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Abstract

Background: The extension of medicine prescription rights to other healthcare providers was proposed to reduce pharmacotherapeutic service delivery challenges in the South African healthcare sector. The scope of practice of physiotherapists is being reviewed to possibly include prescription rights to promote service delivery.

Objectives: Our study assessed the attitudes of registered South African physiotherapists to the inclusion of prescription rights in their scope of practice, including enablers and challenges, and the drug classes they believe to be most relevant.

Method: A cross-sectional descriptive survey of South African registered physiotherapists was completed using an online questionnaire.

Results: A total of 359 participants completed the questionnaire, where 88.2% agreed that prescribing rights should be introduced, and 87.64% would want to be trained to prescribe. Participants identified several benefits: improved service delivery (91.3%); reduced healthcare delivery costs (89.8%); decreased need for multiple healthcare practitioner consultations (93.2%). Concerns included: inadequate training (55%); increased workload (18.7%); increased insurance premiums against medical liability claims (46.2%). Drugs of relevance included analgesics (95.6%) and bronchodilators (96.0%), while low preference was placed on drugs unrelated to physiotherapy. Chi-square analysis revealed associations between specific drug classes and fields of expertise.

Conclusion: South African physiotherapists agree that prescribing and a limited formulary would benefit their scope of practice; however, educational concerns are evident.

Clinical implications: Findings support the drive to extend the South African physiotherapy scope of practice, however, investigation will be needed to determine the most appropriate way to capacitate future physiotherapists and current graduates should the extension be approved.
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Introduction

The South African public healthcare system is strained due to a myriad of reasons, such as the quadruple burden of disease (Meyer et al. 2017), mental health concerns (Malakoane et al. 2020) and a shortage of healthcare workers, particularly in rural areas (Daviaud & Chopra 2008). Most of the South African population has access to public clinics and government hospitals. At the same time, a smaller proportion uses the private healthcare systems should they be able to afford them (Mahlathi & Dlamini 2015). Although various initiatives have been implemented to enhance healthcare service delivery and promote access, public health institutions struggle to maintain basic standards of care and patient expectations (Maphumulo & Bhengu 2019). These include the increasing patient load of healthcare professionals, the inaccessibility to appropriate healthcare (Daviaud & Chopra 2008; Neely & Ponshunmugam 2019) and increased waiting times for healthcare in rural areas (Neely & Ponshunmugam 2019). Due to prescribing regulations in South Africa, additional concerns are raised regarding obtaining prescribed medications, given the scarcity of prescribing authorities (Neely & Ponshunmugam 2019). The coronavirus disease 2019 (COVID-19) pandemic highlighted these challenges, given healthcare professional shortages and patients’ fear of seeking medical attention (Abdullahi et al. 2020). Care for COVID-19 patients was often prioritised, thus reducing medical practitioners’ availability for referrals from other healthcare professionals for prescriptions, resulting in suboptimal care and time and cost detriments (Abdullahi et al. 2020).

In South Africa, schedule 1 to 6 substances may be prescribed by authorised prescribers who are medical practitioners, dentists, veterinarians, nurse practitioners or any person registered under the Health Professions Act, 1974, authorised to do so (Pharmacy Act, 53 of 1974, 2019). As a result, medical practitioners and nurses are the only prescribing authorities generally available in primary healthcare (Daviaud & Chopra 2008). A heavily discussed way to overcome pharmacotherapeutic healthcare challenges is to broaden the scope of practice of other healthcare providers to include non-medical prescription (Noblet et al. 2018; Eales 2003); however, it should be acknowledged that healthcare provision is a multifactorial issue. Such issues include poor infrastructure (Maphumulo & Bhengu 2019), inequality between the public and private healthcare sector (Ataguba, Day & McIntyre 2015; ASSAf Standing Committee on Health 2020), inaccessibility of healthcare in many rural settings (Gaede & Versteeg 2011; Neely & Ponshunmugam 2019) and low funding expenditure for healthcare (Doherty et al. 2002; Hlafa, Sibanda & Hompashe 2019). Non-medical prescription may thus assist with affording patients more direct access to medicines, but this should be viewed within the context of the broader healthcare challenges. Physiotherapy is a dynamic profession in which changes in the scope of practice are expected and occurring already due to the modernisation of healthcare; this includes prescription rights in some countries (Unger & Lochner 2006). The United Kingdom was the first country to allow physiotherapists to prescribe medication to their patients for chronic pain and respiratory diseases (Onigbinde et al. 2013), as supplementary (dependent) prescribers from 2005 and then independent prescribers from 2013 (Chartered Society of Physiotherapy 2018).

Physiotherapists help patients develop, maintain and restore their full movement and functional ability (World Physiotherapy 2021). They can assist individuals at any stage of life where mobility and function are compromised due to age, injury, illness, conditions or environmental causes to promote their quality of life (World Physiotherapy 2021). The physiotherapy profession covers a broad and diverse range of specialities, including musculoskeletal, neurorehabilitation, cardiopulmonary, sports physiotherapy and others, which may benefit from prescribed medicines (Chartered Society of Physiotherapy 2018). In many cases, such as musculoskeletal diseases, respiratory ailments and sports injuries, physiotherapy alone may not resolve the issue, and thus adjunct pharmacotherapy may be needed (Stenner et al. 2018). Depending on the illness, pharmacotherapy may reduce pain or inflammation (analgesics and anti-inflammatory drugs), promote integumentary repair and protection (glucocorticoids), help improve functional movement (muscle relaxants) or clear the airway and improve ventilation (mucolytics and bronchodilators) (Miller 2017). Given the inability to prescribe, patients may require a referral by the physiotherapist to a prescribing authority, thus necessitating additional consultations (Miller 2017), which leads to delayed access to therapy, hindering recovery, prolonging reduced quality of life and incurring further financial burden (Stenner et al. 2018). Additional burden is also placed on prescribing practitioners, thus delaying other patients’ consultations that cannot be treated alternatively (Eales 2003).

The South African legislation currently does not allow physiotherapists to prescribe medicines; however, in 1994, the South African Society of Physiotherapists (SASP) made an effort to construct guidelines for a course to provide physiotherapists with all the knowledge required to prescribe specific drug classes (Unger & Lochner 2006). In 2004, a national survey in partnership with the Professional Board for Physiotherapy, Podiatry and Biokinetics (PPB) was developed to investigate the needs of physiotherapists regarding the administration, storage and prescription of medicines (Unger & Lochner 2006). To the best of the authors’ knowledge, there is limited published evidence available on the perception of South African physiotherapists of the inclusion of prescription rights in their scope of practice. As such, our study aimed to assess the attitudes of registered South African physiotherapists to the inclusion of prescribing into their scope of practice, their perceptions regarding benefits and concerns, and drugs that they believe would benefit the profession if prescribed by physiotherapists.

Methods

A cross-sectional, descriptive study using an online Qualtrics questionnaire included physiotherapists registered with the Health Professions Council of South Africa (HPCSA). Given an estimated population of 7000 physiotherapists registered with the HPCSA in 2019, a sample size of 365 (as calculated using Raosoft, Raosoft Inc., Seattle, Washington, United States [US]) would allow for a 5% margin of error.

Data collection

The questionnaire comprised of quantitative questions divided into four sections based on (1) physiotherapists’ status and experience, (2) attitudes of registered physiotherapists on prescription rights, (3) the perceived benefits and concerns of prescription rights being added to their scope of practice and (4) the drug classes that were perceived as appropriate to include in their practice. The questionnaire was piloted by distributing it to 10 registered physiotherapists, which allowed for survey optimisation prior to distribution to the larger cohort. The survey was optimised by making editorial changes and expanding on sections requiring clarification.

Permission was sought from the SASP and the Physiotherapy Association of South Africa (PASA) to distribute the questionnaire via their social media pages. Participants were recruited by distributing a recruitment letter via these platforms containing a link to the Qualtrics questionnaire. Providing consent on the first page of the questionnaire was required. However, it did not necessitate the provision of identifying information.

Data analysis

Quantitative data were analysed using IBM® SPSS® Statistics 27 (IBM Corporation, Armonk, New York, US) and expressed as descriptive statistics. Statistical analysis of variance (ANOVA) and chi-square were performed after converting Likert-scale responses into numerical scales.

Rigour

Content validity was established through an internal review among the co-authors. In contrast, face validity and internal consistency were determined through a pilot study with 10 registered physiotherapists. Internal consistency was determined to be high, with a Cronbach’s alpha of 0.777 for questions related to perceptions of prescribing rights. Feedback from the pilot study was used to reduce reasons for possible poor response rates and highlight whether enough response sections were available, whether the participants systematically missed any questions and if additional relevant options needed to be included.

Ethical considerations

An application for full ethical approval was made to the University of Pretoria Research Ethics Committee and ethics approval was granted on 16 June 2021 (243/2021). Ethical guidelines were followed in accordance with the standards of the University of Pretoria and with the 1964 Helsinki Declaration and its later amendments.

Results

Demographics

A total of 359 participants completed the survey; however, as indicated later, some sections were not completed in full. Most participants were female (75.21%) and ≥ 26 years old (86.9%), possessed a bachelor’s degree as the highest qualification (79.67%) and had ≥ 10 years of experience (73.3%) (Table 1).
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Attitudes of registered physiotherapists towards the inclusion of prescribing

Most physiotherapists agreed that prescribing responsibilities should be included in their scope of practice (82.20%) and that they were willing to undergo the necessary training to comply with regulatory requirements of such an inclusion (87.64%) (Figure 1). Most participants agreed that introducing prescribing would improve the efficiency of service delivery (91.30%) and reduce the need for consumers to seek multiple consultations (93.20%), the costs of healthcare delivery to the consumer (89.8%) and consumer waiting times for access to prescriptions (87.7%) (Figure 2). A moderate number of participants agreed that prescribing would reduce safety risks to patients (64.1%) and improve the retention of clinicians (67.6%). In parallel to this, fewer than 10% of participants believed that introducing prescribing would not have any benefits.
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Agreement to wanting to prescribe (as a measure from 1 [strongly agree] to 5 [strongly disagree]) was evaluated relative to age, years of experience and gender. Although the > 40-year-old group was still in high agreement with wanting to prescribe (1.84), they were statistically less likely (p < 0.05) to do so than participants aged 26–40 years of age (Table 2). Physiotherapists with > 20 years of experience agreed that they would want to prescribe (1.85); however, were statistically fewer (p < 0.05) than participants with 10–14 years of experience. No statistical difference (p > 0.05) was calculated between different genders. No statistical difference was observed between those working in urban, peri-urban and rural settings, although the rural cohort had the higher agreement to prescribing inclusion.
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Key concerns highlighted by participants were that prerequisite knowledge was missing (55.00%), and insurance premiums against medical liability claims would increase (46.20%). Some also indicated concern over the possibility of poor pharmacotherapy selection (33.20%) (Figure 3). Most participants disagreed that prescribing is not a physiotherapist’s role (75.8%), would increase workload (66.8%) and that there was no need for prescribing (87%). Approximately a third (38.4%) of participants believed there were no concerns.
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Drug classes participants felt should be included in their prescribing formulary

Of the list of drug classes provided to participants for rating, the following were prominently featured (> 80%): bronchodilators, non-steroidal anti-inflammatory drugs (NSAIDs), topical inflammatory agents, analgesics, muscle relaxants, topical analgesics, mucolytics, antispasmodic drugs and over-the-counter drugs (Figure 4). Antidiabetics, all classes of drugs, anticholesterol, antihypertensives, inotropic drugs, mood stabilisers, antidepressants and antibiotics were less favoured (< 25%). Other options, such as antigout, neuropathic drugs, opioids and corticosteroids, had a moderate level of agreement. Additional drug classes and/or drugs mentioned by participants included immune boosters, anabolic steroids, dermatological drugs for iontophoresis and scarring, naturopathic medicines, cannabinoids, oestrogens, botox, saline, performance-enhancing drugs, nutritional supplements, emergency drugs, homoeopathic medicines and drugs used for bladder function improvement.
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Chi-square analysis between the field in which physiotherapists practised and the drugs they felt were necessary to prescribe revealed differential responses between participants (only significant findings presented in Table 3, Table 4 and Table 5, while full tables are provided in Appendix 1 Table 1-A1, Table 2-A1 and Table 3-A1).
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Statistically significant (p < 0.05) differences were observed for the following fields of expertise, indicating a greater preference for certain drugs: rheumatology (antigout, antibiotics and anticholesterol); rural generalist (antigout, antihypertensives and antibiotics); women’s health and/or continence (corticosteroids and antibiotics); amputees (neuropathic drugs and opioid analgesics); burns and/or plastics (mood stabilisers and anticholesterol); cardiorespiratory and/or acute medicine and/or surgery (bronchodilators); chronic cardiorespiratory diseases (mood stabilisers, bronchodilators, topical anti-inflammatories, antibiotics, opioid analgesics and anticholesterol) and chronic disease management (neuropathic, mood stabilisers, antidepressants, anticholesterol, bronchodilators, analgesics).

Discussion

Several countries, such as the United Kingdom, Namibia, Brazil and the United States, have introduced non-medical prescribing rights for health professionals to alleviate the burden on their healthcare sectors (Ecker et al. 2020; Lim, North & Shaw 2017; Maier 2019). Physiotherapists practise as independent prescribers in the United Kingdom, while those in Australia and New Zealand are supplementary prescribers (Costa 2017). Non-medical prescribing has been demonstrated to improve healthcare quality and efficiency as it provides a variety of benefits that include quick access to medication, effective and safe use of medicines and improved utilisation of professional skills (Courtenay, Carey & Stenner 2011; Graham-Clarke et al. 2019; Lim, Courtenay & Fleming 2013; Teslim 2014). Our study is one of the few that has been conducted to investigate the perceptions of South African physiotherapists of the inclusion of prescription rights into their scope of practice. Participants supported including such rights and indicated an interest in training to become prescribers. Such a finding is corroborated by Unger and Lochner (2006), who also found that South African physiotherapists favour an extended scope of practice. Outside of South Africa, Nigeria, Australia, Brazil and New Zealand have also indicated a need to include a non-medical prescription for physiotherapists to improve the quality of care (Costa 2017; Morris & Grimmer 2014). Upon stratification concerning working in urban, peri-urban or rural settings, no difference in the level of agreement was observed, suggesting that the divide in accessibility was not a driving force to their opinion. However, a larger sample size will be needed to determine whether this is a true reflection thereof.

Although physiotherapists of all ages and experience were interested in prescribing, physiotherapists older than 40 or with more than 20 years of experience were less in agreement with younger and less experienced participants. Similarly, younger Nigerian physiotherapists have been reported to support the inclusion of prescription rights more than older participants (Onigbinde et al. 2013). The authors attributed this to the depth of pharmacology training, as pharmacology inclusion in physiotherapy training was a recent addition to Nigerian tertiary programmes. Similarly, Unger and Lochner (2006) reported that fewer than 54% of South African physiotherapists had pharmacology in their undergraduate training. Considering that older physiotherapists are approaching the end of their careers, they may be hesitant about the additional training needed to qualify for prescribing rights. Differences in the interest in prescribing were also noted among physiotherapists who studied at different institutions – perhaps due to subtle differences in the curricula presented at these institutions (Naidoo et al. 2018).

Our participants agreed that non-medical prescribing would improve their service delivery, benefit their patients’ recovery and reduce the potential incorrect use of medicines. Furthermore, most participants indicated the benefit to their patients. Countries like the United Kingdom have seen success in healthcare service delivery that have adopted prescription rights (Department of Health and Social Care 2005; Graham-Clarke et al. 2019). Extending the scope of practice to physiotherapists in the United Kingdom reduced patient waiting time by 76%, improved clinical management by 79% and improved patient satisfaction by 77% – 90% (ACT Health 2021). Eales (2003) reported that non-medical prescriptions would benefit patients who require prescribed medication by saving time and costs incurred by additional consultation. Allowing for non-medical prescription saves patients additional consultations, reduces the patient load on other prescribers and increases professional improvement, identity and acknowledgement (Costa 2017).

The major concern noted was the lack of pharmacological knowledge required to prescribe appropriately. Australian student physiotherapists have also emphasised the need for educational prerequisites that support prescribing competencies (Noblet et al. 2018). A study that investigated the competency of non-medical prescribers in pharmacovigilance proved that most non-medical prescribers did not feel competent enough regarding adverse drug reaction reporting (Stewart et al. 2013). This indicated a need for non-medical prescribers to have extensive training in pharmacology to guarantee that physiotherapists become well-trained prescribers (Stewart et al. 2013). Participants in our study thus understand the potential knowledge deficiency that may impact such a responsibility. Patients who depend on medications frequently consult with physiotherapists; thus, physiotherapists must understand the effects of medications, particularly adverse drug responses (Miller 2017).

Training to be a non-medical prescriber in the United Kingdom and New Zealand generally consists of full-time tertiary education, supervised practice with a designated medical practitioner (DMP) and rigorous academic and practice evaluations (Carey et al. 2020; Raghunandan, Tordoff & Smith 2017). Concerns have been raised about a potential redirection from the physiotherapy model towards a medical model, which may undermine the profession. Some participants also believed that prescribing was outside their scope of practice as physiotherapy involves the use of physical means to rehabilitate (World Physiotherapy 2021). Therefore, introducing pharmacological models may cause a deviation from the main purpose of physiotherapy. Furthermore, a significant concern raised by participants was that the inclusion would create interprofessional conflicts due to pay inequalities (Noblet et al. 2018).

Participants were asked to choose from all classes of drugs; most indicated an interest in prescribing bronchodilators, analgesics, NSAIDs, topical anti-inflammatories, muscle relaxants and mucolytics. In contrast, few indicated preferences for antidiabetics, anticholesterols, antihypertensives and inotropic drugs. Similar findings were made among Australian physiotherapists who wished to access NSAIDs (Grimmer et al. 2002) and Nigerian physiotherapists with analgesics (Teslim 2014). Analgesics, NSAIDs and muscle relaxants are important drug classes for ailments treated by physiotherapists (Teslim et al. 2014). Access to such drugs would increase patients’ response to physiotherapists’ treatment modalities, thus shortening the recovery time (Teslim 2014). Importantly, in our study, such analgesic medication did not overtly include opioids. The low agreement in including opioids by participants could be linked to the potential crisis of opioid misuse and dependency in South Africa; hence physiotherapists would instead prescribe analgesics with limited risks (Myers, Siegfried & Parry 2003).

Most participants did not support prescribing all classes of drugs, suggesting that participants believed in prescribing drugs that fall within their specific scope of practice. Similar opinions were observed in the qualitative data, where reference was made to the importance of a limited formulary appropriate for their general ailments. In doing so, it may also reduce consultation with medical practitioners for prescriptions, thus redirecting patients to consult with healthcare practitioners who are better suited to treat them and provide non-medical prescriptions (Graham-Clarke et al. 2018).

Further results showed that physiotherapists’ field of work influenced the drug classes they would be willing to prescribe. Physiotherapists working in rheumatology preferred prescribing antibiotics, antigout and anticholesterol drugs. Antibiotics have been used to treat rheumatoid arthritis (Ogrendik 2014), which may agree with their experiences in practice. Physiotherapists working with chronic cardiorespiratory diseases prefer to prescribe opioid analgesics, antibiotics, bronchodilators, anticholesterol and mood stabilisers. Our results indicate that 59.81% of the participants agreed that they would want to prescribe corticosteroids to reduce inflammation, which may promote treatment efficacy or alleviate pain (Barnes 2006).

Strengths and limitations

Given the online nature of the survey with full accessibility, it is unknown where participants may have responded more than once or whether the distribution was as wide as expected. Furthermore, not all physiotherapists are active members of the SASP and PASA. As a result, they may not have received communication regarding this project and been able to participate in the survey. A focused review of key demographics, such as those working predominantly within rural settings or other fields of expertise, may yield more information on the unique necessity for prescribing within their context. Further investigation of the governance-related aspects of adding prescribing rights was not discussed in our study.

Implications or recommendations

Based on our findings and active attempts by the PPB to include prescribing rights in the scope of practice of South African physiotherapists, a careful review of physiotherapy curricula will be needed to determine the optimum point of inclusion of key competency development frameworks. Such changes may include theoretical and practical assessments of pharmacotherapy skills and knowledge. At the same time, supplementary courses aimed at practising physiotherapists may contribute to the professional development of those who have already graduated. All graduates may not seek continuous professional development in prescribing, which invariably will lead to separate cohorts of professionals with extended scope of practice rights. Recommendations for future studies are to investigate the correlations between specific physiotherapy fields and specific drug classes and to highlight why most physiotherapists were hesitant with wanting to prescribe drugs such as opioids.

Conclusion

Our study demonstrated that physiotherapists support the inclusion of prescription rights but are aware of educational shortcomings. Participants highlighted the benefits of including prescribing rights for the physiotherapy profession, patients and the healthcare sector at large. Additionally, interested parties demonstrate a clear preference for drugs that aid the treatment of ailments regularly seen in physiotherapy practice. Therefore, our results support the drive for extending the scope of practice of physiotherapists in South Africa.

Acknowledgements

The authors would like to acknowledge the physiotherapists who piloted the initial questionnaire, as well as all the participants of our study. Furthermore, the authors thank the Physiotherapy Association of South Africa and the South African Society of Physiotherapy for providing a platform to distribute the questionnaire. Additionally, support from the Dirisana+ EU consortium is acknowledged for networking and human capacity development.

Competing interests

The authors declare that they have no financial or personal relationships that may have inappropriately influenced them in writing this article.

Authors’ contributions

W.C. and D.M. conceptualised the project. W.C., D.M. and S.J.B. supervised T.V.K. T.V.K. conducted all data collection, analysis and interpretation with support from W.C., D.M. and S.J.B. T.V.K. drafted the original manuscript, with review from W.C., D.M. and S.J.B.

Funding information

The research received no specific grant from any funding agency in the public, commercial or not-for-profit sectors.

Data availability

Raw data are available upon request as unedited SPSS data files, including outputs generated from the corresponding author, W.C.

Disclaimer

The views and opinions expressed in this article are those of the authors and do not necessarily reflect the official policy or position of any affiliated agency of the authors.

References

Abdullahi, A., Bello, B., Mukhtar, N.B., Kaka, B., Abba, M.A., Usman, J.S. et al., 2020, ‘Physiotherapy management of COVID-19 in Africa: Ongoing efforts, challenges, and future directions’, Physiotherapy Theory and Practice 36(8), 871–872. https://doi.org/10.1080/09593985.2020.1798163

ACT Health, 2021, Physiotherapy extended scope practice: Phase 1 extended scope practice: Phase 1 final report June 2008 2 table of contents 1.0 executive summary 3 proposed ESP initiatives and supporting, ACT Health, viewed 06 August 2021, from https://vdocuments.net/physiotherapy-extended-scope-practice-phase-1-extended-scope-practice-phase.html.

ASSAf Standing Committee on Health, 2020, ‘COVID-19 Statement: The unanticipated costs of COVID-19 to South Africa’s quadruple disease burden’, S Afr J Sci. 116(7/8). https://doi.org/10.17159/sajs.2020/sta0321

Ataguba, J.E.O., Day, C. & McIntyre, D., 2015, ‘Explaining the role of the social determinants of health on health inequality in South Africa’, Global Health Action 8, 28865. https://doi.org/10.3402/gha.v8.28865

Barnes, P.J., 2006, ‘How corticosteroids control inflammation: Quintiles prize lecture 2005’, British Journal of Pharmacology 148(3), 245–254. https://doi.org/10.1038/sj.bjp.0706736

Carey, N., Edwards, J., Otter, S., Gage, H., Williams, P., Courtenay, M. et al., 2020, ‘A comparative case study of prescribing and non-prescribing physiotherapists and podiatrists’, BMC Health Services Research 20(1), 1074. https://doi.org/10.1186/s12913-020-05918-8

Chartered Society of Physiotherapy, 2018, Practice guidance for physiotherapist supplementary and/or independent prescribers in the safe use of medicines, 4th edn., Chartered Society of Physiotherapy, viewed 19 March 2021, from https://www.csp.org.uk/publications/practice-guidance-physiotherapist-supplementary-andor-independent-prescribers-safe-use.

Costa, V.D.S., 2017, ‘Prescription medication by physiotherapists: A Brazilian view of the United Kingdom, Canada, Australia and New Zealand’, Cien Saude Colet 22(7), 2321–2328. https://doi.org/10.1590/1413-81232017227.24892015

Courtenay, M., Carey, N. & Stenner, K., 2011, ‘Non-medical prescribing leads views on their role and the implementation of non-medical prescribing from a multi-organisational perspective’, BMC Health Services Research 11(1), 1–10. https://doi.org/10.1186/1472-6963-11-142

Daviaud, E. & Chopra, M., 2008, ‘How much is not enough? Human resources requirements for primary health care: A case study from South Africa’, Bulletin of the World Health Organization 86, 46–51. https://doi.org/10.2471/BLT.07.042283

Department of Health and Social Care, 2005, Supplementary prescribing by nurses, pharmacists, chiropodists/podiatrists, physiotherapists and radiographers within the NHS in England: A guide for implementation, Department of Health and Social Care, United Kingdom.

Doherty, J., Thomas, S., Muirhead, D. & McIntyre, D., 2002, ‘Health care financing and expenditure: Framework for transformation’, South African Health Review 2002, 13–39.

Eales, C.J., 2003, ‘Prescription rights for physiotherapists’, South African Journal of Physiotherapy 59(1), 2–3. https://doi.org/10.4102/sajp.v59i1.194

Ecker, S., Joshi, R., Shanthosh, J., Ma, C. & Webster, R., 2020, ‘Non-medical prescribing policies: A global scoping review’, Health Policy 124(7), 721–726. https://doi.org/10.1016/j.healthpol.2020.04.015

Gaede, B. & Versteeg, M., 2011, ‘The state of the right to health in rural South Africa’, South African Health Review, 99–106.

Graham-Clarke, E., Rushton, A., Noblet, T. & Marriott, J., 2018, ‘Facilitators and barriers to non-medical prescribing – A systematic review and thematic synthesis’, PLoS One 13(4), e0196471. https://doi.org/10.1371/journal.pone.0196471

Graham-Clarke, E., Rushton, A., Noblet, T. & Marriott, J., 2019, ‘Non-medical prescribing in the United Kingdom National Health Service: A systematic policy review’, PLoS One 14(7), e0214630. https://doi.org/10.1371/journal.pone.0214630

Grimmer, K., Kumar, S., Gilbert, A. & Milanese, S., 2002, ‘Non-steroidal anti-inflammatory drugs (NSAIDs): Physiotherapists’ use, knowledge and attitudes’, Australian Journal of Physiotherapy 48(2), 82–92. https://doi.org/10.1016/S0004-9514(14)60202-6

Hlafa, B., Sibanda, K. & Hompashe, D.M., 2019, ‘The impact of public health expenditure on health outcomes in South Africa’, International Journal of Environmental Research and Public Health 16, 2993. https://doi.org/10.3390/ijerph16162993

Lim, A.G., North, N. & Shaw, J., 2017, ‘Navigating professional and prescribing boundaries: Implementing nurse prescribing in New Zealand’, Nurse Education in Practice 27, 1–6. https://doi.org/10.1016/j.nepr.2017.08.009

Lim, R.H., Courtenay, M. & Fleming, G., 2013, ‘Roles of the non-medical prescribing leads within organisations across a Strategic Health Authority: Perceived functions and factors supporting the role’, International Journal of Pharmacy Practice 21(2), 82–91. https://doi.org/10.1111/j.2042-7174.2012.00224.x

Mahlathi, P. & Jabu, D., 2015, ‘Minimum Data Sets for Human Resources for Health and the Surgical Workforce in South Africa’s Health Systems: A Rapid Analysis of Stock and Migration’, African Institute of Health and Leadership Development, Nairobi.

Maier, C.B., 2019, ‘Nurse prescribing of medicines in 13 European countries’, Human Resources for Health 17(1), 95. https://doi.org/10.1186/s12960-019-0429-6

Malakoane, B., Heunis, J.C., Chikobvu, P., Kigozi, N.G. & Kruger, W.H., 2020, ‘Public health system challenges in the Free State, South Africa: A situation appraisal to inform health system strengthening’, BMC Health Services Research 20(1), 1–14.

Maphumulo, W.T. & Bhengu, B.R., 2019, ‘Challenges of quality improvement in the healthcare of South Africa post-apartheid: A critical review’, Curationis 42(1), 1–9. https://doi.org/10.4102/curationis.v42i1.1901

Meyer, J.C., Schellack, N., Stokes, J., Lancaster, R., Zeeman, H., Defty, D. et al., 2017, ‘Ongoing initiatives to improve the quality and efficiency of medicine use within the public healthcare system in South Africa; a preliminary study’, Frontiers in Pharmacology 8, 751. https://doi.org/10.3389/fphar.2017.00751

Miller, K.L., 2017, ‘Importance of medication knowledge in patient safety’, Journal of Novel Physiotherapy and Physical Rehabilitation 4(2), 060–061. https://doi.org/10.17352/2455-5487.000048

Morris, J.H. & Grimmer, K., 2014, ‘Non-medical prescribing by physiotherapists: Issues reported in the current evidence’, Manual Therapey 19(1), 82–86. https://doi.org/10.1016/j.math.2013.04.003

Myers, B., Siegfried, N. & Parry, C.D., 2003, ‘Over-the-counter and prescription medicine misuse in Cape Town-findings from specialist treatment centres’, South African Medical Journal 93(5), 367–370.

Naidoo, M., Chetty, V., Mnguni, N., Maddocks, S., Pefile, N., Mthethwa, F. et al., 2018, ‘Physiotherapy clinical education at a South African university’, African Journal of Health Professions Education 10(1), 13–18. https://doi.org/10.7196/AJHPE.2018.v10i1.987

Neely, A.H. & Ponshunmugam, A., 2019, ‘A qualitative approach to examining health care access in rural South Africa’, Social Science & Medicine 230, 214–221. https://doi.org/10.1016/j.socscimed.2019.04.025

Noblet, T.D., Marriott, J.F., Jones, T., Dean, C. & Rushton, A.B., 2018, ‘Perceptions of Australian physiotherapy students about the potential implementation of physiotherapist prescribing in Australia: A national survey’, BMJ Open 9(5), e026327. https://doi.org/10.1136/bmjopen-2018-026327

Ogrendik, M., 2014, ‘Antibiotics for the treatment of rheumatoid arthritis’, International Journal of General Medicine 7, 43. https://doi.org/10.2147/IJGM.S56957

Onigbinde, A.T., Adereni, A.S., Bamitale, K.D.S., Kambalametore, S.V.K., M’kumbuzi, V. & Wazakili, M., 2013, ‘Changing the prescription status of physiotherapists: Perception of Nigerian physiotherapists’, Nigerian Journal of Medical Rehabilitation 16, 1–16. https://doi.org/10.34058/njmr.v16i2.75

Pharmacy Act, 53 of 1974, 2019, Medicines and Related Substances Act, 101 of 1965, and selected rules & regulations, Claremont, [Cape Town], Juta.

Raghunandan, R., Tordoff, J. & Smith, A., 2017, ‘Non-medical prescribing in New Zealand: An overview of prescribing rights, service delivery models and training’, Therapeutic Advances in Drug Safety 8(11), 349–360. https://doi.org/10.1177/2042098617723312

Stenner, K., Edwards, J., Mold, F., Otter, S., Courtenay, M., Moore, A. et al., 2018, ‘Medicines management activity with physiotherapy and podiatry: A systematic mixed studies review’, Health Policy 122(12), 1333–1339.

Stewart, D., Maclure, K., Paudyal, V., Hughes, C., Courtenay, M. & Mclay, J., 2013, ‘Non-medical prescribers and pharmacovigilance: Participation, competence and future needs’, International Journal of Clinical Pharmacy 35(2), 268–274. https://doi.org/10.1007/s11096-012-9739-7

Teslim, O.A., 2014, ‘Perception of Nigerian physiotherapists on enlistment, legislation and benefits of supplementary prescribing’, American Journal of Health Research 2(5), 1. https://doi.org/10.11648/j.ajhr.s.2014020501.11

Teslim, O.A., Folake, O.C., Nesto, T. & Grace, M., 2014, ‘Selected topical medications: Patterns, knowledge and preference in clinical practice among Nigerian physiotherapists’, American Journal of Health Research 2(5–1), 22–28. https://doi.org/10.11648/j.ajhr.s.2014020501.15

Unger, M. & Lochner, R., 2006, ‘Pharmacology practice and South Africa physiotherapists – Part two needs analysis’, South African Journal of Physiotherapy 62(2), 18–22. https://doi.org/10.4102/sajp.v62i2.152

World Physiotherapy, 2021, What is physiotherapy?, World Physiotherapy, viewed 19 April 2021, from https://world.physio/resources/what-is-physiotherapy.

Appendix 1



[image: SAJP-79-1851-T6.jpg]



[image: SAJP-79-1851-T7.jpg]



[image: SAJP-79-1851-T8.jpg]



[image: SAJP-79-1851-T8a.jpg]

OPS/SAJP-79-1851-F1.jpg
M strongly agree Il Agree M Neutral M Disagree [l Strongly disagree

I am likely to want
to train to become
a prescriber

| belive that prescribing
responsibilities shoud
be introduced for
physiotherapists

Statement

0 20 40 60 80 100

Percentage

FIGURE 1: The attitudes of registered physiotherapists towards the inclusion of
prescription rights into their scope of practice (n = 359).





OPS/symbol.jpg
 — .\

\ U





OPS/SAJP-79-1851-F4.jpg
Percentage

Drug classes

NSAID, non-steroidal anti-inflammatory drug.
FIGURE 4: Drug classes physiotherapists believed should be included into their scope of practice (n = 359).
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TABLE 3-Al continues: Relationships between field of expertise and drug classes associated with lifestyle diseases and others.
Field of expertise N

ber of Antibiotics Antihypertensives Inotropic Antidiabetics Antigout Anticholesterol Antidepressants Mood Neuropathic Overthe Al

of participant _ individuals stabilisers counter classes
Chronic disease

management

Involved 93 28.0 19.4 215 140 484 20.4% 26.9% 28.0* 62.4% 828 108
Not 192 214 146 16.2 105 393 115 157 152 482 844 135
Education

Involved 64 28.1 219 234 156 50.0 14.4* 266 266 50.0 859 125
Not 221 222 145 16.4 105 40.0 118 173 173 536 833 127
Gerontology/age

decay

Involved 48 271 208 208 146 56.3* 208 208 27 583 917 104
Not 237 228 152 17.4 110 39.4 13.1 19.1 17.8 517 823 131
Public health

promotion

Involved 68 29.4 221 235 118 456 147 25.0 221 57.4 809 132
Not 217 217 143 16.2 116 412 14.4 176 185 514 848 124
Lymphoedema

Involved 25 40.0¢ 24.0 20.0 16.0 44.0 24.0 24.0 28.0 56.0 84.0 4.0
Not 260 219 15.4 17.8 12 421 135 189 185 525 838 135
Mental health

Involved 21 333 143 143 95 524 143 286 333 476 90.5 48
Not 264 227 163 183 118 414 14.4 186 183 53.2 833 133
Pain

musculoskeletal/
orthopaedics

Involved 228 219 15.8 17.1 101 425 14.9 189 193 54.4 855 110
Not 57 29.8 175 214 17.9 411 125 214 196 46.4 772 193
Neurology

Involved 121 29.8+ 19.8 19.8 149 471 22.3+* 24.8% 231 60.3% 818 140
Not 164 189 134 166 92 387 86 153 166 47.2 854 116
Occupational

health

Involved 24 333 208 208 208 45.8 208 29.2 333 458 91.7 83
Not 261 226 157 17.7 108 419 138 185 18.1 535 831 130
Paediatrics

Involved 101 317+ 208 238 15.8 485 24.8%++ 27.7%+ 287+ 64.4* 871 149
Not 184 190 136 14.8 93 38.8 87 14.8 142 46.4 821 114
Palliative care

Involved 39 333 231 256 154 513 231 231 282 69.2* 821 103
Not 246 220 15.0 16.7 110 408 13.1 18.8 18.0 50.2 841 130
Rehabilitation

(mixed)

Involved 191 26.2 18.8 204 120 45.0 16.8 204 215 545 848 120
Not % 181 106 129 108 36.6 9.7 172 15.1 49.5 819 138
Rheumatology

Involved 35 37.1* 25.7 286 171 60.0% 25.7% 229 200 62.9 829 86
Not 250 216 14.8 1655 108 39.8 129 189 193 514 840 132
Rural generalist

Involved 18 50.0%* 33.3% 27.8 11 66.7% 222 16.7 11 61.1 89 167
Not 267 217 15.0 173 117 40.6 139 195 199 523 835 124
Sports

Involved 115 209 157 17.4 122 426 139 14.8 148 435+ 887 7.8
Not 170 253 165 183 12 420 14.8 225 25 59.2 806 159
Women's health

Involved 42 38.1* 238 238 167 476 19.0 26.2 214 61.9 738 95

Not 243 21.0 14.8 16.9 10.7 41.3 13.6 18.2 19.0 51.2 85.6 13.2

Note: Bold items with asterisks denote a statically higher want to prescribe based on significance testing.
* 1< 0.05; ** p<0.01; *** p<0.001.
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FIGURE 2: The benefits rated by the participants on the inclusion of prescription rights into their scope of practice (n = 359).






OPS/SAJP-79-1851-F3.jpg
M strongly agree Il Agree M Neutral Disagree [l Strongly disagree

Pre-requisite knowledge is missing

It will naturally increase insurance premiums
against medical liability claims

No concerns

Reduce inter-professional teamwork between
healthcare practitioners

Shifts practice away from physiotherapy
tothat of a medical model

Statement

Possibility of poor pharmacotherapy selections

I

Increased work load

Itis not a physicotherapist’s role

No need for prescribing

o
N
S

40

@
3
o
3

1

o
3

Percentage

FIGURE 3: The concerns raised by the participants on the inclusion of prescription rights into their scope of practice (n = 359).
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TABLE 2: Relationships between demographic factors and attitudes towards
prescribing, where a mean closer to 1 is indicative of a greater agreement towards
prescribing (1 = 359).

Variable Mean  standard error of the mean
Age

<21 2.00+1.00
21-25 156+0.15
26-30 1,40 +0.10%*
31-35 1.33+0.07%*
36-40 1.29+0.08%*
40+ 1.84+0.13*
Experience

0-4 149+0.10
5-9 1.34:+0.09%*
10-14 1.38:+0.08%*
15-19 142+014
20+ 1.85+1.15%
Gender

Male 1.19+0.06
Female 161+1.07
Area in which individual work

Urban 1.56+0.91
Peri-urban 143+0.80
Rural 1.18+0.49

Note: Values with * and ** indicate a statistically significant difference between them
(p < 0.05).
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TABLE 3: Relationships between field of expertise and drug classes related to pain and inflammation that were deemed significant (n = 359).

eld of expertise of participant Number of Analgesics Opioid analgesics NSAIDs Topical Topical anti- Corticosteroids
individuals analgesics inflammatories

Amputees

Involved 77 9%6.1 71.4% 98.7 9.7 98.7 714

Not 208 986 55.8 %.6 918 9.7 60.6

Chronic cardiorespiratory diseases

Involved 89 9.5 69.7% 9.4 88.8 92.1 67.4

Not 19 99.0 55.6 985 9.4 98.5%* 617

Chronic disease management

Involved 93 %.6 63.4 9.7 89.2 95.7 67.7

Not 192 99.5%* 58.3 97.9 9.2 %6.9 615

Education

Involved 64 9.9 71.9% 98.4 9.3 %6.9 719

Not 221 98.2 56.6 %.8 918 %6.4 61.1

Health promotion/public health

Involved 68 9.1 73.5%% 9.6 912 97.1 75.0%

Not 217 99.1* 55.8 97.7 93.1 %.3 59.9

Mental health

Involved 21 95.2 57.1 9.2 %05 100.0 85.7+

Not 264 98.1 60.2 973 9238 %6.2 617

Pain and musculoskeletal/orthopaedics

Involved 228 97.8 59.6 98.2* 93.0 97.4 61.4

Not 57 98.2 61.4 93.0 911 929 719

Neurology

Involved 121 %.7 65.3 %.7 917 975 72.7%%

Not 164 98.8 56.1 976 933 95.7 56.7

Paediatrics

Involved 101 9.0 64.4 9.0 92.1 97.0 76.2

Not 184 98.9 57.6 97.8 929 %6.2 56.5

Women's health/continence

Involved 42 100.0 66.7 976 95.2 100.0 78.6*

Not 243 58.8 97.1 92.1 95.9 60.9

Note: Bold items with asterisks denote a statically higher desire to prescribe based on significance testing. Full version of the table is available in Appendix 1, Table 1-A1.

NSAID, non-steroidal anti-inflammatory drug.
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TABLE 1: Demographics of participants (n = 359).

Physiotherapist information %

Gender

Male 89 24.79
Female 270 75.21
Other 0 0.00
Age

<21 2 056
21-25 45 12553
26-30 89 24.79
31-35 81 22.56
36-40 48 1337
40+ % 26.18
Highest qualification achieved

Bachelor (NQF 8) 286 79.67
Master (NQF 9) 59 16.43
Doctorate (NQF 10) 8 223
Other 6 167
Years of experience

0-4 % 26.74
5-9 76 21.17
10-14 69 19.22
15-19 40 11.14
20+ 78 21.73
Area in which individual works

Urban 246 64.20
Peri-urban 69 18.00
Rural 68 17.80

NQF, National Qualifications Framework.
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TABLE 1-A1: Relationships between field of expertise and drug classes related to pain and inflammation.

eld of expertise of participant Number Analgesics Opioid NSAIDs Topical Topical Corticosteroids
of individuals analgesics analgesics anti-inflammatories

Amputees

Involved 77 %.1 71.4% 98.7 9.7 98.7 714

Not 208 986 55.8 9.6 918 9.7 60.6

Burns/plastics

Involved 61 95.1 70.5 96.7 95.0 %.7 68.9

Not 224 98.7 57.1 97.3 92.0 %6.4 62.1

Cardiorespiratory/acute medicine/surgery

Involved 126 976 611 96.0 %.4 95.2 65.9

Not 159 98.1 59.1 98.1 912 975 616

Chronic cardiorespiratory diseases

Involved 89 9.5 69.7% 94.4 88.8 92.1 67.4

Not 19 99.0 55.6 98.5 %.4 98.5%* 617

Chronic disease management

Involved 93 %.6 63.4 95.7 89.2 9.7 67.7

Not 192 99.5%* 58.3 97.9 9.2 %6.9 615

Education

Involved 64 %.9 71.9% 98.4 9.3 %6.9 719

Not 221 98.2 56.6 9.8 918 %6.4 61.1

Gerontology/age decay

Involved 48 9.8 64.6 97.9 9.8 100.0 68.8

Not 237 983 59.1 97.0 91.9 9.8 62.4

Health promotion/public health

Involved 68 9.1 73.5%% 95.6 912 97.1 75.0%

Not 217 99.1* 55.8 97.7 93.1 %.3 59.9

Lymphoedema

Involved 25 9.0 68.0 96.0 9.0 100.0 80.0

Not 260 98.1 59.2 97.3 923 %6.1 61.9

Mental health

Involved 21 95.2 57.1 95.2 %05 100.0 85.7%

Not 264 98.1 60.2 97.3 9238 %.2 617

Pain and musculoskeletal/orthopaedics

Involved 228 97.8 59.6 98.2% 93.0 97.4 614

Not 57 982 614 93.0 911 929 719

Neurology

Involved 121 %.7 65.3 96.7 917 975 72.7%*

Not 164 98.8 56.1 97.6 933 95.7 56.7

Occupational health

Involved 24 9.8 62.5 95.8 9.8 9.8 66.7

Not 261 98.1 59.8 97.3 923 %.5 63.2

Paediatrics

Involved 101 9.0 64.4 96.0 92.1 97.0 76.2+*

Not 184 98.9 57.6 97.8 929 %6.2 56.5

Palliative care

Involved 39 97.4 66.7 94.9 89.7 923 615

Not 246 98.0 58.9 97.6 93.1 97.1 63.8

Rehabilitation (mixed)

Involved 191 97.4 60.7 96.9 92.1 %.3 65.4

Not % 98.9 58.5 97.9 935 %6.8 596

Rheumatology

Involved 35 %3 65.7 97.1 97.1 97.1 743

Not 250 98.4 59.2 97.2 92,0 %6.4 62.0

Rural generalist

Involved 18 9.4 77.8 94.4 88.9 100.0 833

Not 267 98.1 58.8 97.4 92.9 %.2 622

Sports

Involved 115 983 55.7 983 93.0 97.4 617

Not 170 976 62.9 9.5 923 9.9 64.7

Women's health/continence

Involved 42 100.0 66.7 97.6 9.2 100.0 78.6%

Not 243 975 58.8 97.1 92.1 95.9 60.9

Note: Bold items with asterisks denote a statically higher want to prescribe based on significance testing.
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TABLE 2-A1: Relationships between field of expertise and drug classes related to muscle relaxation and pulmonary diseases.

eld of expertise of participant Number o uals Total Muscle relaxants  Antispasmodic Mucolytics Bronchodilators
Amputees Involved 77 9.8 895 97.4 98.7
Not 208 9.2 88.9 923 95.7
Burns/plastics Involved 61 918 883 934 100.0
Not 224 9.9 89.3 938 95.5
Cardiorespiratory/acute medicine/surgery  Involved 126 93.7 87.2 9.0 99.2%
Not 159 975 20.6 918 9.3
Chronic cardiorespiratory diseases Involved 89 9.4 89.9 97.8 100.0%
Not 19 %6.4 88.7 918 94.9
Chronic disease management Involved 93 97.8 925 %.8 100.0%
Not 192 9.8 87.4 922 9.8
Education Involved 64 98.4 922 938 100.0
Not 221 95.0 88.2 93.7 95.5
Gerontology/age decay Involved 48 100.0 917 95.8 95.8
Not 237 9.9 886 932 %.6
Health promotion/public health Involved 68 9.1 912 95.6 100.0
Not 217 %.3 88.4 93.1 95.4
Lymphoedema Involved 25 92,0 9.0 100.0 100.0
Not 260 9.2 884 93.1 9%6.2
Mental health Involved 21 95.2 95.2 100.0 100.0
Not 264 95.8 88.6 93.2 9.2
Pain and musculoskeletal/orthopaedics  Involved 228 %.5 89.0 9.7 %6.9
Not 57 93.0 893 895 94.7
Neurology Involved 121 95.0 %0.1 9.2 983
Not 164 %.3 883 933 95.1
Occupational health Involved 24 100.0 833 100.0 100.0
Not 261 95.4 89.6 93.1 %6.2
Paediatrics Involved 101 95.0 %0.1 95.0 99.0
Not 184 9.2 885 929 95.1
Palliative care Involved 39 9.9 923 923 100.0
Not 246 95.9 886 93.9 95.9
Rehabilitation (mixed) Involved 191 %.3 895 93.7 97.4
Not % 9.7 88.2 936 94.7
Rheumatology Involved 35 9.3 9.3 97.1 97.1
Not 250 96.0 884 932 %6.4
Rural generalist Involved 18 88.9 833 88.9 9.4
Not 267 %.3 895 94.0 %6.6
Sports Involved 115 97.4 87.0 913 97.4
Not 170 9.7 %05 95.3 95.9
Women'’s health/continence Involved 42 929 81.0 100.0 100.0
Not 243 9.3 20.5 92.6 95.9

Note: Bold items with asterisks denote a statically higher want to prescribe based on significance testing.
.
- <0.05.
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TABLE 4: Relationships between field of expertise and drug classes related to muscle relaxation and pulmonary diseases that were deemed significant (n = 359).

ield of expertise of participant Number of individuals Total Muscle relaxants Antispasmodic Mucolytics Bronchodilators
Cardiorespiratory/acute medicine/ Involved 126 937 872 9%6.0 99.2%
el Not 159 975 90.6 918 943
Chronic cardiorespiratory diseases  Involved 89 944 899 978 100.0¢
Not 196 9.4 887 918 949
Chronic disease management Involved 93 978 25 %38 100.0¢
Not 192 9438 874 922 948

Note: Bold items with asterisks denote a statically higher want to prescribe based on significance testing. Full version of the table is available in Appendix 1, Table 2-A1.
x
- < 0.05.
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TABLE 5: Relationships between field of expertise and drug classes associated with lifestyle diseases and others that were deemed significant (n = 359).

ber of Antibiotics Antihypertensives Inotropic Antidiabetics Antigout Anticholesterol Antidepressants Mood ~ Neuropathic Over-the- All

eld of expertise Ni

of participant _ individuals stabilisers counter classes
Amputees

Involved 77 312 208 25.0 145 50.0 211 211 263 64.5% 831 130
Not 208 20.7 144 15.4 106 39.4 120 188 16.8 486 81 125
Burns/plastics

Involved 61 311 23.0 25.0 15.0 467 25.0%% 233 28.3* 60.0 820 164
Not 224 214 143 16.1 107 411 116 183 17.0 50.9 844 116
Chronic

cardiorespiratory

diseases

Involved 89 33.7%% 202 225 157 449 22.5%* 25 28.1* 53.9 81 157
Not 19 189 143 15.9 97 410 108 17.9 154 523 8.2 112
Chronic disease

management

Involved 93 280 194 215 140 484 20.4% 26.9% 28.0* 62.4* 828 108
Not 192 214 146 162 105 393 115 15.7 152 48.2 844 135
Education

Involved 64 281 219 234 156 50.0 14.4* 266 266 50.0 859 125
Not 221 222 145 164 105 40.0 11.8 173 173 536 833 127
Gerontology/age

decay

Involved 48 271 208 208 146 56.3% 208 208 27.1 58.3 917 104
Not 237 228 152 17.4 110 39.4 13.1 19.1 17.8 517 823 131
Lymphoedema

Involved 25 40.0% 240 20.0 16.0 44.0 240 24.0 280 56.0 8.0 40
Not 260 219 154 17.8 12 421 135 189 185 5255 838 135
Neurology

Involved 121 29.8% 19.8 19.8 149 471 22.3++ 24.8% 231 60.3* 818 140
Not 164 189 134 166 92 387 86 153 166 47.2 854 116
Paediatrics

Involved 101 31.7% 208 238 15.8 485 24.8%++ 27.7+* 287+ 64.4%* 87.1 149
Not 184 19.0 136 14.8 93 388 87 14.8 142 46.4 821 114
Palliative care

Involved 39 333 231 256 154 513 23.1 231 282 69.2* 821 103
Not 246 220 15.0 167 110 408 13.1 188 18.0 50.2 81 130
Rheumatology

Involved 35 37.1% 257 286 171 60.0* 25.7% 29 20.0 62.9 829 86
Not 250 216 14.8 165 108 39.8 129 189 193 514 8.0 132
Rural Generalist

Involved 18 50.0%* 33.3+ 27.8 11 66.7+ 22 16.7 111 61.1 89 167
Not 267 217 15.0 173 117 406 139 195 199 523 835 124
Sports

Involved 115 209 157 17.4 122 426 139 14.8 14.8 43.5%* 87 78
Not 170 253 165 183 12 420 14.8 25 225 59.2 80.6 159
Women's health

Involved 42 38.1% 238 238 167 476 19.0 26.2 214 61.9 738 95

Not 243 21.0 14.8 16.9 10.7 41.3 13.6 18.2 19.0 51.2 85.6 13.2

Note: Bold items with asterisks denote a statically higher want to prescribe based on significance testing. Full version of the table is available in Appendix 1, Table 3-A1.
* 5 <0.05; ** p<0.01; *** p<0.001.
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TABLE 3-Al: Relationships between field of expertise and drug classes associated with lifestyle diseases and others.

Field of expertise Number of Antibiotics Antihypertensives Inotropic Antidiabetics Antigout Anticholesterol Antidepressants Mood ~Neuropathic Overthe Al
of participant _ individuals stabilisers counter classes
Amputees

Involved 77 312 208 25.0 145 50.0 211 211 263 64.5% 831 130
Not 208 207 14.4 15.4 106 39.4 12,0 18.8 16.8 486 81 125
Burns/plastics

Involved 61 311 23.0 25.0 15.0 46.7 25.0%% 233 28.3+ 60.0 820 164
Not 224 214 143 16.1 107 411 116 183 17.0 50.9 844 116
Cardiorespiratory/

acute medicine/

surgery

Involved 126 25.4 16.7 184 136 44.0 176 208 232 56.0 8.5 143
Not 159 220 157 176 101 40.9 119 182 164 503 818 113
Chronic

cardiorespiratory

diseases

Involved 89 33.7%% 202 225 157 44.9 22.5%* 225 28.1* 53.9 831 157
Not 196 189 143 15.9 97 41.0 10.8 17.9 154 523 842 112





