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EDITORIAL COMMENTa

SAFETY INRUGBY

CLIVE NOBLE MB CHB. FCS (SA)

“lafety in rugby —
legal aspects and
new rules

Rugby is a collision sport.
| This means that the very
nature ofthe game predis-
posestoinjuryandsometimesseriousin-
jury Statistically it has been shown that
seriousinjuryisfortunately uncommon.
Recentlythere have been charges ofas-
saultlaid againstone player by another.
With a growing public awareness con-
cerning litigation, the International Rug-
by Board have reminded responsible
authorities to see that all reasonable
steps be taken to minimize the possibili-
ty ofbecoming adefendantinalawsuit
by identifying and promulgating "safe
procedures" These "safe procedures"”
should include Dtheprovision ofwritten
material andthe showing ofsafetyfilms
2) Arranging for a person adequately
trained in FirstAid to be presentatevery
match. 3) Coaches must teach safety
techniques in rughy and ensure proper
conditioning takesplaceforeveryplayer.
4) Safety equipment should be present
andinspectedregularlytomakesureitis
capable of providing the function for
which itisdesired. Allequipmentshould
bereconditioned and replacedwhen ap-
propriate 5)Basically everyone responsi-
ble for supervision of rughy should be
aware of the mechanics of the cervical
spineinjuriesandthedangersignswhich
often precede cervical complications.
Playersshould be warned that lowering
their heads and charging into an oppo-
nent, or diving into a maul or ruck, can
cause fracture ordislocation ofthe cer-
vical spine and result in quadriplegia
6)Playersshouldbeofsuitablebuildand
adequately prepared forthe position for
which they are selected. They should
report any previous neck injury or con-
genital abnormality.
Thesesafety proceduresarenotonlyim-
portant to avoid litigation but are also
fundamentalintheeducation ofanyrug-
by team. At the present stage in Sout
Africa, we are in some instances, a long
way from achieving basic safety proce-
dures Atschool level for example, manv



itnotbe agood ideaforthose boyswho
donotplay rugby,forvarious reasons,to
Ibe properly trained and to accompany
I'their team to all games as one of the
£am ,ncoeducational schools, thegirls
RSy Y b eSS A
ing or atschool level,isonly availablefor
the 1st and 2nd team games. In some
provinces, proper coaching in safety
nrocedures and correctselection of play-
ere isentirely lacking atthe lower levels
ofclub rugbyand schools rugby Itisnot
uncommonforaplayerto beputintothe
front row of the scrum untrained and
with a neck like a chicken. It must be
remembered that most of the signifi-
cantneckinjuriestake place inthe lower
levels of rughy.

RULE CHANCES

Formanyyears, rugby rules were to an ex-
tent, vastly unaltered as regards safety
procedures Fortunately, at long last,the
International Rugby Board (l.R.B) have
woken uptotheinherentdangersofrug-
by and viatheir medical committee, are
nowworking towards making thisgreat
gamesafer. New ruleswill beapplicablein
South Africa only from nextyearwhich
willimprovesafetyandincludeDalltack-
les above shoulder height will be penal-
ized. This rule was initially changed so
that referees could decide for them-
selvesiftheythoughtthatthehigh tack-
lewasdangerous or not. Unfortu nately,
some horrendoushigh tackleswere left
unpenalized. Thiswillbeanexcellentrule
2)Touchjudgesshallpointoutfoul play.
Thisisan amendment of arecent rule
thattouchjudgesmaypointoutfoulplay.
Unfortunately, many touch judges
seemedtogoblind,even atprovincialand
international level, when obvious foul
playoccurred infrontofthem. Ifproper-
ly applied, this will be an excellent rule
3)The scrum will now be altered sothat
the engagement of front rows in the
scrum will be staggered. Thismeansthat
thefrontrowswillinitially CROUCH,then
they will TOUCH their opponent. Follow-
ing this they will PAUSEand then they will
ENGAGE Thismeansthattheinitiation of
the scrum will be more controlled in-
stead of the presentcharging into one
another. This obviously has merit, but
whether it will stop severe neck injuries
remains to be seen. In essence, will this
stop collapsing ofthe scrum? There are
threemainfactorswhichare responsible
forneckinjuriesinsetscrum ming a)the
stability ofthe scrum b)the extent, dura-
tionand direction oftheforceacting on
the necks of the front row and c) the
strength ofthe necks of the front row.
This new rule may well help to give the
scrum more stability because more
often than not, the scrum collapses be-
fore the ball hasbeen putin. Staggering
theformation ofthescrummayalsobe
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necessary. This means the front rows
would go down first, then the locks and
thenthe looseforwards Onlyexperimen-
tation and scientific analysis will provide
the answer here. As regards the extent,
durationanddirectionoftheforcesact-
ingonthe necksofthefrontrow,onlythe
lastnamed has been tackled, iethe hips
ofthescrummermustbelowerthanhis
shoulders Thiswill prevent, to some ex-
tent,collapse ofthescrum. Ifthe forces
acting onthe neckofthe front row are
toogreat, then collapsewill occurdespite
the stability of the scrum. This is most
likelyto occurinthe lower level rugby in
schools,wherethe necksandbacksofthe
front row are not strong enough. It
should therefore be considered that at
this level of rughy, the forces could be
reduced by decreasing the number of
players engaged in the scrum eg. afive
man scrum. We have short lineouts so
why notfive manscrums?Asregardsthe
duration ofthe scrum, the longer it lasts,

the more danger of collapse Scrums
should not be allowed to go down until
thescrumhalfhastheballandisneadyfor
the put-in. As regards neck strength, all
players,from the mostjunior, should be
given exercises for neck and back
strength no matterwhat position they
play.4)Wheelingofthescrumwillonlyal-
lowa90° turn. Itisuncertainwhetherthis
will have asignificanteffect on safety in
the scrum. The forced wheel ie. where
the one front row stops pushing and
moves rapidly backwards, isdangerousin
thatitmakesthescrum unstableThesig-
nificance of wheeling of the scrum will
stillhave to be fully elucidated. 5) Players
enteringthe loosescrum musthavetheir
shouldershigherthantheirhipsThisisa
good rule in preventing excessiveflexion
forcetotheneckbutitwillbeextremely
difficult to apply it. With the changes |
have mentioned above, it appears that
good progress isheing made in safety in
rugby.



FEATURE

DESTRUCTI
BEHAVIOUR PATTERNS

DR C TREVOR MODLIN MB, BCh. (Wftwatersrand)

— anagement of de-
structive behaviour
patternsinasports-
man by hypnothe-

rapy

1 THE PROBLEM
Atthetimeofthiscasestudy, MrX wasa
28 yearold hockey player His ahility was
neverInquestion — he played at Senior
mter-Provinciailevel and asfar ashis skills,
fithess, motivation ana tactical
knowledge of the game were concerned
he was not lacking —indeed, he had few
peers However he had never achieved
theulrimateaccoladeofaSpringbokCap
Heismtelligentandhasfullinsighttothe
extentrhathe subjected himselftoa bru-
tally honest self-appraisal and came to
theconclusion that wha”heldhim back
from full recognition was hislack of emo-
tional control on the field He admitted
thatanerrorby himself, ateam-mate. or
anerrorbyan umpire upsethimsomuch
that despite his understanding before
and afterthe game, helostcontrol while
on the field He became frustrated and
angry and this aggression was destruc-
tive to hisown game, the team effortand
invited sharp reaction from umpires
As Professor Potgieter has pcintea out,
Mr x placed unreasonable demanas on
himselffor perfection Thisdemand ex-
tended tohisteam matesandtheperfor
mance of the umpires his SUBCON-
SCIOUS resoonse (for he was fully aware
afterthe factbut unable to maintain self
controlinthe heatofthe moment' was
aggression which once displayed tended
to escalate with the nextincident

2. DISCUSSION WITH MR X
Weexplored different ways of handling
his problem —even to the matterof ac-
ceptance of his already significant
achievementsandthataSpringbok Cap
mignt be beyond himatthe age of28 His
motivation held sway — he dearly want-
eoaiastopportunity
Hypnosiswasthen discussed asameans
oftreatment, inparticularthe nature of
hypnosis, hisexpectationsand thatofmy
own Acourse ofthreeone-hoursessions
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was agreed to with an opportunity to
then review progress

3. THE FIRST SESSION

Such was his motivation that hypnosis
was induced with little difficulty using
eyefixation Theleveloftrance wasdeep-
enedbyareversearm levitation and fu r-
therdeepened byareverse countdown
Atthisstage he wasinamedium trance
andithen proceeded with Hartland's Ego
Reinforcement Patter

He was then asked whether or not ms
subconscious mind felt hecouldalter his
impulsive behaviouronthe field of play

Hisauto-motor response being affirma-

tive, directsuggestionswerethen made
that m the event of an incident that
would previously have resulted inloss of

control, hissubconsciousmind would im-

mediately be alerted to that fact and



automatically act with maximum con-
trol ltwassuggested thatthischoice
of positive control would result
in afeeling of great power
and confidence Protec-
tivesuggestionswere
then made as re-
gards non-clinical
hypnosis and
he was given
a further
suggestion
to allow
rapid in-
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duction forthe nextsession. Hewasthen
taughtto ‘wake' himselfup

4. THE SECOND SESSION

The patient reported afeeling of well-
being since the last session.
Hypnosiswas rapidly induced and inten-
sified to a deep level. This session was
largely repetitive exceptthatit wasalso
suggested that not only would his sub-
conscious mind respond favourably, but
that EACH subsequent incident would
furtherreinforcethispositive response
notonlyatan emotional level butalsoat
thelevelofhisskillsANDhisenjoymentof
the game.

Using imagery, he was asked to remem-
beragameinwhichhehadrespondedin
the Old' fashion to stress He was
asked to replay specific

incidentswith his

new capabilities and reported that he
coped comfortably withoutaggression.
Atthis time and with his agreement, a
techniqueforself-hypnosis wassuggest-
ed, he was awoken and requested to in-
duce self-hypnosis. This he achieved
admirably and he was given atape to
use under self-hypnosis on adaily

basis

5.THETHIRD

SESSION
MrX reported
thatthe

league

game he

had played

since the last ses-

sionwas'fantastic and

thatteam-matesandoppo-

sition members had commented

on hisperformance This had doubly

encouraged him that he was making
progress

This sessionwasonce more arepeatwith

the addition of imagery to improve his

skills and his 'vision' on the field.

Imagerywasalso usedto visualise

andfeelthesensationofwin-

ning and the confidence

that resulted.

Hewas encouraged

to induce self-

hypnosis, if

only for

afew



minutes, prior to a game and concen-
trate on ego-reinforcement and
confidence

6. TOP-UP SESSION

36 hours before he was due to leave for
the Inter-Provincial Tournament, he de-
veloped agroin strain during atraining
session. Thiswasasevere blow tohiscon-
fidence. This session therefore concen-
trated on atechnique of pain control
which hecould apply underself-hypnosis
He was amazed to find that he could in
fact achieve this completely. Neverthe-
less,hewaswarned to usethisonlyforthe
duration of each game and he was
prescribed an anti-inflammatory agent
and referred for physiotherapy priorto
him leaving for the tournament.

7. RESULTS

Iwasrousedfrom sleepat 1,30am sixdays
laterbythetelephone. Avery happyand
obviously inebriated MrXwasontheline
Hehadplayedablinderofatournament
and... had been selected for the 'Bok’
Squad.

It was one occasion Ididn't mind being
woken up by adrunken phone call!

8. OBSERVATIONS

While this case study worked to perfec-

tion, there are many pitfalls inthe appli-

cation of hypnotherapy in sport.

Points to consider:

Lltisimportantthatthe therapistisau
fait with the sport for maximum
advantage.

2.ltisimportant that a realistic discus-
siontakeplacepriorto hypnotherapy:

too manysportspeopleexpecta mira-
cleofmumbo-jumbothatwill remove
alltheirproblemareasand makethem
kings.

3. Itmustnotdetractfrom the necessary
dedication.

4. ltisimportant, ifoneisto help and not
be destructive, that hypnotherapy is
undertaken in consultation with the
coach —especially inthe area of skills

5.The main strength of hypnotherapy, |
feel, is in the area of building confi-
dence. Notinanarrogantfashion, but
with quiet and sure inner strength
which will allow the sportsperson to
perform atan optimal level. *

BIBLIOGRAPHY
ProfJPotgieter
—'Rasioneel-emotieweterapievirsportlui.'
—J.of SASports Medicine Assoc. Vol 2 No 4
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s SASMA'

ANTIROOK
PROGRAM NODIG!

he main objects of the

South African Sports Medi-

cine Association are the

advancement of the

science and art of sports

medicine, and to foster,

promote, support, aug-
ment, develop and encourage investiga-
tive knowledgeofsports medicineand its
ramifications. TheSports Medicinejour-
nal provides an ideal forum to publish
original research articles insports medi-
cineandtodisseminateknowledgeinthe
field of health promotionthroughexer-
ciseanda healthy lifestyle. Weare proud
to acknowledge that more and more
original researcharticlesareoffered for
publication in this journal. Itisof partic-
ularsignificance to take note ofthe fact
thatthisjoumalqualifiesforsubsidiesfor
research output for universities asout-
lined inthe NASOP 02-014 (87/7) report.
This will motivate academics in South
Africato publish theirresearch findings
in the Sports Medicine Journal to the
mutual benefitofallourmembersinthe
medical and para-medical field con-
cernedwith the practice and administra-
tion ofsportinourcountry Wewould like
to keep our articles asshortand Infor-
mative as possible, and aimed at the
General Practitioner involved inthe total
careoftheathleteTheregularcontribu-
tionson nutrition and physiotherapy in
ourjournal fulfil agreat need on more
scientific information and co-operation
with these respective fields of interest

DieSportgeneeskundeVerenigingbeyw-
er hom ook vir die bevordering van
gesondheid deur die aanleer van
gesonde lewensgewoontes, en wil hom
graag amptelik skaar by die instansies
sooshyvoorbeeld dies A Mediese Navor-
singsraad, die Nasionale Kankerverenig-
ing en die Nasionale Raad vir Rook en
Gesondheid in Suid-Afrika, asook die Hart-
stigting deur die publiek bewus te maak
van diegesondheidsgevarewatdierook-
gewoonte inhou. Sportlui is niealtyd be-
wus van die onmiddellike nadelige ef-
fekte wat die rook van sigarette het op
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hulle sportprestasies nie. Soveel as 16%
van die totale hemoglobien van 'n
strawwe roker kan verbind wees met
koolstofmonoksied van sigaretrook, en is
dus nie beskikbaarvir die transport van
suurstof nie. Die affiniteit van
hemoglobien vir koolstofmonoksied is +
250 meer as die vir suurstof en die
karboksiehemoglobienvlakke keer eers
48uurnadiestaakvanrookterugnadie
van nie-rokers. Diechroniese hipoksemie
van die roker, veroorsaak 'n polisitemiese
responswatbeteken dat rook 'n stimulus
istoteri-tropoi'ese.

'n Verdere kompliserende faktor vir die
sportman isdat koolstofmonoksied die
suurstofdissosiasiekurwe na links ver-
skuif wat veroorsaak dat minder suur-
stofbeskikbaarisvirdieperifereweefsels
asgevolg van diegroteraffiniteitvandie
heemvirsuurstofhinding.Al bogenoem-
de faktore het 'n nadelige effek op aer-
obiese metabolisme en sal sportpresta-
sies dienooreenkomstig nadelig
bei'nvioed.1
Suid-Afrikabenodig'nomvattendeanti-
rook program watsal voorkom datjong
mense begin rook, die regte van nie-
rokers sal beskerm en rokers wat graag
wilophou.salbystaan.2

In die lig van die feit dat rook die fisieke
werkvermoe vansportluinegatief bein-
vloed,asookdiegesondheidsbenadeling
wat passiewe rook virallepersone inhou,
het dit miskien tyd geword dat rook by
allesportbyeenkomste,bynamebinnen-
shuise byeenkomste by wyse van wet-
gewingverbied word. DieWereldGesond-
heidsorganisasie het 7 April 1988 asdie
Wereld Rook Verbode dag verklaar—dit
is 'n guide geleentheid vir die Suid-
Afrikaanse Sportgeneeskunde Vereni-
gingomhomteskaarbydiepogingsvan
die internasionale gesondheidsor-
ganisasieomdiegesondheidenlewens-
kwaliteite van al die lede van ons bevolk-
ingteverbeter!

1.J Moore-Gillion, T C Pearson. Smoking and
Polycythaemia. BM J1986,292:1617-1618.

2.GSTownshend,DYach.Anti-smokinglegisla-
tion-an international perspectiveappliedto
South Africa. SAMJ1988,73:412-416.



SPORT

PSYCHOLOGY CONGRESS

EPORTON THE PARTI-
CIPATION INTHE IVTH
INTERNATIONAL CON-
GRESS OF SPORT
PSYCHOLOGY

The IVth International
Congressof Sport Psycho-"
logy, organised by the
Association pour la
Recherche en Psychologie
du Sport, took place atthe
Universite Libre de Brux-
elles, 3-6 November 1987.
Approximately 100 dele-
gates representing 29

countries
attended
the four
day pro-
gramme.
It wasthe
aim ofthe
congress
to provide

researchers with a forum to present
their latest research findings and sti-

mulate discussion
on future de-
velopments and
trends insport
psychological
research and
practice. The con-
gressfocused on
three main areas
ofconcern to
sport psychologists: (1) stress and anxi-
ety; (2) psychologi-
cal aspects of suc-
cess and failure;
and (3) motor
learning, percep-
tion and decision
making in the
sporting arena.
All'in all 40 papers
were read, 40
poster sessions

held, and 2 round table evening dis-
cussions convened.

Theround tableeveningdiscussionscon-

vened by two of the most outstanding

American sport psychologists, Prof BC

Ogilvieand

Prof. R

Niedeffer,

provided the

highlights of

the congress.

Delegates

made good

use of the rare

lopportunity to

draw on the rich

experience and

deep insight of

the two presen-

ters. It became

apparent how

young afield of

research and

application sport psychology still isand

the immense scope for future develop-
ment. The mostimportant pointsemer-

ging from the discussions were:
(1) The psychological
health and well-being of
the athlete orsport
participantisof prime
concern to the sport

psychologist. This con-

cern might well place
the psychologist at
odds with those of
sportpromoters and
management.
(2) Athletes and sport

participants do notapproach psycholo-

giststoseek 'therapy": Athletesand sport

participants are interested in psycholo-

gists providing them with specific skills,
like relaxation techniques to cope with
competition stress and /or cognitive
structures to main-

tain high motivation

levels.

(3) Psychologists

operating inthe

sporting arena

should not delude themselves about
financialgain.Theprovisionofsport psy-
chological services can only beseen asan
additional avenue of

professional prac-

tice, not the main or

only area of practice

The paper present-

ed by the delegate

from South Africa,

Dr. HelgoSchomer,

UCTDept. of Psychol-
ogy, entitled "Cogni-
tive strategies and
the perception of
training effortof marathon runners" was
very well received, generating lively de-
bate with the strong recommendation
that the research into cognitive stra-
tegiesthrough on-the
spotrecording be
extended to
other
endurance
sports so
that more
possible cog
nitive train-
ing program-
mes be
generated.
There were
no signs of
any naturethatthe presence and partic-
ipation of adelegate from South Africa
presented any political (or otherwise)
concern.

The financial assis-
tance granted by
theHSRC for the

participation in the
congress isgrate-
fully acknowledged.
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HOW ELASTOPLAST*POROQOS
ELASTIC ADHESIVE BANDAGE
GIVES CONTROLLED COMPRESSION
AND FLEXIBLE SUPPORT

When treatment demands a bandage that gives
compression and flexible support, your first choice must
be Elastoplast Porous Elastic
Adhesive Bandage.

The secret of the effectiveness
of Elastoplast Porous Elastic
Adhesive Bandage lies in its
exceptional lengthways stretch and
regain properties which enable it to
be applied with the correct tension
to give controlled compression.
These same stretch and regain
properties give flexible support
allowing patient mobility and full
participation in rehabilitation
programmes.

Developed for South African
conditions, Elastoplast Porous
Elastic Adhesive Bandage is ideal
for strapping swollen or sprained
joints, varicous veins, leg ulcers
and for other surgical and
orthopaedic purposes.

The soft fluffy edges of the
bandage help to avoid cutting and
marking the skin. And although
adhesive, the bandage is porous,
allowing the skin to breathe and
sweat and exudate to escape.

It is features like these,
coupled, with back-up service and
strapping technique training
programmes that have made
Elastoplast Porous Elastic
Adhesive Bandage your first choice
for the past 50 years. Now the
wraps are off, ask for it by name
when you need controlled
compression and support.

*Registered Trade Mark

S m ith + N ephew

HEALING IN MDURHANDS

Smith and Nephew Ltd., 30 Gillitts Road, Pinetown 3610.

221444
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INJURY REHABILITATION
WITH MACHINES

MCSIFFMSc, PhD

Communication Studies Division, University of the Witwatersrand

onsiderable reliance is
placedon machine-based
rehabilitation by physio-
therapists or their col-
leagues in gymnasia. A
physiotherapy practice is
often regarded as comp-
plete only if the latest computer-
controlled isokineticdevice isavailable.
Agymnasium isviewed as primitive un-
less it contains complicated, chrome-
plated, variable resistance machinesor
multi-purpose stations. Clients are
impressed, business flourishes and
there seems little need to criticize
thesystem.Thequestionofscientif-
ically evaluating these devices,
however, still remains.
To answer this question, it is neces-
sary to remember that the aim of
musculoskeletal rehabilitation in par-
ticularisrestorationoffullstructur-
al and functional stability and
mobility to the patient. In sports
medicine this entails preparing the
athlete to regain the strength, en-
durance, flexibility, speed and agility
qualities specific to the sport he or
she plays. In this respect, machines
are often presumed to be saferand
more effective thananyothercondi-
tioning modalities, despite the fact
thatnowell-controlled studies have
yet shown isokinetic or other
machinesto be significantly superior
to the traditional physiotherapy
methodsusingPNFfproprioceptive
neuromuscularfacilitation) or West-
minster pulleys.

WHY MACHINES?

Machines were developed to cater
for the lucrative USA bodybuilding
market, with their application in
physiotherapy following later. One
machine, theisokinetic'Cybex'emerged
both as a strength or torque testing
device and asarehabilitation machine.
Allmachines have beencompared with
free weights by their manufacturers
and pronounced to besafer.morespace
and time efficient, and more effective
in enhancing strength.

Some machines, such asCybex, Nautilus

and Universalweredesigned to vary the
resistance throughout the range of
movement, sincethe force which can be
exerted byany musclegroupvarieswith
joint angle and mechanical leverages.
Thisfeaturewasclaimed to make varia-
ble or accommodating resistance
machinessuperiorto free weights, since
"the resistance offered by weights re-
mains constantthroughoutthe range
ofany movement".

MACHINES AND PHYSICS

According to Newton's Second Law of
Motion, constancy offorceor resistance
is impossible for any load which is ac-
celerated from rest and decelerated
backto restagain. Moreover, force plate
analysis by the author has shown that
thetraineeregularlyandquiteuncons-
ciously alters the acceleration ofafree

weight, thereby automatically produc-
ing accommodating resistance. This
type ofaccommodation isphysiological-
ly more desirable than the predeter-
mined variations imposed by Nautilus
and Universal in particular, asit ismedi-
ated viathe neuromuscularapparatus
ofthe individual. Isokinetic devices such
as Cybex, Kincom and MiniGym are also
superior in this regard, since their
resistance issimilarly determined bythe
response ofthe trainee

ISOKINETIC MACHINES
Isokinetic machines,though they ap-
pear to be state of the art to phys-
iotherapists, alsosufferfrom major
limitations. Firstly, isokineticcontrac-
tion rarely, ifever.isa natural modeof
operation forhuman musclesandex-
trapolation ofisokinetic tests to con-
centricandeccentriccontractionis
of dubious validity. Probably more
seriousisthefactthatthereisatime
lag between initiation of movement
and resistance produced by the
machine. Furthermore, termination
of each movement on an isokinetic
machinedoesnotsimulatethesame
neuromuscular reflex patterns
which occur in free movement or
movement against weights or
pulleys.
Isokinetic machines also display
majormechanical deficiencies. Anal-
ysishytheauthorandotherworkers
revealsthatthe Cybex, forinstance,
isat no speed entirely isokinetic, a
defect which becomes particularly
seriousathigherspeedsThepropri-
oceptive control events elicited un-
der these conditions differ
dramatically from those occurring in
free movement,soitisadvisablethat
isokinetic training form avery limi-
ted partoftherehabilitation process. In
addition, most isokinetic machines do
notofferthree-dimensional motion or
sequential concentric-eccentric muscle
contraction. Finally, noneofthem yetis
ableto operate atthe very high speeds
associated with the impulsive changes
indirection produced inmostsports. In
other words, isokinetic machines may

JUNE 1988 VOL 3, NO 2,198*



play arole in rehabilitat-
ing contractile muscle
tissue, but are seriously
limited in conditioning
softtissues which store
andreleaseelasticener-
gy. Isokinetic machines
were innovative over 15
years ago; the Kincom
and similar machines
haveremoved some limi-
tations, but those con-
templating the purchase
of isokinetic machines
should waitforthechea-
per,moreadvanced mac-
hines which modern
computer technology
willnodoubtproduce in

thenearfuture.

MACHINES IN

GENERAL
It has already been
shownthataccom moda-
ting or variable resist-
ance occurs whether ¢
weights, pulleys or special machines
claimed to offer this exclusive feature.
One advantage is provided by free
weights and pulleys, namely that each
trainee canvarythe resistance according
to his specific needs Thecamsorlevers
ofmachinesarebuilttosuittheaverage
person (whateverthat mightbe)and can-
notbe altered forthe individual.
The majoradvantages and disadvantages
ofmachinesliein the factthat machines
isolatealimited numberofmuscle groups
in aspecific plane of operation. If condi-
tioning of a particular injured muscle is
desired in one direction, then machines
can beuseful. However, voluntary muscle
action involves concentric, eccentric and
isometric contraction allied with proprio-
ceptive control over several degrees of
threedimensional freedom, conditions
which no machines caneven vaguely pro-
vide Inparticular, machinesimpose little
demandonthe balanceand coordination
mechanisms necessary for all sports
movements, so that machine rehabilita-
tion should fumish only alimited partof
the spectrum of conditioning modalities
Thismeansthatadequate rehabilitation
cannot be achieved by means of simple,
monoplanarflexion-extension on Cybex,
UniversalorNautilus machines, forexam-
Pte Return to full structural and function-
al stability and mobility necessitates
flexion-extension, adduction-abduction
and rotational conditioning: in other
Words application of the PNF principle
tnat prescribes spiral/diagonal patterns
augmentedby recruitmentofthe neces-
stretch reflexes PNF, free weights
anapulleysystemscan achievethis*but no
machines can, despite the great cost of
the latter,

MACHINES AND SAFETY
jtisoften presumed that machines are

saterthan free weights, despite the fact
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thisclaim. Certainly, machinescan besafer
for a person whose balancing or propri-
oceptive capabilities are seriously im-
paired, but the physiotherapist would
hardly prescribe weightsoreven dynam-
ic movements when isometrics or fara-
dism might be the preferred primary
treatment. Obviously, one must be fami-
liarwith the meritsand deficienciesof all
treatment modalities.

Some machines are potentially more
harmful than the equivalent weights or
pulley exercise Forinstance, most bench-
press, seated-press, 'pec-deck; seated leg-
press and leg extension machines con-
strain one to commence movementnear
the weakest biomechanical position for
the relevant joints. Moreover, these
machines usuallydonotallowonetopre-
stretch the muscles or provide areserve
ofelasticenergy inthe collagenoustissue
forthe initial acceleration phase

Force on structures of the lumbar spine
isusually greaterwhen using the seated
press and back-extension machines as
compared with the free-weights standing
press and deadlift respectively. Machine
leg-curlsdone prone on flat benches can
hyperextend and damage the lumber
spine,whilefull-range machine leg-presses
can cause hyperflexion injury to thesame
region.

Numerous machines pose similar hazards
to the body, so it isessential for the phy-
siotherapist, biokineticistorgym instruc-
tor to thoroughly understand the
kinesiological patterns imposed by any
machines which might be used for re-
habilitation or normal training.

MACHINES AND EFFICIENCY

Machines can be very efficientintraining
isolated muscle groups, but highly ineffi-
cientinconditioning the body intermsof
the numberofmachinesrequired to offer
adequate conditioning of even a single

joint. Despite the adver-
tising claimsofmanufac-
turers, it requires a far
greater variety of
machines than free
weights to achieve the
same three-dimensional
training effect on the
soft tissues, neuro-
muscular systems and
proprioceptive mech-
anisms ofthe body. Obvi-
ously, this is most
beneficial to the
manufacturer, and not
the patient.

CONCLUSION
This article was not in-
tended to offer a
thorough analysis ofthe
very extensive field of
machine rehabilitation:
instead its purpose wasto
acquaint the rehabili-
tation professional with
the scopeand limitations of populartrain-
ing devicesinafield inwhich almostallthe
available information isproduced bythe
manufacturers of machines. It needsto be
appreciated thatalmostallmachinesare
costly and in general inferior to free
weights and pulley devices in offering
broad spectrum conditioning of the
musculoskeletal and neuromuscular
systems
If machine rehabilitation isdesired, then
thesystem of choice isstili pulleys: they are
cheap, durable, extremely versatile, safe
and able to condition three-dimensionally
using the well-proven principles of PNF.
Pulley systems can also be converted into
dynamic (Isotonic) testing machines by
the addition of strain gauges or ac-
celerometers attached to aminicompu-
ter, a method used successfully by the
author. Other machines can be useful in
isolating particular muscle groups and
providing variety in training, but they
should neverbe the sole means of rehabi-
litation or testing. Thefinal criterion isnot
acomputerprintout, butareturn ofthe
athlete to fully functional, pain-free, long-
term participation in his specific sport.
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SPINAL CORD
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outine radiological
examination of the
cervical spine — an
aid in the preven-
tion ofseriousspinal
cord injuries in rugby players.

In1983Teportedon arughy playerwho
had sustained cervical spinal cord injury
intheabsenceofanyfractureordisloca-
tion, butconsequentupon severe cervi-
caldiscdegeneration, (Scher 1983). This,
togetherwith the observation thatrug-
by players showed X-ray changes of se-
vere degenerative disease ofthe cervical
spine,suggested that playerswereprone
to an earlier onsetof degenerative dis-
ease Confirmation ofthis supposition as
investigated by X-raying the cervical
spineofanumberofasymptomaticclub

players (Scher 1988). The results indicat-
edthatolderrugby players, in particular
those who playastightforwards, arelike-
lyto have developed prematurechanges
ofdegenerative disease, Fig. 1. The pres-
ence of these changes isof more than
academic interest, as the risk of spinal
cord injury isincreased inthe presence of
degenerative disease. Under these cir-
cumstances, thespinalcord isvulnerable
to damageafterhyperextension injuryto
the head or neck, eveninthe absence of
anyfractureordislocation (Scher 1983).
Themajorityoftheseinjuriesoccurinthe
presence of cervical spondylosis, (Scher
1976). The cord ispinched between the
degenerate vertebral discs and osteo-
phytesanteriorly and protruding redun-
dantfoldsofligamentumflavum poste-
riorly

Apartfrom degenerativecervical spine

cervicalspineofa30yearoldlock forward. Note the largeposte-

riorosteophyticspur(arrcwed)projectinginto thespinalcanal.

disease, other conditions of clinical im-
portance may be evident. Theseinclude
fusion of the vertebral bodies or evi-
dence of a congenitally narrow spinal
canal.

Fusion of the vertical bodies either con-
genitaloracquired, decreasesthe flexibil-
ity and normal range of movement of
the cervical spine and predisposes to-
wardstrauma, Fig. 2. Inan investigation
into the relationship between cervical fu-
sion and spinal cord injury, Ishowed that
subjectswith fused vertebrae were par-
ticularly pronetohyperextensionspinal
cord injury,evenintheabsenceofradio-
logical evidence of vertebral injury (Scher
1979). This investigation also showed
that serious injury could result from
minortraumas such assimple falls.
Some individuals have congenitally nar-
row spinal canals, placing them atgreat

m

vicalspine ofanasymptomatic rugbyplayer.



risk ofspinal cord injury, ifthesagittal di-
am eter Ofthe cervical canal at any level
is10mm or less, then any additional nar-
rowingduetDtraumaorother processes,
winalmostcertainly resultinspinal cord
damage With diameters of 10 - I3mm,
high risk ispresent. (Wolfe et al 1956).
Inviewoftheabovefind-
ings and potential
dangers, the necessity
for routine radiological
examination ofthecervi-
calspineofall rugby play-
ers is evident. It would
not be unreasonable to
suggest that all rugby
players, participating
regularly inclub orsocial
rugby, undergo radiolog-
ical examination of the
cervical spine at least
onceduring theirplaying
career.
Alimited radiological ex-
amination ofthe cervical
spine need consist of
only asingle lateral view.
This is technically a sim-
ple, rapid, inexpensive
(only one X-ray film is
needed) examination
anddoesnotexposethe
playertoexcessiveirradi-
ation.
Utilising the criteria pre-
viously discussed, the
radiographs can be
evaluated for the pres-
ence of the following
changes:
a) Presence of cervical
vertebral fusions,
eithercongenital orac-
quired.
b)The presenceofacon-
genitally narrow spinal
canal.
OAny changes of de-
generative disease
d)Evidence of previous
vertebral fracture
Awareness of the pres-
ence of these changes
willenablea player,incon-
sultation with hisMedical
Practitioner, to decide
whetherto continue his
active rugby career. If sig-
nificant changes are
present, and particularly
If nis playing position is
that of a tight forward,
he will be well advised to
eithercease playingorto
change his playing posi-
tion to one where he is
sess exposed to cervical
stress.
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BSTRACT
The Cardiologyunitofthe
Department of Internal
Medicine o fthe 'Facultyof
Medicine', University of
Stellenbosch, under the
leadership of Professor
HFH Weich, in co-operation with the

Department of Physiotherapy, Tyger-
berg Hospital, owe theirsuccessful car-

diac rehabilitation programme to the
factthatpatients are effectively moti-
vatedandencouragedtobecomefitand

tostayfitthrough regularwalking. Asuc-

cessful rehabilitation programme cul-
minates in a climb up Table Mountain.
These hiking trips were introduced in
1982 as part of their rehabilitation
programmeSixty-fivepercentofthepa-
tients whoparticipatedin rehabilitation
are still actively involved. The dropout
rate is low in comparison with other
studies undertaken both locally and
overseas.

INLEIDING EN AGTERGROND
Ditisalom bekend dat'n pasientna'n har-
taanval psigiese probleme ondervind,
veralgedurendedieeerstedrieweketuis
wanneerhygewoonlikbeginom'nnuwe
beeldvan homselfasiemand met'n hart-
letsel, op te bou. 'n Verskeidenheid van
probleme mag ontstaan,onderandere:
—swak menseverhoudings

—oorgodsdienstigheid

—toevlugneem totdrank

— oormatige oefening Com myself te
bewysl

— te bang om enige aktiwiteit te
onderneem

—angsen depressie

— verlies aan libido, sterkte, energie en
onafhanklikheid123

Met die regte leiding verwerk pasiente

hierdie probleme makliker.

Cereelde oefening verhoog'n mensselig-

gaamlike sowel as geestelike welsyn.

Wetenskaplikes wat die sielkundige uit-

werking van 'n gereelde oefenprogram

bestudeerhet,ab6hetopgemerk dat na-

matemensefikserword,wordhullemeer
—openhartig

—ontspanne

—na buitelewend
—selfonderhoudend
—verbeeldingrvk

—vol selfvertroue

— stabiel

Navorsing het aan die lig gebring dat
oefening doeltreffenderas kalmeermid-
dels spanning verminder.36
Ditisookbekend datoefening 'n persoon:
—emosioneel positief instel

—se angs, spanning en depressie ver-

minder
—se slaap en ontspanning bevorder
—seenergie laattoeneem
—se vitaliteitverhoog
—se konsentrasie, uithouvermoe,
postuur, voorkoms, selfbeeld en
sosiale aanpassing verbeter.
Oefening verhoog dus die kwaliteit van
lewe57-8
Dieregte leiding isvandieuiterstebelang
vir volkome rehabilitasie Die voordele
van fisieke fiksheid word gebruik om
psigiesefiksheid teverkry.'n Omvattende
oefenprogram, deurdieDepartemente

Fisioterapie, Tygerberg Hospitaal en In-
terne Geneeskunde, (Kardiologie Een-

heid) Fakulteit Geneeskunde, Universiteit
van Stellenbosch, isingestel. Die sukses
vandierehabilitasieprogramistedanke
aan'ndoelgerigte motiveringsaksie om
pasiente aan te moedig om fikste word
en daarna fiks te bly. Die program begin
in die hospitaal, gaan oor in hoofsaaklik
stapoefeninge tuis tot die pasient in-

skakel by 'n oefenprogram in die hospi-

taalwaarnahy"uitpasseer"totgereelde
tuisoefeningeenbergklimuitstappies.

OMVANG VAN KARDIALE

REHABILITASIEPROGRAMME

I.Primererehabilltasiedntensiewe
eenheid ensaal)
Bedruswordvirdieeerstedriedaena |
'n hartaanval voorgeskryf, asook
kalmeermiddelsomtevoorkomdatn
moontlikespanningstoestand/naddi-
sionele las op sy hart sal plaas Die pa-
sientword weltoegelaatom selfteeet
en aangemoedig om sy tone te be-
weeg en diep asemhalingsoefeninge
te doen. Naongeveer'n verdere 5dae
mag die pasient, indien daargeen kom-
plikasiesisnie,begin uitsitin ngemak-
stoel. Eers vanafdag 5tot 6 mag die
pasient begin stap Daarna word die
hoeveelheid oefening wat hy toe-
gelaatword, daagliks vermeerder. Na

ongeveertwee weke, wanneerdie pa-
sient ontslaan word, word van hom
verwag om 200 meter te stap, asook
eensteltrappeteklim.
2.Sekondere rehabilitasie (Oefen-
program tuis en In glmnasium in
hospitaal)
Tuisword hy aangemoed igom daagliks
tegaanstap.Hy begin met 200 meter
enstap dan elke dag 50 meter verder,
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cndathymetdieeersteopvolgbesoek

een kilometer met gemak kan stap.
gndra die pasiente een kilometer kan
% p, word hy aangemoedig om elke
dageen minuutlangerte stap, totdat
nv vir 30 minute aaneen kan stap
Binne 6 weke behoort hy 3tot 4 kilo-
meter perdag te stap. Ongeveer hier-
die tvd word 'n inspannings-elektro-
kardiogram (EKC) uitgevoer. In Tyger-
berg Hospitaal word die oefenmg-
stoets op 'n trapmeul volgens die
Bruce-protokol gedoen.;

Wanneer die pasient vir die oefen-
klasse gekeur word, moet die kai
oloog, volgens die resultate van die
inspannings-EKG, vir die pasient n
veilige toelaatbare maksimum hart-
spoed bepaal. Tydens die oefenings-
kiasse word gepoog dat hierdie pols-
spoed nie oorskry word nie.

Di6 Eroep gekeurde pasiente oefen
driekeerperweek,ondertoesig,indie
hospitaal. 'n Geneesheer met 'n
volledige resussitasietrollie, nfisioter-
apeut,'n nehabilitasiesusteren'ndieet-
kundige is altyd by die oefensessie
teenwoordig.'n Maatskaplike werkeris
ook onmiddellik beskikbaar om aan-
dagaanenigemaatskaplikeprobleme
teskenk.

Pasiente met inferior infarksies word
vier weke post infarksie na die
oefeningklas gestuur, terwyl diegene
metanterioren meergekompliseerde
infarksiesses weke postinfarksie nadie
klasse gaan. Die redes vir die vroee in-
sisting isom die langnie-aktiewe tyd-
perktuis te verkort, om die pasientin
die oefenklas te kry vir morele onder-
steuningvoorhyterugkeernasywerk
enom kontak te maak metander pa-

fIESUUATE VAN 100 PASIENTE WAT VANAF
* 84-1967 VIR STAPTOGTE GOEDGEKEUR IS

0]

VERHUIS

siente binne die groep.

Dieoefenprogram bestaan uitvierop-
warmingsoefeninge waarna die pa-
sient vir 'n vasgestelde tyd 'n
rondte-oefening doen, wat saam-
gestel isuittien isotonieseoefeninge
Op vasgestelde kontrolepunte word
die pasient se polstempo gekon-
troleer, sodat dit nie die maksimum
toelaatbare hartspoed oorskry nie in-
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diendithoeris, moetdie pasient eers
rus. Namate die pasient fikser word,
kan hy die rondte-oefening meermale
in die voorgestelde tyd herhaal. Die
oefeningsessieword afgesluitdeurvyf
minute op 'n statiese fiets te trap.

Die tye wat vir die rondte-oefeninge
toegelaat word, word in tabel Ivoor-
gestel:

mekaar nodig in 'n groepsverband om
mekaarte motiveeren 'ngroepsgeesop
te bou.

Ondervinding het ook getoon dat die
oorgrote meerderheid van die pasiente,
veral die watoormassa is, niebelangstel
omtedrafnie en datstap vir hulle'n be-
ter aanvaarbare aktiwiteit is

Daarom is in 1982 besluit om maan-

TABELI:ONTLEDINC VAN RONDTE-OEFENINGE

Weke In
oefenprogram Tyd (minute)
1 Geen beperking
2 Geen beperking
3 Geen beperking
4 Geen beperking
5 10

3.Tersiere rehabiiltasle (Langter-
mynstapprogram)
Na voltooiing van dieoefenkursus(3
tot4 maande) word die pasientweer
aan 'n inspannings-EKG onderwerp.
Hulle vordering word nagegaan en 'n
nuwe maksimum toelaatbare hart-
spoed word bepaal volgensstan-
daardprosedure
Die pasiente kan dan voortgaan met
die oefenprogram, maar hulle oefen
sondertoesig. Hulle kontroleer hul
eie hartspoed en isvir hulself verant-
woordelik.

TOTSTANDKOMING VAN DIE

STAPTOGTE

Ondervinding hetgetoon dat die pasient
as individu die meeste van sy probleme
byvoorbeeld kardiale neurose, verwerk
ofoorkom hetterwyl syfamilietuis nog
probleme daarmee ondervind het. Dik-
welsword die pasienttuis soos 'n breek-
bareklein kosbaarheid behandel, terwyl
hyeintlikfisiesten vollegerehabiliteerd is
Pogings moes dus aangewend word om
ietsaddisioneelbydieoefeningklassete
voeg om hierdie probleme te oorbrug.
Voorligting deurmiddel van lesingseen
keer per maand en groepshesprekings
watdiewederhelfvan'nhartpasientkan
bywoon, het heelwat gehelp, maar dit
was nog steeds nie genoeg nie

Die pasientewou ook graag verderasnet
die oefenklas vorder. Hulle wou uitdag-
ings he sodat hulle aan hulself en die
familiekonbewysdathulleten vollegere-
habiliteerd isen 'n normale lewe kon lei.
Ondervinding hetgetoon dat die meeste
van die pasiente voor hulle hartaanval
vannatureniegeneigwasomoefeninge
op eie inisiatief te doen nie, en dat die
oefenprogram van 3tot 4 maande nie
genoeg was om hul lewenswyse perma-
nent te verander nie Die pasiente het

Hoeveeiheid rondtes

12rondte-oefening
rondte-oefening
Voile rondte-oefening en stap
Voile rondte-oefening en draf
Een voile rondte
* 2rondtes
+ 3rondtes
+ 4 rondtes
+ 5rondtes

delikse staptogte te organiseer. Stap-
togte word aangenaam gemaak sodat
die pasient dit as'n maklike en aanvaar-
bare manier sien om saam met sy gesin
tye in die vrye natuur deur te bring. Die
pasient word dus aan iets blootgestel
waarinhywerklikbelangstel.wathysaam
metsygesin kan genieten wat meeraan-
vaarbaaris asandervorms van strawwe
fisieke aktiwiteite Diestaptogte dienas'n
ontvlugting indie vrye natuurom nadie
pasientasgeheelomtesien.naamliklig-
gaam, sielen gees Dieresultate met hier-
die benadering isindrukwekkend.

Die pasiente word volgens die resultate
vandietweedeinspannings-EKGgekeur
vir die staptogte.
ElkederdeSaterdagvanelkemaandkom
die pasiente met familie en vriende
bymekaar vir die uitstappie Hulle stap
tussen 12 tot 20 kilometer per dag. 'n
Geneesheerenfisioterapeutvergeseldie
groep elke keer. Diestaptog word afges-
luitmet'ngeselligebraai.Dieuitstappies
het met verloop van tyd uitgebrei van
slegs'ngewonestaptognamoeilikeklim-
roetes en selfs naweekuitstappies. Die
pragtige bergwereld van die Boland leen
hom tot vele ander skouspelagtige
daguitstappies watgoed benutword. Die
uitstappies dien as'n spesiale uitdaging
virdie pasientomtekanbewysdathul hul
probleme volkome oorkom het.

RESULTATE VAN

OEFENPROGRAMME

Slegseen sterfgeval hetindie oefenklas
voorgekom sedert die rehabilitasiepro-
gram in 1974 begin is. Dieoorledenekon
ten spyte van aktiewe resussitasie nie
bygebring word nie
Statistieketoon'nstygingvandieaantal
pasiente wat sedert 1984 aan die stap-
togte deelneem:;

1984 —  1l4pasieinte
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1985 — 25 pasiente
1986 — 41 pasiente
1987 — 65 pasiente

Geenongevalleofsterftesisnogtydens
diestaptogte ondervind nie.

Die resultate van 100 opeenvolgende pa-
siente wat vanaf 1984 tot 1987 vir die
staptogtegoedgekeuris.wordinfiguur
(Daangetoon.

BESPREKING VAN

OEFENPROGRAMME

Navorsing oor die hele Wereld toon dat
die primere en sekondere rehabilitasie-
fases goed is, maar die tersiere re-
habilitasie word verwaarloos.2 Die
stapprogram isbesondergoed indie ver-
band, want dit gee aandag aan daardie
fasetvanrehabilitasie wathelpomdie pa-
sient se lewenswyse permanent te
verander.

Vyf-en-sestig persent van die pasiente
wat by die program ingeskakel word, hou
daarmee vol en neem nog steeds aktief
daaraan deel. Invergelyking metander
studiesRisdie uitvalsyfer van 35% baie
laag.Dieredevirhierdielaeuitvalsyferis,
vergeleke metanderstudies plaaslik en
oorsee2waarskynlik te danke aan die
feit dat stap in die natuur vir pasiente
metkardialeproblemenieverveligisnie
en dus meer aanvaarbaar is as ander
strawwer fisieke aktiwiteite. Sodoende
sorg ditvir beter pasientsamewerking.
Dieredesvirdiestaking van 28% van die
pasiente kan toegeskn/fword aan werks-
ofvervoerprobleme, ofdatdie pasiente
voel hulle geen verdere rehabilitasie no-
dig het nie.

Van die 4% wat oorlede is, is 1% dood as
gevolg van 'n motorongeluk, nog 1%
dood as gevolg van komplikasies na 'n
laparotomie vir'n peptiese ulkus. Die res
isoorledeasgevolg van komplikasies van
hul hartletsel.

Pasiente in die tersiere rehabilitasiefase
isgeneigomtevolhardenverkiesom per-
manent deel te wees van die groep om
mekaartsmotiveertydensdiestaptogte
Ditdienas'nbronvaninspirasievirnuwe
pasiente wat toetree tot die rehabilita-
sieprogram.

Na die uitstappies voel die pasiente
spreekwoordelik'tin top ofthe world" Die
familie en vriende sien hul wederhelf/
vader, moeder of vriend asiemand wat
weer'n gesonde normale lewe kan leien
ditbring hulle asfamilie en vriende baie
nader aan mekaar, in baie gevalle baie
naderasvPordieinfarksie.

Dit isverblydend om te sien dat namate
die pasiente fikserword, hulle weer hul
selfvertroue herwin. Na voltooiing van
die kursusishulle gewoonlik goed aange-
pas, vol selfvertroue en meestal beteraf
asvoor hul hartaanval. Ons studies het
ook die volgende bevestig:

— pasiente ismeerontspanne
—verbetering van werksituasie
—verbreding van lewensuitkyk
—eetenleefmeergesond

— libido en slaappatroon verbeter
Hulle isas'twarenuwemense. Hulle hele
leefwyse verander permanent, die
kwaliteit van hul lewens word verbeter.
Soos'n pasient een keertydens'n groeps-
bespreking opgemerk het: "My hartaan-
val isdie beste dingwatnogooitmetmy
kongebeurhet!"
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UL [RAIVIAIN

BIG BETTER BESTER'

This gruelling competi-
tion comprised the fol-
lowing:
Compulsory events:
Vasbyt 160km Cycle Race
Hansa Duzi Canoe Mara-
thon
Sunday Times/Leppin Iron Man
Comrades Marathon
Optional Events
JSE. Marathon
Midmar Mile Swim
Argus Cycle Race
TWO Ocean's Marathon
The ULTRA MAN COMPETITION has fi-
nally drawn to a close with a sigh of
relief from many a competitor no
doubt!
Praise must be mentioned to all those
competitors successfully completing
the Comrades Marathon. A special
mention to one of our STARS — NICK
BESTER for his magnificent display of
guts and determination. To quote the
majestic Fordyce: "l was at one stage
worrying about Mark Page, but my se-
conds warned me rather to worry
about Bester who was racing me all the
way "
Besterstime for the Comrades was in
incredible 5:39.00 which earned him a
full 100 points and the ULTRAMAN TI-
TLE. PRISCILLA CARLISLE was the first
lady home narrowly missing her silver
medal in atime of 7:30:39. Neverthe-
less, this performance by Priscilla se-
cures herfirst place in the lady's com-
petition.
The veteran's competition proved to be
both interesting and extremely close-
ly contested. A staggering 34 veterans
“ including a lady, Carol Honneysett,
wni be collecting medals The main race
throughout the competition was be-
tween two strong, committed and ex-
tremely talented athletes - Graeme
rope-Ellis and Geoff Matthews These
two trojans battled to the very end,
onlyto see The Roper take the honours
y F 1 3 Comrades time of 6:36:30 and
incredible 639r%'0p50gﬁ|]grt15 (?vlt\e/}gﬁ him an
W>ets were the Name of the Game, es-

PCt" A KD this vears ULTRAMAN COM-

“ and let a thought be
apdreq ror those courageous athletes

NO2,1988

who attempted the Comrades but
failed to finish the 89,9km route.
The Sponsors, Ciba Geigy, and the or-
ganisers Sports International would like
to congratulate all those competitors
who can deservedly call themselves
"ULTRAMEN" (and LADIES)).

OVERALL POSITIONS LISTING

NAME Pos JSE Vasbyt
Bester Nicolaas 1 100.00 99.81
OelJager Pierre 2 84.72 9945
Graeme Pope-Ellis 3 85.22 92 81
Fletcher Cordon 4 75.55 83.89
JanosGeorge 5 92.02 96.71
Matthews Geoff 8177 90.77
Moolman Martin 67 73.54 99.35
VanderMerweSam 8 74.55 88 78
VanderMerwe Martin 9 77.05 89 75
LochnerLochi 10 80.82 96.51
Van Tonder Phillip 1 84.02 97.76
Britten Steve 12 61.28 88.74
Wiimot Michael 13 6670 84.10
Jones Stan 14 76.14 8416
UysRoget 15 70.25 90.41
Williamson Nome 16 8114 89.30
PooleKenneth 17 8171 7137
BothaMax 18 75.06 6650
Benson lan 19 80.69 94.47
Cooper Colin 20 78.70 84.82

NICKBESTER

Duzi
92.27
7661

100.00
90.71
87.41
81.90
7373
8084
8084
58.48
86.64
5749
8716
49.50
74.34
4361
51.74
73.58
7474
5676

ULTRAMAN LADIES POSITIONS

1 Carlisle Pricilla

2 Meakerjane

3. 8antockbally

4. Bargate Karen

5. LaingChancelle

6. Leonard Annemarie

7. Eardley Sandra Margot
8. Honneysett Carol

Midmar ironman

7780 100.00 100.00
61.52 98.74 97 39
51.43 9705 94.07
8135 80.28 9368
67.15 93.47 98.07
78.87 86.58 92.24
60.06 91.24 99.85
10000 7287 93.43
7898 77.69 93.43
32.22 9046 94.61
31.80 8740 94.61
86.22 777 9252
4969 78.76 94.84
86.22 8205 89.42
70.63 6726 9124
7738 78.46 86.58
58.25 72.34 90.98
56.30 6945 8453
550 83.31 9551
2463 7730 91.42

96.49
100.00
93.38
98.56
8021
85.46
8535
75 30
75.18
83.98
72.60
72.16
7170
74 46
72.03
89.87
8926
79.10
58.29
84.47

Argus 2Oceans Comrades

100.00
81.50
82.09
82.96
67.48
7306
7101
57.95
69 31
76.71
55.60
72.10
68.29
5662
59 30
43.56
6956
72.79
66.55
56.92

494.60
483.83
479.41
406.45
390.31
377.29
221.87
Vet 122.27

Total
766.37
699.93
69605
686.98
682.52
670.56

654.13
643.72
642.23
61379
61043
602 28
60124
598.57
595.46
58990
585.21
57731
559.06
555.02
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INTERNATIONAL CONGRESS
IN CAPE TOWN

The South African Rugby
Board in conjunction
with the South African

Sports Medicine Associa-

tion isarranging an Inter-

national Congress on In-

juries in Rugby and
other Contact Sports.
This Congress will be held in Cape
Town, at the Cape Sun on 21, 22 and
23 March 1989 and will form part of
the South African Rugby Board's
Centenary Celebrations.
A provisional programme has been
drawn-up:

I TRAINING FITNESS
Basic principles
The Rugbyplayers approach to
fitness
Coaches assessment of fitness
Biokinetic approach to fitness
Fitness in Boxing
Fitness in Soccer
Fitness in the older participant
The psychologist's role in Sport
Diet and Food
Selection in build
Aerobics in training

I RISKS IN CONTACT GAMES
Statistical review of injuries
Injuries in Boxing
Injuries in Soccer

Il INJURIES IN RUGBY
Risks in Rugby
Statistical Review International
Statistical Review SA School Rugby
Statistical Review Senior Rugby
Discussion
1. Rugby Football union
2. Scottish Rugby union
3. Irish Rugby football union
4. Welsh Rugby union
5. Australian Rugby football union
6.New Zealand Rugby football

union

7. Federation Francaise de Rugby

IV SPORTS INJURIES AND THEIR
TREATMENT
A. HEAD INJURIES
— Diagnosis of concussion
— Treatment and evaluation

B. NECK INJURIES
Serious spinal injuries in sport
Cervical spinal injuries —
diagnosis/X-rays
Transport of injured patients
Cervical spine in ex-players
C. FACIAL INJURIES
Pattern of Facial Injuries
Treatment of Mandibular and
Maxillar injuries
D. MOUTH — TEETH
Teeth injuries
The use of mouthguards in —
Boxing/Rugby
The making of a mouthguard
E. EYE AND EAR INJURIES
Injuries to Eyes
Ear Haematoma
F.  INJURIES IN ABDOMEN, THO-
RAX KIDNEYS AND GENITAL
ORGANS
Thorax and Abdominal Injuries
Renal injuries
Injuries to Genital organs
G. SHOULDER GIRDLE INJURIES
Shoulder dislocations
Acromioclavicular injuries
H. UPPER LIMB INJURIES
Arm and Elbow
Injuries to wrist, hand and
fingers in contact sports
I.  KNEE INJURIES
Anatomy of the knee
Evaluation of the knee
Injuries patterns
Diagnosis of knee injuries
The use of the arthroscope
Rehabilitation after knee
injuries
J. ANKLE INJURIES
Diagnosis of ankle injuries
Treatment of Injuries
Rehabilitation of ankle injuries
K. MUSCLE, NERVE AND SOFT
TISSUE INJURIES
Muscle injuries
Treatment of muscle injuries
Cramps in leg muscles
Dermatological problems in
Rugby

INJURIES AT THE SITE OF THE IN-
JURY
On the field

In the Boxing ring

Role of the Referee

Minimum 1st Aid requirements
Use of local Anaesthetics

VI FIRST AID SERVICES
Organization at a major stadium
Duties of First aids
Training of Personnel
Accident services

VIl PREVENTION OF INJURIES
Training and Fitness
Strapping and Taping
Pads and Braces
Rugby Boots and Studs
Protective aspects in Boxing

VIII TOURING SIDES
IX  INSURANCE OF PLAYERS

X REHABILITATION
Role of Physiotherapy
Role of Biokinetics
Rehabilitation of serious injuries

In addition to this, time will be set
aside for a South African Knee and Ar-
throscopic Society Symposium and
sessions for free scientific papers

For any preliminary enquiries please
contact: Sally Elliott, Post Graduate
Educational Centre, University of Cape
Town. Tel: (021) 47-1250.

FIRST NATIONAL CONGRESS OF THE
SOUTH AFRICAN PHYSIOTHERAPISTS
ACUPUNCTURE ASSOCIATION
Incorporating:

THE FIRST NATIONAL CONGRESS OF
COMPLEMENTARY THERAPIES

Royal Hotel, Durban.-

27/28th August 1988

Forenquiries please contact:

Mr. C Liggins, Chairman, physiotherapy!
School, King Edward VIll Hospital, Private|
Bag Congella 4013. Tel: (031) 25-3511}
Ext416.; Margaret Sim pson, Continuing!
Medical Education Unit, university 0fNa|
tal. Medical School, POBox 17039 Congel-j
l2a4013. Tel: (031) 25-4211 Extn. 327
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GUIDELINES FOR
AUTHORS

SCIENTIFIC ARTICLES
1 The Journal of the South African
Sports Medicine Association publishes

original and reviewarticlesfrom all dis-

ciplines relevant to Sports Medicine.
The Journal aims to cater for the
diverse interests of members of the
medical and para-medical professions
and the sporting public interested in
the scientific and medical aspects of
sport.

2. Material submitted for publication in
the JSASMA isaccepted on condition
that it has not been published else-
where. All named authors must give
signed consenttopublication,andthe
JSASMAdoes not hold itself reponsible
forstatements made by contributors

3. Allsubmitted articles should be of ap-
propriate scientific value and should
have practical application in sports
medicine. Articles may be written in
AfrikaansorEnglish. The contributions
willbe critically reviewed byat leastone
appropriate referee whoisaspecialist
inthe field ofthesubmitted material.
This review will be passed on adouble-
blind approach (both author and
referee will remainanonymoustoeach
other). The referee's comments will be
sentto the authortogether with the
evaluationofoneofthe Editors Accep-
tance of the papers for publication is
based onori?inalityand quality ofthe
work as well as on the clarity of in-
terpretation. The papers will be pub-
lished inthe order of acceptance and
not in the order of submission. The
publisher reserves copyright and
reproduction rights of all published
material,and such material may notbe
reproduced in any form without the
publisher'swritten permission.

All manuscripts to be directed to:

doo Editor' Journal of SASMA,
PO Box 3909, Randburg 2125.

ﬁr]gﬁausr%ﬁ%tw ofthe

HA?wScripts should be typewritten,
ouble-spaced onsheetsof Uniform size,

no”~rgerthan 21x29.7cm (DIN Ad)with a

A f 9ingnthe left ANcontributions
to be submitted in duplicate (one
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original with illustrations suitable for

reproduction and two complete copies

including copies of figures and tables).

Onlytheoriginalcopy will bereturned to

the author(s) in case of revision or

rejection.

The cover page of the manuscript

should list the following information:

(i) Concise butinformative title

(i) Keywords (maximum 5-8)

(i) Author(s) initials and name(s)

(iv) Name and location of institution
where the investigations were car-
ried out

(vy Nameandaddressoftheauthorto
whom communicationsconcerning
thecontribution should bedirected

(iv) Acknowledgementsofresearch sup-

port and research grants
The second page of the manuscript
shoudincludeonlythetitleofthearticle
without referenceto the author's names
or affiliations.

The third page of the manuscript
should give an abstract of the scientific
contentsofnomore than 200 wordsand
notexceedingonedouble-spaced type-
written page.
Thetextofthemanuscriptshould bear-
ranged as follows:

An introduction describing the pur-
pose ofthe work inrelation to otherwork
inthe same field.

Material and Methods: Describe the
selection of the observational or ex-
perimentalsubjects clearly. Identifythe
methods, apparatus and procedures in
sufficientdetailtoallowotherworkersto
reproducethe results.

The Results should be presented con-
cisely.Thestatistical method used should
be named. Authors must express units,
quantities, and formulas according to
the recommendationsoftheSysteme In-

ternationale (Sl units). All measurements
should begiven in metric units

The Discussion should emphasize the
newandimportantaspectsofthestudy
and the Conclusionsthat follow from
them. The practical implications of the
study should be emphasized.

lllustrations and tables

Figuresconsistofall material which can-

not be setintype, such as photographs
and line drawings. (Tablesare notinclud-
ed inthisclassification and should not be
submitted as photographs). Innocircum-
stancesshould original X-Rayfilms befor-
warded:glossyprintsmustbesubmitted.
Tables and legends for illustrations
should betyped onseparatesheetsand
should beclearlyidentified.Tablesshould
carryRomannumerals,thus:|,Illlletc,and
illustrations Arabic numerals, thus: 1,2,3
etc.

Tables should be self-explanatory and
bear a short title Abbreviations used
should be explained inthe legend or at
the bottom of the table. lllustrations
should be labelled with the name of the
firstauthorand the illustration number
on the top left-hand corner of the back
side.

References
Referencesshould be inserted inthetext

assuperior numbers, and should be list-

ed attheendofthearticle in numerical
order Donotllstthemalphabetlcally.
It isthe author's responsibility to verify
references from the original sources.

Referencesshould besetoutintheVan-

couverstyle, and onlyapproved abbrevi-

ations of journal titles should be used;
consulttheJanuaryissueofindexMedI-
cus(NQI,Partl)forthesedetails Names
and initialsof allauthorsshould begiven
unlessthere are more than six, in which
case the first three names should be
given followed by 'et al First and last
page numbers should be given eg.

1. NoakesTD. Heartdisease inmarathon
runners: a review. Med Sci Sports Exerc
1987;19:198-194.

Book references should be set out as

follows:
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1 Peterson |, Renstrom P.Sports Injuries.
Their prevention and treatment, 1st
ed. South Africa: Justaand CoLtd, 1986.

2.0ldridge NB: Compliance with exercise
programs. In: Pollock ML, Schmidt DH,
eds. Heart Disease and Rehabilitation
(ed 2). New York, John Wiley & Sons,
1986:629-646.

" Themorepractical
articles, review
articles, papers
presentedat
congressetc,
donotneedto
complywithsuch
strictguidelines"

PRACTICAL ARTICLES

The more practical articles, review ar-
ticles, papers presented at congress etc,
do not need to comply with such strict
guidelines —

Length

Length of these contributions should
not however exceed 5-6 pages typed in
double spacing. All contributions are to
be submitted in duplicate.

lllustrations & Tables

BAA head & shoulders photo of the
author(s) should accompany article
Slides & prints, graphs, tables etc on
either colour or B/W which would com-
plement the article are welcomed. Ta-
bles should carry Roman numerals and
illustrations Arabic numerals thus 1,2,3
etc

References
As for scientific articles
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Please Note: if you have not returned
either of the reply paid cards inserted
in the two previous editions of the
Sports Medicine Journal, your name will
unfortunately be removed from the
mailing list.

Act Now!
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Dear Editor

| would like to reply to Clive Noble's
editorial comment on alternative medi-
cine in the 1987 Vol. 2 No. 4 issue in
which he discussed the Zola Budd saga.
| would like to answer some points
raised by Clive Noble, with respect to
the heel lift assessment described in
the article

Firstly, what was not made clear was
that the practitioner treating Zola
Budd was a chiropractor, and he used
atechnique called Applied Kinesiology,
which isthe use of manual muscle test-
ing to evaluate body function through
the dynamics of the musculoskeletal
system. Applied Kinesiology is the
fastest growing health system in the
world today, and it is extremely ac-
curate in assessing structural balance.
When assessing whether a heel lift is
required or not, the procedure is far
from ahit and miss method. Secondly
it must be understood that when
there is ashort leg on one side of the
body, all the postural weight bearing
muscles on that side will test weak. This
isextremely easy to demonstrate Once
all potential problem areas are adjust-
ed and corrected, for example, pelvis,
spine, knees and feet, certain muscles
will be tested on the side of the body
where the short leg is suspected with
the patient lying on his back. When all
muscles test strong, the same muscles
will be retested with the patient stand-
ing up. If the muscles become weak,
there is indication that the balancing
support of a lift is needed. The patient
can be tested with lifts of varying
heights under the suspected deficient
sides, with the indicator muscles being
re-tested for strengthening. When the
optimum amount of lift for the pa-
tient isfound, all the indicator muscles
will instantly strengthen. Furthermore,
it should be noted that two types of
leg length imbalance may be present.
One is an anatomical and the second
is a physiological.

An anatomical short leg refers to aleg

Suid-Afrikaanse

LETTERS

that is actually anatomically short
whereas a physiological short leg jj
short due to a structural problem such
as a pelvic rotation. The physiological
short leg will respond to the normal
chiropractic correction and there will
be no necessity for a heel lift, except
in very, very extreme cases where
there is a severe pelvic problem, in
these cases the application of a heel lift
isnormally only atemporary measure
to allow the patient to recover from
the acute phase of back pain. The usual
muscle testing procedures would have
been used to evaluate whether or not
the lift was necessary. This would also
answer Clive Noble's statement where
he claims that anumber of the cases
treated by Ronald Holder have had
scientifically accurate radiological leg
length measurements that revealed
equal leg lengths.

The case that responds better to the
application of a heel lift is the anatom-
ical short leg, which Ican only assume
must have been Zola Budd's problem.
However, it must be noted that not
necessarily are all anatomical short legs
treated with heel lifts as very often the
body is able to adapt and compensate
for this deficit. Again in this case a leg
length difference showing up on X-rays
will not have the associated weakness
of muscle testing, indeed an applica-
tion of a heel lift in this case would be
detrimental.

It must also be pointed out that the
use of heel lifts is not common in
chiropractic and Applied Kinesiology.
Probably 95% of all patients respond
to the chiropractic adjustments and
muscle balancing procedures and do
not need a heel lift.

One further point isthat we in the chiro-
practic profession feel most strongly
that if rule 92 was done away with and
the Medical and Chiropractic practi-
tioners were allowed to work together,
the patient would be the winner.

Yours sincerely
Dr Frans Kromhout.

What do the readers think?
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