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Current reorganisation requires District Health Authorities
(DHAs) to review their need for posts at District level. An
explicit and generally acceptable understanding of the
nature of the work and Its level is necessary if physio-
therapists are to put a convincing case for retaining or cre-
ating such posts. This paper reports and discusses some
recent research findings about the District Physio-
therapist role.

The Problem

CONVENTIONAL wisdom currently describes the District
Physiotherapist as responsible for the development of
comprehensive services for the population of a Health
District (HD). In terms of the theory of levels of work being
used In our research, this model® describes work at
stratum [V (Kinston, 6vretveit and Teager, 1981). The
definition below was tentatively reported during the initial
phase of CSP-HSORU research (Kinston and @vretveit,
1880).

Early HSORU research (Toliiday and Jaques, 1878) had
recognised the possibility of stratum IV work but left most
detalls open and questioned its feasibility on a national
scale. The series of research conferences recently heid at
Brunel University together with discussions with indi-
viduals over the past year now lead us to offer a new model
of the role of District Physiotherapist.

We have been confronted with problems which must be
dealt with if physiotherapy organisation is to make sense.
These include the following:

* A modet is a simplified representation of some aspect of reality.
Modeis may take various forms, for exampie pictorial, mathe-
matical or verbal. A model bulit of words may be referred ©
variously as a definition, description or formulation. Much of
HSORU's work consists of building such modeis of observed
reality and testing them In practice.
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® Different District Physiotherapists have described their
work to us In quite different ways. They seem to be work-
ing on a variety of leveis. Each, however, regards his role
undoubtedly and truly as that of ‘District Physlo-
therapist'. The first problem, therefore, is that the term
‘District Physiotherapist seems to carry ditferent
meanings and expectations within the profession. This can
lead to confusion and even ill-feeling.

®In some HDs there is both a District Remedial Gymnast
and District Physiotherapist. it is difficult to believe that the
population can need two comprehensive services which
have so much overiap. The problem here is one of credi-
bility. is either District role real? Is the District role a
poiitical gambit to increass the prestige of the remedial
professions? Is this the District Management Team's
(DMT) way of diluting responsibility to stop high-level work
being done?

@ Some DMTs seem unwilling to recommend or aliow the
provision of a comprehensive population service, but still
seem keen 1o have someone 10 ‘run the services of the
District’. Such a person is, not unnaturally, known as a
District Physiotherapist. f such a role and title make
sense, then the model describing the work as level IV must
be incorrect.

@ In some HDs, a District Physiotherapist post at stratum
IV would consume a quite disproportionate amount of the
total resources available for physiotherapy. Does this
mean a District role is not needed in some Districta? It
there is a person in post, she finds herself doing a con-
siderable amount of routine or emergency clinical work
and Is pre-occupied with the shortage of staff. Does this
make sense? Is the District Physiotherapist just another
clinican? Why are some DMTs concerned about employ-
ing a physiotherapist who is not clinically active?
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A usetul model of the role must deal with the findings
listed above. It should clear up misunderstandings, both
within the profession and outside It, so the people in-
volved can not only answer the question 'What is the role?’
but also ‘Why do we need It here?'. Defining the role as
comprehensive service provision does not seem to do this.
One solution would be to assume that the stratum IV
model is right and therefore that DMTs, remedial
gymnasts and many physiotherapists are wrong in their
conception of the role. As these latter groups are unlikely
to agree to this, the model ends up not matching real life.
People may continue to operate on the basis of such a
deficlent model, but this tends to produce difficuities,
which in the NHS typically manitest themselves as power
struggles and misunderstandings.

The solution adopted in the HSORU research approach
and to be used here is that defining the role only as
comprehensive service provision is wrong. It is wrong be-
cause it does not accurately model reallty. We will offer a
definition which takes account of the questions raised
above, mesting both political and professional criteria of
acceptability.

The Work of the District Physiotherapist

Physiotherapists at the research conferences de-
scribed their work In a variety of ways. These descriptions
were rarely useful in determining organisational struc-
tures. Before we offer our formulation of the model, we will
indicate varicus other types of formulation and why they
are ungsatisfactory.

‘The work is attending committees, visiting all units, etc’.
This Is unsatisfactory because it is simply a list of observ-
able behaviours, not work. Work Implles the pursult of
goals and if these could be achieved with completely
different activities then the work (whatever It is) would be
regarded as done.

‘The work is advising the DMT, providing in-service train-
ing, counselling junior physiotherapists, etc’. Such a list of
tasks Is preferable to a list of activities but it is less satis-
factory than a list of responsibliiities because it glosses
over the option of delegation. if deputies were assigned
these tasks, would it mean that the District Physlo-
therapist did no work? Or would it mean that there were
really two or more District Physiotherapists?

‘The work Is identifying needs, planning, priority-getting,
efc’. This is true but unsatisfactory because it is necessary
to plan and set priorities for all work at all levels (see
Suggestions for Discussion). In this sense, all physlo-
therapists are managers or organisers. The crucial differ-
ences among District Physiotherapist posts within the NHS
Is found in the scale, complexity and implications of the
work required.

‘The work is being responsible for the provision of physio-
therapy services’. This definition Is confusing because the
Health Authority and the Secretary of State are also said to
be responsible for the provision of services. Emphasising
direct executive or professional responsibility is also
unsatistactory because it would seem to imply that the
clinical output of practitioners, patlent care, is the
responsibliity of the District Physiotherapist. This poten-
tially violates the principle of clinical autonomy towards
which the profession, or at least a8 major segment of it, is
striving.

‘The work Is management of physiotherapists, responsi-
bility for a budget, etc’. Authority relations and budgets do
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not describe work. They are the methods or tools through
which work can get done. Once the work is determined
there may be a variety of ways of doing it; some tools may
be essential, others may be optional, and others, retained
perhaps thoughtlessly or for the sake of tradition or pres-
tige, may interfere with the work.

‘The work is what you meke jt’. This ignores the social
reality that all work must take place within limits. The role
description we are seeking is a description of the limits. A
model which denies the existence of limits or the reality of
social accountability is unsatisfactory.

Work to be Done

Since ‘needs’ are not unquestionable realities, but
matters of social definition, the issue of whether a District
Physiotherapist role is needed is inevitably a political
issue. It sometimes appears that the problem can be easily
solved by decisions at the national level, but this is rarely
so because national formulae are often designed to be
politically comfortable. The probiem bites locally where
the formula has to be applied in a particular District with
particular physiotherapists already In post.

Each local post is instituted formally by the DHA on the
advice of the DMT. In practice, decisions are iikely to be a
result of a complex process of accommodation involving
the physiotherapists in the District, key doctors, associ-
ated professional groups, administrators and possibly
others,

Negotiation and resolution will be aided by a clear state-
ment of the work to be done, the consequences of ignor-
ing this work and the necessary tools for the work; and this
varies from District to District. .

The New Formulation

We sought to define a few key features of the Dlistrict
Physiotherapist role which make the most sense to all con-
cerned. These are as follows: There is a generally felt need
for someone fo create and maintain an overview of the
whole physiotherapy system within a District The prime
purpose of the work is fo deal with fragmentation of
services, and the post-holder is primarily fesponslble for
integrative and co-ordinative activities.

Partridge and Warren (1977) have observed that the
weakest points In physiotherapy services are llkely to be
the interactions between the parts (hospital, community
and domicillary services), and the inter-relations between
the physiotherapy system and the other heaith and social
systems. There seems to be lithe doubt that this holds true
even In the smallest District with the most primitive
services and no plans for significant developments. In
such Districts, a variety of administrative responsibilities is
scattered among administrators and doctors and, in the
absence of a designated physiotherapist, rarely pulled
together. In the largest Districts with the most developed
and developing services and complex large scale admini-
strative and educationa! activities, the need for a
systematic overview and control holds all the more. The
work content and activities in the smallest and largest
Districts will be different but let us now pursue the
similarity in the responsibilities.

According to the model which has emerged from our
work with physiotherapists, the core role of the District
Physiotherapist in all Districts should be:
® To serve as a means for the DMT and others to
communicate to physiotherapists as a group
® To serve as a focus for physiotherapists in admini-
strative, service or educational matters of potentia! District
relevance
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.O To evaluate activities and bring about necessary

changes in the service as a whole

® To co-ordinate and rationalise available resources
within the District

@ To provide advice to the DMT

® To deal with District crises in physlotherapy

® To ensure cohesion and enhance morale among
physiotherapists in the District — to provide leadership.

Level of Work of the District: Physiotherapist

Although the core work of the District Physlotherapist is
similar in principle in all Districts, there are important
differences between Districts. These differences can be
attributed to variation in the leve! of work at which the Dig-
trict Physiotherapist is working. Our model requires an
additional explicit statement of the different leveis of work
to be undertaken and allows this to be flexibly adjusted.

The next key issue, therefore, is how the leve! of work is
to be decided. it is common practice to avoid the issue by
tying pay grades, supposedly reflecting level of work, to
population sizes and number of subordinates. Such rules
of thumb can be extremely misieading. They avoid the
variety of factors that affect level of work, in particular the
desires of the Authority who is paying for the work, and the
needs of the physiotherapists within the District. To deal
with this problem we will use the work stratum model
outiined in an earlier paper (Kinston, Qvretveit and Teager,
1981).

Assignation of Level of Work to District Posts

If the core work is to be done and the District Physio-
therapist is 10 be heid accountable for it, then she must
have some eaxplicit authority over the other physio-
therapists and an appreciation of their work and problems.
Her decisions will not be recognised as binding unless
both conditions hold. This suggests a method of deter-
mining the minimum level of work appropriate for the role:
It must be at least in the stratum of the most senior exist-
ing role, but one grade higher. It can, of course, be one or
two strata above. The difference in work level baetween the
District role and other therapist roles will determine
whether the requisite authority reiation Is managerial or
co-ordinating (DHSS, 1878). )

Using this principie of requisite authority, we can
consider three hypothetical Districts where the DMT Is
considering whom to appoint and at what levei to assign
the post. This is, of course, rarely done explicitly but we
believe some similar process often occurs. We wiil ignore,
for the moment, the way that salaries are pegged.

District A has 11 tull-ime equivalent (FTE) physio-
therapists and three helpers. Only three posts are full-
time, two Senior Is and & Senior Ii. All of these are in the
two small hospitals.

it this District appointed a typical Superintendent IV
working at upper stratum Il she could do useful core
District Physiotherapy work. She would carry a service
commitment and do quite a lot of direct clinical work. She
would be regarded as a leader, heiper and Instrument of
change because of her access to the key doctors, admini-
strators, personne! department and so on. She would have
no mora than a cash float and probably could mave people
only to cover on a rota basis or in a crisis. She would not
be responsible for anticipating changing work fiows but
would provide advice when these were evident. We found
in one such District that as posts became vacant they
would revert to the DMT's central resource pool.
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It, however, the post were held by a stratum Iii physio-
therapist (possibly a typical Superintendent )l) she would
find the Inability to plan services Irksome. Her presence
would be advantageous to physiotherapists there in that
she would focus more on District issues rather than local
crises; consider the statf as & whole rathar than as a colliec-
tion of indlviduals; and could put a stronger case for any
needed changes to the DMT and others. Nevertheless, she
might feel she was not really doing anything useful. If her
fight for more responsibility were fruitiess, she might leave
or settle down, somewhat frustratedly or apathetically, to
do mostly clinical work. if she were successtful, she would
produce continuing improvements, A stratum IV physio-
therapist would not apply for a post In this District unless
the DMT were datermined to upgrade the services sub-
stantially.

District B containg a large District General HospHal, other
small hospitals and employs 25 FTE physiotherapists and
oight helpers. Of the 40 physiotherapists, 18 work in the
OGH where there is a Superintendent li. There are two
other superintendents.

A stratum |l physlotherapist would not apply for this Dis-
trict post. She might be considered too ‘junior’ and might
be found to be of little use to superintendents working in
the District.

A top stratum Il physiotherapist (possibly a good
Superintendent 1) could hold the post. She would want to
operate where the bulk of the staff were and would
probably station herself in the DGH but delegate the
running of the hospital to a superintendent. She would use
her focus on the District as a whole to develop and main-
tain systems providing educational and clinical services.
Particular problems would be identified and put into the
context of her general experience of the service enabling
her to issue District-wide guide lines or policy. To do this,
she would need to have control over posts, to fill vacan-
cles and deploy staff and thus to reorganise the District.
She would expect to appoint staff, plan Induction and in-
service training programmes, negotiate the conditions of
work and develop counselling, discipline, grievance and
dismissal procedures. Her Influence and leadership style
would depend crucially on how many others in the District
ware working at stratum [Il and therefore iess amenable to
her control. Her planning would tend to be incremental —
‘We need more here and here and here' — and to be
reactive to the expectations of various groups — The
CSP/DHSS/DMT/my staff expect such and such’'.

A stratum IV physiotherapist in post would produce
rapid improvement and rationalisation and have fewer
problems with stratum il capagity physiotherapists. She
might prefer to ‘float’ rather than to be based In the DGH.
Howaever, it the DMT were keaping her to a short time-
scale, she might find the work unchallenging or frustrating.

District C refiects the more complex Districts, usually large
teaching Districts with many medical students. There
might be 60-100 FTE stafi, mostly tull-ime, and several
Superintendent Is, lis and llis in the various large and
small hospitals and health centres.

it Is uniikely that a stratum lIl physiotherapist would be
an appropriate candidate for this District post. From the
superintendents’ point of view, a candidate at least at
stratum IV is essential; and since they fear that a District
Physiotherapist may do nothing but reduce their own fiexi-
bility, they may oppose appointment. The DMT might
decide to accept the views of the superintendents and
settle for a fragmented service of high but uneven quality.
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The District Physiotherapist working at stratum IV would
be 80 occupied in negotiations, planning, administration
and the long-term provision and maintenance of the
context of care that she would be unllkely to spend any
time in direct clinical work. Occasional clinical activity
might be possible but routine clinical work would be an
inappropriate use of time. The clinical responsibility at
District level Is to provide and ensure a continuing
satisfactory environment within which clinical practice can
be carried out effectively and eftictently by others.

Some detachment Is necessary for this, so control over
what was occurring in the hospitals and community on a
day-to-day basis would be mainly indirect, delegated to
other physiotherapists. Doctors in the hospitals would

sense a source of power affecting their work but out of
" their daily reach and pressure for some counterbalancing
structure, such as a major users group, will grow.

Turnover of staff and the variety of posts is such that It Is
posasible to plan stat! development to meet long-term Dis-
trict needs. The awareness of such a centralised long-term
influence on their careers will enhance the pressure for
representation and unlonisation by junior staff.

Integration of services and their development with the
other health services and with local authority soclal
services would be necessary and requires close liaison.
This work requires a national as well as a district per-
spective. Long-term soclal, demographic and tech-
nological trends must be identified and the unique
features and needs of the District recognised. A strategic
and innovative approach to planning becomes essential.
Development of articulated policy and District-wide rules
and standards becomes a major means of fair co-
ordination and integration. This replaces the person-to-
person approach that guffices in less complex Districts
and feets so natural at stratum Iii.

it seems likely that there are only a very few physio-
therapists capable of working at Stratum V at present and
DMTs are unlikely to expect this level of work in the fore-
soeable future. Such physiotherapists rapidly achieve
national prominence for their achievements, and can use
their abliities In complex Districts.

Discussion

Reactions of DMTs and Physiotherapists

Within any particular District, the DMT and physio-
therapists may have differing perspectives on the mode! of
8 core role as offered In this paper.

While a DMT may doubt whether it wants a compre-
hensive service (the stratum IV role), it may have little
choice over solving problems such as service crises and
needless waste for which it couid be considered negli-
gent. Our research has uncovered Districts where a
physiotheraplist, isolated in a unit, had had no reply in eight
years of writing to the DMT about supply ditficulties; where
many physiotherapists were unable to establish clearty
who was supposed to help them with minor administrative
chores; where complex resignation and appointment
procedures were necessary for one physiotherapist to
move to another hospital a few miles away, and so on. The
need for someone to get a grip on District physiotherapy
services in a simple and personal way can be difficult to
deny. This leve! of work, at least at upper stratum i, is well
within the available finances of even poorly endowed
Diatricts.

Physiotherapists in a particular District may be highly
uncertaln about the value of a District Physiotherapist. A
fragmented service may suit them, particulariy if they are
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in charge of a blg fragment, untikely to apply for the Dis-
trict post themselves, and Insulated from the crises else-
where in the District. Competition within a reasonably well-
endowed District can result in large units getting more
resources and smaller units becoming poorly-run back-
waters with demoralised stafi. In one District, the mental
hospital with 1,800 admissions annually was staffed by a
single half-time physiotherapist and the situation seemed
unlikely to change. We have found that staff training and
development are limited even in the big fragments and on-
call work demands can be excessive. These probiems are
rarely denied by physiotherapists in confidentlal dis-
cussions.
Morale and Variations in Leve! of Work

The match of tevel of work expected by the DMT to the
capacity of the person in post will be a major factor in
morale as shown in the table.

Matching expectations of lavels of work

Expectation District Management Team

ol level -

of work Low High
District Low Both satlsfled DMT dissatistied
‘Physio- DPt overwhelmed
therapist

High | DMT badgered Both satisfied
DPt frustrated

Deliberate decisions to alter the expected level of work
may be blocked by the Whitley rules of thumb. For
example, a8 DMT may wish 10 develop a neglected service
and be willing to Inject substantial resources. The best
results would come from placing the task in the hands of a
person at the highest grading avallable, but this might not
be permissible. Conversely a DMT might wish to cut back
development in an established service by using a lower
grading but be similarly prohibited. The DMT will use other
ways to block development which leaves the high-capacity
person, whom they are forced to appoint, feeling dis-
appointed and frustrated.

The level of work called for within a District may fluc-
tuate without any deliberate decislon but as a side-effect of
large-scale projects within the District or due to activities
in surrounding Districts. No amount of guide lines or train-
Ing courses can prepare someone in post to take on a
more complex and long-term view beyond their capacity if
this Is suddenly expected of them. Such expectations lead
to the District Physlotherapist feeling overwheimed and
desiring assistance.

Alternatives to a District Physiotherapist Role

In any District the DMT and physiotherapists them-
seives will usually agree that there is core District Physio-
therapy work (In its new formulation) to be done. We will
briefly report on how the work has been attempted in the
absence of a District Physiotherapist post

Some of the work could be done by a non-physio-
therapist, for example a doctor or administrator, aithough
this contradicts the principle of self-management
(McMillan Report, 1973). More typically, the work is
scattered over half-a-dozen or more medical and admini-
strative roles and must be pulled together in some com-
mittee or possibly the DMT, These methods are rarely
satisfactory owing to lack of knowledge of physiotherapy
and difficulties in understanding its unique contribution
and needs. Simply adding a ‘representative’ physio-
therapist, elected or appointed, does not help if he lacks
an overview of the District.
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" “Alternatively the core work has been attempted by 8
committee of the most senior or representative physio-
therapists in the District. This seems to be preferable, but
not (to our knowledge) more successful. Such com-
mittees have little cohesion except as inward-looking pre-
ssure groups lobbying the DMT for more money. They
avoid filling gaps$ in services when the members must
make sacrifices, and painful decisions are usually post-
poned. There is an inherent conflict between loyaity to
their own department and the need tor an impartial over-
view. Often the departure of one member leads to the
collapse of the committee.

A third suggestion is that the District Physiotherapist
could be elected from the physiotherapists in post. in
other words, the District Physiotherapist wouid be a repre-

~ sentative rather than an officer of the Authority as at

present. Although some useful work might be done in such
a role, it seems unlikely that sutficient authority would be
provided to allow unpleasant tasks to be carried out. Long-
term work would be ditficult to arrange if elections were
held every year or two and the levei of work done in the
role might fluctuate excessively with each new represent-
ative. This solution is also unsatisfactory in that it obscures
or reduces the responsibility of the Authority.

Conclusion

in this paper we have suggested that the core work of
the District Physiotherapist is best described as integrat-
ing, rationalising and co-ordinating the various parts of the
District's physiotherapy service and being responsible for
connections with the remainder of the District health and
social care system, as weil as physiotherapy education
and practice on a national scale. This core work seems to
be crucial and seems unlikely to disappear so long as the
NHS remains, particularily in the light of developments in
the profession. Methods of getting this work done other
than through the role ot District Physiotherapist have so far
been found to be unsatisfactory.

The level of work which will be expected from the role
will depend on the stage of development of the District,
particularly the level of posts already established, and the
wishes of the DHA and others in the District. It can vary
from upper stratum I to stratum V, but most Districts are
likely to call for either stratum Ill or stratum IV work.

It the new formulation Is valid, then the Whitley pay
structure must be seen as a stumbling block to the
development of sensible organisation and appropriate
career paths. The pay structure should recognise different
levels of work, thus overlapping the whole superintendent
scale and, il there is a place for a few stratum V posts,
extending significantly beyond the level of the current
District grades. Grading of District posts as at present is
irrelevant to the work expected. The crucial need in the
District is for flexibility to pitch the level of work in the role
appropriately so as to attract the suitable appilicant, and
for an organisational mechanism to assess the level of
work sensibly and advise on the implications of various
options.

Finally, it should be emphasised that the establishment
of a key post such as District Physiotherapist inevitably
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alters the whole structure of NHS physiotherapy organ-
isation. It raises new issues such as requisite authority
relations between physiotherapists. participation in
physiotherapy management and clinical autonomy and
theretore calls for further disciplined investigation.

Suggestions for Discussion

In our contarences about the District Physiotherapist role, we
found there was graat difficulty in describing work responsi-
bilities. The list below was often thought 10 be a useful descrip-
tion of the rote.

Complete the table with examples which illustrate the similarity
of work to ba done in three ditterent grades in the three branches
of physiotherapy. How does this relate 1o levels of work?

Clinical

PRI Educational
Responsibilities Senicr |1

Principal

Administrative
Superintendent il

Identification
of nesds

identification
of resources

identification
of constraints

Matching needs, resources,
constraints

Setting priorities
Developing policy
Planning

Monitoring
standards

Pearsonnel work ' .

Pubdlic relations
work

Educational
activity
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