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e d i t o r i a l

HEALTH CARE IN THE NEW  SOUTH AFRICA

In the New South African health care for all 
will become the order o f the day. With the 
unlikelihood o f much additional funding 
being available to achieve this, one must 
look at the effects this will have on sports 
medicine.

The major cost in sports medicine is the 
treatment o f sports injuries. Thus, if treat
ment can be avoided by prevention, a great 
saving can be achieved. Improved facilities 
and coaching
techniques to all race groups would go a long 
way in this regard. This would not form part 
o f the health budget.

At this point in time, sports medicine fa
cilities are part o f South A frica's first world, 
i.e. for whites and blacks on medical aid as 
well as the richer black soccer clubs that can 
afford such facilities. Most other injured 
blacks are treated by witch-doctors with the 
tell-tale scratches occurring on the injured 
part. Seeing that many sports injuries get 
better with time alone, in the past this was 
acceptable "therapy". However, with Aids 
becoming a major problem this method of 
treatment will cause Aids to spread unless 
adequate sterilisation procedures are ob
served. Also, Aids becomes important in 
sports where bleeding may occur such as 
boxing and other collision sports. Adequate 
precautions such as the use o f rubber gloves 
by the seconds and referee, or stopping o f a 
fight once bleeding occurs, may become 
mandatory.

The answer to most o f the sports medi
cine requirements is education grass roots 
level. All coaches and trainers should do a 
course in first aid with a sports medicine 
bias. They should also have a knowledge o f 
rehabilitation, knowing when an injured 
player can return to sport with the least 
chance o f reinjury. First aid should be 
available at all sporting venues. This can be 
done without over straining the resources of 
the first aid groups by, for example, at

school level having children who are unable 
to play sport because o f ill health or other 
reasons join the team as first aiders. Simi
larly at clubs, supporters can be turned into 
first aiders. A minimum standard o f equip
ment can be set without overburdening the 
club or schools finances.

These same school first aiders can, with 
time, improve their knowledge and in rural 
areas become primary health personnel run
ning clinics which can then refer problems 
to peripheral
hospitals. They may also become nurses or 
even doctors so vital in the new South 
Africa.

Paramedical education can also be ex
tended to the third world. Sports medicine 
should also form a larger part o f medical 
training at our universities and colleges, 
both for doctors and
nurses. Sports medicine diplomas and de
grees should be available at all universities 
with medical schools. Departments of 
Sports M edicine at all medical schools 
should be mandatory. This would ensure 
better healthcare for all our sportsmen and 
women.

A u to p ia ......  maybe.

Dr Clive Noble MBBCh, FCS (SA) 
Editor-in-Chief

________________________  3
SPORTSGENEESKUNDE VOL. 6 NO. 3

R
ep

ro
du

ce
d 

by
 S

ab
in

et
 G

at
ew

ay
 u

nd
er

 li
ce

nc
e 

gr
an

te
d 

by
 th

e 
Pu

bl
is

he
r (

da
te

d 
20

12
.)



PSYCHOLOGY

PSYCHOLOGICAL DIMENSIONS 
OF SPORTS INJURIES

JR Potgieter

The many excellent books and 
journals published in recent 
years bear testimony to prog
ress in the field o f sports medi
cine during the past decade. 
Closer inspection o f these texts, 
however, reveals a dearth o f 
literature on the psychological 
dimensions o f the rehabilita
tion o f injured sportsmen. 
Although this is not a healthy 
state o f affairs, it is, neverthe
less, not surprising. The causes 
o f sports injuries are prim arily 
o f a physical nature. However, 
psychological factors should 
not be discounted.

Sportsmen are practical 
people and work hard and in a 
disciplined way on their physi
cal conditioning and skills. 
Although they invariably re
cognise the importance o f  psy
chological dimensions in sport, 
psychological training occupies 
a relatively minor place in most 
training regimens. In addition, 
in the world o f sports there is 
some resistance to utilising the 
services o f so-called sport psy-

JR Potgieter

Department o f  Human 
Movement Studies 
University o f  Stellenbosch

chologists to enhance physical 
performance. The process o f 
sport socialisation makes it 
difficult for the sportsman to 
enlist the services o f a psy
chologist, because such a step 
is out o f line with the accepted 
values o f sports participation 
such as toughness, determina
tion, persistence, assertiveness 
and aggression. The "old 
school" approach creates a mi
lieu that could perceive the 
consultation o f a psychologist 
as a sign o f weakness. Re
search has verified this as
sumption (Carmen eta l, 1968; 
Linder et al, 1989; Pierce, 1969; 
Scanlan et al, 1989).

NEED FOR A
PSYCHOLOGICAL
APPROACH

I f  it is true that the average 
healthy sportsman is reluctant 
to consult a psychologist it is 
not surprising that he is also 
apprehensive to seek psycho
logical assistance when injured. 
Along with the improved treat
ment o f  injured sportsmen it 
has, however, become im por
tant to focus on the psychologi
cal dimensions o f  rehabilita
tion. Because the sportsman 
can nowadays return to an ac
tive programme after a rela
tively short period o f time, 
psychological complications

may arise. In many cases this 
shortened rehabilitation time 
may not be long enough for the 
injured sportsman to adjust 
psychologically. H e may be 
physically ready for re-entry 
into the sports arena but his 
mental adjustment has not been 
completed. The traumatic 
reminders o f his injury are still 
fresh in his memory while, at 
the same time, external demands 
are placed on him to perform 
physically. Anxiety and self
doubt as well as real fears o f  a 
recurrence o f the same injury 
or an injury to another part o f 
the body may plague him (Ro- 
tella & Hey man, 1986). The 
fact that serious competitors 
are highly committed and make 
significant investments in their 
sport, makes these fears even 
more significant.

Rehabilitation o f  the injured 
sportsman is therefore both a 
physical and psychological 
process. It follows that the 
sportsman as a whole should 
be treated and not only the 
injury. Because the emotions 
are involved, sports medicine 
professionals need to attend to 
the psychology o f the injured 
sportsman (Eldridge, 1983).

REACTIONS TO INJURY

At the outset it must be pointed 
out that many sportsmen do not

4
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PSYCHOLOGY

need any special psychological 
treatment. Sportsmen react to 
injury in different ways. With 
a sound physical rehabilitation 
programm e and the necessary 
support and encouragement 
most sportsmen are able to 
overcome their injuries suc
cessfully and without any 
significant negative effects. 
Some may even view their 
injuries as a further opportu
nity to display courage, com
mitment, self-discipline and 
perseverance. In contrast, for 
others, injury could provide a 
break from a taxing training 
regimen and an escape from the 
demands placed on them (Ro- 
tella& H eym an, 1986). It pro
vides an excuse for below par 
performances. However, for 
others an injury could present 
a true crisis where psycho
logical intervention is indicated 
(Little, 1979).

STRESS AS A 
PREDISPOSING FACTOR

Research findings strongly 
suggest that there is a rela
tionship between stressful life 
events or even ordinary daily 
hassles and a sportsman’s 
predisposition to injury (Bram- 
well et al, 1975; Coddington & 
Troxel, 1980; Cryan & Alles, 
1983; Passer & Seese, 1983). 
Although most o f the research 
has been done on contact 
sports, such as football, there 
are indications that this re
lationship also holds for non- 
contact sports (Kerr & Min- 
den, 1988). It is hypothesised 
that the presence o f  these 
stressful events decreases the 
sportsm an's coping ability 
(M iller et al, 1990). Daily 
hassles demand attention and 
the resulting division o f  atten

tion between stressful events 
and the task at hand can be a 
cause o f injury. The mere 
physical fatigue resulting from 
a stressful life can be a logical 
answer for an increase in inju
ries among sportsmen who are 
experiencing daily stress.

The occurrence o f injuries 
at critical times just prior to an 
important competition cannot 
be explained with certainty. It 
may merely be the result o f in
tensified training, but a pos
sible cause could be attributed 
to the heightened stress as the 
day o f an important competi
tion approaches. Because 
avoiding injury prior to such 
competitions is o f immense 
importance, it is advisable in 
some cases to assist sports
men psychologically to counter 
the effects o f daily stress. 
Andersen and W illiams (1988) 
suggest that it may be neces
sary to assess a sportsman's 
coping behaviours such as sleep 
patterns, nutritional habits, 
time management, general 
self-esteem and if  the athlete 
is a student, study skills. The 
use o f stress management 
programmes, relaxation tech
niques, cognitive restructuring, 
and social support can enhance 
the coping skills o f the sports
man.

UNDERSTANDING THE 
WORLD OF THE 
INJURED SPORTSMAN

Empathy is a  key concept in the 
rehabilitation o f the injured 
sportsman. The therapist and 
coach can enhance this empa
thy by understanding the world 
o f the participant and what it 
means to him. Participation in 
regular exercise and sport has 
the potential to enhance psy

chological well-being (Sachs, 
1984). The participant not only 
derives enjoyment and satis
faction from sport but also de
rives feelings o f competence 
and control. Furtherm ore, par
ticipation in sport and physical 
exercise may serve as an im 
portant way o f reducing stress 
and dealing with depression. 
When considering the psycho
logical and social benefits, it is 
not surprising that a sudden 
termination o f  participation 
could be a traumatic experi
ence for the sportsman. This 
provides a partial explanation 
o f why injured sportsmen, 
against medical advice, con
tinue to participate in activities 
such as running. It is suggested 
that these individuals find it 
more acceptable to handle the 
physical discom fort and pain 
associated with continued par
ticipation than dealing with the 
psychological tension, anxiety 
and depression associated 
with non-participation (Smith 
et al, 1990b). It is logical to 
assume that the stronger the 
athlete 's preoccupation with 
health and fitness, the more 
intense these negative mani
festations o f exercise depriva
tion will be.

Another phenomenon that 
must be kept in mind by the 
therapist, is the tendency o f 
many a sportsman to tie his 
identity and worth as a person 
to his sports participation and 
sports achievements (Joseph 
& Robbins, 1981). A signifi
cant part o f his daily interaction 
with other people is done as a 
sportsman. H e sees him self as 
a sportsman and other people, 
treat him as such. When his 
sports participation is tempo
rarily or permanently discon
tinued a loss o f  identity can

-----------------------------------------------  5
SPORTSGENEESKUNDE VOL. 6 NO. 3

R
ep

ro
du

ce
d 

by
 S

ab
in

et
 G

at
ew

ay
 u

nd
er

 li
ce

nc
e 

gr
an

te
d 

by
 th

e 
Pu

bl
is

he
r (

da
te

d 
20

12
.)



PSYCHOLOGY

occur. As a result it is not 
uncommon for sportsmen to 
suffer a loss o f self-esteem 
when injured.

E M O TIO N A L REA CTIO N S 
TO  IN JU RY

There are suggestions that in
ju red  sportsm en proceed 
through em otional stages 
similar to those experienced by 
the terminally ill. The limited 
sports research that has been 
done on the so-called loss-of- 
health models shows that these 
could be applied to some extent 
to injured sportsmen. Ogilvie 
and Howe (1986) maintain that 
sportsmen who are forced to 
terminate their athletic careers 
proceed through emotional 
stages similar to those proposed 
by Kiibler-Ross (1969).

Denial is the first phase that 
the injured sportsman enters. 
He may deny the seriousness o f 
his injury and fail to accept the 
fact that he will be out o f action 
for an extended period of time. 
This is also a common phe
nomenon among sportsmen 
who have to terminate their 
sporting careers for reasons 
other than injuries, for example 
if they are no longer able to 
perform up to standard. A 
manifestation o f this denial 
and unwillingness to accept the 
fact that they have come to the 
end of their sporting careers is 
an intensification o f physical 
training and an even more regi
mented lifestyle than before. 
However, not all sportsmen 
experience this phase. Smith 
et al (1990a) observed emo
tional reactions among injured 
sportsmen similar to that pro
posed by Kiibler-Ross but did 
not encounter denial as a 
phase. They suggested that

sportsmen who persist in play
ing when injured do not deny 
pain as such, but are motivated 
to continue participating for 
more complex reasons.

When denial is no longer 
effective in dealing with the 
effects o f an injury, anger 
may characterise the next 
stage. The unfortunate aspect 
of this stage is that anger and 
rage are often directed at those 
people who are close to the 
sportsman, such as his family, 
team-mates and coach. This 
anger is often generalised to 
include God, society, and life 
in general. Anger can also be 
directed inwards. The injured 
sportsman may become exces
sively self-critical, blaming 
himself for his condition. This 
anger may manifest in self
destructive behaviour such as 
alcohol and drug abuse.

During this second stage 
the sportsman becomes irritable 
and difficult to work with. An 
o therw ise  coachable and 
reasonable person can become 
aggressive and negative. This 
stage could also be character
ised by irrational thinking. The 
injured sportsman can disre
gard important aspects o f his 
injury or he can oversimplify 
the situation. A further form of 
irrational thinking is overgen
eralisations and unwarranted 
conclusions. He may reason 
that because another person 
did not recover successfully, 
he will not succeed either. He 
may even conclude that the 
therapist and coach are not in
terested in his progress or are 
not giving equal attention to his 
problems. An understanding 
coach and therapist should 
approach such a person with a 
great deal of empathy and pa
tience.

Although the reactions of 
denial and anger may be in
tense they are usually o f a short 
duration and the sportsman 
moves into the next stage o f 
reactive depression. He typi
cally withdraws and isolates 
himself. This reaction is 
understandable because the 
sportsman is confronted with a 
major change in lifestyle. He 
has invested a great deal o f his 
life in his sport and shows a 
type o f grief response (Ped
ersen, 1986; Weiss & Troxel, 
1986). The sad aspect o f this 
reaction is that the athlete iso
lates him self from the social 
support o f important other 
people, who he in fact needs to 
help him on the road to recov
ery. He avoids his coach and 
team-mates and experiences a 
feeling o f helplessness and 
loneliness in this situation that 
he has created himself. His life 
may lose much of the meaning 
it had before his injury. If this 
condition persists over an ex
tended period o f time special 
counselling may be necessary 
(Ogilvie & Howe, 1986).

Although the feeling o f iso
lation is generally the result of 
the sportm an's own behaviour, 
some coaches may contribute 
to this. Coaches may fail to 
keep in touch with the injured 
athlete or fail to show a contin
ued and active interest in his 
progress. There are even 
coaches who de libera te ly  
make the injured athlete feel 
worthless in an attempt to 
speed up his return to the 
playing field.

It is not uncommon for in
jured sportsmen to experience 
feelings o f guilt. They may 
feel that they are letting their 
team and coach down. Ruth
less coaches may exploit the

6 ------------------------------------SPORTS MEDICINE VOL. 6 NO. 3
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PSYCHOLOGY

athlete 's loyalty and commit
ment to get him back on the 
field as soon as possible.

To counteract these feelings 
o f loneliness and isolation it 
is expedient that normal con
tacts should be resumed as 
soon as possible. Social sup
port is a critical element in 
enhancing treatment adherence 
(Duda et al, 1989; Fisher, 
1990). Andersen and Williams 
(1988) propose that the pres
ence o f a supportive social 
network (which includes the 
physician) may directly protect 
the sportsman against injury or 
may attenuate the effect of the 
stress brought about by daily 
hassles and the stressfulness 
of competitive sport.

The in jured  sportsm an 
should rejoin his team as early 
as possible. Although it may 
be impossible to physically 
participate in practice ses

sions, he can attend team 
discussions and scrimmages. 
It is further suggested that he 
adopts a routined lifestyle 
similar to that which he fol
lowed prior to his injury.

A kn o w led g e  o f  the 
emotional struggles o f the in
jured sportsman can assist the 
coach and therapist in showing 
greater empathy. It is im por
tant that this empathy is com 
municated to the athlete. He 
should be told that it is under
stood and accepted that the 
injury is inconvenient and that 
he feels disappointed, frus
trated, impatient and at times 
angry. On the other hand, it 
should be pointed out to him 
that it is irrational to punish 
himself and others. Open ag
g ressio n  tow ard  o th e rs , 
especially those who are able 
to help him is not acceptable. It 
is also irrational to view his

slow progress as a sign of 
weakness.

The final stage that follows 
injury is acceptance o f reality 
with the hope that somehow 
everything will turn out for the 
best.

LO CUS O F  C O N T R O L

Locus o f control can play a 
s ig n if ic a n t ro le  in the 
sportsm an's perception of his 
injury and his rehabilitation. 
An internal locus of control 
refers to the extent an individ
ual believes that he has control 
over his life. In contrast, an 
external locus o f control is 
characterised by a perception 
that one 's life is controlled and 
determined by factors outside 
oneself, such as fate, luck, 
change and powerful other 
people. The individual with an 
external locus o f control feels

Gatorate
T M I H tM u lM C H in

I \ r

__________________________  7
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PSYCHOLOGY

that he is helpless and does not 
have control over his own life. 
Sportsmen generally have a 
strong internal locus o f con
trol. It is therefore important 
that this locus o f control be 
maintained during the rehabili
tation process.

Sportsmen who have emo
tional control will function more 
effectively if  they are treated in 
a rational manner. They will 
exert better control over their 
progress if  they are provided 
with knowledge about their 
injury and the rehabilitation 
process. It has been estab
lished that adjustment prob
lems in the rehabilitation o f 
cardiac patients is related to 
uncertainty about their condi
tion (Christman, 1988). Simi
larly, uncertainty could retard 
the rehabilitation o f the injured 
sportsman. Apart from keep
ing the athlete informed about 
his injury and his progress, it is 
suggested that the athlete is 
involved in the planning o f his 
rehabilitation. The process o f 
goal setting has relevance 
here.

A lth o u g h  th e  in ju red  
sportsman should be involved 
in his own rehabilitation, 
Fisher (1990) warns that the 
motivation and adherence to 
persist with a rehabilitation 
programm e is not the sole re
sponsibility o f the person being 
treated. In fact, the attitude of 
the therapist may be self-ful
filling. The more nonad
herence the therapist expects 
the less he will be motivated to 
change the behaviour o f the 
injured sportsman if  he per
ceives the responsibility as 
being the patient's alone. This 
motivation can be reduced by 
failing (a) to adequately ex
plain the injury and proposed

treatment, (b) to request the 
sportsm an's assistance in the 
programm e, (c) to monitor 
progress, and (d) to motivate 
the sportsman when neces
sary.

CONCLUSION

W hile many sportsmen cope 
effectively with injury there 
are others who need special 
attention to adjust psychologi
cally. An understanding o f  the 
emotional reactions that follow 
an injury could lead to greater 
empathy with the sportsman. 
Social support, encouragement 
and the maintenance o f normal 
relationships could have a sig
nificant effect on the rehabili
tation process. Keeping the 
athlete informed about the 
nature o f his injury and the pur
pose and progress o f rehabili
tation could enhance recovery.
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CRICKET INJURIES - A REVIEW

Richard Stretch

Reviews o f sporting injuries 
have tended to concentrate on 
contact sports, with reports 
and research on cricket injuries 
receiving little attention, mainly 
being conducted as part o f 
other analysis and being pub
lished in medical journals. This 
has resulted in the majority of 
cricket administrators, coaches 
and players not being aware o f 
the nature, incidence, cause and 
risk factors associated with 
playing a game that is demand
ing m ore physical output than 
previously. It was for this 
reason that a review o f cricket 
injuries was conducted.

The British Sports Council 
estimated the risk o f injuries to 
club cricket players to be 2,6 
per 10 000 man hours played.12 
These figures excluded inju
ries thought to be trivial, as 
well as many chronic overuse 
injuries. The rate o f injury to 
first class cricketers in Austra
lia was estimated to be 1 per 30 
man-hours played.3 South Af
rican provincial and interna
tional cricketers (71,6% ) were 
found to be at a greater risk o f

Richard A Stretch MA

Department o f  Human 
Movement Studies 
University o f  Fort Hare 
Private Bag X I314 
Ciskei

injury than club cricketers 
(28,4% ).4

Deaths from cricket date 
back, according to cricket lore, 
to the passing o f  Frederick 
Louis, the Prince o f Wales and 
father o f George III, who died 
hours after being struck on 
the head by a cricket ball.2 
Blonstein5 suggests that six 
deaths per year occurred in the 
United Kingdom as a result o f 
playing cricket. However, these 
figures should be considered 
with reservation.3

The major portion o f serious 
injuries were sustained during 
matches (69,3% ), with 26,1%  
occurring during practices and 
4,6% during both matches and 
practices.4 The injuries occur
red fairly regularly throughout 
the season, with a slight in
crease during the early and 
latter part o f the season,4 over
use injuries more common to
wards the end o f the season.6

The incident o f injury to 
the head, neck and face varied 
from 9 % in club and provincial 
players,4 20% in provincial 
players7 and 25 % in club crick
eters.2 Concussions, contu
sions, lacerations and nose 
bleeds were the most common. 
Eye injuries in cricket were 
reported as long ago as the 
beginning o f the century,8 with 
later cases o f chronic glaucoma 
secondary to trauma9 and ocu
lar concussion,10 reported. Five 
cases o f  severe eye injuries, 
including retina detachment 
and rupture o f the globe, were

documented in batsman and 
close fielders.11 This accounted 
for 9,0%  o f sport related 
eye injuries. A survey over 
18 months carried out at the 
Sussex Eye Hospital revealed 
five minor eye injuries caused 
by playing cricket which ac
counted for 5,4%  o f all sport
ing eye injuries recorded.12 
Coroneo13 recommended that 
ocular protective devices be 
worn when playing indoor 
cricket after reporting four 
cases o f ocular inj uries in crick
eters.

The upper limb accounted 
for 25% o f injuries in club 
cricketers,2 32% in provincial 
cricketers7 and 34% in provin
cial and club cricketers.4 The 
fingers were found to be the 
most vulnerable site for inju
ries. 1-2-4-6'14-15 These injuries 
consisted primarily o f fractures, 
dislocations and contusions 
while batting and fielding. 
"Throwers shoulder" which is 
caused by degene- ration and 
inflammatory changes o r par
tial and complete ruptures of 
the rotator cuff was also found 
to be a common cricket in
ju ry ,16 while Clay Shoveller's 
fracture was recorded as a re
sult o f playing cricket.17

Back and trunk injuries ac
counted for approximately 18% 
o f the serious and 14% o f the 
less serious injuries.4,7 Thecase 
o f a splenic rupture as a result 
o f  being struck by a cricket ball 
was reported.18 Young fast 
bowlers were found to be vul
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CRICKET

nerable to lower back injuries,19 
while the case o f a young fast 
bowler who developed acute 
pneumomediastinum and bilat
eral pneumothoraces while 
practising fast bowling was re
ported.20

M any injuries occur in the 
lower limbs due to impact from 
the ball, stress injuries asso
ciated with repetitive move
ments and other injuries nor
mally associated with field 
sports. The findings varied 
from 25% ,2 30%7 and 38% .4 
The unusual case o f two broth
ers sustaining serious injuries 
in the same pre-match fielding 
practice session was docu
m ented.21 The first sustained a 
medial meniscus injury which 
had to be excised arthro- 
scopically and the other a 
transverse fracture o f  the 
middle third o f the femur.

Bowling has been found to 
be the major cause o f  injuries, 
varying from 38% in young 
schoolboy p layers,19 42,0%  in 
club and provincial cricketers4 
to 65,7% in provincial crick
eters.7 These were found to be 
predom inantly  low er back 
injuries,4,7,19,22 muscle tears, 
especially o f the hip flexor, the 
adductor longus o f the leg and 
the rectus femoris m uscles ,6,16 
and over-use injuries.4'719,22 
Serious injuries, mainly to the 
lower back o f a number o f elite 
and junior fast bowlers, were 
caused by a combination o f  the 
forces at front foot impact and 
a front-on bowling action.19 
Spondylolysis was found to be 
common in Australian fast 
bowlers playing first class 
cricket.6 This injury is due to 
a stress fracture that occurs to 
the parts interarticulans on the 
side opposite the bowling arm 
as a result o f  the rotation and

extension o f the back when 
bowling fast. Stress fractures 
are common in fast bowlers 
and-occur primarily in the meta
tarsal bones, the fibula and 
tibia.6 Other common over-use 
in ju ries  inc lude abdom en 
muscle tears,6 shoulder inju
r ie s ,7 talotibial exostoses, 
patellar tendonitis6 and bruised 
heels and "shin splints".4,6,7

Batting accounted for 17,1 % 
of the injuries4 with muscle 
pulls and impact injuries being 
the most com mon.4,7 The ma
jority  o f head injuries were as 
a result o f being struck by the 
ball while attempting to hook, 
by the ball deflecting off 
the top-edge o f the bat on to 
the head while playing a 
horizontal-bat stroke, or as a 
result o f being struck by the 
ball rearing o ff the pitch.7 
These injuries were sustained 
while the batsmen were bat
ting without a helmet or with a 
helmet with ear-pieces only, 
respectively and included con
cussions, broken nose and cheek 
bones and lacerations, requir
ing stitches around the eyes, 
mouth and chin. Four o f  the 
eye injuries reported by Jones 
and Tullo11 were as a result o f 
the ball deflecting o ff the top 
edge o f  the bat while hooking 
and striking the eye on the side 
o f the dominant hand. The 
danger o f a fracture, as a result 
o f  being struck by the ball while 
batting, to the distal third o f the 
ulnar, rib fractures and soft 
tissue injuries, especially to the 
upper leg, abdomen and tes
ticles were reported.6 The top- 
and middle-order batsmen were 
found to be more susceptible to 
impact injuries to the head, ph
alanges, metacarpals and lower 
arm injuries than the lower- 
order batsm en,7 while Payne3

reports that bowlers sustained 
most impact injuries while bat
ting. Lower limb injuries were 
mainly hamstring, quadriceps 
and calf muscle pulls as a result 
o f running between the wicket.1-
4 ,7

Fielding and catching re
sulted in 40,9%  o f the serious 
injuries with 63,9% impact in
juries to the upper limbs.4 
Corrigan6 reported three cases 
o f ruptured spleens sustained 
when, attempting to catch or 
field a ball, they landed heavily 
on their left side. "Throwers 
shoulder" can prove to be one 
o f  the most troublesome injury 
to cricketers.6,22 Five, out o f 
nine shoulder injuries sustained 
occurred while fielding.7

Twenty-five percent o f  the 
serious injuries resulted in the 
players being out o f the game 
for more than twenty-one days, 
while 47,8%  and 27,2%  were 
not able to practice or play for 
between one and seven days 
and eight and twenty-one 
days, respectively.4 Injuries to 
the upper and lower limbs were 
the most serious in terms o f 
days missed with nine injuries 
to each region preventing the 
players from playing for twenty- 
one days or m ore.4 The upper 
limb injuries to the club crick
eters resulted in an average o f 
five days being lost to play, 
with a range o f between 0 to 
fifty-six days, while an average 
o f  six days were lost to play as 
a result o f injuries to the lower 
lim bs.1 The head and facial 
injuries1,4 and the back and trunk 
injuries4 generally enabled the 
cricketers to return to the game 
within seven to nine days o f 
injury. The length o f recovery 
time varied with the level at 
which the players competed.

M any o f  the injuries sus
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CRICKET

tained were either re-occurring 
injuries from the previous sea
son or re-occurred again later 
in the season. Twenty percent 
o f  the injuries sustained on an 
international tour were re- 
aggravated  in ju ries  from  
the previous season,23 while 
23,9% o f the injuries to be re
occurrence o f  old injuries and 
22,7% o f the new injuries sus
tained w ere re-aggravated 
again during that season.4

Payne3 reported an increase 
in over-use injuries in young 
children, especially in the areas 
o f stress fractures and growth 
cartilage injuries. The primary 
areas o f concern, particularly 
to the fast bowlers, were found 
to be damage to the growth 
cartilage o f the knee and trac
tion apophysis, and compres
sive stress to the articular 
surface cartilage o f  the femur 
and talus. Thirty-eight percent 
o f young fast bowlers were 
found to have suffered one dis
abling injury during a single 
season, with stress fractures 
o f the lumbar and/or sacral ver
tebrae (11%), and soft tissue 
injuries to the back (27 %) caus
ing them to miss at least one 
m atch.19 Du Toit and Rade- 
man18 reported the case o f  a 
14-year-old boy requiring 
splenectomy for a ruptured 
spleen after blunt trauma from 
a cricket ball. The case o f  a 
young  fas t b o w le r w ho 
developed acute pneum ome
diastinum and bilateral pneu- 
mothoraces while practising 
fast bowling was reported by 
Clements and H am ilton.20 The 
younger players tended to be at 
the greatest risk to injury with 
53,3% and 51,4%  of those in 
the age groups below 21,1 
years and between 21,1 and 
26,2 years, respectively, sus

taining some form o f serious 
injury.4

The less serious injuries 
were mainly strains o f the groin, 
hip, hamstring, quadriceps and 
back muscles, finger injuries, 
twisted ankles, shin splints, 
blisters, abrasions and bruised 
feet, heels and fingers.

Forward24 recorded all the 
indoor cricket injuries that 
were reported at the Royal 
Perth Hospital during a six- 
month period. H e found that o f 
the sixty-four patients treated 
all fell in the 19 - 34 year age 
group, with fourteen o f these 
being women. Fielding (72%) 
and batting (17%) resulted in 
the major share o f  these in
juries, while no injuries were 
sustained while bowling. The 
most common injuries were to 
the fingers and thumb. Knee 
and ligamentous strains o f  the 
ankle while twisting to catch or 
avoid the ball, as well as eye in
juries to wicket-keepers as a 
result o f being struck by the 
ball after deflecting o ff the edge 
o f the bat, were fairly com 
mon. Fifty percent o f the in
jured players required time off 
work, with thirty percent being 
o ff work for more than a week 
and ten percent being hospital
ised.

From  the literature re
viewed it is evident that the 
incidence o f  cricket injuries, 
particular over-use injuries 
and those normally associated 
with field sports, is an under- 
recognised problem. Appro
priate injury records and data 
collection need to be introduced. 
This would enable coaches, 
players and those involved in 
treatment and rehabilitation, to 
successfully bring about the 
reduction, prevention, treat
ment and rehabilitation o f  these

injuries.
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THE EFFECT OF DIETARY 
CHOLESTEROL ON PLASMA 

CHOLESTEROL LEVELS

Mieke Faber

Eggs, and therefore dietary 
cholesterol, play an important 
role in the diets o f many ath
letes. Especially weight train
ing athletes are prone to sup
plement their diets with eggs in 
order to increase the protein 
content o f  the diet.

Since as early as the 1940's 
the controversy on cholesterol 
intake exists. In the 1940's 
experiments w ere done which 
showed that cholesterol feed
ing resulted in increased 
plasm a cholesterol levels.29 
However, a few years later 
Keys et al (1956) came to the 
conclusion that in adult men the 
serum cholesterol level is es
sentially independent o f the 
cholesterol intake over the 
whole range o f natural human 
diets.22 This was confirmed by 
studies that indicated that 
there was no correlation be
tween dietary cholesterol and 
plasma cholesterol levels.25,40

Although no correlation was 
found between whole egg in
take and plasma lipid levels in 
free living subjects,19 contro-

Mieke Faber

Research Institute fo r  
Nutritional Diseases 
Medical Research Council

versial results have been re
ported on the effect o f egg 
feeding. W hile no changes in 
plasma cholesterol levels were 
observed after the addition o f 
eggs to  the  h ab itu a l 
diet17,23,33,36,38 or an experimen
tal diet15 o f normal or uraemic 
patients,20 other studies re
ported an increase in plasma 
cholesterol levels after egg 
feeding on the hab itual 
diets3-35-39 or experim ental 
diets28 or on liquid formula 
d iets.1 The increase in plasma 
cholesterol levels was greater 
in middle aged men as com
pared to younger m en.39

Volunteers were grouped in 
two groups. The one group 
showed significant increases 
in plasma cholesterol levels 
after eating three eggs daily for 
ten weeks and a significant 
decrease within two weeks o f 
cross over to eating no eggs. 
The other group showed a sig
nificant decrease in plasma 
cholesterol levels after eating 
no eggs for 12 weeks, but when 
crossing over to three eggs 
daily, there was no increase in 
plasma cholesterol levels.18

Fifty-six men were given a 
cholesterol free formula diet. 
During this period there was a 
decrease in plasma cholesterol 
levels. After the cholesterol 
free period they were divided 
into four groups who received a

formula diet containing either 
0, 106, 212 or 317 mg chol/ 
1000 kcal for a period o f six 
weeks. The ingestion o f cho
lesterol resulted in a linear 
increase in plasma cholesterol 
levels over the whole range of 
cholesterol feeding. Each 100 
mg cho l/1000 kcal o f the diet 
resulted in a 12 m g /100 ml in
crease in serum cholesterol 
levels.27 It is expected that 
further increases in dietary 
cholesterol in the abovemen
tioned study would have no 
further effect on the plasma 
cholesterol levels since it was 
shown by Connor et al10 that 
the addition o f  475 mg o r 1425 
mg cholesterol had the same 
elevating effect on plasma 
cholesterol levels. It has also 
been shown that the plasma 
cholesterol levels increased 
sharply when the daily choles
terol intake was between 13 
mg and 634 mg. There was no 
further increase in plasma cho
lesterol levels after the inges
tion o f  1300 to 4500 mg choles
terol and the dose-response 
curve was relatively flat.2

Addition o f two eggs had no 
effect on plasma cholesterol 
levels, but when the two eggs 
were removed from the diet 
there was a significant drop in 
plasma cholesterol levels after 
12 w eeks.16 W hen eggs were 
removed from the diets of
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NUTRITION

people who habitually consume 
at least one egg per day, there 
was a small but significant de
crease in plasma cholesterol 
levels.4’7

EFFECT OF DIETARY 
CHOLESTEROL ON 
PLASMA LIPOPROTEINS

Plasma cholesterol is not the 
only variable to be looked at. 
Although there was no signifi
can t ch an g e  in  p la sm a  
cholesterol levels when one 
egg was added to the habitual 
diet o f lacto-ovo-vegetarians, 
there was a significant increase 
in plasm a LDL-cholesterol.36 
W hile ingesting a liquid for
mula diet containing 5000 mg 
cholesterol in the form o f egg 
yolk1 or when adding choles
terol to the normal diet3 there 
was a significant increase in 
plasm a cholesterol levels, 
mainly due to an increase in 
LDL-cholesterol levels. The 
rise in LDL-cholesterol levels 
may be explained by an in
crease in LDL-cholesterol for
m ation.30 The consumption 
o f a large number o f eggs, 
whether or not it leads to an 
increase in plasma cholesterol 
levels, does alter the properties 
in human H D L, namely it in
creases the binding capacity.26

TYPE OF FAT IN THE 
DIET

It has been shown that the ef
fect o f  dietary cholesterol is 
dependent on the type o f fat in 
the diet. In two cross over 
studies, healthy students re
ceived a diet either rich in 
linoleic acid5 or poor in linoleic 
acid6 with two levels o f dietary 
cholesterol (either 200 mg or 
600 mg). The high cholesterol

diet was obtained by providing 
2 egg yolks per day. Supple
mentation o f the linoleic acid 
rich diet with the egg yolk 
cholesterol caused a signifi
cant rise in plasma cholesterol 
levels o f about 11 m g/100 ml. 
This rise in plasma cholesterol 
was however much smaller 
than the rise o f 26 m g/100 ml 
which occurred when the lino
leic acid poor diet was supple
mented with the egg yolk 
cholesterol, indicating that the 
effect o f cholesterol is clearly 
dependent on the type o f fat in 
the diet.5,6 When cholesterol 
was added to either a diet with 
a  low or a  high P/S ration, there 
was an increase in plasma TC. 
The increase in plasma choles
terol was slightly less on the 
low P/S diet as compared to 
that on the high P/S diet, but it 
should be kept in mind that the 
overall plasm a cholesterol 
levels (with or without choles
terol) were higher on the diet 
with the low P/S ratio.41

In another cross over study, 
the effect o f changes in dietary 
cholesterol intake as well as 
changes in the type and amount 
o f fat was studied. When the 
subjects switched from a con
trol diet (42-45% fat, P/S 
0 ,3-0 ,5 , 2 eggs) to a fat modi
fied diet (35% fat, P/S 1,0) 
also containing two eggs, the 
serum cholesterol decreased 
with 29 m g /100 ml. When the 
eggs w ere omitted from the fat 
modified diet the serum cho
lesterol decreased with an 
additional 7 m g/100 ml. When 
the control diet was followed 
up by the modified fat diet con
taining no eggs, the decrease in 
serum cholesterol levels was 41 
m g/100 ml. When eggs were 
returned to the fat modified 
diet, the serum cholesterol

levels increased by 20 mg/100 
ml. The results o f this experi
ment suggest that smaller 
percentage changes in the type 
and amount o f dietary fat have 
a similar or greater effect on 
serum cholesterol than a rela
tively greater change in dietary 
cholesterol.8 This is in contrast 
with earlier studies. In one of 
these studies it was shown 
that the effect o f changes in 
dietary fat composition was 
smaller than the effect caused 
by changes in dietary choles
tero l.12 Plasm a cholesterol 
level increased when subjects 
con-sumed a cholesterol rich 
formula diet. W hen the satu
rated fat content o f this diet 
was decreased, there was no 
change in the plasma choles
terol levels due to cholesterol 
feeding.11 Although no changes 
in HDL-C were found in the 
study done by Chenoweth,8 it 
was found that the increase in 
plasma cholesterol which oc
curred after a simultaneous 
increase in dietary cholesterol 
and fat, while the P/S ratio of 
the diet remained the same, 
was due to an increase in LDL- 
C as well as H D L -C .9

Either 750 mg (3 eggs) or 
1500 mg cholesterol (6 eggs) 
was added to diets with a P/S 
ratio that ranged between 0,25 
and 2,5. W hen the P/S ratio 
was either 0,25 or 0 ,4 , addition 
o f  3 eggs to the diet caused 
increases in both plasma cho
lesterol and LDL-C levels. 
These increases w ere in
creased further when 6 eggs 
were added to the diet. When 
the P/S ratio o f  the diet was 
0,8, addition o f  3 eggs to the 
diet had no effect on plasma 
cholesterol o r LDL-C levels, 
but these levels increased 
after addition o f 6 eggs to the
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NUTRITION

diet. Addition o f  either 3 eggs 
or 6 eggs had no effect on the 
plasma cholesterol and LDL-C 
levels when the P/S ratio o f  
the diet was 2 ,5 . This study 
indicated that both the choles
terol content and the P/S ratio 
o f the diet are important in de
termining plasm a cholesterol 
and LDL-C levels.37

Fat plays and important role 
in determining the effect o f 
dietary cholesterol on plasma 
cholesterol levels and has been 
demonstrated by the fact that 
subjects who have previously 
been classified as hyper
responders showed no re
sponse to a moderate choles
terol intake while they con
sumed a low fat, high fibre diet 
with a relatively high P/S ratio 
(1 ,1 :1 ,5). The effect o f eating 
nine, zero and nine eggs per 
week over a period o f three 
c o n secu tiv e  m on ths w as 
studied in subjects who had 
previously been classified as 
hyper-responders to choles
terol intake. During the study 
they consumed a high fibre, 
low fat diet with a relatively 
high P/S ratio. There were no 
significant differences be
tween the different dietary 
periods indicating that hyper
response to moderate choles
terol intake is not apparent in 
people eating a low fat, high 
fibre d ie t.13

ENERGY AND
CHOLESTEROL
FEEDING

It seems as if  not only the type 
and amount o f  fat in the diet 
have an effect on the plasma 
cholesterol response on cho
lesterol feeding, but energy 
intake also seems to be im por
tant. The influence o f a low-

energy diet when associated 
with a high cholesterol intake 
was investigated in a cross 
over study. When two whole 
eggs and two egg yolks were 
added to the habitual diet o f 
seventeen normal men during 
the first phase o f the study, no 
changes in plasma cholesterol 
occurred. When these same 
men were put on a low-energy 
diet during the second phase o f 
the study there was only a 
small but insignificant de
crease in plasma cholesterol 
levels due to adaptation to a 
high cholesterol intake. How
ever, when the consumption 
o f four eggs per day was 
associated with a low energy 
intake during phase 1, there 
was an increase in plasma 
cholesterol levels which nor
malized in the second part o f 
the study when they returned 
to their habitual energy in
take.24

EXERCISE AND 
CHOLESTEROL 
FEEDING

It seems as if  exercise also in
fluences the effect o f choles
terol feeding on plasma cho
lesterol levels. It has been 
shown that aerobic condition
ing in men might prevent a 
significant increase in plasma 
TC levels at moderate and high 
cholesterol intakes.34 Body 
builders are a group o f weight 
training athletes who supple
ment their diets with eggs. 
Over a range o f from 0 to 12 
eggs per day, there was no 
correlation between egg intake 
and plasma cholesterol levels. 
Despite their very high choles
terol intake they did not have 
elevated plasma cholesterol 
levels.14

HYPO- AND HYPER
RESPONDERS

There was a considerable indi
vidual variation in the response 
o f plasma cholesterol levels to 
changes in dietary choles- 
terol.8’15'18’23,31’41 From this wide 
variation it is clear that people 
can be categorized into hyper
responders and hypo-re- 
sponders. W hat the classifi
cation o f a hyper- and a hypo- 
responder is, is not quite clear. 
In the study done by Oh and 
M ille r31 hyper-responders  
w ere defined as those subjects 
w hose plasm a cholesterol 
levels increased by more than 
8% on cholesterol feeding, 
while hypo-responders were 
defined as those subjects who 
showed no change or an in
crease o f less than 5 % in plasma 
cholesterol levels on choles
terol feeding. Hyper-respond
ers can also be classified as 
those subjects whose plasma 
cholesterol levels are in the 
upper quartile on cholesterol 
feeding while hypo-respon
ders are those whose plasma 
TC levels fall in the lower 
quartile on cholesterol feed
ing.21

Although it seems as if  
exercise has a protective effect 
against egg feeding,14,34 too 
little evidence is available to 
justify the high egg consump
tion o f athletes. It is recom
mended that athletes follow 
the same recommendations as 
the general population. It is 
therefore recommended that 
the daily cholesterol intake 
should not exceed 300 mg per 
day.32
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SASMA UPDATE

SASMA NEWS

The 4th South African Sports 
Medicine Congress heralded a 
new era for sport in South 
Africa. All indications are that 
South Africa will be allowed 
to participate at international 
level again after years o f isola
tion. This places a big respon
sibility on sportsmen and 
coaches and also demands 
proper medical care for our 
athletes to ensure that their 
preparation and participation 
are scientifically sound and 
that adequate care is being 
taken to prevent, treat and 
rehabilitate sport injuries. 
Medical Schools in South 
Africa have lagged behind the 
rest o f the competing world 
in providing adequate post
g raduate  sports m edicine 
training to doctors taking care 
of athletes.

During the past four years, 
the South African Sports 
Medicine Association played 
a significant role in education 
and dissemination o f know
ledge through the four Sport 
Medicine Congresses held in 
South Africa during the past 
eight years. Not only did we 
create a forum where young 
South African Sports Medicine 
Scientists could present their 
research, but we also invited 
leading Sports Medicine Phy
sicians from all com ers of the 
world to address us on various 
important aspects o f Sport and 
Medicine.

The most recent Sports 
Medicine congress in Sun City 
from 24-27 April 1991 was no 
exception: we invited five in
ternational speakers to address 
us on various topics. The Sec

retary General o f the Interna
tional Federation o f Sports 
Medicine (FIMS Federation 
Internationale Medico Spor
tive) attended our congress and 
announced that South Africa 
will be accepted as the 83rd 
member o f this influential 
Sports Medicine body.

In order to stage inter
national sports events in our 
country, we need to have an 
accredited analytic laboratory 
for doping control. Since South 
Africa has been active in this 
field since 1983 under the guid
ance o f one o f the w orld 's best 
known doping control labora
tories at K ing's College in Lon
don, it will only be a formality 
to obtain international accredi
tation for our doping control 
facilities. We had the good 
fortune o f having Dr David 
Cowan o f London as one o f our 
distinguished guests to evalu
ate our facilities and to advise 
us accordingly. Dr Cowan is 
head of the K ing's College

Doping Control and Information 
Centre in London and will be 
instrumental in advising the 
IOC Medical Commission about 
the South African situation.

We believe that South 
Africa will be able to accept the 
challenge o f providing ade
quate medical support to our 
athletes. The South African 
Sports Medicine Association 
succeeded in bringing together 
all the disciplines involved in 
sports medicine and promoting 
coopera tion  betw een this 
multi-disciplinary team by 
making everybody concerned 
aware o f their unique role. But 
this is not enough: South 
Afrioa needs more Sports 
Medicine training facilities to 
fulfil the needs o f our top 
sportsmen that will soon be 
com peting at international 
level. If the association suc
ceeds in making South Africa 
more aware o f our needs in this 
regard, it will be a major 
achievement! □
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PIIYSIOTIIKKAPV

TREATMENT OF SOFT TISSUE 
INJURIES: THE FACTS ABOUT 

FRICTIONS

C raig  A Sm ith

Keywords: Soft tissue injuries, scarring, deep transverse frictions, 
physiotherapy.

A BSTRA CT

The treatment o f soft tissue injuries by deep transverse frictions (DTF) has been 
looked upon by various medical practitioners with a certain degree of circumspect. 
Although most physiotherapists and a few physicians stringently advocate its use, 
there are still those who are ignorant to its benefits. This paper attempts to bring 
to attention the expediency o f DTF by providing a short overview o f how the 
technique achieves its curative effect.

IN TR O D U C TIO N

The history o f massage dates 
back to the times o f ancient 
Babylonia, China and histori
cal Roman days.1 Great use for 
it was found as an effective 
method o f treating systemic 
illnesses and other injuries. 
Nowadays, massage as we are 
familiar with, is used more for 
relaxation purposes and the 
relief of stress which stems

Craig A Smith

BSc Physiotherapy 
BSc (Hons) Sports Science 
16 Vredenhof 
Carstens Road 
Tamboerskloof 
CAPE TOWN 8001

mostly from the lifestyles 
people lead. Although mas
sage in this respect is very 
effective in creating a relaxed 
and calming, almost euphoric 
feeling, it clearly has no role to 
play in the treatment of soft 
tissue injuries.

There is, however, a certain 
massage technique with which 
physiotherapists and a good 
majority of their patients are 
familiar. It proffers certain 
relief with most soft tissue 
injuries, providing the patient 
is able to bear the excruciating 
pain which unfortunately goes 
hand in hand with it. Welcome 
to the facts about frictions; 
Deep Transverse Frictions!

Most medical practitioners, 
barring those who are athletes 
and whose injuries have bene
fited from it in some way, view 
DTF with a certain amount of 
scepticism and doubt. How

can a massage technique 
resolve an injury when it seems 
to be doing more damage than 
good? How can the patient 
benefit from such a treatment 
which actually causes more 
pain than the injury itself? How 
can any sensible medical per
son ever have come to devise 
such a method which should 
not even be regarded safe as a 
torture technique? There is, 
however, an answer to this 
rhetoric and it lies with the 
comments o f those patients 
who have endured the pain, yet 
witnessed the results when 
treated in this manner: It works 
so I'll bear it. No pain no gain.

DTF was viewed as early as 
1948 as the only worthwhile 
manipulative treatment which 
could exert a beneficial effect 
on soft tissue lesions. Dr James 
Cyriax2 has championed its 
cause for many years and now
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PHYSIOTHERAPY

it is widely used by physiother
apists and recommended by 
other practitioners in the treat
ment o f orthopaedic and sports 
related injuries.3-4

THE THEORY OF DTF

The specificity o f D TF is such 
that when it is performed prop
erly and with sufficient vigor, 
enough to bring the patient 
to tears and give reason to 
rename it crucifixions3, it 
penetrates deep to affected 
structures far below the skin 
surface, where other modali
ties would only exert their 
effect at a superficial level.1 
It follows that massage, in 
this way, must be confined to 
tissues that respond to it, and 
that it must exert its effect at 
the exact site o f the lesion.5

The aim o f this technique is 
two fold; prim arily to break 
down adhesions or fibrous 
scarring which develop during 
the bodies natural healing 
process following an injury, 
and secondly, to increase the 
mobility o f those tissues and in 
so doing, im prove their func
tional capacity. D TF is thus in
dicated in the treatment o f 
muscle strains and tears, ten
don lesions (tenosynovitis 
and tendonitis) and ligament 
sprains.

APPLICATION OF DTF

DTF is applied only to the area 
o f injury with firm pressure 
across the grain o f  the tissues, 
be it a small concentrated spot 
or a longitudinal part o f a 
muscle.6 The effects which 
promote a healing response are 
as follows:

• A traumatic hyperaemia

is produced following a 
couple o f minutes o f D TF. 
The increase in bloody 
supply affords a degree of 
analgesia by the destruc
tion o f Lewis P  substances 
which are responsible for 
pain being felt.1 Once the 
session is over, the patient's 
pain is diminished and the 
structure hurts less when it 
is required to function.5

• D TF are applied at 90 
degrees to the injured 
fibres causing a transverse 
movement o f each fibre 
across the other. The action 
serves to break down the 
adhesive connections which 
bind the tissues together 
and restore free move
m ent.1

• Tissue perfusion is im
proved.1

• D TF stimulates the mecha- 
noreceptor cells. There
fore, impulses from the 
moving parts take prece
dence over the afferent 
sensory stimuli, thus re
lieving pain .1

TECHNIQUE OF DTF

It is most important that the 
person, preferably a physio
therapist, who is giving D TF is 
familiar with the correct appli
cation o f the technique. Before 
commencing, an accurate diag
nosis o f the injury based on the 
history, the site o f  the lesion 
and the response of the symp
toms to specific testing proce
dures must be made so that 
the therapist can determine 
whether the injury will benefit 
from the technique. The struc
ture to be treated in this way

must be isolated and positioned 
in the correct manner. W hether 
the finger or thumb pads or the 
elbow are to be used, the two 
skin surfaces must move in 
unison to prevent a friction 
injury to the skin i.e. a blister. 
The fingers or thumb should be 
in a semi-rigid, flexed position 
and sweep over the structure 
with the action controlled at the 
wrist. Patient com fort and 
structure position must be 
m aintained throughout the 
treatment.

MUSCULAR INJURIES

M uscles contract (concentri
cally) by shortening and broad
ening. An injury to a muscle, 
be it a strain or tear, will even
tually result in a fibrous scar 
forming among the fibres. This 
reduces movement and causes 
pain when the muscle con
tracts. The effect o f D TF in the 
acute stage is thus to mobilise 
the fibres in a transverse direc
tion and prevent these adhe
sions from developing. In the 
chronic muscle tear, D TF act 
to break down these adhesions 
and improve the m uscle's con
tracting mobility.

Passive longitudinal stret
ching plays an integral role in 
the management o f muscle 
injuries and is considered to be 
a vital tool in maintaining or 
improving fibre length and 
flexibility. However, there is 
no clear proven evidence to 
indicate whether stretching 
should be incorporated at the 
earliest stage o f treatment or 
whether it should only be intro
duced in the latter stages when 
the injury shows signs o f heal
ing.

The rationale o f an early 
introduction proposes that
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PHYSIOTHERAPY

muscle fibre length needs 
to be improved and capitalised 
on the increased mobility 
which D TF bring about, and 
that early stretching directly 
after DTF is thought to achieve 
this result. A somewhat 
contras-ting opinion exists 
supporting the argument that 
stretching should begin at the 
end stage o f treatment. A lon
gitudinal stretch on the muscle 
lengthens the fibres and in 
so doing causes them to come 
into closer contact with each 
o ther. T his con tribu tes 
tow ards fu rther adhesive 
binding o f the fibres and re
duces flexibility. Thus, early 
stretching would seem to de
feat the aims o f D TF, being 
to break down the adhesions 
and transversely mobilise the 
fibres. As an alternative to 
early stretching, active iso
metric contractions o f the 
muscle in the shortened range 
are advocated to maintain 
transverse m oblity.2

TENDON INJURIES

Logic would have it that any 
overuse friction injury should 
not be treated by the same 
method that caused it. In ten
don lesions, this might seem 
the case, yet D TF is known to 
achieve quick and satisfying 
results. In tenosynovitis, DTF 
performed in a too and fro 
motion serve to smooth the 
surfaces off, and although lon
gitudinal friction is the causa
tive action, the curative fric
tions are in the transverse 
plane.2

In tendonitis, D TF act in 
much the same way as for 
muscle injuries by breaking 
down the adhesions within the 
tendon.

LIGAMENT INJURIES

The action o f D TF in ligament 
injuries is to breaking up adhe
sions either in the ligament it
self or binding it to the bone 
and so increase mobility. In the 
acute phase, only one to two 
minutes o f mild D TF is neces
sary, w hereas in chronic 
sprains, up to fifteen minutes 
o f treatment can be given. It is 
important when giving DTF to 
ligaments that the affected 
ligament is positioned in a 
stretched position. Failure to 
bring about complete healing 
can cause respraining for the 
ligam ent due to reduced 
strength and proprioceptive 
instability.

CONTRA-INDICATIONS 
TO DTF

The following are conditions 
where D TF are not indicated 
and should never be attempted:

• Bacterial inflammation;

• Calcific deposits in muscles 
or tendons;

• Inflammatory arthritides;

• Bursitis;

• Nerve injuries;

• Traumatic arthritis o f the 
elbow;

• Thrombosis simulating a 
soft tissue injury.

CONCLUSION

The topic o f D TF with respect 
to how and why it works is by 
no means an open and shut 
case. Evidence detailing its

effectiveness and success as a 
manipulative technique (and 
therefore justifying its usage in 
the treatment o f soft tissue 
injuries) has been explained 
and is o f course open to discus
sion. M oreover, the testimo
nies among users and receivers 
o f the technique mostly agree 
that it does work, and very well 
at that.

In order to satisfy the ever 
questioning human mind with 
feasible answers as to how and 
why it does work, it is under
standable that further ex
perimentation, perhaps with 
pathological or magnetic reso
nance imaging investigations, 
needs to be performed in order 
to be able to draw firm scien
tific conclusions. However, 
science, which is its custom, 
has only managed to fuel the 
debate on the efficacy o f DTF 
and is unable to at times pro
vide the most suitable answers. 
Therefore, we as explorers of 
its domain should not let our 
minds insistence for proof 
cloud the reality that, although 
human reasoning might dent 
the efficacy o f D TF, its often 
astounding clinical results has 
its own way with G od 's mar
vellous creation. M an can 
only stand by and wonder (in 
pain) ju st how and why and for 
what reasons the facts about 
frictions add up.

REFERENCES

1. KamenetzHL. History o f  Massage. 
In: Manipulation, Traction and 
Massage, Ed. Basmajian JV. Wil
liams and Wilkins, Baltimore, 1985.

2. Cyriax JH. Textbook o f  Orthopae
dic Medicine Vol 2. Bailliere Tindall, 
London, 1980; 3-36.

3. NoakesTD. Lore o f Running. Oxford 
University Press, CapeTown, 1987.

4. Corrigan B and Maitland GD. Prac
tical Orthopaedic Medicine. Butter- 
worths, London, 1983; 26. □

SPORTSGENEESKUNDE VOL. 6 NO. 3

R
ep

ro
du

ce
d 

by
 S

ab
in

et
 G

at
ew

ay
 u

nd
er

 li
ce

nc
e 

gr
an

te
d 

by
 th

e 
Pu

bl
is

he
r (

da
te

d 
20

12
.)



PHYSIOTHERAPY UPDATE

THE COMRADES MARATHON AS 
SEEN THROUGH THE EYES OF A 

PHYSIOTHERAPIST

Joyce Morton

For the physiotherapist, Com
rades Marathon starts many 
weeks before the event as vet
eran runners and novices pour 
into our practices with minor 
injuries, usually created by 
incorrect training methods. 
One o f our major roles during 
this time is to encourage run
ners to ease back on their train
ing. Novices especially, seem 
to think that if they do not run 
right up to the day before the 
race, they will not be able to 
run from Pietermaritzburg to 
Durban. Psychological sup
port and counselling about 
glycogen storage and fluid in
take are o f utmost importance

at this stage.
Nine years ago, the Natal 

Sports Interest Group o f the 
South African Society o f Phy
siotherapy volunteered the 
services o f physiotherapists 
along the route. Smith and 
Nephew supplied the strapping 
and Anti-chafe and the service 
began. In those early years 
there was much opposition 
from our medical colleagues 
involved with the organisation 
o f  the race, for it was felt that 
if a runner was not well enough 
prepared then he should not 
run. Also a runner should never 
stop as he would not start run
ning again. The survival shuffle

was the slowest speed he 
should do. The organizing 
committee has now accepted 
that we perform a major ser
vice on the day o f the race 
because there will always be 
runners undertrained or over
trained who benefit from the 
service we offer.

The Comrades Committee 
consists o f Judy McKeon, Kay 
M orely and myself. Our vol
unteers come from the 3rd 
and 4th year physiotherapy 
students o f the University of 
Durban-W estville and Natal 
physiotherapists. There are 7 
"Elastoplast" stations along 
the route and each station has 
Smith and Nephew staff, a 
trained nursing sister, record
ers and p hysio therap ists . 
Sixty physiotherapy volunteers 
helped this year.

Comrades Marathon day 
starts in the early hours o f the 
morning for some o f the phy
siotherapists in private practice 
who assist their patients by 
strapping them before they leave 
for the race. For the rest, the 
day starts from 5 o 'clock on
wards depending on how far 
the station is from home. M> 
rule is to be dressed and ready 
by 6 o 'clock, to watch the stan 
o f the race on TV and then tc 
head for Inchanga 48 kms frorr 
Durban. Even at this hour, 
without a "Refreshment" sigr 
stuck to my windscreen, I
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PI IY SI OTI IE RAP Y UPDATE

would not be allowed onto the 
Old Main Road as the police 
are already on duty.

Our working area has been 
cornered o ff by Peter Ham 
mond, the Smith and Nephew 
man. All we have to do is put 
up banners to alert the runners 
to the fact that there are phy
siotherapists ahead o f them. 
Tables are set up with hundreds 
of rolls of elastoplast, Anti
chafe, cottonwool, elastozoff, 
blister plasters and this year, 
tubes o f Voltaren donated by 
Ciba-Geigy.

Lastly our long rail is set up 
near the road. This rail is about 
a meter high. It reminds me of 
the cowboys who used to tie 
their horses on similar rails 
outside the Old West Bars. The 
runners lean on the rail in order

that their legs, backs or necks 
might be treated without their 
having to lie down. Two large 
mats are placed on the ground 
for runners with blisters, head
aches, painful feet or ankles as 
we cannot treat these ailments 
unless the patient sits or lies 
down.

W e just have time to eat a 
delicious breakfast cooked and 
donated by Peter, when the 
first runners appear. To them 
the Inchanga Hill is no threat 
and we clap to congratulate 
them as they run past. How
ever, it is not long afterwards 
that the first o f the runners 
stops to ask for help at our sta
tion.

We offer three main ser
vices; to rub aching muscles 
using Anti-chafe; to rub using

ice or to strap using elasto
plast. The ice is by far the most 
popular treatment. Hundreds 
o f polystyrene cups are filled 
with water and frozen. This 
means that the physiotherapist 
does not get a frozen hand as 
she rubs the ice onto a runner. 
I am sure that any physiother
apist reading this will tell me 
that two minutes o f rubbing 
with ice can have no real effect 
on a runner. Our investigations 
done over the years have shown 
that ice does help and more and 
more runners are asking to be 
treated with it.

At the Inchanga station 
Judy and I always take on the 
task of strapping. Together 
this year, over a period of 
approximately one and a half 
hours, we strapped 160 parts of

T his y e a r .......  13 988 runners started

the race , 12 081 fin ished the race , 1 028 

runners w ere adm itted  to  tents fo r

m edical trea tm en t
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PHYSIOTHERAPY UPDATE

the body. Most o f the prob
lems are knees caused we are 
sure, by over training or incor
rect shoes. In order to reach the 
knees, one has to kneel. No 
one has ever done research on 
the frequency o f patella ten
donitis in physiotherapists 
kneeling on the road during an 
ultra marathon!

Because this year was a 
down run, as expected, many 
o f the runners complained o f an 
Ilio-tibial band friction syn
drome. Our advice to these 
runners was to walk down the 
hills backwards. Most friction 
of the band is at 30 degrees of 
flexion and this does not 
happen when one walks back
wards. It must be remembered 
that many o f these runners are 
trying to beat the 11 hour gun, 
and they definitely have the 
time to walk down hills.

The runners stopping at our 
station increase to an almost 
unmanageable number. Phy
siotherapists are seen to be 
stre tch ing  cram ped ham 
strings, mobilizing painful 
backs, giving advice, kneeling 
on the road to rub a calf, bend
ing over to reach a painful knee, 
helping a runner remove a shoe, 
kneeling on the mat to mobilize 
a cervical spine, running next 
to a runner to give him some 
anti-chafe, removing rubbing 
creams with E lasto zo ff so 
that Elastoplast might stick 
and generally managing to 
achieve the impossible. Then 
suddenly, as fast as they ap
pear, they all disappear except 
for one or two runners who 
have thrown in the towel and 
are waiting for the Comrades 
bus to take them to Durban.

I battle to rise from the road 
- obviously age has something 
to do with it - and take a sip of

coke which tastes like nectar. 
We wearily tidy up, pack our 
cars and head for home know
ing that as we do, so there are 
thousands o f runners grateful 
to the physiotherapists who 
have in some small way helped 
them to achieve their goal 
o f completing a Comrades 
Marathon.

One feels my story should 
end here, but it does not. Some 
of us drive down to Kings Park 
and work in the Red Cross 
Tend until 8 pm. Our main 
function is to help break the 
excruciating cramps which the 
over- or under-hydrated run
ners get when they stop run
ning. To work in the Red Cross 
or the Medical Tent is an ex
perience no medical person 
involved in the treating of 
marathon runners should miss. 
It always reminds me o f a battle 
station. The work done by the 
hundreds of volunteers is heart
warming and just reinforces 
what kindness man can do to 
man ... but that's another story 
to be written some other time.

This year, the official fig
ures are that 13 988 runners 
started the race, 12 081 fin
ished the race, 1 028 runners 
were admitted to the Medical, 
Red Cross or St Johns Tents 
for medical treatment.

Our as yet unconfirmed 
figures show that the physio
therapists in the seven Smith 
and Nephew stations treated 
approximately 4 000 ailments. 
The Comrades House has been 
inundated with telephone calls 
from runners all over the coun
try, asking that the physio
therapists be thanked for the 
work they do on Comrades 
Day. It really makes it all 
worth while. □
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TILC0TIL®
Components:
TEN 0XIC AM  20 mg

Indications:
Sym ptom atic  treatm ent o f the 
fo llo w ing  painful in flam m ato ry  and 
degenerative d isorders o f the 
m usculoskeleta l system : 
rheum ato id  a rth ritis ; osteoarthritis ; 
ankylosing spondylitis ; extra- 
a rticu la r d iso rders, e.g. tendin itis , 
b urs itis , peria rth ritis , gouty 
a rth ritis  (fo r tab lets).

Dosage:
20 mg once daily at the same tim e 
each day. The parenteral fo rm  is 
used fo r one or tw o  days. For 
treatm ent in itia tion  in acute gouty 
a rth ritis  40 mg (2 tab lets) once daily 
fo r two days fo llow ed by 20 mg 
once daily fo r a fu rth e r five days is 
recom m ended.

Contra-indications:
Known hypersensitiv ity  to the drug. 
Patients in w hom  salicylates or 
o ther nonstero ida l a n ti
in flam m ato ry  drugs (NSAIDs) 
induce sym ptom s of asthm a, 
rh in itis  o r urticaria . Patients who 
are suffering  o r have suffered from  
severe diseases of the upper 
gastro in testina l tract, inc lud ing  
gastritis , gas tric  and duodenal 
ulcer. Before anaesthesia or 
surgery, 'T ILC 0T IL ' should not be 
given to patients at risk o f kidney 
fa ilure, o r to patients w ith  increased 
risk o f b leeding.
Concurrent treatm ent w ith  
salicylates or o ther NSAIDs should 
be avoided.
Pregnancy and lactation. 

Precautions:
Sim ultaneous treatm ent w ith  
anticoagulants and/or oral 
antid iabetics should be avoided 
unless the patient can be closely
m onitored.
Renal function  (BUN, creatinine, 
developm ent of oedema, w eight 
gain, e tc .) should be m onitored, 
when g iv ing  a NSAID to the elderly 
o r to patients w ith  cond itions that 
could increase the ir risk of 
developing renal failure.

Packs:
Tablets 20 mg: 10 ’s, 30 's .
Vial pack contain ing  1 vial active 
substance and 1 am poule w ater fo r 
in jection.
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