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Methods for Definition Consensus 
  
 Over several decades, the American Physical Therapy Association (APTA) has been 
prompted with numerous motions in its House of Delegates to elaborate on the role of physical 
therapists in primary care.1-2 One of the most common inquiries presented to the 2022-2025 
APTA Federal Primary Care Special Interest Group (PC-SIG) board members was “how is 
primary care physical therapy (PCPT) defined?”. As this area of practice is still developing in the 
United States, it was determined that a definition consensus document would prove to be an 
invaluable resource for the physical therapy community.  
 The first draft of this consensus document was originally established by members of the 
2022-2025 PC-SIG Board, drawing from 1) American Board of Physical Therapy Specialists 
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petition for PCPT clinical specialization (in development at the time of writing), 2) literature 
reviews, 3) research initiatives and 4) input from clinical experts who have served in primary 
care roles in both the federal and private sectors.  
 The first draft was agreed upon by the PC-SIG Board on Sept 16, 2024. This draft was 
published on the APTA primary care webpage, and shared through numerous email campaigns 
and social media outlets. A 60-day public comment period from Sept 23 - Nov 22, 2024 was 
offered to all members of the physical therapy (PT) community. Public comment was garnered 
via an online survey where respondents could opt to provide feedback on specific areas of the 
consensus document. Other than non-identifiable demographic information, all sections of the 
survey were optional for response. Once the public comment period ended, the survey was 
closed. At that point, PC-SIG Board members volunteered to serve as reviewers of the 
feedback. In an effort to blind reviewers, one PC-SIG Board member who did not serve as a 
reviewer (KO) removed all personally identifiable information from the survey and assigned 
responses to specific questions to each reviewer in random order. In an effort to standardize the 
review process, each reviewer was provided basic guidance on the use of a decision tree 
(Figure 1). Reviewers could opt to ‘reject’ feedback points that were determined to be 
‘commentary only’ or strayed heavily away from the original concepts. For other feedback 
points, reviewers were asked to document how they felt the concepts could be implemented and 
if they felt other areas of the document would need to be addressed. The reviewers documented 
reasoning for each decision made on every feedback point that was submitted in the survey. 
Based on the feedback provided, a revision draft was compiled by KO, which was then reviewed 
and accepted by PC-SIG board members.  
 The revision draft along with a feedback form was shared publicly and also emailed to 
original survey responders that opted to leave contact information on February 1, 2025. Based 
on new feedback, a second revision was drafted and shared on February 8, 2025. The PC-SIG 
will hold a public meeting at APTA Combined Sections Meeting on February 14, 2025. At this 
meeting, the review process will be shared and attendees will be offered the opportunity to vote 
to ‘accept’ or ‘reject’ the final version of the consensus document.  
 

 



 
  
 
General Background of ‘Primary Care’ 
 
 There are numerous definitions of ‘primary care’.3-6 Prior to defining primary care physical 
therapy, it is important to outline 3 major themes in which the general term ‘primary care’ has 
been defined and represented throughout literature - 1) Primary Care Attributes and Services, 2) 
Primary Care Providers and Teams, and 3) Primary Care Role in Healthcare System 
Organization.3-6 

 
 Attributes and Services 
 

 There are numerous definitions of primary care in the literature. While definitions 
vary slightly by organization or purpose, they share several key attributes associated 
with primary care delivery 3-6. These attributes describe a model of care that supports 
first-contact, integrated, accessible, ongoing, comprehensive, coordinated, 

 



person-focused, and community-aligned care with the goal of achieving improved health 
with higher quality care at lower costs. 

 
Primary care providers (PCPs), as described later in the document, render both 
preventive and reactive health care services.7  
 
Preventive care services include health promotion activities, routine screening, and 
disease risk reduction interventions.  

● Health promotion activities are those which serve to promote and optimize health 
on an individual and population level.8 Such activities include, but are not limited 
to individual and community education in physical activity, nutrition, healthy sleep, 
avoidance of risky substances, mental stress reduction, and fostering healthy 
social connection.9 Additionally, primary care providers may also be involved in 
population health risk analysis and mitigation, such as analyzing regional alcohol 
use trends and promoting campaigns to reduce alcohol consumption 
accordingly.8   

● Routine screening tests and measures serve to detect disease and assess health 
risk prior to symptom onset. Such services might include but are not limited to 
socioeconomic and behavioral health risk screening tools, routine vision and 
dental exams, mammograms, colonoscopies, bone density exams, routine blood 
screening, and cardiopulmonary fitness testing.10  

● Disease risk reduction interventions include, but are not limited to immunizations 
or other types of prophylactics.10 

  
Reactive care services are provided in response to a specific injury, illness, or symptom 
affecting health.7 

 
 Providers and Teams 

 
 Historically, primary health care has been rendered by a physician supported by 
nurses, medical assistants, technicians and administrators.11 However, rapidly expanding 
scientific discovery, combined with the rising prevalence of complex chronic conditions, 
increasing administrative burden and inflated costs have necessitated a restructure in 
this model.11-13 Numerous medical guidelines suggest that care delivery and outcomes 
are often improved when rendered by a team of professionals.14-17 Team-based care 
brings together “relevant expertise that can no longer be represented in one professional 
discipline”.11 This model is especially effective in primary care settings, which serve to 
meet the large majority of individual healthcare needs.3-6 Further, a team-based 
approach at the first point of contact supports the goal of overall cost containment by 
reducing unnecessary specialist consultations and diagnostic tests, which lead to delays 
in care and higher rates of chronicity.11,18-20 This is especially important as the current 
landscape of primary care in the United States is plagued by heavy daily caseloads with 
reduced patient contact time, yielding lower rates of diagnostic confidence and increased 
reliance on specialty care.11,20 Thus, PCP models and clinical disciplines have evolved. 
 
 Primary care providers (PCPs) are clinicians who deliver ongoing health services 
which cover a broad spectrum of common health needs, both preventive and reactive. 
PCPs may be individuals or teams of the following clinician types: physicians, physician 
associates, nurse practitioners, dentists, midwives, optometrists, physical and 
occupational therapists, chiropractors, clinical pharmacists, dieticians, behavioral health 
providers, and other clinician types.3-6, 9 

 



 
 Role in Healthcare System Organization 

 
 Healthcare systems are often organized into hierarchical levels of care such that 
individuals with healthcare needs progress to higher levels of care only if necessary. This 
serves to enhance workflow, reduce unnecessary healthcare waste and contain cost.21 
These levels of care can be described as primary, secondary, tertiary and emergency 
care, where primary care serves as the first point of entry for individuals with 
non-emergent healthcare needs.21  

 
 Primary care providers often consult with secondary and tertiary care teams to 
provide specialized management of individuals with specific medical conditions or 
surgical/procedural needs.  

 
Case Example:  A 35-year-old patient presents to their primary care provider with 
vague knee pain and a radiograph is obtained, showing an undifferentiated bony 
anomaly. The PCP might first consult with a general orthopedic surgeon 
(secondary care - a specialty) and if more specialized investigation is warranted, 
care might continue with an orthopedic oncologist (tertiary care - a focused 
specialty within a specialty). 
 

 Secondary and tertiary care providers typically provide care for a limited period until 
that specific condition resolves or is independently managed. However, secondary care 
providers can also provide ongoing specialty care for certain chronic conditions.  

 
 Primary care can also be differentiated from emergency care, which serves to 
manage individuals with emergent conditions which require immediate medical attention 
in an emergency department setting. 

 
 
Primary Care Physical Therapy 
 
 The general conceptual framework of ‘primary care’ as previously described served as the 
foundation for defining primary care physical therapy. 
 
 Definition 
  

 Primary care physical therapy is a professional practice area in which physical 
therapists provide first contact* and ongoing, broad spectrum** preventive and reactive 
health management services as an integral member of the primary healthcare 
team. Physical therapists’ primary area of expertise is to address pain, disability, 
function, health, and wellness in order to optimize participation in life activities. The care 
is person-centered, team-based, and community-aligned, with the goal of achieving 
improved health with higher quality care at lower costs. (Figure 2) 

 
*PCPT first contact care can be delivered both on an individual (PT only) or collaborative 
primary care team basis as a part of an index or first-time visit for a health need. 
 
**Broad Spectrum, as demonstrated in Figure 2 means that the clinician has clinical 
competency to evaluate and manage cases across body systems.  
  

 



 Case Examples: 
 

1) A 5 yr old female with autism with frequent UTIs and toileting concerns 
2) A 32 yr old male with T6 spinal cord injury 2 years ago who is wheelchair 

dependent. New complaint of bilateral shoulder pain after joining adaptive 
basketball team 

3) 78 yr old obese male with COPD with a complaint of imbalance and reduced 
walking stamina 

4) 54 yr old female with stage 4 breast cancer with neck and upper back pain 
5) 17 yr old male with acute onset chest and shoulder pain and inability to lift the 

arm after bench pressing at the gym 2 hours ago 
6) 67 yr old male with hypertension with report of new onset shoulder and upper 

back pain 
7) 8 yr old male with ADHD whose parents bring him in for ‘atypical movements in 

sports’ 
8) A 34 yr old female with complaints of fatigue, intermittent tingling and weakness 

of the hands and feet, and widespread bilateral joint pain.  
 

 
 
 Goals 
 

 Integrating PCPT into a primary care team can accomplish several goals including, 
but not limited to: 
 

1. Early access to physical therapists contributes to 
● Decreased healthcare costs 28-31 
● Reduced imaging utilization 28, 29, 30-36  
● Reduced unnecessary specialist referrals 28, 30, 36-39 
● Increased patient satisfaction 40, 41 

 



● Improved adherence to opioid reduction standards by offering reasonable 
and effective alternatives for pain management 28, 31-32, 34-36 ,43 

2. Reduced primary care provider (PCP) workload 44 
3. Improved access to PCPs 44 
4. Improved PCP satisfaction 44-46 
5. Optimized whole health management for individuals with chronic 

non-communicable diseases or those at moderate to high risk for loss of function 
and activity participation.22-27 

 
 Services 
 

 A PCPT may independently perform and/or contribute to both preventive and 
reactive health management services as a member of the primary care team. Such 
services may include but are not limited to: 
 

● Screening, triage, evaluation, differential diagnosis within PT scope, physical 
therapy management, and referral coordination for individuals presenting with: 

■ new or chronic neuromusculoskeletal or vestibular conditions 
■ chronic non-communicable diseases such as diabetes, hypertension, 

obesity, cancer, lung disease and mental health conditions. This may 
include interventions such as exercise programming and monitoring for 
the purpose of improved mood, weight reduction or lowering blood 
pressure. 22-27 

NOTE: Individuals with non-communicable diseases often require 
a host of interventions (pharmacologic, lifestyle, psychologic), 
necessitating co-management with other members of the primary 
care team and appropriate specialists as recommended by clinical 
practice guidelines. 

● Disability evaluations and physical limitation recommendations 
● Work, school and sports physical evaluation and physical limitation 

recommendations 
● Periodic physical fitness ‘well’ assessments 
● Individual or community-based exercise and movement education programs 
● Population health risk analysis and mitigation initiatives 

 
 Education, Competency, Clinical Privileges and Specialty 
 

Education 
  
 Entry level education for doctors of physical therapy includes training in medical 
screening, differential diagnosis, management planning and health promotion in all 
physical therapy practice areas. While entry level physical therapists may serve in 
primary care roles, they may have limited depth of knowledge and expertise compared to 
a more experienced physical therapist (Figure 3). This is true of all areas of practice. 
Similarly, secondary and tertiary physical therapists may be more experienced in 
focused areas of practice (Figure 3). A more detailed explanation of the physical therapy 
levels of care is provided later in the document. 
 

 



 
  

Competency 
  

 



 PCPTs must maintain the following core competencies, which may be obtained 
through formal or informal means of post-professional education: 

● Expert level broad spectrum differential diagnosis, clinical reasoning and decision 
making skills  

○ identifying the need and urgency required for additional specialist input 
○ appropriately determining when to use diagnostic testing, such as imaging 

or labs 
○ analyzing pharmacologic impact on symptoms and physical function 
○ applying ‘whole health’ reasoning when determining plans of care; 

analyzing social determinants of health and lifestyle factors and their 
associated impact on prognosis and outcomes 

● Strong interdisciplinary and patient communication skills, displaying confidence 
and competence 

● Awareness of medical system capabilities and barriers as it relates to patient 
advocacy and care navigation 

● Awareness of the PCPT role within the primary care team as a whole 
● Population health analysis and risk mitigation skills - one such activity might 

include working with local health departments or government agencies to foster 
community access to safe exercise environments such as walking and biking 
paths, as well as community or occupational education programs which promote 
movement 

● High level of work efficiency, promoting optimal cost savings in care delivery 
 
Clinical Privileges 
 
 Prior to outlining the ideal clinical privileges for PCPT, it is important to provide 
background on scope of practice levels. There are 4 types of scope of practice levels 
which include 1) professional, 2) jurisdictional, 3) institutional and 4) personal. 
Professional scope of practice in the United States is outlined in the APTA’s Guide to 
Physical Therapist Practice 47, which is all encompassing for all areas of physical 
therapist practice, regardless of jurisdictional, institutional or personal scope. However, 
individually licensed physical therapists must abide by their jurisdictional practice act, 
held by each jurisdictional regulatory authority that issues their license. Physical 
therapists must also abide by the rules for their clinician status as set forth by any 
healthcare institution in which they are affiliated. Finally, physical therapists have an 
ethical obligation to provide care within their personal scope, which includes areas of 
practice in which they have adequate training and experience to justify safe and effective 
care delivery. For example, a physical therapist that has never evaluated a patient with a 
recent spinal cord injury should defer care to or seek close mentorship by a physical 
therapist who is more experienced in this practice area. 47 

 

 Clinical privileges are variable. It is the responsibility of each individual clinician to 
understand the scope which applies to them. Further, advocacy efforts have been 
effective in scope and privilege expansion in recent years, specifically in the area of 
imaging privileges. Continued work in this area is crucial. With that stated, the authors 
feel strongly that a PCPT should maintain the following clinical privileges in order to be 
effective care managers: 

● unrestricted direct access 
● unrestricted ordering of diagnostic imaging modalities within scope 
● use of diagnostic ultrasound 
● ordering diagnostic labs within scope 

 



● referring to specialists 
● prescribing durable medical equipment 
● recommend physical limitations for work, school, sport or other activities 

NOTE: this is not a comprehensive list and should be adjusted based on unique 
circumstances and personal scope considerations. 

 
 It is important to note that the term ‘direct access’ is not equivalent to ‘primary care 
physical therapy’. Direct access, by law or statute, allows for a patient to access a 
physical therapist without physician referral. While direct access is an important clinical 
characteristic of PCPT, this term by itself does not encompass the role and competency 
of a PCPT. 
 
Specialty 
 
 At the time of writing, a primary care physical therapy clinical specialty is in 
development. Advancement of the clinical specialty may yield greater opportunities for 
formal PCPT post-professional education and clinical training opportunities such as 
continuing education programs, residencies or fellowships.47 

 
 Settings and Populations 

 
 PCPTs can provide services in a variety of settings including, but not limited to, 
primary care clinics, physical therapy clinics, work-sites (occupational health), 
community centers, sports teams and sporting facilities, wellness centers, schools, and 
homes. Ideally, the PCPT would be co-located in a primary care clinic space or have 
other reasonable direct communication means (secure virtual conference, phone, 
messaging) with other members of the primary care team. Virtual care in the primary 
care space has been rapidly expanding as an affordable alternative to traditional full time 
in-person care.48 O’Bright et al (2024) provides an overview of current PCPT practice 
models as well as structural, cultural and financial considerations when developing 
programs.49 
 
 PCPT can also be focused toward a specific lifespan population. Similar to how 
pediatricians are PCPs for children and adolescents and geriatricians are PCPs for older 
adults, PCPTs can provide focused care for pediatric or geriatric populations. Jacobson 
et al reported on a framework for this model in a pediatric practice setting.50 

 
 Finally, PCPTs can utilize this model of care to practice in urban, suburban, rural and 
frontier regional classifications. Each classification introduces unique characteristics 
which influence the health factors of its populus, justifying the aforementioned population 
health competency skills. Access to shelter, food and clean water sources, 
transportation, financial resources, safe environments to participate in activities, as well 
as employment and education status influence health and must be considered. The 
PCPT must be well versed in assessing these variables and incorporating them into the 
prognosis and management strategy of individual patients and communities. 22-27 

  
 Compared with physical therapists practicing in urban and suburban regions, 
physical therapists practicing in rural and frontier regions often have reduced access to 
resources and specialists. Thus, the broad spectrum competency of the PCPT model is 
even more important for physical therapists working in rural and frontier regions. 

 

 



 Role in Healthcare System Organization 
 

 As previously described, hierarchical levels of care serve to organize the healthcare 
system in order to reduce unnecessary use of specialty care services. When applying 
this concept to physical therapist practice, the PCPT would screen and triage individuals 
presenting to primary care and then navigate the next steps of care as indicated, ie. 
referral management. Ideally, this would increase the number of appropriate physical 
therapy referrals and improve access to care to specialized physical therapists. This also 
increases the opportunity for PCPTs to have valuable touch points with individuals with 
non-communicable conditions who are not traditionally referred to physical therapy, eg. 
diabetes, hypertension, obesity, depression, etc.  
 
 Similar to a secondary physician specialist, a secondary physical therapist provides 
specialized health management, on either a finite or ongoing basis. One example of a 
secondary physical therapist might be a neurologic physical therapy specialist. A tertiary 
physical therapist might be further specialized in a specific practice area. For example, a 
neurologic physical therapist that has specialized training in traumatic brain injury. 
(Figure 3) 
  

Secondary PT Case Example: An orthopedic physical therapist might manage a 
patient after an ankle injury or low back pain episode until they meet their 
physical and functional goals (secondary care, limited period).  
 
Tertiary PT Case Example: An oncology lymphedema therapist might manage a 
patient with cancer and lower extremity lymphedema on an ongoing basis due its 
chronic nature, but might refer that same patient to a PCPT if they had a new 
onset of shoulder pain. (tertiary care, ongoing) 

 
 It is important to note that secondary and tertiary therapists may also refer to one 
another or to other medical specialists, as access allows.  

 
 Access to Care Pathways 
 

 There are numerous options for patients to access PCPT. Depending on the timing 
and setting, this may involve the PCPT as the first point of contact for patients presenting 
with conditions which cause pain and/or impact function or activity participation, ie. 
‘direct triage/direct access’, or it may involve a collaborative visit where another 
healthcare professional in the primary care setting consults with a co-located and/or 
virtual PCPT, ie. ‘the warm hand-off’. In the ‘direct triage’ scenario, a patient with a 
condition causing pain or impacting function or activity participation is directly triaged to 
the PCPT. This is most commonly achieved through a primary care call center or online 
decision tree which serves to distinguish the most appropriate provider to address the 
presenting condition. In the ‘warm hand-off’ scenario, a patient may be visiting their 
medical PCP for a routine visit, such as a blood pressure follow-up visit or annual 
wellness exam. During this visit, the PCP might identify that the patient has a condition 
that would benefit from a consultation with the PCPT. In this model, the PCPT is 
available for consultation at the point of service within the primary care clinic, either 
physically or virtually. 49   
 Both scenarios can be accomplished in traditional primary care clinics, physical 
therapy clinics, occupational health sites, sports health centers and other clinical care 
sites as previously described. Hybrid partnership between these clinical care sites is also 

 



a viable option. There is a high level of flexibility with this model such that it can be 
adjusted based on clinic needs, patient needs, staff availability, and other variables. 
O’Bright et al (2024) provides detailed information and roadmaps for these pathways for 
PCPT.49  

  
 PCPT Full-Time Team Member vs. PCPT Rotating Consultant 
 

 The levels of integration within primary care vary between organizations based on 
the goals of the program. A PCPT full-time team member is an established clinician 
within the primary care team. They would typically evaluate and manage their patients 
within the primary care clinic. In this model, the full-time PCPT may limit their patient 
management to cases which are expected to improve or resolve within a more 
abbreviated time frame and/or with less frequent visits over time as compared to a 
traditional physical therapy setting where patients are often seen at least weekly. 
However, in a rural or frontier setting, the full-time PCPT may serve as both.  
 The PCPT ‘rotating consultant’ may have a full-time role in a physical therapy clinic, 
yet serves as a consultant to the primary care clinic on a rotating basis, perhaps with 
several other physical therapists. The set-up and workflow of the operation is flexible and 
unique to the clinical needs and goals.49  

 
 Financial Considerations 
 

 There are numerous options for payment. While some PCPT services would meet 
criteria for 97-series CPT charges billed to third party payers, others might not. In some 
integrated settings, there is the option of billing ‘incident-to’ the PCP, especially when a 
PCPT is rendering brief consults where a full PT evaluation charge might not be justified. 
Similarly, some clinics have reported ‘lending’ a PT to primary care at no cost to the 
patient (ie. PTs don’t bill for services rendered in primary care). In this model, it has been 
reported that the PT clinics experience improved referral conversion rates from primary 
care, thus increasing downstream revenue18. However, without direct revenue from the 
PCPT service, these models have been questioned as they pose a threat to financial 
sustainability.  
 Collaborative Care Model (CoCM) codes are worth investigating for PCPT. This type 
of code was originally introduced when behavioral health specialists began integration 
into primary care teams. This type of CPT code allows for recognition of the time of 
multiple clinicians. At the time of writing, it is not well understood how these codes have 
been implemented over time. Future research should aim to explore this area.51-52 

 Finally, it is important to note that the traditional insurance payment model is 
becoming less favorable. Direct to employer models, self-pay, and member models such 
as direct primary care, are becoming more popular amongst healthcare consumers and 
employers as they offer more affordable and often better quality alternatives to traditional 
insurance-based care.19, 53-55 Because health benefits are often tied to employment, direct 
to employer healthcare in particular is an avenue that healthcare professionals should 
explore 19, 56-58.  
 

Future Versions 
  
 Hold this section until final consensus vote. 
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