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	LEVEL 4



MODULE CODE: SHSS4062
PROFESSIONAL DEVELOPMENT AND PRACTICE
ASSESSMENT component 1 - COURSEWORK

COMPONENT WEIGHTING: 50 % 

WORD COUNT: 1500 WORDS 

MODULE TUTOR: Daniel Martin


As part of this PDP module, students are required to complete 40 hours of work experience across both semesters. In Sports Therapy – you have been offered the opportunity to work as Pitchside First Aiders for the university sports teams and in the Sports Massage Clinic. 

For this assignment, you are required to reflect on a ‘significant learning experience/event’ that has occurred in your professional work. This may be a specific sports massage or an injury that took place whilst you were working as a Pitchside First Aider. Using the reflective practice template set out by the Society of Sports Therapists you will ask yourself the following questions regarding the ‘significant learning experience/event’:- 
A) Describe a recent ‘significant learning experience’ in your professional life 
B) What did you do and why? 
C) What went well? 
D) What could have been better? 
E) What, (if anything) would you now do differently, faced with a similar situation? 
F) Describe what you learnt from this experience




School of Sport, Health & Outdoor Education

Assessment Feedback Sheet
Student No./Name:	1706252 Joshua Joseph Richards-Fisher
Module:		Professional Development and Practice
Module Code: 		SHSS4062


	Personal Evaluation – to support your academic progress please complete the section below BEFORE submitting your work.

	What do you consider to be the best aspects of this work?
	Learning to write reflectively. Paying attention to little details in this assignment which could have been missed otherwise. 

	Which aspects do you consider could have been improved in this piece of work?
	The quality of some sources as there may be more relevant research conducted. 

	What have you found most satisfying whilst undertaking this submission?
	Researching the pathology in depth, learning more about the pathology and how it affects the client has been enjoyable. 

	
ASSESSMENT CRITERIA
	Learning
Outcomes


	GRADE (%)

	
	
	Very Poor

< 20
	Poor

20-29
	Inadequate

30-39
	Adequate

40 – 49
	Satisfactory

50–59
	 Good

60-69
	Very Good

70 – 84
	Excellent

85– 100
	
  %

	Description of incident 
	

	
	
	
	
	
	
	
	
	20

	Appropriate Reflections 
	
	
	
	
	
	
	
	
	
	30

	Linking with professional competencies
	

	
	
	
	
	
	
	
	
	25

	Ability to determine action plans post reflections
	
	
	
	
	
	
	
	
	
	25

	It is expected that students will present work that is proof read and follows the School Reference Guide and Assessment Checklist. Therefore a range of 0 – 10 marks will be deducted for non-completion of any of the points on the checklist below.
	

	TUTOR COMMENTS:


	 Submission date: 
via Turnitin
	Return date:
(at least within 4 weeks)
	Tutor: 
	Mark: 





This submission is a reflective assignment and as such may be written in the FIRST person (I, my, etc). 
The assignment should be word processed according to the University Assignment Checklist guidelines
Where appropriate, reference support can be provided in accordance with the Harvard Reference format

SUBMISSION DETAILS: 
Submission via Turnitin on the Module Moodle pages. 
Your submission must be made BEFORE 3pm on 6th April 2018
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	Percentage
	0-19
	20-29
	30-39
	40-49
	50-59
	60-69
	70-79
	80-89
	90-100

	Overall Descriptor
	Very Poor
	Poor
	Inadequate
	Acceptable
	Satisfactory
	Good
	Very Good
	Excellent
	Outstanding 

	Subject Specific Skills 
	
	
	
	
	
	
	
	
	

	Description of the Incident (20%)
	Little or no ability to convey information and/or grammatical errors
	Insufficient ability to convey information and/or grammatical errors
	Some relevant ability to convey information and/or limited grammatical errors
	Some relevant ability to convey information and no grammatical errors
	Relevant with a satisfactory ability to convey information 
	Substantial ability to convey information no grammatical errors 
	Comprehensive ability to convey information no grammatical errors
	Extensive ability to convey information with publishing level grammar
	Full depth ability to convey information with publishing level grammar

	Reflections (30%)
	Little or no understanding of reflection and its place in life scenario 
	Insufficient understanding of reflection and its place in life scenario
	Some relevant knowledge but significant omissions of reflection and its place in life scenario
	Some relevant knowledge and adequate understanding of reflection and its place in life scenario
	Relevant with a satisfactory level of reflection and its place in life scenario
	Substantial ability to reflect and find its place in life scenario with some reference support
	Comprehensive ability to reflect and find its place in life scenario with full reference support
	Extensive ability to reflect and find its place in life scenario with full reference support
	Full depth ability to reflect and find its place in life scenario with full reference support

	Linking with professional competencies (25%)
	Little or no understanding of professional competence 
	Insufficient understanding of professional competence
	Some relevant knowledge of professional competence but significant omissions 
	Some relevant knowledge and adequate understanding of professional competence but some omissions
	Relevant with a satisfactory level of understanding of professional competence with some reference support
	Substantial understanding of professional competence with full reference support
	Comprehensive understanding of professional competence with full reference support
	Extensive knowledge and understanding of professional competence with full reference support
	Full depth and understanding of professional competence with full reference support

	Action Plans (25%)
	Little or no link of reflection to production of action plan  
	Insufficient link of reflection to production of action plan  
	Some relevant link reflection to production of action plan with significant errors 
	Adequate link of reflection to production of action plan  
	Good level achieved with link of reflection to production of action plan  
	Good level achieved with link of reflection to production of action plan and some reference support
	Good level achieved with link of reflection to production of action plan, and extensive reference support
	Excellent level achieved with link of reflection to production of action plan, and extensive reference support
	Outstanding level achieved with link of reflection to production of action plan, and full reference support




During semester two myself and many other students are in the process of collecting hours to complete our first year at university. A clinic has been set up in the university to provide a duty of care to the public and promote the name “sports therapist” as a recognised, professional, healthcare society. I requested to frequently be an active member of the clinic, not just to gain clinic hours but also, to further my depth of knowledge and gain further experience. During my time in clinic I have treated a number of people, who were very happy and pleased with the level of healthcare they received. However, there was an instance with a client which meant I couldn’t treat effectively even to the best of my understanding, due to the fact in clinic we are not able to diagnose injuries only treat soft tissue conditions. A client who was referred to our level four clinic by a level five student, claimed to have severe pain/tightness running through their entire body. Naturally I thought maybe this could be some manifestation of central sensitisation, which is understood to be a pathophysiological condition which effects an individual due to alterations in central nervous system processing causing the client in most cases to feel chronic pain, even when they seem asymptomatic (Nijs et al., 2011). This instantly made me feel uneasy about whether treatment would be appropriate for the client.

Upon further questioning after completing a consultation form, only then further details emerged as to what had been causing the client to feel such pain. The client had been diagnosed by doctors to have double hip impingements, they reached this decision by using Magnetic Resonance Imaging (MRI). The client specifically requested to have their calf muscles massaged, particularly the proximal, lateral and medial head of the gastrocnemius. The client was waiting on a decision to be made through doctors if surgery would be appropriate. The client is a bank accountant who would often sit in a seated position at a desk daily. They expressed to me that they rarely train as much due to the pain they experienced in their hips, as well as the rest of their body. This pain had been with the client for the best part of four years and maybe a little over that. It was mentioned that when this individual trained they would take pain killers to cope with the pain temporarily. Also, they reported feeling “very achy for about four days after training”. Once I learnt the origin of the double hip impingement I knew straight away that treatment wouldn’t be of much use, or appropriate for this specific condition. The contraindications associated with what the client had described insinuated that treatment had the potential to make the client worse, which would be against the code of ethics that sports therapists should hold dear (The Society of Sports Therapists, 2012). However, I referred it to my tutor and explained the situation along with notes I had recorded on the client consultation form, explaining their symptoms in detail and what information I had gathered from them. We discussed if treatment by myself would be appropriate due to the nature of this condition, to which I responded negatively due to the fact there was referral pain all through the client’s body. It would be potentially very dangerous to treat with this condition as influencing areas with referral pain could lead to damaging or injuring the client further (The Society of Sports Therapists, 2012).

Myself and my tutor had a chat with the client explaining how the clinic works in a professional manner not to make the client feel that we were being insensitive or rude towards them, explaining that we wouldn’t want to cause further injury to them or risk their health in any way (The Society of Sports Therapists, 2012). The client understood what had been explained to them and was referred to the level five clinic for further diagnoses. However, it was discussed that I would treat this client with light techniques. These techniques ranged from effleurage to petrissage and no further. Originally, I had discussed using trigger point techniques as well as effleurage and petrissage with my tutor who disallowed it, as it would have been too aggressive of a technique to use on this client and could’ve caused severe repercussions to their health (Fernández-de-Las-Peñas and Dommerholt, 2014). During treatment the client referred to feeling a point of bind which I couldn’t initially feel with my hands, so I applied a little bit more pressure to the area causing the client to jump violently. I apologised to the client as I didn’t believe my pressure was much greater than the original pressure I used, I continued with the treatment checking that the pressure was okay and gained further consent to continue with treatment. I was very concerned for the client’s welfare after the incident as causing severe discomfort/pain is not appropriate from a professional point of view, as becoming a healthcare professional I am required to act in the best interest of my client and not cause harm to them in any way (The Society of Sports Therapists, 2012).

Looking back on how the treatment went for myself and the client, there were some aspects that should have been done differently. Understanding the neurological and physiological effects of myofascial trigger points on the body from a sports therapist point of view is very important, as using this technique can cause more harm than good if used on clients reporting major sites of pain (Fernández-de-Las-Peñas and Dommerholt, 2014). Myofascial trigger points are used to treat areas of taut band, also referred to as ‘knots’. The pumping action applied through the thumbs/elbows allows autogenic inhibition to occur through the golgi tendon organ, causing cross sectional areas of sarcomeres to release as blood rushes back through feeding the area of starved nutrients. Applying pressure through areas of bind for various time scales until a release is felt by the client isn’t particularly comfortable. Due to the nature of this soft tissue modality it wouldn’t be appropriate to use this on a client who reports severe pain at various points through their body (Lari et al., 2016). 

Treating a client with hip impingements of any kind must be taken with great caution, as providing treatment especially around the glute area or near the hip flexors can cause intense discomfort to the client (Tosun et al., 2012). Severe referral pain has been reported following hip impingement diagnosis by other healthcare professionals, this pain is likely to have pathological connections which radiate from the original condition. The lack of management associated with hip impingements could lead to more severe conditions down the line like progressive osteoarthritis (Flannery et al., 2011). Linking the treatment and what is demanded by the society of sports therapists, it is the responsibility for myself and members of the society of sports therapists to understand the governing body and its demands (The Society of Sports Therapists, 2012).

Additionally, linking how the treatment went for myself and the client with regards to professional competencies, a better understanding of the original pathology would’ve had a greater positive impact on the treatment. With the knowledge I have gained I understand that light techniques work better and don’t reproduce pain symptoms. Deciding to treat a client with pockets of referral pain through their body using trigger point techniques, in a clinic environment would put a practitioner’s professional competencies to question (The Society of Sports Therapists, 2012). In addition to this, The Society of Sports Therapists, (2012) states that being recognised as a sports therapist, it is the responsibility of the practitioner who is under the ‘standards of proficiency’ guidelines; to which must be adhered to by all health care professionals in the industry. Understanding the client and how their condition affects them is also a very important skill to obtain in becoming a sports therapist. Not following or understanding these requirements set in place by the society could be classed as negligence to the client. 

Through researching different articles and understanding how various hip impingement symptoms present themselves, it becomes clear what areas are most likely affected by the origin of the pathology. Groin pain is likely to be the most common siting for referral pain, followed by pain in the glute area, the lower extremities and the lumbar spine area. These sites of pain radiate from the original pathology and should be managed with care and attention (Reiman and Thorborg, 2014). Depending on the type of impingement, treating conservatively is generally prescribed by therapists. In the future, presented with a similar case it would be appropriate to prescribe rest from strenuous activities aided with anti-inflammatories, stretching and adapting how the client trains to ensure that symptoms of the pathology don’t return (Tosun et al., 2012; Emara et al., 2011). 

To conclude, reflecting on my experience and how I could manage and treat clients presented with similar pathology’s the best way as an undergraduate student, would be to not treat the client with symptoms of severe pain radiating from the original site of pathology. Furthermore, educating the client is another important aspect, as a sports therapist it is my duty as an undergraduate to educate the client on why I’m going to treat them/not treat them (The Society of Sports Therapists, 2012). Due to the insufficient literature presented with treating clients, using soft tissue modality’s such as effleurage, petrissage and without a doubt trigger points should be ruled out. Current literature findings do not support the use of soft tissue modality’s in these highly irritable patients. However, the literature supports the prescription of rest from strenuous activity’s, the use of anti-inflammatory’s, stretching to help ease the symptoms of the hip impingement and prescribing exercise that doesn’t induce symptoms of pain or discomfort. (Tosun et al., 2012; Emara et al., 2011).
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