
Allied health professions and the non*physician*referred
practice of physiotherapy
In 1977 and 1978 the Canadian
Medical Association (CMA) ex-
pressed sufficient concern with the
training of allied health personnel
that the General Council proposed
the setting up of a joint subcommit-
tee of the Council on Medical Educa-
tion and the Council on Medical
Services to study the role of the med-
ical profession in the education and
guidance of allied health groups.1'2
Many allied health groups (e.g.,

diagnostic and therapeutic radiol-
ogic technicians, nuclear medicine
technologists, respiratory technol-
ogists, medical laboratory technol-
ogists and cytotechnologists) are
closely associated with the medical
profession, the schools that provided
the education and their own pro-
fessional organizations in a combined
accreditation evaluation of the edu-
cational facilities and programs and
their product. Good liaison between
the medical and allied health groups
results, and quality standards are
maintained.

However, two important allied
health groups - physiotherapists
and occupational therapists - prefer
not to enter an accreditation program
with related medical specialists
through the CMA. These therapists
are valued members of the health
care team whose drive for independ-
ence from medicine and the medical
model has concerned their closest
allies in the medical specialties for
years.
The medical profession is deeply

and reasonably concerned about
health care that is not intimately tied
into an optimally scientific program
- one that is guided with the best
and widest knowledge, and is coor-
dinated from the highest level. Med-
icine s mandate in Canadian society
is the medical health care of Cana-
dians, and we are obliged to ensure
its quality whenever we can. We are
therefore concerned about any of
our therapists who do not wish to
work closely with us to produce
health professionals who are optimal-

ly trained and disciplined to satisfy
the patient's needs.
The political and, to a large ex-

tent, educational leaders of occupa-
tional therapists and physiotherapists
are seeking an autonomy that is
taking their people further away from
the field of medicine. The leaders
are intelligent, well meaning people
who seek higher educational stand-
ards, a broadening of the scope of
their professions and self-determina-
tion. However, two of their methods
deserve evaluation and constructive
criticism.

First, schools of occupational ther-
apy and physiotherapy are taking a
nonmedical direction. At one Cana-
dian university at least, this has pro-
gressed to the establishment of a
faculty of rehabilitation medicine,
whose dean is a speech pathologist.
Despite the name there is no con-
nection with the faculty of medicine,
essentially no medical input into the
curriculum and no medical evalua-
tion of the graduating personnel. The
implications of this are immense and
therefore will not be discussed in this
article.

Second, at their annual meeting in
June 1978 the members of the
Canadian Physiotherapy Association
(CPA) voted to alter their code of
ethics to allow physiotherapists to
directly assess and treat "clients"
without medical referral, following
the "acquisition of adequate and ap-
propriate information concerning
such clients" (Medical Post, July 18,
1978, page 21).
The CPA plans to petition the

provincial governments for regulation
changes to permit nonmedically re-
ferred treatment by physiotherapists.
Quebec already has such legislation.
I leave it to my French-speaking
confr.res to explain why they have
turned to therapists trained by the
coll.ges d'enseignement g.n6ral et
professionnel, which are not recog-
nized by the CPA, to treat their pa-
tients. Recently the Australian Phy-
siotherapy Association has also en-

dorsed nonmedical referral (personal
communication: J.M. Henderson,
deputy secretary general, Australian
Medical Association, 1978).
What does nonmedical referral

mean? Who will be affected? Despite
the heart-warming assurances of
many experienced and less militant
physiotherapists that the written "in-
tent" of physiotherapists to obtain
adequate and appropriate informa-
tion concerning the client will be
adhered to, this change in the code
of ethics clearly allows any willing
therapist to treat a person who asks
for help. With official permission to
give treatment how many physiother-
apists will assume a role beyond their
competence? I hope these will not
be many, but assuredly there will be
some and in ever-increasing numbers.
The CPA cannot police the quality of
its therapists when its code of ethics
permits totally autonomous activity.

In this day of multidisciplinary
medicine, when every medical doctor
recognizes his or her limitations and
seeks help and guidance from physi-
cians who are especially trained in
the needs of the patient, we cannot
honestly support patient management
by allied health groups who do not
have the endorsement in their treat-
ments and evaluations of the more
highly trained medical professionals.
The team approach is lost, the med-
ical model of health care delivery
with the physician coordinating and
supervising the team is bypassed, and
the patient cannot be optimally
served. Thus, it is the patient who
will be affected (Western Medical
News, September 1978, page 4).
What will be the response of mem-

bers of the medical profession? Let
us remember that each allied health
profession is a product of physicians
who recognize the need for special
services for their patients, who then
create and train the allied health
professional to supply those services.
We must continue to ensure the best
medical input into their efforts. This
does not deny the allied health pro-
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fession's contribution to their own
methods, their aspirations for recog-
nition of their expertise or their de-
sire to grow. Their aspirations and
knowledge, our knowledge and the
patient's needs must meld. Proper
care can never be accomplished in
the isolation that can be anticipated
with the rejection of the medical
model.

Such statements as these will be
regarded as paternalistic, despite no
such intention on the part of the
medical profession. Each profession,
including the medical profession,
must assume appropriate autonomy
in the ultimate interest of the patient.

Physicians must evaluate their
present contribution to the problem
of inappropriate autonomy of allied
health professions by looking at
three aspects: education of the allied
health groups; supervision as the
team captain; and knowledge in the
area of movement disorders, and
especially the disease states managed
by physical methods.

Physicians must once again play
an important role in the education of
physiotherapists and occupational
therapists. Curricula must be appro-
priate to the needs of the patient, not
just to the aspirations of the ther-
apist. These curricula must not be
determined by physiotherapists and
occupational therapists alone, or by
physicians alone, but by mutual input
and planning. The medical contribu-
tion cannot be made by part-time
physicians who are too busy seeing
patients. The guidance must come
from physicians trained in physical
methods of treatment and interested
in teaching.

Physicians must supervise and co-
ordinate programs being conducted
for their patients. They must consult
frequently with the treatment team,
for it is rarely excusable for a physi-
cian to send a patient to a physio-
therapist or occupational therapist
because he or she does not know
what else to do. This invites ther-
apists to take over and is followed
all too frequently by prolonged in-
appropriate treatment.

Supervision in physical medicine
and rehabilitation service depart-
ments of hospitals is a role that must

be assigned to medical doctors. These
hospital services are currently based
on multidisciplinary programs and
require overall medical supervision.
Each therapist would be appropri-
ately autonomous but still only a
team member. Occupational therapy,
prosthetics, orthotics and nursing are
all important parts of the field of
physical medicine and they ally close-
ly with medical social services and
psychology. Physiotherapy is only
part of the physical medicine multi-
disciplinary service. Medical person-
nel specially trained in physical meth-
ods must supervise the teams.

In summary, physiotherapists who
have a code of ethics that allows
them to be independent of the med-
ical model and function can only
contribute in the long-term to a de-
crease in the quality of patient care.

Physiotherapists trained in institu-
tions autonomous from the input of
curricula planning by medical doc-
tors and medical product evaluation
can also only lead to a decrease in
the quality of patient care.
A physician who uses physiother-

apists and other physical treatment
professionals must ensure that he or
she is adequately knowledgeable to
lead the team or must solicit the help
of other physicians who can diagnose
and manage the patient more ap-
propriately.
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CYCLOCORT Cream contains
Amcinonide 0.1%.

ACTION
Topical steroid products are effective be-
cause of their anti-inflammatory, antipruritic
and vasoconstrictive properties.

INDICATIONS
CYCLOCORT is indicated for the relief of
inflammatory manifestations of acute and
chronic corticosteroid-responsive derma-
toses, such as atopic dermatitis, contact and
eczematous dermatoses, psoriasis and
neuro-dermatitis..

CONTRAINDICATIONS
Contraindicated in fungal diseases of the
skin, untreated bacterial infections, tuber-
culosis of the skin and certain viral diseases
such as herpes simplex, vaccinia and varicella
and in those patients with a history of hyper-
sensitivity to any of the components of the
products.

This cream formulation is not for ophthal-
mic use.

WARNINGS
The safety of topical corticosteroids during
pregnancy or lactation has not been estab-
lished. The potential benefit should be
weighed against possible hazard to the fetus
or the infant being nursed.

Significant systemic absorption may occur
when steroids are applied over large areas of
the b'.dy, especially under occlusive dres-
sings. To minimize this possibility, when
long-term therapy is anticipated, interrupt
treatment periodically, or treat one area of
the body at a time.

PRECAUTIONS
This product should not be used in the eyes.

Although hypersensitivity reactions have
been rare with topically applied steroids, the
drug should be discontinued and appropriate
therapy initiated if there are signs of
sensitivity.

The use of steroids on infected areas
should be attended with caution and careful
observation, bearing in mind the potential
spreading of infection and the possible
advisability of discontinuing steroid therapy
and/or initiating antibacterial measures.

Patients should be advised to inform
subsequent physicians of the prior use of
corticosteroids.

Occlusive dressings should not be applied
if there is an elevation of body temperature.

Prolonged use of topical corticosteroid
products may produce atrophy of the skin
and of subcutaneous tissues, particularly
on flexor surfaces and on the face. If this
is noted, discontinue the use of topical
corticosteroids.

Topical corticosteroids should be used
with caution in patients with stasis dermatitis
and other skin diseases associated with
impaired circulation.

ADVERSE REACTIONS
When occlusive dressings are used, pustules,
miliaria, folliculitis, and pyoderma may
occur. The following adverse skin reactions
have been reported with the use of topical
steroids: dryness, itching, burning, local irri-
tation, striae, skin atrophy, hypertrichosis,
change in pigmentation, and secondary
infection. Adrenal suppression also has been
reported folloWing topical corticosteroid
therapy.

DOSAGE AND ADMINISTRATION
Apply CYCLOCORT Cream to the affected
area two or three times daily. Application
twice a day is usually sufficient. Rub the
cream in gently.

HOW SUPPUED
CYCLOCORT 0.1% Cream is available in 15
and 30 g tubes.
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