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ABSTRACT
Introduction: Physiotherapy practice in Africa faces a number of challenges, one of which is the limited number of therapists in
most public hospitals. In Africa, physiotherapy is still mainly institution based with very little community-based practice, leading to
lack of access to services for a large part of the population. This study explores users’ perceptions of physiotherapy, challenges faced
by users, possible options for management, and determines whether current physiotherapy practice in a rural Kilifi District general
hospital in Kenya facilitates future self-management of chronic conditions.
Methods: Eight in-depth interviews, 3 focus groups discussions and 4 participant observations were conducted for data collection.
All interviews and focus group discussions were recorded using a digital recorder, transcribed into the Swahili language and then
translated into English. The transcriptions were imported to NVivo 9 (www.qsrinternational.com) for management and storage.
Inductive data analysis was used to generate themes from the rich-text data of the transcriptions.
Results: Many of the users perceived physiotherapy as being effective. Challenges included distance from health facilities, negative
experiences with some therapists, and lack of staff and equipment. Rehabilitation options included community- and home-based
programs fostering self-management of chronic conditions. Current hospital practice lacks emphasis on self-management skills for
patients with chronic conditions who can do their physiotherapy at home.
Conclusions: Users’ experiences of physiotherapy treatment in this rural hospital indicate that a host of challenges exist. In the face
of these challenges, the needs of the users seemed to be compromised, especially those with chronic conditions. Rehabilitation
services that are accessible and affordable would be better options in rural and low-resource settings. There is therefore need for
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community-based services that place emphasis on self-management of chronic conditions for fostering better health outcomes in
rural communities.
Key words: Africa, Kenya, physiotherapy, rural hospital.

Introduction
Physiotherapy practice in Africa faces a number of challenges, one
of which is the limited number of therapists in most public
hospitals. In 2000 the ratio of physiotherapists to the local
population was estimated as 1:550 000 in most of the public
hospitals in Africa1. A survey conducted in Ghana identified no
rehabilitation doctor or occupational therapist in the country2. In
Kenya the ratio was estimated as 1:20 0003 and it was observed
that physiotherapy services are limited by few trained personnel
and funding4. The lack of general funds for service development
and equipment could indicate that physiotherapy is still regarded as
less important for development than others in health care, such as
medicine and nursing5.
The physiotherapy profession has a long history of advocating for
self-management between consultations, which has the potential
to assist in the move to more community care6. Self-management
is concerned with enabling a person who has a chronic condition
to manage the day-to-day impact of the condition themselves7. It
involves forming a patient–healthcare provider relationship which
empowers and enables the person with a chronic condition to
make choices and decisions about the activities they engage in to
manage the condition7. Such activities can include utilisation of
healthcare services, or adherence to therapeutic activities
performed by themselves or others, in their home or work
environments. Self-management may lead to efficient use of health
services and meet the needs of people with chronic conditions or
disability8. These processes would seem particularly important in
countries where there is a shortage of health professionals.
Skilled and appropriate communication underpins effective
practice in physiotherapy9-11, is a key professional ability12,
and is highly valued by users of physiotherapy13-15. Positive

communication between physiotherapists and users has socioaffective elements that help to provide social support, inspire
cooperation and generate a positive emotional atmosphere16.
Studies have revealed that positive feedback and consideration
of service users’ own conceptions of their problems and
strategies for solving most problems could exert an important
influence on recovery, improving both adherence to
recommendations and outcome17,18. For effective selfmanagement to occur there must be effective two-way
communication and interaction between the physiotherapist
and service user. However, absconding from institutionalbased rehabilitation services by users has been highlighted in
Kenya19, where children’s carers thought hospital staff
underestimated their emotional distress. This led carers to
seek an alternative treatment for their child’s disability from
traditional and spiritual healers. A recent study in Kenya
revealed the potential of a home-based intervention20. It
revealed the opening up of communication between a
caregiver and child with little or no communication. This
communication recognised the child’s strength and reestablished social support systems that had earlier collapsed.
Despite this evidence, little qualitative research has examined
the experiences of physiotherapy users in rural facilities in
Africa. Many studies into users’ perceptions of physiotherapy
have been primarily quantitative. There have been a few
qualitative studies, and these have been mainly in developed
countries21-23.
Currently, physiotherapy services in Africa are offered in
hospitals, which could pose challenges to the users. The aims
of this study were to explore service users’ experiences of the
physiotherapy service in a rural Kilifi District general hospital
in Kenya, and to evaluate whether current practice fosters
self-management of chronic conditions.

© JK Gona, CR Newton, J-A Geere, S Hartley, 2013. A licence to publish this material has been given to James Cook University, http://www.rrh.org.au
2

This study aimed to answer the following questions:
1. What is the user’s perception of physiotherapy
practice in Kilifi?
2. What are the challenges faced by physiotherapy
service users in Kilifi?
3. Does current physiotherapy practice in Kilifi foster
self-management of chronic conditions?
4. What are the possible options for improved
management of chronic conditions?

Methods
The research was predominantly qualitative with a component of
observational data to triangulate the qualitative data.

Study site
Participants from this study came from the Kilifi Health
Demographic and Surveillance System (KHDSS) area. The
KHDSS is in Kilifi District in Kenya and stretches from the
Mida Creek in the north to the Mtwapa Creek in the south. It
borders the Indian Ocean in the east and the Arabuko-Sokoke
Forest in the west and covers an area of 900 km2. It has a
population of approximately 250 000 and the Mijikenda
ethnic group predominates.

Study participants and sampling procedure
Study participants were drawn from a pool of 549 patients
(284 males) attending physiotherapy as recorded in the 2009
outpatient attendance register. The department attends to patients
from Kilifi and neighbouring districts. From the 549 cases,
78 patients (44 males) resided in the KHDSS area. The KHDSS is
a demarcated research area controlled by the Kenya Medical
Research Institute for research purposes. A purposive-convenience
sample of 32 participants was selected from these 78 patients.
Inclusion criteria included availability of time to participate,
regular attendance for therapy and residing in the KHDSS area.
Exclusion criteria included unwillingness to take part in the study,
not being a regular attendee, and coming from outside the KHDSS

area. Geographical representation and sex balance were
considered. Eight participants from the sampled 32 who came
from the furthest distance were identified for interviews (Table 1).
Due to poor infrastructure, those who live in close proximity
were sampled for focus group discussions (Table 2).

Methods of data collection and analysis
Interviews, focus groups and participant observations were
used as data collection methods. Interviews and focus group
discussions have different dynamics and therefore may reveal
different information; they are also used for comparison and
triangulation. Participant observation was considered
appropriate as it gave a close familiarity with the given group
of individuals through intensive involvement with the given
group, and it conceals the status of the researcher.
Eight in-depth interviews and three focus group discussions using
open-ended questions were conducted to elicit information from
study participants giving a total sample size of 32. All the
interviews and focus groups were conducted in Swahili and within
the hospital environment by a trained fieldworker. The Swahili
language was chosen because all participants were fluent in that
language. Written field notes were taken by a trained fieldworker
during both individual interviews and focus group discussions. All
the interviews and focus group discussions were recorded using a
digital recorder, transcribed in Swahili language and then
translated into English language. The transcriptions were imported
to NVivo 9 (www.qsrinternational.com) for management and
storage. The NVivo program assists the researcher to organise the
data in a systematic way for easy retrieval, management and
analysis. With software assistance, inductive analysis as described
by Patton24 was used to analyse the data. According Patton, the
first step of data analysis is the creation of ‘free nodes’. Transcripts
are read and re-read for familiarisation and then coded as free
nodes. The second step is when the free nodes with similar or
thematically linked content are identified and grouped together to
form ‘tree nodes’, each bearing a name of a theme. The third step
is the identification of connections within the themes and making
interpretations. Two authors shared and cross-checked analysis of
the transcripts. Conflicting ideas were discussed and analysis was
utilised to clarify interpretation for consensus.
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Table 1: Details of patients interviewed
Interview

Sex

1
2
3
4
5
6
7
8

Age
(years)

Male
Female
Male
Female
Male
Female
Male
Male

36
40
46
35
25
51
37
27

Health condition/
presenting
symptoms
Hemiparesis
Knee problems
Pains in the waist
Pains in the waist
Hemiparesis
Pain in the hand
Hip joint problems
Stiff knee

Treatment
duration
(months)
2
5
I
3
14 (chronic)
2
12 (chronic)
2

Distance from
hospital
(km)
30
16
20
26
10
12
4
8

Table 2: Details of patients in focus groups
Focus group
(n participants)

Sex

Age range
(years)

1 (8)

Female

30-50

2 (8)

Male

27-55

3 (8)

4 male &
4 female

30-55

Range of conditions
Hemiparesis; knee problem; waist
pain; hip joint problem; stiff knee;
stiff hands & pain
Hemiparesis; knee problem; waist
pain; hip joint problem; stiff knee;
stiff hands & pain
Hemiparesis; knee problems; waist
pain; hip joint problem; stiff knee;
stiff hands & pain

Participant observations were conducted by the first author
(JKG). In these observations, the researcher status is not
known to the observed groups, and the observer takes part in
activities of the observed group. The observations were
conducted in four different areas of the physiotherapy
department at different times: in the gym where the physical
exercises were conducted; in the electrotherapy room; in the
waiting bay where patients waited for their treatment; and in
an area where lying and standing exercises were conducted.
Observations were made on: type of treatment and how long
patients waited for treatment; how the treatment was
administered; the time the therapist allocated to a patient;
patients’ reactions during and after treatment; and clients’
general mood. Field notes were taken in each observation.
Field notes act as both data and analysis25.

Treatment
duration
(months)
1-14 months
(2 chronic cases:
hemiparesis)
4-8 months
(1 chronic case:
hemiparesis)
1-6 months
(1 chronic case:
hemiparesis)

Distance from
hospital (km)
10
7
5

Observed participants were different from those who
consented for interviews. No participant had to stay
overnight to receive therapy. The length of therapy for most
of the participants was between 10 and 15 min with therapist,
and approximately 20 min alone. Although the conditions of
the focus group participants tended to be similar, each focus
group had different respondents.

Ethical considerations
The study was approved by the National Ethics and Review
Committee in Nairobi (SSC #1406).
All sampled users were given letters of invitation by a
fieldworker, in which the purposes of the study were
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indicated. It was emphasised that participation in the study
was voluntary and that there would be no adverse
consequences if one opted not to attend. The fieldworker
who presented the invitation letters obtained each
participant’s verbal and signed consent. Re-imbursement of
fares to and from the hospital was provided to all participants.

Results
The results are presented in four broad themes: perception of
treatment; challenges to treatment; options for long-term
conditions; and self-management.

Perceptions of treatment
Perceptions of treatment was found to have two sub-themes:
effective and regular monitoring.
Effective: The majority of the users viewed the
physiotherapy treatment to be effective and felt that it had
helped them improve significantly. Being shown the
procedures of the therapy and applying those procedures
regularly facilitated faster recovery:
According to me the treatment is good. If you go there they
show you what to do and after a while you see the problem
fading away. (FGD with women)
I feel that the treatment is so good in that my condition is
improving by each passing day. (FGD with men)
It is good because the part that was paining and stiff is
gaining back flexibility and recovering gradually. (FGD
mixed)
I came here when I could not walk. But as you can see now I
can walk. (Interview, male client)
The treatment is good and helpful because the condition I
came isn’t the same condition I am today; the condition is
improving and getting better each day. (Interview, female
client)

Regular monitoring: Respondents felt that there was a
need for continuous assistance from the therapists whenever
therapeutic visits were made. The therapy users were left
alone with little assistance from the therapists. Even young
users tended not to attract the attention of the
physiotherapists:
I think since she is still a young girl she should be assisted by
a therapist anytime she is doing the exercises. (Interview,
carer [sibling])
I have observed and seen that most clients are struggling
alone. They need assistance. (Interview, male client)
I don’t think they are doing enough to assist clients during
therapy sessions. (Interview, female client)
Observations showed participants sharing positive remarks on
the effectiveness of the therapy process. There were
indications of satisfaction in terms of their improvement,
although there were signs that continuous assistance was not
provided by therapists. Most patients were observed to be on
their own during exercises.

Perceptions of therapists
There were mixed reactions concerning the patients’
relationships with the therapists. Some were critical of the
therapist whom they felt did not keep them informed or
listen to their concerns, or lacked empathy. However most of
the users had positive therapeutic experiences with the
majority of the therapists.
Positive experiences: Positive experiences were
highlighted in all the focus groups and interviews (Table 3).
Some participants viewed the physiotherapists as dedicated to
their work. Such physiotherapists were viewed as possessing
virtues that were acceptable in the community context.
Negative experiences: Some participants reported
negative experiences with a few of the therapists, whom they
felt were not sensitive to their needs and tended not to be
duty conscious. Details are provided (Table 4).
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Table 3: Positive experiences with therapist
Theme
Positive
experiences with
therapist

Sub-theme
Welcoming
Showed concern

Duty conscious

Encouraging
Positive

Supporting quotes
“They welcomed me and asked my problem.” [FGD with female]
“They attend to clients so well and welcoming.” [Interview, female client]
“And if you have not come with someone to guide you in your exercise, the physiotherapist
comes to help and guide you.” [FGD with female]
“They first tell you the kind of exercises you will do and also help you to do them.”
[Interview, male client]
“They are really trying so much to do their job in that every time you go there you will always
find a therapist.” [FGD with women]
“Even the inadequacy of equipment they tell you...and still have to attend to all of you.” [FGD
with men]
“They have helped me a lot. Encouraged me a lot.” Interview, male client]
“Even when they are treating you they encourage you a lot. This is very good.” [Interview,
female client]
“I think they are very good and generous.” [FGD with men]
“The therapists are good and they help people like their siblings.” [Interview, male client]
“The doctors are good, talk to you well and treat you well.” [Interview, female client]

Table 4: Negative experiences with therapist
Theme
Negative
experiences
with therapist

Sub-theme
Emotions
Lateness

Negligence

Supporting quotes
“But others shout at you. He is very harsh.” [Interview, female client]
“Some of these physiotherapists are not friendly. They talk to you harshly.” [Interview, male sibling]
“Sometimes you come here you wait and wait. They come late and so we leave here late.” [Interview,
female client]
“...you come for therapy early so that you leave early, but...I am not reporting anybody but the
doctors come late, around 9 am.” [Interview, male client]
“Sometimes the bulb or the hot pack becomes very hot and you are alone in the room. You have to
shout to call them otherwise you can leave the room with a wound.” [Interview, female client]
“...we come here because we are told hospital is good. But when here some don’t show the concern to
us patients.” [Interview, male client]
“They neglect us. How can you like someone who thinks you are stupid?” [Interview, female client]

Challenges to treatment
Challenges reported by users were divided into a number of
sub-themes (Table 5). Distance from the hospital, shortage of
staff and lack of equipment in the therapy facility were major
impediments to accessing therapy. Lack of proper
information on prognosis led to disappointments.
These experiences were supported by the observational data
of patients talking freely among themselves. It was observed
that therapists came late. In one instance, a patient was

observed complaining to a therapist after being burnt by a hot
pack which appeared to have resulted into a large wound.
Shortage of staff and equipment was also observed. Most of
the time one therapist was observed to be left in the
department, moving up and down attending to the patients.
Patients were observed to share experiences of the long
distances they had to cover to get to the hospital and were
also observed to discuss about fellow patients who had
absconded due to travelling expenses. Most of the patients
who had absconded had chronic conditions and had run out of
money.

© JK Gona, CR Newton, J-A Geere, S Hartley, 2013. A licence to publish this material has been given to James Cook University, http://www.rrh.org.au
6

Table 5: Challenges to physiotherapy treatment
Theme
Challenges to
treatment

Sub-theme
Distance from
hospital
Shortage of staff
Lack of
equipment
Prognostic
information

Supporting quotes
“Our problem is just that we are from far and we have to come here daily. We have to use fare.”
[FG with women]
“I come from far.” [Interview, female client]
“First of all my home is far from here.” [Interview, male client]
“I would say the therapists are few.” [FG with women]
“Only that they are few, but they should be with the patients as they do exercises” [FG with men]
“I think they should be many to attend to clients quickly. [Interview, male client]
“In that department I find the therapy is very good but the problem is that the equipment is so
inadequate.” [FG with women]
“...the equipment is not enough to cater for all the clients.” [FG with men]
“And another problem I would say is that the facilities are inadequate.” [Interview, female client]
“At first they said ten times, when they lapsed they added ten more.” [FG with women]
“The other problem is that at first the therapist told me that the problem would go after ten session
plan, but I was astonished when the first ten days had passed and he added some other days.” [FG
with men]
“It is that I don’t know how long this treatment will take.” [Interview, female client]

Possible options for long-term conditions
Most users expressed the need for rehabilitation options due
to problems in accessing the physiotherapy services at the
hospital. There were suggestions for community- or homebased services to facilitate easy and affordable accessibility for
patients with chronic conditions:
There is need for community or home-based physiotherapy
services for those with long-term conditions. Many times they
fail to come because the exercises take a long time and can’t
afford. (FGD with women)
I am not sure if these services can be brought to our homes or
villages like what Association for Physical Disabled of Kenya
does. (Interview, male patient)

Self-management of long-term conditions
The results indicate that the current physiotherapy practice at
the hospital does not foster self-management of chronic
conditions. Users complained of travelling long distances
without being introduced to self-management skills for use at

home. There were no other options for users who failed to
report for therapy.
We are from Chumani at Charo Kiringi stage, then we go
towards the ocean. It’s far. So if we can’t make it, that’s the
end. (FGD with women)
Our problem is just we are from far and have to come here
daily for a long time and we spend a lot of money for fare and
I am not improving fast. (FGD with men)
So if one does not have a relative near the hospital then he
will need to rent a room if he has money, but if he does not
have money then he will not attend as required. We need to be
taught how to do it ourselves at home. (Interview with
female patient)
Observations revealed users’ desire for self-management at
their home environments. Users, especially those with
chronic conditions, were observed to engage in talk that
suggested a wish for better options for managing their
conditions. Observations further showed that physiotherapy
practice in the department did not encourage selfmanagement as there was greater emphasis by the therapists
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on regular attendance, rather than self management of their
conditions.

Discussion
This study reflects the views and experiences of
physiotherapy users in a rural government hospital. The
majority of users interviewed had positive perceptions of
most of the therapists and the treatment given. As much as
the treatment was effective, most users appeared to benefit
from a good relationship with the therapist whom they
perceived as taking a personal interest in their wellbeing.
Users valued a therapist who was welcoming, concerned,
conscientious and encouraging. This further encouraged them
to strive for improvement as a way of expressing their
appreciation to the therapist. In rural communities users’
perceptions of a health professional influences their
commitment to the treatment provided.
Though most users perceived the physiotherapy treatment as
effective, it presented challenges in terms of travelling long
distances to attend the therapy. Other challenges were lack of
staff and equipment in the hospital, which overshadowed the
expectations of most patients. This finding is in line with a
WHO disability report3 which found a patient : therapist
ratio in Kenya of 1:20 000. Issues relating to inadequate
therapist skills or training and equipment have been
highlighted in other studies as a common phenomenon in
rural Africa1. For users with chronic conditions and who
struggle to reach physiotherapy facilities, a shift to
community-based practice, which would be more responsive
to user requirements and needs in rural area, may be
indicated. For the enhancement of rehabilitation health
services in rural communities, community based
rehabilitation (CBR) has the potential to facilitate easy
access26. The potential of the therapists and community-based
workers in the management of chronic conditions must be
emphasised. The CBR framework emphasises empowerment
of community-based workers to provide easy access to and
sustainability of services through affordable mechanisms.

Though treatment was perceived as effective by many,
dissatisfaction with continued assistance during the treatment
process was common. The expectation of continued
assistance may represent several key, yet differing, issues
relevant to fostering self-management of chronic conditions.
The aspect of self-management was mentioned by a number
of users, and could have been facilitated by lack of emphasis
from the therapists. Self-management is a necessary aspect of
physiotherapy6, and has been shown to lead to efficient use of
health services that meets the needs of people with chronic
conditions8.
Lack of user supervision during rehabilitation may indicate
inadequate staffing of the department. Alternatively, it may
reflect differences in therapist and user expectations and
indicate the need for improved communication. While
therapists may believe that they are fostering selfmanagement and enabling user rehabilitation by minimising
or reducing supervision, the expectation that users will take
an active role in therapy appears to be inadequately
communicated.
Positive
communication
between
16
physiotherapists and users has many beneficial effects , and in
the present case could have led to efficient physiotherapy
practice. This supports the idea that satisfaction in
physiotherapy, as in other health processes, is
multidimensional and may be influenced by underlying
tensions. Researchers have identified ten different dimensions
of satisfaction26-29. The dimension of effective treatment
outcome highlighted in this study is similar to the findings of
other studies conducted in the USA30-32.
The results also revealed that scant information about
treatment procedures was given to users, with most users
indicating dissatisfaction with information about the duration
of the treatment. This is similar to the findings of Deyo and
Diehl, who found that users indicated most dissatisfaction
over inadequate explanation of the problem and the following
treatment procedure32. In an attempt to provide clear
prognostic information, therapists may under- or overestimate the likely rate of progress and amount of treatment
required.

© JK Gona, CR Newton, J-A Geere, S Hartley, 2013. A licence to publish this material has been given to James Cook University, http://www.rrh.org.au
8

However, for many conditions, particularly those that are chronic,
prognosis and the optimum type and length of treatment are
difficult to determine at the initial consultation. Therapists who
lack access to current research findings have to rely on their own
or their colleagues’ clinical experience. However, clinical
experience is prone to bias and should be supported with current
evidence on effective management strategies33. For many
conditions, or where such information is lacking, it may be most
appropriate to use clinical reasoning in a user-centred approach34.
Such an approach can include setting short- and long-term goals
which are negotiated and agreed with the user prior to
commencing therapy, along with planned times for review of
progress with user participation. Such a dialogue opens
communication about variability in healing times and responses to
therapy. It can empower users to take an active role in decisionmaking with regard to usage of therapy services35. It may also
encourage therapists to evaluate the need for frequent therapy
sessions at a centralised location, and identify ways to enable
patients to continue therapy in their home environment. The
element of empowerment is crucial in rural communities as it
enhances full participation and ownership of the therapy activities.
Community- or home-based services were viewed more
appropriate for patients, especially those with chronic conditions
because they were easily accessible and affordable. This is in line
with the WHO recommendation that community-based
approaches should be utilised as options for delivering
rehabilitation services in rural communities with low resources36.
It is not clear from the present study what underlying
mechanisms may lead to a problematic therapist–user
relationship. Performance appraisal, continuing professional
development and reflective practice approaches are used in
the therapy professions to ensure that high quality, patientcentred care is provided37. However, where staffing levels are
insufficient and funding is limited, it is likely that staff
management reviews and service improvement processes are
inadequate or absent38. Staff may lack support or skills to
honestly and openly reflect on, appraise and improve their
own practice. For quality service provision that meets the
needs and expectations of service users, such issues require
further consideration and research. For example, action

research can be used to understand service providers’ views
of existing opportunities and challenges, and how they can
best support users in the self-management of long-term
conditions in rural communities.

Limitations
The participants in the study were not given the opportunity
to verify the transcriptions before they were translated to
English. The exclusion of the physiotherapy absconders was
also a major limitation due to the likelihood of their greater
insights into the challenges of accessing physiotherapy when
one had a chronic condition.

Conclusion
Users’ experiences of physiotherapy treatment in this rural
hospital indicate that a host of challenges exist. In the face of
these challenges, the needs of users may be compromised,
especially for those with chronic conditions. Rehabilitation
services that are easily accessible and affordable could be
better options in rural areas and resource-low settings. There
is therefore a need for community-based services that place
emphasis on the self-management of chronic conditions in
order to foster better health outcomes in rural communities.
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