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A B S T R A C T

Background: Advanced practice physiotherapy (APP) rights are part of the evolution of the Physical Therapy
profession. To date, no study has investigated musculoskeletal APP rights within the World Confederation for
Physical Therapy (WCPT).
Objective: To investigate musculoskeletal APP rights for physical therapists worldwide and examine the re-
lationship between level of education (entry and post-professional) and direct access for countries that are vs. are
not members of the International Federation of Orthopaedic Manipulative Physical Therapists (IFOMPT).
Design: Cross-sectional study with descriptive and exploratory online surveys.
Methods: An electronic survey-based descriptive and exploratory investigation was conducted. We assessed
variability between WCPT member organizations descriptively and the strength of the relationships among the
number and types of APP rights with: (1) country affiliation to IFOMPT; (2) entry-level professional degree; (3)
post-professional training; and (4) direct access.
Results: Some countries reported having the right to practice all 20 APP rights while others reported no APP
rights. Countries with IFOMPT member organization countries displayed fair correlation (rs= .48, p < .03)
between entry-level physical therapy degrees and number of APP rights. IFOMPT member organization countries
were less likely to require post-professional training for direct access and manipulation.
Conclusion: APP rights for countries with direct access were significantly higher than for countries without direct
access. IFOMPT member organizations demonstrated higher APP rights prevalence and were less likely to re-
quire post-professional training to obtain the right to direct access and perform manipulation.

1. Background

Acceptance of the International Federation of Orthopaedic
Manipulative Physical Therapists (IFOMPT) as the first clinical speci-
ality subgroup within the World Confederation for Physical Therapy
(WCPT) in 1978 was the impetus for the development and standardi-
zation of post-professional musculoskeletal training in physical therapy
worldwide (IFOMPT website, 2017). IFOMPT's right is to develop, im-
plement and evaluate standards for musculoskeletal physical therapy
and advance the physical therapy profession (“Vision”, 2017). The

IFOMPT member organizations' educational programs are required to
be evaluated every six years to meet and maintain standards of ex-
cellence in musculoskeletal physical therapy care. One potential pro-
gression of the physical therapy profession relates to advanced practice
physiotherapy (APP) (Desmeules et al., 2012), which is defined by
WCPT as advanced clinical competence and is described as “the de-
monstration of knowledge and skills beyond those required for entry to
basic professional practice” (“Advanced Clinical Competence”, 2017).

Additionally, WCPT supports the right of its member organizations
to develop national policies that encourage practice specialization,
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which benefits the public and the profession by promoting high phy-
sical therapy standards (“Policy Statement: Physical Therapist Practice
Specialization”, 2017). The WCPT further states that physical therapy
scope of practice is dynamic, evolving with changes in the evidence,
policy and needs of service users (“Scope of Practice”, 2017). Other
designations, such as “extended or advanced practice physiotherapy/
physiotherapists” and “extended scope of practice”, are used in the
literature to define a practice or practitioners that go beyond the tra-
ditional or common model of competencies.

Delayed access to musculoskeletal care (Desmeules et al., 2013),
increased waiting lists and a lack of primary care provider availability
(Aiken et al., 2008; Durrell, 1996) can lead to challenges maintaining
healthcare quality. Variables like these have caused countries such as
Australia (Kilner and Sheppard, 2010), Canada (Bath et al., 2015; Gillis
et al., 2014), England (Addley et al., 2010; Pearse et al., 2006), the
Netherlands (Leemrijse et al., 2008), and some jurisdictions within the
United States of America (USA) (Jason, 2017; McCallum and DiAngelis,
2012) to develop advanced practice physiotherapists in attempts to
overcome these shortcomings (Desjardins-Charbonneau et al., 2016;
Bishop et al., 2017).

Bury and Stokes showed that direct access, or patient self-referral to
physical therapists, is a manifestation of professional autonomy. In
countries where direct access exists, there was a positive bearing on
physical therapists' scope of practice in terms of assessment, diagnosis
and referral to medical specialists (Bury and Stokes, 2013). Ad-
ditionally, a large number of studies investigated the cost-effectiveness,
decision-making process, patient/clinician interaction, clinical out-
comes and patient satisfaction related to APP rights implementation
(Desmeules et al., 2012, 2013; Pearse et al., 2006; Bishop et al., 2017;
Fennelly et al., 2017; Boissonnault and Lovely, 2016; Crowell et al.,
2016; Riley et al., 2016; de Gruchy et al., 2015; Mintken et al., 2015;
Bishop et al., 2015; Fritz et al., 2012; Van Rossen and Withrington,
2012; Stanhope et al., 2012; Morris et al., 2015; Daker-White et al.,
1999). These investigations have consistently shown a positive effect of
APP rights delivery on healthcare systems. More recently, a systematic
review that emphasized physical therapists' decision-making process
and patient/clinician interaction reported broad support for physical
therapy extended scope practitioners' right with evidence of favorable
musculoskeletal care outcomes (Thompson et al., 2017).

However, the boundaries of the APP definition provided by WCPT
(“Advanced Clinical Competence”, 2017) remain vague, combining
skills (e.g. perform injections, manipulations, ultrasound imaging),
knowledge (e.g. triage, diagnose, interpretation of imaging) and system
health policy (e.g. direct access or the right to prescribe imaging or
communicate a diagnosis) and are currently under review. For example,
the right to perform joint manipulations, order imaging or laboratory
tests, or perform injections varies between countries (Bury and Stokes,
2013). Thompson et al. identified this issue concerning appropriate
keyword selection (Thompson et al., 2017), which has been compli-
cated by the diverse and changing descriptions of the physiotherapy
extended scope practitioner in the literature. Few investigations have
been completed to depict the emergence of APP rights. For example,
only Bury and Stokes (2013) completed an international survey pro-
viding a global international view of direct access, including facilitators
and barriers.

Finally, information is sparse regarding entry-level or post-profes-
sional education requirements to obtain APP rights. Few researchers
have surveyed new and existing physical therapy programs in the USA
regarding joint manipulation APP curricula (W. Boissonnault, Bryan,
and Fox, 2004; Bryan et al., 1997; Noteboom et al., 2015) or the status
of diagnostic and procedural imaging curricula within the physical
therapy professional degree programs ( Boissonnault et al., 2014).

To date, no study has explored in detail musculoskeletal APP rights
across countries that are WCPT member organizations. Additionally, no
investigations have sought to determine whether membership in
IFOMPT, as a subgroup promoting musculoskeletal care quality

(“Vision”, 2017), is associated with variations in scope of practice or if
meeting IFOMPT standards of excellence alters the scope of physical
therapy practice. Within the musculoskeletal domain and across coun-
tries that were WCPT member organizations, this study aimed to in-
vestigate: (1) the prevalence of APP rights; (2) the educational level
required for entry to practice as physical therapist and to acquire ad-
ditional APP rights; (3) discrepancies in APP rights prevalence between
countries affiliated or not with IFOMPT; and (4) the association be-
tween direct access and the other APP rights allowed within WCPT
countries.

2. Methods

2.1. Research design and setting

A cross-sectional study using descriptive and exploratory surveys
was constructed using the online Qualtrics© platform. The surveys in-
cluded closed- and open-ended questions and were electronically dis-
tributed with an invitation email requesting participation in this in-
ternational survey (cover letter signed by the IFOMPT President) to all
WCPT and IFOMPT delegates.

2.2. Participants

At the time of the survey, WCPT was represented in 111 countries
(Michelott, 2018) and IFOMPT encompassed 22 member organizations
(“Member Organizations”, 2017) and 13 registered interest groups
(“Registered Interest Groups”, 2017). An IFOMPT member organization
is defined as a full member when there is at least one educational
program within the country that meets IFOMPT standards. The regis-
tered interest groups demonstrate an interest in the musculoskeletal
domain but do not offer such educational programs. Each country ap-
points one delegate who serves as liaison and spokesperson for the
national organization.

The principal investigator received an email list of IFOMPT dele-
gates from the IFOMPT Executive Director and gathered email contact
information from the WCPT website. Two different surveys were sent to
the following categories of participants: (1) 35 IFOMPT delegates
(member organizations or registered interest groups) completed an
IFOMPT survey (Appendix A); and (2) 111 WCPT delegates completed a
WCPT survey (Appendix B).

2.3. Survey instrument

The surveys were structured as follows: (1) IFOMPT delegates
survey: Four descriptive and specific questions for IFOMPT member
organizations or registered interest groups, as well as two additional
questions common to those addressed to WCPT member organizations
in order to triangulate the responses; and (2) WCPT delegates survey:
One descriptive and specific question to WCPT member organizations
and two additional questions common to those addressed to IFOMPT
member organizations or registered interest groups.

The descriptive survey asked questions regarding geographic loca-
tion, membership status (whether IFOMPT “full member” or registered
interest group), the number of members within their nation's group, the
number of Orthopaedic Manual Physical Therapist (OMPT) specialists
credentialed within the IFOMPT framework or with equivalent certifi-
cation, the highest educational degree obtainable at entry-level to
practice physical therapy, the types of APP rights allowed for each
country, and which APP rights required post-professional training.
Authors of this study including a representative from IFOMPT with
expertise in this research domain provided twenty APP rights in-
vestigated for this international survey (Table 1). This list was not ex-
clusive as the responders could add any APP rights that were not in-
cluded in the survey. In order to enhance the survey validity, the
number of physical therapists and OMPT specialists from each country
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was gathered from the WCPT and IFOMPT websites to triangulate
survey responses.

A cover letter introduced each survey, explained the project's goals,
provided a dedicated email address for obtaining assistance and in-
dicated the date by which the survey response was due. Moreover,
definitions for selected APP rights such as “direct access” and “manip-
ulation” were provided to minimize potential ambiguity (Appendix A).
Finally, the Texas Tech University Health Sciences Center Institutional
Review Board acknowledged and exempted this research project as not
requiring full review.

To examine content validity requirements and the clarity of each
question, the survey was piloted using five selected international re-
viewers for understanding and the length of time to complete the
survey. To improve the web survey's quality, the principal investigator
used the Checklist for Reporting Results of Internet E-Surveys (CHER-
RIES) (Eysenbach, 2004).

2.4. Timeline

At the end of October 2017, the appropriate letter (WCPT or
IFOMPT) with a link to the online survey was emailed to respective
delegates, asking them to complete and return the survey by the end of
December 2017. To enhance the response rate, four reminders were
sent with iterative updated delegates lists taking into account bounced
emails. The surveys were closed at the end of January 2018.

3. Data analysis

Descriptive statistics as mean, median, range, frequency counts and
percentages were used to describe data and assess variability between
groups (i.e. across countries that were IFOMPT member organizations
or registered interest groups and those that were neither member or-
ganizations nor registered interest groups of IFOMPT) regarding APP
rights, highest educational degrees (4° options) obtainable upon com-
pletion of an entry-level education program to practice physical therapy
and post-professional training needed to practice APP rights.

Inferential analyses were completed using: (1) Spearman rank cor-
relation coefficient to examine the relationship between highest entry-to-
practice educational degree obtainable (4° options) and the number of
APP rights that were within entry-to-practice physical therapy scope of
practice; (2) Pearson Chi-Square and Fisher's Exact tests to compare each
APP type for countries that were IFOMPT member organizations versus
those that were not IFOMPT affiliated. These statistical tests were used
to compare APP rights prevalence, APP rights that did not require post-
professional training between countries affiliated or not affiliated with
IFOMPT and to examine associations between direct access and the
other APP rights allowed; (3) Point biserial correlation coefficient was
used to correlate whether direct access and the total number of APP
rights allowed in the respective WCPT member organizations; (4)
Mann-Whitney U test to determine if there were differences for the
number of APP rights between countries with direct access and those
without direct access; and finally (5) Phi coefficient to determine the
strength of the association between direct access and the other APP
rights allowed.

Excel software (Microsoft© Corp 2013, Redmond, Washington) was
utilized for the descriptive statistics and SPSS software (IBM© Corp.
Released 2013. IBM SPSS Statistics for Macintosh, Version 22.0.
Armonk, NY: IBM© Corp.) to conduct the inferential statistical analyses.
The alpha level for significance was set at 0.05.

4. Results

4.1. Survey response rate

The overall survey response rate was 72.1% (80 countries) for all
WCPT countries, with 59.2% responding (45 countries) for countries
that were not IFOMPT affiliated and 100% responding (22 IFOMPT
member organizations and 13 IFOMPT registered interest groups) for
those that were IFOMPT affiliated.

Table 1
Percentages of APP rights allowed in WCPT countries with and without IFOMPT member organization (MO) or registered interest group (RIG), * indicates sig-
nificance (p < .05).

APP Rights Allowed WCPT countries %
(N)

WCPT countries WITHOUT
IFOMPT MO/RIG % (N)

WCPT countries WITH
IFOMPT MO % (N)

WCPT countries WITH
IFOMPT RIG % (N)

Manipulation 85.0 (68) 80.0 (36) 95.5 (21) 84.6 (11)
Perform dry needling 67.5 (54) 55.6* (25) 81.8* (18) 84.6 (11)

p= .04
Direct Access 55.0 (44) 44.4* (20) 72.7* (16) 61.5 (8)

p= .03
Order exemptions for patients' sport activities 53.8 (43) 57.8 (26) 54.5 (12) 38.5 (5)
Perform acupuncture 53.8 (43) 40.0 * (18) 68.2* (15) 76.9 (10)

p= .03
Directly refer patients for surgical consultation to surgeons

for surgical procedures
53.8 (43) 55.6 (25) 45.5 (10) 61.5 (8)

Interpret Radiographs (X-rays) 43.8 (35) 48.9 (22) 36.4 (8) 38.5 (5)
Determine return to work status for injured workers 38.8 (31) 42.2 (19) 40.9 (9) 23.1 (3)
Order Radiographs (X-rays) 35.0 (28) 37.8 (17) 40.9 (9) 15.4 (2)
Prescribe dietary supplements 31.3 (25) 33.3 (15) 31.8 (7) 23.1 (3)
Perform and interpret Diagnostic Ultrasound Imaging 30.0 (24) 20.0* (9) 45.5* (10) 38.5 (5)

p= .03
Order Diagnostic Ultrasound Imaging 27.5 (22) 20.0 (9) 40.9 (8) 38.5 (5)
Interpret advanced imaging such as MRI/CT 25.0 (20) 22.2 (10) 31.8 (7) 23.1 (3)
Order time off from work with paid leave for patients 25.0 (20) 28.9 (13) 31.8 (7) 0 (0)
Order nerve conduction studies 22.5 (18) 20.0 (9) 13.6 (3) 23.1 (6)
Order advanced imaging such as Magnetic Resonance

Imaging (MRI)/Computed Tomography (CT)
20.0 (16) 17.8 (8) 27.3 (6) 15.4 (2)

Order pathology laboratory tests (blood tests) 16.3 (13) 11.1 (5) 22.7 (5) 23.1 (3)
Perform injections of medications into joints, soft tissues 11.3 (9) 6.7* (3) 27.3* (6) 0 (0)

p= .05
Independently prescribe medications with limitations 8.8 (7) 11.1 (5) 4.5 (1) 7.7 (1)
Independently prescribe medications without limitations 2.5 (2) 2.2 (1) 4.5 (1) 0 (0)
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4.2. APP rights allowed

Summary responses to the survey for APP rights allowed in each
responding WCPT country are provided in Table 1. The three most
frequently allowed APP rights among the 20 listed in the survey for all
WCPT member organizations were: (1) manipulation (85.0%), (2)
perform dry needling (67.5%), and (3) direct access (55.0%). The five
APP rights that had statistically significant higher prevalence in coun-
tries that were IFOMPT member organizations versus those that were
not affiliated with IFOMPT, respectively, included: (1) direct access
72.7% versus 44.4% (p= .03), (2) right to perform dry needling 81.8%
versus 55.6% (p= .04), (3) right to perform acupuncture 68.2% versus
40.0% (p= .03), (4) right to perform and interpret diagnostic ultra-
sound imaging 45.5% versus 20.0% (p= .03), and (5) right to perform
injections of medications into joints, soft tissues 27.3% versus 6.7%
(p= .02). The average number of APP rights for countries that were
IFOMPT member organizations, registered interest groups and those
that were not affiliated with IFOMPT was 8.14 (median=7.00), 7.00
(median=6) and 6.56 (median= 6), respectively. There was no cor-
relation between IFOMPT status (IFOMPT member or not) and the
number of APP rights allowed in that country.

4.3. Educational requirements and APP rights allowed

The highest degree (of 4 possible degrees) required for entry-level to
physical therapy practice and the number of APP rights allowed for
each WCPT member organization are reported in Table 2. A Clinical
(Professional) Doctoral Degree was the highest degree obtained for
physical therapists in the United States of America (an IFOMPT
member). A large majority of countries (76.3%) reported that a ba-
chelor's degree was required for entry-to-practice physical therapy.
Additionally, 13.6% of IFOMPT member organization countries re-
quired physical therapy entry-to-practice degrees beyond the bachelor's
degree versus 6.6% for countries that were not IFOMPT affiliated. The
details are provided in Table 3.

From the data collected and reported in Table 2, the average
number of APP rights allowed that were designated as entry-to-practice
skills (i.e. that did not require post-professional training) was 3.50
(median=2.50), 3.31 (median=2.00) and 2.8 (median=1.00) for
countries that were IFOMPT member organizations, registered interest
groups and not IFOMPT affiliated, respectively. There was a fair sig-
nificant correlation (rs= 0.48, p= .03) between the highest physical
therapist professional educational degrees required for entry-to-prac-
tice physical therapy and the number of APP rights allowed for coun-
tries that had IFOMPT member organizations. There was no significant
correlation between entry-to-practice degree required and the number
of APP rights allowed for the other WCPT member organizations.

APP rights allowed across all countries, either requiring or not re-
quiring post-professional training, are reported in Table 4. Two APP
rights showed a significant difference and were less likely to require
post-professional training for countries that were affiliated with
IFOMPT versus those not affiliated with IFOMPT: (1) direct access post-
professional training requirement prevalence of 4.2% versus 35%
(p= .02); and (2) manipulation post-professional training prevalence
of 37.5% versus 63.9% (p= .03).

4.4. Correlations between direct access and number of APP rights

First, we assessed homoscedasticity and normality of distribution for
the number of APP rights. There was homogeneity of variances
(p > .24) and normality (p > .08) for the number of APP rights with
direct access versus without direct access for countries that had
IFOMPT member organizations and those that were not IFOMPT af-
filiated. There was moderate positive correlation between direct access
and the number of APP rights allowed for all WCPT member organi-
zations (rpb> .50, p≤ .001). Additionally, distributions of the APP

Table 2
Number of APP rights allowed with or without special post-professional
training by country arranged in order from highest to lowest APP rights allowed
(IFOMPT Status: “MO=member organization” or “RIG= registered interest
group”. Entry-level physical therapy education: “PB”=certification prior ba-
chelor degree; “B”=Bachelor; “M”=Master; and “D”=Doctorate).

WCPT Country # APP # APP with
Special
Training

# APP
without
Special
Training

Entry-Level
PT
Education

IFOMPT
Status

Bangladesh 20 10 10 B
United

Kingdom
20 16 4 B MO

Norway 17 17 0 B MO
Colombia 16 8 8 PB RIG
Pakistan 16 13 3 B
Macau 15 0 15 B
Australia 15 4 11 B MO
Spain 15 5 10 B MO
Singapore 14 0 14 M
Brazil 13 2 11 B RIG
New Zealand 13 2 11 B MO
United States 12 2 10 D MO
Argentina 11 2 9 B
Zambia 11 4 7 M
Canada 11 8 3 M MO
Cyprus 11 9 2 B RIG
Mexico 11 11 0 B
South Africa 10 4 6 PB MO
Zimbabwe 10 6 4 B
Sri Lanka 10 9 1 B
Rwanda 10 10 0 B
Tanzania 9 1 8 M
Benin 9 6 3 B
Ireland 9 6 3 B MO
Malaysia 9 6 3 B
Israel 9 8 1 PB
Niger 9 8 1 B
Belgium 9 9 0 PB MO
Ghana 8 0 8 B
United Arab

Emirates
8 0 8 B RIG

Barbados 8 4 4 B
Chile 8 6 2 B RIG
Sweden 8 7 1 B MO
Taiwan 8 7 1 B
Namibia 7 0 7 B
Bermuda 7 3 4 B
Guyana 7 6 1 B
Philippines 7 7 0 B MO
Lebanon 6 0 6 PB
Malawi 6 1 5 B
Iceland 6 2 4 B RIG
Denmark 6 3 3 M MO
Finland 6 4 2 B MO
Afghanistan 6 5 1 B
Malta 6 5 1 B
Montenegro 6 6 0 PB
Thailand 6 6 0 B
Hong Kong 5 2 3 B MO
Netherlands 5 3 2 B MO
Portugal 5 3 2 B MO
Bahamas 5 5 0 B
Egypt 5 5 0 B RIG
Estonia 5 5 0 B
Switzerland 5 5 0 B MO
Italy 4 0 4 M MO
Poland 4 2 2 B RIG
France 4 3 1 B RIG
Hungary 4 3 1 M RIG
Puerto Rico 4 4 0 M
Uruguay 4 4 0 B
Cambodia 3 1 2 PB
Korea (South) 3 1 2 B
Iran 3 2 1 B
Liechtenstein 3 3 0 B

(continued on next page)
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rights number between countries with direct access and those without
direct access were not similar, as assessed by visual inspection (Fig. 1).
The mean number of APP rights was 4.44 (median 4) in countries
without direct access and 9.20 (median 9) in countries with direct ac-
cess. The number of APP rights for countries with direct access (mean
rank=27.64) were significantly higher than for countries without di-
rect access (mean rank=51.02, U=329, z=−4.489, p≤ .001).

The six APP rights that displayed fair to moderate association with
direct access for countries that were not IFOMPT affiliated included: (1)
manipulation, φ=0.34, p= .02; (2) order radiographs imaging,
φ=0.50, p= .001; (3) order laboratory tests, φ=0.40, p= 01; (4)
order time off, φ=0.32, p= .03; (5) order exemption sport activities,
φ=0.40, p= .01; and (6) able to make direct referral of patients for
surgical consultation, φ=0.44, p= .01. Only three APP rights were
weakly to moderately associated with direct access for the countries
that had IFOMPT member organizations: (1) order radiographs ima-
ging, φ=0.51, p= .02; (2) order diagnostic ultrasound, φ=0.46,
p= .03; and (3) perform dry needling, φ=0.51, p= .02.

5. Discussion

This is the first study to explore and evaluate the relationship be-
tween entry-to-practice and post-professional levels of education with
the scope of practice rights allowed in a large number of WCPT member
organizations that are/are not affiliated with IFOMPT. The WCPT de-
finition of advanced clinical competence renders comparisons of APP
rights between countries elusive as it does not consider that: (1) entry-
to-practice educational requirements differ across the countries, (2)
educational models and thus interpretation of degrees varies as there is
no accepted international-standard for classifying education degrees
(Statistics, 2012) (e.g. physical therapists in select countries earn “state
diplomas” without an academic degrees), and (3) there are differences
in the stage of healthcare systems development and legislative gov-
ernance of healthcare.

To overcome these obstacles, we considered each APP right based
on its presence in at least one country in order to take into account the
disparity between entry-level physical therapy educational degrees.
Although there was a positive correlation between the entry-level
physical therapy education and number of APP rights allowed for
countries with IFOMPT member organizations, WCPT member organi-
zations without IFOMPT affiliations displayed no such correlation.
Additionally, the number of APP rights allowed was not correlated with
an affiliation to IFOMPT. For example, some non-affiliated countries
such as Bangladesh, Pakistan and Macau reported a high number of APP
rights while select affiliated countries such as Austria, Japan and
Germany reported either very low or no APP rights. These results
suggest that factors other than entry-level physical therapy education,
such as a lack of skilled healthcare practitioners in some musculoske-
letal areas and societal needs (Aiken et al., 2008; Desmeules et al.,
2013; Durrell, 1996), are likely driving decisions about advancing
physical therapy scope of practice. For instance, the greatest disparity
in physical therapy rights was the difference in ability to perform joint
and soft tissue injections with a ratio of 1:4 in favor of countries with
IFOMPT member organizations. In most countries, joint injections are
performed under a medical directive from physicians who enable ad-
vanced practice physiotherapists to perform this task by transferring
their designated authority to do so, which is similar to task reallocation
for advanced practice nurses and nurse practitioners (Niezen and
Mathijssen, 2014). However, such APP rights could remain restricted
and beyond the post-professional training requirements, as it can be
performed only under medical supervision in selected countries/jur-
isdictions (“Physical Therapy Board of California”, 2018). Further stu-
dies are warranted to evaluate which factors are barriers and/or facil-
itators of advances in physical therapy scope of practice.

Considering such advances in physical therapy scope of practice,
physical therapists could assume major rights in the management of
specific conditions when they practice in interprofessional settings,
such as emergency departments or in collaboration with physician
specialists (de Gruchy et al., 2015). Multidisciplinary teams allow
sharing the different professions' skills into a unified entity that works
toward a common goal, demonstrating that a more advanced physical
therapy scope of practice does not conflict with other professions but
instead creates a synergy to improve quality of care (Morphet et al.,
2016) and decrease healthcare costs (Standfield et al., 2016).

The WCPT claims physical therapists are autonomous professionals
and encourages its member organizations to support and work towards
acquiring direct access (“Policy Statement: Autonomy”, n.d.). A sys-
tematic review showed that direct access for physical therapists is va-
luable for quality of care and cost savings (Ojha et al., 2014). Barriers
and facilitators to direct access were investigated by Bury and Stokes
(2013) with an international survey through WCPT member organiza-
tions in 2010. The authors reported that direct access had a positive
bearing on physical therapists' scope of practice in terms of assessment,
diagnosis and referral to specialists. Regarding the prevalence of direct
access, the results of our study (55%) are consistent with both a
statement made on the WCPT website (59%) (“WCPT Launches New
Infographics Profiling the Profession Globally”, n.d.) and the results
reported by Bury and Stokes (58%) in 2013 (Bury and Stokes, 2013).
Our study adds new insights by identifying differences associated with
organization affiliation and by showing that countries with IFOMPT

Table 2 (continued)

WCPT Country # APP # APP with
Special
Training

# APP
without
Special
Training

Entry-Level
PT
Education

IFOMPT
Status

Trinidad and
Tobago

3 3 0 B

Greece 2 0 2 B
Serbia 2 0 2 B
Slovenia 2 0 2 B
Czech Republic 2 1 1 B
Luxembourg 2 1 1 B
Saudi Arabia 2 1 1 B
Suriname 2 1 1 M
Austria 1 1 0 B MO
Japan 1 1 0 PB MO
Slovakia 1 1 0 B
Germany 0 0 0 PB MO
Guatemala 0 0 0 PB
Jordan 0 0 0 B
Lithuania 0 0 0 B
Sudan 0 0 0 B

Table 3
Percentage of highest entry-level physical therapy degrees in WCPT countries.

Highest PT Educational Entry-Level
Degrees

Certification prior to a Bachelor's Degree
(N)

Bachelor's Degree (N) Master's Degree(N) Clinical (Professional)Doctorate Degree
(N)

WCPT MOs 12.5 (10) 76.3 (61) 10 (8) 1.2 (1)
Countries without IFOMPT MO/RIG 15.6 (7) 77.8 (35) 6.6 (3) 0 (0)
Countries with IFOMPT MO 9.1 (2) 77.3 (17) 9.1 (2) 4.5 (1)
Countries with IFOMPT RIG 7.7 (1) 69.2 (9) 23.1 (3) 0 (0)
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member organizations were more likely to have direct access to phy-
sical therapy compared to countries that did not have IFOMPT member
organizations/registered interest groups. Furthermore, this investiga-
tion demonstrates that direct access is moderately correlated with the
number of APP rights allowed for all WCPT member organizations and
the right to practice other APP rights.

Associations between direct access and the type of APP rights al-
lowed were different for countries that had IFOMPT member organi-
zations versus those that did not. Direct access in countries affiliated
with IFOMPT was more associated with APP rights related to their
specialization and practice in the musculoskeletal domain such as or-
dering ultrasound and performing dry needling. The countries not

affiliated with IFOMPT presented additional APP rights that were more
associated with physical therapists involved in patient triage. Such
rights included the ability to order radiographs, laboratory tests, give
patients time off work, or exemption from sports activities and to refer
directly to a specialist (e.g. orthopaedic surgeon for surgical consulta-
tion) and less related to specialized physical therapy practice (espe-
cially treatment) in the musculoskeletal domain. These later types of
APP rights are specific for triage and helpful to alleviate potential
general practitioner workload and might be best suited to specific
country healthcare system necessities to meet societal needs.
Additionally, direct access seems to facilitate a broader scope of prac-
tice with higher number of APP rights allowed for these countries.

Table 4
Percentages and number of APP rights (Yes/No) in WCPT countries with or without post-professional training.

Advanced Practice Physiotherapy Rights No % (N) Yes, with special/advanced training
% (N)

Yes, without special/advanced training
% (N)

Direct Access 45 (36) 10 (8) 45 (36)
Manipulation 15 (12) 43.8 (35) 41.2 (33)
Order Radiographs (X-rays) 65 (52) 16.2 (13) 18.8 (15)
Interpret Radiographs (X-rays) 56.3 (45) 22.5 (18) 21.3 (17)
Order advanced imaging such as Magnetic Resonance Imaging (MRI)/Computed

Tomography (CT)
80 (64) 7.5 (6) 12.5 (10)

Interpret advanced imaging such as MRI/CT 75 (60) 17.5 (14) 7.5 (6)
Order Diagnostic Ultrasound Imaging 72.5 (68) 15 (12) 12.5 (10)
Perform and interpret Diagnostic Ultrasound Imaging 70 (56) 25 (20) 5 (4)
Order pathology laboratory tests (blood tests) 83.8 (67) 11.25 (9) 5 (4)
Order nerve conduction studies 77.5 (62) 15 (12) 7.5 (6)
Order time off from work with paid leave for patients 75 (60) 12.5 (10) 12.5 (10)
Determine return to work status for injured workers 61.3 (49) 22.5 (18) 16.2 (13)
Order exemptions for patients' sport activities 46.3 (37) 28.7 (23) 25 (20)
Perform dry needling 32.5 (26) 52.5 (42) 15 (12)
Perform acupuncture 46.3 (37) 41.2 (33) 12.5 (10)
Perform injections of medications into joints, soft tissues 88.8 (71) 11.2 (9) 0 (0)
Independently prescribe medications with certain limitations 91.3 (73) 6.2 (5) 2.5 (2)
Independently prescribe medications without certain limitations 97.4 (78) 1.3 (1) 1.3 (1)
Prescribe dietary supplements 68.8 (55) 17.5 (14) 13.7 (11)
Directly refer patients for surgical procedures 46.3 (37) 21.3 (17) 32.4 (26)

Fig. 1. Histogram of APP rights numbers by direct access right.
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Finally, we can argue that direct access is a particular and multifactorial
APP rights that may strengthen specialization practice but is influenced
by the healthcare system context.

6. Limitations

A limitation of this study is that the status of APP rights may be
heterogenous within a country/jurisdiction. However, this study was
designed to investigate scope of practice tendencies between nations on
a worldwide scale as opposed to within national borders. Moreover, this
investigation was survey-based and therefore relied upon the accuracy
of reports made by delegates, which may have been flawed in some
instances. The triangulation process of answers between WCPT member
organizations and IFOMPT member organizations/registered interest
groups and website information was designed to maximize the survey
accuracy.

7. Conclusion

Developing an advanced scope of practice is crucial for the expan-
sion of autonomy for the physical therapy profession (Sandstrom,
2007). Our study serves as a foundation for future research aimed at
evaluating the mechanisms regulating physical therapy scope of prac-
tice enhancements. Only countries with IFOMPT member organizations
showed a correlation between entry-level physical therapy education
program degree and the number of APP rights suggesting that the
number of APP rights allowed for each country is a multifactorial
process. Countries with IFOMPT member organizations were less likely
to require post-professional training for direct access and manipulation
APP rights. We hypothesize that implementing the educational stan-
dards that are required to create IFOMPT member organizations and
the influence of the presence of musculoskeletal physical therapy spe-
cialists who graduate from IFOMPT-approved programs in these
countries may play a role in these findings.

Direct access was correlated with a broader scope of practice and

countries with direct access had more than twice as many APP rights.
Direct access prevalence worldwide has not evolved further since 2010.
Further investigations should be completed to assess the reasons for this
stagnation. We demonstrated that direct access was more prevalent in
IFOMPT member organization countries. Therefore, IFOMPT affiliation
may be valuable to acquire this APP right.

Finally, advanced scope of practice should not be reduced to the
number of APP rights alone. Advanced scope of practice is complex to
characterize and further research to classify and thoroughly explain
APP rights acquisition is warranted as well as investigations to de-
termine how such changes can benefit patients, healthcare systems and
society as a whole.
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Appendix A. Survey for the IFOMPT member organizations & registered interest groups (all member organizations & registered interest
groups delegates)

DESCRIPTIVE SURVEY

1. Which country/jurisdiction do you represent within International Federation of Orthopaedic Manipulative Physical therapists (IFOMPT)?

• Australia (MO & RIG)

• Austria

• Brazil

• Belgium

• Canada

• Chile (RIG)

• Colombia (RIG)

• Cyprus

• Denmark

• Egypt (RIG)

• Finland

• France (RIG)

• Germany

• Greece

• Hong Kong

• Hungary (RIG)

• Ireland

• Iceland (RIG)

• Italy

• Japan

• Korea (2 RIG)

• New Zealand

• Norway

• Philippines (RIG)
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• Poland (RIG)

• Portugal

• Slovenia (RIG)

• South Africa

• Spain

• Sweden

• Switzerland

• The Netherlands

• Turkey (RIG)

• United Kingdom

• United States
2. Do you represent a Member Organization (MO) or a Registered Interest Group (RIG)?

• MO

• RIG
3. In your country/jurisdiction, how many Orthopaedic Manual Physical Therapy (OMPT) specialists or the equivalent certifications are members of

your MO/RIG of IFOMPT?
4. In your country/jurisdiction, how many physical therapists are members of your MO/RIG of IFOMPT?
5. What is the highest entry-level degree that Physical Therapists earn to enter the physical therapy profession in your country/jurisdiction? (If some

disparities exist in your country between states or provinces, please indicate the highest level).

• Certification prior to a Bachelor's Degree

• Bachelor's Degree

• Master's Degree

• Clinical (Professional) Doctorate
6. Upon completion of your entry-level physical therapy education in your country/jurisdiction, which of the following advanced practice

physiotherapy (APP) items are allowed for Orthopaedic Manual Physical Therapy (OMPT) specialists or equivalent certifications and under
which conditions? Please select all that apply and for that advanced practice physiotherapy requiring some advanced training/certification,
indicate the approximate minimum number of hours required to acquire these APP privileges.
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Appendix B. Survey for the WCPT member organizations (all WCPT delegates)

DESCRIPTIVE SURVEY

1. Which country/jurisdiction do you represent within World Confederation for Physical Therapy (WCPT)

• Estonia

• Fiji

• Finland

• France

• Germany
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• Ghana

• Greece

• Guatemala

• Guyana

• Hong Kong

• Hungary

• Iceland

• Indonesia

• Iran

• Ireland

• Israel

• Italy

• Jamaica

• Japan

• Jordan

• Kenya

• Korea (South)

• Kuwait

• Latvia

• Lebanon

• Liechtenstein

• Lithuania

• Luxembourg

• Macau

• Malawi

• Malaysia

• Malta

• Mauritius

• Mexico

• Mongolia

• Montenegro

• Myanmar

• Namibia

• Nepal

• Netherlands

• New Zealand

• Niger

• Nigeria

• Norway

• Pakistan

• Panama

• Peru

• Philippines

• Poland

• Portugal

• Puerto Rico

• Romania

• Rwanda

• Saudi Arabia

• Serbia

• Singapore

• Slovakia

• Slovenia

• South Africa

• Spain

• Sri Lanka

• St Lucia

• Sudan

• Suriname

• Swazilad

• Sweden

• Switzerland

• Syria

• Taiwan

• Tanzania

• Thailand
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• Togo

• Trinidad and Tobago

• Turkey

• Uganda

• Ukraine

• United Arab Emirates

• United Kingdom

• United States

• Uruguay

• Venezuela

• Zambia

• Zimbabwe

• Macau

• Malawi

• Malaysia

• Malta

• Mauritius

• Mexico

• Mongolia

• Montenegro

• Myanmar

• Namibia

• Nepal

• Netherlands

• New Zealand

• Niger

• Nigeria

• Norway

• Pakistan

• Panama

• Peru

• Philippines

• Poland

• Portugal

• Puerto Rico

• Romania

• Rwanda

• Saudi Arabia

• Serbia

• Singapore

• Slovakia

• Slovenia

• South Africa

• Spain

• Sri Lanka

• St Lucia

• Sudan

• Suriname

• Swazilad

• Sweden

• Switzerland

• Syria

• Taiwan

• Tanzania

• Thailand

• Togo

• Trinidad and Tobago

• Turkey

• Uganda

• Ukraine

• United Arab Emirates

• United Kingdom

• United States

• Uruguay

• Venezuela

• Zambia
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• Zimbabwe

• Slovakia

• Slovenia

• South Africa

• Spain

• Sri Lanka

• St Lucia

• Sudan

• Suriname

• Swaziland

• Sweden

• Switzerland

• Syria

• Taiwan

• Tanzania

• Thailand

• Togo

• Trinidad and Tobago

• Turkey

• Uganda

• Ukraine

• United Arab Emirates

• United Kingdom

• United States

• Uruguay

• Venezuela

• Zambia

• Zimbabwe

• Zambia

• Zimbabwe

• Afghanistan

• Albania

• Argentina

• Australia

• Austria

• Bahamas

• Bahrain

• Bangladesh

• Barbados

• Belgium

• Benin

• Bermuda

• Bolivia

• Bosnia and Herzegovina

• Brazil

• Bulgaria

• Cambodia

• Canada

• Chile

• Colombia

• Congo (Democratic Republic)

• Croatia

• Curaçao

• Cyprus

• Czech Republic

• Denmark

• Ecuador

• Egypt

• Estonia

• Fiji

• Finland

• France

• Germany

• Ghana

• Greece

• Guatemala
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• Guyana

• Hong Kong

• Hungary

• Iceland

• Indonesia

• Iran

• Ireland

• Israel

• Italy

• Jamaica

• Japan

• Jordan

• Kenya

• Korea (South)

• Kuwait

• Latvia

• Lebanon

• Liechtenstein

• Lithuania

• Luxembourg

• Macau

• Malawi

• Malaysia

• Malta

• Mauritius

• Mexico

• Mongolia

• Montenegro

• Myanmar

• Namibia

• Nepal

• Netherlands

• New Zealand

• Niger

• Nigeria

• Norway

• Pakistan

• Panama

• Peru

• Philippines

• Poland

• Portugal

• Puerto Rico

• Romania

• Rwanda

• Saudi Arabia

• Serbia

• Singapore

• Slovakia

• Slovenia

• South Africa

• Spain

• Sri Lanka

• St Lucia

• Sudan

• Suriname

• Swazilad

• Sweden

• Switzerland

• Syria

• Taiwan

• Tanzania

• Thailand

• Togo

• Trinidad and Tobago

• Turkey
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• Uganda

• Ukraine

• United Arab Emirates

• United Kingdom

• United States

• Uruguay

• Venezuela

• Zambia

• Zimbabwe
2. What is the highest entry-level degree that Physical Therapists earn to enter the physical therapy profession in your country/jurisdiction? (If some

disparities exist in your country between states or provinces, please indicate the highest level).

• Certification prior to a Bachelor's Degree

• Bachelor's Degree

• Master's Degree

• Clinical (Professional) Doctorate
3. Upon completion of your entry-level physical therapy education in your country/jurisdiction, which of the following advanced practice

physiotherapy (APP) are allowed for Orthopaedic Manual Physical Therapy (OMPT) specialists or equivalent certifications and under which
conditions? Please select all that apply and for that advanced practice physiotherapy requiring some advanced training/certification, indicate
the approximate minimum number of hours required to acquire these APP privileges.
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