
Iwould like to respond to the debate 
as to whether physiotherapists should

be allowed to prescribe certain medi-
cations.  My response is a resounding
“yes”.  We physiotherapists should not
be afraid of broadening our scope of
practice.  If we don’t we might become
obsolete.  Medicine is constantly evolving
and we should not be left behind.

There are many reasons why I support
physiotherapists prescribing. 

Firstly, it will benefit our patients.
How many times have we seen patients
on a first contact basis and recommend
certain medications.  How many times
have physiotherapists working or travel-
ling with sports teams been unable to
treat players efficiently because of inabi-
lity to prescribe or administer certain
medications.  Patients who need these
medications have to be sent to a doctor
for a prescription.  This not only wastes
time but is also an added cost to the
patient and his or her medical aid.  In 
the public sector it could also help by
alleviating the added patient load on
doctors if we could prescribe certain
medications for musculoskeletal injuries
(and respiratory conditions), preventing
the need for referral back to the doctor.
Imagine the benefit in outlying commu-
nities where doctors are a scarcity.

How will this benefit us?  Well, the
benefits are numerous.  This would
cement our first contact status.  I have
read various articles where first contact
status of physiotherapists are under
question.  The bottom line is the more
responsibility we are given, the more
indispensable we become.  Prescription
rights could result in the medical frater-
nity regarding us as specialists of physical
medicine.  This added responsibility has
implications on salary structures as well.

The profession will also benefit by
the exposure we will get from drug com-
panies.  These drug companies market
doctors and pharmacists and we also set
to benefit (provided this is done within
ethical boundaries).  I am not saying we
should routinely prescribe medications,

but the option should be available to us
if needed, to the benefit of our patients.

We as physiotherapists should not be
afraid of change, we should embrace it.
Managed healthcare is a reality and 
evidence based practice is the buzzword
in medical circles.  The effectiveness of
some modalities we use is under ques-
tion.  Some electrotherapy modalities are
now being questioned (after all Robin
McKenzie himself in the book Physical
therapy of the low back* by Taylor and
Twomey, calls it ‘the useless trappings
of  physiotherapy’).  Why not replace
those ineffective modalities and add
other ways of treating our patients such
as through medication.  Yes it is not
traditionally our scope of practice, but
why can’t it be.  We should be looking at
our patients’ well-being and not hope-
lessly trying to stay within confines set
by ourselves years ago.

Many other professions are utilizing
modalities and techniques traditionally
within the scope of physiotherapy.
Biokineticists have almost taken over
rehabilitation using exercise, massage
therapists are doing most of our soft 
tissue techniques, and even our cousins,
the occupational therapists, are doing
joint mobilizations to stiff joints.  They
are expanding on their professions and
we are trying to hang onto old regimes.
Physiotherapy should evolve with
changing times.

These are but a few of the benefits
prescribing certain medications will
have (this is provided physiotherapists
are properly trained and policed, or 
else negative repercussions will arise).
Everyone is set to benefit, from the patient
to the medical aids.  We need to embrace
this opportunity before other professions
do.  It won’t steer us away from being
hands on, it will only make us more
effective in our hands on approach.
Munsief Khan

* Taylor J.R, Twomey L.T, Physical
Therapy of the low back, 3rd Edition,
Churchill Livingstone, Chap.5 pg 142
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The health care worker/patient rela-
tionship is not a clear-cut situation. The
patient as well as the health worker does
not always know where on the rural-
urban continuum the other person is. A
respondent mentioned that the African
society is at cross-roads and they do not
know which road to take and are some-
where in between. “When it suits us, 
we belong this way, and when it suits us,
we belong that way.” With an under-
standing of the different cultures, take a
clue and act on it in an appropriate 
manner. Another respondent said that, as
a professional nurse, she experienced
patients as if they were wearing masks
when they visit the hospital or clinics.
They might not have proper clothes to
put on or follow a proper diet, but will
borrow clothes and tell the health per-
sonnel that they follow a certain diet - all
to be acceptable to the health personnel.
A situation that health care workers
must be sensitive to.

It is of critical importance that all
health care workers be sensitized to 
cultural differences. Knowledge, under-
standing and empathy are required 
for successful intercultural health care 
interventions.
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Apositive disposition is a prerequisite
in the daily contact with colleagues,

students and patients of different cultures,
but is not enough, as the optimal way of
communicating does not come automati-
cally. Communicating effectively stems
from understanding the culture of the
patient. It is difficult to advise on how 
to deal with cultural diversity in South
Africa, where so many cultures exist.
However, an awareness of this diversity
and some knowledge of other cultures 
is necessary in effective communication
(Gerritsen, 1998). Unstructured inter-
views among six Sotho speaking people
(ranging from a university professor to
an elderly patient) highlighted the fol-
lowing areas of communication which
may be a problem: greeting, time percep-
tion, and choice of medical services.

Communication starts when the
health worker enters the room or ward.
In Western and African cultures, older
people are greeted individually with the
hand, while younger people can be
recognized in a group. With regard to
the greeting ritual one respondent stated:
“It rules our lives to such an extent that
if you come into a room and you find 
a group of people and you don’t greet,
there is a wall and they view you as an
enemy.  When you greet, they immedi-
ately respond by building bridges.” In
contrast to Western culture, the African
culture greeting ritual is unhurried, both
hands and a weak grip are used. A firm
grip and eye contact might be asso-
ciated with superiority and hostility. An
African would hold his right elbow with
his left-hand so that the other person can
always see both hands and not think that
one hand is held ready for attack. A
weak handgrip and greeting with only
the fingertips indicates confidence in the
other person.

Health care workers are primarily
concerned with the patient’s health, but
must remember that good verbal com-
munication in the African culture entails
talking about something else first. When
asking the question “How are you?” the

patient must be given all the time he/she
needs to tell you about everything that
might be on their minds - which might
be very time consuming. The patient’s
state of health is also viewed as a private
matter:  “...your problem as health wor-
ker, is that in African culture in general,
and the Sotho in particular, their imme-
diate health and overall well-being is
very secretive.”

Time may well be the factor that
causes most frustration in an intercultural
contact or work situation and there is
always the danger that one cultural
group might regard its time perception
as superior to that of another culture
(Viljoen, 1996). One respondent explained
that for Europeans, time is like a con-
veyor belt with small empty containers
on it, which must be filled every 10-15
minutes, whereas Africans see time in
big blocks. Europeans are always busy
and must utilize their time. For Africans,
time never runs out and one can make
time. It might be regarded as offensive
when one appears to have little time.
When patients arrive for an appointment
later than the specified time, they feel
that they have fulfilled their duty by
being there. The health care worker
must not enter into a negative dialogue
directly and refuse treatment, but must
approach the problem in a positive, 
indirect way (van Niekerk, 1992). If the
problem is not approached properly,
conflict arises and patients might not
return.

Regarding the choice of medical ser-
vices, Africans follow three approaches,
namely, the doctor, the sangoma and 
the church (van Niekerk, 1996). Many
patients are not confident that doctors
alone can help them. The following
point of entry for a health care worker
was suggested by a respondent:  “I am
not able to help you like a traditional
healer who will tell you every thing
what is wrong with you, without you
telling me what is wrong with you.  I 
can only come and help you if you 
co-operate.”
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