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What are the costs to NHS Scotland of self-referral
to physiotherapy? Results of a national trial
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Abstract9

Background Recent healthcare policies have encouraged increasing interest in the concept of patient self-referral, specifically with regard
to physiotherapy. However, what has not been known until recently is the efficacy of this mode of access within the National Health Service
(NHS), including the cost implications on which to reliably base the provision of future service models.

10

11

12

Aim To establish the costs to NHS Scotland of differing modes of access to physiotherapy in primary care.13

Design Cost-minimisation analysis, multi-centred national trial.14
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etting Twenty-six general practices throughout Scotland.
articipants Three-thousand and ten patients.
ethod Self-referral was introduced in each site in parallel with referral by a general practitioner (GP). NHS-associated cost data
ere collated over a full year by referral type, i.e. self-referral, GP-suggested and GP-referral groups. A cost-minimisation analysis
as performed and the main outcome measures were the number of GP and physiotherapy contacts, prescribing of non-steroidal anti-

nflammatory drugs and analgesics, and referral for X-ray, magnetic resonance imaging and/or secondary care. Costs were established for
004.
esults The data from 3010 patients identified significant associations between referral group and prescribing, referral for X-ray and to

econdary care, and GP and physiotherapy contacts (P < 0.001). The average cost of an episode of care was established as £66.31 for a
elf-referral, £79.50 for a GP-suggested referral and £88.99 for a GP referral. Extrapolated to identify national implications, the average cost
enefit to NHS Scotland was identified as being approximately £2 million per annum.
onclusion There are significant positive implications associated with self-referral to physiotherapy that represent added value for NHS
cotland. These implications are also of relevance to the rest of the NHS in the UK.
2006 Published by Elsevier Ltd on behalf of Chartered Society of Physiotherapy.
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Introduction31

The benefits associated with physiotherapy provided in32

primary care settings are well documented [1–4]. The concept33

of patient self-referral generally and specifically with regard34

to physiotherapy in primary care settings is strongly sup-35

ported by professional bodies and healthcare policies [5–7].36

However, what has not been known until recently is the effi-37

cacy of this mode of access within the National Health Service38

(NHS), including the cost implications on which to reliably39

base the provision of future service models.40

In an attempt to address some of these issues, a national41

multi-centred trial was conducted in Scotland between 200342

and 2005. The findings endorsed those of earlier work which43

suggested that self-referral was feasible and that offering44

patients the option of self-referral, regardless of geographical45

or socio-economic setting, was a viable proposition [8–10].46

The national trial reported that self-referral did not appear47

to result in an increase in the overall referral rate to phys-48

iotherapy, except in settings where there was a history of49

under-provision. A national mean referral rate of 53.5 per50

1000 of the population was identified and 22% were self-51

referrers. It was also reported that there were historic dif-52

ferences in the referral rates to physiotherapy experienced53

in urban, semi-rural and rural settings, but that deprivation54

appeared to have little influence. All patients were deemed to55
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with patients referred by their general practitioner (GP). It 60

was also established that in terms of outcome of physio- 61

therapy intervention as determined by both physiotherapist 62

and patient, there were no differences between the modes of 63

access (Table 1). Whilst offering self-referral did not provide 64

immediate access to physiotherapy, it did provide a point of 65

entry that removed some of the barriers and hence allowed 66

speedier access. 67

The results of the pilot study identified that there were 68

significant positive implications for the workloads of gen- 69

eral practitioners associated with self-referral, although no 70

attempt was made to attribute costs to this or other elements 71

of NHS-related expenditure [8]. As part of the subsequent 72

national trial, the authors were keen to ensure that key infor- 73

mation was collated to allow exploration of these important 74

considerations. Given that there was no difference in out- 75

come between the modes of access, the economic evaluation 76

proceeded as a cost-minimisation analysis. This paper will 77

present a comparison of the costs to NHS Scotland associ- 78

ated with patient self-referral, GP-suggested referral and GP 79

referral to physiotherapy, adopted from an NHS perspective 80

and based on costs for 2004. 81

Methods 82

83
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e appropriate for physiotherapy intervention, although dif-
erences in their profiles were identified (Table 1). Patients
ho self-referred presented with a similar range of conditions
f the same severity but in differing proportions compared

able 1
ummary of key patient profile findings by referral type category

Self-referral 22% (n = 648) GP-su

ale:female 38:62 39.5:6
aiting <2 weeks 44% 35%
edian, S.D., range (days) 19.0, ±31.4, 0 to 146 32.0, ±
ategory
Lower limb 16% 11%
Low back and neck 54% 55%

ondition severity
Mild 28% 30%
Moderate 54% 56%
Severe 18% 14%

ork absence 20% 28%
Mean, S.D., range (days) 2.5, ±10.6, 0 to 120 6.0, ±

reatment completed by 76% 69%

ontacts
Median, range 4; 1 to 22 4; 1 to

utcome
Goals achieved 67% 71%

AS
Initial mean 56.8 56.5
Initial S.D., range 23.2, 1 to 100 ±23.0
Final mean 18.5 20.0
Final S.D., range 21.7, 0 to 100 23.5, 0
AS, visual analogue scale; S.D., standard deviation; NS, not significant.
referral 18% (n = 542) GP referral 60% (n = 1795) P value

41.5:58.5 NS 0.246
36%

0 to 153 23.0, ±33.2, 0 to 235 <0.001

14% <0.001
43%

27% NS
53% 0.027
20%

28%
to 320 6.0, ±19.6, 0 to 300 0.048

72% 0.002

4; 1 to 22 <0.001

NS
65% 0.82

55.0 NS
00 ±23.6, 1 to 100 0.186

18.5
0.31422.0, 0 to 100

Twenty-six practices representing a range of geographi-
al and socio-economic settings throughout Scotland were
ecruited to the study (Fig. 1). Self-referral was introduced
n each location in parallel with the existing system of GP
PHYST 218 1–9
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Fig. 1. Location of self-referral sites throughout Scotland.

referral. Demographic and clinical data were collated for86

consenting adult patients over a 1-year period. Participating87

physiotherapists in each site were provided with training88

in all aspects of the study, including the application of89

data definitions and method of data collection, to minimise90

variation. Full details of the methodology were reported91

previously [9,10].92

Referral type categories93

It was noted after the pilot work that, in some circum-94

stances, patients did visit their GP who, rather than com-95

pleting a written referral, would just suggest to the patient96

that they should refer themselves [8]. The authors were97

keen to capture the extent of this understandable practice.98

Patients were therefore categorised as either GP referrals,99

self-referrals or ‘GP-suggested referrals’. This was to ensure100

that the ‘true’ self-referral rate could be identified.101

Main outcome measures102

Data collection103

A specifically designed data collection sheet was devised104

to record demographic and clinical information, including the105

required cost-associated data, on one side of an A4 sheet. As106

far as possible, completion of the sheet was by means of tick-107

i108

C109

s110

a111

w112

d113

t114

study centre for entry into an Access database. This approach 115

was adopted to avoid duplication and to minimise any addi- 116

tional workload for clinical staff involved in the study. Data 117

validation checks were built into the database design where 118

possible, in addition to regular validation checks of the actual 119

data sheets on a random sample basis by site. 120

Outcome of intervention 121

Outcome measures of the intervention were determined 122

by both patients and physiotherapists. Patients were asked 123

to record how severely their problem was affecting them by 124

completing a 10-cm visual analogue scale at their initial and 125

final contact; an approach recognised for measuring seman- 126

tics and for its ease of use and reliability [11]. The rationale 127

for the choice of outcome tool used by the physiotherapists 128

has been described previously [8,10]. It focuses on the extent 129

to which patients achieve the goals set for treatment in the 130

timescale predicted, and can reflect the impact of physiother- 131

apy intervention for the range of conditions encountered in 132

primary care settings. 133

NHS Scotland cost data 134

Key variables relating to cost to NHS Scotland (Box1) 135

were identified and extracted from the overall clinical dataset. 136

The specific cost associated with each of the elements was 137

a 138

b 139

t 140

a 141

t 142
U
Nng the relevant choice box associated with each data item.

arbonised pads of the data sheets were provided to each site
o that the physiotherapists only had to record the required
ssessment and discharge information once, as the data sheets
ere used as part of the integral physiotherapy record. After
ischarge, one copy was retained within the patient physio-
herapy notes and the carbon duplicate was returned to the
scertained from validated national sources, professional
odies and the Information and Statistics Division of the Scot-
ish Executive (ISD). Costs were based on the information
vailable for 2004; the year in which the majority of physio-
herapy contacts took place. Non-steroidal anti-inflammatory

Box 1: Key data relating to costs to National Health
Service (NHS) Scotland in 2004

Cost element Cost

GP appointment costs
per appointment [23]

Average cost = £18

Physiotherapy costs per
contact [24,25]

Senior 1, mid point, £26 340 (40-week
service, plus NHS employers costs @
24% and overheads @ 12%, first
contact = 30 minutes, subsequent
contacts = 20 minutes). Average
cost = £9.10

Magnetic resonance
imaging: cost per item
[26]

£152.35

X-ray: cost per item [26] £54.50
NSAIDs: average cost

per item [12]
£10.39

Analgesia: average cost
per item [12]

£7.50

Referral to secondary
care: cost per
outpatient referral [16]

£82

GP, general practitioner; NSAIDs, non-steroidal anti-
inflammatory drugs.
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drugs (NSAIDs) and analgesic drugs were specifically iden-143

tified as they are the most commonly prescribed drugs for144

musculoskeletal conditions [12], although information relat-145

ing to other drugs prescribed for physiotherapy-related con-146

ditions was also collated. There are national tariffs for each147

of the major drug groups, including NSAIDs and analgesics,148

calculated annually by the ISD and these were used in this149

analysis.150

GP workload data151

The GP workload associated with each of the referral type152

categories was ascertained by comparing the number of GP153

appointments that were directly related to the physiotherapy154

condition over a 6-month period (3 months prior to and 3155

months after physiotherapy intervention); a time scale pre-156

viously identified as capturing the required data in 98% of157

cases [8]. Collation of this information involved examina-158

tion of patients’ medical records and manual recording of159

the total number of related GP appointments for each time160

period by physiotherapists. This information was returned to161

the study centre on a specifically designed proforma. As the162

proportion of GP workload associated with each referral type163

remained constant during the initial 6 months, it was judged164

that it was only necessary to collate the workload data asso-165

ciated with the first 8 months of the study year. This avoided166

postponing the analysis until 3 months after the physiother-167

a168
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l172
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w177
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s180
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C182
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a184

[185

s186
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A188
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f190

m191

a192

e193

c194

t

Statistical analyses 195

A statistician was consulted at all stages throughout the 196

project. The views of a health economist were also provided to 197

assure the validity of the approach adopted and the methodol- 198

ogy used. Demographic and clinical data were entered into an 199

Access database before being analysed using SPSS (Version 200

10.1). Data were subjected to non-parametric testing with the 201

level of significance set at 5%. Relationships between the cat- 202

egorical variables were assessed using χ2-tests. The average 203

contact time variables were analysed across groups using the 204

Kruskal–Wallis test and, where appropriate, post hoc tests 205

with Bonferroni correction factors. 206

Results 207

Cost data from 26 GP practices and 3010 patients were 208

collated and analysed. The GP workload analysis was under- 209

taken on data relating to the first 8 months of the study year. 210

This included 1770 patients after excluding those who had left 211

the practice, died or whose notes were unavailable (n = 52). 212

This subset represented 60% of all patients (60.9% GP refer- 213

rals, 17.3% GP-suggested referrals and 21.8% self-referrals). 214

Referrals for or to additional NHS services 215

216

r 217

w 218

e 219

l 220

o 221

1 222
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py intervention of the last patients included in the year-long
ata collection period.

P and physiotherapy costs
The costs associated with each GP appointment are estab-

ished annually by UK Department of Health organisations
nd are made widely available through a variety of sources in
he public domain. The calculation includes the consideration
f GP salary costs and overheads provided over 40 weeks per
ear. The cost associated with each GP appointment in 2004
as established. In contrast, there were no nationally pub-

ished rates for an outpatient physiotherapy contact, so the
uthors had to undertake this calculation based on average
alary costs for 2004, using the same approach as that used
o calculate GP appointment costs.

ost-minimisation analysis
Economic evaluations of healthcare interventions or

pproaches can be undertaken using a number of methods
13]. In cases where it has been established that there is no
tatistical difference in the outcome, the method of choice
s cost-minimisation analysis which focuses on costs alone.
s it had already been established that, in terms of patient-

nd physiotherapist-determined outcome, there were no dif-
erences between each of the referral type categories, cost-
inimisation analysis was identified as the most appropriate

pproach. Summary statistics were produced for each cost
lement (mean, median and standard deviation), and the mean
ost was multiplied by the number of referrals per referral
ype category.
PHYST 218 1–9

Table 1 shows that the majority of patients were not
eferred for or to additional NHS services, although there
ere significant differences between the referral type cat-

gories (P < 0.001). Self-referring patients were much less
ikely to be referred for X-ray (7.3% versus 13.6%) or to sec-
ndary care than patients referred by their GP (3.1% versus
.4%).

rescribing of NSAIDs and analgesics

Significant differences were found in the level of pre-
cribing of NSAIDs and analgesics (P < 0.0001) (Table 2).
elf-referring patients were prescribed far fewer drugs com-
ared with patients referred at the suggestion of or by
heir GP (32.2%, 42.7% and 44.1%, respectively). Although
imilar proportions were only prescribed NSAIDs, fewer
elf-referring patients were prescribed analgesics compared
ith patients referred at the suggestion of or by their GP

9.7%, 13.5% and 15.8%, respectively), or both NSAIDs and
nalgesia (9.7%, 14.8% and 15.6%, respectively). A small
roportion (<0.4%) were prescribed ‘other’ drugs for their
hysiotherapy-related condition, the majority of whom were
rescribed amitriptyline which can be used for the manage-
ent of neurogenic pain in musculoskeletal conditions.

mpact on GP workload

There was a significant association between referral type
nd the number of GP appointments (Table 3) (P < 0.001).
nly 18% of self-referring patients visited their GP on more
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Table 2
Referrals for and to additional National Health Service Scotland services by referral type

Self-referral group
22% (n = 648)

GP-suggested group
18% (n = 542)

GP-referral group
60% (n = 1795)

Total*

No additional referral (%) 90.3 (578) 88.3 (477) 82.3 (1462) 85.1 (2518)
Magnetic resonance imaging (%) 0.9 (6) 0.9 (5) 1.0 (17) 0.9 (281)
X-ray (%) 7.3 (47) 9.4 (51) 13.6 (242) 11.5 (340)
Secondary care (%) 1.4 (9) 1.3 (7) 3.1 (55) 2.4 (71)

Totals (%) 100 (640) 100 (540) 100 (1776) 100 (2956)

GP, general practitioner. Missing data 1.8% (n = 54).
* P < 0.001.

Table 3
Level of prescribing of non-steroidal anti-inflammatory drugs (NSAIDs), analgesia and other physiotherapy condition-related drugs by referral type

Self-referral group
22% (n = 648)

GP-suggested group
18% (n = 542)

GP-referral group
60% (n = 1795)

Total*

No prescription (%) 67.8 (432) 57.3 (309) 55.9 (992) 58.7 (1733)
NSAIDs (%) 12.4 (79) 13.9 (75) 12.3 (219) 12.6 (373)
Analgesia (%) 9.7 (62) 13.5 (73) 15.8 (281) 14.1 (416)
NSAIDs and analgesia (%) 9.7 (62) 14.8 (80) 15.6 (276) 14.2 (418)
Other drugs (%) 0.3 (2) 0.4 (2) 0.3 (6) 0.3 (10)

Totals (%) 100 (637) 100 (539) 100 (1774) 100 (2950)

GP, general practitioner. Missing data 2.0% (n = 60).
* P < 0.001.

than one occasion, compared with 38% and 39% of patients242

referred at the suggestion of or by their GP, respectively243

(Fig. 2).244

Cost per episode of physiotherapy care by referral type245

The individual cost-associated elements and the total cost246

for each episode of physiotherapy care per referral type cate-247

gory are presented in Table 4. The total cost was calculated by248

applying the costing data (Box 1) to the proportions included249

within Tables 2 and 3 and the identified mean number of GP250

and physiotherapy contacts. It clearly shows a lower average251

cost per episode for self-referring patients compared with252

patients referred at the suggestion of or by their GP (£66.31,253

£79.50 and £89.99, respectively).254

F

What does this mean for practices and NHS Scotland? 255

In an attempt to quantify what these costs could mean 256

in terms of both individual practices and for NHS Scotland 257

per annum, the average cost for each referral type has been 258

applied to referral rates found nationally per geographical set- 259

ting and in the proportions experienced. This calculation has 260

also been applied to national population statistics [14] to pro- 261

vide an indication of the average cost implications for NHS 262

Scotland (Table 5). The figures clearly show that in a ‘mixed 263

economy’, i.e. one where self-referral is available in paral- 264

lel with GP referral, there are lower costs to NHS Scotland 265

regardless of the geographical setting of practices. The over- 266

all average cost to NHS Scotland identified considerable cost 267

benefits associated with self-referral calculated to be nearly 268

£2 million. 269

Discussion 270

Summary of main findings 271

This national trial identified that there are significant cost 272

implications for NHS Scotland associated with self-referral 273

to physiotherapy that could be as much as £2 million per 274

annum. The cost-minimisation analysis identified that self- 275

r 276

t 277

p 278

a 279

280

s 281
U
N

ig. 2. Total general practitioner (GP) appointments by referral group type.
PHYST 218 1–9

eferral incurred lower costs overall and that the major factors
hat contributed to this difference related to GP workload, the
rescribing of analgesics and NSAIDs, and referral for X-ray
nd to secondary care.

Although the overall proportion of patients referred to
econdary care was less than 2.4%, patients referred by
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Table 4
Average costs to National Health Service Scotland per episode of physiotherapy care by referral type in 2004

Self-referral group
22% (n = 648)

GP-suggested group
18% (n = 542)

GP-referral group
60% (n = 1795)

GP appointments
Mean 0.82 1.70 1.71
Range 0 to 9 1 to 10 1 to 9
S.D. 1.27 1.24 1.21
Average cost per episode (£) 14.82 30.60 30.82

Mean physiotherapy contact
Numbers per episode 4.6 (1.7 hours) 4 (1.5 hours) 4.6 (1.7 hours)
Range 1 to 22 1 to 20 1 to 22
Average cost per episode (£) 41.86 36.20 41.86

Magnetic resonance imaging
Average cost per episode (£) 1.43 1.41 1.46

X-ray
Average cost per episode (£) 4.00 5.15 7.43

Prescribed NSAIDs
Average cost per episode (£) 2.26 2.97 2.86

Prescribed analgesia
Average cost per episode (£) 0.81 2.12 2.32

Referral to secondary care
Average cost per episode (£) 1.13 1.05 2.24
Total average cost per episode (£) 66.31 79.50 88.99

GP, general practitioner; S.D., standard deviation; NS, not significant; NSAIDs, non-steroidal anti-inflammatory drugs.

Table 5
Costed examples by geographical setting of practice and mode of referral, and costs to National Health Service (NHS) Scotland and mode of referral

All practices fictitious use of practice population
for demonstration purposes only

Total average annual NHS cost
in practice with GP referral to
physiotherapy only

Total average annual NHS cost in practice
with self- and GP-referral to physiotherapy:
the ‘mixed economy’ option

Average annual cost
difference per mode

An urban practice pp 8000 patients
356 referrals per annum 356 GP referrals × £88.99 per

episode of care
22% Self-referrals 78 × £66.31, 18%
GP-suggested referrals 64 × £79.50, 60%
GP referrals 214 × £88.99

Average national referral rate 44.5/100011 Total cost = £31680.44 Total cost = £29304.04 £2376.40

A semi-rural practice pp 8000 patients
393 referrals per annum 393 GP referrals × £88.99 per

episode of care
22% Self-referrals 86.5 × £66.31, 18%
GP-suggested referrals 71 × £79.50, 60%
GP referrals 235.5 × £88.99

Average national referral rate 49/100011 Total cost = £34973.07 Total cost = £32337.45 £2635.62

A rural practice pp 8000 patients
528 referral per annum 528 GP referrals £88.99 per

episode of care
22% self-referrals 116 × £66.31, 18%
GP-suggested referrals 95 × £79.50, 60%
GP referrals 317 × £88.99

Average national referral rate 66/100011 Total cost = £46986.72 Total cost = £43454.29 £3532.43

NHS Scotland: average costs Total cost to NHS Scotland
of a system of GP referral to
physiotherapy

Total cost to NHS Scotland of a system of
self- and GP-referral to physiotherapy

Based on national average
referral rate of 53.5/1000 and
population of 507840020

Cost per episode
270988 × £88.99

22% Self-referrals 59617 × £66.31, 18%
GP-suggested referrals 48778 × £79.50,
60% GP referrals 162593 × £88.99

Total number of primary care
referrals to physiotherapy in
Scotland per annum 270988

Total average cost to NHS
Scotland = £24115222.12

Total average cost to NHS
Scotland = £22300205.34

£1815016.77

GP, general practitioner. Based on 2004 costs.
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their GP experienced over twice the referral rate compared282

with the other referral type categories (3.1% versus 1.3%283

and 1.4%), despite there being no difference between the284

categories with regard to the severity of the condition. An285

examination of the reasons given for these referrals identi-286

fied that the majority of patients were referred for specialist287

orthopaedic opinion for non-resolving symptoms. Interest-288

ingly, a few patients were identified as being referred specifi-289

cally for corticosteroid injection, a procedure that many GPs290

and now physiotherapists perform routinely in primary care.291

This may have been due to the fact that neither GP nor phys-292

iotherapist were accomplished in this procedure, but does293

support the case for having local access to a competent prac-294

titioner on a cost basis alone. The estimated cost in 2004 of a295

physiotherapist or a GP administering a corticosteroid injec-296

tion (triamcinolone acetonide or triamcinolone hexacetonide297

20 mg/mL and one physiotherapy contact [15]) was calcu-298

lated to be approximately £25 or £35, respectively; a much299

lesser cost than the £82 attributed to a specialist secondary300

referral.301

Strengths and limitations of this study302

This trial was concerned with identifying the average costs303

to NHS Scotland associated with different referral type cate-304

gories using an approach appropriate for the purpose. How-305
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contacts) [10]. It was reported anecdotally by many sites that 333

self-referring patients attended more reliably than patients 334

referred by their GP, i.e. had lower levels of non-attendance 335

throughout the course of their episode of care despite present- 336

ing with similar conditions of a similar severity. Although 337

not quantified, it is fair to say that this would have resulted 338

in a more efficient use of physiotherapy time with fewer 339

‘wasted’ physiotherapy appointments. A greater proportion 340

of self-referring patients also completed their full course of 341

treatment, particularly when compared with patients referred 342

at the suggestion of their GP (76% versus 69%) [10]. It 343

must be considered that the combined effect of these two 344

issues may well have an influence on the financial difference 345

between these groups; a cost that the authors were unable to 346

fully reflect. Guidance on undertaking this has been published 347

previously [10]. Although self-referral does not seem to result 348

in an unacceptable increase in the referral rate, this premise 349

is based on national referral rates. Historical under-provision 350

will undoubtedly have cost and demand implications for ser- 351

vices. 352

The information provided in Table 5 was developed for 353

demonstration purposes only; it is based on a set of assump- 354

tions and must be read as such. The calculations were mod- 355

elled on average 2004 data derived from validated sources 356

and nationally identified referral rates to physiotherapy [9]. 357

The costs for the ‘mixed economy’ option are based on a self- 358
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ver, it must be recognised that other cost considerations were
ot considered.

osts to patients

The direct costs to patients themselves were not con-
idered. It would be reasonable to surmise that as self-
eferrers utilised fewer GP appointments on average (0.82
ersus 1.70 and 1.71), they may have incurred lesser costs
n travelling to the practice, taking time off work, etc. The
osts associated with employment were also not included,
lthough the authors previously reported that self-referrers
ere absent from work in lower proportions (19.5% ver-

us 27.5%) and for less than half of the time of those
eferred by their GP (P = 0.048) [10]. Although not quan-
ified in terms of cost, this result must have implications for
atients as well as employers and the Work and Pensions
gency.
The costs associated with analgesics and NSAIDs were

dentified, but these only related to prescribed drugs. Pre-
cription drugs also currently incur a cost to the patient of
6.50, but 92% of drugs are prescribed at no cost to the patient
n Scotland [16]. No attempt was made to quantify the costs
ncurred by patients when buying ‘over-the-counter’ drugs
or physiotherapy-related conditions.

hysiotherapy service costs
One element of the cost attributed to the physiotherapy

orkload component was based on the mean number of con-
acts experienced by each of the referral groups (i.e. four
PHYST 218 1–9

eferral rate of 22%, a GP-suggested referral rate of 18% and a
P-referral rate of 60%. However, it must be emphasised that

hese are average costs and that future costs cannot be pre-
icted, particularly if the overall referral rate to physiotherapy
ere to rise. Worldwide, there is a paucity of evidence that

nforms this consideration meaningfully, but the only avail-
ble data seem to suggest that there is no cause for alarm.
cknowledging the differences and therefore the direct appli-

ability of findings from other global healthcare systems, a
onsistent rate of self-referral to physiotherapy of less than
0% has been experienced in both the USA and Australia for
number of years [17–19].

Although every effort was made to ensure its completeness
nd validity, this study relied on data supplied by numerous
ndividuals, which, in itself, represents an increased vul-
erability. It also has to be considered that although every
ffort was made to ensure that the approach adopted in each
ite was consistent, local variations in traditional physio-
herapy and GP practice and culture may have influenced
he results. These results represent the experience of intro-
ucing self-referral in a number and variety of settings in
cotland and therefore have direct relevance to the rest of

he UK.

omparison with existing literature

No published evidence could be found that relates to a con-
ideration of the costs associated with patient self-referral to
hysiotherapy, with the exception of the GP workload analy-
is undertaken during the pilot work reported previously [8].
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Impact on GP workload386

The implications for GP workload demonstrated within387

this trial are similar to those found within the pilot work388

[8]. At that time, it was reported that patient self-referral to389

physiotherapy had a significant impact on GP workload, with390

these patients utilising, on average, 8 minutes less of a GP’s391

time compared with patients referred by their GP (11 minutes392

versus 3 minutes; P < 0.001). Similarly, the national trial iden-393

tified that self-referring patients were utilising less GP time394

(8 minutes versus 17 minutes; P < 0.001). Based on the self-395

referral rate experienced nationally (22%), 97.2 hours of GP396

time were saved throughout the study period. Extrapolated397

further to gain a national picture, this could account for398

8739.3 hours or 400 weeks of GP appointment time each year399

(calculation based on 20 hours of direct patient consultation400

time per whole-time GP per week).401

The fact that patients who referred themselves were less402

likely to be referred for X-ray or to secondary care than those403

referred by their GP (P < 0.001) is consistent with physio-404

therapy practice identified by others [20,21]. These authors405

describe the evaluation of various aspects of physiotherapy406

management of orthopaedic/musculoskeletal referrals but in407

acute settings. Both identified that in comparison with sub-408

consultant grade doctors, physiotherapists were less likely to409

order X-rays or refer patients for surgery, and, in comparison410
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these concerns. Physiotherapists are extending the bound- 439

aries of their professional practice and assuming responsibil- 440

ity for ordering and interpreting investigations, prescribing 441

and issuing sickness certification, and listing for surgery 442

[22]. Until quite recently, these extended roles have tended 443

to be sited within secondary care settings. With an increasing 444

emphasis on the development of primary care, the extended 445

roles of physiotherapists are increasingly emerging in these 446

settings. As self-referral to physiotherapy and role extension 447

become more widespread, it will be vital to continue to eval- 448

uate its impact from various perspectives including the costs 449

and any associated benefits. 450

Conclusions 451

On the basis of the cost-minimisation analyses undertaken, 452

this multi-centred national trial identified that there are sig- 453

nificant positive implications for NHS Scotland. Providing 454

patients with choice and widening access to interventions in 455

primary care that aim to prevent, manage or improve their 456

wellbeing are at the heart of modern healthcare delivery 457

throughout the UK. The authors are confident that the find- 458

ings of this trial are wholly in keeping with these aspirations 459

and represent added value for NHS Scotland. 460
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ith consultant surgeons, physiotherapists had similar rates
f appropriate referral. However, the direct applicability of
hese findings has to be questioned. More recently, there has
een increasing emphasis on developing the skills and scope
f practice of physiotherapists working in primary care set-
ings. However, it should be realised that this is not universal
ractice and the majority of those working in these settings
re not able to refer patients directly for investigations or
o secondary care. These referrals have to be made by the
atient’s GP. Often, if the physiotherapist feels that further
nvestigation or referral is required, this is intimated to the
atient’s GP who initiates the process, usually after seeing
he patient. Although not directly comparable, the similarity
f the findings may actually support the premise that physio-
herapists, regardless of setting, are less likely to refer patients
or X-ray or for specialist medical opinion, either directly or
ndirectly, than many doctors, including GPs, especially as
o difference in the severity of condition was found between
he groups within this work.

mplications for future research and future practice

This work represents the first attempt to examine the cost
mplications to NHS Scotland of self-referral to physiother-
py. Self-referral has not been introduced earlier within NHS
ervices due to a concern that services would be unable to
ope with an overwhelming demand. In terms of physio-
herapy service costs, the authors strongly advocate that the
urrent level of provision should be established prior to intro-
ucing self-referral. The findings of this national trial refute
PHYST 218 1–9
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