
C o n g r e s s

P r e s e n t a t i o n

D im en sio n s  of ex c ellen c e
“ S e c o n d  c u r v e  t h in k in g  ”  

AND PROGRESS IN PHYSIOTHERAPY

W e are living in times of 
enorm ous change, not 
just here in South Africa 

where great and rapid changes are 
occurring at every level of society 
and  specifically in  health  care 
delivery and in education, b u t right 
across the world. N ever before has 
there been such m ultisystem  change 
- socioeconomic, sociopolitical, tech
nological - all im pacting upon the 
health  system  and  the fu tu re 
delivery of health care. Im pacting 
too up o n  the h igher education  
system  and  upon the preparation of 
u n d erg rad u a tes  for professional 
practice.

There w ou ld  be no-one w ho 
w ould disagree w ith  me that change 
is a constant feature of our lives, no 
one who w ould disagree that the 
pace of change is increasing.

Does it have som ething to do w ith 
the im mediacy of communication, 
the am ount of inform ation trans
m itted? Superfast in form ation 
delivery system s in electronic or 
hard copy create an im mediacy of 
inform ation w hich can threaten to 
overwhelm  us - e-mail, fax, voice
mail, to say nothing of hardcopy 
m em oranda descending onto our 
desks like ticker tape at a parade. 
N ew  technology m eans that we can 
be reached instantly from all over 
the country, if not the w orld, and as 
the speed of m achines increases so 
is the expectation that answers will 
be forthcoming. Faxes stream  in,
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helpful secretaries, adm inistrative 
assistants or the like, phone to check 
that the fax has arrived safely, and 
to ascertain w hen a reply m ight be 
forthcoming, (and I haven 't even 
m entioned the mobile phone!).

This inform ation technology era 
has coined the term  "com m uni- 
cophilia" - the irresistible desire to 
send messages. Can w e not im m edi
ately call to m ind, a com m uni- 
cophilia or tw o in our ow n 
departm ent, hospital, professional 
association or university?

W hilst w e contem plate the pace of 
change and the im mediacy of infor
m ation, I am  rem inded  
compellingly of that great English 
poet and w riter of this century T S 
Eliot, and  this extract from 
Choruses from "The Rock".
"Where is the Life we have lost in 
living?
Where is the wisdom we have lost in 
knowledge?
Where is the knowledge we have lost in 
information?"

Som etim es w e w ou ld  have to 
agree that we have m ade too little 
m ovem ent in the direction of the 
hierarchy of "inform ation - know 
ledge - w isdom " implicit in Eliot's 
poem. In fact one of the effects of 
recent technological progress is to 
focus even more tightly on the infor
m ation end of that spectrum.
Has the medium become the message?

Clearly a dim ension of excellence 
for each one of us, for our profes
sional association, for the organisa
tion for w hich we w ork be it a 
hospital, university or health facility 
either p rivate  or public, is the 
successful m anagem ent of change.

THE PARADOX OF SUCCESS
C harles H andy  has been 

described as Britain's foremost busi-

RUTH GRANT

ness guru. He has w ritten m uch 
about m anagem ent of change, and 
for the next few m inutes I will d raw  
quite heavily from his book entitled 
"The Em pty Raincoat: M aking sense 
of the future". (W hy d id  H andy 
give the book this title? "The em pty 
raincoat is to me, the symbol of our 
m ost pressing paradox. If economic 
progress m eans that we becom e 
anonym ous cogs in som e great 
machine, then progress is an em pty 
promise. The challenge m ust be to 
show  how  paradox  can be 
m anaged.").

M ay I present an excerpt from The 
E m pty Raincoat, the segm ent is 
titled "The Road to Davy's Bar":

The Wicklow M ountains lie just 
outside Dublin in Ireland. It is an 
area of w ild  beauty, a place to 
which, as an Irishm an born near 
there, I return  as often as I may. It is 
still a bare and  lovely place, w ith 
unm arked roads, and I still get lost. 
Once, I stopped and  asked the way. 
'Sure, it's easy,' the local replied. 
'Just keep going the w ay you are, 
straight ahead, and after a while 
you 'll cross a small bridge, w ith 
Davy's Bar on the far side, you can't 
miss it!' 'Yes, I've got that,' I said, 
'straight on to D avy's Bar.' 'That's 
right. Well, half a mile before you 
get there, tu rn  to your right up  the 
hill.'

It seemed so logical that I thanked 
him  and drove off. By the time I 
realised tha t the logic m ade no 
sense he had  d isappeared . As I 
m ade m y w ay dow n to D avy's Bar 
w ondering w hich of the roads to the 
right to take, I reflected that he had 
just given m e a vivid exam ple of 
paradox, perhaps even the paradox 
of our times: by the time you know
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where you ought to go, it's too late 
to go there; or, more dramatically, if 
you keep on going the w ay you are, 
you will miss the road to the future.

Because, like my Irishm an, it is 
easy to explain things looking back
w ard, we think we can then predict 
them  forwards. It doesn 't work, as 
m any econom ists know  to their 
cost. The w orld keeps changing. It is 
one of the paradoxes of success that 
the things and the ways w hich got 
you w here you are, are seldom  the 
things to keep you there.

If you think that they are, and that 
you know the way to the future 
because it is a continuation or where 
you 've come from, you m ay well 
end up  in Davy's Bar, w ith nothing 
left bu t a chance to drow n your 
sorrow s and reminisce about times 
past.

THE SIGMOID CURVE
Reflection upon this took H andy 

to the concept of the Sigmoid Curve

FIGURE 1

which graphically represents cycles 
of life - a waxing and w aning - 
w hether it be great empires, a busi
ness or corporation's rise and fall, 
the changing face of a profession, 
even an in d iv id u a l's  progress 
through life in their professional 
endeavours, in their personal rela
tionships. If how ever all there was 
to life was waxing and waning it 
w ould  be pretty depressing. The 
secret of constant grow th is to start a 
new  sigm oid curve before the first 
one peters out. The correct place to 
start this second curve is at point A 
(Figure 1). This seems logical, there 
is still time, there is energy to get the 
new  curve through its initial explo
ration and flounderings before the 
first curve begins to d ip  dow n
wards.

This is obvious really. However, 
all the messages at point A which 
are com ing through to the ind i
vidual, to the organisation, to a 
profession are that everything is

going fine and it w ould be folly to 
change w hen the curren t 
approaches/ recipes are working so 
well.

W hat w e know  of change, be it 
personal change or change in organ
isations, tells us that the real energy 
for change com es w hen w e are 
looking at overwhelm ing evidence 
that change m ust take place, or 
w hen we are looking disaster in the 
face viz at point B on the curve 
(Figure 2). But at this point it is 
going to require a m ighty effort to 
get the organisation up to w here it 
should be on the second curve. It is 
often at point B that individuals are 
m ade redundant and new  people 
are brought in at the top, because it 
is believed that people new  to the 
situation will have the credibility 
and different vision to lift the place 
back on to the second curve.

How  m uch wiser it is to start the 
second curve at point A - as H andy 
suggests this is the pathw ay  
th rough  contrad iction  th rough  
paradox, the way to building a new 
fu tu re  w hile m ain tain ing  the 
present.

The second curve, be it a new 
product, a new  w ay of operating, a 
new  strategy, a new  culture, is going 
to be noticeably different from the 
old. Those w ho lead the second 
curve are not going to be the people 
who lead the first curve.

• the continuing responsibility of 
those original leaders w hether they 
be in our profession or heading a 
corporate organisation is to keep the 
first curve going long enough to 
su p p o rt the early stages of the 
second curve

• these original leaders will find it 
tem peram entally  difficult to 
abandon their first curve w hilst it is 
doing so well, even if they recognise 
that a new  curve is needed. For a 
time therefore new  ideas and new 
people have to coexist w ith the old 
until the second curve is established 
and the first begins to wane.

The hatched area below the peak 
is therefore potentially a time of 
confusion. Two sets of people, two

FIGURE 2
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sets of ideas com peting for the 
future.

The concept of the Sigmoid Curve 
has helped m any people and  m any 
in stitu tions to u n d erstan d  their 
cu rren t dilem m as. The question 
always asked is "How do we know  
w here w e are on the first curve?" 
H andy  suggests tha t tha t each 
person m akes h is /h e r own private 
and personal assessm ent of their 
position or that of their organisa
tion, or indeed of their profession, 
or their professional association; to 
draw  the first curve as they see it, 
and to m ark it to show w here they 
are now. Almost invariably H andy 
has found, w hen they reveal their 
perceptions of the curve, there is a 
consensus tha t they  are fu rther 
along the curve than any of them  
w ould previously have adm itted. 
They are nearer to point B than 
point A.

SECOND CURVE THINKING AND PROGRESS 
IN PHYSIOTHERAPY

The discipline of the second curve 
requires that one always assum es 
that one is nearer the peak of the 
first curve and should be starting to 
p repare  for the second curve. 
Organisations should assum e that 
their present strategies will need to 
be replaced w ith in  tw o to three 
years.

Individuals should also w ork on 
the assum ption that life will not 
continue as it has forever, and that a 
new direction will be needed in two 
or three years. Indeed as H andy has 
argued , the accelerating pace of 
change shrinks every Sigm oid 
Curve.

It m ay well be that the assum ption 
tu rns out to be w rong, that the 
present trends for example in our 
ow n profession, and  its role in 
hea lth  care delivery  can be 
prolonged m uch longer, and that 
the first curve was really only in its 
infancy. If this proves to be so, 
no th ing  has been lost only the 
exploratory  phase of the second 
curve has been done. N o m ajor 
com m itm ents will have been under

taken until the second curve over
takes the first, w hich will never 
happen as long as the first curve is 
still on the rise. Keeping the two 
curves going will become a habit.

The discip line of devising the 
second curve will how ever have 
had its effect. It will force one to 
challenge the assum ptions under
lying the first curve and to devise 
som e possible alternatives.

This keeps us questioning and 
striving for relevance in a time of 
change and is an essential dim en
sion of excellence.

The paradox of success that, w hat 
got us w here w e are, w on 't keep us 
w here we are, is a hard  lesson to 
learn.

Second curve thinking will come 
m ost na tu ra lly  from  the second 
generation, those who will inherit 
the fu ture of the institution, the 
organisation, the profession or the 
society. They will how ever need 
both  perm ission and  encourage
ment. They m ust realise that w hat 
they m ight privately think of as 
revolution or even sedition in a 
professional sense, is possibly the 
w ay ahead in d u e  course. N ew  
ideas can and m ust exist w ith old.

It is also im portant that the second 
generation accepts their responsi
bility for second curve thinking.

Perhaps you have found this very 
theoretical to date, perhaps it has 
helped you to p u t a fram ew ork 
around  change be it personal, 
professional, organisational.

Let m e seek to illustrate w hat it is 
about us as physiotherapists which 
gives us great hope in these 
changing times as well as consider
able challenge.

The ability to notice things that 
easily escape atten tion , describe 
these w ith  "clarity and  rigour" 
(Rose 1986) and propose/describe 
relationships betw een them, are the 
hallm arks of m any of those physio
therapists w ho have m ade a major 
contribution to our know ledge base 
in physiotherapy. These w ere 
people w ho w ere never content,

w ho w ere constan tly  seeking. 
Clinicians w ho p u t as m uch store on 
learning derived w hen treatm ents 
d id n 't  w ork, as w hen they did. 
C linicians constantly  engaged in 
second curve thinking. Clinicians 
w ho provided the springboard for 
m uch research in physio therapy  
and certain treatm ent approaches 
now  com m only in use. We need 
these people now  as never before, 
and they are certainly am ongst us 
today.

Physiotherapists are in the truest 
sense - agents of change - w e seek to 
effect change in our patients' lives, 
w orking w ith them  to achieve this 
and indeed  significant lifestyle 
change is often required. In a very 
true sense for them  the secret of 
grow th or quality of life is to start a 
new  curve before the first peters 
out. We often w ork w ith patients 
nearer to point A w here everything 
is going well except that they have 
had for example, a first episode of 
acute low back pain (LBP). It clears 
up  quickly. They are perhaps uncon
vinced of the need to adop t any 
p reven tative  strateg ies - the 
messages coming in to them  that 
they w ish to take notice of, are that 
it was a m inor perturbation and 
they recovered quickly. W hen after 
perhaps a num ber of recurrences 
and a clearly w orsening condition, 
the energy will be there to agree that 
lifestyle m ust change.

S tarting the second curve and 
particularly getting back to where 
they w ere before will not be as 
quickly  achieved how ever, or 
perhaps not achieved at all.

H ow  effective are we at turning 
such advice in on ourselves, of 
effecting change in our ow n lives, of 
contributing to the change process 
in our association, school, hospital, 
departm ent or private practice?

The December 1996 issue of Spine 
is devoted to a series of papers from 
the first ever International Forum  
for Prim ary Care Research on Low 
Back Pain". D r Gordon W addell in 
his keynote address stated "Back
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pain is a 20th century health care 
disaster. There is w idespread agree
m ent that m ost current health care 
for non specific LBP is inappro
priate and ineffective. We need a 
fundam en tal change in clinical 
m anagem ent... We also need funda
m ental reorganisation of the health 
care system  to deliver that 
im proved m anagem ent".

C oncom itant w ith  W addell's 
paper are ones by Koes et al (1996) 
and  Faas (1996). Both com prise 
u p d a ted  review s of random ised  
controlled trials of spinal m anipula
tion and exercise therapy respec
tively, in the m anagem ent of LBP.

Koes et al (1996) concluded tha t
• the efficacy of spinal m anipula

tion for patients w ith acute LBP and 
also w ith CLBP has not been estab
lished

• there certainly are indications 
that m anipulation m ight be effective 
in some subgroups of patients w ith 
LBP

Faas (1996) concluded th a t
• in acute LBP exercise therapy is 

ineffective
• in subacute back pain, exercises 

w ith  a g raded  activ ity  p rogram  
"deserve attention"

• in chronic back pain intensive 
exercise or fitness exercises 
"deserve attention".

In term s of the Sigmoid Curve 
these findings m ight well be inter
preted at pu tting  us at point B. 
W hilst w e m ight take comfort that 
everybody else is there w ith us - it 
w ould be unw ise for us to do so.

SECOND CURVE THINKING AND  ITS 
COMPATIBILITY WITH THE PHYSIOTHERAPY 
CLINICAL PRACTICE M ODEL O F DIAGNOSTIC 
PROBLEM SOLVING

W hat is emerging however is the 
strength  of the second curve 
thinking and how compatible this is 
w ith  the physio therapy  clinical 
practice m odel of diagnostic 
problem  solving. Here the therapist 
seeks to elicit the precise dysfunc
tion linked to the patient's spinal

pain and disability and uses this 
inform ation to prescribe treatm ent 
based upon the presenting dysfunc
tion and then assess the outcome.

Let me illustrate  
Example 1

A. Recent studies by Hides et al 
(1994) and  (1996) have show n 
localised segmental dysfunction of 
the m ultifidus to occur after a first 
episode of acute or subacute unilat
eral LBP.

The most im portant finding of the 
second study was that m ultifidus 
muscle recovery did not occur spon
taneously on the remission of sym p
toms. The clinical significance is 
that although these patients w ith 
LBP appeared fully recovered after 
their initial acute pain subsided, 
their muscle system  had not recov
ered. H ides follow ed u p  these 
patien ts w ho had  initially  been 
assigned in a random ised control 
trial to two groups - medical treat
m ent only and m edical treatm ent 
p lus specific localised m ultifidus 
holding exercises. The only differ
ence in all the outcom e measures, at 
both 4 weeks and 10 weeks was in 
the m uscle recovery (u ltrasound  
im aging w as used  to determ ine 
m uscle size throughout). M uscle 
size had not returned to norm al in 
the non exercise group by 10 weeks.

The m ultifidus muscle has been 
show n to be an im portant provider 
of segm ental sp inal stability. 
Further-m ore, dysfunction in the 
m ultifidus is correlated w ith poor 
functional outcom e in patients who 
undergo  disc surgery. H ides 
hypothesised  that those patien ts 
whose pain had resolved and who 
returned to norm al activity, but in 
w hom  the m ultifidus had not recov
ered, m ay do so w ith a predisposi
tion to further injury and recurrence 
of LBP. Indeed the final part of this 
study just subm itted for publication 
has show n that those who d id  not 
get this physical im pairm ent better, 
had a high rate of recurrence of the 
LBP, 80 percent of patients in group
1, com pared w ith  30 percent in 
group 2.

Example 2
B. Work by H odges and 

Richardson (1996) has clarified the 
contribu tion  of transversus 
abdom inus to spinal stabilization in 
subjects w ith  and  w ith o u t LBP. 
These physiotherapists sought to 
evaluate the tem poral sequence of 
trunk  m uscle activ ity  associated 
w ith rapid  arm  m ovements. In the 
control subjects they found  that 
transversus abdom inus was invari
ably the first m uscle active and this 
occurred before or shortly after the 
deltoid muscle, and was not influ
enced by arm  m ovem ent direction. 
This supported  the hypothesised 
role of the transversus abdom inus 
muscle in spinal stiffness genera
tion. By contrast the contraction of 
the transversus abdom inis w as 
significantly delayed  in pa tien ts 
w ith low back pain w hen all arm  
m ovem ents were perform ed.

The results provide evidence that 
the CNS initiates contraction of the 
muscles of the trunk in advance of 
limb m ovement. The contraction of 
TA is hypothesised to contribute to 
the control of forces associated w ith 
limb m ovem ent by increasing the 
stiffness of the lum bar spine in 
anticipation of limb m ovem ent . 
This w ould  lim it in tersegm ental 
translation and rotational forces and 
m ay provide a more stable lever 
over w hich other trunk muscles can 
act.

Finally, this observed deficit m ay 
provide a basis for the developm ent 
and evaluation of rehabilitative and 
preventative strategies for patients 
w ith LBP, focusing on resolution of 
the anom aly and  resto ration  of 
norm al function.

H aving  given you those tw o 
examples let me return to the report 
of the forum  of leading researchers 
in the field of prim ary care research 
on LBP. The 50-60 invited  
researchers set as a major goal the 
drafting of an  agenda for future 
p rim ary  care research on LBP 
considered to be of highest priority.

Tw enty (20) research priorities 
were delineated. Far and aw ay the 
highest ranked (with 30 votes) was
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the following research priority "Can 
different varieties or subgroups of 
LBP be identified and if they can, 
w hat criteria can be used to differ
entiate am ong them?" The goal was 
tha t clinically useful subgroups 
m ight be defined in term s of d iag
nostic characteristics, behaviours, 
im aging studies, type of care 
sought, response to therapy or other 
factors. If such subgroups could be 
reliably determ ined, these forum  
participants expressed great interest 
then in further determ ining:

(1) how  subgroups differed in 
term s of the natural course of the 
LBP

(2) w hether trea tm ent and  
m anagem ent strategies could  be 
tailored to each subgroup.

W hat w onderfu l opportun ities 
this presents for physiotherapists 
because this priority is so com pat
ible w ith  the physiotherapy clinical 
practice m odel of:

• diagnostic problem  solving
• recognising clinical patterns or 

recognising patients who do not fit a 
pattern

• rigorous assessm ent
• careful, regular recording of the 

features of the patien t's d isorder 
and response to treatm ent

The w ork of H ides et al (1996) and 
H odges and  R ichardson (1996) 
previously referred to, is illustrative 
of the precision of the delineation of 
the dysfunction in LBP. Clearly as 
physiotherapists we are some way 
dow n the track in  providing some 
clarification of that first research 
priority.

A nother dim ension of excellence 
for us as physiotherapists m ust be 
the extent to w hich w e can prove 
the efficacy of our treatm ent 
methods. We have the ability but do 
we have the com mitment? We m ust 
find it because w e are close to point 
B in the Sigmoid Curve.

I have w alked dow n the road to 
D avy's Bar in m y presentation to 
you today, perhaps I have m oved 
aw ay from m y title Dimensions of 
Excellence?

ENSURING PROFESSIONAL EXCELLENCE
In conclusion I w ish to address 

quite practically  w ha t the in d i
vidual physiotherapist - you and I - 
can do  to strive for, and  ensure 
professional excellence and second 
curve activity.

M ay I suggest four approaches 
(these are by no m eans a complete 
list). W hen you see these item ised I 
have no doubt you will recognise 
m any activities you are engaged in 
already. How ever all of us can do 
some of these things m uch better 
than we do them  now.

RECOGNISE YO U R  GREATEST ASSETS
These assets include the 

following:
• Your skills in observation, clin

ical reasoning, diagnosis and your 
"hands on" professional expertise. 
We are uniquely qualified m ove
m ent specialists, no other profession 
has the special array and dep th  of 
skills which physiotherapists have.

• Your role in the prom otion of 
health and a healthy lifestyle, not 
just in  restoring  function or in 
rehabilitation of dysfunction. 
Because the dem ands on physio
therapists to restore function and to 
rehabilitate patien ts have been 
great, we have not been able to give 
the attention to health prom otion 
and prevention that we should. As a 
profession we cannot ignore this 
vital role. If we do, we do so at our 
peril.

• Your patients are indeed a great 
asset. We learn  m uch from  our 
patients and they in tu rn  are great 
am bassadors for physiotherapy.

EXTEND YO U  SPHERE O F INFLUENCE

This m ay be achieved through:
• Your patients. Each patient has a 

sphere of influence, use this in an 
ethical and  professional w ay  to 
enhance your profession.

• Ensuring you are an excellent 
professional role model.

• Taking and m aking opportuni
ties in your hospital, private prac
tice, school, university, governm ent 
committee, professional association.

• Prom oting a healthy lifestyle in 
the community. For example, this 
m ight be done through your role as 
a parent in the local school, your 
m em bersh ip  of ph ilan th rop ic 
organisations like Rotary, your 
involvem ent in sport as a parent or 
adm inistrator, your m em bership of 
a church or religious group,

• Establishing strategic working 
links. For example, w ith you local 
council, local industry , local 
m em ber of parliam ent; or if you are 
in education, p lacing studen ts  
u nder supervision in areas where 
physiotherapy is not well known, 
not just in areas w here the role of 
physiotherapy is clear.

COM M ITM ENT TO RESEARCH, DIRECTLY OR 
INDIRECTLY

This can be done in a variety of 
w ays w hich include:

• Keeping good records of patient 
treatm ent and  outcom e. N ational 
data on types of patients attending 
for physiotherapy treatm ent, types 
of treatm ent given, num ber of treat
m ents and results are lacking in 
every  country. Your records can 
help to address this deficit.

• Starting, or joining a journal 
club in your physiotherapy depart
m ent, or school or geographical 
area. Reading and discussion w ith 
others, discussion w ith others and 
critical eva lua tion  of pub lished  
papers is so im portant.

• Sharing p atien t p ro b lem s/ 
successes w ith  others or subm itting 
case stud ies to y o u r new sletter. 
R em em ber that observation  and  
contem plation were the hallm arks 
of those clinicians w ho have m ade 
the greatest contributions to the 
developm ent of our know ledge 
base for physiotherapy practice.

• Joining o thers in a team  to 
undertake research. Establish close 
links w ith  your School of 
Physiotherapy or professional asso
ciation so that collaborative research 
m ight be the outcome.

• U ndertak ing  form al research 
study. I cannot stress too highly how  
vital it is to our profession that we
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have leadership in clinical research 
and in evidence-based practice.

• Contributing to physiotherapy 
research financially, or in other 
ways. Even small financial contribu
tions can be invaluable w hen added  
w ith others. Consider m aking your 
records, or patients available for 
clinical research; consider offering 
to be a co-supervisor or assistant 
supervisor of a student undertaking 
a research project.

CONCLUSION
There is m uch more that can be 

said on the im portance of pursuing 
professional excellence in the face of 
rapid  change. M ay I leave you with 
four thoughts by w ay of conclusion.

First, a rem inder to those of us 
who lead team s of physiotherapists, 
that in times of rapid  change, staff 
developm ent is of very great im por
tance. Second, that the pursu it of 
evidence that physiotherapy inter
vention is effective, is indistinguish

able from the pursu it of excellence 
in physiotherapy. Third, that we 
m ust show  not only that w hat we 
do as physiotherapists is effective, 
bu t also that we are the best ones to 
do it. Finally, the changes and chal
lenges that we face as physiothera
pists as w e m ove tow ards the year 
2000, m ay be different from those of 
earlier physiotherapists, bu t they 
are not greater challenges than they 
encountered.

Indeed change and challenge are 
simply opportunities in disguise.
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