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Should general practitioners be
able to prescribe orthopaedic
appliances?
Why should general practitioners not be allowed to order
lumbosacral corsets for their patients with backache when
they can prescribe drugs which may be both expensive and
dangerous?

In the days when tuberculosis and poliomyelitis were
common orthopaedic surgeons became expert in making and
fitting various appliances used to support the halt and the
lame. In many cases they set up special workshops in their
hospitals to supply this need. When the National Health
Service was introduced in 1948 it may well have seemed
natural that hospitals should be the source of the appliances
to be provided for patients. During the next 10 years
orthopaedic practice altered as social changes and the Salk
vaccine reduced, and almost eliminated, these two diseases.
Theneed for calipers and braces diminished; butan increasing
number of patients with backache came to orthopaedic
clinics. The demand for simple back supports also increased,
and these were mostly prescribed by orthopaedic surgeons.
In more recent years rheumatologists have undertaken a
share of this work. A new specialty of orthotics and
prosthetics has now developed to prescribe and make more
complicated appliances and artificial limbs.

So what is special about the ordering of corsets that it

cannot be done by general practitioners? Or can they get
round the regulations which state: "A hospital may order and
provide an appliance for a patient only if the patient has been
examined and the appliance prescribed by or under the
direction of a consultant, either at a hospital or clinic, or on
the occasion of a domiciliary visit."'I
An inquiry to orthopaedic surgeons throughout England,

Scotland, and Northern Ireland suggests that the rules are
not being broken: in no area are general practitioners
ordering corsets. Most of those questioned thought that
general practitioners should be allowed to do so, but there
were some reservations. The cost of a custom made corset is
£504-60, and there was concern about the possibility of
overprescription; but this is largely a matter of education.
Orthopaedic surgery and rheumatology are squeezed into a
small corner of the curriculum in many medical schools, so a
student may never be taught about corsets. It would take a
long time to correct this failing, but surely a postgraduate
seminar lasting a day or half a day would be a remedy.

All this is written on the assumption that a corset is useful
in relieving backache. Many doctors believe this to be true.
Certainly a multicentre study on the treatment of low back
pain concluded that a "corset was as effective as the other
treatments, and it is certainly less expensive than manipula-
tion or physiotherapy and safer than drugs."2 This was
written in 1975, and no new miracle cure for backache has
been found since then.

I am heartened to learn that open access to orthopaedic
appliances (mainly corsets and collars) now exists in Clwyd
(p 000). A clinic is run by a nursing sister from orthopaedic
outpatients and was begun as a local response to the Duthie
report, which encouraged such an arrangement in an attempt
to reduce pressure on consultant orthopaedic clinics.3 The
Clwyd venture has been successful,,since the average waiting
time for an orthopaedic appointment was 5 to 6 months
(regrettably this is not uncommon in Britain) and most
patients were seen in the appliance clinic within five weeks of
referral.
The matter could be dealt with centrally by putting corsets

on the drug tariff, which is not as odd as it might seem since
the tariff now includes trusses and elastic stockings. But this
might well take a long time, and a lot of argument, before it
could be achieved. Clearly it is open for local groups of
interested doctors to get together to make the arrangements
that answer the needs in their own area. What can be done in
north Wales can be done elsewhere. Why wait?

WILLIAM WAUGH
Professor Emeritus of Orthopaedic and Accident Surgery,
Wadenhoe,
Nr Oundle,
Peterborough PE8 5ST
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