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SUMMJlRY

Data about the patients being treated, the staff providing the service,

and various organisational matters were collected during a two week period in

the spring of 1976 from 14 schemes ;rhich provided physiotherapy outside

hospitals. The schemes were selected to provide a wide geographical distribu­

tion and to include examples of schemes based in general practices, health

centres, and hospitals, as well as other schemes. As there was no comprehen­

sive national list available of all schemes of community physiotherapy, it was

not possible to obtain a random or representative saID91e of schemes.

The Patients

The 38 physiotherapists working in the selected schemes collected informa­

tion on 777 patients. The age of the patients varied from under six months to

100 years, 67 per cent were female and 33 per cent male. Only 92 patients

(12 per cent) were in full time employment at the time of the study; the

largest group 255 (34 per cent) were housewives. Three hundred and twenty

eight patients (42 per cent) were visited by one or more official agencies

during the study period; the home nurse and the health visitor were the most

frequent visitors.

The patients' main diagnoses and conditions covered a wide range: those

most frequently found were hemiplegia (106), osteoarthrosis (86), and cerebral

palsy (70), these three forming just over a third of all the main diagnoses.

Just over half of the patients had one or more additional diagnosis or condi­

tion. The main problem with which the patient presented was often more rele­

vant to the physiotherapy than the actual diagnosis, these problems when listed

came into eight categories with over two thirds of the patients presenting with

four types of problem - pain, stiffness, abnormality of movement, and gait and

walking problems. Over a third of the patients were seen within six weeks from

the time of onset of the presenting problem.

Referral

Nearly two thirds of the patients were referred by general practitioners,

the remainder by consultants. For a third of the patients (257) another person

as well as the doctor either instigated (137) or was involved (120) in the

referral process. Referral was made verbally for 222 patients and written down

for 555. The majority of these written referrals (325) asked for 'physiotherapy'

or 'assessment', the remainder made more specific reference to physiotherapy
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(ii)

techniques. General practitioners were available to give advice whenever

necessary for 85 per cent (404) of the patients they referred, consultants

were available whenever necessary for 66 per cent (201) of the patients they

referred; there was difficulty in obtaining advice for 19 patients, 4 (1 per

cent) referred by general practitioners and 15 (5 per cent) by consultants.

Of the 30 physiotherapists who received referrals from general practitioners

nearly two thirds (19) felt that the referrals were appropriate and over a

third felt that adequate information was given on referral: of the 35 physio­

therapists who received referrals from consultants over three quarters (29)

felt that the referrals were appropriate and over two thirds (23) felt. that

adequate information was given on referral •

Physiotherapy received

The type of physiotherapy received by the patients was grouped into eight

categories, the two most frequently used were assessment and advice, on 1,071

occasions during the study, and techniques of movement on 644 occasions.

Electrical treatments were used infrequently (185 occasions). A mean physio­

therapy time was calculated for each patient, this varied from less than ten

minutes to over an hour; but the time for the majority of patients was 30

minutes or less .

Place of treatment and transpor1;.

The majority of the patients (422) were seen by the physiotherapist in

their rn~ home. Seven main reasons were given for the patient's place of treat­

ment. For nearly a third (245) the fact that physiotherapy related to their

environment decided their place of treatment. Other reasons were the nearest

place that physiotherapy was available (186), patient medically unfit (140),

long delay in getting hospital physiotherapy (75), the long distance from the

hospital (62), difficult to get the patient out of the house (38), and other

reasons not listed (31). Only 236 patients travelled to see the physiotherapist

during the study, over three quarters of these (202) made their 0'.0 way to the

place of treatment, ~ralking, by car, public transport or other means; thirty

four patients were brought by ambulance or bospital car service. When asked

how each patient would travel to the nearest hospital physiotherdpy department

the physiotherapists thought that 410 patients would need to go by ambulance

(204) or hospital car service (206), that 308 would be able to get to the

hospital by some means on their ~.o and 59 would be unable to get to the

hospital.
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The physiotherapists

The majority of the 38 physiotherapists had considerable professional

experience, ten years or more, and none had Horked for less than four years

since qualification. Twenty one of them had Horked in a specific branch of

physiotherapy for at least a year in a senior position and had, by our defini­

tion, specialised in this area. Over two thirds of the physiotherapists had a

break in service since qualification; eight had a break before taking up their

present post, this varied from two to fifteen years. Over two thirds of the

physiotherapists were married women betHeen the ages of 25 and 54, with child­

ren. Only one male physiotherapist took part in the study. The maj ority of

the phYsiotherapists worked in the selected schemes for 12 hours a week or

less; 11 worked full time. Over two thirds had been in their present post for

less than three years, j~~t under a third for a year or less. Three super­

intendents were employed and were professionally autonomous; over two thirds of

the physiotherapists (26) were ernplo~ffld at senior II grade. In all 31 of the

staff were either under direct supervision (17) or able to go to a super­

intendent for advice (14). Over tHO thirds of the physiotherapists (25) used

their own cars to travel and visit patients, and received a mileage allowance

from their employers. The main reason given by nearly half of the physio­

therapists (17) for taking up their present post was that they felt that physio­

therapy should be made available to some patients outside hospital and wished

to develop community physiotherapy services; other main reasons were that the

hours offered suited family commitments (10), and the ability to work near home

(9). Thirty six of the physiotherapists felt there were problems associated

with their schemes; these included problems of cooperation with others (14), not

having enough time to spend with the patient (10), problems in obtaining equip­

ment (5), and transport problems in getting patients into the health centre (4).

Definitions

There is some confusion about the use of certain terms. It is recommended

the following terms should be defined as follows:

Domiciliary physiotherapy is the assessment and treatment by
means of physiotherapy of patients in their own homes.

Physiotherapy in the comm~~ity refers to all physiotherapy services
outside hospital and therefore includes domiciliary physiotherapy.

A district physiotherapy service refers to the totality of physio­
therapy services provided by the National Health Service within an
administrative health service district •
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Factors affecting choice of site for physiotherapy

Most physiotherapy can be given outside a hospital department so that major

factors which decide the place of treatment are the relationship between the

physiotherapy and the home environment; the patient's clinical condition; the

distance from the hospital; and the type of accommodation and the facilities

available.

Conclusions and recommendations

It is concluded that there is a need for community physiotherapy services •

The services should be developed gradually; new services should be monitored and

established services reviewed. The services should be the responsibility form­

ally of the Area Health Authority discharged through the district management

team and district physiotherapist. Physiotherapists who are already qualified

need some additional training before working in the community; those qualifying

after following the new syllabus (1975) should have at least two years experi­

ence before commencing work in the community. It is essential that physio­

therapists should collaborate with doctors, nurses, occupational therapists,

health visitors, social workers and others in their care of the patient or

client and also with other professions and planners and non-professional field

workers of various services. In order to achieve this physiotherapist~ (and,

indeed, the others) must understand the roles and contributions of eve~Jone

concerned •

General practitioners should be able to refer patients directly to physio­

therapists without first obtaining the opinion of a consultant. It is essential

that the physiotherapist has the right to decline to undertake treatment of the

patient if thought to be inappropriate, and to terminate treatment; and that the

head of the department has the right to discuss the needs of the patient with the

referring doctor. It is important for doctors to give adequate information to

the physiotherapist on referral and for the physiotherapist to supply adequate

feedback to the doctors on the patient's progress and the effect of physiotherapy•

Further research should be directed at specific questions; and particularly,

those concerning the effectiveness of physiotherapeutic measures, diagnoses and

conditions as indicators of the physiotherapy required; and the development of

services •

Physiotherapists should be encouraged to initiate and conduct research as

well as participate as equal partners in studies. There should be opportunities

for them to be trained in research work. This could be encouraged by short

courses on research appreciation; research fellowships; and the recognition of a

few research centres to provide a consultancy service for physiotherapists want­

ing to begin research projects. Having been trained, physiotherapists should be

given the time and facilities to carry out research.
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INTRODUCTION

Physiotherapy is defined by the Chartered Society of Physiotherapy as the

use of physical means to prevent injury, to treat both injury and Jisease and

to assist the process of rehabilitation by developing and restoring tl>e function

of the body so that the patient may return to as active and indeNo)1 1Qnt life as

possible. The Chartered Society of Physiotherapy is the largest orGanisation

of physiotherapists in the country. The Society provides rules of pl~fessional

conduct for its members, outlines the curriculum of study for stude~ts of

physiotherapy and is also their examining body. Membership of the Society is

awarded to successful students and this meniliership is a necessary condition for

state registration by the Council for Professions Supplementary to Medicine.

Present subscribing membership of the Society is now over 17,000, this includes

practising and non-practising members at horr.e and overseas •

Physiotherapists are employed to work in many situations, including

hospitals, health centres, general practice, schools, special schools, insti­

tutions, industry and sports clinics, and they also undertake private practice

on an individual basis. The !1crlillan Report on the remedial professions

(Department of Health and Social Security, 1973) stated that about three

quarters of practising physiotherapists were working in the National Health

Service; later figures are not available but though there may have been some

changes it is reasonable to assume that the majority of physiotherapists are

still employed in the National Health Service. The D.H.S.S. (formerly the

Ministry of Health) publish the numbers of physiotherapists employed in the

National Health Service in whole time equivalents. In 1975 a total of 5,042

whole time equivalents were employed in the health service in England - 4,462

in hospital and 580 in the community (D.H.S.S., 1977). The total number of

physiotherapists employed is not published .

In 1949 the Ministry of Health, the main employer of physiotherapists,

stated "The Maximum benefit of modern physiotherapy is to be obtained under

specialist supervision in fully staffed and equipped departments. The short­

age of adequately trained personnel makes it imperative to concentrate them in

the hospital departments where their services can be employed to most

advantage" (RHB(49)114; HMC(49)93; 3G(49)98). There is still a shortage of

trained physiotherapists and the statement of 1949 has, up to now, influenced

policy decisions, although it is understood that a revised statement will be

issued soon .
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Expansion of physiotherapy services in the community

There has been a change in emphasis in physiotherapy practice in recent

years. A course of treatment in a hospital department is no longer considered

to be the only appropriate physiotherapy. A number of physiotherapists (Hobson,

1972; Compton, 1973; Patrick, 1973; MacMillan, 1974; Jenkins, 1975) have com­

mented on the need to develop physiotherapy services outside hospital, and this

development was in line with the increasing emphasis on the care of the patient

in the community. A working party set up by the Chartered Society of

Physiotherapy (Patrick, 1974) reviewed these trends and supported in principle

the development of community physiotherapy services •

Other reports have also drawn attention to the part physiotherapy should

play in the care of the patient outside hospital. The Harvard Davis Report on

the organisation of general practice (Central Health Services Council, 1971)

stated that "There is a widespread desire for physiotherapy either in the home

or close to the homes of the elderly and disabled". The Tunbridge Report on

rehabilitation (Central Health Services Council, 1972), while stating that

physiotherapy should only be provided outside the district general hospital in

exceptional circumstances, did support the visiting of a patient's home before

his discharge from hospital and immediately afterwards, and the provision of

physiotherapy outside district general hospitals in rural areas with scattered

populations and poor communications. The Mact-lillan Report (D.H. S. S., 1973)

gave stronger support for the expansion of services into the commQ~ity. It

stated "We .,elcome the involvement in the community and see a greater scope

there for physiotherapists primarily in an advisory and preventive role" and

"Ne see scope for therapists acting as members of primary care teams mainly to

make skilled assessment, to give guidance and advice to disabled people living

at home and to teach their relatives simple procedures". The Halsbury Report

on pay and related conditions of service (D.H.S.S., 1975) also mentioned the

treatment of patients by physiotherapists both in the hospital and in the

community. In 1973 health visitors carried a resolution at their Annual

General Meeting (Hospital Advisory Service, 1973) that "There should be a

community based physiotherapy service to cover the unmet needs of the handi­

capped and post illness patients whatever their age".

A limited number of physiotherapy services for children in schools and

nursery groups have been established for some years in England (Patrick, 1974),

and since 1971 a small number of physiotherapists have been attached to general

practices, for example in London (Pennefather and Tanner, 1971), in Sheffield

(Waters et al., 1974), in Newcastle on Tyne (Freedman et al., 1975) and in
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Bournemouth (Fisher, 1975). In these services physiotherapists saw patients

referred by the practice doctors both at the general practice premises and in

their own homes. In 1973 the first comprehensive community physiotherapy ser­

vice was started in Southampton (Compton, 1973); here patients of all ages

were seen by the physiotherapist in many different places outside the hospital.

In Scotland physiotherapists were employed in the community in all regions

(Scottish Board of Chartered Society of Physiotherapy, 1975) and treated

patients of a wide age range in their own homes, in schools, special schools,

health centres and other places.

There have been similar developments overseas. For example, in France in

Bayonne (Thielley, 1973), and Grenoble and Paris (Elliott, 1974), patients are

being cared for in their own homes and physiotherapy is seen as a necessary

part of the servi.ce for some of them. Similarly reports from Australia

(Burnell, 1974), Canada (Pritchard, 1974; Davidson, 1975; Bauer, 1975), South

Africa (Runnals, 1975) and in the United States of America (Simpson, 1975),

have described the development of physiotherapy services where patients are

visited outside the hospital •

THE PRESENT STUDY

Against this background of development and with the expansion of general

practice to include other personnel such as home nurses and health visitors in

the primary care team, it was thought that the case for attaching members of

the paramedical professions, dietitians, occupational therapists, physiothera­

pists and chiropodists to the general practice team should be examined. Prev­

ious studies in the Health Services Research Unit have looked at the scope for

the attachment of dietitians (Dawes, 1974) and the role of occupational therapy

outside hospitals (Goodworth, 1974). The study reported here is concerned with

physiotherapists. The first approach considered was to attach physiotherapists

to selected practices and to monitor their work but this was not developed•

The present project investigated physiotherapy outside hospital by concentrat­

ing on a number of different schemes already in operation. By 1975 there was

an increasing number of schemes of physiotherapy outside hospital and since

little was known about the work in these schemes it was decided that the first

stage should be a descriptive study of current practice •

The Department of Health and Social Security funded the project initially

for one year and a research physiotherapist was appointed in July 1975. The

time period was later extended by a further year. An advisory committee of 15

members was set up which included representatives from the Chartered Society
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of Physiotherapy and the British Association of Occupational Therapists, general

practitioners, and consultants both in rheumatology and rehabilitation and in

geriatric medicine, an observer from the Department of Health and Social

Security and members of the Health Services Research Unit •

OBJECTIVES

A number of important issues related to the possible development of physio­

therapy services outside hospitals were discussed by the research workers and

the Advisory Committee. It was clearly recognised that a study, such as the

one proposed could not take up all of the issues; nevertheless it is useful to

refer to at least some of them, so that the study reported here can be seen in

perspective.

First and foremost is the question - How effective is physiotherapy in

achieving its own objectives? Then there are questions to be answered about

which patients should receive treatment and where this should be given - in the

home or health centre or group practice or other premises. Are there substan­

tial numbers of patients who could benefit from physiotherapy, who do not now

receive such a service? Are there some physiotherapy measures that are unsuit­

able for use outside the hospital and are there some which are inappropriately

given in hospital? How can those which are suitable be given most appropriately

outside the hospital? Can the nature, frequency and duration of the treatment

schedules be defined in a sufficiently detailed way to enable a service to be

planned? Who should manage the service? How can the available manpower be

used effectively and efficiently? If services are to be expanded, where is the

extra manpower to come from? or is a re-allocation of resources more appropriate?

What should be the relationships between hospital physiotherapy departments and

physiotherapists working outside the hospital? How can the latter be kept up

to date and avoid becoming isolated? I1hat should be the relationships between

the physiotherapists and the referring doctors and between the physiotherapist

and the many other professional workers in the community?

The study has looked at some aspects of a number of the above questions;

but the desire to complete a broad-based descriptive study meant that only cer­

tain aspects of community physiotherapy could be investigated within the two

year time scale of the project. It was not possible to undertake the research

necessary to evaluate the effectiveness of treatment nor to survey a represent­

ative sample of the popUlation to estimate unmet 'need' for physiotherapy. In

the event the following objectives were agreed with the Advisory Committee:
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To define those patients and their conditions that were being seen

in:

(a) their own homes or other places of permanent residence;

(b) general practice premises (other than health centres); and in

(c) health centres •

Those patients receiving treatment from private practitioners of

physiotherapy were excluded from the study•

To find from the selected schemes the nature, duration and

frequency of the physiotherapy measures the patients were

receiving•

To examine the relationship of the physiotherapist to others

in the community concerned with the immediate care of the

patient •

To describe the referral, revi ew and discharge procedures of the

patient, the accessibility and source of medical advice, and the

physiotherapists' opinions about the adequacy of these

procedures •

To examine the physiotherapist's relationship to others

working in the hospital and in the social services

departments •

...
•
...

Then, if the evidence favoured the development of services outside

hospital.

•
...

""
11II....
...
III

...
•

6.

7.

8 •

To consider the future organisation of such services and

to estimate the resources required •

To outline tentative schemes of physiotherapy outside

hospital, indicating priorities.

To make recommendations about future training for such a

service •
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METHODS

At present there is no detailed information available nationally on the

work of physiotherapists practising outside the hospitals. It was therefore

necessary to select a number of schemes providing physiotherapy in the community,

and to seek the cooperation of their staff in recording information. As this

was an exploratory study it was necessary to rely on this cooperation and to

minimise the extra work involved by limiting the amount of data to be collected.

Selection of schemes for the study

Visits were made to many areas where He had been informed, either

directly or indirectly, that physiotherapy was being given outside hospital

physiotherapy departments. In all 26 different schemes were visited between

July and September 1975. There was considerable heterogeneity in all aspects

of these schemes but there did appear to be five concepts for the development

of such services•

Physiotherapists attached to a general practice accepting

referrals from the doctors within the r-ractice, seeing

patients at the practice premises (other than in health

centres, see 5 below) and visiting them in their own homes •

•
-•..
•-
..
•

..
•

2.

3.

5.

Physiotherapists working within already existing services

based outside hospital and run either by the health

authorities or by social services departments.

Physiotherapists working from a hospital base visiting

patients outside hospital.

Physiotherapists employed by voluntary organisations to

work in mobile physiotherapy services visiting patients

in their own homes.

Physiotherapists working in health centres and having

accommodation th~re, where patients referred by the

doctors in the centre and others from outside are seen,

and are visited in their homes as necessary.

..

..
Physiotherapists solely engaged in private practice were not included

in the study•
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No attempt could be made to obtain a representative sample of physio­

therapy services at present being offered outside hospital physiotherapy

departments, because there was no comprehensive list of such services and

the limited scope of the present study did not allow for the collection of

such general information•

At the first meeting of the Advisory Committee in September 1975, 15

schemes were selected for the study from those visited; at least one scheme

from each of the five basic groups was included. The selected schemes all

fulfilled two criteria:

(a) they had been in operation for at least a year, and

(b) the physiotherapists concerned had considerable relevant

experience •

The choice of schemes aimed to demonstrate variety and experience, not

only in regard to the organisational bases of the schemes but also in their

geographical spread throughout the country. The selected schemes were

located in Berkshire, C~nbridgeshire, Derbyshire, Dorset, Gloucestershire,

Hampshire, Kent, Lancashire, London, Middlesex, Oxfordshire and Sussex

in England and South Glamorgan in Wales •

One of the 15 schemes was unable to collect any data for us during the

recording period and so was reluctantly withdrawn from the study. The

remaining III schemes, upon which this study was based, were originally grouped

according to the premises or organisation from which they operated. However,

it was found that as the study progressed, it was necessary to consider the

paediatric schemes separately. Therefore, the schemes have been grouped

under six headings as follows: attached to a general practice, community­

based schemes, paediatric schemes, hospital-based services, mobile physio­

therapy services, and schemes in health centres. Some details of each of

the III schemes are summarised and presented below. Fuller descriptions

are given in appendix 1.
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SUfofMARY or SELF:CTF:n SCtlEHr.S

JSchernes

Base from Physio- Total
Doctors who

Age Inten- Place Area
Type- of

Transport
which hours Hond where covered by u5€'d hy

therapy Employer referred
range area

service
staff

worked patients of l'.Ip,e J'li'l:tfe.nts the covered physio-
developed rer patients !emphasis seen service therapist

week

J General 1 5 5 - 814
Own home IQ miles Own car

1 practice Part-time 10 A.A.A. General None G.P. from Rural snd
premises practitioners

yeo!lrs
premises practice mileage

General General 'I
30 - 84

Own home Approx. 7 Own car

J 2 practice 1
practice General None G.P. miles from Urban no

premises Part-time 4
(K.r. practitioners years premises G.Practicc mile1r,e

- Grant)

Community 14
Consultants Own home Rural

Own car

J 153 A.A.A. G.Ps. 5 - 84 Nursery 220 square snd
3 health Part-time None snd

Community years p,roup miles
Urban

nlileElr.e
department

Health M.Os. Schools Bus
--1------ 1-- _._-~--- ---

Child
1 Paedia- 6 months

OWn home Up to 30 Rural Own car

J assessment 16 A.H.A. Children Nursery miles from and and4 Part-time tricians to
centre

15 years
!(rOup centre Urban mileage

----- -- . -- -- ----
Specialised

Paed.i a.tri cian 6 months
Own horne Own car &

J 5 dept. of 3 lOB A.H.A. Paediatric to Children
Nursery Covers Urban milNl~e

children's Full-time group district snd and
hospital

Neurologists 16 years
Schools. & region Rural Transport

etc. supplied

J District 2
, 6 "months 3 miles Own car

6
hospital Part-time 2~ ·A.H.A. Consultants to None Own home from Urban snd

84 years hospital milea.ge

J District 1 General 6 months Own home 7 miles Own car
7

hospital Full-time 36 A.H.A. practitioner to over None Resident- from Rural and
Consultants 85 years ial home hospital mileage

District 1 General 16 years 20 miles Rural Own car
B

hospital Part-time 9 A.H.A. practitioners to over Elderly Own home from snd and
Consultants 85 years hospital Urban mUeaf',e- ~-- -----1-------- '--- c-----

Mobile
physio- 4 Voluntary

General 6 months Area 40 ITransport

1
9 144 l'ractitioners to over None Own home miles x Rural suofllied

therapy Full-time Committee
Consultants 85 years 25 miles -by

service emn: ')yer_._---1--- ----- - - --0- __ -:-_

Mohile 30 11 miles Transport
physio- 1 Voluntary General

years

1 10 36 to over Elderly Own home from Rural sUFf.'lied
therapy Full-time Committee practitioner~ 85 base by
service years

-- ----- -- ('~~v_~-::- _

Mobile
13 miles

Tr<losport

J11
physio- 1 36 Volun'tAry (',fIneral 50 - 8~

None Own home from Rural
supplied

therapy Full-time Committee practitioners years
base

by
service employer

f----- --

Health
1

General Health
Own car

L12
centre

Full-time 78 A.H.A. practitioners 5 - 84
None - Urban and

5 centre mileage
Consultants

years
Part-time - -- --

Health 1 ('...eneral
5 - 84 Health

5 miles Own car, 13 12 A.H.A. practitioners None from Urhan .nd
centre Part-time

Consultants years Cf!ntre H.Centre mi lear:r.... -----1------ ----- ------ - " ._-'- "~--

Health 1 r:oeneral
5 - 84 He"'lth

5 miles Ow.. cnr

'If
14

Part-time 9 A.B.A. practitioners None from Rural an"centre
Consultants

years centre
H.Centre milellpe

-
•
-
•
-
•
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Initial approaches

The physiotherapists in the selected schemes were approached a~d asked if

they were Olilling to take part in the study. Th"! amount of work that would be

involved in data COllection was carefully explained to them. All those

approached willingly a~ed to take part. Any consultants and general practi­

tioners who were involved in the schemes were contacted and the project was

outlined to them. The employing authority, the district administrator or

voluntary committee were informed either by us, or the physiotherapist concerned,

of the nature of the project and the willingness of the people concerned to

cooperate with us. No additional cost on the part of the employing authority

was involved, apart from the time spent by the physiotherapist in the collection

of data, and even this was sometimes done in the physiotherapist's own time.

Collection of data

The physiotherapists working in the selected schemes were asked to record

details of patients seen during two consecutive weeks between February and

April 1976. The two weeks were not the same for each scheme as this would

have presented administrative problems, i.e. visiting each scheme prior to the

recording period. However, as no two week period could claim to be typical of

the overall pattern of work it was decided that this method was acceptable •

The physiotherapists collected the information about the patients. It was

explained that we would treat all the information as stri.ctly confidential and

no patient would be identifiable in any published report. However if any con­

cern was expressed it was suggested that the physiotherapist should use a num­

ber on the form instead of the patient's name. The patients' diagnoses and

conditions were those given by the referring doctor to the physiotherapist •

Other information was obtained either by asking the patients or, with their

permission, from their notes.

The physiotherapists participating in the study were also asked to give

information about themselves, their careers and professional experience,

details of different aspects of their own schemes and their opinions about

these aspects •

Questionnaires - details of patients

General information about the diagnoses for which patients were referred

for physiotherapy, the main reasons for the patient's place of treatment and

the type of physiotherapy the patients were receiving was obtained in initial
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visits to the schemes. This information formed the basis from which forms

were developed. The patient form was piloted in a scheme not included among

those who took part in the main study. The forms Here designed to be small.

10" x 8". to make them easier· to carry when travelling to see patients •

The first questionnaire (appendix 2) was designed to obtain details

about the patient. and to be completed by the physiotherapist. The data to

be collected included:

....
-
III

-..
-..
-

1•

2.

3.

11.

5.

6•

7.

8•

The main diagnosis for which the patient was referred for treatment.

Additional diagnoses and conditions •

Details of the source and type of referral.

The patient's presenting problem and level of mobility when referred.

The type of physiotherapy measures the patient received.

The place of treatment and the reasons for the place of treatment.

Other agencies currently visiting the patient.

The patient's age. sex. marital status and the composition of

the patient's household.

III

-..
-..
-..
-..
-..
..
•
""..
....
....

The research physiotherapist explained in detail about the purpose of the

form. the meaning of each of the questions. and the way in which information was

to be obtained. It was agreed that we wanted the information about the patient

which the physiotherapist would normally have when treating that patient. If

information was not readily available this could be stated as 'not known'. None

of this information was checked against other sources. The idea of checking

with the referring doctors on the main diagnosis given to the physiotherapist

on referral. was considered. but it was rejected on the grounds that consider­

able extra work would be involved for the physiotherapist. there would be prob­

lems in obtaining the patients' permission. and there was the possibility of

disturbing the relationship between the doctor and the physiotherapist.

Each physiotherapist who was going to collect data for us was again visited

after the final form of the questionnaire had been agreed. Each question on the

form "as explained in detail to make sure that the meaning and the information

required was clear. Each scheme was visited just prior to the two week record­

ing period. it was thought this "ould make for more efficient recording. Agree­

ment was also obtained from the physiotherapists to complete a second question­

naire about themselves which would be sent to them by post. The confidentiality

with which these forms would be treated was stressed•

Early in the first week of the two week recording period each scheme was

contacted by telephone to find if there were any problems with data collection•
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It was also made clear that if further problems occurred the physiotherapist

could contact the Unit at any time at our expense •

As these data could not provide details about the total length of time

over which the patients were being seen by the physiotherapist for a given con­

dition. or the frequency of physiotherapy visits. each scheme was asked to pro­

vide retrospective data for a six month period prior to the two week recording

period. Since the routine method of recording details and attendances of

patients varied greatly between the schemes. it was only possible to obtain a

minimum of information about the patients during a preceding six month period;

about their diagncses. and the number of visits from the date of the first

visit to the date of discharge.

Allocation of time by physiotherapists

To find out the proportion of time spent by the physiotherapists on diff­

erent activities each physiotherapist was asked to keep a record of the time

spent on the different activities during their working hours. As we were

already asking the physiotherapists to undertake a considerable amount of paper

work it was agreed to limit this part of the recording to one week only. It

was thought that this would give an estimate of the relative proportions of

time spent on each activity by each physiotherapist. It was stressed that

this need not be timed with a stop watch. and was not necessarily accurate to

the minute. The form supplied asked for the time each activity started and

finished and the type of activity undertaken (appendix 3).

Details of physiotherapists

The questionnaire relating to the physiotherapists was less structured

than the first questionnaire. and it asked for:

3. Their views about their own scheme and possible improvements •

III

...
•
-•..
ill

""

1.

2.

4.

Details of their previous experience and present post and the

satisfactions and problems connected with it •

The extent and nature of their involvement with others working

in the community.

The source and adequacy of referrals and the physiotherapists'

opinion about them.

""ill
It was thought that a more sensitive way of obtaining information about the

physiotherapists' satisfactions with their present post and their opinions about
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the source and adequacy of referrals might be obtained by interview. This

was not pursued as it was de~ided that at this stage adequate information

could be obtained with carefully designed questions.

Each physiotherapist who had participated in the study by collecting

information for us was sent the form by post. It was stressed in the covering

letter that the information was absolutely confidential, no name was put on the

form but the envelopes in which the forms were to be returned were numbered so

that reminders could be sent if necessary. Guidelines were s'mt with each

questionnaire which attempted to clarify any questions that might appear

ambiguous. An example was given in the form itself of the type of information

required about the physiotherapist's professional career since qualification.

The questionnaire is reproduced in appendix 4.

Case models of appropriateness of physiotherapy measures

An all important attribute of any health or remedial service is that the

treatments given shOUld be effective. However at present there is little

scientific evidence of the efficacy or benefit of different physiotherapy

treatments for given conditions. It was decided that the present study could

not measure effectiveness, although the importance of doing this cannot be

over-stressed. As an interim measure the Association of Chartered Superintendent

Physiotherapists, the body representing experienced and knowledgeable opinion

within the profession, was asked to cooperate in an effort to decide what treat­

ments could be considered as appropriate for certain conditions. It was hoped

to estimate the degree of agreement about the appropriateness of different

physiotherapy measures for given conditions, and to relate this to those given

by the physiotherapists in the selected schemes. The method used to ask for

opinions from the superintendents was one that has been used in medicine (for

example, Hampton et al., 1975, in their survey of general practitioners' atti­

tudes to management of patients with heart attacks) where case histories of

hypothetical patients are presented and the respondents asked to comment on

the management or treatment of these cases.

For this study six model case histories were constructed from the data

collected (appendix 5). The details did not refer to specific cases but all

were representative of the type of problem presented to the physiotherapists

in the selected schemes; and the conditions were those frequently referred by

the doctors to the physiotherapists. The information about the six case

histories was presented under the following headings:



This method of presentation was thought to be clear and concise enough to be

acceptable to the superintendents but to involve more consideration of the

case history than just giving the patient's diagnosis.

-
•..
•....
..
..
•

1.

2 •

3 •

Patient

Medical history

Present problem
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Before sending out the forms, the proposal was explained to the

superintendents at a meeting of the Association in October 1976, and their

help and cooperation in completing the forms was sought and obtained.

Six case histories and a list of physiotherapy treatments, identical to

those included on the forms used by the physiotherapists to record treatments

given during the two week recording period, were sent to a one in four syste­

matic sample of members of the Association. One hundred and twenty four super­

intendents were sent the model case histories and a covering letter explaining

why we were asking for their help. The superintendents were asked to indicate

on the treatment list those treatments that might appropriately be given for

the patient with the stated condition. They were also asked to indicate the

preferred place of treatment for the patient if they felt able to do so.

DATA PROCESSING

Questionnaire with patient details

Each scheme returned the forms to us in the envelope provided on the

completion of the two weeks' recording. Each form was checked on arrival and

missing data or ambiguities were noted and the physiotherapist concerned was

contacted by post or telephone and the forms were correctly completed. All

forms were returned by April 30th, no reminders were necessary.

A coding frame was constructed so that the data on the forms could be

analysed with the help of the computer using the Statistical Package for the

Social Sciences Programme (SPSS programme).

Activity recording forms

These forms were returned with the patient forms. An analysis was made

for each scheme of the proportions of the total working time that each

physiotherapist spent on different activities •
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Retrospective data

These details were either collected from the schemes when they were visited

or forwarded to us. We had received all the information from 13 schemes by the

end of May; one scheme was unable to provide data on all patients seen during

a six month period because of their system of medical records. An attempt was

made to find from these data the length of time over which the patient saw the

physiotherapist for a given diagnosis and the number of times they were seen

during this period. However, in anyone scheme the number of patients l1ho

completed a course of treatment during a six month period was not large and we

were not able to distinguish from the data which patients were being seen on a

basis of continuing supervision with occasional visits from the physiotherapist,

and those who had breaks for some reason during a course of treatment. Most of

the physiotherapists in the selected schemes had no clerical help and informa­

tion in their registers was kept to a minimum. In most schemes full details of

the patients were kept on separate cards so that the diagnosis given in the

register was often not detailed and we were not able to relate it to the diag­

noses and conditions given on the patient forms. We reluctantly concluded that

these retrospective data could not provide reliable and adequate L~formation

about the duration of a course of physiotherapy for given conditions. It was

not used in the analysis, and is not referred to again in this report •

Questionnaire with physiotherapist details

The forms sent to the physiotherapists who had recorded information for us

were all returned to us by the end of May. These were checked on arrival and

missing data and ambiguities sorted out by contacting the physiotherapist

concerned. A coding frame ~Ias constructed and an initial analysis obtained

with the help of the computer (SPSS programme). Further analyses were done by

hand as there was only a total of 38 forms.

Study of the case models

The forms were checked on arrival, the number on the envelope being noted

so that reminders could be sent as necessary. The 23 treatments on the form

were reduced to nine groups for analysis, and the two places of treatment given

were expanded to include two more categories for the preferred place of treat­

ment, viz initially seen in the hospital but later being visited at home and

initially being seen at home but later visiting the hospital as necessary.

Additional comments about the patient's management were noted. Analyses of

these data was done by hand •
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THE PATIENTS

The physiotherapists in the 14 schemes returned information on a total of

777 patients, one form being completed for each patient seen during the two

week recording period. The number of patients seen by each scheme obviously

varied in accordance with:

..
-
•
-..
-..
....

1•

2.

3 •

4 •

5•

The number of physiotherapists working in the scheme.

The number of physiotherapy hours available, i.e. the

number of hours per week worked by each physiotherapist.

Whether the patients were visited or came to see the physiotherapist.

The proportion of patients seen for the first time during the

recording period (initial visits usually take more time) •

The nature of the physiotherapy measures given.

..
•
-
•
-
•
-..
-..
..
•-..
..
•
lOO

•..
III

.....

The forms received from each scheme represented the total number of patients

seen in that scheme during the two week recording period; a check was made to

ensure that only one form was completed for each patient seen. Table 1 sets

out the number of forms received from each scheme; because of the factors

mentioned above, the number of forms returned by each scheme varied widely,

from 15 forms returned by one paediatric scheme to 142 returned by the

community scheme.

The age of the 777 patients seen during the study period covered a wide

range from babies of under six months to patients of 85 years and over (figure 1

and table 2). Fewer children than adults >lere seen, only 17 per cent (134) were

under 16 years of age. The adult patients were fairly equally divided between

those of 64 years or less and those of 65 years and over. Forty three per cent

(331) were between the ages of 16 and 64, and 40 per cent (312) of 65 years or

over•

There was considerable variation in the age of the patients seen in the

different types of scheme and also variation between schemes operating from the

same type of base. The two schemes in general practice were similar in their

emphasis on adult patients, only one patient under 16 years of age being seen

in either scheme. However among the adult patients the emphases differed;
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two thirds of the patients in one scheme being between the ages of 16 and 64,

while in the other, two thirds of the patients were aged 65 or over. Obviously

the two paediatric schemes only saw children; both included children under five

years et age, and those between five and fifteen years of age. In two of the

hospital-based schemes patients of a similar age range were seen, with over

two thirds of the patients over 65 years of age. In two of the mobile services

the majority of the patients were also of 65 years or over. The health centre

schemes saw patients of a similar age range, no children under five or patients

of 85 years or over were seen in any of the three schemes: though a few child­

ren between the ages of five and 15 were seen in each scheme, over two thirds

of the patients were between the ages of 16 and 64. Three schemes which each

saw a large number of patients (70 or more) showed a similar wide age range;

the community scheme, one hospital based scheme and one mobile service, all saw

patients in each of the eight given age groups, from under 5 years, to 85 years

and over with no emphasis on any particular age group.

There did appear to be an age predominance in most schemes; the two paedi­

atric schemes who only saw children, the health centr.. schemes and one attached

to general practice where the majo~ity of patients were between 16 and 64 years

of age and five further schemes, two hospital based services, two mobile

services and one attached to general practice, where the ~nphasis was on

elderly patients, the majority in each scheme being of 65 years or over.

Sex

About two thirds of all the patients seen during the study were female

but the proportion of male and female patients varied in the different age

groups (table 2). In those patients undero16 the proportions were approximately

equal but in all other age groups at least 60 per cent of the patients were

women. The high proportion of .romen among the elderly reflects demographic

data, but this was not so for those between the ages of 16 and 64•

There were approximately equal numbers of male and female patients in both

schemes attached to general practice and in the paediatric schemes, but in the

four other types of scheme the majority of patients were female. The high pro­

portion of female patients in the health centre schemes is partly explained by

the presence in this group of 57 women who attended for ante and post natal

classes; but even if this group is excluded almost two thirds of the patients

seen in these schemes were female •
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Marital status

The majority of the patients (416) in the study were married, just over a

quarter (216) were single and the remainder were either widowed (133) or came

into the other category of divorced or separated (12). When the patients'

marital statis is related to their age (table 3) three quarters of the patients

between 16 and 64 were married, but as might be expected the proportion of

patients who were widowed increased in those of 65 years and over; just over a

third (108) of these older patients coming into this category. The proportion

of men and women in the four marital categories reflected the differing propor­

tions of men and women in the study. Table 4 shows the marital status of the

patients in each scheme, but as can be seen marital status relates more to age

and no particular pattern in relati.on to the schemes emerges •

Occupational status

~~ attempt was made to find the patients' occupational status at the time

of the study. Seven categories were given on the form; employed full time,

employed part time, unemployed, full time education, retired, houseHife, and

an 'other' category. When the patient's occupational status is l'elated to

their age and sex (table 5), the children under five mostly came into the

'other' category, being either at home or attending nurse~J or play groups and

nearly all those between five and fifteen were in full time education. Over

half of the men between the ages of 16 and 64 were in employment at the time of

the study; nearly a third of the women were also employed but the majority of

women in this age group were stated to be housewives. The men of 65 years and

over, as night be expected were nearly all retired, and of the women of this

age group over half were stated to be houseHives and about one third retired.

Table 6 shows the occupational status of the patients in each of the 14

schemes. There does not appear to be a significant pattern in the type of

scheme or the individual schemes; occupational status appeared to relate more

to the age of the patients in the different schemes •

Household

As part of physiotherapy at home often includes advice to those caring for

the patient, we wanted to find the number of patients who were living with

others and those who lived alone. However, support for the patient at home by

others living in the house may depend on many factors; their age, their physi­

cal health, whether they are in employment, their other commitments in the home
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such as children or elderly people, their attitudes to sickness generally and

to the patient's disabilities in particular, and the level of their motivation

for actually keeping the patient at home and caring for them.

Our data did not enable us to consider most of these important aspects, we

only aimed to find the number of others in the household and their age group.

The household composition of 75 patients was not known; these patients were

nearly all children (65) seen in either the paediatric or the community scheme,

in nursery or play groups. For a further 95 patients the physiotherapists

considered that the question of the household composition was not applicable

as the patient was fully independent. Of the remainder (607) over half of the

patients (320) lived in a household with more than one person, and just less

than a third (194) lived with only one other person; of these three quarters

(151) lived with one other person aged 65 or over. Ninety-three patients lived

alone (table 7), almost three quarters of these were elderly.

Level of mobility when referred

The physiotherapists in the study were asked to assess the patients' level

of mobility when referred for treatment. Five categories were given. The

mobility of the children under five years of age was excluded from this classi­

fication. The five categories given were bedfast, chairbound, housebound, of

limited mobility and independently mobile. The first and last categories were

self explanatory but the other three needed clearer definition and the follow­

ing guidelines were given to the physiotherapists.

Chairbound - is able to get out of bed with help, or be got out

of bed, spends the day in a chair or wheelchair but

is unable to move about without considerable help •

Housebound - is able to get about in the house with the help of

sticks or crutches or in a self-propelled wheelchair

or with help from another person, but unable to get

out of the house unaided •

Limited mobility - is able to get about both inside and outside

the house but has some mobili ty problems, usually uses

some form of walking aid or requires some help from

another person •

These five categories can be viewed either from the point of view of the

physiotherapy required or the location in which it is given. From the view
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point of the physiotherapy required those who were bedfast and chairbound pre­

sented similar problems; therapeutic sessions usually included help and advice

to those caring for the patient and this may have formed the major part of the

physiotherapist's task. Those who were otherwise housebound or of limited

mobility presented a different type of problem, and those who were independently

mobile formed a third group. However if the patients' level of mobility is

related to the place where they receive physiotherapy it is obvious that it

would be increasingly difficult to get those who were housebound, chairbound,

or bedfast to hospital; those who were of limited mobility or independently

mobile would plesumably find that travel to the hospital did not present such

a problem.

Just over half of all the patients, 59 per cent, were independently mobile

or of limited mobility when referred for physiotherapy, and the remaining 41

per cent were housebound, chairbound or bedfast. The details are set out in

table 8.

In only one type of scheme, the mobile services ,were patients of similar

levels of mobility referred to each of the schemes; there was a fairly equal

distribution between the more mobile, 53 per cent, and the housebound, chair­

bound and bedfast, 47 per cent. The community scheme saw patients of a wide

range of mobility with a slightly different emphasis, 43 per cent of their

patients being more mobile whereas 57 per cent were either housebound, chair­

bound or bedfast •

There were differences in the level of mobility of the patients referred

in all the other types of scheme, sometimes schemes of different types resem­

bling each other more closely than those within the same type. The two schemes

in general practice saw patients of very different levels of mobility; in one

scheme 33 per cent of the patients were either mobile or of limited mobility,

while 93 per cent of the patients in the second scheme came into this category.

Of the 41 children who were assessed in the paediatric schemes, 44 per cent

came into the categories of bedfast and chairbound, and 56 per cent were either

mobile or of limited mobility. Two of the hospital based services saw patients

of similar levels of mobility 61 per cent being mobile or of limited mobility,

and 39 per cent coming into the categories of chairbound and housebound, but in

the third hospital based scheme the pattern was again different; 89 per cent

of the patients coming into the more immobile group, 30 of these (41 per cent)

were bedfast on referral and only eight patients (11 per cent) were either

mobile or of limited mobility on referral.
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Agencies visiting the patient

The physiotherapists were asked to indicate which official agencies

visited the patient during the two week recording period. Official agencies in

this case were defined as those employed by the health or social services;

members of voluntary organisations, except the meals-en-wheels service, were

not included. It was not always possible for the physiotherapists to find if

the patient was being visited during the two week recording period. The details

concerning 134 patients (17 per cent) came into the category of 'not known';

these patients came from 11 of the schemes. In only three schemes was this

information available for all patients, and these were schemes where less than

30 patients were seen during the study period. The paediatric schemes had the

highest proportion of their patients in the 'not known' category; for 64 per

cent of the children seen in these two schemes this information was not avail­

able. this may have been because most were seen in nursery groups and play groups.

A total of 328 patients were recorded as having received a visit from one

or more agencies during the study period and 315 as not having received any

official visitors. As might be expected more elderly patients received visits

from official agencies (table 9); SU per cent (170) of those of 65 years and

over, 38 per cent (127) of those between the ages of 16 and 64, and 23 per cent

of the children (31) received visits (but as already mentioned data for almost

half of the children were not available). There was a tendency for more

agencies to be involved with the elderly patients.

The number of agencies visiting patients in each scheme is given in

table 10 but there does not appear to be any marked pattern in visiting related

to any particular scheme or type of scheme. Some patients in each scheme

received visits from one or more official agencies during the study.

The actual agencies who visited are given in table 11. The home nurse and

health visitor were most frequently involved with the patients in the study.

Only 19 patients received visits from occupational therapists; this low figure

may be partly explained by the fact that physiotherapists and occupational

therapists are often involved at different stages in the patient's illness,

physiotherapy at an earlier more acute stage and occupational therapy at a

later stage when functional training and aids are needed.

Patients' presenting problems

Sach patient referred for physiotherapy presents with a specific problem

and it is towards this problem that physiotherapy is directed. The patient's
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diagnosis is important and treatment must be given with full knowledge of the

patient's condition,bbut patients with the same diagnosis may present with very

different problems, and anyone patient with a given diagnosis may have diff~

erent problems at various stages of his illness.

The physiotherapists were asked to state each patient's presenting problem,

as they perceived it. These problems were subsequently grouped into eight

categories; in only 45 cases, six per cent of the total, was no clear presenting

problem given by the physiotherapists, here either a reiteration of the

patient's diagnosis or the doctor's note on referral was given on the form.

The main presenting problems as perceived by the physiotherapists were

classified as follows:

1. Pain

In these cases only pain was mentioned as the patient's main

problem.

2. Stiffness

This implied joint stiffness usually localised to one or two

joints, and not causing general immobility. Pain was often

mentioned as a co~xisting problem.

-..
-
•

-•-
•-
IIll..........
•....

3.

4.

5.

6 •

7,

Abnormality of movement

This referred specifically to movement problems associated with

spasticity, flaccidity, ataxia and athetosis.

Problems of gait and walking

This referred to gait problems (not related to spasticity,

flaccidity, ataxia or athetosis) and not severe enough to

cause general immobility.

Generalised immobility

This implied a general inability to get about and cope with the

activities of daily living, no more specific problem being

mentioned, and not classified in groups 3 or 4 above •

Respiratory problems

This included all problems connected with respiration,

poor ventilation, excessive bronchial secretions, etc•

Developmental retardation

The main problems here were those related to slow

development and late milestones •
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Contractures

This implied some marked soft tissue contracture with

resultant deformity •

Other problems not clearly stated

For some patients no presenting problem was given because it

was difficult to identify~ 'llain problem, for example some

patients with a diagnosis of hemiplegia or cerebral palsy had

multiple problems, and those patients attending for ante and

post natal classes who were not considered for the purposes

of this study to have a presenting problem•

...
•
...

...
•
.....
-..
.....
...
•
...

...

...

...

...

Excluding these 57 women who attended for obstetric physiotherapy over

60 per cent of the remaining patients presented with problems in the four cate­

gories, pain, stiffness, abnormality of movement and gait and walking problems •

Full details are given in table 12 and discussed in relation to the patients'

diagnoses and conditions on page 23. Table 13 presents the findings in

relation to each scheme and type of scheme. The presenting problems of the

majority of children in the two paediatric schemes were either problems of

movement or of developmental retardation. In most of the other schemes

patients presented with a variety of problems and no particular pattern

emerged in relation to the type of scheme •

Main diagnoses and conditions

A main diagnosis or condition was stated for each of the 777 patients in

the study. The diagnoses of 624 patients, 80 per cent, were those named on

the form. The diagnoses of the remaining 153 patieilts covered a wide range

100 different diagnoses and conditions were given and these are listed in

appendix 6. Some diagnoses and conditions were found more frequently than

others; the three most frequently given diagnoses of hemiplegia (106), osteo­

arthrosis (86) or cerebral palsy (70) together formed just ever one third of

the total (table 14) •

There were marked differences in the diagnoses of the patients seen,

between schemes within the same type and some similarities between schemes of

different types. Only the two paediatric schemes saw patients with similar

conditions, both seeing patients with a limited range of conditions, almost

entirely made up of cerebral palsy, other diseases of the nervous system, and

congenital abnormalities. Five schemes, the community scheme, one hospital

based scheme, one mobile service and two health centre schemes saw patients
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with many different diagnoses including musculoskeletal conditions, and

diseases of the nervous system, circulatory and respiratory conditions,

fractures, recent injuries and other orthopaedic conditions. In two schemes

one in general practice and one mobile service, the majority of patients had

musculoskeletal conditions, and in one health centre scheme, if the 37 women

attending for ante natal classes were excluded, over two thirds of the

remaining patients also had musculoskeletal conditions. The diagnoses and

conditions of the patients in the remaining two shcmes did not show any

particular emphasis each seeing some patients with musculoskeletal conditions.

diseases of the nervous system, respiratory conditions and recent injuries

(table 15).

Di.agnosis by age

The patients' main diagnoses and conditions are related to the different

age groups in table 16. As already mentioned the most frequently occurring

conditions in the children·under16 were cerebral palsy,developmental

retardation and cong~nital abnormalities. Between the ages of 16 and 64

there appeared to be two groups, the majority of those between the ages of

16 and 29 being women in the obstetric group or patients with recent injuries;

and between the ages of 30 and 64 low back pain , multiple sclerosis, and again,

recent injuries predominated. For those patients of 65 years and over,

diagnoses of hemiplegia, osteoarthrosis and respiratory conditions were more

numerous.

When the patients' main diagnostic category is related to their present­

ing problem. as might be expected, those patients with musculoskeletal

conditions and sprains presented most frequently with pain as their major

problem. and those with diseases of the nervous system with related movement

and gait problems. However. the problem of general immobility Nas given for

patients with a wide range of conditions among them those with arthritis and

arthrosis, hemiplegia, orthpaedic conditions and developmental retardation

(table 17) •

Other diagnoses and conditions

We asked the physiotherapists to note all the patients' other diagnoses

and conditions that would be considered relevant, either to the type of

physiotherapy given or to the place of treatment. The check list here was
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essentially the same as that for the main diagnostic categories with a few

additions. The details here were either obtained from the doctor on referral,

from the patients' notes or from the patients themselves. Any number of

additional diagnoses could be given an the form but when we coded the

information details were only given for three additional conditions. However

tne total number of additional conditions was noted and these are given in

table 18 related to the patient's main diagnosis. Three hundred and sixty

patients (46 per cent) had no additional conditions listed and only 76

patients (10 per cent) had three or more additional diagnoses or conditions•

All the patients' additional diagnoses and conditions are listed in

appendix 7•

When the patients' main diagnoses are related to the number of

additional diagnoses listed only one group of patients, the obstetric group,

had no additional conditions listed. Over three quarters of the patients

with sprains and those with a diagnosis of mUltiple sclerosis, also had no

additional diagnoses listed. But over two thirds of the patients with

hemiplegia, developmental retardation or cerebral palsy had one or more

additional diagnosis; the majority of patients with osteoarthrosis and

congenital abnormalities also had additional diagnoses or conditions listed•
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REFERRAL OF PATIENTS

The Rules of Professional Conduct laid down by the Chartered Society of

Physiotherapy state that 'no physiotherapist shall treat a patient unless

that patient has been referred to him by a registered medical or dental

practitioner'. A resolution was put forward and carried at the 57th Annual

General Meeting of the Society held in September 1976 to amend these rules

and to add 'except in an amergency or for some other exceptional reason or

unless he has direct access to the patient's doctor'.

At present most patients are referred to hospital physiotherapy depart­

ments by consultants in different specialties. General practitioners rarely

have open access to these departments although this facility was available in

t",O areas where schemes in the study were operating. However, in this study

the pattern was reversed and general practitioners ~eferred 475 patients. 61

per cent of all those seen during the study period (table 19). Of the remain­

ing 302 patients, 95 w~re referred by consultants in paediatrics, 75 by ortho­

paedic consultants and 51 by consultants in rheumatology and rehabilitation;

75 patients were referred by consultants and registrars in other specialties

and three by district nurses (the general practitioner being i.nformed).

The way in which the patients were referred to physiotherapists working

outside hospital often involved other professional people. Sometimes these

other people instigated the referral, and sometimes they were involved in the

referral process. Instigating referral in this instance implied that the

person concerned felt that the patient would benefit from physiotherapy and

she therefore either contacted the doctor concerned or the physiotherapist. If

the physiotherapist was approached directly she always contacted the patient's

own doctor, but occasionally made an initial assessment visit first. 'Involved

in referral' here means that another person in contact with the patient was

involved together "dth the doctor in sending the patient to the physiothera­

pist. In all a total of 137 people, in addition to the doctor, instigated the

referral of patients to the physiotherapist, and a further 120 people were

involved in the referral process. The hospital physiotherapist instigated

the referral of 40 patients in this study, and the health visitor and midwife

each instigated the referral of 31 patients. The home nurse instigated 12

referrals and was involved in the referral process of 35 patients, the largest

number in this group (table 20) •
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Request on referral

Written referrals were received for 555 patients. for the other 222

patients the referrals were given verbally. The physiotherapists were asked

on the patient form to give the actual wording of the written referral and

these 555 referrals were subsequently grouped into five categories. No

attempt could be made to analyse the verbal referrals as the actual words used

and the context in which they were given was not known.

The categories used need some explanation as the type of referral can

reflect the type of relationship between the physiotherapist and the referring

doctor; for example. if they work closely and see each other frequently there

may be mutually agreed methods of treating various conditions. this is partic­

ularly the situation with orthopaedic surgeons where clear schedules of treat­

ment for specific conditions may be agreed. A simple request for 'physio­

therapy please' which was given for 270 patients in the study may have

reflected clear understanding on the part of both the physiotherapist and the

referring doctor of the implications of the condition and the nature of treat­

ment that will be given; it could also have reflected the absence of knowledge

of physiotherapy techniques on the part of the referring doctor. Unfortunately

our data do not enable us to sub-divide this category along these lines. Spec­

ific treatment was requested for 151 patients (27 per cent). here the actual

method of treatment was mentioned; the most frequent requests were for

'exercises' or some form of electrical treatment. either short wave. infra

red. Ultrasound or microwave.

In the category where there was a more general reference to the aims of

treatment and the type of treatment that might be given: phrases such as

'please mobilise'. 're-education of walking'. and 'maintain mobility' were

used. Sixty-one referrals came into this category. The request for assess­

ment was given on 55 referrals (10 per cent); this request asked the physio­

therapist to assess the patient and decide whether physiotherapy was appro­

priate or not; if she decided that physiotherapy was appropriate she commenced

treatment. otherwise no treatment was given.

In the miscellaneous group for eight patients there was no original

referral available as treatment had been started by another physiotherapist.

for three patients there was just a request for equipment and for the remain­

ing seven there was either a reiteration of the diagnosis. or remarks such

as 'rather weak'. 'frail'. or 'another one for you' •
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Table 21 relates the type of referral to the referring doctor. The

first difference here is between those who sent written referrals, and those

who referred patients verbally. The fact that the doctor spoke to the physio­

therapist about each patient implied a close working relationship and frequent

cotmnunication, though of course a written referral by no meals excluded this.

Nearly a third of the patients referred by general practitioners were referred

verbally, and about a quarter of the consultants used this method•

The important distinction ben/een the written referrals were those which

just asked for 'physiotherapy please', or assessment and those which made a

specific, or more general reference to the actual physiotherapy treatment

required. Excluding the 18 referrals in the miscellaneous group the majority

of all the written referrals asked for 'physiotherapy' or 'assessment'. There

were slightly different proportions of general practitioners and consultants

using the different types of request. General practitioners asked for physio­

therapy or assessment for just over half of their patients; but this type of

request was used for just under two thirds of the patients referred by

consultants •

Availability of medical advice for patients seen during the study

The physiotherapists were asked on each patient form to state whether the

doctor who had referred that patient was available to give advice about the

patient, if necessary. Three categories were given:

(a) Advice available whenever necessary •

(b) Advice available at specified times •

(c) Advice only available with diffiCUlty•

For 605 patients (78 per cent) the physiotherapists stated that they could get

advice whenever it was necessary: for a further 153 patients (20 per cent)

advice could be obtained from the referring doctor at specified times, and for

only 19 patients (2 per cent) was advice only obtainable with diffiCUlty.

When the availability of advice for patients seen during the study is

related to the specialty of the referring doctor (table 22), general practi­

tioners were available to give advice whenever necessary for 404 patients,

85 per cent of the patients they referred for physiotherapy. They were avail­

able at specified times to give advice for 67 patients (14 per cent) and for

only four patients (1 per cent) was there difficulty in obtaining advice •
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Consultants were stated to be available to give advice whenever necessary

for 147 patients (67 per cent). For 65 patients (29 per cent) they were

available to give advice at specified times. and for nine patients (4 per

cent) there was some difficulty in obtaining advice.

The results here refer to the availability of advice for each patient

and not to the number of doctors in anyone specialty who were available to

give advice.

In this study general practitioners were more readily available to give

advice. for over three quarters of the patients they referred; consultants

were only readily available for two thirds of the patients they referred •

On the second questionnaire the physiotherapists were asked to give an

indication of the availability of medical advice from all the doctors who

referred patients to them. As this was a general impression it did not

necessarily link up with the statements on the availability of medical advice

for the particular patients seen during the two week study period.

Twenty one physiotherapists stated that general practitioners who

referred patients to them were readily available to give medical advice if it

was needed. eight stated that the referring doctors were usually available.

and one stated that the doctors who referred patients to her were not avail­

able to give advice when needed. Eight physiotherapists received no referrals

fl'Om general practitioners.

Thirteen of the physiotherapists stated that the consultants who referred

patients to them were readily available to give advice if it was needed. a

further five stated that they could usually obtain advice from consultants if

it was necessary. Seven physiotherapists stated that the referring consult­

ants were often not available to give advice when it was necessary and a

further ten stated that it was always difficult to get advice about the

patient from consultants. Three physiotherapists did not receive referrals

from consultants.

Overall there were some differences between the availability of advice

from general practitioners and consultants. Of the 30 physiotherapists who

received referrals from general practitioners over two thirds reported that

the general practitioners were readily available to give advice. and only one

physiotherapist reported consistently finding difficulty in obtaining advice.

Only one third of the 35 physiotherapists who received referrals from
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consultants reported that they found the consultants readily available to

give advice and over a third usually found difficulty in obtaining advice

from the consultants who referred patients to them•

Appropriateness of patients referred

The physiotherapists were asked to state whether the referrals they

received were in their opinion usually appropriate; that is that the patients'

problems were those that might reasonably be expected to benefit from physio­

therapy. Of the 30 physiotherapists in the study who received referrals from

general practitioners, lG felt that the referrals they received were usually

appropriate. The remaining 11 felt the referrals they received were usually

appropriate though a few doctors often referred patients inappropriately, and

some doctors occasionally referred patients for whom physiotherapy was not

appropriate. Five in this group of 11 stated that the number of 'inappropriate'

referrals decreased after the schemes had been in operation for 6-12 months.

Twenty nine physiotherapists felt that the patients referred by consult­

ants were those for whom physiotherapy was appropriate. A further five

physiotherapists thought that the referrals from consultants were usually

appropriate, but that sometimes patients were inappropriately referred by

individual consultants. Only one physiotherapist thought the referrals she

received from consultants were often inappropriate. Three physiotherapists

out of the total of 38 did not receive any consultant referrals •

A higher proportion of physiotherapists found that referrals from

consultants were usually appropriate but nearly half of those who found that

referrals from general practitioners were often inappropriate noted that

referrals became more appropriate with time •

Adequacy of information given on referral

The physiotherapists were also asked if adequate information was given to

them when patients were referred. This information could either be written on

the referral form of given verbally. Of the 30 physiotherapists who received

referrals from general practitioners 12 felt that the information given to

them was always adequate for them to treat the patient, and 13 felt that the

information was usually adequate but sometimes had to be checked or further

information asked for. Three physiotherapists stated that they rarely got

adequate information to treat the patient properly and a further two felt that

there were many occasions when they did not get adequate information•
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Twenty three of the physiotherapists felt that adequate information was

always given to them on referral by the consultants and a further nine thought

that they usually received adequate information about the patients referred

to them. One physiotherapist felt she did not receive adequate information

from the referring consultants and a further two felt that the information

they received was usually inadequate for them to treat the patient properly •

Over two thirds of the physiotherapists who received referrals from

consultants felt they were given adequate information but only just over a

third of those who received referrals from general practitioners thought the

information adequate •

The physiotherapists were asked on the second questionnaire about the

usual methods of review and discharge of patients in their schemes (table 23) •

In relation to referrals from general practitioners, 21 physiotherapists

stated that they usually both reviewed the patient's progress during treatment

and discharged them at the end of a course of treatment. Three physiothera­

pists stated that they reviewed the patient's progress jointly with the

general practitioner but they made the decision to discharge. For one physio­

therapist the usual procedure was that both she and the general practitioner

reviewed the patient's progress during treatment and made decisions about dis­

charge. For three physiotherapists the usual procedure was for the general

practitioner to undertake both review and discharge of the patients, and for

one the review procedures might be undertaken either by the physiotherapist or

the general practitioner with the physiotherapist discharging the patient •

In relation to referrals from consultants only six physiotherapists stated

that they usually both reviewed the patient's progress and made the decision to

discharge. For 11 physiotherapists the usual procedure was for the consultants

to both review the patient's progress and to decide when they should be dis­

charged; for two the procedure was for the physiotherapist to review the

patients' progress but the consultant usually made the decision to discharge•

The usual procedure for two physiotherapists was for the consultant to review

and the physiotherapist to discharge the patient; and for a further two the

consultant and the physiotherapist together reviewed the patient's progress

and the physiotherapist made the decisions about discharge. For nine physio­

therapists where the usual procedure was for the consultant and the physio­

therapist to review the patients' progress, seven also made a joint decision

about discharge, for one the consultant discharged, and for one the decision

was made by either the consultant or the physiotherapist. One physiotherapist
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stated that decisions about both review and discharge might be made either by

the consultant or the physiotherapist. For two physiotherapists, when the

consultant reviewed the patients' progress both made decisions about discharge

and for the physiotherapist who reviewed the patients' progress either she or

the consultant made decisions about discharge.

There did appear to be a difference S.n the review and discharge procedures

of general practitioners and consultants. The standard procedure for almost

three quarters of the physiotherapi~tswho received referrals from general

practitioners was to both review the patient's progress and discharge the

patient themselves but this was the standard procedure for less than a sixth

of those who received referrals from consultants. The consultants both

reviewed and discharged the patient themselves more frequently - nearly one

third of the physiotherapists reported this procedure but it was used only

infrequently by general practitioners.

Access to patient's clinical notes

The question of access by the physiotherapist to the patient's Clinical

notes could be important. Nineteen of the physiotherapists felt that there

were some problems in getting adequate information about the patient from

referring general practitioners and six physiotherapists mentioned this

problem in relation to some of the consultants who referred patients to them.

The patient's notes might be a possible source of further information though

there is some doubt about the adequacy of patient's notes in general practice

(Dawes, 1972; Warren, 1976).

Of the 30 physiotherapists who received referrals from general practi­

tioners 23 had easy access to the patient's notes and a further two stated

that access was usually possible. Five physiotherapists stated that they

did not have access to the patient's notes.

Of the 35 physiotherapists who received referrals from consultants 17

said they had easy access to the patient's notes, and a further four were

usually able to obtain the notes. Eleven of the physiotherapists stated that

they did not have access to the clinical notes, and a further three stated

that access to the notes was difficult.
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PHYSIOTHERAPY MEASURES

The types of physiotherapy measures being used by physiotherapists work­

ing outside hospital were discussed when schemes were visited at the beginning

of the study. and from the measures that we were told were being used, a list

of 23 treatments or physiotherapy measures was drawn up for the questionnaire

(appendix 2. page 5). In working outside hospital physiotherapists often use

many skills beyond the specific treatment techniques practised in hospital and

it was thought the term 'measure' was often a more appropriate term to describe

these activities. The list did not attempt to describe the measures in detail

but only gave an indication of the type of physiotherapy used. The physio­

therapists were asked to note on the patient form the physiotherapy measures

given to the patient on each occasion during the study period. Therefore as

patients may have received more than one type of measure on anyone occasion

and may have attended for physiotherapy on more than one day during the study.

the actual number of physiotherapy measures used in anyone group may exceed

the total number of patients. For the purposes of analysis the physiotherapy

measures have been grouped into seven main types and these are shoNn in table 24

relating them to the patient's main diagnosis. Some explanation is needed of

the actual physiotherapy that might be given under these seven headings:

Assessment and advice

To an extent assessment and advice are integral parts of physiotherapy;

assessing the patients' abilities and problems and advising them how these

problems can be overcome forms part of any therapeutic session but in some

cases this is the full extent of the physiotherapy contribution. The patients'

problems are discussed and assessed and advice given to the patient and to the

people caring for him, both relatives, the district nurse or others. In all,

physiotherapy measures of this type were given either on their own or in

conjunction with other measures on 1,071 occasions. It was, therefore. the

commonest activity carried out during the period of study.

Techniques of movement

A number of physiotherapy techniques fall under this heading which

includes exercises performed under the direction of the physiotherapist.

techniques for strengthening muscle. improving joint mobility or stability,

facilitation techniques and all methods which are used to improve the

patient's functional ability. On 644 occasions during the study measures

of this type were used.
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Electrical treatment, wax and ice

This section included the use of all electrical equipment and also other

means of applying heat or cold to the body, on 185 occasions measures within

this category were used •

Group exercises

In some cases where space was available patients with similar conditions

performed exercises together under the direction of the physiotherapist •

Ninety one patients took part in group exercises in the study, 57 of these

were women attending ante and post natal classes •

Massage

This included not only massage of the limbs and trunk but percussion

techniques used on the thorax, and was used on 48 occasions during the study

period•

Postural drainage

This included all techniques where the body was positioned so that gravity

assisted drainage from specific areas of the lungs; on 42 occasions this type

of physiotherapy was given, often combined with percussion techniques.

Traction and manipulation

Traction was applied to different areas of the spine, either manually or

using apparatus. Manipulative techniques were applied to the spine and other

joints of the body. These techniques were used infrequently in this study

on only 22 occasions.

In relating the physiotherapy measures to the patient's main diagnosis,

in table 24 there may appear to be some inconsistency in the measure given for

a particular condition, h~lever though most of the measures related to the

patient's main diagnosis, others may have related to other conditions from

which he was suffering at the time, patients often received more than one

type of measure •

When the type of physiotherapy measures used were related to the 14

schemes (table 25) the majority of the measures used in all the schemes came

within the two categories of assessment and movement. In the two paediatric
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services only measures within these two groups were given and for one scheme

attached to general practice, the community scheme, three hospital based, and

two health centre schemes over 90 per cent of the physiotherapy measures used

were within the assessment and movement groups. Over BO per cent of the mea­

sures given in one scheme attached to general practice and two mobile services

were also within these two groups and in only two schemes, one mobile service

and one health centre scheme did the proportion of measures in the assessment

and movement groups fall below 70 per cent. In both these schemes electrical

treatments formed nearly a quarter of all measures given during the study•

Physiotherapy time

Physiotherapy time was calculated for each patient by taking the average

of the times spent with the physiotherapist over the two week recording period•

If a patient only saw the physiotherapist once, this was counted as their

physiotherapy time•

There appeared to be some differences in the physiotherapy time of the

patients in the 1'1 schemes. In three schemes, one general practice, one

hospital and one health centre, no patient's physiotherapy time was over '10

minutes, but in three other schemes, one hospital, one mobile service and one

health centre the meantime for over 50 per cent of the patients was over

'10 minutes (table 26) •

The physiotherapy time is related to the main diagnostic categories of

the patients in table 27. Patients with conditions coming under the heading

of musculoskeletal conditions, diseases of the nervous system, traumatic and

orthopaedic conditions and congenital abnormalities showed a wide variation

in physiotherapy time, some patients coming into each of the seven time

groups from under ten minutes to over an hour. Over BO per cent of the

patients with respiratory diseases had a physiotherapy time of 30 minutes or

less and no patient with these conditions had a time of more than 50 minutes •

The high physiotherapy time for patients in the obstetric and gynaecological

group was explained by the fact that 51 of these patients attended ante and

post natal group physiotherapy and the gl'oup time was noted as each individ­

ual's time. All these results must be regarded with caution as the amount

of time the physiotherapist spent with the patient on each occasion was

affected by many different factors; for example, the type of problem with

which the patient presented, different aspects of the patients' diagnoses and

conditions, and whether the visit or visits during the two week study period
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were initial visits, subsequent visits during a course of physiotherapy, or

more in the nature of continuing supervision.

Place of treatment

The place where the patients received their physiotherapy is shown in

table 28 related to the 14 schemes. The majority of patients (422) were seen

in their own homes; one hospital based scheme and two mobile schemes saw

patients exclusively in their own homes. The community scheme and one paedi­

atric scheme saw patients in four or more different places and thirteen

patients were seen in two different places during the two week study period.

Reasons for place of treatment

Physiotherapists were asked to give the main reason for the patient's

place of treatment and also to list additional reasons which might have been

important. Six of the reasons most frequently mentioned by the physiothera­

posts working in the community were given on the patient form, and a space was

provided for giving reasons other than those listed. The main reason most

frequently given for the patient's place of treatment, for nearly a third of

the patients (245), was that their physiotherapy was specifically related to

their environment; either their own home, their place of residence, or the

school or play group where a major part of the day was spent. For about a

quarter of the patients (186) the main reason was that it was the nearest

place to their home or work that physiotherapy was available: many patients

in health centres came into this category. The pati.ents who wer,; stated to be

medically unfit and therefore unable to travel formed less than a quarter of

the total (140). The number of patients giving other main reasons were, the

long delay in getting hospital physiotherapy (75), the long distance from the

hospital (62) and the difficulty in getting patients out of the house (38)

(table 29).

An additional reason for the patients' place of treatment was given for

256 patients and a third reason given for a furthel' 43 patients. Again, here

the most frequently given reason was that the physiotherapy was specifically

related to the patients' environment. It would seem that though one reason

tends to predominate there may be a combination of factors which result in

the patient being seen outside the hospital.
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Length of time from the onset of the presenting problem to the physiotherapist
seeing the patient

We wanted to find out how quickly the patient was seeing the physiothera­

pist after the onset of the problem for which they ~Iere referred and the

physiotherapists were asked to state the length of time for which the patient's

presenting problem had been present prior to referral to them. This informa­

tion was gained either from the referring doctor or by asking the patient. In

the case of progressive or chronic conditions we wanted to know about the

present incident. not the length of time since onset of the disease. There

could be a number of reasons why referral was delayed. The patient may have

waited before contacting the general practitioner. the doctor may have delayed

in referring to the physiotherapist. and in cases where the patient was

referred by a consultant there may have been delays in waiting for a consultant

appointment. Delay would not have been likely to have occurred in the selected

schemes themselves as they stated that they did not have a waiting list for

their service. patients usually being seen within a week of referral.

Over a third of the patients (278) were referred to the physiotherapist

in under six weeks. 1110 of these in under two weeks. A smaller group of 138

patients were referred from between six weeks and 25 weeks. and for a quarter

(196) the period between onset and referral was over six months. One hundred

and twelve patients had problems which had been present since birth and for

53 patients the time of onset was stated to be unknown (table 30).

Again here there were some differences both between the different types

of scheme and between schemes of the same type. Nearly two thirds of the

patients seen in the two general practices were seen in under six weeks from

the onset of their problem. but by contrast over three quarters of the

patients in the two paediatric schemes had problems which had been present

since birth. In the community scheme only a few patients (30) were referred

in under six weeks. over a third had either had the problem since birth or

for over six months.

In all the other groups there were differences between the individual

schemes. In the hospital based services two schemes saw the majority of their

patients in under six weeks. the third saw only a quarter of their patients

in this time. There were differences too between the three mobile services.

one scheme seeing nearly all their patients in under six weeks. one seeing

about half. and the third scheme only seeing a third of their patients within

this time. ~10 of the health centre schemes saH about a third of their
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patients in Wlder six weeks but the third saw only about a sixth of their

patients within the same time.

If the length of time is looked at in relation to the patient's present­

ing problem (table 31) when pain is a major part of the presenting problem as

in the first and second categories, these 128 patients formed a large propor­

tion (46 per cent) of those 278 patients referred to the physiotherapist in

under six weeks. For congenital conditions and other long term diseases it

was sometimes difficult to fix a time at which the presenting problem had

first occurred and this is reflected in the large number of patients, 196

(25 per cent). in the section. over six months •

Travel

In those schemes where patients travelled to see the physiotherapist

rather than being visited by her, the mode of travel or transport was noted.

This was applicable for 236 patients. Over a third of these patients (94)

travelled to the place of treatment in their own or their family car. Less

than a third (68) walked; these came mainly to the health centres, as did the

23 patients who travelled by hospital car service or ambulance (table 32).

The physiotherapists were also asked how the patients would travel to

attend the nearest out-patient hospital physiotherapy department if they were

unable to have physiotherapy in the present place. Over half of the patients

(410) would have to be taken to the hospital by ambulance or hospital car

service. More than a third would have been able to travel in their family

or friends' car (195) or public transport (113). Only 59 patients would have

been unable to attend the hospital outpatient department (table 33). The

decision to include patients in this category may have been problematic as

presumbly any patient can be brought to hospital by ambUlance, and the diffi­

culty and inappropriateness of doing so may have been assessed at different

levels •

•
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PHYSIOTHERAPY STAFF

The 38 physiotherapists who had completed the patient forms for us, also

filled in a second questionnaire with details about themselves, aspects of

their work and their opinions about their own schemes (appendix 4). All the

information in this section is related to this second questionnaire, although

some details from these forms have already been discussed in the section on

referrals.

Age and sex, marital status and family

Thirty three of the physiotherapists were between the ages of 25 and 54,

only one being under the age of 25 and four over the age of 55. In the middle

age groups, 11 were between 25 and 34, 13 between 35 and 45 and nine between

45 and 54 years. There was only one male physiotherapist in the study. Nine

of the physiotherapists were single and 29 were married. In all, 25 of the

physiotherapists in the study had children of school age and under. Six had

children under school age, four had children under school age as well as

children of school age, and 15 had children of school age. The majority of

the p~siotherapists in the study were therefore married women between the

ages of 25 and 54, with a family.

Professional experience

To make some assessment of the professional background of the physio­

therapists working in the selected schemes each was asked to state the year of

qualification and their professional experience, both full time and part time.

There was considerable variation in the number of years since qualification

among the physiotherapists, the range being from 38 to four years. There were

approximately equal numbers of physiotherapists in the four ten-year groups,

eight having been qualified for 30 years or more, nine for between 29 and 20

years, 12 for between 19 and 10 years and nine having been qualified for nine

years or less.

Only 13 physiotherapists appeared to have worked continuously since quali­

fication and as might be expected eight of these were in the group of those

qualified for under ten years. The remaining 25 physiotherapists all had

breaks in service since qualification, the breaks ranged from one to 17 years.

If the physiotherapist's experience is related to the time since qualification

seven of the physiotherapists in the group with over 30 years since qualifica­

tion had 24 years or more o~ professional experience and one had worked for
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15 years. Of those qualified for between 20 and 29 years, six had ten or more

years experience and three had between nine and five years. In the group who

had been qualified for between ten and 19 years, eight had over ten years

experience and four had between nine and seven years. In the group of those

qUalified for under ten years, six physiotherapists had five or more years of

working experience, the remainder had all worked for four years. The working

experience given here includes both full and part time experience but table 34

gives details of each physiotherapist's full time and part time experience •

Many of these physiotherapists had considerable professional experience,none

had less than four years.

Specialisations

Specialisation and specific skills in physiotherapy tend to be related

to working in a specialised unit rather than to courses undertaken. Courses

can be important; and two notable examples in this country are courses organ­

ised by Dr. and Mrs. Bobath and manipUlation courses organised by the Chartered

Society; but many different courses are run throughout the country by people

of varying skills and attendance at these courses does not imply skill in the

specialty concerned. Since there is no easy objective way of assessing the

skills in any particular specialty, for the purposes of this study a physio­

therapist was considered to have specialised in a specific branch of physio­

therapy if she had worked full time in a senior position in a specialised unit

for at least a year.

Using this categorisation 21 of the physiotherapists had areas of

specialisation; the areas of specialisation of these 21 physiotherapists

are listed below:

Physiotherapists' areas of specialisation

Specialty Number

Paediatric 9

Orthopaedic 6

Chests 1

Geriatric 4

Neurological 1

Of those who had one area of specialisation, nine had paediatric, four

had geriatric, two orthopaedic and one neurological specialisation. One

physiotherapist had specialised in chest conditions. Those who had two
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specialisations all had orthopaedics as one area of specialisation, and in

addition one had specialised in paediatric conditions, one in geriatric, one

in neurological conditions and one in chest conditions •

Present post

Eight of the physiotherapists working in the selected schemes had a break

in service prior to taking up their present post. The break was four years or

less for five physiotherapists, between seven and nine for two physiothera­

pists, and one physiotherapist had a break of 15 years.

The length of time the 38 physiotherapists had been in their present

post varied from six months to 17 years. Twelve had been in post for one year

or less, and 13 had been in post for less than three years. Five had been in

their present post for between four and five years, and eight for six years or

more •

Hours worked

Just over a quarter (11) of the physiotherapists worked for 36 hours a

week, Le. full time, five worked for between 15 and 24 hours a week and the

remaining 22 physiotherapists (58 per cent) worked for 12 hours a week or less.

Of the 27 physiotherapists who worked part time in the selected schemes

six held other posts in the National Health Service, one treated private

patients regularly, and 13 treated private patients occasionally. Only seven

physiotherapists in the study worked part time in the selected schemes and did

not undertake any other professional work •

Whether the physiotherapists worked full time or part time in the

selected schemes may have related to the availability of staff, the number of

hours offered or definite decisions about the suitability of full time or part

time physiotherapists for this type of work. The six schemes which employed

full time staff had made a definite decision, and only advertised full time

posts; in one of these schemes part time staff were also employed in addition

to the full time member. In two schemes the policy was to employ part time

staff, and in the remaining six the number of hours offered in each scheme

were under 36 hours a week •

Grading

The grades of the physiotherapists are given in accordance with the

Whitley implementation of the Halsbury Report. Five of the physiotherapists
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were at basic grade, two thirds (26) were graded at Senior II level, three at

Senior I level, three at Superintendent grade, and one was a physiotherapy

teacher. This wide variation reflects the variety and different levels of

skill and responsibility of the physiotherapists practising in the community.

Supervision

Seventeen of the physiotherapists in the study worked under direct super­

vision and were professionally responsible to a superintendent physiotherapist,

1.. were not responsible to a superintendent physiotherapist but were able to

go to a superintendent for help and advice, only four of the physiotherapists

were neither professionally responsible to a superintendent nor able to go to

one for advice. The three superintendents were professionally autonomous •

Over three quarters of the physiotherapists either worked under the direc­

tion of a superintendent or were able to go to one for advice when necessary.

Only three schemes employed a superintendent physiotherapist but as most

of the physiotherapists had considerable professional experience supervision

would not have been necessary •

Transport

Twenty five physiotherapists used their own cars to visit patients and

received a mileage allowance from their employer. A van was supplied to seven

of the physiotherapists for travelling, to carry both the equipment used for

physiotherapy treatment, and aids which were being supplied to the patient;

the van was the property of the employer who maintained it and supplied the

letrol. One physiotherapist used her own car with no mileage allowance, and

one physiotherapist travelled by bus, the fares being paid by the employer•

Only four of the physiotherapists in the study did not travel to visit

patients.

The physiotherapists were asked to state their average monthly mileage

based on the claim forms which they normally completed. There was great vari­

ation in the amount of travelling undertaken: this varied with the number of

hours worked, the type of patients seen and the area covered by the service •

Three gave their average as five miles a week or less, and ten gave their

average as between 13 and 25 miles a week. Eleven physiotherapists stated

their average was between 30 and 60 miles a week and five physiotherapists bet­

ween 200 and 2..0 miles a week. The average weekly mileage by scheme is given in

table 35 and an average mileage per hour worked, given for each scheme. Again
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here there was considerable variation from 0.'1 miles per hour in one scheme to

over seven miles per hour working in another: but it must be stressed again

that these figures can only give some idea of the different patterns of work

in the community.

Activity analysis

Forms were provided for the physiotherapists on which they were asked to

record the starting and finishing time of all the different activities under­

taken during their working time for a period of one week during the two week

recording period (appendix 3). Where physiotherapists travelled to see

patients in their own homes it was not difficult to record the time spent with

the patient and the time spent travelling. But where the physiotherapists

visited residential homes, schools and nursery groups and saw a number of

patients on one visit, it was not always possible to record the time spent

with each patient and for 11 of the physiotherapists the actual number of

patients seen during the recording period is not known.

These results must be regarded with caution as they can only give some

idea of how time may be divided when working in the community. They are not

representative of work outside hospital, nor do they represent a typical work

period for those who kept records of their activities for us during a limited

period•

Twenty seven of the physiotherapists who visited patients during the

study period returned details of the time they spent during their working

hours on travelling, being with the patients and on other activities (table 36).

Some kept records for only part of their working time as they only travelled to

see some patients, the remainder coming to them at the health centre or general

practice. Other physiotherapists were ill or had transport problems during the

recording time. A few physiotherapists recorded their activities for a two

week period.

The percentage of the physiotherapists' total recorded working time spent

with patients varied between 85 per cent and 26 per cent. Five physiotherapists

spent over 75 per cent of their working time with the patients, 17 spent between

7'1 per cent and 50 per cent, and only five physiotherapists spent less than 50

per cent of their total working time with the patient. The variation in the

time spent on travelling varied from one physiotherapist who only travelled for

seven per cent of her working time, to one who spent 50 per cent of her time
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travelling. The mean percentage time spent on travelling for the 27 physio­

therapists was 23.9 per cent and the median 23 per cent. Less than half of the

physiotherapists were able to supply information on the actual number of

patients seen;for these 16 physiotherapists it was possible to calculate the

average time spent with each patient - the physiotherapy time - and the average

travelling time per patient. The average physiotherapy time varied between

64 and 16 minutes with a mean of 33.7 minutes and a median of 34.5 minutes •

The travelling time per patient varied between 26 minutes and 6 minutes with

a mean of 14.5 and a median Of 13 minutes •

Five physiotherapists only recorded physiotherapy time and travelling
times during their working period but the remaining two physiotherapists

spent time, varying between 62 per cent to 2 per cent of their total time, on

other activities. These activities were given as administrative and clerical

duties, case conferences, working lunches, collecting and modifying equipment

and discussing patients with doctors, social workers and occupational

therapis ts.

Reasons for taking up present post

The physiotherapists were asked to give the reasons why they had taken up

their present post. Four reasons were suggested on the form, and space pro­

vided for other reasons. The reasons given on the form were those mentioned

most frequently by the physiotherapists in preliminary discussions; some clari­

fication of these categories is needed and this is given below:

Wanted to work in the cOJlllllunity

Physiotherapists felt that physiotherapy should be given to some patients

outside hospital and wanted to develop physiotherapy services in the

cOJlllllunity. Seventeen physiotherapists gave this as the main reason

for taking up their present post and five gave it as a secondary

reason (table 37) •

Hours suited family cOJlllllitments

An advantage was seen in being able to work only a few hours a

week and fitting in these hours to suit other family cOJlllllitments.

This was the main reason for ten physiotherapists and an added

reason for 12.
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Able to work near home

An advantage was seen in being able to work near home, avoid

travelling, and work in an area where one is known. Nine physio­

therapists gave this as the main reason for taking up their

present post and five gave this as an additional reason •

Able to work without supervision

Some physiotherapists preferred not to be professionally responsible

to a superintendent physiotherapist. This was not given as the main

reason for taking up the post by any of the physiotherapists but was

given as an additional reason by 11.

The additional reasons given came into two categories, both relating to

the patients. One category of five physiotherapists felt that by working

outside hospital, patients could be seen without delay, and the second cate­

gory of six physiotherapists felt that by seeing patients in their o~m homes,

physiotherapy could be more adequately given in relation to the patients'

problems.

The physiotherapists were also asked about contact and liaison with

hospital physiotherapy departments. Eighteen of the physiotherapists had

close links with the local hospital physiotherapy departments, 16 had occas­

ional contact and only four had no contact at all with any hospital physio­

therapy department. Nearly all the physiotherapists stressed the importance

of good relationships with local hospitals both for themselves and for the

patients. For themselves it could provide a centre to go to for advice when

necessary and a means of keeping up to date with new developments; and for

the patients an easy transfer from hospital to home physiotherapy, and the

ability to be transferred back to the hospital for a course of physiotherapy

if the community physiotherapist thought it desirable •

Contact with others

Physiotherapists working outside hospital come into contact with members

of other professions working in the community. We asked the physiotherapists

to state if they came into contact with others either frequently, infrequently

or not at all. We did not define these categories further. The results are

shown in table 38•
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Seventeen physiotherapists stated that they were in frequent contact with

home nurses, and 13 had some contact. Only eight physiotherapists said they

did not meet home nurses at all in the course of their work. Fifteen physio­

therapists often came into contact with health visitors, 16 had some contact

and seven did not meet health visitors in the course of their work. There

appeared to be more frequent contact with social services than hospital

occupational therapists, twelve physiotherapists often came into contact with

the social services occupational therapist while only six physiotherapists

were often in contact with hospital occupational therapists. A larger number,

18, saw the hospital occupational therapists occasionally and 16 saw the

social services occupational therapist infrequently. In all, 31 physiothera­

pists were in contact with social workers, 11 frequently and 20 occasionally•

Areas of overlap

There are acknowledged areas of overlap between different professional

groups working in the community and this aspect needs consideration if

duplication of services and function between the groups is to be avoided •

Nurses

There is little doubt that the patient receives maximum benefit from

therapy where there is close cooperation and understanding between nurse and

therapist, this is emphasised in the 1973 Mcl1illan Report •

If members of the nursing profession are to work closely with physio­

therapists and play a part in deciding which patients might benefit from

physiotherapy it is obviously important that they should be aware of the

skills the physiotherapist has to offer. This can be done in a formal way,

talking to groups of home nurses and health visitors, and on an individual

basis advising on the problems of a particular patient. Seven physiothera­

pists in the study talked to groups of nurses on a regular basis, about

physiotherapy, and simple remedial procedures which could help the patient

and those looki.ng after him•

Social workers

The aims of social workers in the provision of aids and the resettlement

of patients at home have much in common with those of physiotherapists and the

McMillan Report mentions the areas of overlap which may occur. Again here, a

close liaison between physiotherapists and social workers is in the patients'

best interests •
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In the study only seven ph¥siotherapists stated that they had no contact

with social workers, 11 were in frequent contact and 20 were occasionally

involved with social workers in their care of the patient. But when the

physiotherapists were asked to state what they considered the problems were in

their physiotherapy service, ten gave the difficulty of obtaining equipment

from the social service departments and relationships with social workers as

their main problem•

The physiotherapists in the selected schemes appeared to be less involved

in talking either formally or informally to social workers. Only one physio­

therapist mentioned talking on a regular basis to groups of social workers and

one had discussions with a social services department during the two week

study period. Some of the problems may arise from each profession's lack of

knowledge of the other's professional skills and their role in relation to the

patient in the community. Acknowledged areas of overlap here obviously need

careful consideration •

Occupational therapists

Until recently very few physiotherapists in the National Health Service

worked with patients outside hospital departments, but occupational therapists

have been working in the community within social services departments for many

years. Physiotherapy and occupational therapy are closely allied professions

and have many overlapping areas of professional activity. These areas of over­

lap which might have been expected to cause problems did not appear to do so in

the selected schemes. When the physiotherapists were asked to state the prob­

lem areas in their schemes none mentioned relationships with occupational

therapists as a problem•

In our study only six physiotherapists working in the community did not

come into contact with any occupational therapists in the course of their work

and three of these noted that there were no occupational therapists in post at

the time of the study. Twenty of the physiotherapists were in touch with both

social services and hospital based occupational therapists and 12 with occu­

pational therapists from one of these bases •

Both physiotherapists and occupational therapists supply equipment to

patients, but in the study there appeared to be a different emphasis on the

type of equipment - when physiotherapists indicated on the check list that they

had supplied eqUipment to the patient they usually indicated that these were

mobility aids and appliances or in the case of chest patients, respiratory aids.
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In the superintendents' study of case models some superintendents not

only indicated on the check list what physiotherapy might appropriately be

given but also commented on the total management of the patient. Twenty four

superintendents suggested it would be appropriate to contact an occupational

therapist in connection with the patient with hemiplegia, for aids to daily

living assessment and other adaptations that might be necessary, and 18

stated that consultation with other professions including occupational thera­

pists was important for the child with cerebral palsy •

Both the superintendents and the physiotherapists in the study appeared

to see their role and that of occupational therapists as complementary and

would consult an occupational therapist when they thought the skills were more

appropriate to the patient's needs.

In situations where one type of therapist is not available it would be

reasonable for either therapist to move temporarily into the overlapping areas

of professional activity •

Problem areas in the selected schemes

Thirty six of the 38 physiotherapists mentioned some problem areas in

their work and these are listed below. One of the most frequently mentioned

problems was liaison with others working in the community. In all 18 physio­

therapists mentioned this type of problem, some mentioning more than one prob­

lem in this area. Twelve of the physiotherapists found some of the doctors

who referred patients to them difficult to contact. "Many of the doctors who

send patients to me are so forgetful about form filling that I have to waste

a lot of time getting the necessary information." Ten felt there were problems

in explaining about appropriate physiotherapy for patients. "The doctors

expected me to stand over the patients while they performed exercises." Seven

physiotherapists mentioned liaison with non-medical personnel. "Great tact is

needed in liaising with others and taking time to explain what you do."

"There seems to be some resentment from other services if they feel we are

encroaching on their territory."

The amount of time that had to be spent on paper work was mentioned as a

problem by 11 physiotherapists, "time spent on paper work is time taken away

from patients". Twelve physiotherapists mentioned problems associated with

the supply of equipment, especially when this was obtained through the social

services department. Travelling and distance was a problem mentioned by ten

physiotherapists. There were problems for some in travelling long distances
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to see patients and for others the problem was getting the patients in for

physiotherapy. Five physiotherapists mentioned lack of contact with other

physiotherapists as a problem•

Number mentioning
problem

Problem areas mentioned by 36 physiotherapists•..
•
-•..----

Liaison with others in the community

Too much clerical work

Difficulty in obtaining equipment

Travelling to patients

Lack of contact with other physiotherapists

Professional isolation

18

11

12

10

5

•-
•..

--
----..
•-•
-•..
•..
•

P~siotherapists working in hospital are usually able to meet and discuss

professional problems with their colleagues. Physiotherapists working outside

hospital may be working on their own with no official links with other physio­

therapists and we asked them if they felt professionally isolated in their

present posts. Twenty nine replied that they did not feel isolated. Many

reasons were given for this, those who were aware that this might be a problem

made an effort to form unofficial links with nearby physiotherapy departments,

in some of the schemes ten of the physiotherapists were working with one or

more other physiotherapists in the community, and in others eight physiothera­

pists were either based in a hospital or had official links with the district

general hospital. Nine physiotherapists stated that they did feel isolated in

their present posts, not all of these were working single handed, but felt

that working outside hospital made it difficult to keep up to date with the

latest developments and approaches to treatment.

Suggested improvements

Physiotherapists were asked if they could suggest >lays in which their

service might be improved. The suggestions put forward by 25 physiotherapists

were in five main areas and are listed below. Seven physiotherapists felt

that improved relationships .rith the referring doctors, making them more aware

of the particular skills of physiotherapists, would result in a more appropri­

ate use of the service, and seven thought that if more physiotherapists were

available, a greater area could be covered by the service. Closer liaison

with others working in the com~unity, home nurses, social workers and
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occupational therapists and others was considered by five physiotherapists to

be an area where there was room for improvement. Thirteen physiotherapists

did not give any suggestions for improving their service.

Satisfactions

The physiotherapists were asked to state what specific benefit the

patients gained through their type of service. Again here some physiothera­

pists stated more than one type of benefit. The most frequently stated was

that the patient was seen in familiar surroundings, and the physiotherapy was

immediately related to the patients' problems; practical advice could also be

given to those caring for the patient - 29 physiotherapists mentioned this.

Twenty physiotherapists mentioned that patients did not have to travel and

undertake uncomfortable journeys or wait for hospital transport. Sixteen

physiotherapists thought immediate treatment with little or no waiting was

beneficial for the patients. Seeing handicapped children in their homes was

seen as important by ten physiotherapists and nine thought continuing care

and supervision available through a community service was beneficial. Eight

physiotherapists said many of their patients would receive no physiotherapy

if their service was not available and six mentioned that physiotherapy at

home could prevent admission to hospital.

Benefits to the patients

-..
-..
-..
-
-
-..
-..
-
-
---..
-
•
-..

1.

2.

3•

4.

5.

Suggested iraprovements

Improved relationship with referring doctors

Present service extended

Closer liaison with others in the community

Able to refer patients to hospital physio­
therapy department if necessary

Earlier referral of patients

Number

7

7

5

4

2

25 Physio­
- therapists

-•
""..
""

The physiotherapists were asked to state which aspects of their present

post they found most satisfying, these were grouped within seven categories

and are given below. All 38 physiotherapists stated one area of satisfaction

and 20 gave an additional aspect which they found satisfying•
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The aspect most frequently mentioned by the physiothe~apistswas that the

physiotherapy given was really appropriate to the patient's immediate problems.

Assessment of functional problems >There they actually occurred made the physio­

therapy more 'realistic and relevant'. Fifteen physiotherapists gave this as

their main area of satisfaction and seven gave it as an additional satisfaction•

In all eight physiotherapists mentioned being treated as a professional person

in their own right as important to them; to be asked to assess patients,

discuss their problems and decide on the appropriate physiotherapy was said

to give satisfaction. Six physiotherapists said they were aware of fulfilling

a need in the community and they found this satisfying. The fact that they

had more autonomy and that this made the work more challenging was mentioned

by five, and the greater variety of work in the community was mentioned by

three •

.. Aspects giving satisfaction Main aspect Secondary aspect

Physiotherapy more appropriate to the
15 7.. patient's needs

- Treated as a professional working with others 7 1

Better contact with patients .. ..- Immediate treatment gives better results .. 2- Awareness of fulfilling a need in the .. 2.. community

Work more challenging as more autonomy 2 3

.. Variety of work offered in community 2 1

--
•..
•..
•..
•..
..
•
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STUDY OF CASE MODELS

The third part of the data collection was the presentation of the case

models (appendix 5) to members of the Association of Superintendent Physio­

therapists asking for their opinions on appropriate physiotherapy. Forms were

sent to 124 superintendents, a one in four systematic sample. One hundred and

sixteen completed forms were returned, one form had been sent to a superinten­

dent who had left her post and had not yet been replaced, and one refused,

giving pressure of work as the reason for refusal. Six superintendents did

not reply. This gave a response rate of 94 per cent. The enthusiasm and

interest shown by most of the superintendents was most encouraging, many not

only indicated on the check list what physiotherapy measures might appro­

priately be given, but went on to give detailed suggestions about appropriate

management for the patient in the case model.

The aim of the study of the case models was two-fold; first to find if

there was agreement between superintendents on the type of physiotherapy mea­

sures that might appropriately be given in each case; secondly, to find if the

physiotherapy measures used by the physiotherapists in the study, for patients

with the same conditions as the case models, Here within the range of measures

suggested as appropriate by the superintendents.

The check list of physiotherapy measures given to the superintendents

with the case models was that used by the physiotherapists during the study

period. Measures of the same type have heen grouped together in the results

of this study. Replies are summarised in table 39.

There was general agreement between the superintendents on the physio­

therapy measures which might appropriately be given to the patients in the six

case models. These results are discussed for each case model and the physio­

therapy measures suggested by the superintendents are related to those used by

the physiotherapists in the selected schemes for patients ~lith the same diag­

nosis. It must be emphasised when comparing these results that the super­

intendents were suggesting all the measures that might appropriately be given

for the patient, whereas the physiotherapists in the study were reporting the

actual physiotherapy given to the patient during the two week study period.

However, the physiotherapy measures used during the two week study period for

patients with similar problems and diagnoses were within the range of measures

suggested as appropriate by the superintendents.
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It was interesting to note the different suggestions of the superintend­

ents for the patient's place of treatment. Since only a small amount of inform­

information was given on each patient this was not an easy decision to make

and superintendents may have been influenced by the facilities available in

their own areas when deciding whether home or hospital physiotherapy was most

appropriate.

However, the superintendents obviously found it possible to consider each

case model individually as only three superintendents thought all the patients

should be seen in one place, one superintendent suggested the hospital as the

appropriate place for all the patients in the six case models and two super­

intendents suggested the patient's home as appropriate. Since 115 super­

intendents felt that some of the patients should be seen in their own homes

this does seem to indicate that at least some physiotherapy could appropriately

be given outside hospital.

Case 1

Patient with diagnosis of bronchitis

One hundred and sixteen superintendents returned completed forms for this

patient. All suggested that the patient should first be assessed and advised

about the management of their condition, and 94 superintendents (81 per cent)

would have taught and supervised breathing exercises. One hundred and ten

superintendents (95 per cent) advised postural drainage, and 68 considered

some sort of continuing supervision would be desirable for this patient.

Twenty five superintendents would have discussed the patient's management with

the district nurse, and 33 suggested that equipment might be necessary. There

was agreement among these superintendents that some sort of intermittent posi­

tive pressure ventilation such as the Bird or Bennett would be suitable,

possibly with humidification or a nebulizer.

Sixteen patients with a diagnosis of bronchitis were seen by the physio­

therapists during the study period and the physiotherapy measures they

received Were assessment and advice on patient management, breathing exercises

and postural drainage. These were the measures most frequently mentioned by

the superintendents •

lihen asked to com~ent on the preferred place of treatment for this

patient in these circumstances, 59 superintendents (51 per cent) thought the

patient should be seen at home, 34 (29 per cent) thought the patient should
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have physiotherapy in a hospital outpatient department. Seventeen superintend­

ents thought the patient should have physiotherapy treatment in hospital but

also be visited at home, four thought the patient should be treated at home

but visit hospital as necessary. Only two superintendents felt unable to

comment on this patient's place of treatment.

Case 2

Patient with a diagnosis pf hemiplegia

Completed forms were returned from 115* superintendents for this case

model, and all suggested that the patient shoUld be assessed, and advice given

to his wife on patient management. Ninety three superintendents (81 per cent)

thought it would be helpfUl to have a discussion with the district nurse and

101 (87 per cent) thought it might be necessary to supply some form of equip­

ment, 90 superintendents (78 per cent) thought some form of continuing super­

vision would be advisable for this patient. All 115 superintendents thought

some form of mobilisation, exercises or facilitation of movement were appro­

priate and 112 specifically mentioned training in independence and mobility.

Thirty seven superintendents indicated that they would use ice if the patient

had severe spasm of the affected side or a painful shoulder •

The 106 patients with a diagnosis of hemiplegia seen during the study

period received physiotherapy measures wIthin the groups suggested as appro­

priate by the superintendents. All received assessment or re-assessment and

advice during the study period and some form of exercise, movement or mobilisa­

tion techniques were also used. On seven occasions during the study period

hemiplegic patients received some form of heat treatment •

Forty eight superintendents (42 per cent) thought that this patient

should be seen at home by the physiotherapist, and 36 (31 per cent) thought

hospital the most appropriate place. Hospital treatment but with visits being

made to the patient's home was the suggestion of 23 superintendents, while

eight thought home physiotherapy with occasional visits to the hospital was

more appropriate.

*Case 2 was inadvertantly omitted from the forms sent to one superintendent.
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Case 3

Child with a diagnosis of spastic diplegia

A total of 116 superintendents returned forms for case 3, but four said

they were unable to comment on this case model because of their lack of experi­

ence in working with children. Though 112 superintendents completed the form,

of these 31 (28 per cent) stated that they thought specialised knowledge would

be important when treating this type of child.

All the superintendents stated that assessment and re-assessment as neces­

sary was appropriate in this case. Though 22 superintendents indicated that

they would discuss the child's problems with a nurse they felt the health

visitor rather than the district nurse was the appropriate person to contact.

One hundred and one superintendents indicated on the form that they would con­

sider some form of movement and mobilisation techniques important for this

child. The terms used on the check list were broad, indicating areas of

physiotherapy rather than the skilled techniques which might be used by indi­

vidual physiotherapists, but Bobath techniques were mentioned specifically by

12 superintendents and proprioceptive neuromuscular facilitation by four •

The 52 children with a diagnosis of cerebral palsy received advice and

assessment and techniques of movement, measures suggested as appropriate by

the superintendents •

Fifty three superintendents (47 per cent) thought the child should be

seen by the physiotherapist in a hospital department, preferably one having

special facilities for children. Thirty one superintendents (28 per cent)

thought the child's home the most appropriate place for physiotherapy, 23

thought that hospital physiotherapy with visits to the child's home was advis­

able and two thought home physiotherapy with occasional visits to hospital

would be most suitable. Three superintendents felt unable to comment on the

most appropriate place for physiotherapy.

Case 4

Patient with a diagnosis of a right fractured femur and osteoarthrosis of
her left hip

The 116 superintendents who returned completed forms for this case

suggested assessment and advice as appropriate. Eighty seven (75 per cent)

indicated that they would discuss the patient with the district nurse if she
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was visiting the patient. 95 (82 per cent) felt that the patient might need

some equipment. and continuing supervision of the patient was thought to be

advisable by 67 (58 per cent). All the superintendents thought some form of

movement or mobilisation would be appropriate. Seventy one superintendents

(61 per cent) advised the application of some form of heat to the left hip.

50 recommending infra red. and 21 short Have diathermy.

Ten patients with fractured femur were seen during the study period and

all received measures of the types suggested as appropriate by the superinten­

dents - assessment. advice to the patient. and exercises. movement and

mobilisation.

Almost equal numbers of superintendents thought the patient should be

seen in the hospital department and at home. Forty three (37 per cent)

suggested the hospital. 40 (34 per cent) the patient's home. Thirty super­

intendents thought hospital treatment appropriate with visits also being made

to the patient at home. One superintendent thought the patient shoUld be seen

at home but also visit the hospital occasionally. Two superintendents felt

unable to comment on this patient's place of treatment.

Case 5

Patient with osteoarthrotic changes in both knees

Superintendents returned 116 completed forms for this case model, again

here all suggested assessment and advice. Only 24 (21 per cent) stated that

they thought discussions with the home nurse would be appropriate, 52 (45 per

cent) indicated that some form of continuing supervision might be helpful. All

felt that some movement and mobilisation techniques should be used with this

patient. Some form of heat to the knees was thought to be appropriate by 109

superintendents. 82 suggesting short Have diathermy and 27 infra red.

Eighty six patients with a diagnosis of osteoarthrosis were seen during

the study period. All received assessnent and advice and some form of move­

ment and mobilisation techniques. On 46 occasions during the study period

these patients received some form of heat to the affected joints.

Sixty six superintendents (57 per cent) thought this patient would benefit

most from being seen in a hospital department. 24 (21 per cent) thought physio­

therapy could appropriately be given at home. Eighteen advised hospital treat­

ment but with visits being made to the home and seven recommended home treat­

ment ~Tith occasional visits to hospital. Only one superintendent felt unable

to comment on this patient's place of treatment.
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Case 6

Patient with a diagnosis of multiple slcerosis

All 116 superintendents would assess this patient and give advice about

management. Sixty two (53 per cent) would advise discussion of the patient's

problems with the district nurse, and 91 (78 per cent) thought some form of

continuing supervision would be advisable. All the superintendents thought

some movement and mobilisation techniques would be appropriate. Forty super­

intendents suggested that some form of cryotherapy might help this patient,

13 suggested infra red might be appropriate.

Thirty three patients with mUltiple sclerosis were seen during the two

week study period. They received assessment, re-assessment and advice, and

techniques of movement and mobilisation.

Forty six superintendents (~O per cent) thought home physiotherapy

appropriate for this patient, 30 (26 per cent) suggested treatment in

hospital and 36 (31 per cent) suggested treatment in hospital but with

visits being made to the patient's home. Two superintendcn;,s suggested home

treatment with visits to the hospital as necessary. Two superintendents felt

comment on this patient's place of treatment.
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DISCUSSION AND RECOMMENDATIONS

Definitions

Various terms have been used by different authors to describe the prac­

tice of physiotherapy outside a hospital department of physiotherapy. We

suggest that the terms should be defined as below. These definitions seem to

reflect the usual meanings attached to the terms, and have regard to the dict­

ionary meaning of the words (Concise OXford Dictionary, 1976).

Domiciliary physiotherapy is the assessment and treatment by means of

physiotherapy, of patients in their own homes.

Physiotherapy in the community refers to physiotherapy services outside

the hospital. It therefore includes domicilia~J physiotherapy and physio­

therapy provided at health centres, general practice premises, special

schools, nursery groups, residential homes, etc.

District physiotherapy service refers to the totality of physiotherapy

services provided by the National Health Service within an administrative

health district. A district physiotherapy service might include, therefore,

the departments of physiotherapy in the district general hospitals, psychia­

tric and other specialist hospitals, day-hospitals, and the staff (and the

related facilities) working in health centres, and other general practitioner

premises, and those-providing domiciliary services and services in residential

homes. This definition is in line with the recommendations of the D.H.S.S.

Circular HSC(IS)IOI, para. 4 which outlined a job description for a Designated

District Physiotherapist •

Representativeness of the selected schemes

In the section describing the methods used in this study, we drew atten­

tion to the lack of any list of all community physiotherapy services being

provided by the N.H.S. or independently by general practitioners. It was,

therefore, neither possible tc obtain data from all schemes nor to draw a

representative sample of schemes. An attempt to develop a complete national

list of schemes would have meant approaching all area and district health

authorities and all general practices. As the study was begun only one year

after the reorganisation of the N.H.S. and as it was seen as an exploratory

study to be completed within two years, it was decided not to attempt the

compilation of a national list of schemes. The question therefore arises -
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to what extent can the 14 schemes examined be said to be representative of

the current (1976) practice of physiotherapy in the community? 110 attempt

was made to examine the private practice of physiotherapy, of physiotherapy

provided by some industrial and commercial firms for the benefit of their

employees, or of physiotherapy provided in special schools. The focus of OUI"

study was on domiciliary physiotherapy and physiotherapy provided in conjunc­

tion with general practice •

The selected schemes were in different geographical areas of the country,

with a preponderance of schemes situated in the southern half of England;

there was no scheme included from a midland or northern conurbation. In terms

of organisational bases, schemes based at hospitals, health centres and

general practice premises and other arrangements were included. During the

study we heard about more than 150 schemes but we have not become aware of

any special type of scheme that is at all common, an example of which was not

included in the study •

In the absence of details about all schemes operating in England and

Wales, it is not possible to check how representative, in terms of age, sex,

diagnosis and treatment of patients, OUI" findings are of the total activity

of physiotherapy in the community. HOHever, patients of all ages from infancy

to elderly people aged 85 years or more were included in our study and the

range of diagnoses and conditions referred for treatment was very wide and

included those conditions which previous reports (see pages 2, 3) had men­

tioned and those to which textbooks give prominance (e.g. Krusen et al., 1971;

Rusk, 1971; Cash, 1971; Scrutton and Gilbertson, 1975; Nichols, 1976;

Cash, 1977) •

Quantification of needs for physiotherapy in the community

OUr study was concerned with the utilisation, staff and organisation of

the selected schemes and therefore cannot quantify the 'needs' for physio­

therapy outside hospital departments, whether the 'needs' be defined as the

perceived needs of patients or the professionally defined needs as assessed

by physiotherapists or doctors. In any such estimation of needs many factors

will be involved and very little, if any, information is available about most

of the factors and the quantitative relationships between them. Although

estimates can be given of the number of people in a community with certain

conditions, and of the number conSUlting their general practitioner, it would

be necessary to know what proportion of those people with a particular diag-
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nosis or condition required treatment, and to specify the nature, duration and

frequency of treatments, given that the effectiveness of the treatments has

been established. In deciding on the place of treatment, whether in hospital,

health centre, day hospital, patient's home or wherever, yet other factors

have to be brought into consideration such as the distance ben1een hospital

and the patient's home, the mobility of the patient, home circumstances, the

precise objectives of treatment, the feasibility and safety of providing

treatments outside the hospital to say nothing of the need to use efficiently

the limited resources available.

However, it is undeniable that only persons with the designated condition

could need treatment for it. It is, therefore, possible to estimate an upper

limit to the numbers of people who might need treatment for certain conditions

and to the numbers of patients likely to develop the condition for the first

time during any year by examining the prevalence and incidence figures of the

main conditions at present being treated by physiotherapists in the community.

Table 39 sets out figures for the main conditions (i.e. each condition which

accounted for more than 3.5 per cent of all patients) based on three general

practice studies and other surveys. It must be emphasised that only a propor­

tion of the patients with these conditions will 'need' physiotherapy at any

particular time. The gaps in the table illustrate the paucity of data and

lack of correspondence between terms used in physiotherapy practice and

general practice. Nevertheless anyone planning an expansion of a district

physiotherapy service should seek what data there are about the possible load

of additional work that might accrue from alternative plans, given explicit

assumptions about the amount and kind of treatment required by patients with

the designated condition. The community physician should be able to help in

obtaining incidence, prevalence and utilisation data.

Criteria for selecting patients for community physiotherapy

Most physiotherapy techniques can be adapted for use outside hospital

departments. The only techniques that Are not available at all to patients

in their own homes are those associated with hydrotherapy. There is also, of

course, no opportunity for any group work for patients seen individually in

their own homes.

Facilities

The facilities available at the place of treatment influence the physio­

therapy that can be offered. Thus some large health centres provide accommo-
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dation and services which closely resemble a hospital physiotherapy department

and here a comparable range of physiotherapy measures can be given. By con­

trast in smaller health centres a mUltipurpose room is only available for

physiotherapy for a set number of hours each week, so that the amoung of

equipment available is limited and consequently the variety of physiotherapy

techniques which can be used. Similarly, space is usually limited in group

practice premises; though one general practice in our study had a treatment

room available where the physiotherapist was able to give a limited range of

treatments. The relatively small number of patients that would be seen in any

general practice would not justify the outlay on an extensive range of equip­

ment but the space available is usually the deciding factor in general practice

premises.

Clinical condition

1be patient's clinical condition may be the deciding factor; patients

with acute and serious respiratory conditions or in the early stages following

a cerebrovascular accident may be medically unfit to travel but might benefit

from physiotherapy. Both doctors and physiotherapists in the selected schemes

stressed the importance of early assessment of stroke patients and the early

treatment of certain musculoskeletal conditions.

Home and family environment

The purpose of referring patients for domiciliary physiotherapy may be

closely linked to their immediate environment, for example, visits following

discharge from hospital, assessments of the patient's ability to manage at

home and the giving of advice to parents, home nurses and those caring for

the patient. Children seen at school or in nursery groups are seen within the

context of their daily routine and it is the physiotherapist's help which is

required in the management of the child within this routine. For over 45

per cent of the patients seen during the study, the reason given for their

place of treatment was that physiotherapy was related to their environment.

Distance

Travelling to the hospital may be the deciding factor: some patients who

might benefit from physiotherapy find the distance from the hospital too great

or the transport available inappropriate. Fourteen per cent of the patients

in our study gave the distance from the hospital as a deciding factor in their

place of treatment. Other patients may find that their disabilities or their
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family ties (e.g. mothers with young children), compounded with distance or a

difficult journey made regular attendance at hospital very difficult •

Physiotherapy in the community

The examination of the work of the 14 schemes in this study and the

responses of the superintendent physiotherapists to our questions about the

'model cases' point to the need for some form of community physiotherapy ser­

vice (at the very minimum for certain housebound patients, home assessments,

home training and in certain areas to bring physiotherapy nearer to the popu­

lation). Other data (e.g. the evidence presented to the Tunbridge Committee

and the findings of some of the community surveys of handicapped people,

D.H.S.S., 1972; Harris, 1971; Warren, 1974) have demonstrated the inadequate

use of physiotherapy and rehabilitation services in general practice. We

believe that there is a need for community physiotherapy services although

we cannot quantify this need. Our data support and extend some of the

recommendations of the Tunbridge and Ilarvard Davis sub-committees •

Tunbridge Report

The Tunbridge Sub-Committee accepted that physiotherapy facilities should

be provided outside the district general hospital in areas where the popula­

tion is scattered and journeys to the district general hospital are difficult;

they recommended that such facilities should be based at peripheral hospitals

or at group practice or health centres, but only when they would serve a

community of 20,000 or more. In regard to domiciliary services the views of

the Tunbridge Sub-Committee were somewhat restrictive. Their Report states

"We consider it to be an uneconomic use of scarce skills for physiotherapists

to give treatment in patients' homes. The only home visiting which should be

undertaken by hospital physiotherapists is shortly before or after a patient's

discharge from hospital to give advice to patients or their relatives or to

make arrangements, in conjunction with the community team, for simple remedial

exercises, home aids or equipment". Our findings suggest that the scope of

domiciliary physiotherapy shoUld be wider than these recommendations. It

should not be limited to 'simple remedial exercises', and home-bound persons

who cannot be easily transported to hospital departments should not be denied

appropriate physiotherapy in their own home. Furthermore, we can find no

reasons from our data to suggest that domiciliary physiotherapy should be

limited to patients discharged from hospital; some patients, for example, may

require a combination of out-patient treatment and surveillance with domicil­

iary physiotherapy, and others may be recommended domiciliary physiotherapy

following an assessment in outpatients •
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Harvard Davis Reoort

At the same time that the Tunbridge Sub-Committee was considering rehab­

ilitation services, another sub-committee of the Standing Medical Advisory

Committee under the chairmanship of Professor R. Harvard Davis (D.H.S.S., 1971)

was discussing the organisation of group practice. This Sub-Committee found a

lack of evidence on which to base any firm recommendations about the develop­

ment of physiotherapy in general practice; it believed that there was "a need

for some physiotherapy services outside the hospital, and that these could

probably be best provided in association with the group practice team, with

well-established links with the hospital department of physical medicine". In

regard to physiotherapy the Sub-Committee concluded that:

"(i) Too little is known for us to make any firm recommendations
as to the exact way in which the physiotherapy services
might be provided in group practice.

(ii) Nevertheless, the attractions and advantages of providing
such a service close to the patient's home seem obvious.

(iii) There is a very real need to provide training for general
practitioners and, for that matter, hospital doctors as well,
in the modern concepts and uses of the physiotherapy services.

(iv) There is a place for grant-aided research into the develop­
ment of physiotherapy in group practice under stringent
cost benefit control ••.••

(v) There is an obvious need for the closest integration of
physiotherapeutic services in hospital and in the
community •••••

(vi) To build up and maintain such integration, close
consultative relationships must be built up between
family doctors and their hospital colleagues specialising
in physical and geriatric medicine ••••• "

Reorganisation of N.H.S •

Both the Tunbridge and Harvard Davis sub-committees were working in the

period of preparation for the reorganisation of the National Health Service in

1974. The major objective of the reorganisation was stated by Si!' Keith

Joseph in his foreword to the government's white paper (D.H.S.S., 1972) to be

to create a single named authority to provide for the population of a given

area of a comprehensible size the best health service that the money and skills

available can provide, to balance needs and priorities rationally and to plan

and provide the right combination of services for the benefit of the public •

Sir Keith went on to state "the plans must therefore be effective in providing

what patients need: primarily, treatment and care in hospital; support at

home; diagnosis and treatment in surgery, health centre or out-patient clinic;

or day care". He recognised that the domiciliary and other community services
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were under-developed. Sir Keith Joseph saw reorganisation as bringing gains

to the professional workers who "will retain their clinical freedom - governed

as it is by the bounds of professional knowledge and ethics and by the

resources that are available - to do as they think best for their patients ••••

(and) will have the opportunity of organising his or her own work better and

of playing a much greater part than hitherto in the management decisions that

are taken in each area" •

Although the structure of the reorganised health service is frequently

criticised, there is little argument about the desirability of achieving the

underlying objectives set out by Sir Keith. Indeed the development and expan­

sion of community services has been accepted as a priority for the health and

personal social services in England even during this present period of finan­

cial stringency (D.H.S.S., 1976). It is with these objectives in mind that we

make the following suggestions about future developments •

Development of district physiotherapy services

The two fundamental questions regarding the use and development of physio­

therapy services are, first, what benefits are desired from physiotherapy and

related to this, does physiotherapy produce these benefits effectively and

efficiently? And, second, what should be the structure of the services pro­

vided? Our study has not attempted to examine the effectiveness and efficiency

of physiotherapy, but we have repeatedly emphasised the need for research in

that field, and comment on this, again, below. In regard to the second ques­

tion above, our study suggests that community physiotherapy services, for which

we have argued that there is a need, should be developed as part of a compre­

hensive district physiotherapy service. We have found no evidence to support

a case for the development of pUblicly financed community or domiciliary

physiotherapy services independently of area and district health services;

either as part of the independent contractor arrangements of general practices

or entirely divorced from the health services, for example, as part of ~~e

social services departments of local government authorities. Indeed, our d~ta

emphasise the need to develop community services in conjw1ction with the

hospital services •

The criteria that determine the choice of patients to be treated in comm­

unity and domiciliary services are clinical, social, and geographical factors •

The determinants in respect of any particular patient may change during the

course of an illness so that the patient may require treatment at the hospital
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at one time and in the community at another time. Therefore. in the interests

of comprehensive care. there must be close collaboration between if not inte­

gration of. the hospital and community services. Our data suggest that hospital.

community and domiciliary physiotherapy are not separate entities but parts of

a whole interacting system. the weakest points of which are likely to be the

interactions between the parts and the interrelations between the 'physio­

therapy system' and the other 'health and social systems'.

Most of the physiotherapists in our study maintained and valued profess­

ional links with their colleagues in the local hospital department. Some

physiotherapists working outside the hospital thought that some of the hospital

physiotherapy staff did not understand or accept the value of community physio­

therapy; we accept that there is a need for further education (see below). but

we were encouraged by the returns we received from the superintendents in

regard to the 'model' cases which seemed to show widespread acceptance of some

need for community physiotherapy•

The lack of widespread experience on which to base detailed proposals for

community and domiciliary physiotherapy services and the limited knOWledge of

modern physiotherapy possessed by members of the caring professions in the

community. also point to the need for future developments. and future local

innovations. to be within the compass of a district service so that experience

can be shared and the limited resources used effectively•

Responsibility for a district service

The responsibility for developing a comprehensive district physiotherapy

service will. formally. be that of the area health authority discharged"through

the district management team and district physiotherapist. Whilst general

stimulus and enquiry may come from the area to the district. we hcpe that initi­

atives for development of services will arise at district. sector. departmental

and general practice levels. and. not least. from physiotherapists seeing the

needs of patients. We hope that where the proposals are sound and have clear

objectives. they will normally be supported •

It is neither possible nor desirable to produce a detailed hlue-print for

the development of a community physiotherapy service. because of the variations

and differences between districts. HOHever there are issues common to all

schemes that should be considered in developing services outside the hospital;

most of these have been discussed in this report and are summarised in the form

of questions in appendix 7 reproduced from an earlier paper (Partridge. 1976) •
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Physiotherapy staff working with N.H.S. patients in general practice prem­

ises or in the patients' homes will formally be employees of the area health

authority; schemes at present run by voluntary bodies that are seen to be part

of a district service might collaborate with the district service, with the

voluntary body either acting as 'agent' for the health authority in the same

way as other voluntary body schemes are used to supplement other aspects of

the health and social services, or remaining as a supportive body to the

district community service.

Gradual and monitored development

The development of community physiotherapy services will have to be

gradual-evolutionary rather than revolutionary. There are many reasons for

this, in addition to the obvious one of lack of money, and, perhaps, lack of

manpower, for any rapid expansion. There is a massive job to inform very many

people in a number of professions about modern physiotherapy, as well as the

further education of physiotherapists themselves to be undertaken. There is

the need to establish the effectiveness of many physiotherapeutic measures and

to understand in more detail the interrelationships between domiciliary, and

other community and hospital physiotherapy. Developing a district physio­

therapy service may itself produce or accelerate other changes in the physio­

therapy profession such as the introduction of further specialisation and the

reconsideration of the functions of physiotherapists. For all these reasons

controlled and monitored growth is indicated.

Within the development that we are advocating there are a number of points

that will need detailed consideration. These include manpower and terms and

conditions of service, education and training for physiotherapists, collabora­

tion with other professions and services, access to the physiotherapy service,

including the referral of patients, communication and development of records,

and further research.

~Ianpower

It is said that, overall, there is a shortage of trained physiotherapists

in the hospital service whiCh is aggravated by increasing demand for their ser­

vices. Whilst a comprehensive district service must have regard to the econo­

mic deployment of staff, this must be done taking into account the needs of all

patients, that is including those requiring a domiciliary service, and to the

place of domiciliary visits in the total care of patients. In addition, the

wishes of those staff who prefer to work in the community must be respected,
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and consideration should be given to the necessary details of their terms of

service. It is sometimes suggested that there are a substantial number of

married physiotherapists who would like to return to the practice of their

profession; whether this is so or not, and if so what conditions of service

would be most likely to attract them, need examining.

Education and training for physiotherapists

The basic training of most of the physiotherapists practising today

included little formal instruction about the resettlement of the patient at

home and the role of those caring for him there, and about the relevant aspects

of the behavioural sciences such as the psychological and social aspects of

illness, disability and patient care. The nel< training curriculum which was

implemented in 1975 requires some basic knowledge of these areas and hopefully

physiotherapists I<ho qualify after completing the new syllabus "ill he better

equipped to take their place as members of the primary care team. Many schools

of physiotherapy provide opportunities for students to work outside hospital

departments under close supervision during their final year of training. This

should be encouraged; giving students the opportunity to observe work outside

hospital will enable them to appreciate the different aspects of this type of

work and the ways in which it differs from hospital practice.

Physiotherapists who work outside hospital both in this country and over­

seas stress the need for those working in the community to be experie.nced and

mature members of their profession. The physiotherapist in the community must

cooperate closely with others caring for the patient. To do this she must be

clear about her own role and also about the role of others caring for the

patient and the structure of the organisations within which they work. The

community physiotherapist must make decisions about treatment and management of

the patient on her own but should be able to contact colleagues at the local

hospital for advice when necessary. However other important decisions may also

have to be made; if the physiotherapist is the only regular visitor she may be

expected to make decisions about the patient's general condition, such as asses­

sing if there is deterioration to an extent which should be reported to the

doctor. The physiotherapist will be consulted on many matters, medical, social

and domestic, and she must decide which are ~dthin her sphere of responsibility

and which should be referred to others. This may often involve considerable

tact and a mature experienced approach is essential in maintaining good rela­

tions with all those caring for the patient.
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It is unlikely that the newly qualified physiotherapist will have the

necessary muturity and experience to cope with independent work in the commun­

ity. The 1975 Halsbury Report defined the basic grade physiotherapist as one

working under supervision, and supervision is not usually available in the

community setting. The exact period of professional experience necessary can­

not be stated as this would vary both with the individual and with the type of

professional experience, but at least two years general experience would be

desirable, together with some special training. In addition, the majority of

physiotherapists now in practice or returning to practice will need some

further training before starting work outside hospital. As already stated,

there is a difference in emphasis on certain aspects of physiotherapy in the

community and it is in these areas that further education should be given.

In the community the physiotherapist must work closely with others. The

ability to work closely and communicate clearly with others caring for the

patient cannot be overstressed. The physiotherapists should have the opprt­

unity to learn about the work and the role of others caring for the patient.

Talks from and discussions with general practitioners, health visitors, home

nurses, social workers, and others, explaining the role they fulfil in looking

after the patient, their expectations of physiotherapy, the structure of the

organisations within which they work, and their different areas of responsi­

bility are essential.

In the work outside hospital there is more emphasis on the educational

role of the physiotherapist both on an individual and a group basis. On an

individual basis, techniques of teaching physical management to those caring

for the patient at home, including home nurses, the patient's relatives, and

others are required, and on a group basis the work includes instructing nurses,

wardens in residential homes, helpers in nursery groups and others in simple

remedial procedures, techniques of physical management and the principles of

rehabilitation. The physiotherapist's educative role in relation to the

referring doctors needs emphasis. The physiotherapist must be able to indi­

cate clearly those conditions which might reasonably be expected to benefit

from physiotherapy and the results which might be achieved by treatment. She

must also understand the importance of detailed feedback on the patient's

progress to the referring doctor.

For the physiotherapist to function efficiently in the differing environ­

ments into which her work will take her, she must be aware of the psychologi­

cal as well as the physical aspects of the situation. She must be sensitive

to the patient's reactions to his illness or disability, to those of his

family and to the interactions be~leen them. A clear understanding of illness
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behaviour and different coping strategies and an appreciation of some of the

psychological and sociological aspects of disability is necessary for the

physiotherapist to fulfil her role in the care of the patient •

It is urgent to organise training for physiotherapists to work in the

community as services outside hospital are developing in many parts of the

country. The Chartered Society of Physiotherapy should take a lead in this

training and having defined the objectives initiate pilot courses without delay •

Attachment to already existing services that have considerable experience could

be linked to the courses organised by the Society. A certificate of profici­

ency after attending such a course could be considered a desirable requirement

for any physiotherapist seeking a senior post in the community.

Collaboration with other professions and services

Many commentators on the health and social services point to the need for

collaboration between the various professions - doctors, nurses, physiothera­

pists, occupational therapists, speech therapists, health visitors and social

workers - who may have a partiCUlar professional contribution to make to the

assessment and care of the patient or client, and to collaboration between the

professions and the planners and the non-professional field workers of various

services - health, social (including home-help services, day centres and

residential homes), housing, employment, education and social security. It is

customary to talk of 'team Nork', although what this implies is usually left

vague; at worst, it seems to suggest a hierarchical arrangement with one pro­

fessional group as the hereditary captain or leader giving instructions to the

other members of the team. Other possibilities that are suggested are the use

of case conferences and joint committees. lfuilst these can be useful and have

their place, they are not solutions to all the problems of collaboration - not

least hecause they are expensive in time (and therefore salaries) and inappro­

priate for the majority of situations where collaboration is required. What­

ever formal methods of collaboration are required, and some are, essential

pre-requisites for personal collaboration are confidence on the part of each

participant about his own role and contributi.on to the care of the patient and

an understanding, acceptance and appreciation by each collaborating person of

the role and contribution of all the others concerned. In short, every effort

must be made to inform and educate the professions and representatives of the

services mentioned above about the scope of modern physiotherapy and to teach

some of the skills and expertise to certain colleagues in other professions

(e.g. nurses). Some of these points have been discussed in the Report of the
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Working PaI'ty on The Remedial Professions under the chaiI'lllanship of

Mr. E.L. McMillan (D.H.S.S., 1973).

Access and refeI'I'al

One reason given for the development of physiotherapy in general practice

is the sheer difficulty and delay in obtaining a service from the district

general hospital (often, we might add, because of their own shortages of staff

and consequential long waiting lists). The Tunbridge Sub-Committee was

against the direct refeI'I'al of patients to the physiotherapist in hospital on

the grounds that "at the present time many general practitioners are out of

touch with the modern concepts of remedial treatment and departments might

become over burdened with patients for whom unnecessary or inadequate treat­

ment has been prescribe~'. We would argue that these difficulties can be over­

come and must be if a comprehensive district physiotherapy service is to be

developed. The general practitioner will expect to be able to call in the

skills of the physiotherapist as part of his treatment schedule for appro·

priate patients in general practice without first obtaining the opinion of a

consultant. Without this right, pressure will continue for the separate

employment of physiotherapists in general practice. Safeguards that could be

introduced in offering open-access are first the education of the referring

doctors (and access may have to be limited initially to doctors who have

acquainted themselves with the scope of modern physiotherapy); second, the

right of the physiotherapist to decline to undertake treatment for a patient

if the request is inappropriate, and to terminate treatment if it is no longer

of value; and, third, as is the case in pathology and radiology departments

that offer open-access services to general practitioners, the right of the

head of the department to discuss the needs of any of the patients with the

refeI'I'ing doctor.

Norman, Clifton, Williams and Nichols (1975) have described a successful

experiment of offering access by general practitioners to the physiotherapy

department of a district general hospital. The authors concluded that the

department worked well and that limited resources Here "used to greatest

advantage to maintain a prompt assessment and treatment service, which relies

heavily on the competence of the therapists and their adherence to depart­

mental policy. Such a service is not only of great help to general practi­

tioners and their patients but may also be expected to reduce the pressure

on hospital-based outpatient clinics" •
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Connnunication

Some of the physiothe~apists in ou~ study felt that they we~e given

inadequate information about the patients ~efe~~ed to them and a few that some

of the ~ferrals they ~ceived we~ inapp~op~iate. The Tunb~idge Sub-Connnittee

~eported that they ~ceived what they conside~d to be "justifiable complaints

~m ~emedial staff abcut the inadequate p~esc~iptions fo~ t~eatment that a~e

given to them by many doctore". Sc~utton and Gilbertson (1975), have also

~em~ked "that mistaken ~ferrals do occ= and this is pa~tly due to a lack of

time fo~ the medical p~fession to enqui~e ft.'rthe~ ••••• but it is equally because

because the findings, t~atments and ~esults of physiothe~apy ~e seldom ~po~­

ted back to the docto~. The lack of feedback ~m the physiothe~apist fostere

mistaken referrals and does nothing to put her in touch with those whom she

might have t~eated effectively".

The p~blem is p~tly one of education and partly of a clarification of

the ~les of the ~ferring doctor and the therapist. Nichols (1976) emphasised

that the p~scribing of physical the~apy should be as p~ecise as the prescrib­

ing of drugs and that such detailed prescribing p~-supposes detailed knowledge

of the agencies employed, and a willingness to monitor the patient's progress

very closely and to re-prescribe at frequent intervals. He saw the need to

encourage the therapists to assume greater responsibility in the detailed

prescribing. However, if this is to happen the therapist must be given ade­

quate information f~m the doctor. This information, Nichols suggested, must

include:

(1) An accurate diagnosis

(2) Cle~ indications of the aims of the treatment

(3) Clear indication of the likely outcome

(4) Indications whe~e drug the~apy or disease ch~acteristics

may necessitate particul~ care in the administration of
v~ious t~atments•

An aid to better communication can be the use of purpose-designed forms

for referral, record of progress and follow-up. The introduction of referral

forms requesting the infOrMation unde~ the headings suggested by Nichols and

the requi~ement of physiotherapists to report back to the referring doctor

about progress might of themselves make a substantial impact on improving the

use of physiotherapy services and limiting their abuse •
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Further research

We have stated in a number of places in this report that there is need

for further research. We believe that such research should be directed at

specific questions. The previously published studies and our study convey

the general picture of what has been developed and is currently going on.

Now the need is to examine specific issues in the following three fields •

(a) The effectiveness of physiotherapeutic measures

Cocbrane (1972) has challenged the medical profession to submit all

aspects of their work to scientific appraisal, to establish the effectiveness

of their advice and treatments, to measure the costs and to reject those

aspects of their work shown to be ineffective or inefficient. This challenge

applies equally to physiotherapy - and all physiotherapy, not only to commun­

ity physiotheraphy. Zinovieff (1973), Nichols (1975) and others have called

attention to the need to evaluate the effectiveness of physiotherapy and to

measure its costs more precisely. A number of attempts have been made to

evaluate certain procedures often with equivocal results (for bibliography,

see appendix 8). The evaluation procedures are necessarily complex when

applied to physiotherapy as so many psychological and social factors are

frequently inVOlved. In straightforward drug trials, it is usual to allow

for the interplay of these factors by the random allocation of patients to a

treatment or control group, the latter receiving placebo treatments and

neither the treating doctors nor the patients being aware who is receiving

active treatment or placebo. This is not usually possible in physiotherapy

practice, yet it is important to separate the psychological and social effects

of receiving treatment from a sympathetic physiotherapist from the extent ~o

which the physiotherapy has had any beneficial effect on the course of their

physical disorders •

(b) Presenting problems, diagnoses and conditions of patients

Our study has highlighted the inadequacy of the diagnosis of the

patient's primary condition as an indicator of the physiotherapy that might

be required. The presence of other diagnoses, the severity of the conditions,

their sequelae, and social and family conditions are all significant. Work

is required to examine this complex area as it is critical to improving

communication between physiotherapists and doctors, to understanding the

rationale of some physiotherapeutic measures, and to the evaluation of the

effectiveness of treatment •
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(c) Development of services

Many aspects of the development of services require researching. We are

not yet able to measure need and as physiotherapy is a treatment well accepted

by patients, the demand for the expansion of services could be considerable.

Alas, the fact that the therapists enjoy treating patients and feel that it is

worthwhile and that patients appreciate the treatment and are grateful, does

not mean that such a service is in fact a cost effective way of spending

limited health service money. As we have already suggested, developments

should be controlled and monitored and developments with a defined objective

rather than a general expansion of a service should be favoured. He have

suggested that there should be more experiments of open access by general

practitioners to hospital based physiotherapy departments. Other possibilities

are examinations of the contributions of physiotherapists to the early treat­

ment of a number of acute conditions seen in general practice, to the care of

frail elderly people living at home, of her role in day hospitals and resid­

ential institutions, of the help she might give, often in association with an

occupational therapist, to handicapped people living at home (Goodworth, 1974),

and of her role in schemes of early discharge from the hospitals such as the

proposals for XYZ scheme (or hospital-at-home) put forward by Cang (1977).

Then there are a number of organisational details about a comprehensive

district service that require attention. ;~at criteria should be used in

deciding on the appropriate place of treatment of individual patients? What

should be the referral procedure? What administrative arrangements should be

made? How many and what grades of staff are required? What records should be

used and kept? What about problem orientated records? What management data,

including costs, are required?

But, underlying these questions, we return again to the over-riding import­

ance of establishing effectiveness and indicators of normative needs. The

questions that have to be answered in relation to each medical condition are:

(1) To have physiotherapy or not?

(2) Who should have physiotherapy? Everyone with a given condition
or a sub-group?

(3) What physiotherapy to use?

(4) What purpose is the physiotherapy intended to achieve?

(5) Has the effectiveness of the physiotherapy been established?

(6) Where should the physiotherapy be given?

(7) How often and for how long should the physiotherapy be given?

(8) When should the physiotherapy be terminated?
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In the planning of a service it is necessary to know how many people in the

community have the conditions, how many need physiotherapy, what physiotherapy

is needed and the consequential requirements for staff and facilities. It is

only at this stage that real decisions about priorities can be taken.

Research training

Physiotherapists should be encouraged to initiate and conduct research as

well as to participate as equal partners in studies. This involvement in

research will help to deepen their understanding of their specialty, and

should enhance the ];I'Ospect that research findings will be implemented. There

should be "opportunities for them to be trained in research work and having

been trained they should be given the time and facilities to work on research

projects and to be members of research teams" to quote McMillan's report •

Short courses on research appreciation could help to develop interest and

longer courses and research fellowships should be introduced. The recognition

of a few research centres as providing a consultancy service to physiothera­

pists developing and conducting research could also be helpful. The Chartered

Society of Physiotherapy already keeps a register of research projects in

physiotherapy; every effort should be made to keep this up to date and accurate

by regularly seeking details about progress and the co~nencement of new pro­

jects. It is important that those physiotherapists actually undertaking

research should come together to provide a nucleus for the development of

research expertise within the profession.
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TABLE 1

NUMBER OF FORMS RETURNED BY EACH SCHEllE

Number
Per centI

Group total
Schemes of forms Number Per cent

I
General 1 39 5.0

Ipractice 67 8.6
2 28 3.6

Community 3 1'12 18.3 142 18.3

4 15 1.9
Paediatric 75 9.6

5 60 7.7

6 16 2.1

Hospital 7 77 9.9 118 15.2based

8 25 3.2

9 115 14.8

I
Mobile 10 24 3.1 • 156 20.1

11 17 2.2

12 129 16.6

Health 13 28 3.6 219 28.2centre

14 62 8.0

Total 777 100% 777 100
,
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AGE AND SEX or PATIENTS BY SCHEME

ARe Rroupa in years by sex-- Group
Schemes 0-0 5-15 16-29 30-149 50-611 65-714 15-84 85, Total total

r M r M r M r M r M r M r M r M

C'.eneral
1 0 0 0 0 0 0 1 2 5 5 0 0 7 0 3 0 39

practice
67

2 0 0 0 1 1 2 0 0 6 2 0 1 1 1 1 0 20

Community 3 U 0 10 13 0 3 12 0 12 10 10 9 23 6 6 1 102 102

0 0 5 0 2 0 0 0 0 0 0 0 0 0 0 0 0 15
Paediatric 75

5 10 15 15 19 1 0 0 0 0 0 0 0 0 0 0 0 60

6 0 0 0 0 0 0 0 2 2 1 0 2 3 1 1 0 16

Hospital
7 2 2 1 2 1 1 6 0 19 0 12 10 12 2 1 2 77 U8

based

8 0 0 0 0 1 0 2 1 1 1 7 3 3 2 3 1 25

9 0 2 2 1 1 2 9 2 13 5 23 12 26 0 U 2 US

Mobile 10 0 0 0 0 0 0 3 0 5 3 5 0 3 0 1 0 ,. 156

U 0 0 0 0 0 0 0 0 1 1 0 2 7 2 0 0 17

12 0 0 0 1 25 8 21 6 23 9 13 5 9 5 0 0 129

Health
13 0 0 0 1 0 1 5 0 3 6 3 2 3 20 219centre 0 0 0

10 0 0 2 1 33 1 10 3 3 1 1 2 5 0 0 0 62

Total 27 20 30 01 71 10 73 20 93 00 90 60 102 27 27 6 777
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TABLE 3

MARITAL STATUS BY AGE AND SEX

Age groups in years
-

Marital
O-~ 5-15 16-29 30-~9 50-6~ 65-7~ 75-6~ 651" Total

status

F M F M F M F M F n F IM F ~l F M i--

Single 27 26 36 ~1 13 13 3 ~ 10 3 10 2 15 3 6 0 216 j

I

Married 0 0 0 0 56 3 61 22 61 ~~ 56 51 32 18 ~ ~ ~16

!

Widowed 0 0 0 0 0 0 3 0 21 1 22 6 55 6 17 2 133

Other 0 0 0 0 0 2 6 2 1 0 0 1 0 0 0 0 12

281931 601102 i

I

18! I777
I

Total 27 28 36 ~1 71 73 ~6 90 27 27 6 I
I

II I I - I

I
, ,

!
,

!I I ' I ! •_. , I
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TABLE 4

- MARITAL STATUS BLSCHEME

..

i

"I
I

142 I

•

Group "total

I

142

o

5

o

1

o

1

Other

o

6

21

22

o

57

40

I19 1619 3

16

~arital status

I

Marriedl Widowed
;

3

6

3

59

15

14

Single

1--.--,---------.----+ Total

3

8

2

4

7

1 39

-+---+---If----+--\----­
28

Schemes

Community
,

15 !

~a_e_d_ia_t_r_i_c__~~_:~.:~--6--:~~~:~~~1~:~~::~~~~~~~::~~~:~::~~:t~
i
1

77 118!

i
25 I

I General
practice

,
Hospital
based

•

•

-

•-

•

-
-

-

-

-..
..

•
-
•-
•

Mobile

9

10

11

20

1

2

64

15 I

10

29

8

5

2 I

o

o

115

24

17

156 I
i
i

28 I 219
I

1

1

6

1194

18

5

3

2312

14

13

129
--j'----+-----i----+---+---..-

Health
centre

I

54., 2 1 62 I
I -i

'-T_o_t_al -'-_21_6__I__41_6_~!__1_33_._j__12_1L_...._ __'!-=-l

-

-
-•
•-

..

•-
-..
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OCCUPATIONAL STATUS BY AGE AND SEX

-----r---------------------------r---.
Age groups in years

F M F M F
I

M F'!l

Total

M

85T

FM

75-84

FF I MM

I
50-64 65-74

F

30-4916-295-150-4Occupational
status

•

•-
...

-

...
Employed
full time o o o o 18 9 13 18 la o 2 o 2 o o 92

41o 0 0 0 9 1 12 1 13 2 1 2 0 0 0 0

o 0 0 0 3 3 4 7 4 17 0 0 0 0 0 0Unemployed

Employed
part time

1-----+--+--+---+-+----11--+----11-+--1-+--1-+--1-+-1--+-- ­
38•

...

...

..

265

o 76

o01 9
I

o 60

01 1 0 1
i

o2

o 62

4

o 55

12

o 42

6 I 1

o 37

6

o

I I

28 , 38 , 41 171 18 1
73

! 28 93 48; 90 , 60 jl02 i 2_7-,--!_27-!.1_6-J1L.-
7
_
7
_
7--.l!

o 0 0 0 0 0 0 1 7 7 27 56 41 25 17 6 187

o 11 32 35 3 3 1 0 0 0 0 0 0 0 0 0 78

o

127 24
i
!127
i

other

Housewife

Total

Full time
education

1-----+---1I---4--I--+-+--+-+--+-+--+-+--t--+--+-+---+---i
Retired

-

...

...

-
...

...-

...

..

..

-.....
.....
...
•
.....
.....
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TABLE 6

OCCUPATIONAL STATUS BY SCHEl1E

Occupational status

Total
Schemes Employed Full time House-

Full I Part
Unemployed education Retired wife Other

I
time time

1 8 0 2 0 24 5 0 39
General
practice

2 10 6 0 2 3 6 1 28

Community 3 'I 1 19 19 34 40 25 142

4 0 0 0 4 0 0 11 15
Paediatric

5 0 0 0 36 0 0 24 60

6 1 0 0 0 10 4 1 16

Hospital 7 4 6 4 2 19 37 5 77based

8
1

2 0 1 0 7 14 1 I 25

9 7 1 3 4 53 43 4 115

Mobile 10 2 1 0 0 9 12 0 ! 24
I

i
11 2 0 0 0 5 9 1 i 17,

----j--

I
12 31 13 7 7 15 55 1 • 129I

- I

IHealth
13 5 5 2 1 G 8 1 I 28 Icentre

-

14 16 8 0 3 2 32 1 62

Total I 92 41 38 78 187 265 I 76 I 777
I , !I I- ,
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TABLE 7---

HOUSEHOLD COMPOSITION

Number of I
Type of household i

patients
1
!

Family household !
!

(more than one 320 Iother adult) i
One other adult 194 i

I
-;

Lives alone 93 I
i

! I
Not applicable 95 I
Not known 75 I

I

Total
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TABLE 8

LEVEL OF MOBILITY OF PATIENTS WHEN REFERRED FOR PHYSIOTHERAPY

Level of mobility GroupSchemes Total total
Bed- Chair House Limited Mobile Ifast bound bound mobility

General 1 10 1 15 1 12 39

practice 67

2 2 0 0 1 25 28

Community 3 15 29 28 25 30 127 127

1+ 0 1+ 0 2 0 6
Paediatric 1+1

5 1 13 0 12 9 35

6 0 1+ 1+ 8 0 16

Hospital
7 30 11+ 21 3 5 73 111+based

8 0 5 3 11 6 25
--

9 12 9 30 23 39 113

Mobile 10 3 3 9 5 'I. I 21+ 159 I
11 1+ 1 2 8 2 17 I

12 0 1+ 2 21+ 99 129
!

Health
13 5 3 6 8 6 28 219

I
centre I--

11+ 0 2 1 1+ I 55 I 62t
I ,

I ! ,
! Total , 82 92 121

,
135 292 722, ,, I !

55 children under 5 were excluded from this table
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TABLE 9---

NUMBER OF AGENCIES VISITING THE PATIENTS BY AGE

Age Number of agencies visiting Igroups
Total None Not

Total Iin years 1 2 3 4 5 6 known
I

0-4 8 7 0 0 0 0 15 16 24 55

5-15 12 4 0 0 0 0 16 32 31 79

,
16-29 21 30 1 0 0 0 52 29 8 89

30-49 11 9 5 0 0 0 25 55 21 101

50-64 27 13 7 1 1 1 50 I 75 16 141

I
I 65-74 51 15 6 4 1 0 77 55 18 150 I

I

!
75-84 35 3 13

,
21 13 0 0 72 44 129 ,,

3~. Over 85 12 5 3 1 0 0 21 9 3
1

Total ' 177 104 35 I 9 2 1 328 I ! 315 134 777 I, I ! , I I II ,
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•
•

NUMBER OF AGENCIES VISITING PATIENTS DURING THE STUDY

•

1-------4----4'-----4--+--+-.-+--+----f----II----l

Number of agencies .. . I .
~Unknown

2 3 I 4 56'

3 30 20 62 142

39

28

o

22

None· Total

2

22

15

o

o

o1

o

o

o 0

6 2

5 2

9

13

7

1

2

1

Community

Schemes

General
practice

•

•

•-
•

..
•..

-•-
Paediatric

4 2

5 10

2

1

o 0

o 0

o

o

o

o

11

37

o 15
--I

12 60 i

7 30 11

•-• Hospital
based

6 1 3 1 0

7 I 1,

o

o

o

o

1

o

10

28

16

77

9 2 1 o 10

---
8 12

9 I 30

1 1 0 o

o

1 10 o 25

-- Mobile

•

~------1-4_+_-6_j-3-3-J+_-0_+I;_"_J-I~O-t-_ 0 19 __+-_4~~
:-T_o_t_al ~1_17_7_ .. 104 35 : 9 2 11 I 134 315, 777 .

-
•
-
-
•-

Health
centre

12 31

13 4 I
•,

5 1 I 2

!
4 3 0

o

1

o 6

o 0 16 I 28 !
I

•-
•
-•
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TABLE 11

TYPE OF AGENCIF.S VISITING PATIENTS DURING THE STUDY

Number of I
Visits by visits Per cent I

I

Home nurse 163 30
I

-

Health visitor 114 21 I,
I
I
I

Home help

I
90 16.5

--j

I
Social worker 60 11

-- --
i

Meals on ~Iheels ~l 7.5 I
- -l

i
i

Occupational therapist 19 3.5 I
j,

i i
! IOther agencies I 57 10.5
I I, i

I i !,

This table refers to 328 patients who were visited during
the study.
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TABLE 12

THE PRESENTING PROBLEM OF 720 PATIENTS

J

Type of problem Number of Per centpatients

Pain 135 18.8

Stiffness 120 16.7

of lAbnormality 112 15.6movement

IGait and walking 104 14.4

Generalised 91 12.6immobility

--
Respiratory 50 6.9

Developmental 47 6.5retardation

Contractures 16 2.2

Others not 45 6.3 I
clearly stated I- ,

I,

....

...

....

....

..

....
-..
-..
-..
....
....
....

Total 720 100

........

....

....

57 women attending for ante and post natal
classes were omitted from this table .
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TABI.E 13-----

Type of Sche!!le Pain Stiffness Movement Gait I IlUllObi 11ty Respiratory Developmental
Contracture Other Total

retardation

General 1 3 8 8 0 10 • 0 0 1 3.

practice
2 17 5 3 1 0 1 0 0 1 28

-- ---- -_.._- -
Community 3 6 6 32 ,. 28 7 9 10 10 142

.-----
4 0 0 15 0 0 0 0 0 0 15

Paediatric

5 0 0 18 3 0 0 37 0 2 60

6 1 2 0 7 4 0 0 0 2 16

Hospital
7 3 3 8 21 26 10 0 3 3 77

based

8 5 8 0 5 4 1 0 0 2 25

• 30 28 17 11 • 8 1 3 8 115

Mobile 10 3 • 1 8 3 0 0 0 0 24

11 2 11 4 0 0 0 0 0 0 17

12 47 32 4 6 2 8 0 0 10 10.

Health
13 9 1 2 2 4 4 0 0 6 28centre

14 • 7 0 6 1 2 0 0 0 25

Total 135 120 112 104 .1 50 47 16 45 no

57 Patients attending ante and post natal classes omitted from this table.
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TABU; 1'"

MAIN DIArJIQSrS ANn CONDITInNS or 777 PATIDITS

.
Patients

I'ain diagnoses and condldons Le.D. Tote! Per Cl"nt

Number Female Mde

~u~culoskelet~_temand connect i ve tissue

Rheumatoid arthritis (712) 26 3 29 3.7

Oste"a:rthrosls (713) 69 17 B6 11.1
Cervical spondylosis (713.1) 21 B 29 3.7
Prolapsed intervertebral disc (725.9) 3 1 4 0.5
frozen shoulder (717.1) 9 3 12 l.6
Low hack pain (727.7) 23 9 32 4.1
Other ~~sculoskeletal conditions 17 B 25 3.2

Nervous S'lste:":'l

Hemiplegia (344) 5B 4B 106 13.6
Parkinsons disease (342) 4 4 B 1.1
~ultiple sclerosis (340) 26 7 33 4.3
Paraplegia (344) 1 0 1 0.1
Cerebral palsy (343) 34 36 70 9.0
Epilepsy (345.9) 1 . 0 1 0.1
~uscular dystrcphy (330.3) 1 3 4 0.5
Other diseases of nervous system B 4 12 1.6

Circulato~ svstem

Cerebrovascular dise~e ( 43B) 3 1 4 0.5
Other circulatory conditions 6 2 B 1.1

Obstetric and gynaecological conditions

Ante and post natal (Y60Y61) 57 0 57 7.4
Gynaecological con~itions 4 0 4 0.5

Restlirato~ syste:n

Bronchitis (491) B B 16 2.1
Asthma (493) 2 0 2 0.3
Bronchiectasis (51B) 7 3 10 l.3
Pneumonia (4B3 5 6 11 l.4
Other respiratory conditions 0 6 6 0.7

Trauma and orthopaedics

Fractured femur (NB20) 6 4 10 1.3
Fractured humerus (NB12) 11 2 13 1.6
Other fractures 19 2 21 2.7
Sprains. knee (NB4.) B 10 IB 2.3
Other sF!'ains (NB4B) B 10 1B 2.3
knputations 7 3 10 1.3
Total hi? replacements (SBll)· 6 1 7 0.9
Other trauma B 10 IB 2.3

Congenital abnormalities

Cystic fibrosis (273.0) 1 2 3 0.4
Spina bifida (741) 6 3 9 1.2
Develop~ental retardation (796.0) 14 17 31 4.0
Other co~genital abnormalities 10 3 13 1.6

Other cond!.dons not listed

Malignant condidons 2 5 7 0.9
Other disease ar.d condition 21 7 2B 3.6
Obesity

.
(277) 1 0 1 0.1

Total 521 256 777 100

CI.C.D. codes in brackets)

•The cl.e.ssificatilm of sur.... · al t1 0 rF,J.C opera ons ..C.S. HI7l has been used to classify
surgical. condi tiolls.
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TARIJ: 15-----

--
Seh~mes Total--

1 2 3 'I 5 6 7 8 9 10 11 12 13 14
- -- - -

Rheumatoid arthritis 1 10 3 2 1 • 1 2 1 2 2 29

Osteoarthrosis 3 • 8 1 2 7 ,. 5 5 18 3 6 Sf,

Cervical spondylosis 2 3 1 6 1 9 2 5 29

Frozen shoulder 2 1 1 1 5 2 12

Low buck pain 10 1 • 2 7 5 3 32

Musculoskeletal conditions • 2 1 1 2 10 2 6 1 29

Hemiplegia 10 3 3' 3 22 2 18 5 3 3 2 1 106

Parkinson's disease • 1 2 1 8

Multiple sclerosis 2 9 • 3 1 9 1 3 1 33

Cerebral palsy 0 22 9 33 3 2 1 70

Other diseases of nervous system 1 • 1 2 2 2 1 3 1 1 18

Circulatory conditions • 1 3 1 3 12

Ante and post natal 20 37 57

Gynaecological conditions 1 2 1 •
Bronchitis 2 2 • 3 5 16

Respiratory dheAl'leS 7 1 3 5 1 • 1 2 3 2 29

f----

Fractured femur 2 1 5 1 1 10

Other fractures 2 3 1 1 3 9 2 2 8 1 2 3'

Sprains 5 3 2 8 17 1 36

Amputations 3 1 • 2 10

Other orthopaedic conditions 1 • 6 2 2 8 1 1 25

Spina bifida • 3 2 9

Developmental retardation 8 1 20 1 1 31

Congenital abnormality 8 1 2 3 1 1 16

Malignant condition 1 1 2 1 2 7

Other conditions 3 7 1 7 2 • 1 • 29

Total 39 28 142 15 60 16 77 25 115 ,. 17 129 28 62 777

Key to Schemes

1, 2 Attached to General Practices

3 Community Scheme

" 5 Paediatric Services

6, 7, 8 Hospital Based Schemes

9, 10. 11 Mobile Services

12. 13, lij Health Centres
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Age r,rours In years

Main diap;nosis Total

0-4 5-15 16-29 30-49 50-64 6S R 74 75-84 85.

Rheumatoid arthritis 0 0 0 4 10 6 9 0 29

Osteol'l.rthrosis 0 1 1 5 15 20 33 11 86

Cervical spondylosis 0 0 0 7 10 5 5 2 29

Prolapsed disc 0 0 0 3 1 0 0 0 4

Frozen shoulder 0 0 0 2 7 2 1 0 12

Low rack pain 0 1 3 17 4 4 3 0 32

Other musculoskeletal conditions 0 2 2 3 6 5 5 2 25

Hemiplegia 0 0 0 8 21 52 21 4 106

Parkinsons disease 0 0 0 0 0 4 3 1 8

Multiple sclerosIs 0 0 0 13 13 6 1 0 33

Cerebral palsy 20 40 8 2 0 0 0 0 70

Other nervous diseases 0 3 2 3 5 5 0 0 18

Cerebrovascular disease 0 0 0 0 0 2 2 0 4

Other circulatory conditions 1 0 0 1 0 3 3 0 8

Obstetric &Gynaecological 0 0 49 12 0 0 0 0 61

Bronchitis 0 1 0 0 1 7 5 2 16

Other respiratory diseases 0 2 2 4 8 6 6 1 29

Fractured femur 0 0 1 0 3 3 2 1 10

Other fractures 0 1 0 2 10 7 11 3 34

Sprains 0 3 8 -11 9 2 2 1 36

Other orthopaedic conditions 0 1 5 2 8 8 8 3 35

Congenital abnormalies 14 10 1 0 0 0 0 0 25

Developmental retardation 18 11 2 0 0 0 0 0 31

--
Other diseases and conditions 2 3 5 2 10 3 9 2 36

Total 55 79 89 101 141 150 129 33 777

----- .,

----
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MAIN nrAr~OSTIC CATEr~RIES or PATI[NTS BY PRL~[NTING PPORJ~

Pres~ntinr: rrohlems

Main diagnostic categories
Total

Move- Respir- Develop- Contrac-
Pain Stiffness ment Gait Irnmobil! ty story mental tures

Other

Rheumatoid arthritis 2 7 0 7 10 1 0 0 2 29

OsteOl!lrthrosis 32 29 0 12 7 0 0 0 7 96

Cervical spondylosis 1_ 10 0 2 1 0 0 0 2 29

Frozen shoulder - 9 0 0 0 0 0 0 0 12

Low back pain 31 1 0 0 0 0 0 0 0 32

Other musculoskeletal conditions 16 10 0 0 1 0 0 0 2 29

-
Hemiplegia 0 7 37 26 31 0 0 3 2 106

Parkinson's disease 0 0 1 3 3 0 0 1 0 9

Multiple Sclerosis 0 0 ·10 9 9 0 0 1 6 33

Cerebral palsy 0 0 39 6 2 0 17 5 1 70

Other nervous diseases 2 1 6 3 - 0 0 0 2 19

Circulatory conditions 0 1 1 2 1 0 1 0 6 12

Gynaecological conditions 0 0 0 0 0 0 0 0 - -
Bronchitis 0 0 0 0 0 16 0 0 0 16

Other respiratory diseases 0 0 0 1 0 29 0 0 0 29

Fractured femur 0 1 0 - 5 0 0 0 0 10

Other fractures - 2_ 0 5 1 0 0 0 0 3_

Sprains 25 9 0 2 0 0 0 0 0 36

Amputations 0 1 0 6 2 0 0 1 0 10

Other orthopaedic conditions 1 9 1 9 3 0 1 1 1 25

Spina bifida 0 0 - 2 1 0 2 0 0 9

Developmental retardation 0 0 6 0 3 0 21 0 1 31

Other congenital abnormalities 0 0 2 1 1 3 3 - 2 16

Malignant conditions 0 0 1 1 1 2 0 0 2 7

Other diseases and conditions - 3 - 5 6 0 2 0 5 29

Total 135 120 112 10_ 91 50 ., 16 _5 720

57 women attending ante and post natal classes omitted
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TABU:: 18

:r]~ NUf·lBrR OF AODITIOIIAL DlAGNn::i!~ or PATIEnTS BY ~AIN DIAr,!IOSIS

PAticnt~ with additional dfar.nosps And conditions
Diagnostic cater-ories number 1---- ---- --- ---

None 1 2 3 • 5 6 7

------------- "-_.. --- --- --- ---- -
Rheumatoid Arthritis 29 15 12 1 1 0 0 0 0

Osteoerthrosls ns 35 33 13 3 I 1 0 0

Cervical spondylosis 29 12 11 2 , 1 1 0 0

Prolapsed dir.c • , 1 1 0 0 0 0 0

Frozen shoulder 12 6 5 1 0 0 0 0 0

Low back pain 32 23 6_ 3 0 0 0 0 0

Other musculoskeletal conditions 25 13 5 • 1 2 0 0 0

-
Hemiplegia 106 39 '1 16 9 0 1 0 0

Parkinson's disease 8 • 3 0 1 0 0 0 0

Multiple sclerosis 33 -26 6 0 1 0 0 0 0

Cerebral palsy 52 13 5 20 10 • 0 0 0

Infantile he~iplegia 18 7 7 2 1 0 0 1 0

Other diseases of nervous system 18 5 9 3 1 0 0 0 0

Circulatory conditions 12 3 • 3 0 2 0 0 0

Ante and post natal 57 57 0 0 0 0 0 0 0

Gynaecolozical • 3 1 0 0 0 0 0 0

--- ---- ---- -- --- --
Bronchitis 16 • 8 2 1 0 0 1 0

Pneumonia 11 1 8 1 1 0 0 0 0

Other respiratory diseases 18 7 8 2 1 0 0 0- 0

Fractured femur 10 2 • 2 2 0 0 0 0

Fractured humerus 13 6 5 1 1 0 0 0 0

Other fractures 21 8 9 2 2 0 0 0 0

Sprains 36 30 6 0 0 0 0 0 0

Amputations 10 3 3 3 1 0 0 0 0

Total hip replacement 7 1 • 2 0 0 0 0 0

Other orthopaedic conditions 18 8 6 1 3 0 0 0 0

Spina bifida 9 5 • 0 0 0 0 0 0

Developmental retardation 31 2 9 7 8 3 1 0 1

Congenital abnormality 16 7 3 5 1 0 0 0 0

Other diseases and conditions 36 13 9 9 2 0 2 1 0

Total 777 360 235 106 53 13 6 3 1
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TABLE 19---
SPECIALTIES OF DOCTORS REFERRING PATIENTS

Doctors Number of Per centpatients

General practitioner 475 61.1

Paediatrician
Paediatric neurologist 95 12.2

.
Orthopaedic consultant 75 9.7

Consultant in rheumatology
51 6.6and rehabilitation

Other specialties* 81 10.4

I(for details see below
,

I Total 777 100 I

-..
-..
-..
..
•
-
•
-
•
-
•
...
•..--..

*List of other I specialties' referring patients

Consultant in subnormality
Neurologist
Collllllunity health doctor
Consultant physician
Chest physician
Clinical assistant subnormality
Community physician
District nurse (patient visited, G.P. informed)
Surgical registrar
Geriatrician
Doctor to children's convalescent home
Consultant psychiatrist
Consultant surgeon
Casualty department
Medical officer, local authority
Plastic surgeon
Neurosurgeon
Cardiologist
Gynaecologist
Gastroenterologist
Registrar in subnormality

Number of Patients
referred

13
9
9
8
7
5
4
3
3
3
3
2
2
2
2
1
1
1
1
1
1
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•.. THOSE INSTIGATING OR INVOLVED IN RJ::FERRAL

*Others instigating or involved in referral

NumberInvolved

Hatron old people's home 5

Assessment service spina bifida 2

Medical officer in baby clinic 1

Physician 1

Paediatrician 1

School medical officer 1

Friend of patient 1

Orthopaedic consultant 11

Home help 2

3

8

1

1

1

1

1

Number

Others involved c)r Numbers Numbers Total
instigating instigating involved

Hospital 40 19 59physiotherapist
-

Home nurse 12 35 47

Health visitor 31 12 43

Midwife 31 0 31

Speech therapist 8 8 16 I
i

Hospital 1 13 14occupational therapist

Social worker 6 8 14
I

ether persons'~ 8 25 33 I
I

I -
I I

Total 137 120 257 i
I I

I'---------------'--------'-

Instigating

Superintendent physically
handicapped centre

School matron

Sister maternity ward

Community occupational
therapist

S.R.N. in health centre

Casualty nurse

•

•

-

-
-

-

-

-

-
-

..

..

..

..

-

..

..

..

..

..

..

..

..

..

..

..

..

- 25..
-..
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TAHLf. :n------

-
Referring doctors

T)'pe of request ------,-' ---
Consultants Total

General
practitioner Paediatric Orthopa~dic

Rheumatolop'y & Other
rehabilitation specialities

1---
"Physiotherapy 159, 66 16 7 22 270
pleasell (33.5) (69.5) (21.3) (13.7) (27.2)

-
Spf"dfic 93 6 26 10 16 151

trt'atmClllt (19.6) (6.3) 0'.7) (19.6) (19.8)
--- - ---- --

General reference "1 • 6 6 0 61
to tl'eatment (B. 6) ('.2) ( R.O) 01.8) ('.9)

- -
Please assess 28 10 1 7 9 55

(5.9) 00.5) (1. 3) (13.7) (11.1)

Miscellaneous 8 0 0 0 10 18
(1. 7) (12.3)

Verbal referral 1.6 9 26 21 20 222
(30.7) (9.5) (3'.7) (.1.2) (20.7)

Total 075 95 75 51 81 777
(100) (100) (100) (100) (100)
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... TABLE 22---
•
... ACCESSIBILITY OF MEDICAL ADVICE FROM REn:RRING DOCTORS

•

1- + I--_N_U_mb_er_tp_e_r_c_e_n_t_+N_U_mb_e_r-+_p_e_r_ce_n_t-+_N_umbe_r+p_e_r_c_e._n_t-/

General. . 475 404 85.0 67 14.0 4 1.0
practJ.tJ.oner

With difficultyAt specified
times

Hhenever
necessary

Advice available
t--------...--------.-------iTotal No

of
Patients

Referring doctor

...

...

-
...

..

..

..

..

- Paediatrician 95 66 69.5 27 28.4 2 2.1..
...
...

Orthopaedic
consultant 75 41 54.7 30 40.0 I~ 5.3

...

...
Consultant in
rheumatology &
rehabilitation

51 40 78.4 8 15.8 3 5.8

-... Other 81 54 66.7 21 25.9 6 7.4

Total I 777 605...
i

-...
...
•
...
...
...
•
...
•
...
...
...
•

153 19
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TABLE 23

STANDARD REVIEW AND DISCHARGE PROCEDURES

REPORTED BY PHYSIOTHERAPISTS

- IProcedures adopted for patients of general practitioners
Patients discharged by Ireviewed

by General
I

General General iPhysiotherapist practitioner practitioner & practitioner or I
physiotherapist physiotherapist I

Physiotherapist 21
:

General
1 3practitioner

General
practitioner & 3 1
physiotherapisi !

, General II practitioner Ol 1

I physiotherapis1 ! I
I

,
-

Based on replies from 30 physiotherapists

;---
Procedures adopted for pat~ents of consultants

Patients
'discharged by

reviewed I

by Physiotherapist Consultant Consultant & Consultant or
physiotherapist· physiotherapist

- --;
I

Physiotherapist 6 2 1 I

!Consultant 2 11

-

IConsultant &
2 1 7 -l 1physiotherapist

I
Consultant or I 1physiotherapist I

I I

Based on reDlies from ~siotherapist6
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TARLr. '11----

PHYSIOTHErAPY r.f.ASnRT:S BY PATIr.~:T'S DIAc~m~TIC CATt(;0RY-----------------

Physiotherapy mellsure~

~ain diagnostic category
Advice and

rovemfmt Electrical Group
~aSl'lafle

Postural
Traction Totalassessment exs . drainage

Pheumatoid arthritis '0 21 7 0 0 0 0 68

Osteoarthrosis 95 85 06 2 • 0 1 233

Cervical R~ondylosis 00 22 l' 0 9 1 8 98

!'rolapsed disc 6 3 2 0 0 0 1 12

!'razen shoulder 12 U 8 0 3 0 0 30

Low back: pain 50 18 10 10 3 0 5 100

Other ~usculos~eletal 03 27 17 3 7 0 1 98
conditions

Hemiplegia 160 lU 7 U • 0 1 ~94

Parkinson's disease 18 13 0 0 0 0 1 32

~ultiple sclerosis '5 27 2 0 3 0 1 78

Cerebral palsy 107 37 1 1 0 1 0 ,"7

Infantile hemiplegia 33 16 0 0 0 0 0 qg

Other diseases of nervous 33 17 3 0 0 0 0 53systen:

Circulatory conditions 12 10 1 0 3 0 0 26

Ante and post natal 20 0 0 57 0 0 0 "Gynaecological conditions 5 2 1 0 0 0 0 8

------ f---
!lronchitis 16 10 1 0 0 13 '0 '0

Pneumonia 13 5 0 0 0 8 1 27

Other respiratory conditions 15 7 0 0 0 13 0 35

-
Fractured femur '" 12 1 0 0 1 0 28

Fractured humerus 10 '" 2 0 0 0 0 26

ether fractures 30 26 13 1 3 0 0 73

Sprains '0 30 32 5 • 0 0 US

"'~'11pU1:ations 13 U 1 0 0 0 0 25

Eip operations 13 5 0 1 0 0 0 19

Other orthopaedic conditions 23 21 9 0 2 0 0 55

revelop~ental retardation 76 33 0 0 0 0 0 109

S;lina bifida 20 12 0 0 0 0 0 32

C0ngenital conditions 16 12 0 0 0 3 0 31

Other diseases OS 22 7 0 3 2 2 81

-
Total 1071 ••• 185 91 '8 .2 22 2103
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TABLE 25

TYPE OF PHYSIOTHERAPY GIVEN BY SCHEME

Physiotherapy measures I
Total'

Schemes Techniques Trac- IMass-Assess- Postural Electrical
ment of tion I age drainage treatmentmovement

General 1 26 17 0 0 6 0 49

practice -
2 76 28 0 0 0 1 105

Community 3 196 139 4 1 2 0 342

4 28 18 0 0 0 0 46

Paediatric
5 157 30 0 0 0 0 187

6 20 10 1 0 0 0 31
-- ._--

Hospital 7 131 65 1 3 12 4 1 216based

8 77 31 0 0 1 2 111

9 76 127 4 23 7 74 311

Mobile 10 36 27 0 1 0 11 75

11 6 19 0 4 0 0 29

12 113 153 9 12 8 89 384

Health 13 88 27 3 1 4 4 127 !centre -
!

14

~4
0 3 2 0 90

\:071, 735

;

I
,

Total I 22 48 42 185 12103 II I I
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TARLl: ?li----

TiTll~ in fIlinutp:'l
Schemes 1-- Total

0-10 11-20 21-30 31-40 41-50 51-60 6h

General 1 4(10.3) 35(89.7) 0 0 0 0 0 39(100)

practice

2 1 (7.1) 5(17.9) 8(28.6) 11(39.3) 2 (7.1) 0 0 28(100)

--- -'
Corr_'lIunity 3 12 (8.5) 3"(15,11) 41(18.9) 34(73.9) 11(7.7) 6 (4.2) 1 (1.4) 142(00)

- -
4 0 3(20.0) \26.6) 3(20.0) 1 (6.7) 3(20.0) 1 (6.7) lS( 100)

Paediatric ,

5 20(33.3) 14(23.3) 803 • 3 ) 5 (8.3) 4 (6.6) 600•0 ) 3 (5.0) 60( 100)

6 1 (6.2) 0 4(25.0) 2 02 •5 ) 5(31.3 ) 4(25.0) 0 16(100)

Hos;lital
7 17(22.0) 27(35.0) 23(30.0) 5 (6.5) 2 (2.6) 2 (2.6) 1 (1.3) 77(100)based

8 0 12(48.0) 10(40.0) 3(12.0) 0 0 0 25(00 )

9 3 (2.5) 15(13.0) 48(42.0) 36(31.5) 11 (9.6) 2 (1.4) 0 115(00)

-
Mobile 10 0 0 2 (8.3) 11(45.9) 10(41.6) 1 (4.2) 0 24(00)

11 0 1 (5.9) 1 (5.9) 6(35.3) 6(35.3) 3(17.6) 0 17(100)

12 0 7 (5.5) 1509 . 5 ) 2408 • 6 ) 26(20.1) 39(30.2) 8 (6.2) 129(100)

Health
C(!;J,tre 13 0 13(46.4) 12(42.9) 3(10.7) 0 0 0 28(00 )

14 3 (4.8) 19(30.7) 8(12.9) 0 32(51.6) 0 0 62(100)

-
Total 62 187 194 143 110 66 15 777
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TAflTJ; ~7
----- ----

-
NUMf!r

Time in minutes
~din d!.1c;nostic ofcategories patients 0-10 11-20 21-30 31-110 ql-S0 51-M ~h

Diseases of nervous 235 23 5B ~4 39 21 20 10
system (9.8) (24.7) (27.2) (16.6) (B.9) (8.5) (4.3)

217 14 52 4~ 63 33 7 2
t~usculoskeletal (6.5) (24.0) (21.2) (29.0) (15.2) (3.2) (0.9)

Orthopaedic 115 4 25 36 25 11 12 2
conditions (3.5) (21.B) (31. 3) (21.7) (9.6) (10.4) (1. 7)

Obstetric and 61 0 2 B 0 31 20 0
gynaecological (3.3) (13.1) (50.8) (32.8)

Congenital 56 11 14 12 9 2 7 1
.abnormalities (19.6) (25.0) (21.4) (16.1) (3.6) (12.5) (1.8)

Rt"spiratory 45 3 21 16 2 3 0 0
conditions (6.7) (46.7) (35.6) (4.4) (6.6)

-

Circulatory 12 1 4 3 2 2 0 0
conditions (B.3) (33.3) (25.0) (16.7) (16.7)_.

Malignant 7 0 1 3 2 1 0 0
condi tions (14.3) (42.9) <2B.5) (14.3)

- ~-

Other disease and 29 6 10 6 1 6 0 0
condi tioD <20.7) (34.5) (20.7) (3.5) (20.7)

Total 777 62 1B7 194 143 110 66 15
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TABLE 28

PATIENT'S PLACE OF TREATMENT BY SCHEHE

I
I

Place of treatment
Schemes - - Total

Own General Health !Residen- I Other Combin- Ihome Practice Centre I tial home School Place ation I

General 1 33 6 0 0 0 0 0 39

practice
-.

2 3 25 0 0 0 0 0 28

Community 3 73 0 13 11 13 25 7 I 142 I
4 11 0 0 3 0 1 0 15

Paediatric

5 12 0 0 0 35 11 2 60

6 14 0

~
0 0 0 16

Hospital 7 71 0 o 0 0 6 0 77based

S 25 0

~
0 0 0 0 25 -l

9 111 0 0 2 1 0 1 115

Mobile 10 24 0 I 0 0 0 0 0 i 24 I
i

11 17 0 0 0 0 0 0 17

12 3 0 126 0 0 0 0 129 I
Health 13 14 1 9 1 0 0 3 28

!
centre !

I ,
14 11 1 50 0 0 0 0 ! 62

Total 422 I 33 198 19 49 I 43 13 ! 777
i
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TABLE 29

REASONS GIVEN BY PHYSIOTHERAPISTS FOR

PLACE PATIENTS RECEIVED PHYSIOTHERAPY

I I I
I Reasons Main Additional

I i
1 2

Physiotherapy related to 245 (31.5) 76 32
. environment I

I ,...." "... ,","0- 186 26 1
therapy available (23.9)

Patient medically unfit 140 14 0
(18,0)

-- ~.
Long delay in getting 75 26 3
hospital physiotherapy (9.7)

--I--

Long distance from the 62 42 5
I hospital (8.0)

Difficult to get patient 38 53 2
I out of house (4.9) I

IOther

,,
reasons 31 19 0 I(4.0)

-i I,

I Total 777 (100) 256 43
!

I
~

! ; i

Percentages in brackets
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TABLE ~o

Tt!F. L!~!j(;T'1 or TIfoT. TI!T:..!..£.U:!IT!i I PRonlJ:!"r: l.TR~ PRI:Sr:NT Ell:rOR!: RET'LRRAI.

to THr. PHYSIOTHF.RAPIST5 BY SCHI:Hl:

Length of t1~
Total

Schemes
Weeks Over Since

6 months birth
Unknown

Under 2 2 - 5 6 - 11 12 - 25
.- --- -

1 11 (28.2) 8 (20.S) 3 (7.7) 1 (2.6) l' (35.9) 2 (5.1) 0 39 (lOO)Gf'neral
practice --.-.-_._--

2 13
(46. ') 10 (35.8) 2 (7.1) 1 (3.6) 2 (7.1) 0 0 28 (00)

COT!'_"lunity 3 12 (8.5) 18 02 •7 ) 12 (8.5) 14 (9.8) 32 (22.5) 31 (21.8) 23 (16.2) 142 (00)

• 0 0 0 1 (6.7) 0 12 (80.0)
2

03.3)
15 (100)

Paediatric

5 0 1 (1. 7) 0 0 6
(10.0) 52 (86.6)

1 (1. 7) 60 (100)

6 0 • (25.0) 2 (12.5) 1 (6.2) • (25.0)
0 6 (31.3) 16 (100)

Hos~ital
7 34 17 6 7 10 (13.0) 3 0 77

based (".2) (22.0) (7.8) (9.1) (3.9) (100)

8 5 (20.0) 3 (12.0) 5 (20.0) 1 ('.0) 11 (".0) 0 0 25 (100)

9 30 (26.1) 27 (23.5) l' 02.2) 8 (6.9) 29
(25.2) 6 (5.2) 1 (0.9) 115 (00)

r.olJile 10 3 02.5) 5 (20.8) • 06.7) 2 (8.3) 9 (37.5) 1
('.2)

0 2' (100)

11 8 (47.1) 8 (47.1) 1 (5.8) 0 0 0 0 17 (100)
.

f-.

12 16
02.')

23 (17.8) 10 (7.8) 9 (7.0) 47
(36 ••) • (3.1) 20 (15.5) 129 (lOO)

Health
13 7 • 8 • • 1 0 28centre (25.0) (14.3) (28.6) 0'.3) (1'.3) (3.5) (lOO)

14 1 (1. 6) 10 (16.1) 6 (9.7) 16 (25.8) 28 (.5.2) 0 1 (1.6) 62 (lOO)

Total 140 138 73 65 196 112 53 777
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TABLE 31--
LENGTH OF TIME PROBLEM nAS PRESENT BEFORE REFERRAL

BY PATIENTS' PRESENTING PROBLEM

Length of time I IITotal
I

Presenting problems Weeks Over 6 ISince

12112
months birtl> i

Unknown
Under

2
2 - 6 6 - - 26

Pain 39 311 18 9 311 1 0 135

Stiffness 21 34 22 111 26 2 1 120

Movement 23 5 3 6 21 116 8 112

Gait and Walking 11 21 13 12 32 6 9 104
-

I

Generalised
,

21 17 11 6 26
,

5 5 91inunobility

Respiratory

*
1 1 13 5 2 50

IDevelopmental I
,

I0 2 0 0 I 6 I 38 1 47retardation I I I I
-

I
,

Contracture 2 1 0 0 6 3 4 16
I

I I iIOther 3 16 5 17 32 +_6_~ 23 , 102

! ,
i ' . , I, Total i 1110 138 73 65 196 ; 112 53 777 I
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TABLE 32

HO,! PATIENTS TRAVELLED FOR PHYSIOTHERAPY IN THE

6 SCHEMES WHERE THIS 1-/AS APPLICABLE

Schemes i I
I

Mode of travel General Community Health Centre Total Per cent
practice I

14
I

1 2 3 12 13

Own car 3 16 1 41 3 30 94 39.8

,
I

i jWalk 3 7 1 35 < 17 68 28.8~

I
Hospital 0 0 11 19 0 0 30 12.7
car service -:t,Public

0 1 2 1 20 8.5transport

Friend i scar 0 1 0 8 3 3 15 6.4
...

I I
•Ambulance 0 0 0 4 0 0 4 1.7

Other 0 0 0 5 0 0 I 5 2.1 !,

+- : i !
I I I I

I !Total I 6 25 15 I 127 ! 12 ! 51 i 236 100 ,
i

, ,
I ~ !, : j ,

541 patients in the study were visited by the physio­
therapist and did not travel to obtain physiotherapy .
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TABLE 33

HOW PHYSIOTHERAPISTS THOUGHT PATIENTS WOULD TRAVEL TO THE

NEAREST HOSPITAL PHYSIOTHERAPY OUT PATIENT DEPARTMENT IF

UNABLE TO HAVE PHYSIOTHERAPY IN THE PRESENT PLACE

I :
Mode of travel Number of I Per centpatients

Hospital car service 206 26.6

I
Ambulance 204 26.3

Own car 162 20.8

Public transport 113 14.5 !

Not possible to get 59 7.6to hospital
I

Friend's car I 33 4.2 I

I 1 I,
,

Total 777 I 100 ,
I
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TAnI.r: 34

._--- - ,

Break
Ti~(' in

Years since Years of experience Breaks in
prior to

HouMI !"r('s~n't Averap:e
Specialisationa service worked post weekly

qualification Full tirnl' Part tjme (years) prl"sPllt ~O!'it per week (years) milea£c(years

-'
3' 12 12 Orth. Paed. 14 0 6 12 0

36 2. 5 Paed. 2 2 4 5 5.0

34 30 2 Paed. 2 2 6 2 30·0

34 24 0 Orth. r1f"r. 10 0 36 , 200·0

34 34 0 Orth. Neu. 0 0 36 17 232.5

3'1 26 0 Paed. , 0 36 6 237.5

32 10 5 Orth. 17 0 12 3 :n . 3

31 31 0 Chests 0 0 36 16 200.0
---- ---- - -

25 2 " None H 0 8 1 5&+.0

24 2 10 None 12 6 • 3 57.5

23 12 4 Paed. 7 0 16 2 125.0

23 13 5 Ger!. 5 0 12 2 37.0

21 6 5 Geri. 10 0 • 3 25.0

21 1 " None 11 0 36 1 3.7

21 5 6/12 None 15 15 6 6/12 17.5

20 5 4 Paed. 11 0 15 3 87.5

20 2 7 None 11 0 12 6/12 34.3

1" 2 7 None 10 0 12 6 20.0

18 2 14 None 2 0 " 4 50.0

l' 12 2 None 4 4 6 .1 22.5

18 7 7 Orth. 4 3 6 6 0

17 17 0 None 0 0 36 " 22S-0

17 7 1 None " " 36 4 150.0

16 " 5 Neuro. 2 0 22 5 50.0

15 12 3 Paed. 0 0 36 3 25.0

15 2 " Paed. 4 0 5 1 0

13 1 6 None 6 2 12 4 2.0

11 2 7 None 2 0 10 3 57.5

10 2 8 None 0 0 12 1 32.5

" 6 2 Orth. Chest 1 0 • 2 40.0

7 4 3 None 0 0 6 3 15.0

6 3 3 Geri. 0 0 6 1 25.0

5 5 0 Paed. 0 0 36 3 37.5

5 5 0 Paed. 0 0 36 1 22.0

5 3 2 None 0 0 24 1 13.'

4 " 0 None 0 0 36 2 150.0

4 2 2 Geri. 0 0 15 1 7S .0

4 0 4 None 0 0 6 1 0
___ .J
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TABLE 35

AVERAGE MILEAGE BY SCHEME

I

Number Totals I Weekly averages per physiotherapist
Scheme of

IStaff Weekly Weekly Weekly Weekly Mileage per I

Ihours mileage hours mileage I hour worked
I

1 1 10 57.5 10 57.5 5.75

2 1 4 5 4 5 1.25

3 13 148 501.5 11.3 38.6 3.40

4 1 16 125 16 125 7.80

5 3 108 72 36 24 0.6

I
2.776 2 24

66.7+-: 33.3

7 1 36 150 36 150 I 4.16,
-

8 1 9 57.5 9 57.5 6.39

- I
I,
I

9 4 144 857.5 36 214.4 5.9

- , J
I I10 1 36 237.5 36 237.5 I 6.5

: I I
I ! I

11 1 36 150 36 150 4.1

~,

I12 3 60 25.3 20 I8.4 , 0.4 1--+- I
I , ,

13 1 12 37.5 I 12 37.5 I 3.1 I,
j- I

I
,

I 14 1 9 25 I 9 25 I 2.7 i, ,, ;

, Total 34
! I,--

4 physiotherapists did not travel to see patients
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Per ccnt rer cent Per cent Per cent No of
Aver<lp'l! AVPr'r'lpe

Scheme Hour$ ~ins. travel admin. other treatments treatfllf'1nt travel
treatment

111108. mins.
-- I----

1 18 16 66.9 3l.3 l.8 - 39 18 8

-- e---

2 0 06 77.3 22.7 - - 0 ., 12

-- --- ~-

3 -}-~- no 6'.1) 71.1 7.8 7.2 -_-'.~ '" 10----_.. -------- ----_._- ------- _._-----
9 06 77.A 11.. 0 8.2

.

7 60 11- .-
27 O'l 85.5 9.0 3.0 2.1 - - -

-
17 00 59.~ 32.8 - 7.8 - - -
23 00 61.0 24.9 5.6 8.5 25 30 i"

10 50 IjQ.2 6.9 - 43.9 - - -
12 00 67.1 28.9 0.0 - 18 28 12

11 os 68.6 18.2 11.1 2.1 - - -

29 55 8l.1 9.5 0.2 5.2 - - -
15 33 38.4 21.4 23.5 16.7 - - -

0 16 10 54.7 31.9 - 13.4 - - -
- -----. ---- ------ ------ - -

5 25 15 145.5 29.7 20.8 0.0 - - -
1---,--- ---- ----- 1--- _.

31 56 25.6 12.4 33.3 28.7 - - -

30 58 1J3.8 8.0 41.8 6.0 - - -

6 11 15 50.4 34.8 14.8 - 9 37 26

8 ,. 54.1 27.3 9.5 9.1 7 36 18

7 " 20 70.2 19.1 8.6 2.1 130 ,. 6

8 ,. os 50.2 49.8 - - 28 ,. ,.
9 36 25 54.1 110.2 0.1 l.6 39 30 22

---
32 30 66.0 29.0 . 0.6 - 37 35 15

- -,. 25 63.5 36.5 - - 26 35 20
.- -

06 12 77.0 23.0 - - 56 38 11

10 38 15 68.2 24.4 - - 39 .. to
--

H 66 35 70.2 20.8 7.3 1.7 66 ., 12-- ---
10 n 00 57.6 17.6 - 25.4 - - --- ,-
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TABLE 37

REASONS GIVEN FOR TAKING UP PRESENT POST

Reasons Main Secondary Additional I
-

Wanted to work in the
,

community 17 5

Hours suited family
commitments 10 12

Able to work near
9 1 I ~home

-
Able to work wi<thout

5 •
supervision 6

lOther t' , 6

Total
I -:-i

j
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TABLE 38----

FREQUENCY OF CONTACT WITH MEMBERS <?F OTHER PROFESSIONS

--
No contact IFrequent Infrequent

contact contact
-

Home nurse 17 13 B

Health visitor 15 16 7

Social services
12 16 10

I
occupational therapist I

!
- -

Social worker 11 20 7

-

I
Hospital

6 lB 14 I, occupational therapist i
i ! I



TABLE 39

PHYSIOTHERAPY MEASURES AIID PLACE OF TPEATMEIIT SUGGESTED BY SUPERIIITEIID~IITS

Diagnosis Physiotherapy Place of treatment

of Number Assess- Health ExercisesCase !>!ode1 visitor Equip- Super- Training Hos- Home/ Unablement & movemen't Postural Infra Short Hos-
advice home ment vision mobilisa- in inde- drainage red

Ice
pita1

Home pita1/ has- to
wavenurse tion pendence home pita1 comment

1 Bronchitis 116 115 25 33 68 94 0 110 0 0 0 34 59 17 4 2

2 Hemiplegia 115 115 96 101 90 100 112 0 14 0 37 36 48 23 8 0

3 Cerebral
112 112 22 62 97 101 90 0 0 0 6 53 31 23 2 3 Ipalsy

r--
4 Fractured

116 116 87 95 67 92 111 0 50 21femur 3 43 40 30 1 2

5 Osteo-
arthrosis 116 116 24 50 52 110 77 22 27 82 31 66 24 18 7 1
knees

(Bronchitis)

6 !>!u1tip1e
116 116 62 115 91 92 105 0 13 0 40 30 36 2

sclerosis
46 2

I I I I • , . , . I • I • , . I • I I l I I I I , • I • , I I I I I I • , .
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NUMBERS OF PATIENTS WITH MAIN HANDICAPPING CONDITIONS

CONSULTING GENERAL PRACTITIONERS PER YEAR

Hodgkin Fry O.P.C.S.

!lumber of patients
consulting in one year

per 1000 registered
patients in the practice

..
•

•

Main diagnosis
Per cent of
all patients
in the study

with diagnosis~------------~--------~

Sex ratio j
F:M i

I

Notes - (1) NA =Not available

(2) The average number of patients registered with each general
practitioner is about 2,500

Birth rate, 1975, 12.2 per 1000
popUlation

22.6-32.6 NA 18.2

5.9- 9,41 NA 5

NA ,NA I 7.1

NA I 25; 12.B

5.3-10.016-71 5.3

( NA 'NA NA
(Incidence of 2.5 per
(1000 births (Davie et

0.2- 0.7 i NA I

I
I

3:2

1:1

2:1

2:1

3:1

1:1

all

NA

0.7

I !lA
I I

NA

7.4

4.0

4.3

9.0

11.1

3.7

3.7

4.1

14.1

Multiple sclerosis

Developmental retardation

Cerebral palsy

Osteoarthrosis

Rheumatoid arthri.tis

Cervical spondylosis

Low back pain

Hemiplegia, C.V.A.

IPregnancy

-
-

•

..

..

•

•

-

•
..
..

•
-

..

..

..

..
•
....
....
-

Sources - R. Davie, N. Butler and H. Goldstein, 1972, From Birth to Seven,
A Report of the National Child Development Study, London, Longman.

J. Fry, 1974, Common Diseases: Their Nature, Incidence and Care,
Lancaster, M.T.P •

K. Hodgkin, 1973, Towards Earlier Diagnosis, London, Churchill
Livingstone •

Office of Population Censuses and Surveys, 1974, Morbidity
Statistics from General Practice, London, H.M.S.O.

..

....
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APPENDIX 1

BRIEF DESCRIPTIONS OF EACH OF THE SELECTED SCHEMES

SCHEMES ATTACHED TO GENERAL PRACTICE

Scheme 1

This scheme started in 1972 was one in which a part-time physiotherapist

was attached for ten hours a week to a general practice of five doctors in a

rural area. The physiotherapist was responsible administratively to the area

nursing officer and clinically to the referring doctors in the practice. She

was not under the direction of a superintendent physiotherapist, but there

were close links with the district general hospital; the initiative for start­

ing the scheme having come from the superintendent •

The catchment area was that of the general practice, extending up to ten

miles from the practice. Patients were referred by the general practitioners

in the practice. There was not usually a waiting list in this scheme though

urgent cases took priority.

The general practitioners did not have direct access to the physiotherapy

department at the local district hospital which was seven miles away; patients

had first to be seen by the consultant in rheumatology and rehabilitation or

the orthopaedic surgeon, and there were waiting lists of three months to see

these consultants. There was a day hospital within ten miles of the practice

at which physiotherapy was available.

Scheme 2

This scheme was started in March 1970 with one physiotherapist working

for approximately three hours a week attached to a general practice of four

doctors. Both the doctors and the physiotherapist concerned felt that certain

types of patients did not need to attend the hospital physiotherapy department

and would benefit from early treatment within the practice. The project was

funded by a grant from the King's Fund. The physiotherapist was responsible

administratively and clinj.cally to the referring doctors and was not under the

direction of a superintendent physiotherapist. All patients were referred by

the four doctors in the practice. There was no waiting list for this physio­

therapy service, patients were seen by the physiotherapist within a week of

referral. The district general hospital did not provide open access to the
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physiotherapy department for general practitioners. There was a waiting list

to see the consultants, of seven weeks for the consultants in rheumatology and

rehabilitation, and between four to ten weeks for the orthopaedic consultant •

There was a day hospital within ten miles of the practice where physiotherapy

was available •

COMMUNITY SCHEME

Scheme 3

This scheme started as a community physiotherapy service in 1971. Origin­

ally one physiotherapist worked part time seeing pre-school children, school

children and adults in their own homes, nursery groups or residential homes.

By 1976 the service employed 14 part-time staff, one superintendent and 13

other staff who worked a differing number of hours: two worked for over 20

hours a week, seven for between eight and 15 hours a week, and five worked for

six hours a week or less •

The 13 physiotherapists were responsible administratively and profession­

ally to the superintendent physiotherapist. All physiotherapists were clinic­

ally responsible to the referring doctors. Referrals were mainly from general

practitioners; each physiotherapist had been allotted an area and received

referrals from the doctors in that area. There was not usually a waiting list

for this service •

General practitioners did not have open access to the physiotherapy depart­

ment but referred patients to the appropriate consultant. There was a 12 to

14 week waiting list for patients to see the consultant in rheumatology and

rehabilitation, and four months to see the orthopaedic consultant. There was

a day hospital within ten miles of the service and a geriatric rehabilitation

ward at one of the district hospitals; physiotherapy was available in both •

PAEDIATRIC SCHEMES

Scheme 4

This scheme was part of a paediatric service and was based at a child

assessment centre. The scheme was started in 1974 because some children who

were thought to need physiotherapy could not be brought in to the centre regu­

larly for treatment. Selected children were seen in their own homes, in play

groups and nursery groups. There was not normally a waiting list for this

service•
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One part time physiotherapist was employed for 16 hours a week. She was

accountable administratively to a superintendent physiotherapist, clinically

to the referring doctors, but was not professionally under the direction of a

superintendent physiotherapist. The children were referred to the physiothera­

pist by consultant paediatricians at the assessment centre. Advice on manage­

ment and handling was given to parents, nursery school staff and helpers in

play groups. More specific treatments were given when this was considered

necessary. Children were not often discharged as the policy was to continue

supervision over a long period with visits at longer intervals over a number

of years.

Scheme 5

This scheme was a hospital based paediatric physiotherapy service separate

from the main hospital physiotherapy department. Physiotherapy outside hos­

pital was seen as part of total patient care, the patient being seen in the

most suitable place, be it the hospital, the child's own home, school, day

nursery or play group. Patients were referred by paediatric neurologists and

paediatricians. The service in this form had been evolving since 1966. A

superintendent physiotherapist and two full time senior physiotherapists were

employed. They were all clinically responsible to the referring doctors, the

senior physiotherapists were responsible to the superintendent and worked

under his direction. Patients were visited within a wide area as the hospital

had both district and regional responsibilities. There was not usually a

waiting list for this service.

HOSPITAL BASED SERVICES

Scheme 6

This was a hospital based scheme started in November 197~ where two part

time physiotherapists, each working 12 hours a week, went from the hospital

to visit patients in their own homes. The physiotherapists were responsible

administratively to the superintendent physiotherapist, clinically to the

referring doctors, and were professionally under the direction of the super­

intendent physiotherapist. The patients were all referred by a consultant,

and they were mainly those for whom transport to the hospital presented prob­

lems, or for whom physiotherapy was specifically related to the home environ­

ment. The patients were visted within the normal catchment area of the hospi­

tal which was approximately three miles from the hospital.
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Urgent referrals were seen immediately and there was not usually a wait­

ing list for the service. General practitioners wanting to use this service

had to first refer patients to the consultant. There was more than one day

centre in the district, within a short distance of the hospital •

Scheme 7

This scheme was based in a hospital in a rural area where one full time

physiotherapist visited patients in their own homes, up to approximately,

seven miles from the hospital. The scheme had been operating since November

1974. The superintendent physiotherapist felt that seme patients were not

getting any treatment, and some of those who did come in for treatment had to

endure long and tiring ambulance journeys. The district administrator was

keen to establish links between the hospital and the community and gave full

support to the project•

The physiotherapist working in the scheme was responsible administratively

to the superintendent physiotherapist, clinically to the referring doctors but

did not work under the direction of the superintendent physiotherapist •

Patients were usually referred by general practitioners, though a small number

of consultants also used the service. Referrals came through the hospital

physiotherapy department and were collected daily by the physiotherapist. At

the time of their participation in the study general practitioners did not

have open access to the hospital physiotherapy department. There was no

consultant in rheumatology and rehabilitation at the hospital. There was not

normally a waiting list for this service, patients were usually seen within

a few days of referral, if there was a.heavy case load urgent cases were

given priority. There was a day hospital within five miles where physio­

therapy was available •

Scheme 8

This scheme was a hospital based s8rvice which was started in 1972. The

hospital physiotherapists, consultants and general practitioners were con­

cerned about the many elderly patients who had to spend so much time travell­

ing and waiting for transport, when they attended the outpatient hospital

physiotherapy department. It was also felt that many patients with acute

conditions bein~ cared for by their general practitioners would benefit from

this type of service. The service was initially confined to the city limits

but in 1976 extended to persons living within 20 miles from the hospital •
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The work was covered by a senior part time physiotherapist, responsible

administratively to the district superintendent physiotherapist and clinically

to the referring doctors but not professionally responsible to a superintend­

ent physiotherapist. Referrals were originally mainly from consultants but

the emphasis had changed to general practitioner referrals by 1976. Patients

referred were those for whom travel to the hospital was too difficult, or whose

problems were specifically related to the home environment.

General practitioners did not have open access to refer patients to the

hospi tal physiotherapy department. There was a day hospital for geriatric

patients within ten miles of the hospital where physiotherapy was available.

MOBILE PHYSIOTHERAPY SERVICES

Scheme 9

This mobile physiotherapy service was started by a voluntary body in a

rural area in 1948. It was thought that the long journey to hospital was

detrimental for the more acute cases, and that it was more appropriate to

visit children needing physiotherapy in their own homes. The service covered

a large area of approximately 40 miles by 25 miles. This was divided into

four sections, one full time physiotherapist was responsible for each section.

The voluntary organisation employed the four physiotherapists, ,.,ho were

administratively responsible to the committee and clinically responsible to

the referring doctor. Each physiotherapist worked on her own and was not

under the direction of a superintendent physiotherapist.

Patients were referred by both general practitioners and consultants.

The criteria for acceptance by the service was that the patient could not

afford private physiotherapy treatment, and that the referring doctor had a

specific reason for preferring home to hospital treatment for the patient.

This could be that travelling was considered detrimental, that treatment was

related to the home environment, or that ~other~ with young children found it

difficult to come themselves, or bring children, for treatrnent to the

hospital.

There were general hospitals within the area covered by the service and

some of them provided open access to the physiotherapy department for general

practitioners. There were also day hospitals within some of the areas covered

by the service where physiotherapy was available.
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Scheme 10

This mobile physiotherapy service was started in 1970 by a voluntary

organisation to bring physiotherapy treatment to the elderly and disabled in

their own homes. The service extended to patients approximately 11 miles from

the base. One full time physiotherapist was employed by the organisation, she

was supplied with a van fully equipped with physiotherapy apparatus. She was

responsible administratively to the voluntary committee, clinically to the

referring doctors and was not professionally under the direction of a super­

intendent physiotherapist.

The service was intended for houseround patients, younger patients were

seen but the majority were over 65 years of age. Patients were referreG

mainly by general practitioners. There was no waiting list and patients had

usually started treatment within three days of referral. Referrals were sent

to the physiotherapist's home which served as an office.

There was no general hospital within the area covered by the service•

There were two day hospitals within ten miles of this service where physio­

therapy was available.

Scheme 11

This service, a mobile physiotherapy service operating in a rural area,

was started in 1972 and \1as run by a voluntary committee. Patients were

accepted from an area up to 13 miles from the base. One full time physio­

therapist was employed. She was accountable administratively to the voluntary

committee, clinically to the referring doctors, but was not professionally

accountable to a superintendent physiotherapist.

Patients were referred mostly by general practitioners, 17 of whom had

used the service in the year preceding our stUdy. Patients were only referred

to the service if they were at the time housebound. The physiotherapist was

supplied with a van equipped with physiotherapy apparatus, and visited pati­

ents in their own homes. There was not normally a waiting list; urgent cases

were always seen within 24 hours of referral. Referrals were sent either to

the physiotherapist's home or were collected from the doctors' surgeries.

The nearest general hospital was seven miles away and there was no regu­

lar bus service to the town. There was a small local hospital within two

miles of the centre of the area, physiotherapy was available here and general
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practitioners had access to the physiotherapy department but there was gener­

ally a waiting list for physiotherapy treatment. There was no day hospital

within ten miles of this area.

SCHEMES IN HEALTH CENTRES

Scheme 12

This physiotherapy service was situated within a health centre and oper­

ated in a similar way to a hospital department. It was situated in a small

town 12 miles from the nearest district general hospital. There was a super­

intendent physiotherapist with a staff of five part time physiotherapists.

Patients were referred to the department by the general practitioners within

the health centre and by consultants both from the district hospitals, and

from the consultant sessions at the health centre. Patients were seen mainly

at the health centre but acute chest cases were visited at home when this was

considered necessary. The physiotherapists were responsible clinically to

the referring doctors, and administratively and professionally to the super­

intendent physiotherapist.

There was not usually a waiting list for this service, the maximum wait­

ing during a busy period was two weeks.

Most of the patients who ca~e to the health centre either walked or came

by public transport but about one patient in six was brought to the centre

either by ambulance or hospital car service.

The general practitioners did not have open access to any of the physio­

therapy departments of the main hospitals. There was no day hospital or day

centre within five miles of the health centre.

Scheme 13

This scheme was based in a health centre which was attached to a

Universi ty and a physiotherapy training school. A clinical tutor worked for

approximately 12 hours a week at the centre, seeing patients herself and also

supervising the work of third year students. The students treated patients

in the Centre and visited them in their own homes. The clinical tutor was

responsible administratively to the School of Physiotherapy and clinically to

the referring doctors. Patients were usually referred for physiotherapy by
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the general practitioners in the health centre, occasionally consultants

referred patients, three did so in the six months prior to this study.

This was a pilot project which had been in operation for two years, the

number of referrals was limited by the hours of physiotherapy available at

the centre. The patients referred were those thought to be able to obtain

most benefit from early treatment.

Scheme 14

This scheme was attached to a health centre which was five miles from

the nearest general hospital. One .part time physiotherapist worked nine hours

a week, seeing patients at the health centre and in their own homes. Patients

were only visited in thei.r own homes if they were within five miles of the

health centre. The physiotherapist was I'esponsihle administratively to the

district administrator, clinically to the referring doctors but was not under

the direction of a superintendent physiotherapist. There was not usually a

waiting list for this service but the doctors would like to be able to refer

more patients for treatment at the health centre if more phys;0T~erapy treat­

ment time were available.

The nearest general hospital did not have open ~ccess for referrals

from general practitioners and there was usually a wditing list of at least

five weeks to see a consultant, and possibly a further two to three weeks

for physiotherapy. There was not a geriatric day hospital within five miles

of the health centre.



.,

APPENDIX 2

Patient form - Questionnaire 1



-
---------
---
--
-
-
-
-
---
---
---
-

Patient's name or number

...............................
Physiotherapist's name

...............................

Scheme number

! I1 !I Ii I! iI !; .



-
The diagnosis of the main condition for which the patient was referred
for physiotherapy. Please tick ONE

Musculo-skeletal system and Respiratory system
connective tissue

· .

· .

i i
~

i ;
~

1_,

'--I
,~

:_-'

,--,
~

IJ

Page 2

Other disease of respiratory
system - please specify

Amputation - please specify

Fractures - please specify

Other traumatic or orthopaedic
condition - please specify ~

· .

· .

· .

Other condition not listed above ­
please specify

· .

Congenital abnormalities

Sprains and strains (soft tissue '--I

injury) - please specify ~

Asthma

Bronchiectasis

Bronchitis - acute

- chronic

Cystic fibrosis

Spina bifida

Developmental retardation

Congenital dislocation of hip

Other congenital abnormality -
please specify

Emphysema

Pneumonia

Trauma and orthopaedics

,--,

; I---...
--,
I

LJ,.....,
-'-

o

I i
,-,-,

o

1----;
'---'

I'
L..--l

r:
~
r--

L-!

'--I
l-.1

I !

L

· .

Rheumatoid arthritis

Osteoarthrosis, please specify
main joints affected

........................................

· .

Obstetric and gynaecological conditions

Nervous system

Hemiplegia (adult acquired)

Paralysis agitans (Parkinson 's)

lJultiple sclerosis

Paraplegia

Cerebral palsy

Hemiplegia (infantile)

Muscular dystrophy

Other disease of nervous system ­
please specify

Cervical spondylosis

Intervertebral disc lesion

Frozen shoulder

Low back pain

Other disease of these systems ­
please specify

Circulatory system

Cerebrovascular disease (other
than hemiplegia)

Other disease of circulatory
system - please specify

Ante-natal

Post-natal

Pelvic floor weakness

Other obstetric and gynaecologi­
cal conditions - please specify

-- 1.------
•
----

-
-

-

-

-

-
-

-

-

-

-

-

-

-
-
--



-
-

2. Please indicate here all the patient's other diagnoses and conditions
that are considered relevant either to the type of physiotherapy given
or to the place of treatment.

......................................................

Congestive heart failure I I

Other diseases of circulatory ! I
system - please specify

-'-I
~

-,-,
L-J
, I

Ii
'---'

LJ
LJ
r:
1 '

-,-
I !
1--

1-1

Page 3'

........................................................................

Other traumatic or orthopaedic
conditions - please specify ,!

.....................................

Any other condition not listed
above - please specify

........................................................................

Congenital abnormalities

Cystic fibrosis

Spina bifida

Developmental retardation

Other congenital abnormalities ­
please specify

Severe visual impairment

Deaf

Psychiatric disorder

Mentally subnormal

Bronchiectasis

Post orthopaedic surgery - please c==
specify

Trauma and orthopaedics

Fractures - please specify

Asthma

Emphysema

Pneumonia

Other diseases of respiratory
system - please specify

Respiratory system

Bronchitis acute

- chronic

u

'--I
'--'

I 'i---'

I I
~

'__I

i !

I 1

i-'
--'

, ,
L-J

LJ

,:
~

'--I
!---;

, i

,-,-,
----.J
1-'
L-..J

U
I ,

Musculo-skeletal conditions

Rheumatoid arthritis

Osteoarthrosis, please specify
main joints affected

Circulatory system

Cerebrovascular disease (othe~

than hemiplegia)

Hypertension

Ischaemic heart disease

Cervical spondylosis

Intervertebral disc lesion

Frozen shoulder

Low back pain

Other diseases of this system ­
please specify

Nervous system

Hemiplegia (adult acquired)

Paralysis agita~s (Parkinson's)

Multiple sclerosis

Paraplegia

Cerebral palsy

Hemiplegia (infantile)

Epilepsy

Muscular dystrophy

Other diseases of nervous system
please specify

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-
-

-
-

-
-



-
- Page 4

4. What was requested on referral? Please give actual wording, if possible

------

3. By whom was this patient referred to you:­

General practitioner

Consultant in rheumatology and rehabilitation

Other consultant or registrar
(please specify) ..

~
\-

--
.............. "" ..
................................................................................................................................................

..............................................................................................

7. What was the patient' s presenting problem? ..•••••.•••••••.••••.•...••••

6. Did any of those mentioned in the previous question instigate referral, if so
please specify

------
-
-
-

5. Others involved in referral:­

District nurse

Health visitor

Hospital physiotherapy department

Hospital occupational therapy department

Community occupational therapist

Social worker

Home help

None

OtheI" - please specify" ..

_I
,--,
, i

,__I

,---,
~

I I

o
LJ
o
I i

8. Please indicate length of time this problem was present before the start of
this course of treatment.

............................................................................................................................

LJ

-1-:----.
L..J

Comments

Under 2 weeks

Over 2 weeks - 6 weeks

Over 6 weeks - 12 weeks

Over 12 weeks - 26 weeks

Over 6 months

Since birth

Unknown

9. Are you able to get mediCal advice about this patient?

Whenever necessary

At specified times

Only with difficulty

-

-

-

-

-

-

-
-
-



-
..

Page 5
la. Physiotherapy measure given to the patient. Please tick as appropriate

-..
-..
-..
-..
-..
-..
-..
-..
-..
-
-
-
--
..

11.

Week 1
,

Week 2

I Mon Tue Hed Thur Fri! Mon Tue Hed Thur Fri

Assessment

Re-assessment

Advice to patient and exercise programm I

Advice to caring person on patient
Imanagement

District nurse support

Supply and/or fit equipment

Continuing .. supervision

Exercises - group
-

- individual

Training in independence/mobility

Movement and mobilisation techniques I

Traction

Manipulation
,

Massage

Postural drainage

Infra red, heat pads and packs

IWax I
Short wave diathermy J
Ultrasound

Ice

Ultraviolet light J
Electrical muscle stimulation

ehers not indicated .. please specify

I
Total time spent with patient in I I I I 1 I Iminutes I ,

Week 1 Week 2

12. Please indicate place of treatment

..

-
..
-

Patient's own home

General practice premises

Health centre I ,,, ,

Week· 1 Week 2

Residential horne

School

Other - please state '-__-' -'



-
Main Reason

13. Do any of the following statements indicate the reason for the place
of treatment? If so, please tick as appropriate.

..
-..
-..
-..
-..
-..

Patient medically unfit to travel

Difficult to get the patient out of the house

Treatment related to home environment

Long distance from nearest physiotherapy department

Long delay in getting hospital physiotherapy

Nearest place to patient's home where physiotherapy
available

tick one _only

1---"1
, ,--,

Page 6

Secondary
reasons

1--'

--,
r--<, '

,--,

14. If these do not include the reason for this patient's place of treatment, please
- give reasons· ... · .- · ...

15. Please indicate all other agencies currently visiting the patient-..
-..
-..
-..

District nurse

Health visitor

Occupational therapist

Social worker

Home help

Meals on wheels

None

Not Known

Other - please state

I !

i i

I i

I i
--,
1---,

~

c
o
I !

.. 16. Please indicate patient's level of mobility (excluding children under 5) ~lhen

referred for physiotherapy.

17. If applicable, by what means did the patient travel to place of treatment?

-..
..
-..
..
-..
-..

Bedfast

Chairbound

Housebound

Limited mobility

Independent/mobile

Walk

Own car

Friend's car

Public transport

[I
n
o
I i

I '
~

LJ
n
~

I I

o

Hospital car service

Ambulance

Not applicable



--
- 18. Does the patient live alone?

Page 7

19. IF NO, please indicate number of other persons in the household in the
following age groups:-

20. Patient's age last birthday

-
•
-
•-
•-•
-...
-...

21. Sex

Yes

No

o - 4 years

5 - 15 years

16 - 64 years

65 years and over

Not applicable

female

male

I=:=J

i i
---'

i ;
r--r
'----

Ulemployed

Full time education

Retired

Housewife

Other - please state

23. Is patient at present

Employed - full time

part time

-
•
-...
------

22. Marital status single

rnaITied

widowed

other
o
o

W
n
o
-I-,
_---I

Il
I--
;--j
--,

o
- 24. If this patient attended hospital outpatient physiotherapy, how would they travel?

--
--
--
-----

,

Own car

Friend's car

Public transport

Hospital car service

Ambulance

Not possible for this patient
to attend for outpatient
physiotherapy.

I ~

r---;
-'-'
W
! I

o



-
-

-
APPENDIX 3

Activity Analysis Form



-
..
-..
-..

Date

Session

ACTIVITY ANALYSIS FORM

For office use

-..
-
•-..
-
III

-..
---..
-..
..
-
-
..
--
-
-
..

Activity start Type Activity finish



APPENDIX 4

Physiotherapist form - Questionnaire 2



-
--------
•
-----
•
----
---
----
-
-
-
-
-

We would be most grateful if you would complete

this form for us. The information will be treated

as strictly confidential, we are hoping for an

overall picture and nothing will be attributable to

any individual.



-
Page 1

- 1. Year of qualification as a Chartered Physiotherapist.

-
2. Any other qualifications.

- 3. Please give brief details of posts held since qualification to the present time.

-
-

-
-

What is the title of your present post which involves work outside hospital?

Year Please state if ,;rt·1Place General or Spec- Grade Full-

From To ialised <stating time t~me

<Specialty ) I

I
i
I,,,

I
I

I
i

I
:
i
!

!
,
,

I

,

,

!
I,

i
i
!

I
I,
i

!

i
I

I I i,
I

I I ;

I
,, , ,

-

-

-

-

-

-

-

-
-

--

-

-

-

-
-

-

-

-
-

-- If a newly created post, could you send a copy of the job description or
advertisement •

-
5. If this is a part-time post, could you give the number of hours worked per week.



-
--

6.

Page 2

If you hold another physiotherapy post, could you please give details.

----- 7.

REGULARLY

Do you also treat private patients?

OCCASIONALLY

o
NOT AT ALL

LJ

- 8. Halsbury grading of your present post (or posts)

•
- 9. What authority employs you in your post involving work outside hospital?

--
10. Do you work under the direction of a ~uperintendent physiotherapist?-

-
- 11. IF NO

Yes

No

I I

o

o
o

Yes

No

Is there a superintendent physiotherapist to whom you can go for advice
or to discuss problems if necessary?-

-
- 12. Where do you see your patients?

110STLY SOMETIMES OCCASIONALLY

-
-
-

Q

In: Their CMn home

Residential homes

Health Centre

Nursery group

Other places, please state

I
,

ii

I !
-i

i

I i
i ! I,
I !

- 13. If you are involved in visiting patients, how do you travel?

- Own car with mileage allowance

-
Transport supplied by employer

Other means, please state

-



-
- 14.

Page 3

How many miles do you travel, on average, in a month?

Do you come into contact with any of the fol~ng people or departments
in the course of your work?•

-
•
-
•
-
•
-
•
-
•
---

15.

District Nurses

Health Visitors

Social Workers

District Communit0" Physician

Hospital Physiotherapy
Department

Hospital Occupational
Therapy Department

Social Services OCcupational
Therapist

,
Frequ- ! Infrequ-

iNot at all If not at all, please
ently ently comment

I

,
i,

1,
I

!,,
I I I I
I I I I
i I !,

Could you indicate your reasons for taking up your present post involving
work outside hospital

---
---
-
-

16 "

Because it:-

Other reasons

was near your home

enabled you to work in the communi ty

fitted in with family commitments

enabled you to work on your own without supervision

LJ
LJ
. i

LJ
I,

---
-
-
-

17. What are the particular problems associated with your work outside hospital?

(a) In the general running of the scheme

(b) For you as a physiotherapist

(c) For the patients



-
--
--

18.

Page 4

Which aspects of your present post do you find most satisfYing?

•

-
•
-
•
-

19. Do you feel professionally isolated in your work outside hospital?

Yes

Comments - No

o
I I
i ~

•
--
--
-
•
--
-
-
-
--
-
-
-
-
--

20.

21.

22.

Can you suggest how any aspects of your physiotherapy service outside
hospital might be improved?

What specific benefit to patients is provided by your physiotherapy service
outside hospital?

Please make any further comments if you wish, on tbe advantages or
disadvantages of your present physiotherapy service, both for the patients,
and for you as a physiotherapist.



-
•
-
•
-..
-..
-
-..
-
•
-..
..
-

23.

24.

25.

A few personal details would be helpful

Age - Under 25 years

25 years - 34 years

35 years - 44 years

45 years - 54 years

55 years - 64 years

65 years +

Sex - Hale

Female

Marital Status -

Single

Married

Other

Page 5

LJ
-1LJ
o
o
n, !

LJ

CJ
LJ

'__I
!---r
! I,-'

SOME QUESTIONS ABOUT MEDICAL REFERRAL OF PATIENTS

•
-..
-..
-
-..

-
-
-..
..
--

26.

27.

28 •

If you have children, please indicate numbers in the following age groups

o - 4 years I=:J
5 - 15 years I I

I

16 years and over 11

What proportion of your patients are referred by:-
Approximate Percentage

General Practitioners

Consultants

In Relation to Referrals from GENERAL PRACTITIONERS

How many general practitioners have referred patients to you in the past
six months?

I=:J



- Page 6

Are there other general practitioners who could refer to you but do
not use the service?-

----

29.

30. IF YES

Yes

No

How many?

n
Q
I

- Do you consider that the patients referred to you are usually those for
whom physiotherapy is appropriate?-

•
-
•
-

31.

Comments -

No

Yes

I I
n

-
-
•

Comments -

o
Il, INo

Yes

Is adequate information usually given to you On referral for you to treat
the patient effectively?

32.

•
-

•
-

-
-
-
-

33. Do you have easy access to the patients' clinical notes?

No

Yes

CJ
n

Are the general practitioners who refer patients to you readily available
to give medical advice if it is needed?-

-
-

34.

Comments -

Yes

No

o
n

-
-
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35. Who usually reviews the patients' progress during a course of treatment?-
-
•
-
•
-

Conunents

Physiotherapist I~

General Practitioner ....1_--,

Comments -

•
-
•
-
•

-
•

-
-
-

36.

37.

Who usually discharges the patients from physiotherapy?

General Practitioner I~

Physiotherapist c====J

In Relation to Referrals from CONSULTANTS

How many consultants have referred patients to you in the past six months?

Please state specialties

-
-
-

38. Do you consider that patients referred to you are usually those
for whom physiotherapy is appropriate?

Yes

Comments - No

o
1I

Is adequate information usually given to you on referral for you to
treat the patient effectively?

-
-
-
-
-
-

39.

Comments -

No

Yes o



Po you have easy access to the patients' clinical. notes?

Yes

Are the c01ls·l11tants who refer patients to you readily available to give
medical advice about the patients on treatment if it is needed?

Who Uf;ually reviews the patients I progress during treatment?

Who usually discharges the patients from physiotherapy?

-
-
-
•
-
•
-
•-
•
-
•
-
•
-
•

-
•
--
--
-
-
-
-
--
-

40.

41.

42.

43.

Co_nts -

Comments -

Cor.ments -

Comments -

No

No

Yes

Consultant

Physiotherapist

Physiotherapist

Consultant

Page 8

o
o

CJ
n
•

n
o

o
D

-
-

THANK YOU VERY MUCH FOR YOUR CO-OPERATIOO. ~1E WOULD BE MOST GRATEFUL IF

YOU COULD NOlI POST THIS BACK TO US IN THE E.lVELOPE PROVIDED.



-
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- APPENDIX 5

Case Models



andthe past ten years
year with acute

His diagnosis is

CASE 1

~lan of 61 years who lives with his wife in a COlIDCil house.

The patient has had a productive cough for
is away from work on average three times a
exacerbations of his respiratory problems.
given as chronic bronchitis.

The patient is now cyanosed and breathless and is having difficulty
expectorating sticky sputum.

Medical
history

Present
problem

Patient

Assessment I

Re-assessment

Advice to patient and exercise programme

Advice to carJng· person on patient management

i District nurse support

Supply and/or fit equipment

Continuing supervision

Exercises - group

- individual

Training in independence/mobility

Movement and mobilisation techniques

Traction

Manipulation

Massage

Postural drainage

Infra red, heat pads and packs

Wax

Short wave diathermy

Ultrasound

Ice

Ultraviolet light
-

Electrical muscle stimulation
-

Others not indicated - please specify

-

,---------------

-

-

--
-
--

-

-

-

-

-

-

-
-

-

-

-

-

-

-

-

-
Preferred place of treatment for this patient in these circumstances

Please tick in appropriate box.

-
-
-

Physiotherapy Department in hospital or othe~ premises

Patient's own home

Feel unable to comment

U
11
[]



-
Patient

-
Medical- history-

- Present- problem

-

CASE 2

A man of 76 years who lives with a rather frail wife in a
modern bungalow six miles from the nearest town.

The patient was fit and active until three weeks ago when he suffered
a C.V.A. Following this he developed a spastic right hemiplegia with
dysphasia and SOme sensory loss on the affected side.

The patient is now mentally alert, continent, and wants to help himself.
Moderately severe spasticity and sensory loss are grossly interfering
with normal function. The patient's wife is having difficulty getting
him out of bed and walking him from room to room. The district nurse
calls every morning.

Re-assessment

Assessment

Preferred place of treatment for this patient in these circumstances

Ice
I

Ultravoilet light I
Electrical muscle stimulation

Others not indicated - please specify

I
I

I
i

Advice to patient and exercise programme

Advice to caring person on patient management

District nurse support

Supply and/or fit equipment

Continuing supervision

Exercises - group

- individual

Training in independence/mobility

Movement and mobilisation techniques

Traction

Manipulation

Postural drainage

Infra red, heat pads and packs

I I/ax

i Short wave diatherTl\Y

IUltrasound

IMassage

-

-

--

-

-
--
-
-

-

-

-

-
-

-

-
-

-
-

Please tick in appropriate box.

-
-

Physiotherapy Department in hospital or other premises

Patient's own home

Feel unable to comment

I
-"--'



-

Assessment I
- I

Re-assessment

Advice to patient and exercise programme

Advice to caring person on patient management

District nurse support

Supply and/or fit equipment -I

C~tinuing supervision

Exercises - group

- individual

Training in independence/mobility

~Iovement and mobilisation techniques

Traction

11anipulation

Massage

Postural drainage

Infra red, heat pads and packs

Wax

Short wave diathermy

Ultrasound

Ice

Ultraviolet light

Electrical muscle stimulation
-

Others not indicated - please specify
I

-
-
--
-
-
-
-
-
-
---
---
-
-
-
-

Patient

Medical
history

Present
problem

CASE 3

A girl aged 2 years. Family consists of mother, father, two older
children 7 and 9 years and a baby of 3 months. They live in a
small terraced house.

A premature baby with late milestones diagnosed at 6 months as
cerebral palsy with moderately severe spastic diplegia. The child
does not appear to be mentally retarded.

The child is becoming frustrated by her inability to move around and
the mother is worried by the lack of progress in her child's develop­
ment. She has so far had little advice on correct management.

Please tick in appropriate box.

Preferred place of treatment for this patient in these circu:nstances

-
-
-

Physiotherapy Department in hospital or other premises

Patient's own home

Feel unable to comment

o
U
I J



-
...
-
•
-
•

-...

Patient

Medical
history

Present
problem

CASE '+

A partially sighted woman of 70 years who lives alone in a flat
on the second floor .

The patient has moderately severe osteoarthrosis of the left hip. She
fell and fractured the neck of her right f";r."r, was admitted to hospital
and a pin and plate were ins,-"ted the follulling day. The patient was
discharged home three weeks after operation walking with a Zimmer frame.

The patient has limited and painful movements of both hips. She;8
having difficulty in getting 111' ;md down stairs and into the bat;"
also in standing while attending to chores in the kitchen .

-
-
...

•

-
-
...

...

...
-...
-
-
...

...

...

Assessment

Re-assessment

I
Advice to patient and exercise programme

Advice to caring person on patient management

-jDistrict nurse support
--

Supply and/or fit equipment

Continuing supervision
,
i

Exercises - group -1
. I

- individual

Training in independence/mobility

Movement and mobilisation techniques

Traction

ManipUlation

Massage

Postural drainage

Infra red, heat pads and packs

Wax

Short wave diathermy

Ultrasound

Ice

Ultraviolet light

Electrical muscle stimulation

Others not indicated - please specify

-

Preferred place of treatment for this~ient in these circumstances

Physiotherapy Department in hospital or other premises

Patient's own home

Feel unable to comment

Please tick in appropriate box.



- CASE 5

-
Patient AA overweight woman, 58 years of age. Lives with an unmarried sister

in a basement flat.

Gradual onset of pain and stiffness in both knees nine years ago.
Since then the patient has had increasing pain and a decreasing
efficiency of function. Recent x-rays show moderately severe osteo­
arthrotic changes in both knees. The patient has recently had an
attack of bronchitis and been in bed for a week.

-
-
--

Medical
history

Present
problem

Following the time in bed the patient is now unable to get up
down stairs and knee movements are very limited and painfuL
left knee is worse than the right.

or
The

tIPasessmen i

Re-assessment

IAdvice to patient and exercise programme
I

Advice to caring person on patient management i

District nurse support I
- -

ISupply and/or fit equipment

Continuing supervision I

Exercises - group

- individual

Training in independence/mobility

Movement and mobilisation techniques

Traction

ManipUlation

Massage

Postural drainage

Infra red, heat pads and packs

Wax

Short wave diathermy

UltrasolIDd

Ice

Ultraviolet light

Electrical muscle stimulation
.I Others not ~nd~cated - please spec~fy--=-----=---=-----------------

-
-

-
-
-

-

-

-

-

-

-

-

-
-

-
-

-

Please tick in appropriate box.

Preferred place of treatment for this patient in these circumstances

I
i-

-
-
-

Physiotherapy Department in hospital or other premises

Patient's own home

Fe,-l unable to comment

I ,
o
o



..

------
•

Patient

Medical
history

Present
problem

CASE 6

A woman aged 38 years. She lives with her husband and two children
aged 9 and 6 years, in a ground floor flat.

Since a diagnosis of mUltiple sclerosis was made seven years agp the
patient has had increasing difficulty in walking. She is at the
moment in remission following an acute exacerbation.

The patient is very keen to maintain her independence and to
continue to run her home despite her disability. Increasing
spasticity of both legs is making independent walking more
difficult, and poor balance in standing is causing functional
problems related to home management and care of the children •

-
•
----
------
-
-
--
-
-
..

-
-
..

Assessment I
I

Re-assessment
I

~Advice to patient and exercise programme

Advice to caring person on patient management

District nurse support
-

Supply and/or fit equipment

Continuing supervision

Exercises - group

- individual

Training in independence/mobility

Movement and mobilisation techniques

Traction

Manipulation

Massage

Postural drainage

IInfra red, heat pads and packs

Wax

I
-

Short wave diathermy

Ultrasound

Ice

Ultraviolet light

Electrical muscle stimulation

Others not indicated - please specify

Preferred place of treatment for this patient in these circumstances

Physiotherapy Department in hospital or other premises

Patient's own home

Feel unable to comment

Please tick in appropriate box.



••

-
-
-
-
-
-

•.

APPENDIX 6

List of main diagnoses and conditions
not included in table 14
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LIST OF MAIN DIAGNOSES AND CONDITIONS NOT INCLUDED IN TABLE 14

(Those stated by the referring doctors)

,

,
I

Diagnoses and conditions I. C. D. code Number

OTHER MUSCULOSKELETAL CONDITIONS

Postural dorsal backache 728.5 1

Acute back strain N847.8 2

Osteochondri,tis 722.9 1

Lumbar spondylosis 713.1 2

Synovitis, knee 713.0 1

Fibrositis 717.9 5

Acute stiff neck N847.0 1

Sciatica 725 2

Osteoporosis following steroids 723.0 2 I

Rotator cuff lesion 717.1 1 I
Capsulitis, shoulder 729 6 ISteroid myopathy N962.0 1 I

- I25
- I

OTHER DISEASES OF THE NERVOUS SYSTEM

Peripheral neuritis 355 1

Bell's palsy 350 1

Tube syndrome 341 1

Polyneuritis 354 1

Late effects of poliomyelitis 044 1

Spinal muscular atrophy 733.1 1

Meningitis (post pneumococcal) 324 2

i
Progressive paralysis 348.2 1

Quadriplegia 3'+4 1

Neuropathy 357 1

- i

I \
11

-, ,,
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Diagnoses and conditions LC.D. code Number

OTHER CIRCULATORY CONDITIONS

Chilblains 443.2 1

Arteriosclerosis 440.9 1

Varicose ulcer (post operative) 454.9 1

Varicose ulcers 454.0 1

Poor circulation right leg 458.9 1

Vertebro-basilar insufficiency 432.9 1

Subarachnoid haemorrhage 430.9 3

I 9
I -

OTHER GYNAECOLOGICAL OR OBSTETRIC CONDITIONS

Unhealed hysterectomy scar I 1'1998.5 1

Weak anal sphincter I 785.6 1 I
Weak pelvic floor 786.2 2

4-

OTHER RESPIRATORY CONDITIONS

Acute chest infection 465
,

3

Congestion of lungs 519.9 1

Collapsed lower lobe 519.0 1

Emphysema 492 I 1

I 6-
I

OTHER FRACTURES

Pott's N824 3

Pelvis Naos 1

Tibia and fibula N823.0 3

Scapula 1'1811 1

Lumbar spine Na05.2 2

Compound, tibia and fibula N823.9 1

Co11es' na13.4 I 5
I

Elbow N813.C 1

Smith's Na13.4 1

Anterior margin C2 1'1805.0 1

I Multiple crush I 1'1827 1
I

I I 20
! -
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Diagnoses and conditions 1. C. D. code Number
--

OTHER SPRAINS AND STRAINS

Sprained ankle N845 6

Stiff and painful shoulder N840 2

Strain, tensor fascia lata N843 2

Trochanteric bursitis 731 2

Sacro-iliac strain N846 2

Pelvic strain N848 1

Dislocated shoulder 724.9 1 IStrain, lumbar spine N847 •8 2

I18
- I

OTHER TRAUMATIC AND ORTHOPAEDIC CONDITIONS I

I
Dislocated shOUlder 724.9 2 I,

Traumatic paraplegia C4/5 N806.9 1

Patellectomy S7932 1

Synovectomy S82l 1

Bruising, foot N928 1 I
Unsuccessful T.A. lengthening S840 1

Stiff shoulder following burns N943.8 1

Synovectomy, M.P. joint S8421 1

Carpal tunnel release S041 1 I
Trauma to finger N925.9 1

,
I

IFall on shoulder N923 1 ,

Crushed foot lf928.9 1 I
Recurrent dislocation patella N836 1 i
Osteotomy,hip S7911 1

Head injury N854 1

Pelvic injury N848 I 2 i-

I18
-,

!-

The classification of surgical
operations O.P.C.S. 1971 has been
used to classify surgical conditions.
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Diagnoses and conditions

OTHER CONGENITAL ABNORMALITY

LC.D. code Number

------
--

Encephalocele

Talipes

Congenital torticollis

Congenital myopathy

Microcephaly

Kippel Feil Syndrome

Down I s Syndrome

Hydrocephalus

Congenital abnormality N.O.S.

743.0

754

756.8

733.1

743.1

756.1

759.3

742

759.9

1

1

1

1

2

1

2

2

2

-
13

1

1

1

3

1

1

2

1

1

1

1

1

2

3

1

5

1

1

28

300.1

794

5382

780.4

290.0

707

706.1

733.1

50553

N9779

717.2

781

790.1

348.9

787.1

736

5422

Pressure sore

Flat feet

Post-gastrectomy

Hysterical manifestations of
mUltiple sclerosis

Post-mastectomy

Clumsy child

Senile dementia

Acne

Loss of movement following shingles

Post-operative excision of neuroma

Post-overdose (drugs)

Torticollis

Paresis neck and shoulder

General debility

Violent jerks

Pain in neck, shoulder, legs

Failure to thrive

Old, apathetic, becoming flexed

OTHER DISEASE Mm CONDITION

I
!I .__---l -'-__~

--

-
-

-

-

-
-

-

-

-
-

-
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APPENDIX 7

Other additional diagnoses and conditions
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Patient's additional diagnoses and conditions

-..
-..
..
-..
-..
-..
-..
-..
..
..
..
..
-..
..
..
..
..
..

Diagnoses and conditions

Rheumatoid arthritis

Osteoarthrosis

Cervical spondylosis

Prolapsed intervertebral disc

Frozen shoulder

Low back pain

*Other musculoskeletal conditions

Hemiplegia

Parkinsons disease

Multiple sclerosis

Paraplegia

Cerebral palsy

Epilepsy

Muscular dystrophy

*Other diseases of nervous system

Cerebrovascular disease

Hypertension

Ischaemic heart disease

Congestive cardiac failure

*Other circulatory conditions

Other gynaecological conditions

Bronchitis

Asthma

Bronchiectasis

Emphysema

Pneumoni.a

*Other respiratory conditions

Fractured femur

Other fractures

*Other sprains

*Listed on following pages

LC.D. code Number

712 11

713 63

713.1 10

725.9 1

717.1 5

727.7 8

6

344 10

342 2

340 1

344 1

343 12

345.9 16

330.3 1

12

438 3

401 19

412 8

427.0 4

12

1

491 29

493 6

518 2

492 2

483 1

7

N820 H821 4

4

2



-

Total hip replacement

Other traumatic condi

Patient's additional diagnoses and condi!ions (continued)

--
conditions Le.D. code !i1Jmber
---

S811 6

tions 19

741 1

tion 796.0 14

of the hip 755.6 1

ition 8

379.0 16

389.9 9

11

315 12

3

ditions 50

277 6

-

Spina bifida

Developmental retarda

Congenital dislocation

*Other congenital cond

Diagnoses and

Obesity

Visual impairment

Deaf

Psychological problems

Mental deficiency

Malignant condition

*Other diseases and con

-

-

-

-

-

-

-

-

-

-

-

-

- *Listed on following pages

-
-
-
-
-
-
--
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Other additional diagnoses and conditions not listed

-
-
--
•
-
•
-
•
--
---
-
-
-
-
--
•
--
----
-
-

Diagnoses and conditions

OTI-lER MUSCULOSKELETAL

Sciatica

Osteoporosis

Spasmodic torticollis

Pagets'disease

Fixed deformity hips, knees

Scoliosis

OTHER NERVOUS SYSTEM

Post neuritis pain, shoulder

Post herpetic neuritis

Bulbar palsy

Polio (late effects)

Unspecified neurological condition

Recurrent meningitis

Hypotonia

Wasting leg muscles following P.I.D.

OTHER CIRCULATCRY

Hole in heart

Mitral valve disease

Ulcer sole of foot, poor circulation

Angina

Thrombosis - (femoral)

Arteriosclerosis

Coronary artery disease

Ideopathic lymphodema

Varicose veins

Auricular fibrillation

Refers to * on previous pages

! I.C. D. code

725

723.0

717.2

721

738

756.1

352

053

348.1

044

348.9

320.9

780.4

329.9

429

394

707

413.9

451.0

440.9

412

457

454.9

427.9

Number

1

1

1

1

1

1

1

1

1

4

1

1

2

1

1

1

1

2

1

1

1

2

1

1
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Diagnoses and conditions

OTHER RESPIRATORY

Post 'flu

Recurrent chest infections

Pulmonary oedema

Old thoracoplasty

OTHER SPRAINS AND STRAINS

Chronic sprain, ankle

OTHER CONGENITAL ABNORMALITIES

Hydrocephalic

Microcephalic

Absence of retina

Genu valgum

High dorsal scoliosis

Limb shortening

Down's syndrome

OTHER DISEASE AND CONDITION

Diabetic

Pressure sores

Very frail

Two weeks post partum

Incontinent urine

Ileostomy

Debility following peritonitis

Post 'flu debility

Colitis (chronic)

Pressure sores

cellulitis, foot

Appendicectomy

Colostomy

Refers to >\ on previous pages

LC.D. code Nurnbe:r.>

790.1 2

472 3

514 1

S332 1

N845 2

724 2

743.1 1

744.8 1

755.7 1

756.1 1

755.4 1

759.3 1

250 7

707 1

794 1

790.1 1

306.6 4

S453 1

790.1 1

790.1 1

563.9 1

707 2

682.4 1

S444 1

S462 1
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Other additional diagnoses and conditions not listed (continued)

,
Diagnoses and conditions 1. C. D. code Number

OTHER DISEASE AND CONDITION ( continued)

Pulmonary embolus 450 1

Skin grafts S935 2

Dysphasia 781.5 6

Dyspraxia 780.4 5

Shingles 053 1

Chronic sinusitis 503 1

Cirrhosis of liver 571.9 1

T. B. meningitis 019.1 1

Recurrent meningitis 324 1

Post hallux rigidus S816 1

OTHER VAGUE CONDITIONS

Dizzy 780.5 1

Has blackouts 782.5 1

Frail 790.1 3

Language delay 781.5 2

i

Refers to * on previous pages
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Second and third additional diagnoses and conditions

LC.D.
Frequency

Diagnoses and conditions -- Totalcode Second ' Third

Low back pain 727 2 2

Other musculoskeletal conditions 1 1

Hemiplegia 344 2
I

2

Cerebral palsy 343 1 I 1

Epilepsy 345.9 6 I 6

Other diseases of nervous system 1 1

Hypertension 401 6 2 8

Ischaemic heart disease 412 4 4

Congestive cardiac failure 427.0 3 3 I

IOther circulatory conditions 6 1 7

Bronchitis 491 11 7 18 I
I

Emphysema 492 2 1 3

Pneumonia 483 1 1

Other respiratory conditions 1 1

Fractured femur N821 3 3

Other fractures 1 2 3

Total hip replacement S811 1 1

Other trauma 7 2 9

Developmental retardation 796.0 5 2 7

Other congenital abnormalities 8 2 10

I
I

Visual impairment 379.0 24 6 30

Deaf 389.9 14 7 21

Psychological problems 6 2 8

Mental deficiency 315 31 21 52
I

Other disease and condition 23 16 39

Social problems 6 1 7
I

Obesity 277 5 5 10 ,
Malignant condition 1 1 Ii I

,
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APPENDIX 8

Planning for Physiotherapy in the Community*

Cecily Partridge, M.C.S.P.,

Senior Research Physiotherapist, University of Kent

The Health Services Research Unit at the University of Kent at Canterbury

is at present undertaking a project to look into the value of domiciliary

physiotherapy. Fourteen different schemes are being studied in depth. They

include schemes where patients are seen not only in their own homes but in

general practice premises, health cnetres, residential homes and nursery groups.

We are most grateful to the physiotherapists workulg in these schemes for their

enthusiastic cooperation in collection of data for the study.

The objectives of this stage of the project are to find from selected

schemes the types of patients that are being seen, the conditions from which

they are suffering, and the physiotherapy that they are receiving. Informa­

tion is also being collected about the referral procedures used and the role

of the physiotherapist in relation to others in the community. The report on

this first stage of the research should be available by the middle of 1977.

Many people who are planning to start a community service have asked us

for advice. We cannot answer queries from the data we are collecting as these

have still to be analysed. HCMever, from the many people who have written to

us with helpfUl information about their work in the community, and from schemes

that have been in operation overseas for some years, it appears that there are

common problems which can be summarised in the form of questions.

1. What is the geographical catchment area of the proposed service?

This must be clearly defined because of implications for costing.

2. What types of patient should be seen outside hospital? Which pati-
ents are at present not receiving an optimum physiotherapy service?

These might include:

(a) Those patients who cannot attend hospital and so receive no treatment.

(b) Those who are at present attending physiotherapy out-patient
departments but the hours of travelling and waiting nullify
the beneficial effects of treatment.

(c) Those for whom physiotherapy is specifically related to their
environment, be it in their own home, residential home, nursery
group, etc.

*Published in Physiotherany, 1976, 62, 8, and reproduced by kind permission
of the Editor.
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It is important to know not only which groups of doctors but which

individual doctors within these groups will refer.

5. Who is going to refer patients?

(a) General practitioners.

(b) Consultants in rheumatology and rehabilitation.

(c) Consultants of other specialties.

3. What type of physiotherapy service is to be offered?

This must be clearly defined. It may consist of:

(a) An assessment and advice service.

(b) A treatment service which may involve equipment.

(c) Both a treatment and advice service.

7. To whom will the physiotherapist be accountable?

Administratively:

(a) To the Area Health Authority. either directly or through a
Superintendent Physiotherapist, a District Physiotherapist
or with some other arrangement.

(b) To other agencies.

,fuat types of conditions can be adequately treated within the
limits of this service?

Neurological conditions, arthritic conditions. recent injuries.

respiratory conditions or others. Those that can be managed

must be clearly defined.

4.

6. Who is going to work in this service?

It is important that all physiotherapists working in the community

should be experienced. up-to-date members of their profession. capable of

establishing a mature working relationship both with the patient. the caring

person. and other members of the community services. An established base

is essential from which the physiotherapist can collect referrals.

-

-
-

-

-

-

-
-

-

-

-

-

-

-

-

-
-

-
-

Professionally:

(a) To a Superintendent Physiotherapist.

(b) To a District Physiotherapist.

(c) To a consultant in rheumatology and rehabilitation.

-
--

Each area has different existing services in the community and different

problems. It is essential that the physiothel'apy service which develops is

in line with the particular needs of the community and that the physiothera­

pist finds an effective place working with others in already established

services.

---
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Clinical trials of physiotherapy

Brewerton, n.A. (1966),Pain in the neck and arm: a mu1ticentre trial of
the effectiveness of physiotherapy, British Medical Journal, 1, 253.

C1arke, G.R., Willis, L.A., Stenner, L. and Nicho1s, P.J.R. (197~),

Evaluation of Physiotherapy in the Treatment of Osteoarthritis of
the Knee, Rheumatology and Rehabilitation, 13, 190-197.

Doran, n.M.L. and Newe11, D.J. (1975), Manipulation in Treatment of Low
Back Pain: A Mu1ticentre Study, British Medical Journal, 2, 161.

Hamilton, n.E., Bywaters, E.G.L. and Please, N.W. (1959), A Controlled
Trial of Various Forms of Physiotherapy in Arthritis, British
Medical Journal, 1, 5~2-

Hume Kenda11, P., and Jenkins, J.M. (1968), Exercises for backache, A
double blind controlled Trial Physiotherapy, 154-157.

Lee, M. Haq, A.M.M.M., Wright, V. and Longton, E.B. (1973), Periarthritis
of the shoulder. A controlled trial of physiotherapy.
Physiotherapy, 59, 312.

Leonard, M.A. (1973), An evaluation of two post-meni.sectomy regimes.
Health BUlletin, 31, 193.

Mathews, J.A. and Hick1ing, J. (1975) Lumbar traction: a double-blind
controlled study for sciatica. Rheumatology and Rehabilitation, 1~, 222.

Nicho1s, P.J.R. and Howe11, B. (1970), Routine pre- and post-operature
physiotherapy, Results of a trial, Pneumato10gy and Physical Medicine,
10, 321.

Richardson, A.T. (1975), The painful shoulder, Proc. Roy. Soc. Med.,
68, 731.

Seymour, N. (1969), The effectiveness of physiotherapy after medical
menisectomy, Brit. J. Surg., 56, 518.

Weber, H. (1973), Traction therapy in sciatica due to disc prolapse,
Journal of the Oslo City Hospital, 23, 167.

Note: The authors would be grateful to be informed of reports of
clinical trials of physiotherapy that are not included in the
above list.


