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be above. A ny one o f these conditions do  no t give 
descrj headaches in subjects w ho have no prim ary 
rise . ]esion, o r whose lesion is sub-sym ptom atic. 
cerVthink that the vaso-constriction and vasodilatation 

anial blood vessels dem onstrated during attacks of 
of m igraine” a re  h o t chem ically induced, b u t result 

trUe m e c h a n ic a l  irrita tion , alternatively  a re  autonom ic 
fr0™nses to a  lesion.

1 Question the existence of a  “psychogenic” headache 
until I am satisfied th a t it is no t o f cervical origin.

T R E A T M E N T .  I th ink  th a t successful trea tm en t of 
, nic headaches is physical and no t pharm acological. 

1 fm currently treating  any headache th a t presents, and 
i th e  same tim e analysing those treated  and follow ing 

Hi m up. I would be grateful to anyone concurrently  
w o rk in g  on headaches fo r com parative results.

1 By medical treatm ent.
7 By physical trea tm en t o ther than  m obilising e.g. 
’  m anipulation o r treatm ent o f m uscle spasm.
3 By any physio therapist who w ould like to try  a 

—' group under my direction.
E specially  by an y o n e  w h o  m ay  b e  w o rk in g  a lo n g  
the sam e lines an d  is fo rm in g  sim ila r  o r  d iv e rg en t 
opinions.

B r e a k d o w n  o f  R esu lts  to date 
Of 105 recorded cases treated  by our staff o f the past 

two years:
95 responded prom ptly  w ith relief o f pain and 

other sym ptom s;
10 did not respond favourab ly  o r a t all.

Some of these were very irritab le  jo in ts and responded 
with increased pain  which settled to  its previous level.

On Follow-up o f 6-12 m o n th s later 
37 have replied to  date. O f these:—

8 R eport no im provem ent;
17 report im provem ent o f m ore than  60% ;
12 no recurrence a t all.

My results a re  open to  inspection and discussion. N o 
do u b t there  is fau lt to  be found with my assessm ent 
and evaluation  o f results —  I am  a  novice a t  com piling 
statistics and w ould greatly  value advice an d /o r correc
tion  —  and help. A bove reflects my best effort at 
presenting my experience in figures.

A D V A N T A G E S  O F P H Y S IC A L  T R E A T M E N T
1. M ore effective th an  m edical treatm ent.
2. I t  is a  gentle trea tm en t with no  contra-indications 

yet com e across.
3. R equires no hospitalisation.
4. N o drugs em ployed.
5. R esults in trem endous reduction  in drug-taking—  

to  m y m ind, the  m ost significant aspect— in spite 
o f the fact th a t I never  suggest to  the  pa tien t th a t 
they  reduce th e ir self-m edication.

6 . N o  brainw ashing of patient.
7. N o  “environm ental m anipu lation” .
8 . N o  co-operation  necessary.
9. Easily tau g h t technique.

10. C ost —  insignificant com pared to th a t of com 
plicated drug regim es.

11. T he patien ts’ inevitable anxieties ab o u t m ore 
sinister cause fo r unsuccessfully treated  headaches 
allayed.

12. N euroses, which resu lt from  prolonged unalleviated 
pain, resolve and p a tien t g ra tefu lly  resum es norm al 
w ork o r dom estic duties and personal relationships.

A cknow ledgem ent. T he au th o r would like to thank  
the  M edical Superintendent, K im berley H ospita l fo r his 
help and encouragem ent in the investigations and p re 
p aration  o f this article.

A SHORT REAPPRAISAL OF THE PRINCIPLES OF 
TREATMENT IN CEREBRAL PALSY

S. Irw in-C arruthers, N at. D ip. Physio. (Pta.),
Teaching D ip. Physio. (Pta.)*

I IN T R O D U C T IO N

In recent years m uch em phasis rightly  has been 
placed on an approach  to  the  trea tm en t o f  cerebral 
palsy based upon sound neurophysiological principles. 
Dr. and Mrs. B obath  have con tribu ted  the  m ost fully 
developed and well docum ented approach  to  the  trea t
ment of the disturbances o f m o to r function  found  in 
cerebral palsy and their w ork provides a  sound  and 
realistic overall concept o f treatm ent. O ther w orkers 
in this field have n o t alw ays follow ed the  sam e p rin 
ciples, although som e, such as P rofessor R ood, have 
provided techniques w hich in selected instances m ay be 
of value in obtaining specific responses. W hilst it is 
necessary to have a knowledge of the  various ap 
proaches to treatm ent, the  dangers o f an  electric ap 
proach which utilizes opposing philosophies o f treat- 

cannot t>e over-stressed. W e are  dealing with a 
Id whose m o to r developm ent, fo r a  variety of 

reasons, is going to  be abnorm al —  and  this abnorm al

Currently L ecturer in Physio therapy, University of 
Stellenbosch.

m otor developm ent is going to  take place along cer
tain  p redictable pathw ays. We know  in advance, to  a 
g reat extent, w hat abnorm al prim ary and com pensa
tory  synergies are going to  ap p ear and our trea tm en t 
is directed tow ards preventing these from  the  m om ent 
o f the  child’s first assessment. T o  change from , say, 
B obath  to  R ood to  p roprioceptive  neurom uscular 
facilitation  to  splintage, and eventually  surgery during 
different stages o f a  child’s developm ent displays not 
only a  break-dow n in understanding of the  disurbances 
o f  m otor function  involved b u t also  a break-dow n in 
the execution of the original approach  to  treatm ent.

B earing in  m ind th a t in Sou th  A frica we usually  see 
these children w ithin the first year o f life we are in a 
position to  influence his m o to r developm ent w hilst still 
acknow ledging his lim its o f attainm ent. T h e  young 
child  develops his body im age in the  first eighteen 
m onths and  his basic postura l patte rns during the first 
th ree  years o f life, and by five years o f age has so 
perfected his m ovem ent patte rns th a t he is ready  fo r 
the  learning of skills. F u rth e r percep tual developm ent 
follow s on the establishm ent o f  basic sensori-m otor 
patterns —  requiring these p a tte rns fo r developm ent
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and, in turn , being a  necessary pre-requisite for con
ceptual developm ent. . . .

E arly  treatm ent o f the cerebral palsied child (witnin 
the first eighteen m onths of life, and preferably within 
the first nine m onths) affords the  best potential for a d 
justm ent to cerebral dam age th rough  the experience 
of norm a] sensori-m otor pa tte rn s and the consequent 
developm ent o f m ore norm al m o to r skills. In older 
children, who have only experienced abnormal ,m0; ° r 
patterns and have thus reinforced these patterns in the 
atta inm en t of function —  often to  the extent of p ro
ducing fixed contractures and deform ities — the poten
tial fo r  im provem ent is m uch less. Even in these cases, 
however, som ething can be done towards inhibition 
o f spasticity and reorganisation  of m otor patterns, but 
it is im p o rtan t to  recognize th a t the  older child has 
structured  his reactions, how ever abnorm al, in order to 
enable him  to  cope w ith the dem ands made upon him. 
T he psychological effect o f injudicious handling whicn 
too  hastily  breaks down his carefully  structured re
sponses and  displays their inadequacies can be very 
disturbing to  the child. , .

W hatever the age o f the child  we can only help nim  
in developing and exploiting his pre-existing potentiali
ties, b o th  physical and intellectual. T here  have, un
fortunately , been workers overseas whose extravagant 
claims on the physical and  intellectual responses to 
treatm ent have endangered the reputation  of this ap 
proach  to  treatm ent. In  o rder to  avoid any such wild 
claims and  to give neurodevelopm ental treatment the 
recognition it deserves, it is necessary to analyse the 
underlying principles and  to establish  the aims of treat
m ent.

II  P H IL O S O P H Y  O F  T R E A T M E N T
As fa r back as 1926 M agnus attem pted to direct 

a tten tion  to  the underlying adaptive changes of posture 
which provide the constantly  changing background fo r 
m ovem ent. I t  is these postural patterns which provide 
the key to  the trea tm en t o f cerebral palsy, as well as 
of o th er disturbances o f  m otor function.

T he norm al child develops his postural reflex 
m echanism  through  the in teraction  of two sets of au to
m atic reactions:

1. The righting reactions:
T h e  righting reactions were first analysed by 
Schaltenbrand. T heir sequence of development 
starts a t b irth , and enables the  child to control the 
position  of his head in space as well as the align
m ent o f the various body p a r ts . ' T hrough in*?r " 
action  o f the different righting reactions the child 
learns to  ro ll over and sit up  in a typical pattern 
o f ro ta tion  a round  the body-axis, which persists 
un til the developm ent o f equilibrium  reactions 
serves to m odify this sequence o f events.

2. The equilibruim  reactions:
As first described by W eisz, the equilibruim re
actions are highly sensitive adjustm ents to postural 
varia tions w hich only start to  m ake an appearance 
a t a round  6 m onths o f age. They are the most 
h ighly developed o f the au tom atic  movement p a t
terns and only becom e perfected in the fifth year 
of life, by w hich stage they have already suppressed 
certain  o f the earlier righting reactions.

In tac t righting and equilibrium  reactions are the 
essential p rerequisite  fo r m oto r function. They can only 
occur in the  presence of “n orm al” muscle tone, i.e. the 
tone m ust be high enough to provide a stable postural 
background bu t low  enough to  allow  movement to 
occur.

T h e  cerebral-palsied child does no t h a v e  the oppor
tun ity  to  develop norm al righting and equilibrium  re
actions. T h e  reason is tw ofold, firstly his level or 
m o to r developm ent is arrested o r retarded, and secondly

he is subject to  abnorm al postu ra l reflex activity which 
causes abnorm alities o f m uscle tone and lim its his re
actions to  “set” patterns o f  m ovem ent. In assessing the 
child it is im portan t to  distinguish betw een these primi
tive and pathological factors.

It is essential to realise th a t the norm al baby de
velops his first postural patte rns in response to the 
handling  he received from  his m other. These early 
sensori-m otor patterns form  the basis o f all further 
postu ral adap tations and skilled m ovem ent. Through 
them  the baby learns to  con tro l first his head, then  his 
trunk , and  later on to  use his lim bs fo r  support — 
w hilst in answ er to  his progressive independence the 
m other autom atically  reduces the  degree o f  support 
which she affords him . W here the  m uscle tone is too 
high (or too low) to  allow  these norm al responses to 
handling, the  baby experiences only abnorm al postures 
and m ovem ents, and because these are  his only ex
perience he has to  utilise these abnorm al patte rns to 
obtain  vo luntary  m ovem ent later on. T h rough  inhibi
tion of abnorm al postural reflex activity and facilita
tion  of norm al righting and equilibrium  reactions tY  , 
child can be given the experience o f norm al posturV'V 
b ackground  patterns w hich is so necessary fo r the 
developm ent o f  fu tu re  skilled m ovem ent.

T he fact th a t the norm al in fan t’s first reactions are 
au tom atic and no t volitional leads us to  ano th er im
p o rtan t trea tm en t principle—th a t o f au tom atic  (Bobath) 
or subcortical (R ood) m ovem ents o r postural patterns. 
V olitional activity will resu lt in the reproduction  of 
abnorm al patte rns o f  m ovem ents and will therefore 
strengthen these abnorm al patterns. A utom atic m ove
m ents, w hich are no less active in nature, allow  norm al 
sensori-m otor experience and have, the  additional ad
vantage o f no t requiring the child’s active co-operation. 
As the child gains increasing contro l over his movement 
patterns, all degrees o f  volitional activity m ay be ob
tained, from  “m ost au tom atic” to “ least au tom atic”, 
the  therap ist’s con tro l being gradually  withdraw n.

III  A IM S  O F  T R E A T M E N T  
T he aim s o f  treatm ent are:

1. T o provide norm al sensori-m otor experience, and 
therefore:

2. T o  counteract the developm ent of, o r to inhibit, 
abnorm al postu ral reflex activity:
This will include inhibition  o f spasticity in the 
spastic child, whereas o th er children m ay need 
proprioceptive and exteroceptive techniques for 
selective increase o f m uscle tone in o rder to  prtr' 
vide a  stable p o stu ra l background fo r movemeiVl 
and co-ordination  of agonists and antagonists.

3. T o facilitate
(a) basic postural m ovem ent patterns, and later:
(b) skilled m otor patterns,
on the basis o f a  m ore norm al m uscle tone.

4. T o  prevent contractures and  deform ities in young 
children and correct them , w here possible, in older 
children.

IV  P L A N N IN G  O F  T R E A T M E N T
A  detailed know ledge o f norm al developm ent and 

skill in handling and  assessing are needed when planning 
treatm ent.

T he follow ing aspects m ust be evaluated:
1. H ow  m uch  o f the child’s disability is due to  each 

o f the tw o  basic disturbances o f  m o to r fu n c tio n ?
(a) abnorm al postural patterns (pathological)?
(b) re tarded  m oto r developm ent (prim itive)? 
A lthough  there is a  certain  degree o f  overlap  and 
differentiation m ay  be difficult, it is im portan t to 
a ttem pt this differentiation. Y oung infants may 
appear prim arily  prim itive bu t m ay show  “soft” 
signs w hich becom e m ore definitely pathological on
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stim ulation or excitation. If  these a re  tru ly  p a th o 
logical they will becom e definite a fte r ab o u t four 
m onths o f  age, as extension develops. Prim itive 
patterns are  basically norm al and should  be recog
nized in o rder to  re ta in  and build  upon them . It 
cannot be assum ed th a t a  prim itive p a tte rn  will be 
retained au tom atically  —  as the child  gets older, 
prim itive p a tte rn s are  often  entirely  replaced by 
spastic patterns. In  o rder to  re ta in  them  they m ust 
be utilized early  in treatm ent.

2 . W hat is the type and degree o f  m uscle tone'}
W hat is the child’s “basic” tone when he is com 
fortably  a t rest?
H ow  does stim ulation  a lte r his basic sta te?
Does . he show  changes on fast m ovem ent, effort, 
loss o f balance, talking, etc.?

3. H ow  do his abnorm al postural patterns influence 
functional activities in the developm enta l sequence? 
Is his posture  basically sym m etrical o r asym m etri
cal?
Does his ab n orm al activity  in terfere  w ith static 

^  postures (prone, supine, sitting, kneeling, standing)?
0  Does his ab n orm al activity in terfere  w ith m ovem ent 

(lifting head, rolling, supporting  on hands, sitting 
up, using hands in m idline, crawling, standing up  
and walking)?
W hat is the  effect on  head  contro l, balance and 
protective reactions?
W hat associated reactions a re  present?

4 . W hat is the child’s level o f  m o to r d eve lopm en t?
Is his level o f ability consistent a t one level o f 
developm ent? or
Does he show a “scatter” o f abilities a t various 
levels? I f  so, w hat are the m ost im portan t gaps 
which need filling in?
A t w hat level shou ld  trea tm en t com m ence?

5. W hat is the child’s  chronological age'!
Is there tim e (i.e. is the  child young enough) to 
pass th rough  all the developm ental stages?
Or, in an  o lder child, m ust we lim it ou r object to 

filling-in im p o rtan t gaps?
W hat is the  lim it o f potential?

6 . W hat is the d istribution o f  e x ten t o f  involvem ent?  
C an he com pensate via less affected parts o f the 
body? Or, is over-com pensation  preventing him  
from  reaching his full po tential?

7. A re  contractures or deform ities already present? 
W hat ab n orm al postu ra l pa tte rn s have caused or 
will tend to  cause them ?
C an they be  prevented?
H ow  m uch is s truc tu ra l and how m uch can be co r
rected by inhibiting spasticity?

From  this assessm ent the p rogram  and technique 
of treatm ent can be determ ined. In  the young child, 
where strong tonic  patte rns have no t yet developed, 
facilitation o f m ovem ent progresses sim ultaneously with 
inhibition of ab n orm al p o stu ra l patterns. In  the  older 
child with fixed postu ra l pa tte rn s o r even contractures, 
more emphasis m ay have to  be  laid  on inhibition — 
although righting and equilibrium  reactions are facili
tated as soon as possible. Static reflex-inhibiting pos
tures should be avoided. S tim ulation  m ust be adequate 
to obtain a  response, bu t carefully  graded to  prevent 
unwanted activity. G rad in g  o f stim ulation  is especially 
im portant where tone is low  o r fluctuating. M ovem ent 
should never be dem anded against the  resistance of 
hypertonus —  the therap ist m ust ascertain  th a t the 
muscle tone is norm al before  attem pting  m ovem ent, 
and m ust cease m ovem ent as soon as the child ceases 
to follow. As w e ll, as p reparing  the  child fo r m ove
ment, the physio therap ist m ust allow  him  sufficient tim e 
in which to  react, in order to  elicit an  active autom atic 
reaction and avoid  m ere passive m ovem ent. A lthough 
one stage in developm ent leads to  ano ther, it is a
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m istake to th ink  that one stage m ust be perfected  be
fore  progressing to the  next. T h ere  is m uch  overlap  
in the  norm al developm ental sequence, this being espe
cially tru e  w ith regard  to  balance and equilibru im  re 
actions w hich alw ays lag one stage behind —  fo r in 
stance the  child begins to  w alk before he  has pe r
fected his equilibruim  reactions in  sitting an d  kneeling. 
M oreover, facilitation  o f  equilibrium  reactions can be 
gin w hilst a  certain  degree o f support is still necessary 
fo r the position in w hich they are  being elicited. I t  is, 
however, essential th a t the  child should n o t be pushed 
beyond the developm ental level fo r  his chronological 
age.

A s a general ru le n o  stage in  the developm ental 
sequence should be com pletely om itted, b u t it is quite 
often necessary to avoid  certain  (otherw ise norm al) 
postu ra l patte rns in children w here repetition  o f these 
pa tte rn s would lead to  re inforcem ent o f ab n o rm al m otor 
patterns, e.g. bridging in a the to id  quadrip legia m ay re 
inforce extensor spasm s, kicking m ay cause scissoring 
and the consequent developm ent o f a  grossly abnorm al 
gait, crawling on all fo u rs m ay increase flexor spasticity, 
and forw ard  support on extended arm s m ay increase 
flexor spasticity in the  shoulders and  trunk unless abduc
tion and  lateral ro tation  is established first.

V  T H E  A R G U M E N T  A G A IN S T  S P L IN T A G E  A N D  
S U R G E R Y

B racing, splinting and  even special boots a re  p re fe r
ab ly  avoided in the  trea tm en t o f cerebral palsy. T he 
disadvantages include increasing o r shunting  o f 
spasticity, a ltered  proprioceptive input, increase o f 
asym m etry and the  learning of add itional “ ab n orm al” 
postures and patte rns o f m ovem ent. C ircu la tory  changes 
a re  also a problem .

Increase o f spasticity can occur even when the splint 
is m aintaining the  lim b in a  m ore “favourab le” position. 
T his is because, in cerebral palsy, it is alm ost alw ays 
the action o f flexors, adductors and in ternal ro ta to rs 
w hich we wish to  inh ib it —  and these m uscles u n fo r
tunate ly  fa ll in to  the  group where sustained stretch  
results in au to-facilita tion , and  fu rtherm ore  in inh ib i
tion  o f the  antagonists o f the spastic m uscle groups.

Shunting o f spasticity is an ever-present danger w hen
ever a  lim b is held fixed in one position. E ven sim ple 
splintage o f the  hem iplegic hand can  result in increased 
flexor spasticity a t elbow  and  shoulder w ith depression 
of the  shoulder-girdle, increased flexor spasticity in the 
trunk , re traction  o f th e  pelvis, increased extensor 
spasticity  in the leg and consequent deterioration  o f the 
w alking pattern .

Since ou r p rim ary  aim  in trea tm en t is to  provide the 
child w ith m ore norm al sensori-m otor experience, the  
disadvantages o f  the  altered  proprioceptive  and  ex tero 
ceptive inpu t (unavoidable w ith any  splint) are obvious.

The argum ent against surgery is threefold . F irstly  
th a t o f  shunting o f spasticity, secondly th a t o f in 
stability  and th ird ly  th a t o f a ttem pting a  m echanical 
solution to a  neurophysiological problem . In  addition, 
the  post-operative splintage poses a ll the  prob lem s dis
cussed above and the period o f im m obilization results 
in  fu rth e r sensori-m otor deprivation.

Shunting o f spasticity is due to  the  predeterm ined 
synergies o f p a tte rns o f  spasticity. M ovem ent can only 
occur within these patte rns, and when one com ponent 
o f a  p a tte rn  is rem oved m echanically  as a  result o f 
surgery, spasticity is likely to  be shunted  to th e  opposite 
m ass pa tte rn . T his is very o ften  even seen follow ing 
sim ple tendo-A chilles lengthening, when th e  resulting 
increased dorsiflexion produces flexion a t knee and  hip, 
re traction  o f the  pelvis, flexor spasticity in the  trunk  
and increased flexion in the  arm . F o r  this reason, 
w henever a  gastrocnem ius recession an d /o r tendo- 
Achilles lengthening does appear to  be  indicated, it is

F I S I O T E R A P I E
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THE

p r e s e n t s  -  M i n i d y n e  m k  111

TRANSISTORISED FARADIC UNIT

Representing another advance in the evolution of the M inidyne, the Mark III version 
incorporates printed circu its which reduce the size but also enhance the reliability; 
continuing features are

wide range of surge speed control with output sufficient for all forms of 
faradic techniques
audible as well as visual indication of surge speed enabling the operator to 
anticipate a muscle reaction without having to watch the control panel 
fitted with Ever Ready PP9 batteries which will give up to six months' 
use without replacement and are obtainable worldwide

WEIGHT reduced to: 4 lbs. (1,8 kg)

SIZE reduced to  8 " x 5 i "  x 2-J" (20cm  x 13,5 cm x 6 c m ).

M E D I C A L  D I S T R I B U T O R S
“CAPE YORK' I 252 JEPPE ST. | JOHANNESBURG | De Waal House, 172 Victoria Road | Woodstock, C.P.

PLEASE ADDRESS ALL CORRESPONDENCE TO P.O. BOX I inuAM M Pcm m r 
RIG ASSEBLIEF ALLE KORRESPONDENSIE AAN POSBUS | JUHANNbbBUHG

TEL. ADD. 'DISMED' PHONE | FOON 23-8106 TELEX: 43-7129 S.A.

PRICE:
R96.50
complete w ith  
accessories.
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II to try prelim inary  plasters to  see w hether the 
aS-T  will he able to cope w ith the increased flexion, 

bility is a particu lar problem  follow ing opera-
* a r o u n d  the hip joint. Pelvic instability  is a prob- 

ti°nS am nion to alm ost all cerebral-palsied children, 
lem cfgW 0f  them  can tilt o r ro ta te  their pelvis or 
very . extend their hips. H ow  m uch greater the  prob- 
act tnen follow ing transfer or release o f muscles 
'cring upon the hip jo in t and pelvis. 
aCTh soiution w ould seem to  be to p revent the  need 

extensive surgery, and the  only indication fo r sur- 
f°r would seem to  be established deform ities in the 
gfjpr untreated child. C ertainly surgery should be 

ded in a  young child w here there is so m uch poten- 
3-V| for influencing the  postural tone and m ovem ent

tterns by m eans o f neurodevelopm ental therapy  —
A there are certain ly  fa r bette r ways o f  inhibiting a 

[V(oro reaction than by lengthening the  ham strings!

SU M M A R Y :
This article a ttem pts a reappraisal o f the concept of 

A ro d e v e lo p m en ta l therapy in cerebral palsy in the 
Tope that this approach  to  trea tm en t will be m ore con
sistently applied.
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Report o f Symposium o f the Obstetric Group o f S.A. 
Society o f Physiotherapy

PHYSIOTHERAPY and the PELVIS*
P H IL L IP  V. TO BIA S

F.R.S.(S.Af.), F .L .S.(Lond.), D.Sc., Ph.D ., M.B.B.Ch. 
H o n o ra ry  V ice-President,

South A frican Society o f Physio therapy

This Sym posium  and F irst A nnual G eneral M eeting 
of the South A frican  Society o f Physio therapy O bstetric 
Group represent an  im portan t step fo rw ard  in the  life 
and work of your Society.

Bnef address a t the Official Luncheon m arking the 
First Sym posium  o f the F irst Specialized G roup  — 
the Obstetrics G ro u p  —  of the  South A frican  Society 
of Physiotherapy, 23rd M arch 1974.

In  the absence of your President, Professor B. 
Brom ilow -D ow ning, let m e express my praise and con
gratu lations to  the Society on the  establishm ent o f this, 
th e  first o f its Specialised G roups.

T h e  inception of the O bstetric G ro u p  a year ago was 
ano ther landm ark  —  and this m eeting is ano th e r m ile
stone —  in the advance of Physio therapy in Southern  
A frica. In fact, significant developm ents in Physio
therapy  are  occurring a t such a tem po these days th a t 
one scarcely has tim e to  catch one’s breath . Only last 
year, the Professorial B oard fo r  Physio therapy cam e 
in to  being and one found  oneself congratu lating  P ro 
fessor Jean  B lair on her election as its first C hairm an. 
Only a  year o r two have passed since the  W itw aters- 
rand  U niversity  inaugurated  a  new  degree, the  M aster 
o f Science in Physiotherapy, and already o u r first can
didates a re  com pleting their dissertations. I w onder 
how  long it will be before  we find ourselves considering 
the establishm ent o f a  South  A frican College of 
Physiotherapy!
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