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INTRODUCTION 

A Working Group was established in February, 1995 to review the present 

arrangements for the provision of physiotherapy services to those in the community 

in the Eastern Health Board area. 

The terms of reference of the Working Group were: 

• to review the present arrangements for the provision of physiotherapy services to 

eligible persons in the community within the Eastern Health Board area 

• to make recommendations on future organisation and developments necessary 

for the delivery of physiotherapy services to the community 

The members of the Working Group were: 

Dr. Brian P. O'Herlihy, Director of Public Health (Chairperson) 

Dr. Eileen Connolly, Registrar in Public Health Medicine 

Ms. Carol Cuffe, Personnel Department (from March, 1996) 

Ms. Deirdre Cullivan, Senior Community Physiotherapist (co-opted July, 1995) 

Ms. Deirdre Earle, Senior Community Physiotherapist 

Ms. Pat Fallon, Senior Community Physiotherapist 

Ms. Evelyn Flavin, Senior Community Physiotherapist (co-opted April, 1995) 

Ms. Aine Flanagan, General Administrator, Community Care Programme (to 

December, 1995) 

Dr. Howard Johnson, Specialist in Public Health Medicine 

Ms. Miriam King, Department of Public Health, Secretary to the Group 

Ms. Ann McKeon, Personnel Department (to February, 1996) 

Ms. Julie O'Driscoll, Senior Community Physiotherapist (to July, 1995) 
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For a number of reasons, it has taken over 18 months to produce this report. Firstly, 

the work of the group was disrupted as a result of several changes of membership 

and a few members being absent, for personal reasons, for long periods of time. 

Further, the task proved to be more complex than was apparent at first due to the 

multiplicity of sources of physiotherapy services available to the community. As a 

result, it was necessary to consult widely with various service providers and this 

proved to be time consuming. 

As part of our work we studied a wide range of literature and reports in relation to 

physiotherapy, in addition to reviewing relevant existing health board data and 

material. Submissions were invited from various relevant organisations and from the 

professional body. The group also undertook research, by means of a detailed 

questionnaire circulated to selected health board community care staff. 

The value of physiotherapy in selected cases is beyond doubt. However, particularly 

in relation to providing a service to those in the community, the challenge of 

distinguishing need from demand is great and one for which our group was unable to 

find a solution. However, recommendations have been made in relation to the core 

service which should be provided by our Board in the community. Given the fact that 

those in the community can avail of physiotherapy from a multiplicity of sources, 

there is a need for co-ordination. It is envisaged that the Senior Community 

Physiotherapist could play an important role in this regard. 

All the members of the Working Group made an important contribution in producing 

this report. However, a special word of thanks is due to Deirdre Earle and Howard 

Johnson in relation to their editorial efforts. In addition, the hard work and dedication 

of our secretary Miriam King must be recorded also. 

I wish to thank all the Bodies and individuals who made submissions and those with 

whom we had discussions. Their contributions were of significant assistance. 

Brian P. O'Herlihy, 

Chairperson December, 1996 
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CHAPTER 1 

THE ORIGINS OF PHYSIOTHERAPY 

The origins of the profession of physiotherapy throughout much of the World 

can be traced to developments in Britain towards the end of the 19th 

century(1). It was during the summer of 1894 that two midwives, sharing 

aspirations to gain recognition for "medical rubbing" as a legitimate treatment 

and to "make massage a safe, clean and honourable profession" led to the 

formation of the "Society of Trained Masseuses" in 1895. The primary 

objective of the founders was "for the purpose of improving the training of and 

organising an independent examination for competent masseuses". It was 

hoped this would establish a more uniform standard of proficiency and 

qualification. 

Prior to the First World War, the core skills being taught were developed to 

include medical gymnastics and electrotherapy. During the early years of the 

War physiotherapists worked in the United Kingdom under the name of the 

Almeric Paget Massage Corps (1914). At that time it became evident that it 

was necessary to provide further treatment for injured troops who were still 

unfit for duty, and three convalescent camps were established, each planned 

for 3,000 to 4,000 men. This was the start of rehabilitation as we know it 

today. 

A Royal Charter was granted in 1920 and the Incorporated Society of Trained 

Masseuses (ISTM) merged with the Institute of Massage and Remedial 

Gymnasts (IMRG). The final change in the Society's title to the "Chartered 

Society of Physiotherapy" (CSP) came in 1943. 
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Each of the two World Wars provided a major stimulus to the development of 

physiotherapy and brought about significant increases in numbers of 

physiotherapists as well as refinement of physiotherapy skills. 

The Development of the Physiotherapy Profession in Ireland 

The first school of physiotherapy in Ireland was established in 1905 at 86 

Lower Leeson Street in the heart of Georgian Dublin and was known as the 

"Irish School of Massage"(2). The founder and first principal of the school was 

Miss Amelia Hogg, a trained nurse who was the driving force behind the 

development of the profession for its first 20 years. She strove for the 

recognition and acceptance of the school and fought to maintain links with 

similar British Institutions. 

In 1908 two  of the founder members of the ISTM travelled to Dublin to carry 

out  the first examinations. Examinations in medical gymnastics were held for 

the first time in 1918. 

The school became known as the Irish School of Massage and Medical 

Electricity and then the Dublin  School of Physiotherapy (DSP) in 1942. The 

DSP had an arrangement with Trinity College Dublin (TCD) where their 

students attended for some tuition. 

Historically, education systems developed in Ireland along denominational 

lines. This dates back to 1875, when the Catholic Archbishop forbade 

parishioners from attending TCD in what was colloquially known as "the  ban". 

The "ban" was a catalyst in the development of higher education facilities for 

Catholics in Ireland. In the mid 1940s the then Archbishop of Dublin, 

concerned that Catholic students of physiotherapy had to attend TCD as part 

of their training, entered into negotiations with University College Dublin 

(UCD). He wished to investigate the possibility of Catholic students of the 

DSP attending UCD for lectures on anatomy. This led, in 1955, to the 

establishment of a second school, based at the Mater Misericordiae Hospital 
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in association with UCD. It was recognised by the Chartered Society of 

Physiotherapists in the United Kingdom for the purpose of awarding diplomas, 

and the first intake of students took place in October of that year. 

The awarding of a diploma to students at UCD acted as a stimulus for the 

Dublin School and in 1957 TCD awarded a diploma in physiotherapy to 

students at the Dublin School of Physiotherapy. This qualification 

automatically entitled graduates to membership to the CSP, London. It was 

not until 1984 that both diploma courses were upgraded to degree standard. 

The Irish Society of Chartered Physiotherapists 

The Irish Society of Chartered Physiotherapists (ISCP) was founded in 

October, 1983, having previously been a Board of the CSP. The 

establishment of a university degree qualification, the development of an 

independent system of dealing with industrial relations and the entry of 

Ireland as an active member of the Standing Liaison Committee of 

Physiotherapists (SLCP) within the European Union were the main reasons 

why Ireland separated from the CSP. The Charter which was granted to the 

CSP now rests with the Irish Government and will be granted by legislation to 

the Irish Society. 

Irish graduates of the degree courses at both UCD and TCD are actively 

recruited for many overseas locations. The establishment of the Society's 

Procedures for Accreditation ensures the public recognition of these courses 

of study, and offers a sign of quality for the person seeking treatment from a 

Chartered Physiotherapist. The Department of Health recognises the ISCP 

as the sole competent authority for the recognition of qualifications for 

physiotherapy. 

The ISCP is a member of the SLCP in Europe and also of the World 

Confederation of Physical Therapists (WCPT). Membership not only ensures 

Irish physiotherapists have a voice in the international community of 

5 



physiotherapists, but also that they have influence to ensure the highest 

possible standards of professional care. 

The current membership stands at 1,123 (June, 1996) and has been 

increasing by an average of 5% per year. The process of growth and 

development has brought the ISCP to the point where it is now the third 

largest organisation of health professionals in Ireland. 

Clinical Interest Groups 

The different Clinical Interest Groups illustrate the growth in maturity and 

specialisation of the profession over the years. These groups focus on areas 

including paediatrics, women's health, sports, gerontology and neurology, 

manipulation, community care, respiratory care, teaching, private practice, 

management and occupational health and ergonomics. 

Prior to the early 198Q's, the norm was for treatment to be initiated at the 

request of a medical practitioner. This is no longer always the case. The 

increasing complexity of treatment brought to the fore the limited knowledge 

of many doctors in this area and this, together with increasing specialisation 

and expertise within the physiotherapy profession itself, has led to a situation 

where physiotherapists are now  regarded as independent practitioners with 

clinical autonomy who take full responsibility for their own professional 

practice. 
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CHAPTER 2 

DEFINITION AND ROLE OF PHYSIOTHERAPY 

Definit ion 

Physiotherapy is a health care profession with an emphasis on physical 

approaches to the promotion of health and the prevention, assessment, 

treatment and management of disease and disability. It is a unique practical 

and theoretical health profession. It is based on an integrated understanding, 

knowledge and experience of the normal development of human movement 

and how this is influenced by physical, emotional, social, environmental and 

community relationships, as well as by disease and injury. It also includes 

education, training, management, research and professional development. 

The role of the physiotherapist is broad and ranges from the care of the 

critically ill patient e.g. intensive respiratory care/acute post operative care to 

the care of those conditions with long-term on-going progressive problems 

e.g. chronic obstructive pulmonary disease/multiple sclerosis/cerebral palsy. 

The physiotherapist facilitates optimum functional independence, health and 

well-being and thus embraces the concepts of health and social gain as 

outlined in the Department of Health's document "Shaping a Healthier Future, 

A Strategy for effective healthcare in the 1990s (3). This is achieved by: 

• specialised manual techniques (Appendix 1) 

• electrotherapeutic modalities (Appendix 2) 

• exercise for groups and individuals 

• advice and counselling to patients and carers 

• education 

• training 

• advice and provision of adaptive devices and mobility aids 
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The Physiotherapy Process 

The essential components of this process are: 

1. referral 

2. assessment 

3. physiotherapy diagnosis 

4. intervention/treatment 

5. on-going evaluation 

6. discharge 

All individuals referred for physiotherapy are assessed prior to treatment. 

Realistic treatment goals are set to ensure maximum functional outcome. 

Treatment may be aimed at the patient directly or through carers or other 

health professionals. Evaluation of the patient's progress/response to 

treatment is on-going and an essential component of the treatment plan. 

When identified treatment goals are achieved the patient is discharged. 

Conditions and Client Groups 

The role of the physiotherapist can be further understood through the wide 

range of conditions and client groups treated. 

List of Conditions: 

1. Neurological 

There are varying degrees of physical, motor and sensory dysfunction 

resulting from neurological impairment. Abnormal movement may occur due 

to alteration of normal muscle tone. 

Included in this group are 

• cerebro-vascular accident 

• Parkinsonism 

• multiple sclerosis 
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• motor neurone disease 

• head injury 

• spinal cord lesion 

• peripheral neuropathy 

• post-polio syndrome 

2. Orthopaedics 

Orthopaedic conditions can present with muscle imbalance, wasting, power 

deficit, gait problems, poor balance and poor performance in activities of daily 

living. 

Included in this group are 

• fracture 

• joint replacement 

• soft tissue injury 

• repetitive strain injury 

• amputation 

• other orthopaedic problems 

3. Arthritis 

Pain and stiffness of the joints are the main symptoms of this disease. It can 

affect any age group. It is particularly common in the elderly. The main 

symptoms include decreased mobility and loss of function. The effects of the 

various arthritic diseases vary in nature from mild to severe disability. 

Included in this group are 

• osteo-arthritis 

• rheumatoid arthritis 

• osteoporosis 
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4. Spinal 

Mechanical disorders of the spine may result in pain, loss of normal range of 

motion, neurological impairment and postural abnormalities. Conditions may 

be acute or chronic. 

Included in this group are 

• degenerative disease 

• mechanical problems due to: 

a) spondylosis 

b) facet joint dysfunction 

c) disc prolapse 

d) increased spinal curvature (scoliosis/kyphosis) 

e) soft tissue injury 

5. Respiratory 

Respiratory disorders may present as acute or chronic lung dysfunction which 

may result in dyspnoea (shortness of breath), increased sputum production, 

loss of vital capacity and decreased exercise tolerance. 

Included in this group are 

• pneumonia and other respiratory tract  infections 

• chronic obstructive pulmonary disease 

• cystic fibrosis 

• pre and post-operative patients 

• other chest conditions 

6. Genito-Urinary 

Genito-urinary problems may result in varying degrees of urinary and/or 

faecal incontinence. 

Included in this group are 

• stress incontinence 
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• urge incontinence 

• mixed incontinence 

• faecal incontinence 

Other Areas of Involvement: 

• cardiology 

• peripheral vascular disease 

• burns 

• obstetrics 

• paediatrics 

• non-specific mobility problems 

• stress management 

The objectives of physiotherapy intervention for all of the above mentioned 

conditions can be summarised as follows: 

• to maximise mobility and functional independence 

• to educate patients/carers to cope with disability 

• to promote physical well-being, good health and to prevent injury 

• to reduce pain 

• to re-educate muscle function 

• to empower carers to maintain ill and dependent persons in the dignity of 

the home environment 

• to enable early return to work 

• to prevent admission to long-term care 

In relation to some of the above, the physiotherapist may help in preventing 

hospital admission or facilitate early discharge from hospital. 
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Client Groups 

 1. Elderly 

While it is commonly believed that health problems among the elderly (i.e. 

 people over 65 years of age) are inevitable, many such problems can be 

prevented or treated. Consequently, old-age does not necessarily imply ill 

 health or dependency. 

 In 1995, 76% of referrals to the Eastern Health Board physiotherapy services 

 (Community Care Areas 1 to 8) were in the over 65 year age group. This 

 group often suffer from multiple pathology. 

2. Adults with Motor/Sensory Needs 

 This group relates to persons with motor/sensory needs who are aged 

between 16 and 65 years. 

The conditions seen within this client group include 

 • neurological impairment (e.g. multiple sclerosis, motor neurone disease, 

 stroke) 

 • genetic or congenital deformities (e.g. cerebral palsy, spina bifida) 

 • visual and/or hearing impairments 

 3. Paediatric 

The physiotherapist has skills to assess the motor development of an infant 

 from biith and to institute a treatment programme with the carer(s) to prevent 

or minimise any disability or handicap in later life by facilitating normal 

 movement patterns and functional independence. 

 The conditions seen within this client group include 

 • congenital abnormality 

 • acquired abnormality 

 • developmental delay 

 1 2 



4. The Terminally III 

This client group may suffer from pain, respiratory difficulties, neurological 

and mobility impairment, anxiety and stress. These symptoms can be 

progressive in nature, associated with decreased function and increased 

dependence. 

Included in this group are patients with 

• cancer 

• acquired immune deficiency syndrome (AIDS) 

• end-stage motor neurone disease 

• end-stage multiple sclerosis 

• end-stage respiratory disease 

5. Carers 

Physiotherapists are concerned with the total care of their patients and this 

includes the long-term management of problems, particularly in those patients 

with chronic conditions. A high priority is placed on educating family carers, 

on whom, in many instances, the well-being of the patient depends. Since 

this education is on-going, it takes time and skill on the part of the 

physiotherapist and is seen as important as the clinical input to the patient. 

The physiotherapist respects the unique role of carers and sees them as 

partners in the overall management of care. The physiotherapist gives 

information to the carer relating to the patient's needs, trains the carer in skills 

required and supports the caring role. 

6. Psychiatric 

Patients may suffer from poor body image, poor fitness levels, tension and 

fatigue. The older psychiatric patient in addition to the above, may suffer from 

the effects of multiple pathology, and severe abnormalities of muscle tone, 

posture and gait. 
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Other Areas of Involvement 

 Health Promotion 

Health promotion is an increasingly important aspect of physiotherapy and 

 involves educating the public concerning preventive measures to ensure good 

health. This role is under-developed. It is important to expand this role by 

 developing health promotion programmes in schools, the community, the 

 workplace and the health service setting so as to reach people at a local 

 level. 

Target areas include 

 • back care and lifting awareness (efficient movement and handling) 

• ante and post-natal care 

 • child development 

• exercise promotion for young and old 

 • stress management 

• promotion of continence 

Efficient Moving and Handling (Manual Handling) 

 Historically, physiotherapists have provided much of the manual handling 

 training in the public sector, the main recipients have been nursing staff, 

 although all staff are now legally required to receive training. The 

 physiotherapist, by virtue of his/her training, has the necessary background 

 and expertise to take on the role of manual handling instructor. 

The physiotherapist has an important role to play in teaching and advising 

 individuals and their carers in correct methods of handling, transfers and 

efficient movement techniques. The primary aim of such education is to 

 prevent strain or injury from occurring unnecessarily i.e. for carers and also in 

our schools, where advice on posture and back care should be 

 comprehensively provided to prevent problems in the future. 
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Women's Health 

The role of the physiotherapist in providing treatment and promoting health for 

women is crucial. The service should be widely available and must be 

provided in a flexible manner and at times to suit varying needs. 

The main areas are 

1. Antenatal and postnatal care. The physiotherapist is a skilled teacher of 

effective relaxation, breathing awareness and positioning. This helps 

women prepare adequately for labour. 

2. Promotion of continence and treatment of incontinence 

The physiotherapist's expertise in the area of continence promotion is well 

recognised and valued. 

Mobility 

Personal mobility has a profound effect on an individual's quality of life. 

Mobility and function are inextricably linked. Reduction in mobility can be a 

crucial factor in determining whether one can continue to survive with dignity 

and independence in one's own home. 

Mobility encompasses any manoeuvre involved in daily living, such as 

transfers, bed mobility, walking (indoors and outdoors), stairs (up and down), 

and speed (to use a pedestrian crossing). 

Balance, co-ordination, posture and muscle strength are all factors which 

determine or influence the level of personal mobility and independence. 

Appliances 

The physiotherapist has expertise in assessing appliances which are 

essential to enhance the functional ability of patients. This allows the choice 

of appliance to be selected to the individual's needs. 
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Assessment in the community may reveal that certain adaptations to the 

existing environment which do not incur major cost may positively improve the 

patient's management, e.g. modifying seating/bed etc. 

Management 

The physiotherapist is now legally responsible for therapeutic interventions. 

To promote a high quality service within budget allocation, it is essential to 

• monitor the service 

• ensure optimum use of limited manpower 

• evaluate/audit the service 
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C H A P T E R 3 

R E V I E W O F T H E L I T E R A T U R E 

Development of Physiotherapy Services to the Community 

Physiotherapy is a systematic method of assessing musculoskeletal and 

neurological disorders of function, and of dealing with or preventing those 

problems by natural methods based essentially on movement, manual 

therapy and physical modalities. The aim of physiotherapy is to develop the 

maximum potential of the individual for activities at work, at home and during 

leisure. 

Physiotherapy as a recognised profession within the health care system has 

been in place for approximately one hundred years. Traditionally, it has been 

a hospital-based service providing care to hospital inpatients and outpatients. 

While still largely hospital-based, an increasing trend towards community-

based physiotherapy services has been seen in the United Kingdom (UK) 

since the early to mid 1970's. In 1975, Jenkins stated that there should be a 

community-based service to cover the unmet needs of the handicapped and 

post-illness patients whatever their age(4). MacMillan in her work in 1974 on 

care of the handicapped in the community in two Scottish counties suggested 

that appropriate venues for physiotherapy intervention included the client's 

home, health centres, homes for the elderly, day nurseries, schools and the 

work place(5). She theorised that community-based services promoted a 

clearer understanding of the benefits and limitations of physiotherapy 

intervention, and allowed families to participate fully in the management of 

clients' problems. Patrick in 1974 emphasised the importance of including 

preventative health education in the community physiotherapist's range of 

skills(6). 
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Since the 1970's, there has been a progressive development of community 

based physiotherapy services in the UK to the present day, where it is 

recognised as the norm rather than the exception. The availability of 

physiotherapy services in the community in this country is a relatively recent 

development. The first community-type service in Ireland was set up in 

Kilkenny in the mid-1970's(7), but development overall has been slow and 

patchy. A Working Party report of the ISCP in December 1989 stated that 

only nine physiotherapists were employed by Health Boards as full-time 

community physiotherapists at that time, with an additional two sessional and 

one special project physiotherapist^. It was not until the mid-1980's that the 

first community physiotherapy service was established in the Eastern Health 

Board on a pilot basis. 

Definition and Scope of Community Physiotherapy Service 

A review of the literature indicates that there is some variation in the definition 

of community physiotherapy services, depending on the structure of local 

service provision. Much of the UK literature refers to community 

physiotherapy as including "domiciliary and/or outpatient physiotherapy" 

whereas other papers refer to community physiotherapy as services which 

occur "outside of the hospital setting". 

Within the UK, provision of community physiotherapy services takes many 

forms with different emphasis in different districts(9). In some areas, 

physiotherapists are employed by Community Trusts and sub-contracted to 

the acute service, whereas in other areas the reverse pattern applies. Other 

areas have only one Trust, and the presence of GP fundholders also 

influences service provision. In many areas there is direct GP access to 

physiotherapy services either in the community setting or in outpatient 

departments. Community physiotherapists in many areas are generaiists but 

some Trusts employ specialists in areas such as musculoskeletal, neurology 

and the physically disabled. Districts also vary considerably in areas of 

hospital and community liaison, employment of physiotherapy helpers, 
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provision of local community hospitals or therapy centres for special groups, 

and provision of physiotherapy clinics in GP surgeries. These variations 

make direct comparison of the provision of community physiotherapy services 

in the Irish and UK systems very difficult. 

In a Working Party report entitled "Physiotherapy Profile for the 1990's" 

(December 1989) the ISCP described physiotherapy in the community as all 

services outside of the hospital setting which can include such areas as 

health centres, schools, day care and home care(8). Three types of service 

provider were identified 

• community physiotherapists employed by health boards 

• physiotherapists employed by voluntary organisations 

• private practitioners 

A survey was done by the Working Party to try and establish the extent of the 

services being provided outside the hospital framework. A total of 116 

physiotherapists were identified who were employed by voluntary 

organisations on a full-time, part-time or sessional basis. The majority of 

organisations contacted were involved in the care of physically and/or 

mentally handicapped children and young adults. A 75% response rate was 

obtained from the 95 physiotherapists on the private practitioner membership 

list of the ISCP. Of the responders, 25 (35%) provided a service to GMS 

patients. Conditions treated most frequently were neurological, chest and 

orthopaedic in that order. Nine physiotherapists were employed by Health 

Boards as full-time community physiotherapists at that time, with an additional 

two sessional and one special project physiotherapists. The nature of their 

work is not described in the report. 

A survey of the work practices of physiotherapists in the community in Ireland 

was also undertaken by Finn and MacAirt in the early 1990's(7). The same 

three categories of physiotherapy service in the community were identified: 
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(i) physiotherapists employed by voluntary organisations which mostly care 

for children and young adults with physical and mental handicap, (ii) private 

practitioners, (iii) physiotherapists employed by health boards. Only the latter 

two groups were studied as the authors were unable to identify all those in the 

first group, and very few were working on a full-time basis. The results 

indicated that the private practitioners provided a service in the community to 

a mainly young or middle-aged, mobile population and over 90% of their 

patients were fee-paying. The conditions treated were mostly of an acute 

nature. The health board's physiotherapy service served mainly the very 

young, i.e. 0-15 years, and the elderly, and conditions seen were mostly long-

term. Ninety-two percent of the community physiotherapists' patients had a 

General Medical Services card. For the community physiotherapist, the most 

commonly seen conditions were cerebral palsy and other paediatric 

conditions, most of which resulted in developmental delay. Adult hemiplegia 

was the commonest condition seen in the over 65 age group. Private 

practitioners saw 93% of cases in the practice premises, whereas the health 

board physiotherapist saw 50% of cases in the patient's home. The disorders 

most frequently seen in domiciliary visits were (in rank order): hemiplegia, 

paediatric disorders resulting in developmental delay, osteoarthritis, cerebral 

palsy, chronic obstructive airways disease and multiple sclerosis. Other 

places of practice for the community physiotherapist included day centres for 

the elderly, centres for children and young adults, special schools and nursing 

homes. This study was undertaken at a time when the Eastern Health 

Board's community based physiotherapy services were in their infancy. 

Health Board Community Physiotherapy Services 

In 1980 a Working Party was appointed by the Programme Manager, 

Community Care, Eastern Health Board to examine all the services provided 

for physically handicapped persons by the Board directly and in co-operation 

with other statutory/voluntary organisations. A survey of handicapped 

persons and their needs was undertaken by the Working Party(10) which 

indicated that physiotherapy was the foremost unmet need, as seen by both 
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the handicapped persons themselves and the public health nurses. The 

working party recommended that a community-based physiotherapy service 

be established, by the employment of one senior physiotherapist in each 

community care area initially. It was recommended that the service should be 

under the direction of the Director of Community Care and Medical Officer of 

Health, and that the senior physiotherapist should be a member of the 

community care team. The working party envisaged that the service would 

be primarily aimed at the handicapped and elderly in the community, and 

could be provided, where appropriate, at health centres, day centres, and in 

the patient's home. 

The need for a community-based physiotherapy service for the elderly was 

identified in the policy document in 1988 entitled "The Years Ahead"(11) which 

stated that a domiciliary physiotherapy service for the elderly had a number of 

advantages: it can help preserve the mobility and independence of elderly 

persons, facilitate earlier discharge from hospitals, prevent some hospital 

admissions and encourage greater involvement by relatives and carers in the 

handling of a patient with a more individual approach to care. Among the 

policy document's recommendations were 

• a physiotherapy service, based in the community, hospital or health 

centre, should be available for elderly people at home where their medical 

condition justifies it 

• the Department of Health should review manpower requirements in 

physiotherapy as a matter of urgency 

In its response to the above, the Eastern Health Board published its own 

policy document "Services for the Elderly"(12) in which it stated that where 

elderly persons require the service of a physiotherapist such care should be 

provided, and it should be the responsibility of the care team in each 

community care area to identify unmet needs and plan for the provision of 

services as required. It was recommended that physiotherapy services 
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should be available in the community at local centres and in the patient's 

home where necessary and appropriate. 

The Report of the Commission on Health Funding in 1989(13) stated that the 

provision of paramedical services such as physiotherapy in the community 

could help to reduce the demand for inpatient services, but that the provision 

of such services at the time did not measure well against the criteria of 

comprehensiveness and equity. Their availability appeared to be dependent 

on ad-hoc local developments rather than on any planned response to 

objectively determined needs. The Commission noted that, for urban 

communities, a hospital-based service might be the most cost-effective 

method of delivery for most patients, provided there was reasonable access 

on an out-patient basis. 

The Commission recommended that 

• studies should be carried out to quantify the relative cost-effectiveness of 

the various para-medical services and the alternative methods of 

delivering them 

• the results of such studies should be used to determine national 

guidelines on service levels and eligibility criteria 

• it would be a matter for local managers to decide the most cost-effective 

way of meeting these requirements in their areas, through the use of 

hospital out-patient services, community personnel, or contracts with 

private practitioners, where appropriate 

Several references to the need for expansion of community physiotherapy 

services are also found in the British literature. The role of the paramedical 

professions in Scotland was reviewed by the National Paramedical 

Consultative Committee (Scottish Home and Health Department) in 1984(14), 

which examined the work, origin and future of eight paramedical professions, 

including physiotherapy. 
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Among its conclusions were 

• the physiotherapist's role was developing in response to demographic and 

social changes and there was an increasing need for the profession to be 

involved in health education and the care of those in the community with 

long term problems 

• patients were treated and followed through according to their functional 

need and their physical location. An integrated Area/District 

physiotherapy service which operated across boundaries to meet the 

patients needs was required to ensure continuity and progression of care 

• the requirement for community physiotherapy was growing with the 

changing pattern of care and with the increase in the number of 

handicapped and elderly in the community 

• there was an urgent need to develop a research base in physiotherapy if 

the skills of the physiotherapist were to be utilised to best advantage. 

Research was needed to determine the cost-effectiveness of treatment 

and to evaluate, develop and advance treatment methods 

Setting Staffing Levels in Physiotherapy 

Although there is general agreement in the literature that community 

physiotherapy services need to be expanded, there is no widely accepted 

optimum method of calculating staffing requirements in physiotherapy, and 

many of the methods employed to date have concentrated more on inpatient 

rather than community services. A Manpower Report on Physiotherapy 

Services in the Eastern Health Board in 1992(15) referred to the difficulty of 

planning future services in the absence of an agreed optimum staffing level, 

and without clearly defined short or long term objectives for such a service. 

The Commission on Health Funding referred to the availability of community 

paramedical services in 1989 being dependent on "ad-hoc local 

developments rather than on any planned response to objectively determined 

needs (13). Similar comments were made in the report of a Working Party( 6) 

established in Scotland in the mid-1980's as a result of the review by the 
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National Paramedical Consultative Group referred to previously(14). The 

working group studied the current deployment of paramedical professions in 

Scotland, and new tasks which were emerging, and made recommendations 

to assist in the development of area strategies in a report entitled "Guidance 

to Health Boards"(16). In its report, the working group particularly noted that it 

made no reference to possible norms with regard to staffing and organisation 

of paramedical services, but did record that it appeared staffing levels were 

inadequate for present and future demands. 

The group found evidence of a wide variation in staffing levels and 

deployment of staff by programmes between Health Boards in Scotland, and 

Health Boards appeared to be lacking in basic data on which to judge how 

many staff should be employed and to which programmes they should be 

assigned. The group considered that the setting of staffing levels required a 

comprehensive and flexible method of measurement of work carried out. As 

a result of this, the group gave some time to the consideration of work-load 

measurement. 

In Scotland in the mid-1980's there was an average of 20.8 physiotherapists 

(employed by the NHS) per 100,000 population with a range of 12.7 - 32.4 

across Health Boards. Of these, approximately 78% were employed in acute 

hospitals. Information was not available regarding breakdown of the workload 

of hospital physiotherapists into inpatient/outpatient/ hospital and GP 

referrals. 

The difficulty of measuring physiotherapy workloads was noted, particularly 

because of the diversity of types of patient contact and other work in which 

staff were involved. The group recommended that if resources permitted, a 

patient-based system of monitoring work-load, supplemented by activity 

diaries, should be introduced to produce a meaningful impression of a work

load. 
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The working group recommended that 

• manpower requirements should, in the first instance, be measured by 

perceived need; these requirements should then be considered in the light 

of the board's overall priorities and the resources available to it 

• a realistic assessment of need should take into account not only demand 

for direct service to patients but also work arising from administrative and 

staff development 

• Health Board planning strategists should pay full regard to needs 

identification in national and other significant reports and also to demands 

arising from service developments, including those arising from an 

increasing emphasis on care in the community. 

Review of Staffing Level Methodologies to Date 

No research has been published on optimum staffing levels in physiotherapy 

in Ireland, and to date there has been a reliance on United Kingdom research 

and recommendations. However, the difficulties of making exact 

comparisons between the two systems of health care must be borne in mind. 

A comprehensive review of the methodologies used in calculating 

physiotherapy staffing levels is found in a joint publication by the Association 

of Chartered Physiotherapists in Management in the United Kingdom and the 

Institute of Manpower Studies (IMS) in 1992(17). The report examined 

variations in staffing levels across England, highlighted the reasons for the 

variations, and discussed approaches to calculating staffing levels. A review 

of national data from 1990 showed an average of 5,140 general population 

per qualified physiotherapist (both hospital and community), with a range from 

1,180 to 9,059. A wide variation in the ratio of qualified staff to helpers was 

also described. On average, 17% of funded NHS posts in physiotherapy 

were unqualified helpers, with a range from 0% to 40%. The report noted 

that, in general, staffing levels in physiotherapy in England have been set and 

revised on a historical basis, have been constrained by funding and labour 

market constraints, and service development has been piecemeal. 
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A series of interviews with physiotherapy managers was conducted as part of 

the IMS survey, in addition to the review of national data above. These 

interviews explored a variety of labour market issues. Results showed 

marked variation in the ability of districts to fill established posts with 

permanent staff. Community care of the elderly and learning disabled were 

cited as specialties presenting difficulties with labour recruitment. Some 

interviewees expressed concern that consultants and general managers were 

not aware of the suitability of physiotherapy as a treatment. There was also 

widespread concern that physiotherapy departments had difficulty in 

convincing managers of the need for clerical assistance, and where this was 

the case, physiotherapists wasted considerable time on administrative work. 

A brief summary of physiotherapy staffing level methodologies to date, as 

described in the IMS report, is included in Appendix 3. No single optimum 

method of setting staffing levels was identified. However, a number of 

approaches to this were distinguished which fell into two broad categories: 

top-down and bottom-up approaches. In general, top-down approaches are 

used for strategic planning purposes while bottom-up approaches are used to 

provide a more detailed indication of staffing requirements in the short to 

medium term at unit level. The former approach examines relationships 

between measures of activity and measures of manpower, while the latter is 

concerned with measuring the tasks actually carried out by staff. 

Bottom-up approaches require the direct or indirect measurement of 

workloads based on professional judgement and/or work measurement. The 

IMS report cited consistency, objectivity and lack of data for comparative 

purposes as the apparent disadvantages of professional judgement. The 

report concluded that work measurement is the most direct way to assess 

manpower requirements (such methods are well-established in professions 

such as nursing and midwifery). However, this was considered to be more 

difficult to apply in physiotherapy where interventions are less easy to 

standardise, and particularly in community work where activities such as 
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monitoring, supervision, health promotion and group work are difficult to 

measure. 

The IMS survey found that most physiotherapy managers were familiar with 

the Williams method of measuring caseloads, and some were using it as a 

framework for relating activity levels and quality by highlighting caseload sizes 

in discussion with general management(18). 

Although the IMS did not fully endorse any one method of setting staffing 

levels, the report accepted that workload-based approaches, informed by 

professional judgement, are appropriate, in the absence of true "zero-based" 

or needs assessment research. 

The steps appropriate to a workload-based approach were enumerated as 

follows 

• identify mission - overall purpose of unit. This impacts on the type, level, 

and quality of service to be provided 

• identify expected workload 

• determine which staff groups and grades are appropriate to provide care 

• agree appropriate target standards of care 

• prescribe how much staff time is required to provide care, including indirect 

time 

• calculate staffing by grade 

• determine amount of other work which must be done and add allowances 

for training, holidays, sick leave etc. 

• calculate total staff required 

The authors recognised that there were significant problems associated with 

this approach: the lack of information at most of these stages hampers the 

process (due to lack of prevalence data for conditions requiring physiotherapy 

treatment and the lack of research and audit of best physiotherapy practice). 

27 



The authors noted that where such an approach was adopted, managers 

complained that the staffing levels recommended were unrealistically high. 

They concluded that there is a need for more research into this area. 

Cost-Effectiveness 

A limited number of studies dealing with the cost-effectiveness of community 

versus hospital in-patient physiotherapy have been done and these generally 

show a cost advantage for community services. An American study showed 

that it was feasible and less expensive to reduce substantially the length of 

hospital stay following total hip replacement by planned physical therapy in 

the patient's home(19). The Stroke Research Unit in Nottingham showed that 

rehabilitation post-stroke in both Day Hospitals and OPDs compared 

favourably with inpatient rehabil i tat ion^. A study by GPs in the United 

Kingdom found that physiotherapy in general practice is a cost-effective way 

of dealing with joint and soft tissue complaints as compared with 

physiotherapy access via hospital consultants(21). 

Models of Community Physiotherapy Provision 

The medical literature relating to models of community based physiotherapy 

is limited and no single optimum model has been identified. 

1. Direct Access Physiotherapy for General Practitioners 

It has been suggested that providing GPs with direct access to hospital 

physiotherapy services can substantially reduce the referral rate to hospital 

outpatient departments, particularly rheumatology and orthopaedic services 

(22,23) ^ number of United Kingdom studies of direct access to hospital 

physiotherapy services in the early 1980's showed that this method of service 

delivery was feasible(24), reduced the waiting times for patients and resulted in 

a reduction in referrals to hospital outpatient clinics(25). A cost-benefit analysis 

of open access to physiotherapy for GPs in one group practice found that the 

introduction of the service reduced both the number of consultant OPD 

referrals from the practice and the patients' waiting time for physiotherapy 
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treatment1 \ However, the demand for physiotherapy services increased and 

there were cost implications for the physiotherapy department, although these 

were not quantified. 

A report on a pilot study of direct access for GPs to the physiotherapy 

department at Beaumont Hospital concluded that this was a feasible option 

for referred patients, the referring doctors and the hospital, and recommended 

the extension of the service to all GPs in the catchment area of the 

hospital(27). However, the effect of the new service on outpatient referrals 

and usage of physiotherapy services was not quantified and the resource 

implications of the service were not estimated. 

2. General Practice Based Physiotherapy 

General practice based physiotherapy has become popular in recent years in 

the United Kingdom and researchers have found that both patients and health 

care staff have found it acceptable(21,28). It can substitute largely for hospital 

based physiotherapy and can reduce referrals to consultant hospital 

outpatient departments(29,30). However, it can result in an increase in use of 

physiotherapy services. 

In November, 1992, a pilot scheme was established in Doncaster to provide 

an on-site physiotherapy service in six general practices covering a 

population of approximately 44,000 people(29). The aims of the scheme were 

to transfer hospital based care to a primary care setting and to reduce 

referrals to orthopaedic departments. The pilot scheme had a duration of two 

years and was for the treatment of musculoskeletal disorders only. Two full-

time senior physiotherapists undertook two sessions per week in each of the 

general practices, with each session lasting approximately five hours. Use of 

physiotherapy services and referrals to orthopaedics and rheumatology 

outpatients before and during the first year of the scheme were monitored. In 

the first year the scheme had a utilisation rate of 31 per 1000 patients, 

representing a 164% increase over the hospital based physiotherapy 
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utilisation rate for the year prior to the scheme. Eight percent of 

physiotherapy patients received hospital based treatment during the scheme 

for one of three reasons: for use of gymnasium equipment; for expert opinion; 

or because the hospital location was more convenient for the patient. 

Changes in hospital outpatient referral rates, attributable to the scheme, were 

reductions of 8% to the orthopaedic department and 17% to the rheumatology 

department. Other similar schemes elsewhere have achieved reductions in 

referral rates to the two specialties of 25% and 44% respectively(30). The 

authors concluded that general practice based physiotherapy was feasible 

and could result in reduced hospital referrals. However, it could also result in 

increased use of physiotherapy services. 

These findings are similar to those of another study which found a two-fold 

difference in utilisation rates between general practice and hospital based 

physiotherapy services following the introduction of general practice based 

physiotherapy service for the management of joint and soft tissue injuries in 

three general practices(21). 

In summary, the evidence to date suggests that the introduction of 

physiotherapy services in the general practice setting (as an alternative to 

hospital based services), can substantially reduce referral rates to hospital 

outpatient departments, in particular, orthopaedics and rheumatology. 

However, the overall resource implications are unclear as physiotherapy 

service usage may also increase significantly. Furthermore, as the efficacy of 

physiotherapy has not been proven for many conditions(31), it is not clear if 

such an increase in use of physiotherapy services leads to health gain. 

O'Cathain, Frogett and Taylor(29), said that while it was possible that 

physiotherapy was a more cost-effective method of managing some 

conditions than management with drugs or otherwise, its benefits should be 

determined before its provision was increased. 



 



CHAPTER 4 

PHYSIOTHERAPY SERVICES AVAILABLE TO THE 
COMMUNITY 

Introduction 

In the Eastern Health Board area, physiotherapy services availed of by those 

in the community originate from a number of different sources 

• the Health Board's community care physiotherapy services 

• hospital physiotherapy departments 

• private physiotherapy practitioners 

• physiotherapy services provided by voluntary bodies 

The Board's Community Care Physiotherapy Service 

Historically physiotherapy services were hospital based, although there have 

been pockets of health board community physiotherapists around the country 

since the 1970's. Since that time, there has been a gradua! development of 

community based services. Community physiotherapy within the Eastern 

Health Board was introduced on a pilot basis 13 years ago. The concept of 

the Eastern Health Board employing a community physiotherapist was first 

introduced in Community Care Area 2, where, in 1983, a sessional 

physiotherapist was engaged. In 1986, a full-time senior physiotherapist was 

employed in Community Care Area 8 on a pilot basis. The purpose of the 

pilot project was to develop both the domiciliary and health centre based 

service, principally for medical card holders, with the aim of ensuring 

maximum health gain from the resources available. The objectives were as 

follows 

• to prevent hospital admission 

• to facilitate early hospital discharge 

• to achieve and maintain maximum functional independence 

• to advise and support carers and health professionals 

• to assess patients in relation to aids and appliances, as appropriate 

• to provide physiotherapy input to antenatal classes 
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• health promotion 

• staff training 

The brief for this pilot project was specific in that the service was not intended 

to replace or be an alternative to existing services such as hospital out-patient 

physiotherapy services or other such services being provided in the 

community by voluntary organisations or physiotherapists in private practice. 

A subsequent crude evaluation suggested that community physiotherapy 

made a valuable contribution to community services and that between a third 

and a half of the therapists' time was spent in activities that led to patients 

who would otherwise have required hospital admission being maintained in 

the community, or in enabling patients to be discharged earlier from hospital 

than would have occurred without the service. It was also shown that if 

objectives were to be met, there had to be very clear criteria for admission to 

the service and if misunderstandings were to be avoided, these had to be fully 

understood by referrers including general practitioners and hospitals(32)" 

The closure of Baggot Street Hospital in 1989 as an acute facility and its 

subsequent development as a Community Hospital led to the expansion of 

services in Community Care Areas 1, 2 and 3, and the employment of a 

Senior Community Physiotherapist in each of these Areas. 

The establishment of the Community Ward (District Care Unit), in each of the 

ten Community Care Areas in late 1990, resulted in the recruitment of some 

additional physiotherapists on a sessional basis to work as part of the multi-

disciplinary teams. Operational experience has shown physiotherapy to be 

an essential requirement in these units. 

The community physiotherapy service has developed in the last 5 years to its 

present level where 16 wholetime equivalent therapists are currently 

employed by the Board in the Community Care Programme. With the 
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exception of two Areas, there is one permanent Senior Physiotherapist post in 

each Community Care Area. At present, the Senior reports to the Director of 

Community Care & Medical Officer of Health and is responsible for the 

organisation and provision of community physiotherapy services within the 

Area. Staffing levels vary between Community Care Areas and apart from 

the Seniors, the other physiotherapists are employed on a sessional basis. 

There are no senior posts sanctioned for Kildare & Wicklow. In these two 

Areas the service is confined to the Community Ward and to limited general 

services which are provided by sessional physiotherapists. 

Services Currently Provided by the Eastern Health Board's Community 
Physiotherapists 

The service can be divided into three main elements 

• management 

• clinical 

• educational 

• Management Services - The Senior Physiotherapists are the managers of 

the physiotherapy service within each Community Care Area. The 

management element is concerned with service management and 

development and non-patient related activities. It is important that the 

senior physiotherapist continues to be a member of the local community 

care management team and, when required, act as a resource to the 

Board's Community Care Programme Manager. 

• The Clinical Element - The clinical element of the service includes all 

face-to-face contact, liaison and administration relating to all individual 

patients or groups of patients. The current service is primarily domiciliary 

but may also be provided in other settings e.g. health centres, day centres, 

welfare homes - whichever environment is most appropriate to the clients' 

needs. 
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To ensure the best use of available resources, the service, where 

appropriate, is currently generally limited to the following 

• general medical services card (GMS) Holders 

• long term Illness book holders 

• the elderly and those referred to the Community Ward 

• others, at the discretion of the Senior Physiotherapist 

The Community Physiotherapy Annual Reports for 1995 were analysed to 

give an overview of the numbers and types of clients being seen by the 

service. There were no statistics available for Wicklow & Kildare, due to the 

fact that there were no Senior Community Physiotherapists in those Areas at 

the time. The information in Tables 1 to 5 is based on data available from 

Community Care Areas 1 to 8. 

Table 1 - No. of Referrals by Community Care Area 

* Data for Area 5 incomplete (Senior position filled in July, 1995) 

Table 1 shows a breakdown of the number of new referrals and individual 

attendances for each Community Care Area for 1995. (The difference 

between the total in this Table compared to those in Tables 2, 3 & 4 is due to 

details on open cases, other than new referrals, being included in the above 

figures). 

Table 2 - Sources of Referral of Patients 

34 



As can be seen from Table 2, the highest number of referrals (37%) came 

from public health nurses. Hospital physiotherapists accounted for (11%), 

while GP and self/family referrals accounted for (9%). 

Table 3 - Age Profile of Patients 

Table 3 shows the age breakdown of patients referred to the service in 1995. 

The majority of patients referred to were in the over 65 age group (69%) 

followed by the 50-64 (13.5%) and the 20-49 year age groups (10.5%). The 

low numbers of children referred to the service (7%) reflects the service 

offered by specialist centres such as the Central Remedial Clinic, Cerebral 

Palsy Ireland and St. Michael's House. 

Table 4 - Diagnostic Classifications 
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Analysis of the primary diagnoses of patients referred to the service in 1995 

shows that the highest percentage of patients referred were in the general 

debility category (17.5%), followed by other (15%), arthritis (14%), and 

cerebro vascular accidents (13%). Twelve-percent of patients referred 

suffered from neurological conditions such as multiple sclerosis, motor 

neurone disease, Parkinsonism etc. The range of conditions affecting clients 

referred to the service illustrates the need for the community physiotherapist 

to have broad based clinical skills in many specialised areas of the 

profession. 

Table 5 - Average Number of Visits per Client 

As can be seen from Table 5, 74% of all patients referred to the community 

physiotherapy service were seen between one and three times with only 7% 

being seen more than seven times. These figures included patients referred 

to the intensive multidisciplinary Community Ward service. 

Table 6 shows the present physiotherapy staffing levels as compared with the 

general population, the general medical card population and the number of 

elderly persons within each Community Care Area. It is important to note that 

with the exception of Community Care Areas 2, 7, 9 and 10, the sessional 

posts indicated are covering the Community Ward service only. The 

Community Ward, being a specialised service, provides an intensive input to 

a defined number of patients at any given time. Consequently, the 

physiotherapy service (clinical, health promotion and management) in the 

majority of areas is being provided by the senior physiotherapist alone. As 

can be seen, there are no senior physiotherapists in Wicklow or Kildare where 

services to the general populous are provided by sessional staff or private 

physiotherapy practitioners (Wicklow) on an individual basis. 
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TABLE 6 - THE TOTAL POPULATION, THE GMS CARD POPULATION AND THE OVER 
COMMUNITY CARE AREA, AND THE STAFFING LEVELS 

Community 

Care Area 

Area 1 

Area 2 

Area 3 

Area 4 

Area 5 

Area 6 

Area 7 

Area 6 

Area 9 

Area 10 

Total 

population 

(1996 Census) 

127,014 

128,681 

92,577 

143,035 

112,608 

141,461 

118,312 

192,978 

134,881 

102,417 

GMS 

population 

(1996 data) 

22,935 

27,542 

21,210 

46,956 

40,511 

43,737 

40,103 

46,683 

35,504 

35,589 

Elderly (66+) GMS 

population 

6,844 (8.4%) 

8,807(10.8%) 

5,885 (7.2%) 

8,825(10.8%) 

6,480 (8.0%) 

9,691 (11.9%) 

10,505(12.9%) 

8,920(11.0%) 

7,684 (9.4%) 

7,746 (9.5%) 

No of Senior 

physio

therapists 

-

-

No of Sessions 

(3 hours) per 

week 

11 

13 

6 

6 

7 

7 

7 

7 

14 

18 

No. of sessional 

physiotherapists 

1 

2 

1 

1 

1 

1 

2 

1 

2 

6 

TOTAL 

W.T.E. 
: - ' . • y - ' i \ - y \ ' ' 

2 

2.15 

1.5 

1.5 

.6 

1.6 

1.6 

1.6 

1.2 

1.6 

Of the total number of physiotherapists employed in Community Care (excluding Baggot Street 

employed on a sessional basis and 28% (all of whcih are senior posts) are employed on a perma 

Time Equivalent) of the sessional staff is 8. 
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Educational Element - The role of the physiotherapist as an educator in 

health promotion has already been touched upon (Chapter 2, page 14). The 

current involvement of Health Board community physiotherapists in health 

promotion varies greatly between Community Care Areas. As can be seen 

from Table 15 in the Survey Chapter, the number and type of health 

promoting activities differed considerably between Areas e.g. no antenatal, 

exercise/relaxation or back care classes were given in Community Care 

Areas 4, 5 & Kildare, while 448 classes were given in Community Care Area 

2. The above figures do not include community physiotherapists' 

involvement in manual handling training for staff. 

HOSPITAL PHYSIOTHERAPY OUT-PATIENT SERVICES 

Traditionally, physiotherapy services to the community were provided in a 

hospital environment. While the provision of physiotherapy services in the 

community setting have developed over recent years in Ireland, in line with 

international trends, hospital physiotherapy departments continue to be 

major providers of outpatient physiotherapy services to the local population. 

There are ten general acute hospitals within the Eastern Health Board's 

region, all of which provide general physiotherapy services to both inpatients 

and to the community. Some of these hospitals also offer services for 

specific client groups, for example, cardiac or stroke rehabilitation and others 

provide specialised physiotherapy services, for example hydrotherapy. In 

some situations, the physiotherapy service may be provided in locations 

other than in the hospital complex, e.g. in specialised rehabiltiation units. 

Generally, community access to hospital outpatient physiotherapy treatment 

is indirect. It usually involves GPs referring to a consultant outpatient clinic 

or an A&E department, where an assessment is made before referral on to 

the hospital physiotherapy department, if considered appropriate. Usually 



patients have to make their own arrangements for attending hospital 

outpatient physiotherapy departments. 

Waiting times for hospital outpatient physiotherapy services may range from 

three weeks to approximately three months. Private hospitals also provide 

physiotherapy services to patients referred from the community. Waiting 

times for such services appear to be significantly less than in the public 

sector. 

The maternity and children's hospitals provide physiotherapy services to the 

community for specific client groups. For example, the National Children's 

Hospital, Harcourt Street, provides a special service for children with cystic 

fibrosis, while the Rotunda Hospital provides a continence training service for 

women on a national basis. 

PRIVATE PHYSIOTHERAPY PRACTITIONERS 

Private physiotherapy practitioners are another resource available to the 

public and provide access to private physiotherapy in the community on a 

fee-paying basis. Private practitioners in the Eastern Health Board region 

are not generally involved in treating General Medical Services (GMS) 

patients. However, a few ad hoc arrangements are in place which involve 

private physiotherapists providing a service to a limited number of patients. 

More recently, several pilot projects have been set up in a GP setting which 

involves therapists providing services to patients including medical card 

holders. 

The following map shows the distribution of private physiotherapy practices 

in the EHB area. These practices are not evenly distributed. There appears 

to be a concentration of therapists in Community Care Area 1 and parts of 

Areas 2 & 3. The remaining Dublin areas are sparsely covered. There are 8 

private practices in the Wicklow area and 14 in the Kildare area, although 

here the concentration is in the north of the county. 
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Approximate locations of private physiotherapy 
practices in the Eastern Health Board area 

Kildare 
Athy 

Celbridge 

Kildare 

Maynooth • • • 

Leixlip 

Naas 

Newbridge • • • • 

Rathdrum 
Greystones 
Wicklow Town 
Delgany 
Blessington 
Arkiow 
Roundwood 

Source: The Irish Association of Chartered 
Physiotherapists in Private Practice - list of 
members, 1996 
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T a b l e 7 - Number of private physiotherapists by Community Care Area 

VOLUNTARY AGENCIES 

There are a number of voluntary agencies within the Board's area which 

provide services to specific client groups e.g. St. Michael's House or the 

Multiple Sclerosis Society. Some organisations such as the Central 

Remedial Clinic, Cerebral Palsy Ireland and St. Michael's House, have in-

house services or schools for their clients and physiotherapy is one of the 

services available on site. However, it appears that although it may be 

desirable in some instances, a comprehensive domiciliary service is not 

available from these agencies due to limited resources. Information on the 

provision of physiotherapy from other voluntary bodies was not readily 

available. Physiotherapy services appear to have developed on an ad hoc 

basis in many instances in response to demand rather than defined need. In 

general there is a lack of clarity concerning the responsibility between the 

statutory and non-statutory organisations where the latter have 

physiotherapy resources. 
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CHAPTER 5 

SURVEY OF PRIMARY CARE HEALTH PROFESSIONALS & 

NURSING HOMES 

Introduction 

As part of the review of the Eastern Health Board's community physiotherapy 

services, the attitudes to and utilisation of the service and suggestions for its 

development were sought from a wide range of primary care staff by means 

of a self-administered postal questionnaire. 

Methods 

In April 1995, a detailed questionnaire was sent to the physiotherapists 

seeking information on work activities, facilities and equipment available in 

the Community Care Area (CCA) and support services, with open questions 

on the difficulties experienced in providing the service, and their 

recommendations for improving the service (Appendix 4). 

A shorter questionnaire was sent to a random sample of 100 GPs in the 

General Medical Service whose centre of practice was based in Dublin (60), 

Kildare (20), and Wicklow (20), and to all public health nurses, occupational 

therapists and medical officers employed in the Board's Community Care 

Programme (Appendix 5). This questionnaire sought information on referral 

practices, with open questions on difficulties experienced in relation to the 

service, and the recommendations for improving the service. General 

Practitioners were asked to which physiotherapy service they would usually 

refer certain types of conditions, with open questions on the difficulties they 

have experienced with the physiotherapy services, and their 

recommendations for improving the service. 
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The questionnaire was sent with a covering note (Appendix 6), and an 

anonymous reply was requested. A reminder note to return the 

questionnaire, if not already done so, was sent to all GPs (Appendix 7). 

The data collection forms were designed for computerisation. Replies to the 

open questions were coded using a coding frame. Data were entered onto an 

Epi Info database, then exported and analysed using SAS. 

Results 

Questionnaires were returned by 68 GPs (68%), 23 AMOs (44%) and 161 

PHNs (42%). A combined reply was received from the community 

occupational therapist (OT) group, together with an individual reply from one 

OT. Eighteen physiotherapists responded to the survey. 

General Practitioners 

Twenty (29%) GPs never referred patients to the community physiotherapy 

service, 42 (62%) occasionally did so, and 6 (9%) often referred. General 

practitioners tend to make the majority of referrals to hospital physiotherapy 

departments or private practitioners. Referrals to the community 

physiotherapy service tends to be more common for the older patients with 

chronic neurological conditions such as strokes and motor neurone disease, 

for advice to carers and to increase the mobility of the frail elderly. The GPs 

were more likely to refer acute conditions, for example back pain, urinary 

incontinence after childbirth and acute chest infections to either private 

physiotherapists or hospital departments. 
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Table 8 - Difficulties with physiotherapy services experienced by general practitioners 

In relation to open questions, it was apparent from the responses that 

although the survey clearly related to the Board's Community Care 

Physiotherapy Services, not all GPs distinguished between the Board's and 

hospital based services. Consequently it was not possible to extrapolate from 

the survey specific difficulties in relation to the community physiotherapy 

service in isolation. However, the main problems experienced by GPs in 

relation to physiotherapy services as a whole included: 

• the length of waiting time (50%) 

• a lack of awareness of the existence of a community 

physiotherapy service (22%) 

• accessibility (20%) 

Table 9- Suggested developments in physiotherapy services as expressed by general 
practitioners 
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Priority suggestions as to how the service might be developed included an 

increase in staffing levels (mentioned by 33% of GPs) so as to improve the 

availability of the service with a reduction in waiting times (see Table 9). 

Other suggestions included the need for improved liaison and feedback in 

terms of outcomes, the need for a "fastrack" referral system for acute 

problems, and a facility of direct GP access to services. The need to bring 

the service closer to the community was mentioned by 2 1 % of GPs, either by 

providing a service in the local health centres or by the attachment of 

therapists to GP practices. 

Health Board Staff- Public Health Nurses (PHNs)/Area Medical Officers 
(AMOs)/ Occupational Therapists (OTs) 

As shown in Table 10, the great majority of PHNs and AMOs considered that 

community physiotherapy played either a very useful or useful role in respect 

of advising carers on lifting techniques, teaching patients transfer techniques 

etc. following a stroke, improving the degree of mobility with return to the 

previous level of functional ability following illness, advising on pain 

management following soft tissue or bone injury, and teaching relaxation 

techniques. Only 30% of PHNs and AMOs mentioned that the role of the 

community physiotherapist included fitness training for groups of the elderly. 

The AMOs noted that they were not regular referrers to the service and so 

would be likely to underestimate the true role of the service. 

The Occupational Therapists from the Board replied as a group, so it was not 

possible to analyse the data in the same manner as above. The individual 

questionnaire returned indicated that the physiotherapist had a useful or very 

useful role to play in all the above functions, but less so in the role of teaching 

some functional skills following illness e.g. how to prepare meals. 

45 



Table 10 -The role of Community Physiotherapists as seen by PHNs andAMOs 

Table 11 - Referral Patterns to Community Physiotherapists by Health Board staff 

The PHNs would most commonly refer chronic neurological cases (e.g. 

stroke, multiple sclerosis), non-specific mobility problems and orthopaedic 

conditions for assessment and maximisation of the level of independence and 

mobility and a wide range of orthopaedic conditions including 

rheumatoid/osteoarthritis or joint surgery and bone injury/fractures (Table 11). 
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The three priority conditions referred by occupational therapists, according to 

their combined report, included chest physiotherapy for respiratory 

dysfunction, post stroke cases, and orthopaedic conditions. The individual 

occupational therapist report referred to dysfunctional conditions and mobility 

problems. 

Table 12 - Difficulties in physiotherapy services experienced by PHNs and AMOs 

The main difficulties experienced by the PHNs in relation to the service 

included delays in receiving the service following referral and 

communication/liaison type problems. Eight-percent of respondents 

specifically mentioned that the service was excellent, and that they 

experienced no difficulties. Few AMOs responded to this question, perhaps 

reflecting the fact that AMOs do not tend to be primary referrers to the 

physiotherapy service. 

The combined Occupational Therapist's reply indicated an uncertainty of role 

clarification and collaboration between the physiotherapy service and the 

occupational therapy service, and the need for extra physiotherapy staff to 

meet the demands of the clients. 
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Table 13 - Suggested developments in physiotherapy services as expressed by 
PHNs and AMOs 

As shown in Table 13, the most frequently mentioned suggestions on how to 

develop the physiotherapy service included the need to enhance liaison and 

feedback, increase staffing levels and that physiotherapists should have 

closer ties with each health centre. On this latter point, suggestions included 

that physiotherapists should be attached to each health centre on a sessional 

basis, thus providing the opportunity for joint discussion on cases, the 

planning of joint visits and the strengthening of the team approach. The 

importance of rapidly appointing senior therapists once a senior post 

becomes vacant was referred to. Two-percent of the PHNs felt it was an 

excellent service. 

The Occupational Therapists' combined report recommended closer liaison 

between the two professional groups with a need to clarify their respective 

roles, and greater use of the team approach to target patient care. The 

individual OT report also referred to the need to further enhance 

communication between disciplines. 
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Health Board Physiotherapists 

Questionnaires (see Appendix 4) were sent to all Eastern Health Board 

physiotherapists. Replies were received from all 7 senior and 12 of 13 (92%) 

sessional physiotherapists. Three of the therapists are based in health 

centres, and 13 in the Community Care Area headquarters. Twelve (67%) 

staff operated an Area waiting list, while 6 (33%) staff did not operate a 

waiting list. For three staff, the waiting list was between 1-19 clients, for five 

staff the list was 20-40 clients, and for two staff there were 40+ clients on the 

waiting list. For two staff the waiting time was less than 1 month, 1-2 months 

for four staff, and for four staff the waiting time was 3 months or longer. 

There is no delay in seeing clients in the District Care Unit (DCU) and that 

explains why they are not relevant to the waiting list. In all Community Care 

Areas clients were seen on a priority basis. It was unclear from the data 

supplied how the prioritisation was determined, but hospital discharges, 

requests for specific equipment, direct liaison with the referring source and 

telephone contact with the client were mentioned as methods of determining 

the degree of urgency. Due to a staff vacancy, there was no response from 

Community Care Area 5 and consequently no figures for Area 5 are included. 
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Table 15 - Health Promotion - Number of Classes held in 1994 

As can be seen from Table 15, the number and type of classes varied 

considerably from Area to Area e.g. no classes were given in Community 

Care Areas 4,5 & 9, while 448 were given in Community Care Area 2. These 

figures do not include community physiotherapists'' involvement in manual 

handling training for staff. 

Table 16 - Proportion of time allocated by physiotherapists to certain functions 

Table 17 - Distribution of functions in the physiotherapy service 
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It can be seen from Tables 16 and 17 that a significant proportion of a 

physiotherapists time is taken up by duties not directly related to the provision 

of patient care, for example filing, typing, photocopying and data entry. Using 

the data provided from the questionnaire, on average each physiotherapist 

spends 5 1 % of her time on direct client assessment, 19% on travel, 16% on 

clerical duties (filing etc.) and 14% of her time on service management. The 

degree of clerical support varied between the Community Care Areas. Three 

therapists indicated that they had no clerical support, one was allocated 2 

hours, and three therapists were allocated 4 hours of clerical support. Eight 

therapists had a nominated clerical officer allocated to the service. 

Table 18 - Difficulties experienced by physiotherapists in providing the service 

The key difficulties in providing a community physiotherapy service identified 

by the therapists include (see Table 18) the high level of pressure on the 

existing numbers of staff to meet the current demands on their time, the 

degree of clerical support available to them, the existence of long waiting lists 

and the variation in the provision of services locally due to a lack of 

standardised policies. 
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Table 19 - Suggested areas for developing the physiotherapy service 

The priority recommendations, as shown in Table 19, include an increase in 

staff numbers and clerical support to develop the structure of the service e.g. 

by appointing permanent rather than sessional staff, the appointment of a 

physiotherapy service co-ordinator, the devolution of some degree of budget 

control, the standardisation of policy, further management training of senior 

staff, and increased provision of the service through the health centres, 

coupled with closer liaison with local staff. 

Survey of Nursing Homes 

Methods 

A questionnaire was sent in January 1996 to the managers of voluntary and 

private nursing homes in the Eastern Health Board region (Appendix 8). 

Where the questionnaire had not been returned within 4 weeks, a reminder 

letter and questionnaire was sent to the manager. Information was sought on 

the utilisation of physiotherapy services by the home, whether for individual 

patients or for exercise classes. The manager was also invited to comment on 

the physiotherapy services in general. 
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Results 

Ninety-seven questionnaires were returned, with 20 from voluntary nursing 

homes and 77 from private nursing homes. The overall response rate was 

82%. Community care staff provided treatment services for individual clients 

in 23 (24%) nursing homes. Private practitioners provided this service in 48 

(50%) homes. In four (4%) nursing homes exercise classes for the clients 

were held by community care staff, while in 30 (31%) homes this service was 

provided by private practioners. In 56 (58%) nursing homes, group sessions 

were conducted by non-professionally qualified persons. 

Thirty-eight (39%) of the nursing home managers would welcome 

physiotherapy services to clients provided by community care staff, whether 

on an individual or group basis. They felt that such a service would also be 

particularly beneficial for patients recently discharged from hospital. Fourteen 

(14%) of nursing home managers felt that, as a priority, such services should 

be available to clients covered by the general medical services (GMS). In 

one nursing home, exercise classes had been provided for clients, but due to 

their lack of interest the service was discontinued. Five (5%) of the nursing 

home managers indicated that they considered the cost of engaging private 

physiotherapy services to be beyond the reach of many clients covered by the 

GMS or by their families. Hence, given the cost of private physiotherapy 

services, physiotherapy tended to be more accessible to those who could 

afford it. However, seven managers (7%) pointed out that they appreciated 

the fact that community care physiotherapy services were limited and had to 

be prioritised. Seven (7%) reported that there were difficulties in referring frail 

and elderly clients to hospital OPD physiotherapy services, frequently due to 

a limited transport service. 
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A number of nursing home managers suggested that while the nursing staff 

strived to provide a degree of physiotherapy for their clients, they would 

greatly value visits from physiotherapists for general advice about 

management of clients, including some training in manual handling 

techniques. Access to a list of private physiotherapists in the locality was 

suggested as a useful resource by one respondent. 

Table 20 - Physiotherapy services in nursing homes 
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CHAPTER 6 

REPRESENTATIONS 

The Working Group invited representations from a number of bodies, 

including Hospitals, Professional and Voluntary Organisations, as well as the 

Board's Community Care Staff and the GP Unit (Appendix 9). 

The Irish Society of Chartered Physiotherapists noted that the 

recommended ratio for community physiotherapists in the United Kingdom 

was 1 per 20,000 population. They pointed to the fact that the availability of 

community physiotherapy facilitated earlier hospital discharge. 

The Society stated that general practitioners needed to have a physiotherapy 

service available to them but said that most hospital physiotherapy 

departments within the Eastern Health Board area did not allow direct access 

for GP referred patients. They went on to say that hospital physiotherapy 

departments would like to refer a wide range of in-patients and out-patients to 

community physiotherapists for continuing rehabilitation. They also saw a 

need to formalise the working relationship between hospital and community 

physiotherapists. 

The Irish Society of Chartered Physiotherapists were also of the view that as 

regards physiotherapy services, statutory and non-statutory agencies should 

formally agree responsibility for services to client groups in common areas. 

They felt that community physiotherapists working in isolation should be of 

senior status and that an appropriate management structure should be 

established. They pointed to the fact that community physiotherapy services 

cannot be tackled in isolation and that the services provided by community 

care, hospital care, voluntary hospitals, paediatric services, mental handicap 

services, voluntary bodies and general practitioners must be looked at as a 

whole. 





Subsequent to our meeting with representatives of the Society, an additional 

submission was received as follows: 

Physiotherapy Services for GMS Patients - Policy Document 

Physiotherapy in Ireland is a well established, autonomous profession. 

Members of the Irish Society of Chartered Physiotherapists (ISCP) 

working in private practice, community care and hospitals have met to 

discuss the provision of physiotherapy services for GMS patients. The 

primary concern of this working party was the accessibility of services. 

In the ISCP response to the Health Strategy, it was noted that access 

to physiotherapy services was inequitable. The World Confederation 

of Physical Therapy, of which Ireland is a member, has identified five 

criteria for excellence in the delivery of physiotherapy services. These 

are access, effectiveness, affordability, co-ordination and humanism. 

With these core values in mind, the following are the recommendations 

of the ISCP with regard to the provision of service to the GMS patient. 

Recommendations 

1. That the patient requiring physiotherapy intervention would receive 

this service at the closest appropriate location i.e. in a local health 

centre with a community physiotherapist, in a hospital out-patient 

department, in their home or in a private practice 

2. That a Chartered Physiotherapist(s) manager be appointed by the 

Health Board to plan, evaluate and monitor the physiotherapy 

services to GMS patients within a geographical area 

3. That adequate facilities be developed within the community for the 

provision of services to the GMS patients e.g. Health Board 

premises or Health Centres. If this is not appropriate, the use of 

local private practices be considered 

4. That adequate resources and infra-structure to be developed within 

the community for the provision of physiotherapy services. 
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The Institute of Community Health Nursing was of the opinion that an 

overall policy should apply and that a standard of service should be provided 

in each Community Care Area with a standard ratio of community 

physiotherapists per elderly population in the area. They saw a need for 

clarification of policies, role and communication between hospital 

physiotherapy services and community services. They recommended the 

development of outreach clinics in health centres to facilitate the increasing 

amount of preventive work being done i.e. antenatal, postnatal, elderly groups 

and carer groups. 

The Irish College of General Practitioners recommended the strengthening 

of the community physiotherapy services in the primary care setting and 

suggested that there should be an increase in the number of community 

physiotherapists, an increase in the number of private physiotherapists 

eligible to provide treatment to GMS patients, and sessional rates for 

physiotherapists attending eligible patients in nursing homes. They would 

recommend a pilot study to evaluate the attachment of community 

physiotherapists to general practices. 

The Eastern Health Board's General Practitioner Unit indicated that it 

would like to see GPs within group and larger practices employing 

physiotherapists and other paramedical staff in the same manner as they 

currently employed practice nurses. It was noted that the Unit is presently 

involved in a pilot study of the provision of physiotherapy services to patients 

in a group practice in the Dun Laoghaire area. In this instance, a 

physiotherapist is working in the practice premises. Similar initiatives in other 

areas are being encouraged. 

The Eastern Health Board's Community Care Physiotherapists Group, in 

their submission, highlighted several issues of concern. The need for the 

management role of the senior community physiotherapist to be 

acknowledged and supported was seen as a priority. The current lack of staff 

resources and clerical support were identified as major problems in the day to 
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day operation of the service. They felt that their health promotion role was 

underdeveloped and needed to be enhanced. They went on to outline the 

philosophy and aims of the present service and to describe the role of the 

community physiotherapist. These points are reproduced below. 

Philosophy of the Service 

The philosophy of the community physiotherapy service is to maximise the 

individual's potential functional ability by educational, preventive and physical 

means and thereby improve their quality of life. 

Aims of the Service 

1. To provide a coordinated, equitable and accessible service, meeting the 

priority needs of the area 

2. To provide an efficient and effective community care physiotherapy service 

which facilitates towards self-help and a return to maximum functional 

ability following impairment, disability or handicap. This is achieved by 

means of assessment, treatment, advice and education, in partnership with 

the individual and their family and carers. 

3. To support the carer, both physically and emotionally, in their caring role by 

offering advice and education in back-care, posture, stress management 

and in efficient movement and handling techniques. 

4. To actively take part in health promotion initiatives for other professionals 

and the community at large. 

Role of the Community Physiotherapist 

The physiotherapist who works in Community Care is a specialist within the 

Primary Health Care Team and has a number of distinct areas of focus within 

her job. She must be a manager (in the case of senior therapists), a skilled 

clinician and an educator - see following diagram. 
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Management Role 

The senior physiotherapist is head of discipline within the Community Care 

Area and is a member of the Community Care Management Team. She is 

responsible for: 

• the day to day management of the service and has a responsibility for 

sessional staff and students 

• the broader aspects of service provision and service development 

• acting as a resource to the local Community Care Management Team, 

and, when required, to the Health Board Management Team, e.g. 

Appliance User Group, task groups etc. 

• administration of equipment and appliance requests 
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Clinical Role 

The community physiotherapist is a specialist with broad based clinical skills 

and the ability to adapt those skills in the working environment. She works 

with clients of all ages and with a wide range of conditions. The main 

emphasis is on empowering patients to take responsibility for their own 

recovery and well-being. There are many benefits of assessing and treating a 

patient in his own environment. It allows the physiotherapist to: 

• assess the functional problems the patient may be having in their own 

home 

• develop and implement management plans in partnership with patients and 

their carer at home. This facilitates a better understanding of the complex 

environmental and social factors which may influence the management 

plan and ultimately, outcome. 

• select appliances which are appropriate to the patient's home setting 

Education Role 

Health promotion should be recognised as an important part of the role of the 

community physiotherapist and adequate resources should be allocated re 

same. Community physiotherapists are in a strong position to educate and 

encourage the adoption of a healthy lifestyle for all ages. Target areas 

include: 

• back-care and lifting awareness (efficient movement and handling) 

• ante and post-natal care 

• child development 

• exercise promotion for young and old 

• stress management 

• promotion of continence 

Representations from the various hospitals may be summarised under the 

following broad headings: 
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Liaison: Many of the hospitals felt there was a need for improved liaison 

between hospitals & community physiotherapy services and general 

practitioners. There were no structured linkages at present. Cappagh 

Hospital suggested that a coordinator of physiotherapy services be appointed, 

who would liaise with the hospitals, develop referral policies and facilitate the 

smooth running of an accessible service. At present, telephone 

communication was seen as difficult consequent on community 

physiotherapists being available only for short periods. Responsibility for the 

provision of appliances on hospital discharge needed to be clarified. There 

was also a need to educate hospital staff as to what the community 

physiotherapy service provides. 

Provision of Services in the Local Community: Provision of physiotherapy 

services in the community, whether in health centres, day centres or GP 

surgeries, was advocated by most hospitals. In this way they envisaged 

many patients being treated in a more convenient setting. Patients seen as 

suited to such provision include elderly patients, those with mobility or 

transport problems, nursing home patients, psychiatric patients and cardio

respiratory patients. Development of a community physiotherapy service 

would have the effect of reducing waiting lists for the acute hospital 

physiotherapy services. The hospitals envisaged most of the GP 

physiotherapy referrals being dealt with in this way in the community. 

Beaumont hospital outlined a pilot study of direct access for GPs to the 

hospital physiotherapy department which began in 1991. This study showed 

that such a system was feasible, resulted in benefit to patients and general 

practitioners and fewer patients were referred for specialist opinion. 

Service Development: Most hospitals recognised the need for an increase 

in staffing levels in the community. Sf. Colmcille's Hospital recommended 

an expansion of the role of the physiotherapist in health promotion. In 

addition, the community physiotherapist should have a more dynamic career 
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structure and more opportunities to participate in management training and 

professional development. 

Representations were made by many voluntary organisations. They saw the 

need for adequately resourced community services and pointed out that 

community services were patchy, inconsistent and relatively inaccessible. In 

some areas it was claimed there was a waiting list of up to 2 years for the 

service and voluntary organisations were providing physiotherapy services 

themselves in the absence of a service provided by the health board. The 

Cystic Fibrosis Association of Ireland provided 300 weekly physiotherapy 

sessions at home for Cystic Fibrosis patients and recommended that the 

health board use this service which could also be extended to other voluntary 

organisations. The Multiple Sclerosis Society of Ireland referred to a 

survey conducted among 20 Multiple Sclerosis patients in the Tallaght and 

Blanchardstown areas which showed that 40% of these patients never 

received community physiotherapy services. Only two patients received 

physiotherapy through the Eastern Health Board. Headway pointed out that 

the expense of domiciliary physiotherapy for non-GMS patients with many 

service needs following brain injury was significant. 

Several client groups were identified by the voluntary organisations as being 

in need of community physiotherapy. They included people with learning 

disabilities, children with Cystic Fibrosis, patients with brain injury, newborn 

and young children with serious physical disabilities, Multiple Sclerosis 

patients, children with Cerebral Palsy who attended local schools and 

Cerebral Palsy children post-op prior to returning to services in the 

Sandymount Cerebral Palsy Clinic. 

St Michael's House highlighted the many advantages of regular liaison 

between their organisation and the community services. Regular joint 

meetings helped clarify the service available in both areas, eliminated overlap 

of input and improved communication of the clients needs to community 
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services. In addition, such liaison led to clarification of protocols for the 

requisition of equipment and appliances. 

Representations were also received from a number of the Board's 

Community Care Areas. A recurring theme was the suggestion that 

community physiotherapy was under-resourced and there was a lack of 

clerical back-up for the service. One Area commented on the need for a 

specific budget for physiotherapy development and equipment. Another Area 

pointed out that their inadequate physiotherapy resource was overwhelmed 

by service demands from nursing homes and suggested that a separate 

physiotherapy service should be developed to meet such demands. A third 

Community Care Area stressed that they had a waiting list for service of three 

to six months. One of the Community Care Areas suggested that the service 

should be targeted at the areas of greatest need and identified these as the 

young physically handicapped and the elderly disabled. 

The Wicklow area indicated that most of their referrals came from general 

practitioners and that the highest proportion of such referrals were in the 21 to 

30 year age group. This Area felt that sessional physiotherapy provided a 

satisfactory service and suited the rural nature of the county. However, they 

sought the allocation of an additional permanent post to facilitate closer 

monitoring of the service provided on the sessional basis and to allow greater 

emphasis on the development of quality standards. 

Meeting with Individual Groups 

The Working Party met separately with representatives from three groups: 

1. Beaumont Hospital 

2. The Irish Society of Chartered Physiotherapists 

3. The Irish College of General Practitioners 
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Points that came up at the meeting with the representatives from Beaumont 

Hospital included: 

• the fact that although there are good working relationships between the 

hospital and the community, it was felt there was a lack of continuity of 

care because of limited resources 

• a rotating or shared post between the hospital and the community was 

seen as desirable 

• the provision of a seamless service between the various service providers 

was considered desirable 

• it was felt that a "needs assessment" was required in a defined 

geographical area to deal with these problems with perhaps a coding 

system re referrals to prevent duplication 

• the development in the North Eastern Health Board, where a regional 

physiotherapy coordinator has been appointed with overall responsibility 

for both hospital and community services was mentioned 

• approximately thirty GPs have direct access to Beaumont Hospital 

Physiotherapy Services. These GPs were randomly selected from the 

hospital catchment area. Only about four or five consistently use this 

facility. There were approximately 416 GP direct access referrals in 1994. 

The waiting time is approximately four weeks. Priority is given to patients 

at the request of the general practitioner. However, it was noted that 

regarding the other acute hospitals, most GPs have difficulty in directly 

accessing services and refer patients to OPD or A&E departments. This is 

not considered desirable and is seen as a waste of resources 

• the diversity of approaches, such as the developments in general practice, 

whereby physiotherapists will be directly employed by GPs, and the 

contracting of services to private practitioners would also be welcomed 
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Matters raised at the meeting with representatives from the Irish Society of 

Chartered Physiotherapists included: 

• the provision of a seamless service between the various service providers 

was considered desirable 

• the need for a senior physiotherapist in each Community Care Area to 

prioritise waiting lists was seen as desirable 

• transport was identified as a problem re the provision of services 

• there was a need for patient education together with health promotion 

activities such as "back care schools" 

• other matters which have impacted on the services are the increase in 

consultant posts and early discharge of patients from hospital 

• most private practitioners would welcome involvement in the provision of 

services to GMS patients 

• the contracting of services to private practitioners would also be welcomed 

The group also met with a representative of the Irish College of General 

Practitioners, at which the following was noted: 

• regarding accessing physiotherapy in the community, there was no 

difficulty for the private paying patient as such patients accessed 

physiotherapists in private practice. It was further noted that some medical 

card patients access private physiotherapists because of availability. The 

difficulty in relation to physiotherapy services in the community related to 

those patients who cannot afford to pay for services 

• GPs usually have to refer patients to hospital OPD or A & E departments 

requesting the hospital doctor to refer the patient on for physiotherapy. 

This was considered a shameful waste of resources. An added difficulty in 

relation to hospital physiotherapy was the waiting time of around 2 months 

before being seen 

• there was no objection to a Senior Physiotherapist assessing and 

prioritising patients directly referred to a hospital physiotherapy department 

• there was a strong perception that the limited service available was over

stretched and so GPs don't refer 
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• the Health Board Community Physiotherapy Services should make more 

widely known the services available 

• GPs were in favour of greater use being made of private physiotherapists 

for public patients who can access physiotherapy practice premises 

• ideally, what GPs would like to see was the development of medical 

centres from which a number of doctors (not necessarily all in group 

practices), nurses, physiotherapists, etc. would operate 
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C H A P T E R 7 

D I S C U S S I O N & R E C O M M E N D A T I O N S 

HISTORY OF THE DEVELOPMENT OF PHYSIOTHERAPY SERVICE 

Physiotherapy has been defined as the physical approach to the promotion of 

health and the prevention, assessment, treatment and management of 

disease and disability. It is a relatively young health care profession with its 

origins going back approximately one-hundred years. The two World Wars 

accelerated the development of the profession resulting in physiotherapy 

being primarily focused on post-traumatic injuries and rehabilitation. At that 

time physiotherapy services were generally hospital based. 

Over the past several decades there has been an increasing emphasis on 

providing services at the level of least complexity and in the most appropriate 

setting. Primary care services have been strengthened as a result and 

community based physiotherapy services have developed internationally. 

PHYSIOTHERAPY SERVICES AVAILABLE TO THE COMMUNITY 

Physiotherapy services available to the community are generally considered 

to facilitate the following: 

• prevention of acute hospital admission 

• earlier discharge from hospital 

• reduced need for long-term institutional care 

• earlier return to work 

The services also provide support to the carer and can increase the personal 

independence and quality of life of both patients and their carers. 
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Within the Eastern Health Board area, physiotherapy services to the 

community originate from a number of sources: 

• the Health Board's community care physiotherapy services 

• hospital out-patient physiotherapy services 

• private physiotherapy practitioners 

• physiotherapy services provided by voluntary bodies 

This report looks broadly at the physiotherapy services available to those in 

the community. We have identified that, in relation to physiotherapy, there is 

at present relatively little research which demonstrates its effectiveness. 

However, we are satisfied that physiotherapy makes an important contribution 

to health and social gain. We are equally satisfied that community based 

physiotherapy also makes an important contribution. In regard to community 

based services, no formula exists with which manpower needs and priorities 

can be realistically estimated. Indeed, the great majority of research tends to 

be descriptive rather than analytical, thus limiting its value in terms of service 

planning. Hence, the literature contains relatively little guidance as to how 

best to plan for and quantify future service developments. However, we are 

satisfied that the community based physiotherapy services are at present 

significantly under resourced. We recommend that there should be a 

planned programme, having regard to local need, to address this 

problem over a period of years. 

This report identifies major problems in relation to the present physiotherapy 

services available to the community which originate from a multiplicity of 

service sources, with little clarification of relative roles, priorities and 

responsibilities among the differing agencies. 

Under the present arrangements, each of the individual agencies tends to 

function independently which mitigates against the provision of a seamless 

service to the local community. Issues relating to the differing sources of 
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services available to the community are discussed under specific source 

headings. However, there is a particular need to foster communications 

between physiotherapy service providers. It is recommended that a 

mechanism to foster communication and co-ordination between the 

various physiotherapy service providers should be established. 

Hospital physiotherapy departments provide a service to all patients 

regardless of income, while the Health Board Community Care Service gives 

priority to medical card holders. It is recommended that representatives 

from the Health Board, hospitals and any other appropriate agencies 

should meet on a regular basis. The objective being to plan for the 

provision of the most efficient and effective physiotherapy services to 

the clients within the local catchment area, given the resources 

available. 

A mechanism to guide optimal distribution of available resources throughout 

the region, bearing in mind the demography of the local population and the 

accessibility to existing physiotherapy services, is required. Useful indicators 

may include the proportion and numbers of elderly individuals living alone, the 

proportion and numbers of medical card holders in a locality and local 

geographical factors that influence access to alternative services. It is 

recommended that resource allocation should be based on indicators of 

local need. 

THE HEALTH BOARD'S COMMUNITY CARE PHYSIOTHERAPY 

SERVICES 

The first community physiotherapist was employed by the Eastern Health 

Board in 1983. Since then the service has developed to the present level 

where sixteen wholetime equivalent (WTE) therapists are employed by the 

Board in the Community Care Programme. Eight of these are permanent 

senior posts, while thirteen sessional therapists make up the other eight WTE 

posts. Apart from Wicklow and Kildare, all Community Care Areas have a 
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senior physiotherapist who is a member of the multi-disciplinary community 

care team. The Community Ward in each Area is staffed by sessional staff 

working a maximum of twenty-one hours per week. We recommend that 

there should be at least one senior physiotherapist post in each 

Community Care Area. Furthermore, as physiotherapy staffing/grading 

structures were originally developed for the hospital model and may not 

appropriate to the community care setting, an infrastructure is required to 

reflect the specific needs in community care. It is recommended that the 

present grading structure in the community be reviewed. 

However, it is evident from the results of the surveys undertaken and the 

submissions received that the present community care service is 

understaffed. We are satisfied that, even with community care physiotherapy 

services being restricted to the core responsibilities suggested below, there 

are currently insufficient resources to meet the needs. We recommend that, 

having regard to resource availability, there should be a planned annual 

increase in the Board's physiotherapy services to the community over 

the next four years. 

Clinical Services 

It is acknowledged that the demand for health services generally outstrips the 

availability of resources and that this is especially true in the case of the 

community physiotherapist. In the Eastern Health Board area, physiotherapy 

services, as provided by the Community Care Programme, are predominantly 

domiciliary. We believe that it is essential that the service is prioritised for 

clients in the community who are in greatest clinical need, who would derive 

the most benefit and who are unable to avail of an appropriate alternative 

physiotherapy service. 

Subject to the foregoing, we believe that medical card holders should be 

given priority of access. However, a degree of flexibility is important and 
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other groups should be considered on an individual basis, at the discretion of 

the senior physiotherapist. We consider that the role of the physiotherapist in 

the Community Care Programme should be strongly, but not exclusively, 

focused on the provision of domiciliary care, where referral to alternative 

services would be inappropriate. 

In relation to clinical care, we recommend that the core responsibilities 

for physiotherapists in the Community Care Programme should be: 

• elderly patients who are significantly dependent, or have limited 

mobility, or where physiotherapy will prevent or significantly delay 

admission to hospital or institutional care; or who otherwise require 

assessment concerning physical needs 

• where early discharge of hospital patients is facilitated and there is 

no alternative to domiciliary physiotherapy 

• other patients who are house bound or who are unable to avail of 

alternative physiotherapy services, or where physiotherapy will 

prevent hospital admission. Examples would include children or the 

young chronic sick with physical or mental disability. 

In terms of waiting times for assessment or treatment, we recommend 

that the following groups, meeting the above criteria, should be 

classified as urgent, as early intervention may, for example, prevent 

hospital admission: 

• clients with acute respiratory distress 

• recent or sudden decrease in the level of independence, e.g. following 

a fall, acute illness or hospital discharge 

• terminal illness 

• crisis with the principal carer, e.g. due to fatigue, illness or a sudden 

increase in the level of support needed for the dependent person 

At present, physiotherapy services generally are not available under the 

Community Care Programme to the younger population who, for example, 
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suffer from musculoskeletal problems, soft-tissue injuries, or those requiring 

long-term intensive paediatric developmental physiotherapy intervention. 

However, these needs are already being largely addressed by alternative 

physiotherapy services available to the community. 

Health Promotion 

The importance of community physiotherapists being involved in health 

promotion initiatives has been highlighted in the literature and in submissions 

received. Patrick, in 1974, emphasised the importance of including 

preventive health education in the community physiotherapists' range of 

skills(6). The Eastern Health Board Community Physiotherapy Group and the 

Institute of Community Health Nursing recommended the development of this 

role in their submissions. 

At present, the involvement of the Board's community care physiotherapists in 

health promotion varies greatly from one Community Care Area to another. 

As a minimum, we consider that physiotherapists should be involved in the 

instruction of staff in manual handling and in the education of carers in back 

care and the physical management of the person they are caring for, which is 

of particular importance. It is recommended that the community 

physiotherapists develop their role in relation to health promotion 

initiatives and that future service developments take this function into 

consideration. 

Management 

The Irish Society of Chartered Physiotherapists in their submission 

recommended the establishment of an appropriate management structure for 

community physiotherapy services. The Board's community physiotherapists 

in their submission also recommended that the management role of the 

senior therapist be acknowledged and supported. Currently, the senior 

therapist manages the service and, in most Areas, is solely responsible for 

providing the clinical input to the general caseload as well as being involved 
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in health promotion. An increase in staff would allow seniors to have a more 

appropriate mix of management/clinical practice. It is recommended that 

the management role of the senior be acknowledged and supported with 

appropriate resources and management training. 

The roles and functions referred to above, under each of the three 

headings namely clinical, health promotion and management, we would 

see as being essential to a basic community physiotherapy service. We 

are satisfied that present staffing levels do not allow these needs to be 

met and recommend that in any planned extension of physiotherapy 

services, priority should be given to increasing the numbers of Health 

Board community physiotherapists so as to at least meet the needs of a 

minimum service. 

Priorities for the Development of the Community Physiotherapy Service 

A number of problems with the Board's community physiotherapy service 

were identified in the survey results and also in submissions received. 

One of the primary problems identified was the length of waiting time for 

physiotherapy services. It is not clear from the GP surveys exactly which 

service (hospital or community based) they referred to. It is obvious that, with 

resource allocations as they are, waiting lists are unavoidable. It is essential 

therefore that prioritisation of waiting lists occurs and mechanisms for 

prioritisation are standardised. However, results of the Board's community 

care physiotherapists' surveys did not identify a common mechanism. One 

reason for this may be due to the fact that inadequate information from the 

referrer limits the success of the "priority process". 

Another factor identified was the difficulties which exist in establishing contact 

with the service. This too, in some instances, will increase waiting times for 

the general service. These services would obviously be improved if adequate 

physiotherapists were available on the ground to meet basic clinical service 
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needs. Waiting times would be shortened with greater contact possible with 

referrers. However, the physiotherapy services provided to the Community 

Ward should be available to the clients admitted to the service immediately. 

It is recommended that mechanisms to standardise referrals be 

investigated and additional procedures developed to improve on 

information received. 

The contact issue was raised in another context by both the general 

practitioners and the public health nurses in expressing a need to set up a 

fast-track referral and processing system for acute medical referrals. It may 

be helpful to further investigate other mechanisms to improve communication 

through the adoption of new technologies. It is recommended that 

communication mechanisms be reviewed on a regular basis. 

A significant proportion (16%) of the Board's community physiotherapists' 

time is taken up with clerical duties unrelated to direct patient care. The 

recent provision of a computerised information system, while providing 

valuable management information, has added to the clerical support needs. 

In some areas, no clerical person has been specifically nominated to support 

the physiotherapy service. Clerical support for community 

physiotherapists should be urgently reviewed and adequately 

resourced. 

In line with the philosophy outlined in the Department of Health's national 

strategy{3) of ensuring the provision of a quality service, community 

physiotherapists should continue to be encouraged to undergo appropriate 

postgraduate training through provision of study time and financial support, in 

terms of developing both their management and general skill base. We 

recommend that physiotherapy training needs should be reviewed and 

the available training funds should continue to be used efficiently and 

equitably. 
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The functions of the community physiotherapist were perceived in different 

ways by the other professions. We recognise that there are areas of overlap 

between the different professions. We believe that, overall, their respective 

areas of special expertise are complimentary and that these should be 

fostered in order to provide a client focused service. Close collaboration 

between such professional groups, for example at local health centre level, 

should foster good professional working relationships. Experience gained 

from the day-to-day operation of the Community Ward with the 

multidisciplinary team approach has been a valuable model in this regard. 

We recommend that an Information Leaflet, outlining the objectives, 

priorities and methods of access to the local community physiotherapy 

services should be compiled and circulated to appropriate personnel. 

OPTIONS FOR THE DEVELOPMENT OF OTHER PHYSIOTHERAPY 
SERVICES IN THE COMMUNITY 

We propose a number of models whereby community based physiotherapy 

services, other than that provided directly by the Board's community 

physiotherapy staff, might be developed so as to increase the level of 

physiotherapy service to the local population. It is recommended that any 

such developments should take place in a structured manner, as 

resources become available, having regard to the need for close 

collaboration and co-operation between the many organisations and 

groups currently providing physiotherapy services within a locality. The 

choice of the optimum model would depend on the demography, location and 

provision of alternative service so as to maximise health and social gain in the 

community. It is important that developments in the service should match the 

priority needs, and these are likely to vary significantly from Area to Area. 
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Hospitals 

Hospital physiotherapy departments play an important role in providing an 

out-patient physiotherapy service to the community within the hospital 

catchment area. 

It is recommended that patients who can access hospital based 

physiotherapy facilities without undue hardship, should continue to do 

so. The location of the facility and the availability and type of transport are 

important factors that determine accessibility for many patients. Any increase 

in the level of service or improving transportation to such units may help to 

meet some of the needs for physiotherapy in the local community. It is 

recommended that closer liaison, through regular and formal meetings 

between senior physiotherapy staff in the community and hospital, 

should take place with the aim of achieving cooperation and co

ordination. 

GP Access to Services 

The results of the research undertaken for this report indicated that GPs 

experienced significant difficulty in accessing physiotherapy services, 

especially for some acute conditions. We acknowledge that the priority 

requirements of GPs for physiotherapy services may not coincide with the 

priorities of the Board's community physiotherapists as outlined earlier in this 

discussion chapter. GPs' patients, for whom there is a perceived need for 

physiotherapy services, tend to be a younger age group and have conditions 

that are likely to include acute and transient musculoskeletal disorders, 

rather than problems associated with chronic or progressive disease. We 

believe that a number of options for increasing access to physiotherapy 

services, to meet the needs of GPs, should be considered. 
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Many hospitals require GPs, who are seeking physiotherapy services for their 

patients, to refer such patients to a consultant OPD clinic or the A&E 

department for assessment where a decision is then taken as to the 

appropriateness of referral to the hospital physiotherapy department. This 

appears inappropriate and a waste of resources and contributes to the OPD 

and A&E work overload. It is recommended that GPs should have direct 

access to hospital physiotherapy services. We also recommend that the 

assessment and prioritisation in relation to such referrals should be 

undertaken in the hospital physiotherapy department, by an appropriate 

physiotherapy staff member. In this respect, the use of appropriate forms 

for referral and feedback and the monitoring of outcomes would be important 

for the smooth operation of such a service, especially with regard to the 

prioritisation and evaluation of the service. 

General Practitioner Development Funds have recently been made available 

to a limited number of doctors' practices for the provision of new services 

including physiotherapy services, on a pilot basis, for a two year period. The 

service can be made available either by recruitment of service providers by a 

group of GPs or on a contract basis, by contracting of services for patients to 

local private physiotherapy practitioners, or GPs making appropriate 

arrangements with local hospitals. This is a welcome development but should 

be evaluated so as to identify the best use of resources for the future. 

Another option is the development of a service in selected health centres by 

the Board's community physiotherapists to meet the needs of patients 

referred by local GPs. However, there are fundamental differences between 

client groups identified as a priority for physiotherapy by GPs on the one hand 

and the Board's community physiotherapists on the other. So, although this 

option is desirable, resources would need to be clearly identified for this 

specific purpose. 
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Private Physiotherapy Practit ioners 

During our invesgitation of the physiotherapy services available to the 

community we identified that there are significant numbers of private 

physiotherapy practitioners in practice particularly in urban centres. These 

are a resource that, in general, have not been availed of to provide services 

to public patients . It is recommended that the Board should consider 

making more use of private physiotherapy practitioners in selected 

circumstances, e.g. where there is no local service; geographical 

isolation; or in other circumstances where the Board's senior 

physiotherapist considers it appropriate. We also recommend that any 

such initiatives should be evaluated. 

Voluntary Organisations 

Some voluntary organisations provide a comprehensive and valuable 

physiotherapy service to specific client groups i.e. cerebral palsy, spina bifida, 

muscular dystrophy etc. However, a number of other voluntary organisations 

provide a more limited service to specific target groups. We understand that 

problems have arisen in the past where such services have been curtailed or 

discontinued by the providers at short notice. In order to ensure an 

uninterrupted service to client groups in the future, it is recommended that 

Health Board funding to such organisations should be provided for a 

specific purpose and for an agreed level of service, with a system that 

would permit ongoing audit of the service. Furthermore, we believe that a 

mechanism should be put in place whereby closer liaison is established 

between the statutory and voluntary services to ensure that the needs of the 

local population are met in the most cost effective way possible and that any 

developments in the service occur in a structured and integrated manner. We 

recommend that the senior physiotherapist should ensure a close 

working relationship with the voluntary organisations based in the area. 
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Nursing Home Services 

The Board's physiotherapy service has been available to nursing homes for 

GMS patients in one Community Care Area, on a consultative basis in some 

Areas and not at all in others. The Nursing Home Regulations (33) and the 

Department of Health's "Code of Practice for Nursing Homes" (34) states that 

"services such as physiotherapy are the responsibility of the proprietor unless 

there has been prior arrangement with the Health Board". The current level 

of physiotherapy services provided by the Board are insufficient to meet the 

physiotherapy needs of patients in nursing homes and also provide services 

in the wider community. Hence, we recommend that physiotherapy 

services for nursing homes be reviewed as a separate matter. 

Research 

It has been found that there is relatively little research data available on the 

efficacy of physiotherapy in general e.g. in terms of comparing differing 

methods of treating a given pathology to ensure the maximum outcome over 

a definite period of time or period of input. However, as already stated, the 

value of physiotherapy as a profession is well accepted as having a 

significant role in developing the maximum potential of the individual through 

intervention following impairment, handicap or disability, or in the prevention 

of injury and in the promotion of good health. 

There is also a dearth of research pertaining to community based 

physiotherapy services (particularly in Ireland) which may have assisted in 

answering some of the many questions raised in this document. Some 

authors have suggested appropriate venues for physiotherapy in the 

community and the benefits of such services (4,5). Various references have 

also been made to the cost effectiveness of the provision of paramedical 

services such as physiotherapy in the community measured against criteria of 

comprehensiveness and equity, with some evidence in the literature 

supporting various models (19'2021) However, the literature provided little 
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guidance with regard to appropriate staffing levels for community based 

services. This process is further hindered by the lack of data-based or zero-

based needs assessment. 

The development of the computerised physiotherapy database provides 

valuable statistics on the provision of services throughout the Board's region. 

However, in the compilation of statistics for this report, it was apparent that 

variations in the coding of data exist between the Areas. We recommend 

that standardisation of data input be implemented as matter of urgency. 

We recommend that audit and ongoing evaluation of the Board's 

community physiotherapy services be a fundamental requirement. It is 

also recommended that the Board support research into appropriate 

areas of community physiotherapy, ideally in conjunction with the 

Department of Public Health. 
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APPENDIX 1 

SPECIALISED MANUAL TECHNIQUES 

Normal Movement Techniques (encompassing facilitation of gait re
education) 

Proprioceptive Neuromuscular Facilitation (PNF) 

Contract/Relax Techniques 

Maitland Technique (mobilisation/manipulation for spinal and peripheral 
joints) 

Cyriax Techniques (mobilisation/manipulation of spinal disc and peripheral 
joints) 

Mulligan Techniques (nags/snags) 

Kaltenborn Techniques/Mobilisation 

Roccabado Mobilisation 

Butler Techniques (neural structure mobilisation) 

Bob Elvery Neural Mobilisation (Limb Tension Testing) 

Muscle Energy Techniques (Diane Lee) 

Muscle Imbalance Techniques (Mark Comerford/Shirley Scharmann) 

McKenzie Mobilisation 

Cranio Sacral Mobilisation 

Myofascial Mobilisation (trigger points) (David Simon & Trevell) 

Friction 

Massage 

Respiratory Physiotherapy Techniques (percussion, vibrations, shakes, 
manual hyperinfiltrations, inspiratory holds, assisted cough, tracheal rubs) 
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APPENDIX 2 

PHYSIOTHERAPY ELECTROTHERAPEUTIC MODALITIES 

Ultrasound 

Interferential Therapy 

Ultra Reiz 

Shortwave Diathermy 

Megapulse 

Microwave Diathermy 

Infrared & Visable Radiation 

Ultraviolet Radiation 

Laser 

Electrical Stimulation of Nerve & Muscle 

Traction 

Transelectrical Nerve Stimulation 
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APPENDIX 3 

SUMMARY OF PHYSIOTHERAPY STAFFING METHODOLOGIES TO 
DATE 

The Brocks-Vallow Formula 

This formula was published in 1970 and became a seminal paper on physiotherapy staffing. 

The authors described a set of suggested norms based on in-patient bed numbers and 

attendances at out-patient clinics. These figures gained considerable currency, but were in 

fact based on the authors' professional judgement and not on systematic data analysis. 

The ADSCP Guidelines (Vallow), 1980 

These guidelines were produced by a working party of the ADSCP established to examine 

physiotherapy staffing levels. The guidelines were«a revised version of the Brocks-Vallow 

Formula, based on testing of the formula in a few selected hospitals for in-patient ratios, and 

based on the findings of colleagues in the community field. The report stressed that these are 

guidelines and not norms, and local factors such as travelling time, proportion of elderly 

population, antenatal groups, day hospitals etc., should be accounted for. The Vallow 

recommendation for community physiotherapy service was 1 Physiotherapist per 25,000 -

29,000 general population. ADSCP guidelines for special groups within community care are 

reproduced below: 

GP Community Physiotherapy Service: 1 full-time: population 28,000 

Allocation of Staff to GP Practices 1 physiotherapist: 25,000 - 29,000 

registered patients: 

Special Schools (Physical/Mental Handicap): 1 physiotherapist: 10-20 pupils 

Child Health Centres 1 physiotherapist: 15 
(pre-school Children with severe handicaps): 

Health Centres (extra allowances should be 1 physiotherapist: 25,000 - 29,000 
made for child health units and ante-natal 
groups, where necessary): 

Young Chronic Sick: Staff requirements dependent on need 

Day Hospitals: 1 physiotherapist: 15 

Mentally Handicapped Schools: 1 physiotherapist: 15 

Mentally Handicapped Adult Residential Care: 1 physiotherapist: 40 residents 

Loading factors to include teaching commitments, annual leave, sickness coverage, travel 
time, case conferences, research etc. 
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Care of the Elderly 

The British Medical Association Report on Services for the Elderly 1976, recommended 5 

physiotherapists and 11 aides per 250 geriatric beds and 2 physiotherapists and 4 aides per 

30 day hospital places. The British Geriatric Society in 1982 recommended a minimum of 2.5 

physiotherapists and 2.5 aides per 100 geriatric beds or per 30 day hospital places. 

South East Staffordshire DHA 

This workload based methodology is based on standard timed units for a given case. Patients 

are assigned to one of seven dependency categories on the basis on hands-on physiotherapy 

time required. Allowances are made for patient administration, sickness absence, time off etc. 

The Caseload Approach 

This approach was published by Williams in 1991. It involves a pragmatic step-by-step 

approach to staffing levels based on caseloads. Two key measures are involved: 

• physiotherapy input hours available per whole-time equivalent 

• physiotherapy input hours required per case 

Using the latter approach, the workload which it is possible to cover can be defined for each 

work area, which it was suggested was an aid to deciding the quality and standards of service 

which could be delivered. Williams described two ways by which staffing levels could be set 

using this approach: 

1. on the basis of an agreed workload from which the staff level needed is calculated 

2. on the basis of an agreed number of staff (or funding) from which the workload which can 

be covered is defined and agreed 

Wlliams stated that the workload-based option was the ideal basis for setting staffing levels, 

but whilst the profession was in limited supply, funding was low and demand was high, a staff-

based approach seemed the most useful. 

Source: Stock J., Seccombe S. Understanding Physiotherapy Staffing Levels. 

I.M.S. Report No. 226. Institute of Manpower Studies and Association of Chartered 

Physiotherapists in Management, 1992. 
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APPENDIX 6 

Room G29 
Dr. Steevens' Hospital, 
Dublin 8. 

6790700 FAX 6710606 
Eastern Health Board 

30th March, 1995. 

To/Each 
Senior/Sessional Physiotherapist 
Senior/Sessional Occupational Therapist 
Superintendent Public Health Nurse/PHN 
Senior Area Medical Officer/AMO 

Dear Sir/Madam, 

A Working Group has been established by the Eastern Health Board in relation to the 
provision of Community Physiotherapy Services. 

The terms of reference of the Group are: 

• to review the provision of services to eligible persons in the Eastern Health Board area 
• to make recommendations on the future organisation and development necessary for the 

delivery of the service including staff levels and facilities in our area 

We are conducting a survey amongst some of the users of the community physiotherapy 
service and in this regard I would be very grateful if you could circulate the enclosed 
questionnaire to your staff for completion. We would be grateful if these could be returned 
within 10 days to: 

Dr. B. O'Herlihy, 
Chairman of the Working Group on Physiotherapy, 
Eastern Health Board, 
Room G29, 
Dr. Steevens' Hospital, 
Dublin 8. 

Your co-operation in this regard is very much appreciated. 

Yours sincerely, 

Brian P. O'Herlihy, 
Chairman, 
Working Group. 
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APPENDIX 7 

Room G29 
Dr. Steevens' Hospital, 
Dublin 8. 

» 6790700 FAX 6710606 
Eastern Health Board 

24th April, 1995. 

To/ 
General Practitioner 

Dear Doctor 

A Working Group has been established by the Eastern Health Board in relation to the 
provision of Community Physiotherapy Services. 

The terms of reference of the Group are: 

• to review the provision of services to eligible persons in the Eastern Health Board area 
• to make recommendations on the future organisation and development necessary for the 

delivery of the service 

We are conducting a survey amongst some of the users of the community physiotherapy 
service and in this regard I would be very grateful if you could complete the attached 
questionnaire and return it in the enclosed pre-paid envelope within 10 days. 

Your co-operation in this regard is very much appreciated. 

Yours sincerely, 

Brian P. O'Herlihy, 
Chairman, 
Working Group. 
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APPENDIX 8 

Thank you for completing this questionnaire. Please return to Dr. Brian 
O'Herlihy, Director of Public Health, Eastern Health Board, Dr. Steevens' 

Hospital, Dublin 8. 
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APPENDIX 9 

REPRESENTATIONS RECEIVED FROM VARIOUS 

BODIES/ORGANISATIONS 

1. Eastern Health Board Community Care Areas 

2. GP Unit (Eastern Health Board) 

3. St. James' Hospital 

4. The Adelaide Hospital 

5. Beaumont Hospital 

6. Mater Misericordiae Hospital 

7. St. Columcille's Hospital 

8. St. Mary's Orthopaedic Hospital 

9. Tallaght Regional Hospital Board 

10. Irish College of General Practitioners 

11. St. Michael's House 

12. Headway 

13. Sunbeam House Services 

14. The Cystic Fibrosis Association of Ireland 

15. Cerebral Palsy Ireland, Sandymount 

16. Irish Wheelchair Association, Clontarf 

17. Multiple Sclerosis Society of Ireland 

18. Association of Occupational Therapists of Ireland 
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