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Chapter 1: Introduction
11 Research Background

111 Low Back Pain

Low back pain (LBP] is a condition with a high prevalence and heavy burden globally (1). In
recent years, this has been associated with substantially increased years lived with disability
and infirmities in ageing (2, 3). Reports show that the lifetime prevalence of LBP is as high
as 84% (4).

The developing level of countries is one of the important contributing factors to the LBP
burden (1). This is evident from recent studies, which estimate a high point prevalence in
developing regions like Nigeria with immense cost implications (5). In comparison, the
prevalence of LBP in low- to middle-income countries is fairly similar to that in high-income
countries, perhaps even lower with younger populations in these countries (3). However,
due to underreporting, the presence of alternatives to medical practices, and the

unavailability of resources, it still poses a major challenge (6).

LBP can be defined as pain in the lower back, between the costal margins and gluteal folds,
with or without referred leg pain. It is described as non-specific regardless of intensity and
severity when it occurs without recognisable or known specific pathology (7, 8). Current
evidence points to a multifactorial aetiology making up approximately 85% of all cases of
LBP (9).

Studies show the pathway to recovery from an acute episode of non-specific LBP is often
rapid and complete (10]. About 50% of patients with non-specific LBP who seek help recover
within three months. Although some might still experience low levels of pain, disability, and
relapses, they are able to return to work within one month. However, in 10% of the cases,
regardless of the course of therapy, the patients go through a process referred to as
‘chronification’. This leads to the development of a long-term condition with an increased
disability and a decreased likelihood of returning to work (10, 11). The process of
chronification can be facilitated by psychosocial factors- factors of psychological and social
emergence with implications such as depression, fear-avoidance beliefs, and
catastrophizing which are sometimes referred to as ‘prognostic indicators’ (12, 13]. Some
studies go further to classify these psychosocial factors as moderate risk factors for the
occurrence and persistence of LBP, standing alongside low-risk factors like; obesity, female
gender, and unhealthy lifestyles, minor risk factors like stress, prolonged standing, and

heavy lifting, and severe risk factors like previous back pain (14, 15).



The LBP cases resulting from moderate risk factors account for a significantly larger part of
the total burden of this condition, making them a critical group (16). Evidence from studies
in Nigeria suggests that these psychosocial factors are predominant among patients with
chronic non-specific LBP. By estimate, psychosocial factors account for more than two-

thirds of self-reported disabilities and half of performance-based disabilities (17, 18].

112 The STarT-Back Approach

In recent decades, there has been remodelling in the management of LBP, including the
development of prognostic tools for LBP. This was warranted by literature which implies that
the existing biomedical model for LBP management is too simplistic and insufficient (19-21].
Thus, guidelines recommend a systematic screening followed by a clinical stratification
pathway where cases are sub-categorised and component features targeted for more
effective treatment (22-24].

Research suggests that such stratification might be possible due to the presence of inherent
subgroups within a given population of patients with LBP (25). These patient subgroups are
categories of patients who might possess similar characteristics, such as their prognostic
profile, and likely response to a specific treatment (26, 27). Utilizing these attributes,
researchers could potentially develop interventions aimed at combating the challenge of
constrained resources for health care services posed by this condition while optimising
patient treatment outcomes. This was the treatment goal over the years, as seen in a 1957
quote from Cronbach: “we should design treatments not to fit the average person but to fit

groups with particular aptitude patterns” (28).

The Subgroups for Targeted Treatment [STarT-Back] approach was thus developed based
on the principle of stratification (29, 26). Its goal is to deliver individualised and best-suited
care, such that patients who might require advanced multi-modal care could be addressed
separately from those whose conditions are likely to resolve with little or no treatment (26).
It integrates phuysical and psychological treatment approaches into its management

strategy against the backdrop of a prognostic screening.

The STarT-Back prognostic screening tool (SBT) was thus developed, validated, and tested
in the UK (30-32). It was originally developed for applications in primary care settings,
incorporating physiotherapists, general practitioners, and patients. It aimed to provide the
clinician with an effective and consistent indication of the patients’ prognostic complexity

and fast-track care. With more studies, the tool advanced to offering valid subgroup



categorisation in LBP, reducing disagreement in primary care referrals to physiotherapy
(33).

The SBT is a simple instrument consisting of 9 items. The first four items address aspects of
the patient’s physical characteristics, while the next five items comprise the psychosocial
subscale relating to patients' psychological characteristics (32). It was designed for risk
prediction using treatment-modifiable risk factors only, such as recurring debilitating pain,
disability, and psychosocial factors. Non-modifiable factors such as employment status,
previous surgery, duration of symptoms, comorbidities, and previous pain episodes were
not included (34).

The effectiveness of the STarT-Back approach was compared with current best practises for
LBP in a large-scale study by Hill and his colleagues, carried out in the UK. Experienced
physiotherapists trained in the SB approach recruited about 1573 patients from 10
physiotherapy clinics. The patients self-reported with non-specific LBP of any duration and
intensity, with or without radicular pain. Patients who had spinal surgery in the past 6
months with red flags indicating a more serious condition, and who were pregnant or

receiving back treatments except in the primary care setting were excluded from the study.

Patients with non-specific LBP were thereafter categorised into three subgroups; low,
medium, and high-risk categories using their score from the STarT-Back tool (SBT), and

matched treatments were allocated to participants in each category (31, 32].

Patients were allocated to the low-risk subgroup if they scored between 0 and 3 in total on
the SBT. This was interpreted to mean that they stood a chance of improving with little or
no intervention, hence, they received advice and pain medication. Patients were allocated
to the medium-risk subgroup if they scored between 4 and 9 on the grouping tool but had
3 or fewer of the five items making up the sub-scale. This suggested that they had a
moderate likelihood of poor treatment outcomes, hence, they received physiotherapy
treatment comprising evidence-based modalities and self-management (35). In the third
group, the patients in the high-risk category were those who scored 4 of 5 on the
psychological subscale. It indicated to the clinician that they possessed complex prognostic
factors impeding recovery, hence, they were given psychologically informed physiotherapy
(6, 31). All target treatments were promising in their aim to reduce disability, reduce pain
where possible, improve psychological functioning and enable the patient to manage

ongoing and/or future episodes of back pain (35).



113  Evidence Supporting the Implementation of the STarT-Back Approach

Studies suggest there might be inconsistencies in implementation outcomes, time
constraints and the potential of stratified care to undermine practice experience (36).
Studies by Cherkin et al. and Delitto et al. reported insufficient evidence supporting the
benefits of a stratified approach to care (37, 38). Other studies report issues relating to
difficulties in finding courses to upskill clinicians to manage high-risk patients, time
constraints within the consultation, and implementation difficulties. In some countries, there
are controversial financial implications, and concerns that it reduces diagnostic skills and
reduces clinician autonomy. Others complain that it limits treatment options, leading to less

personalised care and concerns about poor health literacy in low-risk patients (36).

Notwithstanding, the SB approach has been described as best practice in the UK
international guideline for the management of LBP and has been recommended to be
efficacious and have a positive impact on LBP outcomes (39, 23). It helps to involve patients
in treatment decision-making, improves system-level efficiencies in managing back pain,
increases clinician confidence around complex cases, helps interprofessional working, and
helps to fast-track treatment (30, 35, 31, 40).

There is evidence from recent studies from the UK and New Zealand (31, 26, 41] revealing
that the STarT-Back approach to LBP has the potential to reduce disabhility, save costs,
improve patient satisfaction, reduce the number of patient visits and increase the clinician’s
competence. Further evidence is seen from a recent systematic review showing improved
clinical outcomes and health-related cost savings in patients who received treatment using
this approach (42). Studies from the USA and Ireland, conclude that a stratified care model
like the STarT-Back approach can not only improve overall back pain but can also be

effectively implemented in clinical practice (43, 44).

12 Rationale for the Project

Implementation efforts have been initiated in the USA (43, 37, 45), UK (31, 30, 46), Ireland
(44), Netherlands (47), Germany (48-50], and Denmark (51). These studies in high-income
countries indicate that physiotherapists’ have not sufficiently implemented this approachin
clinical practice due to several factors, and based on these factors, recommendations were

made.

It is unknown, however, if these factors are similar to what is experienced in low- to middle-

income environments and how to overcome them (21). Thus, the contextual factors affecting



a low- to middle-income country like Nigeria needed to be identified, and the strategies

suggested have to be further tailored to suit these contexts.

1.3 Aim of the Project

This research project aims to prepare the implementation of stratified care for LBP in Nigeria
based on two concurrent studies. The first study explores the perspectives of
physiotherapists and patients with LBP in Nigeria with the purpose of identifying the
potential barriers and enablers influencing implementation. The second study aims to
develop strategies, approaches, and adaptations to overcome barriers and promote

enablers for the implementation of stratified care in Nigeria.



Chapter 2: Conceptual Framework

In the health services research field, many interventions, though effective, might have
difficulty being replicated in other settings. This might be because no single strategy is likely
to work across various contexts due to differences in the availability of resources, patient
population needs and overall healthcare services (52). Since this is the case, it was
recommended that stratified care for patients with LBP will first need adaptation in terms
of setting before wider implementation is considered. The recommendations specify that
the first step should be to obtain the perception of stakeholders regarding the
implementation of a stratified model of care as a baseline. In some cases, this might include

other professionals such as doctors and nurses if the aim is for a wider implementation (52).

In the case of this project, Nigerian physiotherapists and patients are identified as key
stakeholders since they are in the most relevant positions to influence the success of
implementation and will be directly affected by the implications (6). This project is
conceptualised in three main sessions, drawn from two studies. It should reveal the
contextual barriers specific to Nigeria that might need to be overcome before
implementation takes place. Facilitators also referred to as ‘enablers’ need to be identified

since they can be utilised and have the potential to enhance implementation (6).

Study 1: Baseline of implementation
Key stakeholders
Identify the barriers and facilitators

Study 2: Implementation strategies
Identify evidence to practice gap
Contextual issues
Tailored strategies

Developed tailored strategies for implementation

Figure 1. Project Conceptual Framework.

[Adapted from studies by Sowden et al. and Damscroder et al.] (6, 52)



In the next steps, tailored strategies to combat the barriers and utilise enablers will be
identified and used to engage stakeholders (6, 52). This project focuses on the first two
studies, culminating in a consensus on implementation strategies in preparation for full
implementation, as shown in Figure 1 above. The entire project occurs in a stepwise manner,

one stage of this study synchronously leads to the next.



Chapter 3: Participants and Methods

31 Qualitative Study: Identifying Barriers and Enablers Affecting the Implementation of
Stratified Care

This study adopts a qualitative design. Semi-structured individual telephone interviews
were analysed following the Grounded Theory methodology and reported using the
Consolidated Criteria for Reporting Qualitative Studies (COREQ] (53, 54).

Participants were theoretically sampled in phases for interviews (55). The physiotherapists
had to be registered and practice in Nigeria. They had to be from diverse specialties and
work settings, with varying work experience and levels of training. The patients had to be
diagnosed as having non-specific LBP and have visited a health care institution or currently
receiving physiotherapy care. They were required to be able to speak and understand the
English language fluently and have the comprehension needed to fill out the STarT-Back
Tool. Participants who were under 18 years or did not work on the STarT-Back information

on the introductory video were excluded from participation.

Physiotherapists and patients were recruited in several rounds until saturation was attained
following the recommendations for qualitative research (56, 55). Physiotherapy participants
were contacted via email following the inclusion criteria. They provided details on age, sex,
previous training, working experience [overall or with LBP patients), qualification and work
setting. Then, in turn invited patients who provided details comprising age, sex and work

status. The patients completed the STarT-Back Tool and provided the scores.

The interview guides for patients and physiotherapists were developed using standardised
procedures allowing for open semi-structured interviews in four phases; brainstorming,

collection, sorting, examining questions, and consultations as described in research (57).

For patients, the initial drawn guideline questions were sorted repeatedly based on
categories, allowing for open but thematically structured interview questions (58, 59]. They
were then reviewed by a patient with low back pain. After this process, the old questions
were modified and re-sorted based on input from the patient. Questions that were
considered too complex were then simplified to reveal the patient’s perspective and new
questions were added. Thus, a detailed patient guideline was developed with four key
questions, additional maintenance and follow-up questions for patients with low back pain
as shown in Appendix |. A guideline for physiotherapists was developed similar to the
patients’ guideline. The initially gathered and sorted questions were subjected to review by

two male physiotherapists experienced in the area of low back pain and in qualitative

8



interviewing respectively. Based on their inputs, the former questions were modified and
re-sorted and the terminologies were upgraded. Four key questions resulted from this
process along with additional maintenance and follow-up questions for participants

(Appendix I1). Both guidelines were developed with considerations on implementation (52).

The entire process was then piloted with 5 participants; 3 physiotherapists and 2 patients
with LBP. The pilot process utilised a ‘Think Aloud'" method, where verbal feedback was

received and informed the modification of the process as described by Pepper et al. (60).

After a pilot phase, the interviews commenced following the pattern of a problem-centered
interview (58). The interviews were conducted by the same researcher over the phone at a
date and time convenient for each participant. The interviewer had no direct relationship
with participants prior to the commencement of the study. Each participant provided verbal
consent before the interview commenced. The interviews began with warm-up friendly
conversations to create context and a relaxing warm-up atmosphere. The dialogue then
flowed flexibly through the questions. Noticeable events like interruptions and pauses were
noted in the memos after each interview. Data collected via recordings and handwritten
notes were summarised back to the participants at the end of each interview with
contributions from memos. This process was repeated for the various rounds and the focus
of the main interviews was modified simultaneously until saturation, where no new

categories emerged (56).

A simple transcription method was used to create transcripts from the recordings (61). To
ensure data privacy compliance, pseudonyms were used to represent participants during
the transcription process. The pseudonyms contained a representation of the participant
(physiotherapist or patient), gender and the iterative interview round number. For the
analysis, the transcripts were then proofread separately by a second researcher with
experience in qualitative analysis. A line-by-line open iterative coding process was carried
out resulting in a detailed coding agenda (62]. This contained descriptions of the codes,
categories and variations cross-checked by two coders. Code labels were lifted directly from
participants' quotes and linked to descriptive categories (63). Higher-level abstract
categories were systematically identified separately by the two researchers as coding
progressed, tested against the data and consolidated repeatedly. Variations among
categories were derived as recommended by Sbaraini et al. (64). The data was broken down,
intrinsically compared to reveal variations and re-combined in an abstract manner to
describe the relationships [Appendix Il1). This Grounded Theory methodology and iterative
coding were done with the help of the RQDA package of the R software (63, 62).



3.2 Delphi Study: Developing Approaches and Adaptations to Overcome Barriers and

Promote Enablers to Implementation of Stratified Care

A web-based Delphi procedure was employed in this study (65). This method is ideal
because it utilises qualitative and quantitative procedures to draw out the opinions of
panellists in several iterative rounds. With the web-based version, distance or the physical
absence of panellists is not considered a barrier (66). This stage initially aimed for a panel

size of 60 to 120 participants considering the study method and its objectives (67).

Potential participants were initially contacted via email through the regulatory board of
physiotherapists database using baseline inclusion criteria: having completed a recognised
training programme, being registered with the regulatory board of Nigerian

physiotherapists, and working in Nigeria.

A one-hour web presentation followed by a question and answer session was carried out to
inform potential Delphi participants about the study. It was embedded in a continuous
professional development series of workshops organised by the physiotherapy national
association in Nigeria. This nationwide webinar discussion answered questions regarding the
study and invited Nigerian physiotherapists to participate. Thereafter, participants who met
the criteria and indicated interest were invited to participate. They received a link to a
specially designed recruitment webpage providing an information sheet and consent form.
They were further requested to re-confirm their qualification on each of the inclusion
criteria, consent to the study and supply their email addresses. For this stage, participants
had to confirm that they meet the criteria for panellists, following the description by Hora
(68) and Trevelyan (69). They were required to be over 18 years, have a minimum of three
years of clinical experience (having managed patients with LBP], have postgraduate degrees
or Continuous Professional Development (CPD) courses in physiotherapy and be available
and willing to participate in the study. The initial questionnaire was sent to individuals who
confirmed meeting all criteria for participation. Participants were provided with
individualised access to the questionnaire and access to the introductory videos. To reduce
the attrition rate for each round and encourage participation, a token was provided as an
incentive at the end of each study phase (70). They were given a total of four weeks to
respond and were reminded twice: one week and two days before the deadline as shown in

Figure 2.

Data from the first study was incorporated following recommendations from studies by
Hasson et al. and Duffield. They suggest that when sufficient content is available from

previous studies or from the previous stage of the same study, it can form the basis for a

10



Delphi procedure (71, 72). In this Delphi study, the data was obtained by means of a
questionnaire hosted on an online survey platform (soscisurvey.de] (73). The questionnaire
consisted of two sections: The first section contained sociodemographic details including
age, gender, qualification, areas of interest, years of experience and work setting. The
second section consisted of 30 statements derived from the stage one study (Appendix IV).
These statements were presented using a 5-point Likert scale arranged in ascending order
from ‘strongly disagree’ to ‘strongly agree’. The options were fully labelled and consisted of
a neutral midpoint option. There was a provision to suggest additional strategies and

comment on the listed strategies in open-ended questions (Appendix V).

To develop the guestionnaire, the resulting statements from the qualitative study were
maintained as closely as possible to the wording used by participants. Studies by Linestone
et al. and Grabbe et al. give recommendations for word count, complexity and
comprehensibility of statements to ensure optimal and valid responses from participants
during several rounds of a Delphi study. Due to the possibility of misinterpretations and to
maximise the response rate, they recommend avoiding too concise questions, leading
questions and imprecise questions using the Flesch Kincade grade level to improve
readability. For length, they recommend limiting statement lengths to between 20 and 25
words per statement (74-76). These recommendations were adopted in structuring and
arranging the statements. For comprehensibility, groups of statements with similar
connotations in the questionnaire were categorised resulting in three groups: the first group
contains strategies to best modify stratified care, the second group contains views on how
training and education can best be done to help the implementation of stratified care and
the third group contains ideas on conditions necessary to enhance the implementation of

stratified care in Nigeria.

The questionnaires were reviewed for language, content, wording and sequencing by a
research team consisting of physiotherapists with experience in stratified care and Delphi

methodology, pilot tested and further modified for final dissemination (77).

11



Figure 2: Project Overview

—{ Qualitative Study [14 months’) }

Developed and piloted interview guideline

Theoretical sampling, & iterative interview rounds ®
Telephone interviews on strategies for SC implementation
Grounded Theory analysis

Resulting strategies

4[ Delphi Study (8 months) }

Delphi recruitment (6 weeks])
« Emails sent to participants meeting the minimum criteria (including
initial 12 physiotherapists from preliminary round)
* Recruitment duration 6 weeks
« Two reminders (1 week and 2 days before deadline]

Questionnaire design and piloting (4 weeks)

Delphiround 1 (5 weeks)

Questionnaire sent to only consenting participants
Two reminders (1 week and 2 days before the deadline]
Questionnaire expert review and piloted

Content analysis of additional qualitative data

Median, IQR and percentage agreement

Enlist items reached consensus

Data anlysis, questionnaire design, piloting (4 weeks)

Delphiround 2 (5 weeks)

Questionnaire sent to only responders from round 1
Two reminders (1 week and 2 days before the deadline]
Questionnaire expert review and piloted

Content analysis of qualitative data

Median, IQR and percentage agreement

Data reviewed for stability and consensus

Final data analysis and report (4 weeks)

a

b

C

IQR:

SC
Consensus:

Agreement:

Stability:

From recruitment [July 2020] to final analysis (September 2021)
First, second, third and fourth iterative interview rounds.

From recruitment [February 2020] to final analysis (September 2022)
Inter-quartile range

Stratified Care

> 75% agreement, Median > & and Inter-Quartile-Range (IQR) < 1.
Selection of response options & - agree or 5 - strongly agree.
Wilcoxon matched-pairs signed-rank statistically significant (p<0.05)
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Participants completed the first round in five weeks. For the second round, quantitative
ratings from round 1 were analysed in addition to qualitative data. A further structured
questionnaire was developed with the provision for additional comments and a quantitative
feedback summary of responses in the previous round. Participants were urged to
reconsider their original responses in light of the results provided from the first round and
grade on a Likert scale (67). The questionnaire was sent to only participants who completed

round 1. Participants completed round 2 within a period of five weeks.

In rounds 1 and 2, measures of central tendency (mean, median, mode and percentages)
and measures of dispersion (Interquartile range) were employed. To calculate the median
and IQR, the response options were assigned numerical values of 1 to 6 in ascending order,
the numerical values were; ‘strongly disagree’ (1], ‘disagree’ (2], ‘neutral’ (3], ‘agree’ (4],

‘strongly agree’ (5], 'no opinion’ (0].

A Wilcoxon matched-pairs signed rank test was used to determine the degree of stability
for each round (78)]. The statistical results of each phase were fed back to the participants.
Qualitative data from the additional opinions in the first round was analysed using

qualitative content analysis (79).

Two termination criteria were pre-set. The criteria for stability were based on Dajani et al.
where the median and IQR remained stable between rounds (80, 81] and the Wilcoxon
matched-pairs signed-ranks showed values as not statistically significant (p<0.05) between
stages. For the consensus criteria, this was determined when the IQR was less than or equal
to one and the median was four or more (82-84). The percentage agreement was decided
when 75% or more of the panellists responded "agree or strongly agree” to a statement as

recommended by Keeney (85).
33 Introductory Materials

Before participating in the qualitative study, all participants were informed about what was
involved in their participation and what was expected of them. They were invited to view
introductory interactive videos, co-produced following standardised procedures for
instructional videos by Norman et al. (86) shown in Table 1. These videos were prepared
using content from published research by Main et al,, Hill et al.,, and Sowden et al. (87, 31,
35). Further content on the STarT-Back approach was added after collaborative discussions

with the STarT-Back Tool development and impact acceleration group in the UK.

The content was adapted for two specialised videos for the participating physiotherapists

and one video for the patients. The videos were designed with voice and music layovers,

13



interactive summary points and embedded questions. These were done to highlight vital

aspects, keep the video interesting and ensure the participant followed.

For the patients' language and content were adapted after feedback from pilot patients,

medical jargon was replaced with understandable ‘lay’ terminologies and the entire video

was shortened for efficiency. Based on feedback from pilot physiotherapy participants, the

physiotherapists' video was broken down into two parts; the first part discussed the rationale

and background of the StarT-Back approach while the second part highlighted research

evidence and the disadvantages of the STarT-Back approach. More sophisticated evidence

was included, and previous studies and practical applications were emphasized.

Table 1: Content of the Introductory Presentation
(Adapted from studies by Main et al., Hill et al., and Sowden et al.] (87, 31, 35).

For patients:

Implementation of stratified care
model for low back pain in Nigeria-
patients’ video.
[https://video.hochschule-
trier.de/Panopto/Pages/Viewer.aspx?id=

For physiotherapists:

Implementation of stratified care model
for low back pain in Nigeria-
physiotherapists video part 1.
[https://video.hochschule-
trier.de/Panopto/Pages/Viewer.aspx?id=579a

2e42dcdl-balb-4102-bd3d-
afb600abe7f6)

dabd-5e7e-45ab-8c29-afb600abe7f6)

Implementation of stratified care model
for low back pain in Nigeria-
physiotherapists video part 2.
[https://video.hochschule-
trier.de/Panopto/Pages/Viewer.aspx?id=b42
4ce3f-4f73-40ec-a800-afb600abe7f6]

The rationale for the SB approach
Psychosocial components of LBP
Description of the SB approach

- Content and purpose

- Definition of subgroups

- Matched treatments

Treatment outcome using the approach

The rationale for the SB approach
Psychosocial barriers to progress
Subgrouping using SBT

- Content and purpose

- Definition of subgroups
Supporting evidence from research

Clinical and economic benefits

SB: STarT-Back, SBT: STarT-Back Tool, LBP: Low Back Pain
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3.4 gthical Consideration

Ethical approval was obtained from the Obafemi Awolowo University Teaching Hospital, lle-
Ife, Nigeria and the Trier University of Applied Sciences in Germany (registration ID:
IRB/IEC/0004553). Before participating in the qualitative study, all patients and
physiotherapists provided informed consent in writing and orally. Participants in the Delphi
study provided written consent before commencing the study. This research project was
registered  with  OSF  registries  (Registration DOl 10.17605/0SF.I0/8CNPV

https://osf.io/8cnpv. Internet archive link https://archive.org/details/osf-registrations-
8cnpv-vl).
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Chapter 4: Results

4.1 Qualitative Study: Identifying Barriers and Enablers Affecting the Implementation of
Stratified Care

Participants (n=25] were made up of physiotherapists and patients interviewed in four sets.
Physiotherapists (n=12] were 6 [50%] males and 6 (50%) females. The mean age for
physiotherapy participants was 35 years (SD 3.9]. The patients (n=13) were 5 (39%) females
and 8 (61%) males with a mean age of 50 years (SD 11.9).

For the physiotherapists, a total of 9 (75%) participants had up to ten years of clinical
experience treating LBP patients. There were no participants with more than 20 years of
clinical experience treating LBP. Regarding educational qualification, about 8 (67%] had a
bachelor’s degree as their highest educational level. There were no participants with a

diploma in physiotherapy or a doctor of physiotherapy or equivalent.

All speciality areas of interest presented to physiotherapists were selected by at least one
participant. However, about 6 (50%]) participants chose musculoskeletal physiotherapy as
their singular area of interest or as a combination with other areas. Regarding work setting,
physiotherapists who worked in the teaching hospital and federal medical centers were 5

(42%] and made up the highest number. No participants were working in a sports center.

While for the patient's work settings, a majority were engaged in paid work 6 (46%). There
were patient participants attributed to the three subgroups of the SBT; low, medium and
high-risk categories. Of the total patients interviewed, 2 (15%) scored O to 3 on the SBT and
were allocated to the low-risk subgroup, 4(31%] of patients scored 4 to 9 but 3 or fewer of
the five sub-scale and were assigned to the medium risk subgroup and the highest being in
the high-risk category in which 7 (54%) scored 4 of 5 the psychological subscale. Table 2
below provides further details on the physiotherapist and patient characteristics in this

study.

The interviews averaged 50 minutes per individual. The initial coding resulted in 5 major
categories, 38 sub-categories and 119 codes. The perspectives of physiotherapists and
patients on the implementation of a tailored stratified care approach in Nigeria were
captured in the final stage of selective coding. This higher level of abstraction resulted in 7
main hierarchical categories: resistance to change, acceptance of innovation, adapting
practice, patients' learning journey, trusting the therapist, needing conviction and
recognising the need for change. Table 3 below shows the seven major categories, themes

and sub-themes in which variations occur.
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Table 2: Sample Description of Participants in the Qualitative Study

Characteristics

Physiotherapists (n=12)

Patients (n=13)

n [%] n [°/o]
Sex
Male 6(50) 8(61)
Female 6(50) 5(39]
Total 12(100) 13(100)
Age (in years) Mean (SD] 35(3.9) 50(11.9)
Years of experience with LBP
Up to 10 years 9(75)
>10 years to 20 years 3(25])
Qualification
BSc/BMR(PT) 8(67)
M.Sc 3(25)
Ph.D 1(8)
Areas of Interest
Cardiopulmonary 2(17)
Community physiotherapy 2(17)
Ergonomics and Occupational 1(8)
Geriatrics 1(8)
Neurology 1(8)
Oncology/Palliative care 1(8)
Musculoskeletal 6(50]
Paediatrics 3(25])
Sports 1(8)
Women's health 1(8)
Physiotherapists’ Work setting
Primary health care 1(8)
Teaching hospital and federal medical centres 5(42)
General/state hospital 1(8)
Specialist hospital 1(8)
Home and community physiotherapy 1(8)
Physiotherapy training institute (university) 3(25])
Patients’ Work Setting
Paid work 6(46)
Self-employed 5(39)
Retired 2(15)
Patients’ SBT Risk Category
Low risk 2(15)
Medium risk 4(31)
High risk 7(54)

BSc, Bachelor of Science; MSc, Master of Science; PhD, Doctor of Philosophy; PT, Physiotherapist,

LBP: Low Back Pain; SBT, STarT-Back Tool.



Table 3: Categories and Themes of Variations [Adapted from Adje et al.] [88)
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The seven main hierarchical categories varied based on four themes of variations: the
tradition of treatment, evolution to a new system, experiences and strategies for
implementation. Each quote describes the category and sub-category of variation. While
some categories were relevant to only physiotherapists others were relevant to only

patients and still others to both physiotherapists and patients.

Resistance to Change

This category describes the opinions of physiotherapists and patients regarding potential
resistances they perceive could affect implementation and their related experiences.
Participants describe the work culture in Nigeria, patient expectations and attitudes as
resistances concerning the implementation of stratified care. For some, the tradition of
physiotherapy treatment was a major challenge sustained by incentives attached to the
usual practice like physiotherapists’ ego and financial benefits. These incentives further
propagate the use of non-evidence-based methods of care making them synonymous with

routine practice.

*PTm3: You need more patients to have more income, the more patients the

more income, that is it in this case.

Targeting the attitude of physiotherapists and patients is seen by participants as a major
strategy to improve the chances of successful implementation. While the patients blamed
the physiotherapists for not being fully attentive to their complaints, the physiotherapists
blamed the patient’s attitude as a deterrent for being unable to improve their condition.
Both physiotherapists and patients agreed that their attitudes are co-dependent and should
be changed by both parties.

PatM3: | know patient attitude matters but at least play your role. If your

recommendations are practicable you will get a good attitude from them.

Some physiotherapists felt that the patient’s expectations were the major obstacles to the
evolution of practice in the sense of patient stratification for treatment. They believe that

the patients usually expect a ‘strong touch’, some form of massage or physical contact from

*Format: Participant (PT-Physiotherapist or Pat-Patient], Gender (m-male, f-female), Participant

number, Quote.
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the physiotherapist during treatment sessions. Thus, all contrary suggestions and efforts to
optimise practice by the therapist will amount to nothing because the patients come with

such expectations.

PTf4: Then the patient might not be satisfied because they are expecting more

from you. They feel they need some form of ‘hard touch, strong touch’.

Other physiotherapists see the limitations they experience in the preponderant
organisational culture in Nigeria. They are restricted in terms of how much they can change
in terms of time for patient treatment, the number of patients to ideally manage within a
given period, acceptance level and use of technology. This is noticed by the patients and
from the experiences of some physiotherapists and patients, this situation affects the

possibilities of fully using a stratified model of care.

PTm6: We made a move to implement an electronic documentation system, it
never saw the light of day and the attitude towards it was terrible from the

management.

Acceptance of Innovation

With an emphasis on physiotherapists, this category explains the optimism perceived
regarding this approach, potential settings and enabling conditions suitable for the

implementation of stratified care in clinical practice in Nigeria.

Some physiotherapists highlight acceptance of the stratified model of care based on existing
enabling conditions like similarity with current practice and ease of getting the approach
into practice. They explained that they have some background knowledge of basic
elementary psychology taught to them in their first year at the university although without
clinically relevant applications. Additionally, the theoretical concept of a biopsychosocial
approach to patient care has become popular in recent decades and physiotherapists in

Nigeria cannot be oblivious to this.

PTm5: | won't say knowledge of psychosocial problems is low among
physiotherapists any longer. It's going to be easier for them to incorporate into

routine practice.

However, others acknowledged that the complete package of prognostic stratification for
treatment was entirely new. Most physiotherapists are not conversant with using prognosis

as the basis for treatment, yet they were open to the new knowledge. From the introduction
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of stratified care to them, they recognised the sound scientific background and believed in

its potential to improve their clinical practice.

PTf4: It is very different from what we do here. The treatment here is based on

diagnosis and this approach is based on prognosis. So yes, it is different.

From their experiences, introducing innovative ideas and approaches into their various work
settings is not a novel process. Some have tried it successfully, taking steps towards
optimising practice and subjecting it to clinical discussions with the higher professional cadre
before adoption by their institutions. Based on this, they think a stratified model of care
being introduced in a similar systematic manner might stand a better chance of being

successfully implemented.

PTf11: Many interventions have been introduced to us by different people. It is
not a big deal if you have a proper literature backup. Once it is adopted

everyone used it.

Participants recognised that the possibilities differed between private and government-
owned medical institutions like clinics, federal medical centers, and government specialist
hospitals. Hence, their perspectives differed in relation to what work setting they thought
would be most suitable to initiate implementation efforts. Several participants felt it would
be more applicable if targeted at government hospitals. This, they reasoned, is because the
therapists who work in these settings are paid a fixed wage by the government regardless
of the number of cases they attend to as opposed to the private settings where reduced

cases lead to lesser pay.

PTf10: Then physiotherapists working in government hospitals might be
encouraged to use the approach, but not therapists in the private sector. This

approach will reduce their revenue and will not be welcomed.

Adapting Practice

In this category patients and physiotherapists describe suggestions to modify and adapt the
stratified care model to suit the Nigerian context. Participants gave suggestions on
adaptations in terms of implementation through professional cadre and socio-cultural
adaptations incorporating aspects relating to respect for older professionals and
professional cadre. They suggested the idea of hierarchical implementation which involves
reaching out to the senior therapists first, and then, from the seniors, the junior therapists

can be motivated to use it.
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PTm9: Our environment is peculiar, things have to go through certain paths.
So we need to convince the seniors then it can be implemented on a

departmental level.

Participants mentioned that the use of communication was very important and repeated it
often in several conversations. To the patients and physiotherapists, it was a tool to ensure
cooperation between them. Participants believe that with communication their relationship
can be cemented and it will ensure the success of stratified care implementation. The
patients however feel that they should be aware of the rationale for every approach targeted

at them and then decide on acceptance or rejection with the help of the clinicians.

PatF7: In a way, some part of my treatment helped me psychologically, there

are days he would talk to me so I can help myself.

Physiotherapists argued that the absence of a standard of practice is a major challenge that
any approach seeking adoption should address. Without proper regulation, every therapist
would practice as they see fitting and patients might receive conflicting information.
Adherence to a standard of practice by clinicians was believed to result in optimised care

and might enhance the adaptation of a stratified model of care for implementation.

PTf7: In Nigeria, we do not have a standard way of doing things. What hospital

A is doing is different from hospital B. Everyone is just doing what they want.

To participants, a first strategy for adapting practice would be to create awareness about
the approach and gather feedback on its applicability. It will ensure stakeholders including
physiotherapists, patients, physicians, nurses and others involved have a baseline
knowledge suitable to apply to the Nigerian setting. Such awareness for patients and
physiotherapists about the approach could be done at undergraduate and postgraduate

levels for physiotherapists, and through outreaches for patients.

PTf4: Patients should know that physiotherapy involves advice too and they
will feel better. It would also help physiotherapists a lot if they are aware of the

approach.
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Patients Learning Journey

This category focuses on patients. It describes their experiences and learning journey with
their LBP condition and how their outlook changed. Their perspectives were corroborated

by physiotherapists.

Patients relate how their debilitating condition has resulted in physical and psychological
difficulties. They have experienced care on various fronts, and some have resolved to
change their outlook. Instead of depending solely on the therapists, they have resolved to

learn to manage themselves, learn to live with pain and accept the condition.

PatM3: It affected me psychologically, | was worrying but | have learned to live

with it, | think | am better at managing myself.

Other patients believe there are areas of deficiency in orthodox clinical practice and that
some form of compliment is needed. They speak about physiotherapy facilities and
equipment being old and overused. They also complain about the heavy patient load for the
clinicians, which was corroborated by physiotherapists. In their opinion, Traditional Bone
Setters (TBSJ-a type of folk medicine practiced in Nigeria, could fill the perceived
deficiencies left by conventional physiotherapy by adding more numbers to the profession

and a manual approach to care that augments the use of equipment.

PatF11: Some hospitals do not have machines, these strong [traditional] hands
can be used instead. Some things the hospital cannot handle, these [bone

setters) know where and where to touch.

Other patients say that due to their experiences, they now recognise unhelpful treatment
routines and can now avoid wasting time, effort and money. Similarly, some
physiotherapists agree that some patients have formed opinions about whether what they
have experienced over the years has been helpful to their condition or not and believe this
could be a major stride towards adopting a stratified model of care. Especially in the aspect
of TBS and routine non-evidence-based care which gradually reduce patronage as reported

by physiotherapists.

PTf8: Most patients who visit these (TBS], come back with complications.
Recently the percentage is coming down now. It should be about 30 percent

but back then some years ago it was about 70 percent.
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The outcome of their learning journey, some patients say, is the realisation that what they
need cannot be completely offered in the clinics with routine physiotherapy care and also
not with TBS. They have experienced the outcome of self-treatment which includes
modulation in their exercise routine, remaining active and dieting. They thus resorted to
taking charge of their condition by employing self-care strategies and increasing physical

activity since this works in their opinion.

PatM5: My advice is that people should exercise and remain active. | know the

positive side of exercise, it is extremely good. That is why | don’t miss it at all.

Trusting the Therapist

This category focuses on the opinions of patients regarding their therapists as the
instruments for instituting this approach. It highlights the confidence the patients put in

their therapists and the rationale for this.

Patients admitted that in some cases, physiotherapists gave advice that focused on exercise
and encouraged engagement in activity which has provided some relief for them. In their
opinion, since these treatments and advice by the therapists fundamentally improved their
situation and outlook, more can be expected. Getting some help from their physiotherapists

was seen as a basis for trusting them.

PatM3: | started getting relief because my clinicians were trained and even the

advice that | received worked to some extent. So, | believe in the clinicians.

Some patients recognised that a few therapists are already on the right track since these
ones are learning to change their approach with practice. From their experience, these
therapists though few in number have a more current perspective and ideology similar to
that encouraged by the stratified care model. They believe that with little time and more
effort, these physiotherapists can synergize and optimise their practice and set an example

for others.

PatM5: This can be the case sometimes, in a bid to solve a problem they solve

others. That's how they learn, they learn by practice.

Other patients noticed and appreciated the efforts put forth by the therapists to improve
their patient's condition. They see that some physiotherapists are doing their best in
numerous ways despite the challenges in the Nigerian healthcare system. Patients notice

that these clinicians regularly change their outlook based on recent findings and that many
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do more to help their condition. This encourages them to focus more on their efforts, than

the lapses they notice.

PatM4: Yes, for me, they did the best they could I would say. They give us hope,
and the possibility to get better. They have human sympathy.

Patients describe their view of the physiotherapist as a dynamic expert to whom they need
to give their trust and cooperation. They see the role of physiotherapists as an important
one with numerous challenging responsibilities. They believe that physiotherapists are
tasked with not only making their patients better but also providing support when needed.
As the patient, they believe they shouldn't interfere with the treatment process or make
things more difficult for the clinicians but their role is to cooperate with the physiotherapist
to their benefit.

PatF1: When you know this is what your clinician wants to achieve, anything
he tells you would do it. So that you can get a good result. When you do not
follow up well you might think it did not work because didn't follow instructions

well.

Needing Conviction

In this category, patients described their need for conviction. They report having many
conflicting information sources for instance the internet, TBS, other practitioners,
acquaintances with similar conditions, religious leaders etc. They need physiotherapists to

be advocates for the correct information.

Patients describe their need for physiotherapists to provide conviction to get their full
cooperation. They believe that since they have multiple sources of information, to be able
to accept change, they need to be properly informed to a level of conviction. They believe
that if patients can be educated and the procedures explained properly, it will help them
become more receptive to a change in mentality that serves to sustain the implementation

of stratified care.

PatM2: The patient needs such conviction, he should not leave with the feeling

that 'this clinician does not have my interest and doesn't want to treat me’,

Some patients have become used to a specific style of treatment explained to them by other
therapists such as reliance on investigations; use of diagnosis for treatment, use of

radiographs and passive treatment they have been used to. Hence, they need some form of
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conviction to accept a new perspective. Some patients explain a conflict between their

previous knowledge and experiences and this new perspective.

PatM3: The only decision you make that will make sense to me is based on

evidence from X-rays, tests and others, not just based on your opinion.

Patients explained their willingness to change their perspective if they have proof that this
change will help them experience better outcomes. Based on their experiences, some relate
how despite the efforts of the therapists, they needed to be convinced from within through
some form of self-discovery. This means taking an inner look at their condition and trying
several approaches until eventually the right approach was discovered. This realisation
matched the earlier advice by the therapist creating substantial evidence and furthering

trust.

PatM5: They told me to check my body mass index, but | told them
[physiotherapists] it might not be right. Then | went to hospitals several times
until | discovered truly that my weight was the cause. | can manage myself

now.

Several patients say that they have struggled against wrong information which the therapists
need to drive against to optimise care. They relate that incorrect information abounds not
only from online sources but also from fellow patients who might have good intentions but
due to having a different LBP category, their recommendations on what worked for them
might not be applicable to other cases. In addition, some physiotherapists might intend on
earning more by having more sessions or using sophisticated equipment to impress patients
which might slow down recovery. To combat this, information pools and research banks

were suggested.

PatM5: The general internet sometimes gives false information. A research

bank is needed for publications available to all clinicians.

Recognising the Need for Change

In this category physiotherapists and patients recognise the inadequacies of the health care
system in Nigeria and relate the need for a change in the current system of managing LBP.
Participants talk about deficiencies in knowledge and practice that affect the optimisation
of care for LBP. Physiotherapists spoke about the lapses in training they received, not
sufficiently dealing with aspects of communication in clinical practice, psychologically

informed physiotherapy or prognostic approaches. This issue was threatening the level of
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competency available in the profession in Nigeria, affecting their perception of other

healthcare workers about physiotherapy and potentially reducing their capacity to advance.

PTf10: Physiotherapists in Nigeria do not have the training to give

psychologically informed therapy, our training does not cover that'.

This was further corroborated by the patient's dissatisfaction with the current treatment
outcomes. Some patients have frustration stemming from stagnated conditions despite
many treatments. They feel this way because there has been no complete relief from their
complaints. A few more exposed patients have learned about or experienced care in other
parts of the world. They feel that things need to change in the way physiotherapists treat

patients in Nigeria if patients are to continue to receive care from these professionals.

PatM3: | had received treatment for some years until 2016. There was no relief

after physiotherapy and | was contemplating traveling abroad for treatment.

Participants especially in government hospitals relate that one hindering factor working
against optimising treatment was the unavailability of proper funding to the health sector.
The staff were underpaid as well as the equipment was due for maintenance and
replacement. Improved funding for the health sector will ease their complaints relating to

issues of infrastructure, and patient load and improve services.

PatM5: There is a proverb in my place ‘good soup cost good money’. So, money

plays a bigger role in this. It needs to be available for any of these to work.

Physiotherapists and patients agreed that the implementation of stratified care especially
for high-risk cases is an opportunity to improve care for LBP. They recognised the potential
advantages it brings in terms of cost-savings and effectiveness. They consider themselves
open to accepting a different approach and see this initiative as an opportunity to create a
positive appeal, recruit the support of physiotherapists and patients. They believe it will not

only affect treatment for LBP but other conditions as well.

PatM3: You can know the kind of treatment and the extent to which you should
offer treatment. | believe that this approach goes a long way toward what

results.
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Themes of Variation

The critical differences between the major categories were elicited as 'Themes of variation'.
These themes highlight common areas where each category differs within itself and across
other categories. It also shows the width of the categories and the content when viewed
from the perspective of variation between patients and physiotherapists.

Tradition of Treatment

This describes variation across major categories regarding aspects of conventional
physiotherapy practice common in physiotherapy clinics and hospitals in Nigeria. This
theme also highlights gaps in practice and aspects that can be modified to implement

stratified care in Nigeria.

Here, physiotherapists speak about their assessment and treatment practices which vary
widely. Some use assessment based on diagnosis and radiological examinations while others
base their treatments on physical assessment or use forms of stratification. However, in their
opinion, it is more common to base their treatments on radiological investigations with little
input from the patient’s clinical presentation to reach a diagnosis or derive a prognosis

based on intuition.

PTm6: | request radiographs for about 90% of my patients with LBP but about
10% manage without it. Typically what | match are radiological imaging and

presentation to predict recovery.

Some physiotherapists interviewed carry out treatment using electrotherapy which involves
electrical stimulation of various kinds, massage therapy which is commonly categorised as
‘soft tissue mobilization’, exercise therapy and some form of patient education. Most
physiotherapists relate that they use a combination of modalities due to necessity,

availability, convenience and intuition.

PTm3: I think most especially we dwell more on manual therapy, which involves

manipulation and then electrotherapy and exercises where it is necessary.

Patients relate their conventional ideas to receiving physiotherapy in form of massage,
‘strong touch’ and equipment in one form or another. They believe this constitutes proper
care. Some are used to receiving short advice and reassurance from their clinicians while
others say they do not. Regardless, they are not used to having extended communication
sessions with their clinicians. In the patient’s opinion, some prefer visiting x-ray

departments by themselves even when the clinicians do not recommend it. They are
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generally used to seeking alternative care, perhaps visiting the TBS when or if the clinicians
are unavailable. They also consider going to other clinicians more willing to investigate and
make sure the clinician takes decisions based on ‘evidence’ meaning diagnostic

interpretation and tests that highlight a disease state to be managed.

PatF9: When it started | was taken to a hospital, but at that time in 2015 the

doctors were on strike so | had to go to the traditional bonesetters.

Evolution to a New System

This discusses the key factors that enhance implementation such as existing contextual
facilitators. These factors are found across major categories and are needed to adapt

interventions aimed at optimising care.

Here physiotherapists describe the various ways they are willing to evolve in terms of
practice. They suggested that making use of the stratified care model or an adapted variant
would be a step in the right direction. They mention the applicability and adequate research
base of the approach, existing specialty groups, their basic knowledge of psychology, and

targeted practice settings as factors that can be used to enhance implementation.

PTmb5: | think using this approach helps. It is an opportunity for PTs who also

get knowledge regarding cognitive behavioural therapy and all other stuff.

For the patients, evolution to a new system comprises the patient’s open-mindedness, and
willingness of the patients to trust in the physiotherapist even when he brings in seemingly
new ideas. Sometimes therapists change their mindset and treatment due to new evidence
or an upgrade in practice. The patients know this and expect it based on the confidence they
have in their therapist. Acceptance of the approach based on evidence, even though it might
cost them more time. They believe it is helpful if the approach encourages them to get

involved in a more active lifestyle and educates them.

PatM2: I think it is an approach that | resonate with. As | worked from home,

the methods of activity and self-care discussed in the video applied to me.

Experiences

This theme describes the differences in the experiences of physiotherapists and patients
across the major categories. Physiotherapy participants describe in this theme, the
differences in their experiences with the impact of patient education in their practice. Some

relate their encounters with patients who have been exposed to TBS and have visited other
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healthcare professionals. They also relate their experiences with colleagues and other
professionals, some of whom are more open-minded to innovations than others. Some
instances where they have made attempts to install change in practice patterns and the
effects on their colleagues of the same profession or interprofessional colleagues within

their clinical institutions.

PTm9: In cases of innovation in my clinical setting, we discuss it at seminars

and everyone brings their opinions and decides to use it and see the result.

Different lessons from the patient's experiences were highlighted. The patients relate how
they engaged in self-management of their condition, and self-diagnosis in cases where they
opted not to visit the hospitals or after several treatment sessions. The patients also relate
their experiences with conventional physiotherapy treatment, the advice they received from
clinicians and the treatments they received from various clinicians, specialists and TBS. They

relate the impact it had on them and how it shaped their perception.

PatM8: The physiotherapist talked about some exercises, and advised me
majorly about my sleeping, which has helped so much. Now the pain isn't much

anymore.

Strategies for Implementation

In this theme, all major categories vary in aspects of physiotherapists' and patients’
suggestions on strategies to implement stratified care for LBP among physiotherapists in
Nigeria. Physiotherapy participants' ideas on key strategies for the implementation of
stratified care include targeting a change in attitudes of patients, the working environment
to best initiate implementation, training and education, information, modification of the
approach and tools to suit the Nigerian context and routine procedures best suited for

smooth implementation.

PTf10: On the day of the assessment, physiotherapists can allocate individual
time for patient communication or squeeze it in when doing treatment or

activity with the patients.

For the patients, they suggested a range of items. In their opinion, they hope that being
more cooperative can help change the attitude of physiotherapists, creating more time for
communication. Some also suggested that there should be interventions aimed at the
government and organisational changes to increase funding for the physiotherapy
departments, employ more staff and renew the dilapidated equipment in most hospitals.
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There were additional suggestions on how to reach more people through medical
outreaches and advocacy programmes which were seen to be helpful, especially in giving a

preventive perspective to those who are not yet patients.

PatF9: Awareness is helpful. When | went for the free medical seminar | was
able to meet the physiotherapist that came for outreach, which encouraged

me.

4.2 Delphi Study: Developing Approaches and Adaptations to Overcome Barriers and

Promote Enablers to the Implementation of Stratified Care in Nigeria

A total of 1,097 participants meeting the minimum recruitment criteria were invited via
email. Physiotherapists meeting the inclusion criteria for this Delphi study were 197. Of
those, 139 completed the first round and 125 (90%] completed the second round as seen in

Figure 3.

Invitees
[n=1,097]

Ineligible [n=12]

Met criteria [n=197]

No response [n=58]

A 4

Completed round 1
[n=139]

No response [n=14]

\ 4

A\ 4

Completed round 2
[n=125]

Figure 3: Delphi Study Flowchart [Adapted from Adje et al.] (89)
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Table 4: Sample Description of Participants in the Delphi Study [Adapted from Adje et al.]

(89)

Characteristics

Physiotherapists (n=139)
n [%]

Sex

Male

Female

Diverse

Total

Age (in years) Mean [SD)

Years of experience with LBP
Up to 10 years

>10 years to 20 years

>20 years to 30 years

>30 years

Qualification
BSc/BMR(PT)
M.Sc

Ph.D

Other

DPT

Diploma

Areas of Interest
Cardiopulmonary
Community physiotherapy
Ergonomics and Occupational
Geriatrics

Neurology
Oncology/Palliative care
Musculoskeletal
Paediatrics

Sports

Women's health

Work setting
Primary health care

Teaching hospital and federal medical centres

General/state hospital
Specialist hospital

Home and community physiotherapy
Physiotherapy training institute (University)

Sports centre

83(59.7)
55(39.6)
1(0.7)
139(100)
35.2(6.6)

71(51.1)
54(38.8)
5(3.6)
1(0.7)

76(54.7)
47(33.8)
11(7.9)
2(14)
1(0.7)
2(14)

19(13.7)
32(23.0)
21(15.1)
21(14.4)
42(30.2)
10(7.2)

80(57.6)
24(173)
36(25.9)
25(18.0)

5(3.6)

54(38.8)
21(15.1)
19(13.7)
26(18.7)
15(10.8)
8(5.8)

BSc, Bachelor of Science; MSc, Master of Science; PhD, Doctor of Philosophy; DPT, Doctor of
Physiotherapy; PT, Physiotherapist.



Participants in this Delphi study were physiotherapists (n=1339) who had a mean age of 35.2
(SD 6.6] years. They were 55 (39.6%]) females, 83 (59.7) males and 1 (0.7) was diverse.

Regarding years of experience, the majority of participants 71 (51.1%) had up to 10 years of
clinical experience treating LBP. On the aspect of educational qualification, about 76 (54.7%)]
had a bachelor’s degree as their highest educational level, while a few participants 2 (1.4)
still had a diploma and 1 (0.7) had a DPT degree or equivalent. A large number of
physiotherapists, about 80 (57.6%) chose musculoskeletal physiotherapy as their singular
area of interest or as a combination with other areas. Regarding work settings,
physiotherapists who worked in the teaching hospital and federal medical centers made up
the highest number 54 (38.8%). Further details on physiotherapy participants’

demographics are shown in Table & below.

In this first round, participants completed the rating of 30 statements and responded to the
open-ended questions put forward. Of these 30 statements, 25 met the criteria for

consensus as seen in Table 5.

Table 5: Results from Round 1 and Round 2 Delphi Processes [adapted from Adje et al.] (89)

c1 c2 Stability
Statements: To implement stratified care, Round Agreement Median IQR Wilcoxon
19]) Modify patients’ expectations by educating them on 1 96% 5 1
expected outcomes.
2] Hold quality improvement meetings to review the 1 96% 5 1
success of the approach and adherence.
11) Include training on PIP for undergraduate PTs. 1 96% 5 1
25) Allocate sufficient time for PT-patient communication. 1 95% 5 1
16] Training workshops on PIP for licenced physiotherapists. 1 4% 5 1
3) Educate the patients while treating them to save time. 1 4% 5 1
13) Adopt standardised LBP treatment guidelines in Nigeria. 1 93% 5 1
20] Use public media sources to dispel false information on 1 93% 5 1
LBP.
24) Use research results to convince PTs colleagues on SC. 1 93% 5 1
27) Print the SBT for routine use in waiting rooms. 1 92% 5 1
21) Encourage patients to learn about their own condition. 1 91% 5 1
22] Monitor patients’ self-care routine. 1 91% 5 1
18] Inform other health professionals about SC. 1 91% 5 1
6) Government should set up an affordable health insurance. 1 90% 5 1
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23) PTs self-examination to remove wrong LBP beliefs. 1 90% 5 1
29] Provide an electronic version of the STB and fill online. 1 89% 4 1
1) Start with senior PTs and let them supervise their juniors 1 88% 4 1
10) Patients should visit clinics with time and training on PIP. 1 87% 4 1
17) PT specialty groups should be responsible for SC 1 85% 4 1
advocacy.
7) Salary increments for PTs who train and practice PIP. 1 84% L 1
14) Group monitoring of colleagues is needed. 1 82% 4 1
30) Patients should fill the SBT at home. 1 80% 4 1
8] Seek the cooperation of the hospital administration. 1 79% 4 1
12) Train PTs on pain-relieving medications. 1 T1% 4 1
4] Schedule assessment and treatment on separate days. 1 6% 4 1
26) Patients should get a second opinion on the clinician’s 1 3% L 2 0.239
advice.
2 63% 4 2
5] Translate the SBT into Nigerian pidgin. 1 72% 4L 2 0.767
2 1% 4 2
28) Physiotherapy consultations should be carried out 1 70% 4 2 0406
online.
2 65.3% L 2
9] Implementation efforts should begin with government 1 61% L 2 0.109
hospitals.
2 63.7% L 2
15) TBS should share knowledge and ideas with PTs. 1 35% 3 3 0.676
2 35.4% 2 3

a (1 (Consensus criteria 1): = 75% agreement. C2 [Consensus criteria 2): Median = & and Inter-
Quartile-Range (IQR) < 1.

b Agreement: selection of response options & - agree or 5 - strongly agree.

¢ Stahility criteria: Wilcoxon matched-pairs signed-rank test was calculated for items that did not
reach consensus in the first round.

d Significance level is set at p < 0.05.

e Light grey: Items not reaching consensus in round 1 and progressing to round 2.

fDeep grey: ltems not reaching consensus in round 2 and tested for stability.

TBS: Traditional bone setters; PIP: Psychologically informed practice; LBP: Low back pain; SC:
Stratified care; SBT: STarT-Back Tool; PT: Physiotherapist
*Emboldened: Items reaching consensus and selected as the most important [top 5%] for

implementation of stratified care.
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There were 5 statements that failed to reach consensus: statement 26 (73%), statement 5
(72%), statement 28 (70%), statement 9 (61%) and statement 15 (35%) with the IQR > 2 for
each of the 5 statements. For the second round, the same 5 statements as in round 1 failed
to reach consensus and the IQR for these statements remained at > 2. Wilcoxon's matched-
pairs signed-rank test shows no significant difference in the 5 statements between round 1

and round 2 with the alpha level set at p < 0.05.

When arranged in order of importance, the top 5% were & [tems, these items had the highest
levels of agreement (>95%]). These items were: modify patients’ expectations by education
(96% agreement), holding quality improvement meetings to review successes and
adherence to the approach (96% agreement), psychosocial care training for
physiotherapists at undergraduate levels (96% agreement] and allocating time for patient

communication {95% agreement] as shown on Table 5.

Qualitative Responses

Rounds 1and 2 provided fitting qualitative responses as previously classified under the three
major existing categories of the questionnaire with accompanying definitions arising from

participants’ responses (Appendix V).

Describing strategies to best modify stratified care management to fit the national context,
panellists suggested a pilot implementation through senior colleagues and heads of
departments in a systematic hierarchical way. They also mentioned intermittent meetings
for quality improvement monitoring. This should be done to track how the approach

progresses after instituting it to ensure sustainability.

*Periodic review of the approach should be done per time and encourage

physiotherapists in using the strategy. [M/BSc/5-10/GenHosp).

Ontraining and education to aid the implementation of stratified care some participants felt
that undergraduate training should be carried out on psychologically informed practice to
equip themto handle patients’ expectations. Internships were also mentioned as key periods

to expose the physiotherapy students to the stratified model of care.

*Format: Quote [Gender/Qualification/VYears of experience/Work]
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Having this knowledge, they could help educate patients through community outreaches

and sensitisation usually done in student-community programmes.

Physiotherapy undergraduates should be allowed to experience SC during their

internship when practised by licensed colleagues. [F/BSc/<5/TeachHosp).

Panellists confirm that in order to ensure smooth implementation, sufficient time for patient
communication relevant to all prognostic risk groups in the STarT-Back classification
system is needed. This time could be created by employing more physiotherapists in
hospitals and clinics to reduce the workload. With this, the treatment tradition and attitude
of physiotherapists will change gradually with good results stemming from the use of SCin

practice.

More physiotherapists should be employed in hospitals to reduce the burden
of work and thus enable them to have more time for assessment and
treatment. [M/PhD/10-15/TrainInst].
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Chapter 5: Discussion

This project prepares the implementation of stratified care in Nigeria with two studies. The
first study explores the perspectives of physiotherapists and patients with LBP, identifying
their perceived barriers and enablers. The second study develops approaches and
adaptations to overcome barriers and promote enablers for the implementation of stratified

care.

The implications of these findings suggest that despite the presence of identifiable barriers
to implementation, a stratified model of care has a good chance of being implemented in
Nigeria. This might be possible if strategies for implementation could be applied in a tailored
manner. Such strategic interventions developed in this project were: educating patients with
co-developed resources, creating time for patient/clinician communication, instituting
undergraduate training on psychologically informed physiotherapy and holding quality
improvement meetings along with mentorship. These were described by some patients and
physiotherapists in Nigeria as advanced strategies with the highest potential to enhance the
implementation of stratified care for LBP [89]. They aim not only at high-risk categories but

also focus on low and medium-risk approaches as classified in research (35).

51 Barriers and Enablers to the Implementation of Stratified Care in Nigeria

The perspectives of physiotherapists and patients with LBP produced insights into the varied
enabling factors that promote the implementation of stratified care. It also revealed factors
serving as barriers that might obstruct the implementation process backed up with

suggestions and experiences.

Some physiotherapists interviewed described stratified care as a familiar and relatable
approach. This might be owing to previous knowledge from the training on basic psychology
that they received early during entry-level training and some form of intuitive stratification
practised by physiotherapists (40, 90, 88). Regarding implementation, the physiotherapists
described more challenges than the patients. There might be different reasons for this;
perhaps a negative attitude towards change (91-93) or a better understanding of the
intricacies involved in practice and implementation (6). Physiotherapists especially
expressed concerns about internal and external resistance they might face when attempting
implementation. The concerns include patient expectations, patient attitude, patient-load-
to-physiotherapist-ratio and socio-economic constraints. These are consistent with

findings on the implementation of stratified care in other countries (48, 94, 95).
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Furthermore, it was the physiotherapists' opinion that attachment to their current practice
tradition is fostered by their perception of the patient’s expectations. On the other hand,
from the patient's perspective, their expectations are hinged on the physiotherapist's
attitude and practice and would automatically change if they received sufficient conviction
(88).

Some patients struggle with misinformation and are unsatisfied with the amount of
attention, communication and conviction given to them by their therapists in relation to a
stratified care model. Other patients relate that they trust their therapists and have
discovered from experience that the self-care advocated by some physiotherapists is
beneficial. This leaves an intensified role for Nigerian physiotherapists, providing
enablement for their patients instead of dependency (94, 96). Physiotherapists express
concerns about perceived deficiencies in training as seen in previous research (97). Training
is needed for physiotherapists to deliver a broader biopsychosocial model of care especially
through early undergraduate training (98). Some physiotherapists additionally suggested
that for a start, government hospital centers could be targeted since they provide the
enabling environment suitable for the smooth inception of stratified care in Nigeria. They
also suggest that senior physiotherapists and specialty groups relevant to musculoskeletal

physiotherapy could provide the needed impetus and advocacy (99, 100).

52 Strategies for Implementation of Stratified Care in Nigeria

The Delphi study gave content on physiotherapists' and patients' perspectives in relation to
barriers, facilitators and further suggestions on possible strategies for the implementation

of stratified care in Nigeria (89].

After two rounds of the Delphi survey, strategies for the implementation of stratified care in
Nigeria were developed. These were based on consensus among physiotherapists on key
areas outlined in the qualitative study. Of the strategies outlined, four items were considered
contextually most relevant and feasible for implementation with above Ninety-five percent
agreement. They are: overcoming patient expectations using education, quality
improvement meetings, sufficient time for patient-clinician communication and

undergraduate competency training.
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5.2.1 Overcoming Patient Expectations Using Education

The finding suggests that panellists in this study realised that when patients draw
expectations from an inaccurate understanding of pain, this could misdirect their judgment
and potentially worsen outcomes. They feel the patients need to understand the reason
behind the SB classifications and its interventions. Especially recommendations of a one-off
treatment session, extended consultation with psychologically informed physiotherapy and
advice components with which patients are not familiar with. They believe a conviction
would be especially important for the patients who are classified into low- and high-risk
sub-categories since their management remarkably differs from usual care in Nigeria (93).
Research suggests that patients should be equipped to unlearn the conventional biomedical
process of care which is in contrast to the evidence supporting the SB approach to
treatment. They need to re-learn for instance why a one-off session for a low-risk sub-
group is sufficient and that staying active despite pain is the right approach (101, 102). A
thorough education should also provide research evidence that could enhance trust,
establish reasonable expectations and refocus the patients’ attention on the treatment
goals (103, 104].

Panellists in this study suggested that to implement a stratified model of care,
physiotherapists should deliver this education to patients in Nigeria. This can be done
through community outreach and health talks, especially for residents in rural areas. For
urban dwellers, broadcasts on social media platforms available to the public could be
effective. The aimis to reach individuals early before they develop LBP and become patients
(6, 105).

5.2.2 Quality Improvement Meetings

The panellists possibly suggested this having in mind the challenges associated with the
sustainability of implemented approaches. Their suggestion for ongoing quality
improvement meetings to review the approach for adherence and success at intervals. This
agrees with the guidelines on implementation featured in the Consolidated Framework for
Implementation Research (CFIR] which points to engaging users, through evaluation and re-

evaluation of the process (52).

For the implementation of stratified care in Nigeria, panellists suggested that ways to do
this were to establish routines, mentorship and support systems in clinical practice (1086).
This means that when initiated, the senior physiotherapists as mentors could instigate

quality appraisal meetings aimed at reviewing the stratified care model practised in their
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institution and systematically monitor the progress. The junior physiotherapists will be
responsible for providing logged feedback on the process for auditing leading to discussions
on quality improvement. This was exemplified in the IMPaCT Back study protocol which
recruited highly experienced physiotherapists as ‘educationally influential practitioners’ to
drive the implementation and other physiotherapists to provide feedback on the

implementation progress (107).

5.23 Undergraduate Training

Nearly one-fifth of the panellists were early career physiotherapists who contributed to the
consensus to include training in psychosocial care at the undergraduate level. The evident
deficiencies in their training reveal the need for improvement. Recent studies carried out
among Nigerian undergraduate and entry-level physiotherapists indicate deficiencies in
areas related to communication strategies and aspects of cognitive behavioral treatment
(99, 108). This can be traced to their training curriculum which shows limitations in early
patient contact and skill development in these areas (99, 97). This is in contrast to other
countries like Germany, which emphasises early clinical exposure fostered by paramount

vocational training (109].

These existing conditions give strength to the suggestions among panellists to target young
physiotherapists early and provide adequate and early patient contact. This training and
exposure in addition to close mentorship have good potential to ensure effective and
sustained use of stratified care in practice and in this way to facilitate implementation (52,
110).

5.2.4  Sufficient Time for Patient-Clinician Communication

Communication between physiotherapists and patients can serve to improve the patient's
condition and foster therapeutic alliances (111). The panellists in this study reached a
consensus on the importance of regular individualised open dialogue between
physiotherapists and patients. In this aspect, the inclination of physiotherapists in Nigeria
supports the SB approach. It recommends, an extended 30-minute consultation session
comprising advice and reassurance for patients in the low- and medium-risk groups. While
patients in the high-risk sub-group receive 45 minutes of discussion on treatment goals,

building rapport, self-efficacy and motivation.

Research suggests that for implementation to be successful, a common ground could be
used to initiate some form of ‘buy-in’ to attract and involve clinicians and overcome
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indifference or resistance. This concept has been described in the literature as a ‘congruency
with the role and personal interests’ suggesting aligning the interests and goals of the
stakeholders to the intervention they aim to implement (6). Since physiotherapists easily
see the importance of quality time for communication, this can be a starting point and
highlight for introducing the SB approach for implementation and advocacy among

physiotherapists in Nigeria (6, 52).

53 Critical Integration of the Studies for Implementation

The studies making up this project, when consolidated, give an overall picture and a better
understanding of the interrelationship of factors affecting the successful implementation of
SC in Nigeria. They reveal the priorities of stakeholders and peculiarities in Nigeria,
ultimately providing a basis for contextual comparisons and learning lessons from

implementation attempts in similar climes (36).

Findings from these studies reveal vital dimensions to be integrated when considering the
implementation of SC in Nigeria. Among these are considerations relevant to
physiotherapists’ perception and use of the SBT. For physiotherapists, although using the
SBT frequently enhanced practice, there was the issue of its potential to undermine the
clinical experience. Karstens et al. described a feeling of ‘pigeon-holing’ experienced by
physiotherapists and the desire to freely handle patients as deemed fit. Nigerian
physiotherapists feel a similar way, they cherish the freedom to make independent decisions
regarding patients and would rather modify the tool using their experience and fit it best
into their system. In their opinion, they would readily include the SB subgrouping
recommendations independently as a suggestion rather than a rigid rule. This was the
original idea of the developers since the tool should ‘supplement and not replace clinical
judgment’ (33). However, since the SBT is not just predicting risk but also targeting
treatment differently, it is recommended that it be used as it was designed. This means that
care needs to be taken when using it in new ways as attempts to greatly modify the

approach have produced varying results (37, 38, 112).

For delivering the SB tool, it also deserves consideration that online hosting of the tool in
physiotherapists' practice settings received a very low consensus level in both rounds of the
Delphi study. This might not be evidence against interest in e-questionnaires, but it might
be indicative of perceived poor feasibility considering the challenges with network
reachability and the cost of data. This can be inferred from the contrasting responses in the

gualitative study where one key recurring suggestion was the ‘online hosting of
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questionnaires’. It might thus be interpreted that though physiotherapists in Nigeria are
oriented positively towards hosting the SBT online, they are constrained by issues of
feasibility. Despite recent evidence that indicates telerehabilitation is feasible and cost-
effective, studies show that there are still some challenges like rural areas that lack internet
connectivity, lack of funding and poorly equipped facilities (113). Since available resources
necessary for operations reveal a readiness for implementation, this could be a critical
consideration for the implementation of the SB tool warranting further research in low- and

middle-income countries (52, 6).

Ideas to standardise practice and introduce systemic managerial changes such as
revamping the health insurance system although considered vital were not seen as critical
to implementation. Perhaps they were considered too large-scale and not within their
immediate control. For implementation, the behavior change wheel classified these
strategies as a ‘policy category’, needing large-scale intervention. Notwithstanding,
identifying them as potential interventions could prevent policymakers and intervention
designers from neglecting them. Research shows that the healthcare systems in low- to
middle-income countries possess unique complexities and the possibilities are few due to

poor funding and dire workforce shortages.

Nigeria, as Africa's most populous country has a complex healthcare system riddled with
challenges. There is the issue of affordability and choice of health care options for patients
as inequalities exist between traditional, public and private sections (74). There are
challenges due to the unavailability and ineffective use of available resources, and
insufficient financing for health and health care resulting in large population inequities (114).
To combat these challenges, there have been calls for cost-effective strategies to optimise
healthcare services and these policy strategies could thus be included in national

intervention design, selection and policies (115, 114).

When integrating aspects relevant to the implementation of SC in low- and medium-risk
patients, reports indicate a tendency for physiotherapists to struggle with financial
disincentives within the healthcare system. This could be attributed to the early discharge
of low-risk patients when using the stratified care model as opposed to usual care (36). In
contrast, this was not an issue for Nigerian physiotherapists. Since remuneration is not
necessarily tied to the number of patients treated or insurance bureaucracies, strategies to
incur cost savings described in the Delphi study were not considered top priorities for most
Nigerian physiotherapists. This can be attributed to the unique work settings prevalent in
federal hospitals in Nigeria. The majority of physiotherapists rely on a structured statutory

cadre-based payment system run by the federal government right from internship to full
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working status (116-118). Hence, the reduced income from one-off consultations for
patients in the low-risk subgroup might be less of a challenge compared to other settings
since most physiotherapists are not paid per patient. This is similar to the UK health care
system not only in terms of remuneration but also structurally with co-located
physiotherapy and physician practices and a cadre system. One advantage could be that
physicians and other professionals might easily be incorporated into the implementation
due to their proximity. Lessons from implementation efforts for low- and medium-risk
patients in the UK reveal that other healthcare professionals can be instrumental in patient

screening using the SBT and can contribute to the success of this intervention (31, 30].

When integrating aspects relevant to the implementation of SC in high-risk patients, a
practical consideration reported by clinicians was time constraints. This is often seen in
literature as a key barrier across different contexts (36). For German physiotherapists, for
instance, the issue of lack of time for carrying out psychologically informed physiotherapy
was a major topic since their treatments are mostly time-dependent. There is also the
closely related issue of limitations with health insurance remuneration for extended
treatments for high-risk patients. This reduced the possibility of providing complex bio-

psychosocially oriented treatment given the current statutory practice conditions (48].

Another practical consideration is the skill needed for handling high-risk patients using a
stratified care model. From the standpoint of Nigerian physiotherapists, acquiring such skills
and experience is necessary at an early stage of their professional development. This might
be similar in Germany, even though German physiotherapists are mostly trained at a
vocational level, both physiotherapists in Nigeria and Germany reported the need for skill
upgrades when it comes to carrying out high-risk treatments despite the comparative

difference in training structures (48).

Alternative care is a peculiarity in Nigeria that warrants consideration, due to the options
available and favored by some patients. The topic of TBS in Nigeria was seen by
physiotherapists as an important factor regarding implementation. TBS are unconventional
alternative medical practices in Nigeria, ‘learned by oral tradition with no regulation or
review', The quality and safety of care delivered are therefore not externally or internally
regulated and complications are high (119]. They enjoy high patronage for many reasons; in
some cases, the long wait times at the hospitals, proximity to rural areas, personalised
advert, and affordable services. Although some patients consider TBS a viable alternative or
in many cases even better than mainstream medical practice, physiotherapists are generally
reluctant (88]. The reason for this could be that physiotherapists generally associate these

practices with a high level of uncertainty and worsened conditions. Research has shown
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complications such as gangrene, non-union of fractures, limb shortening, osteomuyelitis, and
muscle contractures occur after treatment by TBS (120, 121). Nonetheless, as described in
the literature, the integration of bone-setters into the mainstream of healthcare delivery
system with the view of refining and regulating their practice might have the potential to

bring many benefits to practice and reduce complications (122).

5.4 Tailored Implementation Model

As the field of implementation science grows and the literature expands, researchers have
developed several frameworks guiding implementation and recent guidelines for using
these frameworks (59, 123). These frameworks can provide information on the intricacies
involved in their development and can support healthcare implementation efforts. They can
also help researchers who are planning implementation understand the relationships and
roles played by interacting factors (115, 123). Since findings from this research reveal that a
fundamental aspect of implementation in Nigeria is hinged on behaviour change, the
Behavior Change Wheel (BCW] for instance might be a suitable framework to highlight these
findings. It is fitting because it is based on already developed frameworks that have been

successful in designing and modifying behavior change interventions (124).

Within this BCW lies the ‘inner circle’ referring to the ‘sources of behaviors’, underpinned by
the notion that opportunity, capability and motivation have the most influence on behavior.
The outer circle of ‘Intervention functions’ represents strategies with which behaviors can
be changed and the outermost circle which is the third component deals with policy
categories to support the implementation of the intervention (124). Therefore, the major
categories receiving consensus in this project have been adapted to the BCW revealing
another way to understand the implementation of SC in Nigeria. This tailored model focuses
on the two inner circles of the BCW, ‘sources of behavior’ and ‘intervention functions'. It fits
these broad categories and subcategories into consensus opinions for the effective and

sustained implementation of SC in Nigeria (Figure &).

In the BCW, the social and physical opportunity in the inner circle was defined as an
opportunity afforded by the environment allowing for the successful implementation of an
intervention. It included time, resources, locations, cues and physical affordances. It also
connotes modeling to provide examples for people to aspire to or imitate, or to change the

physical or social context (115, 124).

In the tailored model, this physical and social opportunity corresponds to factors such as

treatment tradition, physiotherapist attitudes, hierarchal implementation and guideline
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adherence aspects. They stand a chance of being influenced by training, mentorship and

quality improvement meetings.

Reflective and automatic motivation in the inner circle of the BCW is defined as reflective or
impulsive processes involving plans and evaluations for implementation. In this case, the
tailored model corresponds to this reflective process in terms of patients’ confidence in the
therapist, socio-cultural adaptations, experiences and knowledge of self-care. They can
thus be worked with using co-produced patient education and therapeutic communication.
This is in line with suggestions for training to develop self-management skills, enablement

to increase means, and capacity to reduce barriers to implementation (115, 124).

Physical and psychological capability shown in the inner circle of the BCW refers to physical
or psychological knowledge, skills, strength or stamina to engage in the necessary behavior
change processes (124). They fit the categories described in the tailored model as
management solutions, approach modifications, attitude re-adjustment, and overcoming
beliefs, concerns and expectations. These might be influenced by quality improvement
meetings and therapeutic communication fitting the terms ‘persuasion’ and ‘education’
used in the BCW. Michie et al. explain that persuasion means using communication to
induce positive feelings or stimulate action and education means increasing understanding
(115).

This model goes further to show the overlap in the relationship between the key factors
affecting implementation specifically for physiotherapists and then for patients. For
example, on the part of the physiotherapist, such factors as the tradition of treatment,
attitudes of physiotherapists, and challenges with adherence to guidelines are interrelated
and displayed as such in the tailored model. They could be influenced by undergraduate
training and quality improvement meetings. Trained physiotherapists with good skills in PIP
and communication could learn from their patients and effectively educate and influence
their beliefs as indicated in literature (125, 126).

For the patients, their concerns, expectations and beliefs including a capacity for self-
management are likewise displayed as interrelated in the tailored model. They have the
potential to be influenced by education and patient-centered communication as

corroborated in research (104).
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Figure 4: Tailored Implementation Model for Stratified Care in Nigeria (Adapted from Michie
etal) (115]

55 Study Limitations and Strengths

A strength of this project is the design of its two constituent studies. The qualitative study
adhered to a rigorous Grounded Theory methodology to systematically draw out
comparisons and variations in themes and categories until saturation was reached. This
formed a strong foundation for the subsequent Delphi study, leading to shorter survey
rounds (127, 128].

Despite the possibility of selection bias in both studies, precautions were taken to guarantee
a representative sample. The sampling strategy employed in the qualitative stage ensured
that physiotherapists and patients in both urban and rural settings were contacted and
given equal opportunities for referral and response. The resulting sample thus included

participants of varied sex, and age, physiotherapists from different work settings, patients
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in all risk groups of the STarT-Back risk classifications, patients who visited the

physiotherapist and other healthcare institutions.

A representative sample was achieved in the Delphi rounds in terms of demographics
congruent with World Physiotherapy (129]. The gender distribution in this recent report by
World Physiotherapy indicates a predominance of male physiotherapists which agrees with
the demographics of this study (130, 129]. About three-quarters of the young participants
were less than 40 years old. A majority of participants had a bachelor’s degree as their
highest level of qualification due to the recent rapid growth that has been noticed in the

quantity and size of Nigerian physiotherapy training programmes (129).

The demographic distribution in this study further shows that a majority of participants
reported tertiary institutions such as teaching hospitals and federal medical centers as their
work setting. This is corroborated by the other nationwide studies that suggest these

institutions are the highest employers of physiotherapists (130-132).

A challenge that was overcome during this project was getting the participants motivated
to engage and provide feedback. This was achieved in the interview stage of the qualitative
study by emphasizing the relevance of the study early in the recruitment process. Research
indicates that stakeholders might be interested in knowledge co-creation and mobilisation

when the relevance is made succinct (133).

In the Delphi stage, incentives were employed in each round. Although some researchers
warn that incentives could create a transactional perception and ‘social exchange’ leading
to bias if used improperly (134). Care was taken in this respect by ensuring that the small
token size and fair method of incentive delivery were ethically appropriate (135]. The use of
small incentives as tokens, combined with reasonable deadlines and personalised

reminders, has been shown in studies to enhance feedback (128, 136).
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Chapter 6: Outlook of Implementation in Nigeria
6.1 Plans for Dissemination

There have been recommendations for the contextual implementation of a stratified model
of care to optimise treatment for patients with LBP worldwide (6). Literature suggest that
after contextual obstacles, solutions and strategic plans were identified, the preferred next
step would be to engage the workforce (6). The Generic Implementation Framework (GIF]
describes this important next step as ‘dissemination’. It is an active approach using planned
strategies via determined channels to persuade the target audience to adopt innovations.
The aim is to increase knowledge, awareness and perception around innovation for smooth

implementation (59).

These determined channels could be physiotherapists who can serve as ‘champions’, using
and driving implementation (52, 59). A recent study suggests that it might be more effective
for these champions to function without already developing an unhelpful practice culture
(137). Thus, this might be a criterion for the selection of the first champions and cohort

physiotherapists for implementation.

In addition, participants in both gualitative and Delphi studies reiterated that training
physiotherapists using content from this research has the potential to influence
undergraduate or entry-level physiotherapists. They might be trained in stratified care while
monitoring their skills, competency, beliefs and practice patterns helping them to effectively

implement and sustain it in their clinical practice in Nigeria (88, 108].

6.2 Tailored Training on Stratified Care for Physiotherapists

A tailored training programme on the stratified model of care will be developed in line with
recommendations for guiding early physiotherapists as they advance into clinical practice
(108]. The design and structure of this training will follow a reference e-learning package
for stratified care training. This reference training was developed, delivered and evaluated
to students of physiotherapy for two consecutive years. Its objectives were to monitor the
development of entry-level physiotherapy students and aid in the implementation of the

key aspects of stratified care in clinical practice.

In delivering this training, instructors’ specific aims were to help participants become

familiar with:
e the general overview, benefits and aims of stratified care
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e the theoretical background of stratified care

e the biopsychosocial approach to LBP

e the development, prognosis and progress of acute, subacute and chronic LBP

e treatment for patients with LBP who are classified into high, medium and low-risk
subgroups using a stratified model of care

e contextual experiences and perceptions about using stratified care in patients with
LBP

The training was evaluated using the mixed-methods approach. Participation statistics,
kinesiophobia levels and participants' perceptions were objectively evaluated. The results
indicate that participants were interested in the training and self-learning. Their
kinesiophobia decreased substantially, and they developed competencies that met current,
scientifically supported requirements. There were indications that they could transfer these

competencies into clinical practice in a targeted manner.

However, it was unknown if these results could be replicated in other contexts, hence, an
ongoing version of this model training is currently being expanded with entry-level
physiotherapists from 4 countries: Nigeria, Germany, Denmark and South Korea. This
created an opportunity to compare possibilities, share experiences, discuss developed
implementation strategies and consider ideas for contextual implementation. It also allowed
for competencies in stratified care to be tested with the aim of translation into clinical

practice.

The lessons from this training reveal vital aspects that could aid implementation in Nigeria.
The results indicate that this reference training might be suitable for adoption in preparation
for the implementation of stratified care in Nigeria if properly tailored. Additional tailored
components fitting Nigerian physiotherapists will include; current evidence on the STarT-
Back approach and tool in Nigeria, additional hands-on skill-development component of

psychologically informed therapy and communication in patient-centered care.

In Nigeria, since there might be challenges with continuous professional education and
international collaboratory opportunities for practising physiotherapists after graduation it
might be helpful to introduce such a current care model before graduation (6). It is thus
recommended that this tailored training be prepared and delivered in Nigeria, starting with
a physiotherapy undergraduate university cohort with plans for evaluation and monitoring.

The training will target undergraduate students in the entry-level phase of practice.

49



After the training, participants will be evaluated for relevant parameters like fear-avoidance
beliefs, attitudes and skills developed. There will also be the possibility of evaluating the
effect of their training on their patients' outcomes. The outcome of this training could serve
as a precursor for the inclusion of these relevant aspects and preferential methods in the
curriculum development of other training institutions in Nigeria (138). This could provide
additional stimulus to improve the care of LBP and assess the feasibility of stratified care for

LBP in other low- and middle-income countries in Africa.
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Chapter 7: Summary

Recent evidence shows that the management of non-specific low back pain can be
optimised using a stratified model of care. In the UK, this model of care was successfully
implemented, but not in low- to middle-income countries. Hence, the barriers, facilitators,
or strategies for implementation in Nigeria have not yet been recorded in a structured
manner. This two-study project aimed to prepare implementation by exploring the
perceptions of physiotherapists and patients with low back pain and developing strategies
forimplementation. The first study, which was a qualitative study, recorded semi-structured
telephone interviews with twelve physiotherapists and thirteen patients. A theoretical
sampling procedure was adopted for patients with low back pain, and licensed
physiotherapists from Nigeria. The data was transcribed and analysed using grounded
theory methodology. For the second study, a web-based Delphi study, 30 statements were
extracted from the qualitative findings. They were then presented to 139 physiotherapists
for rating based on the feasibility and relevance for stratified care implementation in Nigeria.
Consensus and stability criteria were pre-determined using percentage agreement (> 75%),
median value (> 4), inter-quartile range (< 1), and Wilcoxon matched-pairs test. In the
qualitative study, 11 participants were female and 14 were male, with mean age of 43
(SD+11.5) years. Four themes of variation and seven key categories were derived:
‘recognising the need for change’, ‘acceptance of innovation’, ‘resistance to change’,
‘adapting practice’, ‘patient’s learning journey’, ‘trusting the therapist’ and ‘needing
conviction’. In the Delphi study, 55 participants were female, 83 male, and 1 diverse, with
mean age of 35.2 (SD+6.6) years. Stahility was reached after the second Delphi round. Five
statements failed to reach consensus in both Delphi rounds. Four statements: ‘'modify
patients’ expectations by educating them’, 'hold quality improvement meetings to review
successes and adherence’, ‘include training on psychologically informed physiotherapy for
undergraduate physiotherapists’ and ‘allocate sufficient time for patient-clinician
communication’, met all consensus criteria and achieved the highest in percentage

agreement (> 95%).

Physiotherapists and patients with low back pain in this project believe that a stratified
model of care for low back pain might be implemented and sustained with the use of tailored
strategies such as co-produced patient education, therapeutic communication, and
training. The patient’s expectations and incentivized attachment to the usual practice were
seen as significant barriers facing stakeholders. These barriers could be overcome using
context-specific benefits such as patient trust, the hierarchy of clinicians, and specialty

groups. This project’s findings provide the platform to initiate and support stratified care in
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Nigerian clinical practice. Future initiatives to deploy stratified care in middle-income
countries should monitor and quantify the effects of these outlined strategies after

implementation.
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Zusammenfassung

Hintergrund

Aktuelle Erkenntnisse zeigen, dass die Behandlung von Patienten mit nicht spezifischen
Kreuzschmerzen durch die Anwendung eines stratifizierten Versorgungsmodells
verbessert werden kann. Ein solches Vorgehen zielt auf eine individuelle Betreuung ab, die
physische und psychosoziale Vorgehensweisen miteinander kombiniert. Im Vereinigten
Konigreich wirde hierzu der STarT-Back Ansatz (STarT: Subgroups for Targeted
Treatment] entwickelt und unter Beteiligung von  Physiotherapeut*innen,
Allgemeinmediziner*innen und Patienten*innen auf seine Effektivitat hin untersucht. Die
Stratifizierung basiert dabei auf dem neun Items umfassenden STarT-Back Fragebogen,
mit dem Patienten*innen in Risikostufen — niedrig, mittel oder hoch — fiir eine unglnstige
Prognose zu lhren Beschwerden eingestuft werden kénnen. Diesen drei Gruppen sind
Behandlungsempfehlungen zugeordnet: Patienten*innen mit niedrigem Risiko erhalten
eine einmalige Untersuchung und Beratung, Patienten*innen mit mittlerem Risiko erhalten
zusatzlich eine evidenzhasierte physiotherapeutische Behandlung und Patienten*innen
mit hohem Risiko erhalten psychologisch orientierte Physiotherapie. Forschungsarbeiten
zum STarT-Back Ansatz zeigen, dass dieser Potenzial hat, Beeintrachtigungen im Alltag zu
verringern, HKosten einzusparen und die Patientenzufriedenheit zu steigern.
Dementsprechend wird seine Anwendung in der britischen Leitlinie zu nicht spezifischen

Kreuzschmerzen empfohlen.

In anderen westlichen Landern als dem Vereinigten Kénigreich wie den USA, Danemark
und Irland zeigte sich der Ansatz unterschiedlich effektiv. Diese variierenden Ergebnisse
kdnnten auf die jeweils spezifischen Faktoren zuriickzufiihren sein, die dessen Umsetzung
beeinflussen. Fir Lander mit niedrigem und mittlerem Einkommen liegen keine
strukturiert erfassten Informationen zu Barrieren, Forderfaktoren oder Strategien fir eine
erfolgreiche Implementierung vor. Dies gilt auch fir Nigeria. Arbeiten aus der
Implementierungsforschung weisen darauf hin, dass Versorgungsmodelle zunachst
schrittweise und strukturiert an die Rahmenbedingungen in neuen Einsatzgebieten
angepasst werden mussen, bevor ein breitflachiger Einsatz in Betracht gezogen werden

kann.

Im Rahmen des durchgefiihrten Projekts wurde die Einfihrung des STarT-Back Ansatzes
in Nigeria fur Patienten*innen mit nicht spezifischen Kreuzschmerzen vorbereitet. Das in
zwei Phasen umgesetzte Projekt zielte darauf ab, zunachst die Perspektiven von

Physiotherapeuten*innen und Patienten*innen mit nicht spezifischen Kreuzschmerzen
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gegenuber dem Ansatz zu untersuchen und darauffolgend Strategien fir dessen

Einfuhrung zu entwickeln.

Methoden

In der ersten Phase des Projektes wurden im Rahmen einer qualitativen Studie
semistrukturierte Telefoninterviews mit Physiotherapeut*innen und Patienten*innen mit
nicht spezifischen Kreuzschmerzen gefihrt und aufgezeichnet. Diese erfolgten unter
Verwendung eines spezifisch entwickelten, semistrukturierten Interviewleitfadens. Die
teilnehmenden  Physiotherapeut*innen  wurden  Uber die  Datenbank  des
Physiotherapieverbandes ,Medical Rehabilitation Therapist Board of Nigeria” rekrutiert.
Um teilnehmen zu kénnen, mussten die Therapeuten*innen ein Physiotherapiestudium
absolviert haben, staatlich anerkannt sein und (ber mindestens drei Jahre klinische
Erfahrung verfligen (einschlieklich der Behandlung von Patienten mit nicht spezifischen
Kreuzschmerzen]. Die teilnehmenden Physiotherapeut*innen luden ihrerseits ihre
Patienten*innen zur Teilnahme ein. Die Teilnehmer*innen wurden mit gezielt entwickelten
Videos und Webinaren {ber das stratifizierte Versorgungsmodell informiert. Einer
.Theoretical Sampling”-Strategie folgend wurden Patienten*innen mit nicht spezifischen
Kreuzschmerzen und nigerianische Physiotherapeut*innen in mehreren Runden rekrutiert
bis eine Datensattigung erreicht worden ist. Die aufgezeichneten Interviews wurden nach
vordefinierten Regeln transkribiert und der Methodik der Grounded Theory folgend
analysiert. Dabei wurde das RQDA-Package in R-Statistics genutzt. In der zweiten Phase
wurde eine webbasierte Delphi-Studie durchgefiihrt. Anhand den Ergebnissen aus der
qualitativen Untersuchung wurden hierzu 30 Aussagen zur Umsetzbarkeit und Relevanz
des STarT-Back Ansatzes in Nigeria extrahiert und in Fragen duberfihrt. Die
Antwortoptionen variierten auf einer 5-Punkte Likert-Skala von ‘stimme tberhaupt nicht
zu' bis ‘stimme voll und ganz zu’. Zudem konnten die Teilnehmer*innen Kommentare in
Freitext hinterlegen. Fir das Delphi-Verfahren wurden Stabilitats- und Konsenskriterien
festgelegt. Die Stabilitat wurde anhand der Ergebnisse von Wilcoxon Matched-Pairs
Signed-Ranks-Tests bewertet. Die Antworten der Teilnehmenden sollten sich, bei einem
Signifikanzniveau von p < 0,05, in zwei aufeinanderfolgenden Runden statistisch nicht
signifikant voneinander unterscheiden. Bei den Konsenskriterien wurden der vorgegebene
Interquartilabstands (< 1), der Median (2 &) und die prozentuale Zustimmung (275 %) fur
jede Aussage ermittelt. Ein Konsens ist fir die jeweilige Aussage gegeben, wenn alle drei

Bedingungen erfullt sind.
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Fir die Studien wurden vor Durchfihrung in Nigeria und in Deutschland Ethikvoten
eingeholt und sie wurden vor Beginn in einer Forschungsdatenbank (OSF-Registry)

registriert. Alle Teilnehmer*innen gaben vor Einschluss ihr schriftliches Einverstandnis.

Ergebnisse

An der qualitativen Studie nahmen 12 Physiotherapeut*innen und 13 Patienten*innen teil.
Sie wurden in vier iterativen Runden rekrutiert. EIf Teilnehmer*innen waren weiblich und
vierzehn mannlich. Das mittlere Alter lag bei 43 (SD+11,5) Jahren. Von den
Physiotherapeut*innen hatten 9 (75 %) bis zu zehn Jahre klinische Erfahrung in der
Behandlung von Patienten*innen mit nicht spezifischen Kreuzschmerzen, 8 (67 %) hatten
einen Bachelor-Abschluss, 6 (50 %] gaben muskuloskelettale Physiotherapie als ihre
Spezialisierung an und 5 (42 %) arbeiteten in Lehrkrankenhdusern. Fir 2 der
teilnehmenden Patienten*innen (15 %) ergab sich nach dem STarT-Back Tool ein geringes
Risiko, fur & (31 %) ein mittleres und fir 7 (54 %) ein hohes Risiko. Die Sichtweisen von
Physiotherapeut*innen und Patienten*innen zur Umsetzung eines angepassten
stratifizierten Versorgungsmodell wurden in sieben Schlisselkategorien
zusammengefihrt: Erkennen der Notwendigkeit von Veranderungen”, ,Akzeptanz von
Innovationen”, ,Widerstand gegen Veranderungen®, ,Anpassung der Praxis”, ,Lernprozess
des Patienten”, ,Vertrauen in den Therapeuten” und ,Bedarf (berzeugt zu werden”. Zu
jeder Schlisselkategorie wurden vier Themen ausdifferenziert: ,Behandlungstradition”,

LEntwicklung zu einem neuen System”, ,Erfahrungen” und ,Umsetzungsstrategien”.

An der Delphi-Befragung nahmen 139 Physiotherapeut*innen teil. Von diesen schlossen
125 (90 %) auch die zweite Runde ab. 55 Teilnehmer*innen waren weiblich, 83 mannlich
und 1 divers. Das mittlere Alter betrug 35,2 (SD+6,6) Jahre. Einundsiebzig (51,1 %) hatten
bis zu 10 Jahre klinische Erfahrung in der Behandlung von Kreuzschmerzen, 76 (54,7 %)
hatten einen Bachelor-Abschluss, 80 (57,6 %) gaben die muskuloskelettale Physiotherapie
als ihre Spezialisierung an und 54 (38,8 %) arbeiteten in Lehrkrankenhdusern oder
staatlichen Gesundheitszentren. Stabilitat wurde nach der zweiten Delphi-Runde erreicht.
Bei 25 von 30 Aussagen gab es einen Konsens. Vier Strategien erfillten alle Kriterien und
erzielten eine Zustimmung von mehr als 95%: ,Erwartungen der Patienten durch
Aufklarungandern” (96%), , Treffen zur Qualitatsverbesserung, um Erfolge und Umsetzung
von Vorgaben zur Therapie zu verfolgen” (96%), ,Ausbildung in psychologisch orientierter
Physiotherapie flr Physiotherapeut*innen in der Ausbildung vorsehen” (96%) und
LAusreichend Zeit fiir die Kommunikation zwischen Patienten*innen und Therapeut*innen

einplanen” (95%). Fiinf Aussagen erreichten in beiden Delphi-Runden keinen Konsens.
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Diskussion

In dem beschriebenen Projekt wurden Strategien fir die Implementierung des STarT-Back
Ansatzes zur Behandlung von Kreuzschmerzen in Nigeria entwickelt. Diesbezliglich wurden
die Sichtweisen von Physiotherapeut*innen und Patienten*innen erhoben. Die
Teilnehmer*innen konnten sich mit dem Konzept des STarT-Back Ansatzes identifizieren,
da Patient*innen Ahnlichkeiten mit friheren Behandlungserfahrungen feststellen und
Physiotherapeut*innen Verknipfungen zu Wissen auf dem CGebiet der Psychologie
herstellen konnten. Ihre Einschatzungen unterscheiden sich jedoch, wenn es um die
Ubernahme des Ansatzes und die fiir die Umsetzung erforderlichen Anstrengungen ging.
Therapeut*innen sahen mehr Herausforderungen als Patienten*innen. Dies kdnnte sich aus
umfassenderen Kenntnissen zu den HKontextfaktoren ergeben. Die Therapeut*innen
beschrieben die Erwartungshaltung der Patienten*innen und deren gedankliches Festhalten
an dem Ublichen diagnosebasierten Ansatz als besondere Herausforderung. Zudem
erschweren die unzureichende Finanzierung und der Personalmangel im nigerianischen
Gesundheitssystem ihrer Meinung nach die Umsetzung. Dariber hinaus identifizierten die
Therapeut*innen Faktoren, die die Umsetzung fordern kénnten: das inharente Vertrauen
der Patienten*innen in ihre Therapeut*innen, die hierarchischen Strukturen in den Kliniken
und das Engagement von Spezialist¥innen aus dem Feld der muskuloskelettalen
Physiotherapie den Ansatz einzuflihren. Patienten*innen sahen den Widerstand der
Therapeut*innen, ihre gewohnte Praxis zu andern, als vornehmliches Hindernis. Dennoch
waren sie optimistisch, dass der STarT-Back Ansatz umgesetzt werden kann, wenn sie ihre

Denkweise andern und eng mit ihren Patient*innen zusammenarbeiten.

Auf der Grundlage der in der ersten Phase erarbeiteten Faktoren wurden in der Delphi-
Studie vier primare Strategien zur Uberwindung von Hindernissen oder Nutzung von
Forderfaktoren herausgearbeitet. €s sollte (1) eine gezielte Patienteninformation auf
GCemeindeebene  durchgefihrt  werden. Patient*innen mit  nicht-spezifischen
Kreuzschmerzen kénnten so unterstitzt werden, angemessene Erwartungen hinsichtlich
der Entwicklung ihrer Gesundheit aufzubauen. Mit leitenden Physiotherapeut*innen sollten
(2.) Treffen zur Qualitatsverbesserung stattfinden, damit diese den Einflhrungsprozess
strukturieren kénnen. Es sollte (3.) ein regelméaRiger, individueller und offener Dialog
zwischen Patienten*innen und Therapeut*innen zur gemeinsamen Erarbeitung von
Behandlungszielen stattfinden, wie er nach dem STarT-Back Ansatz empfohlen wird. Und
es sollten (4.) Schulungen zu psychologisch orientierter Physiotherapie in die Ausbildung
von Physiotherapeut*innen aufgenommen werden. Auf diese Weise wiirden angehende
Physiotherapeut*innen mit den erforderlichen Fahigkeiten ausgestattet werden, die sie

bendtigen, um Patient*innen mit hohem Risiko angemessen zu therapieren.
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Die Ergebnisse dieser Arbeit bieten eine umfassende Grundlage flr die Einfihrung der
stratifizierten Versorgung in Nigeria. In zuklnftigen Projekten bezlglich der Umsetzung
eines solchen Ansatzes in Landern mit mittlerem Einkommen sollten die Auswirkungen der

erarbeiteten Umsetzungsstrategien auf die Patientenergebnisse untersucht werden.
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Appendix

Appendix I: Interview Guide for Patients

Key question

Maintenance question

Potential follow-up questions

=

received so far.

~n

opinion on the STarT-
Back approach?

w

the current treatment
you receive?

4, Related influences: What

do you think might
happen when this
approach is used?

Experiences (Warm-up):
Tell me something about
the LBP treatment you

. Exploration: What is your

. Factors: How does this
approach compare with

What else?

And so on?

Is there anything
else

What else?

And so on?

- Is there anything
else?

What else?

And so on?

Is there anything
else?

- What else?

- Andsoon?

- Is there anything
else

What is your expectation of a successful treatment for your LBP?

What are your concerns regarding the treatment of LBP?

How would you feel being classified into a subgroup based on the STarT-
Back tool?

What would be your reaction if you were offered to be treated with this
approach?

What can you say about the questions in the STarT-Back tool?

Mention any specific aspect of the STarT-Back approach which interests
you?

What are your opinions regarding the questionnaire process?

What do you think about communication with the therapist in this
approach?

In the video, patients with a low likelihood of poor outcome receive one
treatment session with examination and advice, how do you feel about this?

In the video, patients with a high likelihood of poor outcomes receive
physical and psychological treatment, how do you feel about this?

In your opinion, what do you expect from physiotherapists who use this
approach e.g. attitude, training, expertise?

What is your opinion on a patient’s responsibility regarding this approach?
In your opinion, tell me what is required to use this approach in Nigeria?

Tell me if other enablers or barriers come to your mind when you think of
this approach?

How do you think this approach affects you as a patient with LBP?

How does this approach affect how you view treatment for LBP in Nigeria?

LBP: Low back pain
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Appendix II: Interview Guide for Physiotherapists

Key question

Maintenance question

Potential follow-up questions

Exploration: What
is your perception
of the STarT-Back
approach?

Factors: How does
this approach
compare with the
current treatment
for non-specific
LBP in Nigeria?

Strategies: Tell me
any possible
requirements for
implementing this
approach in
Nigeria?

Related influences:
What effects do
you think might
result from its use?

What else?

And so on?

Is there anything
else?

What else?

And so on?

Is there anything
else?

What else?

And so on?

Is there anything
else?

What else?

And so on?

Is there anything
else?

Tell me something about your current approach to treatment for non-
specific LBP.

How do you consider the idea of classifying patients into subgroups
based on the STarT-Back tool?

How would you feel about allocating treatments in this treatment
approach?

Mention any specific attributes of the STarT-Back approach that might
interest you.

What can you say about the STarT-Back tool?

What is your opinion about the patient-centeredness of this approach?

What are your ideas on the handling of the tool?

In your opinion, what is required for the implementation of the high-
risk approach?

In your opinion, what is required for the implementation of the low-risk
approach?

What are your ideas about incentives for using this approach?
Tell me your ideas about training on this approach.

What comes to your mind when you think about the distribution of this
approach in Nigeria?

Tell me if other enablers and barriers come to your mind when you
think of this approach?

. How might this approach affect patients receiving physiotherapy in

Nigeria?

. How might it affect interprofessional relations in Nigeria?
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Appendix Ill: Coding Agenda and Catergory Description

Category Description: A mixed category because it describes views from patients and physiotherapists. It
describes the resistance perceived and experienced by physiotherapists and patients concerning
introducing a stratified care approach. It describes the physiotherapists and patients perceptions of
challenges to the paradigm shift and strategies to overcome resistance.

Category 1:
Resistance to
change.

Themes of
variation
Tradition of
treatment
This describes
components of
the usual care,
highlighting
gaps in practice
and aspects
that can be
modified to
optimise care.

Evolutionto a
new system
This discusses
the key
enablers
needed to
introduce a
new practice
aimed at
optimising care.

Experiences
This describes
instances
where attempts
to install
change have
been made and
the effects

Strategies for
implementation

This highlights
the
participants’
key ideas on
strategies for
the
implementation
of the stratified
care approach.
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Category 2:
Acceptance of
innovation

Themes of
variation

Tradition of
treatment

This describes
components of
the usual care,
highlighting
gaps in practice
and aspects
that can be
modified to
optimise care.

Evolution to a
new system

This discusses
the key
enablers
needed to
introduce a
new practice
aimed at
optimising care.

Experiences

This describes
instances
where attempts
to install
change have
been made and
the effects

Strategies for
implementation

This highlights
the
participants'
key ideas on
strategies for
the
implementation
of the stratified
care approach.

Category description: This is a category most relevant to physiotherapists. It describes a positive reaction from
physiotherapists to the idea of implementation of stratified care in Nigeria, highlighting their perspectives on
the best settings and enabling conditions for implementation with inputs from patients.
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Category 3: Adapting
practice

Themes of variation

Tradition of treatment

This describes
components of the
usual care,
highlighting gaps in
practice and aspects
that can be modified
to optimise care.

Evolution to a new
system

This discusses the key
enablers needed to
introduce a new
practice aimed at
optimising care.

Experiences

This describes
instances where
attempts to install
change have been
made and the effects

Strategies for
implementation

This highlights the
participants' key ideas
on strategies for the
implementation of the
stratified care
approach.

Category Description: This category is relevant to patients and physiotherapists. Here participants
highlight their opinions and experiences on ways to adopt the stratified care approach. This category
describes the suggestions on adaptations in terms of creating awareness and modification of the
approach to suit the Nigerian context and enhance its use.
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Category 4: Patient’s
Learning Journey

Themes of variation

Tradition of
treatment

This describes
components of the
usual care,
highlighting gaps in
practice and aspects
that can be modified
to optimise care.

Evolution to a new
system

This discusses the
key enablers needed
to introduce a new
practice aimed at
optimising care.

Experiences

This describes
instances where
attempts to install
change have been
made and the effects.

Strategies for
implementation

This highlights the
participants' key
ideas on strategies
for the
implementation of
the stratified care
approach.

Category Description: This category is relevant to patients and physiotherapists. Here, patients have
experienced care from various fronts and have formed their opinions about what they have experienced
to be helpful to their condition. This was corroborated by the physiotherapist opinions about the patients
learning experiences from their perspective.
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Category 5: Category Description: This category is most relevant to patients. It describes the patient's views of the

Trusting the physiotherapist as a dynamic expert with who they need to give their trust and co-operation based on the
physiotherapist efforts of the physiotherapist to help their situation and their experiences with treatments.
Themes of variation

Tradition of
treatment

This describes
components of the
usual care,
highlighting gaps in
practice and
aspects that can be
modified to
optimise care.

Evolution to a new
system

This discusses the
key enablers
needed to
introduce a new
practice aimed at
optimising care.

Experiences

This describes
instances where
attempts to install
change have been
made and the
effects

Strategies for
implementation

This highlights the
participants' key
ideas on strategies
for the
implementation of
the stratified care
approach.




Category 6:
Needing
conviction

Themes of
variation

Tradition of
treatment

This describes
components of
the usual care,
highlighting gaps
in practice and
aspects that can
be modified to
optimise care.

Evolution to a
new system

This discusses the
key enablers
needed to
introduce a new
practice aimed at
optimising care.

Experiences

This describes
instances where
attempts to
install change
have been made
and the effects

Strategies for
implementation

This highlights
the participants’
key ideas on
strategies for the
implementation
of the stratified
care approach.

Category Description: This category is most relevant to patients. It describes patients exposure to false
information sources, hence the need for physiotherapists to provide trustworthy education to get their full co-
operation. This equips patients on their road to self-discovery and guides them to conviction.

73



Category 7:
Recognising the
need for change

Themes of
variation

Tradition of
treatment

This describes
components of the
usual care,
highlighting gaps in
practice and
aspects that can be
modified to
optimise care.

Evolution to a new
system

This discusses the
key enablers
needed to
introduce a new
practice aimed at
optimising care.

Experiences

This describes
instances where
attempts to install
change have been
made and the
effects

Strategies for
implementation

This highlights the
participants' key
ideas on strategies
for the
implementation of
the stratified care
approach.

Category Description: This category is relevant for physiotherapists and patients. It describes
participants attention to deficiencies and deterrents in physiotherapists knowledge and practice,
further corroborated by the patient's dissatisfaction with the current treatment outcomes which can
be enabled by acceptance of the stratified care approach and proper funding.
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Appendix IV: Qualitative Data

Informing Delphi Questionnaire Development.

Categories

Sub-categories

Codes

Outlook

Barriers

Strategies

Impression on approach

Impression on tool
Acceptability
Applicability

Financial challenges

Patient attitude

Interprofessional

challenges

Organisational

roadblocks

Physiotherapist beliefs

Patient belief system

Patient expectation

Socio-cultural factors

Physiotherapist

attitudes

Patient concern

Treatment tradition

Patients knowledge

Physiotherapy practice
standardisation
Process modification

Financial solutions

Knowledge mobilisation

SC approach would be difficult to apply in Nigeria
SC is applicable in government hospitals

SCis not applicable in private hospital settings
SC will not work well in government hospitals
Treatment timing in the new approach might be a problem
The questions are very useful

Questions in the SBT are straightforward

Patients would like the idea

SC treatment is a welcome development

SC is a feasible approach

SC does not cover many areas

High cost of treatment

Faulty health insurance system

Physiotherapists go for SC training at their own cost

Patients absconding

Patients enjoy passive treatments

Patients initial resistance

Most patients are not referred early for physiotherapy

Other clinicians think physiotherapists are not on the right track
Sensitizing other health professionals

The patient load is overwhelming

uncooperative management

Hospitals lack a blend of old and new physiotherapists
Unavailability of technology

Physiotherapists believe that more treatments work best
Routine is faster than using a tool

Physios believe that patients should reduce activity due to pain
Clinicians are the patients' last hope

Clinicians did the best they could

Clinicians learn by practice

Patients expect pain should leave completely

Patients expecting more

Patients only feel you have done something when you touch them
Language dialects as a barrier to communication

Preference for TBS

Physiotherapists have a system they know and already use
Physiotherapists unwilling to shift the paradigm

Convincing physiotherapists to use the approach

Self-reliance makes physios victims of the un-wholistic practice
Patients debilitating pain

Repeated treatments from the hospital give no sufficient result
Patients are unhappy with the current treatment

Patients' fears and desperation

Physiotherapists want to treat every patient for the financial benefit
Previous treatment based on diagnosis

Previous treatment using electrotherapy

Previous treatment with massage

Previous treatments using radiological examinations

Patients are not aware of physiotherapy

Patients do not understand back pain

Patients want you to do what they already know

Physiotherapists should follow clinical guidelines

Develop a standard practice guideline for Nigerian PTs
Reschedule patients if the load is too much

The personnel should be available to carry out SC
Assessment and treatment on different days

Patients should visit smaller clinics where the clinicians have time
SBT can be filled at home

SBT can be sent over the internet

A short form with all questionnaires for patient assessment
Apportion sufficient time for each patient

Combine education with treatment

Blending TBS and orthodox practice

If patients can get health insurance it can help

Institutions should train physiotherapists

Upgrade hospital with funding

Funds to print SBT

Carry out research and present papers about SC

Training workshops can help to propagate SC in Nigeria
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Enablers

Outcome

Management solutions

Specialisations for
physiotherapists
Hierarchal
implementation
Approach modification

Tool modification

Readjusting patient
expectation

Re-adjusting patients’
attitude
Educating patients

Physiotherapist training

Communication with
patients

Use of evidence-based
practice

Familiarity with
approach
Confidence in the
clinician

Patient willingness to
accept change
Self-care

Experiences

Practice benefits

Knowledge benefits

Awareness by hospital policymakers eases the use of SC

Provide the right working environment

Supervision of therapists by hospital management

Have more physiotherapists specialised

Implement through speciality groups

Implement through senior PTs

Physiotherapist supervision by senior colleagues

Making SC attractive to use

Modify the approach to include activities patients enjoy

Language translations of SBT will make it easy for patients

Create a short version of the SBT

A special questionnaire for physical limitation

Clinicians need to take time to understand patients

Going beyond the surface to help patients

Modify patients’ expectations using education

Make-shift treatment for patient psychology

Patients have to be convinced

Co-operation with clinicians

Educating the non-patient population

Ensure that patients are educated

Patients need to educate themselves about their condition
Regulate information source

Physiotherapists lack the necessary training in SC

Physiotherapists lack knowledge about psychosocial intervention
Train physiotherapists together

Training is needed for physiotherapists to use the psychosocial approach
Include psychosocial training in the undergraduate physiotherapy curriculum
In SC the manner of presentation to patients is very important
Physiotherapists should communicate with the patient

PTs can apply this approach by being more attentive to yellow flags

Previous treatment using physical assessment before treatment
Previous treatment using SC

Previous treatment using exercise therapy

Previous treatment using manual therapy

Previous treatment using patient education

Previous treatment using stratified care modifications

Physiotherapists have background knowledge of psychosocial conditions
Physiotherapists in orthopaedic speciality might be familiar with a similar approach
Patients prefer to listen to physicians

Trust in the physiotherapist

Patients open-mindedness

Slight improvement in treatment

Self-management

Self-diagnosis by patient

Lessons from TBS

Role of religion

Reduces overtreatment of patients

Saves cost

Opportunity for PTs to get knowledge
Physiotherapist will learn to use SC with experience
Understanding the approach

TBS: Traditional Bone Setters, SC: Stratified Care, PT: Physiotherapists, SBT: STarT-Back Tool
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Appendix V: Delphi Questionnaire

Please rate the following statements and include any further comments.

Strongly

Item
tems disagree

Disagree

Neutral

Agree

Strongly
agree

No Opinion

Comments

and peculiar ways of modifying the approach and tool to enhance suitability.

Group A: This group of items deals with strategies to best modify stratified care management to fit the Nigerian context. This category
describes the unique challenges facing the national health care context, advantages which can be harnessed for the implementation of SC

To implement SC, start with senior physiotherapists and
let them supervise their junior colleagues.

To implement SC, physiotherapists should hold quality
improvement meetings among themselves to review
successes and adherence.

To implement SC, physiotherapists should educate the
patients while treating them to save time.

To implement SC, physiotherapists should schedule the
assessment and treatment of patients if necessary on
two separate days.

To implement SC, create a Nigerian Pidgin Language
translation of the STarT-Back Questionnaire.

To implement SC, the government needs to set up an
effective health insurance system for all patients to
afford optimal care.

To implement SC, there should be salary increments for
practising physiotherapists after obtaining advanced
training on psychologically informed therapy.

To implement SC, physiotherapists should seek the
cooperation of the hospital administration.

To implement SC, implementation efforts should begin
with government hospitals.

To implement SC, patients should be encouraged to visit
clinics where the clinicians have time and training in
psychosocial care.

implementation of SC in clinical practice.

Group B: This group of items is concerned with participants' views on how training and education can best be done to help the
implementation of stratified care in Nigeria. It relates to how education and training can be best carried out for stakeholders to aid the

To implement SC, universities need to include training on
psychosocial care for physiotherapists at the
undergraduate level.

To implement SC, physiotherapists need to be further
trained to administer pain-relieving medications.

To implement SC, a standard guideline for low back pain
treatment should be adopted across physiotherapy
practice settings in Nigeria.

To implement SC, group monitoring of colleagues is
needed among physiotherapists in Nigeria.

To implement SC, where possible physiotherapists and
traditional bone-setters should share knowledge and
ideas to help patients with low back pain.

To implement SC, reqular training workshops should be
provided for licenced physiotherapists on psychologically
informed practice.
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To implement SC, orthopaedics and musculoskeletal
physiotherapy speciality groups should take the
responsibility of spreading it to others.

To implement SC, Physiotherapists should inform other
health professionals about Stratified Care practice to get
their cooperation.

To implement SC, physiotherapists need to modify
patients’ expectations by educating them on expected
outcomes.

To implement SC, physiotherapists should use TV, radio
and other public media sources to dispel false
information on low back pain.

To implement SC, patients with low back pain need to be
encouraged to learn about their condition.

To implement SC, patient’s self-care routine should be
closely monitored by their physiotherapist.

criteria therapists feel are necessary to be in place for a smooth and sustained delivery and utilisation of SC. Ongoing conditions with
implementation to prepare stakeholders to accept this approach.

Group C: This group of items deal with ideas on conditions necessary to enhance the implementation of SC in Nigeria. This category deals with

To implement SC, physiotherapists should examine
themselves for any wrong beliefs and attitudes
respecting low back pain.

To implement SC, use research results to convince
physiotherapy colleagues to use it for low back pain
management.

To implement SC, sufficient time should be allocated for
open communication between physiotherapists and
patients to discuss treatment goals.

To implement SC, where possible patients should get a
second opinion on the advice they receive from their
clinicians.

To implement SC, hospitals should provide printed
STarT-Back Questionnaires for routine use in waiting
rooms.

To implement SC, where possible physiotherapy
consultations should be carried out online.

To implement SC, if possible an electronic version of the
STarT-Back Questionnaire should be provided that can
be filled online.

To implement SC, physiotherapists should send the
STarT-Back Questionnaire to patients to be filled at
home if this is possible.

SC: Stratified Care
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Appendix VI: Qualitative Data for Rounds 1 and 2. Common Themes and Quotes.

Category Sub-category *Quotes
Round 1
A) Strategies Hierarchal + Implementation should be tested by a group of PTs on a group of patients first
to best implementation (F/BSc/<5/SpecialHosp).
modify » Pilot the study and think of encouraging in-buy by giving instructions that implement
stratified care incentives (M/PhD/20-25/SpecialHosp).
management + Collaboration with NDP and HODs is very important (M/PhD/20-25/SpecialHosp)
to fit the Approach + PT should adopt the use of Telemedicine in treating their patients (M/MSc/<5/HomePhys).
Nigerian modification + PT consultation should be carried out online sometimes if the patient is far away (F/MSc/25-
context. 30/HomePhys).
Tool modification + Online administration of the SB tool (F/BSc/<5/TeachHosp).
+ Translated in different core ethnic languages, if possible (F/MSc/5-10/GenHosp).
+ A special questionnaire should be developed for the benefit of patients with visual and
hearing impairments (M/BSc/5-10/HomPhys).
B) Views on PT training » Making SC a course for undergraduate students (F/BSc/<5/GenHosp).
how training + PT should be given equal opportunity to enhance their knowledge, skills and practice by
and engaging in MSc and PhD programmes. (M/PhD/5-10/TrainInst).
education can + PT should be trained on SC and increase sensitization (M/MSc/5-10/TeachHosp).
best be done + Adequate training for PTs in pain care medication. Sensitization of the patient about this
to help the matching treatment plan (F/BSc/<5/HomePhysio).
implementati + SC should be included in undergraduate and postgraduate student training (M/PhD/5-
on of 10/Trainlnst).
stratified care
in Nigeria. Educating + By properly educating the patients and other professionals on the implementation of SC
patients (M/MSc/<5/SpecialHosp).
+ Organisation of workshops and or seminars for PTs to educate them on the approach and
benefits (M/BSc/<5/HomePhys).
+ Use of social media platforms (F/PhD/20-25/Traininst).
Patient + Adequate follow-up of patients in the course of the treatment (M/BSc/<5/HomePhys).
Communication  Involve patients with LBP on their condition and treatment plan and should be carried along
(F/BSc/5-10/SpecialHosp).
PT practice + The licensing body should ensure more PTs are employed. This would improve Therapist to
standardisation/r  patients ratio significantly (M/MSc/5-10/TeachHosp)
egulation » To collaborate with the MRTB governing council to effect its implementation (M/BSc/10-
15/SpecialHosp).
Re-adjusting + Cordial relationship with PT and their patient in order for them to open up (M/Bsc/5-
patients’ 10/SpecialHosp)
expectations + There should be shared decision-making between the PT and the patient
(M/BSc/<5/TeachHosp).
C) Ideas on PT attitude re- + | believe strongly that it begins with the PT. If he knows why it's important, he will use it
conditions adjustment (F/15-20/BSc/CommPhys)
necessary to Treatment » PTs should adopt the use of outcome measures while treating their patients (F/BSc/5-
enhance the tradition 10/TeachHosp).
implementati ' Extended-scope practice should be encouraged among all specialists managing back pain,
on of especially the chronic low back (M/MSc/10-15/SpecialHosp).
stratified care + PTs should have diagnostic authority such as basic laboratory and imaging tests
in Nigeria. (M/<5/MSc/Specialhosp).
Process + Implement SC in rehabilitation centres and homes (M/BSc/<5/GenHosp).
modification » PT should allocate more time to the assessment and treatment of patients with LBP
(M/Msc/<5/SpecialHosp).
Management » More PTs should be employed where this is being practised (M/PhD/5-10/HomePhys).
solutions
+ Patients' load per PT should not be high (M/BSc/5-10/SpecialHosp).
+ Increase in PT workforce in our hospitals (M/BSc/5-10/TeachHosp)
+ Government policies and sensitization down to the grassroots (M/Bsc/5-20/CommPhys,
HomePhys).
Interprofessional + PTs to communicate with orthopaedic and musculoskeletal surgeons to understand the
collaborations effect of SC on patient recovery, especially on first contact (M/Msc/10-15/SpeciHosp)
Financial + The cooperation of HMOs and other health insurance companies should be sought to
solutions increase coverage and ensure the provision of optimal health care to patients
(M/Bsc/<5/TeachHosp).
Round 2
Familiarity No changes in My answers did not change because | am well familiar with SB tool (M/PhD/5-10/TrainInst).
with opinions » 1 had no change in my choice (M/BSc/<5/GenHosp).
approach + There are true representations of my options. These are the factors favourable for

implementation (M/Bsc/10-15/GenHosp).

* Format: Quote [Gender/Qualification/Years of experience/Work], LBP: Low back pain: * SC: Stratified care; SB-STarT-Back; PT:
Physiotherapist, * Trainlnst: Training Institute, SpecialHosp: Specialist Hospital, TeachHosp: Teaching Hospital, CommPhys: Community
Physiotherapy, HomePhys: Home Physiotherapy, GenHosp: General Hospital, SportCentr: Sports Center, PriHC: Primary Health care.
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