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Abstract

Background: High-impact chronic pain (HICP) presents significant challenges within primary healthcare (PHC) settings, particularly in resource-constrained environments such as South Africa. Limited evidence exists regarding physiotherapists’ lived experiences managing this condition in local contexts.

Objectives: This study explored facilitators and barriers to providing adequate care for individuals with HICP, as experienced by physiotherapists working in Western Cape PHC facilities. It is envisaged that the findings may contribute to curriculum development, policy considerations, and clinical practice enhancement.

Method: A descriptive qualitative approach was employed, and semi-structured virtual interviews were conducted with eight purposively selected physiotherapists from Western Cape PHC facilities. Inductive thematic analysis guided data interpretation.

Results: Analysis revealed four interconnected themes: (1) High-impact chronic pain as a complex and disabling burden in PHC settings, (2) person-centred approaches as key facilitators, (3) systemic and personal barriers constraining effective management, and (4) specific needs for improved HICP care. While person-centred approaches were valued, participants struggled with implementation amid resource constraints.

Conclusion: High-impact chronic pain management in South African PHC settings requires attention to interrelated factors of time, support, and knowledge. While physiotherapists recognise effective approaches, implementation challenges necessitate systemic adjustments.

Clinical implications: These insights highlight the necessity for workforce planning reform, professional development in pain management, and enhanced interdisciplinary collaboration to better serve patients with HICP in resource-limited settings.
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Introduction

Chronic pain represents a complex phenomenon extending beyond tissue damage, evolving from an adaptive protective mechanism to a potentially disabling condition when inadequately managed (Ashton-James et al., 2021). The understanding of pain has evolved since Engel’s biopsychosocial model was introduced in 1977, which posits that pain is not merely a physical sensation but a multidimensional experience shaped by biological, psychological, and social influences (Treede et al. 2019). This perspective has been further developed, suggesting that chronic pain can be viewed as a neuroplastic phenomenon shaped by individual learning and lived experiences (Meints & Edwards 2018).

The global prevalence and impact of chronic pain, as a leading cause of disability, position it as a global health crisis and silent epidemic (Rice, Smith & Blyth 2016; Vos et al. 2020). Chronic pain, which is pain persisting beyond the expected healing timeframe of 6–12 weeks, can significantly disrupt multiple dimensions of daily functioning, including work capacity, social engagement, psychological well-being, and self-care capabilities (Treede et al. 2019). When chronic pain disrupts an individual’s ability to perform activities or their participation in life roles, it is termed ‘high-impact chronic pain’ (HICP) (Dahlhamer et al., 2018). This global challenge is reflected in South African healthcare, where chronic pain significantly impacts individuals and the healthcare system (Igumbor et al. 2011; Kamerman et al. 2020).

International evidence identifies chronic pain as one among the most common presenting complaints in primary healthcare (PHC) settings globally (Smith et al. 2019). Locally, a South African survey found that 18% of the population experience chronic pain, with 61% of affected individuals reported as unemployed and merely 23% receiving disability support (Kamerman et al. 2020). Further analysis of South African PHC consultations revealed that pain-related symptoms constituted 16 of the 50 most frequent presentations within PHC facilities (Mash et al. 2012).

The South African healthcare landscape presents distinct challenges when addressing chronic pain. Approximately 83% – 84% of South Africans access healthcare through the public sector, predominantly via PHC facilities (Mayosi & Benatar 2014). However, this sector, serviced by only 30% of the country’s doctors, faces significant challenges. The public sector spent 4.1% of the annual gross domestic product (GDP) on health in 2017, while the private sector, serving 16% – 17% of the population, spent 4.4% (Ngobeni, Breitenbach & Aye 2020). The challenges faced within the under-resourced and overburdened public healthcare system are compounded by its fragmentation (Kautzky & Tollman 2008) and historical socioeconomic inequalities affecting education, employment, housing, and health status (Finn 2022; Mason 2022). These factors exacerbate the poverty-disability link, particularly in rural and peri-urban communities (Magaqa, Ariana & Polack 2021).

The PHC model, implemented in South Africa following the democratic transition in 1994, aimed to address these historical inequities through improved healthcare access and service delivery (Hone et al. 2018; Kautzky & Tollman 2008). Primary healthcare facilities represent potentially optimal environments for chronic pain management in South Africa because they offer accessible, community-based care that can address pain management early, promote continuity of care, and integrate multidisciplinary approaches tailored to local health needs (Ernstzen, Hillier & Louw 2022; Rispel et al. 2016). Physiotherapists positioned within this system play a potentially pivotal role in addressing chronic pain (Meroni et al. 2021; Morris et al. 2021), with their evolving understanding of pain science expanding their practice scope and potential impact on HICP management (Parker & Madden 2020).

Despite physiotherapists’ unique position, HICP remains a substantial burden within South African PHC settings (Kamerman et al. 2020; Vos et al. 2020). While international literature documents various dimensions of chronic pain management, a significant knowledge gap exists regarding physiotherapists’ lived experiences when managing HICP within South African PHC contexts. Following the comprehensive literature review, no studies were identified that specifically explored physiotherapists’ perceptions of contextual, subjective, or culturally specific factors influencing HICP care in South African PHC.

Understanding these experiences is essential to address gaps in knowledge and inform practice improvements that could benefit the substantial population affected by HICP. The impact of chronic pain on quality of life, workforce participation, and healthcare resource utilisation creates an imperative to understand better and improve management approaches. Therefore, this study aimed to explore the barriers and facilitators to providing effective care for individuals with HICP, as experienced by physiotherapists working in Western Cape PHC settings. It is envisaged that these insights will contribute to enhancing curricula, informing policy development, and improving clinical practice within the South African PHC system.

Research methods and design

Study design

This research employed a qualitative descriptive approach with a post-positivist and subjectivist epistemology. This approach facilitated deep engagement with contextual factors through collaborative interaction with participants, allowing rich insights into physiotherapists’ lived experiences.

Setting

The study was conducted in the Western Cape province of South Africa, which comprises one urban district (City of Cape Town) and five rural districts. This province contains 161 PHC facilities where outpatient rehabilitation services are delivered through various structures, including day hospitals, community health centres, health clinics, and satellite or mobile clinics (Mason 2022).

Study population and sampling strategy

The research targeted qualified physiotherapists registered with the Health Professions Council of South Africa who are working full-time in Western Cape public sector PHC facilities. A purposive sampling strategy was implemented to ensure representation across the province’s six districts and capture diverse experiences.

Inclusion criteria encompassed community service physiotherapists (newly qualified practitioners completing mandatory year-long public service) and experienced clinicians delivering services in PHC settings. Exclusion criteria included physiotherapists not providing regular full-time clinical services, those on sabbatical, or those on extended leave exceeding 3 months.

The researcher requested consent via the appropriate Department of Health research channels from all 161 PHC facilities in the Western Cape, receiving responses from 26 facilities within the established timeframe. From these responses, 14 potential participants were initially identified, with 10 agreeing to participate. No facilities from the West Coast district responded to research invitations, and only one of two physiotherapists from the Central Karoo district consented to participation. Following the exclusion of two pilot study participants (used to refine the interview guide), data from eight participants informed the final analysis.

The analysed sample included three urban physiotherapists and five rural physiotherapists. Experience levels varied substantially: two participants had less than 1 year of practice (community service), three had 1–5 years of experience, two had 5–10 years of experience, and one had practised for 13 years. Only one participant reported formal pain management training, consisting of a 1-day workshop and a 6-week programme focused on group interventions for chronic pain.

Data collection

Data were gathered through in-depth, semi-structured virtual interviews conducted between August and October 2022 using the Microsoft Teams platform. The interview guide, refined through pilot testing, explored participants’ understanding of HICP, their perceived role in managing affected individuals, barriers and facilitators to effective care, and perceived needs for practice improvement. Interviews lasted 30–60 min and were audio and video recorded with explicit participant consent.

The lead investigator, a native English speaker, conducted all interviews. While participants represented diverse linguistic backgrounds, all demonstrated English proficiency sufficient for detailed discussion without interpretation needs. Translators were offered to all participants, all of whom declined. Any potential language limitations were addressed through clarification questions and member checking during interviews.

Data analysis

The research employed inductive reflexive thematic analysis following the six-step framework described by Braun et al. (2019). This process involved (1) gaining familiarity with interview content through repeated reading and initial noting, (2) generating preliminary codes systematically across the dataset, (3) identifying potential thematic patterns, (4) reviewing themes for coherence and distinctiveness, (5) defining and naming themes, and (6) producing the analytical report. This iterative approach facilitated deep engagement with participant experiences and ensured thematic representations authentically reflected their accounts.

Data collection and analysis proceeded concurrently, with each interview informing subsequent enquiries. The concept of theoretical sufficiency, rather than saturation, guided sampling decisions. As described by Dey (1999) and Nelson (2017), theoretical sufficiency emphasises the richness, depth, and diversity of data rather than mere quantity, and this was achieved when analysis revealed no emergent themes.

Researcher positionality and reflexivity

The primary investigator’s position as a male physiotherapist with Western Cape PHC experience, pursuing postgraduate education while working in a rural PHC setting, provided advantages and potential limitations. This insider perspective enhanced rapport and understanding of context-specific challenges but necessitated careful attention to preventing personal experiences from unduly influencing data collection and analysis.

Several strategies were employed to maintain rigour despite this dual positioning. Firstly, interview questions underwent pilot testing and supervisor review to ensure neutrality. Secondly, during interviews, the investigator consciously maintained an open stance, avoiding sharing personal experiences or leading participants towards particular responses. Thirdly, thematic analysis involved collaboration with supervisors who provided external perspectives challenging potential assumptions. Finally, a reflexive journal documented potential biases and their influence on methodological decisions throughout the research process.

Transferability

Detailed descriptions of the study context, participant characteristics, and research processes were provided to enhance transferability. While the Western Cape setting has unique elements, it shares substantial characteristics with other South African provinces’ PHC systems, including resource constraints, rural-urban disparities, and structural healthcare arrangements. The inclusion of participants from diverse settings (rural or urban), varying experience levels, and different facility types supports the potential transferability of findings. Detailed methodological documentation enables readers to assess applicability to their specific contexts. While focused on the Western Cape, the identified themes likely reflect challenges and facilitators relevant to similar resource-constrained PHC settings across South Africa and potentially other low- to middle-income countries.

Ethical considerations

This study received approval from the Stellenbosch University Human Research Ethics Committee (reference number: S21/11/222) and the South African Department of Health (reference number: WC_202201_015). Written informed consent was obtained digitally from all participants before interviews, with all consent documentation securely stored separately from research data. Confidentiality protections included secure data storage, use of pseudonyms in all research documents, and confidentiality agreements with transcription services.

The research adhered to principles outlined in the Declaration of Helsinki (World Medical Association 2013), South African Guidelines for Good Clinical Practice (Department of Health 2020), Medical Research Council Ethical Guidelines for Research (SAMRC 2002), and Department of Health Ethics in Health Research: Principles, Processes and Studies (2015).

Results

Four key themes emerged from the analysis of participant interviews, reflecting the complex nature of managing HICP in PHC settings.

Theme 1: High-impact chronic pain: A complex and disabling burden in primary healthcare settings

The first theme from the analysis highlights the multifaceted nature of HICP and its significant impact on physiotherapists’ workload and clinical practice in PHC settings. Participants described HICP as a condition that substantially adds to their workload and challenges their clinical skills. Many expressed feelings of being overwhelmed and isolated:


‘Sometimes I feel like I’m the only physio in the whole wide world. So alone.’ (Participant 5, 2 years experience, rural)

‘But sometimes, as a therapist, it can be overwhelming because you have tried everything with these patients, and they always come back.’ (Participant 5, 2 years experience, rural)



The participants highlighted the complexity of HICP, emphasising psychosocial factors and diagnostic challenges:


‘There are psychosocial factors as well … lots of stress and seeing patients coming from a low socioeconomic environment where the social malice, low employment opportunities, poverty, poor household situations, and the family dynamics in terms of drugs and domestic abuse.’ (Participant 4, 13 years experience, urban)

‘We treat, and we see, okay, there’s no biomechanical issue, there’s nothing on the X-rays. Nothing, nothing, nothing … I will ask them … Do you have any stress? And then they start to pack out.’ (Participant 8, 1 year experience, rural)



They further acknowledged that because of the PHC setting, a different approach is required:


‘Now I’m in a primary health facility, and it’s a completely different way of thinking and managing … [compared to secondary/tertiary setting] … now I see there is a big need for me as a professional to understand this concept better to improve my understanding of pain to assist these patients better.’ (Participant 3, 6 years experience, rural)



Theme 2: Perceived facilitators: Person-centred approaches and strategies

The second theme focused on the approaches and strategies that participants identified as facilitating effective care for individuals with HICP. Participants consistently highlighted collaborative, person-centred approaches as key facilitators:


‘When we do get that team approach, and the patient is compliant. They want to get better. They’re all in. Those patients are the ones that flourish.’ (Participant 1, 3 years experience, urban)

‘We do whatever we can do … we have to see what works for you, what doesn’t work for you. Cause no patient is a textbook patient.’ (Participant 8, 1 year experience, rural)



Patient education and empowerment were seen as crucial:


‘We don’t necessarily have to satisfy our patients with immediate symptomatic relief, but … to empower our patients through education and promotion through self-care management.’ (Participant 4, 13 years experience, urban)

‘I feel like the education plays a big role in understanding where the pain is coming from and why it is there … both physically and from a mental aspect as well.’ (Participant 1, 3 years experience, urban)



The role of manual therapy was debated, with contrasting views from participants (with different experience levels):


‘They come in once a month, and they get touched. They get hands-on therapy … I think they feel the deep intensity of care.’ (Participant 6, 1 year experience, rural)

‘I’ve found oftentimes not putting my hands on the patient to be the most beneficial thing.’ (Participant 7, 5 years experience, rural)



Group therapy and peer support were highlighted as beneficial:


‘They receive encouragement from others when they see others have been in the same boat … those who have successfully overcome their pain can inspire other individuals … this is not the end of it … there is hope.’ (Participant 4, 13 years experience, urban)



Theme 3: Systemic and personal barriers constraining effective management

The third theme encapsulates the various barriers that participants identified as limiting their ability to provide effective care for individuals with HICP. A significant barrier mentioned by multiple participants was the lack of time:


‘By the time I get to see most of my patients … it becomes chronic, it’s no longer acute injuries, and out of those we tend to see a lot of high impact chronic pain conditions.’ (Participant 7, 5 years experience, rural)

‘I go there [the clinics] once a month, which is not sufficient … and we now go there, there’s like 16 patients that you see, which is quite impossible.’ (Participant 3, 6 years experience, rural)

‘When there’s only one physio … responsible for five clinics, they don’t get to be followed up as frequently or regularly as they might need or want to.’ (Participant 5, 2 years experience, rural)

‘So now I see the patient, but I’m fully booked for a month and a half in advance already. So now this patient that actually needs more attention and more care in the beginning have to wait for that long to be seen again.’ (Participant 6, 1 year experience, rural)



System factors, including lack of support and collaboration, were problematic:


‘I’m the only one who sees them … no teamwork, only me, myself and I.’ (Participant 5, 2 years experience, rural)

‘It’s overloaded because they [other healthcare professionals] don’t do certain stuff that they need to do. They’re just like … “we’re just gonna refer down to the physio”.’ (Participant 8, 1 year experience, rural)

‘The mental health component that’s sometimes not always addressed in primary healthcare … doctors and nurses just give them pain medication, pain medication, pain medication. And they come back and they come back and they come back.’ (Participant 3, 6 years experience, rural)



Participants also noted patient-related factors as barriers, including lack of compliance (adherence) and motivation with therapy and home exercise, poor insight into their health and conditions, and unrealistic expectations (Mason 2022):


‘It all depends on the patient’s motivation to get better … and also the compliancy with listening to the advice the physios offer in terms of education and strategies.’ (Participant 4, 13 years experience, urban)

‘They often don’t understand how their condition is contributing to their pain.’ (Participant 5, 2 years experience, rural)

‘They do expect that after session one, they are healed- miracle, whatever.’ (Participant 1, 3 years experience, urban)



Access to services was highlighted as a barrier:


‘I can only go out to three [clinics] and the other patients has to come to me … the other clinics I don’t go to. The patients must come to me at the hospital because of the high inpatient load I have.’ (Participant 3, 6 years experience, rural)



The participant’s own knowledge gaps were also acknowledged as barriers:


‘If you don’t understand something completely, how do you explain it to someone else?’ (Participant 3, 6 years experience, rural)

‘Communicating to the patients. I feel like it’s such a complex thing. I don’t personally understand it [HICP] … so how do I simplify it to explain it to them.’ (Participant 3, 6 years experience, rural)



Theme 4: Perceived needs for improved high-impact chronic pain care

The final theme that emerged from the analysis relates to the needs identified by participants for improving HICP care. Participants consistently expressed a need for more time and staff:


‘What I need? Another therapist.’ (Participant 3, 6 years experience, rural)

‘People have to wait mainly two months to be seen … there’s definitely a need for another physio in this district.’ (Participant 6, 1 year experience, rural)

‘In an ideal world … I would have a minimum of three physios for the two subdistricts.’ (Participant 7, 5 years experience, rural)



They highlighted the need for better support and management:


‘It would be lovely to have a rehab manager or an allied manager just to have our backs because in the clinics, being a sister/nurse as a manager, they tend to … show more favouritism towards their profession.’ (Participant 2, 3 years experience, urban)

‘If we maybe had a separate service, that could offer that [chronic pain groups], that we could refer patients to not necessarily us run it ourselves … it could kind of lessen the load on the clinics because those patients can be treated somewhere else … we’re not ignoring them. We’re just giving them another opportunity.’ (Participant 4, 13 years experience, urban)



Participants emphasised the need for more knowledge, training, and context-specific resources:


‘I need to improve my knowledge about chronic pain and then the different management strategies there are of these patients.’ (Participant 3, 6 years experience, rural)

‘It starts with me … I have to be educated in order to treat my patients.’ (Participant 6, 1 year experience, rural)

‘Of course, it would be nice if there’s like a … guideline, a semi-guideline and … culturally adapted outcome measurement tools that’s applicable to your facility and your home language.’ (Participant 3, 6 years experience, rural)



These themes provide a comprehensive insight into the complex nature of managing HICP in PHC settings, highlighting the multifaceted challenges faced by physiotherapists, the strategies they find effective, and their perceived needs for improvement. The findings underscore the interplay between systemic issues, patient factors, and physiotherapist capabilities in the context of HICP management in South African PHC settings.

Discussion

The qualitative descriptive methodology employed in this study revealed four key themes that highlight the complex nature of managing HICP in South African PHC settings. These themes underscore the interrelationships between time, support, and knowledge, which directly translate to the identified needs of physiotherapists working in this context. Each theme provides valuable insights into the on-the-ground challenges and opportunities for improving HICP care in PHC settings.

Theme 1: High-impact chronic pain: A complex and disabling burden in primary healthcare settings

Participants in our study portrayed HICP cases as particularly demanding, requiring significant time investment and specialised attention amid resource constraints. For instance, a participant noted that approximately 80% – 85% of their clinical workload consisted of individuals with chronic pain (Participant 1, 3 years experience, urban). The emotional impact of this burden was powerfully captured in Participant 5’s statement (2 years experience, rural) about feeling like ‘the only physio in the whole wide world, so alone’. This isolation, particularly affecting younger and less experienced clinicians, aligns with broader evidence that physiotherapists working in South African PHC settings encounter a diverse array of conditions affecting the majority of the population (Ned, Cloete & Mji 2017). These contexts necessitate that they assume generalist roles, often being the sole physiotherapist in extensive areas with limited resources and support (Ned et al. 2017), reflecting how working in PHC settings requires managing complex conditions with limited support structures and professional collaboration (Campo, Weiser & Koenig 2009).

Beyond the challenges of isolation, the complexity of HICP in PHC settings was emphasised through participants’ descriptions of multifaceted patient presentations involving psychosocial factors like ‘stress … low socioeconomic environment … poverty, poor household situations, and family dynamics’ (Participant 4, 13 years experience, urban). Their observations of cases where ‘there’s no biomechanical issue … nothing on the X-rays’ (Participant 8, 1 year experience, rural) highlight the challenge of managing conditions that extend beyond simple physical presentations. This complexity adds another layer to the physiotherapists’ burden, particularly when working in isolation, and necessitates a unique approach to care delivery. The disconnect between traditional biomedical training and the complex biopsychosocial nature of HICP suggests a need for specialised pain management education that equips physiotherapists to better understand and address these multifaceted presentations (Holopainen et al. 2020; Ng et al. 2021).

The distinct nature of managing HICP in PHC settings compared to secondary and/or tertiary care was clearly articulated by participants, with (Participant 3, 6 years experience, rural) noting it requires ‘a completely different way of thinking and managing’. This aligns with core PHC principles of accessibility, community participation, prevention and health promotion, integration, intersectoral collaboration, appropriate technology, adequate health workforce, and quality of care (Hone et al. 2018). However, participant responses revealed discrepancies between these theoretical principles and their practical implementation (Rispel, 2016; Visagie & Schneider 2014), suggesting that managing HICP effectively in PHC settings requires not just clinical expertise but also the ability to adapt theoretical knowledge to resource-limited contexts while addressing broader social determinants of health (Stanos et al. 2016).

Theme 2: Perceived facilitators: Person-centred approaches and strategies

Participants identified that effective care for individuals with HICP is facilitated through collaborative, person-centred approaches that emphasise therapeutic alliance and continuity of care. The importance of creating a therapeutic space where patients feel heard aligns with established biopsychosocial models of care (Dobscha et al., 2009; Peppin et al. 2015). As highlighted by (Participant 8, 1 year experience, rural)’s quote about there being ‘no textbook patient’, participants recognised that each individual requires a unique approach. This therapeutic alliance, characterised by empathy and non-judgement, is crucial for fostering positive outcomes in chronic pain management (Kinney et al., 2020; Wilson et al. 2017). The participants’ emphasis on communication, sensitivity, and patient-perceived care reflects their understanding of the benefits of person-centred care in PHC settings (Morera-Balaguer et al. 2019).

Building on these therapeutic relationships, education and empowerment emerged as crucial strategies, with participants highlighting the shift from passive interventions to active self-management approaches. This strategy of facilitating experiential learning and adaptation aligns with person-centred care principles in PHC that aim to enhance individuals’ ability to achieve their personalised goals through continuous support (Hammond, Stenner & Palmer 2022). The provision of education and individualised exercise programmes were highlighted as a strategy that promotes insight into patients’ conditions. This experiential and collaborative learning strategy moves away from passive, temporarily relieving, and resource-intensive modalities towards a more function-orientated, personalised, and activity-focused model that enhances patients’ ability to learn, adapt, and engage better in daily activities (Girbés et al. 2015; Mason 2022; Morera-Balaguer et al. 2019).

The implementation of treatment strategies revealed interesting contrasts, particularly regarding manual therapy. While a less experienced clinician noted that hands-on therapy fostered a sense of ‘deep intensity of care’ (Participant 6, 1 year experience, rural), a more experienced practitioner found that ‘not putting hands on the patient’ was often most beneficial (Participant 7, 5 years experience, rural). The approach of using manual therapy or hands-on techniques for managing persistent pain conditions continues to generate debate among practitioners (Bialosky et al. 2017). A more nuanced perspective suggests that successful outcomes may not depend primarily on whether manual therapy is employed or avoided during treatment. Instead, benefits might stem largely from contextual factors such as the psychological impact of treatment expectations and the quality of practitioner-patient relationships established during clinical encounters (Bishop et al. 2015; Girbés et al. 2015; Mason 2022).

Beyond individual treatment approaches, group therapy and peer support were identified as valuable strategies that foster community and motivation while potentially reducing clinician burden. Group therapy and patient-led peer support groups for chronic pain have demonstrated positive results for several chronic conditions in South Africa, including chronic pain (Barnes et al., 2019; Jackson et al. 2021; Parker & Madden 2020; Saw et al., 2016). In fact, (Participant 4, 13 years experience, urban)’s observation about patients receiving ‘encouragement from others’ and finding inspiration through peer success stories emphasises these benefits. However, implementing such approaches in PHC settings requires strategic planning, knowledge, and time for implementation, maintenance, and evaluation (Gilmore et al. 2017). Despite these implementation challenges in resource-constrained settings, participants recognised the value of peer support in creating hope and fostering self-management skills among individuals with HICP.

Theme 3: Systemic and personal barriers constraining effective management

Time constraints emerged as a pervasive barrier, with participants describing overwhelming caseloads and insufficient frequency of treatment sessions. In this regard, (Participant 7, 5 years experience, rural)’s observation that ‘by the time I get to see most of my patients… it becomes chronic’ highlights how limited availability can transform acute conditions into chronic problems. This issue is particularly acute in rural settings where single practitioners must service multiple facilities, with participants reporting up to 3-month waiting periods and responsibilities across multiple clinics. These time constraints have been well documented in both local (Major-Helsloot et al. 2014) and international studies (Condon et al., 2016; Scurlock-Evans et al., 2014), directly contradicting PHC principles of accessibility and timely intervention. These time constraints, while significant on their own, are further exacerbated by systemic barriers within the PHC framework.

System-level barriers manifested through inadequate support structures and poor interdisciplinary collaboration. Participants described feeling isolated (‘no teamwork, only me, myself and I’ – (Participant 5, 2 years experience, rural)) and unsupported by other healthcare professionals who often inappropriately referred patients without proper screening or management. This breakdown in collaborative care directly contradicts evidence supporting interdisciplinary approaches for effective chronic pain management (Stanos et al. 2016). The issue is compounded by management structures that lack rehabilitation expertise, leading to feelings of being ‘overlooked’ and decisions being made without understanding the role and capabilities of physiotherapists. The diverse distribution of services within PHC and the complexity of its scope (Hone et al., 2018), coupled with insufficient interdisciplinary collaboration, which is deemed essential for pain management in community-based settings (Stanos et al. 2016), substantially restricts physiotherapists’ capacity to deliver effective treatment interventions. These systemic challenges inevitably influence patient engagement and outcomes in treatment.

Within this challenging system, patient-related factors reflected broader healthcare engagement challenges, particularly regarding agency and motivation. The evolution from using ‘compliance’ to ‘adherence’ in contemporary healthcare literature (Settineri et al., 2019) highlights the need to move away from paternalistic approaches. Participants’ observations about patients’ limited insight and unrealistic expectations (‘they do expect that after session one, they are healed’ – [Participant 1, 3 years experience, urban]) suggest a need for better patient education and expectation management. These challenges are compounded by socioeconomic factors affecting treatment adherence, reflecting broader healthcare access inequities in South Africa (Binagwaho & Ghebreyesus 2019). Recent research has uncovered various factors that may influence treatment adherence, such as the therapeutic relationship and prescription of individualised home-based programmes (Mason 2022; McLeod et al. 2022). The challenges of patient engagement are further complicated by significant access barriers throughout the healthcare system.

Access barriers highlighted significant gaps in service delivery, particularly in rural areas. (Participant 3, 6 years experience, rural)’s description of only being able to service 3 out of 10 clinics because of inpatient loads exemplifies how resource constraints affect service accessibility. Access has five dimensions (availability, accessibility, affordability, adequacy, and acceptability) according to the ACCESS framework (Mutwali & Ross, 2019; Scheffler et al., 2015). Participants acknowledged barriers related to these dimensions, creating a cycle where limited access leads to poorer outcomes and increased disability. This directly contradicts PHC principles of equity and universal accessibility, as well as the UN 2030 Sustainable Development Goals for improved health and well-being (Binagwaho & Ghebreyesus 2019; Mutwali & Ross 2019). Beyond these structural barriers, physiotherapists’ own knowledge and capacity emerged as a significant concern.

Knowledge barriers were acknowledged at both personal and systemic levels. The candid admission ‘If you don’t understand something completely, how do you explain it to someone else?’ (Participant 3, 6 years experience, rural) reflects the challenge of translating complex pain science into practical patient education. As the trend for most physiotherapists’ training has leaned more towards the biomedical model of care (Girbés et al. 2015), many may find difficulty with recognising and responding to psychological and social dimensions of health, or to integrate the biopsychosocial elements confidently into their clinical practice (Holopainen et al. 2020). A systematic review identified several obstacles preventing clinicians from embracing whole-person approaches to care, including individual practitioner characteristics, gaps in professional preparation, misinterpretations of best practice recommendations, perceptions of patient needs, and practical time constraints during individual consultations (Ng et al. 2021). The challenge is particularly acute in PHC settings where practitioners must maintain generalist knowledge while also developing expertise in complex conditions like HICP (Holopainen et al. 2020).

The interconnected nature of these diverse obstacles forms an intricate network of difficulties that considerably hampers therapists’ capacity to deliver quality treatment to patients experiencing chronic pain within PHC facilities. The interplay between systemic, personal, and patient-related factors suggests that addressing any single barrier in isolation may be insufficient; rather, a comprehensive approach addressing time, support, and knowledge factors simultaneously may be necessary for meaningful improvement in care delivery.

Theme 4: Perceived needs for improved high-impact chronic pain care

To facilitate maximal practical application and in the hope that findings would meaningfully inform educational frameworks, operational guidelines, and clinical approaches, participants were explicitly asked what resources they required to enhance outcomes when treating patients with HICP in PHC settings. Their responses consistently highlighted needs relating to time, knowledge, and support, with a particularly strong emphasis on the need for additional physiotherapy posts to address overwhelming caseloads.

The overwhelming need for more physiotherapists to create adequate time for effective care was a resounding theme. Although research strongly validates the necessity and value of rehabilitation programmes within PHC frameworks (Bim et al. 2021; Guilcher, 2018; Jesus et al. 2016; Rodés et al. 2021), the World Health Organization has yet to establish standard guidelines for appropriate therapist-to-community ratios (Cieza et al., 2020; Rodés et al. 2021). This crucial oversight in healthcare resource planning continues despite research indicating that rehabilitation services would benefit approximately one-third of individuals during illness, with musculoskeletal disorders representing the majority of these cases (Cieza et al., 2020). The absence of such guidelines particularly impacts HICP management, where regular intervention and adequate time per patient are crucial for effective outcomes.

Beyond workforce needs, participants expressed a clear need for improved support structures. The provision of rehabilitation-proficient management and administrative support could allow clinicians more focused clinical time, with evidence showing that appropriate leadership and management significantly impacts service delivery and staff retention in healthcare settings (Jesus et al. 2016; Morris et al. 2021; Scheffler et al. 2015). Some participants suggested that external services, such as chronic pain groups led by third parties or university students, could help alleviate their workload and enable more focused interventions for individuals with HICP. (Participant 4, 13 years experience, urban)’s suggestion of a ‘separate service’ for chronic pain groups reflects evidence supporting the effectiveness of externally provided group interventions in South African contexts (Barnes et al. 2019; Parker & Madden 2020). While such external services could potentially reduce clinician burden while maintaining care quality, their implementation would require careful integration with existing PHC services and clear referral pathways (Guilcher, 2018; Jesus et al. 2016).

Knowledge-related needs centred around the necessity for chronic pain training and culturally informed guidelines. The findings of this study reflect patterns observed in additional research within the South African healthcare context, which has documented several barriers limiting clinicians from adopting standardised treatment protocols, including a lack of knowledge of existing guidelines, perceived disconnection or malalignment between recommendations and local realities, and inadequate resources or institutional backing needed for effective implementation (Dizon et al., 2017; Stander, Grimmer & Brink 2020). While evidence-based guidelines for chronic pain management exist, participants’ responses suggest a significant gap between available knowledge and practical implementation. This gap appears to stem from challenges in knowledge translation, contextual adaptation, and practical application within resource-constrained settings (Ernstzen et al. 2022; Stander et al. 2020). The apparent disconnect between available research evidence and clinical practice highlights not only the need for improved knowledge translation strategies in PHC settings but also the importance of addressing implementation barriers through context-specific support and training.

These identified needs – time through increased staffing, improved support structures, and enhanced knowledge resources – are inherently interconnected. The absence of workforce guidelines particularly impacts the ability to advocate for additional posts, which in turn affects time available for implementing evidence-based practice and accessing training opportunities. Addressing these needs requires a comprehensive approach that considers both immediate practical solutions and longer-term structural changes to the healthcare system, with particular attention to establishing clear workforce planning guidelines for physiotherapy services in PHC settings.

Recommendations

Based on the study findings, we recommend assessing PHC physiotherapists’ understanding of HICP and its management strategies to inform targeted training programmes and curriculum development. Increasing support through additional personnel and resources is crucial. Chronic pain training should be incorporated into undergraduate curricula and made accessible to all PHC medical professionals. Physiotherapists should be equipped with skills for innovative practice and networking. Further research, both qualitative and quantitative, is needed to explore HICP management in PHC settings more comprehensively and to determine an ideal PHC physiotherapist-to-workforce population ratio. These recommendations aim to enhance the capacity of PHC facilities to manage HICP effectively and improve patient outcomes.

Conclusion

High-impact chronic pain presents a complex and disabling burden for physiotherapists in South African PHC settings. This study reveals that while physiotherapists recognise the value of person-centred and collaborative approaches in enhancing treatment effectiveness, they face significant challenges related to time, support, and knowledge that hinder optimal care delivery. These challenges are particularly acute given the absence of clear workforce planning guidelines and the complex nature of HICP management in resource-constrained settings.

Addressing these barriers requires a comprehensive strategy that considers both immediate practical solutions and longer-term structural changes to the healthcare system. Key recommendations emerging from this research include establishing clear workforce-to-population ratios, increasing the number of physiotherapists in PHC settings, appointing rehabilitation-proficient managers, and providing context-specific pain management training. The implementation of these recommendations must consider the inherent connection between time, support, and knowledge factors identified in this study.

This research contributes a nuanced understanding of HICP management in South African PHC from physiotherapists’ perspectives, highlighting the discrepancy between PHC principles and their practical implementation. It underscores the urgent need for systemic changes to support healthcare professionals in delivering effective, person-centred care. Beyond simply increasing resources, successful implementation of these recommendations requires addressing the complex interplay between workforce planning, support structures, and knowledge translation to meaningfully improve outcomes for individuals with HICP in PHC settings.
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