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Abstract

Background

First contact physiotherapy
practitioners (FCPPs) are embedded
within general practice, providing
expert assessment, diagnosis, and
management plans for patients with
musculoskeletal disorders (MSKDs),
without the prior need for GP
consultation.

Aim

To determine the clinical effectiveness
and costs of FCPP models compared
with GP-led models of care.

Design and setting

Multiple site case-study design of
general practices in the UK.

Method

General practice sites were recruited
representing the following three
models: 1) GP-led care; 2) FCPPs
who could not prescribe or inject

Introduction

General practice is experiencing
unprecedented demand for
appointments at a time when the
number of fully qualified GPs is falling,
part-time working is increasing, and
average patient caseload is rising.!
The Additional Roles Reimbursement
Scheme was introduced in 2019 with
the intention of growing the capacity
of the primary care workforce.? First
contact physiotherapy practitioners
(FCPPs) were one of five professional
roles initially identified for expedited
implementation,? in recognition of
the growing demands musculoskeletal
disorders (MSKDs) place on general
practice, which account for up to

30% of consultations.> FCPPs have an
extended appointment time (normally
20 minutes) to assess, diagnose, and
determine the most appropriate
interventions and manage onward

(FCPPs-standard [St]); and 3) FCPPs
who could prescribe and/or inject
(FCPPs-additional qualifications [AQ]).
Patient participants from each site
completed outcome data at baseline,
3 months, and 6 months. The primary
outcome was the SF-36 Physical
Component Summary (PCS) score.
Healthcare usage was collected for

6 months.

Results

In total, 426 adults were recruited
from 46 practices across the UK.
Non-inferiority analysis showed

no significant difference in physical
function (SF-36 PCS) across all three
arms at 6 months (P = 0.667). At

3 months, a significant difference in
numbers improving was seen between
arms: 54.7% (n = 47) GP consultees,
72.4% (n = 71) FCPP-St, and 66.4%
(n=101) FCPP-AQ (P = 0.037). No

referral for patients without the prior
need for GP consultation.* Some FCPPs
also have the capability to provide
injection therapy, and following
legislation change in 2013, licensed
physiotherapists can independently
prescribe, including, since 2015, some
controlled drugs.® By 2024, all adults
in England consulting with a suspected
MSKD should be offered a consultation
with a FCPP within their local practice.®

Since its inception, local service
evaluations indicate that FCPPs
reduce the need for GP consultation,
referral to secondary care services,
and prescribed medications,
while improving patient and staff
satisfaction.” The only large-scale
evaluation of FCPP was conducted as
part of an NHS England national pilot
of the initiative and reported against
pre-determined criteria including
the following: re-consultation rates

safety issues were identified. Following
initial consultation, a greater proportion
of patients received medication
(including opioids) in the GP-led

arm (44.7%, n = 42), compared with
FCPP-St (18.4%, n = 21) and FCPP-AQ
(24.7%, n = 40) (P<0.001). NHS costs
(initial consultation and over 6-month
follow-up) were significantly higher

in the GP-led model (median £105.5
per patient) versus FCPP-St (£41.0

per patient) and FCPP-AQ (£44.0 per
patient) (P<0.001).

Conclusion

FCPP-led models of care provide
safe, clinically effective patient
management, with cost-benefits and
reduced opioid use in this cohort.
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with the GP; improvements in patient
symptoms at 3 months; provision

of self-management and/or exercise
advice for the condition; and impact
on ability to work.® Pre-determined
criteria were largely successfully

met, apart from limited information
on presenteeism and the ability to
work. While this evaluation provided
important data on the potential of
FCPP, there was no insight regarding
longer-term clinical outcomes, use of
healthcare resources, or differences in
outcomes compared with traditional
GP-led models of care.

The current study aimed to
determine the impact of FCPP on
clinical outcomes and healthcare
resource use for 6 months
post-consultation compared with
GP-led models of care.
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How this fits in

Introducing first contact physiotherapy
practitioners (FCPPs) into general
practice provides access to expert skills
in musculoskeletal disorders (MSKDs)
and helps manage patient demand for
appointments; MSKD consultations
account for up to one-third of GP
workload. This study found that FCPPs
provide a safe, clinically effective, and
cost-beneficial alternative to GP-led
consultations. FCPPs also positively
impact on medication use (including
opioids) and patients improve quicker
than those who have not initially
consulted with GPs. Embedding FCPP
as a standard model in general practice
will provide benefits for patients and
savings for the healthcare system
while reducing the number of patients
consulting GPs with MSKDs.

Method

Setting and practice recruitment

General practices across the UK

were invited to participate either via
expressions of interest in response

to a previous survey regarding FCPP
provision,® or through advertisement
via Clinical Research Networks. The aim
was to recruit across all four nations,
from a range of urban and rural areas,
and differing levels of deprivation;
deprivation index was based on practice
report and confirmed by nationally
available data.”>"

Description of services

General practice study sites were
categorised into the following three
study arms, according to their existing
service provision:

1. no FCPP service: MSKD management
with GP-led consultation (‘GP");

2. standard FCPP with no additional
competencies for prescribing and/or
injecting (‘FCPP-St'); and

3. FCPP with additional qualifications
to prescribe and/or inject
(‘FCPP-AQ").

Participant recruitment

Patients who attended appointments
for MSKDs in the study sites were given
recruitment materials by the clinician
or an allocated practice staff member.
They were invited to contact the study
team for further information, or to
express their willingness to participate.
Volunteers were screened for eligibility.
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The inclusion criteria were as follows:
1) patients consulting with a suspected
MSKD episode, defined as any acute or
chronic disorder related to the spinal
or peripheral musculoskeletal (MSK)
system; 2) patients not consulted for the
same problem in preceding 3 months;
and 3) patients aged >18 years. The
exclusion criteria were as follows:

1) receiving palliative care; and 2)
non-English speaking and unwilling
to provide informed consent and
communicate through an interpreter.

Eligible participants provided
written, informed consent. Recruitment
started in December 2019, slowed in
January 2020, owing to the emerging
COVID-19 pandemic, and paused in
March 2020. Recruitment re-started
under COVID-19 restrictions in
July 2020 and ended in April 2022.
Final assessments were completed in
October 2022.

Data collection

Information on age, gender, reason for
consultation, MSK risk (using STarT
MSK), education, and employment
were collected by telephone at baseline
(post-consultation). Participants were
also asked about their consultation
experience and any safety concerns (to
be reported elsewhere). There were no
notable differences across groups.

Questionnaires regarding Patient
Reported Outcome Measures
(PROMs) were posted to participants
following initial consultation (baseline)
and at 3 months and 6 months
post-consultation. The questionnaires
were self-completed and returned by
post. The primary outcome measure
was the change from baseline to
6 months in the SF-36 Physical
Component Summary (PCS) score.™
Secondary clinical outcomes were SF-36
Mental Component Summary score;
Musculoskeletal Health Questionnaire
(MSK-HQ, total and physical); perceived
safety of health care, using the
healthcare experience in general practice
survey, short form (Patient Reported
Experiences and Outcomes of Safety
in Primary Care; PREOS-PC Q5), on a
10-point scale: completely unsafe (0) to
completely safe (10); and Roland-Morris
Disability Questionnaire (for patients
with low back pain). EQ-5D-5L, a generic
measure of health-related quality of life,
was gathered for use in the economic
evaluation.®
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Sample size

The total participants required per arm
was 187 across 39 sites. This was based
on a non-inferiority margin of 2 units in
SF-36 PCS scale,™ a minimal clinically
important difference of 4 points' and
standard deviation (SD) 6.5, a one-sided
P =0.05 non-inferior hypothesis test,
with 80% power, a design effect of 1.09
for a cluster size of 14 and an intraclass
correlation coefficient (ICC) of 0.0075,
and 20% attrition. COVID-19 impacted
recruitment, so figures were revisited.
Actual attrition rates were used (5%) and
number of sites were increased (n = 46),
which required a total sample size of
n=462 (n=154 per arm).

Data analyses

The primary outcome was the change
in SF-36 PCS score from baseline to
6 months compared between arms, using



<

spays S

159Mmo] pue ‘a)ppiw 13y b1y uo paseg, ‘1533 uosiedwiod pijea e papnidaid (% Z) sauediiued 9z buowe auiu Ajuo Duym uey say3o sdnoib diuyia o Aydieds Aq pasned ‘sjjad xis fo 1no da4y3 Jof > Jo unod )jad pardadxa uy, abe b
J13y3 apiroud jou pip Juedidiied auQ. 'd)qejieAe jou = eju piepuels-siauoipiideld AdeiayioisAyd 10e3u00 3541 = 15-ddD4 ‘suonedifiienb pasueape-siauoiiideld AdesayioisAyd 10e3u0 1541f = DY-dd D ‘d2uelien fo siskjeue = YAONY g
o

8'/¢2 S €'es 8 8'0¢€ ¥ 0/¢€ AN Mo m,

6'8¢ JA 0'0¢ € 29 9 8YE oL wnipaj m

0050=d €'ee 9 192 14 L'ee € €8¢ €l ysiH m
X3 pu g

simem % u 8L=N % u SL=N % u EL=N % u =N Xopu| 2
—1esnay uoneaudaqg ays m
f=4

6v.0=d L6y ¥6 8'EV €S 00§ 1) L'8y L0¢Z paJiiey M.
S'6 8L /0L €l €8 6 9'6 (04 1ales m

10 J3yewswoy Io &

4om 3uiyass pue
pakojdwaun 1o
Jayom Aseunjop

Z2'eL T4 86l 144 9'/L 6L €9L 89 awi-1ied pakodwy
§/Z 4 9'9¢ LE L'ye 9 L'9¢ 60L awi-)n4 pakodwi3
X 68l LZL 80L 8Ly snje}s
juawAojdwy
L'l 4 L'l 4 00 0 oL ¥ 931e103100Q
Z2ls'0=d 99 2l 44 S 8¢ € 67 0¢ 93133p Jeuoissajold
99 ZL 0'S 9 9’9 9 6'S 144 32.89p S J23sBIN
/L'6L 9¢ 7'EL oL /9L 8l (WAN 0L 33.39p s Jojayeg
2Z 14 143 14 JAS 14 6¢ ZL 93133p d3e10ssy
8'8¢ WA 6'Ly /S tVA4 LS L'ty 6/l uolesnps Jayung
L'se 14 laz4 6Z L'ye 92 9y LoL Kiepuodas
10 Kiewiid
shiem-1exsny €8L 6LL 80L oLy uofjeonpy
qoB/u 6'86 98L 88l L'S6 oLL 21 L'66 90L /0L 8'/6 807 yARA UYM
‘dnoug o1uy1g
€560=d 6¥¢E /19 26l €ee (A4 €l 9'€e VA OLL (843 Syl ra4 9ew ‘xas
X % u N % u N % u N % u N

296'0=d el L'y6-v€EL 26l 8¢l 9'€8-L'Le ¥l €el 6'68-5'LZ 601 Z2'eL L'¥6-L'L2 eSZY
829 L'€9 2°€9 0'€9 sieak ‘a3y
VAONV uonjeInap Xew-ujw N uoneirap Xew-uiw N uoneirap Xewr-ujw N uoneirap Xew-ujw N ainjesy
piepuels uesjy piepuels uesjy piepuels uesjy piepuels ueapy s1ydesSowsqg

359} (sauediped 26| = u) OV-ddDd (sauediped z| = u) 35-ddD4 (sauedpinied L= u) dD (saueddiued 9z = N) je101L

uospiedwo)

=
(S
-
©
Q
7]
Q
(2 4

S]@pouw 3J1AIS 394Yy3 3Y3 jo uosriedwod ym sonsiels Arewwns :soiydesSowap auljaseq ‘| 9jqel

I
)
[
<
wl
(7]
(17
[
o
[
(]




Research

= a one-way analysis of variance; in case of
(=] s |2 = . .
Eal 3 $IRg] 8 (23 ¢ |3 % g difference, a post-hoc unpaired t-test was
— m o — o~ - .
88| % © % s|ls| s |g|8| ° |s| o kS performed. Further comparisons were
1] Il Il ] Il Il Il . .
E a < |alal a [d|d] a |a|l a < . undertaken in the context of stepwise
O o . . . . .
v é S linear regression modelling, incorporating
% = T demographic and clinical data, including
g | MY Q « < X
o) EIS| 8| T |83 ~ |3 e 4 @ baseline SF-36 PCS score. Outcomes
) | g J,. pars T 4 ) 1 = = .
£ (33| N |ofw © ° =2 from baseline to 3 months are also
o A g5 reported
© .
£ 8] 5 £ %
a ,'% .5 n :g § Economic analysis
N oK ([° T o = 5 < m QL
(<)) - | = — 5 b . .
= § > 2 3 |?|F ~N © N g The base case economic analysis
] S .
< v o § = adopted an NHS and social care
o c © RS perspective. Information on service
< ol < © | — SIS s
D S 5 gl g Q | m N i 3 g &é use related to the MSK condition was
S = e b8 gathered retrospectively by telephone
< . .
" N NI o © o Y s interview at 3 months and 6 months,
b4 1) S |®¥|lx| @ |2 ) * ~ = 3 . . . .
= = - - - T g using a tailored version of the Client
Xxlolm o | 3§ Service Receipt Inventory (CSRI).” This
y o = . .
- £ & $ 5 (23 N N e 8% included: NHS and private healthcare
- | 1 H .S . . . .
= £ NI REI 5= services (primary, community, accident
o~ S .
2 © S 8 and emergency [A&E], outpatient
¥ 9 B2 ferrals, and inpati d social
£ Nlvosg SR referrals, and inpatient stays) and socia
& SE [~z B |m|« © o ~ S care. Unit costs?®?' were applied to
o o — . Q .
N § z 2 s |= N e &3 service use and summed (months 1-6)
1 v o s 8 at the participant level, including the
= gD . i
= clolul o ol Q: g cost of the index consult.atlon (see
al =] @ 5 g lg NI 8 o S g % Supplemenfcarylnformatlon S1). Group
S z © £ costs were inspected and compared.
- > I c NI o ~ ~ S s Owing to the skewed nature of the
— | — — = . P
- A A A - “ - & 8 total costs data, stepwise logistic
x [ || S é & regression was used to model the
© | S N o
% £ ml N T - ~ ] = S = presence or absence of additional
I I s 1 T
° - S %% ® (2] © |+ & 2% costs over and above the cost of the
g ‘g N zZ ||| < § j;) initial presentation, with service model
o 8| | © R as a dummy variable and baseline
o 9 o c S U ® . .
= B 5.0 ~ T® S demographic and clinical factors as
S ] o8 Y| © 2N p © ”n S . . .
o a €3 |o|d| & IS ~ " N Ses covariates. A societal perspective
3 = (7] ey Y was included through consideration
o g 3 ~§ of self-reported days off work and
T ~ . .y o el
= g ° Sl ool @ |~ @ ~ < & 85 inability to perform usual activities,
(%) < ~ O ||~ © O | N - o T 25 dth . . h h
_g s |m[¥| S |©om i - s 8 and the private perspective throug
=] § Q3 out-of-pocket expenditures.
‘s z| 2| =88 & g8 & |2 & |ET% _ .
= SSs Analyses were carried out using IBM
o x| ml<| S § g 5 SPSS Statistics (version 27). Database
© H . o b= .
v dlal = |8l < = S35 access can be requested via: http://
- IS8 225 3 |3 & [8¢8 ) P
o ) SN I~S] o | & = o 2§ researchdata.uwe.ac.uk/703.
= s (2" S S5 5
© ©
Q. a [ = Q Q.
W Sl= 3 85
F=} < O
S t o5 S= § Results
£ a B5 [nja| R |m|« < - " DE . .
S © el |c|s| N |a|lo i NS i & 29 A total of 426 participants were recruited
b (V] c > o | N ™ “ﬁ §~ S i
b *Ill‘ g oS from 46 general practices across the
© I »n 9 . . . ..
O z < ¢ 5 UK, with a range of deprlvatlon indices
= = © Slo|l-| @ |o|w S5 and rural or urban locations. Of the
o1 3 < o 8 n | o E 0| m N ~ m = 95 > .. o
o o = s | @ ¥ S |8@R N |o o g 5= 426 participants, there were 110 (25.8%)
= = §s° from GP-led care, 124 (29.1%) from
= ©0 M| m < — © = s 8O o
3 z| g s|elg| ¢ |5 ¥ |8 %8 |2E3 FCPP-St, and 192 (45.1%) from FCPP-AQ.
© N c 23y A total of 46 GP practices were involved:
« X s (2T 2|8 8 23 < 13 GP-led care practices (with 1, 2,
> —~| € &
N g 3 IR N IR (xS s 39 2,5,6,6,7,10,11,14,14,15,and 17
[} -0 |50 Vg nT|n|oo= 5 o S L . .
- S5(a 38 SISas|a|T T8 22ggs| L3 participants), 15 FCPP-St practices (with
< E& [ 3 Mo D w3553
o % B3 SIESRSTTEESEES 28| 1333445779914157,
bl el bl el el Gl il e B e and 23 participants), and 18 FCPP-AQ

British Journal of General Practice, October 2024 RESEARCH | e720



'sisoubeip pajeja.-ured yoeq moj e yum sjuedidipied o3 uonejal ul paiodal AJUQ, ,;1e 18 UljA3d, ‘dD < (OV-ddD4 1S-ddD4) Ayaseisly buikfnuspy. -ajeas anbojeue jensia = Sy “Aewwns jusuoduwo)) 1edisAyd = SDd
‘Je1ajaysoInasnw = YSj Alewwins juauodwio) jeiudp = SO ‘plepuels-siauoiidesd AdesayioisAyd 10e3u03 151 = 35-ddD4 ‘suoiedifiienb pasueape-siauoniidesd AdessyroisAyd 10e3u03 3511f = QVY-dd D4 "dIUelieA fo sishjeue = YAONY <
~N
o
(629) (0'8v) (692) (€09) N
¥0Z0=d 677'0=d 03 0L~ 65°€ €22 2 SE 8010L-  LEY [orals 2L SZ Lol ez 292~ oL €L 8olol- € 96'L- a4 €L 9 m
g
(629) (8'2¥) (s'sv) (829) >SHIOW S
059°0=d 288°0=d 03 /- 0ze SSL- 2 8€ 9010L-  96€ AN L €2 €01/ 8L'E 601~ S IL 9010~  2ve 9€'L~ 8¢ 2 € -puejoy g
=]
(zsg) (Liy) (e22) (z€¢g) b
9L00=d 297°0=d 10} /- 0r'Z sLo 85 9L L01G- €07 620 oY 2L 1015 661 600~ 1z ¥6 101 /- 612 €10 szl LLE 9 M
(0'9€) (e€g) (092) (9°2¢) 1ed1sAyd m
2520=d 0250=d 103 /- 0zz 10 65 yoL G031 /- 502 100~ ve 0L 103/~ [iied oLo- 74 96  /01/- €Lz €00 8LL 29¢ € OHISW o
(<]
(roz) (5'59) (6€2) (8'69) s
Slro=d 0€8°0=d  9201lz- 0878 Sy Ll 9L zEo1gl- 988 8LY v/ €Ll vEOIEZ- 678 s 89 6 veorgz- 198 8L 952 19€ 9 w
(599) (£59) (v29) (z59) lezol =
86,0=d 1990=d  9203Sz- 228 e 0L 19l 0€£0Ipl- 862 L9°€ 19 0L 2E0 yZ- 68/ 997 85 €6 2€0152- S0 62°€ z€z 9s€ € OH-ISW b
(L6L) (z1€) (rv2) (L2) (bseq]
0/00=d 5280=d 503/~ 161 620~ o} /Sl S01g8- Fxard 8L'0- z€ oL ¥0i5- S yLo- 22 06 5018- 681 220~ v8 8re 9 0L010)
(692) (#'92) (e€2) (8'52) SO
/180=d SES0=d 503 /- Sl 100~ 2 95L 9016~ e 920~ 4 16 #019- 65l 900~ 1z 06 9016~ vl 600~ 18 1€€ € Dd-S03¥d
(009) (¥'1¥) (92v) (9'5%)
8620=d 1050=d §50169-  ZpIlL e €8 99L §5031/9-  0/SL SO'L- o LLL 9/0155-  6L6L 280 ov ¥6 9/01/9- 69l 050 691 LLE 9
(z8y) (s'8p) (8€p) (L'2v) SVA
SyL0=d §680=d OV ©010S~ 9rEL $8°0 08 99L SYOISE-  66LL 6v'L 8y 66 0,/0155-  S/9L 850 zy 96 0/03155~  LOYL 960 0/L L9€ € 15-as-03
060 (€19) 6150 (6'19) 1680 (6'89) 1680 (6709)
8680=d 0€9°0=d  ©0I86E0- S99L'0  19S00 €0L 89L 0315250~ €9YL0  0LEOO 0L €Ll 018050~ €6/L0 0800 95 §6 015250- 6€9L0  €8+00 622 9.€ 9 J(Pue)Bu3)
2€L0 (8'19) 6150 (679) 1680 (8's¥) 1680 (L'Ls) 31035
627°0=d ¥860=d 0319590~ OLL'0  LEEOO S8 ¥9L 010SE'0- 6¥SLO  0SE00 95 20L ©0300¥°0- 2ZL/L0  0/£0°0 a4 96 ©01959°0- 299L0  /KEOO S8l 29¢ € 15-as-03
ys€e (8Y) 9991 (29v) 652€ (215) 652€ (6'81)
98/0=d 0/£0=d  01v6'82-  LES ¥9°0- 2 5L slvz- €6 So'L- 0s 0L 01Zl'Ze-  LEOL 990 o 68 01Zl'Ze- 8.8 €v°0- 0/L 8re 9
5L (L9v) [Ayka (6¢p) 0€'92 (5°€9) [Ayra (9°29)
60%'0=d wS0=d 0 p8E- €28 P50~ L 5L ovpLyz- L0 €20~ 134 86 ©01/0€Z- 0S8 890 9% 98 O1pLyZ-  ST8 yLO- 09L g€ € SOW 9€-4S
awodlno
Kiepuodas
PS'SE (129) 0022 (1oz) 90°62 (0%9) ySSE (z29)
199°0=d 6660 =d  019€'8E~  ZvOL sLy 0L 251 010602~ 868 8l 7 L0l 0}/9'82- 0.6 2Ly 15 68 01988~ 8.6 SLy vez 8re 9
82'9€ (#'99) 0L€z (r22) €L (2¥9) 82°9¢€ (zs9)
/€00 =d 2€€0=d  01/22¢- 8.8 8527 LoL 25L 016LSL- 508 69°€ L 86 0128/l- 8L8 181 Iy 98 01/72- '8 e 612 9€€ € $2d 9€-4S
X VAONVY adueus as ueaw (%)u N 93ues as ueaw (%)u N 28ues as ueaw (%)u N 93ues as ueaw (%)u N syuop swodino
asueyy aSueyy asuey) panosdw asueyy adueyd a8uey) paroidwy asueyy asueyp a8uey) panosduw asueyy a3uey) asueyd panoiduw Kiewng
159} 19} (sauedidnied zgL = u) OV-ddDA (syueddiued 42| = u) 35-ddD4 (sauedpiued gL = u) 4D (s3uedipnued 9z = N) je301 juiod
uospedwo) uosuedwo) awi|
:panosduw| :a8ueyd

(3uswanoadu

=
(S
-
©
Q
7]
Q
(2 4

a3ed1pul sadueypd aAnisod) syjuow g 03 auldseq WOy pue sYuow g 03 duljdseq Wo.j sadueyd awod3no Aiepuodas pue Aiewlid ‘€ 31qeL

I
19
o
<
17}
(]
i
(-4
S

<




Research

practices (with 1,1, 4, 4,6, 8,8,9, 11,

P R =
. SRR 3 2 8 12,14, 15, 15, 16, 16, 16, 17, and 19
[ = - . . .
s @ n é 3 o N 23 e a8 3 o § participants). The study completion rates
-l‘; = ~c5y« 1S5 5 a 2 in each arm for PROMs and CSRls, along
o © 5 0 a o . . .
= €< £ n s b g §9R with attrition patterns, can be seen in
©a g =
@ % @ @ EEES Supplementary Table S1.
o | g c N 2l 8= |0 v @ TS as
& 3 3 2898 Mean age was 63 years (SD 13.2); 34.1%
©
- 9z 5 _ 32 (n=145) were male and 97.8% (n = 408)
o ~| T w S = %) & 3 . L.
x S| 285 ss S TELT reported White ethnicity. There were
£ dan| S = e x ® OO S A 2 9 S no statistically significant differences in
~ ~N - < . .. . .
= ‘gg . S~ § < individual baseline demographics between
o o © S <% . .
o E< R ® 9 < SRR arms. There was some discrepancy in
% g - o & 2 g E, practice-level deprivation across arms,
S P Ehy . . .
c 18 I Tl &= § v R RSB § = with a higher representation of low
e " — S é $ < deprived practices in the FCPP-St arm
c =% R @ g§YEY (Table 1). Data were returned at all three
q Q . . . .
c S| E¢g e s s 1o o o 5582 time points by 377 (88.5%) participants,
.0 é Lo o B A S g% = including 320 (75.1%) who provided
- = .S .
o e ° n 2 i - § completed PROM and CSRI data. Details
7 o (TS o T
g ©g g Eg i of attrition from the study are given in
5 T S S o
v e § < o = © § cle w ~ | BEES Supplementary Table S1.
© =) 5 2 8 EJ
[~ .. ..
] 9z . . S S =y Q Clinical data revealed no statistically
— S 0 < e .
I | 8¢ p S g S oS significant differences between arms at
- c o ~ = g Qo = . .
2 8718 3 = 9 232350 23 %B baseline, except for the EQ-5D-5L (visual
S Es o . i S5 8 analogue scale [VAS]; better state of
T EQ X ® 9 S 5T R S health reported in FCPP-St model) and
(7] ' ~N TS o 8 9o p
(-9 .
g “a | s - 5 & é § for MSK-HQ total (a more desirable
o0 g < ERN | @ |8 ~ ~ © oo E MSK status was indicated in FCPP-St
=) =) o
£ o 2o '§ S model). Participants reported a range
t T % g e B S of peripheral and spinal diagnoses (up
5 5 S . . . .
2 | E¢ €< e S NSRS to two pain sites); given the previously
Q n © 8 © N — ° S o o ~ & (@} S = . . .
bed Lo - Sl ~o 9 8358 reported high incidence of low back pain
(-9 c Il S aQ > ; . 18 o,
S < © o g8 &S in primary care,’® a 24.9% (n=106/426)
[} £ R [SATSY = E -~ f.
= e - S 5N g revalence was noted (Table 2).
: . £788 i frbied
= § < Y in o § s |R ~ o ¥ % % 1 § .
= =} gL &5 Outcomes analysis
TS oD
= 2T S @ S E £ 8 The primary outcome variable was the
= = S s . .
+ 2 5 s s s 2eE & change in SF-36 PCS score from baseline
i s F| 6 2 N ® N o R« o |5 888 : . .
(v] BE|lg 8 Al <~ Ry N EZ|LEOD to 6 months; in an unadjusted analysis,
= v O . . e .
2 5 2 . o o ~ a2 IV no statistically significant difference
(%2} ~ d a5 .
b = 5 & R o & g £ S g was found between arms (Table 3). This
4 @ @ €32 3 was confirmed under linear regression,
.= (] . .
= g = Qo 2l 8% |¥~ 2RI REaE with a final model (R? = 0.138, n=332)
o " — = S g predicting change = 15.074-0.333x
(. — = — Q. © .
9 S S & S5 T2 (SF-36 PCS score at baseline) + 2.377
= fe S o o o S © . . . e
3 £ _|E¢8 =< s S P I = (if university educated) + 2.402 (if in
© m o I} X 5 ™ 5| = < © . .
< 5 3 @ TE MBI ESgS full-time employment). Service model
O O O . .
; =0 2 © 3 0 FSSd along with age at baseline, gender (male:
T gé - T Yy yes/no), ethnic origin (White: yes/no),
5 T ~ a c . .
Z © g e o o el Eclg » o s Seg 5 whether MSKD area at baseline included
w w - ©
e =} =} 8E TS back (yes/no), whether MSKD area at
— a ‘s = . . .
tE £ 5@ = 250 25 baseline included knee or leg or hip or
H ~N “ '
2 g w g s e s ¢ g foot or ankle (yes/no), and whether the
LN — < © = O | e
g = ,2§ S & Nl e ® E T 2388 S Is presented MSK condition had affected
0 o A R -
- £ . - m . 2% )R g employment or ability to perform usual
N : a = & N g
a5 ég ° RN e g é PR activities (yes/no) were not significant
a - TP I
q>,‘£ m g . .o £ g I I - % o) (see Supplementary Table S2).
Y 0 N ] = ¥ n| O &8 Y o
o g = =} B .§ £35S However, when each of these change
" &9 8 . .
3 £ k] 2, 7l k& rE3e outcomes was simplified from the change
© © v .= 0 S . . .
- o % sg Z2|Ex2| 2% N § %S 2 in continuous score to an improved or
[, S s 5 kY S| a a ] .
ﬁ = aleg § %:,-, 2 8% | . 5 2 g % @ £ % worsened/stayed the same scenario,
o O o S = %] o P . .re .
Z|6sao&|08&E|aE|< & 2 0TS O=x a statistically significant difference

British Journal of General Practice, October 2024 RESEARCH | e722



LE00=d
‘DV-ddD4 SnsIaA1S-ddD4 pue ‘8/6°0 = d ‘DV-ddD4 SNsidA dD ‘SS0°0 = d ‘1S-ddD4 SNSIdA ¢ SYIoW 9 ‘€600 = d ‘DV-ddD SNSI9A1S-ddD4 PUe /210 = d ‘DV-ddD SNSI9A dD 'S00°0 = d 1S-ddD SNSIaA 4D ‘Syauow € :sabueyd fo suosieduiod =
asimured 9523 N Aauaiym—uueyy 150 sKep 1amaf sazedipul saquinu aniebau v -abuel ajiuenbiaiul = YO piepuels-siauoniioeid AdesayoisAyd 10e3u02 35.1f = 15-dd D4 ‘suonedifiienb pasuespe-siauonioesd AdesayioisAyd 10€3U02 3541f = DV-dd D m
¥'62 S€ 0'6E 019 622 6l 8'LE 78 J9M3 m
8’89 0L SYS f44 8'l9 44 €8S Sl swes S
0020=d 8'LL vl S9 S goL VA 86 92 90N m,
€-0 Syuow yum s
(0-e) 0 (0590 (0-)0 (0-)0 pasedwiod 3s0] =
€900=d ‘g€~ 6Ll 'S°02- 11 ‘6'¢e- 89 ‘18- 92 9 sKep uj a3uey> m
L'/¢e S€ 6'0€ 14 68l L L'9¢ 122 19Ma4 M
6¥00=d 6'89 9/ 0'€9 LS 229 14 609 €/l swes m
ovl 8l 79 S 68l Pl o€l L 3I0 3
aunjaseq-aid yum .W
(0-2-) 0 (0-soL-)o (0-0)0 (0-z-)o patedwod 3s0) £
6L00=d ‘6'e- 6ZL ‘s9L- 18 /'S 172 ‘05— 8¢ € sKep uj a8uey>d
sillem (401) ueipaw % u N  (¥40I) ueipsw % u N (¥01) ueipaw % u N (40I) ueipsw % u N  SYIUO  S3N3IAI3OE Jensn
= ‘uesjy ‘uesly ‘uesjy ‘uesiy 10 JuawAojdwz
159} (sauedidnied zg| = u) OV-ddD4 (syueddied y2| = u) 15-ddD4 (sauedipinied gL = u) dD (sauedidiued g9z = N) je30L jujod
uospiedwo) awiy

S]2pow 921AI3S 92.4Y3 3Y3 Jo suosiiedwod ym ‘(sai3iAioe jensn wiogiad 1o yiom 03 s1qeun) 3so) sAep ul saguey) ‘g sjqeL

‘9)qeljaiun Ajjenuazod pasapisuod os ‘Aydzed sem buirioda. pue aiei Ajawa.ixa a4om asay3 se ‘s3502 Juawireasy Jof iodsuesy pue uawdinba Ajiqow ‘suoieidepe awoy ‘a.ed jeuossad
‘djay awoy se yons ‘sasuadxa JeuoIIPPE pUe ‘S3S5e) 3SI2I9XS PUE SSUJJaM JO SISO BY3 3I9M Se ‘DIPN]IXD SJoM JUBWIRaI] d3eAld pue suoiIedIpaw fo s3s0d ay | °LS uoeuloful Aieauawsa)ddns ur uaaib aie s3s0d Jun )y ‘27 eg pueq
OV-ddD4 pue ‘2z / pueq DV-ddD4 ‘227 3S-ddD4 ‘6EF dD 219M $3502 UOIIRNSUOD |ei3iu] ‘piepuels-siauoiiiideld AdeiayiolsAyd 10e3u0d 351 = 15-dd D4 ‘suoiedifijenb pasuenpe-siauonizdeid AdessyzoisAyd 303u03 1511f = DV-dd D4

OV-ddD4 403 (2 pueq
j0u) eg pueq Sulwnsse

L00'0>d 526 §l-9¢ 00°0s oleee LSl v¥8/9l-2¢ 00'Ly 26'09¢ /0L  vEESL-6E 05'soL ¥v'/0s 06  ¥8/9l-2¢ 0028 99¥8€  8y€  ‘quanedur Sulpnpuijeo)

OV-ddD4 404 (£ pueq
j0u) eg pueq Sullnsse

L00°0>d 1961-5¢ 0009 99°€LL LSl 256-2¢ 00'Ly S6¢ZlL /0L 8¢/L-6€ 0S'sOL 99'5eZ¢ 06 196l-2¢ 00¢s 16v¥L  8¥E ‘auanzedur Buipn)oxa je3o

(£ pueq Dv-ddd4)

L00'0>d 226 §1-2¢ 00ty LL'yee  LSL ¥8/91-2¢ 00'Ly 26'09¢ /0L vEEIL-6E 05'S0L ¥¥'/0S 06 ¥8/91-2¢ 00¢s /¥'28€  8VE juanzedus Buipnpaul jezo L

(£ pueq Dv-ddd4)

L00'0>d 7961-2¢ 00'v¥ 65'80L  LSL 256-2¢ 00'Ly s6¢lL /0L 8€/1l-6€ 05's0L 99's€Z 06 7961-2¢2 00¢s 11277l 8ye  3jusnedur Suipnpdxa jejol
- siem Xew-ujjy URIP3]N UBSN U  XeWw-UllN UBIPI] UB3| U XeW-Ull] UBIPAN UB3|N U Xew-Ulj UeIp3|y  Ued| u (3) 1s0D T
0 —1exsnay K

—

(] 1S9} (sauedidnied zg| = u) OV-ddD4 (saueddiued $2| = u) 15-ddD4 (sauedidiyied 6oL = U) dD (sauedidned sz¢ = N) 1e301 H
(] uosiiedwo) n
(7] (17)
) o
o 9-0 syjuow ‘soiasizels Alewwns (3) s3sod je3o] ‘g a|qeL W
(]




between arms was seen in two instances.
At 3 months, the FCPP-St and FCPP-AQ
service models delivered a statistically
significant greater improvement rate for
the primary outcome variable SF-36 PCS
score compared with the GP-led service
model (P = 0.037). At 6 months, the
FCPP-St and FCPP-AQ service models
delivered a statistically significant greater
improvement rate for the secondary
outcome MSK-HQ physical compared
with the GP-led service model (P = 0.016;
Table 3). No other statistically significant
differences in outcomes were found
between arms. No safety issues were
identified.

Healthcare utilisation and costs

The initial consultation was assumed

to be face-to-face with a GP, FCPP-St,
or FCPP-AQ. CSRI data were available
for 370/426 (86.9%) of participants at

3 months, 348 (81.7%) at 6 months (see
Supplementary Table S1). Health service
use after the initial consultation was low
in all arms, most being within general
practice; few participants reported
hospital use. Key health service usage
(GP and physiotherapist) and prescribing
outcomes are shown in Table 4. In the

3 months following initial consultation,
a greater proportion of patients received
medication (including opioids) in the
GP-led arm (44.7%; n = 42) compared
with FCPP-St (18.4%; n = 21) and
FCPP-AQ (24.7%; n = 40) (2 P<0.007).
A full breakdown of NHS service use,
including medication prescribing, at

3 months and 6 months, is shown

in Supplementary Tables S3 and S4.
There was scattered use of the private
sector while use of over-the-counter
medications was commonplace (see
Supplementary Tables S5 and S6).

Group mean total costs (health
services, excluding medications) over
6-month follow-up for the three
service models are shown in Table 5.
Comparisons were performed both
excluding and including inpatient
(planned MSK surgery) events, and
assuming the FCPP-St and FCPP-AQ
were both working at salary level band 7;
a sensitivity analysis was performed
with the FCPP-AQ costed at the higher
band 8a. In each comparison, there
is a statistically significant difference
in costs between the three models
(P<0.001) with the GP model the more
costly (median £105.5 per patient
versus £41.0 for FCPP-St and £44.0 for
FCPP-AQ in the band 7 calculation), and
no statistically significant difference
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between the FCPP-St and FCPP-AQ. In
the band 8a comparison, the FCPP-AQ
was significantly more costly than the
FCPP-St. Regarding days lost through
inability to work or perform usual
activities, the FCPP-St model showed
greater reductions in days lost compared
with GP-led care and FCPP-AQ, but there
was no statistically significant difference
between GP-led care and FCPP-AQ
(Table 6). Only eight participants had
absences covered by sick notes in the first
3 months and three during the second
period (two of which were new).

Backwards stepwise logistic regression
to model the presence or absence
of additional health service costs in
months 0-6 over and above the initial
presentation (excluding inpatient), with
re-running of the final model to include
additional participants for whom data
were missing only for non-significant
predictors, led to the model in
Supplementary Table S2 (with Nagelkerke
R?=0.072, n = 334). The model
demonstrates a significantly (2.181 times)
higher likelihood of incurring additional
costs after the initial consultation with
a GP-led service model compared with
a FCPP-St or FCPP-AQ service model.
Higher scores in baseline SF-36 PCS score
are also significantly associated with a
lower likelihood of incurring additional
cost (adjusted odds ratio of 0.966 implies
that a participant with a baseline SF-36
PCS score, which is 10 points higher than
another participant, is 0.966" = 0.708
times less likely to incur additional cost).
No other predictors were statistically
significant.

The analysis demonstrated that
neither FCPP model was inferior in
relation to clinical outcome at 6-month
post-consultation compared with the
GP-led model, but both were significantly
less costly; P<0.001. There were no
significant differences in quality-of-life
changes (based on EQ-5D-5L) between
the models at 3 months or 6 months,
so given the cost differentials, no
formal cost-effectiveness analysis was
undertaken (Tables 3 and 5).

Discussion

Summary

Analysis demonstrated no statistically
significant difference in clinical outcomes
between different service models after

6 months. However, the GP-led model of
care was approximately 2.5 times costlier
than the FCPP-St and FCPP-AQ models.

Research

Furthermore, at 3 months, a greater
proportion of patients who consulted
with FCPPs had improved, compared with
those who had consulted with GPs, and
time off work or unable to perform usual
activities was reduced in the FCPP-St
consultees.

Strengths and limitations

To the authors' knowledge, this is the
first study that has compared GP- and
FCPP-led models of care for MSKDs and
included data from all four UK nations. It
provides a robust overview of the service
innovation to support decision making,
and a qualitative analysis, which was
conducted concurrently, will allow further
interpretation of findings.

Recruitment was severely hampered
by the COVID-19 pandemic, yet this
study still provides the most extensive
dataset of FCPPs to date. There was
uneven recruitment across study
arms and sites because the drive for
FCPP recruitment, resulting from the
Additional Roles Reimbursement Scheme,
made the identification of GP-led sites
challenging; and recruitment within
some individual sites was lower than
anticipated. At site level, there was some
variation in deprivation across arms: the
FCPP-St consisted of relatively more
practices with lower levels of deprivation
compared with the other arms, which
may explain the higher levels of quality
of life (EQ-5D-5L [VAS] and MSK-HQ)
reported at baseline within this arm.
However, while these differences were
of statistical significance, neither was of
clinical significance, based on previously
reported levels of minimum clinical
important difference?*?*and, importantly,
there was no difference in the primary
outcome measure at baseline across
arms. All sites that expressed an interest
in participation were recruited, so this
variation did not result from selective
recruitment. Furthermore, at the level
of individual participants, no significant
differences were found between
groups regarding levels of education or
employment.

The sample was almost exclusively
White and not representative of practice
cohorts despite efforts for diverse
recruitment at practice and patient
level. Only 12/46 (26.1%) sites returned
requested data regarding numbers
invited to participate in the study, so
how representative the study sample
is of those eligible is unable to be
reported. Much of the recruitment was
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undertaken under COVID-19 restrictions,

which disproportionately impacted
people of ethnic minority heritage,
which may have influenced decision to
participate, although in consultation
with recruitment sites, it was identified
that fewer people from ethnic minority
communities consult FCPP staff. There

was potential recruitment bias as not all
eligible participants consented to join the

study.

Funding

This study was funded by the National
Institute for Health and Care Research
(NIHR) Health and Social Care Delivery
Research Programme (reference:
16/116/03). The views expressed

are those of the authors and not
necessarily those of the NIHR or the
Department of Health and Social Care.

Ethical approval

Granted on 18 June 2019 (Integrated
Research Application System ID: 261530;
Research Ethics Committee reference:
19/N1/0108). Health Research Authority
approval was granted on 25 June 2019.

Data

University of the West of England
Database Repository Database
access can be requested via: http:/
researchdata.uwe.ac.uk/703.

Provenance

Freely submitted; externally peer
reviewed.

Competing interests

The authors have declared no
competing interests.

Acknowledgements

The FRONTIER team would like to
thank all participants for their time
and valuable contribution to the
study. The authors would also like
to thank Gemma Artz, Pete Young,
Jude Hancock, Alison Diaper, the
Study Steering Committee, and
the research team at Bristol, North
Somerset and South Gloucestershire
Integrated Care Board for their
expertise and support.

Open access

This article is Open Access: CC BY 4.0
licence (http://creativecommons.org/
licences/by/4.0/).

Discuss this article: bjgp.org/letters

Comparison with existing literature

To the authors’ knowledge, this is

the first study to show a comparison
between GP and FCPP clinical outcomes
and resource use, confirming the
proposed benefits of the new model

of care. While at 6 months there were

no differences in patient improvement
across the models studied, at 3 months

a significantly greater proportion of
patients who consulted with FCPPs had
improved compared with GP consultees,
with positive impact on ability to work

or perform usual activities in FCPP-St

(P =0.005). Previous work highlighted
GP propensity for pharmacological
management rather than guideline-based
self-management and rehabilitation
strategies, which may account for

these differences;*?" indeed, a greater
proportion of patients under GP-led care
were prescribed medication, including
opioid derivatives. The authors are unable
to identify any factors in the study design
that would account for this finding and
believe this is a result of clinical decision
making. Other work has shown that
FCPPs with a licence to prescribe are

still reluctant to use this intervention,
instead choosing to use their capability to
deprescribe where possible and intervene
with non-pharmacological measures.?

From an onward resource use
perspective, data showed minimal
reliance on other services within each
model and therefore relatively low
costs. For services that were used, there
was a greater number of referrals onto
outpatient physiotherapy by GPs, as
would be expected; other work has
suggested GP overuse of magnetic
resonance imaging (MRI), but this was
not found.?® These data were obtained
through self-report so may have been
subject to recall bias. It is noted, however,
that other studies report the similarities
in self-report versus medical record
review, and in some cases note greater
accuracy with patient recall.*°

A previous evaluation in England
reported that GP workload was positively
impacted by FCPPs. It found most
patients did not consult their GP with
the same problem within 3 months of
seeing the FCPP.8 This concurs with the
present study's findings that only 23/276
(8.3%) of patients consulted the GP for
the same problem having seen the FCPP,
whereas many more (30.9%) initial GP
consultees re-consulted the GP for the
same problem within the study period
(Table 4).

A predominant aim of introducing
FCPPs is to make better use of resources
in general practice. The present
study shows clear cost benefits to
implementing FCPP models compared
with GP-led care given the extent of
MSKD consultations in primary care.?

Implications for research and
practice

This research supports continued
implementation of FCPP in general
practice as a safe, clinically effective, and
cost-beneficial approach to managing
people with MSKDs. Given FCPPs’ low
reliance on prescription medications,

it may also assist in reducing opioid
prescriptions in primary care. Further
research is required to understand why
there appears to be disproportionate
consultations from people of ethnic
minority heritage to ensure appropriate
access for all.
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