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SUMMARY 

This report describing the study of domiciliary physiotherapy 
within the South Birmingham Health District covers the period 
August 1977 to December 1980 inclusive, when six hundred patients 
completed a course of physiotherapy treatment. Related investi- 
gations, involving a further four hundred and eighty-eight patients, 
are described, including the developments in the service during 1980. 

The aim of the study was to evaluate a domiciliary physiotherapy 
service in terms of its effectiveness, the costs involved, to relate 
these costs to output, and to determine whether there were particular 
client groups for whom such a service would be most suitable. 

Patients were assigned to one of three groups; domiciliary 
treatment group, hospital based treatment group, and no treatment 
group. Assessments, questionnaires, content analysis, VTR and various 
physical measurements were used in the investigation. 

Results obtained during the course of the study show that 
physiotherapy treatment in the patient's home is generally as 
effective as that given in the hospital physiotherapy department. 
For certain groups of patients the costs incurred ina domiciliary 
physiotherapy treatment were similar to those incurred ina 
hospital based treatment, although patients requiring ambulance 
transport for treatment cost three times as much as the equivalent 
domiciliary treatment. 

This study has demonstrated that a domiciliary physiotherapy 
service is a cost effective way of providing a physiotherap 
to certain groups of patients, the elderly, the young chrenic sick, 
the terminally ill who wish to remain at home, certain orthopaedic 
pontooperat ive patients and patients who have suffered a cerebral 
vascular accident. It has also been shown that minimal support to 
relatives has been instrumental in keeping the patient at home and 
out of the hospital. 
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DOMICILIARY PHYSIOTHERAPY: 

Cost and Benefit 

CHAPTER I 

Introduction, Study Outline, 

And Background Detail



INTRODUCTION 

This work is the outcome of a study undertaken within the 

South Birmingham Health District, to determine the cost of a 

domiciliary physiotherapy service and to evaluate the benefit of 

such a service. The project resulted from a request to the author, 

in his cepacity as District Physiotherapist, by the South Birmingham 

Health Care Planning Team for the Elderly, to suggest measures which 

might improve the physiotherapy service to patients aged sixty-five 

and above. 

The project commenced in March 1977 with a pilot study, the 

main study beginning in August 1977. Between that date and April 

1979 a sample of 200 patients was studied and a report issued, 

Frazer (1979). Subsequently a second sample of 200 patients was 

. 8tudied and a second report issued, Frazer (1979). A third sample 

of 200 was used as a check for the two initial samples to determine 

how representative they were of the need within the community for a 

physiotherapy service of this kind. The report "Evaluation of a 

domiciliary physiotherapy service to the elderly", Frazer (1979), 

was based on these samples. 

Within these samples there was a significant number of patients 

referred who were under the age of 65 and the percentage of these 

patients has increased from 4.5% in the initial sample of 200 patients, 

12.5% in the second sample, to 20.5% in the third sample of 200 

patients. Although the study began as a result of a request from 

the team devoted to the care of the elderly, it became evident that 

there were certain groups of younger patients within the community 

who might benefit from a domiciliary physiotherapy service. 
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In order to evaluate a service to the younger age group, a 

secondary study was carried out in 1980 on 47 patients based on 

the structure of the main study with a number of major differences. 

The assessments were all performed by the consultant surgeon who 

referred the patients. The conditions referred were limited to 

acute spinal dysfunction; there were three separate groups of patients 

who received treatment as shown in Fig. 2, page 4, The main 

criterion of success was the return to work following treatment of 

the patient. 

The consumer sovereignty approach to treatment valuation was 

tested in a further, separate sample of 400 patients and was also 

used in the sample mentioned above. - The usefulness of this method 

is discussed at a later stage in the report. Two other studies arising 

from the main study investigate the nature of the patient-physiotherapist 

interaction and it will be seen that the results from the observation 

of a total of 1088 patients have contributed to the main study. Owing 

to the nature of the study and the time scale involved, this report 

presents the findings in two parts based on the chronological evolution 

of the study. The first part of the report describes the original 

results and includes a description of the most recent extensions and ~ 

developments within the service resulting from the report (Frazer 1979)(a) 

on pages 78 - 130, 

The table overleaf outlines the dates involved in the study 

together with the significant features of the various samples and 

the page numbers of their description in the text.



FIG. 1 

» CHRONOLOGICAL EVOLUTION OF THE STUDY 

Pilot Study 

Commenced 8 March 1977 and completed by 30 June 1977. 
Pages 33-44. 

Study Of First Sample Of 200 Patients 

Commenced August 1977 until August 1978. 

Pages 78- 130: Comparison of domiciliary treatment with 
hospital and no treatment groups. 

Study Of Second Sample of 200 Patients 

Commenced August 1977 until March 1979. 

Pages 134-174 : Similar to the first two samples. 

Study Of Third Sample of 200 Patients (Presenting Sample) 

Commenced March 1979 

Pages 174-179 : All domiciliary patients. 

Study Of 400 Patients To Determine Method Of Treatment Valuation 

Carried out July/August 1980, published November 1980. 
Pages 198-207. 

Study Of 40 Patients To Determine Physiological Changes 
Occuring In The Patient During A Physiotherapy Treatment. 

Pages 367 - 389. 

Study Of 47 Young g Orthopaedic Patients 

Pages 209- 224 : To determine cost effectiveness of physio- 
therapy treatment in hospital with 
domiciliary and no treatment groups. 

Study Of Patient Staff Interaction (1 Patient, 10 Staff) Study Of Fatient Staff Interaction 

Pages 338-366 : To determine the Yipes of interaction 
3 i i y treatment 

otherapist's       and the ef t 
personality on a treatment. 
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FIG. 2 

This fig. illustrates the study design which is constructed 

to produce three groups of patients. When a patient is 

referred to the study they are randomly assigned to one of 

the three groups shown. Group 1 patients are treated in the 

home. Group 2 patients are treated in the physiotherapy 

department and Group 3 patients receive no treatment for a 

period of three weeks. Following this waiting period they 

are then randomly re-assigned to either Group 1 or 2. This 

method is more fully discussed on pages 26 - 28.



Preface 

Comparatively little work has been undertaken with regard to 

the cost-effectiveness assessment of medical treatment in general 

and physiotherapy treatment in particular. A report from the Health 

Services Research Unit of the University of Kent, Partridge and 

Warren (1977), described the availability of community services in 

fourteen Health Districts without providing any objective evidence 

concerning the benefits of such a service. 

In view of the need for information of this nature and with the 

assistance of the West Midlands Regional Research Committee and of the 

South Birmingham Health District, this study was commenced. 

In the early stages of planning the study it was considered 

inadvisable to attempt to measure the effect of physiotherapy treatment 

_ as it represents a considerable task. It was clear, however, that any 

effective valuation of the service must include some measure of outcome 

of treatment. Alan Williams (1975), states that any formula of 

efficiency must cost the true unit of output or achievement and, the 

measurement of costs must range over all resources or inputs. Thus 

it is not enought to identify a patient caseload and to compute the 

total cost of the service provided as there must also be some measure= 

ment of the output achieved. 

There are considerable difficulties in deciding what are appro- 

priate indicators of output and in determining how they will be 

measured. In the case of the younger patients it is clearly easier 

to decide upon criteria for assessment purpose such as time off work, 

or the time taken to return to work following a course of physiotherapy 

treatment. These yoeelon measurement are easy to apply and can be 

readily compared with 'no treatment' groups as can be seen in the 

example. given in the second part of this report on pages 209 - 224.



In the case of the elderly patient, it is much more difficult to 

measure achievement, as many of the results of treatment are concerned 

with and improvement in the quality of life or the ability to cope, 

rather than in any significant change in physical condition. 

For the purpose of this study the measurements chosen were subject 

to a number of constraints. Firstly, there were no funds available to 

produce detailed and extensive assessment sheets. Secondly, any assess- 

ments used required to be quick to complete as the General Practitioner, 

who is assisting in the assessment procedure, is usually so busy that 

he has little time available to complete the elaborate assessments. 

It was decided initially to include the General Practitioner in 

the assessment of the patient to reduce observer bias. Previous 

experience of working with GP's in the South Birmingham Health District, 

Muller (1976), showed that their response rate to a number of detailed 

questionnaires was less than 40%. For the purpose of this study it was 

considered advisable that any assessment to be completed by the GP should 

be quick and easy to complete, while at the same time, should show 

accurately changes in the physical condition of the patient and produce 

consistently reliable results which could be validated by other methods. 

With these constraints in mind the PHYSIO assessment form was 

designed, Frazer (1978)(b),and this is described in detail in the chapter 

on Measurements'. There is a high degree of agreement between GP and 

physiotherapists in the independent use of this assessment, aS shown in 

the correlation score on page 41. This form, along with other measure- 

ments used in the study, is shown in Appendix 1, page 250. 

As back-up to the GP assessment each physiotherapist carried out 

the final assessment on her colleagues patients to avoid possible 
. 

bias in the assessment procedure. This method of assessment has 

  

been subsequently used by the Department of Geriatric Medicine in a 
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study currently in progress. The advisability of such a back-up 

method was clearly underlined when the first four hundred patients 

were analysed and it was found that the rate of response for the 

GP assessment was 53% in the case of the first 200 patients and had 

fallen to 46% in the second part of the cohort. 

General Background To The Study 

Williamson (1966), mentions an ‘iceberg of unreported illness' 

stating that many older people do not consult their doctor when ill, 

in particular when the problem involved painful feet, difficulty with 

walking, problems of micturition, anaemia and dementia. This state- 

ment is partly supported by the findings in the current study where 

28% of the sample were referred by some agency other than the doctor. 

Major disability which causes a patient to be unable te lead an 

independent existence increases dramatically with age. By the age of 

85, eighty per cent of people suffer from such a disability, Akhtar (1973). 

It has also been reported, Andrewset al (1971), that many of the 

conditions discovered in the elderly are remediable. There has been 

a decline in family support for the elderly, largely as a result of a 

fall of 19% in the birthrate between the wars which reduced the 

potential number of middle-aged children available to support elderly 

patients, Grimley-Evans (1977). 

There has also been a dramatic increase in the number of women 

engaged in full-time occupations which further reduces support for 

the elderly (see Plate 1, on page 7. The utilisation of health and 

welfare services is a function of age, it is estimated that the older 

adults avail themselves of these services at a rate of about 24-3 

times greater than the general population, DHSS (1974)(a). 
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In a paper entitled: 'The problems of a rehabilitation service', 

Sharman (1972), it was stated that in this country inadequate 

remedial services do not excite doctors, politicians or the authorities. 

An inadequate rehabilitation service merely passes on its unfinished 

business, those concerned becoming problems for the Social Services 

departments, or swallowed up in the community and forgotten, becoming 

statistics in the latest report on the handicapped and impaired in 

Great Britain. 

In 1971 a Southampton physiotherapist was given approval to 

undertake a six month trial of community physiotherapy, concentrating 

on the treatment of children, Compton (1973)(a). In April 1973,a 

working party set up by the Chartered Society of Physiotherapy to review 

the need for community physiotherapy, set out to consider how such 

a@ service could be provided. Advice es obtained from existing 

’ mobile physiotherapy services and from the Royal College of General 

Practitioners. 

An interim report in October of that year, the working party 

stated that there was a great need for a non-hospital physiotherapy 

service. Wilkes (1975), stated that there was a tremendous and 

genuine needfor physiotherapists in the community. In his paper he 

compared the standard of care that existed in the hospital with that 

in the community, concluding that een twenty-five years of a 

National Health Service the concentration of care in a mainly hospital- 

based service, had produced a levelling-up of the standards of hospital 

care without any levelling-up of standards within the community. 

The result was that care tended to be worst where the need was greatest. 

The Chartered Society Working Party in 1974 reported a lack of 
. 

factual infor 

  

ation on the deployment of physiotherapy in the community 

and stated that there was a need for comprehensive research in this area, 
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+ suggesting that it be carried out by full-time personnel in order 

to assist planning of immediate and long-term community services. 

The same document suggested that such services should include 

education, prophylactic assessment and treatment for acute conditions, 

with long term support if necessary. The Royal Commission (1976), 

pointed out that there are no universally acceptable criteria for 

deciding the best use of National Health Service resources. 

The Birmingham Area Health Authority discussion paper on Area 

Strategy (1977 a), stated that in setting criteria for planning it 

is considered important to examine cost proposals in relation to 

resource availability. The document mentions the system of ' joint 

funding' as a likely source of monies to facilitate development in 

priority care groups. It is from joint funding that the money to 

employ three physietherapists within the South Birmingham Health 

District as community staff was obtained. The same document suggested 

that the main emphasis of development of primary care services be 

placed on manpower rather than on buildings. A 6% increase annually, 

in respect of health visiting and home nursing was envisaged as 

necessary to meet the needs of the ‘at risk' child and the elderly. 

The West Midlands document, 'Priorities for Health and Personal 

Social Services'(1976), stated that an increase of expenditure of 

3.2% would be necessary to maintain services to the elderly and that 

achievement of this would require a comprehensive review of general 

hospital services, with an attempt at 'low-cost' solutions such as 

re~deployment made where possible. The same paper, in the section 

on community care, suggest that primary teams be developed in order 

to allow for increased workload, due to greater numbers of old people, 

ahd to reduce demand     on hospital services, Mention was made of the 

need to monitor cost-effectiveness of primary care services but little 

is said how this is to be achieved. 
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It is in this area of cost effectiveness that this study of 

‘community physiotherapy is intended to be of value and for the 

purpose of this study evaluation is defined as the appraisal of 

alternative courses of action. The three courses of action con- 

sidered in this report are; the provision of treatment within the 

home, the provision of treatment only in the physiotherapy department 

or the denial of physiotherapy treatment in either venue. As to 

what constitutes the 'best' must on occasions involve value judgements 

although this study seeks to base its appraisal on economic measures. 

As a result of the study, it is hoped that a standardised and 

consistent basis for financial allocation needed for a domiciliary 

physiotherapy servicé can be provided. 

Demographic Backrround 

The relative increase in the number of elderly persons expected 

between 1973 and 1993 was estimated as follows: 

5.6% growth in those aged 60+ 

26.6% growth in those aged 75+ 

42.2% growth in those aged 85+ 

Office of Population Census and Surveys, (1974). An updated estimate 

of the projected elderly population for the year 2001 and the. 

relevant details are shown in the table, overleaf. This table shows 

that there is in fact a fall in the number of people in the 60-70 

age group, while there is a marked increase in the people in the 

75-85 and over group. 
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These figures give a strong indication of the pattern of. future 

demand on the Health Service, since the morbidity rate rises sharply 

among the elderly who are, in fact, the largest consumer group for 

health care, Wilkes (1975). Currently, there are 14.3% of the 

national population aged sixty-five or over, although the population 

of the West Midlands is younger with 12.2% in this age group. 

Clinical experience suggests that these projected increased 

numbers of elderly persons will include a significant proportion who 

will be liable to sudden illness or crises of dependency with 

consequent immobility, problems such as arthritis, fractured femur, 

cardio-respiratory failure and paralysis of various kinds. 

The Need for Domiciliary Treatment 

There is usually a multiplicity of pathological processes present 

in the elderly, Caird (1976), although the presenting diagnosis is 

usually one which includes a functional deficiency. In such cases 

there is need to study the patient's functional capabilities in 

terms of activities of daily living. Specific study of many of these 

functions in an environment which is as realistic‘as possible is 

essential before a rational treatment plan can be prepared. 

The elderly patient is often affected by problems of balance and 

walking and it is probable that the patient's home is the ideal place 

for assessment to be made and for subsequent treatment to be given. 

There are a number of reasons for this; firstly, the patient's mental 

state is often a determinant of his functional capabilities, Caird 

(1976), because of this it is probable that treatment in the familiar’ 

surroundings of his own home will be easier for the patient to 

comprehend. Secondly,the patient's functional difficulties may be 

linked to either social factors or to his home environment. These 

social factors will include family and friends, their attitudes, 

me lt we



Pocklinyton Placo, 
Hole Lano, 
Bristol Road, 
Bismingham 34 24H. 

24th November. 4978 

My dear Lady Clerk, 

I wovld like you to accept this little tin on 

biscuits not thst I eould ever repay you for that day 

somatina ago whon you five me a cup of coffeo and 

a lovely ham sandwich when I had to wait six hours fo 
the ambudance to fetch mo and I vannot walk alone eve 

to get a cup of cor'fea. 

I was ta kon with pneumonia soon after and did not 

retucn. I so often spoke about it to the residents 

here an@ now I can thank you in person. My ce is 

paying for mo to come by cur as I fecl toc iil to 

wait avout all day for ths ambulance. 

   

    

With every good wish, 

Yours always gratefully, 

Myra K. Steole. (iiss) 

FIG. 3 

This letter was written by an 

eighty year old blind lady, and 

is reproduced with her permission.



support or lack of support, all of which can be more accurately 

assessed during a home visit. 

It is often necessary to mais a direct examination of the patient's 

home to determine the location of toilet, bed, chairs, hand rails and 

so on. Any need for social services support such as home help, bath 

attendant, meals-on-wheels, home laundry service or house alterations 

can be assessed at the time of the home visit. These factors suggest 

that a domiciliary service has a value, not only in the actual treat- 

ment of the patient, but also in helping to determine the diagnosis, 

a process which is often protracted in the elderly patient, Caird (1979). 

The effects of domiciliary treatments are expected to be superior to 

those which might be expected from attendance at the hospital. This was 

the opinion of the majority of the general practitioners contacted in 

the planning stage of the study, many of whom felt that patients in the 

sixty-five and over age group were too frail to endure the strain of 

a journey to hospital for out-patient treatment. 

Problems With The Ambulance Service 

Experience over a period of ten years of the ambulance service 

_has shown that hospital out-patient treatment is often accompanied 

by long waits for the ambulance, both before and after treatment. 

The service is also, because of its very nature, variable because 

the ambulance can be called to an accident or similar emergency, 

thereby disrupting the service to clinics. 

Attendance at out-patient clinic can prove a tiring ordeal for 

a patient and there are many cases of waiting periods in excess of 

four hours following treatment before the ambulance returns to take 

the patient home. A wait of this duration can prove harmful, 

particularly for the elderly patient, a fact clearly illustrated by 

the letter from a patient on the previous page. 
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In spite of the best co-operation of the ambulance service it 

has not been possible to give a satisfactory service to hospital 

out-patients. It is understood. that a working party is currently 

examining possible alternatives for the DHSS to minimise this 

difficulty. In the second week of February 1978, a total of 75 

out-patient appointments were cancelled because of staff shortages 

in the ambulance service. It is invariably the patient, described 

as the 'two-man' lift who is most frequently cancelled by ambulance 

control. These patients require two ambulance men to lift them into 

the ambulance and when there are staff shortages these patients are 

the first to suffer. 

The first indication that the physiotherapy department have,’ that 

such a cancellation has occurred, comes when the patient or his 

relative telephones the office to ask by, the ambulance has not 

arrived. This haphazard method of cancellation causes considerable 

stress to the patient and to his relatives as they are often unsure 

whether he will be collected or not on a subsequent appointment. 

There are many instances, recorded during the course of the study 

of patients in their eighties getting up at 4 o'clock in the morning 

and sitting fully dressed by 7 o'clock waiting for an ambulance which 

never turned up. Many patients who had been selected as:members of the 

ambulance group in the study were never brought to hospital even once. 

These patients had to be given their treatment at home. Even when the 

ambulance service was reliable, the effect of treatment could often 

be negated by the strain of the ambulance Sten Beer et al (1974). 

Treatment in the home is seen as more relevant by the physiotherapist 

because problems within the home can rarely be effectively duplicated 

  in the hospital physiotherapy department. Problems may not even be 

recognised as such by the patient and therefore will not be mentioned 
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“on a visit to the out-patient clinic. No treatment given.in hospital 

could be fully successful unless the home problems could be assessed 

and eradicated. 

Study Outline and Provisional Plan 

In view of the problem with the ambulance service and with the 

knowledge that these problems were long standing, it was apparent 

that some alternative method of providing a physiotherapy service to 

a patient who was unable to attend the physiotherapy department was 

required. Reports were received from doctors and district nurses 

regarding patients in the community who needed physiotherapy but 

who were unable to aera the physiotherapy department. 

The author was aware that certain mobile physiotherapy services 

did exist largely funded by charitable organizations and when the 

National Health Service re-organisation was effected in 1974, the 

author decided to investigate the possibility of providing a domiciliary 

physiotherapy service within the South Birmingham Health District. 

An initial approach was made to the appropriate District Officers and 

it was suggested that the backing of certain consultant medical staff 

would be required before making a bid in the planned programme for 

funds. A request was also made for a paper outlining the proposed 

scheme in detail for circulation throughout the various medical. divisions. 

A search of the available literature was carried out and a list 

of this is included in Appendix 2. ‘This led to the production of a 

paper which originally supported a scheme to cover all age groups. 

Following discussion with several consultants, the decision was taken 

to,confine the service to the elderly patient because the need was 

Said to be greatest in this group and these patients were most likely 

to need-an ambulance to bri ng them to hospital for physiotherapy treatment. 
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Considerable opposition was expressed by a number of consultants 

who stated that the development of a community service would be 

detrimental to the hospital service, in one case the author was told 

to get on with his work in the hospital and not waste time on schemes 

such as this. 

As the service proposed was totally new, it was essential to be 

able to convince various groups, such as consultants, managers and 

finance officers, that the service would prove cost-effective and 

that a valid argument could be presented to justify the diversion 

of a scarce resource into the community. It was suggested to the 

author that to obtain funds it would be necessary to demonstrate that 

such a service did have a value and until this could be shown, no 

funds would be forthcoming. 

In order to demonstrate a value it was necessary to carry out 

J some form of a trial run. As a basis for the proposed service agree- 

ment was reached with the District Administrative Team that funds from 

an unfilled physiotherapy post, elsewhere in the District, could be 

used to fund the salary of the physiotherapist. However, it was stated 

that no funds for travelling expenses would be available. 

With the guarantee of a physiotherapy post, it was possible to 

proceed with the preparation of a blueprint for a domiciliary 

physiotherapy service. This Tuennne embodied a number of requirements 

and systems, thought necessary for the successful operation of such a 

service, which are discussed below. 

Staff Selection 

, ‘As the physiotherapist engaged would be working entirely with 

the elderly, it was considered advisable to appoint a person with 

experience in this specialty as the post would be single-handed and 
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would involve work in an unfamiliar environment. It was required 

to appoint a person who could adapt to being a visitor in the 

patient's home without feeling tireatenea by the reversal of the 

familiar clinical environment where the patient is the visitor to 

the hospital physiotherapy department. 

A necessary criterion was the possession of a roadworthy vehicle 

with appropriate insurance cover. This criterion effectively excludes 

many otherwise suitable staff who either cannot drive or who do not 

own a car. A senior physiotherapist who had been working in the 

geriatric division at Selly Oak Hospital, was selected and initially 

it was arranged that she should divide her time equally between the 

hospital wards and the community. This arrangement would enable nee 

to maintain contact with her hospital colleagues and would help to 

prevent feelings of isolation. It would also allow her to bring the 

proposed study to the attention of various consultant geriatricians 

whose support might be instrumental in any proposed development and 

extension of the domiciliary physiotherapy service. 

Patient Referral 

Several systems were considered and an open referral was melectead 

All staff likely to be involved with a patient in the community would 

have an opportunity to refer him to the scheme. To ensure continuity 

and to maintain the legal requirement, the general practitioner would 

be used as the main medical adviser and all referrals which were 

received from non-medical staff would be confirmed with the patient's 

own GP. As it was likely that the GP would be asked to assist with the 

assessment of treatment ovtcome, it was necessary to involve him 

closely from the start of the service. 
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A referral card was designed and printed, with dimensions 

specifically chosen so that the card would fit into the envelope 

containing the patient's medical records which is kept in the doctors 

surgery. The belief was that the convenient size might encourage 

doctors to use the form. Together with the form a circular letter 

was prepared to advise doctors of the proposed service. These records 

are shown in Appendix 1, page 261. 

Types of Condition Referred 

The original plan was to limit the service solely to patients who 

had suffered a stroke. This was expected to provide about 120 patients 

each year and, for the purposes of the study, a sample of 200 7 con- 

sidered necessary, therefore, it was decided to extend the study to 

include patients with problems of mobility. Finally, it was decided 

to offer the domiciliary physiotherapy service to all patients aged 

sixty-five and over, irrespective of the presenting diagnosis. 

This final decision was made in order that a retrospective 

analysis might be made of the effects of physiotherapy treatment upon 

a wide variety of patients suffering from many different conditions. 

This analysis might provide an indication regarding the conditions most 

suitable for domiciliary treatment (as shown on pages 112 and 117). 

Assessment Methods 

As it was decided to open the service to’ any physical condition the 

need for a generalised assessment was identified. The assessment had to 

be easy to complete, inexpensive, simple yet comprehensive. Owing to 

these constraints (as mentioned on page 6), elaborate assessments were ruled 

out and asystem of assessment was devised that allowed a degree of flexibility 
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and was suitable for any condition referred, Frazer (1979).(b). 

One method used was the PHYSIO assessment card which was based on 

the system used for medical aeee eonent er by both the British and 

American forces, McNalty (1961). This assessment was designed to 

be used by both the referring doctor and by the physiotherapist 

carrying out the treatment. The PHYSIO assessment provides a 

before and after record of the patient's condition and is fully 

described in the chapter on measurements, on Page 55. 

This assessment was supported by a number of other methods, 

including the Physiotherapy Grid, the Pain Thermometer, a question- 

naire to be completed by the patient and a Social History. Other 

more specific assessments were to be used when thought necessary, 

such as vitalograph readings, exercise tolerance tests, walking 

distance tests, goniometer measurements and dynamometer measurements. 

The Physiotherapy Grid, Page 58, was specially adapted from a 

similar system described by Rosser and Watts (1973) and was designed 

to measure the functional capacity of the patient along with his 

subjective feelings of distress associated with his state of health. 

This grid was designed with the elderly patient in mind as it was 

required to take account of the likely difficulties regarding the 

assessment of small changes in physical capacity in old people. 

The Pain Thermometer, Page 65, was adapted from a design, des- 

cribed by Hayward (1974), which was used as a visual scale. 

As treatment outcomes were expected to affect the patient, some 

method of determining his attitude to treatment was required and a 

simple Likert scale type of questionnaire was designed for the patient 

¥o complete at the end of his course of treatment. 

A Social History questionnaire was designed with a view to 

helping in the matching of the samples and to provide possible 

additional material for subsequent analysis. 
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A full description of all of the assessment methods used in the 

study is given in the chapter on assessments. 

Measurements of Costs 

The measurement of costs was expected to be relatively simple as 

the proposed service was limited to the employment of one physio- 

therapist. Salary and similar costs could be easily identified, 

equipment costs were small and, if necessary, some equipment could 

be borrowed from existing physiotherapy department stock. These 

measurements are detailed in Chapter II on pages 72 - 75. 

A record book was commenced to note details of letter writing 

and telephone calls and a series of tables were devised in which 

costs could be listed under three separate headings; cost to supplying 

authority, cost to consumer and cost to the community. 

Measurement of Benefits 

It was assumed that benefits could be assessed in a similar fashion 

to costs although it was appreciated that the majority of the immediately 

recognisable 'benefits' would be among the so-called 'soft benefits', 

that is benefits to which monetary valuescculd nt be readily assigned. 

Before the study commenced, it.was decided to concentrate on 

measuring the costs associated with a domiciliary service as they 

could be measured in detail. When more experience had been gained 

it was thought that it might then be possible to develop a system 

which would enable a similar exercise to be carried out with regard 

to the benefits obtained from a domiciliary physiotherapy service. 

  

This problem is examined in detail in the subsequent chapter which 

describes the develo of the study in the year 1979/1980. 

  

Tables, similar to those used to list the costs of the service, were 
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prepared using three headings, which listed the benefits as 

‘outcomes'; outcome for supplying authority, outcome for consumer 

and outcome for the community. In this way 'benefits' were listed 

as outcomes and would have no financial values attached. 

Other Documentation 

Other documents were required before the service could begin 

and included, patient appointment cards, physiotherapy report cards, 

physiotherapists calling cards, exercise sheets, circular letters to 

doctors describing the service and ambulance journey record sheets. 

All these documents were specially designed and produced for 

the study, the printing being done by the South Birmingham Health 

District printing department. Examples of all documents used are 

shown in the Appendix 1, pages 250-279. 

Academic Involvement 

Following the request for statistical evidence that a domiciliary 

physiotherapy service would be of value to the Di strict, the avthor 

contacted the University of Aston, with a view to registration as a 

Higher Degree Student, with the proposed study as a subject for a 

dissertation. On acceptance by the IDH Scheme, permission to embark 

upon this course and for study leave was requested and granted. 

Formulation of Hypothesis 

There were a number of experimental hypotheses arising from the 

study design and these are listed below: 

° 

ig Elderly patients who were treated in the hospital physiotherapy 

department would show a greater improvement in their condition 
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when compared with a 'no treatment’ group. 

2. Elderly patients who were treated in their own homes would 

show a greater improvement in their condition when compared 

with a 'no treatment' group. 

3. The level of improvement in the condition of an elderly 

patient following physiotherapy treatment would be the same 

irrespective of the treatment venue. 

4, There would be no significant difference in the cost of 

domiciliary and hospital based physiotherapy treatment. 

5. There is no advantage in the provision of physiotherapy 

treatment. 

Research Design 

In order to test the various hypotheses, three alternatives had 

to be considered: 

a) Treatment carried out entirely within the home. 

b) Treatment carried out entirely within the hospital physiotherapy 

department. 

c) No treatment. 

Any complete comparison must include the three alternatives 

presented above. The reason for this hinges partly on the nature of 

the assessments being used in the study and partly on the fact that 

if the analysis were restricted to the comparison of the two 

treatment areas it would have to be assumed that all measured 

improvements were indeed due to the treatment given. This assumption ; 

would have to be made without any knowledge of what improvement, if 

any, would have occurred in the absence of any physiotherapy treatment. 
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As the measurements used were largely subjective, either on 

the part of the doctor, the physiotherapist, or the patient, the 

third group of patients must be included in order to be able to 

present a statistically acceptable compsrison of the first two 

alternatives. 

Althought the measurements used are described as subjective, it 

must be stressed that this subjectivity is based on, in many instances, 

many years of clinical experience in assessing the physical and 

psychological condition of the patient. In order to divide the 

patients in the study into groups it was decided to use a tossed coin 

to first determine where the patient should be treated and then to 

decide whether the treatment should’ begin immediately or following a 

three-weeks waiting period. This provided three groups of patients, 

randomly selected: 

Group 1 - Treatment at home. 

Group 2 - Treatment at the hospital. 

Group 3 - No treatment for three weeks. 

To test the hypothesis would require a suitably controlled 

situation and because it is difficult in clinical research to closely 

match people on more than two or three variables, it was decided to 

compare groups rather than individuals. As all of the patients would 

be drawn from the 65 and above age group and would be referred by 

an outside agency, a tossed coin was regarded as a satisfactory method 

of random selection. 

In the case of the 'no treatment' group, this three week waiting 

period was selected as being suitable as empirical evidence (Frazer 

  

1979)(c) had suggested that most acute conditions would resolve by about 

ten days and that a wait of twenty-one days should eliminate the 
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* possibility that resolution might occur whether treatment had been 

rived or not. In the case of chronic illness, a wait of this 

duration would make little difference in the condition. 

The disquiet felt by staff that might have been caused by 

denying treatment altogether is dispelled by this method, especially 

when the three week waiting period is compared with the then current 

waiting list period for physiotherapy out-patient treatment of about 

three months. The waiting time for an appointment in two of the 

city's leading private physiotherapy clinics is about three weeks. 

In cases where it is considered that immediate treatment is essential 

this is provided and these patients are not included in the statistical 

analysis. 

The patients assigned to the no treatment groups would be 

assessed on referral but told that there was a three week wait before 

treatment could commence. On beginning their treatment they would 

be re-assessed, with a third and final assessment carried out upon 

completion of the course of treatment. In this way these patients 

would act as their own control with their physical condition being 

compared before andafter a period of no treatment and a period of 

treatment. 
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Involvement of the General Practitioner 

It was necessary to become closely involved with the general 

practitioner as he is the person most closely in contact with 

patients in the community. His support was essential as this 

would be a totally new service in the community and it was hoped 

to be able to have him as a source of referral and to obtain his 

help in the assessment procedure. 

Before the study could begin it was necessary to contact the 

representatives of the general practitioners in the South Birmingham 

Health District. The GP representative on the Health Care Planning 

Team for the Elderly, Dr Normal Smith, was persuaded to co-operate 

in the propagation of information about the proposed study among 

his medical colleagues. He produced the names of fellow GP's who 

were thought likely to co-operate in the proposed study. He then 

arranged a meeting of general practitioners which was addressed by 

the author. The aims and outlines of the study were discussed. 

General agreement was reached as to which procedures might be most 

suitable, ethical considerations were di scussed, the measurements to be 

used were examined and amendments were suggested. Following this meeting 

the amended documents and measurements (Appendix 1), which had been 

agreed, were printed and distributed to the doctors who had expressed 

willingness to be involved in the study. Visits were made to their 

surgeries and contact established with the practice receptionist and 

with the appropriate district nurse. As there were only thirteen 

doctors involved at this stage a personal approach was possible which 

may have been one reason for a relatively trouble-free pilot study. 

» |The doctors involved came from a group of eight practices who 

met at regular intervals to discuss matters of general clinical 
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“interest. Katz and Menzel (1957) stressed the importance. of 

personal communication for decision making among doctors. The 

regular meeting of this group of doctors has provided great impetus 

to the growth of the domiciliary physiotherapy service. Further, 

the readiness to meet, of these doctors, has brought to their notice 

this innovatory study and its probable benefit to their patients. 

The enthusiasm of this doctor, in this case representing his 

colleagues on the Health Care Planning Team, has done much to 

promote the domiciliary physiotherapy service, in particular with 

regard to the spread of information. The study was given a favour- 

able beginning largely because of the excellent co-operation of the 

doctors involved. 

This was important as an extra burden of assessment was being 

imposed upon the doctor, both at the beginning of the course of 

treatment and at the end. This assessment had then to be forwarded 

to Selly Oak Hospital. The average general practitioner is very 

busy with little extra time available to the doctor and the 

significant value of his voluntary co-operation can be appreciated. 

Implications of Study 

Owing to the fact that domiciliary physiotherapy in the 

National Health Service, McMillan (1974), had not previously been 

considered desirable by the DHSS it was intended that the findings 

of this study would prove valuable in determining the validity of 

this belief. 
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At the planning stage of the study it was possible to identify 

a number of possible implications of the study and these are listed 

below: 

1. A growing number of elderly patients will present increasing 

demands upon the National Health Service. Some of these patients 

needs can be met by domiciliary physiotherapy, C.S.P. Working 

Party Report (1974)(a). 

2. The increased emphasis on Primary Health Care, Strategy for 

Health (1975), reduces capital building developments and 

releases more funds for primary care staff. As all rehabilitation 

is labour intensive a study such as this can provide a guide 

as to the most cost effective deployment of these staff. 

Be Domiciliary physiotherapy services are likely to be set up 

by many Area Health Authorities, Partridge (1977), and this 

study can provide a useful basis from which such a service 

can be developed. 

4, During the course of the study it might prove possible to 

identify certain conditions which were most suitable for domi- 

ciliary physiotherapy treatment. Similarly, suitable equipment 

and treatment procedures might be identified which would be 

important for planning as a guide could be given regarding 

the purchase of appropriate equipment. 

5a Most developments hitherto had been based largely upon 

Subjective evidence. The objective ovidence which this study 

might provide, particularly with regard to costs, would prove 

valuable to any planning team considering setting up a similar 

services Although the sample size was considered relatively 

“small and was drawn from one Health District, the findings 
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7. 

8. 

could easily be tested in any other part of the country 

using similar methods. 

This project was devoted to an evaluation of a domiciliary 

physiotherapy service to the elderly patient. The measurements 

utilised could equally well be applied in an evaluation of a 

similar service to other age groups. 

A domiciliary physiotherapy service utilises the help and time 

of the relatives in the patient's treatment. This has two 

effects: 

a) By the use of such help, demand upon National Health 

service resources can be markedly reduced. 

b) The involvement of the relatives in the patient's treatment 

can reduce the number of visits by the physiotherapist and 

can greatly contribute to the well-being of the patient, 

Isaacs (1972)(a). 

This point was considered an area worthy of future study. 

The physiotherapy staff involved in the project had expressed 

a considerable increase in job-satisfaction. ‘Two possible 

reasons have been identified, Frazer (1978) (a): 

a) The staff feel as though they are doing the job to the best 

of their ability, as they are able to devote their full 

attention to each individual patient. 

b) There is a greater sense of responsibility in working 

independently in the community. 

This point was considered an area suitable for further study. 

As a result of this study and any subsequent development of a 

domiciliary physiotherapy service, it would prove possible to 

offer access to physiotherapy treatment to a group of patients 

who previously were denied this facility. 
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Between the middle of January, 1977 and the beginning, of. 

March 1977 a number of patients were treated at home in order to 

prepare the way for the Comenceden of the pilot study. The 

pilot study began on the 8th March 1977, continuing until the 

end of June 1977. The purpose of the pilot study was to evaluate 

the measurements being used and to prepare the staff involved in 

the main study for any problems which might arise. 

The Pilot Study 

The pilot study was basen on eight GP practices, situated 

in the South Birmingham Health District, involving twenty-one 

doctors and a population of approximately 46,300 patients, 5,033. 

of these being aged sixty-five years or over, South District Profile 

(1976). 

The clinical work was carried out by Mrs J Burrell, Senior 

Physiotherapist, who treated all of the patients in their own 

homes. Owing to an ambulance dispute during the time of the pilot 

study, it was not possible to use the ambulance service to bring 

patients to the hospital for physiotherapy treatment. The pilot 

study, therefore, could not be used to provide a direct comparison 

between treatment at home and treatment in the hospital. This was 

not considered too serious at that time, as the main purpose of the 

pilot study was to identify unforseen problems and to indicate 

what measurements would be most suitable for inclusion in the 

main study. As the general question to be answered, ie, ‘whether 

treatment carried out in the patient's home is as effective as 

treatment carried out in the hospital physiotherapy department! 

ea not be answered pease of the ambulance dispute, the pilot 

study was used to obtain information concerning the cost and benefit 

of home treatment.



s Subjects: ; 

The subjects were both male and female, drawn from patients 

referred by the general practitioners participating in the study. 

The ages of the patients treated ranged from 66 years to 98 years, 

the mean age being 77 years. 

The pilot study involved a total of twelve patients, all of * 

whom lived within a distance of five miles from Selly Oak Hospital, 

the mean distance being two miles. 

Selection Criteria 

Patients were referred by their general practitioners. A 

period of treatment was up to twelve weeks duration. Assessment of 

the patient was made upon referral and again upon completion of the 

treatment period. Assessments were carried out independently by 

the referring doctor and by the physiotherapist. Treatment was 

given as often as was thought necessary by the physiotherapist. 

Measurements 

The measurements used in the pilot study included the PHYSIO 

assessment form, the Pain Thermometer, the Patient Subjective 

assessment and the referral form. It had been intended to use the 

physiotherapy grid, but the forms had not been printed in time. 

Copies of the measurements used in both the pilot study and in the 

main study are shown in the Appendix 1, pages 250-279. 

Documentation 

’ 
  

  

This was as simple as possible and included the referral card, 

which served a dual role, both as a system of referral and as a 
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* method of recording the case history, details of treatment given 

along with the results of treatment. A copy of this card was left 

in the patient's home and was intended as a means of communication 

with any other professional calling on the patient. 

The general practitioner, district nurse, geriatric health 

visitor and others, could be kept informed of the physiotherapists 

visits and could arrange their own services accordingly. In this 

way it was thought that the referral card could perform a function, 

similar to that of the Kardex system, used in hospital. 

Social History 

A questionnaire was completed for each patient in order to 

obtain details of their social background together with information 

about their past medical history. 

Method 

The patients were referred to the physiotherapy department via 

a referral card which contained details of the doctor's diagnosis 

together with a request for physiotherapy treatment. A PHYSIO 

assessment form accompanied the referral with the doctor's assess- 

ment recorded thereon. Mrs J Burrell then visited the patient and 

made her initial assessment. A course of treatment was gitar and, 

on her final visit, Mrs Burrell made her final assessment. The GP 

was then informed that the treatment course had been completed and 

he was asked to visit the patient and make his final assessment, 

which would then be sent to Selly Oak Hospital. 

.* | The possible bias inherent in this system was recognised during 

the course of the pilot study and the method was modified so that 

~ 36 -



~the two persons doing an assessment did so separately and retained 

them until the end of the treatment course before returning them 

for filing. In this way the one could not influence the other. 

The measurements used in the pilot study are described in 

detail in the following chapter, and on page 53, describing all of 

the measurements used during the course of this study. 

Cost Benefit Analysis 

Owing to the ambulance dispute, a comparison of costs and 

benefits of hospital and domiciliary physiotherapy treatment could 

not be attempted. A simple comparison was made, to provide an 

indication as to the cost of a typical domiciliary treatment which 

was then compared with a similar hospital based treatment involving 

an ambulance journey. 

In the example used, the cost of a typical domiciliary treatment 

was estimated by taking the mean cost from a sample of 149 visits 

made during the pilot study. The case used for purposes of comparison 

was based on a similar treatment in terms of type and duration, with 

the likely ambulance cost based on information provided by the 

West Midlands Ambulance Service. The resulting figure was the 

probable cost that would have been incurred if the patient had been 

taken to the hospital physiotherapy department by ambulance for his 

treatment. 

Cost_of a Domiciliary Physiotherapy Treatment (mean values) 

Average treatment time 45 minutes @ £1.9855/hour 1.49 

Average travelling time 20 nitites @ £1.9855/hour 0.66 

Average distance 6.6 miles return @ 14.7p/mile 0.97 

Incidental costs: stationery, clerical, etc. 0.06 

3.18 
FIG. 4 oe 
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Cost of a treatment using ambulance service (estimate) 

Average treatment time 45 minutes at £1.9855/hour 1.49 

Average distance, 6.6 miles return at £1.20/mile 7292 

Incidental costs 0.06 

oh 
FIG. 5 oe y 

As can be seen, the cost of a domiciliary physiotherapy 

treatment if the ambulance costs are discounted, is roughly twice 

the cost of a hospital based treatment, using the mean values shown. 

Although this is the case for a Single treatment estimated from 

mean values, it was found that the costs of both treatment venues 

even out over the course of a treatment period, the reasons for this 

will be discussed at a later stage. 

Results: Pilot Study 

Twelve patients were treated, three men and nine women, the 

number of treatments carried out on each patient ranged from one 

to twenty-five, the average number of treatments being 12.4. 

Seven of the patients treated showed clinical improvement and 

expressed themselves as 'much better'. Two patients showed slight 

clinical improvement, rating themselves as 'slightly better', while 

the three remaining patients showed no clinical improvement and 

rated themselves as 'no pervect 

The results are shown in the table below which lists the age, 

sex, diagnosis, number of treatments given and the result of the 

treatment course, for each patient. 
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Table 2 

TABLE SHOWING PILOT STUDY RESULTS (March-June 1977) 

  

  

  

  

  

  

  

  

  

  

  

  

    

Patient | Age | Sex Diagnosis ponerse peers 

it 28 F | Severe OA, right hip 44 No change 

2 80 M | Chronic Bronchitis, pain 4 Tape 

S 76 F | Severe RA, bronchitis i) Much Improved 

4 66 F | Bronchiectasis 13 lactcdens 

5 66 M | R.CVA, Hypertensive, Diabetic 12 Much Improved 

6 25 F | L.CVA, unable to walk 9 Much Improved 

7. 78 F | Severe RA 17 Much Improved 

8 98 M | OA right hip, Spondylitis AD Much Improved 

9 82 F | Subluxation, OA R-Knee, Blind| 4 No change 

10 71 F | OA right hip, awaiting op. 25 No change 

11 67 F | RA, waiting knee arthroplasty aS Much Improved 

12 82 F Pain right shoulder, UTI 15 Much improved             
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Plate 5 

Another example of co-operation between the District Nurse and the 

domiciliary physiotherapist. Here a patient suffering from motor 

neurone disease, Hodgkins disease and two recent strokes is given 

Sling exercises. 
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DISCUSSION 

The pilot study was cet designed to test the method of 

referral, the measurements being used and, to establish a standard- 

ised approach to assessment and procedure for each patient. 

The separate assessments of the doctor and the physiotherapist 

were compared and the degree of correlation between their madependent 

assessments was rs 0°768, P< +01, using the Spearman Rank Order 

Correlation. This clinical agreement was closely matched by the 

patients' subjective assessment of the effect of their treatment. 

The high correlation between the two assessors was, at this stage, 

encouraging and it was assumed that the PHYSIO assessment, as described 

on pages 55-58, was an acceptable method of assessment for use in the 

main study. The assessment procedure had been changed during the 

course of the pilot study in order to eliminiate any possibility of 

bias. The two assessors keeping their assessments until the end of 

the treatment period and then sending them to Selly Oak Hospital for filing. 

Of the small sample of twelve patients treated during the pilot 

study, nine showed measurable improvement in their condition. This 

suggested that there might be a benefit from domiciliary physiotherapy. 

This assumption was supported by the opinions of the general prac- . 

titioners and by the district nurse who felt that many patients in the 

age group treated would have been unable to come to hospital for 

physiotherapy treatment, as shown in Plate 5, page 40. 

This suggested that patients in this age group, in the community, 

were being denied the opportunity to receive physiotherapy treatment. 

The conditions presented by the usine patients in the sample studied 

included: two 'strokes', three chest conditions, four osteo-arthritic 

conditions, three rheumatoid arthritis conditions, one of whom suffered 

from bronchitis and one patient with shoulder pain following a fall. 

= hte



* This last patient was interesting as she had been confined to bed 

following her fall and had developed a urinary tract infection. This 

latter case is typical of the elderly patient, many of whom suffer 

from more than one pathological condition, one often being caused by 

another, as in this case. As can be seen in the table, many of the 

patients had more than one presenting diagnosis and the experience 

gained during the pilot study was of value as it enabled staff to 

develop confidence in dealing with such patients in their own homes. 

It was discovered that interferential therapy was an effective 

way of treating patients with osteo-arthritic joint conditions as 

described in Appendix 7, p.307. It was also observed that certain 

conditions could not be treated so effectively at home, notably 

osteo-arthritic conditions of the hip. The value of the presence of 

the relatives during the physiotherapy treatment was noted. 

Exercise sheets were prepared and given to the relatives who 

also received instruction in how to help deal with the patient. All 

of these points were demonstrated during the course of the pilot study. 

A further important benefit of the pilot study was the development of 

a rapport with the general practitioner and with the district nurse. 

The significance of this cannot be overstressed. It may be stated that 

without the co-operation of these staff domiciliary physiotherapy could 

not exist for long. 

This was confirmed by the experience of another Health District 

where the domiciliary physiotherapy service failed to develop bec: 

  

e 

of poor co-operation between the GP, district nurse and physiotherapy 

staff. It was found that a circular letter to the GP was required to 

remind him to call and carry out his final assessment as it had been 

noted that many GP's are reluctant to spend much time writing 
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* assessments. This reluctance was initially confined to a percentage 

of the doctors which was sufficiently high to justify the preparation 

of a reminder letter. 

RESULT OF PILOT STUDY 

The major development resulting from the pilot study was the 

allocation of funds to allow the employment of three physiotherapists. 

These staff were to be employed solely in the domiciliary physiotherapy 

service with the funds allocated out of a joint-funding exercise, This 

was money available for services to the elderly in the community in 

Birmingham and provided jointly by Social Services and the Health Centre. 

The extra staff allowed a more efficient planning of the domiciliary 

physiotherapy service. The area covered within the South Birmingham 

Health District is large, eighty square miles, which could be sub- 

divided each section having its own physiotherapist living within it. 

In this way travelling could be reduced. The service should also 

become more efficient when more patients are referred, provided the 

number of referrals are contained within the available resources, 

since travelling distances are reduced between patients and the physio- 

therapist could plan her journey by the most efficient route. 

There is a limit to the number of calls the physiotherapist 

can make in one day. This number was found to vary with the type of 

conditions referred and was also influenced by the age group. The 

number of calls possible could range between five and nine in one 

daye There was obviously a limit to the number of referrals that 

the three physiotherapists could handle in one day and it was expected 

that this study would enable management to cost accurately the pro- 

vigton of a domiciliary physiotherapy service by choosing the best 

mix of inputs to provide a riven level of service. 
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During the period following the completion of the pilot. study 

preparations were made for the commencement of the main study. 

Two additional Uhyaiotherantste were appointed, Mrs S Rollason and 

Miss G Brown. A third physiotherapist, Mrs L Ankcorn, shared her 

time between the physiotherapy department at Selly Oak Hospital and 

the domiciliary physiotherapy service. The physiotherapists and their 

districts are shown on Maps on the following pages. 

Preparation for the Main Study 

Following the appointment of the additional staff to the 

community physiotherapy service, it was necessary to publicise the 

service to the remainder of the general practitioners within hes 

South Birmingham Health District in order to broaden the scope of 

the study. This was carried out in the following ways? 

Ve A letter was sent to all of the doctors outlining the 

project, enclosing a selection of the various forms to 

be used and inviting their participation. 

2s Meetings were held with the GP community representative, 

the Community Administrator, the District Nurse repre- 

sentative and the District Community Physician. 

3. A series of talks were given illustrated with slides to 

Doctors, District Nurses and Health Visitors. 

4, A report on the pilot study was sent to the Area Medical 

Officer, the Regional Board Research Committee and the 

Department of Health and Social Security. 

5. Lectures were given to medical students about the project. 

6,° Invitations to talk ebout the project to various audiences 

including research groups, hospital nurses, other health 

sérvice workers were accepted. 
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* 9. ‘The local press publicised the project as well as certain 

medical papers. 

8. Papers on the project, or on certain aspects of it, were 

published in the Nursing Mirror, Therapy and the Journal of 

the Chartered Society of Physiotherapy. 

A list of these publications is included in the appendices, 

page 411. 

In these ways the widest audience was reached with a view to 

helping to publicise the project and stimulating discussion about 

it in as many areas as possible. 

The District Community Physician, Dr Colin Porteous, was extremely 

influential in roptherine the domiciliary physiotherapy service as he 

was the link with the District Management Team and he was responsible 

for recommending that the joint-funding monies should be used to employ 

the three additional physiotherapists for the service. 

A map of the area currently covered by the domiciliary physio- 

therapy service is on page 48. As can be seen, the South Birmingham 

Health District domiciliary staff provide a considerable service to 

part of the Central Health District. The main reason is that the 

two health districts overlap in the provision of a service to the 

elderly patient, the bulk of the service being provided by the South 

Birmingham Health District.



DOMICILIARY PHYSIOTHERAPY 

Cost and Benefit 

CHAPTER II 

Measurements and Method



This chapter describes the measurements used with the initial 

sample of 200 patients during the period August 1977 to August 1978 

inclusive. 

GENERAL STRUCTURE 

The study was based on the general practices situated in the 

South Birmingham Health District, involving a total of 109 GP's 

with a patient population of approximately 256,000, over 31,000 of 

these patients being aged sixty-five years or over. 

As previously mentioned the South District provides the bulk 

of the service to the elderly patient in the Central Health District 

and the total patient population of both catchment areas is 457,893 

with over 52,000 patients in the age range sixty-five and over, 

District Profile (1974). The potential workload for the domiciliary 

physiotherapy service could be estimated by comparing the primary and 

secondary service staff patient ratios. The ratio in the domiciliary 

service being 1:19,764 and that in the hospital based service being 

136,105. 

The clinical work during the period of the main study covered 

by this chapter was carried out by three senior physiotherapists, 

Mrs J Burrell, Mrs S Rollason and Mrs C Ankcorn. Holiday,and sick- 

leave cover was provided by the author. 

The Study Design 

Patients were randomly referred to one of the three groups 

as shown in the iaerens page 52, using the same criteria as des- 

eribed for the pilot study, shown on pare 34. The sample was 

potentially sub-divided into three separate groups, initially 

determined by the referrals maee by the general practitioner. 
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Out of the 109 GP's nearly 70% made more than one referral. 

NO 
exe TREATMENT 

Treatment in Treatment at 
Hospital Home 

ets fs eee 

i 

FIG, 11 

During the course of the study, the consultant geriatricians 

made a total of 42 referrals, 21% of the sample. The geographical 

spread of referrals received during the course of the study is 

shown on the map on page 51. 

As can be seen, there were a number of referrals which came 

from outside the district boundaries. Most of these came from 

geriatricians within the South District who offer a service to the 

patients from Central District. Some referrals were also received 

from the physiotherapy department at the General Hospital. 

The initial sample selection was, therefore, outside the control 

of the physiotherapy staff and was entirely dependent upon the 

doctors in the district and upon their decisions as to which of 

their patients required physiotherapy treatment. As can be seen 

the referrals occupy a wide spread on the map and it could be 

argued that the sample obtained was a random sample. 

During the course of the study there were many patients who, 

because of extreme frailty or a particular illness, were unable to 

Have their physiotherspy treatment anywhere but in their own homes. 

There were also patients who required immediate treatment. One such 
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" patient being a recently discharged hip replacement who required 

treatment on her discharge home, in order to live alone. These 

patients were assessed as described but, as they could not be 

randomly assigned to any group, could not be included in the study. 

During the early weeks of the study it rapidly became evident that 

the patients being referred fell mainly within this type, requiring 

immediate treatment and it would not, therefore, be possible to 

collect three equal sub-samples for comparison purposes. 

The presence of these patients in the study sample and their 

reaction to treatment was recorded, as were the treatment costs 

involved, and this data was collected as it was considered that 

such information could be utilised. Because the study was carried 

out within an existing physiotherapy service the service element 

always had precedent over the data collection. 

Measurements 

One of the aims of the study was to determine the cost of 

providing a domiciliary physiotherapy treatment to the elderly 

patient and to compare this cost with the cost of a similar treatment 

given in the hospital physiotherapy department. It was also 

expected to be able to identify the benefits of such a Beerice with 

a view to assigning a monetary value to them. The measurement of 

cost is relatively easy and does not involve the use of measuring 

devices. The method of recording costs is described at a later 

stage in this chapter. 

In order to determine what benefit, if any, could be obtained 

by the provision of a domiciliary physiotherapy service to the 

elderly, necessitates inh measurement of both hard and soft benefits. 
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* To be able to identify such benefits requires the ability. to. 

accurately Measure treatment outcome. It was considered that a 

measurement showing an improvement, which was common to a group 

of treated patients yet lacking in a control group, would suggest 

that physiotherapy treatment had been of benefit to the patient 

in the treated group. 

To test the hypothesis described in Chapter 1 required a rance 

of tests which were applied to the three groups of patients making 

up the total sample. The measurements used throughout were 

specifically designed for use in the study to take account of the 

special problems related to the elderly. Owing to the Jack of 

available funds, these measurements represent a compromise between 

what was desirable and what was available. Due to this compromise 

there are weaknesses in the assessment procedures which are 

discussed in the final chapter. 

What Is Being Measured? 

1. Function 

2. Pain 

3. Patient satisfaction with treatment. 

The above elements were selected for comparison as they are all 

common to most of the patients in the study and can all be influenced 

by treatment. They are also all measurable in a variety of ways, 

described below. 

Function 

. 
This is measured in two ways: 

1. Sections 2, 3 and 4 of the PHYSIO assessment card. 

2. The assessment grid. 

ine



PHYSIO ASSESSMENT CARD 

This card is designed to be used by both the general practitioner 

and by the physiotherapist, to assess the patient's condition before 

and following a course of treatment. In this study this was the 

only method of assessment which was used by both the doctor and the 

physiotherapist. 

There were many comprehensive systems of assessment available 

which are bulky and which require considerable time to complete and 

it was decided not to use such systems on the grounds that neither 

the doctor nor the physiotherapist were likely to have the time to 

spare to complete lengthy assessment peor eguree for every patient in 

the study. Past experience gained ‘with previous studies involving 

the District GP had confirmed that a considerable percentage of 

doctors were unlikely to complete even a simple questionnaire. It 

was, therefore, essential that the assessment used in the study should 

be as simple as possible. At the same time it had to provide a 

consistent and accurate record of the patient's condition. 

It is self-evident that such an assessment on its own is 

inadequate to reflect fully all the changes in the patient's condition 

Nevertheless, the card provides a guide to the patient's condition 

and results which it reflects are supported by aleernaeive measure- 

ments; it has proved to be a reliable indicator. The PHYSIO assess- 

ment is mocsely based on the PULHEEMS system used by the British Army 

and on the PULSE system used by the American Army. In both forces 

these systems are used to record details of the soldier's health. 

The simplicity and speed of completion, inherent in these systems, 

made their adaptation ideal for use in the study. 

The form is divided into six sections, covering all areas of 

the body and includes the mental state. There are four degrees of 
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* abnormality ranging from no abnormality to severe abnormality with 

minor abnormality and moderately severe abnormality as the 

intermediate measures. The qualifying distinction between the two 

intermediate grades of abnormality is that a minor abnormality is 

likely to be tolerable to the patient, while a moderately severe 

abnormality is likely to cause the patient to demand attention. 

The card can be used to assess function by using the boxes 

labelled P, H, Y, I and 0. Box P reflects the patient's overall 

condition; box H covers upper limb function; box Y includes lower 

limb function, including walking and balance, box I reflects bladder 

and bowel function, while box O is used to cover the mental state 

of the patient. 

This last element is of particular significance in this study, 

as over 75% of the elderly patients treated have expressed some 

degree of ‘depression'. In most cases boxes H, Y and I are used to 

assess function. The choice of the acronym PHYSIO was deliberate 

because of the need, in the early days of the study, to publicise 

the service. It is the familiar contraction of the word physiothera- 

pist and readily lends itself as a basis for the various sections of 

the assessment. 

2 Physical Condition 

This is an overall assessment of the patient and the assessment 

in this section should reflect the scores of the other boxes. 

H : Head, shoulders, upper limb and trunk 

This section includes all of the areas mentioned. 

Y : Mobility 

Poetic licence has been invoked, as the last letter heading 

this section is also the last letter of the word mobility. 

This section includes the pelvis and lower limbs. 
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S : Sensory 

The main symptom assessed under this heading is pain. 

I: Incontinence 

This section includes bowel and bladder function. 

O : Other 

This section covers all other areas including mental state. 

‘The method of scoring is straightforward, the two extremes: 

no abnormality and sever abnormality, rating a score of 1 and 4 

respectively. 

The two intermediate states of abnormality, minor and 

moderately severe abnormality, are scored 2 and 3 respectively. 

A score of 2 reflects a minor abnormality without any functional 

deficiency, whereas a score of 3 reflects a functional loss. 

ASSESSMENT GRID 

The assessment grid is an adaptation of a similar grid, 

described by Williams (1975) and, in this study, is used to make 

a functional assessment. 

The grid embodies two measures, along the top ie recorded the 

patient's state and is labelled distress, while along one side is 

listed the assessment of the patient's functional state in terms of 

activities of daily living. The classification used are simple 

and can be quickly applied. 

Distress Classification 

This aspect is sub-divided into three stages: 
’ 

1. None 

2. Moderate 

3. Severe 
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This section of the grid reflects the distress felt by the 

patient with regard to his physical condition and, at the same time, 

provides some measure of his mental state. 

Disability Classification 

This side of the grid is divided into eight sections: 

4. No disability. 

2. Independently mobile, limited to light housework and shopping. 

3. Limited mobility, able to do light housework. 

4, Housebound, able to do light housework. 

5. Housebound, limited to self-care activities. 

6. Housebound, requiring help with self-care activities. 

Ve Chairbound, requiring help with self-care. 

8. Totally dependent. 

The scale used ranges from no disability to totally dependent, 

two extremes common to most methods of assessment of disability. 

The intervening parameters have been selected most accurately to 

reflect slight changes in functional capacity in Pee ents of the 

age group in the study. 

The intervals chosen are related to function and take no account 

of disability or pathological condition. Because of this the grid 

is useful as slight changes in functional ability can often be 

achieved which are unrelated to any change in the physical condition 

of the patient. 

1. No disability. 

This assessment is self explanatory. 

2. Independently mobile. 

This assessment is applied to a patient who is mobile outside 
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2. 

the home and who can do light shopping as well as household 

tasks. 

Limited Mobility ee 

This assessment is applied to a patient who can walk outside 

the home with the aid of a stick or waling aid, but who 

cannot carry shopping. Able also to perform light household 

tasks. 

Housebound 

This assessment is applied to a patient who cannot move around 

outside the home without help of some other person or use of a 

wheelchair. Is able to perform light housework, perhaps moving 

around the house with furniture providing the support. An example 

of such a patient is shown in Plate 6. 

Housebound 

This assessment is applied to a patient who is confined to the 

house but is unable to perform light housework. Can wash, dress 

and feed himself. 

Housebound 

This assessment is applied to a patient who is confined to the 

house and who requires help with all self-care activities. 

Chairbound 

This assessment is applied to a patient who is mainly confined 

to a chair, but may be able to independently transfer from bed 

to chair. Requires help with all self-care activities. 

Totally Dependent 

This assessment is applied to a patient who is confined to a 

chair or to bed and who cannot move from one to the other 

without help. Requires full-time help with all activities. 
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This system of assessment entails a matrix of twenty-four 

possible states. The patient is.assessed by the physiotherapist 

before the treatment course begins and again upon completion. A 

general movement upwards and to the left should be observed if there 

is any improvement in the patient's state. 

It is possible to assign monetary values to each of the states 

shown on the grid. Rosser and Watts (1973), suggests a valuation 

based on likely awards of compensation made by courts, to victims 

of injury or disease, as an example of how the grid could be costed. 

In this study it was thought unlikely that such a method of valuation 

could be applied because the patients have all retired. 

Until a satisfactory method of costing changes in the functional 

condition of these patients can be worked out, this grid is used to 

reflect changes in the patients functional abilities following 

treatment and is also used as a back-up to the PHYSIO assessment. 

THE MEASUREMENT OF PAIN 

  

Psychophysics has been useful in laboratory investigations into 

the measurement of pain, but research has shown that no matter how 

sophisticated the equipment may be on the stimulus side subjective 

response is the vital measure. Melzack and Torgenson (1971) examined 

the pain literature and assembled lists of descriptive words of which 

102 were included in their final list. They stated that many words 

are used to describe pain and there is a high level of agreement 

that the words fall into classes and sub-classes representing the 

dimensions of pain, and that substantial numbers of words have the 

same relative intensity scale for people of widely divergent backrrounds. 

Pain is a date! which represents many different experiences, for 

example, pain can be pinching, boring, cramping, burning, wrenchins, 
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griping and so on. Lasarna (1958), is of the viewpoint that, for 

reliability no other measure can ‘approach verbal report. 

danis (1958), ina detailed study of pain via the medium of 

subjective report using a psycho-analytic framework for analysis. 

This method was described as consistently accurate, but difficult, 

as it requires considerable psychological knowledge of the patient, 

trained personnel and a great deal of time. 

Argyle (1969)(a), added an extra dimension when he reported that 

patient/observer interaction is a complex process, in which the 

verbal component represents only a small proportion of the whole 

exchange and in which personality differences may occasion wide 

variations in response. 

It is common experience that methods of pain measurement based on 

observation of physiological responses present difficulties of inter- 

pretation, as it can be uncertain whether a recorded response is due 

to pain alone, and most techniques require a subjective response as 

a dependent variable. Beecher (1959), was unable to find a method 

of determining pain threshold constancy in man, but stated that many 

factors influenced the pain threshold. 

There is, as yet, no objective method of physiological measurement 

of pain, nor has it yet been demonstrated, that any other measure of 

pain can produce more consistently accurate results than verbal report, 

Ghee



  

THE PAIN THERMOMETER 

With the above background knowledge in mind, the pain 

thermometer was designed by the author for use in the study of 

domiciliary physiotherapy in South Birmingham, Frazer (1978)(e). 

SOUTH BIRMINGHAN HEALTH DISTRICT 
TY PHYSIOTHERAPY we 

  

   

  

    
Surneme Forcnames: 

  

Heath Sonwce Number Date of Sut 

  

  

  

  

  

* PAIN THERMOMETER 

AS MUCH PAIL 
AS CAN BEAR 

  
VERY BAD Pain 

QUITE A LOY 
GF PAIN   

LITTLE PAIN LL 

KO PAIN = as .     

  

FIG. 14 : Pain Thermometer Used In The Study 

As can be seen, this provides a visual analogue scale which 

is easy to read and which includes a condensation of the whole range 

of subjective expression of pain. The scale has five points and 

the basic idea was taken from Lasasna (1958) and Joyce (1968). 

Research has shown, Hardy et al (1947) that people can discrimi~ 

d   

nate about twenty-two increments of intensity between threshd 
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pain and pain of maximum intensity. For the pupose of this study 

the five points chosen were considered adequate. 

At either ends of the scale 'no pain' and ‘as much pain as I 

can bear' are self explanatory. ‘Little pain' is a pain which is 

tolerable. ‘Quite a lot of pain' describes a level of pain which 

would require the use of analgesics, while ‘very bad pain' is a 

level of pain which will seriously disrupt function and will require 

treatment. 

Method of Use 

The patient is presented with the pain thermometer before the 

treatment is begun and is asked to identify the point on the scale 

which he feels most accurately represents his pain. This point is 

marked with the date and the pain thermometer is filed with the 

patient's notes. This procedure is carried out before each 

Subsequent treatment session. 

When the course of treatment is completed, the pain thermometer 

readings are then transferred on to a graph. Out of the sample of 

patients treated, there has been only a few patients who have had 

difficulty in understanding the pain thermometer, and its use has 

been extended to other groups of patients in the physiotherapy 

department at Selly Oak Hospital. 

PATIENTS' SATISFACTI!    
The provision of physiotherapy is a service to the patient and 

it is likely that the patient has a view to express with regard to 

such a service. 
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In an effort to determine the attitude of the patient towards 

the domiciliary physiotherapy service, a questionnaire was devised 

for completion by the patient. 

The patient is required to give an answer to each of the 

following questions, indicating their opinion along a five point 

scale, ranging from 'nuch worse' to 'much bettert with the inter- 

mediate points 'slightly worse', 'no change' and 'slightly better' 

following the type of procedure devised by Likert (1932), for attitude 

measurement. 

qe Do you feel better following physiotherapy at home? 

2. Do you feel better following physiotherapy in hospital? 

3. 86 Are you walking better? 

4, Has your pain eased? 

5e Has your stiffness improved? 

6. Has your strength increased? 

7. is your balance better? 

8 Is climbing stairs easier? 

ge Is dressing easier? 

10. Any changes in general health? 

In this study it was assumed that subjects would perceive 

‘much better' as being more favourable than 'no better' or ‘much 

worse'. 

The answer to the first two questions will depend upon whether 

the patient had been treated at home or in the physiotherapy depertment. 

This questionnaire is of value as it provides some indication 

of the patient's attitude to treatment, is extremely easy to complete 

and in inexpensive. It is recognised that such a method can be 
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criticized on the grounds that a person, such as a patient, who 

has received a service, for example a treatment, is likely to view 

the provider with gratitude, even if the service provides no benefit. 

This type of bias which probably accompanies every clinical inter- 

action can also be described as the placebo effect. 

Owing to the possible existence of such biases, it ‘could be 

argue that no patient will be disparaging of his treatment. 

Evidence obtained so far has indicated that this is not the case. 

Patients quite readily state that the treatment they have received 

has not improved their pain, stiffness, walking and so on. The 

evidence provided by Oe patient is used only to support the more 

objective measurements provided by the other assessment procedures, 

Further Information about the Patient 

Referral Card 
  

  

Together with the surements described above, a number of other 

tests have been used in the study. The referral card is used as a 

means of recording such details and acts in a similar fashion toa 

Patient Care Audit. The same card is also used as a Problem 

Oriented Medical System, in that the patient's problems are listed 

and progress is noted in such a way as to allow a retrospective 

assessment of the effects of treatment on the patient's presenting 

problems. 

The card is used to record the results of various tests, such 

as FEV1, Strength Duration Curves, Goniometer readings, MRC grading 

and so on. Because of this use the referral card is included in 

the list of measurements used in this study. 
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BereL i etony 

The social history of each patient is recorded by the social 

history questionnaire. A copy,of this is in Appendix 1 along with 

other measurements used in the study. This questionnaire records 

details of the patient's background, medical history, social 

details and interests as well as services they receive. It is» ® 

expected to be able to use this data obtained in the matching of 

the sample groups and as a general background to the study. 

All of the above measurement devices have been used in the 

study by either the general practitioners or the physiotherapists 

carrying out the treatments. At no time during the course of the 

study have any patient assessments been carried out by the author, 

Method of Referral 

Normally the referral is made by the general practitioner and 

the method adopted is based on the assumption that this was the case. 

There is a separate description of the referral procedure for 

referrals from other members of the community team. 

General Practitioner Referral 

A referral scheme was designed ‘for this purpose by the author 

and printed on card. This card is the same size as other document- 

ation used in the general practice and fits the patient's NHS envelope. 

The doctor records the patient's name, address, age, sex together 

with the diagnosis and details of the patient's medical history. 

If relevant, details of past medical history and details of drug 

therapy are included. 

There is also a request for treatment, either specific ae 

general. The referral card is signed by the dector anc posted to 
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the community physietherapist at Selly Oak Hospital. On receipt, 

two copies are made, the original is filed, the first copy is kept 

in the patient's envelope whieh is used to hold all of the documents 

concerning his treatment, the second copy is left in a similar 

envelope in the patient's home. 

On each occasion that the patient receives physiotherapy treat~ 

ment, details are recorded on his referral card. These details are 

recorded on both copies of the card as this card is used as a means 

of communication with other professional staff calling on the 

patient. These staff can record their own comments or leave 

messages regarding the patient's treatment. The patient is, of 

course, free to read this card and to avoid possible bias, the 

therapists comments are restricted. Should there be a need to pass 

confidential information, a message would be left for the person 

involved to telephone the physiotherapist. The referral card thus 

acts as a link between the various staff calling on the patient, in 

a similar fashion to the Kardex system, used in hospital. It has 

proved to be a cheap and effective method of communication within 

the community. Each general practitioner in the District has had 

a supply of these cards delivered to him. 

Referrals by Other Staff 

  

The individuals making these referrals have been listed above 

and can involve relatives or even neighbours. Such referrals are 

usually made by telephone or by personal calls at the physiotherapy 

department at Selly Oak Hospital. 

  

There is a slightly different method used for handling these 

referrals. On receipt of such a referral, a member of the community 

physiotherapy staff visits the patient, if necessary on the sen 
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She makes her initial assessment of the patient, then contacts 

the patient's doctor and asks him.to visit the patient and make 

his assessment. She posts a copy of her findings to the GP and 

may suggest possible treatments to the doctor. 

When the doctor visits the patient to make his initial assess- 

ment he may forward a referral card to the, physiotherapy department, 

or leave it for collection at the surgery. If no referral card is 

received from the doctor, the physiotherapist completes her own 

referral card, noting on it that the GP has been informed. This 

is essential as the GP acts as the medical supervisor during the 

course of physiotherany treatment. 

During the course of the study an increasing number of referrals 

were received from the consultant geriatriciens. . Some of these 

referrals requested the advice of the domiciliary physiotherapist 

regarding the suitability of the patient for domiciliary treatment 

as opposed to hospital admission. These referrals are dealt with 

in a similar way to those of the general practitioner, except that 

the consultant completes the assessment card and a report is sent to 

the patient's GP, 

Documentation 

Together with the referral card, described above, there are a 

number of forms which were designed for use in the study. ‘These 

include the physiotherapy report card, the appointment card, the 

letter to GP's including a guide to completing the assessment, and 

a circular letter to remind the doctor that he should visit his 

patient to make his final assessment. There is also a letter 

describing the study. 
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Calling cards have been printed for each of the staff, as it 

is important, when calling on the elderly, to be able to provide 

some means of identification. Examples of these documents are 

contained in Appendix 1, page 260. 

Data Collection 

The collection of data is listed under two separate headings 

costs data and benefits data, with each heading sub-divided into 

three sections. 

Costs and 5 

  

Costs are listed under three headings, costs to the supplying 

authority, costs to the consumer and costs to the community. 

Benefits are listed as outcomes under similar headings. This 

information is presented in tabular form in the results section of 

this paper, on pages 125-126 and pages 162-165, 

Methods of Recording Costs 

Petrol costs are recorded daily by each piveiotherees st who 

registers each journey in two ways. She carries a folder with e 

form for each of her calls ona particular day. This form was 

specially designed to enable the physiotherapist to log the date 

and time of each journey, the mileage involved along with the 

duration of travel and treatment time. At the end of each week, 

this data is transferred to an account book. The mileage allowance 

is claimed on the standard expenses claim form, which is forwarded 

to the finance office at the end of each month. 
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Treatment time costs are recorded in a similar fashion and a 

cumulative total is kept each day in the physiotherapists own diary. 

The totals for all of the community staff are transferred at the end 

of each week to a register, which is maintained at Selly Oak Hospital. 

These costs are based on the salary of the physiotherapists working 

in the community and include an element for superannuation and 

national insurance. A monthly print-out of salary costs is provided 

by the District Finance Office. Equipment and uniform costs are 

obtained annually and there is a separate computer coding for 

community physiotherapy. Stationery and printing costs are obtained 

directly from the District Supplies Office. Telephone and postage 

are listed on each occasion that they are made, a cumulative total 

being kept in a separate register. 

As the majority of the clerical work for the community physio- 

therapy service was done by the physiotherapy staff, the cost of 

this work is not listed as a separate cost, but is included as an 

estimated figure. This figure was obtained by adding together the 

total treatment and travelling time during the period covered by 

this paper. The figure obtained was then subtracted from the totel 

time available for working hours. The resulting amount is a 

combination of costs associated with the study which are difficult 

to separate, but which can be qisteds From this amount an average 

cost can be determined and an amount assigned to each treatment given. 

Although this method is not strictly accurate in a micro-economic 

sense, it does enable a reasonably correct estimate to be made of 

such costs. 

If more detailed information was required than that obtained, 

the cost involved would have been outside the resources ef this study. 
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Costs included in this section are: 

Clerical and administration. 

Case conferences. os 

Meetings with doctors, district nurses and other staff. 

Lectures to students on domiciliary work and preparation 

of these. 

Study courses in connection with community work. 

Equipment preparation, including purchase and maintenance. 

Preparation of exercise sheets and completion of assessments. 

Visitors to the project centre and teaching of students. 

Coffee breaks, etc. 

A DHSS circular describes an efficient physiotherapy department 

     as one in which at least 70% of the physiotherapist's time is spent 

in treatment of the patient, including directly associated paper-work. 

Such an estimation was taken into account when establishing the 

final figure for the costs listed above. Any excess costs, over and 

above those listed were assumed to be the costs of the research 

element in the study, as the research was Snperimposed anon the 

service being provided to the patient. The costs incurred by the 

patient because of the domiciliary treatment included time, 

inconvenience, use of soap, water and towels, electricity, 

refreshment and so on. These costs could only be based on estimates 

at this stage, but may be determined retrospectively. 

A similar problem exists in identifyine the exact cost to the 

community of providing such a service. Within the resources of this 

present study, it is only possible to make an estimate of these 

costs which include the cost of general practitioner involvement 

  

in making referrals. assess: 

  

ents. and visits, together with simi 

costs incurred by other professional staff. These costs include 
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postage and telephone calls. 

Benefits 

This data is also listed under three headings which in the 

study described are termed'outcome'. The three areas affected are 

the supplying authority, the consumer and the community 

The outcome with regard to the supplying authority is obtained 

by estimates which were based on individual cases in the study. 

These included, savings on capital development, ambulance or 

hospital car costs, clerical and portering time, as well as fewer 

hospital admissions and possible earlier discharge from hospital. 

Consumer outcomes included the elimination of journeys between 

home and hospital and the associated discomfort and inconvenience. 

The involvement of relatives more closely in the rehabilitation 

process, privacy and comfort of the treatment area, the maintenance 

of self-respect and motivation. 

These outcomes were identified with the help of the various 

assessments used during the study. The assessments indicated where 

any changes occurred in the physical and peyehoianicst state of 

the patient and, although difficult to cost in this age group, 

they can be identified. It was possible, in certain cases, to show 

that domiciliary physiotherapy had reduced the cost of nursing 

the patient at home or had enabled a member of the family to return 

to work. 

The outcomes from any service can be listed as benefits which 

can be described as either hard or soft this description is adopted 

in the results section of this paper. 

Hard benefits can be measured in economic terms while soft 

benefits are more readily identified than costed. In this study 
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the hard benefits are costed but the soft benefits are merely listed. 

Each time a patient was transported by ambulance, the details of 

waiting and travelling times involved were entered on a form which 

was specially designed for thie study. 

The outcome with regard to the community in the way of benefit 

included saving on general practitioner time which could be identified_ 

in certain cases, possible saving on consultant time, district nurse 

and geriatric health visitor time may be identified at a later date. 

An important benefit of the service is the prevention of hospital 

admissions together with the provision of a service to a previously 

deprived group of patients. In relation to the section on outcomes 

and benefits, it is proposed to extend this area of investigation in 

a subsequent study, in an effort to determine the financial benefit 

of a domiciliary physiotherapy service in the area indicated. 

Additional Benefits 

The Health District is providing the domiciliary physiotherapy 

service and there has already been a boost to the image of physiotherapy 

within the District. The articles mentioned on page 49, which have 

brought public attention to the study, as well as lectures to doctors, 

nurses and students from most health professions, have resulted in a 

number of visitors to the District. These visitors include doctors, 

nurses and physiotherapists from various countries including America, 

Canada, Israel, Australia, Argentina and Brazil, as well as many from 

Europe. Some of these individuals have come with requests for advice 

as they wish to set up similar services in their own countries or areas. 

The resultant publicity for the physiotherapy department at Selly Oak 

Hospital is a benefit with regerd to recruitment. To date no recruitment 

advertising has been necessary for this hospital and there is always a



steady flow of applications for employment in the physiotherapy 

department. 

The benefit of any such publicity might be balanced against 

the cost incurred dealing with enquiries, visitors and students. 

These costs are identified under the section listing research costs. 

Final Discharge Procedure 

When the patient has had a complete course of treatment, the 

GP is contacted and asked to make his final assessment. The physio- 

therapist will make her final assessment at the same time. When the 

assessment is received from the doctor, the two cards are filed along 

with the other case notes on the patient. The patient completes his 

subjective assessment and this is filed with his notes. A report is 

written by the physiotherapist and forwarded to the doctor with details 

of the treatment given and listing any changes in the patient's 

condition. 

If the patient was thought to be ‘at risk', his name was entered 

into a special register, which ensured that he received a regular 

visit each month to check his condition. The patient was also given 

a printed card with details of the physiotherapist's name, telephone 

number and instructions to contact her if there were any problems. 

This system helped to maintain contact with the patient and helped to 

prevent further problems with certain patients. 

The procedure described above has been developed during the 

course of the study and is continually being modified in the light 

of experiences gained. It is probable that new methods will develop 

in the future and the study has proved to be a valuable source of 

ideas for the secondary physiotherapy service. 
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DOMICILIARY PHYSIOTHERAPY 

Cost and Benefit 

Chapter III 

Sample Characteristics, Results & Costs



Introduction 

This chapter presents the sample characteristic and the results 

obtained from the study of the 600 patients referred to the domiciliary 

physiotherapy service during the study period. The sample character- 

istics and the results are presented in three sections, the first 

section dealing with the first set of 200 patients, Section II dealing 

with the second 200 with the final 200 described in Section III. 

This section presents the results obtained from the study of the 

first two hundred patients. The results and the accompanying commentary 

are presented in two parts; the first part dealing with the nature of 

the patients studied with details of age, sex, presenting medical con- 

dition, types of treatment given and the outcome of those treatments. 

Comparisons are given of the various groups of patients in the sample, ie 

the domiciliary group, the ambulance group and the 'no treatment' group. 

The source of referral is shown, together with details of the social 

characteristics of the sample. Details of ambulance journeys and waiting 

times involved are presented. 

The second part concentrates on the costs and outcomes of physio- 

therapy treatment and includes a comparison of the costs involved in 

domiciliary and hospital physiotherapy treatment. The costs shown cover 

the initial setting up stage of the domiciliary physiotherapy service 

which includes equipment and research costs. The resulting average cost 

of a domiciliary physiotherapy treatment would be in the region of £7.00 

which is matched by the cost of the hospital treatment when a similar 

discounting exercise is undertaken. 

The Sample 

The sample, discussed in this section of the report is formed by 

two hundred patients who completed their treatment during the period 

August 1977 to August 1978 inclusive. 
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The sample includes twenty-five ambulance patients, one hundred 

and seventy-five domiciliary patients and twenty 'no treatment! 

patients, the latter group including both ambulance and domiciliary 

patients. A much larger ambulance and 'no treatment! group of 

patients had been anticipated but because of various factors 

described below, the groups were disproportionate. 

Factors Affecting Group Selection 

Vs When a patient was randomly assigned to one of the three 

possible groups using the method described earlier, he was 

visited and assessed. If the physiotherapist, as a result 

of her assessment, decided that the patient required 

immediate treatment, this began immediately at home. 

ee Many referrals were described by the doctor as ‘urgent' or as 

‘emergency' and could not therefore be randomised. 

3. Many of the patients referred were either too ill or too 

frail to be able to endure an ambulance journey to hospital. 

4, Many patients originally assigned to the ambulance group 

had to be transferred to the domiciliary group because of 

constant problems with the ambulance service, the most common 

problem being a failure to collect the patient. 

5e In a number of cases the patient refused a second trip by 

ambulance because of his experience on the first. One example 

of this is provided by the case of a seventy-six year old man 

who had been recently discharged from hospital following a 

left femoral embelectomy. On his first visit to the hospital 

physiotherapy department for walking exercises he spent a 

total of six hours away from home including travelling, 
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treatment and waiting time. When he was finally taken home 

by hospital car at 5.10 pm, the car driver was unable to 

take the patient's wife who had been acting as an escort. 

She eeever iad home by bus and arrived to find her husband 

lying unconscious in the hall with cuts to his hand and leg. 

It transpired that the driver had left the patient at the 

front door of his home and, having been assured that he was 

alright, had driven off. On entering the house the patient 

had fainted, it is claimed, from fatigue and lack of food. 

The patient and his wife found this experience so unnerving 

that he would not come to hospital again by ambulance and 

was treated, subsequently, at home. 

6. Arbitrary cancellation of the ambulance without any warning 

was a frequent feature of the ambulance group. During the 

course of the study a total of 18% of all ambulance journeys 

were cancelled in such afashion. This proved extremely 

disruptive to the patient, his family and to the physiotherapy 

department. 

No Treatment Group 

The majority of the referrals received were of an acute nature 

and for this reason it was not always possible to delay the 

commencement of treatment for a three week period as planned. 

Sample Characteristics 

Age Range and Sex Distribution 
  

The table overleaf shows the age and sex of the two hundred 

patients studied in the initial sample of 200 patients. 
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The age of the patients lay within the sixty-five to ninety 

plus with nine exceptions. These’ exceptional cases were all aged 

below sixty-five but, because of their special need, were included 

in the sample. The ages of the sample ranged between twenty-two 

and ninety-eight, with a mean age of seventy-three years for men 

and seventy-seven for women. The mean age of the patients in the 

ambulance group was seventy-three. The majority of the men were 

within the sixty-five to seventy-nine age group, while the majority 

of women were in an older group, seventy to eighty-four. About two 

thirds of the sample were female, roughly in line with demographic 

data for the elderly. Men predominated in the younger age group 

while there was a much higher proportion of women in the other age 

groups, with nearly five times as many in the eighty to ninety age 

group. 

Social Characteristics of Sample 

Table 4, overleaf provides information regarding the social 

characteristics of patients in the sample together with other factors 

which will be discussed under individual headings. 

Thirty-two percent of the sample lived alone, forty-three per- 

cent lived with a spouse and twenty-five percent lived with a 

relative or, in a few cases, a friend. Seventy-one percent lived in 

a house, eighteen percent in a flat. Twenty-eight percent owned their 

home while forty-nine percent lived in council property, the remainder 

having private landlords. Forty-six percent were receiving rent 

rebate and sixty percent had a telephone. It was noted that home- 

owners had proportionately fewer telephones than council tenants. 

Ninety-four percent of the sample were old-age pensioners, forty-nine 

percent had an additional pension and six percent had relatives in 
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receipt of an attendence allowance. 

Level of Independence 

Seventy-three percent of the sample required some form of help 

to maintain them at home, as shown in Plate 7. Only nineteen percent 

were fully mobile, forty-six percent required walking aids, while fifteen 

percent were chair or bed-fast. Forty-five percent required help with 

dressing and forty-nine percent needed assistance with washing. 

The level of dependency, coupled with the age of the patients 

in the sample was fairly typical of the picture presented by the 

elderly patient in Britain. A similar picture was obtained by the 

Continuing Care Project, carried out in Liverpool in 1975 by 

Age Concern, Amos (1975), which found a wide range of problems in 

the elderly. These findings support the belief that the sample 

described in this report was representative of the elderly ina 

large city. The same findings also underlined the needs of the 

elderly in the community, many of which could be met by the domiciliary 

physiotherapy service. 

Incontinence 

Only sixteen percent of the patients suffered occasional 

incontinence, while six percent were incontinent of urine. In some 

instances patients were using cups and plastic buckets instead of 

the lavatory, in one case a tin mug was used. The reason for this 

was thought to be practical expedience as it was often difficult 

for the patient to get to the lavatory. The domiciliary physiotherapy 

staff became quite used to emptying the various recepticles and 

usually were able to persuade the patient to accept a urinal or a 
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commode provided by the community stores. 

There were, however, a small proportion of the patients who 

preferred their bucket to the standard NHS issue commode. It is 

believed that the reason for this is that the patients in question 

have refused to accept that they are not capable of functioning 

normally and regard the presence of a commode as an insult and 

refuse to accept its existence. In some cases the commode was found 

hidden under the stairs, beside the walking aid. 

Services received by the patient 

The majority of the sample received no services, thirty-one 

percent had a home help, twenty-eight percent were visited by a 

district nurse and ten percent fad meate on wheels. 

A surprisingly low forty-four percent had a pensioners bus-pass, 

twelve percent had visits from a geriatric health visitor, social 

worker or various other agencies. Sixteen percent received other 

services, most of them being paid for by the patient including hair- 

dressers, chiropodists, private physiotherapy, cleaners and church 

visitors. 

Only twelve percent had regular holidays while sixty-one percent 

had no holidays. One patient claimed that he had never had a holiday 

in his life. Seventy-five percent had regular interests, mainly 

reading, gardening, watching television and sewing or knitting. 

Twenty-five percent claimed to have no interests whatsoever. 

Main Presenting Diagnosis 

Table 5, overleaf, shows the main presenting diagnosis by age 

group. Together with the main diagnosis, twelve percent of the patients 

had a second, third and sometimes fourth disability. 
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“TABLE 5: MAIN DIAGNOSIS BY AGE GROUP (Total Sample) Aug. 1977 - Aug. 1978. 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

; 0 = 64] 65 - 69)70 - 74| 75 - 79] 80 = 84) 85-90] 90+ |Total | % 

Se Rheum. arthritis 4 2 3 4 1 11 | 5.5% 

lOsteo-arthritis 1 1 13 13 3 2 43 | 21.5% 

Cervical spond. 4 4 0.5% 

Frozen shoulder 4 2 4 4 5 2.5% 

Low back pain 1 4 2 % 

Other pain 3 1 3 2 o 12 a 

Hemiplegia 4 1 16 18 8 4 4 62 | 3% 

Parkinsons 2 3 5 | 2.5% 

ee Bclareeis 2 2] 
Other C.N.S. 2 3 4 4 1 8 4 

{ Circulatory 4 2 1 1 1 6 M 

oo Bronchitis 2 4 3 4.5% 

Respiratory 4 4 2 1% 

[Fractured femur 4 2 2 s 3 4 12 6% 
| 

| Other fractures 2 % 3 1 4 8 4% 

| Hip operations 4 41 * 3 1.5% 

Orthopaedic 4 1 2 1% 

Enis t i 2 6 13 | 6.5% 

| TOTAL 9 30 44 48 36 24 12 | 200 | 100%                        
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The main presenting condition in men was a cerebral vascular 

accident, forty-two percent suffering from this condition, followed 

by ten percent with osteo-arthritis and ten percent with other con- 

ditions including muscle injuries, falls, immobility and the 'gone off 

legs' syndrome. In the case of women the main diagnosis was osteo- 

arthritis, twenty-seven percent, closely followed by cerebral vascular 

accident with twenty-six percent. 

The majority of the male 'stroke' patients were within the 

sixty-five to seventy-four age: group, while the female sufferers 

were mainly within the seventy to seventy-nine age group. In the 

case of osteo arthritis the men fell within the seventy to seventy- 

nine age group and the women with this condition were mainly 

within the seventy-five to eighty-four age group. 

The only disease not common to both sexes was disseminated 

sclerosis which was confined to the female sample and bronchitis 

which was confined to the male. Hip replacements were found only 

among the female sample while fractured femur, other fractures and 

other orthopaedic conditions such as back pain and cervical spondylosis 

formed nimepercent of the male group and fifteen percent of the 

female group. 

For the sample as a whole cerebral vascular accidents were the 

predominant cause of referral, followed by osteo-arthritis. Twenty- 

two percent of the sample were suffering from some form of orthopaedic 

condition, including fractures, pain, frozen shoulder and so on. 

With three quarters of the sample suffering from conditions which 

affect their functional activities, it is apparent that there was 

a need for physiotherapy treatment. When this information is linked 

to that provided in Table 4, on page 84, which shows that seventy- 

three percent of the sample required help with some activities of 

daily living, the case for a physiotherapy service is underlined. 

= 91 =



Source of Referral 

The general practitioner was selected as the main source of 

referral and as the main medical supervisor for the study. During 

the collection of the sample described, it was found that just over 

50% of the referrals had been made by the general practitioner. 

Twenty-one percent had come from the hospital consultant, twelve 

percent from the district nurse and the remainder from the health 

visitor, social worker and physiotherapists in other hospitals. 

Only one referral was received from the community occupational 

therapist. Table 6 on the following page shows the source of referral 

for the whole sample. Irrespective of the source of referral, the 

general practitioner is kept informed of his patient's condition 

and he is sent a report upon completion of the course of treatment. 

The hospital consultant referrals include those from geriatricians, 

neuro-surgeons and orthopaedic surgeons. The increase in these 

referrals to over twenty percent of the total is seen as the first 

significant link to be established between the hospital service and 

the community, as far as the rehabilitation service is concerned. 

The significance of such a link and its previous absence is 

stressed in the report by Age Concern, Amos (1975) which states: 

"despite the great variety and high quality of the services available, 

the elderly on discharge from hospital often found themselves in 

limbo, in which their needs were poorly catered for". 

The domiciliary physiotherapist could provide a link between 

the hospital and the community or in the reverse direction. She 

attends the weekly meeting of the geriatric division along with social 

workers, health visitors and occupational therapists. At this meeting, 

problem patients can be effectively dealt with and the physiotherapist 

can often provide relevant information which helps the consultant 

medical staff to co-ordinate services to the patient. 
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The consultant geriatrician can also discharge a patient, 

confident in the knowledge that he can rely upon the services of 

the domiciliary physiotherapy staff. 

One type of referral which is increasing in number is the 

consultant request for an assessment visit. The practice within 

the South Birmingham Health District Division of geriatric medicine 

involves a multi-disciplinary assessment of the patient. This 

activity can be extended into the patient's home with the help of 

the domiciliary physiotherapist. She can visit the 

patient and carry out an assessment which is more relevant than a 

similar assessment carried out in the physiotherapy department. 

The presence of the domiciliary physiotherapy service also allows 

the orthopaedic surgeon to discharge his patient earlier than was 

previously possible. The current waiting list for orthopaedic 

surgery in the Birmingham Area suggests that this could prove a 

valuable use of the domiciliary physiotherapy service. 

Table 7, overleaf shows that, out of a total of one hundred 

and seventy-five domiciliary patients, 123% were orthopaedic cases. 

Twelve of these patients improved, one showed no improvement, one 

was worse and four were admitted to hospital. As over half of 

this group of patients were aged eighty or more, this result is 

regarded as a considerable senieyenent on the part of the domiciliary 

physiotherapist. 

The consultant geriatrician can also utilise the services of 

the domiciliary physiotherapist to maintain the old person at home, 

rather than admitting him to hospital. The importance of this 

facility was emphasised during the work to rule by the hospital 

engineers. During this period patients who would normally have been 

admitted to hospital had to be maintained at home with the assistance 
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of the domiciliary physiotherapist and her community colleages. 

The procedure with consultant referrals is similar to that for 

the GP referral except that the assessment is made by the consultant 

and the GP is informed. 

Communication 

An effective system of communication exists within the geriatric 

division of the South Birmingham Health District. This system provided 

a dynamic model for the domiciliary physiotherapy service and 

contributed to an awareness of the importance of effective communi- 

cation when dealing with the elderly patient. 

Experience has confirmed the yelue to be gained by meeting with 

colleagues at the weekly case conference of the geriatric division. 

The three domiciliary physiotherapists have had referrals from over 

60% of the Listrict's G.P.'s, from other paramedical staff in the 

District, as well as a number of G.P.'s and consultants from other 

Districts. With such a range of referring agencies the need for 

good communication is self evident. 

Some of the methods by which this was achieved were described 

in the first chapter of this report and the communication network 

which has developed is a testimony to the effective groundwork by 

Mrs J Burrell during the early stages of the study. All of the 

medical staff involved in the study have been helpful and have been 

willing to provide advice when asked. 

_ fypes of Treatment Given 

The treatment procedvres which were used during the course of 

the study are shown in Table 8, on the following page. 
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TABLE 8 : TREATMENT PROCEDURES, WHOLE SAMPLE (men and women) 

  

  

  

  

  

  

  

    

MEN WOMEN TOTAL % 

Assessment and 61 139 200 100% 
Advice 

Exercise 43, 102 ThS 12.5% 

Massage @ ¥g 3.5% 

Heat 2 21 23 11.5% 

Ultrasonics 4 2k 28 14% 

Interferential 2 9 11 5.5% 

re aria ee             

(August 1977 - August 1978.) 
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Patients may have been given more than one treatment procedure 

during a visit and the actual number of measures used on a patient 

during the course of a call could have included up to four separate 

types of treatment. All of the patients received an assessment and 

advice, 72.5% were given some form of exercise and a sample exercise 

sheet is shown in Appendix 1. Ultrasound was given to a total of 14% 

of the sample and heat treatment to another 12%, while 6.5% were given 

interferential therapy. Only 3.5% of the sample were given some form 

of massage treatment and this figure was extremely interesting when 

considered alongside the brief background history of the profession 

contained in Appendix 6. It will be seen that massage was the main 

basis of the profession in the 1880's with examinations in the theory 

and practice of this skill. The fact that massage is now no longer 

a subject in the examinations of the Chartered Society of Physiotherapy 

in indicative of the complete change in the philosophy of rehabilitation, 

made clear by these figures. 

This change has been in favour of more active work on the part 

of the patient and this is shown up by the fact that 82.5% of the 

patients in the study had exercise as some part of their treatment. 

It is quite evident that old people like massage but, as it is 

an entirely passive treatment on the part of the patient, its value 

is limited. The patients who did have massage during the study had 

connective tissue massage, a specialised form, described in detail 

in Appendix 7, page 301. 

When exercise is given as a treatment the work is performed by 

the patient which contributes both physical and psychological 

benefits to the patient. Exercises can also involve the relatives 

of the patient who were often asked to supervise a programme and 
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ensure that it was carried out regularly, Plates 8& 9. As 68% of 

the sample had one or more relatives of the patient who were often 

asked to supervise a programme and ensure that it was carried out 

regularly. As 68% of the sample had one or more relatives living with 

them, the domiciliary physiotherapist was able to enlist their aid 

in the patient's rehabilitation. An exercise sheet was prepared for 

each patient with a suitable exercise routine. A copy was given to 

the relative and his role was that of a taskmaster and motivator, a 

role which was usually enthusiastically accepted. 

The domiciliary physiotherapist may have been able to call no 

more than once a week and the importance of the relatives participation 

in this way is evident, particularly in the case of a patient with 

hemiplegia. These patients benefit from frequent reminders to do 

their exercises and this intensity of involvement of the relative is 

difficult to achieve in hospital but is natural in the home. 

The benefit from this is threefold. The patient will benefit by 

the virtually unlimited attention of the relative which is guided by 

“the domiciliary physiotherapist, who will adapt the exercise according 

to the progress of the patient. The relative will benefit from the 

opportunity to help with the treatment rather than by sitting helplessly 

by on the sidelines and the National Health Service will benefit from 

the work of these unpaid helpers in the community. 

During the course of the study no problems have arisen from this 

involvement of the relatives as they were guided and advised by 

the domiciliary physiotherapist. Relatively small numbers of 

patients, 30% of the sample, received forms of treatment other than 

exercise. This demonstrates that the majority of patients referred 

during the study did not require any treatment other than exercise 
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and advice. This was found to be particularly the case with the 

hemiplegic patient as the majority of these patients were found to 

benefit from exercise. The advice given was usually for the benefit 

of the realtives and it is in this type of condition that the 

presence of the domiciliary physiotherapist would appear to be of 

the greatest value. ' 

The sources of heat treatment available within the community 

include wax, infra-red, hot packs and ice. Although the latter is 

not a heat treatment, the effects produced are phsyiologically 

comparable. Short-wave diathermy was available but was not used with 

this particular group of patients. Table 9, overleaf, illustrates 

the point that certain groups of patients were less suitable for 

domiciliary physiotherapy treatment. 

The nineteen patients, diagnosed as osteo-arthritis sufferers 

received between one and eleven treatments, whereas twenty-four 

patients, similarly diagnosed, required between twelve and twenty- 

six treatments before discharge. Similarly, patients diagnosed as 

rheumatoid arthritis included five who received between one and 

eleven treatments and sixteen who received between twelve and 

twenty-five treatments before discharge. 

In the case of the stroke patients, forty-six received between 

one and eleven treatments, sixteen received between twelve and twenty- 

five treatments before discharge. It can also be seen that thirty- 

three or nearly half of this group of patients only required between 

one and four treatments before discharge. These results would seem 

to indicate that hemiplegia is more suited to domiciliary treatment 

than either of the arthritic conditions. There are a number of 

reasons why this may be so, Frazer (1980)(f). Provided the relative 

or family is keen to keep the patient at home and if there is good 
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family support, the patient has a strong psychological advantage. 

This is a factor which is often missing in the hospital 

stroke patient who, on admission, simply becomes part of the 

process which submerges his individuality and independence. For 

example, he loses the ability to make minor decisions of daily 

living with regard to his meals, who he sits beside, which paper 

he reads, whether he wears trousers that fit and other apparently 

trivial decisions which form part of everyday existence. Once the 

power to make these decisions is lost the patient suffers a 

diminuition of motivation. When this is coupled with the unfamiliar 

environment and the often confusing procedures it is unsurprising 

that the elderly stroke patient prefers to return home as soon as 

possible. In the home the physiotherapist can involve the relative 

in the treatment programme and, more important, can provide sound 

practical advice and support for the family, Plates 10 and 11. 

In many instances during the study the main problem with the 

stroke patient treated at home was found to be his relatives, 

Isaacs (1971)(b). The treatment of the stroke patient heavily 

involves the relatives and they require training in handling the 

patient, both in bed and from bed to chair. This type of relative 

involvement is not usually possible in the hospital and it is ironic 

that many relatives would prefer to leave a stroke patient in 

hospital as they are afraid to have him at home. With the presence 

of the domiciliary physiotherapist this problem is less apparent. 

Experience gained during the course of the study suggests thet 

in terms of cost, efficiency and humanitarianism, there is little 

to be gained by admitting the stroke patient to hospital, provided 

there is adequate family support. It has been argued by Opit (1977), 
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that such support is expensive, but the findings from this study 

would suggest the reverse is the case. 

Assessment and Advice 

Table 9, page 103,shows that 25.5% of the total sample had only 

one visit from the Piva eee Most of these patients were 

among those who did not complete a full course of physiotherapy 

treatment for various reasons. One patient was discharged as 

‘no change', seventeen were admitted to hospital, nine were referred 

to the day hospital, two were referred to the out-patient physio- 

therapy department, three died and nineteen were included in the 

‘other' category which was coneeieed of the following. One patient 

was admitted to a private nursing home, one patient was considered 

unsuitable for physiotherapy treatment and six patients had been 

referred for assessment only. Six patients were considered not to 

require any treatment, one patient had gone away, one patient 

refused to answer the door on three consecutive calls and was given 

up, one patient stated that she preferred to have private treatment 

and two patients refused to have anything to do with the physiotherapist. 

The fact that only nine patients, 4.5% of the total sample were 

considered as unsuitable for physiotherapy treatment suggests that 

the majority of referrals received were appropriate. 

Range of Advice Given 

The advice given ranged from suggestions for improving the 

activities of daily living and included the arrangement for visits by 

other agencies. Various cids could be ordered and delivered together 

with instructions in the use given to the patient and relatives. 

Sora



Some of the advice was reinforced by printed instruction 

sheets which could be produced for individual patients. In this 

respect the domiciliary physiotherapist performed a teaching function 

and acted in a prophylactic role for the patient and his family. 

Many of the old people in the study were found to be very demanding, 

with no friends to help them, possibly as a result of their 

behaviour. Often the physiotherapists could provide help for such 

a patient although such help was expensive both in terms of time 

spent and in terms of the psychological strain on the physiotherapist. 

The physiotherapy staff working in the community were selected 

using a number of criteria including general experience, initiative, 

reliability, conscientiousness and so on. Their most important 

attribute was the ability to communicate with the elderly patient. 

Physiotherapists are not trained in the relevant aspects of psychology 

and psychiatry and in consequence the staff were open to considerable 

stress when faced with the multiple problems existing within the 

community. In a period of nine months at the beginning of the study, 

three of the five staff involved experienced feelings of acute anxiety and 

depression which, in several instances, led to time off work. 

It was apparent that working single-handed in the community 

could be a source of strain for the staff but they all enjoy the 

work and derive considerable satisfaction from it, Frazer (1979)(g). 

They have all stated that they have found many of their patients to 

be depressed and that such patients tend to become very dependent 

upon the physiotherapist. Appendix 1 contains a scale which was 

used during the study to measure depression. 

Physiotherapists are not trained to handle problems of this 

nature on their own and this was thought to be an area where future 

research could be of value. The experience of the domiciliary 
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physiotherapy staff has led to a marked increase in respect for 

the general practitioner who spends a considerable amount of his 

time dealing with this particular problem. When the problem had 

been identified a social worker with psychiatric experience was 

approached and she agreed to conduct a series of training sessions 

and discussion groups with a view to helping the physiotherapy staff 

to deal with the problems that they were encountering. This could 

be regarded as 'shutting the stable door after the horse has bolted' 

approache The problem, however, had not been envisaged before the 

study had begun. 

In spite of the stress encountered all of the physiotherapy 

staff have expressed considerable job-satisfaction and wish to 

continue in this specialty. A number of doctors have observed that 

with the advent of the domiciliary physiotherapist they have been 

able to transfer some patients to the physiotherapist and have 

ceased to be troubled by the patients! 

Treatment Outcome 

Table 10, overleaf, shows the outcome of treatment by main 

diagnosis for the sample as a whole. This outcome is listed under 

a number of headings which can be separated into groups: 

Group 1: Much better, slightly better, no change, worse. 

Group 2 : Hospital admission, transfer to day-hospital, transfer 

to out-patient physiotherapy, died, other. 

The assignment to one of the four outcomes within this group 

is based on a number of assessments, described earlier, with the 

patient's subjective assessment used as the main indicator of 
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TABLE 10 : OUTCOME OF TREATMENT BY MAIN DIAGNOSIS (Total Sample). 

(Aug 1977 - Aug 1978) 
  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

seer aeetteel|cotesy| Somer. |eeeiee') Malt] text Duea'| onber 
Rheum. arthritis 4 6 5 1 

Osteo arthritis 9 16 6 8 2 2 

Cervical spond. av 

Frozen shoulder i 2 

5 Low back pain 2 

Other pain 2 7 4 2 

Hemiplegia 15 a 5 4 9 9 2 5 5 

Parkinsons — 4 2 4 4 

Multiple 2 
Sclerosis 

Other CNS 1 A 2 4 4 2 

Circulatory S 4 2 

Bronchitis 1 2 

Respiratory 4 4 

Fractured femur 2 5 4 3 A 

Other fractures 3 2 4 4 4 

Hip operations 2 a 

Orthopaedic 4 4 

Other conditions 4 2 3 4 3 

TOTAL 4h 63 19 2 30 13 3 5 a1                         
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achievement which, if supported by at least one other assessment 

such as the PHYSIO assessment, directs the patient to one of the 

four sections within the group. Using this method 22% of the patients 

were in the 'much better' category, 31.5% were placed in the 'slightly 

better' category, 9.5% were in the 'no change' category and 1% were 

in the ‘worse' category.' 

Of the 128 patients who completed a course of physiotherapy 

treatment, 34% were placed in the 'much better' category, 49% were 

in the'slightly better' category, 15% showed 'no change’ and 2% were 

placed in the 'worse' category. Thus 83% of the patients who 

completed a course of physiotherapy treatment showed measurable 

improvement on completion. 

  

Patients placed in this group are those who failed to complete 

a full course of physiotherapy treatment. 15% were admitted to 

hospital, 6.5% were transferred to the day-hospital, 1.5% were trans- 

ferred to the physiotherapy out-patient department, 2.5% died during 

the course of the study and 10.5% were placed in the ‘other' category. 

Outcome of Treatment by Main Diarnosis 

Table10 illustrates that for patients who completed a course of 

treatment, the most encouraging outcome was with the hemiplegic 

patient. Patients with orthopaedic conditions also showed a good 

Pees rate. Those patients diagnosed as cervical spondylosis, 

low back pain, frozen shoulder and fractures, all showed marked 

improvement. 

A satisfactory response to treatment was shown for Parkinsons 

  disease and disseminated sclerosis, bronchitis and circulatory   

conditions. A reasonable percentage of patients suffering from 

“12 =



osteo-arthritis and rheumatoid arthritis (Plate 12), showed improve- 

ment although it can be seen that this group of patients received 

more treatment in terms of visits than any of the other conditions 

referred, Table 9 page 103. Reference to this table gives some indication 

regarding the suitability for domiciliary physiotherapy of certain 

medical conditions or diseases. It can be seen that three-quarters 

of the sample received between one and twelve treatments, which suggests 

that a course of treatment might be restricted to twelve treatments. 

Experience in the out-patient department shows that the average 

course of treatment is eight to ten attendances based on results from 

over a quarter of a million attendances. The additional two attendances 

are considered peasonable in the view of the age and physical 

condition of the patients in the sample. If there is no improvement 

following the course of twelve treatments, the patients should be 

referred back to the doctor. A restriction of this nature is required 

to limit the expanse of the service and to try and prevent misuse of 

the service. 

During the study of the sample, 24.5% received between 13 and 38 

treatments. With this information, plus the figure for the average 

cost of a physiotherapist's visit, it is relatively simple to predict 

the likely total cost of a course of physiotherapy treatment for a 

patient with a particular condition. If the referring doctor considers 

it justifiable that a patient should receive more than twelve 

treatments, he can easily estimate the likely cost of such a course 

of action. 

It may be advantageous, in certain instances, to send a domi~ 

ciliary physiotherapist into a household on a ‘once a week' basis 

rather than to admit the patient to a hospital bed for a number of 

weeks. There are clinical factors which will influence the decision 

lice
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Whether the patient should be treated at home and the information 

provided by this study provides the doctor with a means of comparing 

the cost of his course of action. Table 18, page 129,shows the total 

costs involved in both the treatment venues, home and hospital, with 

either venue costing about the same for this sample studied. If the 

ambulance is used to bring a patient in to hospital for out-patient 

physiotherapy treatment the cost of the hospital based treatment is 

almost trebled. It should be stressed that the cost for a single 

treatment, as shown here, is artificially high due to the inclusion 

of research and equipment costs for this sample. 

These costs are based on the sample studied and are related to 

the patient mainly in the sixty-five and over age group. Table 11, 

overleaf, provides a comparison based on the mean number of treat- 

ments received by patients in the study of male, female and 

ambulance group patients. Male patients received, on average, 7.4 

visits in a treatment course, women received 8.2 visits and the patients 

in the ambulance group made 13.2 visits, on average, to the hospital 

out-patient physiotherapy department. 

The outcome for each of these groups of patients was virtually 

identical irrespective of the number of treatments they received. 

The ambulance group consisted of only twenty-five patients and it 

was considered unwise to draw any firm conclusions with regard to 

the figures listed above. 

The ambulance group presented with eleven separate conditions 

compared to eighteen separate conditions for the domiciliary group 

of patients. There was a reasonable spread of conditions in both 

groups and it might be possible to conclude that in terms of the 

number of attendances, domiciliary physioth y is a more efficient 

  

way of providing treatment. A domiciliary patient received, on averare, 

Sake



TABLE 11 : COMPARISON OF OUTCOME OF TREATMENT, THREE GROUPS: 

Men, Women, Ambulance Patients (both sexes) 

(Aug 1977 - Aug 1978) 
  

  

  

  

  

  

  

  

  

          

Total Sample| Total Sample Ambulance 

MEN WOMEN PATIENTS 

Number in sample 61 139 25 

Age range 22 - 98 31 - 93 61 = 86 

Mean age 7203 776 7308 

No. of treatments 1 - 29 1 - 38 TV 29 

ei) ad tae ae 
% much better 28% 1% 52% 

% slightly better 23% 3% : 24a 

% no change 136 8% 12% 

% group better* 86% 87% 86% 
  

* completed course of treatment. 

 



30% less treatment than the ambulance patient. When this information 

is added to the fact that it costs three times as much to provide 

physiotherapy treatment to an elderly patient, when an ambulance 

is require to bring him to hospital, it becomes clear that a 

domiciliary service to this age group is cost effective. 

Comparison of 'No Treatment' group, before and after treatment. 

Table 12, overleaf, shows the change in condition of the twenty 

patients in the 'no treatment' group at the end of their three week 

period without treatment. Four patients were slightly better, two 

were worse and fourteen showed no change in their condition. 

Following the three week wait these patients received a course of 

physiotherapy. 

The results of treatment are shown in Table 13, page 119. Six 

of the patients were much better, seven were slightly better, three 

showed no change in their condition, one had been admitted to hos- 

pital, one transferred to the hospital out-patient physiotherapy 

department and one was categorised under the ‘other' heading. The 

results showed that, of the patients in this group,65% had improved 

following treatment, P&-001. When the patients who failed to 

complete their treatment course were excluded the percentage of 

patients showing improvement rose to 78%. While it was recognised 

that the sample was small, these results suggested that patients did 

derive benefit from their physiotherapy treatment. At this stage it 

was unclear to what factors these measured improvements might be 

attributed and it was resolved to investigate this question at a 

later stage in the study. The average number of treatments consti- 

tuting a course of treatment in the case of the 'no treatment' group 

= 117 -
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was 8.5 treatments which was similar to that for the other groups 

studied. 

costs 

These were considered in two parts, the domiciliary and 

ambulance patient costs, each part being sub-divided into sections 

as shown. 

The costs involved in a domiciliary physiotherapy service are 

borne by a number of parties including the South Birmingham Health 

District, the patient, the community services team and the DHSS; 

these are considered under separate headings. 

SOUTH BIRMINGHAM HEALTH DISTRICT COSTS 

Table 14, page 121, gives details of all the costs that have 

been identified during the study of the first sample and includes 

the cost of salaries, superannuation, uniform, travel, stationery, 

clerical and telephone costs. Other costs include supervision, 

research costs, visits, teaching of students from various professions 

and opportunity costs. 

Most of the costs shown were easily identified and were recorded 

as described earlier. The costs of supervision, research and so on 

were based on estimates. Supervision costs were based on the actual 

time spent by the author in dealing with the domiciliary physiotherapy 

staff in connection with the study. Research costs were produced by 

a simple subtraction of the total costs incurred from the total sum 

of money available at the commencement of the study period. The 

resulting figure was assigned to research costs although it did 

- 120 -
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include certain elements such as coffee breaks which was justifiable 

as much discussion of the work took place during these times. 

The opportunity costs were based on an estimate which assumed 

that a physiotherapist engaged in the community would treat 1.5 

patients fewer than her opposite number in the physiotherapy 

department, assuming that the patients were similar in terms of age 

and condition. These figures were then extrapolated for the whole 

year. 

The costs of visits, teaching, lectures and so on were based 

on the time spent by the domiciliary staff in these activities. 

The cost of meetings was based on the weekly meeting of the geriatric 

division which was attended by the domiciliary staff. 

Patient Costs 

These costs were minimal with regard to the domiciliary physio- 

therapy service and are shown in Table 15, page 122. The waiting 

time included in this section is based on the usual leeway allowed 

for traffic hold-ups and other problems. Most patients know what 

time the physiotherapist was calling and if a delay was unavoidable 

it was usually possible to contact the patient by telephone. 

The time spent receiving treatment might have been spent in 

some other activity by the patient and could incur some opportunity 

cost, although this, in the case of the elderly, might be considered 

as insignificant. The other costs listed were minimal and it is 

clear that a domiciliary visit costs the patient very little. 

Community Services Costs 

The involvement of certain staff, listed on Table 15 will have 

incurred certain costs which have been identified although no attempt 

es loa



was made at this stage to quantify them in monetary terms as such 

an exercise was outside the resources of the study. 

D.H.S.S. Costs 

The same table shows that no monetary value is assigned to this 

section although all of the costs incurred will eventually come 

under this category. It might be argued that, as the domiciliary 

service is a new service, it is therefore an extra cost for the 

DHSS. To support this argument it would be necessary to identify 

the extra cost of such a service with the possible benefits of the 

service traded-off against the costs. It was expected that some 

indication of the possible final figures resulting from such an 

exercise might be available upon completion of the study. 

Ambulance Patient Costs 

These costs were identified in a similar fashion to the 

domiciliary patient costs and are shown in the table on the 

pages 125 & 126. The costs listed are based on the treatments and 

other associated activities carried out during the course of the 

study. 

South Birmingham Health District Costs 

Salary, superannuation, uniform and similar costs were obtained 

in the same way as for the domiciliary costs. The main exceptions 

were the absence of opportunity costs. There were two extra costs 

incurred, portering and the cost of providing patients with 

refreshment. Portering custs were incurred in two ways; one in 

transferring the patient from the drop-off point to and from the 

<A2k: <
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treatment area; the other in transporting the patient from the 

physiotherapy department in the evening to the pick-up point in 

the casualty department. 

Many patients, during the course of the study, were required 

to wait at the hospital until quite late for the ambulance to 

collect them for their journey home, ten o'clock being the latest 

time recorded. The refreshment was based on the daily supply of tea 

to patients who had to wait for an ambulance home. The hospital 

kitchen would occasionally supply sandwiches to patients who missed 

their lunch because of ambulance waiting. 

Patient Costs (Ambulance) 

These costs have no monetary values attached at this stage. 

The costs mainly involved the patients time and as they were mainly 

retired could not be valued in monetary terms. The table, page 126. 

shows that treatment, travelling and waiting times were included under 

this heading. Stress, anxiety and inconvenience were also listed 

under this section. 

Community Services Costs (Ambulance) 

These costs were similar to those listed under the domiciliary 

patients above, but were because of the sample size on a smaller 

scale. 

D.H.S.S. Costs (Ambulance) 

There are two major costs involved in a hospital based physio- 

therapy service; premises and transport. ‘These costs are listed in 

the table, page 126. The services of a chartered surveyor were 

obtained to estimate the cost of providing premises similar to those 

mere



of the physiotherapy department at Selly Oak Hospital. He estimated 

that the yearly rental, excluding rates and maintenance charges, 

would be £10,000. 

The second major cost, the transport of patients by ambulance 

to the hospital physiotherapy department, were based on the actual 

mileage travelled by the ambulance group of patients and are costed 

at a figure of £1.20 per patient mile. This figure was the cost for 

1977 and a recent newspaper cutting shown, page 172 indicates that the 

cost has increased since then by about 25%. The figure is composed 

of two elements, 70 pence per patient mile being vehicle costs and 

50 pence per patient mile being ambulance control costs. The total 

cost incurred during the study for the ambulance transport of 

twenty-five patients amounted to £3,660.26. 

Cost Comparison of the Two Treatment Venues 

The actual costs incurred during the study period, August 1977 

to August 1978 are shown in the table, page 129. The left hand 

column contains a list of costs, identified in the preceding pages, 

the total cost for the domiciliary patient is shown in the third 

column, the cost for the ambulance patient is shown in the extreme 

right hand column. 

The cost listed against waiting time is the cost of the physio- 

therapist's time spent waiting for the patient to arrive at hospital. 

This does not necessarily imply that the physiotherapist, during 

this time, was idle. The cost against travelling time, includes 

the petrol expenses of the phySiotherapy staff, together with the cost - 

of their time spent in travel. Telephone costs were estimated and 

were based on a figure obtained by listing all calls made by the 

staff during three separate one week periods, both in-going and 
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TABLE 18 cosT COMPARISON OF DOMICILIARY AND HOSPITAL PHYSIOTHERAPY ( 54 77-78) 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

                      

ACTIVITY DOMICILIARY TOTAL HOSPITAL TOTAL 
costs TREATMENT cost TREATMENT COST 

eee 1002.03 hours 2,456.97 170 hours 416.84 

Waiting 
Time 32 hours 78.46 

Travelling 339.09 hours 831.45 238 hrs (patient)! 5 539 09 
Time 7349.76 miles 1,080.41 |]1,900 miles (ambul)) “'"* 

Uniform pro rata - 52.63 pro rata 237, 

1,137 calls @ 2.7 125.45 || 163 calls @ 2.7 17.98 
Telephone mins. @ 3p/call 34.11 || mins. @ 3p/ call 4.89 

1,046 @ 7p 73.22 150 @ 7p 10.50 
Postage Time 214.30 Time 30.00 

Clerical 87 hours 102.94 12.5 hours 14.79 

Stationery Items consumed 61.09 Items consumed 8.55 

Supervision/ Rares cteetson 131.5 hours 502.67 18.5 hours 70.33 

Opportunity Additional 
Costs 1.5 per day 680.55 

pro rata 9,866 & 

Buildings sq ft/fi/sq ft 3295 

Research Costs pro rata 1,612.10 pro rata 225.56 

Visits 44 hours 107.88 6 hours 14.72 

i t pro rata 4,140.4 pro rata 159. 

Fauionen £1,300 ‘ 3 £1,300 29-97 

Meetings 44 hours 107.88 6 hours 44.72 

Provided for Patns 
Refreshments SWeleine aruulence 29-55 

. Transfer to and 

monter sie from amb/A+E dept. 93-60 

Holidays pro rata 405 hours 993.06 pro rata 57 hours 139.76 

Teaching 10.5 hours 25.75 1.5 hours 3.67 

Total i 10,202.95 3,684.44 

Cost Per a 
eeeteont 762k 18.70 2012 
  

# including amoulance journey 

 



out-going calls being recorded. An average amount was obtained 

and was extrapolated to cover the whole year of the study period. 

A similar exercise was undertaken in respect of the postage and 

letter writing costs. 

Opportunity costs were listed only against the domiciliary 

service and were based orn the assumption that the hospital based 

physiotherapist could treat about 1.5 patients extra per day as 

described earlier. There may have been a similar opportunity cost 

in respect of the hospital based treatments but this was not estimated. 

The equipment costs, at this stage of the study, were high as 

several expensive items of equipment had been purchased for the 

domiciliary physiotherapy service. It was expected that this cost 

would be discounted over the following years but was written off 

against this particular sample of patients. 

The total costs for each treatment venue was obtained and then 

was divided by the number of treatments given in each, to provide 

an average cost of an individual treatment. In the case of the 

domiciliary service this was the mean of 1408 treatments while the 

ambulance cost was the mean of 197 treatments. The cost of both 

treatment venues was found to be about the same unless the ambulance 

costs were added. In this case the cost of the ambulance based 

treatment trebled. 

The main conclusion which could be drawn at this stage was that 

a physiotherapy treatment involving an ambulance journey to hospital 

is expensive and was unlikely to prove cost-effective. When the 

likely inconvenience experienced by the patient using the ambulance 

service is added to the fact of the extra cost, it is possible to 

state categorically: "The practice of ferrying old people to hospital 

  

for physiotherapy treatment is uneconomic, inefficient and uncompas- 

sionate". 
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Introduction 

This section describes two consecutive samples, each of two 

hundred patients, which followed the original sample studied. 

The measurements and assessments used were broadly similiar to those 

described in the second chapter and differences, if any, will be 

mentioned in the following text. 

The first of these two samples was dealt with in exactly the 

same way as the original sample, already discussed on pages 78 - 130, 

while the second sample was subjected to a much less exhaustive 

examination, being used mainly for purposes of comparison. During 

the period when the latter sample was being collected further subsidiary 

studies were being curried out and these are described in Chapter V. 

Numerous difficulties had been experienced in the earlier part of the 

study which affected the proposed sampling procedure. 

During the study of these two samples there were further 

interruptions which included the work to rule by hospital engineers, 

the dispute by ambulance drivers and the industrial action by N.U.P.E. 

There were a small number of ambulance patients within the second 

sample, numbering seven patients and it was possible to use this 

group to check travel costs and so on with the findings from the 

initial sample. 

By the time the second sample was being collected, the domiciliary 

physiotherapy service had become established within the South 

Birmingham Health District. Doctors using the service had become more 

selective in their referrals and these included recent strokes, 

fractures, acute respiratory conditions and certain neurological 

conditions. All of these factors effectively prevented any attempt 

to produce three separate groups of patients as planned. In conse~ 

quence it was considered questionable whether an adequately scientific 

an Rares



study of domiciliary physiotherapy could be carried out as it had not 

proved possible to provide a sufficiently large control group and the 

study was being restricted to mainly domiciliary patients. 

In spite of this difficulty it was considered that the information 

being obtained from the samples of patients referred, including the 

costs and results of various treatment procedures utilised, was itself 

valuable. Consideration was given to the methods which might be used 

to quantify the benefits arising from domiciliary physiotherapy treat- 

ment and these are described below. At the same time it was decided 

that a cost benefit analysis, at this stage, would not prove feasible 

with a group of elderly patients as a sample. 

It was still thought that the original format decided upon for the 

separation of the sample into three groups was potentially useful and 

a separate study was planned which would be restricted to younger patients 

with only one referring doctor and only acute spinal conditions being 

the presenting condition. This study began concurrently with the col- 

lection of the third sample and is fully described in Chapter V. 

Characteristics Of Second Sample Of 200 

This sample was formed by two hundred patients who completed a 

course of physiotherapy treatment within the period August 1978 to the 

end of March 1979. The sample included seven ambulance patients and 

one hundred and ninety~three domiciliary patients. 

Although the ambulance section was small, it did represent the type 

of patient who is referred for out-patient physiotherapy and experience 

gained during the past ten ae with the ambulance service to the 

physiotherapy department at Selly Oak Hospital suggested that the results 

obtained from this small sample were fairly typical and showed a marked 

similarity to the results obtained from the larger sample studied earlier. 

Segoe



Cancellation of the ambulance journey was fairly common with a total 

of 22 cancellations out of a possible total of 142 journeys, or about 

15% which is a three percent improvement on the earlier sample. 

While the ambulance service is primarily an emergency service 

utilising skilled and highly trained personnel who are permanently 'on 

call', it is probable thdt the routine transfer of patient to and from 

hospital for out-patient appointments will be subject to periodic and 

unscheduled interruptions. Such interruptions not only effectively 

prevent any suitable randomization of the sample for experimental pur- 

poses but also cause considerable strain for the patient and his family. 

In spite of the small total of ambulance patients studied overall, 

ie 32, sufficient evidence was forthcoming to suggest that an alternative 

to the current service should be provided as a matter of urgency. It 

may be coincidental that the D.H.S.S. is currently studying possible 

solutions to this problem. It is worth noting that the experience gained 

with this ambulance sample and the evidence collected compares with data 

gathered within the department over the previous ten years when over 

75,000 ambulance journeys to the physiotherapy department have been re- 

corded. It is apparent that domiciliary physiotherapy is one method of 

overcoming the problem with the ambulance service and the question 

whether such a service is viable in cost benefit terms will be discussed 

in the final chapter. 

Age Range 

The age range of this sample was predominantly in the 65 and over 

age group with 88% in this band-and the table overleaf shows the size of 

the various age groups making up the total sample. A comparison with the 

earlier sample shows that there was a wider age range in this sample 

although the mean age in both cases in both cases was similar. The 
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proportion of the male and female elements were similar for both 

samples. The patients in the ambulance group of the sample included 

two men, one aged seventy and one aged eighty, five women aged between 

sixty-six and eighty four with a mean age of seventy three years. 

Sex Distribution , 

About two thirds of the sample were female patients and this was 

roughly in line with demographic data for the elderly. The distribution 

of the sexes in the sample is shown in the table page 135. 

Social Characteristics of Sample 

Table 20 overleaf, provides information regarding the social charac- 

teristics of the patients in the sample. There is also information about 

the physical condition of the patient in relation to day-to-day living 

as well as an indication as to the leisure activities and interests of 

the patients within the sample. 

It was found that 28.5% of the sample lived alone, 47.5% lived with 

a spouse while the remainder lived with a relative. These figures were 

found to correspond fairly closely with thoseobtained from the earlier 

sample. Considerably more patients in this sample eines their living 

accommodation, 41%,although the figures for council owned property, 48%, 

were virtually identical to those in the earlier sample. 78.5% lived 

in a house, 18% lived in a flat and 3.5% lived in other accommodation 

such as an 'old peoples home'. 37% received a rent rebate and 66.5% 

had a telephone in the home. 87% were old age pensioners with 24.5% 

receiving some form of supplementary pension and 5% of the sample had 

relatives in receipt of an attendance allowance. 

Level of Independence 

73.5% of the sample required some form of help with their activi- 

ties of daily living, 43% required walking aids and 24% were either 
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chair or bedfast. 48% needed help with washing, 43.5% needed help 

with dressing and 16.5% needed help with feeding. These figures were 

very similar to those obtained in the earlier sample. 

The level of dependency illustrated by these figures is fairly 

typical of the problems of the elderly. These findings are similar 

to those identified by Age Concern (1975) and add support to the 

belief that the sample studied was representative of a larger popu- 

lation of the elderly, In view of the level of dependency that these 

figures illustrate, it is surprising that only 5% of the sample were 

in receipt of an attendance allowance. 

Incontinence 

80.5% of the sample were fully continent but within the 20% of 

the sample who suffered from incontinence there were a number of severe 

problems. One instance illustrated this when a patient, referred 

because of a severe stroke, was found by the domiciliary physio- 

therapist lying in her bed without any sheets, the only cover 

between the patient and the mattress being several copies of a 

sodden 'Daily Mirror'. There were no clean bed clothes in the 

house and the few blankets on the bed were wet and soiled with 

faeces. The patient's husband was old and frail and was unable to 

maintain any semblance of hygiene. 

The physiotherapist provided paper sheets and pillow chee and 

a supply of incontinence pads. She also arranged a hospital admission 

but the patient refused to goe This illustrated the attitude of many 

elderly patients who have expressed horror at the thought of being 

admitted to hospital, believing that such a step would herald their 

demise. Although it is not specifically the physiotherapists task to 

deal with a problem described above, she is often the person in closest 
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contact with the patient and is equipped to deal with most of the 

problems encountered. 

Services Received by the Patient 

33.5% of the patients were being visited by the district nurse 

while 2% had eae iatenceatron a home-help. 8% received meals-on- 

wheels, 5% were being visited by the geriatric health visitor and 

5.5% by the social worker. Only 24% of the sample claimed to have 

a buss-pass, although only 20% were fully mobile. 21% of the 

sample were receiving services from other agencies including private 

home-helps, private physiotherapists, chiropody, hairdressing, 

voluntary bodies and church visitors. 28% had regular holidays 

while 58.5% had no holidays. 79.5% had regular interests mainly 

watching television, reading, gardening, sewing and knitting while 

20.5% claimed to have no interests of any kind. 

Health State of Sample 

89.5% of the sample had been in hospital at some time with 25% 

having been discharged within the previous six months. 10.5% had 

never been in hospital. 14% had poor eyesight. 8.5% had poor 

hearing. 16% of the sample were confused. 

Main Presenting Diagnosis 

Table 21, overleaf, shows the main presenting diagnosis, by age, 

for the whole sample. Together with the main diagnosis, 16.5% of 

the sample had a second clinical disability. The main presenting 

diagnosis in men was cerebral vascular accident with 38% of the men 

suffering from this condition, followed by 14.5% with bronchitis and 
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TABLE 21; Main Diagnosis by Age (Total Sample). 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

0-64 | 65-69 | 70-74 | 75-79 | 80-84] 85-89} 90+ | TomL| % 

0.4 1 1 9 5 13 4 3 36 | 16% 

: C.V.A. ep 15 14 15 6 6 2 65 | 52.5% 

RA. 4 1 3 5 13° |) 6.5% 

Other Disease 4 2 5 5 8 4 26 13% 

Other Ortho. 1 oa 1 5 2 3 13 6.5% 

Fract. Femur 1 1 3 2 7 55H | 

: ! Parkinsons 7 2 ; 2 1% 

a Hip Operation 1 1 0.5% 

: L.B.P. 5 1 1 1 6 35 

a Other ¢.N.S. 3 1 1 1 6 | 3% 
: Fract. Humerus 1 2 3 | 1.5% 

DS. S : 3 | 1.5% 

C. Spond. 1 1 0.5% 

} Circulatory 1 1 2 1.0% 

Other Fracts. 1 1 | 0.5% 

Pain. 1 1 0.5% 

Bronchitis 1 5 3 1 1 11 | 5.9% 

Other Resp. 1 1 2 1.0% 

Amputee 1 1 0.5% 

TOTAL 25 28 42 33 41 20 11 | 200 | 100%                         

(Sept 1978 - March 1979) 
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13% with osteo-arthritis and 13% with 'other' conditions such as 

paraplegia and stab wounds. The remainder presented with a variety 

of conditions including orthopaedic conditions, CNS disease, 

respiratory disease, Parkinsons disease as shown in the table on 

page 140. 

The main presenting diagnosis in the case of women was also 

cerebral vascular accident with 30% of the sample. Osteo-arthritis 

was the next most frequent diagnosis with 21% of the sample, while 

‘other' disease was 13% followed by rheumatoid arthritis with 9% 

and orthopaedic conditions with 7% of the sample. In keeping with 

the previous sample, disseminated sclerosis was restricted to the 

females while respiratory conditions were mainly confined to the 

males. 

Discussion 

The bulk of the referrals are made up of CVA, osteo-arthritis 

and orthopaedic conditions which formed over 63% of the sample. 

Table 25, page 152, indicates the outcome of treatment by main 

diagnosis for the sample and it can be seen that the percentage of 

patients in each of the above categories, showing a favourable 

response to treatment was 58% in the case of osteo-arthritis, 38% 

in the case of CVA and 50% in the case of patients with orthopaedic 

conditions. 

The sample as a whole showed a favourable response to physiotherapy 

treatment in 46.5% of the patients, irrespective of condition. Many 

of the other conditions showed a much more favourable response to 

treatment, 100% improvement in circulatory conditions, but the 

numbers suffering from these conditions were small. The three major 

conditions referred are all liable to severely affect the functional 
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capabilities of the patient and their presence in this proportion 

in the sample is an indication of the need for some form of 

physiotherapy treatment. 

A domiciliary service must compete for finance against other 

community services and some form of cost benefit anlysis was clearly 

required before any firm recommendations could be made regarding 

the provision of a domiciliary physiotherapy service. 

Taking stroke patients as an example, it can be seen that a third 

of the patients referred improved while being nursed at home. In 

cases where there was no measurable improvement, an improvement in 

the morale of the relatives was evident, although not measured, and 

a proportion of patients showing improvement of 1:3 might not be 

regarded as very strong evidence in support of a domiciliary physio- 

therapy service. It must be stressed that many of the patients 

referred were extremely ill and if a service such as this had not 

been available, many may have been admitted to hospital. As the 

service was not restricted to the stroke patient it would be unreason- 

able the judge its value on one condition unless a specific study 

were made which was restricted to stroke patients. A statement by 

Brocklehurst (1978)(a) that much of physiotherapy treatment in the 

case of cerebro-vascular accident is futile seems to be supported by 

the figures shown in this study although comment such as this will 

depend upon the criteria by which the treatment is valued. It is 

clear that within the group of patients showing no improvement, the 

withdrawal of physiotherapy support would have resulted in early 

hospital admission, for a significant proportion of these patients. 

There is no evidence to support this statement other than the 

recorded and minuted comments of the consultant and district nurse 

members of the Geriatric Management Team, South Birmingham Health District. 

~ Fah



Source of Referral 

Table 22, overleaf, outlines the source of referral, the bulk 

of which have been made by the GP. 32% came from the consultant 

and the remaining 18.5% from the district nurse, geriatric health 

visitor, social worker and from other physiotherapy departments. 

There has been a considerable increase in consultant referrals 

in this sample, including geriatricians, orthopaedic surgeons and 

physicians. The considerable reduction in referrals, 20%, from 

other agencies has reflected the policy to restrict, as far as 

poss*ble, all referrals to the medical staff in an attempt to reduce 

the number of ‘unsuitable' referrals. The links with the geriatric 

and with the orehensenie divisions are being extended and there is 

a well established link between the hospital and community service. 

The domiciliary physiotherapy staff continue to attend the weekly 

geriatric team meeting and a domiciliary physiotherapist attends a 

weekly orthopaedic out-patient consultant clinic. This allows the 

surgeon to ensure effective follow-up for elderly patients who are 

discharged from hospital. He was also able to discharge his 

orthopaedic post-op patients earlier, in the knowledge that adequate 

physiotherapy would be available within the home. 

This link with the orthopaedic service is likely to become 

increasingly significant, in view of the very long waiting list for 

orthopaedic surgery within the Area Health Authority, BAHA Report 

(1979\(b). The presence of 13% of patients with orthopaedic conditions 

within the sample is an indication of the co-operation between the 

domiciliary physiotherapy service and the orthopaedic division. 

The referral system can act as a two-way link as the doctor 

has shown himself to be prepared to accept the recommendation of the 

physiotherapist regarding the condition of a patient and will arrange 

a hospital admission on the advice of the domiciliary physiotherapist. 
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Treatment Procedures 

Table 23, page 149, shows the range of treatment procedures used 

during the study of this sample. Patients may have received more 

than one procedure during a call by the physiotherapist. 96% of 

the patients received an assessment and advice of some kind while 

76.5% were taught exercises, with most of them being given an 

appropriate instruction sheet. The presence of a relative was 

found to be very valuable and there was evidence that the relative 

enjoyed supervising the exercise programmes. 

Ultrasound was the most frequently used physical agent with 

10.5% of the sample receiving this treatment. Heat and inter- 

ferential therapy with 6.5% and 5.5% respectively were the two 

next most frequently used procedures. The remaining procedures, 

heat, wax, massage, traction, SWD and low frequency current 

constituted a small group of 3.5% in all. 

As can be seen, more than three quarters of the sample had 

exercises and advice as the treatment and it is clear that a 

domiciliary physiotherapy service can be provided without a great 

deal of equipment. 

Number of Treatments Given 

Table 24, page 150, provides information regarding the number 

of treatments given in the case of each condition referred. With a 

few exceptions the bulk of the sample received 12 treatments or less. 

The most frequent, 10% of the sample, was a single visit to the 

patient with a hemiplegia where an assessment would be made. This 

could result in a referral to the day-hospital, admission to hospital 

or in a decision that treatment was unnecessary.
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TABLE 23 

Treatment Procedures, Whole Sample 

(Sept 1978 - March 1979) 
  

  

  

  

  

  

  

  

  

  

  

    

MEN- WOMEN TOTAL % 

po ae and 68 124 192 96% 

Exercises 53 100 153 16.5% 

Ultra-sonics 1 20 21 10.5% 

Heat 2 1 13 6.5% 

Interferential 1 10 "1 5.5% 

Massage 3 3° 1.5% 

Wax 1 1 0.5% 

Traction 1 1 0.5% 

S.W.D. 1 1 0.5% 

ae tft | ose 

No Treatment 1 7 8 46         
  

 



  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

      

1] 2] 3) 4) 5) 6} 7} 8) 9/10) 41] 12) 13) 14] 15] 16) 17] 18]19| 20] 21 

O.A. Slee et hla 3) 3} 2) 2] 3] 2] 2 

RA. 4 ta) 2 A 1 

C.V.A. 20) 5} 7] 8| 4] 2] 3] 4 3 v1) Sie’ 1 1 1 

Other Dis. 8} 5] 3) 211 1 2) 4 

Other Orth. | 21 1] | 3] 1| 3 1 4 

Frac. Femur | 2] 1] 2 1 1 

‘Parkinsons 2 

Hip Op. 1 

| L.B.P. 1 2 2t 1 

Other C.N.S.| 4] 2) 1 4 4 

+| Frac. Hun. TSS 1 

DS. 2 1 

C. Spond. 1 

Circulatory 41 1 

Other Frac. 1 

Pain 1 

Bronchitis ‘ 3} 3 teat 2 

Other Resp a1 

Amputee 1 

TOTAL 46] 21) 18) 21/10/10] 8] 9) 6] 5Sito}10} 4) 3) i 2 VW Aes                                         
  

(Sept 1978 - March 1979) 
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Patients with osteo-arthritis received an agerage of 5.6 

visits and there was one patient who received 41 treatments before 

discharge. She was an ambulance group patient who was suffering 

from a number of painful joints with strong overlay and her GP 

decided that an extended course of treatment was required 

Patients with orthopaedic conditions had an average of 6.25 

treatments with a measurable improvement in 50% of the cases which, 

at the cost existing when they were treated, just over £36.00 per 

case. When it is appreciated that this is just over the average 

daily cost for an orthopaedic bed, it suggests that domiciliary 

physiotherapy could be cost effective when used for such patients. 

It is equally important that the patients are able to convalesce in 

the familiar surroundings of their own homes. 

A comparison of the ambulance group with the domiciliary group 

of patients shows that the average number of attendances for the 

former was 17 while for the latter was 5.6. This figure is 

artificial as one of the ambulance group had 41 treatments and the 

group was significantly smaller. It does compare with the findings 

of the previous sample which showed that the ambulance patient 

received nearly twice as much treatment as the domiciliary patient. 

This suggests that a domiciliary treatment might be more relevant 

to the patient and for this reason produces a quicker result. 

Outcome of Treatment 

Table 25, overleaf, shows the treatment outcome for the whole 

sample of 200 patients and these results are considered under two 

groups, Group 1 included ratings in the following categories: 

Much better, slightly better, no change and worse. 
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TABLE 25: Outcome of Treatment by. Main Diagnosis (Total Sample). 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

                      
  

setter] asrran | cxaios|Y*S"|anurssron] gb. | evr De | 22D) OTSR 
: 0A. 6 13: 4 1 6 4 

: C.V.A. 15 10 9 1 8 ‘ alae 

R.A. 2 3 3 e 1 4 1 

Other Disease 3 6 6 3 a 1 a 3 

Other Ortho 4 2 2 4 4 

Fract. Femur 2 1 2 2 

: Parkinsons 2 

Hip Operation 1 

LBP. 2 5 1 

Other C.N.S. 1 1 5) 1 

Fract. Humerus 2 1 

D.S. 1 1 1 

C. Spond- 1 - 

Circulatory 1 1 

Other Fracts. = 1 

Pain Baar 1 

: Bronchitis 2 5 1 1 1 1 

Other Resp. poe 

f Amputee: 4 

TOTAL 41 52 33 2 28 9 3 6 | 26 
ed 

(Sept 1978 - March 1979) 
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Group 2 patients include: 

hospital admission, day-hospital transfer, out-patient 

transfer, died and those classified as 'other'. 

The assignment to one of the four outcomes within this group 

was dependent upon the rating by the patient of his progress which, 

if confirmed by an independent physiotherapist using the available 

assessment methods, was recorded and the patient assigned to the 

particular outcome. This method of grading is in line with the 

consumer sovereignty approach, described earlier. 

In certain conditions treated there was a 100% success rate, 

for example fractured humerus, cervical spondylosis, DS and with 

circulatory conditions. Broadly speaking orthopaedic patients 

showed improvement in 83% of the cases for those patients who com- 

pleted their treatment course. This level of improvement for 

hemiplegia patients who completed their course of treatment was 

71% of the group. Only 40% of the patients who were referred as 

paraplegia, motor neurone disease and other neurological conditions 

showed measurable improvement. In the no change and worse 

categories, stroke patients showed 29% followed by patients with 

arthritic conditions. 

Table 27, page 155, shows the outcome of treatment for either 

sex and 73% of the men and 72% of the women, who completed their 

course of treatment, showed improvement. 

Table 26, page 154, shows that patients in the age group 90 

and above showed improvement in all cases while patients in the 

65-69 age group showed improvement in 94% of the cases while patients 

in the 85-89 age group achieved improvement in 78% of the cases 

completing a course of treatment. 

=4157 =



Patients who failed to complete a course of physiotherapy 

treatment are included in this group. 14% were admitted to hospital, 

4.5% were transferred to the day-hospital, 3% died, 1.5% were 

transferred to the out-patient physiotherapy department, while 

13% were assigned to the ‘other! category. 

In the previous sample studied, 15% were admitted to hospital, 

6.5% were transferred to the day-hospital, the same number were 

transferred to the out-patient department, 2.5% died and 10.5% were 

transferred to the ‘other' category. In the case of group 2 patients 

there was a strong similarity between the first and second sample 

studied. 

Comparison of Travel and Waiting Times 

Table 28, overleaf, shows the time involved for each treatment 

venue as well as showing the distances travelled and the treatment 

time for both domiciliary and ambulance treatments. The table is 

based on a total of 1094 domiciliary visits and 120 ambulance journeys 

and the values listed are mean values. As can be seen the ambulance 

patient spends about 56 minutes travelling, 60 minutes waiting to 

return home and about 55 minutes in treatment. The time shown against 

waiting at home is the average time elapsed from the booked time to 

the time when the ambulance actually arrived to collect the patient 

for his journey to hospital. A domiciliary patient does not require 

to travel and any waiting time is spent in their own home. If the 

physiotherapist is unable to keep to her pre-arranged appointment 

time, the patient is notified, where possible, by telephone. 

The physiotherapist spends on average 15.5 minutes travelling 

for each visit over a distance of about 5 miles. The travelling 
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time and distance covered for each treatment compares closely 

with the original sample findings for the domiciliary patient. 

The ambulance travel time has improved although the waiting time 

has increased. There was a slight reduction in cancellations by 

3% for the second sample which entails an average of three 

cancellations for each patient in the ambulance sample. The 

fatiguing effect of travelling in the ambulance coupled with the 

strain involved in sitting waiting for it to arrive is extremely 

tiring for the elderly unwell patient. 

Costs of Treatment 

Tables 29-32 provide details of the various costs incurred 

by both the domiciliary and the hospital based physiotherapy 

service. This information is sub-divided into two sections, the 

first giving information about the domiciliary service costs, the 

second part deals with the ambulance patient costs. A comparison 

of the two alternative treatment venues is given on page 173. 

Domiciliary Service-Costs 

These costs are borne by a number of parties including the 

South Birmingham Health District, the patient, the community team, 

the D.H.S.S. and the domiciliary physiotherapy staff. 

South Birmingham Health District Costs 

These costs are shown in the tables following, and include all 

of the costs that have been identified during the course of the 

study of the second sample. These costs are relatively easily 

- 161 -



9
a
°
c
9
9
5
 

= 
SAUD 

Qe 

  

 
 

42°9eLS 
| 

San0Yy 
gh 

Tuyytay 
yaoday | 

 
 

9S°<go'~y 
anoy 

zed 
=
 

€g9°2 
H 

Sanoy2Ly 

S9°EH3 
Anoy 

ted 
46°92°z3 

M 
Sanoy 

9°91 

Xy 
seyj0 

UT 
jueds 

euty, 

BurqTem 
Tey tdsoq 

| 
 
 

9
o
°
0
k
e
s
 

tmoy 
sad 

4
6
°
g
2
-
2
5
 

| 
S
a
n
o
y
 

S
*
G
2
1
 

quowqeozy, 
poseg 

Te;tdsoq 
 
 

 
 

 
 

 
 

€2°gicg 
anoy 

sod 
4692-23 

@ 
SaNOy 

LZ, 
sdurzaay | 

QL°eOHs 
= 

(3X03 
095) 

Bx 
OS*ZELLE 

+ 
CO"O9VS 

OUTUOeN 
GadT 

L 
quoudrtnbg 

2g°9es 
‘sanoy 

HL 
B
u
p
a
n
z
o
a
 
y/Zutyovoy, 

06°gds 
‘sanoy 

o¢ 
s37sta | 

 
 

+
h
°
L
E
Z
s
 

S
A
N
O
Y
 

gQ 
0} 

J
U
S
T
e
A
T
N
b
e
 

sv 
p
a
z
e
U
T
i
s
g
 

$3809 
youvasay 

 
 

°
€
9
°
0
6
9
3
 

Aep 
sed 

s
q
u
a
t
q
z
e
d
 

G*, 
wajzxq 

4809 
£37unz20ddg 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

  
  

    
 
 

  > 

  

‘ 
1 

*0S*ddys 
snoy 

sed 
29°63 

H 
Sanoy 

Ge, 
cutupy 

/ 
uotstasedng 

“6H°9OLF 
Anoy 

ted 
C6gi°Ls 

@ 
SanoY 

C6 
*ButTKkdosozoyd 

‘sefessow 
auoydeta; 

*Surdsy, 
Teots9eT9 

*(sanoy 
9¢) 

gg°h6s 
aut, 

A
d
e
z
d
y
z
o
t
s
k
y
q
 

‘og*~ey 
‘103301 

sed 
dg 

@ 
$19330aT 

022 
e3ajsog 

t
i
c
e
 

; 
“64°15 

Sanoy 
¢°42 

auty 
Adesroyjotskyg 

*Z6°OLg 
‘seqnutW 

G*_ 
UOTyeaNp 

UBOW 
HOS 

s
t
e
 
s
o
c
c
e
r
 

weysutmitg 

89°LS 
TeIOL 

*OO00L 
ted 

9Q9°cs 
wm 

Speeyzazqzeq 
COOL 

sed 
6¢*z5 

H 
Sedoteaua 

OJZ 
faauotzeyg 

4anos 

Q2°6Hs 
= 

go°d2g3 
9300q 

9 
Qe°LS 

ABTIOO 
T
w
o
T
A
s
a
a
 

1 
OO*Leg 

sped 
oouy 

syoed 
4 

s
e
t
q
e
s
o
d
s
t
q
 

G9°266'LS 
o
y
 

sad 
eoued 

¢oz 
M 

S.MoYy 
L°9C2 

auty, 
quoujeoay, 

62*nhds 
snoy 

sed 
eoued 

¢gz 
 sanoy 

¢ge 
awyy, 

SutTeaesy, 

S
9
°
<
g
9
3
 

umuue 
sed 

0
9
°
6
9
1
5
 

m 
S
o
U
R
M
O
T
T
e
 

s0sn 
se{nFer 

Z 
snqd 

atyw 
sod 

dy-g 
@ 

sattm 
o°¢ogsg 

qaodsuezy, 

00°Ses 
aad 

00°0¢5 
H
Z
 

wao3 
aq | 

ea 
"| 

00°€6d5 
i 

unaue 
ed open 

we! 
soy eritie 

vad 
0
0
°
9
5
6
 

‘Hs 
u
n
u
u
e
 

sed 
9
o
"
g
h
2
'
h
s
 
O
Z
 

k
z
e
q
e
g
 
| 

SENSVIN 
NOTLVOIAILNYAD 

SLSOD 
ALIAILOV 

Alavd 

OL*S"LE 
= 

gerer, 
(@Tdweg 

STOUR) 
83909 

Tez0y 
AAVESHLOISAHA 

ALINAWNOO 
62 

atava  
 

 
 

- 162 =



=< 

  

 
 

 
 

 
 

 
 
 
 
 
 

 
 

  

 
 

 
 

 
 

 
 

 
 

 
 

 
 

  

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

  

TIN 
s}s0p 

eouvtnquy 

Teuruty 
sos twoig 

“S*S° 
Hd 

(
@
3
e
U
W
T
I
S
9
)
 

S
Z
u
t
T
z
e
e
W
 

OF 
T
a
x
s
0
4
 

Tepoos 
(®7eWTy89) 

s19370T 
S6L 

s4aqjzey 
*AcHTO 

(®7eWE399) 
STTeo 

C6L 
suoyde tag, 

“N°d 
*szy}sta 

dn-MoT Tog 
S73STA 

- 
que} 

[nsuog 
*aTeqsayer 

C6, 
aut}, 

Ters9soy 
‘d°dD 

*SqTsta 
6. 

aut} 
JUeWssessy 

‘ 
sadaeyo 

on 
aig 

*3utyj0m 
suou 

sv 
TIN 

safe 
Jo 

ssoq 

*quawzeer} 
sod 

do, 
poqeurysg 

quowysorzoy 

4 
*
q
u
e
w
j
z
e
e
r
y
 

sed 
dy 

p
a
q
e
u
t
y
s
y
 

A
y
r
o
t
a
z
o
e
T
q
 

quatzed 
*quowzeesy 

aed 
di 

pazeutisg 
saT}TIToes 

Jutysem 

(4%8} 
898) 

TewruTy 
aouatuaauoouy 

(3x93 
828) 

= 
aTqetsze, 

auty 
Jutztem 

*(S}TSTA 
A
s
e
T
T
T
O
T
W
O
p
 

H6OL 
JO 

UBOW) 
*seqnUTU 

H
O
H
 

eWwr, 
JUswQeVedy, 

S
U
N
S
V
A
N
 

N
O
I
L
V
O
T
S
I
L
N
Y
N
D
 

SLSOD 
A
L
I
A
I
L
O
V
 

ALaVd 
  

    
 
 

  
(64 

THady 
- 

g¢ 
ydes 

s£pnyg) 
$3809 

Tenzoy 

    

AdVSFHLOISAHd 
ALINAWHOD 

+ 
O€ 

FTGVE 
eoTAdeG 

A
u
e
y
T
T
o
O
F
W
o
 

  
 



pat 

 
 

 
 

 
 

 
 

skepttoy 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

gnreL 
uyer 

og 
ButzTIM 

ya20doy 

e2°6L 
F 

Byer 
ong 

s
S
u
t
z
e
o
y
 

00*00Ls 
O00tOgs 

03 
BRE 

Og 
juowdtnbg 

corel 
3 

quawzesry 
rod 

doy 
syuauysarzoy | 

Lords 
3 

SPTSTA 
OZL 

e7eWTZSe 
oWTy, 

Sut1e7z10g 

daoqe 
papntout 

89303097 

HOE 
F 

Byer 
org 

Sutyowsy, 

; 
ogs 

F 
Byes 

omg 
SzISTA 

gd°92 
3 

Byer 
org 

84809 
yorvosoy 

(9%93 
898) 

TIN 
$3809 

£3tunz10ddo 

4 
_ 

06°56 
3 

euty 
*
u
T
u
p
y
/
u
o
t
s
t
a
s
e
d
n
g
 

€S°OL 
3 

owty, 
Teorseto 

: 
OS*LL 

& 
sdueys 

sntd 
owty, 

aduysog 

. 
g
g
 

3 
s
3
s
0
0
 

k
z
e
t
e
s
 

s
n
t
d
 

ouwty, 
S
T
T
e
9
 

e
u
o
y
d
e
t
a
y
,
 

dv°0 
kzau0rze1g 

8
8
°
 

Fs 
$}00q 

‘szeT{oo 
‘sped 

oouy 
satqesodstg 

: 
S9°Sh 

3 
samoy 9°91 

| 
owt} 

Butztem 

goose 
omy) 

yuanyve.ry, 

O
n
e
 

3
 

Beyer 
org 

waostun 

9
O
°
O
S
E
F
 

S
a
n
o
y
 

G*Ge_, 
samoy 

sed 
¢g*2ey] 

u
o
T
z
e
N
n
U
U
e
Z
e
d
n
g
 

4 
f
z
e
T
e
S
 

 
 

  
TUNSVEN 

NOTLVOIALINYAD 
  

SLSOO 
ALIATLOV   

ALaVd   
 
 

  
62°S*LE 

- 
QL°6°L 

ApNIS) 
B}809 

Tenzoy 
X
d
V
U
S
H
L
O
I
S
A
H
d
 

A
L
I
N
A
W
N
O
D
 

* 
LE 

G
T
a
V
L
 

SzUST 
Vg 

S
o
u
T
N
Q
u
y
 

 
 

 
 

= 16h =



es 

  

| | | 

 
 
 
 

 
 

1 | 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

Og"H96s 
OTT 

tod 
O2*1g 

H 
SeTTW 

zUeTzEd 
HO 

$3909 
souPTnquy 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

  

 
 

  

“s*s*H'a 
Bupayeder 

43 
bs 

sed 
OO°1g 

H 
33 

bs 
999°S 

yuauyaedeg 
Advaayjotshyq 

sastuerg 

Sanoy 
O°, 

vier 
org 

suutzoay 

azeUTySe 
Zz 

ezeUT}Se 
eyeE 

OLg 
8403327 

*A7U"D 
LEL 

ezewtyse 
eyed 

og 
auoydatey, 

“Nea 

: 
SzIsta 

2 
Sqtsta 

| 
3¥eqTNsuCD 

S}Ista 
Z 

out, 
Tertesay 

i
)
 

sqtsta 
Z 

aUT, 
Juoussassy 

*qustzed 
yous 

soy 
suotzeT[a0uRs 

H
L
 

Jo 
uvay 

3x03 
909 

Ayotxuy 

skousnof 
pettaoues 

pue 
saqnutw 

9°06 
douse TueauooUT 

(skousnof 
oz, 

uo 
paseq 

antea 
uvay) 

saqnutu 
9°06 

awoH 
ay 

auTy, 
2utzTem 

quetzeg 
(skauanof 

Og, 
uo 

paseq 
enten 

ueey) 
seynutM 

4279S 
owt], 

Jurppeaeszy, 

(skauanof 
oz, 

uo 
paseq 

ontwa 
ugoy) 

soynutw 
¢2-09 

auty, 
duty 

pem 

(sfeusnof 
oz, 

uo 
paseq 

entea 
weeay) 

soqgnutM 
69°HS 

OUT, 
J
U
e
W
Y
e
T
,
 

SUASVEN 
NOILVOIALLNYNO 

SLSOO 
ALIAILOV 

Rudy 
  

  
 
 

(62°E*LE 
= 

B4°6eL 

  

&
p
n
z
s
)
 

8
3
8
0
9
 

T
e
n
z
o
y
 

A
d
V
E
G
H
L
O
I
S
A
H
d
 

A
L
I
N
A
W
N
O
D
 

* 
2
 

A
T
a
v
e
 

szuatzeg 
oouvtnquy    



identified using the same methods as described for the original 

sample. These costs are the actual amount paid in salary, super- 

annuation, uniform, travel and so on for the two physiotherapists 

who worked with the sample described. 

The percentage of time spent in travelling has increased for 

the second sample by 4% to 38% of the treatment cost. This increase 

could be attributed to the fact that the second sample was treated 

over the period of winter and the staff involved had to face the 

hazards of icy roads, in fact carrying shovels in their cars for 

a period during the study. 

There was a reduction in stationery costs for the second sample, 

due in part to the reduction in letter writing, because of the 

suspension of the randomization process, although the time taken to 

write a letter had increased by 20% from 4 minutes per treatment to 5 

minutes per treatment in the second sample. There was a reduction 

in the number of telephone calls and in the time spent making them 

of about one minute for each treatment given. Supervision costs and 

clerical costs were broadly similar for both samples and the oppor- 

tunity cost was based on the same formula which was used in the 

first sample. Research costs are reduced although teaching costs 

were increased due to a significant increase in the number of medical 

students accompanying the physiotherapists. 

There was a marked increase in the cost of meetings, the time 

increasing by about 5 minutes per treatment. This may have been due 

to the fact that both physiotherapists attended the weekly meeting 

of the geriatric division. The cost of waiting for ambulance patients, 

to arrive at the hospital was 16.6 hours which was not recorded 

Separately for the original sample. Equipment costs were greatly 

reduced as only one major item of equipment was purchased. The total 

sum spent on equipment was divided by eight, as the life of this 
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equipment is considered to be eight years. The resulting sum is 

the amount which was ascribed to the section ‘equipment costs'. 

One final cost, shown against the second sample, is under the 

heading ‘time spent in other treatments'. This covers the cost of 

treating patients outside the sample studied, due to overlap with 

the tailing off period and to the time spent by the domiciliary 

physiotherapy staff involving on-call duties in the hospital rota 

for evening and Saturday morning duties. The cost for visits 

showed a slight reduction for the second sample. 

Patient Costs 

The cost to the patient of a domiciliary visit is negligible 

and may include electricity, washing facilities, refreshment and the 

provision of premises. The likely cost of electricity was estimated 

at about 1p per treatment. It was noticeable that a clean towel was 

usually laid out for the physiotherapist and it was estimated that 

there was an average of 10 pence per visit spent on refreshments. 

The physiotherapy staff have observed that their consumption 

of tea or coffee could involve them in half their working day and 

they restrict their coffee break to one in the morning and one in 

the afternoon, unless there is a patient who they feel requires 

time to confide in them. Treatment time could be thought to have 

some element of opportunity cost although, in the case of the retired, 

this cost is likely to be marginal. 

Community Services Costs once RRL eee ee eee 

There is some element of cost for the various professional staff 

within the community. These costs include assessment time, referral 

time, visits, telephone and postage costs and meetings costs. 
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The difficulties involved prevent quantification and they are 

merely identified as shown. 

D.H.S.S. Costs 

There are no premises costs involved in the domiciliary 

physiotherapy service although an estimation was made for equipment 

storage costs which was less than £2.00. There were no costs 

incurred in bringing a patient by ambulance to hospital. 

Physiotherapy Staff Costs 

There are a number of costs which are borne by the physiotherapy 

staff who work in the domiciliary physiotherapy service. 

The major cost is the purchase and running of a second family 

car. The usual running costs are covered by the regular users 

allowance and mileage allowance which was £169.00 per annum and 

8.4 pence per mile, during the course of the study. This allowance 

will pay for the tax, insurance and average servicing and repairs. 

The regular user allowance was increased during the final month of 

the second sample to £234.00 per annum with a mileage payment of 

10.2 pence per mile. The two physiotherapists who treated the 

patients described in the sample would have received roughly identical 

amounts, regular user allowance for seven months £136.50 plus a total 

mileage payment of £233.24 giving a total sum of £359.74. Against 

this income each physiotherapist spent just over £100.00 for petrol, 

£150.00 in tax and insurance, £20.00 on replacement tyres, £61.00 

for MOT and repairs, and £41.00 for servicing, giving a total of 

£372.00 for the period. This amount does not include a minor 

accident damage or a replacement clutch, nor is there an element 

for depreciation. 
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It is recognised that the staff involved have got the use of 

the car for private purposes but’ it is clear that it will prove 

increasingly difficult to recruit staff to work in the community 

unless this burden of car purchase and maintenance is removed as 

they are in fact subsidizing the patient's treatment. They have 

also had to wait for periods of up to three months for repayment 

of their petrol expenses which are paid in arrears. There is also 

a non monetary cost which is composed of the physical and mental 

effort in dealing with rush hour traffic, delays, parking difficulties, 

wrong addresses and, during the course of the study, the petrol 

tankers dispute, which entailed long waits in queues for petrol. 

If taken individually these are relatively minor problems but 

there can be a cumculative effect which in certain instances can 

lead to psychological strain, Frazer (1978)(g). 

AMBULANCE PATIENT COSTS 

These are outlined in the same way as for the domiciliary costs 

and are based on a pro-rata estimate where appropriate. Certain 

costs for the South Birmingham Health District are identified 

which are not incurred by the domiciliary service, notably portering 

costs and refreshment costs. 

Patient Costs 

These include treatment time, waiting time, travelling time, 

inconvenience and anxiety. It could be argued that the cost of 

time to a retired person is relatively insignificant. The total 

time elapsed for an ambulance patient attending for a hospital 

treatment was just over four hours which was nearly seven times 

as long as the time involved in a domiciliary physiotherapy treatment. 
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The financial value of such a disparity cannot be enumerated but 

it is clearly unreasonable that any patient irrespective of age 

should be subjected to the strain associated with travel to and 

from hospital by the ambulance. 

Community Services Costs 

These are shown under the appropriate heading and are, in 

common with the domiciliary service, merely listed. 

D.H.S.S. Costs 

There are two major costs incurred by a hospital based physio- 

therapy service, premises and ambulance transport, which are absent 

in a domiciliary service. A chartered surveyor provided the estimate 

for the premises cost, as shown overleaf, and although such a cost 

is not ordinarily shown in’Health Service costing, it forms a 

significant element in the true cost of any service. The ambulance 

costs are a major factor in any decision making regarding the 

provision of any domiciliary service. The ambulance costs listed 

here are the actual costs incurred by the patients in the ambulance 

sample. The figure on which the estimate was based is a 1977 figure 

for the cost of the ambulance journey and a recent newspaper report 

shows that this amount has increased by an amount similar to the 

inflation rate to £1.50 per patient mile, page 172. 

Cost Comparison of Treatment Venue 

These are shown on page 173, with the left hand column containing 

a list of the costs for each activity, domiciliary costs shown in 

column three and ambulance costs shown in the final column. 

= vo



xs 

  

Cornwall House, - NEALE & ALLDRIDGE i 
= 50, Newhall Street, Birmingham, B3 3QE. 

Telephone: 021-236 2066 

  

Ld MeCuttoch, FRICS 
RD.Cennon, BSc FRICS ‘AG.Causer, FRICS FAVA 
AGAnKcorn, FRICSARVA, AM Atkinson, 8Sc FRICSARVA, 
RNHenley.BScFACSFAVA —T4.Corns. FRICS 
BROrdan, FRICS DW.R Price, 8 Sc FRICSFRVA 

‘i } SM.Coliy, Fics VC webb, FaICS : M.Colley, FRICS ebb, ourreterence: §=JCA/VIG Estate Manager FT Weston, MSST 
you reference: ‘Secretary: Hammond 

Chartered Surveyors, Auctioneers 
Estate Agents, Valuers, Rating Surveyors BA 

a 

        
  

13th November 1978 

F.M. Frazer, Esq., 
Physiotherapy Department, 
Selly Oak Hospital, 

ee Birmingham, 29. * 

Dear Mr. Frazer, 

} I confirm today's telephone conversation when I advised you that in my 
opinion, if you were required to take a tenancy of premises equivalent 
in all respects to those at present occupied by your Depatment, the 
rent you would have to pay, representing the present market value, 
would be in the region of £10,000 (Ten thousand pounds) per annum, 
based upon the assumption that the tenant was additionally responsible 
for the payment of General and Water Rates and the Repair of the premises 
and that no equipment other than the basic fittings is to be included 
in the ldting. 

If I can help further please let me know. 

i 

Yours sincerely, 

i 4 

  

ANKCORN FRICS 

FIG. 25 

SURVEYOR'S VALUATION OF PHYSIOTHERAPY 

‘Sabena House, 36 Piccadilly, London, WIV SPA 
Offices also at: 35 Bumingham Road, Sutton Coidlield, West Midlands B72 TOE 
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town for shopping expeditions. 
They say the vehicles cost around £1.50 a mile to run and some 

crews are being used to take people on unnecessary journeys which 
could easily be made by public transport or car. 

Their concern comes at 
atime when West Midland 
ambulance services are 
stretched to the limit 
because of a dire shortage 
of trained drivers. 

uitment campaign 
to find enough 

replacements. 
In South East Stafferd- | 

shire the — community | 
health council is so con- 
cerned at the strai 
imposed on the crews that | 
it is asking the public to | 

  

   

  

use ambulances only when 
essential. 

In a report, the CHC 
suggests they should only 
be used by outpatients 
when “prescribed” by a 
doctor or hospital staff. 

“The ambulance service 
is not a substitute for 
expensive or inadequate 
bus services. Nor should it 
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outpatients who are using ambulances 
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“It's current cost of 
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expensive to abuse and 

ight well mean denial of 
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At Burtwood, near Lich- 
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nuing a campaign for a 
local ambulance station, 
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TABLE 33 : COST COMPARISON OF DOMICILIARY AND HOSPITAL PHYSIOTHERAPY 

(1.9278 - 31.23.79) 
  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

    

ACTIVITY DOMICILIARY TOTAL HOSPITAL TOTAL 
cosTs TREATMENT cost TREATMENT cost 

Treatment Time 736.75 1937.65 125.5 hours 330.06 

Waiting Time 16.6 hours 43.65, 

; : 5553-5 miles 663.65 Ambul. miles 
Ueavell ine time 283 hours 744.29: 1804 @£1.20/mile 96'+.80 

Disposables Pro rata 4440. Disposables 4.88 

Uniform Pro rata 31.54 Uniform 346 

Calls 9.84 Calls 1.08 
met epnone ime 64.70 Time 2210 

Stamps 19.46 Stamps 2.14 
Eoscsee Time 85.32 Time 9.36 

Clerical Time 95-96 Time 10.53 

Envelopes Envelopes 
carioneny Letterheads Es Letterheads oa 
Supervision/ Rae ere taeH 125 hours 430.30 25 hours 95.50 

Opportunity Costs 1.5 Rx/ day 690.63 

ae, a 9869 sqft@ £1 
Buildings Nil aqft pro rate 23.02 

Research Costs Pro rata 208.56 Pro Rata 22.88 

Visits 30 hours 71210 is 7-80 

Teaching 14 hours 33.18 " 3.64 

Equipment UPPB + U/Son. 402.18 ” 100.00 

Portering Time 57.01 

Report Writing Pro rata 597-24 Pro rata 65.52 

Meetings 113.5 hours 286.77 7.5 hours 19272 

Refreshments 10p /R,, 12.00 

Holidays Pro rata 597.24 Pro rata 65-52 

TOTAL 6532.04 1796, 80 

Cost per Treatment 5.97 1h-3? Sar Bene sean r Less Ambulance 6.93            



The total cost for the domiciliary treatment was averaged as £5.97 

per treatment and the ambulance treatment cost was averaged as 

£6.93 per treatment with an additional £8.04 if an ambulance journey 

was required. These figures correspond with the results of various 

studies carried out in other parts of the country, Compton (1979)(c). 

Sample 

During the period when the sample of orthopaedic patients was 

being collected, the domiciliary physiotherapy service continued and 

details of a third sample of 200 patients were available which could 

be used as a comparison against the previous two samples of similar 

size. No attempt was made with this third sample to measure costs 

or benefits and the tables overleaf list the make-up of the sample, 

the main presenting diagnosis, the treatments used and the outcome 

of treatment. 

Age and Sex, Sample 3 

The proportion of men and women was similar although there were 

more patients in the under 65 age group. This was due to the increased 

number of referrals of the young handicapped patient, including 

MS sufferers, polio and paraplegia patients. Harrison (1980) reports 

that up to the present there has been little coherent thinking with 

regard to the problems of the young handicapped in the community. 

It is apparent that the domiciliary physiotherapist is thought capable 

of dealing with some of these problems. 
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TABLE 35 : Main Diagnosis by Age Group (Sample 3) 

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

  

    

0-64") 65-69 | 70-74 | 75-79 | 80-84 | 85-89 TOTAL | % 

OA. 2 2 5 12 12 1 36 | 18 

C.VeAS 16 12 9 15 12 4 66 | 33 

RA. 1 3 2 4 4 4 “9 | 45 

ee, 2 3 4. 4 5 3 Boe} an 

cla a 3 2 7 | 305 

Fractured Femur 4 2 4 4 2 

Parkinsons 2 2 4 

Hip Operation ll 4 “1 Palfales 

L.B.P. 2 4 2 4 7 ioe 

Other C.N.S. 2 3 4 8 4 

Other Fractures 4 4 2 1 8 4 

Dose 4 3 4 8 4 

C. Spond. 1 2 3 6 3 

Circulatory 4 4 2 4 

Bronchitis 1 2 B | 105 

Other Resp. 4 fl 4 6 3 

Amputee 41 2 7 165 

4 31 34 40 4o 9 200 | 100                     
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Main Diagnosis 

In common with the two preceding samples, stroke patients 

predominated with 33% of the referrals. Osteo-arthritis was the 

second most frequent referral with 18% but there was an increase 

in orthopaedic referrals to 17.5, if all such conditions were included. 

Other diseases were the last major figure, with 11% of the referrals. 

Treatment Procedures 

There was little difference between the samples with regard to 

the treatment procedures used, with assessment and advice leading 

followed by exercises being given to the majority of patients in 

the sample. Ultrasonics again proved the most popular of the physical 

treatment modalities, possibly because of the convenience of appli- 

cation and because that the treatment is often successful. 

Outcome of Treatment 

A similar picture emerged from the sample with regard to the 

success of treatment with 55% of the patients treated recorded as 

improved. 

At this stage of the study considerable information has been 

obtained with regard to the age and sex of patients referred, the 

types of conditions from which they were suffering, the types and 

frequency of treatments given as well as detailed information about 

the costs involved in the supply of domiciliary treatment. The next 

stage of the study was devoted to an examination of the possible 

benefits of such a service, which involved a number of subsidiary 

studies, described in Chapter V. 
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DOMICILIARY PHYSIOTHERAPY 

Cost and Benefit 

Chapter IV 

Benefits of a Domiciliary Service



Benefits of a Domiciliary Physiotherapy Service 

At this stage of the study the benefits were listed without any 

attempt at pricing as it was hoped to be able to assign monetary 

values at a later stage. The likely benefits are listed in the table 

overleaf, and are shown as 'outcomes'. Some of these benefits could 

be described as 'soft benefits' and in such cases only estimated values 

could be given. 

There are cash benefits, notably a saving on the ambulance service, 

earlier discharge from hospital and the prevention of hospital admission 

which, given the resources of a wider study, could ve estimated. This 

first sample was used to identify the costs of the domiciliary service 

and in consequence the benefits are merely listed. As this was a new 

service the benefit to the elderly patient may have been ouliweighed by 

the additional cost of setting it up although this cost in turn nay 

have been offset by the benefit of maintaining the patient in his home 

rather than admitting him to hospital. 

This hypothesis derives from the hypothesis listed on page 25 and 26 

postulates that: 

1. Hospital physiotherapy treatment would be cheaper to deliver 

and would produce greater benefit for the patient. 

2. There would be no difference between treated patients and 

patients in the ‘no treatment' groups. 

It is possible to reject this hypothesis on both counts. Domicii- 

iary physiotherapy achieved comparable results with a third fewer 

tre. nts and 86% of patients who completed treatment improved 
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In the past the D.H.S.S. has affirmed that a domiciliary 

physiotherapy service would be uneconomic although there is no 

evidence to support this contention. There is adequate evidence 

from this sample alone to suggest that it is totally uneconomic to 

bring elderly patients to hospital in an ambulance for physiotherapy 

treatment. There are a number of reasons why domiciliary physio- 

therapy treatment is more effective for the elderly patient. The 

treatment is more relevant for both the patient and the physiotherapist. 

The help of the relatives can be obtained, the treatment can usually 

begin sooner, the domiciliary physiotherapy staff are enthusiastic 

and highly motivated and can act as co-ordinators for several agencies. 

To what degree and in what proportion these factors contribute to the 

degree of recovery in a patient is a matter for conjecture and this is 

in an area of research which might merit future attention. 

Problems with the Ambulance Service 

There are a number of problems associated with the use of an 

ambulance to ferry a patient to and from hospital. One important 

factor is whether the patient is considered sufficiently fit to 

withstand the strains imposed by an ambulance journey to the hospital 

physiotherapy department. Experience has shown that many old people, 

particularly those living alone, enjoy a trip out. Any pleasure 

derived from travelling to hospital and back might be decreased by 

the four hours or more that an average visit to the hospital will 

entail. There have been sufficient examples within the sample studied 

of elderly patients coming for a morning appointment and not returning 

home until 10.00 o'clock at night, to suggest that in spite of any 

possible pleasure derived from the trip out, the practice of 
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trensporting elderly patients to hospital is less than satisfactory. 

Table 39, page 185, shows thé average waiting and travelling 

time involved in an ambulance journey to the hospital for physio- 

therapy treatment. Copies of the record sheets used to list these 

times for the ambulance patients and those for the domiciliary 

patients are contained in the Appendix 1. The average times shown 

are based on 197 ambulance journeys and on 1408 domiciliary visits. 

The total distance travelled by all of the ambulance patients was 

1900 miles giving an average journey of 9.6 miles return for each 

ambulance patient treatment. 

The average distance travelled by the domiciliary physiotherapist 

was 5.2 miles, each physiotherapist being based in the zone which 

allows them, most efficiently, to plan their daily itinerary which 

could begin at home and end in the hospital. In the case of the 

ambulance service, with the base at Bristol Road in Selly Oak, the 

journey is from there to the home of the patient, then to hospital 

and perhaps back to base. They can also be interrupted by cnergency 

calls which are radioed and are unscheduled. This last factor in 

particular contributes to the overrall unreliability of the ambulance 

service as a means of transporting the elderly to hospital. 

During the study 18% of the planned journeys were cancelled 

without prior warning. The effect of such a cancellation is keenly 

felt by the patient and his relative who may have spent several 

hours preparing for the visit to hospital. Many instances have been 

recorded of elderly patients rising at five in the morning and sitting 

fully dressed, afraid to go to the lavatory in case they miss their 

ambulance. When they are the subject of cancellation their distress 

is evidenced by the telephone calls to the physiotherapy department.



They also endure anxiety on the evening prior to their subsequent 

appointment, as they worry about getting ready and they worry 

whether the ambulance is going to arrive or not. Providing the 

patient can make his own way to the physiotherapy department this 

should be the method of choice. If the treatment involves an 

ambulance journey it is hard to justify on any grounds. 
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TABLE 39 : Comparison of travel times, treatment times and 

waiting times. 
(Mean Values.) 

Domiciliary and Ambulance Patients. 

  

T 
| 

DOMICILIARY 
PATIENT 

AMBULANCE 
PATIENT 

  

TOTAL TRAVEL 
TIME 

44.45 minutes 

(Physiotherapist) 
72.67 minutes 

  

TOTAL WAITING 
TIME 

Varies: 30-60 
minutes at home 

44.5 minutes 
(in hospital.) 

  

TOTAL DISTANCE 
5-22 miles 

(Physiotherapist) (Mean of 1900 mile 
9.6 miles 

    TOTAL TREATMENT 

TIME   42,7 minutes   51.79 minutes 

| 

|   

Mean values based on 197 ambulance journeys and 1,408 

(Aug 1977 - Aug 1978) domiciliary visits.



Benefits of a Domiciliary Physiotherapy Service 

The benefits of a domiciliary physiotherapy service were identi- 

fied during the study of the first sample of 200 patients as shown 

on page 181, While it was possible to list these benefits it was 

not possible to evaluate them in any objective sensee A more detailed 

examination of the benefits of a domiciliary physiotherapy service 

was undertaken with subsequent samples and the problem of outcome 

evaluation became the main focus of the study. Benefits are identi- 

fied in the table, overleaf, and are described under separate headings 

below. 

Saving on Capital Development 

The projected rise in the very old is likely to throw increasing 

strain on the National Health Service. The domiciliary physiotherapy 

service is one way of providing treatment and support to this age 

group without the need for expensive building schemes and their 

consequential costs. 

Many geriatric day-hospitals are seriously underused, largely 

because they rely on ambulance transport to bring the patient to 

them. Most day-hospitals are currently running at about 50% 

efficiency and expensive staff are sitting, underemployed in 

expensive and over~heated buildings. There has been no study of 

the cost effectiveness of the day-hospital and it is possible that 

much of their work can be carried out on a domiciliary basis. 

The rehabilitation element which accounts for a considerable 

proportion of the work with about 80% of the patients receiving 

physiotherapy treatment, Clark (1980), could be given by the 

domiciliary physiotherapist. 
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Reduced Congestion 

This refers to the reduction in ambulance transport to the 

physiotherapy department. There has been a reduction of 14% in the 

number of ambulance patients being transported to the physiotherapy 

department which, in terms of numbers of patients, is about nine 

hundred patients fewer during the course of the study period. 

Fewer Hospital Admissions 

It is estimated that about 5% of the sample would have required 

hospital admission but for the attention of the domiciliary physio- 

therapist. Evidence for this was based on doctors comment, together 

with the experience of the various industrial disputes curing the 

course of the study, when patients could not be admitted to hospital 

and, instead, were treated in their own homes. The letter from a GP, 

overleaf, demonstrates one doctor's perception of the domiciliary 

physiotherapy service. 

There has also been an overall reduction in the number of beds 

in the geriatric wards of ninety beds, Harrison (1980), as well as 

an increase in turnover of about two and a half times. While it 

cannot be claimed that this is entirely due to the availability of 

a domiciliary physiotherapy service, it is possible that the service 

has played a part. 

Early Discharge from Hospital 

Certain consultants are able to discharge their patients from 

hospital at an earlier date than had been possible before the 

  

existence of a domiciliary jp! lotherapy service, notably the 

orthopaedic surgeon and the consultant geriatrician. 
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Favourable Publicity 

There has been considerable interest in the present service 

and there have been visitors from all over the country as well as 

from overseas. The service was described to the Congress of the 

Chartered Society of Physiotherapy at the University of Birmingham 

Frazer (1979Mh) and many lectures have been delivered describing the 

service to various professional groups. 

One measure of the value of such publicity is the fact that 

during the course of the current study, no recruitment advertising 

has been necessary, in spite of the fact that over thirty staff have 

left and been replaced at Selly Oak Hospital. The cost of a single 

advertisement is over £100.00 and it is likely that the publicity 

attracted by the domiciliary physiotherapy service has produced a 

secondary benefit for the South Birmingham Health District. 

BENEFITS TO THE PATIENT 

It is probable that around 80% of the patients treated in the 

domiciliary sample would not have been able to receive physiotherapy 

treatment unless an ambulance had been available to bring them to 

hospital. 

Many of these patients would have been too unwell to withstand 

the rigours associated with the ambulance journey, as described in 

the test. 

The availability of the domiciliary physiotherapy service is 

therefore a major benefit te the patient who is thought by his 

doctor to require this treatment. Involvement of the relative, 

+ 
  

mentioned earlier, is particularly important as it ensures continuity 

  

~ of treatment, boosts the morale of both parties and provi



source of help to the National Health Service. 

There are times when relatives, because of fear, are reluctant 

to have a patient discharged home from hospital. Sometimes this 

reluctance is compounded by anxiety at the thought of having to 

cope with the hard work that the presence in the home of a sick 

person can cause. The availability of the domiciliary physiotherapy 

service can help these people or can, in the first instance, help 

the doctor to persuade the relatives to keep the patient at home. 

It has been found that relatives are happier if a reliable source of 

information, about the handling of the patient's. illness, is 

available. The physiotherapist has shown herself to be a suitable 

person to perform this task. 

There is also a marked reduction in waiting time before physio~ 

therapy treatment can begin as many patients are seen on the day of 

referral. This is particularly important in the case of the elderly 

patient as a long wait for treatment will inevitably entail 

increasing immobility with the probability of hospital admission. 

Benefits to the Community 

Saving of medical and nursing time has been reported although 

the quantification of such savings has been outside the scope of the 

current study. A patient who is receiving physiotherapy treatment 

is less likely to make demands on his doctor and this has been 

confirmed by a number of general practitioners. There have been 

three instances during the course of the present study when a 

patient called out the domiciliary physiotherapist because they could 

not contact their doctors. 

One patient had suffered a stroke and on arrival at the house 

after midnight, the physiotherapist attempted to contact a locum 
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medical service and was unsuccessful. She then called out an 

emergency ambulance and the patient was admitted to hospital. 

A second patient called out the physiotherapist at three o'clock 

in the morning because he was afraid to bother his doctor! An 

abscess in his knee had burst and the physiotherapist spent the 

‘rest of the night with the patient, treating his knee, and called 

out the GP in the morning. The third patient was suffering from 

acute anxiety and simply required reassurance. 

There have been instances during the study when the district 

nurse was withdrawn once the physiotherapist commenced treatment. 

   
  It has also been observed by a consultant that the domiciliary 

physiotherapist can take over the role of the social worker, but the 

social worker cannot take on the role of the physiotherapist. It 

has been apparent during the course of the study that the domiciliary 

physiotherapist has greatly extended the role of physiotherapy, 

Frazer (1979)(i). 

D.H.S.S. Benefits   

The provision of health care to the elderly has often been 

the subject of criticism and the presence of a domiciliary physiotherapy 

service can do much to improve the services to the elderly patient. 

The increased number of young chronically sick patients being 

referred to the service is also evidence that this group of patients 

are being offered help which was, in the pan often not available. 

The reduction in demand on the ambulance service is a major 

saving. if it had been possible to transport the domiciliary 

patients to the hospital for their physiotherapy treatment, the 

total cost of the 1094 domiciliary treatments carried out would 

have been £16,377 instead of £6,531 assuming that the patients



were fit to travel and that the ambulance service was able to cope. 

The provision of such a service has enabled’ a more complete use 

to be made of existing staff and equipment on a wider scale. 

There has been an opportunity for interdisciplinary education as 

well as an improvement in communication between the hospital service 

and the community. If the cost of the ambulance journey is computed 

for the two separate domiciliary samples the amount involved would 

be £42,706 which is more than the cost of the service provided. 

Physiotherepy Staff Benefits 

The challenge of the work in the community provides a stimulus 

and the work itself confers an enhanced status as a professionel 

person whose opinion is sought and accepted by medical and other 

colleagues. The dani ciiaey physiotherapy staff are aware that they 

are providing a valuable service to the patient in the community and 

that they are often able to alleviate the problems of the handicapped 

patient. There is a high job satisfaction in the work, Frazer (1978)(d). 

At this stage of the study it was clear that the physiotherapy 

service could provide effective treatment, to the elderly patient, 

at a comparable cost to the hospital based alternative. It was possible 

to identify the costs of such a service and it was considered desirable 

to be able to value the benefits in similar monetary terms, It was 

decided to utilize a cost benefit analysis approach in an attempt to 

achieve this evaluation. 

Cost Benefit Analysis 

If a decision needs to be made whether to provide a particular 

  

service, the cost-benefit approach requires th the service should



only be provided if the benefits exceed the cost, both costs and 

benefits being enumerated and measured in monetary terms. The 

measurements of costs was found to be relatively straightforward 

but, in the case of the elderly patient, measurement of benefit in 

financial terms is much more difficult. 

Many of the results of treatment concerned an improvement in the 

quality of the patient's life or in his ability to cope with a 

disability rather than in any dramatic improvement in his physical 

condition. In many instances it was the relative who derived the 

greatest benefit from the intervention of the physiotherapist and 

it was difficult to identify a true unit of output for a physiotherapy 

treatment. There were difficulties'in deciding what were appropriate 

indicators of output and what method of measurement could be used to 

include them in a cost benefit analysis. 

Patients benefits vary greatly between individuals and in 

certain cases are difficult to identify. In general terms the value 

of health to an individual is the ability to lead a full life end 

it is possible to construct a scale, ranging from perfect health to 

death, along which can be indicated the state of health of any 

individual. 

Perfect Health! 225) ess acs less see Death 

FIG. 28 

There are many difficulties in assessing the value of life, or 

even of difficult health states and this may explain why such analysis 

of health care has been eschewed by the practitioners of cost benefit 

analysis. 

There are guidelines determining the valve of life such as court 

awards, although these can range from as low as £90.00 in 
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Northern Ireland to the recent record sum (at the time of writing) 

of £262,500 to a patient who experienced brain dann during a simple 

operation. Arguments arovnd the relative values of varying states of 

health and a number of approaches have been adopted for use during 

this study. These are the consumer sovereignty approach and the 

human capital approach. 

Consumer Sovereignty 

This approach was thought-to be appropriate in the case of health 

care as a patient does not become a patient until he refers himself to 

the doctor either because he does not feel well or because he is inca- 

pacitated in some way. As this study utilized the patient's subjective 

report as one indicator of improvement, it was logical that a similar 

approach might be utilized to judge the value of treatment. 

Consumer sovereignty is based on the contention that the individ- 

val who is affected by any project is considered te be the best judge 

of its value. In the case of domiciliary physiotherapy an attempt had 

to be made to determine what value each patient would place on the 

benefit he experienced as a result of his physiotherapy treatment. 

A major problem with this approach is that a presumption must be 

made that the individual is capable of making the necessary judgements 

involved and is also able to decide what are the appropriate factors 

supporting these judgements. Decisions regarding the type of treatment 

are left to the specialist and it could be argued that because the 

recipient has little to say in how treatment is delivered he is, 

therefore, unable to determine its value. Health policy is ultimately 

decided by the appropriate government minister who, in turn, is elected 

by the consumer and the minister's judg 

  

nents up to a point might 

  reflect the wishes of the consumer. 

  

With the exception of the mentally confused, the very young 
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certain mentally ill patients, it is considered that most patients are 

capable of judging their own state of health, albeit in simple terms. 

There are difficulties experienced by patients when they attempt 

to state, in monetary terms, what the value of their present state of 

health might be. Culyer (1971) suggested that ‘state of health 

indicators' might be used with relative weights attached to pain re= 

striction, remarking: "In practice these judgements would probably be 

made by medical people". A further difficulty is the ‘halo effect', 

where the patient, because of the gratitude he might feel for the 

attention of the physiotherapist, might tend to overvalue the treatment. 

In spite of the above difficulties it was considered that sortie 

reflection of the views of the consumers could be relevant to an over~ 

all evaluation of the domiciliary physiotherapy service. A scale to 

measure the patient's estimation of the value of his treatment was 

added to the measurements used in the study and is described in the 

next chapter. 

Human Capitel 

Schultz (1971) suggests that people enhance their capabilities 

as producers and consumers by investing in themselves, while Becker (1962) 

considered that activities which influence future monetary and psychic 

incomes by increasing the resources in people are called investments 

in human capital. 

Using such an approach it might be possible to place a monetary 

value on all of the benefits likely to be derived as a result of any 

particular decision. In the case of the domiciliary physiotherapy 

service, the effect of a simple exercise taught to a patient was 

twofold. One effect was easily costed while the other effect 

produced a psychological benefit, ie, the ability to reach out and 
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then use a urinal, reduced the soiling of bed~linen and clothing 

with an accompanying psychological boost to the morale of the 

patient. In this example there were both monetary and psychic 

benefits and in such cases it is expedient to record the latter as 

‘soft benefit'. 

Inputs to human capital are mainly financed by the State, as 

in the case of the National Health Service. Money spent on health 

care could be said to reflect the attitude of the consumer who, 

if left to his own devices, might tend to spend too little rather 

than too much. The human capital approach values life in terms of 

the value of labour and utilises data concerning lifetime earnings, 

participation in the labour force and mortality rates, to give an 

estimation of earnings for any age group. Projected earnings are 

discounted to Oe a value terms for the purposes of cost benefit 

analysis. 

Using such an approach, Dawson (1976), estimated the value 

of life at £7,880. The retired individual using these estimates at 

that time had a human capital value of £0.00 and if the sole goal 

of society was to mximise the Gross National Product, help would 

be refused to the dd and treatment would be denied to a non-producer. 

Subsequently, it wes appreciated that even non-producers are also 

consumers and that society did benefit from their consumption and 

the human capital approach was extended to include the value to 

society of the consumption of each individual’ member. 

Monetary Value of Treatment 

In order to implement either of the methods described above a 

system of measurement was required which would allow a patient to 

place a monetary value on his physiotherapy treatment. 

‘ ey oS NX
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A scale similar to that used for the pain thermometer was 

devised which had values ranging from £0.50 to £10.00. When a 

patient completed a course of physiotherapy treatment he was asked 

to indicate a point on this scale which he thought would represent 

the probable cost of purchasing a single physiotherapy treatment. 

A selected ‘number of the second sample were asked to complete this 

scale and a system was devised which is described in the succeeding 

chapter. 

It will be noted that this scale asks the patient to assign a 

cost to the treatment, rather than to place a value on it. An 

inference may then be drawn regarding the value to the patient of 

any treatment. It is appreciated that this is a compromise as the 

value of any treatment will be different for different patients and 

at different times and it is thought improbable that a common 

denominator of value could be achieved other than by relating it 

to the cost of a treatment. This could not be tested, other than 

by asking the patient to pay for his treatment. 
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DOMICILIARY PHYSIOTHERAPY 

Cost and Benefit 

CHAPTER V 

The Measurement of Benefit in Monetary Terms 
 



INTRODUCTION 

This chapter describes two studies carried out during 1980 which 

were designed to investigate the possibility that any benefit deriving 

from a physiotherapy treatment could be measured in economic terms. 

The costs involved in the provision of a physiotherapy service are 

readily identifiable and are expressed in money terms, it was therefore 

considered desirable to attempt to measure the outcomes on benefits 

from such a service in similar terms, eg money. 

The first study was carried out on a sample of 400 patients and 

sought an answer to the question whether a patient would be able to 

estimate the value, to him, of a physiotherapy treatment. The second 

  ent of acute 

  

study was a cost/benefit study of the physiotherapy treatr 

neck and back conditions as mentioned on page 2, Chapter I. This study 

utilised the experience gained in the study mentioned above and concen- 

trated on patients who were under 65 years and who were, in the main, 

engaged in paid employment. These two studies are presented below and 

their relevance to the main study of domiciliary physiotherapy is 

discussed on pages 222 and 224, 

Study 1 

It is often difficult to assign a monetary value to a particular 

service and a number of methods have been used in attempts to put a cash 

price on certain medical treatments, Culyer (1971), Schultz (1971), 

Becker (1962), Dawson (1976), have all put forward various schemes 

which can be used for such a purpose. The consumer sovereignty approach 

has been adopted for the current study, described below, and this 

approach is based on the belief that the individual who is affected by 

  

a particular service is the best judee of its value. This report des 

cribes the results of this exne: 

  

ent carried out over a period of 

     
several months at Selly Oak H ital on a sample of 400 pa 
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Method 

The experiment involved 8 physiotherapists who treated between 

them a total of 400 patients. The patients were drawn from the 

referrals made to the physiotherapy department from the following 

areas; 100 patients from the surgical wards, 50 patients from the 

obstetric/gynaecology wards, 50 from the orthopaedic wards, 150 

from the out-patient department and 50 gymnasium patients (Table 43). 

All of the questionnaires used in the study were applied by 

one clerical volunteer who visited the patient following his 

treatment and asked him to co-operate in the study. The patient 

was also told that his remarks would be confidential and would not 

be communicated to the physiotherapist. 

Measurements 

A list of the measurements used is contained in the appendix 

and consists of a block of five question sheets. These sheets are 

designed to evaluate the physiotherapist, the physiotherapy treatment 

and to assign a price to the physictherapy treatment. 

Therapist Rating Scale 

This rating scale is a semantic differential scale and is based 

on scales devised by Osgood (1957) and others. 

The person doing the rating describes the physiotherapist 

and the treatment by choosing 4 point on the response continuum 

containing two opposite descriptive terms, one on each end of the 

scale. This scale can be used equally well to rate the person and 

treatment. 

  

The composite result emerging from th seale is specific, 

detailed and descri 

  

ive. In order to prevent the tendency to   
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respond in a wholly favourable manner, the desirable and undesirable 

traits are mixed in the scale. There is Staats tendency among 

patients to the adoption of a halo effect regarding the therapist, 

that is to view them favourably and this is made more difficult by 

the construction of the scale. 

The scale chosen was designed to reflect a range of qualities 

thought desirable in a physiotherapist and the scale is scored from 

one to seven points, the 'one' being closest to the negative or 

undesirable end of the scale, the 'seven' being the score for the 

most desirable of the scale. Patients are asked to circle a dash 

at the point which they feel most accurately reflects their opinion 

at the time. 

Treatment Rating Scale 

This scale is designed on the same lines as the therapist 

rating scale and is scored in the same manner. 

Treatment Value 

This scale is based on the Likert scale (1932) and is completed 

by the patient who circles a statement which most closely corresponds 

with his opinion regarding the statement contained. 

The choice of monetary values was based on the actual average 

cost of a physiotherapy treatment at Selly Oak Hospital which was 

determined by adding together the total annual cost of salaries and 

related expenses, the total non salary expenses and the estimated 

rental value of the physiotherapy department plus the total non 

discounted value of the equipment within the department. This sum 

was then divided by the total number of treatments carried out



annually to give a figure of £1.62 as the average cost of a hospital 

physiotherapy treatment. The three scales were ranged from £1.50 

to £2.00 with £1.75 as the intermediate value, 

These scales were presented to the patient along with the 

two described above immediately upon completion of the physiotherapy 

treatment. As with the others, the scales were presented by 

clerical staff who had no connection with the treatment. 

Eyserck Personality Inventory 

Each physiotherapist participating in the study completed the 

Eyserck Personality Inventery. This measurement was made to assess 

the personality of the therapist end to ascertain whether the 

rating by the patient would be influenced by this variable. 

in this inventory, Eysenck(1969) , describes personality 

using three dimensions, of these the extroversion/introversion and 

the neuroticism/stability are scaled respectively E and N. Eysenck 

has produced @ series of population norms for these scales; 

E being 12.07 and N being 9.07. People with scores above these 

mean scores can be described as either extrovert or neurotic. 

Extroverts are thought of as people-orientated, with a preference 

for action rather than for reflection, outgoing, uninhibited and 

optimistic. Neurotics are thought of as the opposite with a tendency 

towards anxiety, worry and showing a tendency towards obsessiveness. 

Unless these scores are at the extreme end of the scales there is 

nothing abnormal, as most individuals possess many of the above 

characteristics in varying degrees. .
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Discussion 

As can be seen from Table 41, the scores of the physiotherapists 

participating in this experiment show a considerable variation in 

personality types. It has been claimed that physiotherapists can 

be described as neurotic extroverts, Child (1974), who found that 

the mean scores for physiotherapy students was E 13.63 and N 11.66. 

Only one of the physiotherapists taking part had scores which came 

within this range and it might be argued that those involved are not 

typical. This argument might be discounted as. the Sample used by 

Child was relatively small and moreover it has not been shown 

that any significant correlation between the personality of the 

physiotherapists and the patients veluction of the treatment exists. 

A sample selected at random from third year physiotherapy 

students showed that their mean scores were respectively, 14.4 5B, 

11.8 N, whereas the mean scores of the physiotherapists taking part 

in this experiment were, respectively, 10.625 E and 9.5 .N. No 

significant relationship was found to exist between the therapist 

rating and evaluation, nor between the treatment rating and 

valuation, Table 43. The only relationship which was statistically 

significant, P<-05, was the number of patients who described the 

therapist to be 'very like themselves' and listed the treatment 

valued at £2 as very good value, Table 42. 

The aim of this experiment was to discover whether individuals 

would be able to assign a monetary value to, what is to them, a 

free service. The restriction of the range of possible values 

offered, £1.50 ~ £2.00, created an artificial limit to the possible 

valuations. Some patients went outside this limit, mainly on the 

  

lower value with 17 patients valuing their treatm: 

£1.50.
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An earlier study had shown that, given a free range of values, 

patients would value their treatment on a scale between £1.50 and 

£10.00 per attendance. It should also be noted that most patients 

attending the out-patient department are required to pay their own 

transport costs which can often exceed £1.50 per visit. 

As can be seen, Table 42, all of the physiotherapists attracted 

a mean value which is higher than the £1.62, which is the actual 

cost per treatment as described earlier. It is interesting to note 

that the out-patient physiotherapists were valued lower than the 

ward physiotherapists. It may be that the patient on the wards 

feels a sense of obligation towards the staff working there, or the 

ward may engender feelings of gratitude associated with a relief at 

surviving an operation. 

In the case of the out-patient treatment it was noted that 

patients receiving more than one treatment procedure on each attendance 

tended to value their treatment much lower, often at less than £1.50, 

ie, below cost. This may be associated with the question asked by 

many patients, "Am I going to have to pay for my treatment now?" 

Conclusion 

This short pilot study has shown that patients are prepared to 

assign a monetary cost to a free service. It would not be possible 

to test the validity of the findings, irrespective of the valve to 

them of this service, other than by charging the samples mean 

valuation of £1.91 for treatment to determine how many patients would 

be prepared to pay. It is worth noting that the patients valuation 

of their physiotherapy treatment is just over 18% above the cost of 

providing it. 
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It was recognised at this stage that the measurement scales used 

in this section would reflect the opinion of the patient with regard 

to his estimation of the likely cost of providing a physiotherapy 

treatment. It was also recognised that the scales used were based 

on accepted measurement techniques but had not themselves been 

subjected to any validation method such as a re~test experiement. 

It was therefore not possible to vse a parametric test to validate 

the relationships between’the various elements listed in the measure~ 

ments. It was also appreciated that any values arrived at might 

only reflect a central tendency error. In spite of the inherent 

statistical limitations due to the measurements used which do not 

differentiate between the various areas where treatment was provided, 

it was thought that this type of measurement of value could be refined, 

It had been thought that a patient would be able to assign a 

cost to a treatment which might reflect its value to him. The real 

value can be no more than an estimate as any identical treatment will 

have a different value for each patient who receives it. 

= 207%
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Study 2 

47 patients referred by G.P.'s to the consultant orthopaedic 

out-patient clinic and diagnosed as suffering from either an acute 

neck or back condition, were randomly referred to one of three 

groups. Group 1 had physiotherapy treatment at home, Group 2 

had physiotherapy treatment in the hospital physiotherapy department, 

and Group 3 had no physiotherapy treatment. 

90% of the patients in Group 1, and 78% of patients in Group 2, 

achieved full functional recovery and returned to work, whereas 

only 14% of those in Group 3 showed any improvement’ following treat- 

ment with analgesics and bedrest. These remaining patients were 

then referred for ener physiotherapy treatment at home or in the 

hospital and 78% were discharged as fully recovered following a 

three week course of physiotherapy treatment. 

Introduction 

Comparatively little work has been undertaken with regard to 

the cost~effectiveness assessment of physiotherapy treatment. 

Results from a three-year study of a domiciliary physiotherapy service 

to the elderly in the South Birmingham Health District, Frazer (1979)( j) 

demonstrated that such a service is both effective and economic for 

this particular age group. It had, however, proved difficult to 

quantify the benefits of such a service and the current study was 

initiated. 

The factors measured within this study include length of time 

off work prior to treatment, effect of treatment and whether the 

patient returned to work following treatment. 

The aim of this study was threefold: 

1. To dete    mine whether physiotherapy treatment was effective for



the type of patient referred; 

2. to compare the results of hospital and home-based delivery of 

physiotherapy treatment; 

Be to provide a quantitative measure of treatment outcome. 

Method 

All patients in the study were initially referred by their GP 

to the consultant orthopaedic out-patients clinic. They were 

suffering from an acute neck or back condition or an acute exacer- 

bation of a chronic condition. On arrival at the clinic the patient 

was assigned to one of three groups as shown in the diagram below: 

; ae 

PHYSIO TREATMENT ee, TREATMENT 
IN HOSPITAL a IN HOME 

oes NO PHYSIO 
TREATMENT 

FOR 3-WEEKS 

FIG. 29 STUDY DESIGN : ORTHOPAEDIC SAMPLE 

The patient was then seen and assessed by the Consultant 

Orthopaedic Surgeon and given the appropriate referral (depending 

upon the randomization. A patient who was not referred for 

physiotherapy treatment would be Aaeieea to rest for a period of 

three weeks, in bed if necessary, and prescribed the appropriate 

drugs. The patients referred for physiotherapy treatment were given 

the physiotherapy treatment as shown in Table 46 in the case of 

domiciliary patients, and Table 49 in the case of patients treated 

in the physiotherapy department. 

On completion of a course of physiotherapy treatment the patient 

returned to the orthopaedic out-patients department for assessment 
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by the same Consultant, who carried out the original assessment. 

A patient who had been waiting for three weeks was similarly 

assessed and, if necessary, was referred for physiotherapy treatment. 

The doctors assessment was recorded on the patient's record sheet, 

Appendix 1, page 267. 

The main criterion in determining improvements was whether the 

patient returned to work following treatment. Secondary criteria 

included restoration of normal function and pein~free movement. 

There was no restriction on the type of treatment utilised during 

the study. All treatments were given by two Senior physiotherapists 

with experience of manipulation. 

Results 

There are three groups of results available; Table 45 shows the 

outcome for the patients in Group 3, who had been ordered the 

treatment shown, which included bed-rest, analgesics and, where 

appropriate, a cervical collar. At the same time of their initial 

assessment, three were still at work, eight were off work, the 

remainder were unemployed or were not recorded, Following the 

three weeks waiting period, two patients were better and were 

discharged, two did not return to clinic while ten were no better 

and were referred for physiotherapy treatment in one of the two 

treatment areas. 

Table 44 shows the result of treatment for these ten patients, 

with seven better and returning to work, one sufficiently improved 

to return to work, one did not return and the remaining patient was 

admitted to hospital for a laminectomy. 

Table 47 gives a comparison for the two treatment areas with 

- 213 -



the group of patients enduring a three week wait for treatment. 

It can be seen that the groups of. patients having physiotherapy 

treatment achieved a significantly more favourable outcome to those 

having bed-rest or analgesics, P<+02. 

Tables 46and 49show the outcome of treatment for the domiciliary 

and hospital treatment groups respectively, with all of the 

domiciliary patients listed as better and all but five of the twenty- 

three hospital treated patients achieving a similar outcome to 

physiotherapy treatment. The average number of treatments given 

to the hospital treated patient was 2°8 while the average course of 

treatment for the domiciliary patient was 7*1 treatments. In both 

groups the patients who were listed as no better had a full course 

of twelve treatments. 

Tables 48 and 50 show the costs and benefits for the two treatment 

groups, domiciliary and hospital respectively. 

In the case of the domiciliary patient there was no travel 

cost involved. Five patients in this section were off work as a 

result of their condition for periods varying from 3-14 weeks. In 

some cases this involved the patient in considerable cost, one self- 

employed floor-layer claimed to be losing £250.00 per week ever a 

period of three weeks. This patient returned to work the day 

following his second physiotherapy treatment. Two patients in this 

section would have recuired an ambulance to transport them to 

hospital for treatment and this would have entailed a cost of £1.50 

per mile, to bring them by ambulance to hospital. The hospital 

treated section of the sample were required to pay their own transport 

costs to hospital and the sums involved are listed. In some cases 

the patient reported losing considerable sums of money as a result 

of their incapacity; lost wages in three cases being reported between 
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£120.00 and £150.00 per week with one man losing £50.00 per week 

as he had been down-graded to a lighter job. The cost to the 

exchequer resulting from the loss of revenue in taxes and in the 

payment of sickness benefit must also be considered. 

In both Tables 48 and 50 the total cost of treatment is shown 

in the third column from the right, and Table 51 gives a comparison 

of the hospital and domiciliary physiotherapy treatments. The 

average cost to the National Heaith Service for hospital based 

physiotherapy treatment is £1.72 per visit, and £2.94 for the 

domiciliary treatment, with over half of the latter cost made up 

by travel costs. The former figure is similar to that shown in a 

study of 400 patients, Frazer (1980Xk). The mean domiciliary treat- 

ment cost per treatment for physiotherapy time was slightly lower 

than that for the hospital based treatment. 

Discussion 

Although the numbers of patients studied are relatively small, 

the results obtained reflect the value to the community of early 

physiotherapy treatment for acute conditions. These results confirm 

an earlier study of over 2,000 patients, Frazer (1980)(k). 

The benefits for patients with an acute condition, of early 

physiotherapy treatment, can be considerable as can be the benefits 

to the economy as a whole. 

Taking an average for all of the patients studied of the 

amount of income tax lost through the incapacity to work, based on 

an average wage for a total of 98 weeks lost work, a sum of £1,300 

is estimated. The money paid out in sickness benefit is estimated 

as around £3,000. One patient reported as being £15.00 per week 

better off by not working. The sum of over £4,000 can be shown to be 
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the cost of sickness in this small sample. When the cost of the 

physiotherapy treatment of £360.00 as shown in Table 51, is placed 

against the former, the financial gain of an immediate physiotherapy 

Service can be appreciated. 

This favourable financial comparison takes no account of the 

personal relief to a patient which accompanies the restoration of 

normal functional movement and the relief of pain. 

In this sample the patients were asked to assign a monetary 

value to each treatment that they received, using the method described 

on pages 200 and 206. The average valuation of a physiotherapy 

treatment (Table 49, page 217) was £6.90 in the case of the hospital 

patient and £7.90 per treatment in the case of the domiciliary 

patient, Table 46). The actual average cost of providing the physio- 

therapy treatment was £1.72 per treatment in the case of the hospital 

based treatment and 22.93 per treatment in the case of the domiciliary 

patient. The average total treatment cost for the hospital patient 

was £5.96 and for the domiciliary patient was £22.34. 

It is immediately apparent from these figures that hospital based 

physiotherapy treatment is the more economic way of providing a 

physiotherapy treatment. These figures, however, do not take into 

account the fact that two members of the sample of patients treated 

at home would have required an ambulance to bring them to hospital 

for treatment and this would have altered significantly the final 

average figures. 

Conclusion 

These two studies have demonstrated that patients are capable 

of assessing, in monetary terms, the cost of a physiotherapy treatment, 

although these assessments are considerably higher than the actual



costs incurred. The actual costs offered £6.90 for the hospital 

treatment and £7.90 for the domiciliary treatment closely match the 

actual charges made by the eight physiotherapists in private practice 

in the Birmingham area. Their charges range from £5.50 = £12.00 per 

treatment with the most frequently quoted charge being £7.00. The 

patients were asked after they had made their valuation of a treatment 

on what they had based their estimation. Most quoted TV, washing 

machine repairs as a basis, although several quoted private fees 

charged by doctors in the areae 

While it is quite clear that there is a significant economic 

benefit to the state in the provision of physiotherapy treatment to 

the working population it is as yet unclear how this benefit might be 

measured in the case of the elderly patient. The possible benefits 

arising from a domiciliary physiotherapy service to the elderly are 

listed on pages 233 and 234 and discussed on the succeeding pages. 

In the short study of the treatment of neck and back patients, 

no attempt was made to estimate the value to a patient of the relief 

of pain and the restoration of normal movement and it is assumed that 

the value that the patient assigned to the treatment took account of 

this. If this were the case and the actual average cost of the 

treatment was subtracted from the estimated value, it might be the 

case that this figure would perlecr the value assigned to pain relief 

and other intangible benefits. As an example, this would result in 

approximately £5 for each treatment being the value of pain relief 

and restoration of movement for both hospital and domiciliary treatment. 

This sum closely matches the average cost of £5.97 per treatment, 

as shown on page 173, for the second domiciliary sample of 200 elderly 

patients. While the patient may value the treatment at mere than the 

cost of providing it. There is no evidence as yet that the state has 
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benefited from the existence of the domiciliary physiotherapy service 

in terms of (B-C)> 0. It could be argued, however, that as old age 

is inevitable the provision of a domiciliary physiotherapy service is 

a necessary investment in human capital. The cost involved should 

be traded off against the income generated during a person's working 

life with the concomitant benefit to the state. It is quite clear 

from this limited study that physiotherapy treatment can enable a 

person to more speedily return to work. This finding confirms an 

earlier study of Gillette Industries Ltd (1973) which showed the 

financial benefit to the company arising from physiotherapy treatment 

to be three times the cost of its provision.



DOMICILIARY PHYSIOTHERAPY: 

Cost and Benefit 

CHAPTER VI 

Developments and Recommendations



Introduction 

The main study set out to investigate a domiciliary physiotherapy 

service with regard to whether physiotherapy treatment could be 

provided on a domiciliary basis which could be as effective as the 

hospital based equivalent and would be provided at an economically 

acceptable level. 

The study commenced with an investigation into the provision of 

a physiotherapy service to the elderly patient, described on pages 

78 - 130. Unforseen problems with the randomization of the sample 

coupled with measurement methods which were not 'tight' meant that, 

in the absence of a control group, inferences could not be drawn which 

would help to confirm whether the provision of a domiciliary physiotherapy 

service would produce a positive benefit. 

A second sample of 200 patients, described on pages 131 - 174 

which utilized a similar methodology had similar weaknesses. Neverthe~ 

less, these samples did provide considerable information concerning the 

cost of providing a domiciliary physiotherapy service and with regard 

to the conditions referred and the effectiveness of the physiotherapy 

treatment. As well as this detailed experience was gained in the oper= 

ation of such a service. 

During the final year of the study it proved possible to apply the 

proposed randomization and sampling procedures to a sample of patients 

with acute neck and back conditions, described on page 209 and this 

group of patients provided certain evidence which could be quantified 

in monetary terms as the patients studied were mainly in employment. 

The other subsidiary studies associated with the main study also pro- © 

vided information which was relevant to the study and in certain 

instances led to.developments within the service. 
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FIG. 30 

Extract from the three year development plan 

Health Care Planning Team for the Elderly, SBHD 1980-1-2~-3 

Introduce Fersonalieed Clothing Service 

In sccordanos with programme end levels 
Contained in the District Laundry Manager's report 
4pril 1980, acospted by the Geriatric servieos 

"“Gerintrio Division 

Introduce a comprehensive olothing system on two 
wards at Moseley Hall Hospital. (Paras 6.3 end 6ed0l 
of the Linen Service Manager's Report refer)» 

eiansecanteccerseeneies £ 6,500 
Ret eceateestecescieceue & 7,250 

    

   
Reveme Oost cecee 
Capital cost seceo 

Introduce a comprehensive Olothing system on 
two wards et West Heath Hospitals 
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Provision of Contralssod Stott Changing Asoommodation 
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inprovement of Physiotherapy Services 
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Considerably in tho past four yearse Changes in policy have moant that many pationts need to be nursed at home and will receive whatever rehabilitation is necessary on a domiciliary busine It 4 ear thet a Gomioiliary Fhysiothcrapy service to the o ay in cost 
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Gare there 4s an increased deinsnd placed upon the community physiotherapy steffy tho con nity physiotherapist terviee requires three pdditional physiotha: ste phased over this planning poriod, 

    

   

  

  
 



The domiciliary physiotherapy service is now an accepted part of 

the overall service to the patient within the South Birmingham Health 

District. The planning proposals for the District for the next three 

years propose a steady extension of the physictherapy service in the 

community and the relevant proposal is shown on page 226. This in 

itself is a major measurement of the valve of this service which by 

its results has proved itself worth a place within the community team. 

When the inauspicious beginning to the study is recalled it can be 

seen that the benefit of such a service has been recognised by the 

decision makers within the District. 

Experience gained during the course of the study has suggested 

that various development might improve the overali impact of the 

domiciliary physiotherapy service and these include the use of un- 

qualified help in the community as well as the development of a physio- 

therapy clinic in the Katie Road Health Centre. Both of these extensions 

of the service are described below. 

The Use of a Physiotherapy Aide in the Community 

A significant proportion of the patients referred to the domi- 

ciliary physiotherapy service have required help and treatment which 

was considered not to require the skills of a qualified physiotherapist. 

A study into the nature of a mivetocnevauy treatment, described in 

Appendix 9 , had showed that a physiotherapy aide could, with appropriate 

advice from the physiotherapist, provide an acceptable treatment. 

The selection of this individual needed to be based on her 

personality score on the Eysenck Personality Index and it was found 

that those physiotherapy helpers whose personality most closely 

matched the personality of the average physiotherapist, as described 

by Childs (1978), were able te perform a physiotherapy treatment 
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which was indistinguishable from a treatment given by a qualified 

physiotherapist, Frazer (1980)(1). 

The type of patient considered most suitable for treatment by 

the physiotherapy aide were the group loosely defined as the 

young handicapped. These included patients with disseminated 

sclerosis, paraplegia, hemiplegia, poliomyelitis and so on. These 

patients have presented a longstanding problem to the health service 

as they are the victims of a disabling condition and there are very 

few young chronic sick units available in this country. When these 

patients become too disabled to be able to remain at home they are 

admitted to either a geriatric ward or to a mental hospital, as in 

the case of a recent patient, in Scotland. 

It is expected that a weekly visit by an experienced physiotherapy 

aide with an appropriate temperament and ability and adequate support 

from her physiotherapy colleagues, will be instrumental in maintaining 

these patients at home and prevent hospital admission for as long as 

possible. This service will be provided at a fraction of the cost 

of a qualified senior physiotherapist and the compzrative costs are 

shown below. 

The physiotherapy aide chosen to take part in the pilot study of 

such a service was working in the Royal Orthopaedic Hospital and had 

taken part in the experiment mentioned abovee She had out-performed 

several of the physiotherapy staff during the course of the experiment 

and her personality was considered suitable. She had had four years 

experience in the treatment of hemiplegia patients in a geriatric 

hospital and could be considered to be competent and capable. 

The main method of measurement of her effectiveness was a ‘state 

of health' questionnaire developed by the Maudsley Hospital which 

provided an accurate reflection of the patients mental state. 

~ 228 ~



This questionnaire is shown overleaf and is given to the patient 

on the initial visit. The patient is asked to complete it and 

return it by pre-paid envelope to the author. A final questionnaire 

is completed at the end of the twelve week treatment period. The 

cost of the treatments are alco seaecred in the same way as for the 

main study. 

Salary costs ‘account for about a third of the total cost of 

any one physiotherapy treatment, travel costs including mileage 

allowance and travelling time account for about one quarter of the 

total cost of the treatment with the remainder of the cost made up 

by the costs shown in the tables on pages 121 and 162. 

Since the beginning of the study there have been a number of 

major pay awards and the salary costs are likely to form a larger 

proportion of the overrali treatment costs. When the study began 

the hourly rate for the physiotherapist was £1.9855 whereas at 

present rates it is £3.6346, an increase of about 60%. Other costs 

have risen along with inflation which is estimated at 20% and it can 

be seen that salary costs have increased out of proportion to the 

other costs. It will, therefore, be more economic to offer 

unqualified help with professional support for certain groups of 

patients as the hourly rate for an experienced physiotherapy helper 

is £1.9989 which is just over half the cost of a physiotherapist. 

The second development involved the setting up of a physiotherapy 

clinic within Katie Road Health Centre which is staffed by a member 

of the domiciliary physiotherapy staff on two afternoons each week. 

This service is also being evaluated and is seen as a logical 

development of the overall community service. The patients who 
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attend the clinic are mainly within the walking distance of the 

Health Centre and include all age groups. There has been a majority 

of orthopaedic conditions treated although several patients with 

strokes are undergoing treatment. The physiotherapist is able to 

treat twice as many patients during her clinic as she would have 

treated on a domiciliary basis and this type of service is obviously 

economic but detailed figures will not be available for some time 

One development which has been influenced by the success of the 

domiciliary physiotherapy service is the launching of the domiciliary 

occupational therapy service, based on the study described in this 

report. The circular letter, shown overleaf, describes this 

development which demonstrates one spin-off from the domiciliary 

physiotherapy service. 

Costs of a Domiciliary Physiotherapy Service 

Detailed information has been obtained from the study regarding 

the costs involved in such a service and these are discussed in 

detail in Chapters 2 and 3. 

The most valuable item of information available to any doctor 

who intends to refer a patient for domiciliary physiotherapy treat~ 

ment is that each treatment is likely to cost approximately £5.97". 

This figure includes transport and the cost of disposables. The 

doctor will also be aware that the average course of treatment is 

ten treatments and will be able to plan his management of the patient's 

case, based on probable total cost and outcome. The success rate for 

the patients referred during the course of the study was just over 

50% and it is possible to provide a table showing the expected outcome 

  

* this figure is just over a third of the cost of a hospital 
treatment involving ambulance transport.  



JOSEPH SHELDON HOSPITAL 

Telephone: 021 453 3771 Bristol Road South, 
Extn:397 Rubery, 

; Birminghan B45 9BA 
February, 1981 

OCCUPATIONAL THERAPY DEPARTMENT 

Dear 

Following the successful launching of the local Domiciliary 
Physiotherapy Service we are planning to extend the scope of our 
Service on the same lines for those patients of 60+ 

Staff from the Occupational Therapy Department here are 
prepared to visit, treat and report on any elderly patients you or 
your health team think would benefit from rehabilitation. Help and 
advice would be given for cooking difficulties, safety problems 
and adjustments/assessment of aids. 

We are hoping to build this Service into a worthwhile project, 
believing there is a need in the community for active rehabilitation 

outside the hospital setting. Alongside this we are costing the 
eneterprise ~ an important factor at this time, and will be keeping 
careful notes to see if it is financially viable. 

  

Enclosed are some treatment cards in case you have patients 

you Would like us to visit. If you have any questions about the 

scheme, one of us would be only too pleased to visit you, or 
telephone us on the number above. 

Yours sincerely, 

E.Gingell, B.A.0.7. 

G.Nelson, B.A.0.T. 

M.Reynolds,B.A.0.T. 

FIG. 32 : Development of a Domiciliary Occupational 
Therapy Service.



and cost for various types of conditions treated during the course 

of the study and based on information obtained from the sample of 

600 patients studied in detail, is shown on pages 237 & 238. 

A doctor will then be aware that if he refers a patient with a stroke 

the patient will probably receive six treatments at a cost of £36, 

with a greater than 50% chance of regaining some degree of inde- 

pendence even on occasions preventing an admission to a hospital bed. 

Inflation will cause this treatment cost to rise and the 

frequent rises in the cost of motor fuel will also be a factor in 

the evaluation. The D.H.S.S. National. Working Party on Patient 

Transport Services, Naylor (1981), states that the biggest expenditure 

on ambulance services in England 1978/79 was £124 million, with the 

total number of patients carried 22.1 million. This gives a rough 

cost of £5.64 per patient. This figure applies to each journey and 

the overall cost for ambulance travel would be about £11 per visit 

to the hospital department. These increases are not considered to 

be significant as they are applied equally to alternative systems of 

care. 

Benefits from a Domiciliary Physiotherapy Service. 

There are probable social benefits which have not yet been 

identified and are perhaps unmeasurable. One example is the knowledge 

that such a service exists and the effect that this knowledge might 

have on people who are not yet patients. It is reassuring to know 

that if disease or incapacity should strike, that a physiotherapy 

service will be available. 

There are certain benefits which have been identified during 

the course of the study and these are listed overleaf. 
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10. 

Many of the physical disabilities of the patients referred to 

the service can be alleviated by appropriate physiotherapy 

treatment. 

As there has been no improvement in the ambulance service 

during the course of the study, it is clear that a domiciliary 

physiotherapy service is an effective way to provide treatment 

to the patient who is unable to travel independently to hospital. 

There is a minimum of equipment required to be able to provide 

a domiciliary physiotherapy service. 

The patient's relatives are able to provide considerable help 

at no cost to the state. 

The involvement ‘of the relatives in the day to day treatment 

of the patient can reduce the number of visits that need to 

be made by the physiotherapist. 

The involvement of relatives with the physiotherapy staff has 

increased public awareness of the importance and significance 

of the profession, as the letter overleaf demonstrates. 

Patients who previously woulda have been denied physiotherapy 

treatment now have access to such treatment. 

The cost-effectiveness of the geriatric day hospitals is in 

question and rehabilitation can be provided within the patient's 

home without the need for expensive and inefficient ambulance 

services. 

In certain cases hospital admission can be avoided with the 

help of the domiciliary physiotherapist. 

Treatment given within the patient's home is more relevant to 

him and his relative and involves him in little inconvenience, 

no discomfort and minimal strain.



‘Selly Oak Hospital 

Raddlebarn Road, Selly Oak, Birmingham B29 GJD 

Our Ref: 

Birmingham Area 

. Health Authority {Teaching} 

Telephone: 021-472 5313 

Ext 203 : : South Birmingham 

Div. of Geriatric Nedicinggy; Ref: Health District 

3 November 1980 

Mr F W Frazer 
District Physiotherapist 
Department of Physiotherapy 
SELLY OAK HOSPITAL 

Deer Mr Frazer 

In my opinion the advent of the domiciliary physiotherapy service in 

the South District has been of great benefit to the services provided 

by the Geriatric Unit. 

It is my impression that some patients have not needed admission to 

hospital because of the efforts of the physiotherapy service and that 
we are also able to use the service to help maintain people at home 
following discharge from hospital. 

Yours sincerely 

  

P P Mayer, Consultant Geriatrician 

Jd F Harrison, Consultant Geriatrician 

M A Chughtai, Consultant Geriatrician and Chairman, Division of 
Geriatric Medicine. fi 

FIG. 33 

LETTER FROM CONSULTANT MEDICAL STAFF



This study set out, three years ago, to determine the costs and 

benefits of a domiciliary physiotherapy service. There have been 

many problems, described in the text, which caused various changes 

in method and direction during the course of the study. The main 

findings are supported by factual evidence and there are other 

findings which at present must rely upon the informed opinion of the 

consultant medical staff. The letter reproduced page 235, is one 

example of the possible benefits arising from a domiciliary physio- 

therapy service which would require a much more expensive study to 

investigate. 

Although the chosen methodology was unsuccessful in the main 

sample, it is still felt that this system could be an effective method 

of obtaining a satisfactory sample for future studies provided the 

service element could be avoided. A study has been in operation during 

the past year and a half investigating domiciliary physiotherapy for 

patients who have suffered falls and it has been found that for a 

satisfactory randomization to take place the physiotherapy staff must 

be able to pick the patient from a larger sample without having to 

worry whether the other patients might suffer because of the experiment, 

Obonye (1980). 

Although the randomization of the sample had suffered, it should 

be stressed that the samples studied were all referred to the physio- 

therapy service from outside doctors and the author had no control 

over this and, therefore, the sample was random in the sense that it 

was a presenting sample. 

The disparity between sample sizes in the case of the ambulance 

and no treatment groups makes it difficult to draw satisfactory 

inferences although the results from the no treatment group in the 

orthopaedic sample closely match those of the main study 'no treatment! 
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TABLE 52: Average Cost per Case, Sample 1. (August 1977 -~ August 1978.) 
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7 
CONDITION TOTAL TOTAL AVERAGE Ry Ae oe 

° TREATMENTS |PATIENTS | PER PATIENT) @ p72 /p_ 

R.A. 105 rit 9.5 £ 68 

— 

OA. 456 4S 10.5 £76 

C. Spondylosis 13 4 13.0 £94 

Frozen = 
Shoulder Ee 9 joe e152 

L.B.P. 34 2 17.0 £123 

C.V.A. 4o2 62 6.5 £42 

Parkinsons Bh 5 FeO £50 

DS. i2 2 6.0 & 43 

Other C.N.S. 38 8 5.0 £36 

Circulatory 36 6 6.0 £43 

Bronchitis 48 5 6.0 £43 

Other 
Respiratory Ks G 8.0 eld 

Fractured - 
Renu 123 12 10.0 £72 

Other 

Fracture ue 8 Bo ce 

Hip Operation 16 3 5.0 & 36 

Other 
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Orthopaedic a a eee £56 

Other Pain 97 } 
Le 43 41.0 - £79 
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TABLE 53: Average Cost per Case, Sample 2. (September 78 - March 79) 

AVERAGE COST 
TOTAL TOTAL AVERAGE Ry 

CONDITION sine ae TT oaanie eae erica PER PATIENT 
TREATMENTS | PATIENTS | PER PATIENT @ £5.97/Ry 

O.A. 282 36 8 £ 48.00 

ReAe 81 13 6 £ 36,00 

C.VeA. 364 65 6 £ 36.00 

Other 

Diseases 405 26 4 £ 24.00 

Other 
Orthopeedic 7 a3 6 £ 36.00 

Fractured 
Femur 36 % 2 % 20.00 

Parkinsons Se) ie 4 £ 6,00 

Hip Operation 2 4 a £ 12.00 

L-B-P. 7 6 12 £ 72.00 

Other C.N.S. 32 6 5 £ 30.00 

Fractured if . 
Humerus ho 5 13 £ 78.00 

DeSe 16 5 5 £ 30.00 

Cervical 
Spondylosis 10 4 10 £ 60-00 

Circulatory 45 2 a £ 42.00 

Other 

Fractures 4 4 4 £ 6.00 

Pain 8 4 8 £ 48.00 

Bronchitis 541 4 5 & 30.00 

Other . 
Respiratory 1 2 3 £ 30.00 

I SEES IESE ESS SERENE GEREN Ree as 

Amputee g 4 7 £ 42.00 
FS a ae otee tee epee Nata ences eee      



sample, with 68% showing no improvement in the case of the ortho- 

paedic sample at the end of the three week period without treatment, 

and in the case of the main sample 'no treatment' period. Similar 

results are found among the waiting list patients in the main 

physiotherapy department and it is apparent that physiotherapy 

treatment can produce a significant change in the patient's physical 

condition. 

It- is quite clear that domiciliary physiotherapy treatment is 

as effective as the hospital based alternative although there are 

certain conditions which are more appropriately treated at home, 

such as stroke patients and those with certain types of arthritic 

conditions. Examination of the tables 9 and 24 on pages 103 & 150. 

of the text, show the numbers of treatments given for each condition 

plus a knowledge of the likely cost of an average treatment which 

will enable the physician to estimate the probable cost of the physio- 

therapist's intervention. 

This is a major source of information as it allows the doctor 

to decide whether the cost of the physiotherapy treatment will be 

economically acceptable. It also allows the doctor to base his 

decision to refer a patient on clinical experience as it can be 

seen that the average course of treatment for any of the conditions 

referred can be estimated and tabulated, This has been done on the 

basis of the results from the two samples of 200 patients treated 

and the tables are shown on pages 237 and 238. 

A further benefit which is difficult to measure is the extension 

of the physiotherapist's role and it is probable that there will be 

a continued expansion of the role in the future. This study has 

made clear the effectiveness and competence of these staff and has 

brought attention to the value of their presence in the community team. 
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It is also evident that domiciliary physiotherapy is of particular 

value to the elderly patient although this has been particularly 

difficult to evaluate in monetary terms. 

It is not possible to show with certainty that there is an 

economic benefit to society by using the elderly patient as an example 

in a cost benefit analysis. The study on the orthopaedic sample has 

shown that it is possible with the younger age groups but a larger 

sample will be required before major inferences can be drawn. This 

study is continuing for a further year and results to date reflect 

the findings described in Chapter V. 

LIMITATIONS OF THE STUDY 

The weaknesses in the study design have been mentioned and these 

could be eradicated in a future study which should separate the clinical 

treatment service from the scientific investigation. The methods of 

assessment should also be modified to avoid, where possible, subjective 

measurement. One example of how this covld be achieved would be the 

use of the portable video system to record a before and after film 

and the use cf the Polgon goniometer and the Kistler force plates to 

record the patient's posture and movements before and following 

treatment course. 

Domiciliary treatment is more expensive than hospital based 

physiotherapy except in the case of certain age groups with specific 

conditions such as strokes, where this study shows that the treatment 

costs are roughly similar for both treatment venue except for a patient 

who requires an ambulance to transport him to hospital when the cost 

of hospital based physiotherapy is about three times that of the 

alternative domiciliary treatment. 
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The cost of travel is a significant element in the total treatment 

cost for a domiciliary visit although the provision of a car and its 

maintenance is currently borne by the physiotherapist. When a car 

breaks down the physiotherapist is provided with a hire car for the 

period her own car is under repair. If a domiciliary physiotherapy 

service is of value to the community then this value should be 

recognised by supplying the staff concerned with a Crown car and 

providing petrol from the District source. The expenditure on such 

a vehicle would be set against.the present regular users allowance 

and the mileage payments which the staff receive. It should also te 

possible to identify savings made against the probable cost of 

ambulances for the patients concerned. 

This is a problem which has not been adequately discussed and 

which must be considered before any expansion of the domiciliary 

service could take place. The existence of a domiciliary physiotherapy 

service tends Eo’ oreate its own demand with the result that most of 

the problem patients in the District may ultimately be referred. 

This, in turn, can create an unfair burden on the physiotherapy staff 

who are inevitably obliged to'harden their hearts' and refuse certain 

referrals. The nature of the work can also lead to feelings of 

isolation which, when coupled with the often physically heavy work, 

can lead to stress. 

These difficulties are absent in the hospital based physiotherapy 

department and may hinder recruitment to the domiciliary service. 

A system of control is required to ensure that expensive inappropriate 

referrals are not received as well as monitoring the effectiveness of 

the service and maintaining a ‘baeeiee in the work-load of the 

domiciliary staff. This is an additional expense which adds to the 

overall cost of each treatment. 
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Conclusion 

There have been a number of studies. of domiciliary physiotherapy, 

Moore (1978), Compton (1973Xb) and Glossop (1979) which have looked at 

the provision of domiciliary physiotherapy in different parts of the 

country and have produced similer findings with regard to treatment, 

travel and waiting times, as well as conditions referred. However, 

they did not provide much detail on treatment outcome nor did they 

attempt to relate cost to benefit. It might be argued that any attempt 

to attach a cost value to the alleviation of pain or disability and 

the prevention of immobility is inhumane. 

In the current economic climate it is obvious that a decision 

eo spend money on a domiciliary physiotherapy service must be made 

on objective grounds and not be based on emotional judgements. Most 

major decisions regarding health care and its provision are made by 

politicians and the administrators and studies such as this and the 

others mentioned above can contribute to the pressure group activity 

which surrounds the decision making process within the National Health 

Service. If the theory of Human Capital investment, as described, 

is accepted then such pressure group activity is instrumental in 

drawing the attention of the relevant Minister to the particular 

service offered. 

The presence of a domiciliary physiotherapy service matches a 

demand in the community and brings the advantages of physiotherapy 

treatment to many patients previously deprived of physiotherapy 

treatment. This can be seen to be an investment in human capital 

on the part of the state and it is important that the decision makers 

should have as much availeble information presented to them as possible. 

This study shows that patients who could, in practice, have been 

given physiotherapy treatment either at home or in the hospital,



the treatment would be equally effective in either venue. Garland 

(4978) states that the elderly exist in the community in a very 

precariously balanced state. The support they do or do not receive 

in their homes is of paramount importance as to whether they survive 

or not. It is also stated that the transfer to an overcrowded 

geriatric ward of a hospital is often fatal, Hampstead Old Peoples 

Housing Trust (1977). 

During the course of this study it has been demonstrated that a 

domiciliary physiotherapy service can help to maintain old people 

at home and can postpone or prevent admission to hospital (Fig. 34 

overleaf). The incremental cost of meeting this extra commitment 

within the community may be offset by the reduction in hospital admis- 

sion and a consequent reduction in the number of geriatric beds. 

There has been a reduction in geriatric beds within the South Birmingham 

Health District of ninety beds during the course of the study. There 

is ne claim that the presence of the domiciliary physiotherapy service 

has contributed to this fact and more detailed study is required 

before any conclusions could be made. A related question whether the 

health improvements brought about as a result of the provision of 

a domiciliary physiotherapy service are worth the outlay made on it 

is answered in part by the results obtained for the small sample of 

orthopaedic patients described in the preceding chapter. 

The report by Beveridge (1942) which stated that there should 

be a provision of a free National Health Service to everybody: ta 

health service providing full preventative and curative treatment of 

every kind to every citizen without exceptions, without remuneration 

limit and without an economic erie at any point to delay recourse 

to it' is an exemple of the human capital approach to health care. 

In this sense domiciliary phys: 

 



FIG. 34 

telephone: 14 Leach Green Lane, 

021-453 3516 Rubery, 

Birmingham. 

our ref DC/GAB 

31st October 1980 

Mr Fraser 
Senior Physiotherapist 
Selly Oak Hospital 
Raddlebarn Road 
Selly Oak 

Dear Mr Fraser, 

Re: Mrs E Burrows, 27 Farren Road, Northfield. 
  

You probably are aware that this patient of mine has a very 
severe generalised rheumatoid arthritis and has recently had the 
most severe exacerbation of her condition that she has 
ever experienced, Such was the severity that she was bed-bound 
for several weeks,and there was no doubt that although initial 
medical treatment was the only possible way of coping with her flare-up, 
her subsequent recovery and mobilisation has been due to the 
very attentive and skilled care of Miss Price. 

The fact of the matter is that if Domicillary Physiotherapy 
had not been available, Mrs Burrows would have been in 
hospital fer a period of about 4 months at the very least, this being 
the extent of her illness from the beginning to her present 
state of mobility. I very much appreciate the facility of the 
service that you have established. 

Yours sincerely, 

Cape ae 

Dr D Cresswell. 

Doctor's Letter Illustrating Effect Of Domiciliary 

Physiotherapy On One Of His Patients.



essential service to the patient who 'needs' it. This philosophy 

suggests that if all needs were to be met, the cost of the provision 

of health care would be infinite and that some form of cost benefit 

basis should, therefore, be used to ensure a rational approach to 

this problem. 

FINANCIAL INFORMATION PROJECT 

This project is a major research project implemented by the 

D.H.S.S. which seeks to identify the costs incurred in providing 

health care. A pilot study has been completed and the South 

Birmingham Health District is one of the areas being studied within 

this project. There have been a number of visits to the author by 

members of the Project Team who have sought information and advice 

regarding the costing methods used in the study of domiciliary 

physiotherapy. The author has been asked to join the Financial 

Information Project Steering Group and was asked to make the data 

from this study available to the Financial Information group for 

further analysis. 

The extract from the Financial Information Project Steering 

Group's explanatory booklet provides a number of questions which can 

be used as a test for the findings described in this report and the 

answers which might be given to these questions are listed below. 

A copy of the research programme is shown in Appendix 15. 

Taking these questions as a test of the study described in 

this report, the answers which might be given are as follows: 

(a) Page 121 and pages 161-173 answer this question with regard 

to the domiciliary physiotherapy service. 

(b) This cost will depend upon the inflation percentage as well 

as on future rises in salaries and travel costs. 

- 2h5 ~



include costs incurred by the patient in gainirg access to 
the system, costs incurred by the state in terms of 
sickneas payments and foregone economic production, and costs 
incurred by relatives or neighbours, for example, in terns 
of time. Whilst social costs are relevent to health care 
Plenning, their assessment depends on inforzation generated 
outside the health service, and this linite their consideration in this paper. 

   

  

22 The Need for Costs 

The dizterent notions of cost outlined above serve important uses in tvo distinct fields: firstly for the financial control of services, and secondly for the planning end evaluation of 
health care policies. Most of the existing costing systens relate to the first activity, but this raper is prinerily : concerned vith the second. ‘he vast majority of planning issues raised in consultation and observed in planning sutsissions 
Suggest a need for cost information relating to the different cost concepts outlined above, and can be related to one or more of the categories of question listed below: 

  

(2) Whet is the present cost of providing a given treatment / 
service at its existing level? 

(0) Wheat vill be the cost of providing a given treatuent / 
service (at a specified level) at a particular tine 
in the future? $ 

(c) | What will be the cost of providing a given treatment/ 
service (at a specified level.) in one locaticn es 
coupared with enother location? 

(a) What is the cost of providing a given service/treatment to different population subgroups with particular sets of 
clinical or sociel charecteristics? 

(e) What will be the cost of increasing the capacity of a given service by a certain percoutage or, alternatively, whet increase in that service can be achieved by inject @ given amount of money? 

    

(t) What eavings will be achieved by a certain percentage reduction in the capacity of « given service or, altematively, whet reduction in that service is necessary to effect e particular level of saving? 

  

  

(g) net will ve the cost of providing one type of service/ sreatment instead of enother type (at specified levels)? 

(3) “what will be the cost of increasing by 2 defined margin the 
effectiveness of a given service/treatment or, alternatively, what increase in effectiveness of that Service/treatment can be achieved by en injection of a 
given amount of noney? 

a 

FIG. 35 

Extract from page 4 of the Information Booklet outlining 

the aims of the Financial Information Project.



(c) Page 129 and page 173 answer this question. 

(d) The tables on pares 237 and 238 answer this question. 

(e) This answer can be estimated by extrapolating from the 

information provided on pages 120-127 and 161 17%. 

(f) This question can be answered by reference to the tables 

for (e) above. 

(g) This question might be partly answered by the information 

on pages 209 - 224, 

(h) It is not clear whether effectiveness of treatment is 

dependent upon the amount of money devoted to a particular 

service or a treatment. It has been shown that domiciliary 

treatment requires a minimum of equipment. It has also 

been shown that patients who required more than the mean 

number of treatments achieve less in term of outcomes, 

Accurate diagnosis is of more significance in this respect. 

SUMMARY OF CONCLUSION 

This study has shown that domiciliary physiotherapy is an 

effective way of providing such treatment to patients at a cost 

which can be readily identified and which compares favourably with 

alternative sources of treatment. The study began as an idea which 

has been translated into a fully developed and expanding service 

with three full-time and two part-time staff who have helped to 

close a gap in the previous provision of health care in the community, 

especially in the case of the elderly, the young chronic sick, and 

the patient who is unable to travel to hospital for his treatment. 

~ 2hp ~
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10. 

RECOMMENDATIONS 

Referrals should only be accepted from members of the medical 

profession as this will help to prevent inappropriate referrals. 

The domiciliary physiotherapy service should be made available 

to all. age groups and conditions although certain conditions 

might merit priority. 

A course of domiciliary physiotherapy treatment should be 

restricted to ten treatments in the first instance. 

Assistance with car purchase should be provided for the staff 

involved. 

Speedier reimbursement of travelling expenses. 

Staff levels should be reviewed annually and based on workload. 

The domiciliary physiotherapy service should maintain close 

links with the hospital base and not be regarded as a separate 

entity. 

Advice cn claims for tax relief for use of car as a business 

expense should be available. 

Domiciliary physiotherapy should be available only to a patient 

who cannot make his own way to the hospital physiotherapy 

department. 

Ambulances should not, under the present system, be used as a 

method of transporting the elderly or very ill patient to the 

hospital physiotherapy department. 

~ 2h8 ~
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MEASUREMENTS USED IN THE STUDY



“LSIdVUSHLOISAHE 

    

S 
NOISIAUZENS 

3LB2dWOD 
ONIMINOIY 

S
A
L
I
I
V
W
H
O
N
G
Y
 
SUTARS 

"y 
NOLLNZLLY 

SNIBINDTY 
SBtLINVIWHONAV 

S
U
A
S
 
A
T
S
L
V
U
S
U
O
N
 

“E 
, 

SBILIIWWUONGY 
O
N
I
N
 

“¢ 
\ 

SALLITVIWEONGY 
O
N
E
 

SLVLIS 
T
V
I
N
3
W
 
O
N
I
G
N
I
O
N
I
 
G
S
L
O
   — 

e& 

 
 

  

 
 

 
 

 
   

 
 

  
  

 
 
 
 

 
 

  
  

    

 
 

 
 

     

 
 

  

  

  

{ 
° 

BONINILNOONI 
AWLOL 

*y 
: 

: 
! 

N
O
N
L
N
S
L
A
Y
 

/ BONANILNOONI 
UZGaVIE 

/ 13MGa 
DIG0IUIS 

“ 
sy 

aah 
ead 

B
O
N
S
N
E
L
N
O
O
N
I
 
S
S
3
U
i
S
 
I
V
N
O
I
S
V
D
I
0
 

. 

TOULNOD 31974:009 
“1 

h 
; 

NOILONAS 
AYOLRHDX] 

ANY 
JONINILNOONI 

2 
A 

rh 
: 

; 
+ 

U
I
V
H
O
/
G
3
8
 

O
L
 GANISNOD 

‘SSILIIVWHONDY 
3UAARS 

‘y 
|. 

e 
< 

iv 
By 

ves) 
NOLLNSLLY 

ONIMINOAY 
SBLLITVINYONUY 

3UIAIS 
ATILVUIGON 

“t 
@
 

ns 
Bs 

t 
‘ 

> 
S
D
I
L
I
I
V
W
O
N
U
Y
 
H
O
N
I
W
 

'% 
*
 

1 
it 

C
x
 

4 
' 

: 
ssunvauonnyvon 

| 
a
)
,
 

x 
Iie 

Ee 
| 

; 
a. 

“Nivd 
“AHOSNSS 

: 
‘
e
e
e
 

t 
e
r
t
 

‘ 
~ 

| 
BIVHO/O3S 

OL 
G3NIENOD" 

S3ILVNONGY 
3uIAaS 

“y 
2 

m
a
s
a
 

a 
{. 

5 
NOILNZLLY 

ONIMINOIY 
SILLIIVAMONUY 

SHIAIS 
ATSLVHAGOW 

“f 
fl 

a2 
. 

KO 
A
N
A
 

eo 
S
A
I
L
I
V
I
W
U
O
N
Y
Y
 

HONIW 
% 

i 
i 

eae 
g 

‘ 
{ 

S3ILMIVLONAY 
ON “L 

a
y
 

' 
t 

os 
j 

SSW7 
VIMO? 

GMY 
S1/13d ONIGNIONI * 

1CW 
ain 

a
 

) 
: 

q 
ano 

| 
uM 

i 
: 

MIVHO/O7@ 
OL 

GahttNOO 
‘SSILIIVAONEY 

23035 
*y 

‘ 
S
a
n
a
a
 

ee 
g
.
 

. 
| 

hs 
N
O
U
L
N
Z
 
L
L
Y
 
D
N
I
N
I
N
D
S
Y
 

S
I
I
L
I
W
W
u
O
N
e
Y
 
3
U
I
A
R
S
 
A
T
3
L
v
E
I
O
O
N
 

‘t 
“
£
S
2
S
s
v
 

Bi 
\ | 

  
 
 

aiva 
  

  
  

  
  

N
C
S
L
 

C
'
S
 
S
B
W
I
T
 

ote 
: 

BIVHO/9.36 
OL 

GANISNOD 
‘S3LIIWIVNONDY 

BUIARS 
“vy 

* 
: 

. 
 - NOILNSLLY 

ONIUINDAY 
S
T
L
M
V
W
U
O
N
O
Y
 
JUIAIS 

ATALVUAUON 
'f 

{ 

i 

a 
| 

S
I
I
L
I
V
W
H
O
N
I
Y
 
H
O
N
 

‘ZT 
C
 

: 
af 

4 
SALLITWINNONSY 

ON 
‘t 

‘ 
: 

sgaudoy 
out 

: 
: 

‘SUSMwOSIG 
TVH8INII 

ONV 
VEAISIA 

| 
Temeneens yey greens 

SVN 
SLNALLVd 

| 1 

 
          

  
; 

e 
BH.L 

30 
S
3
S
V
3
S
I
G
 
O
N
I
G
A
I
O
N
I
 
N
O
I
L
I
C
N
O
S
 
T
I
I
S
A
H
d
 

5 
 
 

 
 

7a 
INYOS 

L
N
S
W
S
S
E
S
S
V
 
A
d
V
U
S
H
L
O
I
S
A
H
d
 

A
d
V
H
S
H
L
O
I
S
A
H
A
 
A
L
I
N
N
W
W
O
S
 

A
d
W
H
A
H
L
O
I
S
A
H
d
 
A
L
I
N
Q
U
I
N
O
S
 

i 
© 

£O1BLSIGQ 
HLIVEH 

W
V
H
O
N
I
A
E
I
S
 
HLAOS: 

Pere ee ae os 

 
  



a 

 
 

 
 

@&vO 
ONTTIG 

g¢ 
cols 

BL 

o
y
 

w
g
 

Jo o
N
 

o
r
s
 

pasasyostp 

P
o
s
u
s
I
I
N
O
D
 

F
U
d
I
N
}
T
O
T
T
,
 

“ssoustiq 

Aq 
par0joxy 

"29 

sceappy 

OWIENY 

ost3s 

UTLANONNGHL 
NIVd 

2¢ 
“Dlg 

—
 

 
 

 
     M

B
L
I
W
O
W
H
S
H
L
 

NiVd 

yuig 
jo 

aeg 

soweuas04 

Nivd 
37L417 

Nivd 
4O 

107 
Vv 

3
L
i
N
o
 

Nivd 
O
V
S
 

A
u
3
A
 

 
 

pubis 

Nive 
(
o
m
 

* 
Nivd 

ON   ssouppy, 

  

JOGWAN 
adiAzag 

URerH 
[CuONeN 

aweung 
/
 

A
G
V
H
S
H
L
O
I
S
A
H
G
 
A
L
I
N
A
A
W
O
D
 

A
O
I
W
A
S
I
O
 
H
L
I
V
I
H
 
W
V
H
O
N
I
W
U
I
S
 

1LNOS 

 



‘ i ' 

 
 

 
 

  
 
 

Q1uD 
INGWSSHSSV 

6¢ 
“OTS 

"193443 

B
A
I
L
I
S
O
d
 
O
N
I
A
V
H
 

Sf 
L
N
A
W
L
V
S
U
L
 

41 
C
2
A
U
2
S
8
0
 

28 
Q
I
N
C
H
S
 

42437 
SUL 

OL 
O
N
Y
 
S
O
U
V
M
A
d
N
 
L
N
S
W
I
A
O
W
 
I
V
E
S
N
S
S
 
V
'
C
O
I
U
A
d
 

A
N
S
W
L
W
3
Y
L
 
Y
3
L
d
Y
 

ONY 
2
4
0
4
3
0
 
G
3
A
S
S
3
S
S
V
 

34 
W
V
O
 
HOIHAL 

S
B
L
L
I
T
I
G
I
S
S
O
d
 

92 
JO 

X
I
U
L
V
W
 

VW 
S
T
I
V
L
N
E
 
N
O
I
L
V
O
I
Z
I
S
S
Y
T
9
 
Siri 

  

B3uzAsS 
 (c) 

B
L
V
U
N
D
O
N
 

ify 

ANON 
(1) 

 
 

ssauisic 

*LN3ZQN3d3G 
ATIVLOL 

(8) 
iva) 

(9) 

1 
(9) 

“‘NYOMASNOH 
LHON 

CO 
OL 

37aV 
!aNMOBISNOH 

 (») 

“SMOMBSNOH 
LHOI1 

00 
OL 

31GV 
:ALMISOW 

G3LINIT 
(€) 

“
O
N
I
d
d
O
H
S
 
G
N
V
 
A
Y
O
M
A
S
N
O
H
 

A
H
S
!
 

OL 
G3.LIWIT 

‘
s
1
1
a
0
W
 
A
T
L
N
S
G
N
3
d
3
0
N
I
 

(2) 

ALimevsiG 
ON 

(1) 

a 
“kiniavsia 

“SSAYLSIG 
30 SONITZAS 

SAiLOZPENS 
SLNAILVd 

{Z) 

“ALIIGVSIG 
SLN3ILVd 

DHL 
JO 

ALVIS 
SISVAURSEO 

HL 
(1) 

_ 
N
O
 
G
3
S
V
8
 

‘SLV.LS 
S
L
N
3
I
L
V
d
 

JO 
N
O
I
L
V
Z
I
N
3
L
O
V
E
V
H
S
 

“
W
N
O
I
S
N
3
W
I
G
 
O
M
L
 WV 

S
L
N
3
S
3
Y
d
 
G
I
N
O
 
L
N
A
W
S
S
3
S
S
V
 
S
H
L
 

  
 
 

  

 
 

G
I
N
S
 
L
N
A
W
S
S
3
S
S
'
 

 
 

 
 

A
d
V
U
S
H
L
O
I
S
A
H
E
 
A
L
I
N
A
W
C
S
 

  
    

  
  

“DIS 
S
A
S
I
d
W
U
S
H
L
O
I
S
A
H
 

‘91S SHOLDO0 

 
 

 
 

 
 

 
 

  
  

 
 

 
 

 
 

  

 
 

  

ALVUSVSIC 

  
  

 
 

     
 

 
 

 
 

          
 
    
 

Ged 
INSWSSISSV 

AaVERHLOISAH 
ALINAWWOS 

 
 

9 xipuaddy 

  
 
 

  

rebate



* 

      

COR e ere recerereresevcceeoceceteneere 

COC eee merce merece urease oe euecreneeces 

Cee rere rece eee tee eeraressteenetetoees 

Peon cceececcceres 

          

  

SLIGHLLY . 

PTOR 

    

  

  

  

  

  

  

  

  

  

  

  

En Weg 
bien See oes 

3 . 

, 

44 PLIN 

56 

Te BSLLNGS 
; 

Se CLISING STAIRS = 

  

  

  

    

  

  

  

                

FIG. 40 PATI 

   



Os 

 
 

 
 

  

O
N
T
A
D
Y
 
2
 

 
 

  

T
w
i
d
s
 

ONIAVAT 
G0mnb 

 
 

 
 

 
   

 
 

 
 

I
W
I
I
d
S
O
n
 

& 

T
W
A
D
P
I
Y
 

JO 
A
N
T
S
 

 
 

NOK 
G
O
L
T
I
O
 

S
O
N
V
I
N
E
A
Y
 

  

 
 

A
D
V
E
 

O
N
L
 

     

 
 

 
 

                              
 
 

sees 
BTUTo 

rec eceeeesecccuseoees 

 
 

“
C
P
a
T
S
 
 
 

GOLELSIC 
WUT YH 

A
V
E
O
N
D
M
I
G
 
E
L
A
S
 

 
 

AdVADHIOTSAHd 
ALINGMNOS 

Cece 
cereececenvivesceves 

Vomey, 
SquSTyer   

¥ RECORD (NEY Rl ANCE JOU! AMBUL, 

 



| 

THERA 

  

Q ALE 

The rating scale below is a semantic differential scale. The person 

doing the rating describes the therapist by choosing a point ina 

  

completion of your treatment. 

    

response continuum containing two opposite descriptive terms, one on 

each side of the scale. Please complete this scale immediately upon 
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Gee cts s cee sees ccna 

  

    

ADDRESS J osasv cs Sone vcevccteteess ie 4 3 Poe a . 

GP sDeetanee sic aeescdeuee ies ce ahieins es 

  

1. 

26 

3. 

14. 

156 

16. 

ale 

18, 

19. 

20. 

          

  DIVING ALONE........ WITH SPOUSE.......+..06 WEDH RELATT 
ABLE TO COPS.... 

    
HELP AVAILABLE PULL-21I=. . YTL, B.. IRREGULAR... NCHE... 
PERSOW J ABLE 10 COMS....., REQUIRES ASSISTANCE........ 

FLAT... REDSITTER.,..HOSTEL.... OTHER.... 
Poeeee COUNCIL...... PRIVATE LANDLORD...... OBHER....... 

3 YES/NO. ; a 
YES / NO. 

UPSPANIS.. 0%), DOWISTATRS. 2. OUDSEDE.....00...% 
UPSTAIRS / DOWNSTAIRS 

ADEQUATE / INADEQUATE 

YES / NO NEAR AT BAN 

BAM UPSTAIRS / DOWNS2AIRS NO? 
STAIRS INSIDE / CUTSIDE NOWE.........0. 
RCOwS 

    

  

   
    
      

    

    

   

  

ICE 

SUELOWANOE. ..6se0cc. 

  

S@ / PARS-Tim i 
SIVED. HSALTI VISITOR. DISTRICT NURSE. .H 

SCCIAL WORKER... PHYSICT: Y.. OLD PEOPLES CLUB..... 
ites. BUS PASS.... OF NONE... 

      

   

      

   

    

    

    

DIAGHOSLS. ss :e wien ies sisia sla sles eetslcee 

C.N.S. G.1.T. sees OLHERG ces seiees 
DIC, UP LINBe.e. LOWES ORES Geiss a a     

  

NU CEUX Sev 1S0 4:6) ¥ Sie G'a 0 ele g'6 Sib pies wie'« oisialeiee viele so & 

  

PREVIOUS SzV2: 

MEDICAL ILLNESS... Rie es Selesieiie wake, © 

 



  

23. 

24. 

256 

7261. 
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28. 

29. 

30. 

og 

  

   

FULLY MOBILE +    
tress eeen ABLE TO.WALK.20 FEET,.,.. 

‘O WALK WITH AIDS...... CHAIR / BEDFAS?T. 

& ABLE 20 FEED SELP.....NEEDS HELP. ...0cse00 

ABLE TO DRESS SELF — .ecceccece NEEDS HELP...ecceceeveeess 

    

ABLE TO WASH SELF ..sscsccevcescouee NEEDS HELP. ccccceeccee 

  

PEOCD scales FATR. ss. POORS Sac ears 
BEARING | GOOD.48 (bc FAIRY.a ste, POOR cach... res 

  

ESGUDA 

  

FULLY...... OCCASIONAT INCONTINENCE... 
2 OF URENE PAECES.......... : 

  

: NONE.. eee WITHIN LAST YEAR. ...... 

  

REGULAR = . 
2.4 ORGANIZED. Pn NOUD Gar sas sisal casa sane 

  

FIG. 45 SOCIAL ASSESSMENT



  

    

  

Forenames 

    
Address 

  

  

  

CUINISAL NOTES 

  

  

  

  

  

  

  

rT         
  

  

Community Physiotherapist 

Mrs. J, Burrell 

Physiotherapy Department 

Selly O2k Nospital e 

Raddlcbarn Road 

Selly Oak 

Birmingham B29 6JD 

Tel. 472 5313 Ext. 4755 or 4324 

      

FIG. 46 APPOINTMENT CARD 

  

MALE - “i 

SOUTH Bintii:GHAM HEALTH pISTRICT 
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» Surname 

  

SUN:TY PHYSIOTHERAPY 
Forenames 

    
Address 

  

DATE 

PHYSIOT 

    

IBRAPY RE 

  

* 

CLINICAL NOTES 

  

  

  

  

  

  

  

FIG. 4&7 PHYSICTHERAPISTS CALLING CARDS 
  

  
Comiaunity Physiotherapist 

  

Mrs. S. Roll: 

Physiotherapy Department 

y Oak Hospital     

Raddlebarn Road 

Selly Oak 

am £29 €JD 
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{wie rpan 

1. Curl toes under. Straighten ana open then, 

2. Stretch fect dow and pult then back a 

3. Turn feet in and out, 

4. Roll feet each way : 

5. Wighten calf muscles (slow count to 6) 
6, Tighten muscles above tmee (slow count to 6) 
T. %JIAft alternate leg off bed with straight knee 

8 Bend and straighten alternate knees 
9. Tighten seat muscles (slow cout to 6) 

10, Lift head ~ look at toes 

Lift arns above head 

Take 6 deep breaths 

Turn head to rightmd left 

Pull shoulder blades together and press neck into pillow (slow count to 6) 
Bend and straighten elbows 

Fingers behind neck - pull elbows back i 
Curl tips of fingers and thunb tovards roots and open 
Curl fingers and thumb into palms and open 

Bend wrists down - bend wrists back 

Roll wrists both ways 

Touch tip of each finger in turn with the tip of the thunbd 

  

   S$ on edces of thighs, little finger side down. Raise thunb then esch finger in turn and relax 

2, Fingers behind back - slide hands up and down 
3. Bend body to right and left. 

4, urn body to right end left. 

EXERCISES SHCULD BE PERFORMED EVERY MORING. 
LIE AS FLAT AS POSSIBLE FOR thr. DAILY. 

  

FIG. 52 EXERCISE SHEET 
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The rating scale below is a se: 

  

tic differential scale. The person 

doing the rating describes the treatment by choosing a point in a response 

continuum containing two opposite descriptive terms, one on each side of 

the scale. 

Please complete this scale immediately upon completion of your treatment. 

Effective — ee ee as Inet fective 

Vague aati® ae ees ecee aeains. aan cee, “Shenttie 

Professional ee a ee es | Unprofessional 

Competent _-— — — — = — Incompetent 

Unstructured — a se, SS Panne 

Comebc table fim ae) i one Niner ncemrortable 

Special ee ee 

Dull * Ne ee ae WL Bemabct tne 

Organized —_— — — — — -— Disorganized 

Unhelpful aa a SC FUL 

Therapist 

  

Hatlencs ce nsew cosets es tea die decodes coos ete 

DECC aiscieserveinaccienscwevaccuntacecissaainesiocs’s 

FIG. 54 
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D
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0
 

Code 

DO 
OO 
OM 
OO 
OO 
OO 
OO 
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ac
e 

  

1, Nd. of hobbies or interests 
- 248+ reading, radio, 
television, handicrafts, 

ofokine, gardening, walking; 
ngo 5S 2 

| 2. Bo you look forward to things 
_ at all? s : ‘ 

3. Does the future ever seen 
* pointless to you? * 
- ‘ 

4. Does even the thought of 
having to co anythin 
sometimes feel an effort to 
you? . 

   

Do you. ever feel lonely? 

    

6. Hew have you been fa your 
. Spirits over the last few 
days - have you been happy or 
have you felt depressed 

Have you recently felt so 
depressed that you have just 
Sat for hours on end? 

  

8. Would you say you are ennteat 

  

with your present 1 
or are you dissatisfied? 

  

Scores could range fron 0 ~ 19, i = 

   

    

More than 3 
‘ 

Lor 2 - 

Nene as    
Often | ea - © 
Sometimes * ae 
Never : ae . . 

Never “co 

Sometines eee j 

Often * x 2 

Neve pe : 

Sometimes - 2 
Often ae 2 2, 

Never 5 

* Sometines “ a i 

Often SO eIIE ec e, Sa oN, : 

Very happy “@ 

Quite happy 2 

Neither happy nor depressed 2 

Quite depressed 3 
Yery cepressed & * 

  

Ho bere ° 
Yes - : . 2° 

Very content 0. mr 

Quite content aie 2 

. Little dissatisfied 2 
*Vory dissatisfied 3 

  

ESSTON TEST © = ‘



  

s Siete Sethe ELS aE ace SEG 

  

  

  

  

          

  

      

| Tate 

DIAGNOSIS i 

  

  

[oo Uae ty aes 6 er ae § | * 

  

a ’ ' Ko Pain Little Pein 

e : Ser ae as I com Pear 
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Ss FIG. 57 

  

  

  

      
  

  

  

  

  

  

  

  

  

  

                  

  

Thin TIES TOTAL 

CG2ENCS Fo Tr 
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sh Mee en, Ae ee eae i A hae (woo 

oe a cd ee 
{ | a rat I 
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ae “are aes j TRACTICN POUNDACE i 
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      y roflicets your 

Thank you for your help. 

If you had to pay a charge of £2.00 for the physiotherapy treatment 
‘that you heave gust had, would you fee). the following ? 

“Please circle the nost appropriate respo:     

Very Good Quite Good About Quite 
Value Valve +Right Exwenrive     

  

i se ; 
i “ee 7 & 

ea es 

Ni 

i \ 

Rano” “i dsnesecnnten suvercsesnenveusegucirsectsiesecase atiensenerses 

Bhysiotheranist Street eee e en reeeescewere secre ester snes necinorees 

Treatnont. Bede ween saree reenereenscrscosereseeccseesevene 

  

FIG. 58



   

   
As! a in providing 

physio ry i e elle 

Kill you cirele the ¢ y reflects your 

orinions : 
Thenk you for your help. ¢ 5 F 

  

If you hed to pay a charge of £4,00 for the physiotherapy treatnent 
that you heve just had, would you feel the following ? 

* Please circle the most appropriate responses 

  

Very Good Quite Good “About Quite Very 
Nelue Value Right Expensive Expensive 

  
        

i 

i 
{ 

Bs 

FIG. 59 
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Physiotherapy Devortmont 7 ape 

ed out into the costs involved in providing 
ment end assistence is required. 

cle the statement which most accurately reflects your 

            

  

  

  Will. you cir 
+ opinio: 

Shank     u for your help. ‘ : i ; ‘ 

  

If you had to pay a charge of £5.00 for the physiotherapy treatment 
. thet you have just had, would you feel the following ? 
“Please circle the most appropriate Tresponeee 

  

Very Good Quite Good About, Quite 
Value Velue Right Expensive 

  

   

      

1 “e 

; > aie cheee o : : , z) e “ 

: r 

i 

; a0 ‘ 

5 . Physlothepantst.eacenecccse Sees sies 

Treatront Se ececervcccccecccareces se deveene 

  

Fic, 60 

Se ree = = ois



  

ved in providing 
ce is renuired. 
securately reflects your 

      

  dy is being carried out into ¢ 
Lothezany tre nd your as 

¥il2 you nt which 
* opinions 

Ther: you for your help. 

  

     

  

   

  

If you hed to pey a charge of £4.00 for the phyetecaneaey treatnent 

  

. that you have j had, would you feel the following ? ‘i 
* Please circle the most Prete YECPONSee BR 

Very Good Quite Good * About Quite Very 5 
: Value _ Value Richt Expensive Exnensive 
  

    

eresecone 

    

   
       

t Date ete ee 

  

FIG. 61 
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Physioth Bhystotiv 

    
ad out inh 

nt and your 
circle the statenent whic! 

A study is be 
physiothe       is reewired, 
    ost accurately reflects your 

If you had to pay a charge of £7.00 for the physiotherapy treatment 
7 that you have just had, would you feel the following ? 

  

_ Please circle the most appropriate responses . 

Very Good Quite Good About Quite Very 
Value Valve Right Exmensive Expensive 

ee 4 a0 4 

mad ff s 

. x . 

‘ 

‘ 

Nepio’ scaneuise secs ; 

    

    
    

FIG. 62 

 



A 

  
      

   
   

Physiother: 
Wild y 
opinion. 

  

Thank you for + 

If you hed to 

that you have 
Please circle 

“Very Good 
Value 

    

volyed in providing 59 

reflects your 

pay a charge of £3.00 for the physiotherapy treatment 
just had, vould you feel the following ? 
the most appropriste responses 

  

   

Quite Good Nbout Quite Very 
Value Richt Exponsive Expensive 

oc : S 

' 
: 

2 

  

Date eerces 

  

  

FIG. 63 
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  & study is being carricd out into the 
physiothe: y treatnent and your ase: 
Will you ciscle the statement 
opinion. 
Thank you for your 

      

       

  

pe 

  

If you had to pay a charge of £9500 for the ph 
_ that you have just had, vould you feel the following ? 
Please circle the most appropriate responsce 

  

otherapy treatment 

Very Good Quite Good Aoout Quite Vory 
Value Value Right Expensive Expensive 

    

  siotheranist : 
  

    

    

FIG. 64 
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Patient Number ossessesercsccoccvcccccee Male/Female 

Physiotherapist 

  

sceeee Male/Female 

Age .. 

  

  

Pulse rate on application 

_of Pulse Monitor 

  

Pulse rate following 

Five minutes rest 
  

Pulse rate on entry to 

cubicle of Physiotherapist 

  

Pulse rate after two 

mimtes Infra-red 

  

Pulse rate on completion of 

five minutes to back 

  

Pulse rate when Physiotherapist 

re-enters cubicle 

  

Pulse xsate when massage 

treatment comenced 

  

Pulse rate after two 

minutes massage 
  

Pulse rate when five minutes 

massage treatment ended 

  

Pulse xate one minute after 

Physiotherapist leaves cubicle 

    Pulse xate when Physiothexapist 

returns to terminate treatment 

  
!       

      
NSE RECORD



s a 

    

This questionnaire is derigned to investigate the reactions to the treatment 

which you have recently received. Your responses will be strictly 

confidential and will not be revealed to any person other than the 

ee oan research worker, and the questionnaire is entirely enonyrous, 

i Thenk you for your co-operation, ‘i au . 

You axe required to read five statements connected with your physiotherapy 

treatment and to circle the comment nearest to your ow opinion, 

i. The physiotherapist is cood at his/her work, 

kgxee Agree No opinion Do'nt © Strongly 

Strongly either way ~ apres disarree 

2, The trestrent is vleasant but not very effective. 

  

Agree Agree No. opinion Do'né Strongly 
{. 
] Stroncly either way Agree disagres 

2 Physiotherany treatment     is not effective. twits 

Agree Agree No opinion Do'nt Xtrongly 

] Strongly either way " Agree Disagree 

4A, Tablets fron the doctor ara nreferable to shysiotherapy treztment. 

i Agree Agree No opinion Do'nt ; Strongly 

Stronzly either wy Agres * Bisagren 

  

m ottmactive oz 

  

Agree 

    

No opinion Do'nt Strongly - 

Stronsly either wav Knee 
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LIST OF REPORTS STUDIED IN PLANNING STAGE 
  

The Physiotherapist in the Community 

A. Compton. 

Department of Community Health, City of Southampton. 

Report in Physiotherapy, Vol.59, No.3, 1973 

Community Physiotherapy in Canada. 

Report in Physiotherapy Vol.60, No.9, 1974, 

Physictherapy in the Community 

M. K. Patrick 

Report in Physiotherapy, Vol. 60, No.7 

Domiciliary Physiotherapy Services 

Burton, A., and Gau, D.W. 

Letter in Lancet, June 22, 1975. 

A Domiciliary Physiotherapy Service 

Waters, W.H.R., Udy, S.C., Lunn, J.E. 

Report in Lancet, May 1974. 

Physiotherapy Services and Education at a Health Centre 

K. M. Jenkins 

Report in Physiotherapy, Vol.61, No.7., 1975. 

FIG. 69 
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PLANNING PRIOR TO STUDY COMMENCEMENT 

January 1976 

The author presents a paper on community physiotherapy to the Health Care 

Pi anning, Team for the Elderly, South Birmingham Health District. 

Sth February, 1976. 

Above paper discussed, in the author's absence, by Professor Isaacs, 

Department of Geriatric Medicine, Ghiversiy of Birmingham, Dr. N. Smith, 

G.P. representative, Mrs. L. Ellis, Senior Nursing Officer, Community, 

Mrs. H. Cooper, Geriatric Health Visitor and Dr. J. Harrison, Consultant 

cetiatieian’ They all were of the opinion that there was a need 

for such a service. It was agreed to discuss the report in detail at 

a subsequent meeting of the team. 

8th April 1976. 

Following a considerable exchange of ideas on the role and on the location 

of a community physiotherapist, it was agreed that the author should 

draw up a detailed scheme for a proposed study to evaluate the benefit 

to patients of a community physiotherapy service. Dr.N. Smith as G.P. 

representative was invited to co-operate and act as a lisison officer for 

his general practitioner colleagues. 

loth June 1976. 

Meeting infommed that a protocol for a study on community physiotherary 

  

would be presented at the next meeting of the Health Care Planning T 

8th July 1976.” 

Pretocol presented to the Team. It was agreed that Professor Isaacs, 

be Harrison, Dr. Smith and the author should meet to discuss the 

details of the study and ceport back to the teah. 

22th August 1 

  

Appointment cf a Comm 

 



September 1976. 

Report to the District Management Team that a trial of community 

physiotherapy was in hand. 

2oth October 1976. 

Application to the District Management Team for permission to apply 

to the Univesity of Aston, for consideration cf the Community 

Physiotherapy projéct as the basis for a part-time M.Phil. 

Request granted. 

November 1976. 

Forced postponement of project due to financial cut-backs within the 

District. No money was available for travelling expenses. Author 

approached a number of bodies requesting funds for this purpose. 
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APPENDIX 4 

GP's WHO CO-OPERATED IN THE SETTING UP 

OF THE STUDY



G.P.'s WHO CO-OPERATED IN THE SETTING-UP OF THE STUDY 
  

1. Dr. David Kirk 

Dr. Sylvia Meux 1437 Pershore Road, Stirchley. 

ae Dr. Harold Robinson 38 Alvechurch Road, West Heath. 

Sa Dr. Anthony Butler 

Dr. R. C. Todman 2 Dial Close, Druids Heath. 

4. Dr. F. Minwalla 

Dr. Hewitt 

Dr. Berry 22 Shenley Green, Northfield. 

5. Dr. Raymond Davis 

Dr. Douglas Fleming 

Dr. Gareth Francis 

Dr. Stephen Sales 

Dr. Parkes Northfield Health Centre, St. Heliers Road, 
Northfield. : 

6. Dr. Whitelaw 

Dr. Keegan 

Dr. Norman Smith 

Dr. John Matthias 

  

Dr. Asbury 223 Longbridge Lane, Birmingham, 31. 

7. Dr. Arthur Luces Northfield Health Centre, St. Heliers Ro 

8. Dr. Micahel Lovett 

Dr. Ruth Lockie 108 Bunbury Road, Northfield 

FIG. 70
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LIST OF BODIES APPROACHED FOR FINANCIAL ASSISTANC 
  

The Aneurin Bevan Memorial Foundation 

“The Wellcome Trust 

The Nuffield Foundation 

The Garfield Weston Foundation 

The Dowager Countess Eleanor Peel Trust 

The Carnegie United Kingdom Trust 

The Leverhalme Trust Fund 

The Beaverbrook Foundation 

The Nuffield Provincial Hospitals Trust 

The Ciba Foundation 

The Royal College of General Practitioners 

The Medical Research Council 

Department of Health and Social Security.



APPENDIX 6 

HISTORICAL BACKGROUND OF THE CHARTERED 

SOCIETY OF PHYSIOTHERAPY



HISTORICAL BACKGROUND OF CHART! 
   ED SOCIETY OF PHYSIOTHERAPY 

  

The Chartered Society of Physiotherapy is the oldest ana largest 

organisation of physiotherapists in the United Kingdom and the 

second oldest in the world. Its training and examinations have been 

poneowed by the Minister of Health and the Secretary of State for 

Scotland as a qualification for employment as a physiotherapist in 

the National Health Service, those who obtain its qualification, 

after taking its training and examinations, are eligible for State 

Registration. 

The Society was founded in 1894 by four young nurses, all fully trained 

in massage. Their names were Lucy Robinson, Rosalind Paget, Elizabeth 

Manley and Margaret Palmer. 

At that time the profession of massage was in danger of falling into 

disrepute. There was a current craze for massage treatment, Blt 

brothels had sprung up, purporting to be nursing homes and the British 

Medical Journal warned its readers against the use of massage on account 

of the number of unscrupulous persons practising it. 

The founders of the CSP decided that the good name of massage treatment 

should be restored, making massage "a sefe, clean, and honourable 

profession for British women". On February, 1, 1895, a ietter, 

published in Nursing Notes, announced the formation of the new society, 

and its intention of holding regular. examinations and of awarding 

certificates to successful candidates. Now, for the first time, a 

  

basic standard of knowledge and comp 

  

ence was to be established. 

- 285 -



The first official examinations of the Society of Trained Masseuses 

were held on February 23, 1895, when seven candidates were awarded 

the Society's certificate. Shortly afterwards, a circular was sent to 

hospitals, nursing homes and members of the medical profession, 

announcing the formation and intentions of the Society, and publishing 

its rules; no massage to be undertaken except under medical direction; 

no general massage for men (except in exceptional circumstances); no 

advertising except in professional papers; no sale of drugs to patients 

allowed. The high standard of professional conduct has been maintained. 

The Society grew rapidly in membership and became widely known in the 

nursing world. In February 1896, the first Annual General Meeting was 

held, at which it was decided to invite a select number of the medica) 

profession to allow their names to be placed on the list of patrons. 

In 1900, when its membership had reached 250, the Society became the 

Incorporated Society of Trained Masseuses, acquiring the legal and 

public status of a professional organisation. 

Up to 1905 the Society had been exclusively female, but in that year 

the War Office requested that it examine R.A.M.C. nursing orderlies 

in massage. It was agreed that male masseurs could be examined, 

provided, that, “only men of good character were allowed to train." 

Tt Se still considered impossible for men to become members of the 

Society. The first examinations for men were held in September 1905 

when all of the candidates were successful. 

In 1910, the first examination in Swedish remedial exercises was held, 

followed the next year by an examination for teachers of the same subject. 

The war years, 1914-1918, saw an enormously increased demand for the 

services of trained 

  

seuses, and the formation of the Almeric Paget 
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Corps, to work where-ever the War Office requested, In 1915 the first 

examination in medical electricity was held, and in 1916 the Society 

was honoured by the consent of Her Majesty the Queen to become Patron. 

During the war blind people were admitted to examination, and as these 

included many ex-army men, the wie question of male membership of the 

Society was reviewed, and by 1920 it was decided to admit men to 

membership. The first number of the Society's Journal was published 

in 1915, and a bronze badge was designed and issued to certificate holders. 

In 1920, the Society amalgamated with the Institute of Massage and 

Remedial Gymnastics and the Society was granted a Royal Charter. It 

went into liquidation and became the Chartered Society of Massage and 

Medical Gymnastics. Its membership was now aporoxinateiy 5,000, and for 

the first time had as its chairman a member of the medical profession, 

Sir Cooper Perry, MA., MD., FRCP. 

The ean: continued to grow in strength and during the second world 

war physiotherapists gave service in military and civilian hospitels 

all over the world. In 1942 the Society decided to adopt its present 

name - The Chartered Society of Physiotherapy - as. being more 

representative of the field of work it covers. When the National 

Health Service was formed in 1948, the C.S.P.'s training and 

examinations were approved as qualifications for working in the N.H.S. 

The Professions Supplementary to Medici. Act 1960, makes it compulsory 

  

to be state registered to work as a physiotherapist in the National 

Health Service. 

  

The Society has now over 20,000 members, its Journal has a 

of 17,000 and is read in 90 other countries throughout the world. 
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The term “Domiciliary Physiotherapy", used in the title of this study 

requires qualification. Physiotherapy treatment has, with very few 

exceptions, been confined to the physiotherapy departments or the 

wards of hospitals. 

In this environment, pnysiothexapists have been employed on surgical, 

medical, geriatric; paediatric wards and in the physiotherapy 

out-patient clinics. They have also been employed in the psychiatric and 

mental handicap hospitals. 

Work in the above areas includes, pre and post-op exercises, 

rehabilitation at all stages, neurological treatments and treatment of 

chest disease. There are also areas of specializi.tion such as 

the Intensive Care Unit, the stroke unit, young Handicapped unit, 

burns unit, plastic surgery, orthopaedic surgery and coronary 

rehabilitation, Each of these areas will have a specialist 

physiotherapist. Tnere are also physiotherapists working in 

gymnasia, special schools, sports injuries clinics, football, rugby 

and cricket clubs and with the national touring teams of all sports. 

Physiotherapists are also employed in industry, large stores, veterinary 

practice, the Royal Ballet, on cruise liners and in health clinics. 

There are many engaged in private practice throughout the world. 

Finally, there are many engaged in teaching and a small number in 

research, 

DOMICILIARY PHYSIOTHERAPY = 

This, by definition, is a physiotherapy service provided in the 

patient's own home. 
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It has been suggested, Csp Working Party (1974a), that community 

physiotherapy staff ‘should have a minimum of two years experience. 

It is equally important that they should have had a variety of 

experience, and most important that they should have a personality 

which will allow them to cope with the chalienge offered by 

domiciliary work, Frazer (1978)(d). 

Because physiotherapy training does not include any instruction 

in the provision of domiciliary physiotherapy, staff involved in 

this service have been faced with an entirely new situation. 

Because this is a developing service, certain problems have been 

identified, Frazer (1979)(g), during the course of the present study 

and strategies have been adopted to enable the domiciliary 

physiotherapy staff to cope with most of them. 

The physiotherapy staff, working with the project, share a total 

experience of twenty-four years and covers most of the specialties 

mentioned above. The three staff were given the Eysenk Personality 

Inventory, Eysenk (1969) , and all scored highly on the extraversion 

factor. All had previously worked for a number of years in the 

physiotherapy department at Selly Oak Hospital and had@ been selected 

for the domiciliary work because of their clinical skills but more 

important, their personalities. 

One important requirement that nee be met for domiciliary work, is the 

possession of @ car and a clean driving licence. Although there are 

some domiciliary schemes operating by using public transport, this 

is not considered te be satisfactory. There are also schemes which 

treat patients within walking distance of the hospital with obvious 

limitations. 
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There has also been a trend towards the establishment of a community 

physiotherapy service, based on group medical practices, initiated 

by a sub-committee of the Standing Medical Advisory Council (1971) . 

Such a service is not seen as other than a mini physiotherapy 

department which can only offer a service to those patients who can 

attend the clinic and cannot be described as a domiciliary 

physiotherapy service. i 

For a health district the size of the South Birmingham Heaith 

District, which is approximately eighty square miles, car 

ownership is essential. Unfortunately, such a pre-requisite 

eliminates many physiotherapists who wovld otherwise be eminently 

suitable for domiciliary work. 

This is a major problem with regard to recruitment of suitable 

  

staff and it seems wrong that many physiotherapists should be denied 

the opportunity of working in the community simply because they 

cannot afford tc run a car or do not possess a driving licence. 

DEFINITION OF PHYSTOTHERAPY 

A peeun tion of physiotherapy, frequently quoted, is as follows; 

“Physiotherapy is the treatment of injury and diseases by physical 

means. It is used to help patients to regain and increase their 

physical abilities, to give them the Opportunity to achieve their 

ast us potential in activities at home, work and leisure". 

C.S.P. Curriculum (1978)(b). 

Most definitions of physiotherapy contain variations of the above 

statement which does not do full justice to either the science o2 
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the art involved in carrying out a successful physiotherapy treatment. 

One reason for the difficulty in‘obtaining a definite description 

of physiotherapy is the eclectic nature of the discipline. Another 

veason is the relative dearth of scientific evaluation of the various 

treatment procedures adopted. 

Many physiotherapists treat patients using a wide variety cf methcds 

often empirically based, with marked success, but with no clear 

idea why one method proves superior ‘to another. 

The word physiotherapy is a greek hybrid, derived from physis, 

meaning nature and dheurapeunike, meaning the art of healing. 

It is not surprising to discover that art is involved in the 

application of treatments used in physiotherapy, as ee: success 

of a remedial interaction often depends upon the way in which a 

treatment is carried out, rather than upon any specific method 

er equipment used. 

Physiotherapy, like its name, is a hybrid combining both science 

and art, the two components being interwoven and difficult to 

separate, Frazer, (1975)(m). 

A Chartered Society Working Party has produced a more comprehensive 

definition cf a physiotherapist, Jenkins (1975) , which states; 

“The physiotherapist is a member of the rehabilitation team in 

which a physician or surgeon assumes primary clinical responsibility; 

assesses the patient and plans a programme of treatment in which 

advice to patients and relatives in the Management of the condition 

  

plays an important part. The physiotherapist treats medical and 

traumatic disor    tor system (bones, joints, muscies); 

aA



neurological disorders; certain cardio-vascular and respiratory 

conditions; the pre and post-operative treatment of ecgeee of the 

thorax, abdomen and pelvis; the special problems of children 

including the mentally and physically handicapped, and the elderly; 

ante and post-natal training and certain skin conditions. By 

physical means teaching movement to individual and groups of 

patients with the aims of relaxing, mobilising, strengthening and 

improving co-ordination. The use of gymnastic apparatus and the 

theurapeutic pool; encouraging and facilitating maximum function 

related to daily living and work; administering massage to soft 

tissues and the passive mobilization of joints, applying heat in 

the form of infra-red rays, short-wave diathermy and wax and het 

packs and cold using ice; muscle stimulating currents, ultrasonics, 

ultra-violet rays. 

Treatment is given in the wards and out-patient departments of 

general hospitals and special units, in community services with 

home visits and in special schools and in private clinics." 

The above description is fairly comprehensive but is no more than 

a listing of the various procedures available and the areas in 

which they are carried out. 

Although the teaching of various skills is mentioned, there is 

  

no indication thet a sound knowledge of the ioural sciences 

is required. 

This appendix viiwill elaborate upon the list of treatments above, 

  itemising those used in the domiciliary physiotherapy service and 

  e@ chosen. 

  

explaining why they we



APPENDIX 7. 

PHYSIOTHERAPY TREATMENTS USED IN THE STUDY



PHYSIOTHERAPY TREATMENTS USED IN THE STUDY 
  

The list below includes all of the physiotherapy treatments used 

in the study of domiciliary physiotherapy. This list is divided 

into six categories: 

De Advice and management instructions (Common to all treatments) . 

25 Exercise, Massage, Manipulations and Mobilizations, Postural 

Drainage. (None of these treatments require equipment) . 

3. Heat and Cold (Produced by a variety of electrical means). 

4. Ultrasonics, Interferential therapy, Low frequency currents. 

(Produced by specialzed electrical equipment). 

5 Intermittent Positive Pressure Breathing (Confined to chest 

conditions) . 

6. Traction (Used mainly in cases of neck and back pain. 

where are a number of reasons why the above list of treatments 

was adopted for use in the community. 

First, the equipment necessary is portable, second, the procedures 

have been shown to produce consistent results and third, the results 

obtained are common to both the physiotherapy department and the 

patients home. 

Together with the equipment required for any of, these procedures, 

the domiciliary physiotherapy service has a full range of items 

available such as, balls, springs, pulleys, walking aids, sticks 

and crutches; “various measuring devices such as goniometers, 

peak-flow meters and dynamometers. 
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Portable ultra-violet lamps are available if required and short- 

wave diathermy machines can be transported to the patients home 

with the assistance of the physiotherapy department porter. 

The comaunity administrator and his stores provides a welcome back-up 

to the domiciliexy physiotherapist. This store provides all of the 

aids, previously available from the Social Services and includes 

bath and toilet aids, wheelchairs, seat lifts, ees, bed cradles, 

commodes and so on, 

There is also a jaundry service for the incontinent patient and a 

supply of incontinence garments is available. 

The facilities to che pation’ in the community closely match those 

+ available in the hospital. There are a few items of equipment, such 

as parallel bars or Lumbar traction facilities and here the 

physiotherapist must improvise. ” ‘There is one example of a patient 

successfully receiving lumbar traction at home, using skin traction 

applied to one fees Pulleys and weights were adapted to her bed, 

which was raised by two piles of house bricks which her husband had 

wrapped in brown paper. The patient spent ten days in bed on 

traction with excellent results.. 
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EPULATIOC: EXERCISE     

Exerci 

~ 

This is a general term which covers a wide variety of acti end (Ys: 

possibly the major factor in the rehabilitation of the patient. 

Most treatment prograrmes will include a scheme of progressive 

resistance exercises, whereby a patient, recovering from disease or 

injury involving atrephy or weakness of muscle, or loss of muscle 

contro], is brought back to normal, or as near normal as circumstances 

will aliow. There are several specialized methods associated with 

particular problems but the general principles of exercise therapy 

are as follows: - 

i. The Batiene must: have explained to him, and fully Gndereenacs 

what e requixed of him. 

2. Maximua relaxation of the antagonist muscle groups, prior to 

movement, is ensured by the selection of a good starting position. 

ae The patient must be able to see and feel the movement. This 

involves the wearing of the minimum am iSunt of clothing and, 

if necessary, the use of mirrors. 

Ey Frictional resistance can be removed by the use of smooth, 

powdered boards, or by the use of sling suspension. 

S.. The exercise should start, if possible, in the middle range 

where maximum leverage can be obtained. 

Gs The principle of leverage should be used by commencing the 

exercise with a short weight arm. 

ds Gravity c an be eliminated by the use of suitable supports, such 

  

as manual assistance from the bist, by use of the powde 

    

~ beard or sling 

    

groups, while gr 

  

may be ir prior to the intr 

  of 

 



  8. As the muscle gains strength, a logical and methodical 
  

pregression is made. Muscle power can be assessed by the MRC 

rading as follows. 

MRC Grading 

MRC are the initial letters of the Medical Research Council and are 

used to describe a method of muscle aetenath grading, developed at 

Oxford, 

1O. Nil % No contraction 

I 

i. Flicker 10% Flicker isolated to tendon, 

2. Weak | 25% Movement with gravity eliminated 

3. Fair 50% Movement against gravity. 

4. Good 75% As above, but with some resistance. 

25s Normal, 100% Normal 

The above classification is useful in the early stages of treatment, 

but as progress is made, additional assessments are added; such as 

  

the weight that can be lifted, or the number of repetitions that 

can be performed. The latter can be recorded and used as a 

motivator for the patient. In general terms exercises can be given in 

“the following progression. 

Active assisted 

‘Active free 

Active resisted. 

Active As: 

  

Exercises 

These exercises are dene with the assistance of springs, slings, 

pulleys or the hands of the physiotherapist. They are used when 

the MRC grade is 1 or 2. 

Active    

  

Free Exer 

Usually introduced in MRC grade 2. Slings and powdered boa 

  

are 

used and a strong stimulus is when the patient sees he can 

  

produce a movement. 

~
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Active Resi 

  

Introduced in MRC grade 3, and involves the use of varying degrees 

of resistance, including movement against gravity, slings, pulleys 

and weights. 

Different methods are employed to obtain particular effects, such 

as hypertrophy, power, endurance and control, the method varying 

according to the case treated, but may include the following: 

Heavy resistance exercise, Kabat or Frenkel exercises, the former 

involving the use of heavy weights in a progressively heavy lifting 

programme, the latter are used to gain control and can involve 

proprioceptive neuro-muscular facilitation techniques, Kabat, (1954) 

In the case of patients involved in this study, most of whom have 

exercises as part of their treatment, PNF is used for the 

neurological conditions, while a modified form of HRE is adopted, 

‘using small weights. 

Exercise can be carried out in any position, usually progressing 

from lying to sitting, to standing and involving an increasizg 

range of movement. There are specialised exercises for balance, 

walking, moving around in transfer from bed to chair or commode. 

There are specific routines for patients with hip replacement or 

amputation. Irrespective of condition, the same general principles 

apply to all patients, once a treatment plan is prepared, the 

patient will progress through a carefully controlled scheme of 

exercises which can include some or all of those described above.



Massage 

Massage is rarely used as a treatment in itself, but can often be a 

useful addition to a treatment Programme, especially in the case of 

the elderly patient, 

It is a form of treatment which is suited to domiciliary work as no 

equipment is required. There are three types of massage which have 

been used in the study, mechanical, manual and connective tissue 

massage, the latter being a specialised method of manual massage. 

Mechanical massage mSChans Car smessage 

This form of massage is sometimes given using a hand held Niagra 

cyclo-massage unit which transmits vibrations to the patient's tissues, 

the depth and speed of the vibration being controlled by the operator. 

This method is useful in conditions such as oedema, where considerable 

manual effort would be required to produce an effect. 

Manual Massage 

There are a wide variety of techniques, available, the most commonly 

used are effleurage, betrissage, kneading and frictions. 

Effleurage 

This is given with a firm but relaxed hand, using the palmar aspect, 

the line of massage is adapted to whatever part of the body is treated. 

It is usual to work. in:    
massage is used to assist the venous and lymphatic drainage of a limb, 

tive effect. 
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This is applied with the relaxed palm, incorporating an alternate pressure 

pick-up, squeeze, relax routine. A steady rhythm is maintained 

which, together with the avoidance of pinching the tissues, will give 

complete relaxation. 

Knea@ing 

This is applied using either the finger pads or the thumb pads for 

small areas and the palms of the hands for the larger areas of the 

body. The method includes alternate pressure and relaxation and is 

@ useful technique for mobilising the tissues. The physiotherapist 

uses her body weight applied to the patient's tissues through a 

straight arm via a relaxed palm. 

Frictions 

These are applied to a carefully located area of the tissues, the 

Operators finger tip being used to exert considerable pressure via 

the pad of the finger. The finger is moved across the underlying 

tissues with skin contact being maintained during treatment. 

It is a lengthy process and because of the pressure, it can be painful 

for the patient. It is used mainly to mobilize scar tissue, although its 

inventor, Cyriax, (1960) , indicates many uses, this technique is used 

as a last resort in this study, because of the discomfort it can cause. 

     Connec k Tissue 
  

  

This is a specialized massage technique, 
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Plate 16 
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been taught by Miss M. Ebner, (1962 . The patient is usually treated in 

the sitting position and the massage is applied by the operator, using a 

  

relaxed hand, held in ulnar deviation and placing the finger-tips of 

the second and third fingers on the patient's skin at.an angle of between 

40 and 60 degrees, The metacarpo-phalangeal joints are slichtly 

flexed. The slack in the patient's skin is lightly taken up and the finger- 

tips are drawn along the area chosen for treatnient. There are two 

types of strokes used, long and short. The short is a short twisting 

movement while the long stroke can involve the moving of the fingers 

around the periphery of the scapula or along the border of the spinal 

column. The short stroke produces fewer side effects than the long 

stroke and the sensation experieneced by the patient varies from a slight 

scratching to a feeling of red-hot needles. 

Hyperaemia is induced and a sensation of heat produced which can last 

for several hours. This type of massage is remarkably effective in 

relieving pain, in certain cases its effect is equal to that 

produced by epidural injection and is superior to pethidine in 

relieving pain, Frazer (1978)(e). 

This treatment is effective and is quick to apply, it requires no 

equipment and has no harmful side effects. 

  

Manipulations and M 

  

ations 

Pain and impaired movement, with loss of function of joints, is quite 

common and can occur in the absence of extrinsic trauma, or even 

with relatively tlinor pathological changes, such as those of early 

osteo-arthritis. f 

 



Joint manipulation is concerned with the relief of pain in, 

and restoration of function to synoyial joints. In order to he able tc 

perform joint mobilization or manipulation effectively, considerable 

anatomical knowledge is required of the physiotherapist, Grieve, (1971) 

With human joints there is a degree of play between the moving parts 

which, if absent, will lead to a loss of function, Mennell, (1949) . 

It is a movement which cannot be restored by muscular action and 

requires the intervention of a manipulative procedure to restore 

normal function. A manipulation is applied to an individual joint, 

but not to a collection of joints as any joint manipulation must 

be local to the affected joint. It is usually carried ovt by 

stabilising one aspect of the joint and mobilising the other aspect. 

The ful.l movement is achieved, not by force, put by pcmentum, with the 

movement being carefully controlled. Manipulations range en force 

from the gentle mobilization to the full manipulation of a major joint 

such as the sacro-iliac joint, which requires considerable pressure 

to manipulate. Such pressure is carefully controlled and is carried 

out within the normal range for such a joint. 

Manipulation of the spine is a most dramatic treatment, if successful, 

as a patient can be transformed from a pain wracked cripple to a 

normal human being in seconds. It is a treatment, moreover, where the 

result is immediately apparent and can easly be measured. 

Before any therapeutic manipulation is attempted, it is essential to 

know the normal ranges of movement for all joints, including the spine. 

  

Prior to any manipulation it is prudent to Carry out a full assessment 

of the patient including x-ray examination. = 

In the case of the elderly patient it is possible that various 

  

pathological tes are present which would contraindicate certain 
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manipulations. Congestive cardiac failure, secondary carcinoma, T.B 

Pagets desease and rhewnatoid arthritis are all examples of these. 

Postural Drainage 

The object of this treatment is to clear the chest of secretions, using 

gravity to assist the process. ‘The procedure is usually accompanied 

by percussion and breathing exercises.” 

The treatment is given by Placing the patient in certain positions, in 

order to drain various sections of the lungs, the majority of positions 

involve the patient lying with his head below the level of his feet. 

The upper lobes of the lungs are drained with the patient sitting 

and the other positions may require to be modified for the elderly 

patient who cannot tolerate the head down position. It is quite easy 

to trigger off a cardiac arrest and for the elderly patient postural 

@rainage may simply involve turning from side to side without actually 

Placing the head below foot level. 

Heat_and Cold 

These methods of treatment are used to’ produce pain relief, increase 

circulation and promote relaxation, Scott (A958) 2: They are usually 

applied prior to commencing active cxercise. Ice and heat packs 

are convenient for domes work as they are easily transported. 

Paraffin wax is used jn cases such as rheumatoid arthritis or 

fracture of the hand and wrist. The wax transmits heat to awkwardly 

shaped areas and has a softening effect on the skin. Heat, however 

broduced, has long been used as a therapeutic agent, but in physiotherapy, 

heat is rarely used alone, often being the Precursor to active exercise, 
Small heat lamps are available for domicilia 
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Ultrasonics, Interferentiai and Low-Frequency Currents 
  

Ultrasound 

This has been in use for just over twenty years and the therapeutic 

effects provide a useful physiotherapy A eres 

These effects include, the reduction of pain, local tissue heating, 

the stimulation of local. cell aetivity and hence tissue regeration, 

and the production of hyperaemia, Patrick (1964)(a). It is produced 

by applying a sinusoidal voltage across a flat cirenlar disc of 

ceramic, which expands and contracts following the polarity of the 

voltage. The pressure wave so produced is transmitted from the 

transducer head to the tissues via a medium such as oil or a 

thixotrophic substance. 

The ultrasonic beam is absorbed in the tissues to a depth dependent 

ypon the absorption coefficient of the tissue. Most soft tissues have 

similar absorption coefficients, although that for muscle is slightly 

higher than for other tissues, Ter Haar. (1978). 

Ultrasonics is used mainly in lesions affecting the soft itssues, such 

as sprains, contusions and injuries accompanying fractures. 

it is often used in conjunection with ice as these two treatments are 

complementary and are markedly effective in resolving the post- 

traumatic inflammatory state, Patrick (1978)(b). The treatment is 

  

quick to apply, las g no longer than five minutes, the equipment 

is light and p 

  

rtable and the treatment is pain free for the patient. 

Ultrasound is described as us 

  

in the treatment of soft tissue 

  

trauma, some os © congitions and vericose ulcers, 

Dyson and Suckling (1978).



There are a number of potentially dangerous de effects, such as 

  

stasis in vessels under the area treated and there can also be trar 

  

damage to the endothelial lumen. To avoid this care has to be taken 

in choosing the angle of application as well as the amount of movement 

during treatment. There is the possibility that endothelial damage 

may produte thrombus formation ard the operator must always be alert 

to such dangers, Dyson_ CLOTS i Tis 

Interferential Therapy 

This is a relatively recent introduction to the National EBealth 

Service, although it has been widely used in sports and football 

clubs since the late fifties. During the course of the present study, 

results obtained in the treatment of osto-arthritis joints have 

demonstrated the value of this treatment, These observations support 

  

the findings of a Bulgarian study which demonstrated that inte 

therapy was the most effective treatment for osteo-arthritis, 

Nikolowa-Troeva (1967) . 

The current produced is a low frequency current of 0 to 160 cycles 

per second and involves the application of two currents cf different 

frequency, simultaneously to the body. One current is fixed at 

4,000 cycles per second, while the other can be varied from 3,900 to 

4,000 cycles per second. McQuire (1975) , claims that the rormal skia 

resistance to the therapeutic current is 3,200 ohms per 100 om® and < 

  

resistance of the skin to the interferential current is only 41.6 oh 

    

2 2 
per 100 cm and that the interferential current is therefore much 

comfortable to the patient. It is more probable that the high frequency 

  

of this current is such to exceed the refractive capacity of the 

sensory nerves and therefore the patient c. 

  

nnot experience dis   
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Two portable interferential machines are available for the domiciliary 

patients. 

Low Frequency Currents 

The most frequently used current of this type is the current produced 

by a small battery operated bax which gives a current of one millisecond 

ox less. This current will stimulate innervated muscle and the 

treatment is used mainly in re-education of muscle following injury. It 

can also be used to re-educate the muscles of the pelvic floor in case 

of incontinence. 

  

Intermittent Positive Pressure Breathing 

This is a treatment used with patients suffering from sputum 

retention, who are unable to inhale sufficient air to enable them 

to cough effectively. The air is delivered to the patient's lungs 

by a portable machine which contains its own air pump and is 

powered by electricity. The air delivery is triggered by the 

patients's own inspiratory effect and the air is delivered to their 

lungs via a co-axial eubing at a pressure which can be pre-determined by 

the physiotherapist. The air is neniar ered) using distilled water and 

this helps to loosen tenacious sputum, which can then be coughed up more 

easily. The machine can alse deliver various broncho-dilators instead 

of the distilled water and is an effective and convenient way of 

increasing the patie 

  

Ss expiratory effort. The reduction of stickiness 

  

of the secretions lessens the distress of coughing. The treatment is 

useful in most chronic chest conditions and has been used in the study with 

  

patients suffering frem chronic bronchi and with several cases of 

carcinoma of the lung.



The treatment is usually accompanied by postural drainage and percussion 

with breathing exercises and has been found to be effective in reducing 

respiratory distress in selected patients suffering from chronic 

chest conditions, Rowse (1976) . 

Traction 

Hippocrates described traction in his writings, Adams (1859} , and it 

is a treatment which has stood the test of time, still producing 

improvements in patients. Traction is usually accompanied by heat or 

ultrasonics, with exercises as part of an overall treatment. plan. 

Traction involves stretching the patient's body, usually the spine, 

in erder to effect a separation of the joint surfaces. 

The Physiotherapists Stat 

    

A recent publication by the Department of Health and Social 

Security, DHSS (1977) , brought about a significant change in the 

status of physiotherapy. © A statement by the Standing Medical Advisory 

Committee included two general comments as follows: 

Als The patient is referred to a doctor for the particular illness and 

it is the doctor who arranges for the patient to have therapy. 

This is true whether the referring doctor is a consultant or a 

general practitioner. The Committee therefore feel that it should 

be spelled out that the patient is the responsibility of the doctor 

and in referring the patient for therapy he is not handing ever his 

overall control of the patient. 

2% in asking for treatment by a 

  

     for the help of another trained p essional, an@ the profe. 

of medicine and the various therapies differ. It follows from 
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this that the therapist has a duty and a consequential right to 

decline to perform any therapy which his professional training 

and expertise suggest is actively harmful to the patient. Equally 

the doctor who is responsible for the patient has the right to 

instruct the therapist not to carry out certain forms of treatment 

whick he believes harmful to the patient. 

The statement by the Standing Medical Advisory Committee included the 

following recommendations: 

(a) 

(b) 

(c) 

(a) 

In referring patients to therapists, doctors should give the diagnosis 

where possible, and set out the aims of treatment with a note of 

limitations and contra-indications to a particular form of treatment 

if any. They should normally say when they will see the patient 

again. Within this framework therapists may decide upon the nature 

of the treatment if this has not been agreed with the doctors 

previously. They should also be expected to advise curtailment or 

prolongation of the treatment if they consider this to be necessary. 

Petients progress should be reviewed regularly, with both doctor 

and therapists present whenever possible. Where the therapists 

absence is unavoidable, their reports should be available and the 

findings of the review should be notified to them. 

On occasions it may become apparent to the therapist that 

inappropriate treatment is being given. The therapist should 

discontinue the therapy and disctiss with the doctor the needs of the 

Patient in the light of altered circumstances. 

It is essential that the therapist should have direct access to the 

Roneatene or general practitioner clinically responsible for the 

patient. a 

The same document states that it should be recognised that not all 

therapists are experienced 

  

sarily: trained, in every 

  



the work they may be called to do end emphasi 

  

25 that, where necessary 

  

professional supervision should be provided by & more senior therapist 

with the appropriate knowledge or experience. 

The increase in responsibility and consequent inprovement in status 

implicit in these recommendations have come at an opportune time for 

the domiciliary physiotherapy service. The nature of the work and 

the wide range of conditions referred Yequire a broad experience and 

this statement by the Standing Medical Advisory Committee is welcomed 

as a sign that the physiotherapist is at last recognised as a competent 

professional, capable of making decisions which ad enable them to play 

a wider role in the rehabilitation of: the patient,



 



Stroke C 

  

in the Home 

Varicus studies: have demonstrated that the ratio of stroke 

patients treated at home as opposed to being admitted to hospital 

is roughly 3:2. It has been suggested by Brocklehurst (1978)", that 

social factors are the most Significant elements influencing the 

doctor in his decision to treat the stroke patient at home. It has 

been claimed, however, that many doctors lose interest in the stroke 

patient once the acute phase of the illness has passed and that most 

patients in the community receive very little, if any, long-term 

rehabilitation, Mulley (1978). The provision of domiciliary care 

is described by Opit (192798, as expensive in time, money and personnel. 

That this not need be the case has been clearly demonstrated within 

the South Birmingham Health District where a three year study, 

Frazer (1979)", has shown that domiciliary physiotherapy is both cost 

effective and achieves results which conpare favourably with the 

hospital based rehabilitation service. Table 1 shows the proportion 

of stroke patients treated in a sample of 500 patients, by the 

dowiciliary physiotherapy service. 

There are a number of approaches to the treatment of the stroke 

patient, each with their enthusiastic advicates; the following c 

  

borrows aspects of different techniques which are usually selected 

  

empirically and tailored to fit the needs of the individual patient 

  

and his family. he methods used are broadly similar to those employed 

within the hospital and the treatment outlined in the chapter on 

hemiplegia (P. ) can be applied in the cuse of the domic    

    

patient. Within the home there are not the same compre 

available in the hospital and 

equ 

special chal    
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t Plan 

Before commencing treatment ‘it is essential that a treatment plan 

is prepared which will involve a detailed assessment of the patient 

which will include physical dependency, communication problems, mental 

state, social background and medical diagnosis, 

The initial record can be based on a number of different functional 

tests which are available. No particular system of recording is wholly 

satisfactory and there is no general acceptance among physiotherapists 

as to which system is most suitable. The ideal system needs to be easy 

to complete, simple, and reproducible by different physiotherapists on 

the same patient. The importance of accurate recording cannot be 

overstated as it via form the basis for any future research activity 

into the rehabilitation of the stroke patient. 

As well as this initial assessment, there should be a continuous 

monitoring of progress, preferably by an independent physiotherapist, 

in order to obtain an unbiased assessment of the patients Schieencnt 

ted with Stroke 

  

Problems Assoc 
  

These are outlined in the preceding chapters and exactly the same 

problems of hypotonia, spasticity, loss or disturbance of proprio- 

ception, perceptual and communication difficulties, visual and psycho- 

logical problems, present in the gomiciliary stroke patient, and in 

common with the hospital patient, many stroke victims suffer one or 

more of these problems in addition to the loss of motor function. 

  Although certain of these problems are regarded as the province 

or other specialities, the community physiotherapist needs to be 

to be capable of recognising all of the patient's problems and     

    capable of provid tion on all of them. 

 



Problems Associated with Domiciliary Treatment 

These can be considered under a number of headings which are not 

listed in any order of importance as the circumstances may alter from 

patient to patient: psychological, social, environment, equipment, 

conmunication, diagnosis, supporting services. 

  

cholorical Problems 

It is well recognised that a bond between patient and physiotherapist 

is created, possibly because of the nature of the treatment of the stroke 

patient which involves close physical contact, and physiotherapists 

should be aware of the possibility that transference may occur at some 

stage of the treatment course. Transference is a term used to describe 

the development of an emotional attitude in a patient towards a 

therapist. Jt is not unusual for a patient to experience powerful 

feelings of love, hate and so on with regard.to the physiotherapist. 

The patient may also have certain fantasies about the physiotherapist 

and it is important that she is able to appreciate that such events 

are a normal consequence of many therapeutic relationships. 

Apart from the psychological problems experienced by some stroke 

patients, there are also psychological problems for the mivetathereniee 

when faced with a large contingent ef such patients in the community. 

The work is usually heavy and demanding both in terms of time and 

effort, with the likelihood of emotional cemands on the physiotherapist 

which are on occasions more exhausting than their physical counterparts. 

The fact that the majority of the stroke patients are aged sixty- 

five and above, Table 1, adds additi 

  

stress as many patients of this 

age are suffe g from more than one pathol     sical condition or present 

with a serious social problem unconnected with their stroke. 
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As the domiciliary physiotherapist is working in comparative 

isolation, it is probable that she is faced by more difficulties and 

the need to accept more responsibility for her patient. It is not 

unusual for her to have to decide whether a patient should be admitted 

to ine and then to make the appropriate arrangements with all 

the telephoning and discussions that such a ce tight entail. 

Another major source of stress is the need to maintain and run a car 

together with all the problems associated with driving and parking 

in busy city traffic. 

Social Problems 

In the hospital ‘the patient is a part of a process which ensures 

that patients are fairly strongly regimented with regard to their 

treatment. If a physiotherapist instructs the ward staff te position 

him in a certain way these instructions will usually be implemented 

whether the patient agrees or note In the home the roles are reversed 

  

with the physiotherapist a guest, and if the patient does not wish to 

comply with her treatment procedures, he will refuse. It is doubly 

important that the domiciliary physiotherapist should gain the 

confidence and co-operation of her patient and his family as early as 

possible in the treatment course. 

The physiotherapist is teaching the family certain exercises and 

routines and must rely on her own judgement regerding the extent of 

the femilies involvement as they are acting as unpaid helpers who are 

providing care bet 
    en visits. It isnot unusual for the physiothera; 

to be seen as part of the family in such a situation and the physio- 

    ist should retain her prof 

  

    es do not
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In dealing with any patient a friendly reserve should be adopted 

   and it should be remembered that the dividing line between normal 

professional concern and friendship is easily misread. Making friends 

with a patient can lead to worry or even guilt and it is important to 

RensHbeS that some patients will misinterpret sympathy or similar 

attitudes, leading him to develop mareatietic exuectat ions about the 

clinical interaction. In this context 'friend' is taken to mean a 

person with whom a mutual need satisfaction can be realised. It is 

reasonable for the physiotherapist to express hopes, values and so on 

and give support to the patient but she should not use the clinical 

interaction to support or satisfy her own needs or anxieties. 

  

th the Environment 

The treatment of the stroke patient will normally require very 

little equipment. he main item of equipment missing in the home is 

a set of parallel bars and a high mat. It is often difficult if not 

impossible to get an elderly stroke victim down onto the floor and the 

appropriate treatment will be given while the patient is on his bed. 

Tables or chairs can sometimes be substitutes for the payvallél bare 

  

unless there is a family handywan who can easily construct such an 

item with suitable lengths of scaffolding. Full length wirrors are 

not always available in the home but lengths of mirror which can be 

screwed to the wall can be obtained al certain discount stores such 

as Val Products, for a few pounds, and are well worth the investment. 

With en efficient come 

  

there should not be any 

  

problems with aids such as chairs, conim S, bath seats, transfer 

boards and so on and £ 

  

the ¢ 

  

in this store is well rewe 

 



Communicetion Problems 

As the physiotherapist is working single-handed within the 

community it is probable that she will experience problems arising 

from eae non-existent lines of communication. To establish 

lines of communication is hard work and can be initially very time- 

consuming. These lines of communication are well established within 

the hospital but are virtually unknown within the community. The GPs, 

District Nurse and Health Visitor may have an established communication 

procedure but the physiotherapist can often find herself having to 

contact these individuals separately which can prove both difficult 

‘and frustrating. Messages left with a third party are rarely delivered 

correctly and the domiciliary physiotherapist has no option other than 

to spend several months on establishing effective lines of communication 

with her colleagues in the. community. 

Normally the diagnosis which the domiciliary physiotherapist re- 

ceives is superior to that provided for the hospital physiotherapist. 

There are exceptions and it is sometimes difficult to centact the 

doctor on the day when he is needed. The establishment of Group 

practices adds to this problem as some doctors may work only on certain 

days in the practice and cannot be contacted. 

An additional task increasingly allotted to the domiciliary 

physiotherapist is the request from a consultant for her opinion 

   whether the patient requires hospital a sion for rehabilitation. 

She can also be asked whether she feels the patient requires surgery. 

ple of           

  

This type of work is an > role extension possible within 

the com 

  

nity and adds greatly to the challenge presented by this 
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Supporting Services 

The physiotherapist is often, the first person to recognise a 

particular need in a family and she is faced with the problem of 

arranging for certain pupporting services for the patient and his 

family. In areas where there is no community occupational therapist 

the physiotherapist may request for certain alterations to be made 

within the home. Invariably there will be a delay before a 

‘rehabilitation officer' calls from the city Social Service 

department with an even longer delay before the alteration is made. 

This is an area of responsibility which must be extended to the 

domiciliary physiotherapist who is trained to recognise such a need 

end, more important, is probably one of the first experts to visit 

the patient. The expensive duplication of visits by another person 

should be investigated as a matter of urgencye 

Sugi 

  

All of the above problems can be alleviated if not prevented 

provided a number of basic steps are taken at the commencement of 

treatment. The preparation of the treatment plan, following the 

initial visit, will be based on the Problem Oriented Meadeetient 

approach. This will allow the varions problems to be listed in order 

of importance and enable the physiotherapist to define her role with 

regard to each separate problem. In this way the total problem 

presented by any patient can be broken down into Separate tasks, 

some of which are the province of other Specialities, and this will 

prevent the physiotherapist from attempting to do too much for any 

patient. The domiciliary therapist will often be faced with    

be) Atris. 

  

a ‘problem patient! who is excessively demanding or di 

    probable that the same patient is just lem fox the doctc 
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or the district nurse as he is for the physiotherapist. 

The sense of isolation, sometimes experienced by the domiciliary 

physiotherapist can be countered by regular attendance at the weekly 

ward meetings and by regular visits to the GP practices. Many GP's 

meet at intervals to hold clinical discussions and these meetings are 

often supported by drug companies. Such meetings are worth attending, 

not only for the opportunity to meet the doctors but also for the 

quality of the luncheon provided. The combination of business with 

pleasure can be recommended as the social atmosphere encourages a good 

working relationship between the disciplinese Many GP's welcome the 

: physiotherapists call at the surgery and are willing to discuss the 

patient and compare notes. 

It is recommended that the domiciliary physiotherapist participates 

in the hospital on-call and weekend rotas as this ensures frequent 

contact with her hospital colleagues as well as keeping her up-to-date 

with certain techniques. The domiciliary physiotherapist will be asked 

to visit luncheon and stroke clubs and such invitations should be 

accepted as they are a logical extension of her role in the community. 

  

She can enter a discussion about the physical problems of the patients 

and often performs a useful preventitive role in this environment. 

The local press and radio can readily be involved in the instruc 

tion of the local population in various aspects of health care and 

often welcome ideas for programmes on such subjects. 

    As there is evidence to su t that the domiciliary treatment of 

the stroke patient is cost effective, Frazer (497998, it would seem 

  

reasonable that the burden of car ownership an ntenance faced by 

the dom 

    

   

it be eased by the provision of 

  

sion of some form



social problems mentioned 

  

sponsored transport within the community. Th 

above require the physiotherapist to be adept at dealing with various 

social and ethnic groups. It is advisable that the domiciliary 

physiotherapist should have at least three years experience since 

gaining her qualification, in order that she should have dealt with 

a wider range of people and conditions. Most university extra mural 

departments organize courses on social behaviour or various aspects 

of sociology. It is recommended that aspiring domiciliary physio- 

therapists attend such classes, the fees being refunded from the 

training budget. 

The environmental problems are usually fairly easily solved. 

The majority of old people. have floors which are covered in rugs and 

carpets, laid one on top of the other, with a view to saving wear on 

the item underneath. Considerable tact is required when removing 

these obstacles and it is often the case that they will be replaced 

immediately upon the departure from the house of the physiotherapist. 

When the patient is beginning walking practice, the carpet can present 

a difficult surface. This can be overcome by laying a piece of plastic 

carpet protector over the carpet. This can be bought in appropriate 

dengths from most carpet shops at a reasonable price. 

The patient's bed may be transferred downstairs and if no 

relatives are available the department porter is invaluable. A commode 

will be required in the early stages of recovery and a supply of 

aisposable sheets and incontinence pads may be required. Kanga pants 

and the Kylie sheet may be used during this period and can be obtained 

from the community stores. 

The f 

  

tent do-it-yourself individual can avoid    
    the long deli g alterations to the 

  

physiotherapist can give advice and instructions, m ny fami 

do their own alterations.



The height of the bed can easily be altered, either by using 

bed blocks or by having the legs.sawn off. The occupational therapy 

department is a useful ally in this instance. The too soft mattress 

can be transformed by the use of a sheet of half-inch plywood of the 

appropriate size. If this should prove too expensive for the patient 

an old door can be picked up for £1.00 at many second-hand timber shops. 

If the family have insufficient pillows, paper pillow cases can 

be used to cover cushions or can be filled with foam off-cuts, costing 

about £1.00 for a pillow sized piece in the market. While it is not 

suggested that the domiciliary physiotherapist spends her time scrambling 

, around junk yards, it is sometimes the case that she is the only person 

available and it is a measure of her resourcefulness that such tasks 

get completed. 

The remaining problems mentioned above can all be avoided by the 

establishing of effective communication and it is essential that this 

is carried out as a separate exercise before any domiciliary service 

is commenced. When the service is established it is important to 

‘remember that good communication demands constant effort which can be 

at times vexing and time-consuming, particularly when certain individuals 

resent what they see as an intrusion into their territory. 

Physiother Treatment of the Stroke Patient 

  

  

The routine which is adopted for the patient nursed at home is 

broadly similar to that used in hospital. The extension of physio- 

  therapy treatment into the comm y 

  

iulty has enabled many stroke patients 

to be kept at home and there is evidence to Suggest that patients 

  

   

  

receiving their rehabilitation at © recover equally well es those 

treated in the



  

In hospitals which do not have a stroke unit, there can be 

differences of expertise within the different wards and it is sometimes 

difficult to engage the co-operation equally of all ward staff. In 

this respect the domiciliary stroke patient is at an advantage as 

the promo of care is directed and monitored by the domiciliary 

physiotherapist. 

Early Stages 

Treatment will begin as soon as possible following the stroke 

and will include positioning, passive movements and care of the chest. 

The domiciliary physiotherapist will have access to IPPB machines, 

ultrasonic nebulizers and chest suction equipment. She can also 

arrange the supply of a tipping frame if reouired. It is possible for 

her to visit the patient frequently during the early stages of recovery 

if there is a chest infection present. 

A full range of passive movements will be given each day and the 

relatives will be instructed in these routines. Positioning will be 

taught and it is helpful to fix diagrams 

  

or pictures of the correct 

positioning above the patient's bed. Relatives are usually most 

anxious to be of assistance at this stage of rehabilitation and time 

spent in careful teaching is well rewarded. 

Positioning 

Co-operation between the physiotherapist and the district nurse 

is essential in order to ensure that the patient is placed in the 

correct position following routine nursing proced     

  

important that the relatives receive consistent advice from both 

  professions as there is nothing so detrimental es conflict: 

  

  

  

instructions to the



  

It is usual for the district nursing officer to arrange study 

days when the domiciliary physiotherapist attends and demonstrates 

such teachniques as positioning, bridging and handling the stroke 

patient. It is essential that the nurse and the relatives are shown 

how to lift the patient up and down and in and out of the bed. It 

must be repeatedly stressed that they should not support him underneath 

his affected arm as this can lead to the painful shoulder commonly 

found in the stroke patient. Provided the nurse, physiotherapist and 

family work closely together, it is possible to give a consistent 

service to the patient in the home. 

Bridging 

This simple procedure, which is taught to the patient and to his 

relatives from thé earliest possible time following his stroke, makes 

it much easier to manage the patient in bed and facilitates such 

nursing procedures as sheet changing, care of pressure areas and use 

of the bed-pan. 

Rolling : ' 

The ability to turn over in bed independently provides considerable 

stimulus to the patient and will contribute to an improvement in his 

morale. When it is appreciated that meny stroke victims suffer 

depression following the stroke, which is often linked with the 

inability to move independently, it can be seen that any independent 

movement will be important to the patient. 

   y taught to the relatives and a These two exercises can be ea 

their use will 

  

@ nursing considerat 

  

of recovery. 
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Exercise routine 

The programme of exercise will closely follow those outlined in 

the previous chapter although there may be occasional modifications 

depending upon the time available to the physiotherapist. Many of the 

procedures can be broken down into sections and then taught to the 

relative, for example re-education of balance can be taught in 

rotation starting with head control and progressing to the other 

elements described. It is possible for most relatives to cope with 

this 'sectionalised' approach and it ensures that the patient will be 

given a continuous and consistent treatment, even if it should be 

: Spread over a longer period with less professional input. 

The programme of exercises assumes a bilateral approach te the 

restoraticn of function which constantly reinforces the awareness of 

the affected side. In cases in the community where the patient is 

either too old or frail or his relative is incapable of co-operating 

in the rehabilitation, the method adopted may have to concentrate on 

making the patient mobile by using the support of a walking aid, perhaps 

utilizing some form of knee brace, such as the Swedish Knee cage, or 

an ankle support, as a last resort. 

The resulting pattern of walking is cumbersome and effectively 

prevents a return to independence as the patient can never carry 

anything or manipulate any utensil while standing. There may be occasions 

when the use of a below knee leg iron is justified, especially in cases 

where the patient is unaware that the ankle is inverted and suffering 

& balance and    is affec ed leg,  



  
Plate 19 

tient is having proprioceptive neuromuscular facili- 

    

> to his affected arm. 
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walking can be attempted. The timing of this event will depend 

upon a number of factors including the morale of ihe patient and 

his family, his walking pattern and the space available within the 

home. The re-education of walking will be along the lines of that 

described in the preceding chapter. 

Advice 

It is recognised that the patient and his relatives will seek 

advice from the physiotherapist at all stages of his recovery. It is 

probable that the domiciliary physiotherapist is the person with whom 

‘ the patient most readily relates and from whom advice most often will 

be sought. The advice which the physiotherapist is expected to provide 

is wide-ranging and she should beware of offering advice which is 

contradictory to that of the other professionals calling on the patient. 

As far as advice on physical exercise is concerned it is probable 

that the physiotherapist is the person most suitable to provide it. 

In the cases where advice on medication, social or psychological 

matters is required, the doctor or the social worker can be approached 

by the physiotherapist and asked for their Opinions. It has been 

found that the patient is more likely to talk with the physiotherapist 

than most other professionals, possibly because of the special bond 

which develops during the course of the treatment. A delicate area 

is that of sexual activity. There have been a number of instances 

where a stroke patient has developed a second stroke following such 

    ced for their advice on 
activity. Physiotherapists are often 

whether such normal pursuits should be attempted. The fact that the 

  

for advice of this nature su ts that he should 

  

patient should 

    

be encouraged to follow his 5 as the object of our tr 

  

the restoration of function where pos 
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currently underway. One findi 

reminded that doctors, when faced with similar questions, are no 

more experienced than most physiotherapists! 

Factors which influence recovery 

Patients who recover their muscle function within the first two 

or three weeks can be considered to have a good prognosis for 

rehabilitation. Neurological recovery is thought to begin at some 

point between the first and seventh week following the onset of the 

stroke, with little further neurological improvement following the 

fourteenth week. Functional recovery is closely linked with neuro- 

logical recovery, Newman (1972). This avthor has suggested that much 

of the early recovery, including that of the upper limb, may be due 

to the restoration of circulation to ischaemic areas of the brain, 

with late recovery attributable to the transfer of function to 

undamaged neurones. Research into the recovery of arm movement at 

Frenchay Hospital, Bristol, in co-operation with the University, is 

  

s that improvement can occur 

10 
aeee 

  

in performance, two years after the stroke, Langton } » (1979 

Factors which militate against recovery include severe spasticity, 

loss of sensation, mental confusion with inability to co-operate with 

the rehabilitation exercises. 

The attitude of the relatives within the home is most important. 

Patients with many of the problems listed above cun be maintained at 

home provided there is good family support. Such families in turn 

will require long-term support from the domiciliary physiotherapist 

and it is common practice to keep Such patients on the list of regular 

S. There not by any     
     t in such cases but the we 

  

ly or fortnightly vi 
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by the physiotherapist has been shown to be a significant factor in 

keeping the seriously impaired stroke patient at home. Any claim 

that the recovery of the strole mee can be attributed mainly to 

circulatory and neurological factors can be questioned by examining 

a stroke patient who has been neglected for some reason. His limbs 

will be fixed in abnormal positions, contractures, bedsores and 

incontinence will complete the picture and will all contribute to a 

Severe nursing problem. The psychological state of the patient is 

an important factor in recovery and the sudden change in physical 

circumstances will, depending on his personality type, lead to depres- 

sion or anxiety. The patient will worry about his future, especially 

Fenn regard to his work and finances, and married patients May be 

concerned about a possible loss of attractiveness where their partner 

is concerned. All of these worries will depend upon the ability of 

   the patient to be awere of his condition and are absent in a patient 

suffering from anosognosia. When these worries are superimposed upon 

either a Speech defect or a perceptual gifficulty, the physi otherapist 

Fequires to be capable of constant patience and to be able to give 

continual reassurance. 

Most physiotherapists will have had experience of a stroke patient 

who has been excessively agitated or who has Struck out at them. 

These patients are depressed and it should be remembered that this 

depression is quite natural and should improve within a few months 

when the patient adjusts to his changed condition. The best therapy 

for this feature is improvement’ and 

  

¥ che 

  

e for the better, no matter 

    

how minimal, must be highlighted by profuse preise and 

   There can also be a loss of self-esteem with a refu 

chan, 
the patient      



serious impediment to progress and the use of portable video equipment 

may help the patient to adjust his self concept. 

The economic, social and enoeionel effects experienced by the 

family as a result of stroke may be expressed in feelings of helpless- 

ness ae frustration, often projected onto the physiotherapist in the 

form of criticiem or by excessive demands for additional treatment. 

To counter this the family should be involved in all stages of the 

rehabilitation and should be ereoeaes to express their fears and 

anxieties. The family should also be prepared for the eventual 

termination of physiotherapy treatment and this process should commence 

from the first visit. The mixing with other similarly afflicted 

patients which is possible within the hospital ward is denied to the 

domiciliary stroke patient. Such mixing in the ward encourages social 

skills and will facilitate interaction among the patients. In the case 

of the stroke victim who Rea te at home, the physiotherapist will have 

to ensure that this element of rehabilitation is not overlooked and 

she may have to instruct the family in the method. ‘The tendency for 

‘the family to be protective and over indulgent to the patient will 

have to be prevented. 

All recovery is ultimately Gependent upon the underlying pathology, 

nevertheless it is evident that the sooner treatment begins the better 

is likely to be the outcome. The age of the patient is not significant 

although it has been claimed that the younger patient will have a 

stronger motivation to get better. Elderly patients are as likely to 

respond to treatment as well as younger ones. 

Severe spasticity, if present 

  

y be helped by drugs or by 

  

various surgical procedures, while muscle w ness 15 sometim 

   

  

treated by electric stimulators 

used in ca 

  

of drop-foot. The x



stroke patients, is a constant problem for the domiciliary physiotherapist. 

She can treat it with positioning, ice, heat, interferential or 

ultrasonics. Connective tissue massage is useful in domiciliary 

  

treatment, while support from slings or the use of figure of eight 

bandages may provide some relief. 

Discharge from Physiotherapy Treatment 

There are certain guidelines governing the discharge from 

treatment of the stroke patient, and these include: 

1¢ Pressure of new referrals 

2. Wishes of the patient and his family 

3. Level of progress 

4, Availability of follow-up services 

oe Lack of further improvement 

For physiotherapists, the lack of progress is likely to be the 

point at which discharge from treatment is considered. It should be 

wemembered that the idea of ‘discharge’ is stressful for the patient 

and his family may respond by demanding further treatment, convinced 

that improvement will occur. Emotional language, is often employed: 

‘left to rot', ‘thrown out' commonly being used to eens the fear 

felt at such a time. Because the domiciliary physiotherapist is often 

required to face this situation alone, she can experience acute 

discorifort and personal feelings of guilt. In order to avoid such 

problems, it is essential that the family is prepared for eventual 

discharge from the very first visit. This will require continual 

    reinforcement on each subsequent visit and a possible routine is 

Suggested: 

  

28S and the possible plan of 

 



2. Reassurance regarding the provision of other supporting 

services. 

De Preise and encouragement for the relatives. 

4, Provide some indication regarding the probable number of 

weene duration of treatment. The mean number of weeks of 

treatment in 160 cases within the South Birmingham Health 

District was twelve weekse 

‘Se This routine should be repeated on each visit so that the 

family is conditioned to expect the eventual termination of 

treatment. 

There will be cases where treatment will continue indefinitely 

on a restricted basis as described earlier. 

The provision of adaytaeions within the home, the arrangement of 

visits to stroke clubs, day hospital, luncheon clubs and so on may all 

have to be organized by the doniciliary physiotherapist. Volunteer 

schemes such as the CHSA volunteer stroke scheme provide valuable 

  

Support in certain areas and the geriatric health visitor can he P. 

a this stage particularly with regard to holiday relief admissions 

to hospital, It may be necessery to provide certain patients with a 

wheelchair and to instruct them in its use prior to discharge, with 

possible adaptation of the home environment, such as the provision of 

wooden ramps or the removal of some internal doors. 

In the case of the patient who will require long-term institutional 

care in either a young chronic sick unit or in a Cheshire Home, the 

  

contact with the domiciliary physiotherapist will a st the patient 

to endure the stress associated with such a transfer and will help him 

to adapt more readily to his new surroun 

  

The domicilia    

  

doubtedly 

  

cost effective although requir considerable effort, ingenuity and 

  

dedi on on the part of th Lott   



realization, by District Management Teams, of the value of domiciliary 

  

treatment, is helping this specialist to take her place alongside the 

GP and district nurse as a full member of the primary health care team.
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ON OF A PHYSIOTHERAPY TREATMENT 

 



EXPLORATION OF A PHYSIOTHERAPY TREATMENT 
  

The idea for this particular study was conceived during the 

initial pilot study in 1977. The opportunity to investigate 

the types of interaction that occur within a physiotherapy 

treatment did not arise until mid-1980 when a grant from 

the Regional Board Research Committee allowed the work to 

be commenced. ‘The whole of this study is recorded on 10 

video tapes which can be viewed by arrangement. 

This report is included in the appendix for two reaso: 

  

the investigations described are relevant to the clinical 

practice of physiotherapy and the physiotherapist who 

consistently achieved the highest rating is a member of the 

domiciliary physiotherapy staff, Miss J Price.



 



Exploration of a Physiotherapy Treatment 

A definition of physiotherapy, frequently quoted, is as follows: 

"Physiotherapy is the treatment of injury and diseases by physical 

means. It is used to help patients to regain and increase their 

physical abilities, to give them the opportunity to achieve their 

maximum potential in activities at home, work and leisure." C.S.P. 

Curriculum (1978)(b). 

Most definitions of physiotherapy contain variations of the 

above statement which does not do full justice to either the science 

or the art involved in carrying out a successful physiotherapy treat- 

ment. One reason for the difficulty in obtaining a definitive des- 

cription of physiotherapy is the eclectic nature of the discipline, 

another is the relative dearth of scientific evaluation of the various 

treatment procedures utilised. 

Many physiotherapists treat patients using a wide variety of 

methods, often empirically based, with marked success but without any 

clear idea why one method proves superior to another. 

The word 'physiotherapy' is a hybrid, derived from the Greek, 

‘physis' meaning nature, and 'therapeutike' meaning the art of healing. 

It is not surprising to discover that art is involved in the application 

of treatments used in physiotherapy, as the success of a remedial 

interaction can often depend upon the way in which it is carried out, 

rather than upon any specific method or particular equipment employed. 

Physiotherapy, in common with it's name, is a hybrid combining both 

Science and art, the two components being interwoven and difficult 

to separate, Frazer (1975)(m). 

A Chartered Society Working Party has produced a more comprehensive 

definition of a physiotherapist, Jenkins (1975), which states: "The 

physiotherapist is a member of the rehabilitation team in which a 

physician or a surgeon assumes primary clinical responsibility; 

assesses the patient and plans a programme of treatment in which 

advice to patients and relatives in the management of the condition 

plays an important part. The physiotherapist treats medical and 

traumatic disorders of the locomotor system (bones, joints, muscles); 

neurological disorders, certain cardio-vascular and respiratory 

conditions; the pre and post-operative treatment of surgery of the 
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thorax, abdomen and pelvis; the special problems of children including 

the mentally and physically handicapped, and the elderly; ante and 

post-natal training and certain skin conditions. By physical means 

teaching movement to individual and groups of patients with the aims 

of relaxing, mobilising, strengthening and improving co-ordination. 

The use of gymnastic apparatus and the therapeutic pool; encouraging 

and facilitating maximum function related to daily living and work; 

administering massage to soft tissues and the passive mobilisation of 

joints; applying heat in the form of infra-red rays, short-wave 

diathermy, and wax or hot packs and cold using ice; muscle stimulating 

currents, ultrasonics, ultra-violet rays. 

Treatment is given in the wards and out-patient departments of 

general hospitals and special units, in community services with home 

visits and in special schools and in private clinics. 

The above description, although comprehensive, is no more than 

a list of the various procedures available along with the areas in 

which they might be carried out. Although the teaching of skills is 

mentioned, there is no indication that a sound knowledge of the 

behavioural sciences is required. 

The experiment described below was designed to investigate a 

number of familiar and simple physiotherapy procedures. The aim was 

to explore the clinical interaction between patient and ther + and 
    

  
to identify certain factors common to a number of physiotherapy treat- 

ments. It also seeks to explore the nature of the professional approuch 

to that adopted by an unqualified but experienced physiotherapy aide. 

investigations 

1. Measurement of physical, psychological, social and educational 

content of treatment. 

2. Assessment by the patient of the operators effectiveness and 

ranking of the various treatments. 

ae Effect of various personalities on the clinical interaction. 

4, Effect of the factors outlined in (1) on the patients 

perception of a treatment. 

5- Comparison of treatment by qualified and un-qualified staff. 
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Method 

A group of five physiotherapists and five unqualified physiotherapy 

helpers were required to perform each of three simple physiotherapy 

treatments on one patient over a period of three weeks. Each separate 

procedure was carried out by all subjects on the same day. 

Treatment Procedures 

Ve Infra-red to back and simple back exercises. 

2. ‘Teaching patient and knee flexion, plus simple static 

quadriceps exercise. 

3e Teaching patient to walk up two steps on crutches. 

Selection of Patient 

A single patient was used throughout the experiment in order to 

obtain a consistent approach to measurement. The patient was male, 

twenty-two years of age, with a degree in law. He is currently 

working as a hospital porter while awaiting further training. He is 

a rugby player and was suffering from a number of minor injuries 

including a lumbar strain and damage to his right knee with conse- 

quent pain. He was unfamiliar with any of the procedures to be 

utilised in the experiment and had not received any physiotherapy 

treatment prior to the experiment. The patient was acquainted with 

the Selly Oak Hospital staff but did not know any of the five staff 

from the other hospitals. 

Experiment (Part 1) 

All of the participants were informed that they were required 

to treat a patient who had suffered a slight back injury while playing 

rugby. They were instructed to prepare him for a short treatment of 

infra-red and then to give him a series of simple exercises to improve 

the back muscles. They were given no other instructions other than 

that they were limited to a period of ten minutes and that they might 

be filmed at various stages of the exercise. 
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Experiment (Part 2) 

This was carried out on the following week and the participants 

were informed that the patient -had injured his left leg at the 

previous weekend. They were asked to give him a simple static 

quadriceps exercise, followed by knee flexion and extension exercises. 

An additional test was included on this occasion in order to determine 

the reaction of the various staff involved. The patient was instruc- 

ted at the commencement of the days experiment to ask each ‘therapist! 

the following question: "Should I play rugby on Saturday?" 

Experiment (Part 3) 

The final part of the experiment was carried out on the third 

week and this time the participants were asked to instruct the patient 

in crutch management while negotiating a small flight of steps. For 

the purpose of the experiment the patient had volunteered to have his 

left leg encased in a long-leg plaster. 

Selection of Staff 

The experiment involved five qualified physiotherapy staff and 

five physiotherapy aides. The physiotherapist all work at Selly Oak 

Hospital, the physiotherapy aides work at four different hospitals, 

one from an orthopaedic hospital, one from a geriatric day-hospital, 

one from the district general hospital, and two from a geriatric hospital. 

The average age of the physiotherapist was twenty-nine and that 

of the aides was thirty-five. The age range was 22 - 41 for the 

physiotherapists and 31 - 44 for the aides. 

The staff were randomly selected from a population of 80 physio-~ 

therapists and 40 aides, and had received no information about the 

experiment other than that described above. They all wore physio- 

therapy uniforms with no distinguishing features and were each 

instructed beforehand not to reveal either their grade or their 

place of work to the patient until the completion of the whole experi- 

ment.



Measurements 

4. 

26 

Be 

a. 

5a 

6. 

Video-tape recording of treatment. 

Psychological testing of patient and therapists. 

Patient questionnaire. “~ 

Ranking of treatment by patient on completion of each procedure. 

Analysis of video-tape by two independent observers, measuring: 

a) number of verbal exchanges initiated by operator. 

b) number of verbal exchanges initiated by the patient. 

c) amount of praise or encouragement given by the operator. 

a) time spent locking at patient and frequency. 

e) time spent in and frequency of touching the patient. 

f) content analysis of the conversation carried out. 

g) clinical competence of operator (judged by experienced 
clinical teacher). 

h) frequency and duration of silent periods during the 
treatment. 

Content analysis of the total video film of each therapist. 

Equipment Used 

Two remote controlled video cameras with split screen facility and 

instant mixing. 

Video-tape recorder and monitor screens. 

Stopwatch. 

Two hand-held counters. 

Infra-red lamp. 

Plinth. 

Set of steps. 

Chair. 

Sheets, pillow and blanket. 

Questionnaires. 

Eysenk personality inventory. 

Crutches. 

Treatment timer. 

Procedure 

The experiment was carried out each Wednesday over a period of 

three successive weeks.



The experiment began each day at 9.30 am and the patient received 

treatment from five staff during the morning and during the afternoon, 

as shown on the time-table: 

9.30 - 9.40 1.30 < 1.40 

10.00 - 10.10 2.00 - 2.10 

10.30 - 10.40 LUNCH 2630 = 240 

COFFEE 12.00 = 1.20 3.00 - 3.10 

11.00 = 11.10 3.30 - 3.40 

11.30. - 11.40 4.00 experiment ends 

During the period following each treatment procedure, the patient 

completed a questionnaire designed to measure various aspects of the 

treatment. Staff were assigned to the different treatment times by 

drawing lots and they all wore the same uniform. They did not know 

when the filming would commence or end as the cameras were remote 

controlled. Staff had no access to the patient's case history and no 

instructions given other than those outlined above. They were asked 

to remain within camera view, during the treatment. 

The staff involved were asked to arrive at the studio fifteen 

minutes before their session was due to begin. They did not have an 

opportunity to meet one another until the completion of the day's 

filming. The experiment was carried out in the film studio of the 

Hayward Building, Department of Geriatric Medicine, Uniyersity of 

Birmingham, 

The films recorded during the experiment were contained on ten 

video-tapes, one for each participant. These tapes, each lasting 

thirty minutes, were analysed in turn by two observers in the following 

waye 

Video Tape Analysis 

A VIR Recorder and monitor screen was provided and each separate 

tape was analysed fully. Two observers sat in front of the monitor 

watching the film and the folloving elements were identified and 

measured: 

16 Touch, the number and duration. 

2. Gaze, the number and duration. 
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Be Speech initiated by the operator. 

4, Speech initiated by the patient. 

5e Instructions to the patient. 

6. Information given to the patient. 

7. Silence as a percentage of the total treatment period. 

8. An assessment was made of each treatment by a separate clinical 

teacher, judging it by the standards attained by student physio- 

therapists in their second year of training. 

Content Analysis 

At the first showing of the film, observer 'A' counted the number 

of times the operator touched the patient while simultaneously 

operator 'B' timed the duration of touching throughout the sequence. 

The film was then re-run with operator A and B changing tasks, 

A laboratory counter was used and a stop watch accurate to 0.1 

second was used for the timing. 

The operators recorded their findings independently and they were 

then compared. Provided the figures obtained were in agreement within 

a 10% leeway, the mean was obtained and this Single figure was recorded 

for the subject. 

This procedure was carried out for each of the elements described 

in turn and the results are contained in the following section.



Results 

Considerable differences were demonstrated between the physio- 

therapists and the physiotherapy aides, both in the approach to treatment 

and in the content of the treatments. These differences are shown 

in the tables and are described below under separate headings. 

Touch - Table 55 

In the first treatment the physiotherapists spent longer periods 

touching the patient, P<.05, although there was little difference in 

the number of separate touches between the two groups. This result 

can be explained by the practice adopted by the physiotherapists, of 

palpating the injury and monitoring the muscle function during the 

exercises. In the case of the aides, the touching was casual, examin- 

ation was cursory and the monitoring, if present, was incomplete. 

In the second treatment there was no significant difference between 

the physiotherapists and the physiotherapy aides in the duration of touch 

but the physiotherapists touched the patient more frequently, P¢ .05. 

The quality of touching showed similar differences between the groups 

to those described above. 

In the third treatment the difference between the groups was not 

Significant. The aides touched the patient more and for longer periods 

than the physiotherapists. The nature of the exercise, crutch walking 

including stairs, reflected a greater confidence on the part of the 

physiotherapists who were prepared to release the patient for longer 

periods than the aides. 

The score, shown in the left hand column for each of the treatments, 

is the rating awarded by the patient for that particular treatment. 

The physiotherapists showed a mean score of 5, 5, and 4.6 for the 
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three treatments, and the aides showed a mean score for the same 

treatments of -3.8, -1.2 and -1, respectively. The difference between 

the two groups was significant, P¢ .02. 

On two occasions an aide displaced a physiotherapist from the top 

five ratings, in the second treatment an aide was rated 5th and in 

the third treatment another aide was rated equal 3rd. 

Gaze - Table 56 

The gaze which is recorded: in Table Sis the actual time spent 

in eye contact during the treatment period. In the first treatment the 

physiotherapists spent considerably longer periods in eye contact with 

the patient, P<.05. There was no significant difference in the number 

of separate instances although there was a considerable difference in 

the range of the two groups, reflected by the difference in the 

standard deviation. 

In the second treatment there was a difference between the two 

groups in the number of eye contacts with the physiotherapists looking 

more frequently, P€.20. The difference was not regarded as statistically 

significant for a sample of this size. 

The third treatment did not reflect any significant difference 

between the physiotherapists and the aides. 

Speech, Tables 57, 58, 59, 60 and 61 

Table5? provides information on the number of separate verbal 

utterances as well as the periods spent in silence during each treat- 

ment, the latter expressed in percentage terms. Separate verbal 

utterances could range from a single word to a complete sentence, 
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There was no significant difference between physiotherapists 

and aides in the number of separate utterances. There was a signifi- 

cant difference in the amount of silence between the two groups in all 

three treatments, with the oiraiethevariate twice as vocal as the 

aides, P€.001, P<.001 and P<.05 respectively for the three separate 

treatment periods. 

Content of Speech 

Treatment 1, Table 58 

The speech was broken down into four separate divisions as shown. 

Items of information and advice, separate instructions, general 

conversation, assessment and eye iuetion= For example a statement that 

infra-red should not be too hot as a burn could result was listed under 

the first column. An instruction to lift the leg was listed under the 

second column and so on. 

All of the verbal interchanges were sub-divided and recorded in 

this way in Tables 58, 59 and 60. 

There was a significant difference between the groups in the 

first treatment, with the physiotherapists almost twice as vocal as 

the aides in three of the sub-divisions, information and advice, 

PLL05: separate instructions, P€ .05, and assessment and evaluation 

P€.05. There was no Significant difference between the groups in 

general conversation. 

Treatment 2, Table 59 

Significantly more advice and information was provided by the 

physiotherapists P<.01, there was no significant difference in the 

number of separate instructions given by each group, the aides 
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indulged in significantly more general conversation, P<.05, while 

physiotherapists undertook signifitantly more assessment and evaluation 

than the aides, P< .001. 

Treatment 3, Table 60 

The items of information and advice provided were marginally 

greater in the physiotherapy group but not significantly so, P< .10, 

physiotherapists gave more separate instructions than the aides, 

P<.05. There was no significant difference between the two groups 

in either general conversation or assessment and evaluation. 

Patients Speech 

The patients speech during each of the three treatment periods 

was, with a few exceptions, limited to the monosyllabic answering of 

questions. During the first treatment he spoke significantly more to 

the physiotherapists than to the aides, P<.05. There was no 

significant difference between the two groups in the other two 

treatments (Table 61). 

Treatment Rating by a Clinical Teacher 

All of the treatments were rated by a clinical teacher who rated 

the three separate treatments against a standard of clinical competence 

expected of a second year physiotherapy student, Table 62. This rating 

was loosely based on the CARB assessment. 

The teacher, with over fifteen years experience, viewed all of the 

films, some more than once, over a period of several days, before coming 

to any decision regarding grades of pass. 
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The final gradings, shown in Table 62 are based on the clinical 

content of each treatment, the competence of the operator and the 

overall impression gained by the assessor. The top five grades were 

assigned to the physiotherapists, the aides achieving among their 

number, two overall 'passes', two ‘bare passes’ and one 'fail'. 

The gradings were converted to numerical scores as follows, 1 for 

a P-, 2 for a P, 3 for a P+, and 4 for a GP, Using these figures a 

significant difference was found to exist between the performance of 

the physiotherapists and that of the aides, P< 07, 

A Spearman Rank Correlation was carried out on the ranking of the 

staff by the patient and by the teacher and a positive correlation was 

found to exist between their respective gradings, r,=0.73. 

Patient Rating of Treatment 

Table 63 shows the rating of each treatment, made immediately 

following the end of the treatment by the patient. There was a 

significant difference between the physiotherapists and the aides 

scores, Pd .001. 

Patient Rating of Staff 

Table 64, shows the rating by the patient of the staff on a 

scale detailing sense of humour, friendliness, attractiveness and 

poise. No significant difference was found to exist between the 

physiotherapists and the aides, for these elements. 

Discussion 

It is recognised that the experiment is, of necessity, a repre- 

sentation of reality. The artificiality of the situation was somewhat 
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lessened by the fact that the therapist and the patient were alone 

in the film studio, the cameras were remotely controlled and there 

was no indication when the filming began or ended. 

The 'patient' was a Ais player who was conveniently suffering 

from a back injury on the first week of the experiment. The following 

week he was recovering from a kick on the left knee and the partici- 

pants were faced with a typical sports injury, even down to the stud 

marks. 

For the final part of the experiment on the third week, the 

patient had his left leg encased in a long-leg plaster which added 

realism to the problem posed, i.e. teaching the use of crutches and 

stair climbing using ¢rutches. The patient was not familiar with any 

of the procedures to be carried out, although he did learn during the 

course of filming. . To avoid any learning effect bias, the ‘batting 

order' for each of the participants was randomly decided. 

Even if no generalisations can be made about the relative benefits 

of qualified staff treatment compared to that of unqualified staff, it 

is still possible to compare the differences between the various 

individuals involved, the way in which they coped with ‘the novelty of 

working in a film studio, the stress of being observed and the element 

of unreality associated with an experiment of this kind. 

As all subjects were exposed to identical conditions during the 

experiment, the different strategies adopted could be observed and 

compared. In spite of the obvious limitations described, it has proved 

possible to identify certain characteristics which are common to what 

might be described as an acceptable physiotherapy treatment, it has 

not always proved possible to readily distinguish between some of the 

qualified staff and some of the unqualified aides. There was a broad 

spread of E and N scores in the individuals taking part in the 

experiment, Table 65.



The E score represents the extroversion-introversion aspect of 

the personality while the N score represents the neuroticism-stability 

aspect. The population norms for these scales is 12.07 for the E 

scale and 9.07 for the N scale. Research among student physiotherapists, 

Child (1974), showed that these scores were increased for these 

individuals, the E score being 13.63 and the N score, 11.66. He 

Suggested that the physiotherapists could be described as neurotic 

extroverts. 

In this experiment there was no significant correlation between 

the personality rating and the rating made by the patient of their 

performance with the exception of the N scale in part 2 of the 

experiment when it waS found that for the second treatment there was 

a correlation for the aides alone, P< .05. It was also worth noting 

that the three aides who were rated highest by the teacher all had 

E scores in excess of the averages mentioned above. Although the 

sample is small it might be worth repeating this experiment using aides 

alone in order to isolate this variable to determine whether some form 

of personality test might be adopted which could be of value in 

recruitment decisions about unqualified staff. i 

It is hardly surprising that this experiment confirms the approach 

of the qualified staff is significantly different from that of the 

unqualified aides. With the physiotherapists the level of interaction 

is increased in terms of touching, eye contact and verbal exchange. 

There is also considerably more verbal exchange within the treatment 

given by the qualified staff. The three physiotherapists scoring 

highest in clinical competence also looked more at the patient, 

touched him more often and for longer periods and had the shortest 

periods of silence during the course of their treatments. This might 

Suggest that touch, eye contact and verbal interaction are all signifi- 

cant elements in what is rated as a successful physiotherapy treatment. 
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The quality of interaction is also different in that the touching 

by the qualified staff can be seen to be discriminating and evaluative 

whereas that of the aides is hesitant and, on occasions, perfunctory. 

There is not a significant difference overall in eye contact 

although the demeanour of the physiotherapists expressed a greater 

confidence. The most marked difference was noted in the verbal inter- 

action, the physiotherapists were able to provide information and advice 

in greater quantity and detail and their assessment and evaluation 

showed similar differences. There was more general conversation during 

the treatments given by the aides. This possibly reflects the greater 

knowledge and the professional training enjoyed by the physiotherapists. 

With the significant differences shown between the physiotherapists 

and the aides when carrying out such simple procedures it is possible to 

assume that an even greater difference would be measurable should more 

complex procedures or treatments be carried out. It is likely that the 

training the physiotherapist receives is the major factor responsible 

for the superiority of these staff and the possession of exclusive 

technical competence is one of the criteria of a profession. The fact 

that the physiotherapists participating in the eqeuinent trained at 

four different physiotherapy schools would also suggest that a universal 

standard of training is provided. 

It should be stressed that the pices taking part in the experiment 

are all experienced, with at least three years spent working in a 

physiotherapy department and this is reflected in the very creditable 

performance that they gave. It would appear to be a matter of some 

importance that physiotherapy aides are given some form of basic 

training in order to exploit their obvious potential to the maximum 

while at the same time giving them greater awareness and job-satisfaction. 

It is possible to construct a flow-chart outlining the strategies 

which are adopted during a physiotherapy treatment that are common to 
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any treatment procedure irrespective of the modalities utilised, Fig. 72. 

This represents the physiotherapy .treatment as a dynamic interaction 

with the main components linked by a heavy pathway and the secondary 

components linked by a light line. Having received a diagnosis the 

physiotherapist carries out her observation, evaluation and assessment 

using touch, vision and speech as described earlier. A decision as to 

the type of treatment utilised and the form which it will take is made, 

the treatment is implemented and a continuous monitoring takes place, 

both by feedback from the patient and by observation on the part of the 

physiotherapist again using touch, vision and voice. It is also possible 

to add to the definition of physiotherapy as follows: 

Physiotherapy is the treatment of illness or injury by 

physical means, utilising the components of human inter~ 

action, augmerited and enhanced bya comprehensive theor- 

etical knowledge, with continuous monitoring and reassess- 

ment forming an integral part of the process. 

It is expected that experiments similar to this, described above, 

will be carried out with the variables of touch, gaze and speech more 

closely controlled and using different staff and different conditions 

before any definite conclusions may be drawn as to the essence of a 

physiotherapy treatment. 

The films recorded during this experiment can be viewed by 

interested parties by arrangement with the author. 
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Table 62: Grading of Staff 

    

  

  

  

  

  

  

  

  

  

  

  

          

  

Treatment | Treatment 
Treatment 1 2 3 

STAFF Average | Rank. 
Infra Back Knee Crutch 
Red Exercises| Exercises | Walking 

Physio A| P P+ GP P P+ 3 

Physio B| GP GP GP P GP 2 

Physio C|  P- P- P+ P P 5 

Physio D| P oP GP GP GP A 

Physio E] P= Pp P+ P P 4 

Aide A F P- Pe P P- 8 

Aide B P F P P P 6 

Aide C F F Pe F F 40 

Aide D P- F Pe P P 7 

Aide E F P P F Pe 9 

Fos Fail 

P- = Bare Pass 3 
P = Pass 

Pt = Good Pass 

GP = Credit 
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Table 63: Rating of Staff by Patient. 

  

  

  

  

  

  

  

  

  

    

eriEe MEE Soe rae ne 

Physio A 9 o 9 2 

Physio B 8 ? 8 he 

Physio C 8 9 8 3 

" | 
Physio D 10 9 3 1 

Physio E 8 & 2) he 

erences ences oenneennmerenes rere encscerepertntaecnesa 

Aide A 6 5. 4 9 

Aide B q 4 3 40 

tise! | Aide C 7 4 7 6= 

——— ~ 1 

Aide D 6 6 6 6 | 

Aide E 5 5 6 8             
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Table 64 : Rating by Patient (Sense of Humour, Friendliness, 
Attractiveness, Poise) 

  

  

  

  

  

  

    

  

  

  

          

STAFF Tee Treatment | Treatwent Rane 

2 3 

Physio A 3 4 ° B= 

Physio B ‘ =2 <2 “2 9 

Physio C 2 2 x * 

Physio D “1 0 ~2 8 

Physio E ° 0 2 5 

Aide A ° 2 2 3= 

Aide B 4 “2 1 6= 

Aide C =i ° 1 6= 

Aide D ° 4 4 2: 

Aide E 2 -2 V “2 40     
  

es6 rit



a 

  

Table 65 : Comparison of Extroversion and Neuroticism 

  

  

  

  

  

  

  

  

  

  

            

t Scores. si 

STAFF E SCORE N SCORE 

! 
Physio A 17 8 

Physio B 5 ie, 22 

Physio C 15 14 

Physio D 5 6 

Physio E 13 7 

| Aide A 8 1 

, Aide B 16 3 

i Aide ¢ 42 12 

\ a ; hide D 20 13 
| 

Aide EB 9 at 

{ 

\ 

Mean S.D. 

- : Physiotherapists 7 1 2828 
nN 8 3-535 

Aides a > 
N12 6.403,
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Study 2 

The second study is included in the report as the results show 

that a patient is influenced. by the presence of the physiotherapist. 

It is possible that the uniform worn may contribute to this effect 

and this element will be used as a dependent variable in a future 

investigation. This second study links with the pilot study 

described in the following chapter which is investigating the 

effectiveness of unqualified staff carrying out domiciliary 

treatment. 

Physiotherapy is often subject to criticism because few, if any, 

of the treatment procedures utilised have been adequately investigated. 

Many of the treatments embody varying numbers of variables including 

the physical, psychological and sociological and this makes testing 

more difficult. A second problem is the relative lack of availability 

of sophisticated measuring devices such as the 'Polgon' electronic 

  

goniometer, access to VIR systems, force plates, EMG and c en 

uptake systems and so on. Many physiotherapists are relying on the 

MRC grading and the pocket plastic goniometer, obtained free from 

certain drug firms, plus a tape measure as their mainstays of 

objective measurement. 

With goodwill from certain university departments plus continual 

application to Regional Authority Research Committees, it is possible 

to obtain access to some of the more sophisticated measuring devices 

mentioned above, and even to purchase various small items of 

equipment. This will allow certain simple research projects to be 

initiated. 

A programme of research, involving equipment including Digital 

Heart Rate Monitor, Blood Pressure Recorder and Galvanic Skin Response 
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Recorder, plus psychological testing is currently being undertaken 

at Selly Oak Hospital. 

The experiment which is described below is part of the overall 

programme which seeks to determine which elements of physiotherapy 

treatment may be of value in the rehabilitation of the patient. 

Introduction 

This experiment was designed to test the patient's reaction to 

the presence of the physiotherapist, and to certain procedures used 

during the course of treatment. 

The treatment used was straightforward infra-red followed by 

a five minute period of simple effleurage to the whole back. The 

patient's reaction to these procedures was measured (in two ways): 

1. The change in pulse rate, by means of a Digital Heart Monitor, 

which was connected to the patient by means of a long lead 

terminating in a finger transducer, and 

2. By measurement of the Galvanic Skin Resistance. 

At the end of the treatment period the patient was then asked to 

complete a simple questionnaire, Fig. 74. 

Two physiotherapists took part in the experiment, each treating 

a total of twenty patients, ten male and ten female. The readings 

from the two monitors were recorded by the author and the question- 

naire was presented by a member of the department's clerical staff. 

The experiment was carried out over a three week period in the out- 

patient physiotherapy department at Selly Oak Hospital.



  

  

You are invited to participate in’an experiment 
which seeks to investigate the relationship 
between temperature and certain physiotherapy 
‘treatments. : 

Three small recorders will be placed on the 
fingers of your left hand and you are requested 
not to remove them until instructed. 

Thank you for your co-operation. 

Fig. 73 

An-Invitation to Participate 
In The Experiment 

   



oad 

PATIENT (VESTIO’ 

  

This questionnaire is designed to investigate the reactions to the treatment 

which you have recently received. Your responses will be strictly 

confidential and will not be revealed to any person other than the 

research worker, and the questionnaire is entirely enonyrous. 

Thank you for your co-orexations 

You are required to read five Statements connected with your physiotherapy 

treatment and to circle the comrent nearest to your own opinion, 

4. The whysiothsranist is coo8 =+ his/hor work, 

  

Agree Aeree Yo opinion Dotnt = 

Stroirly . esther wy 

  

2, The treatrent iz 3)     asant but not very effective, 

Agree Agree No- opinion Dotngé 

stron=ly either way heree 

  

t is rot effective. mrbcts 

  

Agree Agree No opinion Do'nt 

Strongly either say * heree 

4, Tablets fron the goctor are ~refars 

  

Agree Agree No opinion Dot nt 

Stronzly either way Agreo 

5e The rayrsioth: 

  

Agree Agree No opinion Dofnt 
Stron=li 

  

Strongly 

disarree 

Strongly 

disagree 

&trongly 

Disarres 

otheras: treztrent, 

Strongly 

Diserren 

Strongly 

  

Dis



ee 

  

Fig. 75 
Patient Number .. ROO Sesnvecebiccs 

  

Physiotherapist ..esccccpecsccvccecsscee Male/Female 

  

Pulse rate on application 

of Pulse Monitor 

  

Pulse rate following 

Five minutes rest 
  

Pulse rate on entry to 

cubicle of Physiotherapist 

  

Pulse rate after two 

minutes Infra-red 

  

Pulse rate on completion of 

five minutes to back 

  

Pulse rate when Physiotherapist 

xe-enters cubicle - 

  

” treatment comenced 

Pulse rate when massage 

  

Pulse rate after tro 

minutes massage 

  

Pulse rate when five minutes 

massage treatment ended 

  

Pulse rate one mimite after 

Physiotherapist leaves cubicle 

      Pulse xate when Physiotherapist | 

returns to terminate treatment       
Date 

 



Methodology 

The two physiotherapists co~operating in the experiment each 

selected from their lists of patients ten of either sex suffering 

from some form of back complaint and lists were prepared to facili- 

tate the organisation of the experiment to allow at least three 

patients to be monitored each day. When a patient on the list 

attended for treatment, they were handed a card, Fig.73which asked 

them to co-operate in an experiment. This card described the 

experiment as being an investigation into the relationship of 

temperature to certain physiotherapy procedures. This deception 

was employed in order to try and prevent the patient's knowledge of 

the true experiment from influencing the results. 

When the patient was prepared for treatment, which involved 

undressing and lying in the prone position on a plinth with the 

lower half of the body covered by a blanket, the patient inserted 

the little finger of the left hand into the transducer, and the PGR 

electrodes were placed on the middle and ring fingers of the same 

hand. Leads from both sets of electrodes led tc the instruments 

in an adjacent cubicle. 

The changes in the patient's pulse rate and galvanic skin 

reaction were then recorded on the record sheet at the intervals 

shown, Fig.75. When the treatment ended the patient was asked by 

the clerk to complete the questionnaire. 

Equipment 

EMS Theralux Infra-red Lamp with three red emitters which 

provide immediate heating. 

Digital Heart Rate Monitor 

PGR Unit with earphones 

Stopwatch



Questionnaire 

Talcum Powder 

Measurements 

Pulse Rate 
It is well documented that the pulse rate varies with different 

stimuli, Karlins & Andrews (1973). It was decided that such a 

measurement could be used to determine whether the presence and 

touch of the physiotherapist contributed to change in the cardio- 

vascular response of the patient. The pulse rate monitor is designed 

to show the pulse rate on continuous display with any change shown 

every sixteen seconds. The equipment is battery operated and the 

transducer which is placed over the finger determines the pulse rate 

by blood flow opposite the nail root of the finger. 

Pulse rate is dependent on three variables, Ruch (1955). 

ne The rate and volume of the ventricular discharge. 

2. The velocity of the pulse wave. 

3. The rate at which the blood flows from the arterial reservoir 

into the capillaries, in turn dependent upon the state of the 

arterioles. 

It is this last variable with is of interest in this experiment as 

a state of arousal will influence the state of arteriole. 

When a subject is psychologically excited, the emotional 

stimulus indicates a response in the autonomic nervous system which 

in turn produces a response in the subject's sweat glands. 

Measurement of this sweat gland activity is an indication of the 

Goo



Subject's state of arousal. This weat gland activity is known 

by a number of terms: 

PGR ~ psycho-galvanic reflex 

GSR - galvanic skin reflex 

ESR - electrical skin resistance 

These terms all relate to the change in skin resistance associated 

with sweat gland activity, a decrease in resistance indicating 

arousal, while an increase in resistance indicates relaxation. 

The measurements were described by C Féré in 1888, Strong (1970). 

The machine employed is battery operated delivering a DC 

current via the electrodes. The voltage drop produced between the 

electrodes is measured on a meter ranging from +50 to -50 with an 

associated audible signall which is shut off during the experiment. 

No contact medium is utilized as it would interfere with the action 

of the sweat glands and the electrodes used are specially designed 

metal finger electrodes with velcro fastenings. When the electrodes 

are applied to the subject, the machine is balanced with the Mv meter 

showing O before measurements are commenced. 

Questionnaire 

The questionnaire is used to measure only one variable, that 

is the degree to which the physiotherapist is seen as an attractive 

person by the patient. The remainder of the questions are inritesene 

in this experiment and are taken from another questionnaire used in 

the department. The style of question is based on the Likert Scale 

(1932) and is utilised to obtain a quick guide to respondent 

attitude. 

A question about attractiveness is inserted into the set of 

five questions to disguise intent. It is suggested that persons 
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seen as attractive are viewed more favourably, Argyle (1979) 

and it is possible that both the Halo effect and the Placebo 

effect are involved during the dyadic interaction of physiotherapist 

and patient. 

This experiment, as well as setting out to determine the 

level of arousal and the cardio-vascular response to the physio- 

therapist, attempts to discover whether there is any relationship 

between the physiological responses and the perception of the patient 

regarding the attractiveness of the physiotherapist, and whether 

there are any differences in this variable between the sexes. 

Infra-red Lam 

The particular lamp used provides an immediate heating effect 

by means of visually emitted rays in the red band of the spectrum. 

The use of this apparatus in the experiment is to distract the 

patient from the true purpose of the experiment, i.e. to measure 

their response to the presence and touch of the physiotherapist. 

Stopwatch 

The stopwatch is accurate to -01 of a second and is used to 

time the duration of each individual experiment. 

Taicum Powder 

In order to ensure a consistent approach to each individual 

patient, the physiotherapists will use the same talcum powder 

during the massage element, the powder being the normal NHS 

issue.



Massage Treatment 

This treatment is a basic effleurage given to the area of the 

back extending from the shoulders to the sacrum and is carried out 

for a total of five minutes. 

Results 

It is recognised that a sample of twenty men and twenty women 

is not large enough to allow any definite conclusions to be drawn. 

It is also clear that the experimental situation can cause certain 

stresses for both the patient and the physiotherapist which will in 

turn influence the clinical interaction. In an effort to lessen 

this variable for the patient, he was allowed to rest for a period 

of five minutes following the application of the recorders to his 

fingertips. The patients were randomly assigned to the study on the 

basis that they were suffering from either a neck or a back condition 

which had caused their doctor to refer them for physiotherapy 

treatment. It has proved possible to measure the variables, pulse 

rate and galvanic skin response but no attempt was made to eliminate 

uncontrolled variables. It is assumed that error variables are 

randomly distributed. 

The five minute period of infra-red irradiation was given in 

an attempt to determine whether the recordings obtained for the 

two variables being examined could be accepted as valid, as it is 

assumed that if changes did occur, in the absence of the physiotherapist, 

which were linked with the infra-red irradiation, then the changes 

which occurred during the presence of the physiotherapist might in 

turn be attributable te that presence. 

Table 69illustrates the hardly surprising finding that the 

majority of patients prefer physiotherapy treatment to receiving 
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tablets from their doctor, as this confirms findings in earlier 

studies, Frazer (1980)(1). 

Table 69 gives the responses to the statement ‘physiotherapy 

is not effective' and it is clear that physiotherapist A has a 

larger proportion of patients who disagree with this statement. 

Table 70 shows the responses to the statement ‘the physiotherapist 

is an attractive person'. There is little difference between the two 

sets of responses. 

Table 71 gives the average increase in pulse rate in percentage 

terms which accompanied the touch and presence of the physiotherapist. 

There is little difference between the results for either physiotherapist 

and no significant difference existed between the sexes, P<+20, 

analysed on each physiotherapist independently. It is shown in Table 72 

that a larger proportion of the sample treated by physiotherapist A 

achieved pulse rates in excess of 100 beats per minute with 2 men 

and 4 women as opposed to 2 men and one woman in the case of physio~ 

therapist B. The measurement of peak pulse rates, using a two tailed 

'T' test, showed a difference between the two parts of the sample, 

P&-10. 

In the case of the GSR recording following five minutes massage 

by physiotherapist B, Table 73, all of the men and 6 of the women 

showed positive changes in the GSR with a significant difference 

between the sexes in the case of physiotherapist A. 

Tables 74 and 75 give the recorded changes in the pulse rate 

for the patients treated by physiotherapists A and B as measured 

against their presence and touch, with the average change based on 

three recordings, shown in the final two columns. 

The increase from the resting pulse rate which accompanied the 

presence of the physiotherapist showed a difference between the two 
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parts of the sample. The patients treated by physiotherapist A showed 

no significant difference between the sexes,while those treated by 

physiotherapist B showed a difference between the sexes, men P “+20, 

women P<°10. 

In the case of the GSR changes there was also a difference between 

the two parts of the sample. When the patients treated by physio- 

therapist A were touched, there was no significant difference between 

their resting GSR and that recorded which was, in the case of men, 

P<-20 level, and for the women, P<-10. In the sample treated by 

physiotherapist B, both groups of patients showed a change which was 

significant at the P<-01 level. 

The changes recorded in the GSR associated with the presence of 

the physiotherapist were the same for both physiotherapist A and B 

in the female section, P<*05 although there was a difference between 

the two male samples. Those treated by physiotherapist A showed 

changes P<*20, while those treated by physiotherapist B showed changes 

Significant st the P <-01 level. 

Discussion 

From the results obtained it is apparent that significant changes 

in a patient's pulse rate do not accompany either presence or touch 

but for GSR do accompany both the presence and touch of the physio- 

therapist. In this experiment physiotherapist A produced no signifi- 

cant changes in the male patients, while physiotherapist B achieved 

the most significant changes in the male patients. 

Physiotherapist A is ten years older than physiotherapist B, who 

in turn is a petite, attractive, blond-haired physiotherapist. This 

may account for the higher readings noted for her male patients. 

There was no significant difference between the rating of attrac- 

tiveness for either physiotherapist, Table 70. It may be that the 
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experimental situation caused more stress for the younger physio- 

therapist who reported feelings of uneasiness during the experiment. 

It may be that these feelings produced physical signs which in turn 

evoked a protective response from the male patients, which might 

account for the results obtained. 

It is clear that the presence of the physiotherapist is more 

arousing than her touch, although the men showed slightly more 

arousal, it was not at a significant level, P<*20 and the claim that 

massage is relaxing is not substantiated by this experiment. 

Conclusion 

This study set out to determine what changes in the patient's 

pulse rate and GSR, if any, accompany the presence and touch of the 

physiotherapist. It is clear that significant changes do accompany 

both elements of a clinical interaction although the two physio- 

therapists participating in the experiment produced different results 

for either sexes. 

Further experiments need to be carried out with the variables 

more tightly controlled before any firm statements-can be made. 

It is possible to hypothesise that the physiological changes produced 

in the patient, which accompany the presence and touch of the 

physiotherapist, may be one of the reasons why patients prefer 

physiotherapy treatment to tablets prescribed by the doctor. 
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APPENDIX 11 

SELECTION OF LETTERS FROM PATIENTS AND DOCTORS 

(These are reproduced with the full 
permission of the individuals concerned.)
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FIG. 78 

The Queen Elizabeth Hospital 
Queen Elizabeth Medical Centre 
Edgbaston Birmingham B15 2TH 021-472 1311 Ext 

  

Please reply to: DEPARTNENT OF Your ref Our ref BAB/ACT 
PHYSIOTHERAPY 

28th October, 1980 

Dear Mrs, Rollason, 

I have verified that in the Central District ambulances 
cannot be ordered for G.P. referrals to physiotherapy. 

I should be grateful, therefore, if you would take on this 
patient for domiciliary physiotherapy. 

Yours sincerely, 

Dol Boer 
(Miss) B.A,Bowen, M.C.S.P., 

Acting Superintendent Physiotherapist 

Mrs. S. Rollason, M.C.S.P., 
Domiciliary Physiotherapist, 
Physiotherapy Department, 
Selly Oak Hospital, 
Raddlebarn Road, 
Birmingham B29 Birmingham Atea Health Authority (Teaching) 

L eh Central Birmingham Health District 
CB.A-78 

oa
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FIG. 82 

3 4 ee tame 

Birmingham Accident Hospital “Birmingham Area 
Health Authority (Teachin, Bath Row, Birmingham, B15 INA. ‘ et 

Telephone: 021-643 7041 
South Birmingham 

  

Your Ref: Health District 

j 21st December, 1978 

S. Rollason, 
District Physiotherapist, am 
Selly Oak Hospital, - Me @o 
Raddlebarn Road, 
Birminghan, 329" 6ID. FE PHS FOUS OF 

  

   

Dear Sue, 

Re:     h Horn bye   

Thank you for your letter and for treating Mrs, Hornby. 
I am sure most of the credit for this result is due to you 
rather than to me. 

I would accept what she has got just now as being 
satisfactory for a woman of her age and I have not made 
@ specific appointment here tut I have told her hu 
that if there are any problems he skould contact you or 
me directly at the Accident Hospital. 

     
  

    

  

All the dest for Christmas and the New Year, hope 
to see you scmetime soon. 

Yours sincerely, 

a 
fh Aad is Wye 

Mr. M. BE. Scott, 
Tean I.
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Bodies Requesting Information and Advi 

  

John Acres, Hampshire Area Health Authority.‘ 

Mrs B Bennet, Barnes Hospital, London. 

Mrs G Dixon, Research Physiotherapist, Department of Physical 
Medicine and Rehabilitation, Mount Vernon Hospital. 

Mrs H Haywood, District Physiotherapist, Sheffield Area Health 
Authority. 

Miss F Hill, Research Physiotherapist, Trent R.H.A. 

Miss N Hughes, District Physiotherapist, Clwyd Health Authority, 
Wales. 

Mr P Key, Deputy District Administrator, Hereford Health District. 

Librarian, Kings Fund Centre, London. 

Mrs H Lloyd, Physiotherapy School, Dalhousie University, Halifax, 
Nova Scotia. 

S P McDonald, Assistant Secretary, Greater Glasgow Health Board. 

Miss L van de Meene, Advisor in Physiotherapy, Department of Health, 
Brisbane. 

National Corporation for the Care tof Old People, London. 

Dr W Nicol, Area Medical Officer, Birmingham Area Health Authority. 

Northern Ireland Health and Social Services Library, Queens University, 
Belfast 1 

M D O'Brien, Administrator, Worcester Health District. 

Dr J Ross, Department of Haematology, East Birmingham Hospital. 

Department of Social Administration, University of Manchester. 

CH Tedman, District Physiotherapist, Canterbury and Thanet Health 
District. 

Dr N Vetter, Director, Research Team for the Care of the Elderly, 
Welsh National School of Medicine. 

Rosemary Walker, District Physiotherapist, Barking Hospital, Essex. 

Dr K Taubert, UFAES, Strasse 26, West Germany. 

‘Dr H Tauchmannoua, Piestany, Czechoslovakia. 

Miss M J Kennedy, Area Physiotherapist, Northern Health & Social 
Services Board, 
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Miss A Frost, District Nursing Officer, Hereford District. 

Mrs A Faulkner, PRO,Help the Aged, London. 

Clwyd Health Authority, North Wales. 

Mrs M Tomkins, Planning & Information Services, Worcester Health 
District. 

The British Library, Lending Division, Boston Spa, Wetherby. 

Barnes Medical Library, University of Birmingham. 

Dr J Mercer, North East London Polytechnic. 

Professor M Warren, Health Services Research Unit, University of 
Canterbury. 

Mrs M E McGonigie, Community Nursing Sister, Worthing. 

Mr W J Moot, Lecturer, University of Cape Town, SA. 

D P Chapman MCSP, Private Practitioner, Heathfield, Sussex. 

A Pearson MCSP, Warrington District General Hospital. 

NZ Wallis, Deputy Superintendent Physiotherapist, Addenbrookes 
Hospital, Cambridge. 

Department of Community Medicine, University of Aberdeen. 

Institute of Gerontology, University of Michigan, USA. 

Hector Larrea, Co-ordinator, Centro ide Rehabilitacion, Hospital 
Italiano, Buenos Aires. 

Dr D P Boldy, Institute of Biometry & Community Medicine, University 
of Exeter. 

Dr G B Smith, Barnsley Area Health Authority. 

Postgraduate Medical Centre Library, Salisbury General Hospital, 
Wiltshire. 

The British Council, 10 Spring Gardens, London SW1A. 

Scottish Health Education Unit, 21 Lansdowne Crescent, Edinburgh. 

The Sports Council, West Midlands Region, Birmingham. 

D.H.S.S. Library, London. 
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List of Publications Arising from the Study 

"Developing a Future in Management Structure." 
Therapy, July (1978) 

"Community Physio : A New Colleague for the District Nurse." 
Nursing Mirror, October (1978) 

"Disability and its Prevention : The Physiotherapist's Role." 
Therapy, September (1978) 

"Challenge of Domiciliary Physiotherapy." 
Therapy, November (1978) 

“Acting Out the Wrong Role?" * 

Therapy, February (1979) 

"Coping in the Community." 
Therapy, May (1979) 

"GP Direct Access Cuts Waiting Time." 
Modern Medicine, vol.24, no.5, (1979) 

"Physio on Wheels." 
Therapy, May (1979) 

"Home Truths About Physios." 

Therapy, July (1979) 

"Assessment of Elderly’ Patients." 
Physiotherapy, 65, 7 (1979) 

"A Career of Exciting Challenge." 
Therapy, October (1979) 

“Domiciliary Physiotherapy ~ Cost and Benefit." 
Physiotherapy, 66, 1 (1980) 

"Round the Cleck Physiotherapy." 
Therapy, June (1980) 

"The Professional Touch." 
Therapy, November 6 (1980) 

"The Home Treatment of Strokes : Cash's Neurology for Physiotherapists." 
Faber & Faber, London (1981) 

"Counting the Cost of the Physiotherapist." 
Therapy, September 4 (1980) 

"Physiotherapy in the Geriatric Hospital - A Second Class Service? 
-Tripod, No.4. Spring (1981)



 



ane 

  

F W FRAZER BA MCSP 

    

  

District Physiotherapist, Selly Oak Hospital, Birmingham 

SEVERE and intractable pain occasionelly develops 
following neurosurgical procedures, scme being 
described 2s reflex sympathetic dystrophy. This report 
descrides verious methods utilised inan attempt to relieve 
such pain. 

  

Case Report 
A 45-year-old female physiologist nad suffered from 

Raynaud's syndrome, which affected ail four limbs, since 
1969. From that date, over a perice of four years, she had 
all four limbs sympathectomised, producing a good 
improvement to the peripheral circulation of her fingers 
and toes. 

Late in 1273 she do 
in the left arm and had t 
and @ section of the intercosto-izt 
giving only temporary relief. In 
Posterior rhizotomy which provided relief for five weeks. 
Her pain then began toret ng DotA arms and ex- 
tending to the side of tne chest, Tre patient aiso cor 
plained of tingling and a hot feeling running cown the 
inner aspect of tne forearm, radiating to the third, fourth 
and fifth fingers of both hands. 

that time she has undergone various procedures 
radicate her she has hada 

course of Cervical esicural injections with Marcaine and 
local steroids. An attempt at transcutaneous eiectrical 

  

   oped severe and intractable pain 
J re-explored. Sear tissue 

al nerve was excised 
y 1974 she had a 

    

   

   

  

  

    

  

   

  

     

    

Pain THEACOMETER 
AS Muse Pa BOER Ik 

stimulation was unsuccessful and one intravenous 
regional guanethidine block to her left arm provided relict 
lasting 48 hours. A course of eight acupuncture treat- 
ments was ineffective but she obtains some relief from 
pethidine tablets. 

During this period she has received physiotherapy ona 
regular basis. For one month some of the procedures used 
on the patient were assessed as to their efficacy with the 
aid of a pain measuring device, the ‘pain thermometer’. 

Pain Thermometer 
As can be seen, the pain thermometer, de 

Joyce (1958), provides a visual analogue sca 
easy to read and which includes a condensation of the 
whole range of subjective expression of pain. Research 
has shown that people can discriminate cbout 22 incre- 
ments of intensity between threshold pain and pain of 
maximum intensity. The pain thermometer hes been used 
extensively in the community physiotherapy projectin 
South Birmingham Heaith District (Frazer, jandn 
proved consistently accurate in measuring the effect: 
treatment. 
Research by Melzack and Torgenson (1971) showed 

that language is important in describing the pain 

   

    
     

of 

    

perience and althougn psychophysics has neen usefui in 
pain, 

    

   

laboratory investigations into tne meesurement of 
nO matter how sophisticated the stimulus-giving 

  

  

{ omroreey 
© petmeine 
‘



s 

    

   

  

Fig 3 (2): Connective tissue massaze = ‘long’ strokes 

  

Fig 3 (b): Connective tissue massage — ‘short’ strokes 
Ment ivay be, subjective response is the vital measure. Lasagna (1358) thinks that, for reliability, no other measure can approach verbal report. With the use of phy= siological methods of pain measurement, there are diftt- Gulties of interpretation as it can be uncertain whether a recorded ‘esza.i38 15 cue to pain alone and most tech. niques require a subjective response as a dependent vari- able. ‘ 
Because it has yet to be demonstrated that any more Becurate r2suits can be obtained from any method other than the patieri’s verbal report, the pain thermometer has been chosen as a measure of a patient's experience of pain, 
The patients are presented with the pain thermometer and asked to identity tne point on the scale which they feel most accurately rettects their pain. In the case of the Patient descriued above, she completed one of the illus trated forms aach day for four weeks, placing the com- pleted form 1 an envelope at the end of 24 hours and seal- ing it 50 that each subsequent reading would not be influenced by those preceding it. At the end of the month, the measurements were transferred to a graph (fig 2, Previous page}. 

  

    

    

Connective Tissue Massage (CTM) s 
This is a specialised massage technique which has been 

feught for mary years by Miss Mi Epner MCSP (1962). The 
Patient is usually treated in the sitting position ang the 
massage is appied by the operator using a relaxcd hand 
and placing the second and third fingertios on the 
patient's skin at an angle of between 40° and 60°. The 
hand is held in ulnar deviation with the metacarpo- Phatangaal joints stightly flexed. The stack in the skin is 

  

  

  

  

212 

  

taken up lightly and the fingertips are drawn along the 
area chosen for treatment, 

‘Two types of stroke are used in the treatment, long and short. The iong strokeis sixown in fig 3(a). the shortin 3(b). 
The fingers travel in the direction cf the arrows and 
the stroke is 2 snort twisting movement of the fingertips. The short stroxe produces fewer sige effacis in the patient 
The sensation proguces varies froma Shight scratching 

toa feeling of red-not nesdies and can be moditied by the 
Speed of the stroxe and the angie at which the fingers are 
held. Tn: ects Proaucec Inciude a marked nyrerazmia and 2 feeing of neat wnich iasts tor six hours or more. The Sweal giancs are stimulated and drursing is often evident on the cay folowing treatment. The extent of this varies according io the ‘ragility of the patient's capitlaries and is unimponant. 

Itis claimed that the massage Stimulates the mast calls 
to release a histamine-like supstance which acts ‘on the autonomic nervous system and indeed, in many czses, 
fainting can result trom this treatment. For the patient des- 
cribed above a heavier pressure is used than would normally De reauired. 

In spite of tne sophisticated processes carried outinan attempt to sieve this patient's pain, none have proved any more eftective than CTM, This treatment is given tivo or three times each week in the physiotherapy cepanment, the treatment period being ro more than 20 minutes on each attendance. The treatment is quick to apply and has no harmtul siae-effects, no equiament is required, it is felatiwely inexpensive ang procuces consistent results. As can be seen from the cragh of results, physiother- apy treatment is as effective as the epidural injection in Producing a complete retief from pain and is more effective than pethidine. It is not altogether certain how this treatment succeeds in this instance although counter- irritation, an gilect noted by Hippocrates, may be in- volved (Adams, 1859). Adherents of the gate-control theory might suggest that physiotherapy simoly closes the ‘gate’ (Melzack and Wall, 1S65). It is pessibie thet the stightly traumatic effect of this form of masiag¢ couid stimulate the release of enkephalin in the central nervous 
System which would result in pain relief Itis proposed to carry out a controlied trial of this type of treatment using Blectro-encephalegraphy and blood sampling to deter- mine the physiological response to the connective tissue massage. : 

    

    

              

   
      

     
      

  

  

  

ACKNOWLEOGEMENT | would like to thank Or Mike Morrison, consultant surgeon, Selly Cak Hospital, tor his interest anc co-operation in this case study. 
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TREATMENT NOTE 

  Assessment of 

F W FRAZER BA MCSP 
District Physiotherapist, South Birmingham Health District 

A MULTIPLICITY of pathological processes is usually 
Present in the elderly (Caird, 1976), and patients in this 
age group show corisiderabie aaily variations in their phy- 
‘sical condition and in their levels of perception. 

Many comprehensive systems of assessment available 
to the physiotherapist are bulky and require considerable 
time to complete. When such systems are used thereis no 
Quarantee that the docior wil give more than cursory 
attention to the wealth of material they may contain. 

What seems to be required is a system of assessment 
which is quick to apply and easy to read but which will 
Present a reasonably accurate reflection of the patient's 

state. : 
The system described below was developed during tine 

Course of a study of domiciliary physiotherapy within the 
South Birmingham Health District, and is used by both 
doctors and physiotherapists. = 

   

PHYSIO Assessment Card 
This card is used to ass: the patient's condition, 

before and upon completion of the treatment course. It is 
designed to fit the patient's NHS envelope which is keptat 
the doctor's practice. 

Itis self-evident that such an assessment, on its own, is inadequate to r2tiect fully all cnanges in the patient's con- 
dition. Nevertheless the card provides a guige to the 

Palient’s concition which is quick to complete andis easily 
understood. Generally a decrease in the score on any ele- 
ment on the card reflects an improvement in the patient's 
Condition. Provided the results are supported by other 
measurements, such as the assessment grid, the PHYSIO 
Card can act asa reliadic indicator of the patient's physical 
State. The form is loosely based on the PULHEEMS 
system used by the British Army (MeNalty, 1961), and the 
PULSE sysiem used by the American Army (Moskowitz 
and McCann, 1957). in both Forces these systems are 
used to record details of the soldier's health. A similar 
System was adapted and used in this District because of its 
inherent simplicity and speed of completion, 

The choice of the acronym PHYSIO was deliberate, 
because of the need in the early days of the study to publi- 
Cise the service. It is the familiar contraction for the word 
‘physiotherapist’ and readily iends itself as a basis forthe 
various sections of the assessment 

As can be seen (fig 1), the form is divided into six sce= 
tions, covering al! areas of the body, including other elements such as ‘pain’, ‘balance’, ‘mobuity’ ard 
‘incontinence’. There are four degrees of abnormality 
fanging from no abnormaiity to savere zonormaiity’,with 
‘minor abnormatity’ ang ‘moderately severe abnormal 
fies’ as the intermediate measures. The qualifying dis. 
tinction between the two intermediate grades of 
abnormality is that a “minor abnormality’ is likely to be 
tolerable to the p. S a “moderately 
abnormatity' is k aitention, 
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P: Pain. This section covers pain irrespective of how 0 
where il presents. 

H: Head, shoulders, upper iimb and trunk. This sectior 

includes all of the areas mentioned. 

¥: Mobility, including pelvis and lower limbs. Poetic 
licence has been invoked, as the last letter of the wore 
‘was used in this instance. This section also include: 
the lower limbs. 

S: Stability, balance. This section covers Stability, bott 
Static and dynamic. 

J; Incontinence. This section covers both bladder anc 
bowel function. 

O: Other. This section covers ail other areas, including 
the mental state. 

The method of scoring is straightforward, the two 
extremes — ‘no abnormality’ and ’severe adriormality’ — 
fating a score of 1 and 4 respectively. Tie two inter- 
mediate states of abnormality are scored 2 and 2 res- 
Pectively. A score of 2 reflects a minor 2onormality with- 
out any functional deficiency, whereas a score of 3 siiows 
@ functional loss. 
a a 

COMMUNITY PHYSIOTHERAPY 

PATIENTS NAME.. 
ADDRESS. 
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* Disability Classification 

  

- Assessment Grid 
The assessment grid (fig 2) is an adaptation ofa similar 

grid, described by Williams (1975), and in the case of the 
elderly patient is used to make a furtctional assessment. 
The grid embodies two measures: the top line oradas the 
patient's state and is labelied ‘distress’, while the vertical 
scale is labelled ‘disability’ and asse: the patient's 
functional state in terms of activities of daily living. The 
Classifications used are simple and the grid canbe quickly 
completed. 

  

    

Distress Classification 
This scale is sub-divided into three grades: 1. None: 2. 

Moderate; 3. Severe. It reflects the distress felt by the 
Patient with regard to his physical condition and, at the 
same @, provides a fairly accurate measure of his 
mental state. 

  

This scale is divided into eight sections: 
1. No disability. 
2. Independently mobile. Mobile outside the home and 

an do light shopping as well as household tasks, 
3. Limited mobility. Can walk outside the home with the 

aid of a stick or waking aid, but cannot carry 
shopping. Abie to perform light housenold tasks. 
Housebound, able to do light housework. Cannot 
Move around outside the home without the help of 
some other person. or the use of awneelchair. Able to 
perform some light housework, perhaps using the 
furniture as support for moving around in the house. 

5. Housebound, limited to self-care activities. Contined 
fo the house and unable to perform tight housework. 
Can wash, dress and feed himself. 

* 

   

Housebound, requiring help with self-care activities. 
Confined to the house and requires help with self- 
care activities. 

™~
 

Chairbound, requiring help with sell-care activitios, 
Mainly confined to a chair, but may be able to transfer 
incependently from bed to chair. Requires help with 
all self-care activities, 

> Totally dependent. This assessment is applied to a 
Patient who is confined to a chair or to bed and who 
Cannot move from one to another without help. 
Requires full-time help with all activities. 

    

Thus the scale ranges from ‘no disability’ to ‘totally 
dependent’, two extremes common to most methods of 
assessment of disability. The intervening parameters nave 
been selected to indicate most accurately slight changes 
in functiona! capacity in patients aged 65 and over. The 
intervals chosen are related to function and take no 
account of disability or of patholegical condition. This is 
useful since it shows the sight changes in functional 
ability which can often be achieved with treatment, but are 
unrelated to any changes in the physical condition of the 
patient. 

   
      

  

Combined Sestes ‘ 
This system of assessment entails a matrix of 24 

possible states. 
The patient is as: 

begins and egaint 
upwards and to the left 
improvement in the p 

    

   jent’s condition. 
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Fig 2: Assessment grid. The classitications are usted on“ 
reverse of the form 

  

The grid has proved a useful adjunct to the PHY: 
assessment when used to cetermine a patien: s onvsy 
and functional capacities and during the course 
present study of domiciliary physiotnerapy it f: 
used with over 490 patients (Frazer, 1973). 
advantages of the two systems are that they are 4: 
complete, cheap to produce, and easy to read. Th 
Produce a reasonably accurate reflection ot the 2a" 
Patient's condition, without being so detailed that sm 

changes in the patient's state, deserved in the ope: 
remarks, will distort the assessment. 
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RECENTLY, throughout the country, there has been an Upsurge in growth of domiciliary physiotherapy schemes, and those physiotherapists who for many years have advocated such a service are beginning to see some Fesults for their efforts. 
| Sharman (1972) describes the type of domiciliary reha- bilitation service, common in North America, which Operates on the premise that restoring persons to either full capacity or to a certain dearee of independence isone Of the best investments there is. He pointed out that in the UK inadequate remedial services did not excite doctors, politicians or the authorities, and went on to say that inadequate rehabintation services merely pass on their unfinished business, the patients concerned be- coming probiems for social services departments, or swallowed up in the community and forgotten. 
{n an interim report in October 1973 the Chartered Society of Physiotherzpy Working Party on Community Physiotherapy stated that there was a great need for a Mon-hospital physiotherapy service. Wilkes (1978) drew attention to what he described as a tremendous and genuine need for ph¥siotherapists in the community, going on to compare the tangard of care that existed in hospital with that in the community. After 25 years of the National Health Service the concentration of care in 4 largely hospital based service nad preduceda levelting up Of the standards of hospital care without any tevelling up Of standards within the community. The result was that Care tended to be worst where the need was greatest. Pioneering work in the Southampton area (Compton, 1973) demonstrated the viability of a domiciliary physio- therapy service, and a recently published report by Partridge and Warren (1977) descripes the availability and the scope of community physiotherapy services in ry Health Districts. in some areas the growin of domiciliary Physiotherapy services has been stimulated by funding Provided jointiy by the social services and the NHS, This growth hes fed to an increzse in the numbor of requests from existing primary care sta‘ within the community, The evaluation ofadomiciliary physiotherapy service to the elderly currently being carried out within the South Birmingham Heaith District, began in 1977. This evalua. tion resulted from observations made Of the ambulance Service to the physiotherapy department at Selly Oak Hospital during the preceding seven years Thay showed ail ambulance journeys to thedenartment were out any prior notice. Glten the first indica tion of such a cancelis 4 telephone call from the 

= Cancellations usuaily involved the patients described as ‘iwo-man iifts’ and the same group of heavily disa ts and thair rete : 5 because th cow 
ved for treatment or not 
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‘These cancellations also caused extra work forthecteri- cai staff in dealing with telephone Calls, offen irate, and in Fe-booking appointments. There was also disruption to the day-to-day working of the physiotherapy staff within the out-patient department, 
't was also noted that a visit to the hospital requiring ambulance transport could involve Patients in waits of many hours which, if they were elderly could prove detri- mental to their condition, a fact observed upon by Boar (1974). Indeed many of the elderly patients referred tor Physiotherapy treatment were too infirm to undergo the Strain of an ambulance journey to the hospital. 
Now that domiciliary physiotherapy is firmly established either because of demand trom the community or because of an inadequate ambulance Service, it is reasonable to ask whether there is a need to Subject such a service to adetailed cost benelitanalysis. If public cemand were to be the sole criterion by which resource allocation is determined, then the answer would beno, since an ideal society woutd actively seek toprovide those services necessary to ensure maximum welfare to its members, regardless of cost. Unhapnily wedo not tive in an ideal society and there are many constraints upon the provision of services; physiotherapy is just one, among many, competing for limited financial resources. 

  

Cost Benetit Analysis 
\f @ decision needs to be made wnetner to provide a Particular service, the cost-benefit approach reuires that the service should only be provided if the derived benefits exceed the cost, both costs and benefits ceing enumerated and valued in money terms. 
The basic rule is, Maximise (Benefits — Costs). Pearce (1978) suggests a formula for cost henefit analysis: 

Te 
B,- C, 

max) "Oe 
1+ ry 

t 
Br and C; are benefits and costs in lume period t, ris the discount rate and T is the time horizon. 
When costs or benefits occur at different points in time they are usually expressed as anequivalentsum of money ata sing!s point in time, normally the present This sing Sum of money is reterred to as the present value and the varying rate of exchange between sums of mon fe ferent points in time is known as the discount rate. Thus there are two stages to a Cost-benelit anaiysis of any service: 

1. Measurement of ail inputs and outputs by the sana yardstick, ie money. 
2. If B= (C + C,) whsre Cy are unknowncosts, ther pro- vide the cervice. This approach is undeniably siniple in theory but e 15 fraught with di Y. 
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Until now, comparatively little work has been under- 
taken regarding the cost-effectiveness assessment of 
medical treatment in general, and physiotherapy treat- 
mentin particular. The question being asked here is:' What 
is the value of physiotherapy treatment?’, and to answer 
this question a clear measurement of the trueunitofout- 
put or achievement is required. 

This immediately gives rise to difficulties in deciding 
what are appropriate indicators of output and by what 
method of measurement they can be assessed for acost- 
benefit analysis. 

In the case of younger patients it is clearly easier to 
decide upon a cnterion lor assessment purposes such as 
time off work, or time taken to return to work following a 
course of physiotherapy treatment. Such measurements 
are relatively easy to obtain and can be readily compared 
with ‘no treatment’ groups. 

In the case of the elderly patient, it is much more diffi- 
cult to measure achievement as many of the results of 
treatment are concerned with an improvement in the 
quality of life or the ability to cope, rather than in any 
dramatic change in physical condition, In certain cases it 
is the relative who experiences the greatest benefit froma 
visit by the domiciliary physiotherapist. 

    

Measurements 

There are two main areas of measurement: 

1. Costs, including unknown costs. 
2. Benefits. 

Costs 
Ascan be seen from table 1, the measurementof costs is 

relatively straightforward. All costs known to be 

associated with physiotherapy treatment are detailed, 
There will be certzin costs which are not immediately 
apparent and, in this particular example. such costs are 
listed under research costs. 
There is {ittle difficulty in obtaining costs for treatment, 

travelling and waiting times, telephone, postage or equip- 
ment. There can be problems in the areas of supervision 
costs and opportunity cost although in both instances it is 
possible to make an acceptable estimation. 

  

    

Opportunity Cost 
Cpportunity cost is the value of what is given up by 

doing one thing rather than another and, in the case of 
domiciliary physictherapy, there is clearly identifiable 
opportunity cost. Staff involved in the community spend 
part of their working day in travelling and cannot main- 
tain as high a volume of output as their hospital based 

colleagues. There is room for argument here, as it has 
‘been observed that the domiciliary physiotherapy treat- 
ment requires less actual treatment time than the hospital 
based equivalent. 

Table 1: Cost comparison of domicillery ond hospital physiotheropy 
  

  

    

  

  

Activity costs Domiciliary Tota! cost Hospital Total cost 
Treatment € Treatment £ 

Treatnent 1002. 0266 hours 2456.96 470 hours 416.04 
Time 

Waiting “Nit 32.8 80.50 
Time (physiotherapy) 

Travelting 339.09 hours 231.45 236 hours (pationty 2280.00 
Time a 7349.76 miles 1080.41 1960 miles (ambulance) 

Uniform 43.75 16.25 

Telephone 1137 catls of 2.7 125.50 163 calls of 2.7 mins 17.98 
mins at 3p 34.11 at 3p 4.89 

Postage 1046 at 7p 73.22 149 at 7p 10.43" 
Time 253.82 Time 30.52 

Clerical 87 hours 103,02 125hours ~ 14.79 
at £1.1833 at £1,1633 

Stationery ~ 60.93 71 

Supervision 601.37 be 3160 
Administration ; z 

Opportunity 680.55 “NIL 
Costs 

Buildings Nit 9866 sq {1 at £1/sq ft 63.55 
pro rata 

Research Costs 1641.24 i 229.63 
Visits 107.27 “16.82 
Teaching 26.00 foi Fer eNO 

Equipment 1137.50 : 162.50 

Meetings 107.27 i “5 x2. 18.82 

Retreshments 29.55 

Portering 93.60 

Total 9224.37 3565.03 

Cost por 6.55 Cost less £6.52 18.03 
Treatment 
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Teble 2: 1975 Projections of the elderly population 1975-2001 (UK) 
  

  

  

Age group 1975 1981 zon Ses 
nn 1975-2 

s t 60-65 3,178,000 2,931,000 2,735,000 --13.9 

: 65-69 2,831,000 2,769,000 2,411,000 —148 
70-74 j = 2,213,000 2,345,000 2,137,000 34 

75-79 : 1,647,000 1,664,000 1,793,000 198 
_ 00-84 + oS 822,000 936,000 1,075,000 +308 

. +. 68 and over ; $15,000 $50,000 752,000'_+46.3 
* Whole population (all ages) $8,089,000 §5.911,000 58,248,000 +4.1 a 
  

(Source: Government Actuary’s Department and Office of Population Censuses 
Surveys} 

in the case of domiciliary physiotherepy, costs are 
Incurred ala number of different ievels. The initial day-to~ 
day running costs are borne by the Health District. 

Health District costs. These include salary, superannu- 
ation, uniform, transport, disposables, stationery, tele- 
phone, postage, clerical, supervision, opportunity costs, 
visits, teaching, equipment, meelings and unknown costs 
which can include anything from coffee breaks to 
research costs. 

Community costs. With the presence in the community of 
& new seivice additional costs are incurred by GPs, health 
visitors, district nurses and social workers. The GP costs 

include relerral times, telephoning, postage, visits and 
meetings. 

  

DHSS costs. Ultimately all costs for any health care 
devolve upon the OHSS. These costs include ail of the 
ebove plus the cost of providing suitabie premises tor 
health care. With domiciliary physiotherapy these build- 
ing costs are minimal end this item is in fact included 
under the ‘benefit’ heading at a later stage. 

  

Pirysiotherapy staff costs, Within a domiciliary physio- 
therapy service, a number of costs are incurred by the 
physiotherapy staff. The major cost is provision of suit- 
able transport. This can involve buying a car, insurance, 
tax, servicing and maintenance, for which the staff receive 
& car user allowance plus travelling expenses. 

There is a further cost which, at present, can be 
expressed only in non-monetary terms, which is the 
physical and mental effort of dealing with traffic delays, 
tush-hour city oriving, parking difficulties and in- 
decipherable addresses. Although, taken individually, 
these are relatively minor problems, there can be a 
cumulative effect which, in certain instances, can lead to 
Psychological strain (Frazer, 19756). 

      

Patient costs. Patients’ costs are associated with the 
visit of the comiciliary phystotherepist. These include 

Such items as the use of the home ase treatmentarea, use 
of electricity, soap, water and towels, some element of 
opportunity cost and often provision of refreshment for 
the physiotherapist. 

    
    

Measurenrent of Bo! 
There are ident le benefits accruing from a domi- 

ciliary physiothsrapy service which. as in the of tne 
Costs, can be considered under fe he 

  

its, 

  

    
   

Health District benefits. These include fewer hospital 
admissions, saving on capital building progremmes, sav- 
ing on the time of porters and helpers, earlier discharges” 
from hospital, favourable publicity, 

Community benefits. Saving in GP time, assistance to 
district nurses, saving in reduced GP referral to con- 
sultant clinics, and strengthening the community team 
come under this heading. 

DHSS benolits. These include reduction in demand on 
ambulance service, maximum use of facilities and 
resources, and improved tevel of service to a previously 
deprived group of patients. The last item is of consicer- 

able signiticance in view of the projected rise in the elderly 
population (table 2). 

  

    

Physiotherapy staff benefits. The challenge of the work 
Provides a stimulus and it confers an enhanced status as 
@ professional person whose opinion is freq 
by medical and other professional colleage 
siotherapist is aware thai the service is filling a neca inthe 
community and heiping to solve problems at first hand 
She is able to improve the quality of life of many eldarly 
Patients in their own homes, and has high job satisiaction 
(Frazer, 1978). 

   

  

Patient benefits. These include privacy of treatmentarea. 
no journey to treatment, no waiting for bus or ambulance, 
no fares; earlier and often more relevant treatment, and 
involvement of relatives in the treatment programme. The 
major benefit is an improvement in the state of healthasa 
tesult of physiotherapy treatment. 

Value of Heelth 
Patient benefits will vary between individuals and may 

be difficult to identity. In general terms the vaiue of neaith 
to an individual is the ability to lead a full life ang it is 
possible to construct a scale, ranging between perfect 
health and death, on which the state cf health ofan indivi- 
dual can be estimated and costed. 

  

  PERFECT HEALTH-—— 

There are many diffi 
or even ct differ 
health care has fough' 

Trere are guidetin: 
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court aw2ids, human life is valued at anything between 
£500 and many thousands, depending upon certain 

tors. Compensations for pain and sulfer- 
mentare usually a fixed sum and although 

there can be variations, tend to be around £500. These 
awards are on an unofficial scafe, built up through pre- 
vious judgments and are obtained from reporis in the 
monthly journal Current Law. 
Arguments abound regarding the relative values of 

varying states of health and a number of approaches can 
be adopted in the valuation of health states but eleme: 
of two have been selected for use in the current study of 
domiciliary physiotherapy service to the elderly in the 
South Birmingham Health District (Frazer, 1979). These 
are ‘Consumer Sovereignty’ and ‘Human Capital’ 
approaches. 

    

  

   

  

Consumer Sovercignty 
This approach is based on the contention that the indi- 

vidual who is affected by any project is considered to be 
the best judge of its vaiue. Thus, in the case of domiciliary 
physiotherapy, an attenypt must be made to determine 
what vaiue each patient would place on the benefit he 
experiences as a result of his treatment. 
Amajor problem with this approach is that a presump- 

tion must be made that the individual is capable of mak- 
ing the necessary judgments involved and is also able to 
decide which are the appropriate {actors supporting those 
judgments. 

As decisions regarding the type of treatment provided 
are usually left to the medical profession it might also be. 
argued that the recipient has littie say inhow it isdetivered 
or what its value might be. However healin policy is 
ultimately decised by tne appropriate Minister who in turn 
is elected by the consumer and his judgments may reftect 
the wishes of the consumer, up to a point. 

Therefore, it is considered that the patient is an 
appropriate judge of his own state of health. There are 
exceptions in tie case of the Very young and the mentally 

Teble 

    

    

   ch an approach, itis often impossible to pla 
y value on all of the benelits likely tobe derivedas 

a result of any particular decision. In these cases such 
benefits ere described as ‘soft benefits’ and are listed but 
not valued in monetary terms. 

Inputs to. human capital are mainly financed by the 
state, as is the case with the NHS and the money spenton 
health care could be said to reflect the attitude of thecon- 
sumer who if feil to his own devices might tend to sp 
too little rather than too much. The human capital 
approach values tife in terms of the value of labour and 
utilises certain data concerning lifetime earnings, partici- 
pation in the labour force and mortality rates to give an 

estimate of earnings for any age group. Projected 
earnings are discounted to present value terms for the 
purposes of cost benefit analysis. 

Using this approach, Dawson (1976) estimated the 
value of iife at £7,886. The retired individual, using these 
estimates, at that time had e human capital value of zero. 
and if the sole goal of society was to maximise the Gross 
National Product, help would be refused to the old and 
treatment denied to any non-producer. 

Subsequently it was appreciated that even non-pro- 

ducers were also consumers, and society did benefit from 
their consumption, so the human capital approach was 
extended to include the value to society of the con- 
sumption of each individual member. The human capital 
approach is reflected in the slatement, described earlier, 
by Sharman who suggested that rehabilitation was one of 
the best investments available. 
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South Birmingham Study 

The study currently under way in the South Birming- 
ham Health District 1s not expected to be completed until 
the end of 1980. 

So far, certain information regarding the cost effective- 
ness of 2 domiciliary physiotherapy service is available, 
based on a sampie of 400 patients (table 3). As can be 

  

‘Age, sex, total sampie 
  

(ei, 0-64 65-69 70-74 75-79 80-84 85-89 90+ Total 
  

Men 15 28 33 

Women 19 a 49 

Total 34 58 82 

% 85 1475 205 

27 a4 8 5 130 

53 64 35 18 270 

80 78 44 23 400 

20.0 195 110 575 100 
  

handicapped as weil as some elderly confused patients 
‘and in such cases expert opinion must be sought. 

One final problem with this approach is created by the 
difficulty experienced by most patients in attempting to 
state in monetary terms what the vatue of their present 
state of healih should be. Culyer (1971) suggests that 
‘state of health indicators’ might be used with relative 
weights aliached to pain and restriction, remarking: ‘In 
practice these judgments would probably be made by 
medical peopte.’ 

  

  

  

  

Human Capital 
Schultz (1971) suggests that ‘people enhance their 

capabilities as producers end consumers by investing in 
themselves’, while Becker (1952) considers that activities 
that infiuence future monetary and psychic income by 
increasing the resources in people are called ‘invest- 

  

    

  

“ ments in human capital’, 

Physicthorepy, January 1989, vol 66, no 1 
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seen, 8.5% of the sample is composed of patients whoare 
under 65 years of age. This proportion of the sample is 
Included as itallows a basis for comparison across the a: 
groups and, more importantly, includes patients who were 
referred as severe clinical or social problems, requiring 
urgent treatment. 

  

Conditions Referred 
The conditions referred (table 4) cover a wide range, 

those listed being the major disability as many patients 
suffer from two or more disabilities. 

Major disabilities, causing a patient to be unable to lead 
an independente: ce, Increase dramatically with ag 
By the age of 65 years, 80% of peoples are said to sul! 
from such 2 cisability (Akhtar, 1973). 

It has been reported that many of the conditions 

diagnosed in the elderly are remediable (Andrews et al, 
1971). 
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Table 4: Maln presenting condition, total sample 
  

  

  

  

  

  

  

  

Age 
(years) 0-64 65-69 70-74 75-79 80-84 85-89 90+ Total % 

Diseases ‘ 

Cerebro vascular NM 2 30 33 14 «10 «38. (4a7 91,75 
accident i 

Osteo-arthritis 2 1 2  i8 2 %% 5 ‘<te ‘s9%5 

Other diseases a8 4 z 8 10 39° 8.75 

Rheumatoid 4 5 § 3 6 1 24 6.0 
Arthritis =p 8 : . 2 

Fractured femur 4 2 5 2 3 5 1 19 475 

Other orthopaedic a 34 Aten Oy ce ene th e875) 
conditions 

. Other beet 2 1 FT 6 35 
2 conditions 

fi Bronchitis: ape so ete 3 2 1 4 35 
Pain 3 1 3 3 3 13 3.25 

Other fractures 1 2 Tig Et a4) 9 2.25 ; 
Low back 3 2 1 a 1 2.0 
pain 

Circulatory 2 22 er ae a 8 20 
problems 

Parkinson's 2 2 3 : Tee t oe 
disease s 

‘Multiple 5 Ss 1.25 
sclerosis 

Frozen g 1 2 ee 5 1.25 
shoulder - 

Other respiratory 1 2 1 4 10 
disorders , 

Hip operation ~ 1 dines 1 AO 

Fractured humerus ‘ te ie 3 0.75 
Cervical spondylosis 1 1 2, 08 

Amputee ‘ 1 1 0.25 

Total coe 69 82 60 78 44 23 400. 700 

Table 5: Treatment outcome by age, total sample 

Age = Much Slightly No Worse Hospital Transferred Transterredto Died Other 
¥ better better change admission to geriatric orihopaedic 

a9 day hospital hospital 

0-64 8 6 5 5 + 3 1 § 

65-69 7 16 3 10 4 re 1 & 

70-74 16 a 3 13 & 1 5 e 

75-73 15 22 10 1 13 7 1 2 9 

60-84 16 31 13 1 9 2 6 
e890 7 6 2 6 2 1 1 8 

0+ 6 10 2 2 § 2 

Total 85 195 82 4 58 22 6 a at 

Treatment Outcomes apy treatment (table $), While it is clearly impossible to 
Included in the 

over and g 
ment in their condition 

          Clusively that the    

  

   
   asu irmprove- 
a course of pnysiother- 

  



a 

          

‘of the patients demonstrated an improvement following a. 
three-week period from the date of their referral. 

Table 6 cleariy illustrates the benefits, in terms of time 
and convenience, of a domiciliary physiotherapy service 

to the patient. The figures shown are based on the mean 
values obtained from a total of 2,502 domiciliary visitsand 

from a total of 317 ambulance journeys to the hospital 

physiotherapy department. As can be seen, there is a 
measurable improvement in 50% of the sample. On closer 

examination it will be clear that patients with certain 
conditions such as fractured humerus and ankylosing 
spondylitis are achieving a higher rate of improvement, ie 

100%, low back pain 87%, muitiple sclerosis 80% and 
bronchitis 77%. These are however small proportions of 

the tota! sample and it is too early'to suggest that only 
certain conditions shoul¢ be treated as domiciliary cases. 

With the two main conditions reterred, cerebrovascular 

accident and osteo-erthinitis, 40% of patients showed 
improvement. Also in this groupanumberof patients were 
referred to the geriatric day hospital, the out-patient 
department or to the outcome classification labeiled as 
‘other’. This includes patients who have moveo away, pre- 
ferred private physiotherapy treatment, refused treat- 
ment or have been admitted to an old peopie’s home. A 
Proportion of these patients could be considered td be 
part of the improved group. 

Cost Effectiveness 
The cost of a domiciliary physiotherapy treatment is 

compared with the cost ofa hospital based treatment, with 
and without the use of an ambulance, and the two treat- 
ment areas are seen to demenstratealmost identical costs 
(tabte 1). In the case of ambulance patients theoutcome of 
physiotherapy treatment was 75% demonstrating measur- 

able improvement. = 
At first glance these. results might suggest that a 

hospital based treatment is more effective than the 
domiciliary equivalent. The ambulance sample nowevers 
made up of only those patients who were well enough to 
undertake an ambulance jourhey, and It can be argued 
that they were in a beiter condition than the patients 
making up the domiciliary sample. 

With regard to the relative cost effectiveness, the price 
‘of an ambulance journey to hospital favours the domi- 
ciliary service. If the welfare of the patient 1s taken into 
consideration, the domiciliary treatment 1s shown to be 
both more cost effective and more beneficial (table 6). 

Teble 6: Comperison of treatment time (In minutes) domiciliary 
‘and ambulance groups 

    

Ambulance Domiciliary 

Waiting time at home 95.5 Variable but 
pre-arranged 

Waiting time at hospital 50.8 _ nil 

Travelling time £43 * 14.99 
(8.58 miles) (5.15 miles) 

Treatment time , 63.2 AS 

Total time elapsed 263.8 415 

Based on 2,502 damicihary visits, 317 ambulance journeys 
(mean values} 

Physiotherepy, January 1989, vot 

      

Conclusion 
This articie sets out to illustratesome cftheapproaches 

to.a cost banelit analysis of a domiciliary physiotherapy 
service, using some examples from the current study 
within the South Birmingham Heaith District to illustrate 
the inputs required and the outcome expected from such 
an analysis. As stated, cost benefit analysis requires a 
monetary value to be placed on hutnan life as well as 
various states of health and this is likely to be a majorarea 
oi argument, not only on ethical grounds but also on 
grounds of practicality. 

investment resources can be put to many alternative 
uses in society, So any project such as the developmentof 
a domiciliary physiotherapy service must lend itself to a 
cost benefit analysis, otherwise its growth must be based 
on presumptions or value judgmenis. 

During the recent industrial action within the NHS, 
when many old people were refused admission to 

hospital, domiciliary physioiherapy proved to be a cost 
effective way of maintaining old people in their homes, 
providing support to the relatives, the hospital con- 
sultants and the community team. 

The question of a cost benefit analysis will not be con- 
sidered until the compietion of the present sample within 
the South Birmingham Health District. Until then the 
present study provides a cost effectiveness framework for 
the evaluation of a domiciliary physiotherapy service te 
the elderly. 
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INTRODUCTION 

OBJECTIVES 

PROPOSED PROGRAMME 

ESIGN REQUIREMENTS 

Many people in the NHS will now be familiar 
with the financial accounting and budgetary 
contro! system developed by the West Midlands 
RHA, known as the Standard Accounting 
System. A research programme, sponsored by 

. the DHSS, into other aspects of the need for 
financial information, is now beginning, and this 
paper describes the new project. West Midlands 
RHA was appointed as the Centre of 
Responsibility in the NHS for the development 
of financial information systems in September 
1975 by the Computer Standardisation Steering 
Committee, the predecessor of the NHS 
Computer Policy Committee. The appointment 
was part of the plan for the production of a 
number of national computer systems which will 
be available for use in all parts of the Health 
Service. 

The aims of the project are: 

(i) To conduct research into the financial 
information required in support of health 
care planning and by clinicians in the 
organisation and management of their units. 

(ii) To design, develop and implement systems 
for production of this financial information. 

Proposed stages in the research programme are: 

(i) On the basis of consultation, to determine 
the financial information requirements for 
decision making in health care planning and 
in the organisation and management of 
clinical units. 

(ii) To establish field trials to test the relevance 
and usefulness of the financial information 
so determined. 

(iii), To examine in detail the relationship 
between financial and other information 
systems. 

*(iv) To develop and test the required data 
collection systems. 

(v) To specify with the help of systems 
designers the appropriate computerised 
financial information systems. 

Design of the systems must take into account 
that: : 

(i) The systems must be appropriate to the 
wide variety of management structure and 
staffing levels encountered within the NHS. 

(ii) The systems must be sufficiently flexible 
to cater for the different le and types of 
information required by individual users. 
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SHORT TERM TASKS 

CONSULTATION TIME SCALE 

(iii) The systems must be capable of linking 
with other appropriate non-financial 
information systems. The project should 
allow the possibility of the financial systems 
being part of a wider data base system. . 

(iv) The project will not attempt to modify 
deficiencies which might be exposed in 
non-financial information systems, 
although they will be identified. 

(v) The system design should be as flexible as 
possible in its determination of the computer 
equipment on which it will be run. 

  

   

   

Within the overall programme, certain short term 
tasks will be necessary in the first six months: 

(i) To investigate all relevant existing work 
throughout the NHS and in other related. 
fields. 

(ii) To review the relevant literature, including 
that relating to practice in other countries. 

(iii) To design a survey of clinicians on their 
attitudes to the use of financial information 
for the management of clinical units, 

(iv) To suggest specific experimental centres in 
which to run field trials. Account musi be 
taken of projects already in progress in 
related fields, such as experiments in 
management information for clinical teams 
and research into speciality costing. 

  

Consultation is a vital part of the research - 
programme. In an endeavour to ensure that 
discussion will be as wide as possible, papers 
as set out below will be published and widely 
distributed. These will give an opportunity for 
formal consultation to take place within 
professional organisations and other interested 
groups. The programme will, of course, rely 
heavily on informal consultation at all levels of 
the NHS throughout the entire period. 

Individuals and organisations are encouraged 
to contact members of the project directly. 

Target Dates: 

May 1979 Publication of research 
programme brief and objectives. 

Autumn 1979 Preliminary statement of the 
financial! information 
requirements of health care 
planning and of clinicians for 
the organisation and 
management of their units. 
Proposals for experimental 
centres. 

Autumn 1880 Interim progress report. 

Autumn 1981 Final proposals and outline 
system specifications. 
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ADDENDUM 

The study of 47 young orthopaedic patients, described 

on pages 209-224 has been accepted for publication by 

the journal of the Chartered Society of Physiotherapy. 

An article commissioned by Update Publications Ltd., 

entitled "Prescription Physiotherapy" and based on the 

whole study is being published in the June edition of 

Update, Journal of Postgraduate General Practice. 

A book entitled "Community Rehabilitation" commissioned 

by the publishers Faber & Faber, is in the course of 

preparation and is due to be published in the Spring of 

1982. This book is based on the work carried out during 

the study of domiciliary physiotherapy. 
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