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Abstract: Background and Objectives: The purpose of this retrospective population-based cohort study
was to analyse the association between attendance of physiotherapy with mortality in the Spanish
general population and describe the profile of people who do not visit a physiotherapist in Spain.
Material and Methods: The data sources were the 2011/2012 National Health Survey (ENSE11) and
the national database of death in Spain, and the participants were all adult respondents in the
ENSE11. Results: Of 20,397 people, 1101 (5.4%) visited the physiotherapist the previous year, and the
cumulative incidence of total mortality was 5.4% (n = 1107) at a mean follow-up of 6.2 years. Visiting
the physiotherapist was associated with lower all-cause mortality in the population residing in Spain,
quantified at 30.1% [RR = 0.699; 95% CI (0.528–0.927); p = 0.013]. The factors associated with not
visiting a physiotherapist were the following: rating one’s health as good (9.8%; n = 1017; p < 0.001),
not having any hospital admission in the previous year (9.6%; n = 1788; p < 0.001), not having visited
the general practitioner in the previous month (9.6%; n = 1408; p < 0.001), and not having attended a
day hospital in the previous year (9.7%; n = 1836; p < 0.001). Conclusions: Visiting a physiotherapist
was associated with a lower mortality from all causes in the population living in Spain.

Keywords: physiotherapy; mortality; prevention

1. Introduction

The World Confederation of Physiotherapy (WCPT) [1] considers that physiotherapists
are trained to meet the functional needs of people with disabilities. They also play a vital
role in preventing and reducing health problems associated with disability. In and of
itself, according to the American Physical Therapy Association (APTA), physiotherapy
is a profession directed to the care of the individual, their family, and their community
and focuses on the study and analysis of human body movement in order to improve
the individual’s quality of life and contribute to their social development [2]. In this way,
physiotherapists, in addition to their role in secondary and tertiary interventions, also
participate in the identification of risks and behaviours that prevent or hinder the optimal
development of human movement. In addition, they also take part in health promotion
interventions, enabling people to have greater control over the determinants of health [3].
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Regarding the functions of a physiotherapist, in Spain, the assistance function is
the most important, with physiotherapists forming part of a multidisciplinary team. In
general, the assistance function consists of the direct relationship that a physiotherapist
maintains with a healthy/sick individual or society in order to prevent, cure, and recover
injuries through professional actions, consisting of establishing, applying, and evaluating
the methods, actions, and techniques of physiotherapy. A physiotherapist establishes a
relationship with a healthy or sick individual in the psychological, communicative, and
physical dimensions via physical means [4]. The Spanish public health system has just over
5000 physiotherapists, a ratio of 0.1 per 1000 inhabitants, far below the recommendations
of the World Health Organization (WHO) of 1 physiotherapist per 1000 inhabitants [5].
Approximately 90% of Spanish physiotherapists work in the private sector, representing a
ratio of 0.9/1000 inhabitants [6]. The Spanish public physiotherapy service has long waiting
lists, and private sector interventions are not refunded by the public system. In terms of
access to physiotherapy services through public health systems and the co-payment or lack
thereof of said services, these vary widely in Europe [7].

According to a Global Burden of Disease Study in 2019 [8], musculoskeletal disorders
ranked first in terms of years lived with disability. Physiotherapists have an important
role in treating and preventing disability [1]. The prevalence of musculoskeletal disorders
is very high in the elderly, being an important cause of pain, which can influence mood,
physical functioning, physical inactivity, and social interaction and be a cause of a sedentary
lifestyle [9]. Promotion of physical activity among the elderly plays a key role in healthy
aging and may also have an impact beyond functionality, influencing mental health, quality
of life, and well-being [10–12]. Previous evidence shows that subjective well-being is
associated with reduced risk of all-cause mortality and incidence of specific conditions [13].
Physiotherapy can help society in the prevention and treatment of activity limitations
and/or participation restrictions [12] in people at risk of movement disorders that, if not
adequately prevented or treated, could lead to reduced physical activity, a lower quality of
life, and a more sedentary lifestyle, which are associated with certain types of diseases and,
consequently, an increased risk of mortality [9].

To the best of our knowledge, in Spain, no study has previously analysed the asso-
ciation between physiotherapy care and mortality in the general population. However,
previous studies have associated certain physiotherapy interventions with a decrease in
the risk factors associated with higher mortality [10,13–15]. The aim of this study was to
analyse the association between attendance of physiotherapy and mortality in the general
population from all causes after six years and describe the profile of patients who do not
visit a physiotherapist in Spain, using the 2011/2012 National Health Survey.

2. Materials and Methods
2.1. Study Design

This was a population-based retrospective linkage cohort study. The baseline variables
were collected from the Spanish National Health Survey 2011/2012 (ENSE11) [16] data
source. The response variable was mortality from any cause (yes/no), obtained by crossing
the ENSE11 database and the national database of deaths ordered by cause of death.
This linkage was carried out by the National Institute of Statistics (INE) [17] through a
probabilistic cross-link based on name, surname, date of birth, sex, personal identification
number, and province of birth, using the Levenshtein distance metric, with a linkage
quality higher than 97%. The linkage was carried out between the years 2011 and 2017,
establishing the duration of follow-up to measure mortality between the 1 July 2011 and
the 31 December 2017, for a total follow-up period of 6.4 years.

2.2. Participants

The period of inclusion for the ENSE11 respondents was between July 2011 and June
2012, covering a total of 21,007 adults (15 years and over). The ENSE11 has a national
geographic scope and used a stratified three-stage sampling design. The units of the first



Medicina 2023, 59, 2187 3 of 12

stage were the census sections (population units of about 5000 inhabitants), the second-
stage units were family dwellings, and, within each household, the third-stage units were
adults aged 15 or over. A different sample was designed for each of the 17 regions of
Spain, and was stratified by the size of the municipality. The survey represents all adults
residing in Spain in 2011, about 39.7 million people. The present study included all ENSE11
adult participants and excluded those for whom information on the study variables was
not available.

2.3. Variables/Outcomes Measures

The outcome variable was mortality from any cause (yes/no). The exposure variable
was to answer question 52 of the ENSE11: “During the previous 12 months, have you
visited a physiotherapist for yourself? (yes/no)”. The explanatory variables, which were
considered potentially confounding, included five types:

• Socio-demographic variables: sex, age group, autonomous community of residence,
size of municipality, social working class [18], body mass index, country of birth,
marital status, educational level, and net monthly household income.

• Lifestyle habits: dental hygiene, tobacco use, exposure to tobacco smoke, risk of
alcohol consumption, sleeping hours, main daily activity, and main leisure activity.

• Diet: breakfast, consumption of fruit, vegetables, legumes, dairy products, cakes and
pastries, and fast food.

• Health and comorbidities: self-perceived health, presence of any chronic disease,
high blood pressure (HBP), acute myocardial infarction (AMI), other heart disease,
varicose veins in the legs, osteoarthritis, arthritis or rheumatism, chronic cervical pain,
chronic low back pain, chronic allergy, asthma, chronic bronchitis, emphysema or
chronic obstructive pulmonary disease (COPD); diabetes, stomach ulcer or duodenum,
urinary incontinence, high cholesterol, cataracts, chronic skin problems, chronic consti-
pation; cirrhosis or liver dysfunction; chronic depression; chronic anxiety; other mental
problems; embolism, cerebral infarction or cerebral haemorrhage (stroke); migraine or
frequent headache; haemorrhoids; malignant tumours; osteoporosis; thyroid problems;
permanent injuries or defects caused by an accident or accidents in the previous year;
mental health (GHQ12); use of glasses or contact lenses; use of hearing aids; flu vaccine
in the last campaign; activity restriction (limitation of activity for health reasons in the
previous two weeks); being bedridden for medical reasons in the previous two weeks;
and limitation of daily activity in the previous six months.

• Use of health services: hospital admission in the previous year; visit to the primary care
doctor in the previous month; visit to the specialist doctor in the previous month; visit
to the day hospital in the previous year; visit to the psychologist in the previous year;
and diagnostic tests performed in the previous year (X-ray; computed tomography
scan (CT); ultrasound; nuclear magnetic resonance (MRN)).

Table S1 of the additional materials details the code of the survey question that collects
the information for each variable as well as the answer options. All information collected
through the survey is self-reported by the responder at the time of the survey.

2.4. Statistical Analysis

A descriptive analysis of all the variables was carried out by calculating frequencies for
the qualitative variables. The factors associated with the visit to the physiotherapist and the
incidence of mortality were analysed using contingency tables, applying the chi-squared
test. As crude measures of association, we calculated the cumulative incidence (CI) of
mortality in the exposed group (Ie) and the incidence in the unexposed group (Iu), the
unadjusted relative risk (RRc) value as the ratio of cumulative incidence (RRc = Ie/Iu),
absolute risk reduction (ARR) as the difference in incidence (ARR = Iu − Ie), relative risk
reduction (RRR) as complementary to RR (RRR = 1 − RR), and exposure impact number
(EIN) as the inverse of ARR (EIN = 1/ARR), interpreted as the number of individuals with
exposure among whom one excess case is due to the exposure [19].
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To estimate the magnitudes of associations with incidence of mortality, adjusted rel-
ative risks (RRa) have been estimated together with their 95% confidence intervals, by
adjusting multivariate Poisson models with robust variance [20]. A stepwise variable selec-
tion procedure was carried out based on the Akaike information criterion (AIC), and the
possible confusion of the explanatory variables by the effect of visiting the physiotherapist
on the incidence of mortality was evaluated. The possible multicollinearity of the variables
was also taken into account. A model validation process was carried out, dividing the
sample randomly into two subsamples: training to adjust the model (70% of the total)
and testing to validate it (30% of the total), obtaining an honest estimate of the predictive
capacity of the model using the area under the ROC curve and its 95% confidence interval in
the testing sample. To obtain representative estimates of the Spanish population, complex
sampling was taken into account, using the survey elevation factor divided by its mean as a
weighting factor, obtaining weights centred on its mean [21]. The analyses were performed
using SPSS v.28 [22] and R v.4.0.2 software [23].

3. Results

Of the total of 21,007 adults (15 years or older) surveyed, 18 (0.08%) participants were
excluded for not presenting values in the exposure variable (visit to the physiotherapist) and
592 (2.8%) subjects for not presenting valid values in the rest of the explanatory variables,
obtaining a total of 20,397 participants for analysis. Figure 1 shows the study flow chart.
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Of the 20,397 participants included in this study, 5.4% (n = 1101) visited the physio-
therapist the previous year, 51.3% (n = 10,455) were women, 85.7% (n = 17,470) were born
in Spain, 15.4% (n = 3144) had obesity, 33.6% (n = 6848) had secondary education, 45.1%
(n = 9199) reported standing most of the day, 44.4% (n = 9051) did not perform any physical
leisure activity, 51.0% (n = 10,413) rated their self-perceived health as good, 18.3% (n = 3734)
had osteoarthritis, 27.3% (n = 5566) had an X-ray in the previous year, and 7.4% (n = 1513)
had an MRI during the previous year. The description of the study sample according to the
study variables is presented in Table 1 in summary form (Table S2 in extended form).

The CI of total mortality was 5.4% (n = 1107) with a maximum follow-up of 6.4 years
(mean follow-up of 6.2 years, with a total of 127,711 subject-years of follow-up). The
incidence of total mortality in the group that visited the physiotherapist the previous
year was 3.5% (n = 74) compared with 5.6% (n = 1033) of those who did not visit the
physiotherapist (p < 0.001). The RRc was 0.62 (95% CI: 0.50–0.79), the RRR was 0.38 (95% CI:
0.21–0.50), and the EIN was 47.1 (95% CI: 33.5–79.0). Table S3 shows other factors that were
associated with all-cause mortality. Figure 2 shows the distribution of mortality by year.
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Table 1. The proportion of visits to the physiotherapist in the previous year according to the
characteristics of the study sample.

Total
No Physiotherapy Physiotherapy

Visit (Previous Year) Visit (Previous Year)

n % n % n % p-Value

Sex
Man 9942 48.7 8946 90 996 10 0.196

Woman 10,455 51.3 9350 89.4 1105 10.6

Age group

<35 years 6020 29.5 5429 90.2 591 9.8 <0.001

35–54 years 7671 37.6 6781 88.4 890 11.6

55–64 years 2685 13.2 2367 88.1 318 11.9

65–74 years 2060 10.1 1892 91.8 168 8.2

75–84 years 1475 7.2 1364 92.5 111 7.5

≥85 years 485 2.4 464 95.6 21 4.4

BMI

Normal 9019 44.2 7992 88.6 1027 11.4 <0.001

Overweight 6803 33.4 6090 89.5 713 10.5

Obesity 3144 15.4 2871 91,3 272 8.7

NR/DK 1431 7 1343 93.8 88 6.2

Monthly household
income

(net)

NR/DK 5441 26.7 4924 90.5 517 9.5 <0.001

>EUR 2251 3195 15.7 2704 84.6 491 15.4

EUR 1551–2250 3206 15.7 2813 87.7 393 12.3

EUR 1051–1550 3765 18.5 3412 90.6 354 9.4

EUR 801–1050 2077 10.2 1904 91.7 173 8.3

<EUR 800 2713 13.3 2541 93.7 172 6.3

Hours of sleep

>9 h/day 1226 6 1139 92.8 88 7.2 <0.001

7–9 h/day 14,643 71.8 13,219 90.3 1424 9.7

<7 h/day 4528 22.2 3939 87 589 13

Physical leisure activity

Sedentary 9051 44.4 8282 91.5 770 8.5 <0.001

Occasional
physical activity 6735 33 6110 90.7 625 9.3

Frequent physical
activity 2668 13.1 2300 86.2 368 13.8

Sports training 1943 9.5 1605 82.6 337 17.4

Self-perceived health

Very good 4396 21.6 4126 93.9 270 6.1 <0.001

Good 10,413 51 9396 90.2 1017 9.8

Fair 4065 19.9 3508 86.3 557 13.7

Bad 1224 6 1016 83 209 17

Very bad 299 1.5 251 84.2 47 15.8

Any chronic disease
No 11,823 58 10,818 91.5 1005 8.5 <0.001

Yes 8574 42 7479 87.2 1095 12.8

Activity limitation
(previous 6 months)

Severely limited 672 3.3 544 80.9 129 19.1 <0.001

Non-severe limited 3238 15.9 2621 81 617 19

Not limited 16,487 80.8 15,132 91.8 1355 8.2
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Table 1. Cont.

Total
No Physiotherapy Physiotherapy

Visit (Previous Year) Visit (Previous Year)

n % n % n % p-Value

Hospital admission
(previous year)

No 18,702 91.7 16,914 90.4 1788 9.6 <0.001

Yes 1695 8.3 1383 81.6 312 18.4

General practitioner visit
(previous month)

No 14,678 72 13,270 90.4 1408 9.6 <0.001

Yes 5719 28 5027 87.9 692 12.1

Specialist visit
(previous month)

No 17,330 85 15,817 91.3 1513 8.7 <0.001

Yes 3067 15 2479 80.8 587 19.2

Day hospital
(previous year)

No 18,858 92.5 17,021 90.3 1836 9.7 <0.001

Yes 1539 7.5 1275 82.9 264 17.1

BMI: Body Mass Index.
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In the multivariate analysis, the RRa of total mortality in the group that visited the
physiotherapist was 0.699 (95% CI: 0.528–0.927; p = 0.013), which means that visiting the
physiotherapist was associated with lower all-cause mortality (quantified at 30.1%) com-
pared with not visiting the physiotherapist. This estimation was adjusted for 28 variables
(Table 2). Table S4 shows the estimation of the relative risk of death of the complete
multivariate model.

Table 2. Adjusted relative risk of death at 6 years estimated by Poisson models with robust variance
for visits to the physiotherapist in the previous year.

Physiotherapy Visit (Previous Year) RRa * 95% CI p-Value

No 1

Yes 0.699 0.528–0.927 0.013
n train = 14,191; n◦ deaths train = 1040; LRT = 2102.2 (p < 0.001); n test = 6206; n◦ deaths test = 439; ROC area
test = 0.921; 95% CI = (0.908–0.933). * Adjusted for sex, age, BMI, marital status, tobacco use, main daily activity,
leisure physical activity, consumption of legumes, dental hygiene, net monthly household income, having a
chronic disease, having had an acute myocardial infarction, having allergies, COPD, diabetes, high cholesterol,
depression, malignant tumours, osteoporosis, activity limitations in the previous two weeks, hospital admission
in the previous year, visit to a primary care doctor in the previous month, visit to a specialist doctor in the
previous month, visit to a day hospital in the previous year, and having had a CT scan, ultrasound or MRI in the
previous year.
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Tables 1 and S2 show the profile of study participants according to whether they
visited the physiotherapist in the previous year. People belonging to the age group between
55–64 years went to the physiotherapist the most (11.9%; n = 318; p < 0.001), while those
that went to the physiotherapist the least were 85 years or older (4.4%; n = 21; p < 0.001).
People with obesity went to the physiotherapist less than people with normal weight (8.7%;
n = 272; p < 0.001 vs. 11.4%; n = 1027; p < 0.001). Level of income was directly proportional
to attendance at the physiotherapist, with higher attendance in the group with incomes
over EUR 2251 and lower attendance in the group with incomes under EUR 800 (15.4%
n = 491; p < 0.001 vs. 6.3% n = 172; p < 0.001). People who slept less than 7 hours a day
went to the physiotherapist more than those who slept more than 9 hours a day (13.0%;
n = 589; p < 0.001 vs. 7.2%; n = 88; p < 0.001). Regarding leisure physical activity, sedentary
people went to the physiotherapist less (8.5%; n = 770; p < 0.001) than those who performed
physical activity frequently (13.8%; n = 368; p < 0.001) and those who performed sports
training (17.4%; n = 337; p < 0.001). People who rated their health as poor (17.0%; n = 209;
p < 0.001) or very poor (15.8%; n = 47; p < 0.001) went to the physiotherapist more than
those who rated it as good (9.8%; n = 1017; p < 0.001) or very good (6.1%; n = 270; p < 0.001).
Not having a chronic disease was associated with not having visited a physical therapist
(8.5%; n = 1005; p < 0.001). Likewise, not having presented any physical limitation during
the previous two weeks was also associated with not having visited the physiotherapist
(9.2%; n = 1658; p < 0.001). Regarding the use of health services, people without hospital
admission in the previous year (9.6%; n = 1788; p < 0.001), those who did not visit the
general practitioner in the previous month (9.6%; n = 1408; p < 0.001) or the specialist
physician (8.7%; n = 1513; p < 0.001), and those who did not attend a day hospital in the
previous year (9.7%; n = 1836; p < 0.001) visited the physical therapist less than those who
used these health services.

4. Discussion

The present study shows an association between visiting the physiotherapist and
all-cause mortality at six years (quantified at 30% and adjusted for 28 variables from all
the blocks of the survey: sociodemographic, lifestyle, health and comorbidities, and use of
health services). In addition, this study shows that the factors associated with not visiting
the physiotherapist were being aged 75 years or older, having obesity, having a low income
(less than EUR 800), sleeping more than 9 hours, being sedentary, having a very good
self-perceived health state, not suffering from a chronic illness or not having presented any
physical limitation in the two weeks before being surveyed, and not having been admitted
to hospital or visited a day hospital during the previous year or having visited the general
practitioner or a specialist during the previous month.

Consistent with other previous works, this study identified differences regarding
the profile of the physiotherapy patients, such as certain comorbidities, the operation of
the health system making the physiotherapy service available, educational level, and the
presence of serious conditions [24,25]. According to Anderson [26], variability in terms of
healthcare would be appropriate when it is due to the patient’s clinical health condition,
but it is questionable to consider whether variation is appropriate when it is due to factors
such as social structure, beliefs about health, or accessibility. For example, our study
found that people with low incomes visited the physiotherapist less than people with high
incomes. This might be due to the saturation of the public health system and the limitation
of paying for a private service [6]. Removing any inappropriate variation is necessary to
improve the quality of physiotherapy care [27], and, for this, factors associated with not
receiving physiotherapeutic care first need to be identified, as we have explored in the
present study, in order to take steps in this regard and develop new strategies to improve
access to this service.

Currently, increased participation in sports and physical exercise is widely promoted
as an approach to a physically active lifestyle that has a positive effect on healthy aging.
This has caused a higher incidence of sports-related injuries [28] and a greater presence
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of these patients at the physiotherapist’s consulting room as reflected in the results of
this study. However, according to our results, sedentary and obese people visited the
physiotherapist less than people with a normal weight.

In our study, working-age individuals went to the physiotherapist more often than
the non-working-age population. According to other research, the working-age population
exhibits a high incidence of musculoskeletal injuries, being the main reason for them to
receive medical attention, hospitalisations, emergency visits, physical rehabilitation, and
physiotherapy [29].

Some of the main physiotherapy interventions developed in the prevention and
promotion of health and that may be related to improvement in certain health states that
are indirectly associated with a reduction in all-cause mortality include:

(A) Improvement in self-perceived health and quality of life:

In a systematic review conducted in 2008, greater well-being was associated with lower
all-cause mortality in initially healthy population cohorts (adjusted hazard ratio 0.82, 95%
confidence interval 0.76 to 0.89) [30]. Subsequently, several studies documented protective
associations between various measures of subjective well-being and mortality [31,32]. In
the elderly with good mobility, this association may be irrespective of age, sex, educational
level, marital status, and drug use [33].

Quality of life among the elderly becomes poorer as they get older, and, consequently,
so does their subjective well-being, partly due to health deterioration with the appearance
of chronic diseases and, especially, the progressive loss of functionality [34]. In this regard,
the promotion of physical activity among the elderly plays a key role in healthy aging,
possibly representing an impact beyond functionality, affecting mental health and quality
of life. The WHO warns that physical inactivity is a major risk factor that causes the
most deaths, ranking fourth behind HBP, tobacco, and hyperglycaemia [35]. This means
that physical inactivity is the cause of 6% of deaths recorded worldwide. According to
Blair [36], physical inactivity is one of the most important public health problems in the
twentieth century. Physiotherapy might have a differential impact on the maintenance
and improvement of self-perceived health through the promotion of health and well-being,
prevention of limitations and restrictions on activity, and social participation in people with
movement disorders [36]. According to this study, people who rated their health as poor or
very poor visited the physiotherapist more often; this fact could be a turning point.

(B) Improvement of musculoskeletal disorders that may lead to decreased mobility:

Chronic degenerative musculoskeletal pathologies inherent in age constitute one of
the fundamental causes of loss of functional independence. Being able to re-establish
an adequate condition to maintain optimal and adapted functionality has proven to be
essential in the maintenance of functional capacity and is closely related to life expectancy
and mortality [37]. In this regard, physiotherapists are healthcare professionals, often the
first choice and easily accessible in the private sector, trained for the management and
proper treatment of musculoskeletal injuries [38]. This study reported that those patients
who suffered from a chronic degenerative disease such as osteoarthritis, chronic cervical
pain, chronic low back pain, or osteoporosis resorted to physiotherapy more regularly.

(C) Urgent referral to other health professionals:

In many cases, physiotherapists will be in charge of the treatment of musculoskeletal
disorders or other types of injuries, prescribing adapted therapeutic exercises minimis-
ing or reducing the sedentary lifestyle caused by such disorders. Sometimes they will
ensure quick referral to other healthcare professionals and detect red flags that require
urgent attention [38]. A physiotherapist’s ability to identify clinical signs of danger (i.e.,
detection of red flags) and understand when patients should be referred to a physician
is vital to patient safety [39]. It has been reported that physiotherapists diagnose with
the same accuracy as orthopaedic surgeons, as sports medicine doctors [40], in patients
with musculoskeletal disorders [41], and as general practitioners in the UK [42]. In some
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situations, physiotherapists can contribute to patient safety by identifying the presence of a
wide range of systemic diseases and various pathologies requiring medical management.

(D) Fall prevention:

Falls represent one of the main causes of injury, functional impairment, repeated visits
to the physician, readmission to hospital, and mortality in people aged 65 and over [43,44].
In addition, decreased mobility during hospitalisation is associated with loss of muscle
mass, increased potential risk of falls, functional decline, and increased mortality, especially
in the elderly [45,46]. Promoting mobility soon after an intervention potentially decreases
the risk of falls [47]. Falls that do not result in physical injury can also have serious
implications [48]. Exercise and physiotherapy interventions are shown to be very effective
in preventing falls [44,49,50]. Despite this, people over 65 years visited the physiotherapist
less than other age groups in this study. Thus, it is important to facilitate access to the
physiotherapist for this age group.

Visiting the physiotherapist does not directly reduce mortality, but, in certain situa-
tions, it may modify intermediate health states that indirectly reduce total mortality, acting
as a positive mediator between certain health/disease states and total mortality. Knowing
the determinant factors related to physiotherapist access could help to develop intervention
strategies to improve access to this type of health care and analyse whether these strate-
gies are effective and can represent greater protection against mortality in physiotherapy
patients through properly designed prospective studies.

Limitations

The present study has some limitations that should be considered. The data on
the exposure and explanatory study variables are from the respondents’ self-reported
information, a fact that could generate a recall bias. However, previous studies that
compared patients’ answers in questionnaires against the data from medical records showed
a high degree of sensitivity and agreement [51]. Similarly, self-reported chronic diseases
have been considered a source of useful information for prevalence studies and have
been validated [52]. Likewise, the data were obtained from information collected in the
ENSE16, which has national and regional representation and constitutes one of the largest
data collection programs of the Spanish Ministry of Health, whose results have been
validated and are considered an essential element of territorial cohesion for population
monitoring. The official data from the INE have been analysed, being a comprehensive
population sample for all the years under study [17]. However, the ENSE11 only provides
information on attendance at physiotherapy treatment, but not on frequency, subsequent
visits, or reasons for visiting the physiotherapist. Information about external factors, such
as government education campaigns or changes in health spending, that might potentially
have had an impact on mortality, were not included either in the study analysis.

5. Conclusions

Visiting the physiotherapist was associated with lower mortality from all causes in
the population living in Spain. Factors associated with not visiting the physiotherapist
were being 75 years of age or older; being obese; having a low income (less more than EUR
800); sleeping more than 9 h; being sedentary; having a very good self-perceived health
state; not suffering from a chronic illness or not having presented any physical limitation in
the two weeks prior to being surveyed; not having been admitted to hospital or visited a
day hospital during the previous year; and not having visited the general practitioner or a
specialist during the previous month.
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