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ABSTRACT 

BACKGROUND: Access to basic health care services through the primary health care (PHC) 

settings, was affirmed as a fundamental human right by the World health organisation (WHO) 

in 1978 in Alma Ata (Kazakhstan). Internationally, interdisciplinary collaboration among 

health care professionals (HCPs) have been the preferred approach to addressing the health and 

psychosocial needs of the populace. The PHC being the first point of contact for most Nigerians 

and the cornerstone of health care policies in Nigeria, covers promotive, preventative, curative 

and rehabilitative services. Although, Physiotherapy has ideally qualified personnel to 

contribute to the attainment of the goals and objectives of the PHC policies, these services are 

mostly carried out by other HCP’s subdivided as clinicians (medical doctors, dentists, 

nurses/midwives, optometrists, pharmacists, radiographers, laboratory scientists) and clinical 

assistants (pharmacy technicians, radiography technicians, laboratory technicians and 

community health extension workers). Physiotherapy services are mostly concentrated at 

tertiary and secondary health care settings. AIM: To determine the awareness and explore the 

perceptions of clinicians and clinical assistants employed in the type 3 primary health care 

(PHC) settings of Rivers East Senatorial district of Rivers State, Nigeria, regarding the roles of 

Physiotherapy in a PHC setting. METHODOLOGY: A multiple methods’ approach was 

utilised in this study, comprising of quantitative (N = 219) and qualitative (N = 17) components. 

Both quantitative and qualitative components were planned and implemented at the same time 

to answer research questions. The quantitative component used a self – administered 

questionnaire (reliability [= .879] and validity established) to collect data from participants 

on their awareness on the roles of physiotherapy in a PHC setting, while the qualitative 

component used focus group discussions (FGDs) to explore the perceptions of other health care 

professionals on the roles of physiotherapy in a PHC setting. The target population for this 

study were 453 PHC professionals with at least two years working experience in a type 3 PHC 
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settings. Health care professionals in this study included clinicians (doctors, nurses, 

pharmacists, radiographers, medical laboratory scientists, dentists, optometrists) and clinical 

assistants (dental technicians, laboratory technicians, radiography technicians, community 

health extension workers). The comprehensive PHC (type 3) facilities were purposefully 

chosen for this study based on their wider population coverage, responsibilities to population 

based health care and clinical/clinical assistants staff strengths and experience as compared to 

other health care facilities (type 1 and 2). Participants were recruited from thirty eight type 3 

PHC facilities in both rural and urban settings of Rivers East Senatorial district, using a non-

probability sampling strategy. Yamane’s formula with the help of a powered calculator was 

employed to determine the sample size of the quantitative component. At 95% confidence 

interval and a 5% error margin, at least 216 health care professionals had to participate in this 

study. A self - administered questionnaire was developed based on existing literatures and the 

roles of the physiotherapist in global health and PHC as outlined by the World Confederation 

for Physical Therapy (WCPT). Excerpts from these works together with the aims and 

objectives of this study, guided the development of the questionnaire items. The questionnaire 

consisted of two sections (sections A and B). Section A; addressed the socio – demographic 

details of participants (age, gender, profession, institution, qualification, working experience 

in other healthcare settings, including overseas practice experience and years of working 

experience in the PHC settings). Section B; sought to determine the awareness on the roles of 

Physiotherapy in a PHC settings (Health promotion, health education, disease/disability 

prevention, treatment and rehabilitation) by other health care professionals. In order to establish 

clarity and accuracy, both questionnaire (quantitative) and FGD instrument (qualitative) were 

piloted with fifteen and five type 3 PHC professionals (clinicians/clinical assistants) 

respectively, whose criticisms and suggestions were taken into cognizance before the 

commencement of the study. The reliability of the newly developed instrument was established 

by performing a test-retest reliability study (= .879). Permission and ethical clearance were 
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obtained from senate higher degrees and biomedical research ethics committee at the 

University of the Western Cape, South Africa. Further permission was sought and obtained 

from the Rivers State PHC management board, Rivers State, Nigeria. Permission was also 

sought and obtained from the directors of health of selected local government areas. Finally, 

permission was sought and obtained from the administrative heads of selected PHC centres 

before the commencement of data distribution and collection. RESULTS: A total of 300 

questionnaires were distributed to thirty eight PHC centres, situated within five out of eight 

local government areas in the Rivers East Senatorial district. Of the 300 questionnaires that 

were distributed, 236 were returned before the final data collection date that was provided. 

However, only 219 completed questionnaires met the study inclusion criteria during sorting as 

health care professionals (clinicians/clinical assistants), and were included in the final data 

analysis. The 17 (7.2%) questionnaires were excluded from the final analysis as they were not 

considered clinicians/clinical assistants (e.g. health information officers) in this context. The 

mean age of the survey (quantitative) participants was 38.5 years (SD = 9.17). The majority 

(63.5%; n = 139) of participants were females. The majority of participants (38.4%) were in 

the age range of 31-40 years. Also the majority of the participants had at least six years working 

experience in the type 3 PHC settings (Mean years of working experience = 10.6 years; SD = 

7.53), with 82.2% also having working experience in other health care settings other than the 

PHC settings. Similarly, a total of 17 health care professionals participated in the focus group 

discussion (FGDs), with a minimum age of 32 years and maximum age of 56 years old (mean 

age = 42.8 years; SD = 11.0). Analysis of the quantitative component, was conducted with the 

help of a computer based statistical package for the social sciences software, version twenty 

five (IBM SPSS 25.0). Inferential statistics such as the independent samples t – test was 

employed to compare mean scores of health professional groups (Clinicians vs Clinical 

Assistants) on their awareness on the roles of Physiotherapy in a PHC setting. Similarly, the 

qualitative component was analysed thematically with the aid of atlas.ti software, version 8 
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(ATLAS.ti 8). The Cronbach alpha for the twenty five (25) items sub – scales based on the 

roles of Physiotherapy in a PHC setting were calculated (= .879), by adding the number of 

scaling items ranging from strongly disagree to strongly agree (1 = strongly disagree, 2 = 

disagree, 3 = undecided, 4 = agree, 5 = strongly agree), with higher scores indicating 

participants’ awareness on the roles of Physiotherapy in a PHC setting. The following criteria 

were used for awareness categories: inadequate ≤ 49% scores, marginal ≥ 50 – 79% scores and 

adequate for ≥ 80% scores. The reliability for each sub-scale items were as follows: A) Health 

Promotion (= .663); B) Health Education (= .753); C) Disease/Disability Prevention (= 

.705); D) Treatment (= .682); and E) Rehabilitation (= .821). An independent samples t-test 

was conducted to determine if a difference existed between the mean scores of clinicians and 

clinical assistants with regards to the awareness on the various roles of Physiotherapy in a PHC 

setting. The results showed that there was no statistically significant (p = 0.409) difference in 

the mean scores of the clinicians (M = 21.05; SD = 2.14) and clinical assistants (M = 20.40; SD 

= 2.44) on health promotion, health education, treatment and rehabilitative roles of 

physiotherapy in a PHC setting. The researcher therefore failed to reject the null hypothesis. 

The only statistically significant (p = 0.040) difference in the scores between the two groups 

were detected in their awareness, specifically pertaining to the role of the physiotherapist in 

the prevention of disease/disability in a PHC setting. Similarly, the thematic analysis of the 

qualitative data revealed that, though there is general poor awareness on the roles of 

Physiotherapy in a PHC setting by other health care professionals, most of the participants in 

the FGD perceived Physiotherapy to be relevant in the PHC settings, especially with regards 

to interdisciplinary collaboration among healthcare professionals (HCPs). CONCLUSION: 

The results of this study revealed a limited awareness on the roles of Physiotherapy in a PHC 

setting by other HCPs (clinicians and clinical assistants) in type 3 PHC settings. The majority 

of other HCPs had adequate awareness on the promotive, treatment (curative) and rehabilitative 
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roles of Physiotherapy in a PHC setting, but poor awareness on the educative and preventative 

roles of Physiotherapy in a PHC setting. It is the perceptions of other HCPs that 

Physiotherapists have important roles to play in the PHC settings and should be integrated into 

the PHC team as first contact with the public, especially in the prevention and management of 

musculoskeletal conditions and patient triage. 
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Chapter One 

1.1 Introduction 
 

Interdisciplinary collaboration in health care services among health professionals, has been 

embraced internationally as a policy, especially in the primary health care settings (Burke, 

2016; Starfield, 2011). This is due to the growing prevalence of chronic related illnesses, which 

requires both psychosocial and medical care (Paquette-Warren et al., 2014; Starfield, 2011). 

The researcher’s experience in working with other health care professionals (HCPs) in non – 

governmental organizations (NGOs), during medical/health care outreach in both urban and 

rural settings of Nigeria, was the impetus for this study. In the interdisciplinary health care 

team, the researcher’s role involved receiving referrals from doctors, assessing, educating, 

treating, planning health promotion and rehabilitation programme and triaging patients. In 

Nigeria, interdisciplinary patient management in the public (government owned) PHC settings, 

is the exception rather than the norm. This is mainly, due to the fact that other allied health care 

professionals such as Physiotherapists, Occupational therapists and Speech therapists, are yet 

to be fully integrated into the public PHC settings, as a result of inadequate health policy that 

clearly defines their roles. Consequently, Physiotherapists are under-represented in the PHC 

settings, as only a few can be found in some selected medical centres of higher institutions of 

learning, such as University of Nigeria medical Centre, Nsukka; University of Ibadan Medical 

Centre (University health service) Ibadan; and Michael Okpara University of Agriculture 

Medical Centre (University health service) Umudike.  A possible explanation for this could be 

a low awareness or erroneous perceptions of the roles of Physiotherapy in a PHC setting among 

other health care professionals and health care policy makers in Nigeria, hence this study. 
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1.2 Background 
 

Access to essential health care services was affirmed as a fundamental human right in the 

Declaration of Alma-Ata in 1978 (Atun et al., 2015; World Health Organization (WHO, as 

cited in Corbin, 2005). “Primary health care” (PHC), was the adopted model to provide health 

care services, including universal, community-based preventive and curative services, with 

substantial community involvement (Kok et al., 2015; Hall & Taylor, 2003). Primary health 

care models have proven to be effective strategies in improving patient access to health care. 

At the same time, it improves efficiency, co-ordination and continuity to ensure health needs 

are met by the most appropriate health care providers (Burke, 2016; Soever, 2006). 

International examples of PHC models, include the military model of the United States of 

America (USA), the primary care (PC) consultant model of Europe and private industries’ 

models (Moore, 2013).  The current global paradigm for health care services is towards the 

prevention of illness (WHO, 2016), rather than curing of individuals. 

Physiotherapy is an independent self-regulated profession (Roberts, Adebajo & Long, 2002) 

that is well positioned to take on an increased role in PHC (Chartered society of Physiotherapy 

[CSP], 2008). Physiotherapists, have the requisite educational training and knowledge to tackle 

the health promotional needs and prevention of diseases, on a direct patient or as a community 

(Arena et al., 2015; Higgs, Refshauge & Ellis, 2001). Physiotherapists, also understand the 

negative consequence of the broader determining factor of health, and their effect on individual 

and the general public health status (Kisner, Colby & Borstad, 2017). As a vital part of an 

interdisciplinary PHC team, Physiotherapists can contribute to promotion of health and 

prevention of disease/disability policies (Zwar et al., 2017). In addition to identification and 

treatment of several health conditions (Arena et al., 2015), Physiotherapists, play active roles 

in the restoration, maintenance of physical function and pain relief (Ernstzen, Louw & Hillier, 

2017; Higgs et al., 2001). 
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Physiotherapists are considered experts in musculoskeletal assessment and treatment which 

can easily blend into the PHC settings, expertise not shared by other health care professionals 

as orthopedic surgeons are not readily available in a PHC settings (McMahon et al., 2016; 

Roberts et al., 2002; Connolly, DeHaven & Mooney, 1998). Globally, Physiotherapists are 

playing vital roles in PHC, particularly in musculoskeletal evaluation (French & Galvin, 2018). 

Their expertise in providing health care have been proven to be quicker and more cost effective 

without compromising the standard of care (Hurtubise, Shanks & Benard, 2017). Hence, given 

Physiotherapy’s role in the prevention and minimization of disability (Ackerman, Soh & 

Barker, 2018), Physiotherapists have key roles to play, in rehabilitation and promotion of health 

awareness in communities (Monticone et al., 2014). 

Nigeria’s National Health Act (NHAct), enacted in late 2014, officially recognizes Nigerians’ 

right to health, consequently, it makes available by law, financial resources for primary health 

care (PHC), through a basic health care provision fund, which has the potential to fuel public 

health improvement (Primary Health Care Performance Initiative [PHCPI], 2015). The 

growing need for Physiotherapy services among the rural dwellers, calls for greater awareness 

and needs for Physiotherapists to be integrated into the PHC (Igwesi-Chidobe, 2012). 

Furthermore, Nigeria, signed the Alma-Ata declaration, supporting PHC, which comprised a 

social justice approach, equity, communal participation, inter-sectoral collaboration, multi-

disciplinary team-work and health promotion (Lambo, 2015). However, decision makers in 

Nigeria and globally who want to improve their country’s PHC system often do not have the 

right information to understand the specific ways in which their systems are getting better or 

worse, and why (PHCPI, 2015; Abdulraheem, Olapipo & Amodu, 2012). Also, several studies 

have demonstrated that health care professionals who attended a lecture about Physiotherapy, 

or had previous training experience in Physiotherapy, are more likely to have positive 

perceptions about Physiotherapy compared to other health care professionals with no such 
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experience (Alshehri et al., 2018; Akinpelu, Gbiri, Oyewole, Odole & Akinrogunde, 2011). 

The need for Physiotherapists to be proactive in improving interprofessional education, 

training, among other HCPs, regarding the roles of Physiotherapy in PHC, therefore becomes 

imperative (World Confederation for Physical Therapy [WCPT], 2016; Karthikeyan & Jones, 

2015). Unfortunately, Physiotherapists, though ideally trained to provide a valuable 

contribution to the PHC settings (Parris, Van Schalkwyk & Ernstzen, 2016), have been grossly 

under-utilised in Nigeria, as there are currently, only three (3) Physiotherapists working in the 

PHC settings in Nigeria and none in the employment of the Rivers State government. The low 

awareness and erroneous perceptions of the roles of physiotherapy in a PHC setting by other 

health care professionals and policy makers could possibly be the reasons for lack of 

Physiotherapists as members of the multidisciplinary team (MDT) in the PHC settings in Rivers 

State, Nigeria, (Mbada et al., 2015). 

 

1.3 Research Problem 
 

Nigeria, signed the Alma-Ata declaration supporting PHC, which comprised a social justice 

approach, equity, communal participation, inter-sectoral collaboration, multi-disciplinary 

team-work and health promotion (Lambo, 2015). However, health promotion/education 

activities are mostly carried out by general practitioners (Physicians) while Physiotherapists 

have been concentrating on the curative and rehabilitative management of clients at the tertiary 

level (Mbada et al., 2015; Igwesi-Chidobe, 2012; Roberts et al., 2002). Thus, neglecting their 

role in prevention of disability and promotion of health in the PHC system. Most of Nigeria’s 

geriatric populations are resident in the rural communities, where they are predominantly 

engaged in subsistence agriculture with no access to rehabilitation services, making them 

vulnerable to disability and ill health. Unfortunately, rehabilitation services are generally 

situated and centralized in the tertiary healthcare centres and urban areas in Nigeria, (Igwesi-
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Chidobe, 2012). Physiotherapists are ideally trained to provide a valuable contribution to PHC 

and relieve the load on tertiary services (Chartered Society of Physiotherapy [CSP], 2008). 

However, there are only three (3) Physiotherapists working in the PHC settings in Nigeria and 

none in the employment of Rivers State government. Given, Physiotherapy’s role in the 

prevention and minimization of disability, Physiotherapists have vital roles to play in 

rehabilitation and promotion of health awareness in communities. The low awareness and 

erroneous perceptions of the roles of physiotherapy in a PHC setting by other healthcare 

professionals (HCPs) and policy makers could possibly be the reasons for lack of 

Physiotherapists, as part of the multi-disciplinary team in the PHC settings in Rivers State, 

Nigeria, (Mbada et al., 2015; Igwesi-Chidobe, 2012). 

 

1.4 Aim of the Study 
 

To determine the awareness and explore the perceptions of other clinicians (medical doctors, 

dentists, nurses/midwives, optometrists, pharmacists, radiographers and medical laboratory 

scientists) and clinical assistants (dental technicians, pharmacy technicians, radiography 

technicians, medical laboratory technicians and community health extension workers) 

employed in the type 3 primary health care (PHC) settings of Rivers East Senatorial district of 

Rivers State, Nigeria, regarding the roles of Physiotherapy in a PHC setting. 

 

1.5 Research Questions 
 

1. What is the awareness of other health care professionals in Rivers East Senatorial district 

regarding the roles of Physiotherapy in PHC? 
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2. What are the perceptions of other health care professionals (clinicians and clinical 

assistants) working in Rivers East Senatorial District PHC, regarding the roles of a 

Physiotherapist in PHC? 

1.6 Objectives of the Study 
 

1. To determine and describe the awareness of other healthcare professionals (clinicians and 

clinical assistants) working in the type 3 PHC settings of Rivers East Senatorial district, 

regarding the roles of Physiotherapy in a PHC setting. 

2. To explore and describe the perceptions of other health care professionals (clinicians and 

clinical assistants), working in   Rivers East Senatorial District type 3 PHC settings, on the 

roles of Physiotherapy in a PHC setting.  

 

1.7 Significance of the Study 
 

There is enough evidence to support that Physiotherapists (PTs) are skilled in the examination, 

evaluation, diagnosis and conservative treatment of neuromusculoskeletal problems 

(Ludvigsson & Enthoven, 2012; Boissonnault, 2010; CSP, 2008; Ganiyu, 2008; Abereoje, 

1988). In this capacity, PTs can play an important and direct role in a primary health care 

setting to help meet the numerous needs of patients with neuromusculoskeletal problems 

(Ganiyu, 2008). 

This study, serves to determine the awareness and explore the perceptions of other health care 

professionals on the roles of Physiotherapy in a PHC setting, in Rivers East Senatorial District, 

Rivers State, Nigeria. Exploring the perceptions of other health care professionals on the roles 

of Physiotherapy in a PHC setting can provide valuable information that can be used to enhance 

inter-professional collaboration in the PHC settings. The results will serve as a platform to 

introduce the necessary changes into the policies of primary healthcare in the Rivers State 
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ministry of health, to integrate Physiotherapy into the primary health care settings.   

Furthermore, the study seeks to contribute to health care institutions, universities and the 

ministry of health in Nigeria on the roles of Physiotherapy in a PHC setting and the relevance 

of inter-disciplinary collaboration in the PHC settings of Nigeria.  

 

1.8 Definition of Key Terms 
 

 Health care professionals: People trained to diagnose, prevent, treat human illnesses, 

injuries and other physical and mental impairments and maintain health in humans through 

applied principles and procedures of evidence based medicine and care, in accordance with 

the health needs of the population they serve (WHO, 2013). 

 Clinician: An individual with a recognized scientific knowledge base, who is licensed to 

direct the delivery of personal health services to clients/patients (Yordy & Vanselow, 1994) 

 Clinical assistant: Someone who is clinically trained to provide laboratory and clinical 

support to physicians, nurses and other healthcare professionals in patient care, with the 

sole aim of performing clinical duties other than clerical task. 

 Awareness: Knowledge that something exists, or understanding of a situation or subject at 

the present time based on information or experience. Retrieved on 24th April, 2019, from 

https://dictionary.cambridge.org/dictionary/english/awareness 

 Perceptions: A belief or opinion, often held by many people and based on how things 

seem. Retrieved on 24th April, 2019, from 

https://dictionary.cambridge.org/dictionary/english/awareness 

 Physiotherapy: Physiotherapy is the health profession concerned with the provision of 

services that develop, maintain and restore maximum movement and functional ability 

http://etd.uwc.ac.za/

https://dictionary.cambridge.org/dictionary/english/awareness
https://dictionary.cambridge.org/dictionary/english/awareness
https://dictionary.cambridge.org/dictionary/english/awareness
https://dictionary.cambridge.org/dictionary/english/awareness


8 
 

throughout the lifespan. The service is provided in circumstances where movement and 

function are threatened by ageing, injury, pain, diseases, disorders, conditions or 

environmental factors and with the understanding that functional movement is central to 

what it means to be healthy (WCPT, 2016). 

 Physiotherapist: Someone who is qualified and licensed to practice Physiotherapy. The 

responsibilities of a Physiotherapist according to the WCPT (2016), include – A 

comprehensive assessment/examination of the patient/client or needs of a client group; 

evaluation of the findings from the assessment/examination to make clinical judgments 

regarding patients/clients; formulate a diagnosis, prognosis and plan; provide consultation 

within their expertise and determine when patients/clients need to be referred to another 

healthcare professional; implement a patient intervention/treatment programme; determine 

the outcomes of any intervention/treatment and make recommendation for self-

management. 

 Primary care [PC]: PC is the provision of integrated, accessible health care services by 

clinicians who are accountable for addressing a large majority of personal health care 

needs, developing a sustained partnership with patients, and practicing in the context of 

family and community [The American National Academy of Science, as cited in 

Boissonnault, 2010]. 

 Primary health care [PHC]: PHC incorporates primary care, but also recognizes and 

addresses the broader determinants of health including population health, disease/disability 

prevention, and health promotion with services provided by physicians and other health 

care professionals often in group practice and interdisciplinary teams (Burke, 2016; Lambo, 

2015). 
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 Health: Health is a state of complete physical, mental and social well-being, not merely 

the absence of disease or infirmity (WHO, 1946). 

 Community – Based Physiotherapy [CBP]: CBP is the process of administering 

Physiotherapy in the community based on a problem-solving approach that is functional in 

orientation and is driven by the environment, cultural, social, and other contextual factors. 

Because of the nature of the disabilities encountered in the community, the emphasis in 

therapy is on management of the disability rather than on treatment or cure (Twible & 

Henley, 1993). 

 Community –Based Rehabilitation: Community-based rehabilitation is a strategy within 

community development for the rehabilitation, equalization of opportunities and social 

integration of all people with disabilities. CBR is implemented through the combined 

efforts of disabled people themselves, their families and communities, and the appropriate 

health, education, vocational and social services (ILO, UNESCO & WHO, as cited in Bury, 

2003). 

 

1.9 Summary of Chapter Outlines 
 

This thesis is organized into six chapters. A brief structural outline of the thesis is presented 

below: 

Chapter one has presented the motivation for this study. The background, objectives, aim and 

significance of the study, regarding the roles of Physiotherapy and the need for interdisciplinary 

collaboration, among health care professionals in the PHC settings, has been presented. A brief 

description of how the Nigerian PHC is set-up and the need for integration of Physiotherapy 

into the PHC settings has also been presented. 
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Chapter two gives an insight into the historical and existing determinants of inter-disciplinary 

collaboration in the PHC settings. By adapting the Community/Public health nursing 

framework for PHC (Stanhope & Lancaster, 2015), the models of PHC incorporating roles of 

Physiotherapy and factors which can affect inter-disciplinary collaboration in the PHC were 

reviewed. 

Chapter three discusses the methodological issues of the present study. It also provide details 

on the choice of study design, sample size, the data collection procedures, reliability and 

validity, data analysis and statements on ethical considerations. 

Chapter four gives an outline of the results of both the quantitative and qualitative analysis. 

Chapter five presents the quantitative and qualitative components of the study, in comparison 

to relevant literatures, in terms of similarities and differences, clinical implications and 

recommendations. 

Chapter six presents a summary of the key findings of the study. It also examined if the aims 

and objectives of the study were achieved. Finally, recommendation for future research are also 

given. 
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Chapter Two: Literature Review 
 

2.1 Introduction 
 

This chapter provides an overview of the conceptual framework that this study is situated 

within, as well as the relevant literature pertaining to non-communicable disease (NCD) and 

health, primary health care, different PHC models used globally as well as the roles of the 

physiotherapist in PHC. 

 

2.2 Theoretical and Conceptual Framework 
 

A theoretical background is vital in identifying the detailed meaning of a concept (Paley, 1996). 

The concept of team work, according to Xyrichis and Ream (2008), has not been sufficiently 

addressed in health care theories. D’Amour et al. (2005), also state that, as health challenges 

become more complex, the interdependency between health professionals that deal with such 

complex issues become necessary. D’Amour et al. (2005), further suggest that identifying a 

theoretical framework in respect to multidisciplinary collaboration among health workers, can 

aid roles understanding in this area. In respect to the PHC, there are several definitions, 

different professional backgrounds and organizations involved, which characterizes some 

levels of inclusion, which needs careful contemplation in order to be able to appreciate the 

levels of teamwork achieved therein. By taking into cognizance, theories that outline the 

probable factors which affect inter-disciplinary collaboration, will expedite the process of 

elucidating the dynamics that contribute positively or negatively to perceived team efficiency. 

The conceptual framework of this study is based on the Community/Public health nursing 

framework for PHC (Stanhope & Lancaster, 2015).  The three pillars of PHC described in this 

framework include equity, interdisciplinary collaboration and community participation 
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(Stanhope & Lancaster, 2015). This framework is employed for this study because there is no 

clearly defined Physiotherapy conceptual framework for PHC. Also, the conceptual framework 

for community based rehabilitation (CBR) or international classification of functioning, 

disability and health (ICF), places more emphasis on the rehabilitation team rather than on 

interdisciplinary collaboration among health professionals in a PHC settings. Also, the 

foundation of the Physiotherapy profession, according to Burke (2016), can be traced back to 

Nursing, where Nurses who received physical education, practised Physiotherapy. The Nurses, 

who were then known as reconstruction aides’ workers, were instrumental during World War 

One, in terms of providing rehabilitation services (Reynolds, 2014; Miguel, 2008). In addition, 

Speech and language therapy according to Duncan  (2014), was first recognized as ‘speech 

disorders’ by a Physician in 1882, and while there was a biomedical focus, the prominence of 

social perspectives emerged in this field in the late 1930’s (Duncan, 2014). The emphasis of 

this study, is on including the Physiotherapist as part of the interdisciplinary team in PHC, as 

advocated for by this framework. Blending complimentary competencies and skills of different 

healthcare professionals will provide cost effective benefits to patients and meet public 

expectations (Samuelson et al., as cited in Super et al., 2015). 

While few Nigerians enjoy fair access to PHC services, most people in the rural areas of the 

country are not so privileged. Also, interdisciplinary teamwork exists in certain health care 

programs, such as rehabilitation services, provided in old people’s home or the physically 

challenged, it is unfortunately not enough to meet the health care needs of the majority. 

Although, communal involvement in PHC is encouraged in some areas, through volunteer 

opportunities by non-governmental organizations, it has little durable effect on the 

development of future service provision. The continuous evolvement of the PHC centres, can 

make community participation more meaningful. 
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2.3 Burden and Risk Factors for Non-Communicable Diseases 
 

In recent years, the number of disabled people have increased, with only a minority having 

access to rehabilitation services, especially in low and middle-income countries (Bury & 

Moffat, 2014). The burden of non-communicable diseases (NCDs) has been described as “a 

public health emergency in slow motion” by the former United Nations (UN) Secretary 

General, Ban Ki-moon (as cited in Bury & Moffat, 2014), also, the World Economic Forum 

(WEF), considers chronic diseases in both high and low income countries, to be a major risk 

to the global economy (as cited in Bury & Moffat, 2014). Chronic respiratory diseases, 

cardiovascular disease, diabetes and some form of cancer, have been identified by the WHO 

(2013), as the four core NCDs that leads to the highest incidence of mortality. It further states 

that, these NCDs account for about 80% of all deaths, of which there are more than thirty six 

million yearly. With diseases of the cardiovascular system accounting for 17.3 million deaths, 

followed by some forms of cancer, which accounts for 7.6 million, diseases of the respiratory 

system, which accounts for 4.2 million, and diabetes mellitus, which accounts for 1.3 million. 

These diseases, according to the WHO (2013), share four risk factors, which include: unhealthy 

diets, harmful use of alcohol, use of tobacco and physical inactivity. These risk factors, are 

further associated with four key metabolic or biometric changes that increase the risk of NCDs: 

 Raised blood pressure (the leading NCD risk factor) 

 Overweight/obesity 

 Hyperglycemia, and 

 Hyperlipidemia. 

The WHO (2013), further stated that, there are about three million deaths yearly that are 

attributed to insufficient physical activity alone. Consequently, it has been predicted by the 

WHO, that by the year 2030, deaths from NCDs alone in Africa, are to exceed the combined 
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deaths from communicable and nutritional diseases and maternal and perinatal deaths (WHO, 

2013). Also, of the nine million premature deaths (<60 years) annually, that are attributed to 

NCDs, 90% occur in low and middle-income countries. Consequently, by 2030, low income 

countries are predicted to have eight times more NCD-related deaths, than high income 

countries (Nikolic, Stanciole & Zayden, as cited in Bury & Moffat, 2014). 

Although, NCDs’ risk factors are common in both high and low income countries, those on 

higher income countries are most likely to have access to services and products that could help 

in prevention and treatment. Also, those in high income countries, according to Bury and 

Moffat (2014), are four times more likely to have NCD services, covered by health insurance 

than those in low income countries. The personal health costs associated with NCDs, according 

to WHO (2013), can quickly drain the resources of those in low resource settings, driving 

families into poverty. Fortunately, the World Health Professions Alliance (WHPA, as cited in 

Bury & Moffat, 2014), has stated that, all NCDs can be prevented or, if identified early, can be 

managed in a way that significantly reduces disability, financial and societal costs, and 

prolongs healthy years of life.  

In a recent study, O’Donoghue, Cunningham, Murphy, Woods and Aagaard-Hansen (2014) 

recognized the potential contribution of Physiotherapists, in tackling all risk factors associated 

with NCDs, and not just physical activity levels alone. Bury and Moffat (2014), further stressed 

the need for more research in the management of the NCDs that leads to some of the highest 

levels of disability.  These other NCDs include: 

 Musculoskeletal (for example, osteoarthritis, osteoporosis, and rheumatoid arthritis) 

 Neurological (for example, multiple sclerosis and Parkinson’s disease) and 

 Mental (for example Alzheimer’s disease and senile dementia). 

Physiotherapists, understand how significant physical activity is, in all of these, especially in a 

PHC setting (Bury & Moffat, 2014). The Physiotherapy profession, has vital roles to play in 
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the public health policies, through its contribution to the prevention of diseases, promotion of 

good health, particularly through physical activity and enhancement of the quality of life (CSP, 

2010). Also, there is enough evidence to support the fact that Physiotherapists are the experts 

in the examination, evaluation, diagnosis and conservative treatment of neuromusculoskeletal 

problems (WCPT, 2016; Boissonnault, 2010; Weal & Bannister, as cited in Ganiyu, 2008; 

Moore et al., as cited in Ganiyu, 2008). In this capacity, Physiotherapists will be able to play 

important and direct roles in a primary care setting, to help meet the numerous needs of patients 

with neuromusculoskeletal problems (Ganiyu, 2008). 

 

2.4 Definition of Health 
 

There are several definitions of health, while some share similar characteristics, others are 

somewhat distinct and divergent in meaning (Burke, 2016). Ryan, McNamara and Deasy 

(2006), while reflecting on the depth of the foundations of these differing views, highlighted 

two disparate Gods of the twelfth century. The God Hygeia who thought that the Physician’s 

role must include the laws of nature, in ensuring a mutually healthy mind as well as body, and 

Asclepius who thought that the Physician’s role is exclusively to treat diseases. According to 

Burke (2016), it is arguable that, these divergent ancient views could still echo within the 

different methods to health care service provisions today. 

According to the constitution of the WHO (1946),  

“Health is a state of complete physical, mental and social well-being, not merely 

the absence of disease or infirmity”.  

The critics of this definition however, assert that, no one can be in a complete state of health 

always, which might have led to the writing of Mencken during this period,  
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“What is this thing called health? Simply a state in which the individual happens 

transiently to be perfectly adapted to his environment. Obviously, such states 

cannot be common, for the environment is in constant flux” (Mencken, 1949).  

The reference to the environment, in the above statements is noteworthy, as this advocates an 

awareness of the potential effect of the broader environmental influence within, which could 

define one’s state of health. Burke (2016), posits that, this reflects a more holistic model of 

health care, often referred to as a bio-psycho-social model of health. 

The Ottawa Charter (WHO, 1986) still made reference to the physical, mental and social well-

being, but generated a more fluid definition: 

“Health is a positive concept emphasizing social and personal resources, as 

well as physical capabilities........by being able to take decisions and have 

control over one’s life circumstances, and by ensuring society creates the 

conditions that allow the attainment of health by all its members” (WHO, 

1986). 

This is a valued concept, as it widens the debate on health, moving the obligation for health 

from the individual alone (victim-blaming), to that of the general public as a whole. The Ottawa 

Charter (WHO, 1986), recognizes the complexity of health and its multi-faceted phenomenon, 

encompassing the bio-psycho-social components, which effects health in a wider context. It 

becomes imperative therefore, to take into cognizance, the wider determinants of health when 

delivering health care services to the general populace. The Health Field Concept (Lalonde, as 

cited in Burke, 2016), make evident that, health or ill-health is interaction between four key 

effects: genetic factors, the environment, lifestyle and medical services. A study by Tones and 

Tilford (2001), revealed that genetic contributions to variations in health, are quite small. 

Tarlov (1996), showed that, it rests between 1-5%. According to Mackenbach, Bouvier-Colle 
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and Jougla (as cited in Tones & Tilford, 2001), influences to disparities in health from medical 

services are calculated to be approximately 17%. It is consequently evident that, with such a 

large percentage not taken into cognizance by genetics or medicine, consideration to the 

remaining two key effects; behavioural and environmental factors, is vital. 

In the consideration of models for the determinants of health, though individual factors are 

imperative, it is the interface within and between the elements that is significant to 

understanding how they could define health. Dahlgren and Whitehead (1992), refer to the 

‘layers of influences’ which defines health. It is acknowledged that concentrating on any one 

factor alone could be inadequate when assessing what determines health. Therefore the 

solutions required is multifaceted with the PHC model for health being consistent with this 

view for addressing health in a sustainable and holistic manner. 

 

2.5 Primary Health Care 
 

The American National Academy of Sciences (as cited in Boissonnault, 2010), defines primary 

care as “the provision of integrated, accessible health care services by clinicians who are 

accountable for addressing a large majority of personal health care needs, developing a 

sustained partnership with patients, and practicing in the context of family and community.” 

The term ‘primary care’ according to Health Canada (Burke, 2016), includes the diagnosis and 

management of health problems, with services delivered mostly by Physicians. Also, Lambo 

(2015), defines Primary care, as the first point of contact with the health care system. 

Alternatively, primary health care “incorporates primary care, but also recognizes and 

addresses the broader determinants of health, including population health, sickness prevention, 

and health promotion, with services provided by physicians and other providers, often in group 

practice and multidisciplinary teams” (Burke, 2016; Lambo, 2015; Abdulraheem, Olapipo & 
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Amodu, 2011; Boissonnault, 2010; Soever, 2006). Soever (2006), states that Primary Health 

care (PHC) refers to an approach to health care, that includes all services that play a part in 

health, such as income, housing, education and environment. It is an effective strategy to 

improve patient access to needed care while at the same time improving efficiency, 

coordination, and continuity to ensure health needs are met in the right place at the right time 

by the most appropriate health care providers (Burke, 2016).  

The goal of PHC, was to provide accessible health for all by the year 2000 and beyond, with 

basic health services (Abdulraheem et al., 2011). Unfortunately, the lack of human capital for 

health care services and its resultant consequences on health outcomes, becomes a major 

concern in low and middle income countries (Mbada et al., 2015; PHCPI, 2015). In recognition 

of the input of the rising aging population, non-communicable diseases (NCDs), maternal/child 

mortality rates and trauma/sports injuries in several low and middle income countries, it becomes 

a consensus that the health care system develops a phased incremental human capital expansion 

plan in the PHC settings (WCPT, 2016; WHO, 2013; CSP, 2008). Additionally, growing 

acknowledgement is being accorded to the fact that competently skilled manpower, is the utmost 

significant concern in tackling health challenges (Odunaiya, Ilesanmi, Fawole & Oguntibeju, 2013; 

Odebiyi, Omotunde, Aiyejusunle & Olalekan, 2008). 

 

2.6 Models of Primary Health Care 
 

“Primary healthcare should form the nucleus of the health system” (WHO, 1978). 

Although, there has been call for interdisciplinary teamwork, since the mid-1970s, physician 

led PHC models, are still the norm in most countries (Sicotte, D’Amour & Moreault, 2002). 

Also, nurses and social workers have joined the teams over the years, and more recently, 
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dietitians, physiotherapists, occupational therapists, and psychologists. Interdisciplinary 

collaboration is typified by the PHC team. 

The World Health Organization has defined the primary health care team as: 

“A group of persons who share a common health goal and common objectives 

determined by community needs, to which the achievement of each member of 

the team contributes, in a coordinated manner, in accordance with his/her 

competence and skills and respecting the functions of others” (WHO, 1985 as 

cited in Fricke, 2005). 

 

2.6.1 The ‘Verticalists Vs the Integrationists’ 
 

Burke (2016), highlighted two limits to disease control activities, after reflecting on the first 

International Conference on Primary Health Care in Alma-Ata.  The ‘verticalists’ and the 

‘integrationists’. Burke (2016) states that, the ‘verticalists’, favour a hierarchical approach to 

disease control programme, while the ‘integrationists’ favour a horizontal approach to health 

care delivery systems, in cooperating  disease control and health promoting activities. 

The definition of primary health care, has remained a debated topic (Day et al., 2013; Cueto, 

2004). Keleher (2001), stated that the notions of a comprehensive primary health care delivery 

system is not necessarily attuned to the structures and practices of the primary care settings. It 

has been conceded that primary care is exemplified by health services provided by 

predominantly practice nurses and doctors, who are into general practice (Australian Nursing 

Federation, 2011; Adrian, 2009), and as a result, should be considered a subset of primary 

health care (Awofeso, 2004; Cueto, 2004). There has been difficulties in interpreting two 

opposing schools of thought on what clearly defines PHC. 
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Lamarche et al. (2003), described four types of PHC models that are related to the Nigerian 

context. The integrated and non-integrated community models which vary in the level of their 

collaboration with the broader and multidisciplinary health care settings. According to 

Lamarche et al. (2003), these models aims at a population that are defined geographically, as 

well as supportive communal improvement. Its aim is to meet the basic health care needs of 

the population and to provide it with all the health, social, and community services necessary 

(Lamarche et al., 2003). Public and communal representation, typifies the governance 

structure; multi-disciplinary health care teams; and a sessional payment structure. Furthermore, 

Lamarche et al. (2003), stated that, the integrated community model tends to use information 

technology, to encourage consultation between service providers; takes obligation for 

longitudinal care continuum; provides a 24 hours service a day, on a weekly basis; and 

encourage interdisciplinary collaboration, in order to provide variety of services to the clients. 

The non-integrated community model according to Lamarche et al. (2003), also offers variety 

of health care services to the populace, but does so directly, with no recourse to traditional 

partners in the course of service delivery, without any integrated information technology, they 

also ensure care continuum, or a 24 hours service availability, all through the week. Example 

of countries with the community models are Sweden and Finland: Sweden uses the non-

integrated model while Finland uses the integrated model. 

The two models which follow a professional approach to PHC, according to Lamarche et al. 

(2003),   are characterized by medical service’ delivery to patients who seek such services. 

Also, in the coordinated professional model, according to Lamarche et al. (2003), the aim is to 

provide service continuum to patients. The healthcare team for this model is characterized by 

a physician and a nurse (Lamarche et al., 2003). The nurse, often act as the liaison officer, with 

the other components of the system and co-ordinates clinical integration of services. Examples 

of this approach can be found in the UK, the Netherlands, Denmark, and the Health 
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Maintenance Organization (HMO) staff model of the U.S.A. (Fricke, 2005). The purpose of 

the professional contact model, is to ensure accessibility of PHC services. The professional 

contact model is the main form of PHC in Nigeria, where physicians serve primarily as the 

patient’s gateway to the health care services. 

The Nigerian National Primary Health Care Development Agency (NPHCDA), acknowledges 

that, although general practice is vital in health care service delivery, PHC is far-reaching than 

general practice only (Lambo, 2015). Essential to this therefore, is the necessity for health care 

professionals’ awareness and services to be positioned towards the broader determining factors 

of health (Douglas et al., 2009). The NPHCDA, is responsible for the implementation of the 

National Health Policies, related to PHC in Nigeria. In the policy, PHC is acknowledged as the 

“main focus for delivering effective, efficient, quality, accessible and affordable health services 

to a wider proportion of the population” (Lambo, 2015). Consequent to this obligation, one of 

its core purposes, is the advancement of effective structures of supervision and evaluation of 

PHC services, centered on national guidelines and ethics. The PHC is ideally, the foundation 

for health care service, for most Nigerians. It remains the level at which uncomplicated short 

term health problems, ought to be resolved. It also remains the level through which health 

promotional activities and educational efforts are carried out, and where patients who need 

specialized services, are linked with the secondary and tertiary health care services (Lambo, 

2015). 

However, forty one years after the introduction of the PHC concept, the question as to whether 

the verticalists (selective) PHC or comprehensive (integrationists) PHC is the better approach 

to improving health in the developing world has remained contentious (Obemba, Osungbade 

& Ibrahim, 2017). According to Obimbo (2003), the selective PHC (SPHC) program, though 

has contributed to the improvement of certain aspects of health, often at the disadvantage of 

other sectors, it has also unsuccessfully addressed individual’s health in a holistic manner, or 

http://etd.uwc.ac.za/



22 
 

the health infrastructure of countries. Comparatively, Obimbo (2003) further states that, 

although the comprehensive (integrationists) PHC is more expensive to implement, it addresses 

the health of an individual more holistically, both in curative and preventative health care, and 

promotes healthcare infrastructural development and community involvement, thus delivering 

a more sustainable improvement of health in the community as a whole. In Nigeria however, 

the verticalists (selective) PHC which favours a hierarchical approach to disease control, is 

more prevalent in the PHC settings by way of staffing. In a recent study by Obemba, Osungbade 

and Ibrahim (2017), it was reported that health workers in the primary health centres of the 

federal capital territory (FCT) of Nigeria still provide sub-optimal services regarding care of 

the elderly and mental health. Lambo (2015), also highlighted the general results of the PHC 

implementation in Nigeria;   

 Prevalence of poor health outcomes 

 Difficulty in meeting health millennium goals (MDG) and universal health coverage 

(UHC) 

 Perpetuations of inequities in health 

 Retention of a high proportion of the population in poverty 

 Low utilization of the PHC services 

 By-passing of PHC facilities to secondary and tertiary health facilities 

 Overburdening of secondary and tertiary health facilities with conditions that can, and 

indeed be treated at PHC facilities. 

As highlighted by Lambo (2015), the inability of the PHC settings in Nigeria to meet the health 

needs of majority of the populace has necessitated a by-passing of the PHC settings to a tertiary 

and secondary settings, thereby overburdening those health facilities with ailments that ought 

to be handled at the PHC centres. Consequently, the Nigerian Physiotherapists, though, have 

the right knowledge and attitude towards the promotion of physically active lifestyle in their 
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clients, they have not translated this into practice, due to lack of sufficient time of consultation 

(Aweto, Oligbo, Fapojuwo & Olawale, 2013). 

 

2.6.2 Community Based Physiotherapy 
 

The WCPT (2016), has established community based Physiotherapy as part of health care 

service continuum. Wade (2015), defines community as “the physical and social environment 

of the patient in the place that she or he lives”; which is different from a hospital setting, or 

other institutional settings, where the patient may go, or live for a short period, to receive health 

care services. Twible and Henley (1993), write that “the process of therapy in the community 

should be based on a problem-solving approach that is functional in orientation and is driven 

by the environment, cultural, social, and other contextual factors”. According to Wazakili 

(2001), the nature of the disabilities encountered in the community, necessitates therapy on 

management of the disability rather than on treatment or cure. 

Also, in a study by Enderby and Wade (2001), on the level and nature of community 

rehabilitation services in the United Kingdom, six benefits of community rehabilitation were 

identified. They include, a) patients’ ease of access to services, b) effectiveness of rehabilitation 

through appropriate goals, c) care providers’ inclusion, in reducing caregiver stress, d) patients’ 

greater satisfaction, and e) local links development with agencies of the communities. The 

authors, also identified five distinct disadvantages, such as, a) physical limits to the home 

environs; b) staff travel time; c) isolation of professionals; d) concerns regarding safety of team 

members; and e) stress of caregivers, with early discharge from the hospital.  The study, 

according to Enderby and Wade (2001), reveals that, poor identity characterized community 

services, with small, often short-term teams. Although, “community rehabilitation” has no clear 
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meaning, in terms of this study, it refers to rehabilitation services provided in the community 

or home settings. 

A further qualitative study by Litchfield and MacDougall (2002), with ten Physiotherapists in 

Australian, community based family centered settings, revealed the challenges that 

Physiotherapists face in such settings. Physiotherapists were reported to have struggled with 

balancing evidence-based practice and client’s family needs, for which effectiveness may not 

be evident. Litchfield and MacDougall (2002), further advocate that, this problem can be 

mitigated by an acknowledgement of the needs for clientele’s feedback, which is vital to 

successful Physiotherapy interventions. 

Finn and MacAirt (as cited in Brantingham et al., 2009) equated the services of Physiotherapy 

delivered in a private setting with those of the community health centres, employed by health 

care boards. The results of their study revealed that, the middle-aged population, who are 

mobile, were in the majority, and were mostly seen in private practice. The conditions seen 

mostly, were acute, like sports-related injuries, whiplash injuries and low back pain. While, 

younger population (0-15 years old) and elderly clienteles, were mostly seen in public funded 

community based physiotherapy settings. The illnesses of this group were most times, long-

term in nature, for example strokes, and cerebral palsy. The community based Physiotherapists 

saw roughly half of the clients in their own homes, while the private practitioners saw 93% of 

their clients in their clinics. It is therefore imperative for policy makers for community-based 

rehabilitation services, to reflect on these latent variances between publicly-funded and 

privately-funded health service models. 

Although, Physiotherapy professionals are licensed as general practitioners in Nigeria, private 

practitioners most times focus their practices on their own particular areas of interest, for 

example, post-surgical rehabilitation, low back pain (LBP), lumbar spondylosis, disc prolapse, 

stroke rehabilitation, cerebral palsy, urinary incontinence, bullet/stab injuries, or sports 
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injuries. In contrast, the publicly funded community based Physiotherapists, are not usually in 

a position to choose what type of client they will focus their treatment on.  

Wade (2015) states that, Physiotherapists who practice in the communities, ought not to be 

considered as generalists, rather they should be recognized as having vital roles to play in 

community Physiotherapy services. Wade (2015), further states that, community-based 

Physiotherapists, have the necessary trainings, to develop the right community partnerships to 

serve their clients. Several studies, have also shown strong evidence in supporting 

Physiotherapy roles, in secondary prevention of further disabilities, for those persons with 

chronic low back pain, osteoarthritis, chronic lung disease, diabetes, osteoporosis and frequent 

falls, and incontinence in symptomatic populations (Maher, Underwood & Buchbinder, 2017; 

Wade, 2015; Odebiyi, Oderinde & Olaogun, 2008). 

Worsfold, Langridge, Spalding and Mullee (1996), compared community-based physiotherapy 

with that delivered in a hospital setting. A total of 238 persons were randomly assigned to one 

of two groups, with a high percentage of patients, who complained of spinal pains. The 

community based Physiotherapy group consisted of education and a home-based exercise 

program, while hospital-based intervention included education, a home based program, as well 

as treatment of individuals. The study revealed that, the community-based physiotherapy group 

demonstrated a somewhat better results than the hospital-based groups, notwithstanding the 

low attendance rates. 

Two levels of participation has been used to consider existing models of physiotherapy in PHC 

(Fricke, 2005). They include a) the roles of Physiotherapy at the level of primary care, which 

have been based traditionally on the bio-medical models, as revealed in the literature, b) The 

physiotherapists’ role in health promotion and disease/disability prevention in the broader 

framework of PHC, have been established, though, supporting evidences, specific to 

physiotherapy services, needs further clarification. 
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2.6.3 Community-Based Rehabilitation (CBR) 
 

Community Based Rehabilitation (CBR) has been defined by the International Labour 

Organization (ILO), the United Nations Educational, Scientific and Cultural Organization 

(UNESCO) and the World Health Organization (WHO) in a Draft Joint Position Paper as 

follows: 

“Community-based rehabilitation is a strategy within community development for the 

rehabilitation, equalization of opportunities and social integration of all people with 

disabilities. CBR is implemented through the combined efforts of disabled people themselves, 

their families and communities, and the appropriate health, education, vocational and social 

services“(ILO, UNESCO & WHO, as cited in Bury, 2003). 

CBR was intended as a model through which, cost-effective community / home-based 

rehabilitation could be delivered in low and middle income countries (Helander et al., as cited 

in Bury, 2003). It involves the transfer of knowledge about disabilities and basic rehabilitation 

skills to people with disabilities, their families and communities (World Confederation of 

Physical Therapy [WCPT]-Africa, as cited in Wazakili, 2001). 

CBR involves: 

 Partnerships with disabled people, both adults and children, their families and carers. 

 Capacity building of disabled people and their families, in the context of their community 

and culture 

 A holistic approach, encompassing physical, social, employment, educational, economic 

and other needs 

 Promoting the social inclusion of disabled people in existing mainstream services 

 A system based in the community, using district and national level services for referral 

(Stubbs; Vanneste, as cited in Bury, 2003). 

http://etd.uwc.ac.za/



27 
 

CBR have been described based on its component features such as: 

 Provision of functional rehabilitation services 

 creating a positive attitude towards people with disabilities 

 The creation of micro and macro income-generation 

 Vocational training 

 The prevention of the causes of disabilities (UNESCO for Asia and the Pacific, as cited in Bury, 

2003). 

It has been described also, based on the ideological or philosophical thinking (Vanneste, as 

cited in Bury, 2003). As an aspect of its broad responsibilities, CBR is a means through which 

health care services in the primary health care settings can be delivered. The two are therefore, 

intrinsically linked. CBR is not just an approach that focuses on the physical or mental needs 

of an individual only, but also encompasses the healthcare domains (Bury, 2003). Both CBR 

and PHC focus on the needs of individuals and the wider population (Bury, 2003). 

 

2.7 Interdisciplinary Team Care in PHC Settings 
 

Globally, the policies of health care, encompasses the understanding that health care services 

be delivered by inter-professional teams, with more focus on the PHC settings (Burke, 2016). 

The cognizance of the prevalence of chronic related illnesses, that needs non acute quality care, 

with more patients having a multiple co-existing illnesses, requires both psycho-social and 

medical care components in tackling such health challenges (Paquette-Warren et al., 2014; 

Starfield, 2008; Xyrichis & Lowton, 2008; Johnson, Wistow, Schulz & Hardy, 2003; 

MurVeeman, Eijkelberg & Spreeuwenberg, 2001).  

Internationally, rehabilitation professionals, including Physiotherapists, are playing vital roles 

in the PHC settings, as members of  the MDT, making vital contributions to PHC services, 
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through health promotion, disease/disability prevention, screening, as well as patient triage, 

assessment and treatment services (Boissonnault, 2010; Ganiyu, 2008; College of Physical 

Therapists of Alberta, 2007; Soever, 2006). For many years, the United Nations (UN) and 

World Health Organisation (WHO), have established a policy on health promotion, 

disease/disability prevention, rehabilitation services and the social integration and equalization 

of opportunities for people with disabilities, with more focus on PHC and community health 

care services (Bury, 2003). This has also benefitted both patients and professionals from the 

multidisciplinary team approach (Odebiyi, Omotunde, Aiyejusunle & Olalekan, 2008; 

Doggett, 2007; Soever, 2006; McDonald & Hare, 2004).  

In Nigeria currently, other healthcare professionals, further subdivided as clinicians (medical 

doctors, dentists, nurses/midwives, optometrists, pharmacists, occupational therapists, speech 

therapists, orthotists/prosthetists, clinical psychologists, medical radiographers and medical 

laboratory scientists) and clinical assistants (pharmacy technicians, dental technicians, medical 

radiography technicians, medical laboratory technicians and community health extension 

workers) to mention but a few, work collaboratively with Physiotherapists to provide optimal 

healthcare to patients mainly at the secondary and tertiary levels of care (Alshehri et al., 2018; 

Mbada et al., 2015; Igwesi-Chidobe, 2012). 

Although, there are several literatures that highlight the significance of Physiotherapy, as a 

non-invasive health profession, in health promotional activities of the general public, there is 

still a distinct poor awareness and erroneous perceptions about the profession, by the general 

public and other health care professionals, on the roles and scope of the profession, which 

affects self-referral, inappropriate referral practices, poor choices of treatment, for example, 

the use of oral non-steroidal anti-inflammatory drugs (NSAIDs), at the expense of 

Physiotherapy, patronage of traditional healers, among others (Igwesi-Chidobe, 2012). Also, it 

has been said that professionals appraise and perceive each other negatively, if they are 
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competing over field specialisation, a treatment routine or a certain clientele (Thornton as cited 

in Wazakili, 2001). Beaton (1989), further states that, conflict arises among professionals, over 

the right treatment choice, for certain client group, due to lack of roles’ awareness of each 

other. Beaton (1989), also revealed that role anticipations can also cause some worry, and it is 

important for the multidisciplinary teams to explore and make clear of each other’s roles. 

Sicotte et al. (2002), advised that, it is imperative to recognize inter-professional cooperation 

within teams, before linking it to better-quality health. Several publications by the WHO, 

emphasize a holistic approach to health. The Jakarta Declaration (WHO, 1997), appealed for 

strong partnership approaches to health promotion and offers a clear confirmation of the value 

of all-inclusive approaches, and the involvement of communities and families as part of that 

process (Green & Tones, 2010). Multi-disciplinary collaboration, are essential in delivering 

effective health care services essential to the needs of the general populace. According to WHO 

(as cited in Bury, 2003), there needs to be health integration, social care education, labour and 

employment policies, at a national and local government levels. In terms of multi-professional 

collaboration it is also necessary between general health service staff and rehabilitation staff. 

The Nigerian PHC setting is seen, as where most of social and health care needs of the general 

public, should be taken care of. The National Primary Health Care Development Agency 

(NPHCDA, as cited in Lambo, 2015), advocates that, 70% of health and social care needs 

should be accommodated at the PHC settings. Also, studies have shown that, the success of the 

PHC led health structures, is supported by a clear expectancy of closer inter-professional 

practice (Burke, 2016; Lambo, 2015; Brault et al., 2014; Pullon, McKinlay & Dew, 2009). 

Hence, the need to address these shortcomings in Physiotherapy services especially in the 

Nigerian PHC settings (Mbada et al., 2015; Igwesi-Chidobe, 2012; Ganiyu, 2008; Oyeyemi & 

Oyeyemi, 2008). 
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2.8 Roles of Physiotherapy in PHC  
 

Physiotherapists can play an important role in a variety of ways working in a primary care 

setting, to help meet the numerous needs of patients with neuromusculoskeletal symptoms 

(Bornhöft, Larsson & Thorn, 2015).  In addition, academic instruction and training in the 

evaluation of musculoskeletal problems are very limited for most primary care physicians 

(Boissonault, 2010). However, the value of Physiotherapy, or indeed, Rehabilitation medicine 

as a specialty is still not widely recognized by policy makers, or the wider urban and rural 

communities, especially in developing countries (Richie, as cited in Wazakili, 2001). This 

author (Richie), further stated that the absence of life and death situations that Physiotherapists 

deal with, means that their services are often not recognized by the public. Therefore, the 

community poorly understands their role. However, the prevalence of disability has increased 

the need for rehabilitation and Physiotherapy services worldwide (WCPT, 2016; Bury & 

Moffat, 2014; Igwesi-Chidobe, 2012; Loomis et al., as cited in Wazakili, 2001). 

The United Nations identifies cardiovascular disease, chronic respiratory disease, diabetes, and 

some forms of cancer, and their related risk factors (tobacco, harmful use of alcohol, unhealthy 

diet, insufficient physical activity, overweight/obesity, raised blood pressure; raised blood 

sugar; and raised cholesterol) as the non-communicable diseases (NCDs), that causes high 

incidences of mortality around the world (WCPT, 2016). Also, other NCDs such as, 

musculoskeletal (e.g. osteoarthritis, osteoporosis), neuromuscular (e.g. Parkinson’s disease, 

multiple sclerosis), and mental (e.g. dementia, schizophrenia), also contribute to the high 

incidence of disabilities around the world (WCPT, 2016). The efficacy of physiotherapy 

services, in preventing and managing NCDs and its risk factors is well evidenced (WCPT, 

2016). 

Physiotherapists are trained to meet the needs of people with or at risk of NCDs. 

Physiotherapists also, provide evidence based interventions which are vital in reducing the 
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incidence of NCDs and associated disability and mortality. They play a vital role in preventing 

and managing NCDs by: 

 Providing evidence based primary and secondary prevention programme; 

 Promoting health and quality of life; and 

 Improving and maintaining physical activity levels and functional independence. 

WCPT recognizes that: 

 the increasing incidence of NCDs imposes a burden on individuals, societies and health 

systems; 

 Measures to prevent NCDs are vital; 

 NCDs and their risk factors have an impact across all populations in all geographic areas 

regardless of income level; 

 Prevention of NCDs and risk factors will decrease rates of mortality; and 

 Prevention of NCDs and risk factors will decrease the prevalence and severity of disability. 

However, several studies around the world have shown low awareness and in some cases, 

erroneous perceptions on the roles of Physiotherapy in the health care settings among other 

health care professions, which to a large extent has affected the integration of Physiotherapy 

services into the PHC settings (Alshehri et al., 2018; Maharaj et al., 2018; Eisa et al., 2017; 

Karthikeyan & Jones, 2015; Shimpi, Writer, Shyam & Dabadghav, 2014; Paz-Lourido & 

Kuisma, 2013). According to Paz-Lourido and Kuisma (2013), the perceived lack of awareness 

of the roles of Physiotherapy in the health care system by other health care professionals, has 

been a major factor in the contemporary communication gap between the Physiotherapy 

profession and other health care professions, which has compromised the equitability of the 

health system. Also, a recent study conducted by Maharaj et al (2018), on the integration of 

Physiotherapists into the PHC settings, reported that low awareness on the roles of the 

Physiotherapist in a PHC setting by other team members, made the integration of 
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Physiotherapists into the PHC settings difficult. Alshehri et al (2018) suggest that 

Physiotherapists have a responsibility in promoting and creating awareness about its roles in 

the health care system among other health care professionals to assist in patient care 

improvement. 

As primary health care professionals, Physiotherapists are concerned with the assessment, 

diagnosis, treatment and prevention of the dysfunction and impairment of movement in people 

of all ages and within a wide range of contexts (Odebiyi, Omotunde, Aiyejusunle & Olalekan, 

2008). Physiotherapy case management in a PHC setting can be described under broad terms 

like curative, educative, preventative, promotive and rehabilitative interventions (WCPT, 

2016; Health Professions Council of South Africa (HPCSA, 1976). 

 

2.8.1 Prevention of Disease and Disability 
 

Physiotherapists are the experts in patho-kinesiology, in getting people to walk, for example, 

aged citizens and persons having structural or medical difficulties, to exercise in ways that will 

be beneficial to them without causing other health complications (Welsh, as cited in Ries, 

2003). Exercise is an essential intervention, not only in the treatment of certain conditions but 

also in the prevention of several non-communicable diseases of lifestyle such as Type 2 

diabetes, other morbidities such as stroke and cardiovascular diseases (WCPT, 2016; Bury & 

Moffat, 2014). Also, a recent study by Mackenzie and Clemson (2014), showed that, home 

modifications and exercise are effective interventions for the prevention of falls in primary care 

settings for older people at risk. Physiotherapists are also trained to provide expert input as part 

of the MDT, in areas such as, osteo-arthritis, acute or chronic lung diseases, pre-natal/post-

natal care, urinary incontinence, physical inactivity and obesity, osteoporosis, safety in work 
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places or ergonomics and mental health (Odunaiya, Ilesanmi, Fawole & Oguntibeju, 2013; 

Steyl, 2013; Sharma & Golchha, 2011; Gosselink et al., 2008). 

 

2.8.2 Health Promotion 
 

Health promotion, pertains to empowering members of the community, to engage in more 

healthy behaviors, as well as making lifestyle changes, to reduce risk of developing chronic 

disease (Rural Health Information Hub, 2017). In addition, Pryor and Webber (as cited in, 

Wazakili, 2001), stated that, ‘Health promotion comprises efforts to enhance positive health 

and reduce the risk of ill-health, through the overlapping spheres of health education, 

prevention and health protection’. The role of the Physiotherapists in health promotion, is to 

work with individuals, groups and whole populations, to promote health, or disease and 

disability prevention, proactively, in schools, factories and other community facilities (Raphael 

et al., as cited in Wazakili, 2001). 

In women’s health, Physiotherapists’ play vital roles in obstetrics, during the antenatal and 

postnatal periods. Education on postures, care of the back and modifications of activities of 

daily living, to ensure structural alignment, which reduces joint stress in pregnant women. 

Furthermore, Physiotherapists educate clients on transversus abdominus, multifidus and pelvic 

floor muscles’ co-activation, to reinforce core stability. Pelvic floor muscle training, can also 

reduce the risk of early pelvic organ prolapse. Hence, health promotion is used to cover a broad 

spectrum of activities that seek to improve or restore health. 

Furthermore, Duncombe and Howe (as cited in Wazakili, 2001), stated that, efforts need to be 

made to encourage people to be healthy, to know how to stay healthy, to do what they can, 

individually and collectively, to maintain health and to seek health as needed. These views, 

according to Magzoub (as cited in, Wazakili, 2001), are not new, enabling people with 
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disabilities to live independently has always been a Physiotherapy goal, the problem lies in the 

way this philosophy is turned into action, that is, how best to convert theories into practice. 

Physiotherapists are experts in both their understanding of pathology, risk factors for chronic 

disease and exercise and movement. These factors make Physiotherapists the ideal 

professionals to lead health promotion initiatives on an individual and group or community 

level (WCPT, 2016). The benefits of exercise is well known, and it promotes fitness and 

physical as well as psychological wellbeing. It is a powerful remedy for many patho-

physiological impairments that can be prevented by the intervention of a Physiotherapist 

(WCPT, 2016; Bury & Moffat, 2014). Hence, within a collaborative inter-professional PHC 

team, Physiotherapists will support strategies for health promotion and disease prevention, as 

well as identify and treat a variety of health conditions (Fricke, 2005). 

 

2.8.3 Health Education  
 

Health education has been described as: ‘communication activity aimed at enhancing positive 

health and preventing or diminishing ill health in individuals and groups through influencing 

the beliefs, attitudes and behavior of those with power and of the community at large’ (Pryor 

& Webber, as cited in Wazakili, 2001). Pryor and Webber (as cited in Wazakili, 2001), further 

stated that, some of the conditions that are managed by Physiotherapists, such as, chronic 

degenerative arthritis and irreversible paraplegia, are not amenable to cure. Therefore, there is 

always a need for a long-term programme of management and education, in addition to any 

short-term treatment. Also, most physical treatment that is administered is generally only 

beneficial if it is continued between periods of direct contact with the therapist and is 

augmented by self-care strategies on the part of the patient. Effective management of most 

patients receiving Physiotherapy is influenced as much by what takes place in the patient’s 
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personal, domestic and social life as well as by what occurs in the health care setting. Therefore, 

it would seem that Physiotherapists in PHC would assume a role close to that of an educator or 

consultant as well as that of a traditional healer (Wazakili, 2001). 

Education of clients, their family members and the community, play vital roles in both the 

prevention and rehabilitation aspects of Physiotherapy services. Examples of common 

educational practices employed by Physiotherapists in a PHC setting, includes conducting 

antenatal exercise classes, education and training of community based care workers or 

volunteers and education on topics such as ergonomics and kinetic handling for manual 

laborers (WCPT, 2016; HPCSA, 1976). Also, the result in a recent study by Castille et al. 

(2015), on a one‐year follow‐up of women who participated in a physiotherapy and health 

education program before and after obstetric fistula surgery, showed a significant improvement 

in quality of life and residual stress incontinence when women are encouraged to continue 

exercise. 

 

2.8.4 Treatment of Acute and Chronic Conditions 
 

Physiotherapists are considered experts in the diagnosis and management of acute and chronic 

neuromuscular and skeletal conditions such as back pain and arthritis that is commonly 

encountered in a PHC setting (Odebiyi, Omotunde, Aiyejusunle & Olalekan, 2008). In 

performing these roles, according to University of Manitoba, School of Medical Rehabilitation 

(n.d.), Physiotherapists employ a holistic approach toward the individual. Special skills are 

utilized in treating the individual to obtain maximum functional independence, with less 

complications. A study by Saw (2015), evidenced that, a six-week Physiotherapist-led exercise 

and education intervention brought about significant long term improvements, in pain 

interference and functional walking ability, in patients with osteoarthritis, awaiting a joint 
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replacement, compared with a control group. Such a programme also appears to have 

significant and sustained improvements in pain severity and disability. 

 

2.8.5 Rehabilitation 
 

 Several challenges to accessing good health care service among rural dwellers, for example 

long distances to health care facilities and poor public transportation systems, have been 

highlighted in the literature (Mbada et al., 2015; Abdulraheem et al., 2012; Igwesi-Chidobe, 

2012; Ganiyu, 2008; Abereoje, 1988). As members of the MDT with extensive understanding 

of communal participation, Physiotherapists are also trained to act as care managers or 

navigators for the community, as they traverse through the health care system and the 

rehabilitation process (Romanow, 2002; Health Canada, 2000). In addition, findings from a 

recent study by Dambi (2013), suggests that the provision of care within a community setting 

is preferable in that it is associated with a greater improvement in functioning, greater 

satisfaction with services and better compliance. Also, a study by Olaleye, Hamzat and 

Owolabi (2013), revealed that PHC-based Physiotherapy interventions among community – 

dwelling stroke survivors, resulted in improved motor function, community reintegration, 

walking speed, postural balance and quality of life.  

Rehabilitation plays a vital role, in reducing the effect of impairments, on the activities of daily 

living, and community participation of persons living with disabilities (World Health 

Organisation [WHO] 2011). It entails restoring any person with a physical impairment to 

optimal function and independence. As experts in neurology and a wide spectrum of congenital 

and acquired disabilities, Physiotherapist are the pillars of the rehabilitation team (WCPT, 

2016; HPCSA, 1976). Though, Rehabilitation services are provided by a multidisciplinary 

team, Physiotherapists and Occupational therapists are most often, involved in rehabilitation 
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services in the rural communities (Bateman, 2012; WHO, 2011). A multidisciplinary approach 

in providing rehabilitation services, has been established to be more effective in comparison to 

rehabilitation services provided by individual providers alone, in different populations, 

irrespective of the studied population (Ennion & Rhoda, 2016). In most low and middle income 

countries however, multidisciplinary rehabilitation services are either lacking or inadequate 

(Ennion & Rhoda, 2016; Bateman, 2012). Major lower and upper limb amputations and other 

vital organ surgeries, result in a significant psychological trauma, functional disability and 

general poor quality of life for the amputee or post operated patient. The holistic, patient 

centred rehabilitation of an amputee or post operated patient requires input from a team of 

dedicated health professionals from different disciplines commonly referred to as a 

multidisciplinary team (MDT) (Ennion & Rhoda, 2016). MDT rehabilitation is considered 

crucial in the reintegration of the amputee or post operated patient into the community, as well 

as for providing psychological support after limb or vital organ loss. Physiotherapists as part 

of the MDT, have vital roles to play in the primary, secondary and tertiary prevention and 

management of disabilities, especially in low and middle income countries (Wickford & 

Duttine, 2013). 

 

2.9 Dearth of Rehabilitation Services in the Nigerian PHC Settings 
 

It is important to dispel the misconception that community is synonymous with rural 

populations (Gillam & Levenson, as cited in Wazakili, 2001). The urban communities are 

equally lacking in comprehensive PHC, especially in Physiotherapy services. This would 

require resource gathering and networking between service providers and service recipients 

(Wazakili, 2001). Improved health technology, increased life expectancy, increased hospital 

stay and the current growth in the population, have increased the need for Physiotherapy and 

other rehabilitation services in the PHC settings (Eke, 2017). Consequently, Physiotherapy 
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services in the PHC settings in Nigeria has been inadequate to provide the necessary services 

to the growing health needs of the populace (Hamzat, 2016). According to WHO (2006), 

neglecting the rehabilitation needs of the majority of the population is an ethical issue. Hamzat 

(2016), identified three challenges that affect Physiotherapy services especially in the PHC 

settings in Nigeria as, shortage of manpower, poor government policy and inter-professional 

rivalry. Thus, the seemingly slow pace at which rehabilitation services in general and 

Physiotherapy services in particular are developed, compared to other medical services, is 

evidence of the neglect of the rehabilitation needs of the general public by the policy makers. 

Lack of reliable health information on health and ill-health, has also been identified as one of 

the major obstacles to the effective provision of rehabilitation, in this case Physiotherapy 

services in Nigerian PHC settings (Mbada, Adedoyin, Ogundele & Awotidebe, 2015; Maclaren 

& Philpott, as cited in Wazakili, 2001). The authors of numerous studies observe that statistical 

information on disability and rehabilitation is not collected in a systematic and sustainable way 

(Grandisson, Herbert & Thibeault, 2014; Shields & Synnot, 2014; Cornielje, Velema & 

Finkenflugel, 2008). This is because, the therapy professionals such as Physiotherapists and 

Occupational therapists, as well as the policy makers who are thought to be responsible for 

information gathering, are often not found in the PHC settings (Stans, Stevens & Beurskens, 

2013; Edwards, Delany, Townsend & Swisher, 2011). Perhaps this is why rehabilitation 

services have such little status and recognition within the broader PHC services (Mbada et al., 

2015; Browne et al., 2012; Van Rooy et al., 2012). 

 

2.10 Primary Care Models and Physiotherapy 
 

In primary care (PC), Physiotherapists as health professionals, have been playing active roles 

to improve patients health status. Boissonnault (2010), differentiates the population of patient’s 
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characteristic in a primary care clinic setting, from those in a characteristic tertiary out-patient 

hospital settings. The study revealed that, the treatment course is usually shorter in a primary 

care setting, and the Physiotherapist addresses prime sources of symptoms, as opposed to 

different causative factors (Boissonnault, 2010). Though, there may be some similarities in the 

treatment protocols, the population of patients in a primary care clinic, is usually unwilling or 

unable to return for as much follow-up care. Preliminary aims of treatment, are therefore 

prompt resolutions of symptoms and degree of disability to the patients’ self-management level 

and minimization of recurrence (Fricke, 2005). 

Physiotherapists’ expertise in musculoskeletal evaluation, which is not shared by other health 

care professionals is well established (Connolly, DeHaven & Mooney, as cited in Oke & 

Kubeyinje, 2013; Roberts, Adebajo & Long, 2002). This knowledge and skills in 

musculoskeletal evaluation and management has led to an expanded roles for Physiotherapists 

in several international jurisdictions, which have been proven to be cost effective without 

compromising the standard of care, and has also reduced hospital costs for patients (Oke & 

Kubeyinje, 2013). 

Outlined below, are some of the global examples of models of PHC with Physiotherapy playing 

vital roles: 

 

2.10.1    American Military Model 
 

Physiotherapists as health care professionals, working in the American military forces, have 

been given more responsibilities and functional roles, since the Vietnam War, which began 

from 1962 to 1973 (Boissonnault, 2010). Their functional roles and responsibilities, were 

initiated and introduced in support of the orthopedic surgeons assigned to the Army hospitals 

in Vietnam military base, which could not keep up or continue with the non-surgical demands 
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of their practice. The Physiotherapists’ extended roles during these period include; the timely 

assessment and management of non-surgical neuromuscular conditions, under the observation 

of Physicians, but with no referrals. The outcome, included shorter waiting time and a rapid 

return to duties (Boissonnault, 2010).  Physiotherapists working with the military forces receive 

appropriate and suitable training, to order diagnostic imaging tests and prescription of non-

steroidal anti-inflammatory drugs for injured soldiers. However, Physiotherapists working with 

the Military are not expected to diagnose non-musculoskeletal pathologic conditions, but are 

expected to make proper referrals to those who can make the right diagnosis. 

Results of this model have been reported as early as 1975 in a research conducted by James 

and Stuart (1975), who showed that, Physiotherapy management was not only a viable 

alternative for care of patients’ low back pain, their Physicians and  Physiotherapists, but it also 

resulted in reduction in radiographic investigation by 50% and a faster service delivery. This 

model was fully supported by the orthopedic surgeons in an adult populace, but they did not 

support Physiotherapy screening in the areas of geriatrics, trauma and pediatrics (James & 

Stuart, 1975). The advantages of this model have been stated as; 1) prompt assessment and 

management for patients with neuromuscular conditions; 2) decrease in sick call visits; 3) 

promotion of quality health care; 4) more suitable use of Physician services, and 5) more proper 

use of Physiotherapist education, training and experience (Boissonnault, 2010). 

 

2.10.2    Physiotherapy Consultation Model (United Kingdom & the 

Netherlands) 
 

Physiotherapists have been used as consultants and triage specialists more recently in the area 

of musculoskeletal conditions in some European countries such United Kingdom and 

Netherlands. In a study by Hattam and Smeatham (2010), it was recorded that most patients on 

an English orthopedic waiting list (72.4% of 76 persons) could be effectively and well managed 
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by a Physiotherapist with broad understanding and practical skills in musculo-skeletal 

conditions and supplementary training in the use of corticosteroid injections. Four clients 

(5.3%) needed to re-consult with their family doctor with the same condition within one year. 

Daker-White et al. (1999), also found a similar result in their study which they conducted in 

the United Kingdom, and concluded that orthopedic Physiotherapists were as effective and 

active as post-fellowship junior orthopedic doctors in the early evaluation and management of 

new referrals. Additionally, they engendered lower hospital indirect costs. 

Jibuike et al. (2003), found in their study similar positive results, of Physiotherapists evaluating 

knee injuries in an English accident and emergency unit. In yet another research by O’Cathain, 

Frogett and Taylor (as cited in Dufour, Brown and Deborah, 2014), it was reported that 

Physiotherapists, who work in general practitioners’ place of work, led to 17% less referrals to 

Rheumatology and also 8% less referrals to Orthopaedics over a one-year period.  

Hendriks et al. (2003), also investigated the use of consultation services of Physiotherapists by 

a group of PHC physicians in the Netherlands. It was reported that, the Physicians were pleased 

and satisfied with the Physiotherapy consultation and altered their treatment protocols in almost 

50% of the cases that they referred. Increased referrals to Physiotherapy was noted with a 

simultaneous 50% reduction in referrals to medical specialists (Hendrik et al., 2003). This 

confirmed the author’s finding in a previous study, where general practitioners referred only 

14% of an intended 28 to a medical specialty, following a physiotherapy skills and consultation 

(Hendriks et al., 1996). 

 

2.10.3     Private Industry Model 
 

In a study by Monahan (1994), it was revealed that, Physiotherapy services in private industry 

reduce and ease the number of working days of staffs lost by as much as 60%. Furthermore, 
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employees’ reimbursement, claims of compensations and over-all medical costs have been 

reduced. This model integrates the traditional Physiotherapy practices, in addition to other 

responsibilities. According to Monahan (1994), a Physiotherapist hired in the private industry, 

may or may not work alongside a Physician, but is generally a member of a broader MDT. 

Physiotherapists’ professional responsibilities in the private industry, may include evaluation 

of employee neuromuscular conditions, work-related soft tissue injuries, ergonomic evaluation 

of the worksite, as well as injury prevention strategies (Monahan, 1994). 

Kaiser Permanente (KP), the leading non-profit health maintenance organization (HMO) in the 

United States of America, was founded in 1945 and functions in five states and attends to 

almost nine million Americans (Boissonnault, 2010). It is characterized by a pre-payment 

structure, and was originally designed for workers and their families of the Kaiser managed 

shipyards and steel mills in 1942. Recently, according to Boissonnault (2010), they redesigned 

their adult primary care clinics, with a MDT approach in mind. After piloting Physiotherapy 

services in several of their clinics, Physiotherapists were hired in approximately half of their 

100 clinics in northern California in 1997. After initial triage by a trained staff member using 

referral processes and algorithms, patients can be directly referred to the Physiotherapist on 

staff. The KP model has integrated the services of Physiotherapists, Clinical health educators, 

Pharmacists, Behavioural medicine specialists, in addition to Physicians, Nurses, and Medical 

assistants (Boissonnault, 2010). 

Although, the World Confederation for Physical Therapy (WCPT) has advocated for 

Physiotherapists’ direct access to patients, according to Bury and Stokes (2013), it still remains 

unknown, the extent to which it exists worldwide. Bury and Stokes (2013) further state that 

among the facilitators and barriers to Physiotherapy direct access, are professional legislations, 

roles of politicians, policy makers and the medical profession. In a further study, Bury and 

Moffat (2014), asserted that population based interventions and legislation has the propensity 
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to effect positive interventions for behavioral change in management of NCDs. Bury and 

Moffat (2014), further state that combating NCDs as a society wide problem would require a 

comprehensive and all-inclusive engagement throughout the lifespan. Evidently, according to 

Dean et al (2014), Physiotherapy client education and exercise have been established as 

hallmarks of practice and the unequivocal effectiveness of these interventions in preventing, 

managing and in most cases reversing of chronic NCDs. Dean et al (2014) further state that 

among the established health professionals, Physiotherapists: 

 are the quintessential non-invasive practitioners whose specialties involve patient/client 

education, exercise and physical activity prescription and hands-on interventions in a 

biopsychosocial paradigm 

 generally have a practice pattern to effect a long-term lifestyle behavioural change, 

specifically long visits over prolonged time of weeks or months 

 have practices that are cost effective compared with pharmacologic and surgical 

interventions for chronic NCDs. 

Based on these attributes, Dean et al (2014), assert that Physiotherapists are well positioned 

to contribute in tackling the scourge of NCDs in a multidisciplinary team (MDT). 

2.11 Summary 
 

The literature review process has provided a lens through which the relevance of Physiotherapy 

in the PHC context has been highlighted. This study was situated on the conceptual framework 

of community/public health nursing for PHC (Stanhope & Lancaster, 2015). The three pillars 

of PHC described in this framework include equity, interdisciplinary collaboration and 

community participation. This framework was employed because there is no clearly defined 

Physiotherapy conceptual framework for PHC. As health challenges are increasingly becoming 

complex (e.g. NCDs), they create more levels of inter-dependency among health care providers 
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who deal with such multifarious problems. The Ottawa Charter (WHO, 1986), acknowledges 

the complexity and multifaceted health phenomenon that encompasses the biopsychosocial 

elements in a broader context. Health policies globally are focusing on potentials for 

interdisciplinary collaboration among health professionals, to improve efficiency and effective 

care for patients. This is due to increasing health services’ demand by the populace as a result 

of increasing chronic disease related aging population needs. The limitations of selective PHC, 

such as A) Community based Physiotherapy – which focuses on disability management, B) 

Community based rehabilitation – which focuses on transfer of knowledge about disability and 

basic rehabilitation skills to people with disabilities, their families and communities, C) The 

Verticalists – which focuses on disease control, and D) The integrationists – which focuses on 

disease control and health promotion, makes it imperative for interdisciplinary collaboration 

among health care professionals through a comprehensive PHC. This will ensure equity in 

health service’ delivery and also encourage community participation.  The need for 

Physiotherapists to take on additional roles in disease/disability prevention and health 

promotion through the comprehensive PHC, cannot be over-emphasized. 
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Chapter Three: Methodology 
 

3.1 Introduction 
 

In this chapter, an overview of the study design, methodological approach and rationale for 

such approach is presented. This is followed by a description of the research setting, 

participants and sampling method used in the study. Furthermore, the chapter describes the 

methods of data collection, and statistical data analysis. In addition, the ethical issues of the 

study are explained. 

 

3.2 Research Setting 
 

This study was conducted in Rivers East Senatorial district of Rivers State, Nigeria, which is 

also known as Rivers and is one of the thirty six States of Nigeria. According to the 2006 

national population census, the State is the sixth most populous State in the country with a 

population of 5,198,716. The State is also the 26th largest State in the country with a total area 

of 11,077 km2 (4,277 mi2). The State, with Port-Harcourt as its capital and largest city, is 

economically significant as the centre of Nigeria’s crude oil industry. Rivers State, located in 

the Southern part (South-South region), of Nigeria, is bounded on the South by the Atlantic 

Ocean, to the North by Imo, Abia and Anambra States, to the East by Akwa- Ibom State, and 

to the West by Bayelsa and Delta States. Rivers State is home to many indigenous ethnic groups 

such as Abua, Egbema, Ekpeye, Eleme, Engenni, Etche, Ibani, Ikwerre, Kalabari, Obolo, Ogba, 

Ogoni, Okrika and Opobo, among others. Though, English is the official language of the State, 

Pidgin English in addition to local dialects, is the most widely spoken language in the state. 

The people of Rivers State are predominantly subsistence farmers. Rivers East Senatorial 

district, being the most populous of the three senatorial districts in Rivers State was purposively 
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chosen for this study. Rivers East Senatorial district has an estimated population of 2.7 million 

(2006 National Population Census). 

       Rivers South East Senatorial 

district 

         Rivers West Senatorial district 

         Rivers East Senatorial district 

           

 

 

  Figure 3.1 Map of Rivers State, Nigeria. 

 

3.3 Study Design 
 

Multiple methods were used in this study. In order to answer the first objective of the study, a 

quantitative approach was followed to determine the participants’ awareness of the different 

roles of a Physiotherapist. Subsequently, a qualitative approach was used to explore the 

perceptions of clinicians and clinical assistants regarding the roles of a Physiotherapist in a 

PHC setting. 

 The quantitative approach used a self-administered questionnaire (reliability [ = .879] and 

validity established), to collect data from clinicians and clinical assistants on the awareness of 

roles of Physiotherapy in a PHC setting (Appendix 11). The qualitative approach used focus 

group discussions (FGD), to explore the perceptions of other health care professionals (type 3 

PHC clinicians/clinical assistants) on the roles of Physiotherapy in PHC (Appendix 10). 
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3.4 Study Population 
 

The target population for this study were all 453 PHC professionals (Clinicians and Clinical 

assistants) working in Rivers East Senatorial district, with at least two years working 

experience in a PHC setting. 

3.5 Methods of Data Collection and Procedures 
 

The data collection procedure for this study is described according to its component parts. 

3.5.1 Quantitative Component: To Determine the Awareness on the Roles 

of Physiotherapy in PHC by Other Health Care Professionals 
 

This component entails information gathered on the awareness on roles of Physiotherapy in a 

PHC setting by other health care professionals (type 3 PHC clinicians/clinical assistants). A 

descriptive cross-sectional survey study design was employed for this study. This design was 

appropriate for this study because it linked the type of profession and working experience with 

the awareness of the roles of Physiotherapy in a PHC setting (Polit & Beck, 2010). Clinicians 

and clinical assistants with a minimum of two years working experience were recruited to 

participate in this study. 

 

3.5.1.1 Study Population and Sampling Strategy 
 

Currently, the Rivers East Senatorial district is divided into eight local government areas, 

namely; Emohua, Etche, Ikwerre, Obio/Akpo, Ogu/Bolo, Okrika, Omuma and Port-Harcourt 

local government areas (L.G.A). According to the Rivers State Primary Health Care 

Management Board ([RSPHCMB], personal communication, January 7, 2018), there are one 

hundred and thirty four (134) primary health care facilities, spread across the eight L.G.As., in 

the Rivers East Senatorial district. Each health facility is classified based on the minimum 

standard for PHC in Nigeria by the National Primary Health Care Development Agency. 
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Currently, the nomenclature of health facilities in Rivers State include: Model primary health 

centre (MPHC), Comprehensive health centre (CHC), Primary health clinic (PHC) and Health 

post (HP). The health facilities are further designated as: type 1 (health post), type 2 (primary 

health clinic) and type 3 (model primary health centre and comprehensive health centre). 

According to the RSPHCMB, there are at least ±453 health care professionals employed in 

type 3 primary health care facilities in Rivers East Senatorial district (personal communication, 

January 7, 2018). The type 3 PHC facilities were purposefully chosen for this study based on 

its wider population coverage, population based health service responsibility and 

clinical/clinical assistants staff strength as compared to other primary health care facilities 

(Table 3.1). The population of this study, therefore, consists of all health care professionals in 

type 3 primary health care facilities of Rivers East Senatorial district at the time of data 

collection. 

A non-probability (convenient) sampling strategy was employed for this study (Etikan, Musa 

& Alkassim, 2016). Participants were recruited from both rural and urban type 3 PHC facilities 

in Rivers East Senatorial district (Appendix 7). To determine the sample size for the 

quantitative component, a power calculation, based on Yamane’s formula was employed. At 

95% confidence interval and a 5% error margin, at least 216 health care professionals had to 

participate in this study (Yamane, 1967). Although, the sample size was calculated based on 

the estimated number of type 3 health care professionals (HCPs) provided by the Rivers State 

PHC management board (RSPHCMB), the process of distributing 300 questionnaires was 

based on the information obtained from the administrative heads of designated health care 

facilities during a familiarization visit. According to the informants, most members of staff 

were involved in a government sponsored programs outside their designated facility, hence 

could not be easily reached. Also, some of the PHC facilities could not be reached due to 

unfavourable security report from the directors of health of the local government areas.  
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However, a total of three hundred (300) questionnaires were distributed to type 3 primary 

health care professionals in the Rivers East Senatorial district. Participants were recruited from 

thirty eight conveniently selected type 3 PHC centres, situated within five out of eight local 

government areas in the Rivers East Senatorial district. Of the 300 questionnaires that were 

distributed, 64 were not returned before the final submission date that was provided. Also, 

7.2% (17), of the returned questionnaires were excluded from the final analysis (e.g. health 

information officers) as they were not considered health care professionals in this context. A 

response rate of 73% (N = 219/300 x 100), was therefore achieved. A final sample size thus 

consisted of 219 type 3 PHC professionals (clinicians/clinical assistants). 

Table 3. 1: Types of Public Primary Health Care Facilities in Nigeria; Staff and Expected 

Coverage Area 

Old Nomenclature For 

Health Facility 

New 

Nomenclatur

e For  Health 

Facility 

Service Delivery 

Area 

Estimated 

Coverage 

Population 

Personnel 

Comprehensive 

Health Centre, Model 

PHC Centre 

Primary 

health 

centres 

Political Ward Ten 

Thousand 

(10, 000) to 

Twenty 

Thousand 

(20, 000) 

Medical Officer, 

Dentist/Dental 

Technician, 

Optometrist/Opticia

n, Community 

Health Officer, 

Nurse/Midwife, 

Community Health 

Extension Worker, 

Pharmacist/Pharmac

y Technician, 

Laboratory 

Scientist/Laboratory 

Technician, 

Environmental 

Officer, Medical 

Records Officer 

Maternity Centre, 

Basic Health Centre 

Primary 

Health 

Clinics 

Settlement 

groups/Commun

ities or 

Neighbourhoods 

Two 

thousand 

(2000) to five 

thousand 

(5000) 

persons 

Midwife/Nurse, 

CHEW, Health 

Attendant/Assistant, 

Security Personnel. 
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Dispensary Health Posts Village 

level/Settlement

s. 

Five hundred 

persons. 

Managed by at least 

a Junior Community 

Health Extension 

Worker, who 

supervises 

community resource 

persons (CORPs) 

working within the 

community. 

 CORPs – Traditional birth attendants, Volunteer health workers and other community 

based service providers, duly trained and recognized by the LGA. 

3.5.1.2 Research Instruments 
 

The literature review process showed paucity of instruments, specifically about the roles of 

Physiotherapy in a PHC setting. A standard questionnaire to answer the research questions 

could not be found. Consequently, a self – administered questionnaire (Appendix 11 A - G), 

was developed based on the literature (Bury & Moffat, 2014; Bury & Stokes, 2013; Labelle & 

Swaine, 2002) and the roles of the Physiotherapist in global health and PHC as outlined by the 

World Confederation of Physiotherapy (WCPT, as cited in Dean, de Andrade & Donogue et 

al., 2014). Excerpts from these works, together with the aim and objectives of this study, guided 

the development of questionnaire items. The questionnaire consists of two sections outlined 

below: 

 Section A: Socio – demographic information (Q1 – Q7) (Appendix B) 

The self-administered questionnaire addressed socio-demographic details of the participants, 

particularly, age, gender, profession, institution, qualification, working experience in other 

healthcare settings, including overseas practice experience and years of working experience in 

the PHC setting. 
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 Section B: Awareness on Roles of Physiotherapy in PHC (Part A – E) (Appendix C – G) 

This section contained five individual Likert sub – scales, in accordance with the different 

responsibilities of a Physiotherapist, especially in a PHC setting, namely; 1) Health promotion, 

2) Health education, 3) Disease/Disability Prevention, 4) Treatment and 5) Rehabilitation. The 

complete questionnaire (25 items) as well as each of these five sections is considered a Likert-

scale (as opposed to a Likert-type scale) as defined by Boone and Boone (2012). Each sub-

scale contained four to six questions designed to establish the awareness of other health care 

professionals as regards the roles of Physiotherapy in a PHC setting. Responses were scored 

on a five – point Likert scale, ranging from ‘strongly disagree’ to ‘strongly agree’.  

A) Health Promotion (Appendix C)– this part contained 4 items sub – scales, designed to 

measure the awareness of other health care professionals on the roles of Physiotherapy in health 

promotion. Responses were scored on a five – point Likert scale, ranging from ‘strongly 

disagree’ to ‘strongly agree’. A sum score was computed by adding the scale items together 

(= .663). 

B) Health Education (Appendix D) – this part contained 6 items sub – scales designed to 

measure the awareness of other health care professionals on the roles of Physiotherapy in health 

education. Responses were scored on a five – point Likert scale as recommended by Boone 

and Boone (2012). A total score was computed by adding the scale items together (= .753). 

C) Disease/Disability Prevention (Appendix E) – this part contained 5 items sub – scales 

designed to measure the awareness of other health care professionals on the roles of 

Physiotherapy on disease/disability prevention. The total score for the Likert type survey was 

computed by adding the scale items (= .705).  

D) Treatment (Appendix F) – this part also contained 5 items sub – scales designed to measure 

the awareness of other health care professionals on the treatment roles of Physiotherapy in a 

http://etd.uwc.ac.za/



52 
 

PHC setting. A total score for the Likert survey was computed by adding the scale items (= 

.682). 

E) Rehabilitation (Appendix G) - this part contained 5 items sub – scales designed to measure 

the awareness of other health care professionals on the rehabilitation roles of Physiotherapy in 

a PHC setting as recommended by Boone and Boone (2012). A total score was computed by 

adding the scale items together (= .821). 

A sum score for the levels of awareness on the roles of Physiotherapy in a PHC setting was 

computed by adding the scales items together ( = .879). The total score for each participant 

was constructed on a continuous scale, by adding the number of scaling items  ranging from 

strongly disagree to strongly agree (1 = strongly disagree, 2 = disagree, 3 = undecided, 4 = 

agree, 5 = strongly agree), with higher scores indicating participants’ increased awareness on 

the roles of Physiotherapy in a PHC setting. The following criteria were used for awareness 

categories: inadequate (scored a mean of 1 or 2 on the Likert scale) ≤ 49% scores, marginal 

(scored mostly 3 and 4) ≥ 50 – 79% scores and adequate (scored 4 and 5) for ≥ 80% scores. 

The criteria for adequate was set fairly high, as all the given statements were true, and 

participants simply had to agree or disagree with the statement. If the participant was either 

“undecided” or “disagreed” with the statement, it would reflect inadequate or low awareness 

of that specific role. 

 

3.5.1.3 Research Questionnaire Pilot 
 

The research questionnaire was piloted in order to establish clarity and resolve concerns that 

could be raised by participants. The questionnaire was piloted with ten (type 3) primary health 
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care professionals asking them to complete and return with comments attached. All feedback 

were considered and changes made did not affect the questionnaire content or scale items. 

 

3.5.1.4 Validity and Reliability 
 

Validity refers to the idea that an instrument measures what it is required to measure (Polit & 

Beck, 2010). To ensure its validity, a draft of the questionnaire was subjected to expert peer 

review and other health care professionals who have experience, working in the PHC settings. 

This was necessary to check for face and content validity (Newman, Lim & Pineda, 2013). All 

discrepancies and recommendations were addressed before the study commenced. The data 

collection instrument was then piloted among 15 other PHC professionals, to check for clarity. 

The 15 pilot participants were not included in the final study sample. Comments and 

recommendations that arose from the pilot were addressed prior to commencement of the study. 

Reliability refers to the accuracy and consistency of information obtained from a study (Polit 

& Beck, 2010). To ensure reliability of the study instrument, a test- retest was conducted after 

two weeks of piloting (Labelle & Swaine, 2002). The findings of this study is only 

generalizable to type 3 primary health care professionals in Rivers East Senatorial district, since 

a sample size of 216 was achieved according to Yamane’s formula. 

 

3.5.1.5 Procedure  
 

The research setting for this study was Rivers East Senatorial district. Thirty eight (38) type 

three PHC centres (Appendix 7), were conveniently selected from five out of eight local 

government areas of Rivers East Senatorial district, for the administration of survey materials 
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(questionnaires), for the quantitative component. Similarly, three PHC centres were 

purposively selected for the FGDs, for the qualitative component. 

After obtaining permission from the relevant authorities (Rivers State Primary Health Care 

Management Board, Rivers State University Medical Centre and Ignatius Ajuru University of 

Education), the researcher telephonically contacted the director of PHC centres in selected local 

government areas and medical centres respectively, to arrange for an appropriate time to meet 

in person and to explain the purpose of the research. The researcher thereafter, visited the 

selected PHC centres to interface with the head of the various PHC centres and to familiarise 

himself with the centres and clinical staff strength. A cross – sectional survey of thirty eight 

PHC centres took place (N = 300). Questionnaires were administered to type 3 PHC facilities 

based on available number of clinical and clinical assistants’ staff. The number of 

questionnaires given to each facility ranged from 5 to 12 for the individual facilities at the time 

of data collection.  Although questionnaires were distributed to the health facilities in the month 

of January, actual data collection was from February to March, 2018. Questionnaires were hand 

delivered to head of each facility, who in turn distributed according to the clinical staff strength 

of the type 3 health facilities. Participants were requested to complete the forms and return it 

to the head of their facility. Each facility was given one week for completion and return of 

questionnaires. A response rate of 73% was achieved (n = 219). Data collection effort ended in 

March, 2018. 

 

3.5.1.6 Data Analysis 
 

Data from the questionnaire were encoded into a data base and descriptive statistics was used 

to analyse the survey data. Analysis was conducted with the help of a computer based statistical 

package for the social sciences software, version twenty five (IBM SPSS 25.0). Frequency 
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analysis was applied to each questionnaire item. Demographic data were reported in 

percentages, mean standard deviation and presented in frequency tables. Inferential statistics 

such as the independent samples t – test was employed to compare mean scores of health 

professional groups (Clinicians vs Clinical Assistants) on their awareness on the roles of 

Physiotherapy in a PHC setting. Statistical significance was set at an alpha level of 5% (p = < 

0.05). 

3.5.2 Qualitative Component: Exploration and Description of Perceptions 

of Roles of Physiotherapy in PHC by Other Health Care Professionals 
 

This component entails information gathered on perceptions of roles of Physiotherapy in PHC 

by other health care professionals (HCP). An exploratory research design was employed to 

conduct this study with the aim of preserving and representing the voices of participants 

(Maxwell, 2012). The exploratory design allows the researcher to gather information about the 

experiences and perceptions of the participants within the study context. According to Östlund, 

Kidd, Wengström and Rowa-Dewar (2011), studies that have an exploratory and explorative 

approach, can address issues of concern for therapists such as, discovering what you did not 

know previously, refinement of questions and establishing a clearer definition of the identified 

problems. Marshall and Rossman (2014), further state that, studies that are exploratory, build 

deep or intense descriptions of complex perceptions that are unexplored within the literature. 

This study therefore used an exploratory approach to explore the underlying perceptions that 

might inform their awareness of the roles of Physiotherapists in PHC in more depth. 

 

3.5.2.1 Study Population and Sampling strategy 
 

A non-probability (purposive) sampling strategy was employed for this study (Etikan, Musa & 

Alkassim, 2016). Participants were purposively recruited from three PHC centres (2 Urban and 
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1 rural type 3 PHC centres). A total of 18 health care professionals that completed the baseline 

questionnaire were invited to participate in the FGDs, unfortunately, one of the participants 

had to excuse himself to attend to some exigencies before the commencement of the FGD. 

Hence, a total of 17 health care professionals (94.4%) participated in the three FGDs. All the 

professions that consented to participate in the study were represented. The professionals 

served both rural and urban populations with 12 professionals domiciled in the urban areas. 

This geographical spread was necessary in order to capture the widest range of perceptions 

among the health care professionals within the type 3 PHC settings in Rivers East Senatorial 

district. 

 

3.5.2.2 Research Instruments 
 

Focus group discussions, with the aid of a voice recorder and field notes were employed as 

instruments of data collection in the qualitative component. This was to ensure validity check 

and availability of data for scrutiny (Charmaz, 2014). A grand opening question for example: 

“Do you have any personal experience of working in a multidisciplinary team with a 

Physiotherapist, can you share your experience?” (Appendix 10), was used during focus group 

discussions. This question was followed by some other open-ended questions and probing, 

aimed at eliciting positive and negative perceptions on roles of the Physiotherapist from 

participants. To explore in – depth perceptions of other health care professionals on the roles 

of Physiotherapists within the PHC settings, the researcher made sure a minimum of five health 

care professionals participated in the FGDs (Kitzinger, 1994). 
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3.5.2.3 Research Instrument Pilot 
 

The FGD was piloted with five primary health care professionals asking them to criticise and 

make suggestions on refinement of the questions. The aim of piloting the FGD was to certify 

clarity of the questions, right use of voice recorder and to balance the richness of data 

obtainable from the qualitative component with the scientific rigour of the quantitative 

component (Moretti et al., 2011). All feedbacks were considered and changes made 

accordingly. 

 

3.5.2.4 Procedure  
 

The FGDs were done on a day, time and venue convenient for the participants. FGDs were 

employed to explore the perceptions of other health care professionals on the roles of 

Physiotherapy in PHC. Informed written consent and signing of FGD confidentiality binding 

form were obtained from each participant before the commencement of FGDs. A voice 

recorder and field notes were employed to accurately capture the data until saturation was 

reached. The discussions were conducted in English language and lasted for 60 minutes each. 

Thereafter, snacks and soft drinks were shared with participants as a token of appreciation for 

their time and participation in the research process. 

 

3.5.2.5 Data Analysis 
 

The FGDs’ analysis were done according to Creswell’s process of thematic analysis of 

qualitative data (Creswell & Plano, 2011), with the aid of atlas.ti software, version 8. Analysis 

started with the transcription of information from the audio recordings to produce manuscripts. 

A comparison was made with the notes taken during discussions to verify its accuracy. The 
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analysis was done by reading through the transcripts several times making as many headings 

as possible to describe all the aspects of the contents. Furthermore, grouping of the themes into 

broader categories was done to reduce the number of themes or small categories (i.e. very 

similar categories were conflated into one). The researcher however, emphasized searching the 

categories that had internal convergence and external divergence, which means that the 

categories are internally consistent but distinct from one another (Marshall & Rossman, 1995). 

After the derivation of themes, an independent researcher was asked to read through the 

transcripts and generate themes thus increasing the credibility (validity) and dependability 

(reliability) of the categorizing. Lists of the researcher and independent researcher were then 

compared before final interpretation of data according to the objective and question of the study 

(Walker & Myrick, 2006). 

 

3.5.2.6 Rigour in Qualitative Research 
 

According to Robson (as cited in Burke, 2016), anyone who moves away from studies based 

on quantitative data, is most probable to face criticisms on the reliability of the work not valid, 

and generally undeserving of admittance into the science circle. He asserted further that, the 

qualitative data methodology and its analysis, needs to be rigorous and systematic. Also, Polit 

and Beck (2010), stated that, although generalisability of statistics in quantitative research has 

been ‘cherished’ as the ‘gold standard’ in research, qualitative research seeks not to generalise, 

but provides a rich interpretative context, of some humanoid experience. Creswell and Plano 

(2011), pointed out, that one data resource from either quantitative or qualitative methods may 

not be enough, initial results need to be further explained, hence, the need for a second method 

to enhance a primary method. Crabtree and Miller (1999), further state that, the multiple voices 

in the texts, in qualitative research must be focused on. They also acknowledged that, clinicians 

are often, one of the most vital audiences for PHC research, where research is traditionally 
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defined quantitatively. They also recommend that, it is critical to outline the quality and rigour 

of any qualitative research process. 

 

3.5.2.7 Trustworthiness  
 

According to Shenton (2004), the trustworthiness of qualitative research is often generally 

questioned by positivist, perhaps because their concepts of validity and reliability cannot be 

addressed in the same way in the naturalistic work. The trustworthiness of this study was 

guided by the four criteria to be considered by qualitative researchers, proffered by Lincoln 

and Guba (1985). These criteria include: 

Credibility (in preference to internal validity): To ensure credibility of the FGD, field notes 

were compared and discussed with the participants (member checking) for their accuracy 

(Creswell & Plano, 2011). Furthermore, the transcribed verbatim drafts were given to two 

colleagues who were not involved in the study for their unbiased views and critiques. 

Recommendations raised by them were incorporated into the written notes before the final 

analysis. 

Transferability (in preference to external validity or generalisability): Transferability is the 

provision of robust descriptions that enables the reader to understand the findings of the study. 

To ensure the transferability of the findings, methods employed in data collection, data analysis 

and interpretation were properly described. This gives other researchers the ability to transfer 

the findings of this study to other research/studies. 

Dependability (in preference to reliability): To ensure the dependability of the qualitative data, 

the audit trail, comprising of the methodology, original transcripts, documents for data analysis, 

field notes and comments from member checking, were reported in details. This is to enable 

other researchers who want to adapt the process to do so (Steyl, 2013). 
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Confirmability (in preference to objectivity): This was achieved through the process of audit 

trail which allows any observer/non-researcher to trace the step – by – step course of the 

research via the decision made and the procedure that led to the decision (Lincoln & Guba, 

1985). 

 

3.6 Ethical Consideration 
 

Permission and ethical clearance was obtained from Senate Higher Degrees and Biomedical 

Research Ethics Committee at the University of the Western Cape (Appendix 1). Further 

permission was sought and obtained from the Rivers State Primary Health Care Management 

Board (Appendix 2). Permission was also sought and obtained from the Directors of Health of 

selected local government areas (Appendix 3, 4, 5, 6). Finally, permission was sought and 

obtained from the administrative heads of selected PHC centres. The aims and objectives of 

the study were clearly explained and made available to the relevant authorities and participants 

(Appendix 8). Participation was voluntary and participants were at liberty to decline with no 

untoward consequence. The survey component was anonymous; it is not likely to link 

participants to their responses (Appendix 9). The researcher is the only one with access to the 

staff lists, provided for the purpose of the sampling. Informed written consent and focus group 

binding form were made available to participants before discussion commenced. Participants 

were assured of protection of their identity as information obtained was solely for the study 

and handled with utmost confidentiality. Pseudonyms were employed to protect participants’ 

identity when the results is published. Transcripts and manuscripts are also kept in a locked 

cabinet and no unauthorized person is allowed to have access to the data. Stakeholders and 

participants were assured of availability of results of this study. 
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3.7 Summary 
 

Both quantitative and qualitative methods of data collection were employed for this study. 

Descriptive and inferential statistics were employed for the analysis of the quantitative 

component, while thematic analysis was employed for the qualitative component. The rationale 

for the use of a multiple method’s approach for this study was highlighted. Finally, the ethical 

issues and procedures were also presented. The results of both the quantitative and qualitative 

components are presented in the next chapter. 
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Chapter Four: Quantitative and Qualitative Data Analysis 
 

4.1 Introduction 
 

The quantitative results and the qualitative responses of health care professionals that 

participated in the focus group discussions are presented separately in this chapter. The survey 

results are presented in two sections: a) Frequency tables of socio-demographic data of 

participants and b) Descriptive statistics and inferential analyses were employed to provide 

synopsis of the data set, and potential differences and relationships between the variables were 

explored. The qualitative section comprises the outcomes of the thematic/content analysis of 

the FGDs. 

4.2 Quantitative Data Analysis 
 

Section A: Frequency Tables 

4.2.1 Socio-Demographic Details of Respondents 
 

A total of three hundred (300) questionnaires were distributed to primary health care 

professionals (clinicians and clinical assistants) in the Rivers East Senatorial district. 

Participants were recruited from thirty eight conveniently selected PHC centres (Appendix 7), 

situated within five out of eight local government areas in the Rivers East Senatorial district. 

Of the 300 questionnaires that were distributed, 236 were returned before the final submission 

date that was provided. However, only 219 completed questionnaires met the study inclusion 

criteria as health care professionals (clinicians and clinical assistants), and were included in the 

final data analysis. 7.2% (17) of the returned questionnaires were excluded from the final 

analysis (e.g. health information officers) as they were not considered clinicians/clinical 

assistants in this context. The mean age of participants was 38.5 years (SD = 9.17). The 

majority (63.5%; n = 139) of participants were females. Although, the professions were 

unevenly represented, as shown in Table 4.1 below, the majority of respondents (38.4%) were 
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in the age range of 31-40 years. Also majority of the respondents had at least six years working 

experience in the PHC (Mean years of working experience = 10.6 years; SD = 7.53), with 

82.2% also having experience in other health care settings other than the PHC settings. 

Table 4. 1: Socio-demographic characteristics of health care professionals (N=219) 

Characteristics Frequency (n) Percentage 

Age (Mean = 38.5 years; SD = 9.17 

21-30 years 

31-40 years 

41-50 years 

>50 years 

 

43 

84 

63 

29 

 

19.6 

38.4 

28.8 

13.2 

Gender 

Male 

Female 

 

80 

139 

 

36.5 

63.5 

Working Experience (Mean = 10.6 years; SD 

= 7.53) 

1-5 years 

6-10 years 

11-15 years 

16-20 years 

> 20 years 

 

 

50 

70 

50 

21 

28 

 

 

22.8 

32.0 

22.8 

9.6 

12.8 

 

Profession 

Clinicians Total 

 Physician 

 Nursing/Midwifery 

 Medical Laboratory Scientist 

 Dentistry 

 Pharmacy 

 Radiography 

 Optometry 

Clinical assistants Total 

 Community Health Officers 

 Medical Laboratory Technician 

 Dental Technician 

 Pharmacy Technician 

 

142 

34 

61 

30 

2 

11 

3 

1 

 

77 

41 

15 

4 

17 

 

64.8 

15.5 

28.0 

13.7 

0.9 

5.0 

1.4 

0.5 

 

35.2 

18.6 

6.8 

1.8 

7.8 

Experience in other Healthcare Settings 

Private Hospital 

Mission Hospital 

Federal Hospital 

State Hospital 

Oversea (Abroad) 

Private Pharmacy 

Non-Governmental Organisation 

Private Medical Laboratory 

Ministry of Health 

 

52 

11 

57 

48 

4 

1 

3 

3 

1 

 

23.7 

5.0 

26.0 

21.9 

1.8 

0.5 

1.4 

1.4 

0.5 
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None 39 17.8 

 

4.3 Awareness on Roles of Physiotherapy in PHC by other Health Care 

Professionals (Section B) 
 

Section B of the questionnaire attempted to determine the awareness of the roles of 

Physiotherapy in a PHC setting by other health care professionals. The questionnaire consists 

of five sub-scales and twenty five (25) items with a 5-point Likert scale ranging from strongly 

disagree to strongly agree (1 = strongly disagree, 2 = disagree, 3 = undecided, 4 = agree, 5 = 

strongly agree). The following criteria for awareness categories were used to classify the 

participants’ awareness (table 4.2). Data from the Likert-scale was analysed and presented as 

recommended by Boone and Boone (2012) as a composite score, by adding the total sum of 

the scores out of the total possible score of 125. It was then converted into a percentage in order 

to categorise awareness into Inadequate for ≤ 49% scores, marginal for ≥ 50-79% scores and 

adequate for ≥ 80% scores. Means and standard deviations are presented as a measure of central 

tendency (Boone and Boone, 2012). The criteria for “adequate awareness” was set at a score 

of 80% for correctly identifying the given statements as “true”. The criteria for adequate was 

set fairly high, as all the given statements were true, and participants simply had to agree or 

disagree with the statement. If the participant was either “undecided” or “disagreed” with the 

statement, it would reflect inadequate awareness of that specific role. The study shows that 

overall, only 68% (n = 149) of participants had adequate awareness of the roles of 

Physiotherapy in a PHC setting. Physiotherapists’ role in prevention of disease and disability 

was the least well recognised with only 58% of participants scoring more than 80% for this 

section. 
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Table 4. 2: Awareness of roles of Physiotherapy in PHC (N = 219) 

 

Awareness 

Categories 

 

Frequencies Of Awareness Scores – n (%) 

Mean (Standard 

deviation) 

 

Scoring System 

 

 

Inadequate 

     (≤ 49%) 

 

   

Marginal 

(50 –79%) 

 

              

Adequate 

    (≥80%) 

Total (N = 219) 

(Mean = 38.5; SD 

= 9.17) 

 

Health Promotion  

4 (1.8) 

 

39 (17.8) 

 

176 (80.4) 

4.22 (0.62) 

 

Health Education 

 

4 (1.8) 

 

89 (40.6) 

 

126 (57.5) 

4.14 (0.60) 

 

Disease/Disability 

Prevention 

 

11 (5.0) 

 

81 (37.0) 

 

127 (58.0) 

3.91 (0.73) 

 

Treatment 

 

1 (0.5) 

 

53 (24.2) 

 

165 (75.3) 

4.20 (0.52) 

 

Rehabilitation 

 

 

1 (0.5) 

 

 

33 (15.1) 

 

 

185 (84.5) 

                                 

4.34 (0.56) 

 

Overall 

Awareness Scores 

 

 

2 (0.9) 

 

 

68 (31.1) 

 

 

149 (68.0) 

 

20.50 (2.41) 
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4.3.1 Role of Physiotherapy in Health Promotion 
 

In this study, 19% (n = 41) of the participants were not aware that health promotion 

interventions by Physiotherapists (PTs) are part of the scope of Physiotherapy and can 

potentially prevent disease /disability among the populace (table 4.3) 

Table 4. 3: Role of Physiotherapy in Health Promotion (N = 219): 

 

           Items 

                               Frequency n (%) 

Strongly 

Disagree 

Disagree Undecided Agree Strongly 

agree 

PTs should be part 

of building health 

policy to promote 

good health 

 

 

5 (2.3) 

 

 

- 

 

 

10 (4.6) 

 

 

108 

(49.3) 

 

 

96 (43.8) 

PTs in health 

promotion will 

reduce 

musculoskeletal 

disabilities 

 

 

6 (2.7) 

 

 

1 (0.5) 

 

 

2 (0.9) 

 

 

101 

(46.1) 

 

 

109 (49.8) 

Health promotion 

interventions by PTs 

strengthens 

community action to 

prevent 

disease/disability 

 

 

 

6 (2.7) 

 

 

 

13 (5.9) 

 

 

 

22 (10.0) 

 

 

 

113 

(51.6) 

 

 

 

65 (29.7) 

Therapeutic exercise 

by PTs can be 

beneficial to people 

with coronary heart 

disease, heart failure 

and COPD 

 

 

 

7 (3.2) 

 

 

 

6 (2.7) 

 

 

 

12 (5.5) 

 

 

 

110 

(50.2) 

 

 

 

84 (38.4) 

          

             Total 

 

24 (10.9) 
 
20 (9.1) 

 
46 (21) 

432 
(197.2) 

 
354 (161.7) 
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4.3.2 Role of Physiotherapy in Health Education 
 

Educating people about ergonomics in their place of employment was the least recognised role 

of the Physiotherapist in health education with 76.2% (n = 167) of participants agreeing with 

this statement. (Table 4.4). 

Table 4. 4: Role of Physiotherapy in Health Education (N = 219): 

         

             Items 

                          Frequency n (%) 

Strongly 

Disagree 

Disagree Undecided Agree Strongly 

agree 

Health education is a process of 

implementing health promotion 

 

5 (2.30) 

 

 

 

    4 

(1.80) 

  

 

  6 (2.70) 

 

 

95 

(43.4) 

 

 

109 

(49.8) 

Health education on healthy diet 

and promotion of physical 

activity is part of PT treatment 

 

8 (3.70)

  

 

12 (5.50) 

 

8 (3.70) 

 

116 

(53.0) 

 

75 

(34.2) 

PTs are involved in educating 

people about ergonomics in their 

place of employment 

 

 

1 (0.50) 

 

 

14 (6.40) 

 

 

37 (16.9) 

 

103 

(47.0) 

 

64 

(29.2) 

PTs should promote the 

development of health and 

safety regulations for a healthy 

environment 

 

 

8 (3.70) 

 

 

12 (5.50) 

 

22 (10.0) 

 

117 

(53.4) 

 

60 

(27.4) 

PTs are equipped through their 

education to practice in both 

urban and rural settings 

 

5 (2.30) 

 

6 (2.70) 

 

12 (5.50) 

 

116 

(53.0) 

 

80 

(36.5) 

PTs have important 

contributions to make in PHC 

with regards to education on 

prevention of 

neuromusculoskeletal conditions 

 

 

 

7 (3.20) 

 

 

 

4 (1.80) 

 

 

 

13 (5.90) 

 

 

89 

(40.6) 

 

 

106 

(48.4) 

                        

                       Total 

 

34 (15.7) 

 

52 (23.7) 

 

98 (44.7) 

636 

(290.4) 

494 

(225.5) 
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4.3.3 Role of Physiotherapy in Disease/Disability Prevention 
 

In this study, 27.9% (n = 61) of the participants, were unaware of the fact that disease and 

disability prevention was part of Physiotherapists’ responsibility (Table 4.5). 

Table 4. 5: Role of Physiotherapy in Disease/Disability Prevention (N = 219): 

                 

                   Items 

                                 Frequency n (%) 

Strongly 

Disagree 

Disagree Undecided Agree Strongly 

agree 

Disease/Disability prevention 

is part of the PT responsibility. 

 

17 (7.80) 

 

24 (11.0) 

 

20 (9.10) 

 

103 

(47.0) 

 

55 

(25.1) 

Exercise, particularly aerobic 

conditioning and strength 

training is one of the key 

interventions in preventing 

death and disability from CVD. 

 

 

 

 

9 (4.10) 

 

 

 

 

17 (7.80) 

 

 

 

 

13 (5.90) 

 

 

 

 

105 

(47.9) 

 

 

 

 

75 

(34.2) 

Raised blood pressure which is 

a risk factor for heart attack 

and stroke can be controlled by 

exercise. 

 

 

10 (4.60) 

 

 

9 (4.10) 

 

 

18 (8.20) 

 

 

103 

(47.0) 

 

 

79 

(36.1) 

The implementation of lifestyle 

and behavioural change 

programs can help prevent 

diseases/disabilities. 

 

 

6 (2.70) 

 

9 (4.10) 

 

 

11 (5.00) 

 

 

105 

(47.9) 

 

88 (40.2) 

PTs can play a greater role in 

prevention of NCDs in PHC 

than they are currently doing in 

the secondary and tertiary 

healthcare. 

 

 

 

14 (6.40) 

 

 

 

29 (13.2) 

 

 

 

34 (15.5) 

 

 

 

96 

(43.8) 

 

 

 

46 

(21.0) 

Total 56 (25.6) 88 (40.2) 96 (43.7) 512 

(233.6) 

343 

(156.6) 
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4.3.4 Treatment Role of Physiotherapy 
 

In this study sample, 40.1% (n = 88) of participants did not agree that early diagnosis of disease 

and disability is part of the physiotherapist’s responsibility. However, 90.4% (n = 198) of 

participants, are aware that a structured exercise program can improve impairment and 

disability in people who have had stroke (Table 4.6). 

Table 4. 6: Treatment Role of Physiotherapy (N = 219): 

 

                Items 

                              Frequency n (%) 

Strongly 

Disagree 

Disagree Undecided Agree Strongly 

agree 

Early diagnosis of 

disease/disability is part of 

the PTs responsibility 

 

16 (7.30) 

 

40 (18.3) 

 

32 (14.6) 

 

85 (38.8) 

 

46 (21.0) 

A structured exercise 

program can improve 

impairment and disability in 

people who have had stroke 

 

4 (1.80) 

 

6 (2.70) 

 

11 (5.00) 

 

101 

(46.1) 

 

97 (44.3) 

Physiotherapy health 

education should be 

integrated into PHC 

 

2 (0.90) 

 

3 (1.40) 

 

6 (2.70) 

 

90 (41.1) 

 

118 

(53.9) 

An inter-disciplinary 

approach in the PHC system 

is likely to produce better 

healthcare for the population 

at a lower cost 

 

 

 

3 (1.40) 

 

 

5 (2.30) 

 

 

4 (1.80) 

 

 

97 (44.3) 

 

 

110 

(50.2) 

Interdisciplinary team work 

in the PHC helps a country to 

make better use of highly 

specialised healthcare 

professionals 

 

 

 

2 (0.90) 

 

-  (0) 

 

10 (4.60) 

 

102(46.6) 

 

105(47.9) 

Total 27 (12.3) 54 (27.4) 63 (28.7) 475 

(216.9) 

476 

(217.3) 
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4.3.5 Role of Physiotherapy in Rehabilitation 
 

In this study, 11.4% (n = 25) of the participants did not agree that “interdisciplinary team work 

in the PHC will reduce inequitable access to services between people in the rural and urban 

areas”. The majority of participants, 91.8% (n = 201), felt that ‘Physiotherapists in the PHC 

will strengthen the continuity of care and contribute to achieving a more integrated healthcare 

delivery system” (Table 4.7).  

Table 4. 7: Role of Physiotherapy in Rehabilitation (N = 219): 

 

               Items 

                                      Frequency n (%) 

Strongly 

Disagree 

Disagree Undecided Agree Strongly 

agree 

 

PT in the PHC will strengthen the 

continuity of care and contribute to 

achieving a more integrated 

healthcare delivery system 

 

 

3 (1.4) 

 

 

5 (2.3) 

 

 

10 (4.6) 

 

 

100 

(45.7) 

 

 

101 

(46.1) 

An interdisciplinary approach 

in the PHC is essential for 

reducing congestion of patients 

in secondary and tertiary 

healthcare facility 

 

 

1 (0.5) 

 

 

3 (1.4) 

 

 

9 (4.1) 

 

 

92 

(42.0) 

 

 

114 

(52.1) 

An interdisciplinary approach 

in the PHC will enhance early 

management of the health 

problems of the population 

 

 

3 (1.4) 

 

 

4 (1.8) 

 

 

12 (5.5) 

 

 

105 

(47.9) 

 

 

95 

(43.4) 

Interdisciplinary team work in 

the PHC will reduce 

inequitable access to services 

between people in the rural and 

urban areas 

 

 

2 (0.9) 

 

 

6 (2.7) 

 

 

17 (7.8) 

 

 

110 

(50.2) 

 

 

84 

(38.4) 

PTs in PHC can improve the 

functional outcome of patients 

 

3 (1.4) 

 

2 (0.9) 

 

6 (2.7) 

 

104 

(47.5) 

 

104 

(47.5) 

Total 12 (5.6) 20 (9.1) 54 (24.7) 511 

(233.3) 

498 

(227.5) 
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4.4 Descriptive and Inferential Analysis and Comparison of Means of 

Healthcare Professional Groups on the Awareness on the Roles of 

Physiotherapy in PHC 
 

In order to compare the means of variables, healthcare professionals were grouped into 

Clinicians (Physicians, Nurses/Midwives, Laboratory Scientists, Pharmacists, Radiographers, 

Dentist and Optometrist) and Clinical assistants (Community health workers, Laboratory 

technicians, Pharmacy technicians and Dental technicians). An independent samples t-test was 

conducted to determine if a difference existed between the mean scores of clinicians and 

clinical assistants with regards to the awareness of the various roles of Physiotherapy in PHC. 

 

4.4.1 To Determine if there is a Significant Difference between the Mean 

Scores of Clinicians and Clinical Assistants Regarding the Awareness on 

the Roles of Physiotherapy in PHC 
 

To test the hypothesis that there will be a statistically significant different mean scores of 

awareness between clinicians and clinical assistants, an independent samples t – test was 

performed. Overall, there was no statistically significant (p = 0.409) difference in the mean 

scores of the clinicians (M = 21.05; SD = 2.14) and clinical assistants (M = 20.40; SD = 2.44). 

The researcher therefore failed to reject the null hypothesis. The only statistically significant 

(p = 0.040) difference in the scores between the two groups were detected in the awareness, 

specifically pertaining to the role of the physiotherapist in the prevention of disease/disability 

(Table 4.8).  
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Table 4. 8: Descriptive Statistics associated with the awareness on roles of 

Physiotherapy in PHC by other health care professionals (N = 219): 

 

 

          

        ITEM 

TOTAL 

 (N = 219) 

 

 

MEAN 

(SD) 

CLINICIANS                     

(n = 141) 

 

 

MEAN (SD) 

CLINICAL 

ASSISTANTS            

(n = 78) 

 

MEAN (SD) 

 

 

 

P-

VALUE 

95% 

CONFIDENCE      

INTERVAL 

FOR 

DIFFERENCE 

 

Health 

Promotion 

 

4.22 (0.62) 

 

4.27 (0.57) 

 

4.14 (0.70) 

 

0.227 

 

-0.039 - 0.306 

 

Health 

Education 

 

4.14 (0.60) 

 

4.18 (0.57) 

 

4.08 (0.64) 

 

0.156 

 

-0.67 – 0.264 

 

*Disease/Dis

-ability 

Prevention 

 

3.91 (0.73) 

 

4.00 (0.67) 

 

3.75 (0.80) 

 

*0.040 

 

0.045 - 0.444 

 

Treatment 

 

4.20 (0.52) 

 

4.24 (0.48) 

 

4.14 (0.58) 

 

0.147 

 

-0.044 - 0.242 

 

Rehabilitatio

n 

 

4.34 (0.56) 

 

4.36 (0.51) 

 

4.29 (0.65) 

 

0.479 

 

-0.080 – 0.232 

Sum of mean 

Score 

 

20.8 (2.26) 

 

21.05 (2.14) 

 

20.40 (2.44) 

 

0.409 

 

0.026 – 1.277 

Key: * p < 0.05 indicates significance 
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4.5 Qualitative Data Analysis 

4.5.1 Participants Profile 
 

A total of 17 health care professionals participated in the three FGDs, with a minimum age of 

32 years and maximum age of 56 years old (mean age = 42.8 years; SD = 11.0). All the 

professions that consented to take part in the study were represented. The participants served 

both the rural and urban populaces, with 12 participants domiciled in the urban areas. This 

geographical spread was necessary in capturing the widest range of perceptions, among the 

health care professionals, within the PHC settings in Rivers East Senatorial district. The 

settings are however anonymised as A, B and C, to shield participants from being recognized. 

Table 4.9 outlines the participants’ profile: 

Table 4. 9: Participants’ Profile (mean age = 42.8 years; SD = 11.0): 

GENDER PROFESSION PHC 

REPRESENTATIO

N 

MALE FEMALE   

3  General practitioners A, B, C 

 4 Nursing A, B 

1 2 Medical laboratory 

scientists 

A, B, C 

1 1 Pharmacists A, B 

1 1 Dentistry B, C 

1  Radiography A 

1 1 Community health C 

Key: A, B and C indicate PHC facilities used for focus group discussions 
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4.5.2 Emerging Themes 
 

Five hierarchical themes were deductively identified (Elo et al, 2014), during the thematic 

analysis of the FGD. These themes with sub-themes are outlined in table 4.10. Verbatim quotes 

were used to support the themes. 

Table 4. 10: Overview of themes and categories 

THEMES CATEGORIES 

1. Awareness of Physiotherapy in    

PHC. 
 Low awareness 

2. Perceived scope of Physiotherapy 

practice in a PHC setting. 
 PT training is above PHC settings 

 PT training doesn’t cover PHC 

 PT is seen at rehab or tertiary level 

 Low man-power, Lean resource 

 Lack of adequate facilities. 

3. Roles of Physiotherapy in PHC. Educative:  

 Health enlightenment among the 

populace, e.g. Ergonomic principles 

 

Promotive: 

 Encouraging people to exercise for 

health benefit. 

Preventative:  

 Disability limitation. 

Treatment:  

 Acute management of 

musculoskeletal conditions. 

Rehabilitation:  

 Palliative and continuation of care. 

4. Interdisciplinary collaboration.  Triaging of patients 

 Improve patient functional outcome 

 Enhance feedback mechanism 

 Cost effective 

5. Government Policy.  Oversight function 

 Staffing policy. 
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4.5.2.1 Awareness of Physiotherapists Working in PHC 
 

Discussions on the participants’ awareness about Physiotherapists’ working in a PHC setting, 

either in a governmental or non-governmental organisations generated diverse responses. 

These varied responses emanated from the participants’ personal perceptions and experiences 

about the Physiotherapy profession in a PHC setting either locally or globally. Majority of the 

participants (14), in all the designated areas where FGDs were conducted, confided that they 

are not aware of Physiotherapists working in a PHC setting. Some of these views are presented 

in the excerpts below: 

“Well, I have not heard or seen (Physiotherapists working in a PHC setting), 

though I’ve worked in a secondary healthcare facility where their services 

where engaged.” (GP 1) 

“For me (referring to herself), No! I’ve not really heard or seen anywhere they 

have been engaged in PHC.”(CHW 2) 

“No! Not at all.”  (Radiographer 1) 

Some of the participants, however, shared their awareness about the engagement of 

Physiotherapists in a PHC setting as presented below: 

“In our settings (referring to the government owned PHC settings) no, but 

globally yes, e.g. U.S.A., but though, I’ve experienced at a private setting where 

the service of a PT was engaged and there was a positive outcome.”(MLS 1) 

“Yes, not really at the government owned hospitals but at the level of Non-

governmental organisation’s medical outreach… they usually have 

Physiotherapists. I also think too that Physiotherapists need to educate the 
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people especially their fellow health workers, because I think we don’t really 

have a good awareness of what they do.” (GP 3) 

“They should create awareness…beyond the patient too, you know in this place 

sometimes we come across a lot of things, work place accident and the like, I 

think with the help of the Physiotherapist, they could even help in the areas of 

ergonomics, to design the sitting pattern, because most times just as we work, 

you could see as you came (referring to the researcher), one can be standing 

for a long time when you are doing a particular job, so I think even with the 

equipment that is being used, the sitting position…they will be able to design 

and position such equipment and sitting arrangement in such a way that will 

reduce injuries or discomfort to the person carrying out these duties, both the 

Pharmacist, Doctor, Lab. Scientist…”(MLS 2) 

One of the participants, who was talking from her personal experience, expressed strong views 

that the Physiotherapy profession is not doing enough in creating awareness about their role in 

patient care especially in a multi-disciplinary setting. Her excerpt is presented below: 

“It’s like the profession is dormant because most people don’t know who the 

Physiotherapist is or what its work entails and what they (patients) can gain! 

So they should start creating awareness on their own, one on one! If you are in 

the hospital mix up, even when I was training as a student Nurse, they were 

there at the general hospital, but you rarely can see them, if there is ward 

rounds, you can see the orthopaedic Doctor and others but you rarely can see 

the Physiotherapist even when one or two of them were there, so you see, they 

have to come out and let the world know about what they can do.”(Nurse 4) 
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4.5.2.2 Perceived scope of Physiotherapy practice in a PHC setting 
 

The participants expressed diverse perceptions on why Physiotherapy is not part of the PHC 

settings. These perceptions were described in terms of the scope of Physiotherapy practice not 

being enough to cover the PHC settings, to Physiotherapy being a rehabilitation and disability 

limitation profession, which is more relevant at the tertiary and secondary health care settings. 

The following quotations illustrate some of the perceptions: 

“Their practice probably doesn’t cover the PHC, and also, due to lack of 

facilities at the PHC.” (CHW 1) 

“Physiotherapy work is seen at the level of rehabilitation and disability 

limitation, which is seen at the level of tertiary care, that is where it is placed 

at the level of care, so for that reason, it is assumed that the best place, it will 

be most useful will be at the tertiary or secondary level, where they can take 

care of impediments or disease that involve Physiotherapy attention.” (GP 1) 

In addition to the above quotes, some of the participants also perceived low awareness and 

inadequate Physiotherapy man-power as a contributory factor to lack of Physiotherapy services 

at the PHC settings. As one participant stated:                                                                                          

“It may be at that time (referring to when the PHC facilities were set up), the 

awareness (referring to Physiotherapy services) was not there, or the 

manpower (Physiotherapists) was not there to cover the secondary and tertiary 

centres but now we need them at the PHC because we have cases that need their 

attention.”(MLS 1). 
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4.5.2.3 Roles of Physiotherapy in PHC 
 

Participants discussed what they perceived as the roles of Physiotherapy in the PHC setting 

and why it should form part of the PHC team. Their response generated two sub-themes 

namely: Educative role and health promotion role. 

4.5.2.3.1 Educative role 
 

Physiotherapy advocacy through health education was perceived as relevant but lacking in the 

PHC settings. Some of the participants were of the view that Physiotherapy health education 

in the PHC, will not only be beneficial to the patient and the general public, but can also 

enhance interdisciplinary collaboration among HCPs, in terms of appropriate referrals. Some 

of their perceptions are presented below: 

“Education! In educating the public about the importance of Physiotherapy and 

exercise in their health…the PHC is the first line of management, so if the 

populace, especially those in the rural areas are aware of the importance of 

Physiotherapy, especially in CVD, because when the problem starts, they think 

ah! One villager has struck me with voodoo or whatever, without knowing that 

these things can be prevented with just exercise, so education first!” 

                                                                                                                    (Dentist 1) 

 “I think they should be part of the PHC, my reasons being that the knowledge 

they have, the general populace also need such knowledge to go about their day 

to day activities, because being the experts in exercise, they know the type of 

exercise that will be beneficial for the patient and not just carrying out exercise 

without having a goal… in terms of education, they (patients), get to know those 

things they were not aware of, even we too the health workers will get to learn 

those things we don’t know.”(Pharmacist 1) 
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 “For instance, other health care workers may not necessarily know the best 

way to do it, so for you people (referring to Physiotherapists), who are better 

trained in that area, will know best on how to advise people, do it this way or 

that way and by so doing, that will help people in weight loss and physical 

activity, being physically active and all that!” (GP 1). 

 

4.5.2.3.2 Health Promotion/Preventative Role 
 

 Physiotherapists as members of the PHC team, will enhance health promotion through social 

and environmental interventions, to reduce health risk behaviours. In this sub-theme, 

participants described their perceptions about the health promotive/preventative roles of 

Physiotherapy in a PHC setting. Their excerpts are presented below: 

“…the PHC is the first point of contact, the PHC is accessible, so I think the 

Physiotherapist should be part of the PHC. From a research I carried out, I 

found out that in most cases, the patients are usually referred to the 

Physiotherapist after complications must have occurred and that way it’s too 

late for them to get over it, so it’s better the Physiotherapist is involved from the 

scratch, so with that they can prevent further complications.”(Nurse 2) 

“I think they should be part of the PHC, since at the PHC, we are more 

interested in promotive and preventative health care services, so issues like 

encouraging people to exercise and disability limitation, you don’t really wait 

for the problem to occur before you start trying to prevent complications, 

prevent it from coming in the first instance, like the use of exercise and other 

things that Physiotherapist can do for patients that can be relevant at the PHC 
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level, so we don’t really allow complications to set in before starting 

treatment.”(GP 1)     

“I think they should be part of the PHC, PHC, is mainly about prevention, 

Physiotherapy has a lot to do in terms of prevention with respect to pre-natal 

and post-natal care.” (GP 3)       

“I think they should be part of the PHC because of emergency cases, because 

by the time you refer cases to the tertiary centres most times they die on their 

way, but if they are here, it will help in such cases.” (MLS 1)       

Some of the participants however, could not understand the relevance of Physiotherapy in the 

PHC settings, as they had a poor awareness or experience of what they (Physiotherapists) do. 

Their excerpts is presented below: 

“I can’t say because for now we don’t have one, so it’s only when they come 

and we see what they do that we can now know the value they will have on the 

people”. (CHW 1) 

“I can’t say for now since they are not with us and I don’t know much about 

what they do”.  (MLS 3) 

“Well, I’m not really sure (of the relevance of Physiotherapy in PHC)”.  

                                                                                        (CHW 2) 

4.5.2.3.3 Treatment/Rehabilitation Role 
 

Participants also bared their mind on what they think the treatment/rehabilitation roles of 

Physiotherapy can add to the PHC settings: 

“…when it comes to follow up management, assuming the patient has been 

diagnosed by the orthopaedic people and has been attended to by 
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Physiotherapists in teaching (tertiary) hospital, when it comes to follow up, it 

will be easier for them to access a PHC facility, if there is a Physiotherapist 

that is there to continue the management.” (GP 1) 

“They can add value if they are present, it will bring rehabilitation medicine 

closer to the people, because they say time is money, health is wealth, the 

interval between health seeking and actual getting help can make a whole lot of 

difference.”(GP 2) 

“PHC is all about prevention, curative and rehabilitation, Physiotherapy in the 

PHC, will improve quality of care and will help also to reduce the bulk of 

patients at the tertiary care.”(GP 3). 

 

4.5.2.4 Interdisciplinary collaboration 
 

Discussions on interdisciplinary collaboration among health care professionals in a PHC 

setting, generated diverse responses. Majority of the participants in all the designated areas 

where FGDs was conducted, gave their reasons why they think interdisciplinary collaboration 

in the PHC is important. Their views are presented in the excerpts below: 

 

4.5.2.4.1 Triaging patients 
 

The limited resources of patients, especially at the rural areas, warrants availability of qualified 

health care professionals at the PHC settings, who can attend to their health care needs during 

emergency cases. In this sub-theme, participants identified triaging patients through 

interdisciplinary collaboration among health care professionals as a necessity for improved 

health care services at the PHC settings. The quotes below exemplify their perceptions: 
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“If they are part of the PHC team, it will be a simultaneous management, where 

the Physician does his job, the Physiotherapist does his job and I think it is 

better that way!” (GP 2) 

“We have cases that we refer, but if we have Physiotherapists on ground, I think 

they will be able to handle such cases, instead of referring and not getting a 

feedback from them, but if they are here, they will ensure that the aim is 

achieved.” (MLS 1) 

“I think they should be part of the PHC because of emergency cases, because 

by the time you refer cases to the tertiary centres most times they die on their 

way, but if they are here, it will help in such cases.” (MLS 3). 

 

4.5.2.4.2 Improve patient functional outcome 
 

Interdisciplinary/intradisciplinary collaboration among health care professionals in the 

different tiers of health care delivery settings, was identified by the participants, as a panacea 

to achieving improved patients’ functional outcome. Some of the participants, had this to say: 

“…in a multi-disciplinary management, everybody does his own part, 

Physiotherapist does his own, orthopaedic doctors and their interns do their 

own part, so all these help towards improved patient outcome, essentially, it is 

something that is necessary.” (GP 1) 

“…if they (patients) can access the Physiotherapist in time in direct access, it 

will go a long way to help the populace, especially when the Physiotherapist is 

working as a team with other health care professionals.”  (Dentist 1) 
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“When we worked with them alongside, it was easier for the patient and 

recovery was faster, so as a team, there will be no need for feedback because 

you are there to monitor the progress and seeing everything, so because it was 

a team, the patient monitoring was simultaneous and the recovery was faster.” 

                                                                                                                                           (GP 2) 

4.5.2.4.3 Enhance feedback mechanism 
 

Interdisciplinary collaboration among health care professionals, was identified by the 

participants as a means of enhancing feedback mechanism in the different tiers of health care 

delivery systems. The absence of Physiotherapists at the PHC settings, according to the 

discussion participants, have created a communication gap in terms of patients’ management. 

For example, some of the participants, stated: 

 “I remember working in a tertiary centre where incidentally, one man was shot, 

he had a gun shot injury to the right hand, I was in the medical team, 

unfortunately in the course of the management, we found out that this man was 

RVD-positive, but he was not aware, so after managing him medically, we wrote 

a consult and invited the Physiotherapists because of contractures that he 

developed in the course of treatment, which prevented him from flexing his 

hand, so we invited the Physiotherapists to co-manage the patient and within 

some weeks, the man left the hospital better, so I think team work among health 

professionals is a good thing.”(GP 2) 

“During my houseman-ship at a tertiary centre, from my experience, I think 

Physiotherapy is another side of the coin in medicine, though, they hardly come 

out except when you have serious cases like cerebral palsy, even hypertension 
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or stroke, whenever we involve the Physiotherapists, we always had a better 

result.” (GP 3) 

“I remember when I was doing my internship at University of Port Harcourt 

teaching hospital (UPTH), there was a patient we did a surgery of a tumour, so 

after removing the mandible, because the tumour affected both the maxilla and 

the mandible, there was a prosthetic constructed, so we referred the patient to 

the Physiotherapist after the surgery and he was rehabilitated.” (Dentist 1). 

 

4.5.2.4.4 Cost effectiveness 
 

Participants also perceived the inclusion of Physiotherapists as members of the PHC team, as 

having the penchant of cutting health care cost amongst the rural dwellers. A participant had 

this to say: 

“If they are part of the PHC team, they will be closer to the people, because 

majority of the populace reside at the local environment where if you stabilize 

and send them to the tertiary centres, some don’t even go because they don’t 

have the wherewithal to travel from the rural areas to the tertiary centres.” 

                                                                                                                                           (GP 2) 

4.5.2.5 Government Policy 
 

Most of the participants, perceived Government’s lack of clear policy guidelines, as regards 

health care needs of the populace and cognizance of the roles of Physiotherapy in a PHC 

setting, as a strong factor why Physiotherapists are not part of the PHC team. They alluded this, 

to poor communication between the policy makers and the Physiotherapy profession. Their 

excerpts is presented in the sub-themes below: 
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4.5.2.5.1 Oversight of the Government 
 

On the oversight of the government on health care needs of the populace, one of the participants 

had this to say: 

“The average local man, knows where to get help from the traditional bone 

setters and the government knows about them… So when such cases arise, the 

average rural person knows where to take them instead of the PHC centres… 

except when the case becomes serious! They prefer those people because they 

are closer to the community and are well known in the community. Also, they 

prefer those people because, Physiotherapists are not accessible and they are 

not at the grass root level.” (CHW 1) 

The above quote revealed the challenges that the rural populace pass through in getting 

professional health care. This challenge sometimes results in them losing hope in the 

government owned PHC settings and resort to patronizing unqualified health personnel. 

Another participant, whose excerpt is presented below, likened the above scenario to lack of 

clear policy guidelines from the policy makers and managers of the PHC facilities: 

“… the most important thing is to give people job description, because you 

might post people to the PHC and they claim there’s no job…we don’t want a 

situation whereby you engage a Physiotherapist and now become a truant 

because he/she has nothing to do, so he/she must understand what he/she has 

come to do and know how to fit into that system, if not you may end up employing 

someone who only earns salary but doesn’t work.” (GP 1) 
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4.5.2.5.2 Staffing Policy 
 

Some of the participants said in addition to lack of clear policy guidelines from the policy 

makers, not taking into cognizance, the demographic health care needs of the populace before 

setting up the PHC centres, could also be responsible for lack of Physiotherapists in the PHC 

settings: 

“I think in the health services there are certain areas they place their priorities 

to, so not being part of it (Physiotherapists), is probably because they have not 

considered it very necessary.”(Radiographer 1)  

“Maybe it was not included in one of the components of PHC policy of the 

government. I can’t think of any other thing. In this PHC, we need 

(Physiotherapists) because in some cases, you see that those diseases that their 

management may end in Physiotherapy, they can come to PHC for continuation 

of management and sometimes, we can consider distance.” (Nurse 3) 

“I think it is basically due to poor awareness on the part of the populace and 

the policy makers, that is, the government.”  (Dentist 1) 

 

4.6 SUMMARY 
 

The results of the quantitative data analysis revealed an overall good awareness on the roles of 

Physiotherapy in a PHC setting by other health care professionals. The results showed that 

majority of other health care professionals had a good awareness on the promotive, treatment 

(curative) and rehabilitative roles of Physiotherapy in PHC. It also showed a poor awareness 

on the educative and preventative roles of Physiotherapy in a PHC setting. There is only a 

significant difference in awareness specifically pertaining to the disease/disability prevention 

http://etd.uwc.ac.za/



87 
 

role of Physiotherapy in PHC among the health care professional groups (Clinicians and 

Clinical assistants). In general, no significant difference in awareness of roles of Physiotherapy 

in PHC score were revealed, where the mean scores of health care professional groups 

(Clinicians and Clinical assistants) were reported. Similarly, the thematic analysis of the 

qualitative data revealed that, though there is general poor awareness about the roles of 

Physiotherapy in PHC by other health care professionals, most of the participants in the FGD 

perceived Physiotherapy to be relevant in the PHC settings, especially with regards to 

interdisciplinary collaboration among healthcare professionals. FGD participants were 

unanimous in their assertion that government deliberate policy was responsible for low 

awareness of the Physiotherapy profession and consequently, non-inclusion of Physiotherapists 

in the PHC team. 

 

 

 

 

 

 

 

 

 

 

 

http://etd.uwc.ac.za/



88 
 

Chapter Five: Discussions 
 

5.1 Introduction 
 

The motivation for this study stems from different sources such as the researcher’s experience 

in medical/health outreach with non-governmental organisations within PHC settings, in both 

rural and urban areas of Nigeria. Improving health care services for its citizenry, remains an 

important goal of successive governments both locally and internationally. Achieving this goal 

however, remains a challenge especially in low and middle income countries. This assertion 

has been proven by reviewed local and international literatures. The challenges are evident 

within the Nigerian context regarding the underutilization of Physiotherapy services in the PHC 

settings. The objectives of this study were to answer the following questions: 

 What is the awareness of other health care professionals regarding the roles of 

Physiotherapy in a PHC setting? 

 What are the perceptions of other health care professionals regarding the roles of 

Physiotherapy in a PHC setting? 

The aim was to determine the awareness and explore the perceptions of other health care 

professionals regarding the roles of Physiotherapy in a PHC setting. Through the use of 

quantitative and qualitative approaches, other health care professionals were engaged, to 

provide a unique insight into their awareness and perceptions regarding the roles of 

Physiotherapy in a PHC setting. This chapter discusses the most relevant findings of the study 

in relation to the limited literature on the topic, and the implications thereof on service delivery. 

 

5.2 Awareness and Perceptions of other HCP 
 

The quantitative results revealed that 68% (n = 149) of other health care professionals (HCP), 

had adequate awareness on the five categories (Health promotion, Health education, 
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Disease/disability prevention, Treatment and Rehabilitation) of roles of Physiotherapy in a 

PHC setting. The literature on the awareness of other HCPs on the roles of Physiotherapists 

reports conflicting results. These findings correspond with two recent studies in India (Shimpi, 

Writer, Shyam & Dabadghav, 2014; Acharya et al., 2012), about roles of Physiotherapy 

awareness among referring clinicians. The aforementioned studies reported significant 

awareness among referring clinical HCP. In contrast, the findings of this study does not 

correspond with (Kutty, Gebremichael & Vargehese as cited in, Alshehri et al., 2018; 

Karthikeyan & Jones, 2015; Paz-Lourido & Kuisma, 2013), who reported poor awareness 

among clinical HCP in Northern Ethiopia, Papua New Guinea and Spain, respectively, 

regarding Physiotherapy services, in their studies. The findings of this study are both aligned 

and in contrast to other studies conducted in other parts of the world. Although, some of these 

studies used a cross-sectional survey, FGD or both to collect data, the study population and 

settings could have influenced the results. Also, the constructs of the tools used in data 

collection may have influenced the outcome of the findings. The majority of participants 

having adequate awareness regarding the roles of Physiotherapy in PHC, as revealed in this 

study, may be due to their past working experience as clinical students or clinicians in a multi-

disciplinary setting. Additionally, the compulsory one year internship programme for HCPs in 

Nigeria, post-graduation, in a multi-disciplinary setting, may have influenced their awareness. 

Furthermore, another one year mandatory national youth service corps (NYSC), in an 

interdisciplinary setting, may have influenced their level of awareness regarding the roles of 

Physiotherapy in PHC. These findings are likely to have practical implications on the 

utilization of Physiotherapy by the general public, and also enhance equity in the health sector. 

Conversely, the qualitative results revealed heterogeneity in the perceived roles of 

Physiotherapy in PHC by other HCPs. While some participants perceived Physiotherapy roles 

to be relevant in the PHC, others think it would be more relevant at the secondary and tertiary 
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health care centres. While some of the participants, perceived Physiotherapy scope of practice 

as one which could not be easily appreciated at the PHC settings, others perceived the 

Physiotherapy training as a tertiary health care discipline whose responsibility is focused on 

rehabilitation and disability limitation. 

The findings of the qualitative component of this study, corroborates the findings of Maharaj 

et al. (2018). In Maharaj et al. (2018) study, it was reported that other HCP often perceive 

Physiotherapy services as a one-on-one care, which is primarily focused on musculoskeletal 

rehabilitation, rather than preventative and management of chronic or complex conditions. For 

instance, the quantitative component of the current study conducted in Rivers East, reveals that 

participants associate Physiotherapy more with rehabilitation services (84.5%, n = 185), 

followed by health promotion (80.4%, n = 176) and treatment (75%, n = 163). The educative 

(57.5%, n = 126) and preventative (58%, n = 127) roles of Physiotherapy were the least 

recognised. These varied responses could be responsible for inappropriate patient referrals, a 

lack of referral of the right patient, or both. It therefore, becomes imperative for 

Physiotherapists to clarify their roles among other HCPs by being part of the PHC 

interdisciplinary team. 

5.3 The Missing Roles of Physiotherapy in the Nigerian PHC Settings 
 

The responsibilities of a Physiotherapist, include – A comprehensive assessment/examination 

of the patient/client or needs of a client group; evaluation of the findings from the 

assessment/examination to make clinical judgments regarding patients/clients; formulate a 

diagnosis, prognosis and plan; provide consultation within their expertise and determine when 

patients/clients need to be referred to another healthcare professional; implement a patient 

intervention/treatment programme; determine the outcomes of any intervention/treatment and 

make recommendation for self-management (WCPT, 2016). In PHC, the roles of the 

Physiotherapist have traditionally included, health promotion, health education, 
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disease/disability prevention, treatment and rehabilitation (Rural Health Information Hub, 

2017; Castille et al., 2015; Saw, 2015; Dambi, 2013). However, this study reveals that these 

roles of Physiotherapy have remained unfulfilled in the Nigerian PHC settings, as discussed 

below: 

 

5.3.1 Health Promotion 
 

Health promotion as a means of empowering members of the community, has been an integral 

part of primary care consultations (Rural Health Information Hub, 2017). Health promotion 

includes advice about increased physical activities, weight loss, lifestyle modifications or 

activities of daily living (Resnicow et al., 2002).  

In this study, 81.3% (n = 178) of participants were aware that health promotion interventions 

by Physiotherapists are part of the scope of Physiotherapy and can prevent disease/disability 

among the populace. Majority of the participants of this study demonstrated high level of 

awareness and positive perceptions about the health promotion role of Physiotherapy in PHC 

(as demonstrated in Chapter four). What is missing however, is the translation of this awareness 

into practice by integrating Physiotherapists into the PHC settings to fulfil this role.  

This is similar to a study conducted by Alshehri et al. (2018), which showed that some 

important factors such as past working experience with Physiotherapists, may influence other 

health care professionals’ attitude towards Physiotherapy. 

 

5.3.2 Health Education 
 

In this study, it is worthy of note that 72.2% (n = 167), of participants were aware that educating 

people on ergonomics in their place of employment is part of the roles of Physiotherapy in 
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health education. Health education can include training of community based care workers or 

volunteers on topics such as ergonomics and kinetic handling for manual laborers, to promote 

their well-being and reduce risk factors that may lead to disabilities (Kisner, Colby & Borstad, 

2017; WCPT, 2016; HPCSA, 1976). These findings are echoed by Maharaj et al. (2018), who 

reported that, the perceptions of other HCPs regarding the health care system structure, coupled 

with the needs of a growing population, and the barrier to access improved health care services, 

highlights how they value the roles of Physiotherapy in the PHC. The result also aligns with 

findings of other studies (Sangster-Gormley, Martin-Misener & Burge, 2013; Freeman, 

Cottrell, Kyle, Williams & Nissen, 2012; Conn, Oandasan, Creede, Jakubovicz & Wilson, 

2010), who reported the importance of strong leadership in role clarification in facilitating the 

integration of a new HCP into the PHC team. The underutilization of Physiotherapists in the 

Nigerian PHC settings, reveals awareness gap on the health education role of Physiotherapy in 

the PHC setting. For instance, some participants expressed their dismay on the lack of 

Physiotherapy services on the areas of ergonomics at work places, to prevent musculoskeletal 

injuries and advice on activities of daily living. 

5.3.3 Disease/Disability Prevention 
 

Several studies have shown evidences that regular physical activity can reduce the risks of all-

cause mortality and cardiovascular mortality (Umpierre et al., 2011; O'Donovan et al., 2010; 

Nocon et al., 2008; Sigal et al., 2007; Pedersen & Saltin, 2006). Physiotherapy employs 

exercise as an essential intervention, in preventing several NCDs of lifestyle, such as Type 2 

diabetes, strokes and cardiovascular diseases (WCPT, 2016; Bury &Moffat, 2014). 

The result of this study reveals that, 72.1% (n = 158) of participants were aware of the fact that 

disease/disability prevention is part of Physiotherapy responsibilities. This finding is in contrast 

with the results of a study carried out by Igwesi-Chidobe (2012), who reported that poor 

awareness of health workers 11 (45.8%), is one of the obstacles in obtaining optimal 
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Physiotherapy services in a Nigerian rural community. These differences could be as a result 

of the research settings, data collection instrument and the working experience of the study 

populations. The awareness shown in this study by the participants, regarding the preventative 

role of Physiotherapy in PHC, calls for integration of Physiotherapy into the existing PHC 

team, to enhance access to improved health care services.  

 

5.3.4 Physiotherapy Treatment 
 

This present study, shows that 90.4% (n = 198) of participants were aware that a structured 

exercise program can improve impairment and disability in people who have had stroke. This 

finding aligns with that of Billinger et al. (2014), who recommended that physical activity and 

exercise prescription should be incorporated into the management of stroke survivors. The 

present study reveals that the absence of Physiotherapy services at the PHC settings, 

necessitates the referral of such patients to the tertiary health care settings. Unfortunately most 

patients would prefer to patronise quacks that are of close proximity than adhere to the referral 

plans of HCPs due to financial constraints. 

 

5.3.5 Rehabilitative Role 
 

The study results showed that only 11.4% (n = 25) of participants were unaware that 

“interdisciplinary team work in the PHC will reduce inequitable access to services between 

people in the rural and urban areas”. The result also showed that, majority of participants, 

91.8% (n = 201), felt that “Physiotherapists in PHC will strengthen the continuity of care and 

contribute to achieving a more integrated healthcare delivery system”. These findings are 

consistent with Goyal and Jandyl (2014), who reported the underutilization of Physiotherapists 

in providing rehabilitation services especially at the PHC settings, and the need for 
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Physiotherapists to be actively involved, as they could play important roles in the 

implementation of a cost – effective rehabilitation service paradigm in the health system. 

While the roles of Physiotherapy in PHC is quite appreciated in developed countries such as 

the UK and America, where patients have easy access to Physiotherapy services on self-referral 

(Bury & Moffat, 2014; Boissonnault, 2010), the same cannot be said of low and middle income 

countries (LMIC), where they depend on other health care professionals especially physicians 

for referrals (Al Mohammedali, O’Dwyer & Broderick, 2016; Al-Eisa et al., 2016; Odunaiya, 

Ilesanmi, Fawole & Oguntibeju, 2013). The emphasis on interdisciplinary collaboration 

between the Physiotherapist and other health care professionals for the sole aim of improving 

patient’s quality of care especially on non – communicable diseases, therefore becomes 

imperative (Huber et al., 2018). 

 

5.4 Government Policy 
 

The impact of health care policy with respect to the roles of Physiotherapy in PHC is evident 

in this study. According to Mbada et al. (2015), although the Physiotherapy professional 

practice in Nigeria has the modicum of autonomy in direct access and patient self-referral, it 

lacks legislative support. The participants of this study also confided that policy issues as 

regards the roles of Physiotherapy in PHC among other HCPs, is not quite clear. The reviewed 

literatures also indicated that implementation of PHC schemes, especially in low and middle 

income countries (LMICs), including Nigeria, have always tilted in favour of the verticalists 

model, which is more medically oriented (Burke, 2016; Lambo, 2015). Consequently, this has 

failed to meet the health care needs of the populace. This failure according to the primary health 

care performance initiative (PHCPI, 2015), could be relatively attributed to the inadequate 
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number and proportions of the different cadres of health care staffs, needed to provide services 

in the health care facilities. 

Although, the Nigerian health care policy somewhat reflects a comprehensive PHC approach, 

the specific guidelines on how to achieve the intended goals, especially in community 

participation is still lacking (Abdulraheem et al., 2012). Government policy has been identified 

in this study as being vital in providing a framework for interdisciplinary collaboration in PHC 

settings. The present policy seems to have marginalised certain aspects of PHC team members, 

including Physiotherapy, in engaging in preventative and promotive activities in the 

communities. According to Rifkin and Walt (as cited in Wazakili, 2001), several aspects of 

human resources’ management, which are crucial to the functioning of the PHC settings, have 

been given insufficient attention by planners of health services. The lack of government 

oversight as regards the health care needs of the rural populace, was identified in this study, as 

one of the obstacles to obtaining Physiotherapy services in the PHC settings.  

The above quote revealed the challenges that the rural populace pass through in getting 

professional health care. This challenge sometimes results in them losing hope in the 

government owned PHC settings and resort to unprofessional means of management. 

 

5.5 Summary 
 

The discussions were based on the findings of this study regarding the roles of Physiotherapy 

in a PHC setting and the level of awareness and perceptions of other health care professionals. 

Reviewed local and international literatures revealed that many people are suffering from 

health challenges which are preventable through interdisciplinary collaboration among health 

care professionals. However, the roles of Physiotherapy in preventative and health promotion 

have not been well utilized especially in low and middle income countries (LMIC). Similarly, 
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this study reveals that Physiotherapists in Nigeria have not been involved in preventative health 

care in the PHC settings. Consistent with the findings in reviewed literature, which detailed the 

importance of interdisciplinary collaboration in the PHC settings, the absence of 

Physiotherapists in the PHC team, has created awareness gap which needs to be bridged. To 

that effect, the study also showed the role of government policy and its effects on the fulfilment 

of the roles of Physiotherapy in PHC. 
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Chapter Six: Conclusion 

 

6.1 Introduction 
 

This chapter outlines the summary, clinical implications, conclusion and recommendations for 

future research based on the findings of this study. 

6.2 Summary 
 

The goal of PHC was to provide health for all by the year 2000 and beyond. Its major objective 

was to provide basic promotive, preventative, curative and rehabilitative health care services 

to those in need, especially in rural communities, by the most appropriate health care providers. 

The World Congress for Physical Therapy (WCPT), have considered ways through which 

Physiotherapists could contribute to the implementation of PHC, especially in the developing 

world. Physiotherapy services have been concentrated in secondary and tertiary centres in 

Nigeria, thus the majority of rural dwellers who need these services are left unserved. 

The current study has provided insight into the awareness and perceptions of other health care 

professionals regarding the roles of Physiotherapy in a PHC setting. The results of the study 

revealed that 68% of participants had adequate awareness on the roles of Physiotherapy in 

PHC. The results also revealed that, majority of other health care professionals (HCPs) 

associate Physiotherapy more with rehabilitative, promotive and curative (treatment) services. 

Preventative and educative roles have the least recognition. The relative awareness of the roles 

of Physiotherapy in PHC by other HCPs is directly proportional to their perceived relevance 

of Physiotherapy in the PHC. The study also, revealed the role of Government policies on the 

inability of Physiotherapists to fulfil their roles in the Nigerian PHC settings. The under-

utilization of Physiotherapy services in the Nigerian PHC settings in general, and the absence 

of Physiotherapists in the PHC settings of the Rivers State Government in particular, evidenced 

this. 
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6.3 Clinical Implication 
 

This study revealed the negative impact of lack of Physiotherapy services in the Nigerian PHC 

settings. The lack of Physiotherapy services at the PHC settings, means that cases that are 

amenable to Physiotherapy, will have to be referred to the tertiary or secondary health care 

facilities by other HCPs, who serve as patients’ gate keeper. In most cases, the tertiary or 

secondary health care facilities are far from the patients. Consequently, financial constraints, 

most times lead to patients’ apathy in adhering to the referral protocols at the publicly owned 

health care facilities, and therefore resort to unprofessional means of management. While 

majority of the participants acknowledge the relevance of Physiotherapy in the PHC settings, 

there seems to be no clearly defined role and legislative support for the integration of 

Physiotherapists into the interdisciplinary health care teams. Policies, which take into 

cognizance, the growing health care needs of the populace, especially non-communicable 

diseases, should be incorporated into the PHC settings. Therefore, policies in this area, needs 

to be reformed to make provision for the integration of Physiotherapy into the PHC settings.  

Overall, this study reflects the factors considered in the study conceptual framework (Equity, 

Interdisciplinary Collaboration and Community Participation) as necessary for an effective 

PHC within the Nigerian context. The study also, provides a unique contribution in terms of 

the historical development of the Physiotherapy profession and its relevance as a member of 

the interdisciplinary team in the PHC setting. Within the Nigerian health care system, this study 

is significant, in terms of creating awareness about the roles of Physiotherapy in PHC. The 

study is also unique, in terms of understanding how the PHC has met its aims and objectives, 

without the valuable input of the Physiotherapy profession and the challenges in facilitating 

integration within the PHC settings. The study also identified the perceptions of other HCPs 

on the relevance of Physiotherapy in the PHC settings, and the need to be integrated, to enhance 

health care services and interdisciplinary collaboration. 
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Finally, the overall study outcomes, add to the international body of knowledge, given that 

there are no previous studies in Nigeria on the awareness and perceptions of other HCPs on the 

roles of physiotherapy in a PHC setting. The Ministry of Health and other related authorities 

will be alerted to the findings of this study, to improve the health policy, planning and 

integration of Physiotherapy into the PHC settings. 

 

6.4 Recommendations 
 

The findings of this study yielded the following recommendations: 

 Physiotherapists should be actively involved in the planning of PHC schemes and clearly 

define their roles, especially in Health Promotion, Health Education, Disease/Disability 

prevention, Curative (Treatment) and Rehabilitative care.  

 It is important to improve education regarding Physiotherapy services among all cadres of 

health care workers. 

 Physiotherapy educators, professional bodies and clinicians should work collaboratively 

with other HCPs, to create awareness about the scope of the profession in a PHC setting.  

 Physiotherapists should be integrated into the PHC team as first contact with the public, 

especially in management of musculoskeletal conditions. 

 Policy makers and managers of the PHC facilities, should acknowledge the fact that, the 

development of the PHC, is a continuous process in meeting the evolving health care needs 

of the communities.  

 Similar studies should be carried out in other settings, in order for the Physiotherapy 

profession and policy makers to make empirical comparisons and informed decisions about 

the relevance of Physiotherapy in the PHC settings. 
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 Future research should involve policy makers’ view on the need for integration of 

Physiotherapists, as part of the interdisciplinary team in the PHC settings. 

 

 

6.5 Study Strengths and Limitations 
 

While the findings of this study highlights the relative awareness and perceptions of other 

HCPs, regarding the roles of Physiotherapy in a PHC setting, it is imperative to acknowledge 

the strengths and limitations.  

The strength of the thesis is that the topic is very relevant in the context of the Physiotherapy 

Profession and the need for Physiotherapists globally to define their roles within the Health 

Care Sector and the benefits of their services in terms of limited health care resources and rising 

healthcare costs. The strength of this study is also reflected in the fact that this study was carried 

out in thirty eight PHC facilities, located in five L.G.As, out of eight L.G.As, including both 

urban and rural areas of Rivers East Senatorial district, of Rivers State, Nigeria, thereby raising 

awareness about the scope of physiotherapy practice in the health sector. Another strength of 

this study is the inclusion of all HCPs, irrespective of their clinical status, in order to ensure 

diverse opinions from all team members in the recruited PHC facilities. Also, the choice of a 

multiple methods’ approach makes it unique from other similar studies. 

The main limitations of this study is the paucity of data collection instruments, which makes it 

difficult to make empirical comparisons with other similar studies. Also, the distribution of 

different categories of health care professionals could lead to bias in the results, regarding the 

awareness and perceptions of the research topic. Furthermore, part of the study limitations, is 

the deliberate restriction of participants, to staff members who are working in type three PHC 

settings, excluding other HCPs working in different health care settings. Therefore, these 

findings do not represent the general views of other HCPs in other health care settings. 
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6.6 Conclusion 
 

The results of the quantitative data analysis revealed awareness gap on the roles of 

Physiotherapy in PHC by other health care professionals. The results showed that majority of 

other health care professionals have adequate awareness on the promotive, treatment (curative) 

and rehabilitative roles of Physiotherapy in PHC. It also showed a poor awareness on the 

educative and preventative roles of Physiotherapy in PHC. There is only a significant 

difference in awareness specifically pertaining to the disease/disability prevention role of 

Physiotherapy in PHC among the health care professional groups (Clinicians and Clinical 

assistants). In general, no significant difference in awareness of roles of Physiotherapy in PHC 

score were revealed, where the mean scores of health care professional groups (Clinicians and 

Clinical assistants) were reported. Similarly, the thematic analysis of the qualitative data 

revealed that, though there is general poor awareness about the roles of Physiotherapy in PHC 

by other health care professionals, most of the participants in the FGD perceived Physiotherapy 

to be relevant in the PHC settings, especially with regards to interdisciplinary collaboration 

among healthcare professionals. FGD participants were unanimous in their assertion that 

government deliberate policy was responsible for low awareness of the Physiotherapy 

profession and consequently, non-inclusion of Physiotherapists in the PHC team. 
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       Appendix 9 
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               Appendix 10 

 

FOCUS GROUP QUESTIONS: 

 Are you aware of a physiotherapists (PT) working in a primary health care (PHC) 

setting, either in a governmental institution or NGO? Can you share your experience? 

 

 Do you think Physiotherapists should be part of the PHC or they should concentrate at 

the tertiary and secondary institutions? 

 

 Why do you think Physiotherapists are not part of the primary healthcare team 

especially in Rivers State? 

 

 Do you have any personal experiences working in a multidisciplinary team with a   

Physiotherapist, and can you share your experiences? 

 

 

 Can you elaborate on any actual or perceived CHALLENGES that you have 

experienced while working with a PT in a multidisciplinary team?  

 

 Can you elaborate on any actual or perceived BENEFITS that you have experienced 

while working with a PT in a multidisciplinary team? 

 

 In what way do you think Physiotherapy can add value in a PHC setting? 

 

 

 If you want Physiotherapists for this center, who would make the decision for that? 

 

 What suggestions do you have concerning creating awareness about the role of          

Physiotherapy in PHC? 

 

 

THANK YOU ALL 
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       APPENDIX 11 A 

 

 

ROLES OF PHYSIOTHERAPY IN PRIMARY HEALTH CARE QUESTIONNAIRE 

  

 This questionnaire is about ROLE OF PHYSIOTHERAPY IN PRIMARY 

HEALTH CARE 

 This questionnaire is completely voluntary.  You may choose not to participate 

or not to answer any specific question. You may skip any question you are not 

comfortable with answering. 

 This questionnaire is completely anonymous.  Please make no marks of any kind 

on the survey which could identify you individually. 

 Thank you very much for your co-operation 
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               Appendix 11 B 

Section A: Demographic Characteristics 

Q1. Age ……………………….. (In years)   

Q2. Gender:   Male              Female    

Q3. Profession:   Physician (Doctor)   Midwifery   Nursing  Med Lab. Sc.            

 Dentistry              Pharmacy            Radiography   Others (Specify)………….                

Q4. From which Health institution(s) did you obtain your professional degree(s)? 

Please Specify………………………………………………………… 

Q5. What is your qualification? 

M.B.B.S (M.B.B.CH; MD)         CHN/RN     B. M.L.S.    BDS                        

 B.Pharm                 B. Rad 

 Others please specify……………………………. 

 Q6. Have you ever worked in other settings, other than the PHC setting? 

Private Hospital     Mission Hospital      Federal Hospital      State 

Hospital     Overseas (Abroad)       others please specify……………………………. 

 

Q7. How many years of working experience do you have in the PHC? 

…………………….. 
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              Appendix 11 C 

 

Section B. Knowledge of Healthcare Professionals on the Role of Physiotherapy in 

Primary Health care. 

Instructions: for each of the following statements, please indicate whether you agree or 

disagree (Use the scale ranging from Strongly disagree to Strongly agree and tick the 

appropriate box). 

Item  Strongly 

disagree  

Disagree 

      
Undecided 

       
Agree 

   
Strongly 

agree 

        

PART A (Health Promotion) 

1. Physiotherapists should be part of 

building health policy to promote good 

health. 

 

          

2. Physiotherapists’ involvement in 

health promotion activities will reduce 

musculo-skeletal disabilities. 

 

          

3. Health promotion interventions by 

Physiotherapists involves strengthening 

community action to prevent diseases / 

disabilities. 

          

4. Therapeutic exercises provided by 

Physiotherapists can be beneficial to 

people with coronary heart disease, 

heart failure and chronic obstructive 

pulmonary diseases. 
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              Appendix 11 D 

  

 

 

PART B (Health Education): 

 

 

Strongly 

Disagree  

  

 

 

Disagree 

     

  

 

 

Undecided 

        

  

 

 

Agree 

    

  

 

Strongly 

Agree 

         

5. Health education (HE) is a process of 

implementing health promotion. 

          

6. HE on healthy diet and promotion of 

physical activity is part of 

Physiotherapy treatment. 

  

          

7. Physiotherapists are involved in 

educating people about ergonomics in 

their place of employment.  

  

          

8. Physiotherapists should promote the 

development of health and safety 

regulations for a healthy environment. 

  

          

9. Physiotherapists are equipped 

through their education to practice in 

both urban and rural settings. 

          

10. Physiotherapists have important 

contributions to make in PHC with 

regards to education on prevention of 

neuro-musculo-skeletal conditions. 
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          Appendix 11E 

PART C (Disease/ disability 

Prevention) 

 Strongly  

Disagree  

 Disagree 

      

 Undecided 

         

 Agree 

      

 Strongly 

Agree 

            

11. Disease prevention (DP) is part of 

the Physiotherapist’s responsibilities. 

          

12. Exercise, particularly aerobic 

conditioning and strength training, is 

one of the key interventions in 

preventing death and disability from 

cardiovascular diseases. 

          

13. Raised blood pressure, which is a 

risk factor for heart attack and stroke 

can be controlled by exercise. 

          

14. The implementation of lifestyle and 

behavioral change programs can help 

prevent diseases. 

          

15. Physiotherapists can play a greater 

role in prevention of non-communicable 

diseases in primary health care than 

they are currently doing in the 

secondary and tertiary health care. 
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          Appendix 11 F 

PART D (Treatment):  Strongly 

Disagree  

 Disagree 

     

 Undecided 

       

 Agree 

   

 Strongly 

Agree  

            

16. Early diagnosis of diseases is part of 

the Physiotherapist’s responsibility. 

          

17. A structured exercise program can 

improve impairment and disability in 

people who have had stroke. 

          

18. Physiotherapy health education 

should be integrated into primary health 

care. 

          

19. An inter-disciplinary approach in 

the PHC system is likely to produce 

better health for the population at a 

lower cost. 

          

20. Inter-disciplinary team-work in the 

PHC helps a country to make better use 

of highly qualified healthcare 

professionals and specialized healthcare 

services. 
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Appendix 11 G 

PART E (Rehabilitation)  Strongly 

Disagree 

 Disagree 

      

 Undecided 

        

 Agree 

      

 Strongly 

Agree 

         

21. Physiotherapy in the PHC will 

strengthen the continuity of care and 

contribute to achieving a more 

integrated healthcare delivery system. 

          

22. An inter-disciplinary approach in 

the PHC is essential for reducing 

congestion of patients in secondary and 

tertiary healthcare facilities.  

          

23. An inter-disciplinary approach in 

the PHC will enhance early 

management of the health problems of 

the population. 

          

24. Inter-disciplinary team-work in the 

PHC will reduce inequitable access to 

services between people in the 

rural/remote/hard-to reach areas and the 

urban areas.  

          

25. Physiotherapy in PHC can improve 

the functional outcome of patients. 

          

 

 

THANK YOU FOR YOUR TIME. 

 

 

 

 

 

 

http://etd.uwc.ac.za/


	TITLE PAGE: ROLES OF PHYSIOTHERAPY IN PRIMARY HEALTH CARE: AWARENESS AND PERCEPTIONS OF OTHER HEALTH CARE PROFESSIONALS IN RIVERS EAST SENATORIAL DISTRICT, RIVERS STATE, NIGERIA.
	ABSTRACT
	TABLE OF CONTENTS
	Chapter One
	Chapter Two
	Chapter Three
	Chapter Four
	Chapter Five
	Chapter Six
	REFERENCES
	Appendix



