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TABLE I 

CLASSIFICATION OF INCIDENTS

- Area June 1979 July 1979
A Interpersonal

I Relationship with patient 46 33 79
II Relationship w ith family 24 7 31

III Relationship w ith health team 24 17 41
B Assessment 41 21 +  1 63

new incident
C Treatment 59 27 86

194 105 1

♦EFFECTIVE/INEFFECTIVE

From  your experience, think of a recent situation in 
which you observed or you did something which illus­
trated an adequate/inadequate* performance by a physio­
therapist.

1. Briefly describe the background to the incident.
2. How experienced was the physiotherapist? Years 

since qualification.
3. How experienced was the observer?
4. Describe exactly what the physiotherapist did.
5. W hat m ore effective/ineffective* behaviour might be 

expected in a sim ilar situation?
6. W here was the observation made? Please tick the 

appropriate block.
G eneral H ospital Special School Private Practice 

Special Institution Other
* Please delete the one which is not appropriate.

to mine. This reasonably high correlation led m e to 
assume that a panel of three judges would be sufficient 
to sort out and categorise the incidents in the main 
study to be done in 1980. In order to check the reli­
ability of the classification system, I re-classified a 
sample of the incidents two months after completion 
of the study.

DISCUSSION

From  the favourable results o f the pilot study, a full 
study is being planned in which physiotherapists from 
different parts of the country will take part. Additional 
inform ation will be gathered concerning the institution 
or practice in which the observation was made and the 
length of time since qualification of the observer.

A  random  sample o f about 200 physiotherapists will 
be approached, the number representing approximately 
1/5 of the total num ber of practising physiotherapists 
in South Africa. These will be drawn from  different 
areas to ensure that all fields in which a physiothera­
pist practises, are covered.

Incidents will be collected and classified until no 
more than one new behaviour is reported in every 100 
incidents examined, in order that a sufficiently large 
and representative sample of behaviours is obtained.

Once all the incidents have been collected and clas­
sified, a list of effective and ineffective behaviours wiU- 
be drawn up. *

From  these specific observable behaviours, it is in­
tended that a full set of learning objectives will be 
established.

By establishing the kind of behaviour a student 
should achieve to demonstrate professional competency, 
a curriculum can be planned which will m eet society’s 
needs. This will ensure that the curriculum which has 
evolved somewhat haphazardly over the years, is based 
on a m ore secure and scientific foundation.
The initial classification of 194 incidents was done in 
June, from  the first 106 returned forms. In  July a further 
74 form s were analysed and from the 105 incidents 
extracted, only one new incident which required an 
additional sub-area was found.
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TREATM ENT NOTE:

STRAIGHT LEG RAISE AS
LORNA

A healthy fit 19 year old amateur cyclist presented 
with low back and leg pain, which occurred only during 
cycle training. A  diagnosis of bilateral sciatica with 
general hypomobility was made.

In M arch 1978, the patient kicked a ball and his leg 
became “ lam e” for a short time. H e had complete 
recovery in two months. The first nine months of 1979 
were spent cycling in Europe. In August 1979 he lifted 
a heavy weight, resulting in severe pain in both legs 
down to his heels that night. This recovered the next 
day. In that m onth he also had a severe fall off his

* Fourth year student B.Sc (Physiotherapy) U.C.T. 
Received 8 August 1980.

A TREATMENT TECHNIQUE
NELSON*

bicycle. During subsequent chiropractic treatm ent in 
Belgium, the patient was told that he had Scheuerm ann’s 
disease. His back was manipulated, after which he still 
had pain in his legs but only on cycling. In October 
1979 he had chiropractic treatm ent in South Africa. He 
was given massage and “pressing on the spine”, with 
relief for two weeks, after which he developed cramps 
in the legs. The patient presented at Back Clinic in 
March 1980 with low back pain and “ lameness” of his 
legs. He reported neither leg pain nor leg cramps. 
Because of his symptoms his cycle training had been 
reduced from 120 km to only 50 km a day.

On subjective examination, the patient reported pain 
of sciatic and low back distribution, which was referred
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DATE

At beginning of training

SYMPTOMS 

Middle of training
N ear end of 

training

TRA IN IN G  SPEED 
and distance covered 

________ (km)
3.4.80 +  +  +  (no symptoms)

4.4.80 Pain in L quads.
Pain in L buttock.

5.4.80 +  +  +

6.4.80 +  +  +

7.4.80 No training
8.4.80 Slight pain in legs through­

out training, more in R 
than L

9.4.80 Pain in L hamstring 
Stiffness and pain in back 
throughout training

10.4.80 Stiffness in back
Pain in both hamstrings and 
discomfort in back through­
out

11.4.80 Pain in both hamstrings 
throughout the training

12.4.80 Pain in both hamstrings 
throughout the training

13.4.80 Pain in quads.

14.4.80 No training
15.4.80 Pain in L Tib.

Ant. muscle
16.4.80 +  +  +

17.4.80 +  +  +

18.4.80 Pain in hamstrings

19.4.80 +  +  +

20.4.80 + + +

21.4.80 N o training
22.4.80 + + +

23.4.80 +  +  +

24.4.80 Pain in hamstrings

25.4.80 No training
26.4.80 Pain in hamstring area 

throughout the training
27.4.80 Pain in hamstrings, greater 

in R than L, and discom­
fort in back

28.4.80 +  +  +

29.4.80 +  +  +

30.4.80 Pain in quads.
Discomfort in the back 
throughout the training

1.5.80 +  +  +

+  +  +  

Stopped training 

+  +  +  

+  +  +

+  +  +  

+  +  +  

Pain in back

Cramp in R  hamstring, 
Stopped, massaged 

+  +  +

+  +  +

Pain in hamstrings 

Discomfort in back 

+  +  +

Pain in back and hamstrings

Pain in hamstrings, discom­
fort in back 
Pain in hamstrings

Discomfort in the back

Pain in back

Pain in back and R ham ­
string

Pain in R quads then pain 
in back

Pain in back

Pain in hamstrings 

Pain in hamstrings 

+  +  +

Pain in hamstrings

Pain in hamstrings 
Discomfort in back

Pain in back

+  +  +

Slow
100
Almost nil

Sprints 
50 +  50 
Slow 
55

Slow
90

Slow
80

Slow
70

Slow
60
Slow
60
Sprints
120

Sprints
85
Sprints
60
Slow
90
Slow
120
Slow
120
Slow
120

Sorints
60
Slow
90
Sprints
50

slow

slow

Slow
180
Slow
120

Sorints
60
Sprints
60
Sprints
50

Slow
90

and severe” . This pain occurred only during cycling, 
disappearing after cessation of training and a hot bath. 
He had no neurological symptoms.

On objective examination all movements were full 
and pain free, except flexion, where he could reach 20 
cm above the ankles without pain. No signs of tender­
ness, nor any abnormality of hips or peripheral pulses 
were demonstrated. There were also no neurological

signs. Straight leg raise was 45° on both sides. The 
possibility of ankylosing spondylitis or other inflamma­
tory disease was excluded, and the presence, in mild 
form, of Scheuermann’s disease was noted.

His problems therefore appeared to be that of tight 
musculo-tendinous structures, an d /o r lack of mobility 
of pain sensitive structures within the spinal canal.

A treatm ent programme was initiated with the adjust­
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ment by the orthopaedic surgeon of the racing bicycle. 
The handle bars were raised and the saddle lowered 
in order to decrease his flexed posture. He had M aitland 
mobilisations three times weekly for four weeks. The 
technique used was straight leg raise on right and left 
legs, grade IV, for three periods of thirty seconds for 
each leg. He was taught M acN ab’s regime of flexion 
exercises, as well as back extension exercises to counter­
act his flexed posture during cycling. He had intensive 
counselling on how to avoid back stress situations 
during his daily activities. Finally, he was taught an 
active hamstring-stretching exercise. His subjective re­
ports concerning his training showed interesting varia­
tions (see table); e.g. the patient commented that he 
felt more improved during the first and third weeks 
than the second and fourth; the symptoms were not 
consistent with either the speed of training or the dis­
tance covered; the symptomatic areas varied frequently

but, again, with no consistent pattern.
The fact that he had Scheuermann’s disease had been 

stressed by a chiropractor, and the patient was obviously 
concerned over this fact. On radiological examination, 
although presence of the disease could be detected, it 
was said to be of no consequence. It was felt however, 
that an eye should be kept on this clue to his habitual 
flexed posture during cycling. The final assessment 
of straight leg raise was 70° for both legs, i.e. still 
limited although improved. Thus it was felt to be 
im portant for the patient to continue with the stretching 
exercise fo r the hamstrings, which would also mobilise 
the structures in the spinal canal.
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THE THERABATH
a light, portable, economically-priced 

W ax Bath

Therabath provides effective paraffin 
heat treatment for arthritis, chronic 
joint Inflammation, stiffness, muscle 
spasm and athletic or other injuries. 
Hands, feet or elbows are immersed, 
paraffin is brushed on other areas. 
Thermostatically controlled to hold the 
special Theraffin wax at a beneficial 
126° to 130°F. Portable for use any­
where. Uses less than 25 watts of 
electricity; operates for less than 
ten cents a day. Initial supply of 
Theraffin wax included.

M EDICAL D IS TR IB U TO R S

Price R147.50 including wax 
plus G.S.T.

PTY LTD 
EDMS BPK

•CAPE YO RK ' | 252 JEPPE ST. | JO HANNESBURG  | De W aa l House, 172 V ictoria  Road I W oodstock. C.P.

PLEASE ADDRESS ALL CORRESPONDENCE TO P.O. BOX 
RIG ASSEBLIEF ALLE KORRESPONDENSIE A A N  POSBUS 3378 JOHANNESBURG 2000

TEL. A D D . 'D1SM ED' PHONE | FOON 23-8106 TELEX: 43-7129 S.A .
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