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W h a t  C l i n i c a l  C o m p e t e n c i e s  d o  w e  e x p e c t  
f r o m  P h y s i o t h e r a p y  S t u d e n t s  a t  t h e  

U n i v e r s i t y  o f  t h e  W e s t e r n  C a p e ?

A B S T R A C T  The purpose o f  this study is to identify the clinical competencies that are 
expected o f  physiotherapy students at the University o f  the Western Cape. A list o fte n  
categories o f  clinical competencies was firs t compiled from  the literature and adm inis­
tered to 2 lecturers, 5 clinical supervisors and 10 fin a l year students, to elicit their perspectives o f  expected clinical 
competencies. Based on the outcome o f  this, a list o f  eight categories o f  competencies was administered to 7 lecturers, 
50 clinical supervisors and 31 fin a l year students. Participants were requested to rank the competencies in order o f  
what was considered to be essential. The analysis o f  79 responses revealed similarities among lecturers, clinical 
supervisors and students in the ranking o f  three competencies, but disparities in the ranking o f  five  competencies. 
Reasons fo r  the disparities, and the impact o f  the disparities on students are discussed. Further research is recom­
mended to identify the reasons fo r  the disparities.
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INTRODUCTION
A m ajor challenge in physio­

therapy  education is the task of 
enabling students to develop clinical 
competencies (Potts, 1996). Physio­
therapy students are expected to 
com plete certain hours of super­
vised clinical practice which include 
a considerable am ount of compe­
tency-based assessm ents often 
carried out by the lecturer and the 
clinical supervisor. Assessm ent of 
the competencies presents a chal­
lenge to students, lecturers and 
clinical supervisors because of the 
complexities of the clinical environ­
m ent (Oldeadow, 1996). Lecturers 
are expected to determ ine which 
behaviours constitu te a clinical 
com petence that students should 
have acquired during the particular 
clinical block. Clinical supervisors 
are expected, through direct and 
indirect supervision, to enhance 
students' levels of competency. Since 
there are considerable num bers of
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clinical supervisors, their perspec­
tives of expected clinical com peten­
cies vary  (Nayer, 1995; Cross & 
Hicks, 1997). The lack of explicit 
criteria for expected clinical compe­
tencies results in  differences of 
opinion on w hat is expected of 
students. This leads to great dissatis­
faction am ong students (Amosun & 
Dantile, 1996; Cross & Hicks, 1997).

Disparities in opinion of expected 
clinical com petencies have been 
attributed to differences in definition 
of com petence (Hager & Gonczi,
1996). In the past, assessm ent of 
professional com petence centred 
m ainly on perform ance. Later, 
professional com petence was 
viewed as the possession of desir­
able attributes, includ ing  know l­
edge, skills and abilities (such as 
problem  solving, analysis, com m u­
nication, pattern recognition), and 
appropriate attitudes in the context 
of a chosen set of professional task. It 
is believed that concentrating on the 
perform ance of the task w ithout due 
regard for the attributes is the prim e 
reason m any professionals lapse into 
a narrow  view of competence.

N ew bie (1992) defined clinical 
competence as the m astery of a body 
of relevant know ledge and  the 
acquisition of a range of relevant 
skills which include interpersonal,

clinical and technical components. 
Southgate (1994) also defined 
clinical com petence as the ability 
and the will to select and perform  
relevant clinical tasks in the context 
of the social environm ent, ensuring 
that health problems of individuals 
and  groups are resolved in an 
efficient, effective, econom ic and  
hum ane manner. Similarly, in an 
undated docum ent, the Professional 
Board for P hysio therapy  defines 
physio therapy  com petence as a 
significant behav iour or activity 
perform ed in a specific setting or 
environm ent to a specified standard 
(South African M edical and Dental 
Council).

Students are expected to dem on­
strate  "know ledge", "skills" and 
"attitudes" compatible w ith compe­
tent clinical practice (Cross & Hicks,
1997). These three dom ains are 
subd iv ided  fu rther into m ore 
detailed  categories. Aston-M c 
Crim on (1986) identified  eleven 
categories of competencies nam ely 
(in ranking order of im portance) 
professional ethics and  attitudes, 
com m unication skills, personal 
qualities, treatm ent skills, evaluation 
of patient, and planning of treat­
m ent. O ther categories include 
im plem entation  of client care 
services, research skills, professional
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grow th, adm inistrative skills and 
theoretical knowledge. A nother 
s tudy  identified five categories 
nam ely com m unication skills, 
patient assessment, treatment p lan­
ning, performance of treatment, and 
professional behaviour (Sanford et 
al, 1993). Declute and Ladyshewsky 
(1993) identified seven categories 
nam ely patient assessm ent, treat­
m ent planning, im plem entation of 
treatment plan, communication with 
patient/fam ily, m anagem ent skills, 
docum entation  and  professional

behaviour. The Professional Board 
for Physio therapy also identified 
eleven categories of com petence. 
These are professional behaviour 
and  attitudes, com m unication, 
exam ination and  assessm ent, 
designing a treatm ent program me, 
and  utilisation of therapeutic 
procedures. O ther categories are 
counseling, developing educa­
tio n a l/ instructional services, 
m anagem ent and  adm inistration, 
research, consultation, and devel­
oping physiotherapy services as part

of a health care plan.
The U niversity  of the W estern 

Cape (UWC) offers a four-year BSc 
degree p rogram m e in physio­
therapy. T hird and  fourth  year 
students spend six weeks and four 
weeks respectively rotating through 
the following clinical blocks spread 
over the tw o years:- spinal unit, 
intensive care unit, com m unity reha­
bilitation, geriatrics, paediatrics, 
neuro-m uscular d isorders, and  a 
general block consisting of 
orthopaedics, respiratory and neuro­
logical disorders. Lecturers are 
prim arily responsible for assessing 
the clinical com petence of the 
students at the end of each block 
(occasionally assisted by  clinical 
supervisors) and  du rin g  clinical 
examination.

Currently, different aspects of the 
physio therapy  education p ro ­
gram m e in UWC are being evalu­
ated in order to ensure quality. An 
earlier stu d y  on bu rn o u t am ong 
physio therapy  studen ts reported  
that third and fourth year students 
found the evaluations of clinical 
com petencies very  stressful 
(Amosun & Dantile, 1996). Personal 
observations revealed that the situa­
tion was further w orsened by the 
com m ents of external exam iners 
who insinuated that failure in one 
clinical examination was indicative 
of poor clinical com petence. The 
study concluded that it was neces­
sary to identify the stressful factors 
and make necessary adjustm ents. As 
a starter, the curren t s tudy  was 
carried out to identify the clinical 
competencies expected of physio­
therapy students at UWC. Earlier 
studies were based essentially on the 
perspectives of physio therapy  
lecturers and  clinical supervisors 
only (Onuoha, 1994), but final year 
students w ho have been exposed to 
clinical education for at least two 
years, were included in this study 
sample. Therefore, the objectives of 
this study were:

1. To identify the clinical compe­
tencies physio therapy  lecturers

TABLE I: LIST OF EXPECTED CLINICAL COMPETENCIES (Loomis, 1985; Declute 
& Ladyshewsky, 1993; Sanford et al, 1993)

Categories of competencies

Implementation of treatment0

Programme planning0 

Patient assessment

Communication skillsb

Documentation11 

Professional behaviour

Theoretical knowledge 

Safety of the patient

Professional growth

Management skills related 
to direct patient care

Components of the competencies

Treatment techniques, performance of effective 
treatment and progression of treatment 
techniques.

Planning treatment services, identifying 
primary problems and inclusion of the family 
in the planning process.

General assessment procedures including 
history taking, performance of assessment, 
selection of appropriate assessment 
procedures and re-assessment.

Art of listening, verbal and non verbal 
communication, confidentiality of patients' 
information and explanation of treatment of 
the patient.

Recording, correct charting of information, 
and writing progress notes.

Socially commendable qualities, personal 
characteristics and professional ethics, and 
appearance.

Technical knowledge, knowledge of basic 
sciences such as anatomy, physiology, 
pathology, and psycho-social influences.

Awareness of safety factors, safe handling 
techniques, and modification of treatment in 
the interest of safety.

Contributing and participating in research 
related activities and further education.

Managerial and administrative activities 
related to the well-being of the patient, 
adherence to operational procedures.

"Incorporated later into "Implementation of treatment plan" for the second phase of study. 

Incorporated later into "Communication skills" for the second phase of study.
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expected of students.
2. To identify the clinical compe­

tencies clinical supervisors expected 
of students.

3. To identify the clinical compe­
tencies physio therapy  students 
presum ed were expected of them.

4. To compare the responses of 
lecturers, clinical supervisors and 
students.

M ETH O D O LO G Y
The study was conducted in two 

phases. Using the Delphi technique, 
the aim  of the first phase was to 
develop a survey instrum ent to 
obtain the clinical competencies that 
w ere expected of physio therapy  
students. Initially, a list of ten cate­
gories of expected clinical compe­
tencies was com piled from  the 
available literature (Loomis, 1985; 
Declute & Ladyshewsky, 1993; 
Sanford et al, 1993). The com peten­
cies pertained to the knowledge, 
skill and attitude necessary for the 
delivery of safe and optimal patient 
care (Table I). The list of com peten­
cies recom m ended by  the 
Professional Board for Physio­
therapy in South Africa was not 
used in the first phase because the 
docum ent containing the list was 
undated . The developed  list of 
competencies was given to a conve­
nient sam ple of five clinical physio­
therapists, ten 4th year students and 
tw o lecturers (from UWC). 
Participants were asked to indicate 
agreement or disagreem ent w ith the 
items on the list, and to add to the 
list if necessary.

In view of the responses in the first 
phase, a list of eight categories of 
expected com petencies was 
developed for the second phase of 
the study (Table II). The list was 
adm inistered to lecturers (n=7) and 
4th year physio therapy  students 
(n=31) at UWC, as well as clinical 
superv isors (n=50) identified by 
heads of physio therapy  d ep a rt­
m ents w ithin the Cape M etropolitan 
area. The participants were asked to 
rank  the categories of expected

TABLE III: RANKING OF CLINICAL COMPETENCIES ACCORDING TO YEARS 
OF CLINICAL EXPERIENCE.

MEAN OF RANKING SCORES (RANKING ORDER)
Categories of Total 2-5 years 6-10 years >10 years
competencies sample

(N=79) (n=59) (n=8) (n=l 2)

Patient assessment 2.0(1) 2.0(1) 1.5(1) 2.6(1)

Implementation of treatment 2.8(2) 2.6(2) 1.6(2) 4.3(5)°

Theoretical knowledge 3.0(3) 3.0(3) 2.0(3) 3.5(4)

Safety of patient 3.8(4)* 4.0(4) 3.0(5) 3.2(3)

Communication skills 3.8(5)* 4.1(5) 2.9(4) 3.2(2)

Professional behaviour 4.6(6) 4.6(6) 3.3(6) 5.4(6)

Management skills related to 5.6(7) 6.0(7)* 4.5(8) 5.6(7)

direct patient care 

Professional growth 5.8(8) 6.0(8)* 4.3(7) 6.3(8)

‘ Standard deviations used to adjust tied ranks.
“Statistically significant difference (p<0.05) in mean ranking scores between lecturers, clinical 
supervisors and students.
Figures in parentfiesis indicate ranking order of the competencies

TABLE II: RANKING OF CLINICAL COMPETENCIES BY LECTURERS, CLINICAL 
SUPERVISORS AND STUDENTS.

MEAN OF RANKING SCORES (RANKING ORDER)
Categories of Total Lecturers Clinical Students
competencies sample supervisors

(N=79) (n=7)

’'tII

00CNIIc

Patient assessment 2-0(1) 2.0(1) 2.1(1) 1.9(1)

Implementation of treatment 2.8(2) 3.4(5) 2.5(2) 2.9(2)

Theoretical knowledge 3.0(3) 3.0(2)* 2.9(3) 3.1(3)

Safety of patient 3.8(4)* 3.0(3)* 3.7(5) 4.1(5)

Communication skills 3.8(5)* 3.1(4) 3.1(4) 5.1 (6)°

Professional behaviour 4.6(6) 4.4(6) 4.4(6) 4.9(4)

Management skills related to 5.6(7) 4.7(7) 5-2(7) 6.5(7)

direct patient care 

Professional growth 5.8(8) 5.4(8) 5.5(8) 6.5(8)

‘ Standard deviations used to adjust tied ranks.
“Statistically significant difference (p<0.05) in mean ranking scores between lecturers, clinical 
supervisors and students.
Figures in parenthesis indicate ranking order of the competencies
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clinical competencies on an eight- 
point scale, ranging from 1 (most 
essential) to 8 (least essential). The 
participants were inform ed of their 
rights to refrain from taking part in 
the study. The questionnaire was 
com pleted anonym ously to m ain­
tain confidentiality.

The data of seventy nine responses 
(7 lecturers, 28 students and 44 clin­
ical supervisors) w ere analysed 
using descrip tive statistics. The 
m ean score for each clinical compe­
tence was determ ined. Using the 
m ean scores, the competencies were 
ranked  and  standard  deviations 
were used to adjust tied ranks. A 
m ean skewed towards 1.0 indicated 
a com petence considered highly 
essential. O ne w ay analysis of 
variance (ANOVA) was used to test 
the differences in the m ean scores 
betw een the three groups of 
participants.

RESULT
The total group of participants 

ranked  the competency, patien t 
assessment, as the m ost essential 
clinical com petence expected of 
physiotherapy students (Table II). 
The same table presents the order in 
w hich the clinical com petencies 
were ranked separately by lecturers, 
clinical supervisors and students. 
Between the three groups of partici­
pants, a significant difference 
(p<0.05) was observed in the m ean 
ra ting  scores for com m unication 
skills.

All the participants, irrespective of 
the years of clinical experience 
(2-35 years), ranked patient assess­
m ent as the most essential clinical 
com petence expected of physio­
therapy  students (Table III). 
However, participants w ith  m ore 
than  10 years clinical experience 
significantly (p<0.05) scored im ple­
m entation of treatment lower than 
participants w ith less experience.

DISCUSSION

The prim ary purpose of this study 
was to identify the clinical compe­

tencies that are expected of physio­
therapy  studen ts at UWC. The 
secondary purpose was to compare 
the ranking of the competencies by 
lecturers, clinical supervisors and 
students. The list of the eight clinical 
competencies developed at the end 
of the first phase of this study was 
comparable to the lists of clinical 
competencies developed in earlier 
studies (Aston-M c Crim on, 1986; 
Declute & Ladyshewsky, 1993) and 
by the Professional Board for 
Physiotherapy.

The study also revealed that there 
were similarities am ong lecturers, 
clinical supervisors and students in 
the ranking of three competencies. 
All the partic ipants agreed that 
patient assessm ent was the m ost 
essential com petence, w hile 
m anagem ent skills related to direct 
patient care and professional growth 
were considered the least essential 
of expected com petencies. The 
ranking of patient assessment as the 
m ost essential com petence is in 
agreem ent w ith the outcome of the 
study by Declute & Ladyshewsky 
(1993).

There w ere d isparities in  the 
ranking of five com petencies. 
Clinical supervisors and students 
agreed that, after patien t assess­
m ent, the next competence expected 
of students was im plem entation of 
treatment. H ow ever lecturers gave a 
less than average ranking to this 
competence. For lecturers, theoret­
ical knowledge was next in ranking. 
This difference between the expecta­
tions of lecturers and clinical super­
visors could have been influenced 
by their perceived roles in clinical 
education. Lecturers are usually  
expected to assist students acquire 
theoretical knowledge considered to 
be the basis for developm ent in clin­
ical practice (M argetson, 1996), 
w hile clinical supervisors are 
expected to facilitate s tuden ts ' 
learning in the clinical environment 
(Onuoha, 1994).

A nother noticeable difference was 
in the ranking of the patients' safety.

Surprisingly, clinical supervisors 
ranked safety of patients lower than 
lecturers. In personal communica­
tions w ith  the au thors, clinical 
supervisors often expressed great 
concern about the safety of patients 
allocated to students. Is the ranking 
by clinical supervisors a reflection of 
greater confidence in students to 
ensure the safety of patients? It was 
also observed that the students 
ranked  professional behaviour 
higher than lecturers and clinical 
supervisors, while the lecturers and 
clinical supervisors ranked com m u­
nication skills h igher than  the 
students. The possible reasons for 
such ranking could not be deduced 
immediately.

In com parison w ith earlier studies 
reporting  on the perspectives of 
lecturers, clinical physiotherapists 
and students, there are similarities in 
expected com petencies bu t som e 
differences in the ranking of the 
com petencies. Aston-M c C rim on 
(1986) reported that lecturers ranked 
communication skills very low in 
order of importance, com pared to an 
average ranking in this study. Aston- 
Mc Crim on (1986) also reported on a 
group of clinical physiotherapists 
ranking highly professional behav­
iour, w hile Sanford et al (1993) 
reported on another group of clinical 
physio therap ists w ho gave an 
average ranking to the same compe­
tence. How ever in this study, clinical 
supervisors gave a below average 
ranking to professional behaviour. A 
study on physiotherapy students in 
A ustralia considered appropriate  
theoretical knowledge a m ore essen­
tial competence than im plem enta­
tion of treatm ent (Oldm eadow,
1996). In this study, the students 
ranked im plem entation of treatment 
higher than theoretical knowledge. 
It is w orthw hile  to identify  the 
reasons for these disparities.

Analysis of the responses based on 
years of clinical experience of partic­
ipants also show ed differences in 
ranking of expected competencies. 
Next to patient assessment, partici­
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pants w ith not more than 10 years of 
clinical experience ranked imple- 
m ention of treatment and theoretical 
know ledge as the m ost essential 
com petencies. However, partic i­
pants with more than 10 years of 
clinical experience ranked com m u­
nication skills and safety of patients 
as the most essential competencies. 
It seems w hat clinical supervisors 
and lecturers expected of students 
was influenced by years of clinical 
experience. This can only lead to 
frustration am ong the students.

Particularly  im portan t to the 
health care professions is student 
satisfaction w ith clinical education 
because this com ponent of the 
curriculum  has an im pact on profes­
sional attitude, career commitment, 
and retention (Stith et al, 1998). The 
disparities observed in the perspec­
tives of the participants in this study 
m ay generate great dissatisfaction 
am ong students w ith clinical educa­
tion. Between clinical supervisors 
and students, there was agreem ent 
in the ranking of six competencies. 
Between lecturers and clinical super­
visors, there was agreem ent in the 
ranking of five com petencies. 
Between lecturers and  students, 
there was agreem ent in only three 
competencies. Therefore, at clinical 
examinations or end of clinical block 
evaluations conducted by lecturers, 
the disparities in the perspectives of 
the lecturers and the students could 
lead to frustrations am ong students. 
This supports  a rem ark from  
students expressed earlier that they 
find the evaluation during the clin­
ical blocks very stressful (Amosun & 
Dantile, 1996). The disparities in the 
perspectives of the clinical supervi­
sors and the students could also 
frustrate students' learning efforts in 
clinical education. Therefore, an 
agreem ent am ong lecturers and 
clinical supervisors on the clinical 
competencies expected of students, 
and the ranking of the competencies, 
will contribute significantly to alle­
viate the frustration of the students. 
It w ill also assist studen ts  to

evaluate their ow n progress in 
learning and  will m ake their 
learning m eaningful and 
purposeful.

LIMITATIONS O F THE STUDY
The outcome of this study would 

have been m ore relevant if the 
partic ipants in the second phase 
were asked to rank the list of compe­
tencies expected by the Professional 
Board for Physiotherapy in South 
Africa. However the list of compe­
tencies developed for this s tudy  
com pare favourably  w ith  the 
com petencies expected by the 
Professional Board for
Physiotherapy. Also, the study did 
not identify the reasons w hy the 
participants ranked the com peten­
cies in a particular order.

Restricting this study to partici­
pants involved in only one of the 
eight physio therapy  education 
program m es in South Africa makes 
it impossible to generalise the data 
obtained. It is recom m ended that 
further research be carried out in 
o ther physio therapy  education 
program mes to identify if there are 
d isparities in expected clinical 
competencies, and the reasons for 
such disparities.

CONCLUSION
As physio therapy  studen ts are 

being prepared to face the chal­
lenges of the profession, required 
clinical com petencies should  be 
clearly defined. There is a need for 
the lecturers and the clinical super­
visors at UWC to come to agreement 
on the clinical competencies, as well 
as the ranking of the competencies, 
expected of physiotherapy students.
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