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Self-referral to physiotherapy: deprivation and geographical setting
Is there a relationship? Results of a national trial
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Abstract

Objectives To establish the level of self-referral in urban, semi-rural and rural primary care settings, encompassing a range of deprivation,
in Scotland.

Design of study Quasi-experimental.

Setting Twenty-nine general practices throughout Scotland.

Participants Three thousand and ten patients (>16 years) and physiotherapists from throughout Scotland.

Method Practices were classified in terms of their location and level of deprivation (DEPCAT scores). Historical data were used to establish
national referral rates in these settings. Self-referral was introduced in each setting and the proportions of patients referring themselve
or being referred by their general practitioner (GP) were collated over a full year. A further category of ‘GP-suggested’ referral was also
included.

Results There were different rates of referral according to settihg 0.001). A national adult referral rate of 53.5/1000 was identified.

Rural areas experienced the highest rates (66/1000) of referral compared with urban (44.5/1000) and semi-rural (49/1000) settings. An overe
‘true’ self-referral rate of 22% was found. Rural areas experienced the highest levels of both self- and GP-suggested referrals (32% and 269
respectively). An increase in total referral numbers was experienced in less than 20% of locations after introducing self-referral, all of which
had a history of underprovision. Self-referrers came from all socio-economic settings, although differences were observed between the grouy
(P<0.001).

Conclusions Introducing self-referral does not appear to result in an increase in the overall referral rate when reasonable levels of service are
already being provided in line with national rates according to geographical setting. Deprivation does not appear to exert a major influence
on referral rates. However, the rate of self-referral in the long-term future is impossible to predict.

© 2005 Chartered Society of Physiotherapy. Published by Elsevier Ltd. All rights reserved.
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Background and purpose Rurality and health care

In 2004, the results of an 18-month pilot study that Scotland covers one-third of the land mass of the UK yet
explored the feasibility of introducing patient self-referral to is home to only 11% (5.3 million) of its total population
physiotherapy (direct access) in a primary care setting were[14]. The geography of the country varies considerably and
reported[1]. The findings of the study suggested that self- includes urban, semi-rural and rural areas. The majority of
referral was both feasible and acceptable, and that contrarypeople (80%) live within the densely populated central belt
to popular belief, it did not resultin an overall increased rate of region or within 30 minutes travelling time of the four major
referral to physiotherapy. These findings supported the only cities, whilst the remaining 20% populate the more rural areas
other published work of a pilot of self-referral to physiother- including the borders, highlands and islands. The Scottish
apy in the UK[2]. It was also identified that self-referral may Executive have published a definition that classifies commu-
be associated with major positive implications for physiother- nities as ‘rural’ if they have a population of less than 3000
apy and general practitioners’ (GP) workloads. However, a [14].
concern was also raised that the results represented the find- Having established the feasibility of self-referral in an
ings in a single general practice location that could not be urban setting, the authors were keen to explore whether this
described as representative of, and therefore relevant to, allmode of access was just as feasible irrespective of geo-
primary care settings. Further investigation over the range graphical setting. A recent review undertaken by the British
of geographical and socio-economic settings encountered inMedical Association examined the evidence for the provision
primary care was recommended to ensure that self-referralof health care in rural settind45]. The available, yet lim-
was universally appropriate before advocating for its wider ited, evidence to date suggests that different approaches to
introduction. It was felt that this was required to develop a healthcare provision may be needed in rural and urban areas,
more robust evidence base and to assure the credibility ofas those that work well in urban areas often do not trans-
the profession. To this end, the present authors undertook date to a rural situation. In addition, there are rural-urban
24-month national trial of patient self-referral involving 29 differences in uptake rates and health outcofh6k No evi-
separate sites throughout Scotland and over 3000 patients. dence could be located that had considered referral patterns

or uptake rates to physiotherapy in varying geographical set-

tings. The only available evidence relates to the diagnosis and
Referral rates to physiotherapy management of major diseases such as cdddgr rather

than conditions that primarily affect physiotherapy popula-

One of the major concerns voiced about the efficacy of tions. Rural populations tend to have a greater proportion
introducing self-referral has been the fear that services will of older peopld18]. This means that healthcare practition-
be overwhelmed by the numbers of patients referring them- ers in rural areas often need to deal with chronic condi-
selves. This fear may have been borne out of the experienceions, many of which may include musculoskeletal problems
following the introduction of open (GP) access to services [19]. The majority of referrals to physiotherapy in primary
throughout the 1980-1990s. Studies that attempted to evalu-care (55%) are for people aged over 50 years of age, with
ate the impact of this on physiotherapy referral rates clearly over 20% being aged over 65 yed@0]. These referrals
identified that when open access was introduced, the refer-are also predominantly musculoskeletal in origin (>90%)
ral rate to physiotherapy increased by up to four-fold in some [1-3,10,18]
case$3-9]. Reports of the number of referrals, however, var-
ied enormously (8-54/1000), with differing referral patterns
evident within and across geographical regif8jsSince the Deprivation
1990s, there has been a significant increase in physiother-
apy activity within primary care and community settings in  Deprivation and poverty are important determinants of
line with government targets and aspirati¢h8,11] Previ- health and disease, and various aspects of deprivation have
ous work in 1993 by one of the authors identified a referral been the subject of previous repd@$,22] It was feltimpor-
rate to physiotherapy of 36/10q@2]. Although this rate  tant that the issue of deprivation in all settings should be
later increased, it remained static between 1997 and 2003considered when determining the feasibility of providing
at 42/1000, a rate also supported by the results of the self-self-referral to physiotherapy.
referral pilot worl{1]. More recently, information about open
access referral rates to outpatient musculoskeletal services
was published by the Association of Chartered Physiother- A ims
apists in ManagemerjtL3]. A survey of 91 UK National
Health Service (NHS) trusts in 2001 identified widely vary- The aims of the overall study were to:
ing referral rates of between 3 and 115/1000 and a mean
rate of 28/1000. The reason for these variations was note develop and implement a number of self-referral physio-
reported. therapy services introduced in parallel to GP referral in a
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range of geographical and socio-economic settings foundhealth board region to propose practices that may be inter-

within primary care throughout Scotland; ested in being involved in a national study. They were only
e compare the referral types in these settings; included if they could provide evidence that they had had an
e compare the demographic and clinical profile of the refer- established and consistent referral rate to physiotherapy for

ral types; the previous 3years, and had the full support of their organisa-
e investigate the impact of referral types on GPs’ workloads; tion, including that of the clinical staff involved. Every effort

and was made to ensure that the practices recruited covered a
e ascertain the views of clinicians, service users and non-range of geographical settings and that a variety of depriva-

users. tion levels were included. The actual number recruited was
determined after consulting a statistician. In reality, however,
primary care services tend to be sited in populated areas,
regardless of whether they serve a rural or urban population.
In more rural areas, they may provide services to a far more
widespread and remote population.

This paper will explore rates of referral to physiotherapy
both nationally and in a range of geographical settings. It also
aims to examine if geography and/or deprivation have any
influence over the type of referral, i.e. GP or self-referral. In
response to concerns raised, the paper will aim to provide an
indication of whether or not self-referral results in increased
demand for services. Comparisons of demographic factors
and clinical profiles of the referral types are reported in an
accompanying papdB3]. The results relating to the other
aims of the study will be published at a later date.

On-site preparation

The authors provided support at each participating site
and assisted them in their general preparation for introduc-
ing self-referral. This included publicising the change to the
service within the practice population, developing patient
self-referral forms, and training staff in the data collection
process to ensure that data items were consistently under-
stood. Each site underwent an introductory ‘run-in’ period
of between 2 and 3 months to ensure that there was clarity
about all aspects of the methodology before ‘live’ data were
collected. Regular contact throughout the introductory period
and the year-long period of data collection was maintained

Twenty-nine sites (total practice population, 163608) through a variety of means including site visits, telephone
from throughout the length and breadth of Scotland were and E-mail contact.
recruited to the studyHjg. 1). Practice selection was as a
result of the authors asking lead physiotherapists in eachZimescales

Method

The original pilot methodology was replicated within the
national trial[1].

Settings

. The first site was recruited in April 2003. Due to the time
gty / } constraints associated with the preparation period, it actually

?tj}r* _",;;!.ii} | took a full year to recruit and induct all of the original 29
7 e e w:\ ‘ participating sites. The last site completed their year-long
i JOEREE T period of data collection in April 2005.
al g o -~ r k Rural O
ey d > .
_;’:,5- of . 1 & | Farticipants
‘L‘:g . A, l f_ "'_"::;"“’_"'_'7 K.'l_ Urban A . . .
}tf sl 05 s &* All patients referred to or referring themselves to physio-
kj -ﬁ:,.e‘*“* o f'f A Sari Riital therapy over a full year, after an average 2—3-month introduc-
[ e, *‘Ef 2 hes 7.'7 SLRUE g tory period, were included. The only exclusions were children
) & 1_:1_{;: ;L N’ﬁ\ under the age of 16 years and those not able to give consent. In
7 "S:?;‘i" e fiﬁ’ one of the more rural settings, itwas normal practice to deliver
“‘-’-"*f!i; | “-*9 g .‘_f:: routine ante_natal care. These patier_1t_s were excluded fro_m the
P gl ;!i e W data collection process. Each participant was sent an infor-

Fig. 1. Location of self-referral sites throughout Scotland.

mation sheet about the trial prior to their first appointment,
and provided written consent for the use of their demographic
and clinical data.

Study design

Self-referral was introduced in parallel to the established
system of GP referral to ensure that patients or GPs acting on
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their behalf were not compromised in their ability to access self-referral rate could be identified. It had been noted that,
physiotherapy. Appointment allocation was determined in some circumstances, patients did visit their GP who,
locally but it did not advantage self-referrals over GP rather than eliciting a written referral, would just suggest

referrals in terms of waiting time to physiotherapy.
Data collection: practice data

The characteristics and profile of each participating site
were collatedBox 1). DEPCAT scores were used to indicate

Box 1. Characteristics and profile data collected for

each participating practice

Physiotherapy contact name and details

Practice name and contact details

Practice population

Breakdown of males:females

Proportion of practice aged >65 years

Confirmation of open access physiotherapy provision for >3 yearg

Whether or not this is provided on-site

Number of referrals for each of the last 3 years

Proportion of patients who have an off peak travelling time
>15 minutes to get to the practice

to the patient that they should refer themselves directly.
The authors were keen to capture the extent of this under
standable practice within the national trial. Hospital consul-
tant referrals were not included. Demographic information,
age group and gender were also collated for all referrals.
At the end of the period of data collection, each of the

participating sites was questioned to establish whether or
not they considered that the introduction of patient self-

referral had led to an increase in the number of referrals they
received.

Statistical analyses

A statistician was consulted at all stages throughout the
project. The data were analysed using SPSS statistical anal-
ysis software using the non-parametric Chi-squared test for
nominal and categorical data. The level of significance was
set at 5%.

DEPCAT (Carstairs and Morris Deprivation) score
Physiotherapy referral numbers for the last 3 years

Results

the level of deprivation within each practice; these scoresare The data from 29 GP practices throughout Scotland
derived from the Carstairs score and deprivation categorieswere originally included. These represented locations from
that are the most commonly used measure of deprivation inthroughout Scotland, including an island community. Three
relation to health and disease within Scotld8d,25] The practices had to withdraw from the study due to unforeseen
Carstairs score can be collapsed and restructured into sevestaffing problems early in the period of data collection, and
deprivation categories to give the DEPCAT score, which their data were not included in the analyses.

ranges from 1 (most affluent postcode sectors) to 7 (most In terms of their geographical setting, the remaining
deprived postcode sectors). The deprivation categories were26 practices were classified into three groups. In addition
last updated using 2001 census and postcode informationto the definition used by the Scottish Executjie], the
[26,27] They are not a measure of the extent of material authors decided to introduce a further classification that
well-being or relative disadvantage experienced by individ- reflected practices located in towns with populations of
uals, but are a summary measure applied to populations3000-12 000 people that also provided a service to a more
contained within small geographical localitiga7]. Prac- widespread population for the reasons described previously.
tices were classified as being urban or rural in line with the These were classified as being semi-rural. The character-
national definitior{14], but they were also asked to indicate istics of each of the groups of practices can be found in
what proportion of their population had to travel for more Table 1

than 15 minutes (off peak) to reach the practice from their

home. This was included to provide a more detailed profile

of the practice population, particularly in more remote areas Practice characteristics and historical referral rates

where practices are commonly situated in populated areas buto physiotherapy

provide services to a wide catchment area. Referral data from

the last 3 years were collated, and the overall national referral  Forty-six percent of practices were situated within urban
rate and rates from the different geographical settings weresettlements, whilst 35% provided a service to a more semi-

calculated. rural population and 20% were defined as being rural. When
historical referral data from the previous 3 years were exam-
Patient data ined, considerable differences were found in the average

referral rate to physiotherapy per 1000 of the practice popula-

Referrals to physiotherapy during the study year were tion. The highest mean rate was experienced in the most rural
classified as either ‘self-referral’ or ‘GP referral’ and col- practices (66/1000) and the lowest rate was found in urban
lated per site. Another category, ‘GP-suggested referral’, settings (44.5/1000). The majority of urban practices (75%)

was added following the pilot work to ensure that the ‘true’ reported referral rates of <55/1000. The three urban practices
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Table 1
Practice characteristics by geographical setting
Urban practice group:(=12) Semi-rural practice group € 9) Rural practice group:(=5) P value
Practice list size
Mean 6588 6226 1843
Range 372710 11480 4167 to 10000 1191 to 2560
Referral rate per 1000
Mean 44.5 49 66
Range 23t072 21to0 149 2710 94
Gender
Male:female (%) 50:51 51:49 50:50 0.207 (NS)
Age >65 years (%)
Mean 14 17 18 0.01
Range 10to 17 14t0 19 15t0 21
Travelling time >15 minutes (%)
Mean 14 45 52
Range 31033 26 to 65 37t0 70
On-site provision (%)
Yes 84 (10) 45 (4) 40 (2)
No 17 (2) 56 (5) 60 (3)

NS, not significant. Overall national referral rate 53.5/1000 (total practice population included, 144 313). Number of practices in parentbesage Retals
may not equal 100% due to rounding errors.

with the highest referral rates (61-72/1000) had greater pro-nation, however, there were significant differences between
portions of their practice population (24—-33%) living more the location groupsR<0.001). Although a slightly greater
than 15 minutes travelling time from the practice than other proportion of patients referred themselves in rural locations
urban practices. The overall national referral rate to physio- (26%) compared with semi-rural (19%) and urban (23%)
therapy was calculated to be 53.5/1000. locations, the group that contributed most to the significant
The gender breakdown between the groups was relativelyassociation noted was the low level of GP-suggested referrals
consistent, with similar proportions in each group. This was within the semi-rural group (7%).
not the case for the proportion of people aged over 65 years. Considerably more people aged between 21 and 30 years
Greater proportions of the rural population were aged over 65 were referred or referred themselves to physiotherapy in
years (18%) compared with the semi-rural (17%) and urban urban settings (12%). This rate was more than double that
settings (14%)# =0.01). experienced in rural locations (5%) and higher than that in
The proportion of people who had to travel for more than semi-rural settings (9%)P(< 0.001). Greater proportions of
15 minutes (off peak) in a car from their home to reach the people overthe age of 65 years were referred or referred them-
practice was significantly less in urban areas (14%) comparedselves in rural locations (29%) compared with urban (22%)
with semi-rural (44%) and rural (52%) setting3<0.001). or semi-rural settings (24%).
The majority of sites provided a dedicated service housed
within the general practice (61%), rather than using a central
location that provided physiotherapy services to a number of Referrals to physiotherapy by level of deprivation
practices. However, the likelihood decreased in more rural
locations. Only 40% of rural and 45% of semi-rural sites
provided their services within practices compared with 84%
of urban practices.

A significant relationship was observed in the DEPCAT
scores ofthe geographical grouppalle 3 (P <0.001). There
were no patients from practices with a DEPCAT score of 1 or
7 in any of the groups. The majority of referrals came from
practices with DEPCAT scores of 3, 4 or 5 (>79%). The great-
Referrals to physiotherapy by geographical group est proportion of practices with a DEPCAT score of 2 were
and referral type urban practices. Proportionally more patients from practices

with DEPCAT scores of 2 and 4 referred themselves to phys-

The patrticipating sites submitted data relating to a total iotherapy than by any other mode of access, and this result
of 3120 patients. After excluding those not eligible, 3010 was not found within the other DEPCAT categories. The rela-
patients were included in the analysealgle 9. Overall, the tionship between age band and DEPCAT score proved to be
majority of referrals to physiotherapy across all sites were significant ¢ <0.001). Patients from practices with a DEP-
made by GPs (61%). The ‘true’ rate of self-referral was iden- CAT score of 2 had a higher mean age (54.5 years) than the
tified as being 22%, with a further 18% of patients referring other groups, and these practices had the greatest proportion
themselves at the suggestion of their GP. On further exami- of patients over the age of 50 years.
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Table 2
Referrals to physiotherapy by geographical setting
Urban practice group 41% Semi-rural practice group 45% Rural practice group 15% P value
(1237) (1332) (441)
Referral type
GP referrals 51% (625) 75% (985) 43% (185) <0.001
GP-suggested referrals 26% (321) 7% (83) 32% (138)
Self-referrals 23% (286) 19% (248) 26% (114)
Missing data 5 16 4
Gender
Male:female (% overall) 40:60 40:61 44:56 0.289 (NS)
GP referrals (%) 43:58 40:61 48:52
GP-suggested referrals (%) 40:60 33:68 43:57
Self-referrals (%) 36:65 41:60 38:63
Age group (years)
16 to 20 2% (18) 4% (44) 3% (10) <0.001
21t0 30 12% (142) 9% (111) 5% (20)
31to 40 16% (196) 15% (197) 12% (53)
41t0 50 21% (256) 18% (235) 20% (85)
51to 64 28% (344) 33% (423) 33% (142)
65t0 74 15% (180) 14% (180) 18% (76)
>75 8% (96) 109% (131) 12% (49)
Mean, S.D., Range 51.%16.5, 16 to 102 53.0+16.5, 16 to 102 55.5+16.0, 16 to 94
GP, general practioner; NS, not significant; S.D., standard deviation. Percentage totals may not equal 100% due to rounding errors.
Table 3
Referrals to physiotherapy by DEPCAT category
DEPCAT scores
2 3 4 5 6 P value
Geographical group
Urban 25% (307) 23% (284) 16% (190) 32% (383) 6% (73) <0.001
Semi-rural 17% (228) 14% (182) 34% (455) 35% (467) 0% (0)
Rural 0% (0) 30% (133) 59% (260) 11% (48) 0% (0)
Referral type (missing data, 25)
GP referrals 16% (281) 19.5% (348) 30% (532) 32% (571) 4% (63) <0.001
GP-suggested referrals 16% (84) 34.0% (184) 24% (130) 27% (140) 1% (4)
Self-referrals 25% (162) 10.0% (65) 37% (240) 28% (177) 1% (4)
Gender
Male:female (%) 38:63 42:58 43:57 39:61 37:63 0.193 (NS)
Age group (years)
16 to 20 2% (8) 2% (10) 3% (27) 3% (24) 3% (2) <0.001
21t0 30 8% (42) 8% (45) 12% (106) 8% (64) 7% (5)
31to 40 15% (79) 18% (107) 15% (132) 12% (104) 19% (14)
41to0 50 16% (81) 24% (141) 17% (149) 22% (187) 25% (18)
51to 64 32% (163) 32% (189) 29% (256) 32% (280) 29% (21)
65t0 74 17% (88) 10% (65) 14% (125) 17% (147) 15% (11)
>75 12% (60) 6% (36) 12% (109) 8% (69) 3% (2)

Mean, S.D., Range

54.517.0, 16 to 101 50.5+-15.0, 16to 89 52.0+-18.0, 16to 101 53.G:16.0, 16 to 94 50.5+15.0, 16 to 80

There were no patients from practices with a DEPCAT score of 1 or 7. Percentage totals may not equal 100% due to rounding errors.

Discussion

general practitioners, politicians, patients and the wider pub-
lic [28—-41] In 2003, in a YouGov poll of 2400 random
Interest in patient self-referral to physiotherapy has esca- members of the public, 89% stated that they wanted to be able
lated since 2001. In addition to a ground swell among the to access a physiotherapist within the NHS without having
physiotherapy profession, increasing levels of interest haveto visit their GP firs{42]. During the last year, the Chartered
been voiced by healthcare managers, professional bodiesSociety of Physiotherapy has been actively campaigning for
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self-referral to be a ‘real choice for primary care patients (29% versus 24% and 22%). The mean age of these patients
by 2007’ [43], and is looking to this national trial to sup- was also greater than that in the other groups (55.5 years ver-
port this stance. The concept of patient self-referral is also sus 51.5 years and 53 years). It should also be considered
supported by recent healthcare policies that have urged inno-that there may be far fewer other alternative providers avail-
vation, greater patient choice and improved access in primaryable in rural areas. This means that physiotherapists in these
care[44-47] settings may see a greater proportion of the practice popu-
The major concern voiced in relation to self-referral has lation as they may be the most or the only convenient and
been that services would be overwhelmed by patients refer-viable option. This would support the comment made by one
ring themselves. There is a distinct lack of published data such physiotherapist working in a rural setting who classified
that provide any indication as to the actual open access refer-herself as a ‘specialist generalist’, a term not encountered in
ral rates to physiotherapy that can be used to anticipateurban settings. In terms of age, it was reassuring to find that
demand on services in differing geographical settings. All contrary to concerns voiced previously, patients of all ages
that is known is that referral rates vary considerably across and from all settings chose to refer themselves. The concern
the UK [1-9]. One aim of the national trial, therefore, was that certain sectors of society, particularly older patients, may
to investigate the referral rate to physiotherapy across Scot-be constrained in their ability to access physiotherapy them-
land, and to determine whether differences in geographical selves has been disproved.
setting or deprivation influenced the rate of self-referral to ~ The overall national referral rate (53.5/1000 per annum) is
physiotherapy. considerably higher than the rate reported by the Association
The historical referral data provided by each of the partic- of Chartered Physiotherapists in Management in ZQ01.
ipating sites identified that there were distinct differences in They reported a mean national rate of just 28/1000. It
the rates of referral between the geographical groups. Theseshould be noted that the period examined in the present
data related to the previous 3 years and included GP referralsstudy spanned 2001-2004 and all sites reported referral
alone. Urban practices tended to have lower rates of referralrates in excess of that published previously. Although
to physiotherapy per 1000 of their population than practices the present data relate to Scotland, there is no reason to
in more rural settings. The highest referral rates were consis-suggest that GP referral behaviour should differ in the rest
tently reported in rural settings with one notable exception. of the UK. It should therefore be considered that the true
One of the study locations was an island community that referral rate to physiotherapy has been under-reported in the
had three separate practices, all of which were involved in past.
the national trial. Two of the practices had consistentreferral ~ The pilot study identified a self-referral rate of 23%9.
rates to physiotherapy of 75 and 94/1000 per annum. How- The only other published study of patient self-referral to phys-
ever, the referral rate of the third practice was considerably iotherapy within the UK reported a much higher referral rate
lower (27/1000 per annum). When questioned about this (37%) [2]. However, the accuracy of both of these rates is
anomaly, it was reported that the GPs from this practice questionable as some patients may have been classified as
traditionally did not refer many patients for physiotherapy. self-referrals when, in reality, they referred themselves to
Anecdotal evidence would support this position and enforce physiotherapy at the suggestion of their GP. The national trial
the fact that GP referral behaviour is the major determinant of identified that the ‘true’ self-referral rate was 22% and that
referral rates within systems of open access. GPs are knowra further 18% of patients were referred at the suggestion of
to vary in their referral rates to physiotherdfy-7]. Referral their GP.
behaviour can be influenced by where services are provided, Having established that rural areas experience greater
how easily they can be accessed, by a GP’s perception ofnumbers of referrals per 1000 of the population, it was inter-
the value and/or knowledge of physiotherapy, and other esting to see that the self-referral rate to physiotherapy in
influencing factors such as the length of NHS waiting lists these settings was also higher than the national rate (26%
and the availability of and ability of individuals to access versus 22%). The reason for this higher rate is not known,
local private practitioners. It should also be considered that although it may be due to a number of influencing factors.
patients themselves can exert pressure on GPs to refer them td he publicity strategy adopted by each setting varied. Prac-
physiotherapy. tices in urban areas that were situated near to practices that
The reason why rural settings should experience higherwere not involved had to rely on practice-based publicity,
rates of referral to physiotherapy in the absence of any inform- whereas practices in more rural settings that involved com-
ing evidence is also worthy of speculation. Itis known thatthe plete communities were able to advertise the service more
healthcare needs of rural communities are different to those ofwidely in a variety of places frequented by the local popula-
urban areagl4-17] It is also known that rural populations tion. It could be suggested, therefore, that rural communities
include a greater proportion of older people and that older may have been more aware of their ability to refer them-
people are more likely to suffer from chronic conditions, selves to physiotherapy. It should also be considered that
often of a musculoskeletal nature, i.e. conditions primarily due to the greater use of physiotherapy services generally in
seen by physiotherapigtib]. A greater proportion of patients  more rural settings, communities may be more knowledge-
aged over 65 years from rural settings accessed physiotherapyble about physiotherapy and place a greater value on its use.
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GPs in rural settings were also proportionally the highest or 5 (79%)[22]. One of the aims of the present study was
‘suggesters’ to their patients that physiotherapy may be theto examine whether there was a relationship between depri-
most viable option for their symptoms (32%). Whether this vation and self-referral. Patients from all DEPCAT groups
indicates a greater awareness or value attributed to physio-included in the study referred themselves to physiotherapy,
therapeutic appropriateness or the lack of other viable oppor-although greater proportions of patients from practices with
tunities is unknown. A totally different referral behaviour DEPCAT scores of 2 or 4 referred themselves, with similar
was observed in GPs from semi-rural settings. They were theproportions from practices with DEPCAT scores of 5 and 6.
leastlikely to ‘suggest’ to patients that they should refer them- What is most interesting about these results is the level of
selves for physiotherapy (7%). The reason for this behaviour GP referral by DEPCAT score. It would appear that the more
is unknown but one possible explanation may be that thesedeprived the patient, the more likely it was that GPs referred
GPs followed the study protocol more closely and continued them via the traditional mechanism. The concern that the self-
to complete written referrals as they were used to doing. The referral utilisation rate may be influenced by socio-economic
overall historical mean referral rate to physiotherapy in semi- circumstances needs to be investigated further given the small
rural settings of 49/1000 suggests that GPs in these settingsiumber of self-referrers from practices with DEPCAT scores
do value physiotherapy as a viable treatment option for their of 2. However, no further comments can be made about the
patients. extremes of deprivation and self-referral rates as the appro-

Only a minority (<20%) of the participating sites reported priate data were not available for analysis.
that they experienced an increase in the overall referral rate
following the introduction of self-referral, and only 8% (2)
expressed concern at the level of increase. Those experiencLimitations
ing increases had some common factors, regardless of their
geographical setting or level of deprivation. The rural prac- It should be noted that although the participating sites did
tice described previously is atypical example. Itwould appear represent a variety of geographical and socio-economic set-
that in situations where the rate of referral had traditionally tings found in Scotland and the majority of practices, no
been considerably lower than the average rates, introducingsites at the extremes of deprivation were recruited due to
self-referral did result in an increased rate of referral. It could their rarity. The implications of the results for the 14% of the
be suggested, therefore, that this may be as a result of a hispopulation that fall within these extremes must therefore be
torical underprovision of service and should not negate the questioned and examined further. This paper hasincluded dis-
value of self-referral. An informal survey of five other regions cussion points and some recommendations for services that
of Scotland that were not involved in the trial also identi- are based on the collective results. The relevance of these to
fied that all services had experienced an increase in the rateall settings must be determined locally as it is recognised that
of GP referrals to their services of between 3% and 30% physiotherapy services, the available workforce, populations
during the last 2 years. It could be posed that this is an under-and GP referral behaviour may differ considerably across the
standable consequence of current healthcare policies that areountry.
actively encouraging the development of primary-care-based
services, including physiotherapy.

The majority of the Scottish population (68%) live within  Implications for physiotherapy services
areas with DEPCAT scores of 3, 4 of{37]. This propor-
tion is not dissimilar to that found within this study (<79%). There are implications for physiotherapy services associ-
Less than 13.5% of the overall population of Scotland are ated with introducing patient self-referral. It is the authors’
reported to be living in areas with DEPCAT scores of 1 or 7, view that patient self-referral should only be introduced after
but both are represented in urban and rural setfipgy22] consideration of the possible demand on services. Although
However, very few practices in Scotland are classified as hav-the results of this trial have concluded that the introduction of
ing DEPCAT scores of 1 or 7. This is due to the fact that self-referral does not lead to an increase in the overall refer-
the communities they serve may well be more affluent or ral rate, it is possible that some services may be constrained
deprived, but as very few practices only serve the extremes,in their ability to offer such a facility due to staffing issues,
this is reflected in their composite score. available capacity and/or resourcBex 2 presents a check-

A relationship was found between the deprivation levels list to assist with this task. However, what is clear from these
experienced by the geographical groups<(Q.001). There results is that services already experiencing a demand in line
were no patients from practices with a DEPCAT score of with the national referral rate related to their geographical
either 1 (most affluent) or 7 (most deprived) within the setting, irrespective of deprivation, should not expect to see
trial. The fact that there were no patients from rural settings a significant increase. The implications in terms of resources
with a DEPCAT score of 2 or 6 makes a direct compari- should therefore be minimal. It also needs to be highlighted
son difficult. However, according to national statistics, this that an increase in the referral rate does not automatically
is representative of rural settings where greater proportionsequate to an increase in workload. Services should bear this
of the population live in areas with DEPCAT scores of 3, 4 in mind and ensure that they consider other issues thatimpact
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Box 2. Anticipated referral rate calculator

1. Calculate your present referral rate to physip-
therapy as an expression of the annual rate per
1000 of the population you serve, i.e. prac-
tice population=5000, total number of refe
rals per annum =280 (5000/1000/280). Referral
rate =56/1000.

. Classify the practice in terms of its location, i.e. use
the definitions within this paper (urban, semi-rural,
rural).

. Compare your present rate of referral with the mean
according to classification of location.

. If your referral rate per 1000 is much lower, yo
can anticipate that you will experience an increase
in the total number of referrals if you introduce self-
referral. However, if your present referral rate per
1000 is similar or exceeds that quoted, you can antic-
ipate that there will no increase in the number of
referrals.

on the overall workload, such as contact numbers, staff grade
etc., before assumptions are made.

Conclusions

The results of this national trial have identified wide vari-

ations in the referral rate to physiotherapy across Scotland.

Different rates are experienced in urban, semi-rural and rural
settings for a variety of reasons. Introducing self-referral to
physiotherapy in primary care does not seem to result in an
unacceptable increase in the rate of referrals, except in set
tings where there is a history of underprovision. Patients of
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