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SUMMARY. A survey of community physiother¬
apy services operating within the National Health
Service throughout England and Wales in 1980
showed a considerable increase in the availabil-
ity of physiotherapy outside hospital, with 159
health districts (75 per cent) having some form of
community physiotherapy. Additional infor¬
mation obtained about access by general prac¬
titioners to hospital physiotherapy departments
showed that in 140 districts (66 per cent), some
direct access was available.

Methods

All the district or superintendent physiotherapists in the
216 health districts (from the Hospitals Year Book,
1980) in England and Wales were contacted. They were

asked about community physiotherapy services in their
district, the type of scheme, places where patients were

seen, the people who referred them and the staff who
worked in the schemes. Information about the availabil-
ity of direct access by general practitioners to hospital
physiotherapy departments was also collected.

Introduction

PHYSIOTHERAPY services within the NHS have
-¦* traditionally been located in hospitals, patients
being seen either on the wards or in the outpatient
departments. The concept of the community services is
that the therapist sees the patient in the most appropri¬
ate place outside hospital. This may be the patient's own
home or their place of residence, but the service may
also be offered at health centres or general practice
premises. These community physiotherapy services were
rarely available in the early 1970s and there was little
expectation that this type of development would take
place within the NHS in the foreseeable future (Waters
et al., 1974).
However, since then there has been an increase in

both domiciliary and other physiotherapy services out¬
side hospital. In 1978, the Department of Health, which
had previously been against these developments (Minis-
try of Health, 1949), issued a health notice (DHSS,
1978) giving information about the different types of
community physiotherapy services that were developing
and a further circular is expected shortly. Direct access

to hospital physiotherapy departments by general prac¬
titioners is also being introduced.
As these policy developments represent a major de-

parture from the way physiotherapy services have been
organized in the past, I decided to find out how far they
had been adopted in England and Wales by 1980.
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Results

Replies were received from 213 of the 216 districts. Of
these, 159 districts (75 per cent) indicated that they had
some form of community service, and 140 (66 per cent)
offered some direct access to their hospital physiother¬
apy departments to general practitioners. The regional
variation throughout the country was considerable and
is shown for both types of service in Table 1. All
Regions had at least some districts with community
services. The range was between 95 per cent (West
Midlands) and 47 per cent (Trent). There were wider
differences in the availability of direct access for general
practitioners, from 100 per cent of districts in East
Anglia to 33 per cent in the North West. Table 2 shows
that only 14 districts (6 per cent) had neither community
physiotherapy nor any direct access.

Community physiotherapy services

In the 159 districts which had some community services,
there were in all 233 schemes; 104 districts had one

scheme, 36 had two and 19 had three. Patients in these
schemes were seen in different places, but most fre¬
quently in their own home or in a residential home.
Eighty-nine of the schemes (38 per cent) had no restric¬
tions on either the patients seen or the people who
referred to the schemes.
The number of physiotherapists working in these

schemes varied and is shown in Table 3. Most schemes
appeared to be small. One hundred and fifty-seven (67
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Table 1. Number of districts offering a community physiotherapy service and direct access to general practitioners by
Regional Health Authority.

Region
Northern
Yorkshire
Trent
East Anglia
N.W. Thames
N.E.Thames
S.E. Thames
S.W. Thames
Wessex
Oxford
South Western
West Midlands
Mersey
*North West
*Wales
Total 216* 159 140
* Includes three districts not replying.

per cent) employed fewer than four staff; only seven

schemes (3 per cent) had 10 or more therapists.

Referral

Referral for physiotherapy has traditionally been
through hospital consultants. The patterns of referral in
the community schemes were different. Not only was

there frequent mention of referral by general prac¬
titioners, but half of the schemes accepted referral from
other health professionals (Table 4). These included
district nurses, health visitors, social workers, speech
therapists and the hospital physiotherapy department.

Direct access to hospital physiotherapy
departments
Direct access to hospital physiotherapy departments has
not in the past been generally available to general
practitioners, but 140 health districts said that some

direct access was available in their district in 1980. Table
5 details the type of limitations imposed on access in
some districts, but 47 districts (34 per cent) had no

limitations at all.

Discussion

Direct referral by general practitioners can provide
advantages for at least two groups of patients.those
who would otherwise have to wait a long time for a

consultant appointment before being considered for
physiotherapy, and those with conditions who might
not be referred for physiotherapy at all if the only route
was through the consultant.

Table 2. Availability of community physiotherapy services
and direct access by general practitioners by health
district.

Districts

Table 3. Number of full-time-equivalent (FTE)
physiotherapists working in the community.

Number of schemes

Less than 1 FTE
1-4 FTE
5-9 FTE
Over 10 FTE
Not stated
Total

Accepting referrals to the community service from
non-medical sources is an important further innovation.
The advisory nature of the community physiotherapy
services is also important. It has often been stressed and
is mentioned in the Tunbridge Report (DHSS, 1972).
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Table 4. Persons from whom referrals are accepted.

Number of schemes

GP only 29 (12.4%)
Consultant only 41 (17.6%)
GP + consultant 29 (12.4%)
GP + other* 26 (11.2%)
Consultant + other 30 (12.9%)
GP, consultant + other 62 (26.6%)
Not stated 16 (6.9%)
Total 233 (100.0%)

*Includes district nurses, health visitors, social workers, speech
therapists and the hospital physiotherapy department.

Table 5. Limitations to direct access to physiotherapy
departments by general practitioners.

Number of districts

Direct access unlimited 47 (34%)
Limited to some hospitals only 17 (12%)
Local GPs 17 (12%)
Patients with certain conditions 9 (6%)
Certain GPs 11 (8%)
Limitation on time of recovery 4 (3%)
Certain GPs and certain conditions 14 (10%)
Community physiotherapy only 2 (1%)
Pilot scheme, one postal district only 3 (2%)
No answer 16 (12%)
Total 140 (100%)

The present survey found that although 19 schemes (8
per cent) offered an advisory service only, the great
majority offered both advice and treatment as neces-
sary.

Conclusions

In the past five years there have been great increases in
the numbers of community physiotherapy services and
of hospitals offering direct access to general prac-
titioners. The type of benefits seen by those working in
these services (Partridge and Warren, 1977) are that
patients who visit their general practitioner with an
acute problem can be referred immediately to the phy-
siotherapist, without having to wait for weeks or some-
times months for an appointment with the hospital
consultant, and that patients who for some reason
cannot get to the hospital, who find it difficult to get
there, or whose problems are related to their home
environment, can have treatment brought to them.
Having physiotherapists as part of the primary health
care team means that general practitioners are able to
offer their patients physiotherapy more directly when
they consider this appropriate. Both developments
mean greater flexibility in access to physiotherapy and
allow the physiotherapy services to respond more effi-
ciently to the needs of all patients in their district.
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Failure rates for different methods of
contraception

Failure rate/100
Number of woman-years

Number of woman-years (95 per cent
accidental of confidence

Method pregnancies observation limits)

Oestrogen-
progestagen
oral
contraceptive
> 50,kg
oestrogen 3 939 0.32 (0.07-0.93)
50ttg
oestrogen 61 37412 0.16 (0.12-0.21)
< 50Lg
oestrogen 21 7749 0.27 (0.17-0.41)

Progestagen-
only oral
contraceptive 21 1756 1.2 (0.7-1.8)
Diaphragm 485 25146 1.9 (1.8-2.1)
Condom 449 12492 3.6 (3.3-3.9)
IUD:

Lippes loop B 16 901 1.8 (1.0-2.9)
Lippes loop C 126 9118 1.4 (1.2-1.7)
Lippes loop D 52 4035 1.3 (1.0-1.7)
'Saf-T-Coil' 85 6791 1.3 (1.0-1.6)
Copper 7 34 2200 1.5 (1.1-2.2)

Rhythm 25 161 15.5 (10.0-22.9)
Coitus
interruptus 45 674 6.7 (4.9-8.9)
Chemicals alone 36 303 11.9 (8.3-16.4)
Sterilization:

Female 16 12209 0.13 (0.07-0.21)
Male 3 13630 0.02 (0.004-0.06)

Source: Vessey, M. et al. (1982). Efficacy of different contraceptive
methods. Lancet, 1, 841-842.

636 Journal of the Royal College of General Practitioners, October 1982


