators 

 

Recognized 

clinical 

benefits 

Limited cost-

effectiveness data 

→ need for further 

evaluation 

Kinsella R. 

et al., 

2018(14) 

Observational 

study 

Australia NPtotal = 1441  

 

Pathology: 

MSK injuries 

 

P seen by ED 

medical staff:  

NP = 1235  

 

P seen by 

AMPT:  

NP = 206  

 

Age:  

P seen by ED 

medical staff:  

M: 42.02 y  

14.26 

 

P seen by 

AMPT:  

M: 37.67 y   

13.71 

 

Sex:  

P seen by ED 

medical staff:  

♀: 320 

♂: 332 

 

P seen by 

AMPT:  

♀: 79 

♂: 94 

 

ATS 

categories: 

3,4 and 5  

 

Study 

duration: 

October 2012 - 

September 2013 

P seen by 

AMPT were 

compared with 

a matched 

group seen by 

ED staff over a 

12-month 

period 

- LOS 

- WT 

 

LOS: 

- ↑ 14.13% of P 

managed by an 

AMPT were 

discharged 

within 4 hours 

(85.82% vs. 

71.69%, p = 

0.002) 

 

- 1.20x greater 

probability of 

meeting the < 4-

hour LOS target 

when managed 

by an AMPT 

(95% CI 1.07–

1.35) 

 

WT: 

- ↓ 15.5 min for 

ATS category 4 

Ps managed by 

an AMPT (9.5 

min vs. 25 min) 

→ p < 0.05 

 

- 1.24x greater 

probability 

(95% CI 1.16–

1.34) of meeting 

the <60 min WT 

target for ATS 

Category 4 Ps 

when seen by an 

AMPT (96.32% 

vs. 77.39%) → 

p < 0.05 

 

N.M. Limited AMPT 

coverage and 

working hours 

 

 

N.M. Study relies on 

retrospective ED 

data → may be 

affected by input 

accuracy, delays, 

and P complexity 

De Gruchy 

A. et al., 

2015(5) 

Prospective 

cohort study 

Australia NPtotal = 1017 

NED = 1 

 

Pathology: 

MSKD 

 

Age:  

Med: 34.1y 

Range: 14 –92y 

IQR: 25.0 –

52.0y 

 

Sex:  

♀: 45% 

♂: 55% 

 

  

ATS 

categories:  

3, 4 and 5  

 

Study 

duration: 

January 2013 - 

July 2013 

Implementation 

of APPTs as 

PCP in the ED  

 

- WT 

- TT 

- Discharge 

home  

- 

Independence 

case 

management  

- P discharge 

rate  

 

 

 

WT: 

- Med: 19.6 min  

- IQR: 7.6–42.6 

 

TT: 

- 62.4% ↓TT 

(95% [CI] 

[53.0- 72.0], p= 

.001)  

 

Discharge 

home: 

- ↑ likely 

(8.0;95%CI 4.7, 

13.6; P .001)  

 

LOS: 

- 5.2% exceeded 

the 4h LOS 

target 

- 88% referred 

to an inpatient 

team during 

their time in the 

ED 

 

Independent 

Case 

management: 

- 46% of P were 

N.M. APPT had 

limited 

authority in: 

- Imaging  

-Medication 

 

Independency 

of other ED 

staff  

 

 

N.M. Single-center 

study → limiting 

generalizability to 

other EDs with 

different P 

populations 

 

Limited P 

diversity → 

affecting the 

applicability to 

broader ED 

settings  

 

Variability in 

scope of practice 

→ differences in 

legislation and 

hospital policies 

may impact the 

role of PTs in EDs 

elsewhere 

 

No randomization 

→ potential bias 

in time efficiency 

comparisons 

 

No triage category 

comparison → 
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managed by 

APPT without 

ED staff 

- Ligament and 

tendon injuries 

 

P discharge 

rate: 

↑ 

physicians may 

have treated more 

complex cases, 

affecting direct 

comparisons with 

PTs 

Fleming-

McDonnell 

D. et al., 

2010(6) 

Case report USA  NPtotal = 1399  

 

Pathology: 

MSKD 

 

Study 

duration:  

August 2005 - 

May 2009 

 

Triage 

categories: 

emergent (B), 

urgent (C), 

semi-urgent (D) 

Implementation 

of PTs in the 

ED 

 

Protocol: 

1) Observing 

2) Testing 

3) Analyzing 

4) Planning for 

assessment 

5) Presenting 

final proposal 

- LOS 

- WT 

- #referral 

- Cost 

effectiveness 

- P 

satisfaction 

- Practitioner 

satisfaction 

 

 

LOS: 

↓ by ≥ 1.3 hours 

for ½ of P  

 

WT: 

↓ 

 

#referrals: 

↑ to PTs in the 

ED because of 

acceptance by 

other staff 

 

P satisfaction: 

↑ ED PTs help P 

manage pain 

and avoid future 

problems 

 

Practitioner 

satisfaction: 

Allows other 

ED providers to 

focus on more 

urgent P cases 

Costs have not 

been shown to 

be ↓ 

 

Medical 

conditions 

could be 

overlooked 

without nurses 

and physicians’ 

involvement 

Need for 

education of 

other staff in 

skills and 

knowledge of 

PTs 

 

PT intervention 

is complicated 

by pain, 

transfers to 

other areas 

within the ED, 

medical testing 

Educating ED 

personnel to 

triage Ps 

 

Experience in 

the ED 

 

 

Limited cost 

effectiveness and 

service efficiency 

assessment due to 

shortage of staff 

 

Limited follow-up 

Taylor N.F. 

et al., 

2011(31) 

Prospective 

non-RCT  

Australia NPtotal = 306  

NPT= 19 

NED = 3 

 

Pathology: 

Peripheral MSK 

injury  

 

Age: 

≥ 18 years  

 

ATS 

categories: 2,3, 

4 and 5 

 

 

Comparison of 

2 PT models in 

ED: 

 

PCP group: 

1) ED nurse 

2) PCP 

3) Imaging/ 

medication 

through doctor  

 

SCP group: 

1) ED nurse 

2) Doctor 

3) PT 

Primary 

outcome 

measures: 

- LOS 

- WT 

- TT 

 

Secondary 

outcome 

measures: 

- Re-

presentation 

to ED 

- Imaging 

referrals 

- P 

satisfaction 

- ED staff 

acceptance 

Primary 

outcome 

measures for 

PCP: 

- ↓LOS of 59.5 

min  

   95% CI [38.4-

80.5] 

- ↓ WT of 25 

min 

   95% CI [12.1-

38.0] 

- ↓TT with 34.9 

min  

    95% CI 

[16.2-53.6] 

 

Secondary 

outcome 

measures for 

PCP: 

 

- P satisfaction: 

P were more 

likely to 

strongly agree 

that staff 

* Gave them 

enough time for 

questions → RR 

1.16, 95% CI 

[1.02-1.30) 

* Sought a 

second opinion 

if necessary → 

RR 1.26, 95% 

CI [1.08-1.47] 

* Explained 

assessment 

results clearly 

→ RR 1.16, 

95% CI [1.03-

1.32] 

in case of PCP 

- 80% of staff 

were positive 

about the role, 

knowledge and 

skills of PCP for 

all but two 

items 

* Understanding 

the scope of 

PCP 

* PCP skill and 

knowledge to 

prescribe 

medication 

Secondary 

outcome 

measures for 

PCP: 

- No Sig. diff.  

in 

representation 

to the ED → 

RR 1.02, 95% 

CI [0.51-2.05] 

 

- No Sig. diff.  

in referrals, 

PCP 69% vs. 

SCP 77% → 

RR 0.89, 95% 

CI [0.51-2.05] 

N.M. 

 

 

 

Assessment 

and 

management 

by the doctor 

is bypassed 

 

 

No random 

allocation 

 

Solely relative 

simple peripheral 

MSK injuries 

 

Back- and neck 

pain were 

excluded   

Bird S. et 

al., 2016(3) 

Prospective 

cohort 

Australia NPtotal = 14 452  

NPT = 29  

NED = 10  

 

Pathology: 

MSKD 

 

Age: 

Baseline: 

M: 37.6 y 

Med: 33.0 y 

Implementation: 

PT placed in the 

ED as PCP over 

a period of 12-

25 months 

 

Data 

collection: 

- Baseline 

-

Implementation  

- WT 

- TT 

- Time to 

discharge 

within 4 h 

- Sig. diff.  in 

WT: ↓ of 28 

min, 95% CI 

[27-29] 

 

- Sig. diff. in 

TT: ↓ of 8 min 

at, 95% CI [5-

10] 

  

- Sig. diff. in 

time to 

N.M. Concerns that 

PT take longer 

for 

consultations 

PCP model 

frees up 

doctors time 

to see other Ps 

with more 

critical 

attention 

One site used 

ICD-9 instead of 

ICD-10 codes  

Diagnoses were 

missing in 2.2% of 

Ps during 

implementation  

548 Ps were not in 

the cohort 

Duration of data 

collecting for 

implementation 
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M: 38.5 y 

Med: 34.0 y  

 

Sex: 

Baseline: 

♂: 52.6% 

Implementation: 

♂: 51.9% 

 

Study 

duration: 

October 2011- 

December 2013 

 

ATS 

categories:  

3,4 and 5 

 

 

 

discharge, 

improvement of 

3.6% across all 

sites, 95% CI 

[4.0-3.3]  

 

 

varied from 12-15 

months 

Some sites did not 

provide info on re-

representation to 

the ED 

No control of 

staffing and policy 

changes in some 

sites during 

implementation 

period 

Differing numbers 

of PCPs and hours 

of operation 

No control in 

workload 

distribution 

between PCPs and 

other clinicians  

Richardson 

B. et al., 

2005(26)  

RCT + 

Economic 

evaluation 

UK NPtotal = 766 

*seen by doctor: 

384 Ps 

*seen by PT: 

382 Ps 

Pathology: 

Soft tissue 

injury without 

fracture 

Age: 

Ps seen by 

doctor: 

M: 40.0 y 

SD: 16.4 y 

Ps seen by PT: 

M: 38.7 y 

SD: 16.1 y  

Sex:  

Patients seen by 

doctor: 

♂: 

* M: 211% 

* SD: 55.0% 

♀: 

* M: 173% 

* SD: 45.0% 

Patients seen by 

PT: 

♂: 

* M: 232% 

* SD: 60.7% 

♀: 

* M: 150% 

* SD: 39.3% 

Study 

duration: 

10/2001- 

12/2002 

Triage 

categories: 

3, 4, 5 

Initial 

assessment and 

management by 

a PCP vs. 

routine 

assessment by a 

doctor/ ED 

nurse  

 

PTs can request 

prescriptions 

through medical 

staff if needed 

 

+ comparative 

cost evaluation 

 

H0 = PT 

intervention is 

inferior and not 

recommended 

Primary 

outcome 

measures: 

- Cost and 

consequences 

for provider 

and purchaser  

 

Secondary 

outcome 

measures: 

-  P 

satisfaction 

- QOL  

- Return to 

DA  

- Function  

- Pain levels  

Primary 

outcome 

measures: 

- Social services 

costs were 

negligible  

 

- Higher 

prescription in 

routine care 

 

Secondary 

outcome 

measures: 

-  ↑ in P 

satisfaction, 

15% for PCP, 

95%CI [9-21], 

p<0.0001 

 

- Sig. diff. in 

function p = 

0.047 with 

lower scores in 

the routine 

group 

 

- P in 

intervention 

group were 

more likely to 

get advice and 

give reassurance 

 

- Fewer 

prescriptions  

Primary 

outcome 

measures: 

- No sig. diff.  

in A&E costs, ↓ 

£1.33 in routine 

care, 95% CI [-

£1.96-£4.49] 

- No sig. diff.  

in total health 

sector costs but 

↑ for PCPs 

- ↑ referral and 

ordering of 

equipment  

Secondary 

outcome 

measures: 

-  Greater time 

to return to DA 

by 12.5 days in 

PCPs, 95% CI 

[0.4-25.6), p = 

0.071 

 

- Little 

difference in 

time to return to 

work:  

* PCP: Med = 7 

days 

* routine: Med 

= 8 days 

95% CI [-3.0-

1.0], no sign. 

diff. p = 0.402 

- Little 

difference in 

QOL  

- No Sig. diff. 

for pain  

N.M. N.M. Limited follow-up 

Morris C.D. 

et al., 

1996(23)  

Comparative 

observational 

study 

UK Hospital A: 

NP = 2311 

NQ = 7 

 

Hospital B: 

NP = 2751 

NQ = 5 

 

Pathology: 

MSKD 

 

Age:  Adults 

 

Study 

duration:  

One month 

Comparison 

between 

hospital A and 

B for one 

month: 

 

- Hospital A: 

traditional PT 

 

- Hospital B: 

 A&E based PT 

 

Perspective of 

the ED PTs 

were assessed 

through 

questionnaires 

- #referrals 

- WT 

- DNA rate at 

first 

appointment 

- TT 

 

 

WT: 

- Sig. diff. in 

favor of A&E 

PT (p < 0.001) 

* Hospital A: 

Med=7 days [1-

35] 

* Hospital B: 

Med=3 days [0-

14] 

DNA rate: 

- Sig. diff. in 

favor of A&E P 

(p=0.007) 

* Hospital A 

DNA=39.5% 

*Hospital B 

DNA=9.8% 

#Referral: 

Sig. diff. in 

favor of 

traditional PT 

(p < 0.001) 

*Hospital 

A=1.17% 

*Hospital 

B=4.03% 

 

TT: 

- No sig. diff.  

N.M. N.M. Non referral in 

hospital A because 

of long WT by the 

referring doctor 

 

Long WT in 

hospital A could 

explain the high 

DNA rate 

 

Too few acute Ps 

in hospital A / 

inappropriate 

referrals. 

Legend: NPtotal = Total number of patients; NP= number of patients; NPT= number of physiotherapists; NQ= number of 

questionnaires; NED= number of emergency departments; NAPPT= number of advanced physical therapist; MSKD= 

Musculoskeletal Disorders; MSK= musculoskeletal; LOS=  Length Of Stay; WT= Waiting Time; TT= Treatment Time; PT= 

Physiotherapist; P= Patient; Ps= Patients; # = number of; M= Mean; Med= Median; SD= Standard Deviation ; Cl= Confidence 

level; k=  Cohen’s Kappa; PABAK=  Prevalence And Bias Adjusted Kappas; p= p-value; Sig. diff.= Significant difference; 

N.M.= Not Mentioned; y= years; h= hour; d= days; min= minutes; CTAS= Canadian Triage and Acuity Scale; ATS= The 

Australian Triage Scale; ACEM WT= Australasian College for Emergency Medicine waiting time; APP= Advanced Practice 

Physiotherapy; APPT= Advanced practice physiotherapist; ED= Emergency Department; SM= Self-Management; QOC= 

Quality Of Care; ENP= Emergency Nurse Practitioners; GP= General Practitioner ; X-ray= Röntgen radiation; MRI= Magnetic 

Resonance Imaging; CT= Computed Tomography; PCP= Primary Contact Physiotherapist; SCP= Secondary Contact 

Physiotherapist; SC= Secondary Contact; QIs= Quality Indicators; MoC= Models of Care; AMPT= Advanced Musculoskeletal 

Physiotherapist; IQR=  Interquartile Ratio; RR= relative risk ; ICD = The International Classification of Diseases; DA= Daily 

activities; A&E=  Accident and Emergency; H0 = null hypothesis; DNA = Do Not Attend; HC= Health Care  
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Figure 2. Risk of bias evaluated with the QUADAS-2 tool 

 

 

Figure 3. Risk of bias evaluated with the ROBINS-I tool 

 

 

Figure 4. Risk of bias evaluated with the ROB 2.0 tool 
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Figure 5. Risk of bias evaluated with the NOS tool 

 
 

Figures 2 to 5 give an overview of the risk of 

bias evaluated with different tools for different 

study designs. 

Operational outcomes 

All studies reporting waiting time and length of 

stay demonstrated improvements after 

physiotherapist involvement. Reductions in WT 

ranged from 10 to 28 minutes [1; 3], while LOS 

reductions exceeded 100 minutes in some cases 

[1]. 

Patient satisfaction 

Eight studies reported increased patient 

satisfaction; although only one demonstrated 

statistically significant 15% increase (p<0.0001) 

[28]. 

Treatment efficiency 

Four studies reported reduced treatment times, 

including a decrease up to 62.4% [5]. Additionally, 

physiotherapist involvement improved discharge 

efficiency, with up to 90% of patients discharged 

within four hours compared to 64.4% under 

standard care [10]. 

Clinical outcomes 

Mixed findings were observed regarding 

imaging use and re-attendance rates. Some studies 

reported reductions, while others found no 

significant differences [21; 22; 26]. 

Economic outcomes 

Economic evaluations were limited. While 

some studies suggested potential cost savings [8], 

others found no significant differences [28]. 

Discussion. This systematic review aimed to 

evaluate the role of physiotherapists in emergency 

departments and provides evidence that their 

integration can improve efficiency and workflow 

in these settings. The most consistent findings 

across the included studies relate to reductions in 

waiting time, length of stay, and improvement in 

patient satisfaction. These results suggest that 

physiotherapists can play a meaningful role in 
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optimizing patient flow and enhancing the quality 

of care, particularly for patients presenting with 

musculoskeletal conditions. 

A clear pattern emerges from the literature 

indicating that physiotherapists effectively manage 

patients in lower triage categories, primarily those 

with musculoskeletal complaints [1; 3; 6; 8; 9; 10; 

14; 20; 26]. By assuming responsibility for these 

cases, physiotherapists enable physicians to focus 

on more complex or urgent medical conditions. 

This redistribution of tasks contributes to 

improved operational efficiency and reduced 

workload for other healthcare professionals. In 

addition, reductions in treatment time and 

improved rates of discharge within four hours 

further support the notion that physiotherapist-led 

care can streamline emergency department 

processes. 

Despite these positive findings, the overall 

strength of the evidence is limited by several 

methodological concerns. A significant proportion 

of the included studies relied on descriptive 

analyses and did not consistently report statistical 

significance. While some studies provided detailed 

statistical outcomes, including p-values and 

confidence intervals, others lacked this level of 

rigor, potentially affecting the reliability and 

comparability of findings. Furthermore, 

considerable variability in study design was 

observed, ranging from randomized controlled 

trials to observational studies and case reports. 

Although randomized controlled trials represent 

the highest level of evidence, only a limited 

number were included, thereby weakening the 

overall strength of the conclusions. 

Another important limitation is the 

heterogeneity in sample sizes and study 

populations. While some studies included 

relatively small patient cohorts [8; 11; 21], others 

involved large populations exceeding several 

thousand participants [1; 5; 6; 10; 14; 18; 22; 28]. 

Larger sample sizes generally enhance 

generalizability and statistical power, whereas 

smaller studies may introduce bias and limit the 

applicability of findings across different healthcare 

settings. Additionally, most studies focused on 

short-term outcomes, with limited follow-up 

periods. As a result, the long-term sustainability 

and impact of physiotherapy-led models of care in 

emergency departments remain uncertain. 

The economic implications of integrating 

physiotherapists into emergency care were 

insufficiently explored. Only a small number of 

studies addressed cost-related outcomes, and the 

findings were inconclusive. While some evidence 

suggests potential cost savings through reduced 

resource utilization and improved efficiency [8], 

other studies did not demonstrate significant 

differences in overall healthcare costs [6; 28]. The 

lack of robust economic data represents a critical 

gap in literature, as financial feasibility is an 

essential factor in the implementation of new 

healthcare models. 

In certain healthcare systems, physiotherapists 

operate within a restricted scope of practice that 

does not permit the prescription of medications or 

the direct ordering of diagnostic imaging. These 

regulatory limitations may have important 

implications for healthcare delivery and patient 

outcomes. Specifically, the inability to 

independently initiate pharmacological 

interventions or request imaging studies can 

introduce delays in clinical decision‑making, as 

patients must be referred to other healthcare 

professionals to access these services. Such delays 

may, in turn, prolong the diagnostic process and 

impede timely initiation or modification of 

treatment strategies. Hence, these structural 

constraints may contribute to extended treatment 

durations and increased length of stay, particularly 

in settings where interdisciplinary coordination is 

required for routine aspects of care. Furthermore, 

the need for additional consultations may lead to 

less efficient care pathways and increased 

healthcare utilization. In contrast, expanded scope 

or advanced practice physiotherapy models, where 

PTs are authorized to prescribe medications and 

request imaging, have been associated with more 

streamlined patient management and potentially 

improved efficiency of care delivery. Therefore, 

differences in legal and organizational frameworks 

should be carefully considered when comparing 

studies and evaluating the generalizability of 

findings. 

The issue of professional autonomy remains a 

salient consideration. Despite substantial evidence 

supporting the clinical competence and 

effectiveness of physiotherapists, their integration 

into emergency department settings is frequently 

contingent upon institutional readiness to endorse 

and implement expanded scope roles.  This 

reliance on organizational support underscores the 

influence of structural and governance factors in 

shaping the extent to which physiotherapists are 
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autonomously involved in clinical decision 

making. Professional resistance, role ambiguity, 

and entrenched hierarchical structures may hinder 

full integration [17]. Developing clear role 

definitions and fostering interprofessional 

collaboration are essential when overcoming these 

barriers. 

With regard to methodological quality, risk of 

bias assessments revealed variability across 

studies. Some studies were classified as having a 

higher risk of bias due to issues such as 

confounding factors, lack of blinding, and 

inconsistencies in outcome measurement. 

Nevertheless, many studies demonstrated 

acceptable methodological quality despite 

limitations in reporting. This suggests that some of 

the perceived weaknesses may be related to 

incomplete documentation rather than fundamental 

design flaws. 

Overall, the findings of this review support the 

feasibility and potential benefits of integrating 

physiotherapists into emergency departments. 

Physiotherapists can improve efficiency, reduce 

waiting times, and contribute to patient-centered 

care. However, successful implementation requires 

a structured and standardized approach. This 

includes the development of targeted training 

programs, clear clinical guidelines, and supportive 

institutional policies. Establishing a well-defined 

scope of practice and ensuring adequate staffing 

levels are also crucial for sustainable integration. 

Future research should focus on conducting 

high-quality studies with larger sample sizes and 

longer follow-up periods to strengthen the 

evidence base. There is also a need for 

comprehensive economic evaluations to determine 

the cost-effectiveness of physiotherapy-led models 

of care. Additionally, further investigation into 

interprofessional collaboration and patient 

experiences will provide valuable insights into the 

broader impact of this approach.  

4. Conclusions 

In conclusion, the integration of 

physiotherapists into emergency department 

settings represents a promising advancement in 

contemporary healthcare delivery. While the 

existing body of evidence demonstrates notable 

benefits, particularly in terms of service efficiency 

and patient satisfaction, further rigorous research is 

warranted to address current methodological 

limitations and contextual variability. Such efforts 

are essential to strengthen the evidence base and 

facilitate the broader implementation and 

sustainability of this model of care across diverse 

healthcare systems.  
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