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CHAPTER 1: INTRODUCTION 

1.1 Introduction  

This chapter aims to discuss the introduction to the research topic. It introduces a brief 

background to low back pain, a statement to the problem and justification of the study. 

Furthermore, this chapter lays out the aim, specific objectives, research question and 

conceptual and operational definitions.   

1.2 Background 

“Low back pain is pain and discomfort, localised below the costal margin and above the 

inferior gluteal folds, with or without leg pain” (Vrbanić, 2011). In the period 1990 to 

2015, disability due to low back pain increased by 54% globally (Hartvigsen et al., 

2018). The main causative factors being age and increasing population size, and the 

greatest difference in disability was seen in the middle and low-income countries 

(Hartvigsen et al., 2018). Low back pain can affect work performance and quality of 

life; hence it is one of the most common reasons for medical consultations (Hartvigsen 

et al., 2018). The prevalence of low back pain has been similar among various cultures 

(Vos et al., 2015). The prevalence rate of low back pain in Africa is between 39% and 

47%; this is higher compared to the global low back pain estimates (Morris et al., 

2018). According to the World Health Organisation (WHO), adherence is described as 

“the extent to which a person‟s behavior taking medication, following a diet, or 

executing a lifestyle change corresponds with agreed recommendations from health care 

providers” (WHO, 2003). Failure to adhere to the guidelines of the physiotherapy 

treatment as recommended by the physiotherapist in charge has resulted in problems 

such as recurrent pain, work absenteeism, disability and high hospital costs (Babatunde, 

MacDermid and MacIntyre, 2017). 

 

Low back pain is one of the most common conditions patients present with at 

physiotherapy outpatient clinics (Hartvigsen et al., 2018). Physiotherapy, amongst other 

medical management strategies, is one of the most effective interventions in treating 

low back pain (Lonsdale et al., 2012). Physiotherapy has different treatment modalities 

that are employed depending on the presentation of the pain (Maher, Underwood and 

Buchbinder, 2017). These treatment modalities include but is not limited to, 

hydrotherapy, electrotherapy, manual therapy and exercise therapy (Gardner et al., 

2017). The treatment course and treatment modalities used are determined by the 



 
 

physiotherapist after a rigorous assessment of the condition and nature of the injury. 

The goal of physiotherapy in treating low back pain is to eliminate pain, restore 

function, and prevent recurrent pain in the future. 

 

Co-operation from the patients is essential for effective physiotherapy management. 

Patients must attend follow up sessions and perform the prescribed exercises to promote 

positive treatment outcomes (Babatunde, MacDermid and MacIntyre, 2017). Adherence 

to a management regime is key to any successful treatment plan resulting in a positive 

health and socioeconomic outcome. Barriers to the adherence of treatment plans do 

exist. These barriers contribute to a negative outcome on the health and socioeconomic 

status of an individual. Physiotherapy management of low back pain is not immune to 

these barriers. These can emerge through the patient, physiotherapist or the institution 

providing the services. 

 

1.3 Statement of the Problem 

Patients' adherence to treatment guidelines as recommended by physiotherapists can be 

a challenge. The causative factor for this challenge can be barriers faced by patients at 

different levels and results in non-adherence. Non-adherence to physiotherapy treatment 

can result in recurrent and chronic low back pain. Non-adherence caused by these 

barriers may result in unfavourable treatment outcomes, increased work absenteeism, 

disability, and an increased load on healthcare services and utilisation costs.  

 

1.4 Justification 

“Non-adherence is a lost opportunity for health gain and has great costs to society” 

(Godfrey, Down and Payne, 2011). The establishment of the barriers that contribute to 

non-adherence helps to highlight challenges faced by patients and influencing factors 

from the private institutions providing physiotherapy services. The study has the 

potential to contribute towards improved treatment outcomes and the patients' health. 

The study results may also help to tailor health policies and consequently reduce the 

effects of low back pain. The study results may help prevent disability, raise awareness, 

and improve patients‟ self-management abilities. Furthermore, this study in Eswatini 

also highlights some context-specific considerations and contributes to the international 

body of knowledge.  

 



 
 

There have been no studies done in Eswatini to understand barriers associated with poor 

adherence to physiotherapy treatment of patients with low back pain. The study has the 

potential to contribute to current treatment practice and address issues related to patient 

and public awareness on risks associated with poor adherence to physiotherapy 

treatment. In addition, the study may also further inform physiotherapy treatment and 

service delivery approaches based on challenges highlighted by patients and 

institutional factors in Eswatini. 

1.5 Aim and specific objectives 

Aim 

The study aimed to determine barriers associated with physiotherapy treatment 

adherence among patients with low back pain in outpatient physiotherapy clinics in 

Eswatini. 

 

Objectives  

1. Describe the demographics of patients with low back pain attending outpatient 

physiotherapy clinics in select facilities in Eswatini. 

2. Determine patient-centered barriers to treatment adherence in patients with low back 

pain. 

3. Determine provider-centered barriers to treatment adherence in patients with low 

back pain. 

4. Establish institutional factors in clinical practice that affect the adherence of patients 

with low back pain 

5. To determine associations between patients adherence and the barriers. 

 

1.6 Research question 

What are the barriers associated with physiotherapy treatment adherence among patients 

with low back pain in outpatient physiotherapy clinics in Eswatini? 

 

1.7 Conceptual and operational definitions 

Adherence – “the extent to which a person‟s behavior taking medication, following a 

diet, and or executing a lifestyle change corresponds with agreed recommendations 

from health care providers” (WHO, 2003). Within physiotherapy, adherence could 

relate to correct performance of exercises, frequency in doing prescribed exercises, 



 
 

attending appointments, doing prescribed exercises, following advice and doing more or 

less than advised. 

Low back pain – “Pain or discomfort localised below the coastal margin and above the 

inferior gluteal folds, with or without leg pain” (Vrbanić, 2011). 

 

1.8 Summary 

This chapter has laid out the foundation of the research by mapping out the background, 

the justification of the study, the aims and specific objectives that were answered by the 

research study. The conceptual and operational definitions specific to the study setting 

were also presented. The next chapter will focus on the available literature reviewed by 

the researcher in this study's context.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

CHAPTER 2: LITERATURE REVIEW 

2.1 Introduction  

This chapter aims to review the literature on the research topic barriers to treatment 

adherence of patients with low back pain in physiotherapy outpatient clinics. A first 

limited search of MEDLINE (PubMed) and CINAHL was done and was followed by an 

analysis of the text words contained in the title and abstract of retrieved papers, and of 

the index terms used to describe the articles. The key words used were barriers, low 

back pain, adherence and physiotherapy.  A second search was done using all identified 

keywords and index terms that were undertaken across all relevant databases on 

ebscohost. Thirdly, the reference lists of the identified reports and articles were searched 

for additional sources. This review of literature will focus on different sub-sections 

addressing the available literature. Topics to be considered are, low back pain, 

physiotherapy management of low back pain, barriers to physiotherapy treatment 

adherence, and the quality of life of people living with low back pain.  

2.2 Low back pain 

The definition, aetiology, epidemiology, and pathology of low back pain are discussed 

in the low back pain section.  

Maher, Underwood and Buchbinder, (2017) defined low back pain as a symptom such 

as a headache or dizziness that can result from many causes rather than a disease. 

Furthermore, Cholewicki et al., (2019) defined low back pain as a problem caused by 

various factors with interactions between the biological, psychological and social 

factors. Borenstein and Balagué, (2021) defined low back pain in phases, whereas the 

acute phase involves all spinal structures and excludes the inside of the intervertebral 

discs and the chronic phase as recurrent pain that results in changes of the pain 

pathways and does not relate to the signs of injury and inflammation. 

Low back pain can present as acute, recurrent or chronic, and it is becoming a problem 

as the patients presenting with low back pain are increasing (Ganesan et al., 2017). The 

causes of low back pain have been attributed to various aspects; the most common 

cause of low back pain cited is non-specific, whereby the anatomical pathology of the 

pain cannot be identified (Maher, Underwood and Buchbinder, 2017; Borenstein and 

Balagué, 2021). Other risk factors that contribute to low back pain are educational 

status, psychosocial factors, occupational factors and obesity; however, age is the most 



 
 

common cause with lumbar spinal stenosis more common in the older population 

(Patrick, Emanski and Knaub, 2014; Borenstein and Balagué, 2021). Borenstein and 

Balagué (2021) identified that pathologies associated with low back pain can be 

mechanical, infectious, neoplastic, neurologic, psychiatric, rheumatologic, 

endocrinologic or miscellaneous. Ardakani, Leboeuf-Yde and Walker, (2018) 

highlighted that due to unclear definitions of the disease of low back pain when it 

initially starts, it is difficult to find the difference between the initial onset cause and the 

cause in recurrent low back pain episodes.  

Low back pain has a global lifetime prevalence of up to approximately 84% amongst 

the adult patient population (Ribeiro et al., 2018; Popescu and Lee, 2020; Borenstein 

and Balagué, 2021). Lifetime prevalence of acute low back pain globally lasting up to 

two weeks is 14%, whereas the lifetime prevalence of chronic disabling lower back pain 

lasting at least six months is up to 11% (Popescu and Lee, 2020). Maher, Underwood 

and Buchbinder (2017) reported a higher prevalence of low back pain in high-income 

countries than in the middle and low-income countries, with no difference between 

urban and rural areas. Conversely, Borenstein and Balagué (2021) reported, based on 

population studies, that the middle and low-income countries have a four times higher 

prevalence of low back pain compared to the high-income countries. The prevalence of 

low back pain has been similar among various cultures (Vos et al., 2015), however in 

ages between 40-69 years, it is higher in females compared to males (Maher, 

Underwood and Buchbinder, 2017). Low back pain in Africa has prevalence rates of 

between 39% and 47% and still, this is higher when compared to the low back pain 

estimates in high-income countries of 0.024% – 20%  (Morris et al., 2018; Fatoye, 

2019).  

Low back pain is commonly resulting in disability (Hurwitz, 2018; O‟Young, Gosney 

and Ahn, 2019; Dai et al., 2020). Disability is defined as “an integrative concept that 

represents the negative interaction between an individual‟s health conditions and 

personal and environmental contextual factors” (O‟Young, Gosney and Ahn, 2019).  

2.3 Physiotherapy management of low back pain 

This section will discuss the physiotherapy management of low back pain and common 

practices by physiotherapists worldwide.  



 
 

Low back pain is one of the most common conditions patients present with at 

physiotherapy outpatient clinics (Hartvigsen et al., 2018). Physiotherapy, amongst other 

medical management strategies, is one of the most effective interventions in treating 

low back pain (Lonsdale et al., 2012). Physiotherapy has different treatment modalities 

that are employed depending on the presentation of the pain (Maher, Underwood and 

Buchbinder, 2017). These treatment modalities include but is not limited to, 

hydrotherapy, electrotherapy, manual therapy and exercise therapy (Gardner et al., 

2017). The treatment course and treatment modalities used are determined by the 

physiotherapist after a rigorous assessment of the condition and nature of the injury. 

The goal of physiotherapy in treating low back pain is to eliminate pain, restore 

function, and prevent recurrent pain in the future. The management of low back pain 

was investigated in South Africa at primary care level  by Major-Helsloot et al. (2014); 

this study showed that the majority of patients were only managed with pain 

medication. Ahenkorah et al., (2019) reported that chronic low back pain management 

practices in African countries are, however not well documented and do not align with 

the biopsychosocial management guidelines by developed countries. 

Jee Hyun Suh et al., (2019) studied the effect of lumbar stabilisation exercises and 

walking in a randomised controlled trial and concluded that these exercises not only 

provide pain relief but also prevent chronic back pain. Gomes-Neto et al., (2017) 

concluded that stabilisation exercises are as efficient as manual therapy and they help 

reduce pain and prevent disability. Exercise therapy reduces pain and functional 

limitation as reported by Hayden et al., (2020) however having a less demanding 

workload and low BMI (Body Mass Index) contributed to a favourable functional 

outcome compared to no treatment or usual care. Lightweight exercises (stretching and 

rhythmic exercises) helped improve endurance, reduce fear avoidance and reduce health 

care utilisation (Chaléat-Valayer et al., 2016; Geneen et al., 2017). Karlsson et al., 

(2020) concluded that when exercise therapy is compared with other usual care 

strategies, including sham ultrasound, spinal manipulative therapy, advice to stay active 

and educational booklets, there was no difference in the outcome of pain and disability. 

However, in investigating which specific mode of exercise is most effective for treating 

low back pain Owen et al., (2020)‟s systematic review showed low evidence on the 

effectiveness of pilates, stabilisation/motor control exercises, resistance training and 

aerobic exercises. Namnaqani et al., (2019) investigated the effectiveness of the 

McKenzie method compared to manual therapy, and concluded that it‟s an effective 



 
 

exercise method in decreasing pain in the short term (one to two months)  and 

improving function in the long term (12 months follow up). The McKenzie method as a 

self-management exercise paired with education did not prevent the reoccurrence of 

episodes of low back pain but reduced care seeking (de Campos et al., 2020). Pain and 

“posturography” (a technique used to quantify postural control) outcomes improved 

with Pilates exercise (Patti et al., 2016), however its effectiveness could not be 

ascertained, as it was not compared to any type of intervention. 

Kinesiology taping is an effective method that helps improve pain and disability. In a 

randomised controlled trial, kinesiology taping showed effectiveness after three days of 

application (with or without tension). After 3 to 10 days, when applied with tension, it 

improved disability (Macedo et al., 2019). Nelson (2016) recommended that 

kinesiology tape be combined with other therapeutic interventions to improve range of 

motion, motor control, and muscular endurance. Electrotherapy is also an adjunct 

intervention commonly used in managing chronic low back pain. Ebadi et al., (2020) 

highlighted that therapeutic ultrasound use is not supported by current evidence in 

managing low back pain. Almeida et al., (2020) reported that interferential therapy of 

carrier frequency 4 kHz and AMF (Amplitude Modulation Frequency) 100Hz produced 

immediate analgesic effects in individuals with chronic low back pain.  

Good communication and patient education strategies effectively manage low back pain 

(Langridge, 2019). The extent of knowledge of low back pain amongst patients is not 

well reported however, behaviour modification and exercise compliance is greatly 

improved by education on pain science, gradual exposure and varied interventions 

(Barbari et al., 2020). Furthermore, self-management, graded activity and coaching 

have short-term effects compared to pain science education, graded exposure and 

multimodal interventions (Barbari et al., 2020). Huang et al., (2020) also reported that 

exercise and education prevent the occurrence of recurrent low back pain and work 

absenteeism associated with low back pain. After a mediation analysis of cognitive 

functional therapy, O‟Neill et al., (2020) reported that it effectively improves pain, self-

efficacy and disability. When cognitive behavioural therapy was combined with 

supportive care and delivered telephonically, the results showed comparable benefits for 

back pain and severity of disability (Rutledge et al., 2018). Ogbeivor and Elsabbagh 

(2021), in a systematic review, found that stratified care approaches of prognostic 

screening and targeted treatment yielded superior clinical, economic and health-related 

outcomes compared to standard physiotherapy practice.  



 
 

2.4 Barriers to physiotherapy treatment adherence 

This section will discuss the barriers to treatment adherence, patient factors including 

beliefs, perceptions, culture, attitudes, economy, mental, emotional, health literacy; 

physiotherapist factors, including attitude and communication followed by institutional 

factors where resources, environment and policies are mentioned.  

Patient centered barriers 

The knowledge of the benefits of long term exercise and correct performance contribute 

to adherence to the treatment programme (Saner et al., 2018). In some patients, 

adherence to home-based programmes has been negatively affected by weather 

conditions and increasing pain (Van Koppen et al., 2016). Exercise, the health care 

journey, patient presentations, and the home environment was found to be barriers to 

adherence to an exercise programme given by the physiotherapist in the management of 

low back pain (Palazzo et al., 2016). Factors such as fatigue, absence of results, fear of 

pain, lack of motivation, more important daily priorities, unforeseen situations, 

expensive costs, lack of equipment and support, and forgetting were highlighted by 

patients as reasons for their non-adherence to the recommended treatment programme 

as provided by their physiotherapists (Mathy et al., 2015).  

There is an increased risk of non-adherence to exercise programmes amongst 

individuals with chronic pain (Geneen et al., 2017). At baseline minimal levels of 

physical activity has poor adherence outcomes; however, there are other factors such as 

low self-efficacy, depression, anxiety, helplessness, poor social support, perceived 

barriers to exercise and increased pain levels during exercise, which affect outcomes 

negatively (Jack et al., 2010; Essery et al., 2017). Zadro et al., (2019) reported that 

having a physically active family is a good predictor of exercise adherence versus 

having sedentary family members. An improvement in treatment outcome in terms of 

function and pain levels reinforces adherence amongst patients with chronic low back 

pain (Van Dillen et al., 2016). In a study on geriatric patients with low back pain and 

their adherence, the following factors were highlighted as barriers; location (where they 

live), accessibility to the physiotherapy clinic, travelling difficulties to the 

physiotherapy clinic, paying expenses, and longer treatment duration. Further identified 

factors included less encouragement from family for exercises, confidence to return to 

exercise after a break, difficulty remembering exercises, other medical conditions, 

anxiety and depression and ability to perform ADLs (Anjum and Sonia, 2019).  Nava-



 
 

Bringas et al., (2016) reported concerning the stability exercise programme in patients 

with chronic low back pain that depression, anxiety and fear of running activities were 

not predictors of non-adherence.  

Provider centered barriers 

Co-operation from the patients is essential for effective physiotherapy management. 

Patients must attend follow up sessions and perform the prescribed exercises to promote 

positive treatment outcomes (Babatunde, MacDermid and MacIntyre, 2017). However, 

physiotherapists also have the potential to introduce barriers to treatment adherence in 

terms of their speech, conduct, treatment choices and applications.  

A survey in Sweden revealed that “lack of time and knowledge, administrative aspects, 

the interaction between physiotherapist and patient and applicability and validity of the 

patient” are major barriers in treatment outcome measures (Östhols, Boström and 

Rasmussen-Barr, 2019). Furthermore, physiotherapists' communication skills impact the 

patient to physiotherapist relationship. They can determine whether the patient feels 

comfortable continuing with physiotherapy and attending the follow-up treatments  

(Lonsdale et al., 2012). Amongst other barriers, delayed consultations have been found 

to contribute to poor outcomes in managing low back pain (Chen et al., 2018). 

Providing information to the patient for them to understand their diagnosis, purpose of 

the treatment procedure, the treatment programme, follow up sessions has also been 

found to affect the patients' adherence to their physiotherapy treatment (Babatunde, 

MacDermid and MacIntyre, 2017).  

Institutional factors  

Supp et al., (2020) and Bachmann, Oesch and Bachmann (2018) highlighted that 

patients do remember the advice from their physiotherapists when shared decision 

making was used during the first consultation, prescribed exercises were simple to do 

and a few in number, patients concerns about their diagnosis were addressed and patient 

expectations were identified and addressed. Roitenberg (2019) noted an association 

between physiotherapists' work setting and clinical experience with low back pain and 

their attitude towards low back pain. Perreault et al., (2018) also reported that in 

managing low back pain, the physiotherapists are influenced by professional and 

organisational-level factors. Health literacy is the ability of an individual to be able to 

make the right health decision with an understanding of the basic health information and 



 
 

health services available to address the health condition; moreover, low literacy is 

associated with adverse health outcomes (Ratzan and Parker, 2006).   

2.5 The quality of life of people with low back pain 

This section will discuss the quality of life of people with low back pain. 

The lower back supports our physical stamina; hence pain in this area causes optimal 

function to be limited in some cases leading to long term hospitalisation and disability 

(Williams et al., 2015). Not only is their physical function impacted, the social 

wellbeing, work performance, and cost of living are also affected (Buchbinder et al., 

2018). In the elderly population, wellbeing and independence are affected (Ferreira and 

de Luca, 2017). Low back pain increases health care utilisation. Factors such as 

negative beliefs about pain, lifestyle behaviours, sociodemographic factors, depressive 

symptoms, and insomnia are common in people with low back pain and they frequently 

use health care services (Beyera, O‟Brien and Campbell, 2020). Furthermore, Opseth, 

G. et al., (2018) reported that individuals with low back pain have a negative perception 

of their health and illness and utilise physiotherapy services more frequently.  

Guidelines in the clinical practice for physiotherapy (these are active treatment 

approaches, educating patients and minimizing bed rest) set for managing low back pain 

showed that using the clinical practice guidelines reduce health care utilisation and 

related costs (Hanney et al., 2016). Based on the quality-adjusted life year‟s utilisation, 

a multifaceted e-Health strategy improved cost-utility results, however, it did not 

improve pain beliefs, disability, and work absenteeism (Suman et al., 2019). Patients 

who received cognitive patient education demonstrated improved quality of life 

(Løchting et al., 2016). Although evidence suggests a relationship between a patient‟s 

expectations and the level of function, there is no evidence that there is a relationship 

between a patient‟s expectations and health-related quality of life, as reported by 

Mohamed Mohamed et al., (2020).  

2.6 Summary 

In summary, the definition of low back pain anatomically and otherwise was 

comprehensively reviewed. The physiotherapy management of low back pain has been 

well investigated in terms of effectiveness, and guidelines have been established for 

managing low back pain. The next chapter will discuss the methodology used in 

conducting the research study.  



 
 

CHAPTER 3: METHODS 

3.1 Introduction 

This chapter will discuss the methodology of the research study. The description of the 

primary study setting, the study population, inclusion and exclusion criteria employed, 

sampling and outcome measures are mentioned. The methodology of the pilot study and 

main study will be presented, followed by the ethical consideration.  

3.1.1 Primary Study setting 

The research was conducted in Eswatini. Eswatini is a country with an estimated 

population of 1.2 million. It has two capital cities, one central and a royal and legislative 

capital. It has four regions namely Hhohho, Manzini, Shiselweni and Lubombo. 

3.1.2 Study Design  

This study was a cross-sectional descriptive survey.  

3.1.3 Study Population  

Individuals in the study population were attending private outpatient physiotherapy 

clinics in Eswatini. Eleven private outpatient physiotherapy clinics are currently spread 

across four cities and towns: Mbabane, Ezulwini, Matsapha and Manzini based on the 

Physiotherapists association of Eswatini registry. Patients attending these private clinics 

have a variety of conditions, namely, musculoskeletal, neurological, cardiopulmonary, 

orthopaedic, paediatric, pre and post-natal and sport-related conditions. Low back pain 

is one of the most common musculoskeletal conditions seen in these clinics. However, 

there is a lack of actual data regarding the exact numbers of patients attending these 

facilities. The researcher estimated that 55% to 70% of the patients seen monthly in 

these clinics have musculoskeletal conditions such as low back pain based on data 

trends from the clinics.  

3.1.4 Inclusion and Exclusion Criterion 

Inclusion Criterion 

1. Patients presenting with low back pain coming for their second or more visits. 

2. Aged between 18 to 80 years and above, both male and female   

3. Physiotherapists who render care to the patients 

Exclusion Criterion 



 
 

1. Confirmed or suspected pregnant women complaining of low back pain 

2. Neurological impairments 

3. Formally diagnosed psychiatric conditions 

4. Individuals presenting with low back pain with another joint pain for example 

hip pain 

3.1.5 Sampling 

All eleven private physiotherapy clinics were contacted, and permission was asked to 

participate in the study. Six facilities that gave consent were included in the study. A 

convenience sampling strategy was used for selecting the study population. This 

entailed targeting a conveniently available patient pool in a period of seven months. The 

sample size for the patient-centred component was calculated using a population size of 

100, expected frequency of 50%, confidence limits at 5%, design effect of 1.0, cluster of 

1 and confidence level of 80%. This gave a sample size of 62. Ten per cent of the 

sample size participated in the pilot study (six). 

3.1.6 Instrumentation and outcome measures 

The researcher used a self-developed survey to collect data. A REDCap survey was 

used as the data collection tool. The survey consisted of demographic data, including 

gender, age, education level, employment status, region of clinic and source of referral. 

Aspects questioned further included but are not limited to patient and provider-centred 

questions. 

The survey was translated into SiSwati and back-translated to English to ensure 

consistency and accuracy in translation. The translation was done by independent 

translators proficient in reading and writing in English and SiSwati. The survey 

comprised of two different sections, one which addresses the potential barriers to 

adherence related to the patients and one which addresses the potential 

provider/institutional barriers to adherence answered by the attending physiotherapist.   

The survey content was developed from available literature. The survey was assessed 

for readability, clarity and comprehensiveness by the help of the supervisor who is an 

expert in the field. The survey was also administered to the same respondent twice on 

different times and it produced the same results. No further validity tests were 

undertaken. 



 
 

3.2 Procedure  

3.2.1 Pilot Study 

A pilot study was conducted to test the content, construct validity and reliability of the 

survey and the time taken to complete the survey. The researcher selected one of the 

private physiotherapy clinics through simple random sampling using the drawing out of 

the hat method. The names of the clinics were written on cards and placed in a hat; a 

card was picked for the pilot study. The physiotherapist rendering care to the patients 

was also asked to participate. The pilot study‟s methods were the same as the main 

study except that more clinics were added.  

3.2.1.2 Pilot Study Procedure 

Records were requested from the attending physiotherapists by the researcher to identify 

potential participants. Diagnosis and patient notes were checked to see if they fit the 

inclusion criteria. Patients' contact details were used to contact the prospective 

participants. Patients were called for permission to use their personal information and 

participate in the study. Phone numbers were saved on the researcher‟s smartphone. 

Survey links were sent via Whatsapp for those who had the Whatsapp application and 

those without the Whatsapp application; it was sent via SMS (short message service) or 

email.   

A tablet was proposed to be used in the study to collect data; however, it could no 

longer be used due to a lack of funding. For participants present on the day, either a 

hard copy survey was given, printed directly from Redcap survey or offered a survey 

link sent via Whatsapp where they completed the survey using their own smartphones.  

Ten per cent (ten participants) of the study sample size was used for the pilot data 

analysis. Two participants gave reports while participating in the pilot study. One could 

not move to the next page when prompted for assistance; they did not respond; the other 

one could not open the link, and they were sent a new link to respond from. If they 

managed to access the survey with the new link, no acknowledgement was received. 

Two physiotherapists from the clinic participated in the survey. Two participants 

preferred to use the hard copy; one managed to return the document the same day, and 

the other failed to return the hard copy due to personal commitments. One participant 

opted to have a face to face interview with the researcher asking and entering the 

responses into her smartphone.  



 
 

Data was exported from the REDcap software into the excel spreadsheet as comma-

separated values (CSV) file. Data were cleaned and checked for errors before 

performing statistical calculations. A Two-Factor ANOVA without replication was 

performed first in Excel, followed by the Cronbach‟s Alpha to check for internal 

consistency of the survey. A value of 0.924458 was obtained, interpreted as excellent 

internal consistency.   

Short comments on questions answered during the pilot study will now be presented. 

The region they attend physiotherapy, source of referral to physiotherapy and the 

duration they have been experiencing pain; was answered well. It showed that the 

participants understood what was asked of them and there was no identifying 

information that was asked to be given. The question; how many physiotherapy 

consultations have you had so far concerning this low back pain? Had some outliers of 

frequency of 9, 10, 15 and 30. However, it is justifiable if the person has been suffering 

from back pain for a long time. It will be possible to be having up to 30 sessions. Other 

questions were answered well, which reflected that the participants understood the 

questions well and responded. 

The steps taken in the pilot study were done and followed to do the main study. No 

changes were applied to the survey after the pilot study, and the survey was used to 

collect data for the main study (it is both valid and reliable). The participants were 

included in the main study.  

3.2.2 Sample size 

One hundred participants agreed to participate. However, 38 participants did not 

complete the survey fully and the surveys subsequently had to be omitted from the data 

analysis. Sixty-two participants‟ surveys were included in data analysis. 

Nine participants were identified initially for the organisational component and were 

recruited. Eight physiotherapists responded and completed the organisational 

component of the survey. The participants were identified from the different private 

physiotherapy clinics in Hhohho and Manzini. Out of the eleven identified clinics in the 

country, six participated in the study.  

 3.2.3 Main Study 

The clinics' physiotherapists helped identify participants and introduce them to the 

researcher. The participants who were present were approached for permission to 

participate in the study, and information about the research was given. An option to use 



 
 

a survey link was given to the participants via Whatsapp or email. Patients who were 

not physically present but met the inclusion criteria were approached by their 

physiotherapists or assistants for permission to participate in the study.  

Survey links were given via Whatsapp, email or SMS when they agreed to participate. 

Participants received reminders via the same platform that they received the first link. 

Reminders were sent within two to three weeks if they did complete the survey. The 

link remained available to the participant as long as they did not complete the survey 

and expired after completion. Data collection took a period of seven months from April 

2021 to November 2021. The physiotherapists were also approached for permission to 

participate in the survey.  

3.3 Data analysis 

Data was exported from the electronic survey onto a data extraction form in Microsoft 

Excel. The data set was cleaned before data analysis. This process entailed checking if 

the data set had any missing values, outliers or irregular entries. The data was analysed 

using the IBM SPSS Statistics 20 software package using descriptive analysis, 

regression analysis and bivariate analysis with odds ratios. 

3.4 Ethics 

The researcher kept and followed the principles of research ethics. Participants were 

protected by minimising the risk of harm, obtaining written informed consent, voluntary 

participation and confidentiality, providing the right to withdraw from the study without 

penalty, and avoiding misleading practices. 

Data collection only commenced after obtaining ethical clearance from the Medical 

Human Research Ethics Committee at the University Of Witwatersrand with number 

M201018 (Appendix 1) and from the Eswatini Health and Human Research Review 

Board (EHHRRB) with the number SHR 328-9/2021 (Appendix 2). Permission to 

conduct the study at the private clinics was obtained from the clinical directors or the 

department heads of the physiotherapy unit (Appendix 3). Data collected is stored in the 

researcher‟s password protected laptop. All hard copy surveys are stored in a locked 

cabinet in the researcher‟s office that is locked.   

3.5 Summary 

In this chapter, the methodology of the study was presented, looking at the, study 

design, instrumentation and outcome measures, sampling methods, study population 



 
 

and the inclusion and exclusion criteria. Further, the procedures done in the pilot study 

and main study were also outlined. The data analysis process and ethical considerations 

was described.  The next chapter will present the results.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

CHAPTER 4: RESULTS 

4.1 Introduction 

This chapter outlines the research results by first showing the distribution of 

participating clinics and participants. The sociodemographic data and baseline 

characteristics are described next. Patient-centred barriers to treatment adherence will 

be presented, followed by the provider centred barriers to treatment adherence. Finally, 

the institutional factors in clinical practice that influence patient adherence will be 

presented. 

4.2 Distribution of participating clinics and participants  

Figure 4.1 below shows how the final study participants used in the analysis were 

obtained. 

 

Figure 4.1: Flow chart showing selection of participants per clinic 

4.3 Sociodemographic factors 

This section presents the sociodemographic data of the patients who participated in the 

survey. The gender, age, education level, employment status, region of physiotherapy 

clinic and the source of referral are presented.  

 Finally 62 patients 
finished the survey, 8 

physiotherapists 
finished the survey 

Clinic 1  

82 patients, 2 
physiotherapists 

 

Clinic 2 

80 patients,2 
physiotherapists 

Clinic 3 

81 patients, 1 
physiotherapist 

Clinic 4 

69 patients, 1 
physiotherapist 

Clinic 5 

1 patient, 1 
physiotherapist 

Clinic 6 

20 patients, 2 
physiotherapists 

333 patients 
recruited, 9 

physiotherapists 
recruited 

100 patients 
responded, 8 

physiotherapists 
responded 



 
 

Forty-eight (77.4%) of the participants were females. Thirty-two (51.6%) participants 

were aged between 31– 40 years. The highest level of education was secondary, three 

(4.8%) and tertiary 59 (95.2%). Fifty-one (82.3%) of the participants are employed. 

Most participants attended their physiotherapy clinics located in Manzini 44 (71%) and 

Hhohho 18 (29%). Forty-two (67.7%) of the participants were referred by their 

consulting doctor. Table 4.1 below illustrates the demographic factors for the patients 

that participated in the survey. 

Table 4.1: Sociodemographic characteristics  

Sociodemographic characteristics (N=62) n % 

Sex 

Female 48 77.4* 

Male 14 22.6 

Age  

< 21 years - 30 years 7 11.3 

31 years- 40 years 32 51.6* 

41 years - 50 years 10 16.1 

51 years -  60 years 11 17.7 

61 years - 70 years 2 3.2 

Highest level of education  

Secondary 3 4.8 

Tertiary 59 95.2* 

Employment status 

Employed  51 82.3* 

Retired 1 1.6 

Self-employed 7 11.3 

Student 1 1.6 

Unemployed 2 3.2 

Region of the physiotherapy clinic   

Hhohho 18 29.0 

Manzini 44 71.0 

Source of referral    

Colleague 6 9.7 

Consulting Doctor 42 67.7* 

Family member 1 1.6 

Friend 7 11.3 

Pharmacist 1 1.6 

Spouse 5 8.1 

Values in bold and asterisks (*) shows the highest prevalence per category.  



 
 

4.4 Patient-centered barriers  

This section presents the data for the patient-centred barriers. Patient-centred 

characteristics such as duration of low back pain, number of consultations completed, 

missed appointments, reasons for missing appointments, understanding of low back 

pain and availability of time to attend physiotherapy sessions are presented. 

Furthermore, the reasons given by the group of patients that highlighted that they do not 

have time in their daily schedule to attend physiotherapy sessions are presented.  

Thirty-four (54.8%) of the participants have been suffering from low back pain for 0-12 

months. Fifty (80.6%) of the participants had consulted with their physiotherapist at 

least one to five times. Forty (64.5%) participants have not missed their set 

physiotherapy appointments. Thirty-two (51.6%) participants completed three to five 

sessions in the consultation that they were currently in. Based on their current status, 30 

(48.4%) reported having pain less than 5/10 on the numeric pain rating scale, 14 

(22.6%) had 5/10 and 18 (29.0%) had pain greater than 5/10. Forty-four (71%) 

participants clearly understood their condition (low back pain). Fifty-eight (93.5%) 

participants understood how physiotherapy would help them treat their low back pain. 

Forty-eight (77.4%) indicated that they had time in their daily schedule to attend their 

set physiotherapy sessions. 

For those who had missed their physiotherapy appointments, nine (40.9%) highlighted 

being busy at work. Five (22.7%) participants mentioned that their medical aid 

provision was not enough and could not afford to pay cash. Two (9.1%) forgot the 

appointment, not feeling the pain anymore reported by three (13.6). One participant 

(4.5%) said each of the following conflicting priorities, COVID-19, felt like it wasn‟t 

helping, felt like wasn‟t getting the correct diagnosis, political unrest and transport 

issues. Table 4.2 below illustrates patient-centred characteristics.  

  



 
 

Table 4.2: Patient-centered characteristics  

Patient-centred characteristics  N=62 n % 

Duration of low back pain (months) 

0-12 34 54.8* 

13-24 8 12.9 

25-36 5 8.0 

37-48 3 4.8 

49-60 1 1.6 

>60 11 17.7* 

Number of physiotherapy consultations completed 

1-5 50 80.6* 

6-10 9 14.5 

>10 3 4.8  

Missed scheduled physiotherapy appointments  

No (not missed) 40 64.5* 

Yes (missed) 22 35.5 

Reasons for missing physiotherapy appointments  

Busy at work 9 40.9* 

Conflicting priorities 1 4.5 

COVID-19 1 4.5 

Felt like wasn't helping 1 4.5 

Had forgotten my appointment 2 9.1 

Had travelled  1 4.5 

I didn't have the pain anymore 3 13.6 

I felt like I‟m not getting the right diagnosis 1 4.5 

Medical aid provisions not enough. Cannot afford many cash 

sessions. 

5 22.7* 

Political unrest 1 4.5 

Transport issues 1 4.5 

Physiotherapy sessions completed in current consultation  

0-2 28 45.2 

3-5 32 51.6* 

>5 3 4.8 

Low back pain numeric pain rating scale  

<5/10 30 48.4* 

5/10 14 22.6 

>5/10 18 29.0 

Clear understanding of low back pain  

No (I do not understand) 18 29.0 

Yes (I do understand) 44 71.0* 

Understanding of how physiotherapy helps low back pain 

No (I don‟t understand) 4 6.5 

Yes (I do understand) 58 93.5* 

Availability of time in daily schedule to attend physiotherapy 

No (I do not have time) 14 22.6 



 
 

 

 Values in bold and asterisks presents the significant frequencies.  

 

Table 4.3 below shows responses for not having time in their daily schedule to attend 

set physiotherapy appointments. From the majority of participants highlighting that they 

do not have time in their daily schedule; eight (57.1%) agreed that their schedule is 

already full to accommodate the session; eight (57.1%) agreed that I am too busy; six 

(42.9%) agreed that I have other important priorities and six (42.9%) agreed that I rarely 

get the opportunity in my day. Fourteen (100%) disagreed that; it is not helping them, I 

do not believe it is helping my low back pain, and the visits are too frequent.  

Table 4.3: Distribution of participants by reason for not attending physiotherapy 

Reasons for not having time in daily schedule to attend 

physiotherapy N= 14 

Agree Disagree  

n (%) n (%)  

I have other important priorities 6(42.9) 4(28.6) 

My schedule is already full to accommodate the sessions  8(57.1) 3(21.4) 

I am too busy 8(57.1) 3(21.4) 

I rarely get the opportunity in my day 6(42.9) 4(28.6) 

It is inconvenient for me to continuously engage in the sessions 2(14.3) 7(50.0)  

It is not helping me  0(0.0) 14(100.0) 

I do not believe it is helping my low back pain 0(0.0) 14(100.0) 

The visits are too frequent  0(0.0) 12(100.0) 

Other unforeseen situations  2(14.3) 6(42.9) 

I am only available during the weekends and night time  4(28.6) 0(0.0) 

Physiotherapy clinic is far from my place of residence  1(7.1) 0(0.0)  

Values in bold presents more frequent responses. 

Table 4.4 presents the barriers experienced with prescribing home exercise programmes. 

Thirty (53.6%) disagreed that I do not have time to do the exercises, forty (71.4%) 

disagreed that I am afraid to do the exercises on my own without supervision, thirty-

eight (67.9%) disagreed that exercises are too many I do not remember some of them, 

thirty-six (64.3%) disagreed that I forget the exercises and I do not have a reference to 

follow, twenty-three (41.1%) disagreed that the exercises are too difficult for me to do 

at home, twenty-nine (51.8%) disagreed that my back becomes painful when I do the 

exercises, thirty-four (60.7%) disagreed that I rarely get the opportunity to do the 

exercises, forty-five (80.4%) disagreed that I do not believe that the exercises will help 

me, forty (71.4%) disagreed that I do not have support from home to help me to do the 

Yes (I do have time) 48 77.4* 



 
 

exercises and forty-four (78.6%) disagreed that I do not see any improvement as I do the 

exercises. 

 Table 4.4: Distribution of participants by exercise barriers 

Exercise Barriers N=62 Agree Disagree 

Barriers to performing prescribed exercises  n (%) n (%) 

I do not have time to do the exercises  11(19.6) 30(53.6)* 

I am afraid to do the exercises on my own without 

supervision  

12(21.4) 40(71.4)* 

The exercises are too many I do not remember some of them 9(16.1) 38(67.9)* 

I forget the exercises and I do not have a reference to follow 11(19.6) 36(64.3)* 

The exercises are too difficult for me to do at home  3(5.4) 23(41.1)* 

My back becomes painful when I do the exercises 15(26.8) 29(51.8)* 

I rarely get the opportunity to do the exercises 9(16.1) 34(60.7)* 

I do not believe that the exercises will help me 2(3.6) 45(80.4)* 

I do not have support from home to help me do the exercises 6(10.7) 40(71.4)* 

I do not see any improvement as I do the exercises 5(8.9) 44(78.6)* 

 

Table 4.5 below illustrates the general barriers experienced towards attending 

physiotherapy sessions. Thirty-seven (59.7%) agreed that I already feel better. Twenty-

seven (43.5%) disagreed that it is a burden to change the routine, fifty seven (91.9%) 

disagreed that I have to keep it a secret, thirty-seven (59.7%) disagreed that I am 

disheartened by my condition, forty-five (72.6%) disagreed that there is a considerable 

burden in travelling (distance, accessibility and cost), forty-seven (75.8%) disagreed 

that I do not see any result, fifty-six (90.3%) disagreed that I do not see the importance 

of doing this, twenty nine (47.8%) disagreed that the cost of continuing with treatment 

is too much, fifty-eight (93.5%) disagreed a previous negative experience, thirty-one 

(50%) disagreed that it is painful, thirty-seven (59.7%) disagreed that it is taking too 

long to resolve, fifty-one (82.3%) disagreed that people with this condition are often 

stigmatised in my society, fifty-six (90.3%) disagreed that It does not fit my cultural 

beliefs, forty-seven (75.8%) disagreed that the weather can be unfavourable, fifty-four 

(87.1%) disagreed that I do not believe this can help my condition and forty-two 

(67.7%) forgets follow up appointments. 

 

 



 
 

Table 4.5: Barriers to attending set physiotherapy sessions  

Barriers to attending set physiotherapy sessions N=62 Agree 

n (%)  

Disagree  

n (%) 

It is a burden to change my routine 21(33.9) 27(43.5)* 

I have to keep it a secret 2(3.2) 57(91.9)* 

I am disheartened by my condition  16(25.8) 37(59.7)* 

There is a huge burden in travelling (distance, cost, 

accessibility) 

7(11.3) 45(72.6)* 

I do not see any result 5(8.1) 47(75.8)* 

I do not see the importance of doing this 2(3.2) 56(90.3)* 

The cost of continuing with treatment is too much 21(33.9) 29(47.8)* 

Previous negative experience  1(1.6) 58(93.5)* 

It is painful  21(33.9) 31(50.0)* 

It is taking too long to resolve 17(27.4) 37(59.7)* 

People with this condition are often stigmatised in my 

society  

1(1.6) 51(82.3)* 

It does not fit my cultural beliefs 2(3.2) 56(90.3)* 

The weather can be unfavourable 8(12.9) 47(75.8)* 

I do not believe this can help my condition  8(12.9) 54(87.1)* 

I have no support from my family and friends 3(4.8) 48(77.4)* 

I already feel better 37(59.7)* 19(30.6) 

Forget follow up appointment 11(17.7) 42(67.7)* 

Values in bold and asterisks present the most frequent responses.  

Table 4.6 below illustrates the barriers experienced during the treatment sessions. Fifty-

five (88.7%) disagreed that I do not understand the treatment procedure, fifty-five 

(88.7%) disagreed that they are passive and not engaged in the activities, sixty-one 

(98.4%) disagreed that therapist has low confidence in own skills, forty-five (72.6%) 

disagreed that the treatment procedure is monotonous, forty-two (67.7%) disagreed that 

the activities are too many, forty-one (66.15) disagreed that there is lack of follow up, 

fifty-nine (95.1%) disagreed that too busy to move on to the next waiting patient, sixty 

one (98.4%) disagreed that the therapist is aggressive, sixty (96.8%) disagreed that the 

therapist is not patient in between activities, fifty-five (88.7%) disagreed that I always 

have to wait when I arrive at my time of appointment, fifty-seven (91.9%) disagreed 

that it is difficult to contact the therapist to cancel or reschedule appointment, fifty-three 

(85.5%) disagreed that they do not call to reschedule appointments, sixty (96.8%) 

disagreed that I see a different therapist each time, sixty-one (98.4%) disagreed that it is 



 
 

too noisy, sixty (96.8%) disagreed to lack of privacy and fifty-nine (95.2%) disagreed to 

lack of air conditioning. 

Table 4.6: Barriers during treatment sessions 

Barriers with physiotherapists during physiotherapy 

sessions N=62 

Agree 

n (%)   

Disagree  

n (%) 

I do not understand treatment procedure  3(4.8) 55(88.7)* 

They are passive, not engaged in the activities 2(3.2) 55(88.7)* 

Therapist has low confidence in own skills  0(0.0) 61(98.4)** 

The treatment procedure is monotonous  10(16.1) 45(72.6)* 

The activities are too many  6(9.7) 42(67.7)* 

There is lack of follow up  11(17.7) 41(66.1)* 

Too busy to move on to the next waiting patient  0(0.0) 59(95.1)** 

The therapist is too aggressive 0(0.0) 61(98.4)** 

The therapist is not patient in between activities 1(1.6) 60(96.8)* 

I always have to wait when I arrive at my time of 

appointment  

2(3.2) 55(88.7)* 

It is difficult to contact the therapist to cancel or reschedule 

appointments  

2(3.2) 57(91.9)* 

They do not call to reschedule appointments  4(6.5) 53(85.5)* 

I see a different therapist each time  1(1.6) 60(96.8)* 

It is too noisy 0(0.0) 61(98.4)** 

Lack of privacy  2(3.2) 60(96.8) 

Lack of air conditioning  1(1.6) 59(95.2) 

Values in bold and asterisks shows the most frequent responses  

4.5 Provider-centred barriers  

This section presents the data for the provider centred barriers. Provider-centred barriers 

are introduced by the interaction between the physiotherapist and the patient. Factors 

such as exercise prescription, communication, routine follow up, provision of reference 

material, a reminder of upcoming appointments and waiting period posed by the 

physiotherapist are presented. Further, the barriers to home exercise programmes and 

barriers during the treatment sessions are presented. 

Fifty-six (90.3%) of the patients had prescribed exercises as part of their management 

routine. Fifty-eight (93.5%) reported that clear communication was rendered concerning 



 
 

their condition and treatment procedure. The physiotherapists did a routine follow-up 

for 32 (51.6%) of the patients. Thirty-nine (62.9%) of the patients received reminders 

for upcoming appointments. At most, fifty-one (82.3%) of the patients had 0-14 days 

waiting for the next appointment. Five (8.1%) reported being afraid to contract COVID-

19, and seven (11.3%) reported medical aid exhaustion as the reason for stopping their 

physiotherapy treatment. Table 4.7 below illustrates the provider centred characteristics. 

Table 4.7: Provider centred characteristics  

Provider centred barriers characteristics N=62 n % 

Exercise prescription by the attending physiotherapist  

No (they did not prescribe) 6 9.7 

Yes (they prescribed) 56 90.3 

Clear communication from the physiotherapist  

No (it was not clear) 4 6.5 

Yes( it was clear) 58 93.5 

Routine follow up by the physiotherapist  

No (they do not follow up) 23 37.1 

Yes (they do follow up) 39 62.9 

Provision of reference material  

No (they do not provide) 30 48.4 

Yes (they provide) 32 51.6 

Reminder of upcoming appointment  

No (they don’t remind) 23 37.1 

Yes (they do remind) 39 62.9 

Waiting period by physiotherapist for follow-up appointment (days) 

0-14 51 82.3 

15-28 1 1.6 

29-42 4 6.5 

>43 6 9.7 

Other factors that contribute to stopping physiotherapy treatments  

Afraid of contracting covid  5 8.1 

clear explanations of the condition were not given  1 1.6 

Completely cured 4 6.5 

Medical aid exhaustion and its expensive to pay cash  7 11.3 

Busy at work  2 3.2 



 
 

I have no patience 1 1.6 

No follow up on appointments  2 3.2 

Facility too far and expensive to get there 2 3.2 

It’s painful sometimes  1 1.6 

Lack of motivation and follow up activities  1 1.6 

No permanent solution 1 1.6 

 

4.6 Institutional factors in clinical practice characteristics  

This section presents the data for the institutional factors in clinical practice. This 

section focuses on the section that was answered by the physiotherapists. Factors such 

as age, gender, places of practice, level of education, years of experience, number of 

physiotherapists working per clinic, adequacy of physiotherapists, enough resources for 

the management of low back pain, waiting period before the next appointment, mode of 

communication used to remind patients of their upcoming appointments and whether 

the same physiotherapists treat the same patients all the time, are presented.  

Table 4.8 below shows the sociodemographic and organisational characteristics of the 

attending physiotherapists. Six (75%) of the physiotherapists were female. Five (62.5%) 

of the physiotherapists were between 21-30 years of age. Some of the physiotherapists 

were working in more than one clinic and distributed as follows; six (75%) in Mbabane, 

two (25.0%) in Ezulwini, three (37.5%) in Matsapha and one (12.5%) in Manzini. Five 

(62.5%) of the physiotherapists have at least a Bachelor‟s degree. The number of years 

of experience is distributed as follows; two (25%) 0-3 years, three (37.5%) 4-6 years 

and three (37.5%) more than 7 years.  

The distribution of the number of physiotherapists working per clinic are as follows; 

three (37.5%) have three physiotherapists, two (25%) have two physiotherapists and 

three (37.5%) have one physiotherapist. Seven (87.5%) agree that there are adequate 

physiotherapists to meet the available workload. Five (62.5%) agree that there are 

enough resources to help manage low back pain. Four (50.0%) of the physiotherapists 

wait for at least one day to set the next follow up appointment. Six (75.0%) of the 

physiotherapists make use of calling before the appointment. Seven (87.5%) agree that 

the same physiotherapist always sees the patients. 

 



 
 

Table 4.8: Characteristics of attending physiotherapists 

Variable N=8 n % 

Age  

<21 – 30 5 62.5* 

31 – 40 1 12.5 

41 – 50 2 25.0 

Sex 

Female 6 75.0* 

Male 2 25.0 

Places of practice  

Mbabane  6 75.0* 

Ezulwini  2 25.0 

Matsapha 3 37.5 

Manzini  1 12.5 

Highest level of education  

Bachelor‟s Degree 5 62.5* 

Master‟s Degree 3 37.5 

Number of years of experience  

0-3 2 25.0 

4-6 3 37.5* 

>7 3 37.5* 

Number of physiotherapists working per clinic  

1 3 37.5* 

2 2 25.0 

3 3 37.5* 

Adequate physiotherapists available for the available workload 

Agree (they are adequate) 7 87.5* 

Disagree(they are not  adequate) 0 0 

Enough resources for management of low back pain  

Agree (resources are enough) 5 62.5* 

Disagree (resources are not enough) 2 25.0 

Waiting period for follow up appointments (days) 

1 4 50.0* 

2 3 37.5 



 
 

3 1 12.5 

Communication done to remind patients of appointments  

Write on card time and date 3 37.5 

Send an sms prior to the appointment 0 0 

Give a call prior to the appointment 6 75.0* 

Send an email prior to the appointment  0 0 

We do not remind patients to attend follow up appointments  3 37.5 

We only give calls to those that have requested  1 12.5 

Treatment of patients by the same therapist 

Sometimes (treated by the same therapist) 1 12.5 

Yes (treated by the same therapist) 7 87.5 

Values in bold and asterisks presents the most frequent responses.  

4.7 Further analysis 

This section presents the multivariable analysis (logistic regression) and bivariate 

analysis with odd ratios. Different variables were being compared with adherence to 

scheduled physiotherapy appointments. Table 4.9 below shows adherence to 

physiotherapy appointments compared to barriers, understanding of the condition, 

exercise prescription and clear communication regarding the condition. Factors 

significantly associated with adherence to scheduled physiotherapy appointments could 

understand the condition (p = 0.001). 

Table 4.9: Barriers being compared to scheduled physiotherapy appointments. 

  Adherence to Scheduled 

Physiotherapy Appointments 

 

    No Yes Total p-value cORs 

Understanding of the 

condition 

No 6 12 18     

  Yes 34 10 44 0.001*** 1.87(1.162 - 

3.010) 

Exercise prescription No 5 1 6     

  Yes 35 21 56 0.311 2.75 (.343 - 

22.08) 

clear communication 

regarding the condition 

No 2 2 4     

  Yes 38 20 58 0.53 1.045(0.899 

- 1.214) 
Values in bold and asterisks shows the most significant values p≤0.005 



 
 

The table 4.10 below shows adherence to exercises when compared to exercise barriers. 

Too many exercises were significantly associated with adherence to scheduled 

physiotherapy appointments  

Table 4.10: Exercise Barriers compared to adherence to scheduled appointments 

 

 

 

 

Adherence to Scheduled 

Physiotherapy Appointments 

  

    Yes No Total cOR p-value 

no time for exercising No 15 15 30 ref   

  Yes 9 2 11 3.19 (0.79 

- 12.93) 

0.067 

afraid to exercise without 

supervision from therapist 

No 26 14 40 ref   

  Yes 5 5 10 0.61 (0.20 

- 1.84) 

0.382 

exercises too many No 26 12 38 ref   

  Yes 3 6 9 4.3 (0.9 - 

20.3) 

0.05* 

forget the exercises No 24 12 36 ref   

  Yes 5 7 12 2.80 (0.73 

- 10.7) 

0.125 

exercises too difficult No 29 14 43 ref   

  Yes 1 2 3 4.14 ( 0.35 

- 49.7) 

0.23 

increased pain when doing 

exercises 

No 19 10 29 ref   

  Yes 9 6 15 1.27 (0.35 

- 4.58) 

0.71 

rarely get the opportunity to 

do the exercises 

No 22 12 34 ref   

  Yes 4 5 9 2.29 (0.52 

- 10.18) 

0.269 

do not believe exercises will 

help 

No 29 16 45     

  Yes 2 0 2 ref 0.299 

no support from home No 25 15 40 ref   

  Yes 1 4 5 6.67 (0.68 

- 65.4) 

0.07 



 
 

Table 4.11 below shows the values included in the equation for the logistic regression 

analysis. The odds of defaulting are 6.4 times higher if a patient does not understand the 

condition. The odds of defaulting are 3 times higher if a patient does not have an 

exercise prescription.  

Table 4.11: Variables in the equation for multivariate analysis logistic regression 

Values highlighted in red shows the most significant values p≤0.005 

Table 4.12 below shows the sociodemographic variables compared to adherence to 

scheduled physiotherapy appointments. Being old is associated with fewer chances of 

defaulting. Females are less likely to default than males, and patients are three times 

more likely to attend sessions if referred by a doctor than anyone else. 

Table 4.12: Sociodemographic variables compared to adherence to scheduled 

physiotherapy appointments. 

  P-Value OR (95%CI)   

Age 0.12 0.43 (.15 - 1.3) Being old is associated with less 

chances of defaulting 

Gender 0.61 0.99 (0.29 - 3.42) Females are less likely to default 

than males 

Source 

of 

referral 

0.08 3.00 (0.86 - 10.5) Patients are 3 times more likely to 

attend sessions if referred by a doctor 

as compared to anyone else 

 

 B S.E. Wald Df Sig. Exp(

B) 

95% C.I.for 

EXP(B) 

Lowe

r 

Upper 

Step 

1
a
 

Understanding of 

the condition 

1.861 0.621 8.963 1 0.003 6.427 1.901 21.726 

Exercise 

prescription 

1.108 1.306 0.720 1 0.396 3.029 0.234 39.135 

Clear 

communication 

regarding the 

condition 

-0.530 1.159 0.209 1 0.648 0.589 0.061 5.711 

Constant -1.738 1.449 1.439 1 0.230 0.176     

a. Variable(s) entered on step 1: Understanding of the condition, Exercise prescription, 

and Clear communication regarding the condition. 



 
 

4.8 Conclusion 

This chapter outlined the results and analysis from the survey. Descriptive analysis, 

multiple logistic regression and bivariate analysis were carried out. The next chapter 

discusses these findings.  

 

 

 

 

 

 

 

 

 

 

  



 
 

CHAPTER 5: DISCUSSION 

5.1 Introduction 

This chapter discusses the study findings in relation to the objectives to explore the 

patient-centred factors, provider-centred, and institutional factors associated with 

physiotherapy treatment adherence among patients with low back pain in private 

outpatient physiotherapy clinics in Eswatini. This chapter also highlights the strengths 

and limitations of the study, recommendations and concluding statements. Comparisons 

are made with other studies, and similarities and differences are highlighted.  

5.2 Discussion of study findings 

Demographic factors 

This study is the first in Eswatini to explore different barriers faced with patients 

undergoing physiotherapy management for low back pain. The prevalence of low back 

pain has been similar among various cultures (Vos et al., 2015), however in ages 

between 40-69 years, it is higher in females than in males (Maher, Underwood and 

Buchbinder, 2017). This study found that low back pain was most prevalent in the age 

group 31-40 years and higher in females than males. The most prevalent group affected 

in this population is the employed (82.3%). It can be inferred in this group that there is a 

high risk of work absenteeism due to low back pain. The literature reported that work 

absenteeism is increasing due to low back pain Huang et al., (2020). However, there is a 

need to investigate if being employed is associated with low back pain and the related 

causes in the various working environments. Also, this study showed that being in an 

advanced age is associated with fewer chances of defaulting, and females are less likely 

to default than males.  

 

The lifetime prevalence of acute low back pain globally is 14%, and it lasts up to two 

weeks, whereas the lifetime prevalence of chronic disabling lower back pain lasting at 

least six months is up to 11% (Popescu and Lee, 2020). Compared to the global 

estimates, the study showed that low back pain mostly lasts up to twelve months 

(54.8%). The reason why the pain is lasting for a more extended period, especially in 

this population, is still unknown and can be an area for further research. 

 

Literature reports that low back pain is one of the major causes of consultations in 

primary health care (Hartvigsen, 2018). Similarly this study also showed an increased 



 
 

frequency of physiotherapy consultations. Most participants had done one to five 

consultations (80.6%) and completed at most three to five sessions (51.6%). This could 

be due to the recurrent nature of low back pain. However, non-adherence in literature 

has been reported to cause adverse effects such as recurrent pain. In this population, 

non-adherence has been reported though it was the minority.  

 

The study shows that most referrals are from consulting doctors at the primary health 

care level (67.7%). Also, this study showed that patients are three times more likely to 

attend sessions if referred by a doctor than anyone else. In a study done in South Africa 

on the management of low back pain at the primary care level, referrals to 

physiotherapy were rarely being done. Patients were mainly being managed with pain 

medication (Major-Helsloot et al., 2014). In Eswatini, current practices in low back pain 

management still need to be investigated compared to the global guidelines in managing 

low back pain. This needs to be done on the primary care level and the specific private 

physiotherapy practices. A recent study showed that chronic low back pain management 

practices in African countries are not well documented and do not align with developed 

countries' biopsychosocial management guidelines (Ahenkorah et al., 2019). 

 

Patient centered Barriers 

Within physiotherapy, the concept of adherence varies. Although the majority of the 

participating patients in this study (64.5%) have not missed physiotherapy 

appointments, 34.5% did. This is important to note because non-adherence still affects 

the treatment outcome and increases the number of consultations. The barriers reported 

in this study for non-adherence were work commitments, being afraid of contracting 

corona virus disease (COVID-19) during sessions, feeling like it was not helping, 

forgotten the appointment, they had travelled, did not have the pain anymore, felt like 

they were not getting the right diagnosis, medical aid provision was not enough, cannot 

afford many cash sessions and transport issues. This is similar to a study done by Mathy 

et al., (2015). Mathy et al., (2015) did a content analysis study on 30 patients with low 

back pain in Belgium that were undergoing regular physical activity treatment. The 

difference between the study and this research is that the COVID-19 pandemic was not 

a problem. 

This study concluded that 77.4% of patients have time in their daily schedule to attend 

scheduled physiotherapy sessions. It can be inferred that having time in their daily 



 
 

schedule is not a barrier to attend their physiotherapy sessions for most of the patients in 

this study population. Moreover, the  22.6%  of patients that did not have time in their 

daily schedules to attend physiotherapy sessions agreed that the following factors were 

barriers; other important priorities, schedule already full to accommodate sessions, too 

busy and rarely gets an opportunity during the day. They also disagreed that these 

factors were barriers, inconvenience to continuously engage in scheduled sessions, “It is 

not helping me”, “I do not believe it is helping me”, and other unforeseen situations. 

28.6% went on to highlight further that they are only available during the weekends and 

night time as well as the physiotherapy clinic was far from their place of residence 

(7.1%).  

Other aspects highlighted in this study were afraid to contract COVID-19, clear 

explanations to the condition was not given, completely cured, medical aid exhaustion, 

expensive to pay cash, busy at work, no patience, no follow up on appointments, facility 

too far and expensive transport costs to get to the hospital. They also highlighted that “it 

is painful sometimes”, lack of motivation and follow up activities and no permanent 

solution as factors that would prevent them from continuing with their prescribed 

physiotherapy sessions. 

Compared to other studies Saner et al., (2018) did a qualitative study in a randomised 

controlled trial with 44 participants and concluded that the knowledge of the benefits of 

long term exercise and correct performance does contribute to the adherence of the 

treatment programme. Van Koppen et al., (2016) did a crossectional observational study 

with 51 patients investigating adherence rate and factors influencing adherence in 

following home based activity advice in patients‟ reffered to a physiotherapy clinic with 

no specific low back pain. Weather conditions and increasing pain were found to be 

barriers. Palazzo et al., (2016) did a qualitative study based on semi structured 

interviews with 29 patients to assess views of patients with chronic low back pain 

concerning barriers to home-based exercise program adherence and to record 

expectations regarding new technologies. Health care journey, patient presentations and 

home environment were found to be barriers. Anjum and Sonia (2019) did a survey 

using a structured self-questionnaire from outpatient physiotherapy centres with 150 to 

identify barriers and their association with adherence to physiotherapy treatment I a 

geriatric population. The following were highlighted as barriers, location, accessibility, 

paying expenses, long treatment duration, less encouragement from home and lack of 

confidence.   



 
 

The literature has reported an increased risk of non-adherence to exercise programmes 

(Geneen et al., 2017). This study showed that the majority of the participants disagreed 

with the commonly highlighted barriers in literature such as fatigue, absence of results, 

fear of pain, lack of motivation, more important daily priorities, unforeseen situations 

and increased pain levels during exercise, Van Koppen et al., 2016 ; Palazzo et al., 

2016; Jack et al., 2010; Essery et al., 2017;  Zadro et al., 2019. However, the minority 

of the population agreed that these were barriers to performing their prescribed home 

programmes.  

Although the knowledge of low back pain amongst patients is not well reported (Barbari 

et al., 2020), the majority of the participants highlighted that they understood their 

condition (low back pain) (71%) and how physiotherapy was going to help them 

(93.5%). It is also important to note that 29% of the patients do not understand their 

condition. Future studies need to be conducted to show patients' knowledge of low back 

pain.  

 

Provider centered barriers 

Providing information to the patient to understand their diagnosis, purpose of the 

treatment procedure, the treatment programme, follow up sessions has also been found 

to affect the patients' adherence to their physiotherapy treatment (Babatunde, 

MacDermid and MacIntyre, 2017). This study showed that 93.5% of the participants 

communicated clearly with their physiotherapist regarding their condition, treatment 

strategies, and outcome. Fifty-six (90.3%) of the patients were prescribed home exercise 

programmes by their physiotherapists, and 51.6% received reference material for their 

exercises. 62.9% of the participants were being followed up routinely by their 

physiotherapists, and 62.9% received reminders for their upcoming appointments. The 

waiting period reported by patients in this study was 0-14 days and up to more than 43 

days in a small number of patients. The waiting period was contrary to the three days 

the physiotherapists reported the waiting times were. Lack of time among 

physiotherapists has been highlighted as one of the major barriers in managing patients 

with low back pain (Östhols, Boström and Rasmussen-Barr, 2019). Current literature 

does not clearly state if lack of time is also a barrier to setting patient treatment sessions.  



 
 

Furthermore, barriers that were significantly associated with adherence to scheduled 

physiotherapy appointments were; understanding the condition (p = 0.001) and too 

many exercises (p = 0.005). The odds of defaulting are 6.4 times higher if a patient does 

not understand the condition. The odds of defaulting are 3 times higher if a patient does 

not have an exercise prescription. The understanding of the condition as related to 

adherence is not well reported in the literature; however, this study showed that most 

patients admitted that they understood their condition. However, the extent of this 

knowledge needs to be investigated. However Supp et al., (2020) and Bachmann, Oesch 

and Bachmann, (2018) highlighted that patients do remember the advice from their 

physiotherapists when prescribed exercises were simple to perform and a few in 

number. Similarly in this study, a portion of participants (16.1%) did agree that the 

exercises were too many and could not remember them. This also goes hand in hand 

with whether reference material was given on the exercises. In this study, 48.4% did not 

receive reference material, and 51.6% received reference material for the prescribed 

exercises. Reference material helps to aid in remembering the exercises and carefully 

doing them correctly.  

 

Institutional Factors 

Administrative aspects also play a role in introducing barriers in the management of 

patients (Östhols, Boström and Rasmussen-Barr, 2019). Some of the administrative 

aspects reviewed in this study demonstrate that efforts are being made to ensure the best 

care is given to the patients. These include prior communication provided to the patients 

to remind them of their appointments, enough resources to manage the condition, 

ensuring continuity with one therapist maintaining the same patients, and reduced 

waiting days for the next follow-up appointment. Comparing with the following studies, 

a survey in Sweden revealed that “lack of time and knowledge, administrative aspects, 

the interaction between physiotherapist and patient and applicability and validity of the 

patient” are some of the major barriers in treatment outcome measures (Östhols, 

Boström and Rasmussen-Barr, 2019).  

Physiotherapists' communication skills impact the patient to physiotherapist 

relationship. This can determine whether the patient feels comfortable continuing with 

physiotherapy and attending the follow-up treatments  (Lonsdale et al., 2012). Amongst 

other barriers, delayed consultations have been found to contribute to poor outcomes in 



 
 

managing low back pain (Chen et al., 2018). Providing information to the patient to 

understand their diagnosis, purpose of the treatment procedure, the treatment 

programme, follow up sessions have also been found to affect the patients' adherence to 

their physiotherapy treatment (Babatunde, MacDermid and MacIntyre, 2017).  

5.3 Conclusion  

Similar to other studies, the barriers affecting adherence to physiotherapy treatment 

were mainly related to the financial aspect, tight work schedules, transport issues in 

distance and costs, being asymptomatic and the COVID-19 pandemic. Barriers to 

treatment adherence are not universal to every population. Factors significantly 

associated with adherence to scheduled physiotherapy appointments for the study 

population in Eswatini were; understanding the condition (p = 0.001) and too many 

exercises (p = 0.005). The odds of defaulting are 6.4 times higher if a patient does not 

understand the condition. The odds of defaulting are 3 times higher if a patient does not 

have an exercise prescription. Also, being old is associated with fewer chances of 

defaulting. Females are less likely to default than males, and patients are three times 

more likely to attend sessions if referred by a doctor than anyone else. Although the 

participating patients identified different barriers for non-attendance, these barriers still 

pose a potential to cause non-adherence. There is a need to assess barriers in every 

patient population to understand their different challenges and deliver patient-centred 

care. Some barriers highlighted were due to the occurrences of the Covid-19 pandemic 

and the country political unrest. It is during these times that therapists should strategize 

to give proper care to the patients.   

Study Weaknesses  

The survey was long, which prompted incomplete surveys. However, regular follow-ups 

encouraged various patients to remember and complete their surveys. The technical 

issue that was present was that answering the survey on whatsapp with the mobile 

number of the sender not saved caused the link to the survey not to open on some 

mobile smartphones. Hence if it was not reported by the participant they could not 

complete the survey at all. This was rectified by following up and prompting them to 

save the mobile number. The limitation of this study design is that it cannot establish 

the cause and effect relationship. However, this type of research can identify the areas 

for further research.  



 
 

Recommendation and future research 

There is paucity in research considering adherence and quality of life of people living 

with low back pain. There is currently no standardised assessment outcome measure or 

tool available to assess patient-adherence barriers. It is not clear in most of the studies 

done by researchers if adherence to set physiotherapy treatments for low back pain is 

assessed at baseline and reassessed to check to what extent it affects treatment outcome. 

Research can also be done in other settings like the public sector to establish the barriers 

they also face and can be compared to the population in private. Furthermore, the survey 

can also be tested in other conditions to modify it and apply it in various practice areas 

or disciplines. 

Currently, there are no policies to combat the barriers to physiotherapy treatment of low 

back pain in Eswatini. These barriers need to be addressed at every level. The public 

needs to be sensitised and educated (employers, employees and otherwise) on the 

barriers to treatment of low back pain and its adverse effects if they cause non-

adherence. Also, this condition primarily affects women in the working cluster. Further 

investigation is needed to establish the causes.  
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