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CHAPTER I

INTRODUCTION
History of Physical T /Thailand.
Physica oxﬁotherapy is defined in
the Act of Hea ractice. Contkolling 1936 (Sathien
Vichairak, and+=€ A Aix \ as;

patient in order to

"p practic . ;;- .‘..:;\ ‘

cure,prevent, grecty and cestore functional deter-
ioration £ 9 mental disability by physi-
cal therapyfpyogedure such & ~\\- nipulation,traction,
massage, eXepCife +on fsomeé part or whole body of
patient whol feed: thatd treatment procedure, with
scientific Pagis; ,or-operation  of physical therapeu-
tic instrumefit &f eguipment which Minister promul-
gate as physical-therapy ¥nstrument" ; :

—————
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volve many kinds of

Physiical
patient such ‘“?“ (general surgery,
thoracic surgery, neurosurgery, etcm), medicine (chest,

neurologﬁ ﬁcg imﬁi’wﬁﬁsﬁ and gynecology,

intensiveqgare un etc.
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rehabilitative service by administrators in Ministry of
Public Health (Kong Suwannaratana, 1984; - Uthai Sudsuk et

al., 1987). Futher evidence for this is physical therapy

services in all government hospitals are under the

. Department of Physical Medicine and Rehabilitation

(Viyada Saksri, 1987b).



Not every patient is need of physical therapy
service will be taken care of by health personnel team
with a good understanding of the concepts of physical

medicine and rehabilitation (Penpimol Thammarakkit,

1985). Physical ther : Ecovers all roles in health

care: preventj,%

= 5 ‘ﬂ,'
rehabilitative

ive 3 curative, and
it, 1987; Uthai Sudsuk
et al., 1987; ; Prayod Boonsinsuk,
1987). It wa therapist perform
service almos : e |\ It of curative (about
95%), only 5% v (Prayod Boonsinsuk,

1987).

establish phymcal o p@vide for the need of

injured Worlﬁl War II, together with the
: developn@eﬂgﬁ f] Qﬁuse there was no
tre,qn ﬁ service was
run ma&fjﬁ ﬂsﬂlina @:ﬂnlng abroad

(Nathee Rakpolamuang, 1984).

The work of the Siriraj unit boomed as a
consequenceA of the poliomyelitis epidemic in Thailand in
1957. It was supported with equipment and facilities
from The Rid for Disabled People Foundation under the

Patronage of the King’s Mother (Somsiri Tabsang, 1984).



‘After that, physical therapy was increasingly important
as a specialized service and was disseminated to many
governmental hospital, such as Lerdsin Hospital (1962),
Rajavithee etc. under the Ministry of Public Health (Kong

Suwannaratana, 1984).

History of School ‘ in Thailand.

.of physical therapy
was establish art of Orthopaedics and
Physiotherapy, : Siriraj Hospital,
Mahidol Uni Satsa-nguan with
collaboration for Physical Therapy
(WCPT) and Wo tion (WHO) (Karnda

Jaipakdee, 1984 produced physical

J:
3 degree of Science in

therapist W)E nmiffﬁﬁ
_ k i
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Physical Therapy (BSt+ Physicats : ~'3‘ with 4 years of
study. The é]hoo.\ ed f@ersonnel for both

governmental and, private shospital since 1968 (Kong
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studénts per year. After that the number was increased at
the rate of 5 students per year, and by 1981 the total

enrollment was 40.

In 1982, the school made a contract with
Ministry of Public Health for a "Programme of Physical

Therapist in Rural Area". It accepted 10 ‘students per



year from city outside Bangkok Metropolitan area, beside
the normal track of entrance examination. From then the
total enrollment was 50 (40 from entrance examination, 10

from the program) (Karnda Jaipakdee, 1984).

Because of the ' rom WCPT in establishment of

the school, the curticul 1ed the European style.

The curriculum b1t by increasing or
decreasing the year of 1987, the

educational sys pletely to a credit

system (Mahido y of Medicine at

Siriraj Oorthopaedics and
Physiotherapy, 9F & ; + 1987).

—gv; hysical therapy, was
authorized as a _DW Physical Therapy under
Faculty of“ | nces, Khon Kaen
University. cherapy profeséionals

il
for the northesstern part of Thailand. The department

enrolleﬂ %ﬂfﬁ}ﬂ ﬁéﬁﬁj‘ w Hs‘ﬂf‘ -j The number of

enrollmeng is constant at 20 per year. The curriculum
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The third school, Department of Physical

Therapy, Faculty of Associated Medical Sciences,
Chiangmai University, in northern part of Thailand,
enrolled the first batch in 1984. The number of

enrollment was 10 in the first year and increased to 30



until now. The curriculum was also not prominently

changed (Viyada Saksri, 1987b).

In 1987, Rangsit College, a private institute,

opened a fourth school, provided 4 years baccalaureate

I

programme in physica One of the aims of the

production load of the

w It has enrolled 50

- school is to reli ti
government (Rax@
students every /

Alth of physical therapy

profession, is still poor. A

survey in 19 he total physical

therapist pool e lost. The maximum.

loss was due to 2 ng to other jobs. 7%

drained to wgk.m ; rapist in other countries,
| § - .

Although it (s estimated that € gretion has increased

269 worked in

markedly. Ef tr 3.3),

governmental setting, and 73,in private setting. 59.1%

ro5) vbiaht)id Toutibiad Whkibob{ican area. e

prov1nc1a1 regions, which are smccupied 80% of the
‘ popamf]ua iﬂmuwﬂq&ﬂ Qfatﬂa physical
theraplsts. In 1987, there were 25 provincial hospitals
still without a physical therapist. Compared with other
health personnel, the _ratio of physical therapist to
population was very 1low at 1:30,769 in Bangkok
Metropolitan, and 1:407,407 in other provinces (Viyada

Saksri, 1987b).



Since the beginning of a physical therapy
profession curriculum 25 years ago, the growth of
educational development has been at an undesirable rate.

The evidenc shows that there has been only one research

study of the curricu (Sutassanee Wiwatanapatapee,

1984), aimed a; Lmpr e Mahidol University
curriculum (Mahi iv!rsﬁjculty of Medicine at
Siriraj Hosp{g-—-—:' ““-¥

epgrtment Orthopaedics and
1'§$f . ssiotherapy, 1987), and one

University, Facu It f: d Medical Science, 1985).

Physiotherapy,

seminar relatedg

=

Importances

Physical t 7cation is a professional
education sqgn;ying‘ 11 v  fpractitioners for a
designated e in field. Changing

health care nilds,

continuou ﬁnﬁﬁfﬂ mﬁsﬂﬁﬁﬁion of physical
therapy]ik £ gin alth Care needs, the
| ; £ QJ
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continuou an adequate number of qualified

ec nologicaiﬂinnovation call for

developed

graduates as roles change.

Curriculum evaluation is a necessary continuous
process for curriculum revision or remodelling. There
are many concepts and methods for evaluation of
curriculum. Assessing the product is one well known

method in curriculum evaluation. The products may mean



the qualification or guantification of the students who
complete the programme and their achievement in working.
In evaluation of the quality of a product, follow-up

study or survey of graduates provides a valuable source

of information (Nelsw
Best (lﬁbnq}ud&ut the follow-up study

that; 7 | :%\“f!
“The f0 udy nvestigates individuals who

have lef having completed a
program,a t of study. The study
is concer gna yened to them,and what
has bee agt of the institution
and its pr By “exal heir status or seeking
their opi one. nay ge idea of the adequacy
or inadequ the “ins itution’s program. Which
courses, i oLt == ent proved to be of

value ?.Whic
value ?. Studies_

to evaluate various. @
of actuéﬂ results. .

“type enable an institution
ts of its program in light

a&-id about the method

— {
and characteristics of follow-up stljéies that;

BRI ety of raberen cun be clossiries

sur\f'Hy about how adequacy of supplying number of

ates from vdrious ‘pr amme prowided for the
R AR TR A
ita a - h b w satisfac-
qtory of graduates’ quality in job performance for
attaining the programme objectives. 1In this study
the data are collected by;

1) asking the graduates about how consistency of
the job with the knowledge acquired, how applicable
of that knowledge. ' :

2) asking with the graduates’ user (supervisors)
is the useful feedback because the supervisors are
representative of the employer.

3) asking with graduates’ peer and the consumer;
can be done when there are lived peer and consumer."
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Since the first Thai physical therapy graduates

entered into the profession, their performance was not

" evaluated systematically in order to improve the quality

of the next generation. Until 1984, Sutassanee

Wiwatanapataphee evaluated the Mahidol physical therapy

curriculum by Context rocess Product model (CIPP

model). She fou&

the curricular

! performance achieved
v employer’s opinion).
However the raduates to be more

competent.

ade on their own

y 'common standard of

physical therapy. Bva ion of quality of graduates
by a common sta d&é&: nec

p—

ary for improving the

>

curriculum in the 'é&!ﬁa" hich will improve the

alth needs of the
society (Arun?m Ukrit Plengvanich, and

Channivat Kasemsant, 1979),. Physical therapy is a

professiﬁi Thidn ) Y&  Fhciallifel khdvledge ana skills

that allows it to ptovide specific sepvices in an
excibdivel Ghanderd bl ol Vpubldd/| flad aélepts tnis
exclzsiveness. So a common standard should be based upon
quality of care (American Physical Therapy Association,

quoted in MacKinnon, 1984).

So it is necessary to evaluate the graduates’

quality on the standard of basic physical therapy. A



problem is that since establishment of Physical Therapy
Association of Thailand (PTAT) no standards have been
set. There are no standard competences oOr required
competences formally written fof use in any government

health setting. However the Division of Provincial

Hospital under Ministﬁ \ lic Health is in the time
;k'i.' tlon which can be used
for the PhysicW' @llltatlon Department
in "central" Jgﬁﬂf'," .type hospital which under

the Division o

The on classified the

functions of it into 3 categories
(Thongpoon Vija¥n tt?m B communication, Feb.
13, 1990) as; a) adﬂf iof ) health care services

syention, curative, and

rehabilitatiegfi; and ©) academic 56 vices (such as;

teaching heaigh,’pcfé‘
functions of physical therapist in any position is health

care seﬂ u&%&&ﬁm @%’] ﬂdﬁrehablhtatlon.

This is common either fin govermment genengl hospital or

pr:&qeag ’;eaﬁ]ﬂrﬁsm;lw ';]:'-Jm EJ fla-lﬂd that the

standard job description of health care service part, can

,‘H-*arﬁa etc.). = The main

be used for quality assurance of both government and

private setting which have the same size and service.

By the survey of the graduates and their

supervisors for judging on curriculum modification,
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Larson and Davis (1975) studied the gap or discrepancies

between competence learned in the programme and

competence required for the job.

In order to find out these discrepancies, the

v ce should be extracted from
f) the health care service
part first. In 1 1evant competences are

selected with

/3
Y]

Physical therapists

have a main role in curative d rehabilitation.

Althoughﬁ%%ﬁﬂ (ﬁr%rlngr] ﬂeﬁimpoftant roles

which support the pr%pary health care as recommended

CRNARTOIIN TN TR

198 , physical theraplsts in Thailand still are

unfamiliar and don’t understand these roles well.
Promotive and preventive work is performed as a‘special
project by a few hospital and seldom continuously
operated. However, the attitude and the knowledge about

the primary health care will be measured.
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Categorization of clinical competence proposed
by the National Board of Medical Examiners (NBME) is an
example of a simple approach. The abilities required in
encounters between a physician and individual patients

are, a) clinical skills b) knowledge and understanding,
c) interpersonal att v/; d) problem solving and
clinical judgem @ ; 1ca1 skill. These
q to the individual

er desirable abilities

categorization
physician-patie
other than th .. as the physician’s
self, c) immediate

colleagues, " ) the community and

= frelevant competences of

physical therapi§tﬂfi?ﬁﬁ'¥yfr’ are ‘almost the same. Aston-

‘_ encompassing the
knowledge, cﬂ)ab" ﬁdgement, attitude,
performance, and.values necessary for the practice of

physmlﬂugy'}%me}g (e ¥opn many sources.

The competence were ¢ grouped,., into 11 ategorles $
protellidiai\| tniddd sbe dcdithede) @aerpersonal
relatlons and communication skills, personal qualities,
evaluation, planning of treatment services, treatment
gkills and implementation of client-care services,
research skills and creative thinking, professional
growth, societal awareness, administrative skills,

theoretical knowledge. From the above wide scope of
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competence categories, the areas of relevant competences
for evaluation of graduates abilities in curative and
rehabilitative functions are grouped as follow:

1) Interpersonal relations and communication

skills.

2) Profes and attitude.
3) v haviors.
4)
5)
6)
7) B f '.;'. A‘j°~ common diseases.
8) inilcall grpflfl_,~_ ing skill.

9) 3l i supporti ) primary health care.

Operational

2.

The valuatlo treatment skills are the

technlcﬂ u‘ﬂ’a heckdd sywlﬂ "d4th ) collection and

treatment performance. ¢ But phxg}cal therqu is not only
theqtﬂﬁlﬁ\ﬂ TJ imm %@’1:'3 ﬂ Eﬂ@ &Ltlent upon
emp1r1c1sm {¥-do it because it works) (Wolf, 1985).

Physical therapists are problem solvers. They use problem
solving skill to apply in any of their heélth care roles
(Barr, 1977; Watts,1966). The clinical decision making
or clinical problem solving which is based on concrete

data acquisition and rationale approach in planning
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treatment is needed for physical therapist to select the
most valid and efficient treatment for their patients
(viyada saksri, 1987a; Chitr Sitthi-Amorn, 1989;

prathomratana Saksri et al., 1987). And so it promotes

professional growth (

ohns //,1985).
viyada 'ﬁ: ‘ @entioned ‘that a good
| —

physical 1:herap!!!!""ml“r J'. ‘ eds not only hand and
head, but als ‘ ortant component for
providing heal is concerned not
only with tﬁ : are, but also with

psychosocial, ic elements of the

patients.

Concern 7'-r-patient relationship
problems e erged hdsis on technology,
leading to elling unsatisfied
with profess1-‘a1 quality ahd also increasing trend of

oort-cur gy g EI’FT'?WE"? i3 e s

doctor-pétient relatlonshlps to patient
sa ﬁ WWH ﬁn and also
heﬁh ciﬁiﬂﬁ%oodward, and Ge:Zrd qBS) Hess
(1969) developed a working definition. of skill in
relating to patients and classified this into 2
categories; (1) interpersonal skills (behaviors
particularly important to patient acceptance of the

doctor); and (2) communication skill (behaviors

particularly important to information flow).
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other important competences for holistic care
which interested are professional ethics and personal
gualities. Physical therapists must perform their work

according to the law as proposed in Health Practice Act.

Furthermore emphasis shoWd be based on other personal

qualities, such @ socially commendable
| weEEs The

characteristics, ] s@

<

-

—
chapters. / _ 4
When / |

described in the next

nto their profession,

they should not

update their = . continued education

programme should vy provided for physical
therapist. : lance and improvement of
standards ofJthé physical therapylsefyice are dependent

largely on ividual phj apist’s commitment to

lifelong leapﬂng or to taking resmnsibility for their

W14 L 1133 e T
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technology, environmen isease pattern,
political issues, they should have a continuous learning
behavior to cope with these (Chitr Sitthi-Amorn, 1989;
Fulop, 1983; Thai Government, Ministry of Public ﬂealth,
1988; Johnson, 1974). The ongoing acquisition of
knowledge is also one principle for effective clinical

decision making (Wolf, 1985). ' -
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